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A tale of three tumours
Q1: What is the probable diagnosis?
The diagnosis of Cushing’s syndrome is
confirmed by the low dose dexamethasone
test and the considerably increased 24 hour
urinary free cortisol concentrations. The
imaging studies show tumours in the pitui-
tary and the adrenal, while a large anterior
mediastinal mass is seen on the thoracic
image. The presence of hyperpigmentation,
further supported by a raised ACTH level
makes ACTH dependent Cushing’s syndrome
probable. In this case, the non-suppressibility
of cortisol to a high dose of dexamethasone
and the short duration of symptoms point to
ectopic Cushing’s syndrome. The common
causes for ectopic Cushing’s syndrome are
small cell carcinoma of the lung, bronchial
carcinoid, islet cell tumours of the pancreas,
and thymic carcinoids. Therefore the prob-
able cause of ectopic Cushing’s syndrome in
this case is the mediastinal mass, the first
possibility being a carcinoid tumour arising
from the thymus and a malignant thymoma
being a rarer possibility.

Q2: Which is the best test to confirm the
diagnosis?
As all the clinical and biochemical tests lack a
100% specificity,1 a bilateral inferior petrosal
sinus sampling would have been the best test
to confirm the diagnosis. Most corticotrophin
secreting thymic carcinoids are larger than
2 cm and mostly detectable by chest com-
puted tomography or magnetic resonance
imaging on first presentation.2 As a second
line option, computed tomographic guided
biopsy of the anterior mediastinal mass was
also considered in this case. These options
were discussed with the patient and he opted
for the second. The biopsy of the mediastinal
mass showed a thymic carcinoid with a
positive immunohistochemistry for ACTH
confirming the diagnosis. Thymic carcinoids
account for about 10% of ectopic ACTH
producing tumours.3 The pituitary lesion
was probably an incidental tumour, consider-
ing that the prevalence of incidentalomas on
routine magnetic resonance imaging in a
normal population is about 10%.4

Q3: How would you manage this
patient?
In the presence of a demonstrable tumour,
the longest survival rates are seen in those
patients in whom a complete surgical resec-
tion is possible.5 6 Other modalities include
chemotherapy, radiotherapy, and adrenalect-
omy.

Follow up
This patient underwent surgery. He had a
large anterior mediastinal tumour that at the
time of surgery was found to have infiltrated
the phrenic nerves and the pericardium.
Therefore complete resection was not possi-
ble. Histopathological examination of the
tumour was reported as an atypical carci-
noid with immunopositivity for ACTH.
Subsequently he had chemotherapy with

cisplatin and etoposide followed by radio-
therapy. At three month follow up, his
24 hour urinary free cortisol was 1319
nmol/day. Six months postoperatively his
serum cortisol after 1 mg dexamethasone
suppression was 50.5 nmol/l.
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A patient with urgency,
frequency, and low serum C
reactive protein concentration

Q1: What do the computed tomogram
and abdominal erect film show?

The pelvic computed tomogram (CT) showed
typical intramural and intraluminal air bub-
bles accumulation in the urinary bladder (fig
1). Abdominal erect film taken right after the
computed tomogram also showed a clear
picture of curvilinear gas along the bladder
wall (fig 2).

Q2: What is the diagnosis?
Emphysematous cystitis, glycosaemia, and
hypokalaemia were proposed.

Q3: What is the appropriate treatment
for this patient?
The treatment of emphysematous cystitis is
by controlling glycosuria, glycosaemia, and
systemic antibiotics. Drainage of urine is also
suggested. If these treatments are not suc-
cessful, surgical debridement is required.

Prognosis
The patient had hypokalaemia and was
treated immediately. At the same time, she
was treated with urinary drainage, antibio-
tics, and blood sugar control. However, she
was admitted to the intensive care unit
because of respiratory failure, septic shock,
and an episode of seizure attack. Urinary
culture showed Escherichia coli infection. After
25 days in the intensive care unit and
antiepileptic drug treatment, her condition
became stable and she was transferred to a

ward. She was discharged 40 days after
admission.

Discussion
Emphysematous cystitis is a rare complica-
tion of urinary tract infection.1 Most of the
patients with this disease are diabetic, with a
higher incidence in women.2 Definite diag-
nosis is based on computed tomography,
ultrasonogram, or urography. E coli is the
most commonly isolated bacteria.1 Treatment
of this rare complication is by controlling
diabetes mellitus, systemic antibiotics, and
adequate drainage of urine.3 Surgical debri-
dement or cystectomy also had been
reported.4 Even more important is an aware-
ness of this life threatening disease that can
be diagnosed in the emergency department.
Increased plasma concentrations of

C reactive protein have been reported to be
sensitive indicators of infection in adults with
diabetic ketoacidosis.5 It also can be used as
screening tests to distinguish pyonephrosis
and infected hydronephrosis from simple,
uncomplicated hydronephrosis.6 However,
increased serum concentrations of C reactive
protein have been found regularly in girls
with acute clinical pyelonephritis but only
infrequently, about 5%, in those with clinical
cystitis.7 No specific discussion about emphy-
sematous cystitis and serum C reactive
concentration can be found in the literature.
Despite the strong image evidence of the

computed tomogram and clinical symptoms,
the woman in this case report had a low
serum C reactive protein concentration at the
time of emphysematous cystitis was diag-
nosed. This rare case highlights that a patient
of dysuria and low abdominal discomfort
with low C reactive protein concentration is
still at risk of severe urinary tract infection
and needs prompt treatment. The treatment
regimens are dictated by the clinical presen-
tation of the patient and not a reliance on
single test results.

Final diagnosis
Emphysematous cystitis induced septic
shock.
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