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Abstract

Adrenal cysts are rare with a reported prevalence of 0.064%-0.180%. Patients with 

vascular adrenal cysts are in their fifth to sixth decade, and women outnumber men 

with a ratio of 3:1. The most common clinical presentation is abdominal pain (35%), 

followed by incidental findings (32%). Computed tomography (CT) has been reported 

to be very effective in recognising cystic lesions, but may not be able to distinguish 

benign lesions from malignant adrenal cysts. Therefore, extensive pathologic 

sampling of resected tissues is important to rule out malignancy in patients with 

cystic adrenal lesions. 

Introduction

drenal cysts are rare with a reported 
1,2Aprevalence of 0.064%-0.180%.  

Patients with vascular adrenal cysts are in 

their fifth to sixth decade, and women 
3outnumber men with a ratio of 3:1.  The 

clinical presentation varies and is 

independent to the cyst size. The most 

common clinical presentation is 

abdominal pain (35%), followed by 

incidental findings (32%). Adrenal 

neoplasms, including adrenal cortical 

carcinomas may be associated with benign 

appearing cysts. Extensive pathologic 

sampling of resected tissues is important 

to rule out malignancy in patients with 

cystic adrenal lesions. Computed 

tomography (CT) has been reported to be 

very effective in recognising cystic lesions, 

but may not be able to distinguish benign 

lesions from malignant adrenal cysts. 

Therefore, the evaluation of cystic adrenal 

lesions from malignant neoplasms of the 
4adrenal gland.

Case Report

We present a case of 30 years old female 

admitted to our hospital with pain in abdomen since 

15 days. The haematological, biochemical and 

hormonal studies were within normal limits. 

Ultrasonography showed a cystic lesion of size 6 x 5.9 

x 5.3, with internal septae in the right 

hypochondrium between the inferior border of the 

liver and the upper pole of the right kidney. CT scan 

revealed well defined lobulated non-enhancing 

hypodense cystic of size 5.9 x 5.2 x 4.2 of 15 H.U in 

the region of the right adrenal gland, which was not 

seen separately from the lesion. Few internal 

septations and peripheral tiny specks of calcification 

in the wall of the lesion were also noted. Liver, 

pancreas, spleen, gall bladder, kidneys, urinary 

bladder, uterus and ovaries were normal in 

attenuation and enhancement pattern. Grossly, the 

cyst measured 6 x 6 x 5 cm and was thin-walled and 

multilocular with thin transparent septae and a focal 

thickened area (Fig. 1). On microscopy, cyst wall
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comprised of fibrocollagenous tissue with foci of 

calcification and lined by flattened endothelial cells 

along with compressed adrenal cortex at periphery 

(Fig. 2)

Discussion

Adrenal cysts are rare with a reported 
1,2prevalence of 0.064%-0.180%.  In 1966 

3Foster,  classified histopathologically 22 

adrenal cysts into 4 types: (a) epithelial 

cysts (9%) includes retention cysts, 

embryonal cysts and cystic neoplasm, (b) 

parasitic cysts (7%) predominantly 

echinococcal in type, (c) pseudocycts 

(39%), and (d) endothelial cysts (45%). 

Mesothelial lined cysts have also been 

reported in the literature. Adrenal cyst 

occur in all age groups but are more 
rd thcommonly found between the 3  and 6  

decades. Adrenal cyst are found more 

often in women than in men by a margin of 
2approximately three to one.  Cyst range in 

size from several millimeters to occasional 

giant lesions exceeding 20 cm in diameter. 

They may be unilocular or multilocular, 

are usually solitary, and involve the right 

and left gland with equal frequency. Cystic

lesions are usually clinically silent and 

may be incidentally discovered by means 

of imaging, surgery, or autopsy. The 

frequent use of imaging studies, 

particularly computed tomography (CT) 

scans, which consistently detect adernal 

lesions greater than 1 cm, has resulted in 

the detection of incidentalomas in 0.35% 
5 to 5% of studies. some patients may 

present with a palpable abdominal pain, or 

vague gastrointestinal symptoms often 

attribute to large lesions that cause 
2pressure on surrounding organs.  Patients 

with vascular adrenal cysts are in their 

fifth to sixth decade, and women 
3outnumber men with a ratio of 3:1.  The 

clinical presentation varies and is 

independent of the cyst size. The most 

common clinical presentation is 

abdominal pain (35%), followed by 

incidental findings (32%). Calcifications 

are detected in 15% to 30% of adrenal 

vascular cysts and are peripheral (mural) 
3or speckled throughout the lesion.  

Calcifications were identified in the walls 

of the adrenal cysts, including adrenal 

cysts with associated adrenal cortical 

adenomas and carcinomas. Various 

theories have been suggested concerning 

the pathogenesis of adrenal vascular 

cysts, including origin from a pre-existing 

vascular hamartoma, from ecstasia of 

lymphatic channels, or secondary to 
3intraparenchymal haemorrhage.  Grossly, 

both types of  adrenal  vascular 

cysts(endothelial and pseudocysts) are 

well circumscribed and surrounded by a 

capsule. Their size ranges from 1.4 to 33 
3cm i diameter.  Vascular cysts are lined by 

flattened cells resembling normal 

endothelium. Immunohistochemical 

studies using antibodies to CD 31 and 

factor VIII related antigen confirms 
4endothelial nature.  Pseudocyst, typically 

lacks endothelial or epithelial lining. The 

approach to incidentalomas is directed 

towards distinguishing benign from 

malignant neoplasms and determining the 

functional status of the lesions. Adrenal 
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cysts may be observed in association with 

neoplasms of the adrenal medulla and 

adrenal cortex, but they should be 

differentiated from adrenal neoplasms 

demonstrat ing foci  o f  cyst ic  or  

degenerative changes. In addition to 

primary cystic lesions, metastatic 

tumours may present as adrenal cyst. 

Adrenal gland cysts have been reported in 

association with variety of diseases 

including polycystic renal diseases, Klipel-

Trenaunay-Weber syndrome and 

Beckwith-wiedemann syndrome, an 

abdominal aortic aneurysm and rarely, 
5with pregnancy.  None of these 

associations were identified in the case. 

Rare cases of metastasis from a variety of 

sites, particularly the breast, have been 

reported to form a variety of sites, 

particularly the breast, have been reported 

to form cystic masses of the adrenal gland 

and therefore must be considered in the 

differential diagnosis of a cystic adrenal 

mass. Although cystic adrenal cortical 

carcinomas are extremely uncommon, it is 

important for the pathologist to make the 

diagnosis when a malignancy is present. 

Distinguishing adrenal cysts from 

neoplasms of the adrenal gland 

demonstrating cystic changes should be  

performed with extensive pathologic 

sampling of any macroscopically 
4suspicious lesions.  Some authors doubt 

the accuracy of diagnosis by radiologic 

means of benign versus malignant adrenal 

lesions and recommend surgical 

exploration of all incidentally discovered 

adrenal masses, cystic or solid, whereas 

others suggest enucleation of adrenal 

cysts with preservation of the remaining 
2adrenal tissue as the treatment of choice.
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