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I Abstract

Myelolipoma of the adrenal gland is a rare, benign tumour, composed of adipose tissue and haemopoietic elements. In
most cases, adrenal myelolipomas are asymptomatic and hormonally inactive. Due to their small sizes, they are found
incidentally (incidentaloma) during routine ultrasonographic examination of the abdomen. In this paper a case of a large
myelolipoma in a 53-year-old male patient is discussed. Differential diagnosis of the adrenal tumour includes hormonal
assessment and more sophisticated imaging techniques such as CT or MRI in order to investigate the morphology of the
tumour. Due to its higher sensitivity, MRl seems to be the procedure of choice.
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INTRODUCTION

Myelolipoma is a benign, rare tumour, most commonly
found in the adrenal glands, although cases of extra-adrenal
location are also known. The tumours are usually small in
size, hormonally inactive and asymptomatic. In most cases,
the lesion is found incidentally (incidentaloma) [1]. Histolo-
gically, the tumour is composed of adipocytes and normal
haematopoietic tissue containing precursors of erythrocytes,
leukocytes and megakaryocytes [2]. Although myelolipomas
do not undergo malignant transformation, such lesions sho-
uld be surgically treated as they may result in haemorrhagic
complications - extra-peritoneal or intra-tumoural hae-
morrhage [3, 4]. Laparoscopy is recommended.

CASE REPORT

A 53-year-old male patient (driving instructor) presented
with non-specific, moderate pain in the right lumbar region
of several-week duration, which intensified on movement.
During the last 6 months the patient had lost 22 kg (from
104 to 84 kg; height: 185cm) due to an intentional low-calo-
rie diet and increased physical activity. In 2009, the patient
underwent strumectomy because of benign retrosternal
nodular goitre without hyperthyroidism. After surgery, the
patient received a substitutive dose of thyroxin, 125 ug a
day, to achieve euthyreosis. The patient had a 2-year history
of uratic gout. His arterial pressure was normal. The family
history revealed that his father died of stomach cancer and
his mother of brain cancer.

The abdominal ultrasound scan demonstrated an oval
hyperechogenic solid mass in the right adrenal region,
57 mm x 54 mm (Fig. 1). The abdominal CT showed an ab-
normal right adrenal mass of mixed density, from 40 HU - 22
HU, with peripheral uneven contrast enhancement and tiny
calcifications, 55 mm x 58 mm, most probably corresponding
to the pheochromocytoma-like lesion. The kidneys were
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Figure 1. Ultrasonographic scan of the abdomen showing a myelolipoma in the
right adrenal region

of normal size and structure, without calculosis and stasis
(September 2010). Multisequential MRI of the adrenals before
and after gadolinium administration did not confirm the sus-
pected pheochromocytoma. The MRI description included
an abnormal tumorous tissue mass with smooth contours,
6 x 5.5 cmin size, with unevenly increased intensity of signal
in the T2-dependent pictures, and mixed intensity in the
T1-dependent pictures, with uneven peripheral post-con-
trast enhancement. In the chemical shift imaging, the lesion
suppressed the signal in the counterphase, which counter-
indicated pheochromocytoma (Fig 2) (October 2010).

Laboratory findings regarding hormonal status are pre-
sented in Table 1. The results did not confirm pheochro-
mocytoma. The patient underwent laparoscopic surgery
(adrenalectomia dextra) with subsequent histopathological
finding of myelolipoma (Fig. 3). The surgical procedure was
uneventful.

DISCUSSION

Myelolipomas represent relatively rare and benign tu-
mours composed of adipose as well as haemopoietic tissue.
The precise incidence of these tumours is not known, and
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Figure 2. Myelolipoma documented in CT (the abnormal right adrenal mass of
mixed density)

Table 1. Laboratory findings

Laboratory parameter Result Reference limit
chromogranin A (met. ELISA) 17 U/L 2-18 U/L
Normetanefrin 177.3 ug/ 24 h 50-650 pg/24 h
Metanefrin 108.3 ug/24h 30-350 ug/24 h
3-metoxythyramine 165.9 ug/24 h 30-350 ug/24 h
Cortisol 15.73 ng/ml 6.7-22.6 ng/ml at 8.00 a.m.
TSH* 0.86 pU/ml 0.25-4 pU/ml

FT4* 17 pmol/I 9-20 pmol/I

* at the substitutive daily dose of 125 g of thyroxin

Figure 3. A scan from microscope presenting histopathological assessment of
the excised tumor

estimated at 0.08-0.4% of all diagnosed adrenal masses.
The distribution between the genders seems similar [5].
Myelolipomas are typically found incidentally in routine
ultrasonographic examinations of the abdominal cavity [6].
CT imaging also produces the unexpected discovery of these
adrenal masses. Myelolipomas are most often small and
usually do not present any hormonal secretion; however,
an apparent excess of cortisol has been previously demon-
strated in such tumours [7]. The discussed tumours may also
be very large and cause chronic abdominal or lumbar pain
due to compression of the surrounding tissues and organs.
Interestingly, there are reports that myelolipoma could be
as large as 31 cmx24.5 cmx 11.5 cm [8, 9]. Acute clinical
complications such as extra-peritoneal or intra-tumoural
haemorrhage are also possible.

The differential diagnosis should include adrenal adenoma
(hormonally active or inactive), adrenal cancer, liposarcoma
and pheochromocytoma [10]. In the case presented, the CT
scan of the abdominal cavity demonstrated the adrenal tu-
mour of radiologic features likely to correspond to pheochro-
mocytoma - the mass of a large size, with calcifications and
of uneven mixed density. The clinical picture, however, did
not indicate the presence of pheochromocytoma - lack of
arterial hypertension or typical attacks with the release of
catecholamines. The history revealed abdominal and lum-
bar pain on the side of the adrenal tumour once the patient
had lost 20 kg. The earlier excess adipose tissue was likely
to stabilize the tumour region. Similar symptoms occur in
slim patients with movable kidney syndrome. Moreover, the
laboratory tests carried out did not confirm the catechola-
mine excess (Tab. 1). The imaging diagnostics were widened
with MRI demonstrating no features of pheochromocytoma,
which was then confirmed by postoperative histopathological
diagnosis of myelolipoma.

CONCLUSION

Our conclusion is as follows: in cases of adrenal tumours,
accurate imaging and laboratory diagnostic procedures sho-
uld be conducted. The examination of choice should be adre-
nal MRI, due to its higher precision of diagnosis, particularly
differential diagnosis with pheochromocytoma.

Large tumours may cause clinical symptoms (compressive,
haemorrhagic) and should be treated laparoscopically. This
procedure, however, is not indicated for tumour size larger
than 10 cm, or in the case of infiltration of surrounding
structures [11, 12].
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