
International Journal of Clinical Science and Medical Research 

ISSN(print): 2770-5803, ISSN(online): 2770-582X   

Volume 05 Issue 05 May 2025 

DOI: https://doi.org/10.55677/IJCSMR/V5I5-05/2025, Impact Factor: 8.005 

Page No : 114-117 

  

 
 

114                     Available at: https://journalofmedical.org/ 

Adrenal Pseudocyst: Rare Clinical Presentation and Review of the Literature 

Oussama Jaddi1, Sana Rafi2, Sara Ijdda3, Ghizlane El Mghari4, Nawal EL Ansari5 

1,2,3,4,5Department Department of Endocrinology, Diabetology, Metabolic Diseases and Nutrition Cadi Ayyad University, 

Mohammed VI University Hospital, Marrakesh, Morocco. 

 

ABSTRACT                                                                                                                               Published Online : May 09, 2025 

Adrenal pseudocysts are rare, non-neoplastic lesions of the adrenal gland, often discovered incidentally 

during imaging for unrelated reasons. Representing 32–80% of adrenal cysts, they are characterized 

histologically by a fibrous wall lacking epithelial or endothelial lining. Their etiology is uncertain but 

frequently linked to intra-adrenal hemorrhage, trauma, or degenerative changes. Most pseudocysts are 

asymptomatic, but large lesions may cause compressive symptoms or complications such as 

hemorrhage or rupture. This article presents the case of a 36-year-old woman with right 

hypochondrium pain due to a large adrenal pseudocyst, successfully managed by adrenalectomy. A 

literature review is also provided, covering epidemiology, pathogenesis, clinical presentation, 

diagnosis, and management. Imaging, especially CT and MRI, plays a crucial role in diagnosis and in 

distinguishing pseudocysts from malignant lesions. Surgical removal is indicated for symptomatic, 

large, or suspicious lesions, with minimally invasive approaches preferred when feasible. Early and 

accurate diagnosis is essential for optimal management and favorable outcomes. 
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INTRODUCTION 

Adrenal pseudocysts are rare lesions of the adrenal glands, 

often discovered incidentally during imaging examinations 

performed for other indications.These cysts, which account for 

approximately 32-80% of adrenal cysts, are characterized by a 

fibrous wall without epithelial or endothelial lining. Their  

etiology remains uncertain, but they are frequently associated 

with intra-adrenal hemorrhagic episodes, trauma or 

degenerative processes [1,2]. Although generally 

asymptomatic, these pseudocysts can cause symptoms related 
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to their size or compression of adjacent organs.This article 

offers a clinical and pathological review of adrenal 

pseudocysts, based on a recent case and data from the literature. 

 

CASE REPORT 

A 36-year-old woman with a history of rheumatic valvular 

disease, diagnosed at the age of 7 and previously treated with 

extencillin injections (discontinued 11 years ago on medical 

advice), presented with a seven-month history of right 

hypochondrial pain radiating to the interscapular region. This 

persistent pain prompted her to consult a general practitioner, 

who performed an abdominal ultrasound. The imaging revealed 

a cystic mass measuring 10 x 8.4 cm located between the liver 

and the kidney. Further evaluation with abdominal computed 

tomography (CT) confirmed a well-defined, rounded, thin-

walled cystic lesion in the inter-hepato-renal space, 
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spontaneously hypodense (15 HU), measuring 9.4 x 9.3 x 9.4 

cm, and most likely of adrenal origin. 

 

 

Figure 1: inter-hepato-renal cystic formation in CT 

 

Additional findings on the CT scan included confluent 

osteolytic lesions in the right iliac wing without marginal 

sclerosis, classified as Lodwick type IB, suggesting an 

aneurysmal bone cyst, as well as a hemangioma in the L1 

vertebral body. Clinically, the patient exhibited no signs 

suggestive of the Menard triad, nor did she experience flushing, 

renal colic, weight gain, recent weight loss, hypoglycemic or 

hypotensive episodes. Her general condition was preserved and 

she was afebrile. 

Laboratory investigations showed a white blood cell count of 

8,010/µl, hemoglobin at 14.3 g/dl, platelets at 293,000/µl, and 

a mildly elevated C-reactive protein at 14 mg/l. The urine 

culture revealed leukocyturia at 26,000/mm³ with mixed flora. 

Renal and hepatic functions were within normal limits, with 

serum creatinine at 6.58 mg/l and transaminases not 

significantly elevated. Adrenal function tests showed a cortisol 

level of 9 µg/dl, normetanephrine and metanephrine levels 

within reference ranges, and a negative hydatid serology. The 

patient’s 24-hour urine output was 1,650 ml. 

Given the size of the adrenal lesion and the uncertainty 

regarding its nature, the patient underwent a right 

adrenalectomy. The postoperative course was uneventful, 

without complications. Histopathological examination of the 

surgical specimen confirmed the diagnosis of an adrenal 

pseudocyst, with no evidence of malignancy. 

 

Figure 2: surgical specimen 
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DISCUSSION 

Adrenal pseudocysts are rare, with an estimated incidence of 

between 0.064% and 0.18% in autopsy series [3]. Although 

their true incidence is probably higher due to the increased use 

of imaging techniques, they remain unusual lesions. They are 

more common in women, with a female:male ratio of 3:1, and 

their peak incidence is between the third and sixth decades [4]. 

The etiology of adrenal pseudocysts is still debated, although 

they are often associated with intra-adrenal hemorrhage, 

trauma or degenerative processes. Some cases may result from 

the degeneration of a pre-existing adrenal neoplasm, such as an 

adenoma or pheochromocytoma [5]. 

Intra-adrenal haemorrhage is considered a major precipitating 

factor. It can be caused by trauma, coagulopathy, complicated 

pregnancy or severe infection. This hemorrhage results in a 

fluid cavity surrounded by a fibrous wall, forming the 

pseudocyst [6]. Another hypothesis suggests that these 

pseudocysts may be true cysts that have lost their cell lining as 

a result of inflammation or intracystic bleeding [7]. 

The majority of adrenal pseudocysts are asymptomatic and 

discovered incidentally during imaging examinations carried 

out for other reasons [8]. However, large pseudocysts may 

cause compressive symptoms such as abdominal pain, nausea, 

abdominal distension or a palpable mass. In some cases, acute 

complications such as intracystic haemorrhage or rupture can 

cause acute abdomen or shock [9]. Symptoms associated with 

adrenal hyperfunction, such as those seen in Cushing's 

syndrome or pheochromocytoma, are rare but possible when 

the pseudocyst coexists with a functional neoplasm. 

Diagnosis is based primarily on imaging. Computed 

tomography (CT) is the first-line examination and usually 

reveals a well-demarcated, hypoattenuated cystic mass, often 

with calcifications or haemorrhagic components [10]. MRI is 

particularly useful for characterizing intracystic components 

and differentiating pseudocysts from malignant lesions [11]. 

Pseudocysts often appear hyperintense on T2-weighted images 

and hypo- to iso-intense on T1, although the presence of blood 

or protein may alter these features [12]. 

Distinguishing between a benign pseudocyst and a malignant 

lesion remains a challenge. Pseudocysts can mimic malignant 

tumors such as adrenocortical carcinoma or metastases. 

Percutaneous biopsies or aspirations are rarely performed due 

to the risk of tumor dissemination in cases of suspected 

malignancy [13]. 

Treatment depends on the size, symptoms and malignant 

potential of the lesion. Asymptomatic pseudocysts of small size 

(<5 cm) can be monitored by regular imaging examinations. 

Surgical indications include compressive symptoms, suspected 

malignancy, rapid growth or acute complications such as 

haemorrhage or rupture [14]. 

Laparoscopic adrenalectomy is preferred for benign 

pseudocysts of moderate size. However, an open approach is 

recommended for large masses (>10 cm) or when malignancy 

is suspected [15]. The aim is to remove the lesion en bloc 

without rupture, to minimize the risk of tumour dissemination 

[16]. In cases where malignancy is excluded, marsupialization 

or percutaneous aspiration may be considered to relieve 

symptoms. 

 

CONCLUSION 

Adrenal pseudocysts, although rare, should be considered in the 

differential diagnosis of adrenal masses. Their management is 

based on rigorous clinical and radiological evaluation. Surgery 

remains the treatment of choice for symptomatic or suspicious 

lesions, with generally favourable post-operative results. 

Advances in imaging techniques and minimally invasive 

surgical approaches have considerably improved the 

management of these lesions. 

 

REFERENCES 

1. Erickson LA, Lloyd RV, Hartman R, Thompson 

G. Cystic adrenal neoplasms. Cancer. 2004;101:1537-

1544. 

2. Medeiros LJ, Lewandrowski KB, Vickery 

AL. Adrenal pseudocyst: a clinical and pathologic 

study of eight cases. Hum Pathol. 1989;20:660-665. 

3. Sroujreh AS, Farah GR, Haddad MJ, Abu-Khalaf 

MM. Adrenal cyst: diagnosis and treatment. Br J Urol. 

1990;65:570-575. 

4. Demir A, Tanidir Y, Kaya H, Turkeri LN. A giant 

adrenal pseudocyst-case report and review of the 

literature. Int Urol Nephrol. 2006;38:167-169. 

5. Wang LJ, Wong YC, Chen CJ. Imaging spectrum of 

adrenal pseudocysts on CT. Eur Radiol. 2003;13:531-

535. 

6. Bellantone R, Ferrante A, Raffaelli M, et al. Adrenal 

cystic lesions: report of 12 surgically treated cases and 



Oussama Jaddi et al, Adrenal Pseudocyst: Rare Clinical Presentation and Review of the Literature 

117                     Available at: https://journalofmedical.org/ 

review of the literature. J Endocrinol Invest. 

1998;21:109-114. 

7. Sharma R, Ganpule A, Veeramani M. Laparoscopic 

management of adrenal lesions larger than 5 cm in 

diameter. Urol J. 2009;6:254-259. 

8. Rozenblit A, Morehouse HT, Amis ES Jr. Cystic 

adrenal lesions: CT features. Radiology. 

1996;201:541-548. 

9. Neri LM, Nance FC. Management of adrenal cysts. 

Am Surg. 1999;65:151-163. 

10. Kim BS, Joo SH, Choi SI. Laparoscopic resection of 

an adrenal pseudocyst mimicking a retroperitoneal 

mucinous cystic neoplasm. World J Gastroenterol. 

2009;15:2923-2926. 

11. Passoni S, Regusci L, Peloni G, Brenna M, Fasolini 

F. A giant adrenal pseudocyst mimicking an adrenal 

cancer: case report and review of the literature. Urol 

Int. 2013;91:245-248. 

12. Aloraifi F, O’Brien G, Broe P. Giant adrenal 

pseudocyst treated laparoscopically: case report and 

review of the literature. Open Surg J. 2008;2:39-42. 

13. Stimac G, Katusic J, Sucic M, Trnski D. A giant 

hemorrhagic adrenal pseudocyst: case report. Med 

Princ Pract. 2008;17:419-421. 

14. Herrera MF, Grant CS, van Heerden JA, Sheedy PF, 

Ilstrup DM. Incidentally discovered adrenal tumors: 

an institutional perspective. Surgery. 1991;110:1014-

1021. 

15. Habra MA, Feig BW, Waguespack SG. Adrenal 

pseudocyst. J Clin Endocrinol Metab. 2005;90:3067-

3068. 

16. Ramacciato G, Mercantini P, La Torre M, Melotti 

G. Is laparoscopic adrenalectomy safe and effective 

for adrenal masses larger than 7 cm? Surg Endosc. 

2008;22:516-521. 

 


