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Abstract

Introduction

Myelolipomas of the adrenal gland are rare cortical,
nonsecerning, benign neoplasms, characterized by the
presence of both adipose tissue and elements of the bone
marrow in various stages of differentiation [1-3].

It has been suggested that the myelolipoma is related to
the high ACTH levels of Cushing’s disease [4], but most
cases have been found in patients with a normal hormonal
function. It is more frequent in males in their 40s and 50s
[5]; 70% of cases are asymptomatic and discovered inci-
dentally or at autopsy and usually classified as adrenal “in-
cidentalomas’; larger masses may cause local symptoms
[5]. We report a case of myelolipoma of the right adrenal
gland presenting with dyspeptic symptoms.

Case Report

D.T., a 63-year-old female, was admitted to our hospital for dys-
pepsia and epigastric pain., Symptoms began 2 years previously and
had worsened during the preceding 2 months with the onset of pyro-
sis and abdominal meteorism. A sonographic scan of the abdomen
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Myelolipomas are rare benign neoplasms of the adrenal glands, characterized
by the presence of adipose tissue and elements of bone marrow in various
degrees of differentiation. Usually asymptomatic, they are discovered inciden-
tally or at autopsy; sometimes larger masses may cause local symptoms. We
report clinical, radiologic and therapeutic aspects of a large myelolipoma of
the right adrenal gland, presenting with unusual epigastric symptoms.

revealed a solid hyperechogenic mass about 10 cm in size which
replaced the right adrenal gland. CT showed an ovoid adrenal mass
with a clear-cut outline, touching the liver and displacing the right
kidney into a lower position, without evidence of infiltration of sur-
rounding tissues. The mass had the density of the adipose tissue (neg-
ative values in Hounstield scale) and hyperdense areas were present.
After intravenous contrast medium no mass impregnation was regis-
tered (fig. 1).

An additional MRI was performed and confirmed the prevalence
of adipose tissue in the mass. T1-weighted images demonstrated a
typical high signal with a short T1; in T2-weighted images the intensi-
ty of the signal was intermediate between muscle and water, superim-
posable on the retroperitoneal and subcutaneous fat signals. In
homogeneous areas could be seen in T1-weighted images, being relat-
ed to the presence of myeloid tissue and confirming the diagnosis of
myelolipoma. A dilation of the stomach secondary to the compres-
sion of the mass on the duodenum was also noted (fig. 2).

Surgery was performed through a thoracoabdominal incision and
revealed the presence of an ovoid yellowish grey mass just above the
upper pole of the right kidney, compressing the duodenum and the
inferior surface of the liver. No sign of infiltration was detected and
the tumor was removed by smooth dissection. The histopathologic
examination confirmed the clinical diagnosis of adipose tissue con-
taining myeloid elements with different degrees of maturation. The
patient was discharged completely recovered 8 days after surgery,
and a sonographic scan 18 months later demonstrated the right kid-
ney in its proper position with no evidence of local recurrence.
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Fig. 1. CT. Right adrenal mass with a clear-cut outline, not infiltrating surrounding organs; it has the same density
as adipose tissue. Inhomogeneous areas are evident, related to the presence of myeloid tissue. No impregnation after
the intravenous administration of contrast medium is demonstrated.

Fig. 2. MRI. A T1-weighted retroperitoneal coronal scan. B Proton density-weighted transhepatic axial scan, Right
adrenal enlargement embedded into the liver and displacing the right kidney, without peritumoral infiltration. The
adipose content has the typical high signal in Tl-weighted scans; signal intensity is intermediate between muscle and
water as compared with the simple cyst of the left kidney. Inhomogeneous areas are evident as in CT. Gastric dilation
is evident as a consequence of duodenal compression.

Discussion

Myelolipomas and their histological aspects were first
described by Oberling in 1929. Studies of autopsies show
an incidence rate from 0.08% [13] to 0.2%, with a peak
between the ages of 40 and 60; the myelolipoma is fre-
quently associated with diabetes, obesity and hyperten-
sion. Its nature is uncertain and most authors consider it
to be a benign neoplasm, while others believe it to be a
hamartoma [6]. Most cases are asymptomatic and discov-
ered incidentally; symptoms are reported as a conse-
quence of hemorrhagic rupture or compression of the
neighboring structures: abdominal pain, dyspnea [7], he-

maturia [8], nephrotic syndrome [9]. Generally they are
identified by sonography because of the characteristic
echogenicity of the adipose tissue [10], but differential
diagnosis with an angiomyolipoma of the upper pole of
the kidney or an adrenal nonfunctioning neoplasm may
be required [11]. CT is very sensitive and can illustrate
small lesions better, but abnormalities of 1.0 cm can also
be detected by MRI. MRI has the distinct advantage of
distinguishing between the various types of tumors, par-
ticularly in T2-heavily weighted images [12-14] even if a
subacute intratumoral hemorrhage could simulate the
myeloid component in a nonfunctioning carcinoma. Sur-
gical removal is recommended for myelolipomas larger
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than 5 cm [1]. A strict follow-up is required for smaller
asymptomatic masses [14].

We do not believe that needle biopsy, reported by oth-
er authors, can be clinically useful. Our case presented a
peculiar symptomatology characterized by dyspepsia and
epigastric pain, not related to food intake, but to the com-

pression of the duodenum as shown with MRI (fig. 2).
Modern imaging techniques played an irreplaceable role
in diagnosing the nature of the adrenal mass because of
their high specificity and sensitivity and in the planning of
surgery performed extraperitoneally because of the com-
plete absence of peritumoral tissue invasion.
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