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Giant Adrenal Adenoma With Hemorrhagic Cystic

Degeneration§

Adenoma suprarrenal gigante con degeneración quı́stica hemorrágica

Cystic lesions of the adrenal gland are a rare pathology, with

an overall reported incidence in autopsy series between

0.064% and 0.18%. Currently, the incidence is increasing due

to improvements and the greater use of imaging tests.1 The

lesions are mostly small (<4 cm) and asymptomatic, while

giant lesions (>10 cm) are very rare.2,3
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Adenoma suprarrenal gigante con degeneración quı́stica hemorrágica. Cir Esp. 2019;97:539–541.

c i r e s p . 2 0 1 9 ; 9 7 ( 9 ) : 5 3 6 – 5 4 6538

http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0100
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0100
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0100
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0105
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0105
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0105
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0110
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0110
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0115
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0115
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0115
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0115
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0120
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0120
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0120
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0125
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0125
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0125
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0130
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0130
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0130
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0130
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0135
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0135
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0135
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0140
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0140
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0140
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0145
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0145
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0145
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0145
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0145
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0150
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0150
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0150
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0155
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0155
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0155
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0155
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0160
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0160
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0160
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0165
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0165
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0165
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0170
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0170
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0170
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0175
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0175
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0175
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0175
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0180
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0180
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0180
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0500
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0500
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0500
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0500
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0190
http://refhub.elsevier.com/S2173-5077(19)30179-6/sbref0190
mailto:rakel_20r@hotmail.com
http://crossmark.crossref.org/dialog/?doi=10.1016/j.cireng.2019.10.002&domain=pdf


Our patient is an 84-year-old woman with a history of

lumbar pain radiating toward the flank and hypogastrium

associated with a palpable abdominal mass that had been

increasing in size for the previous 8 years. On physical

examination, the abdomen was soft and a mass was observed

in the left hemiabdomen extending from the subcostal region

to the left iliac fossa; the mass had smooth edges, and

palpation was not painful. Blood count, biochemistry and

hormone function tests showed no noticeable alterations. A

computed tomography (CT) scan revealed a large mass in the

left hemiabdomen (caudal and medial to the splenic angle of

the colon) that was predominantly cystic and measured

20�14.5�19.5 cm (Fig. 1A and B). Magnetic resonance imaging

(MRI) detected a large retroperitoneal mass that occupied the

entire left flank, showing liquid content (Fig. 1C), whose origin

could not be specified. Given the large size of the tumor, the

patient’s symptoms and the need for classification, we

decided to operate.

Using a mid-line laparotomy, a giant intra-abdominal

cystic tumor was observed that measured approximately

20�15�15 cm (Fig. 2A). Complete resection was performed

without complications. The patient presented satisfactory

postoperative progress and was discharged on the fifth

postoperative day. During follow-up in the outpatient con-

sultation, the patient was asymptomatic, and there have been

no signs of recurrence after 12 months of follow-up. The

pathology report identified the mass as a giant adrenal

adenoma with cystic degeneration secondary to hemorrhage

with fibrinoid necrosis (Fig. 2B).

The first case of an adrenal cyst was described by Greiselius

in 1670, and the second was reported almost two centuries

later in 1837.4 These lesions represent a rare entity with

heterogeneous symptoms and etiology.5 They are generally

benign, but may be associated with adrenal neoplasms.6 Their

presentation is usually unilateral, rarely bilateral (8%–15%),

and more frequent between the third and fifth decades of life.

There is a certain predominance in females, with sizes varying

from a few mm to 50 cm or more.5

Adrenal cysts are classified into four histological subtypes:

pseudo-, epithelial, endothelial and parasitic. Pseudocysts are

the most frequent subtype and are mostly due to the

organization of a previous traumatic hematoma, a toxic or

infectious process or, less frequently, secondary to degene-

ration or hemorrhage of an adrenal tumor.6 Adrenal tumors

such as adenomas can generate cystic changes secondary to

degeneration or hemorrhage, resulting in a cystic lesion that

can be included in the pseudocyst group,7 as in the case

presented.

Small-sized cystic lesions of the adrenal gland are often

asymptomatic, while giant lesions (>10 cm) present with

abdominal and/or lumbar pain (as in the case presented),

gastrointestinal symptoms secondary to extrinsic compres-

sion, dyspnea or palpable mass.2

Giant cysts are difficult to diagnose preoperatively, given

the difficulty to determine their origin.8 Once suspected or

identified, the strategy is based on assessing the functional

status and malignant potential.9 Imaging studies are used to

assess the size, morphological characteristics (texture, den-

sity, wall thickness, calcifications) and relationships with

neighboring structures; however, these findings are usually

inadequate for the definitive subtyping of an adrenal cyst or to

distinguish between benign and malignant entities. With

Fig. 1 – (A and B) CT: cystic mass (marked with a star) compressing and displacing the spleen, colon and left kidney (arrows).

(C) MRI-T2: mass with liquid content and heterogeneous internal material (marked with a star); the walls present an

irregular morphology and increased thickness, displacing the left kidney downwards and internally (arrow).
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these tests, the differential diagnosis should include splenic,

pancreatic, hepatic, renal, mesenteric and retroperitoneal

cysts as well as abdominal aneurysms.4 CT is the imaging test

of choice for the initial evaluation of an adrenal mass, with a

sensitivity of 85%–95%. MRI has a specificity similar to CT to

differentiate between benign and malignant lesions; however,

it seems superior for determining lesion dimensions, discri-

minating the lesion from adipose tissue and detecting

pheochromocytomas.10

The treatment of choice is complete surgical resection,

which has an excellent prognosis with no evidence of

recurrence.3 The lateral transabdominal approach continues

to be the most frequently used method, offering the

advantages of optimal control of the vessels and visceral

structures as well as easy identification of anatomical

landmarks. Midline laparotomy is performed in complicated

cases, in very large tumors or when there is evidence of

compression or invasion of the surrounding structures, which

is why we use this approach.5 Percutaneous aspiration is an

alternative treatment option when the cyst is not hormonally

active, there is no suspicion of malignancy and in patients

with high surgical risk.8

We conclude that giant adrenal cystic lesions are a very

rare pathology, with a heterogeneous etiology and clinical

behavior. Imaging and adrenal function studies are very

important. When there is an uncertain diagnosis, large lesions

or suspicion of malignancy (as in the case presented),

complete surgical resection of the lesion and a thorough

pathological study are required,
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Lymphovascular Malformation of the Breast:

Differential Diagnosis and a Case Report§

Malformación vascular linfovenular de mama: diagnóstico diferencial
a propósito de un caso

Vascular abnormalities of the breast are rare pathological

entities that include congenital malformations of the arteries,

veins or lymphatic vessels as well as tumors of vascular,

benign or malignant origin (hemangiomas, lymphangiomas,

angiosarcomas).1 Regardless of their manifestation type and

the age at which they are diagnosed, congenital processes

must be differentiated from acquired processes, which are

generally tumor forms that appear in isolation or in the

context of different syndromes. In the congenital types,

lymphatic malformations are usually the most frequent,

presenting in the form of cystic lymphangiomas, and their

association with vascular structures (especially venous) is

relatively rare. The importance of this rare pathology lies in an

adequate diagnosis, as these lesions can be confused with

breast cancer both clinically and radiologically.

Clinical Case

A 39-year-old woman consulted for a lump in the left breast

that had been evolving for several months, with no other

symptoms. A mammogram detected a nodule measuring

56�18 mm, BIRADS Iva, in the upper-outer quadrant of the left

breast (Fig. 1). MRI showed a nodular lesion with progressive

and homogeneous enhancement, with thin tracts of hype-

renhancement and an ascending type 1 dynamic curve

(associated with benign disease), with no suspicious axillary

lymphadenopathies. Core-needle biopsy reported compatibi-

lity with a vascular-lymphatic malformation, suggestive of

lymphangioma. Breast-conserving surgery was performed,

during with the lesion was removed with free margins and the

breast was reconstructed by mammoplasty. After excision, the

definitive histology described a lesion that was soft in

consistency and composed of numerous vascular structures

of varying sizes that were twisted and thin-walled, covered by

a flat endothelial monolayer, without atypia, that was positive

for the lymphatic marker D2-40 and negative for WT-1,

identified as a mixed vascular lymphatic-venous malforma-

tion with lymphatic predominance (Fig. 2). After a 3-month

follow-up, the patient remained asymptomatic and had no

complications.

Discussion

Venous malformations are low-flow abnormalities that, unlike

arterial malformations, are usually present in breast tissue

from birth and become more evident due to growth during

puberty or pregnancy, which is when they are usually

diagnosed.1 They are alterations in embryonic development,

§ Please cite this article as: Marı́n C, Galindo PJ, Guzmán F, Ferri B, Parrilla P. Malformación vascular linfovenular de mama: diagnóstico
diferencial a propósito de un caso. Cir Esp. 2019;97:541–543.
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