Case Report

Adrenal Myelolipoma Presenting with Spontaneous Retroperitoneal Haemorrhage
Demonstrated on Computed Tomography and Angiogram—A Case Report
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Abstract

Introduction: A rare case of adrenal myelolipoma presenting with spontaneous rupture and retroperitoneal haemorrhage is described.
Clinical Picture: A 51-year-old Caucasian male presented with acute onset of right loin pain. Preliminary diagnosis of haemorrhagic
adrenal tumour was made on computed tomography (CT) and angiography. Treatment: Vascular embolisation was performed to stabilise
the patient prior to definitive surgery. Tumour resection was subsequently performed. Histology confirmed ruptured adrenal myelolipoma.
Outcome: The patient made an uneventful recovery. Conclusion: Ruptured adrenal myelolipoma should be considered in cases of
spontaneous retroperitoneal haemorrhage. Vascular embolisation may be useful in stabilising the patient prior to definitive surgery.
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I ntroduction

Adrena myelolipomais arare, benign tumour, usually
an incidental finding. Spontaneous retroperitoneal
haemorrhageresultingfromthistumourisrare. Wedescribe
an unusual case of alarge adrenal myelolipoma presenting
with spontaneous retroperitoneal haemorrhage.

Case Report

A 51-year-old Caucasianmalepresented totheemergency
room with sudden onset of right loin pain. There was no
history of trauma. Initial contrast enhanced computed
tomography (CT) revealed alarge, fat-containing tumour
related to the superior pole of the right kidney, with
associated retroperitoneal haemorrhage (Figs. 1 & 2).
Preliminary diagnosis was that of renal angiomyolipoma
with spontaneous haemorrhage. The patient was noted to
be tachycardic and pale a few hours later. A repeat CT
showed aprogressively larger retro-peritoneal haematoma.
Urgent angiogram and embolisation was performed with
theaim of stabilising the patient for non-emergent surgery.
Selectiveright renal angiogram (Fig. 3) revealed avariant
upper pole artery arising close to the origin of the main

renal artery. The nephrogram was noted to be completeand
undistorted (Fig. 3). The tumour was supplied by the
inferior adrenal artery and asmall branch of the upper pole
artery. Theadrenal artery wasnoted to bestretched over the
tumour mass. Abdominal aortogram did not reveal other
vascular supply. Superselective cannulation of theinferior
adrenal artery was achieved with a FasTracker®
microcatheter (Boston Scientific Cork Ltd, Ireland).
Embolisation was performed with 355-500 microns PVA
(Contour®, Target Therapeutics, USA) particleswith good
angiographic result. The patient remained stable after the
procedure. Surgery was performed the following day. A
large adrenal tumour covered with blood clots, measuring
12 x 9x 7 cmand weighing 366 g, wasremoved. Histology
of the resected tumour confirmed this to be a ruptured
myelolipomaof theright adrenal gland. The postoperative
period was uneventful. The patient made a good recovery
and was discharged a few days later.

Discussion
Adrenal myelolipomas are rare, benign neoplasms
composed of mature fat and bone marrow elements. The
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Fig. 1. Contrast enhanced CT of the abdomen at the level of the coeliac axis. Note the
presence of the left adrenal gland. Large tumour of fat density in the right suprarenal
region (arrow). Theright adrenal gland was not demonstrated.

majority are small (<5 cm), asymptomatic tumours found
incidentally at postmortem. Estimates of prevalence at
autopsy range from 0.08% to 0.4%, with an incidence of
0.03%.22 Symptomatic lesions are usually large and have
been noted to present with pain, haematuria and
hypertension.**2

Theimagingfindingsof awell-defined, suprarenal tumour
with fatty content are characteristic of amyelolipoma. The
absence of the normal adrenal gland and inferior
displacement of the kidney are aso cluesto the diagnosis.
These characteristics are well demonstrated on CT and
magnetic resonance imaging (MRI).#8131% As jllustrated
by our case, a large tumour may mimic a renal
angiomyolipomaon CT, whichisstatistically morecommon
and more prone to spontaneous retroperitoneal
haemorrhage. Adrenal myelolipomas that present with
retroperitoneal haemorrhage are rare.?® These tumours are
usualy large (>10 cm). Most casesthat have been reported
were posttraumatic.?*?? Spontaneous haemorrhage in
adrenal myelolipomas is rare?2+?" Nevertheless, they
shouldbeconsideredin casesof spontaneousretroperitoneal
haemorrhage. Demonstration of afatty component (-30 to
115HU) in ahaemorrhagic adrenal massat CT isvirtualy
diagnostic of underlying myelolipoma,'” the only other
differential being an adrenal liposarcoma.

Angiography is not often used in the evaluation of
adrenal haematoma. The vascular supply of an adrenal
tumour can be demonstrated, but the findings are not
diagnostic.’® Angiographic findings of an undistorted,
completenephrogram, and tumour supply fromtheinferior
adrenal artery, were hel pful diagnostic featuresinour case.
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Fig. 2. Samestudy asFigure 1 at thelevel of theleft renal hilum. Thisshowsinferior and
lateral displacement of the right kidney by the suprarenal mass (arrow).

Fig. 3. Angiographic study shows variant upper pole renal artery (arrowhead) arising
near the origin of theright main renal artery. Tumour supply froma branch of the upper
pole artery (open arrow) and the inferior adrenal artery (arrow). Note the complete,
undistorted nephrogram.

Preoperative embolisation of a ruptured myelipoma has
not been described previously. This case illustrates the
usefulness of vascular embolisation in stabilising patients
prior to definitive surgery.

Conclusion

Thisunusual casehighlightstheimportanceof considering
ruptured adrenal myel olipomaasararecauseof spontaneous
retroperitoneal haemorrhage.



230

10.

11

12.

Adrenal Myelolipoma Presenting with Spontaneous Retroperitoneal Haemorrhage—S M Chng et al

REFERENCES

Del Gaudio A, Solidoro G. Myelolipoma of the adrenal gland:
report of two cases with areview of the literature. Surgery 1986; 99:
293-301.

Boudreaux D, Waissman J, Skinner D G, Low R. Giant adrenal
myelolipoma and testicular interstitial cell tumour in a man
with congenital 21-hydroxylase deficiency. Am J Surg Pathol
1973; 3:109-23.

Ishikawa H, Tachibana M, Hata M, Tazaki H, Akatsuka S, Iri H.
Myelolipoma of the adrenal gland. J Urol 1981; 126:777-9.

Behan M, Martin EC, Muecke E C, Kazam E. Myelolipoma of the
adrenal: two cases with ultrasound and CT findings. Am J Roentgenol
1977; 129:993-6.

Fink D W, Wurtzebach L R. Symptomatic myelolipoma of the adrenal
gland. Report of acasewith computed tomographi c eval uation. Radiology
1980; 134:451-2.

Bayram F, Cetin Atasoy K, Yalcin B, Salih M, Hekomoglu K, Uysal A
R, etal. Adrena myelolipoma: casereport with areview of theliterature.
Australas Radiol 1996; 40:68-71.

Moran RE, Older RA, De AngelisG A, Baghdady B H, Chrisman H B,
Ciambotti J M. Giant adrenal myelolipoma. Am J Roentgenal 1996;
167:247-8.

ViernaJ, LaforgaJB. Giant adrenal myelolipoma. Report of a case and
review of the literature. Scand J Urol Nephrol 1994; 28:301-4.

Meaglia J P, Schmidt J D. Natural history of an adrenal myelolipoma.
J Urol 1992; 147:1089-90.

Liebman R, Srikantaswamy S. Adrenal myelolipoma demonstrated by
computed tomography. J Comput Assist Tomogr 1981; 5:262-3.

Hoeffel C C, Kowalski S. Giant myelolipoma of the adrena gland:
Natural history. Clin Radiol 2000; 55:402-4.

Sanders R, Bissada N, Curry N, Gordon B. Clinical spectrum of
adrenal myelolipoma: analysis of 8 tumoursin 7 patients. J Urol 1995;
153:1791-3.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

Rubin H B, Hirose F, Benfield J R. Myelolipoma of the adrenal
gland: angiographic findings and review of the literature. Am J Surg
1975; 130:354-8.

Rao M. Adrenal myelolipoma. Australas Radiol 1992; 36:172-3.
WangY X,WuJT,HeG X, PanZL.CT of adrenal myelolipoma: report
of 7 cases. BR-BTR (Belgium) 1999; 82:231-3.

Rao P, Kenney P J, Wagner B J, Davidson A J. Imaging and pathol ogical
features of myelolipoma. Radiographics 1997; 17:1373-85.

Kenney P J, Wagner B J, Rao P, Heffess C S. Myelolipoma: CT and
pathological features. Radiology 1998; 208:87-95.

KawashimaA, Sandler C M, Ernst R D, Takahashi N, Roubidoux M A,
Goldman S M, et a. Imaging of nontraumatic haemorrhage of the
adrenal gland. Radiographics 1999; 19:949-63.

Palmer W E, Gerard-McFarland E L, Chew F S. Adrenal myelolipoma.
AJR Am J Roentgenol 1991; 156:724.

Catalano O. Retroperitoneal haemorrhage due to a ruptured adrenal
myelolipoma: case report. Acta Radiol 1996; 37:688-90.

Albala D M, Chung C J, Sueoka B L, Memoli V A, Heaney J A.
Haemorrhagic myel olipomaof adrenal gland after blunt trauma. Urology
1991; 38:559-62.

MedeirosL J, Wolf B C. Traumatic rupture of an adrenal myelolipoma.
Arch Pathol Lab Med 1983; 107:500.

Swift D L, Lingeman J E, Baum W C. Spontaneous retroperitoneal
haemorrhage: a diagnostic challenge. J Urol 1980; 123:577-82.
Goldman H B, Howard R C, Patterson A L. Spontaneous retroperitoneal
haemorrhage from a giant adrenal myelolipoma. J Urol 1996; 155:639.
Amano T, Takemae K, Nikura S, Kouno M, Amano M. Retroperitoneal
haemorrhage due to spontaneous rupture of adrenal myelolipoma. Int J
Urol 1999; 6:585-8.

Sussman S K, Rosshirt W. Perinephric haemorrhage secondary to
adrenal myelolipoma. Case report. Clin Imaging 1991; 15:299-301.
Machuca Santa Cruz J, Julve Villata E, Galacho Bech A, Perez
Rodriguez D, QuinoneroDiaz A, Alonso Dorrego JM, et al. Spontaneous
retroperitoneal haematoma. Acta Urol Esp 1999; 23:1:43-50.

Annals Academy of Medicine



