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Laparoscopic Management of Symptomatic 
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INTRODUCTION

Cysticlesionsof theadrenalglandarerareentitieswithanestimatedincidenceof
0.064-0.18%inautopsyseries.(1)Therearefourcategoriesofadrenalglandcyst:
epithelial, endothelial, parasitic and pseudocyst.(2)Adrenalpseudocystsarefibrous

surroundedcystswithoutanyendothelialorepithelial lining,andaregenerallyfilledwith
freshbloodorclotsduetohemorrhageintothecysts.(3)Themajorityofadrenalpseudocysts
areasymptomaticandoflimitedclinicalsignificance.Theseasymptomaticsimplepseudo-
cysts requireno furtherevaluation.Treatmentofadrenalpseudocystsusually indicated in
largeandcomplicatedcysts.(4)Wereportasymptomatichugeadrenalpseudocystmeasuring
about19cminlargestdiameter,whichmanagedwithlaparoscopicexcision.

CASE REPORT
A35year-oldwomanwasreferredtoourhospitalwiththechiefcomplaintofpainandfeeling
ofpressureintheleftupperquadrantsincesixmonthsearlier.PersonalandFamilyhistoryhad
notrelevantinformation.Onphysicalexamination,thepatienthadnormalbloodpressureand
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intheabdominalexaminationtherewasapalpablemassin
theleftflankandleftupperquadrantwithouttenderness.The
patientwasadmittedforfurtherinvestigation.Theresultsof
laboratorystudies includingbloodcounts,bloodchemistry
and electrolyteswerewithin normal limits.Abdominal ul-
trasonographydemonstrateda17cmunilocularcysticmass
occupyingtheleftabdomen.Abdominalcomputedtomogra-
phy(CT)scanshoweda19×17×13cmsuprarenalwell-
definedcysticmass(Figure1).Thiscystlocatedbetweenthe
spleen, left kidney, and pancreas and arising from the left
adrenalgland.The leftkidneywasdisplaceddownward to
theleftlowerquadrantoftheabdomenbythemass.There
wasnoseptation,calcificationandcontrastenhancementin
themass.Hormonalexamination, including24hoursurine
catecholamines,17-hydroxycorticosteroids,17-ketosteroids,
adrenocorticotropic hormone, serum catecholamines, corti-
sol,aldosterone,24-hoururinaryexcretionofmetanephrines
andvanillylmandelicacidandplasmareninactivitieswere
allwithinnormallimits.

The clinical diagnosis of adrenal cystwasmade based on
symptoms, radiographic findings and non-functional status
of the mass. A laparoscopic transperitoneal cyst excision
withpreservationoftheremainingpartoftheglandwasper-
formed(Figure2).Thecystwasadherenttotheunderlying
kidneyandleftadrenalgland.Therewerenoadhesionsbe-
tween the cyst and the pancreatic tail and spleen. It was sepa-
ratedfromtheadjacentorgansbymonopolarelectrocautery
scissorwithoutanydifficulties.Occasionally,fordissection
weusedbipolarelectrocauteryscissor.Intraoperatively,after
separationofcystfromkidneyandspleen,weperformedper-
cutaneousaspiration.Afteraspiration,thecystwasnotcol-
lapsed;becauseitcontaineddegeneratedoldclots.Aftersep-
arationthecystfromadjacentorgans,itwasremovedwith
anopenincision.Theoperativetimewasabouttwohours.
Thebloodlosswasminimalandtherewasnointraoperative
complication.
Grossappearanceshowedathin-walled,yellowishunilocu-
laradrenalmasscontainedhemorrhagicfluidanddegener-
atedoldclots.Pathologicalexaminationrevealedan“adre-
nal pseudocyst”without an epithelial or endothelial lining
(Figure3).Therewasnoevidenceofmalignancy.Postop-
eratively,sherecovereduneventfullyandwasdischargedon
the secondpostoperativeday.The leftabdominalpainand
discomfortresolvedafterremovalofthepseudocyst.Atfol-
low-up28months later, thepatientwasasymptomaticand
withoutpathologicalfindings.

DISCUSSION
Adrenalcystsoriginatingwithintheadrenalcortexormedul-
la,wasdescribedfirstbytheVienneseanatomistGreiselius
in 1670.(5)Therearefourtypesofadrenalcysts:endothelial
cysts, pseudocysts, epithelial cysts and parasitic cysts. Ad-
renalpseudocystsrepresentabout32-80%ofadrenalcysts.
Thecause andmechanismof adrenalpseudocysts remains
unknown. Possible etiologies include: degeneration of a
primaryadrenalneoplasm,degenerationofavascularneo-
plasm,andhemorrhagewithinnormaladrenaltissueorinto
anadrenaltumor.(4) 
Although Adrenal pseudocysts can occur at any age, studies 
haveshowedthattheyaremostcommonlydiagnosedinthe
fourthandfifthdecadesoflife.Pseudocystismorecommon

Case Report

Figure 1. Abdominal computed tomography showed a 19 × 17 × 
13 cm suprarenal well-defined cystic mass. 
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inwomenthanmen,witharatioofapproximately2-3:1.(6)

Mostcasesareasymptomatic;however,abdominalorflank
pain, a fullnessormass in abdomenorflankare themost
common presenting features of persons with symptomatic
adrenal pseudocysts.(7,8) The differential diagnosis varies
basedonlocation,butcommonlyincludesspleniccysts,he-
paticcysts, renalcysts,mesentericor retroperitonealcysts,
urachalcystsandsolidadrenaltumors.(9) 
Avarietyofradiologicmodalitieslikeultrasonography(US),
CTscanandmagneticresonanceimaging(MRI)areusedfor
diagnose of adrenal cysts.TheUS appearances of adrenal
cystsareunilocularormultilocularcysticlesionssimilarto
those seen elsewhere in the body. 
CTscanistheimagingmodalityofchoicefordiagnosisof
adrenal cysts. The sensitivity and diagnostic accuracy of
preoperativeCTforadrenalcystare96%and62.5-96%,re-
spectively.(6,10)UsuallyCTscanofpseudocystsdemonstrates
well-demarcatedroundorovalmasseswithlowdensity.In-
ternalhemorrhagemayduetosomeatypicalfeaturesinCT
scanincluding,thickwalls,internalseptationsandcalcifica-
tions. Calcificationmay be present in thewall or septum.
(2,9,11) 
Histopathologicalexaminationofthespecimenconfirmsthe
diagnosisofadrenalcysts.Trueadrenalcystsarelinedwith
endothelial or epithelial cells, but adrenal pseudocysts are de-
voidofarecognizablelayerofliningcellsandenclosedbya
fibroustissuewall.(7)

Themanagementofadrenalpseudocystsdependsonsome
factorssuchassize,presenceofsymptoms,functionalstatus
andprobabilityofmalignancy.Ifthecystsaresmall(<5-6
cm)withnear-waterdensityandhaveathin(<3mm)wall,
andarenotcausingsymptoms,carefulobservationwithpe-
riodicCTscansisoftendone.Surgicalexcisionisindicated
in the presence of symptoms, suspicious for malignancy,
increaseinsizeanddetectionofafunctioningadrenalcyst.
Surgicaltreatmentincludesopenorlaparoscopicapproach.
Somestudiesrecommendedthatopenresectionispreferred
techniqueinpatientswithlargesizedcysts(>6cm)andthe
laparoscopicapproachmaybeavaluabletreatmentforcysts
smallerthan6cm.(4,11,12)Basedonourknowledge,thereare
a few reports, that showed the feasibility of laparoscopic
techniqueforlarge(>6cm)adrenalcystsandmasses.(13-15)

CONCLUSION
Inpresentreport,weusedlaparoscopicresectionasaneffec-
tiveminimallyinvasiveapproachforahugesymptomaticad-
renalpseudocystmeasuringabout19cminlargestdiameter.
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Figure 2. Laparoscopic transperitoneal cyst excision is shown. 
The cyst was adherent to the underlying kidney. 

Figure 3. Pathological examination of surgical specimen re-
vealed an “adrenal pseudocyst” without an epithelial or endothe-
lial lining.
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