
KIDNEY DISEASES

62

C
a

se
 R

e
p

o
rt

Iranian Journal of Kidney Diseases | Volume 14 | Number 1 | January 2020

Bilateral Adrenal Myelolipoma, A Case Presentation and 
Brief Literature Review

Hamidreza Samimagham,1 Mitra Kazemi Jahromi2

As a rare and normally-benign and functionless tumor, primary 
adrenal myelolipoma comprises adipose tissue and myeloid cells, 
and its diagnosis is usually difficult owing to its asymptomatic 
nature. Imaging techniques can detect these masses in over 90% of 
the cases. CT scan is the most sensitive imaging technique, which 
can display the tissue nature of this tumor with a high resolution. 
The present case report involves a 45-year-old woman with bilateral 
adrenal myelolipoma diagnosed with imaging methods.
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INTRODUCTION
Adrenal myelolipoma was first diagnosed in 1905. 

These normally benign tumors rarely emerge, and 
they are often unilateral and smaller than 4 cm; 
nevertheless, they may appear bilateral or in very 
large sizes, which are called giant myelolipoma if 
they grow larger than 8 cm.1-4 These tumors are often 
asymptomatic and hormonally inactive, although 
their hormonal activity has also been reported.4 
Moreover, given that they are asymptomatic, they 
used to remain undiagnosed until patient death 
before the advent of advanced imaging techniques. 
A total of 0.08% - 0.2% of the cases have been 
reported to be diagnosed through autopsy.2,3 
Imaging techniques have made early diagnosis of 
adrenal myelolipoma, possible.4,5 The present case 
report introduces a patient with bilateral adrenal 
myelolipoma diagnosed with imaging techniques.

CASE PRESENTATION
The patient was a 45-year-old woman presenting 

with mild non-specific abdominal pain to an 
internal clinic in September 2016. The pain had 
been mild, transient and self-limited over the 
previous three months. The patient did not report 
any accompanying symptoms, had a controlled 
blood pressure and no history of diabetes, smoking 
and alcohol consumption. Examinations suggested 
a good general health condition, and abdominal 

examination suggested no tenderness and masses 
(Figure). Bilateral adrenal myelolipoma was 
confirmed through a CT scan showing several 
mixed-density (solid and fat) masses (Figure). 
Two distinct masses (36×27 mm and 46×44 mm) 
with round and regular margins found on the 
left side at an absorption value of -46 HU, and a 
38×50 mm mass on the right adrenal gland at an 
absorption value of -50 HU could suggest lesions 
with high fat density in bilateral adrenal masses 
(Figure). The absence of positive findings in the 
patient’s laboratory and hormonal tests confirmed 
that the mass was non-secretory. The patient was 
clinically examined through follow-ups given the 
size of the masses, the fact that the mild pain was 
self-limited, and the absence of clinical symptoms 
in the subsequent visits.

DISCUSSION
The etiology of adrenal myelolipoma as a 

combination of adipose tissue and myeloid cells 
is unknown, although some hypotheses have 
suggested that stem cells or hormonal secretions 
contribute to its pathogenesis.6,7 The incidence of 
adrenal myelolipoma increases with age, and it 
has been reported to be three times more prevalent 
on the right side than the left.3,6,7 Although these 
masses are usually small and grow slowly, giant 
myelolipoma can develop in rare cases with a size 
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exceeding 8 cm. The clinical symptoms of this 
condition include abdominal pain, constipation, 
vomiting, hematuria, or renovascular hypertension; 
which can be caused by the pressure effect on the 
peritumoral tissue or intratumoral hemorrhage.6,7

In more than 90% of the cases, these tumors can 
be definitely diagnosed using imaging techniques 
such as CT scan.

Myelolipoma normally appears radiolucent 
in plain films and avascular in angiography. In 
ultrasound, adipose tissue appears as hyperechoic 
regions, and myeloid cells as hypoechoic regions. 
The hyperechoic and hypoechoic regions can be 
simultaneously present in a lesion. CT scan has 
been reported as the most sensitive diagnostic test 
for myelolipoma. The adipose tissue has a low 
density, and appears as regions ≤ 30 Hounsfield 
in a CT scan,8 but as high-signal regions in T1 and 
T2 in MRI. In contrast, the myeloid tissue appears 
as low-signal regions in T1 and moderate signal 
in T2 in MRI.8

No specific guidelines have been defined for 
treating adrenal myelolipoma, and the treatment 
differs from one patient to the other by the size, 
nature and location of the tumor.9,11 The potential 
intratumoral hemorrhage in giant myelolipoma 
(larger than 8 cm) can cause symptoms such as 
abdominal pain, nausea, vomiting and hypotension, 
and can be treated with surgeries, including 
laparotomy and laparoscopy.2,12

The present case report described a patient with 
bilateral adrenal myelolipoma diagnosed based on 
CT scan findings. She did not undergo surgery, 
and was followed-up with clinical examinations 
and imaging given the tumor size and the absence 
of clinical symptoms in the later follow-ups.
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