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Spontaneous rupture of an adrenal adenoma is a rare condition. This case report describes spontaneous rupture
of the right adrenal adenoma in the women that presented with acute abdominal pain.
Early suspicion of this condition, effective imaging, and prompt treatment should save the patient. Urgency

laparoscopic adrenalectomy is a safe and feasible option.
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Spontaneous rupture of an adrenal adenoma
is a rare condition. The patient presents the signs and
symptoms as acute sudden abdominal pain. In the
early report!®, the patients with rupture adrenal
gland were treated by open adrenalectomy. This case
report introduced the feasibility of laparoscopic
adrenalectomy in urgent situation and the difficulty
caused by hematoma around the gland.

Case Report

A 35-year-old Caucasian woman presented
with right-sided upper abdominal pain radiating
intensely to the back. The symptoms had started about
four hours earlier, while she was sleeping. She vomited
approximately 10 times, thus all the food consumed.
Her medical history revealed no previous major illness
or trauma in the preceding days. She had no abnormal
symptom and sign of abnormal adrenal hormone
production. She had history of appendectomy one year
earlier.

On the day of admission, she was agitated
due to severe pain. Physical examination demonstrated
mild pale, T 36.3 C, BP 198/130 mmHg, PR 120/min
and RR 25/min. Fine crepitation was noted at right
lower chest wall. Mild abdominal distention and
tenderness at the right subcostal area without rebound
tenderness were found on the abdominal examination.
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The following laboratory parameters were
noted: hemoglobin 10.9 g/dL, WBC 10.6x10%/mm?
(N 93%, L 4.1%, and M 2.9%), platelet count
160x10° mm?3, sodium 137 mmol/L, potassium
3.92 mmol/L, chloride 106 mmol/L, bicarbonate
25 mmol/L and cortisol 28.8 mcg/dL Computed
tomography (CT) scan showed a 4.0x3.4x4.5 cm rim
enhanced heterogeneous hypo-hyperdense lesion at
the right suprarenal region, partly abutting to the right
adrenal gland. There was a non-enhancing fluid-filled
density (25-30 HU) within the right paranephric space
and right retroperitoneal space. Minimal fat reticulation
at the right retroperitoneal area was detected. Apart

The CT scan abdomen shows a rim enhanced
heterogeneous hypo-hyperdense lesion at the right
suprarenal region (arrowhead).

Fig. 1
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from this, there was no radiological evidence of any
other pathology. Retroperitoneal rupture of a right
adrenal tumor was suggested.

The patient still felt intense pain even after
strong analgesia was given. The patient was informed
the advantages of laparoscopic adrenalectomy such as
less post-operative pain, faster recovery, and shorter
hospital stay than open surgery, but the operative time
might be longer and it should be difficult situation
because these was no prior report about laparoscopic
adrenalectomy in the ruptured adrenoma. Urgent
right laparoscopic adrenalectomy was performed. The
patient was laid in the left lateral decubitus position.
Four ports (12 mm, 5 mm, 5 mm, and 5 mm) were
placed in the right subcostal area. The right lobe of
the liver was retracted by a fan retractor. A large
retroperitoneal hematoma, surrounding the periadrenal
and perirenal fat, was intraoperatively encountered.
The tissue around the adrenal gland was dissected with
the Harmonic scalpel, then the adrenal gland was
identified. A ruptured 5-cm mixed cystic and solid
tumor of the right adrenal gland was found. The right
adrenal vein was identified along the line of the inferior
vena cava using blunt dissection by a suction tip, and
then the vein was identified, doubly clipped, and cut.
The gland was totally dissected from the surrounding
fat with the Harmonic scalpel. The procedure took
300 minutes and blood loss from hematoma was
approximately 500 mL. The patient’s recovery was
unremarkable. She was discharged from the hospital
on the seventh day post-operation without sign of
abnormal adrenal hormone presentation. Final
pathologic examination revealed a 4 cm cortical

Fig. 2

Laparocopic view shows right adrenal gland,
adrenal vein, inferior vena cava (IVC) and
hematoma at suprarenal region.
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adenoma with hemorrhage and no characteristics
of malignancy.

Discussion

Rupture of an adrenal tumor is rare and has
been reported for pheochromocytoma”, adrenocortical
carcinoma®?), myelolipoma®, metastatic carcinoma®,
and adenoma®. This case report describes the rupture
of a 4-cm benign adenoma. The patient had no sign of
abnormal adrenal hormonal production. She had not
known that she had an adrenal tumor prior to the
rupture episode.

Symptom of rupture of an adrenal tumor
includes sudden epigastrium pain, which is the most
frequent complaint. In some patients, the pain is located
on the effected side. Frequently, the pain radiates to
other parts of the upper abdomen, flank, and back.
The pain is usually intense and aggravated by motion.
Localized hyperesthesia, peritoneal irritation, and
occasionally diaphragmatic irritation might be found.
The patients may develop pallor, hypotension, and
finally shock®.

A CT scan, magnetic resonance imaging
(MRI), or ultrasonography can be used for diagnosis
of adrenal hemorrhage®. In this case, a CT scan was
selected to establish the diagnosis. The diagnosis of
adrenal hemorrhage based on a CT scan is challenging
because many conditions might mimic its finding
in the imaging. The important conditions to be
considered in differential diagnosis are ruptured
aortic aneurysm, retroperitoneal organ hemorrhage,
renal vein thrombosis, splenic rupture, and abdominal
abscess®¥. Typically, CT findings show an infiltrating
hyper-attenuating mass, which suggests acute
hematoma with distortion of the inverted v-shaped
adrenal gland. Additional findings may include
peri-adrenal fat stranding with thickening of the
adjacent diaphragmatic crura and an adrenal mass
might be identified®. If the CT result is in doubt,
selective angiography is possible to provide an exact
diagnosis®©.

The adrenalectomy in this case is clearly
indicated because of acute bleeding. In general, the
benefits of laparoscopic adrenalectomy are less post-
operative pain and faster recovery and shorter hospital
stay®1% but for the ruptured adrenal adrenoma, it might
be more difficult than open surgery®®. Urgent
laproscopic adrenalectomy was undertaken by the
surgeon who is highly experienced in this procedure.
The difficulty during the procedure was caused by the
hematoma and the problem of identifying important
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structures. Use of the suction tip for blunt dissection,
irrigation, and intermittent suction were helpful to
identify the gland.

In summary, early suspicion of the ruptured
adrenal adenoma, correct diagnosis with effective
imaging, and prompt treatment should improve
survival. Laparoscopic adrenalectomy is safe and
feasible to perform.

What is already known on this topic?

Until now, there is no report that laparoscopic
adrenalectomy is used to manage the spontaneous
rupture of adrenal adenoma in urgency situation.

What this study adds?

This is the first case report of laparoscopic
adrenalectomy used to manage the spontaneous
rupture of adrenal adenoma.
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