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Prérequis : l’adénome surrénalien à cellules oncocytaires est une
tumeur très rare, souvent bénigne et découverte fortuite,  46 cas sont
rapportés dans la littérature médicale, elles sont souvent de
découverte fortuite. 
But: Rapporter un nouveau cas d’oncocytome surrénalien à potentiel
malin.
Observation : Mr Y S âgé de 72 ans, sans rares tares. Il a présenté
quelques jours avant son admission de douleurs de la fosse lombaire
droite. L’échographie abdominale et la tomodensitométrie
abdominale ont objectivé une volumineuse formation tissulaire de 13
cm envahissant le rein droit. Une résection en bloc emportant le rein
droit et surrénal droite a été réalisée. L’examen anatomopathologique
a conclu à un adénome surrénalien à cellules oncocytaires ave un
potentiel malin. Les suites opératoires étaient simples. Il est
réguliérement suivi à la consultation, il n’a pa réenté de récidive avec
un recul de 8 mois.
Conclusion  : l’adénome surrénalien à cellules oncocytaires est une
tumeur trés rare. Seul l’examen anathomopathologique permet de psr
le diagnostic positif. Le pronostic est souvent bon.
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Background : Adrenal oncocytoma is a very rare lesion, non
functioning and benignin most cases. Only 46 cases have been
reported in the medical literature.
Aim: This study aimed to report a new case of adrenal oncocytic
tumor with uncertain malignant potential.
Case: A 72 year-old- man, consulted for renal fossa pain.
Ultrasonography and omputed tomography scan revealed a large
mass in the right adrenal gland with extension to the right kidney. A
right adrenalectomy and nephrectomy was performed. The diagnosis
of adrenal oncocytoma with malignant potential was confirmed by
pathology. Patient had a well recovery and left hospital on the fifth
day post operatively. He was followed up for 8 months, no tumor
recurrence detected.
Conclusion: Adreno cortical oncocytoma is a rare tumor. The
majority of reported cases had good prognosis. 
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Oncocytictumour of adrenal gland was defined as a neoplasm
composed exclusively or predominantly of oncocytes which are
large and polygonal cells with eosinophilic cytoplasm because
of abnormal accumulation of mithochondria [1]. It was first
described in 1986 by Kakimoto[2]. Only 46 cases have been
reported in the literature [2- 6] most of them are non functional
and benign [7]. We report a newcase of adrenal oncocytoma in
72-year-old man.

CASE REPORT
A 72-year-old man complained of right renal fossa pain since 6
days prior to admission. The patient denied any symptoms of
palpitation, headaches, dizzinem or visual disturbance. No
special signs were found by physical examination, blood
pressure was 120/60 mmHg. Laboratory investigations revealed
normal serum electrolytes. The urinary catecholamine levels
were all normal. Hormonal studies were normal. Abdominal
ultrasonography showed a large 13cmx10cmx8cm
heterogeneous mass in the right adrenal gland with low level
echo and with no calcifications. Abdominal computed
tomography scan confirmed the right adrenal mass of
13cmx10cmx9cm, in the vicinity of the superior pole of the
right kidney, which was with mixed density (figure 1 and 2). 

The postcontrast images in the arteriel phase show the presence
of a rich vascularity (figure 3). At laparotomy, an adrenal mass
was noted with extension to the right kidney. A right
adrenalectomy and radical right nephrectomy was performed.
When the mass was touched and removed blood pressure did
not fluctuate. The tumor was brown, solid, well circumscribed,
measured 16cmx9cmx11cm. Little focal haemorrhage was
present. Microscopically (figure 4) the tumor was composed of
polygonal oncocytes with abundant granular, eosinophilic
cytoplasm. Cells were arranged in a diffuse pattern. No mitotic
figures, neithero lymphovascular or capsular invasion was seen.
The tumor was immunoreactive for cytokeratin (figure 5) and
antimitochondrial antibodies, negative for PS 100 and
chromogranin. The pathological diagnosis was adrenal
oncocytoma without any malignant potential. The post
operative course was uneventful and the patient was discharged
on the fifth day. The patient was followed up for 8 months, no
tumor or metastases were detected by CT scan.

Figure 1 : Abdominal computed tomography scan confirmed the
right adrenal mass of 13cmx10cmx9cm, in the vicinity of the superior
pole of the right kidney, which was with mixed density

Figure 2 : Abdominal computed tomography scan confirmed the
right adrenal mass of 13cmx10cmx9cm, in the vicinity of the superior
pole of the right kidney, which was with mixed density

Figure 3 : The postcontrast images in the arteriel phase show the
presence of a rich vascularity

Figure 4 : Tumor cells have characteristic oncocytic aspects with
abundant eosinophilic and granular cytoplasm with prominent
nucleoli( hematoxylin and eosin, magnificationx200 and x400)



DISCUSSION
We reported a non functioning oncocytoma of the adrenal
gland, which was diagnosed on right renal fossa pain, in 72-
year-old man. Abdominal computed scan revealed a right
adrenal mass and removal was performed. Histopathological
study confirmed the diagnosis of adrenal oncocytoma.
Oncocytic neoplasms are composed of oncocytic cells which
are characterized by having larges eosinophilic granular
cytoplasm owing to the abberant accumulation of
mithochondria [8]. Oncocytic tumour are extremely rare, only
46 cases have been reported and include: 24 oncocytomas, 6
oncocytic neoplasms of uncertain malignant potential and 16
oncocytic carcinoma [9]. The most commonly reported sites for
oncocytic neoplasms are the thyroid, kidney and salivary glands
[6, 10], found predominantly in adults [11, 12]. Only two cases
was reported in child [12, 13], female are more concerned than
male patients with a female ratio of 7/4 [1]. Most cases have
been benign, non functioning and incidentally detected usually
by imaging examination in regular health examination or during
investigation for abdominal pain or unrelated symptoms [12,
14, 15]. Gargah et al reported a 12-year-old girl with pseudo
precocious puberty induced by adrenocortical oncocytoma.
Kabayegit et al reported a 31-year-old man presented with
Cushing syndrome. The same case was reported by Xiao et al.
Our patient had a non-functioning adrenocortical oncocytic
neoplasm. Computed tomography and magnetic resonance

images have no special appearance [14, 16]. In 2008, Kim DJ et
al [17] has reported for the first time on the F-
fluorodeoxyglucose positron emission tomography finding in a
case of adrenocortical oncocytoma, and the cause may be the
intense hypermetabolism of glucose and the numerous
intracellular mitochondria. The pre operative diagnosis is often
non fuctioning tumor of adrenal gland. An adrenalectomy can
be often performed. With the development of laparoscopic
technique, adrenal tumour can be resected under laparoscopic
procedure [14, 18]. However, there is still contreversely
regarding the appropriateness of laparoscopy for the adrenal
tumors resection in cases of uncertain malignant potential [14].
Our case was a large tumor 13cmx10cmx9cm, removed by
laparotomy. The diagnosis was established by histological and
immunhistochemical studies. Most of the adrenal oncocytoma
were well circumscribed, capsulated, ranging from 2 to 20 cm
[14, 15, 19]. In our case the oncocytoma was of
16cmX11cmx9cm. The tumor cells are highly eosinophilic and
granular, which attributed to the presence of numerous
mithochondria. Immunocytochemical study revealed usually
strongly positive for antimitochondrial antibodies, and
frequently, vimentin and keratin is identified [11, 12, 20].
Generally, oncocytoma is considered as a benign tumor, but a
malignant variant with local invasion and distant metastases
was described in 1991[21]. Four cases of adrenal oncocytic
carcinoma were described in 2002[11]. It is important to
discriminate adrenocotical adenoma and carcinoma. In 1989
weiss et al proposed histological criteria which was modified by
Bisceglia et al in 2004[22]. According to this criteria: the
presence of one major criteria (high mitotic activity, atypical
mitoses or venous invasion) indicating malignancy, one to four
minor criteria (Large size, necrosis, capsular or sinusoidal
invasion) indicating uncertain malignant potential (borderline)
and the absence of criteria indicates a benign tumor. Others
markers such as Ki-67(+) has been reported to be helpful in
distinguishing adrenocortical adenomas from carcinomas [23].
In our case, the tumor have a large size, therefore this case was
diagnosed as oncocytic neoplasm with uncertain malignant
potential. 

CONCLUSION
We present a case of 72-year-old man with non-functioning
adrenocortical oncocytoma, greater than 6 cm. Adrenalectomy
and nephrectomy were performed. It was a benign tumor with
potential malignant feature. Our patient was good after surgery
and symptoms free, 8 months post operatively.
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Figure 5 : The tumor cells cytoplasm showing focally positive
immunoreactivity for Cytokeratin( magnificationx400)
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