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Clinical history and working diagnosis on the referral:
A 4 months ANC patient with acute onset pain in the right hypochondrium since 1 day along with
rapid fall in the hemoglobin levels.
Ultrasound of the abdomen was done outside which revealed an approximately 12 cm cystic
lesion in the right upper half of the abdomen, showing internal echoes. The site of origin could
not be localized on ultrasound and a differential of liver versus adrenal cyst was given, for which
the patient was referred to our hospital.

Features and exact location of lesion in question:

T2 weighted image (T2WI), axial section: a
13.3cm hyperintense lesion with a
Picture 1: subcomponent of heterogenous signal
intensity in the right half of the lesion.

As the patient was pregnant, CT scan was contraindicated. Hence, a non-contrast MR abdomen
was performed.
It revealed a large, 17 x 13.3 cm T2 homogenously hyperintense lesion (picture 1, 2 and 3),
with a 12.68 x 6.69 cm heterogenous component in the right half of the lesion. The homogenous
component has T1 isointense signal (figure 4), showing increased diffusivity (figure 6 and 8)
suggestive of a cystic lesion, while the heterogenous component shows no signal loss on opposed
phase imaging (figure 5), along with true diffusion restriction (figure 7,8) suggestive of
hyperacute intracystic hemorrhage.
The right adrenal gland was not seen separately from the lesion. The liver was pushed anteriorly,
intrahepatic IVC anteromedially (figure 1) and right kidney inferiorly (figure 2 and 3).

Picture 2: T2 WI, coronal section: showing the full
extent of the heterogenous component.
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Potential pitfall:
A claw sign was seen between the cyst and the liver in figure 1, which could
suggest the liver being the site of origin. However, it must be remembered
that the specificity of signs for localization of origin of abdominal lesions
decreases as the size of the lesion increases. Also, failure to visualize the
adrenal gland separately from the lesion points towards it being the site of
origin.

Important to rule out or recommend:
Other important differentials of a right 3. Hepatic adenoma with internal
hypochondrium cyst in a pregnant
hemorrhage
female include:
4. Ovarian vein syndrome
1. Ectopic pregnancy with massive
5. Gall bladder hydrops
hemorrhage
2. Ovarian cyst with intermittent
torsion

Picture 3: T2WI, sagittal section: showing
compression and inferior displacement of
the right kidney by the lesion

6. Retroperitoneal or mesenteric cyst.

Final diagnosis:
Acute intracystic hemorrhage in a right adrenal cyst, which was later
confirmed intra-operatively and histopathologically.

Picture 4: T1WI, axial section: the cyst is T1
isointense to spleen.
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Picture 5:

T1WI, opposed phase: there is no
suppression of signal suggestive of
no fat component.

Picture 8:

DWI, ADC map: the same part of
the lesion showing decreased
signal, confirming true diffusion
restriction

Picture 6:

Diffusion weighted image(DWI):
showing the homogenous
component having increased
diffusivity.

Picture 7:

DWI: part of the heterogenous
component shows restricted
diffusion

