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Abstract
Pure androgen-secreting adrenocortical tumors (PASATs) are rare entities. Their clinical presentations
include virilizing features that vary based on age and gender. The pathogenesis of this tumor is still unclear,
with around 50% of such tumors being malignant. Imaging characteristics of the tumor on CT/MRI including
size, heterogenicity, and contrast wash-out time are used to predict malignancy. Surgical excision is
recommended for all functional adrenal tumors. In this report, we discuss a case of a 68-year-old
postmenopausal female presenting with hyperandrogenism and was found to have a 7-cm, PASAT that raised
suspicion for malignancy on CT scan, but was determined to be benign on surgical pathology.
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Introduction
Adrenal incidentalomas are estimated to be present in about 2% of the population, with a peak incidence
between the fifth to seventh decades of life, and adrenocortical carcinomas make up about 2% of these cases
[1]. Adrenocortical tumors that exclusively produce androgens are extremely rare. In a retrospective study of
470 adrenalectomies performed over a period of 56 years from January 1946 to November 2002 at the Mayo
Clinic, 11 pure androgen-secreting tumors were reported [2]. These tumors are more common in females,
and present with virilizing features of hirsutism, acne, deepening of the voice, and clitoral enlargement
[2,3]. Due to their extremely low prevalence, there is a paucity of data on the risk of malignancy for pure
androgen-secreting adrenal tumors (PASATs). CT or MRI characteristics are used to predict the malignancy
of adrenal tumors in general. Predictors of benign adenoma include size <4 cm, <10 Hounsfield units (HU)
on unenhanced CT, or contrast wash-out >50% at 10 minutes [4]. A fluorine-18 fluorodeoxyglucose positron
emission tomography-CT (18F FDG PET-CT) has a 91% sensitivity and specificity but is expensive and not
widely available [1]. In addition, 24-hour urine steroid profiling is a recent methodology to differentiate
between benign and malignant adrenal tumors [5]. We present a 68-year-old female patient with hirsutism
and a 7-cm adrenal nodule suspicious for malignancy based on the size and imaging characteristics but was
proven otherwise on surgical pathology.

Case Presentation
A 68-year-old postmenopausal female presented with excess facial hair around the chin for 18 months. She
did not have excess hair in other areas of her body. She endorsed thinning of hair on the crown of her head.
She did not report a change in her voice. She had no prior history of polycystic ovarian syndrome or long-
term glucocorticoid use. At the age of 51 years, she had breast cancer managed with lumpectomy followed by
radiation therapy and had no evidence of recurrence on follow-up imaging. At age 52, she had undergone a
hysterectomy with bilateral oophorectomy for cervical intraepithelial neoplasia. She was not using any
medications or supplements containing androgen. Her husband never used topical androgen
replacement. She reported no family history of adrenal tumors or related genetic syndrome. Physical

examination revealed a BMI of 22.3 kg/m2, blood pressure of 126/80 mmHg, a few coarse thickened hair on
the chin, and clitoral enlargement. She did not have acne or a deepening of the voice. There were no
physical examination findings suggestive of hypercholesterolemia, overt Cushing syndrome, or acromegaly.

Laboratory investigations revealed normal serum electrolytes, elevated testosterone,
dehydroepiandrosterone sulfate (DHEA-S), and estradiol while luteinizing hormone (LH) and follicle-
stimulating hormone (FSH) were on the lower side of the postmenopausal reference range (Table 1).
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Laboratory findings Preoperative
1 month

postoperative

3 months

postoperative

2 years

postoperative

3 years

postoperative

4 years

postoperative

5 years

postoperative

7 years

postoperative

Total testosterone (5-32 ng/dL) 110 7 5 4 4 5 4 9

Free testosterone (0.6-3.8 pg/mL) 18.2 1 0.8 0.5 0.5 0.7 0.6 1.4

SHBG (30-135 nmol/dL) 31 39 37 58 49 47 40 38

DHEA-S (13-130 µg/dL) 730 10 14 15 19 20 18 24

Androstenedione (0.130-0.820

ng/ml)
6.44   0.138 0.133 0.246 0.138 0.335

Estradiol (postmenopausal: <41

pg/mL)
65 <20  2.9 3.2   2.2

LH (postmenopausal: 7.7-58.5

IU/L)
20.5   30.2 30.8 30.8 27 29.4

FSH (postmenopausal: 25.8-134.8

IU/L)
27.9   55.4 56.3 55.8 54.9 54.9

Aldosterone (4.0-31.0 ng/dL) 15.4        

ACTH (7.2-63.3 pg/mL)  22  24 6 25.6 21.7  

Renin activity (0.5-4.0 ng/mL/hr) 1.6        

Plasma metanephrine (0.0-0.49

nmol/L)
0.13        

Plasma normetanephrine (0.0-0.89

nmol/L)
0.54        

24-hour urine free cortisol (<45

ug/L)
7.1  12 9.3 8.4 10.4 7.7  

TABLE 1: Laboratory test results
SHBG: sex hormone-binding globulin; DHEA-S: dehydroepiandrosterone sulfate; LH: luteinizing hormone; FSH: follicle-stimulating hormone;
ACTH: adrenocorticotropic hormone

Plasma metanephrines, aldosterone, renin activity, and 24-hour urine free cortisol were within the reference
range. An abdominal CT scan with adrenal protocol revealed a 7.0 x 7.3 x 7.5-cm left adrenal mass with
heterogeneous enhancement with small areas of central calcification. There was no wash-out, rather
“wash-in” with HU increasing from 35 to 70 at eight minutes and no evidence of abdominal metastasis
(Figure 1).
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FIGURE 1: PET/CT image (preoperative)
PET/CT: positron emission tomography/computed tomography

The adrenal mass had displaced the left kidney and pancreas without evidence of infiltration of surrounding
structures. The 18F FDG PET/CT confirmed the above findings and did not reveal any abdominal metastasis.

The patient underwent laparoscopic left adrenalectomy. A 7-cm well-encapsulated adrenal tumor not
adherent to any structures was visualized intraoperatively. Pathology showed a pleomorphic population of
cells with rare mitotic figures, areas of hemorrhage, and fibrin deposition without necrosis surrounded by a
thick fibrous capsule without lymphovascular or capsular invasion favoring a benign adenoma (Figure 2).

FIGURE 2: Surgical pathology of adrenal mass

Postoperatively, the patient reported improvement in clinical symptoms. Levels of androgens and estrogen
normalized and remained so seven years after surgery. Follow-up CT abdomen did not show any evidence of
recurrence seven years postoperatively.

Discussion
Features of hyperandrogenism in a postmenopausal female, as seen in our patient, is a diagnostic challenge
and a malignant etiology is always a concern. Determining the source to be ovarian or adrenal is an
important initial step. A thorough clinical history and physical examination in a postmenopausal woman are
important in distinguishing the functional causes of hyperandrogenism from ovarian/adrenal tumors [6]. An
absence of hyperandrogenic features during reproductive years, previous oophorectomy, normal BMI, and
physical signs including an enlarged clitoris prompted us to consider an adrenal etiology as the most likely
source of excess androgen in our patient.

The majority of the adrenal tumors are non-functional and are diagnosed incidentally on imaging. Excess
hormone production is seen in about 10% of patients [1]. Adrenal carcinomas have an annual incidence of
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0.7-2 cases per million per year [7]. Of these hormone-secreting tumors, PASATs are extremely rare, and
hence only isolated case reports or case series have been published in the literature so far. A French study
reported an incidence of 2.4% for PASATs among 801 adrenalectomies performed, and 50% were reported to
be malignant [8]. These tumors can occur both in children and adults. In one study, the age at the time of
diagnosis ranged from 1 to 53 years, and most studies report a higher incidence in females with a female-to-
male ratio of 4:1 [2,9]. Clinical features of these tumors are representative of excess androgen production
with hirsutism and virilization being present in 90-100% of the patients [2-3,9]. The pathogenesis of PASATs
is largely unknown. Increased enzyme activity of 3β-hydroxysteroid dehydrogenase 2 and cytochrome P450
17 α-hydroxylase has been reported in a few cases [10].

DHEA-S is exclusively produced by the adrenal glands under the regulation of adrenocorticotropic hormone
(ACTH). Testosterone, the most potent androgen, is produced by the adrenal cortex (25%) and ovarian
stroma (25%). The remaining 50% is produced by the peripheral conversion from its precursors
(androstenedione, DHEA, and DHEA-S). Measuring elevated levels of serum testosterone or DHEA-S has a
sensitivity of 100% and specificity of 50% for detecting virilizing adrenal tumors [11]. A recent study
demonstrated that a DHEA-S ratio (DHEA-S level divided by the lower limit of the DHEA-S reference range)
≤1.12 is also highly sensitive and specific for detecting autonomous cortisol production since the excess
cortisol suppresses DHEA-S production [12]. The ratio in our case was greater than 1.0, suggesting an
absence of autonomous cortisol production consistent with a 24-hour urine free cortisol on the lower side of
the reference range at 7.1 ug/L (<45 ug/L). The androgens produced by virilizing adrenal tumors are generally
unresponsive to ACTH stimulation due to the absence of ACTH receptors on the tumor cells [13].

Abdominal CT with adrenal protocol is the preferred initial method of imaging for adrenal glands in adults
[1]. Szolar et al. (2005) analyzed CT characteristics of adrenal tumors and found that adrenocortical
carcinomas were significantly larger than adenomas, with only 2.7% of adrenal carcinomas being less than 6
cm in diameter and had an unenhanced attenuation >10 HU [14]. A recent study by Park et al. showed that
the sensitivity of adrenal CT protocols varies with size, and for tumors greater than 3 cm, many
adrenocortical carcinomas cannot be distinguished from adenomas [15]. Moreover, there is a paucity of data
on predictors of malignancy in PASATs. Cordera et al. (2003) reported that PASATs ranged in size from 1.5 to
6 cm, while the androgen-producing adrenal cancers ranged from 6 to 11 cm [2]. Thus, PASATs more than 6
cm could be considered suspicious for malignancy. Adrenal CT protocols include enhanced CT imaging 60
seconds after contrast administration and delayed enhanced images at 15 minutes. Early wash-in and wash-
out of the contrast material on adrenal CT protocol is usually suggestive of benign pathology, with benign
adenomas generally having an enhancement wash-out greater than 60% and relative enhancement above
40% [16].

Steroid metabolite profiling using either 24-hour urine or serum is another method that is currently being
used to evaluate adrenal tumors. A prospective test validation study showed that urine metabolite
measurement had a higher positive predictive value compared to tumor size or imaging characteristics [5].
Elevated levels of tetrahydro-11-deoxycortisol in a 24-hour urine sample are highly sensitive and specific for
adrenocortical carcinoma [17]. However, urinary steroid profiling is cumbersome and expensive.

A biopsy is not recommended in an adrenal tumor suspicious for cancer due to poor diagnostic accuracy and
the risk of needle track seeding [18]. Surgery for an adrenal tumor is indicated for size >4 cm and irrespective
of the size if it is biochemically active. Laparoscopic adrenalectomy is the gold standard for adrenal tumors
[19]. Our patient underwent laparoscopic adrenalectomy, which revealed a 7-cm well-encapsulated adrenal
tumor. Modified Weiss criteria, which is based on histologic features, are one of the methods used to identify
adrenocortical carcinomas. They include mitotic rate, atypical mitosis, necrosis, clear cells, and capsular
invasion. A score of three or more is indicative of a carcinoma. Ki-67 index, β‐catenin, and synaptophysin
are some of the immunohistochemical markers used mainly to differentiate adrenocortical carcinomas from
pheochromocytoma and adrenal metastases [20]. Surgical pathology in our patient revealed a pleomorphic
population of cells with rare mitotic figures, areas of hemorrhage, and fibrin deposition without necrosis
and surrounded by a thick fibrous capsule without lymphovascular or capsular invasion. These findings were
indicative of a benign adenoma. Subsequent follow-up showed normal androgen levels and no evidence of
recurrence on CT scan seven years postoperatively.

Conclusions
A malignant etiology is always a concern when postmenopausal patients present with clinical
hyperandrogenism. Once biochemical hyperandrogenism is confirmed, imaging of the abdomen/pelvis leads
us to either an adrenal or ovarian etiology. Large adrenal tumors with suspicious radiological features are
considered malignant unless proven otherwise. It is challenging to differentiate benign PASATs from
malignant ones based on imaging characteristics alone. A combination of imaging features and serum or
urine steroid profile should be utilized to better characterize PASATs preoperatively, which will help guide
surgical management. Our 68-year-old postmenopausal female patient presented with virilization and
biochemical hyperandrogenism suggestive of a PASAT and a 7-cm adrenal mass with radiological
characteristics suggestive of malignancy, which was surprisingly found to be benign on surgical pathology.
This case is an exception to the general clinical rule for adrenal malignancy based on the size and
radiological features.

2022 Gopinath et al. Cureus 14(6): e26234. DOI 10.7759/cureus.26234 4 of 5



Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Sherlock M, Scarsbrook A, Abbas A, Fraser S, Limumpornpetch P, Dineen R, Stewart PM: Adrenal

incidentaloma. Endocr Rev. 2020, 41:1-5. 10.1210/endrev/bnaa008
2. Cordera F, Grant C, van Heerden J, Thompson G, Young W: Androgen-secreting adrenal tumors. Surgery.

2003, 134:874-80. 10.1016/s0039-6060(03)00410-0
3. Tong A, Jiang J, Wang F, Li C, Zhang Y, Wu X: Pure androgen-producing adrenal tumor: clinical features and

pathogenesis. Endocr Pract. 2017, 23:399-407. 10.4158/EP161580.OR
4. Jason DS, Oltmann SC: Evaluation of an adrenal incidentaloma . Surg Clin North Am. 2019, 99:721-9.

10.1016/j.suc.2019.04.009
5. Bancos I, Taylor AE, Chortis V, et al.: Urine steroid metabolomics for the differential diagnosis of adrenal

incidentalomas in the EURINE-ACT study: a prospective test validation study. Lancet Diabetes Endocrinol.
2020, 8:773-81. 10.1016/S2213-8587(20)30218-7

6. Alpañés M, González-Casbas JM, Sánchez J, Pián H, Escobar-Morreale HF: Management of postmenopausal
virilization. J Clin Endocrinol Metab. 2012, 97:2584-8. 10.1210/jc.2012-1683

7. Fassnacht M, Kroiss M, Allolio B: Update in adrenocortical carcinoma . J Clin Endocrinol Metab. 2013,
98:4551-64. 10.1210/jc.2013-3020

8. Moreno S, Montoya G, Armstrong J, et al.: Profile and outcome of pure androgen-secreting adrenal tumors
in women: experience of 21 cases. Surgery. 2004, 136:1192-8. 10.1016/j.surg.2004.06.046

9. Wajchenberg BL, Albergaria Pereira MA, Medonca BB, et al.: Adrenocortical carcinoma: clinical and
laboratory observations. Cancer. 2000, 88:711-36.

10. Yang G, Dou J, Zhang X, et al.: Increased 3β-hydroxysteroid dehydrogenase 2 and 17α-hydroxylase activities
in a virilized adolescent female with adrenal adenoma: a case report. Exp Ther Med. 2016, 11:530-4.
10.3892/etm.2015.2935

11. Derksen J, Nagesser SK, Meinders AE, Haak HR, van de Velde CJ: Identification of virilizing adrenal tumors
in hirsute women. N Engl J Med. 1994, 331:968-73. 10.1056/NEJM199410133311502

12. Dennedy MC, Annamalai AK, Prankerd-Smith O, et al.: Low DHEAS: a sensitive and specific test for the
detection of subclinical hypercortisolism in adrenal incidentalomas. J Clin Endocrinol Metab. 2017, 102:786-
92. 10.1210/jc.2016-2718

13. Ghayee HK, Rege J, Watumull LM, et al.: Clinical, biochemical, and molecular characterization of
macronodular adrenocortical hyperplasia of the zona reticularis: a new syndrome. J Clin Endocrinol Metab.
2011, 96:E243-50. 10.1210/jc.2010-1222

14. Szolar DH, Korobkin M, Reittner P, et al.: Adrenocortical carcinomas and adrenal pheochromocytomas: mass
and enhancement loss evaluation at delayed contrast-enhanced CT. Radiology. 2005, 234:479-85.
10.1148/radiol.2342031876

15. Park SY, Park BK, Park JJ, Kim CK: CT sensitivities for large (≥3 cm) adrenal adenoma and cortical
carcinoma. Abdom Imaging. 2015, 40:310-7. 10.1007/s00261-014-0202-1

16. Caoili EM, Korobkin M, Francis IR, Cohan RH, Platt JF, Dunnick NR, Raghupathi KI: Adrenal masses:
characterization with combined unenhanced and delayed enhanced CT. Radiology. 2002, 222:629-33.
10.1148/radiol.2223010766

17. Kerkhofs TM, Kerstens MN, Kema IP, Willems TP, Haak HR: Diagnostic value of urinary steroid profiling in
the evaluation of adrenal tumors. Horm Cancer. 2015, 6:168-75. 10.1007/s12672-015-0224-3

18. Allen BC, Francis IR: Adrenal imaging and intervention. Radiol Clin North Am. 2015, 53:1021-35.
10.1016/j.rcl.2015.05.004

19. Fassnacht M, Arlt W, Bancos I, et al.: Management of adrenal incidentalomas: European Society of
Endocrinology Clinical Practice Guideline in collaboration with the European Network for the Study of
Adrenal Tumors. Eur J Endocrinol. 2016, 175:G1-G34. 10.1530/EJE-16-0467

20. Erickson LA: Challenges in surgical pathology of adrenocortical tumours . Histopathology. 2018, 72:82-96.
10.1111/his.13255

2022 Gopinath et al. Cureus 14(6): e26234. DOI 10.7759/cureus.26234 5 of 5

https://dx.doi.org/10.1210/endrev/bnaa008?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1210/endrev/bnaa008?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/s0039-6060(03)00410-0?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/s0039-6060(03)00410-0?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4158/EP161580.OR?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4158/EP161580.OR?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.suc.2019.04.009?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.suc.2019.04.009?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/S2213-8587(20)30218-7?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/S2213-8587(20)30218-7?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1210/jc.2012-1683?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1210/jc.2012-1683?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1210/jc.2013-3020?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1210/jc.2013-3020?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.surg.2004.06.046?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.surg.2004.06.046?utm_medium=email&utm_source=transaction
https://pubmed.ncbi.nlm.nih.gov/10679640/?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3892/etm.2015.2935?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3892/etm.2015.2935?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1056/NEJM199410133311502?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1056/NEJM199410133311502?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1210/jc.2016-2718?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1210/jc.2016-2718?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1210/jc.2010-1222?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1210/jc.2010-1222?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1148/radiol.2342031876?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1148/radiol.2342031876?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00261-014-0202-1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00261-014-0202-1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1148/radiol.2223010766?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1148/radiol.2223010766?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s12672-015-0224-3?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s12672-015-0224-3?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.rcl.2015.05.004?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.rcl.2015.05.004?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1530/EJE-16-0467?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1530/EJE-16-0467?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/his.13255?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/his.13255?utm_medium=email&utm_source=transaction

	Pure Androgen-Secreting Radiologically Suspicious Adrenal Mass: Benign or Malignant?
	Abstract
	Introduction
	Case Presentation
	TABLE 1: Laboratory test results
	FIGURE 1: PET/CT image (preoperative)
	FIGURE 2: Surgical pathology of adrenal mass

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


