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Rathke’s Cleft Cyst Abscess—An Unusual Guest in The Sella
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Abscess formation within a Rathke's cleft cyst (RCC) is extremely rare, particularly 
at a young age. We report the case of a young girl with abscess formation in RCC. 
A 21-year-old female presented with headache, vomiting, visual deterioration and fea-
tures suggestive of hypopituitarism. She had bitemporal hemianopia with impairment 
of visual acuity. MRI revealed a cystic lesion in the sella with suprasellar extension and 
peripheral rim enhancement. On the basis of history and imaging, this was indistin-
guishable from more commonly encountered pituitary pathology. She underwent 
transsphenoidal decompression, which revealed yellowish purulent material that when 
cultured grew Staphylococcus epidermidis. Histological examination revealed numer-
ous neutrophils and cyst wall lining with features characteristic of RCC. Postoperatively, 
she received antibiotics and replacement therapy for hypopituitarism. Three months 
later, she experienced deterioration in visual fields. Considering persistent disease, she 
underwent redo surgery which revealed similar findings. Postsurgery, pituitary MRI 
revealed an empty sella syndrome. Thereafter, follow-up for 1 year was stable with per-
manent diabetes insipidus and multiple pituitary hormone deficiency on supplemen-
tation. Although uncommon, we recommend considering RCC abscess as a differential 
diagnosis of a pituitary mass lesion, as predicting its presence can be difficult preop-
eratively. Persistent or recurrent disease is common in these cases, so timely diagnosis 
and adequate surgical drainage leads to lower morbidity and mortality.
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Rathke's cleft cysts (RCCs) are benign cystic lesions that 
form between the anterior and posterior lobes of the pitu-
itary gland from the remnants of the embryonic Rathke's 
pouch. Abscess formation in pituitary gland is rare, account-
ing for < 1% of all pituitary disease.1 The pituitary abscesses 
can occur either as primary abscess, that is, in a previously 
healthy gland or secondary abscess, arising within existing 
lesions such as pituitary adenomas and craniopharyngio-
mas, or RCCs.2 Abscess formation within a RCC is extremely 
rare, particularly at a young age. Around five cases have been 
reported in India. We report a case of abscess formation in 

RCC, presenting with local compressive symptoms and fea-
tures of hypogonadism in an immunocompetent female.

A 21-year-old female presented with headache, vomiting, 
and visual deterioration of 4 weeks duration. She did not 
have fever, mental status changes and features of underlying 
immunocompromised condition, sinusitis, or previous pitu-
itary pathology. She had history of amenorrhea for 2 months 
with regular cycles prior to it. Physical examination revealed 
features of hypogonadism including diminished axillary and 
pubic hair, with evidence of expressive galactorrhea. On 
neurologic examination, she had bilateral papilledema and 
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bitemporal hemianopia. Endocrine workup revealed hypo-
pituitarism. The serum free thyroxine (FT4) concentration 
was 0.3 ng/dL (0.7–1.8ng/dL), thyroid-stimulating hormone 
(TSH) 0.94 µIU/mL (0.34–4.80 µIU/mL), cortisol 1.9 µg/dL 
(5–20 µg/dL), and estradiol 5 pg/mL (> 30 pg/mL), with marginally 
elevated prolactin levels, 74 ng/mL (3–27 ng/mL). MRI 
revealed a cystic lesion of 2 × 2 × 1.3 cm in the sella with 
suprasellar extension compressing the optic chiasma, which 
was isointense on T1 and T2, and peripheral rim enhance-
ment on contrast administration (►Fig. 1). CT scan demon-
strated a hypodense cystic lesion within the sella, without 
calcification, and with normal paranasal sinuses. The patient 
underwent transsphenoidal decompression, which revealed 
yellowish purulent material. The lesion was drained and the 
atypical appearance of the purulent material led to microbi-
ological sampling that cultured Staphylococcus epidermidis. 
Histological examination of the lesion revealed numerous 
neutrophils, debris, and a cyst wall lined by ciliated pseu-
dostratified columnar epithelium with goblet cells character-
istic of RCC (►Fig. 2). Postoperatively, the patient was treated 
with intravenous (IV) antibiotics and supportive care. She 
developed diabetes insipidus (DI) and was started on oral des-
mopressin along with cortisol and thyroxine supplements. 
Three months later, she presented with further deteriora-
tion in visual fields. Considering the clinical and imaging 
findings, persistent disease was considered, and the patient 
underwent redo surgery, which revealed similar findings on 
histological examination. Thereafter, visual field improved 
and follow-up for 1 year was stable with permanent DI and 
multiple pituitary hormone deficiency.

Pituitary abscess is a rare but potentially life-threatening 
condition, and it accounts for less than 1% of all pituitary 
diseases.1 Although the diagnosis of RCCs has become more 
common, abscess formation within RCC still remains rare 
and difficult to identify preoperatively. Although RCC abscess 

may occur spontaneously, predisposing factors include 
immunocompromised state, pituitary irradiation, surgery, 
or infarction. A primary abscess can spread via hematoge-
nous route or by direct extension from abutting infections 
like meningitis, cavernous sinus thrombophlebitis, sphenoid 
sinusitis, or osteomyelitis.1,3 This patient typically had no evi-
dence of any predisposing factors. The clinical manifestations 
of pituitary abscesses are nonspecific, with most patients 
having features of raised intracranial tension and hypopi-
tuitarism. Systemic features such as fever, leukocytosis, and 
raised erythrocyte sedimentation rate (ESR) are seen in only 
one-third of patients, making the diagnosis difficult preop-
eratively.4,5 Hyperprolactinemia and growth hormone (GH) 
deficiency are commonly associated with RCCs. In one series, 
it was observed that infected RCCs are larger in size and have 
more frequent pituitary dysfunction.6

MRI remains the preferred modality for preoperative 
assessment of RCCs. The signal intensity of cyst contents 
demonstrates high variability on T1 and T2 sequences. Cyst 
contents can be clear in 35% of cysts so dark on T1 images, 
or proteinaceous and thicker in the 65% of cysts, appearing 
bright on T1 images.6 In majority of cases, contrast admin-
istration demonstrates little or no enhancement of cyst 
wall or its contents, although a thin enhancing rim is seen 
in inflammatory lesions. However, these findings are not 
specific for RCC abscess. It is difficult to distinguish infected 
RCC from cystic pituitary adenomas or craniopharyngio-
mas solely by MRI.6,7 As with most pituitary abscess, culture 
from RCC abscess is typically sterile, although organisms 
were grown in few cases reported earlier. The most com-
mon offending microbes are Staphylococcus, Streptococcus, 
and Acinetobacter.8 The cyst wall in RCC contains columnar 
or cuboidal epithelium, often with ciliated or mucinous gob-
let cells, but reactive squamous metaplasia can occur and 
increases the risk of recurrence by four-fold.6,8

Surgical drainage by transsphenoidal approach, followed 
by microbiology guided antibiotic therapy, should be the 
standard treatment. Transsphenoidal surgery is preferred 

Fig. 1  T1-weighted MRI image after contrast administration showing 
rim enhancement of the sellar cystic lesion.

Fig. 2  Histopathological examination of the lesion showing cyst 
wall, lined by ciliated pseudostratified columnar epithelium with 
goblet cells and neutrophils.
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over craniotomy, as it has the advantages of efficacy, safety, 
and minimal invasiveness. Although craniotomy can cause 
infectious substances to spill into cerebrospinal fluid (CSF), it 
can be considered, if the abscess is suprasellar or significant 
evacuation is considered difficult. RCC abscess is known to 
recur in 15 to 20%, usually several months or even years later. 
A close follow-up is advised along with a prolonged course 
of antibiotics to treat any residual infection and prevent the 
recurrence. The risk of recurrence is likely to decrease with 
time.9

Diagnostic difficulties in RCC abscess arise from 
absence of specific clinical features and no distinguishing 
radiological characteristics. It should be considered as one 
of the differential diagnosis in patients presenting with DI, 
hypopituitarism, and sellar cystic lesion with rim enhance-
ment on MRI. Residual or recurrent disease is common in 
these cases, so timely diagnosis and adequate surgical drain-
age leads to lower morbidity and mortality.
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