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Abstract

A rare case of symptomatic Rathke cleft cyst (RCC) with xanthogranulomatous change is reported, which
is discovered in a 16-year-old girl presenting with primary amenorrhea and no development of secondary
sexual characteristics, The endocrinological assessment revealed the patient had a hypogonadotropic
hypogonadism, Brain magnetic resonance imaging demonstrated a 17 mm sized cystic lesion with rim
enhancement in the intra- and suprasellar region, Via an endonasal microscopic approach, the cyst was
completely decompressed and the cyst wall was partly excised, The cyst contents were confirmed
intraoperatively with distinct colors and consistencies, Pathological examination of surgical specimen
showed a nonciliated columnar epithelial lesion associated with xanthogranulomatous changes, The
author speculate that xanthogranulomas in the sellar region might be caused by reaction to the presence

of RCC,
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Fig. 1. Radiographic, operative, and pathological features of a 16-year-old girl with xanthogranulomatous Rathke cleft
cyst. (A, B, C) The intra-and suprasellar lesion displays mixed signal intensity on T2-weighted sequence and
hyperintensity on T1-weighted sequence with rim enhancement on magnetic resonance images on admission. (D) At
surgery, an initial gush of yellow-whitish fluid was followed by a thick mucoid contents. (E, F) Photomicrographs
show the cyst consists mainly of columnar epitheliums and cholesterol cleft granuloma. Surrounding the
cholesterol cleft were multinucleated giant cells, xanthoma cells, lymphoplasma cells and also hemosiderin deposits
(H & E, x 100). (G) Postoperative T1-weighted image exhibits disappearance of the hyperintense cyst in the pituitary
fossa.
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