CLINICAL UPDATE

Adrenal incidentaloma —

practical steps in management

By A/Professor Ming Khoon Yew, Endocrine Surgeon, Subiaco

Adrenal incidentalomas are
adrenal lesions greater than

or equal to 1cm identified
serendipitously on imaging
performed for unrelated
indications. The widespread use
of cross-sectional imaging has
highlighted this entity.

Assessment focuses on both

imaging and biochemical/functional

characteristics of the lesion. In the
evaluation of adrenal lesions, the
two key clinical questions are: Is
the adrenal lesion functional or
non functional? And is the adrenal
lesion benign or malignant?

Functional and biochemical
assessment

The clinical history and physical
examination should focus on
eliciting signs and symptoms of
adrenal hormone excess. This is
followed by biochemical testing.
Assessment should be undertaken
for the following conditions,

which are summarised in Table

1. If there are any abnormalities

detected on biochemical screening,

further confirmatory testing may
be necessary, and referral to an

Pneumococcal disease and herpes
zoster represents considerable
health burden both in Australia and
globally accounting for 25% and
7% of Disability Adjusted Life Years
(DALY) of vaccine preventable
disease burden. Between 1997

and 2016, pneumococcal disease
resulted in 622 deaths and 2434
hospitalisations.

Older Australians have a greater
likelihood of developing both
conditions than the general
population. The risk of developing
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Specimen photograph of
phaechromocytoma

endocrinologist or endocrine
surgeon is recommended.

Imaging assessment

The key question is whether it is
benign or malignant, If the adrenal
lesion is malignant, this can either
reflect a primary adrenal malignancy
(quite rare), or more commonly a
metastasis. The probability that

the adrenal lesion is a metastasis is
significantly raised if there is a prior
history of any malignancy.

Imaging characteristics that
suggest malignancy (either primary
or secondary) include:

complications in both conditions
are significantly reduced by
vaccination which the National
Immunisation Program (NIP) funds
for those over 70 years.

This audit reviewed the proportion
of patients aged above 70 years
(between 1/01/2017 to 30/12/2020)
receiving the recommended
vaccination against pneumococcal
disease and varicella. It was
performed in an outer Perth
metropolitan general practice,

a region that has a higher-than-

Specimen Photograph of massive right
adrenal carcinoma (enbloc excision with
right kidney)

* Higher Hounsfield unit (HU) -
Radiodensity of the lesion
o Infact, a non-contrast HU
of <10 is almost diagnostic of a
benign lesion
e Larger size
o Risk of malignancy is greater
in lesions > 4cm
o High HU and lesion diameter
>10cm are almost always
malignant
» |nvasion of adjacent organs/
structures
* Low percentage CT scan contrast
washout

average rate of vaccine preventable
hospitalisation compared to the
national average.

Methods

A case was defined as any patient
who attended two GP appointments
at this medical practice between
1January 2017 and 31 December
2020, without an additional risk
factor for either condition, and
turned 70 years in the review period.
Exclusion criteria were patients who
received a varicella zoster vaccine
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Key messages

m All cases of adrenal incidentaloma
should undergo biochemical
screening to exclude adrenal
hormonal excess

® The role of image guided needle
biopsy for adrenal lesions is
limited

® Small, biochemically inactive
lesions with non-contrast HU
<10 can be safely managed with
one further interval CT adrenal
protocol scan and discharged.

Scan demonstrating interval growth
pattern suspicious for malignancy

SYNDROME

Cushing’s or
subclinical Cushing’s
syndrome

Conn’s syndrome

Phaeochromocytoma

SYMPTOMS

May be asymptomatic
Moon facies, acne, buffalo

hump, central obesity, striae,

easy bruising, thin skin, po
wound healing, emotional
cognitive changes

Usually asymptomatic

Muscle cramps, headaches

Polydipsia, polyuria

May be asymptomatic
Paroxysms of palpitations,

sweating, headache, tremor,

anxiety/panic

One should be cautious in drawing
conclusions from low dose CT

scan (e.g. CT KUB for renal calculi),
as this has less sensitivity and
specificity for characterisation of an
adrenal lesion.

Occasionally FDG-PET or MRI can
be useful to assist in triaging and

SIGNS SCREENING TEST

Hypertension
Hyperglycaemia
Hyperlipidaemia
Osteoporosis

Tmg overnight
Dexamethasone
suppression test
or
and

Refractory
Hypertension

Hypokalaemia

Plasma Renin ratio

Severe Plasma
hypertension Metanephrines and
Paroxysmal Normetanephrines

hypertension

Plasma Aldosterone to
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assessment of potentially malignant
lesions.

Role of needle biopsy

Unlike the situation for most
other solid tumours, the role of
image guided needle biopsy of
adrenal lesions is very limited.
The reasons for this are twofold.
If the lesion is a malignancy
(primary or metastasis), needle
biopsy and the resultant spillage
of tumour destroys the potential
for curative surgical excision. Also,
if the lesion is an unrecognised
Phaeochromocytoma, needle
biopsy may precipitate
hypertensive crisis and death.

An endocrine surgery opinion is
prudent prior to considering needle
biopsy.

If the adrenal lesion is small,
biochemically inactive, and benign/
or likely benign on CT criteria, then
usually one further interval CT with
adrenal protocol scan is necessary
prior to discharging the patient. The
interval scan should be performed
at a 6- to 12-month interval. Should
there be no progression/growth
then we are usually satisfied that no
further surveillance or intervention
is necessary.

> continued on Page 51
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