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Abstract

Since the introduction of laparoscopic adrenalectomy by
Gagner et al. in 1992, the majority of benign adrenal lesions have
been removed by various laparoscopic techniques. The modalities
of choice in the evaluation of an adrenal mass are computed
tomography (CT) scanning, magnetic resonance imaging (MRI),
and positron emission tomography (PET) scanning. Advantages
of laparoscopic surgery include low risk of bleeding, smaller
incision size, low risk of pain and bleeding after surgery, short
hospital stay and low morbidity and mortality. Lateral
transabdominal approach (LTA) seems to be the technique of
choice for most surgeons. A robotic radical adrenalectomy results
in significantly less blood loss during surgery, reducing the need
for blood transfusions, and less post-operative pain and scarring.
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INTRODUCTION

INTRODUCTION

The adrenal glands lie retroperitoneally on each side of
the vertebral column at the level of 11th - 12th thoracic vertebrae.
They are in close contact with the superior poles of the kidneys
and surrounded by peri-renal fat and Gerota’s fascia. The normal
adrenal gland weighs about 6 g and is 5 cm long, 2.5 cm wide and
1 cm thick. (Williams, P. L, 1989)

Adrenal cortex produces three sorts of steroid hormones
from plasma cholesterol: mineralocorticoids, glucocorticoids and
sex steroids. (Dunn R. B. et al., 2011)

Adrenal medulla synthesizes catecholamines under control
of central nervous system (CNS) which is affected differently by
physiological stimuli e.g.: stress. (Nelson, L.et al., 2004)

The differential diagnosis of adrenal masses includes
many entities such as adenoma, aldosteronoma, Cushing's
syndrome, virilizing tumor, pheochromocytoma, adrenocortical
carcinoma, metastatic disease, myelolipoma, ganglioneuroma,
adrenal cyst, and hematoma. (Cook DM, 1997).

Adrenal masses are often discovered incidentally and are
then termed adrenal incidentalomas (Als). They are often
discovered after an imaging procedure is performed that is
unrelated to the adrenal gland. Incidence has been increasing
proportionally to the use of radiographic imaging. Less
commonly, Als are discovered as part of the clinical workup for
suspected adrenal disease (eg, Cushing syndrome). (Terzolo M et
al., 2009)

Approximately 80% of Als are nonfunctional and benign.
The other 20% of Als are either functional or malignant and
require further evaluation and treatment to avoid medical
complications. (Cawood TJ et al., 2009)
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INTRODUCTION

Diagnosis of adrenal incidentaloma (Al) is fulfilled by
evaluation of patients clinically, biochemically, and
radiographically for presence of hormonal active tumors
(Cushing's syndrome, aldosteronism, pheochromocytomas) and
presence or history of malignant tumor. (Zeiger MA et al, .2009)

The treatment for a hormonally active adrenal tumor is
surgery. Nonfunctional adrenal cortical adenomas are usually not
premalignant, and surgical excision is not indicated if < 4cm and
should be radiographically followed up. If nonfunctional adenoma
Is > 4cm, adrenalectomy is recommended. (Yener S et al., 2010)

Since its first description in 1992 by Gagner, the
laparoscopic adrenalectomy has become a new gold standard in
adrenal surgery for small benign tumors. This method seems to
have the general advantages of minimally invasive surgery, the
complication rate is low and conversion is seldom necessary. The
advantage of the LA lies in the fact that it allows a clearly
magnified view for precise hemostatic dissection in a minimally
invasive fashion, laparoscopic skin incisions are small_compared
to the large incisions necessary in the open approach with its
resultant postoperative morbidity (Jukka Sirén, 1999).
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The aim of this work is to review and discuss the role of
laparoscopic adrenalectomy in the management of benign adrenal
tumors as a new technique and its efficacy and advantages
compared with open surgery.




