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Introduction & aim of work

Introduction

The adrenal gland is a frequent site of clinically silent
mass. Many adrenal masses can arise from adrenal gland. The
“incidentaloma” are increasing in parallel with the increased
use of cross sectional imaging by CT and magnetic resonance
imaging (MRI). The work-up of the incidentaloma patient
should aim to differentiate between benign and malignant

lesions (Sundin, 2012).

Non-contrast enhanced computer tomography (CT) 1s a
modality of choice used for the differential diagnosis of
adrenal lesions. It allows the detection of 95% of adrenal
masses and the characterization of most of them. Magnetic
resonance imaging (MRI) is a good modality for cases in
which CT examination cannot determine the character of an

adrenal tumor (Podgorska et al., 2012).

The decision on a surgical versus a non-surgical
management of patients with incidentaloma was previously

governed primarily by the tumors size and all lesions larger
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than approximately 4 cm were removed because of the risk of
a malignant tumor. Currently this decision is increasingly
influenced by the 1imaging characterization of the
incidentaloma according to its radiographic features which
likely support a benign tumor include rounded, well
delineated tumor borders, clear separation of the tumor from
surrounding structures, no evidence of tumor extension into
adjacent organs and homogenous internal structure (Sundin,

2012).

In practice, a combination of CT, MRI, and PET is used
to characterize adrenal masses in the oncology patient

(Freeman et al., 2008).

The key role of CT is to distinguish ‘“leave-alone”
lesions from those requiring further evaluation or representing
specific disease processes. Correct characterization of benign
entities that do not require intervention (i.e., longstanding
calcification or pseudocyst) is important to properly guide

patient management (Johnson et al., 2009a).
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MR imaging is highly recommended for differentiation
of incidental adrenal lesions since its high tissue contrast and
multiplanar imaging capabilities provide a detailed display of
adrenal glands and their adjacent anatomic structures. MR
imaging can often determine the nature of the lesion in cases
which are indeterminate on CT (Kulawska-Didoszak and
Krestin, 2011a).

Aim of work

Is to detect the value of CT and MRI in diagnosis and
characterization of adrenal neoplasms and to differentiate
benign from malignant lesions as well as primary from

secondary adrenal tumors.



