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Introduction

Introduction

The incidence of adrenal tumours is much lower than that of other

. tum_burs in humans, nevertheless, the rarity of these tumours should not belie
their clinical significance because of their pai"ticular location and their
partichlar endocrine effects. Correctly diagnosed and properly treated, most
adrenal tumours are curable ; misdiagnosed or improperly managed, theyvcan be
fatal. With recent advances in imaging techniques and new methods of hormone
determination, not only can the diagnosis of adrenal masses be accurate in
patients with endocrine symptoms, but several “adrenal incidentalomas” may

- also be detected in -patients with no symptoms. However dilemmas and
controversies remain in the diagnosis and management of adrenal masses

particularly incidentalomas (Xiao et al, 1998).

Abecassis et al reported the results of autopsy studies in 988 subjects,
showing the incidence of unsuspected adenomas in the adrenal gland to be 1.9%
(Abecassis et al., 1985).

This result agrees with the prevalence rate of 2% for adrenal masses
detected incidentally by CT (Ross and Aron, 1990).

Classifying adrenal tumours as functional non-functional, based on their
hormonal activity, is a significant guideline to the appropriate evaluation and
management, although there are varied classifications of tumours in the adrenal

. R;"glland according to anatomy, histology or pathology (Xiao et al, 1998).

Functional adrenal tumours usually present typical symptoms and signs
because hormonal secretion is excessive. The diagnosis may be established from
the clinical manifestations, hormonal measurements, and imaging in most
patients. However such tumours may be overlooked in asymptomatic patients
with adrenal masses possessing potential hormone secretion. The possibility of
subclinical hormone production in such adrenal tumours is of interest (Xig0 et
al, 1998).

Phaeochromocytomas are the most frequently detected hormone-

producing incidentaloma (Xiago ef al, 1998).

(1
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- Introduction

In a 50-year autopsy study (40078 autopsies) at the Mayo Clinic, Sutton
et al described 41 patients with clinically unsuspected phaeochromocytomas, of

whom only-54% had a history of hypertension (St. John Sutton ef al, 1981).

Pre-Cushing’s syndrome and subclinical; primary aldosteronism in
incidentally discovered adrenal masses have also been reported (Siren et al,
1993).

In the asymptomatic patient, the minimal screening for hormonal activity
consists of serum potassium level to evaluate aldosteronoma and a determination
of urinary levels of VMA and catecholamines to exclude phaeochromocytoma
(Xiao et al, 1998).

A single dose 1mg overnight dexamethasone supression test is

recommended to screen for pre-Cushing’s syndrome (Cronin et al 1990).

Recently adrenal scanning with ‘311~6~[5-iodomethyl-19-norcholésterol
(NP-59) was suggested to identify adrenal masses, because this compound is
taken up by functional adrenal tumours, even in a subclinical level, but not by

the suppressed contralateral gland (Gross ef al 1987).

CT is better than MRI in detecting and localizing adrenal tumours, and
MRI is more helpful than CT in distinguishing benign and malignant tumours,
by: comparing signal intensities and by contrast enhancement with Gadolinium.
Howéver, there remains an overlap of 20-30% between benign and malignant
masses (Krestin et al,1991).

Therefore fine-needle aspiration or core biopsy under U/S or CT guidance

has been used to evaluate adrenal masses (Katz et al, 1984).

More recently, immunohistochemical staining techniques, chromosome
karyotype analysis and gene investigations have been used to differentiate

between malignant and benign adrenal masses (Lin et al, 1994).

Adrenal tumours may be treated surgically or therapeutically ; removing
the tumour by surgery is the only curative course. Surgery is principally

indicated for functional adrenal tumours regardless of their characteristics ;
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