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SUMMARY

Introduction: Adrenal incidentaloma may be found on otherwise
non-related conditions. If revealing a contra-lateral tumour on a
patient who priory had an adrenalectomy may be consider 
accidental it is difficult to establish. 
Case report: This is a 51-year male with long-term history of high
blood pressure, diabetes mellitus, and dyslipidemia. He was
referred for an endocrine check-up because of Cushing’s 
syndrome (CS) suspicion. Low Adrenocorticotropic Hormone and
non- suppression to all Dexamethasone tests pointed an adrenal
CS. Abdominal CT (computed tomography) scan showed a right
adrenal tumour of 39/25 mm (millimetre). Right adrenalectomy
was performed through a laparoscopic approach three months 
after initial diagnosis. No complication was registered during the
procedure. The pathological report confirmed a corticoadrenal 
adenoma. No adrenal insufficiency was diagnosed. First endocrine
assessment showed normal adrenal axes and an improvement of
glucose profile. Nine month after surgery, laboratory tests were
normal but CT scan showed a left adrenal mass of 25/21/13 mm
and normal post-operatory aspect at the level of right adrenal bed.
For the moment, it was considered an incidentaloma which was
not revealed at first CT scan (performed without intravenous 
contrast) due to low chance of aggressive increase since the initial
imagery scan, noting the benign aspect at pathological report
regarding right adrenal tumour. Serial tight endocrine and imagery
follow-up was considered imperious. 
Conclusion: The field of adrenal CS is complex. Whether a non-
secretor contra-lateral tumour was indentified after an adreno-
cortical adenoma was laparoscopically removed or the tumour
escaped the initial imagery scan it is difficult to establish but 
paying close attention to endocrine and radiological changes is
essentially needed. 

RÉSUMÉ

Résultat de l'imagerie accidentelle controlatérale post-opératoire suite à
la chirurgie laparoscopique pour le syndrome de Cushing surrénalien   

Introduction: Si la découverte d’une tumeur contro-latérale chez
un patient ayant antérieurement subi une surrénalectomie peut
être considéré un fait accidentel, il est difficile à établir.
Présentation de cas: C’est le cas d’un homme âge de 51 ans avec
une histoire à long terme d'hypertension artérielle, diabète sucré et
dyslipidémie. Il a été soumis à un contrôle endocrinien avec le
soupçon de syndrome de Cushing (CS). L’hormonone corticotrope
faible et la non-suppression à tous les tests de dexaméthasone ont
indiqué fait un syndrome de Cushing surrénalien. La tomographie
computérisée abdominale a montré une tumeur surrénale droite de
39/25 mm (millimètres). La surrénalectomie droite a été réalisée
par une approche laparoscopique trois mois après le diagnostic 
initial. Aucune complication n'a été enregistrée au cours de la
procédure. Le rapport pathologique a confirmé un adénome 
cortico-surrénal. On n’a diagnostiqué aucune insuffisance surré-
nale. La première évaluation du système endocrinien a montré des
axes surrenales normales et une amélioration du profil du glucose.
Neuf mois après la chirurgie, les tests de laboratoire étaient 
normaux, mais la TC a montré une masse surrénale gauche de
25/21/13 mm et un aspect normal en post-opératoire au niveau du
lit surrénalien droit. A ce moment, il a été considéré un inciden-
talome non dépisté au premier balayage de la TC (effectuée sans
contraste intraveineux) en raison de la faible probabilité d'augmen-
tation agressive depuis l'analyse initiale imagistique, en notant
l'aspect bénin du rapport pathologique concernant serré périodique
et imagistique a été considéré impérieux.
Conclusion: Le domaine du SC surrénal est complexe. Si une
tumeur contro-latérale non-séerétrice a été identifiée après qu’un

Correspondence address: Mara Carsote, MD
Carol Davila University of Medicine and Pharmacy & C.I. Parhon National Institute of Endocrinology
Aviatorilor Ave 34-38, Bucharest, Romania e-mail: carsote_m@hotmail.com



POST-OPERATORY CONTRA-LATERAL INCIDENTAL IMAGERY FINDING ... - STOIAN et al vol. 51, no. 3, 418

INTRODUCTION

EE
ndogenous adrenal Cushing’s syndrome (CS) is
characterized by overproduction of glucocorti-
coids caused by an adrenal adenoma or carcino-

ma, macronodular or micronodular bilateral adrenal hyper-
plasia. (1,2,3,4) Exposure to excess glucocorticoids causes a
traditional picture consisting of arterial hypertension, 
obesity, glucose intolerance, osteoporosis, impaired immune
function and wound healing, as well as mood disorders, etc.
(1,2,3,4) Measurement of the plasma adrenocorticotropic
hormone (ACTH) level has been recommended as the first
diagnostic test for differentiating between ACTH-indepen-
dent and ACTH-dependent CS in addition to high-dose
dexamethasone (DXM) suppression test, followed by imagery
tools as Magnetic Resonance Imaging (MRI) or Computed
Tomography (CT) abdominal scan. (1,2,3,4) First-line 
therapy for cortisol- secreting adrenal adenoma is complete
surgical excision and, further on, glucocorticoid replace-
ment therapy for post-operative adrenal insufficiency. (4,5)
Adrenal incidentaloma (AI) can be found in patients with
subclinical CS or in those who are followed for different 
medical conditions and have a routine abdominal ultra-
sound, MRI or CT done. (6,7,8,9) This is a case report of a
male diagnosed with a left AI nine months after surgery for
CS due to a right adrenal adenoma. The informed consent
was signed by the subject who agreed to use the images
below. 

CASE PRESENTATION

This is a 51-year old male known with long-term history
of high blood pressure, diabetes mellitus, and dyslipidemia.
The medical family history includes a brother with arterial
hypertension and ischemic coronary heart disease. He was
referred for an endocrine check-up because of persistent
fatigue, weakness, sleep disturbance, high blood pressure,
progressive weigh gain, and inadequate blood glucose. 

On admission, clinical parameters showed central 
obesity (based on a body mass index of 32.4 kg/m2), blood
pressure of 145/87 mmHg, heart beat rate of 76/min, moon
face, plethora, telangiectasia, abdominal red striae, 
buffalo hump, enlarged supra-clavicle fat pads. (fig. 1)
Laboratory tests showed high levels of morning plasma
cortisol with loss of circadian rhythm. (table 1) Non 
suppression at low - dose DXM (dexametasone) 1 mg 
(milligram) overnight test was followed by no inhibitory
effect at 2 days of 8 mg DXM test which confirmed 
adrenal CS. (table 1) Additional hormonal tests revealed

adrenal androgens in the upper reference range, and
slightly elevated testosterone levels. (table 1) Biochemical
parameters indicated low potassium; high normal serum
sodium as well as hypertriglyceridemia, and hypercholes-
terolemia. The medullo-adrenal hormonal production was
normal. Abdominal CT scan showed a tumour of 39 by 25
mm (millimetre) located in the right adrenal gland which was
considered the cause of adrenal CS. Also, the left adrenal
was described as normal. Right adrenalectomy was 
performed through a laparoscopic approach three months
after initial diagnosis. No complication was registered 
during the procedure. The pathological report confirmed a
corticoadrenal adenoma. No adrenal insufficiency was 
diagnosed so no further replacement gluco-corticoid therapy
was started. The patient’s previous medication for cardio-
vascular co-morbidities was reduced but he continued anti-
hypertensive drugs, oral anti-diabetics and hypolipemiants.
First endocrine assessment was done one month post-opera-
tory. A part from clinical improvement, the assays showed a
normal morning serum plasma cortisol (of 181 nmol/L with
normal levels between 172 and 497 nmol/L) and a better 
glucose control (glycozilated haemoglobin A1c of 7.5% after

Abbreviations: ACTH = Adrenocorticotropic hormone, Adrenal
Incidentaloma = AI, CS = Cushing’s syndrome, CT = Com-
puted Tomography, MRI= Magnetic Resonance Imaging, mm=
millimeters, mg = miligram
Key words: Cushing’s syndrome, incidentaloma, cortisol,
adrenalectomy

adénome cortico-surrénalien soit laparoscopiquement enlevé ou
que la tumeur ait échappé à la visualisation imagistique initiale, 
il est difficile d'établir, mais il est essentiellement nécessaire 
d’accorder une  attention spéciale aux modifications endocrini-
ennes et radiologiques.
Mots-clés: syndrome de Cushing, incidentalome, cortisol, 
surrénalectomie

Figure 1 - This is a 51-year old male with typical Cushing’s
syndrome features like moon face, central obesity, and 

abdominal red striae  
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surgery versus 10.2% before surgery, normal levels between
4% and 5.6%).

Nine month after surgery, laboratory tests showed 
morning serum cortisol in the upper limit range, adequate
suppression at low-dose (1 mg) DXM overnight test, 
normal ACTH levels, and normal serum ionogram. (table 1)
Despite intact adrenal function, a control adrenal imagery
was performed and CT scan showed a left adrenal mass of
25 by 21 by 13 mm and normal post-operatory aspect at the
level of right adrenal bed. For the moment, it was considered
an incidentaloma which was not revealed at first CT scan
(performed without intravenous contrast) due to low chance
of aggressive increase since the initial imagery scan, noting
the benign aspect at pathological report regarding right
adrenal tumour but serial tight endocrine and imagery 
follow-up was considered imperious. 

DISCUSSION

This case highlights real life medicine with its limits.
Nowadays, AIs have an increasing prevalence in general 
population up to 1%-8.7%. (7,8,9,10) By definition, the
patient with such tumour has no signs of hormonal excess,
and no obvious underlying malignancy. (8,9,10) Up to 20%
of subjects with an AIs have some forms of subclinical CS
and this population associates a higher risk for metabolic 
disorders and cardiovascular diseases. (9,10,11,12) We 
consider a particularity of this case the occurrence of 
contra-lateral adrenal mass in a very short time after right
adrenalectomy performed for adrenal CS (within a year) but
most probably the tumour was there before surgery. Unfortu-
nately, the initial CT scan was not done at the same medical

centre as endocrine assessment so a re-interpretation of the
initial scan was no available after adrenalectomy. From a 
practical point of view, the post-operatory finding was an
incidentaloma. (13,14,15) From a theoretical point of view,
the tumour was there since the beginning. (13,14,15) The
lack of consecutive adrenal insufficiency after unilateral
adrenalectomy may be explained by the presence of the 
second adrenal tumour. (7,16) However, an ACTH-
dependent CS may display the same behaviour but DXM
suppression test excluded this particular type. (7,16) If 
bilateral adrenal tumours have been detected from start in
association with positive tests for adrenal CS, the removal of
the largest mass is recommended as first step and then the
clinical case needs to be re-evaluated and periodically 
re-scanned. (7,16) In this particular case, if consider that left
adrenal mass had a rapid grow (within 12 months), a malig-
nancy should be suspected even if the contra-lateral tumour
was benign and no obvious malignancy was found so a high
index of suspicion should be used during serial check-up.
(7,17,18) Though, a different diagnosis, as catecholamines or
aldosterone producing tumour, should also be taken into 
consideration but, currently, it was actually ruled out based
on normal adrenal profile. (6,19) 

CONCLUSION

The field of adrenal CS is complex. Whether a non-
secretor contra-lateral tumour was indentified after an
adrenocortical adenoma was laparoscopically removed or
the tumour escaped the initial imagery scan it is difficult
to establish but paying close attention to endocrine and 
radiological changes is essentially needed. 

Table 1 - Biochemical and 
hormonal profile of a 51-year

old male with adrenal Cushing’s
syndrome caused by a right

benign adrenal tumour: before
and after right laparoscopic

adrenalectomy was performed 

Parameter Patient’s value Norma limits Units

Before surgery
Morning plasma cortisol 724.6 172-497 nmol/L
Plasma cortisol 11 p.m. 526.4 71.1-286 nmol/L
ACTH 11.4 <46 pg/mL
24-h free urinary corisol 528.7 100-379 nmol/24-h
Morning plasma cortisol * 598.2 <50 nmol/L
Morning plasma cortisol ** 427.9 <50% *** nmol/L
Total serum testosterone 31.4 9.9-27.8 nmol/L
DHEA-S 511.3 44.3-331 mg/dL
Serum sodium 141 136-145 mmol/L
Serum potassium 3.5 3.7-5.4 mmol/L
Total cholesterol 299 <200 mg/dL
Triglycerides 232 <150 mg/dL

After surgery
Morning plasma cortisol 488.5 172-497 nmol/L
ACTH 22.6 <46 pg/mL
Morning plasma cortisol * 23.2 <50% *** nmol/L
Serum  sodium 138 136-145 mmol/L
Serum potassium 4.7 3.7-5.4 mmol/L
ACTH = Adrenocorticotropic Hormone; 24-h = 24-hours; * after 1 mg Dexamethasone overnight test; ** after
2 days of 8 mg Dexamethasone suppression test; *** the lack of reduction of <50% from baseline morning 
plasma cortisol is suggestive for an adrenal source of Cushing’ s syndrome; DHEA-S = dehydroepiandrosterone
sulfate
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