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Sunum akisi :

» 1) Ameliyat oncesi degerlendirmede standart yaklasim.

» 2) Subklinik Cushing sendromu saptanan insidental kitlelerde cerrahi mi? Takip mi?

» 3) Nonfonksiyonel kitlelerde ne yapalim, ¢capin ve goruntileme yontemlerinin Gnemi

» 4) Nonadenomatoz lezyonlarda malignite riski , yaklasim ne olmali

» 5) Myelolipom, anjiyomyolipom gibi selim ancak buyuk capli kitlelerde takip mi? Cerrahi mi?



Kilavuzlara gore tani ve yaklasim

>

>

Insidentaloma  ayirnci tanisi klinik biyokimyasal ve radyolojik yapllir :

HRCT tUm olgularda yapiimali, 10HU> ise benin , kuskulu ise vendz sampling 40 yas<
yapilabilir....

Cortizol sekresyonu ( 1mg DEX S testi), tUkrUkde kortizol,ve idrarda serbest kortizol aynca HT
,obesite, DM ve osteoporoz ¢2 dikkate alinmali

Aldesteron sekresyonu ve (HT)....

FEO ve veya malin tm ¢
Martha A. Zeiger, AACE/AAES Guidelines 2009

Adrenal kitfle malin ya da degil: CT de yagdan zengin homogen, dUzenli kenar 4cm> benin,
Tarama icin de kontrastsiz HRCT yapilabilir

DEX S testi yapilmalidir: 50> patolojik degil 51-138ngm/dl ise olasi otonom kortizol salgisi, 138< ise sCS
anlamina gelebilir, net olmayan durumlarda mutlaka idrarada sex hormonu metabolitleri bakilmalidir

Eger bulgular degisken ve net degilse konseyde ele alinarak tani konmali CT ile (MRI) 6-12 ay aralikli
takipte boyut artisi varsa cerrahi dneriimel..

Martin Fassnacht et al. Eur J Endocrinol 2016;175:G1-G34

European Society of Endocrinology Clinical Practice Guideline in collaboration with the European Network for the Study of Adrenal Tumors
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CLINICAL PRESENTATION EVALUATION®P CLINICAL DIAGNOSIS

History of prior or
current malignancy
with risk of or » See Additional Evaluation (AGT-2)

suspicion of . |See Primary
adrenal metastasis Hyperaldosteronism Treatment (AGT-2)

Adrenal protocol (CT® with contrast
Adrenal Morphologic_ |or MRI with or without contrast) to

land i i i ity lipi ) See Primary
g evaluation determine size, heterogeneity, lipid Cushing’s syndrome |See Prima

tumor on content (MRI), contrast washout (CT),
imaging and margin characteristics

Treatment (AGT-3)

No history of

! - See Primary
rp':';?irg’ﬁ;ﬁg;rent . Non-functioning tumor +|Treatment (AGT-4)

Biochemical workup as clinically
indicated (See NE-B) for: See
—» | * Hyperaldosterism Pheochromocytoma —|Pheochromocytoma

* Cushing’s syndrome Guidelines (PHEO-1)
« Pheochromocytoma¢

Functional
evaluation

. See Primary
Multiple hormones ——» Treatment (AGT-5)

a5ee Principles of Pathology for Diagnosis and Reporting of Neuroendocrine Tumors {(NE-A).

bSee Principles of Biochemical Testing (NE-B).

CIf unenhanced is <+10 HU, then the tumor is probably benign. If unenhanced is »+10 HU, then use enhanced and washout. If >60% washout in 15 min, the tumor is
likely to be benign; if <60%, the tumor is possibly malignant. (Caoili E, Korobkin M, Francis |, et al. Adrenal masses: characterization with combined unenhanced and




.....yaklasim- takip ...

eV VvV Vv

CT kontrastsiz HU onemli, < 10 = benin
CT kontrast wash out orani (ilk 15" da %60< . olasi benin) ve kitlenin sinirlar
MRI de T1 de hiper T2 de iso-sinyal intens ozellik ile ayirci tani ( lipom-miyelolipom? )

Kemik sintigrafisi, PET ,MIBG sintigrafi ( 68 Ga veya dopa/dopamin PET inceleme
FEO icin anlamli)

Benin yapida hormonal akfif olmayan tek tarafli boyut <é cm ise :cerrahi
endikasyonu yoktur

insidentaloma izlemde degisiklik saptanmadigi sirece 3-6 ( sonra 6-12) ay ara
ile CT/ MRI ve senelik hormon test ile 5 sene takip edilmeli

4-6 cm arasi kisisel ozelliklere gore izlem

takipte degisiklik 22 ek hastaliklar , kontrol altinda olup olmadigi
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CLINICAL DIAGNOSIS ADDITIONAL EVALUATION PRIMARY TREATMENT!

Benign-appearing
adenoma (<4 cm) by
CTC or MRI criteria
or Repeat imaging
Myelolipema by in 6-12 mo
radiographic
features (any size)
without symptoms

Unchanged ——————— No further follow-up

Consider adrenalectomy
Enlarging ———= | OF
Short-interval follow-up

Benign-appearing Unchanged ———— = Repeat imaging in 6=12 mo
adenoma of

intermediate size | —»
{4-6 cm) by CT®

or MRI criteria Enlarging

Repeat imaging
in 3-6 mo

Non-functioning
tumor

See Adrenal
—= | Carcinoma
(AGT-5)

Adrenalectomy for
Intermediate-size suspected carcinoma™
Chest CT with or tumor (4—6 cm) with |—»
without contrast and| 4 |aggressive features!
abdominal/pelvic

Suspected carcinoma —|CT or MRI with
contrast to evaluate . See Adrenal
for metastases and Large tumor (>6 c¢m) wlthl Carcinoma

local invasion aggressive features (AGT-5)

t|f unenhanced is <+10 HU, then the tumor is probably benign. If unenhanced is >+10 HU, then use enhanced and wash-out, If >60% wash-out in 15 min, the tumor is
likely to be benign; if <60%, the tumor is possibly malignant. (Caoili E, Korobkin M, Francis |, et al. Adrenal masses: characterization with combined unenhanced and
“delayed enhanced CT. Radiology 2002;222'629-633 )




vaklasim fakip ..."ChS icin

» Hormonal aktif 4 cm> diger bez salim : LA
» Hormonal aktif + karsi bez patolojik :
vendz sampling: asimetrik bulgu var ise tek tarafl LA

simetrik yani bilateral Ch ise : Bilateral LA veya total + KK

» Hormonal aktif (ACTH bagimsiz) : goruntUleme kuskulu ; malin tm ayirici tani
icin ek inceleme ve LA ya da acik cerrahi
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CLINICAL DIAGNOSIS ADDITIONAL EVALUATION PRIMARY TREATMENT!

Tumor <4 c¢m, contralateral
gland normal, circumscribed
tumor, and other benign
imaging characteristics

» Adrenalectomy, laparoscopic preferred
» |+ Postoperative corticosteroid supplementation until
hypothalamic-pituitary-adrenal (HPA) axis recovery

Asymmetric » Unilateral adrenalectomy with removal of most active
side, laparoscopic preferred

cortisol ——
» Postoperative corticosteroid supplementation until

independent imaging characteristics, sampling for
Cushing's and contralateral gland ecrtizol o Medical management of Bilateral
syndrome abnormal ymmetric ypercortisolism from presume adrenalectomy

y s i h isolism fi d d | if
cortisol — | multinodular hyperplasia of severe Cushing's
production the adrenal with ketoconazole, syndrome and

mitotane, or mlftpristontj medical failure

Apparent localized Adrenalectomy for

disease, locally suspected carcinomak

Tumor >4 cm or Chest CT with or rtnctiablol:.ilsoan, (laparoscopic generally
inhomogeneous, irregular without contrast and or regionaly not appropriate) See Adrenal

abdominal/pelviec CT advanced disease .
margins, local invasion, |—= or MRI with contrast to Carcinoma
ther malignant (AGT-5)
oro evaluate for metastases
imaging characteristics and local invasion Metastatic disease

Assess and treat for pituitary
ACTH production or ectopic
sources of ACTH production

ACTH-dependent
Cushing's syndrome

iISee Surgical Principles for Management of Neuroendocrine Tumors (NE-C).
iConsider octreotide or lanreotide for symptom control, if somatostatin receptor sclntlgrapny Is pOSitI‘u’e.
kimay require removal of adjacent structures (ie, liver, kidney, pancreas, spleen, diaphragm) for complete resection.




adenom ve adenom disi kitleler
avyiricl fani

adrenokortikal karsinom «primer ya da metastatiky
feokromositoma,

fokal adrenal granUlomatoz hastalik,

adrenal myelolipoma

vV v v v Y

loja yerlesen adrenal disi kitleler

» malinite icin degerlendirmede radyolojik tani :
*Kontrastsiz BT <10 HU — (*ML 30-80 arasi ancak homjen)
*Kontrast sonrasi BT rolatif washout oraninin (RPW) > %40 ilk 15 * da %60 <
*MRG T1 agirlikl géruntulerde karacigere gore hipo-veya izointens, T2 agirlikli hiper-izo
* PET- Adrenal SUVmax/Karaciger SUVmax) < 1.45-1.60
*US yeri yok
» Biyokimyasal tani izlem cerrahi karan i¢cin mutlaka yapiimal
» Malin primer tUmoru oldugu kesin olgu disinda bx endikasyonu YOK



cerrahi girisim.... tedavi

» 4 cm Ustunde giderek boyutu artan — 1 senede 1cm<- ve veya
» SCSicin cerrahi 6> cm Laparoskopik cerrahi

(/DEX S)sonrcm 50nml/dl <kortizol saptanirsa + cerrahi karari varsa ; perioperatif HK ( :100-150mg
HK / gun

» 6cm <malin olasilig — 6z.8< cm primer ya da metastatik ¢ ve ¢cevre invazyonuna gére agik ¢¢¢
malin oldugu kesin + buyUk ve invazyon kuskusu olanlar Ag¢ik cerrahi> LA

Adrenal karsinom ya da metastatik ca kuskusu :

» TUmOor ve etraf lenfatik doku acik cerrahiyle eksize edip+ RT ve veya mitotane ile monoterapi
KT (R1 veya Ki67<%10)’

» Diger organlarda da metastaz olanlarda radyocerrahi ve hedefe yonelik tedavi secenekleri de
gUndemdedir

Martin Fassnacht et al. Eur J Endocrinol 2016;175:G1-G34
TEMHD Kilavuzu 2016
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ADRENAL CARCINOMA TREATMENT! FOLLOW-UP

* Every 3-12 mo up to 5y (after

5y as clinically indicated)

» Consider chest CT with
or without contrast and
abdominal CT or MRI with
contrast

» Consider biomarkers, if
tumor initially functional

If high risk for local recurrence:®
« Consider external-beam RT to
tumor bed
— [+ Consider adjuvant mitotane
therapyP-9 (category 3)
(life-long hydrocortisone
replacement may be required)

* Resect tumor and
adjacent lymph nodes
» Open adrenalectomy

recommended*-°

L9ca|ized
disease

Adrenal
carcinoma" » Consider observation with chest CT with or without contrast and
abdominal/pelvic CT or MRI with contrast for clinically indolent
disease every 3 mo and biomarkers (if tumor initially functional)

» Consider resection of primary tumor and metastases if >90%
removable, particularly if functional
« Consider systemic therapy,P:" preferably in clinical trial
» Cisplatin or carboplatin + etoposide + doxorubicin + mitotaneP-9
(life-long hydrocortisone replacement may be required)
or
» Streptozocin * mitotaneP9 (life-long hydrocortisone
replacement may be required)
or
» Mitotane monotherapyP9 (life-long hydrocortisone replacement
may be required)

Metastatic
disease
Chest CT with or
without contrast and
abdominal/pelvic CT
or MRI with contrast

iSee Surgical Principles for Management of Neuroendocrine Tumors (NE-C).

kMay require removal of adjacent structures (ie, liver, kidney, pancreas, spleen,
diaphragm) for complete resection.

NChest CT with or without contrast and abdominal/pelvic CT or MRI with contrast to
evaluate for metastases and local invasion to stage disease, if not previously done.

%Increased risk for local recurrence and peritoneal spread when done laparoscopically.

PMonitor mitotane blood levels. Some institutions recommend target levels of 14-20
mcg/mL if tolerated. Steady-state levels may be reached several months after
initiation of mitotane. Mitotane therapy requires steroid replacement therapy.

9Mitotane may have more benefit for control of hormone symptoms than
control of tumor.

rSee Discussion for further information regarding the phase Il FIRM-ACT
trial. (Fassnacht M, Terzolo M, Allolio B, et al; FIRM-ACT Study Group.
Combination chemotherapy in advanced adrenocortical carcinoma. N Eng
J Med 2012;366:2189-2197)

SHigh-risk local recurrence features include: positive margins, rupture of
capsule, large size, and high grade.

Note: All recc dations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best g t of any

patient is in a clinical trial. Participation in clinical trials is especially encouraged.







