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CLINICAL HISTORY / CLINICAL UPDATE FOR REPEAT STUDIES

Reason for exam: history of excessive thirst and increased urinations
Labs attached
No meds
DDx Open

OBSERVATIONS :

12/13/2023

An abdominal ultrasound was performed on December 13, 2023.

Liver: Subjectively enlarged in size and rounded. (liver size more accurately determined via radiographic study). Diffusely and mildly hyperechoic. No 
nodules, masses, or cysts present.

Gallbladder: Contains anechoic fluid, has a large amount of echogenic debris – most of which is organized/solidifying, including with stellate 
processes extending from central lumen to GB wall – this debris takes up the majority of the GB lumen. The GB fossa and adjacent tissues are 
normal.

Spleen: Size, echogenicity, echotexture, capsular margins, and vasculature are unremarkable.

Left Kidney: Subjectively normal in size (3.92 cm), mildly abnormal shape, and has decreased corticomedullary definition with pinpoint foci of 
mineralization. No pyelectasia noted.

Right Kidney: Subjectively normal in size (3.59 cm), normal in shape, and has decreased corticomedullary definition with pinpoint foci of 
mineralization. No pyelectasia noted.

Left Adrenal: Large mass associated with the left adrenal – the entire mass measures approximately 3.02 x 2.62 x 1.45 cm, and is mixed echogenic 
including areas of mineralization; the cranial aspect is somewhat smaller in size, with a width of 1.14 cm extending from the much larger and more 
complex caudal portion.

Right Adrenal: Large mass associated with the right adrenal – the entire mass measures approximately 2.97 x 3.18 x 2.77 cm, and is mixed 
echogenic including areas of mineralization.

Urinary Bladder: Moderately distended with anechoic fluid. Normal wall thickness. No stones, masses, or sediment.

Stomach: Contains heterogeneously hyperechoic fluid with normal wall thickness and layering. 

Pancreas: Right pancreatic lobe and body are normal. Left pancreatic lobe is normal.

Small Intestine: Normal wall thickness and layering.
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Large Intestine: Normal wall thickness and layering. 

Mesentery: Normal echogenicity; no free peritoneal fluid noted.

Lymph Nodes: The mesenteric, ileocolic, and medial iliac lymph nodes are normal.

Assessment:

1. Liver – suspect steroid hepatopathy, although cannot completely rule out other vacuolar hepatopathy vs. other.
2. Gallbladder – consistent with mucocele that is at least moderately formed; GB wall is still somewhat normal in appearance and adjacent

tissue/fat is also normal in appearance with no scant free fluid, so do not suspect overt rupture or leakage of GB wall at this time based on
current images.

3. Kidneys – suspect age-related +/- early chronic disease changes.
4. Adrenal glands – consistent with carcinoma in both LA and RA – suspect carcinoma likely started in one adrenal gland and metastasized to

the opposite adrenal gland; cannot completely rule out that one is adenoma and the other carcinoma – however, given the complex
appearance of both including areas of mineralization, it is highly suspected that carcinoma (cortisol secreting based on LDDS test results) in
present in both adrenal glands.

Recommendations:

1. If not already performed, strongly recommend 3-view chest radiographs to assess for metastatic disease.
2. The LDDS test results are supportive of Cushing’s disease, and given the complete lack of suppression at any time frame with the test, there

is concern for adrenal tumor overproduction of cortisol – adrenal tumors do not tend to suppress at all (compared to pituitary dependent
Cushing’s disease in which there is at least temporary suppression of the cortisol at least at the 4-hour mark).  This US study confirms the
presence of masses actually in both adrenal glands.  It is likely that the carcinoma started in one adrenal gland and metastasized to the other
gland, although it is technically possible that separate carcinomas occurred in both adrenal glands.  Either way, since both LA and RA are
affected, surgical removal (which is the typical recommendation for adrenal tumors) of both is not possible.  The following could be
considered:

i. Referral for FNA/cytology of adrenal glands – this is not without risk, and should be done in a specialty hospital setting with critical
care available.

ii. Pending those results, consultation with Oncologist is recommended, as well as IM specialist.
3. If further diagnostics (including sampling adrenal glands) is not possible, medical management of the resultant Cushing’s disease can be

undertaken in a palliative manner.  This will obviously not rid either tumor or in many cases even shrink an adrenal tumor, but can be used to
control the disease at least temporarily.  Historically, Mitotane was recommended due to its characteristic as a chemotherapy drug that
targets the adrenal glands; this can be considered.  However, more recent studies on the use of Trilostane in patients with inoperable
cortisol-producing adrenal tumors has shown similar clinical outcomes in some patients, even though the tumors do not tend to shrink with
Trilostane treatment.  Patients were found to get similar disease-free or at least somewhat controlled disease states with Trilostane
compared to Mitotane, and in many cases Trilostane is considered safer with complications less likely especially when starting with
conservative dosing.  If Trilostane treatment is ultimately undertaken, dosing is typically recommended to start at: 0.5-1 mg/kg PO q12h – this
is lower and more frequent than current manufacturers recommendations but has been found to be effective with less side effects.  If
Trilostane is started, patient should be monitored closely for any indication of iatrogenic Addison’s disease.  Ideally an ACTH stimulation test
would be done 2-3 weeks after starting the Trilostane (or sooner if issues/concerns), with dose adjustments made at that time if warranted.
As mentioned above, this is considered a palliative treatment, and given the likelihood of metastatic disease between the two adrenal glands,
OR even if each tumor is independent of the other, long term prognosis is considered poor.

4. As stated above, strongly recommend Oncology consult as well as IM specialist at any stage, and especially if palliative treatment with
Trilostane (or Mitotane) is undertaken.

5. In addition, it is also strongly recommended to start this patient on Ursodiol (typically 10-15 mg/kg/day) to hopefully at least stabilize the
forming mucocele.  This does not guarantee improvement or even stabilization of the mucocele, and even with this treatment, mucocele
rupture could occur. If the patient’s condition acutely worsens at any time, a recheck US to reassess the GB for rupture/leakage is strongly
recommended.

The information contained in this consultation is based on available imaging and data provided by the treating clinician.  Assessments 
made and clinical thoughts are based on and may be limited by the quality of the data provided. The treating clinician remains responsible 
for determining the final treatments and applicability of the information herein.  As clinical changes occur in patient status or clinical/
laboratory values, the recommendations may need to be altered or removed.
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