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Towards a universally accepted definition of subclinical Cushing's  The concept of subclinical cortisol cxcess and importantly its
syndrome - subclinical autonomous hypercortisolism* relevance remains a controversial issee in Fndocrinology."” Pre
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v Subclinical Cushing’s Syndrome (5C5) is defined as a subtle autonomous cortisol
hypersecretion without the typical signs and symptoms of hypercortisolism.

v SCSis reported in 5-48% of patients with incidentally discovered adrenal masses
and could be frequently encountered in the clinical practice, due to the

increasing diagnosis of adrenal incidentaloma.

v"  Controversies in SCS :

DIAGNOSTIC CRITERIA

MANAGEMENT STRATEGY (observation Vs surgical treatment)

POSTOPERATIVE GLUCOCORTICOID REPLACEMENT THERAPY
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v"  Even if subclinical cortisol secretion can determine the metabolic and
cardiovascular long-term consequences of Cushing’s syndrome (CS), only a
minority of patients with 5CS will develop an overt CS

v"  Endoscopic adrenalectomy may have a beneficial effect on the long term
metabolic consequences of subtle cortisol excess, with low morbidity rate

Surgical treatment Medical treatment and
observation
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Subclinical Cushing's syndrome: definition and management
M- Terzola, A Pia and G, Reimonda
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Therapeutic options in patients with Cushing's
disease after failure of transsphenoidal surgery
- B r ) - .
Second/third Radiation Medical
TSS therapy therapy
. . . w
e ™ ™~ ™
* Pro: + Pro: + Pro:
- Parsistent - 40-60% - 25-90%
remission success rate success rate
(success rate — Bridging therapy
37-70%) = Con: of steroid excess
« Con: - Dealayved affect « Con: « Con:
— Hypopituitarism ~ Hypopituitarism — Life-long therapy — Life-long adrenal
in 5-50% (21-57%) — Class-depending insufficiency
— Adrenal = Cranial nerve side effects - Risk of adrenal
insufficiency palsy (5%) — Adrenal crisis
— Adranal insufficiency = Malson's tumour
insufficiency
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A critical reappraisal of bilateral adrenalectomy for ACTH-dependent Cushing's syndrome

Martin Reincke et al, EJE 2015, 173, M23-M32
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ENDOSCOPIC ADRENALECTOMY

NE|M &\ Lapamsc:npm adrenalectomy for Cushmg S ——

~ syndrome and pheochromocytoma

“Gold standard”

benign adrenal lesions (hypersecretory and no)
*  small / medium sized ...

I d A h f Henry IF, Best Practice & Research 2001
... dl50 prﬂpﬂﬁe In t e case o Gumbs AA, Best Practice & Research 2006

. . E Brunt LM, 5 Endaosc 2006

large lesions (potentially malignant) el - el
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ENDOSCOPIC ADRENALECTOMY: techniques

Similar to conventional surgery, several approaches have been described

Henry IF. Best Practice & Research 2001
also for the endoscopic adrenalectomy

I ,§ p TLA-
s ROBOT




Associazione
Medici
Endocrinologi

Transperitoneal Lateral Adrenalectomy

The TL approach, the most widespread, is access to a
"conventional operating field" ...

. it allows proper exposure of the adrenal region,
facilitated by displacement due to the force of gravity
of the structures adjacent to the adrenal gland ...

Henry JF, Sest Practice & Hesearch 2001

The liver and the spleen-pancreatic block
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U.O.C. Chirurgia Endocrina e Metabolica
Policlinico “A. Gemelli” - Roma
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The Benefits of Robotic Approach:

- vision 3-D,

- best surgeon comfort,

- greater manuality (fine, unnatural movements such as 360 degree

instrument rotations that theoretically can improve the peri- and

postoperative outcome of surrenectomy).

Disadvantages:
High Costs (2.3 times higher than TLA)




Robot-assisted RIGHT
adrenalectomy
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POSTERIOR RETROPERITONEOSCOPIC ADRENALECTOMY
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. the Posterior Retroperitoneoscopic Adrenalectomy
(PRA) has been adopted by more than 20% of

Centers.
m Endoscopic adrenalectomy: Is there an

uirlun al Orers Ay APProac he Results ol
2008 a single-center case-control study
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Posterior Retroperitoneoscopic
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Although PRA has been proposed also for large adrenal tumors...

e BJS
Endoscopic treatment of large primary adrenal tumours

ML K. Wale!, 5. Pesersenn’, | A Kech-, K. Mann®, H. P. H. Neoumann® aml K. W, Schmid®

Large tumor size is indicated as the main
limitation of PRA, mainly because of the small

working space.
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Posterior Retroperitoneoscopic
Adrenalectomy

Advantages:

« Direct access to adrenal gland
» Excellent control of adrenal vein
« Extraperitoneal approach

« The best approach in case of previous surgery

Walz M, Surgery 2006

e Bilater lecto Lombardi CP,. Surgery 2008
Bilateral adrenalectomy Sapicabobiiin ot dU

Lombardi CP. Surgery 2011
Lee CH, Ann Surg Oncol 20713
Raffaeli M, World J Surg 2074




Associazione AN Posterior Retroperitoneoscopic
Ehdocrinologi NG Adrenalectomy

Disadvantages:

... lack of anatomical
landmarks ?!?

« Limited exposure

» Contraindicated in case of

=6-7 cm lesions
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The patient is placed in prone
position

f' , Walz et al



Posterior Retroperitoneoscopic
RIGHT Adrenalectomy
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Posterior Retroperitoneoscopic
LEFT Adrenalectomy
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“Tricks and Traps ™

ACEERON digodda High pressures facilitate the opening of
pneumoretroperitoneum 2 the retroperitoneal space

is established at 20-23

mmHg

Better control of small bleeding

- Complete mobilization of the upper renal pole greatly
facilitates retroperitoneoscopic dissection of the

adrenal gland;

- Careful dissection clearly identifies the main vessels.




Systematic review and meta-analysis of retroperitoneoscopic BJ S 2012
versus laparoscopic adrenalectomy

V. A. Constantinides, I. Christakis, P. Touska and F. F. Palaz: Bricid Jossrnal of Surgery 2012, 99: 16391648
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There were no differences in duration of operation, blood loss, time to

ambulation and oral intake, or complication rates between techniques

‘“PostRA/LatRA overall has equivalent outcomes to TLA...

...but may be associated with a shorter hospital stay”
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Simultaneous bilateral
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... The posterior approach exposes ‘
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“‘Even if TLA has been successfully performed also in the case of
bilateral adrenalectomy, it is associated with significantly longer
operative time when compared with conventional technique, because

of the need to repositioning the patients'.
Gagner M, Best Practice & Research 2006
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Bilateral Adrenalectomy

ITALIAN CHAPTER

ACTH-dependent Cushing syndrome: The potential benefits of simultaneous bilateral posterior retroperitoneoscopic adrenalectomy.
Lombardi CF, Raffaelli M, De Crea C, Bellantone B, Fusco A, Bianchi A, Pontecorvi &, De Marinis

Synchronous Bilateral Adrenalectomy for Cushing’s Syndrome: Laparoscopic Versus Posterior Retroperitoneoscopic Versus Robotic
Approach
Raffaelli M, Brunaud L, De Crea C, Hoche G, Oragano L, Bresler L, Bellantone R, Lombardi CP
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Synchronous Bilateral Adrenalectomy for Cushing’s Syndrome:
Laparoscopic Versus Posterior Retroperitoneoscopic Versus

Robotic Approach
Marco Raffaelli - Lavrent Brunawd - Carmela De Crea - Goill sume Hoche -

Luigi (ragano - Laurent Bresler «- Rocoo Bellantone - Celesting P, Lombardi

Operative time was significantly shorter in the PR-BilA group, because it eliminates the need to repositioning

the patient. The number of drains and the length of hospital stay were reduced after RA-BilA, but this was
likely related to different management protocols in different settings.
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U.0.C. Chirurgia Generale ed Endocrina
Policlinico “A. Gemelli* - Roma

July 1997= Qeiogge 2007
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Subclinical Cushing's Syndrome 2794

50
Monolateral adrenalectomy

Ouvert Cushing's Syndrome ACTH indipendent
Cushing”s Syndrome

615

40

Bilateral adrenalectomies

B Al adrenalectomy  ®EC5 ¥ Cyshing disease s
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Thanks for your attention!
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