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Endocrine surgery is an important part of general 
surgery as it includes organs that are vital for the function 
of the human body. In the last ten years research has been 
focused on the correct diagnosis and recognition of en-
docrine diseases that were not so extensively examined in 
the past. We can now be more positively selective when we 
decide to operate on a thyroid gland, and we can afford to 
be aggressive when we see a growing tumor of the adrenal 
gland, because we now understand that growing tumors 
may be benign, although causing pain and discomfort 
because of rapid growth.

In the article of Gunes M.E., entitled: Comparision 
of Preoperative and Postoperative Histopathology Find-
ings in Patients Undergoing Thyroidectomy, who made a 
postoperative evaluation of the preoperative fine needle 
aspiration (FNA) thyroid biopsy results after thyroid-
ectomy, a rather high negative predictive value of the 
FNA was reported [1]. The incidence of non-diagnostic 
biopsies was also rather high, although in the literature it 
is reported at approximately 5%. The current strategy for 
non-diagnostic FNA results for nodules that are suspicious 
on ultrasound (US), is not to operate immediately, but 
to repeat the FNA within a month. Another interesting 
finding of the above study was the low specificity of FNA, 
although it has been reported above 85% in multiple 
recent studies [2].

Along with thyroid US, FNA is a diagnostic tool much 
used in the diagnosis of thyroid cancer. The main problem 
with the cytological results is the finding of cells with atypia, 
which is an indeterminate result. The current guidelines 
suggest a repeat biopsy rather than immediate operation, 
because the final diagnosis of cancer after thyroidectomy, 
in such cases, is approximately 15%. In conclusion we sug-
gest careful evaluation of the results of the FNA and not 
to be aggressive, but to delay operation until the picture is 
clearer, because if the first operation is the right one the 
prognosis is very good [3,4].

An interesting case report in this issue is the article of 
Mondal A, et al, entitled: Bilateral Adrenal Myelolipoma: 

A Case Report. They present the case of masses located in 
both adrenal glands. The rarity of this case is that the final 
diagnosis was bilateral myelolipoma [5]. The right sided 
tumor was large enough tocause the mild symptoms that 
led to the diagnosis and surgery. Adrenal tumors are rare.. 
and they may be functioning or non-functioning. The 
non-functioning tumors are mainly “incidentalomas” [6].

Adrenal incidentalomas are masses in the adrenals 
that are found incidentally on a computed tomography 
(CT) scan. Their incidence is 4%, their size is usually 
under 4cm, and in the vast majority of cases they are non-
functioning, but rarely subclinical pheochromocytoma 
or subclinical Cushing’s tumor is sometimes diagnosed. 
In order to decide whether a symptom-free tumor should 
be removed, evaluation must be made of its functionality. 
In addition, it must be monitored to observe how much 
the mass grows in a year. If the mass is large and causes 
symptoms should be operated on; the size that usually 
causes symptoms due to pressure of the adjacent organs 
is 8-10cm [6].

The gold standard method of operation for these tumors 
is laparoscopic, and the open method should be used only 
for large masses. The cut-off size for excluding the laparo-
scopic approach is 8cm, although some reports suggest that 
laparoscopic extraction of a 10cm tumor is feasible. The 
laparoscopic approach may be either through the peritoneal 
cavity or retroperitoneal. The open approach may also be 
through the peritoneal cavity or the retroperitoneal, but for 
bilateral tumors or unilateral tumors over 10cm in size, the 
intraperitoneal approach is recommended. 

Myelolipomas are very rare, comprising approximately 
0.8-1% of adrenal tumors. They are benign tumors and they 
are usually diagnosed when they grow over 10cm and cause 
pressure symptoms. The treatment is surgical and if they are 
under 8cm in size they should be extracted laparoscopically, 
otherwise through an open incision [8].

The first article about FNA biopsy reflects the problems 
that arise if the decision about operating or not on a thy-
roid gland is taken without second thoughts. The message 
is that the diagnostic tools in the assessment of thyroid 
masses must be evaluated appropriately, and if there is any 
doubt the diagnostic tests should be repeated. In the second 
article, the main point is that adrenal masses over 10cm in 
size should be removed by the open method, and through 
the peritoneal cavity.
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