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Abstract  

Introduction: Diagnosed adrenal incidentalomas (AI) are increasing and dexamethasone 

suppression test (DST) is gold standard for detection of excess cortisol production. Patients can 

be categorized into three groups based on the DST level; non-functional adrenal adenomas 

(NFAA), possible autonomous cortisol secretion (PACS) and autonomous cortisol secretion 

(ACS), the latter two associated with increased risk of cardiovascular morbidity and mortality.  

Aim: The aim of this study was to compare cardiovascular morbidity and mortality in patients 

with adrenal incidentalomas with and without hypercortisolemia defined by the European 

Society of Endocrinology (2016) guidelines. 

 

Method: Retrospectively 160 consecutive patient charts between 2008 and 2015 were reviewed 

and 59 included. They were further categorized in NFAA (n = 37) or PACS (n = 22). Patients 

with signs and symptoms of hormonal overproduction or AI found during malignancy 

investigations were excluded. Due to strict adherence to inclusion and exclusion criteria, only 

one case of ACS was found and excluded due to ethical reason 

Results:  Increased prevalence of type 2 diabetes in PACS group at baseline. No difference in 

cardiovascular disease or mortality between the groups could be seen after mean follow up of 

7 years. Three (8%) patients in the NFAA group deceased, all of malignancy. In the PACS 

group, five (23%) deceased. Cause of death was cerebral infarction (n = 2), malignancy (n =1) 

and other causes (n =2).  

Conclusion: No significant difference of cardiovascular morbidity and mortality could be seen 

between NFAA and PACS during follow up. A prospective multicentre study is needed to 

identify the long-term outcomes.  

 

Key words: Adrenocortical adenoma, Hydrocortisone, Dexamethasone, Cushing syndrome, 

Cardiovascular disease.  
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Abbreviations 

AI – Adrenal incidentaloma 

ACS – Autonomous cortisol secretion 

PACS – Possible autonomous cortisol secretion  

NFAA – Non-functional adrenal adenoma 

DST – Dexamethasone suppression test 

BMI – Body mass index 

ESE – European society of endocrinology  
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Introduction 

Adrenal incidentaloma (AI) is defined as an adrenal mass coincidentally discovered by imaging 

procedures [1,2].  According to the definition made by the European Society of Endocrinology 

(ESE), patients should not have signs and symptoms of adrenal hormonal overproduction such 

as cushingoid attributes, adrenal attack symptoms, drug resistance hypertension or hypertension 

with hypokalemia prior to imaging. The indication of radiology should not been a part of a work 

up for malignancies, and no suspected adrenal metastasis should be found [3]. The prevalence 

reported in radiology studies is on average 4 % [1,2] and increases with age [4]. The increase 

of prevalence is also due to the increased rates and higher resolution of imaging (computer 

tomography, CT, and magnetic resonance tomography, MRT) procedures [4].  

 

While most of the cases AI are non-functioning adrenal adenomas (NFAA), the most common 

hormone producing adenomas are cortisol producing, ranging between 1-29 % of all AI [3]. 

Subclinical hypercortisolism, mild hypercortisolaemia and subclinical Cushing´s syndrome has 

been widely used to describe the milder adrenal hypercortisolism associated with AI compared 

to the more clinical and biochemical pronounced hypercortisolism associated with ACTH-

dependent (pituitary or malignancy associated) hypercortisolism (Cushing´s disease). The 

absence of a clear definition of hypercortisolism has been a challenge in medical research and 

clinical practice but there is a growing consensus to use the terms defined by ESE in 2016 

guidelines, in order to be distinguished from overt Cushing´s syndrome as it rarely develops 

into its phenotype nor its complications [5–7].   

 

The evaluation of AI aims to identify the risk of malignity and hormonal overproduction [8,9]. 

The diagnosis of possible autonomous cortisol secretion (PACS) and autonomous cortisol 

secretion (ACS) is biochemical and based on the dexamethasone suppression test (DST). 

Dexamethasone is a potent corticosteroid and inhibits corticotropin - releasing hormone (CRH) 

and adrenocorticotropic hormone (ACTH), leading to reduction of cortisol levels. Autonomous 

cortisol production is therefore defined by a reduced inhibition of cortisol secretion after 

administration of cortisone. Overnight 1 mg DST is a screening test where 1 mg dexamethasone 

is taken orally at 11 p.m. and serum-cortisol is assessed at 8 a.m.  

 

Levels < 50 nmol/l excludes autonomous cortisol secretion and is considered as NFAA if it is 

hormonal inactive regarding all the adrenal hormones. Levels ranging between 51 nmol/L and 
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138 nmol/L should be interpreted as PACS and levels > 138 nmol/L should be taken as evidence 

for ACS. Further investigations (ACTH, 24-h urinary – free cortisol, late-night salivary cortisol, 

and/or repetition of DST) for confirmation of ACS is necessary for the clinical management 

[3]. ESE Guidelines [3] further recommends follow up with 24-h urinary-free cortisol and/or 

late-night salivary cortisol in patients with PACS, and morning plasma ACTH and to repeat 

DST after 3-12 months in patients with PACS who also has a comorbidity such as hypertension, 

type 2 diabetes or obesity.  

 

A number of authors has identified associations with hypertension, obesity, dyslipidemia and 

vertebral fractures [5,7,10,11], as well as increased cardiovascular mortality in patients with 

hypercortisolaemia [12,13]. Therefore, further studies are needed to increase the knowledge 

about hypercortisolemia associated with AI in order to improve the clinical management in a 

safe and resource saving way.   

 

Aim 

The aim of this study was to compare cardiovascular morbidity and mortality in patients with 

adrenal incidentalomas with and without hypercortisolemia defined by ESE guidelines. 

 

Material and methods 

A total of 160 patient charts were obtained through a database by searching on the International 

Classification of Diseases version 10 (ICD-10) codes of D44.1 (neoplasm of uncertain 

behaviour of adrenal gland) and D35 (benign neoplasm of other and unspecified endocrine 

glands). All patients were investigated and diagnosed 2008 - 2015 in the Department of 

Diabetes and Endocrinology, Falu hospital, Falun, Sweden. One medical secretary accessed the 

electronic patient files and printed out the patient charts including radiological reports, 

biochemical analysis, anthropometry, list of diagnosis, past and current medical treatment and 

medical notes.  

 

Inclusion criteria were AIs defined by the ESE (European Society of Endocrinology) guidelines 

from 2016 [3]. Patients with symptoms of adrenal hormonal overproduction (cushingoid signs 

and symptoms, adrenal attack symptoms, drug resistance hypertension, hypertension with 

hypokalemia) prior to imaging, suspected adrenal metastasis after imaging, adenomas found 

after work up for malignancies and adenomas found after screening for hereditary syndromes 
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and continuous use of peroral glucocorticoids were excluded. Patients with no DST at the 

baseline were also excluded as patients who were lost to follow up in mars 2019.   

 

A total of 60 patients were first categorized into three groups, depending on the baseline of 

DST; NFAA (DST ≤ 50 nmol/l, PACS 50-138 nmol/l) and ACS (DST ≥ 138 (figure 1). 

Demographic characteristics sex and age, clinical characteristics BMI (kg/m2), systolic blood 

pressure (mmHg), diastolic blood pressure (mmHg), imaging size of tumor (mm), site, serum-

cortisol 8 a.m. after DST (nmol/l), cardiovascular morbidity and mortality was obtained when 

available. One patient met the criteria for ACS and was excluded after ethical consideration 

because of sensitive medical information combined with the risk for not preserving anonymity. 

 

 

Figure 1. Flow chart for patient inclusion and exclusion. AI, adrenal incidentaloma. DST, dexamethasone 

suppression test. ACS, autonomous cortisol secretion. NFAA, non-functional adrenal adenoma. PACS, possible 

autonomous cortisol secretion. *Excluded due to ethical and statistical reasons.  

 

The outcome measures were mortality and cardiovascular disease as hypertension, type 2 

diabetes, myocardial infarction and stroke (transient ischemic attack not included as it isn´t a 

persistent clinically significant disability).  

 

Statistical analysis was made by Statistical Package for Social Sciences (SPSS), version 25. 

Non-parametric tests were used for continues variables. Mann – Whitney U test was used for 

independent samples and Wilcoxon signed – rank test for paired samples. Median and 

interquartile ranges (IQR) were calculated to summarize the distribution. Categorical variables 

were expressed as absolute numbers and differences calculated with x2 – test.  
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The study was approved by the reginal ethical review board, in Falun, Sweden. Registration 

number RD19/01046. The patients were not informed to participate in the study. All personal 

data was anonymized, and the patient charts were stored in a locked locker and destroyed after 

the study. One patient met the criteria for ACS and a description of one patient can be 

interpreted as a case report. The patient was therefore excluded.  

 

Results 

A total of 59 patients were included and divided into two groups based on the DST levels; 

NFAA (n = 37, 63 %) and PACS (n = 22, 37 %).   

 

Baseline 

Median age was 64 years in the NFAA group and 70 years in the PACS group with no 

significant difference between the groups (0.059). There was no difference between the groups 

regarding cardiovascular disease as hypertension, hyperlipidemia, blood pressure, heart failure 

or previous stroke. The NFAA group had a significant higher BMI and PACS group had a 

significant higher prevalence of previous myocardial infarction and type 2 diabetes (Table 1).  

 

Revisit  

Most of the patients had a revisit to an endocrinologist (n = 43, 73 %) with no difference 

between the groups (p = 0.531). In the NFAA group, revisit was accomplished after one (n = 3, 

8 %), two (n = 24, 65 %) or three (n = 2, 5 %) years, while 8 (22 %) had no revisit. In the PACS 

group, revisit was done after one (n = 6, 27 %), two (n = 10, 45 %), three (n =1, 5 %) years, 

while five (22 %) had no revisit.  Re-imaging by computer tomography (CT) was made in 47 

(80 %) of the cases including 59 procedures, with no difference between the groups (p = 0.751). 

Median BMI was significantly higher in NFAA groups compared to PACS group in the patients 

who had a revisit (p = 0.032). DST was significantly higher (p = 0.014) after follow up in the 

NFAA revisit group compared to NFAA baseline group.  

 

Follow up and mortality and morbidity 

Median follow up, until february 2019, was seven years with no difference between the groups. 

No difference in heart failure, myocardial infarction, stroke or malignancy could be seen 

between the groups. There was a significant increase of cardiovascular risk factors such as type 
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2 diabetes, hypertension and hyperlipidemia after follow up in NFAA group, compared to 

baseline. (Table 2), and no difference between NFAA and PACS groups (Table 1). In the NFAA 

group, three (8 %) patients died, all of malignancy. In the PACS group, five (23 %) deceased. 

Cause of death was cerebral infarction (n = 2), malignancy (n = 1) and other causes (n = 2). 

Three patients (8 %) in the NFAA group were reclassified into PACS during follow up. None 

in the PACS group was reclassified.  

Table 1. Clinical, biochemical and radiological characteristics between NFAA and PACS at baseline, revisit to 

endocrinologist between 1-3 years after first visit and after follow up.  

 Baseline                                         Revisit   

Parameter 

NFAA 

n = 37 

PACS 

n = 22 

P-value NFAA 

n = 28 

PACS 

n = 15 

P- value 

 

Demographic 

characteristics    

 

 

 

 

Age, years 64 (14) 70 (14) 0.059    

Females 27 (73) 13 (59) 0.270    

       

Clinical characteristics        

BMI, kg/m2 a 31.6 (10.4) 27.0 (7.2) 0.011* 31.6 (14.5) 28.2 (6.8) 0.032* 

SBP, mmHg b 140 (28) 141 (37) 0.734 138 (31) 135 (37) 0.418 

DBP, mmHg c 77 (15) 80 (15) 0.597 80 (15) 73 (12) 0.167 

Smoking 21 (57) 12 (55) 0.086    

       

Imaging       

AI size, mm 20 (10) 28 (14) 0.012*    

AI site, sin 26 (70) 11 (50) 0.000*    

       

Laboratory findings       

DST, nmol/l d 32.0 (10.0) 75.5 (31.0) 0.000* 35.8 (15.3) 87.4 (37.0) 0.000* 

       

    Follow up   

    n = 37 n = 22  

       

Follow up, years     7.2 (3) 7.5 (4) 0.981 

       

Comorbidities (n)       

Hypertension 17 13 0.329 23 12 0.820 

Type 2 diabetes 4 9 0.007* 7 6 0.298 

Hyperlipidemia 5 7 0.091 16 7 0.324 

Heart failure 0 1 0.191 2 1 0.884 

Myocardial infarction 0 3 0.023* 2 3 0.247 

Stroke 1 1 0.705 2 3 0.219 

Malignancy 1 2 0.280 5 4 0.630 

COPD 4 2 0.833 4 4 0.382 

       

Mortality (n)       

Cerebral infarction     0 2 0.062 

Malignancy    3 1 0.170 

      Other    0 2    0.021* 

NFAA, non-functional adrenal adenoma, PACS, possible autonomous cortisol secretion, DST, 1 mg overnight 

dexamethasone suppression test, BMI, body mass index, SBP, systolic blood pressure, DBP, diastolic blood  

pressure, AI, adrenal incidentaloma, sin, sinister, COPD, chronic obstructive pulmonary disease.  

Missing values not included. Continues variables expressed as median and interquartile range. Qualitative variables expressed as 

number and percent. * p< 0.05.  
a n = 29 in NFAA and n = 18 in PACS in baseline. N = 19 in NFAA and n = 9 in PACS in revisit.  
b and c n = 27 in NFAA and n = 16 in PACS in baseline. N = 18 in NFAA and n = 11 in PACS in revisit.  Note:  
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Table 2. Clinical, biochemical and radiological characteristics within the groups at baseline and revisit to 

endocrinologist between 1-3 years after first visit and after follow up.  

 

Discussion and conclusion 

The aim of this retrospective study was to compare cardiovascular morbidity and mortality in 

patients with adrenal incidentalomas with and without hypercortisolemia defined by the ESE 

(2016) guidelines.  

 

At baseline, there was a higher prevalence of myocardial infarction (p = 0.023) and type 2 

diabetes (p = 0.007), in the PACS group compared to the NFAA group, even though the 

distribution of other cardiovascular risk factors such as gender, age, smoking, blood pressure 

or hyperlipidemia were similar and a higher BMI in the NFAA group. The outcome of 

myocardial infarction was rare (n = 3) but included 14 % of the PACS group. There were no 

d n = 37 in NFAA and n = 22 in PACS in baseline. N = 24 in NFAA and n = 13 in PACS in revisit.  

 

 

 

 Baseline  Revisit                           Baseline Revisit   

Parameter 

NFAA 

n = 37 

NFAA 

n = 28 

P-value PACS 

n = 22 

PACS 

n = 15 

P- value 

 

Demographic  

characteristics     

 

 

 

 

BMI, kg/m2 a 31.6 (10.4) 31.6 (14.5) 0.433 27.0 (7.2) 28.2 (6.8)  0.066 

SBP, mmHg b 140 (28) 138 (31) 0.074 141 (37) 135 (37) 0.674 

DBP, mmHg c 77 (15) 80 (15) 0.054 80 (15) 73 (12) 1.000 

       

Laboratory findings       

DST, nmol/l d 32.0 (10) 35.8 (15.3) 0.014* 75.5 (31.0) 87.4 (37.0) 0.442 

       

    Follow up    

    n = 37 N = 22  

Comorbidities       

       

Hypertension 17 23 0.035* 13 12 0.412 

Type 2 diabetes 4 7 0.001* 9 6 0.040* 

Hyperlipidemia 5 16 0.006* 7 7 0.199 

Heart failure 0 2 0.734 1 1 0.055 

Myocardial infarction 0 2 0.615 3 3 0.864 

Stroke 1 2 0.809 1 3 0.684 

Malignancy 1 5 0.689 2 4 0.221 

COPD 4 4 0.333 2 4 0.007* 

       

NFAA, non-functional adrenal adenoma, PACS, possible autonomous cortisol secretion, DST, 1 mg overnight 

dexamethasone suppression test, BMI, body mass index, SBP, systolic blood pressure, DBP, diastolic blood  

pressure, AI, adrenal incidentaloma, sin, sinister, COPD, chronic obstructive pulmonary disease.  

Missing values not included. Continues variables expressed as median and interquartile range. Qualitative variables expressed as 

number and percent. * p< 0.05.  

 
a n = 29 in NFAA baseline, n = 19 in NFAA revisit. N = 18 in PACS baseline and n = 9 in PACS revisit.   
b and c n = 27 in NFAA baseline and n = 18 in NFAA revisit. N = 16 in PACS baseline and 11 in PACS revisit.  
d n = 37 in NFAA baseline and n = 24 in NFAA revisit. N = 22 in PACS in baseline and n = 13 in PACS revisit. Note:  
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differences in myocardial infarction and type 2 diabetes between the groups after follow up. 

Caution should be taken to conclude a connection between myocardial infarction and type 2 

diabetes at baseline in patients with adrenal incidentalomas with hypercortisolemia compared 

to patients without hypercortisolemia. The small sample size increases the risk of type II error 

leading to falsely accepting the null hypothesis regarding age, which is a well-known risk factor 

for both myocardial infarction and type 2 diabetes [14,15].  

 

Another cause could be errors due to the retrospective design and missing values, as more 

patients had a registered ICD-10 code of type 2 diabetes in the PACS group baseline compared 

to PACS group after follow up, leading to a significant decrease which appears illogical. Data 

regarding other factors such as family history, physical inactivity and socioeconomic status 

were also missed due to the retrospective design. The retrospective design also has the 

disadvantage that neither exposure nor outcome could be controlled and important data 

including confounding factors could be absent. Unfortunately, missing data contributed to a 

high exclusion rate. Missing values were discounted, which could lead to bias if only a few 

patients were investigated or only patients with other risk factors. We chose to define 

cardiovascular morbidity by risk factors such as body mass index, blood pressure, 

hyperlipidemia and type 2 diabetes, and cardiovascular endpoints as myocardial infarction and 

stroke. There is a risk that data of cardiovascular morbidity was missing, but since 

classifications with ICD-10 codes are mandatory and the use of the same electronic medical 

throughout the region, the risk is considered rather low. The advantage of a retrospective design 

is the possibility of a long observation time to detect cardiovascular events  

 

No other difference, except myocardial infarction or type 2 diabetes at baseline, in 

cardiovascular morbidity or mortality could be seen. We believe that the most important reason 

is that no cases of ACS were included, when it is an established positive correlation between 

the grade of hypercortisolism and associated comorbidities [5,13,16]. Larger samples could be 

needed to detect possible differences in prevalence of associated comorbidities between NFAA 

and PACS groups. The median observation time for the two groups was 7 years with no 

significant difference between the groups. There is evidence for structural and functional 

changes of the left ventricle [17] and increase in cardiovascular disease [12,18,19] among 

patients and AI with hypercortisolaemia. On the other hand, Patrova (2017) showed an increase 

of death by malignancy but not due to cardiovascular disease [20]. Previous studies [16,20,21] 
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has presented that 3-12 % progress from NFAA to PACS. In this study, 5 % of the cohort 

progressed, showing that DST values are not static. The studies have been relatively small with 

few outcomes. Confounding risk factors have been differently defined, or overlooked, making 

it difficult to draw conclusions and generalize study results. This supports that the previous ESE 

guidelines with a routinely biochemical follow up after two years is suboptimal.  

 

Further, the definition of hypercortisolism in the ESE guidelines is not optimal, due to the 

limitations of the 1 mg overnight DST.  Limitations include the arbitrary limits defining NFAA, 

PACS and ACS, the unknown time when patients consume the dexamethasone drug, 

interactions with inducers of inhibitors CYP 3A4 or an increase of cortisol binding globulin. 

The test results are also affected by the variations in hormone secretion due to rhythm, gender, 

age and normal ranges [3]. Finally, the clinical signs and symptoms of adrenal hormonal 

overproduction can be unspecific, leading to underdiagnosis or overdiagnosis for e.g. 

cushingoid stigmata. A strength in this study was that three experienced endocrinologists in one 

centre investigated most of the cases and was accessible when not, making the investigations 

relative homogenous despite the limitations of the retrospective design.  

 

Along with the above-mentioned uncontrollable risks for bias, studies of AI show a diversity 

of inclusion and exclusion criteria, defining adrenal hormone overproduction, comorbidities 

and mortality. We chose to follow the ESE guidelines [3] which include patients with known 

malignancy. We excluded patients when AI was found during a malignancy investigation but 

included patients with known malignancies, since they are a part of AI´s, knowing it could 

affect mortality. There were only a few cases of malignancies, with no difference between the 

groups, suggesting that malignancies have minor effects of the results. We only gained access 

to medical notes written in the endocrinology section. List of diagnosis, current and past 

treatment was accessed, but difficult to interpret when more details documented by other clinics 

was needed.  

  

A high number of patients were excluded because of the diversity in diagnostic procedures 

and missing data. This led to a smaller study population than expected and only one patient 

with ACS was found. A higher prevalence of myocardial infarction and type 2 diabetes in the 

PACS group at baseline could be seen.  
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In conclusion, no increase of cardiovascular mortality or morbidity after follow up was 

detected in this study. Sample size and the characteristics of the study population may have 

affected the possibilities to demonstrate a clinical importance of cardiovascular mortality and 

morbidity in patients diagnosed with AI with hypercortisolism.  
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Etisk reflektion  

Syftet med studien var att utvärdera kardiovaskulär morbiditet och mortalitet hos patienter med 

adrenala incidentalom med hyperkortisolemi. Det bästa sättet ur etisk och forskningssynpunkt 

skulle vara att göra en prospektiv studie där varje patient skulle tillfrågas om deltagande. En 

journalgranskande retrospektiv studie utfördes, utan skriftligt samtycke från deltagarna.  

Studien blev godkänd av etiska prövningsnämnden, EPN och centrum för klinisk forskning, 

CKF, i Dalarna. En medicinsk sekreterare skrev ut samtliga journalanteckningar från 

endokrinmottagningen och nödvändiga data. De första tio innehöll maskerade personuppgifter 

och därefter erhölls journalanteckningar med personuppgifter. Det var ett stort bortfall i studien, 

delvis på grund av avsaknad av värdet av S-kortisol efter DST, diagnoslistor och 

läkemedelslistor.  

En patient uppfyllde kriterierna för autonom kortisolproduktion (ACS), men exkluderades av 

etiska skäl. Vi kunde inte på ett vetenskapligt sätt inkludera patienten utan att riskera 

anonymiteten, vilket värderades högre. Det var ett antal fler patienter som uppfyllde kriterierna 

för ACS men exkluderades på grund av utredning hos en annan klinik, dit åtkomst saknades.   

Konklusionen av studien var att några slutsatser inte kunde dras då studiepopulationen var för 

liten med få utfall. Mer kunskap inom området är nödvändigt.  
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Cover letter 

12 August, 2019.  

 

Dear Sebastiano Filetti, Editor-in-Chief,  

  

I wish to submit an original research article entitled Adrenal incidentaloma – A retrospective 

study of cardiovascular mortality and morbidity in patients with hypercortisolemia defined by 

ESE guidelines. The number of diagnosed adrenal incidentalomas are increasing and more 

patients are evaluated due to risk of malignancy and hormonal overproduction. Prior studies 

have shown that hypercortisolemia is associated with increased cardiovascular morbidity and 

mortality.  

The aim of this study was to evaluate cardiovascular morbidity and mortality in patients with 

adrenal incidentalomas with hypercortisolemia defined by ESE guidelines. A total of 160 

patient journals were reviewed and 59 included; 37 in the non-functional (NFAA) group and 

22 in the possible cortisol secretion (PACS) group. No difference in cardiovascular morbidity 

or mortality after following up could be seen between the groups. Previous studies have shown 

an increase of cardiovascular morbidity and mortality, but this is the first study based on the 

ESE guidelines of 2016.  

Readers of your journal may be interested in our results as it is the only one that followed the 

strict definition of AI according to ESE guidelines. NCS and PACS defined by the ESE 

guidelines may not be as alarming as thought, making AI´s a topic for further discussion and 

studies.    

We confirm that this manuscript has not been published elsewhere and is not under 

consideration by another journal. All authors have approved the manuscript and agree with its 

submission to International Journal of Basic and Clinical Endocrinology. We have no conflicts 

of interest to disclose. Please address all correspondence concerning this manuscript to me at 

Stefan.onder@outlook.com  

 

Sincerely, 

Stefan Önder.  
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Populärvetenskaplig sammanfattning  

 

Ett adrenalt incidentalom innebär en förstoring av binjuren som upptäcks i samband med en 

radiologisk undersökning avsedd för en annan indikation än misstanke av binjureförstoring. Det 

är ungefär 4 % som har en binjureförstoring, och risken ökar med åldern.  

En förstorad binjure kan vara godartad eller elakartad. Bland de godartade är de flesta inte 

hormonproducerande, men samtliga av binjurens hormon kan överproduceras. Det vanligaste 

hormonet som överproduceras är stresshormonet kortisol, och diagnosen ställs efter ett 

dexametasonsuppressionstest, DST. Ett DST-värde över 50 nmol/l indikerar möjlig självständig 

kortisolproduktion och över 138 nmol/l anses vara bevis för självständig kortisolproduktion. 

Att det är självständigt, även kallat autonomt, innebär att körteln inte regleras av dess vanliga 

mekanismer utan har en självständig produktion. Väldigt höga kortisolnivåer leder till 

cushingoida drag som ansiktsrundning, bukfetma, muskelsvaghet, psykiska besvär samt ökad 

dödlighet i hjärtkärl-sjukdomar. Om en patient uppvisar cushingoida drag behövs en riktad 

undersökning av binjuren, vilket då per definition inte är ett adrenalt incidentalom. En del 

studier har visat på ökad sjuklighet och dödlighet av hjärt-kärlsjukdomar vid mindre uttalade 

förhöjda kortisolnivåer, medan andra inte har sett lika stora samband.  

Syftet med studien var att utvärdera hjärt-kärlsjukdomar och dödlighet hos patienter med 

adrenala incidentalom med respektive utan hyperkortisolemi, i enlighet med de senaste 

riktlinjerna från 2016. Totalt 160 journalhandlingar granskades och 59 patienter inkluderades. 

Dessa delades därefter in i två grupper, beroende på värdet av DST. Det var 37 patienter som 

hade ett värde under 50 nmol/l och 22 patienter mellan 50–138 nmol/l. Efter uppföljningstiden 

sågs ingen skillnad mellan grupperna, varken i kardiovaskulära händelser som hjärtinfarkt och 

stroke eller i dödlighet. Fynden bidrar till att illustrera att ytterligare forskning är nödvändig för 

att på ett säkert sätt kunna veta vilka patienter som behöver utredas vidare, och vilka som kan 

avstå.   

 

 



  

19 

 

 


