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A 67‑year‑old smoking patient with mild hy‑
pertension, glucose intolerance, and a history of 
myocardial infarction was diagnosed with an AI 
during computed tomography (CT) performed 
as a screening test for lung cancer (FIGURE 1A–1C). 
The heterogeneous density of the lesion raised 
suspicion of malignancy. The patient did not 

Adrenal incidentaloma (AI) is an asymptomat‑
ic adrenal mass detected on imaging performed 
for other reasons than suspected adrenal dis‑
ease.1 Pheochromocytomas constitute about 3% 
to 7% of AIs.2 The assessment of urinary metoxy‑
catecholamine excretion is essential in preoper‑
ative diagnostic workup and follow‑up of these 
tumors.3
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FIGURE 1�  Computed tomography images showing 
a well‑defined oval pathological mass (size, 32 × 34 mm) 
in the left adrenal gland with the density of 20 Hounsfield 
units (HU) in the native phase (A). After intravenous 
contrast media administration, nonhomogeneous 
enhancement of the lesion, with the density of 53 HU 
at 1 minute (B) and 57 HU at 10 minutes (C), was 
observed. The absolute contrast washout was –12%, 
and the tumor was described as non‑adenoma.  
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surgery. The histopathologic examination after 
surgery confirmed a complete resection of the ad‑
renal mass; hence, residual tumor was unlike‑
ly. The Ki‑67 index did not suggest high malig‑
nant potential. Thus, the recurrence at 2‑month 
follow‑up was not probable. Due to inconsistent 
results of follow‑up assessment (biochemical uri‑
nalysis indicating remission and an adrenal mass 
on CT scan), abdominal magnetic resonance im‑
aging was performed 4 months after surgery. It 
revealed that the adrenal mass was most proba‑
bly an absorbable hemostatic sponge (FIGURE 1G). 
The patient was eventually diagnosed with com‑
plete remission of pheochromocytoma, and rou‑
tine follow‑up at an endocrine outpatient clinic 
was recommended.

The material used in our patient was Spon‑
gostan (Ferrosan Medical Devices A/S, Søborg, 
Denmark), a hemostatic gelatin agent designed 
for use in surgical procedures. According to 
the manufacturer, it is absorbed after about 3 to 
5 weeks. However, our case shows that the process 
may even be twice as long. The hemostatic mate‑
rial has already been demonstrated to mimic tu‑
mor recurrence or residual mass in the resection 

present with palpitations, sweating, headache, 
or anxiety. Blood levels of electrolytes, cortisol, 
glucose, chromogranin A, and dehydroepian‑
drosterone sulphate were normal. Urinary lev‑
els of metoxycatecholamines on 2 measurements 
were slightly elevated (metanephrine, 425 µg/24 h 
and 416 µg/24 h; reference range <350 µg/24 h; 
normetanephrine, 688 µg/24 h and 647 µg/24 h; 
reference range <600 µg/24 h). The patient un‑
derwent laparoscopic left adrenalectomy follow‑
ing premedication with doxazosin. The adrenal 
tumor (32 × 15 × 15 mm in size) was successfully 
removed. A histopathologic diagnosis was pheo‑
chromocytoma (Ki‑67 index, 2%). A follow‑up ad‑
renal CT scan revealed a left‑sided adrenal mass 
(FIGURE 1D–1F), suggesting recurrence or incomplete 
tumor resection. Ten weeks following surgery, 
the urinary level of metoxycatecholamines mea‑
sured 3 times returned to normal values (meta‑
nephrine, 41 µg/24 h, 51 µg/24 h, and 18 µg/24h; 
normetanephrine, 356 µg/24 h, 341 µg/24 h, and 
231 µg/24 h).

The results of control CT were surprising. 
The enhancement pattern after contrast media 
administration was different from the one before 

FIGURE 1�  Computed tomography at 2 months after surgical treatment demonstrated an irregular mass (size, 
42 × 19 mm) in the left retroperitoneal space with blurred margins and the density of 16 HU in the native phase (D). 
After intravenous contrast media administration, no enhancement was seen in the main part of the lesion, while slight 
enhancement was seen only partially in the medial border at 1 minute (E) and at 10 minutes (F). Magnetic resonance 
imaging at 4 months after adrenalectomy (G) revealed scar tissue with no signs of recurrence (arrow) depicted on 
T1‑weighted sequence, with fat saturation before and after contrast media administration. Postsurgical lesions were 
slightly hyperintense in the diffusion sequence with no diffusion restriction on the apparent diffusion coefficient map.
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bed following thyroidectomy, cholecystectomy, 
nephrectomy, neurosurgical procedures, or gyne‑
cological surgeries.4,5 To the best of our knowl‑
edge, this is the first reported case of a patient in 
whom hemostatic material after adrenalectomy 
imitated a residual adrenal mass.

In conclusion, the presence of hemostatic ma‑
terial should be considered when a recurrence 
or an  incomplete resection of an adrenal tu‑
mor is suspected by imaging soon after surgery. 
The awareness of such a possibility may help avoid 
unnecessary invasive interventions. Follow‑up 
imaging should be performed not earlier than 
3 to 4 months after adrenalectomy to allow ab‑
sorption of the hemostatic material. A different 
enhancement pattern after contrast media ad‑
ministration on follow‑up CT, along with nor‑
malization of urinary metoxycatecholamine ex‑
cretion, supports the decision to delay patient 
evaluation for residual mass or pheochromocy‑
toma recurrence.
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