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PRESENTING CLINICAL SIGNS 
 
Significant PU/PD. Obese. Hx HAC/equivocal dx of hypothyroidism Hypothyroidism dx'd at same time as 
HAC so was started on thyroxine prior to TSH/confirmation. Thyroxine discontinued in fall 2022. 
Overcontrolled on trilostane but was still PU/PD on trilostane. PU/PD improved after discontinuing 
thyroxine but is still PU/PD after discontinuing trilostane. 
 
Current Medications: off trilostane x 4 weeks, Off thyroxine since Nov 2022 
Lab Results: urine culture 11/2022 negative. ALT/ALP: 187/718 in 11/2022 while overcontrolled. ACTH stim 
1/2023: pre 0.8, post 0.5 
Date of Previous IntraPet Ultrasound: No previous. 
Sedation: Not required to complete full diagnostic ultrasound. 
Stat Report: Not requested. 
Imaging Performed By: Rachel Brilhart, RDMS.   
 
ULTRASONOGRAPHIC EXAMINATION OF THE ABDOMEN  
 
Urinary System 
The urinary bladder is moderately distended with anechoic contents. No masses, inflammatory changes, 
echogenic sediment or cystoliths are observed. The urinary bladder, trigone and visible pelvic urethra are 
normal in thickness with a smooth mucosal surface. 
 
The right kidney is normal in size (6.19 cm), shape and echogenicity. It has smooth peripheral margination. 
There is a normal 1:3 cortex to medulla ratio with appropriate corticomedullary distinction. There is no 
evidence of pyelectasia, mineral or infarcts observed. A hyperechoic band parallel to the corticomedullary 
border is present. 
 
The left kidney is normal in size (5.99 cm), shape and echogenicity. It has smooth peripheral margination. 
There is a normal 1:3 cortex to medulla ratio with appropriate corticomedullary distinction. There is no 
evidence of pyelectasia, mineral or infarcts observed. A hyperechoic band parallel to the corticomedullary 
border is present. 
 
Adrenal Glands 
The right adrenal gland is normal in size (3.02 cm long x 0.73 cm at the cranial pole and 0.65 cm at the caudal 
pole), shape and contour. A hyperechoic nodule is noted in the cranial pole. Nodule does not disrupt normal 
shape and/or architecture. Visible surrounding vasculature appears normal. 
 
The left adrenal gland is normal in size (2.75 cm long x 0.70 cm at the cranial pole and 0.64 cm at the caudal 
pole), shape and contour. Corticomedullary structure is unremarkable. Visible surrounding vasculature 
appears normal. 
 
Spleen 
The spleen is subjectively normal in size with a normal smooth capsular contour. Parenchyma is appropriately 
finely textured and homogenous with normal echogenicity relative to surrounding tissue (hyperechoic to 
liver). No focal nodules or masses are observed. Splenic vasculature appears normal. 
 
Liver 
The liver is subjectively normal in size with normal smooth curvilinear peripheral contour. Parenchyma is 
appropriately hypoechoic to the spleen in echogenicity and appropriately mildly coarse and homogenous in 
echotexture. No focal lesions are observed. Visible vasculature and biliary tree appear normal without 
distension or congestion.  
 



Gallbladder is mildly overdistended with a moderate amount of non-dependent, mildly 
aggregated/inspissated sludge. Hypo to anechoic cystic areas are noted between the gallbladder sludge and 
luminal wall. The wall is otherwise smooth without visible thickening. There is no evidence of cystic or CBD 
dilation. There is no evidence of effusion. 
 
Gastrointestinal 
The visible stomach wall is normal in thickness and layering. The lumen of the stomach is mildly distended 
with echogenic non-shadowing luminal contents and gas consistent with normal ingesta. There is no evidence 
of obstruction, foreign material or infiltrative disease. Pyloric outflow tract appears patent. 
 
The visible small intestines are normal in wall thickness and layering (canine duodenum < 0.5 cm and feline 
duodenum < 0.4 cm; other < 0.3 cm). Small intestinal motility appears adequate (1-3 contractions per min). 
The lumen of the small intestine is empty with no evidence of obstruction, foreign material or infiltrative 
disease. 
 
The visible colon is normal in wall thickness (< 0.2 cm) and layering. Contents are consistent with normal 
formed feces and gas. 
 
Pancreas 
The area of the pancreas contains irregular hyperechoic pancreatic remodeling. 
 
Free Abdomen 
There is no evidence of free peritoneal effusion noted in these images.  
 
There is no apparent lymphadenopathy noted in these images. 
 
ULTRASONOGRAPHIC FINDINGS 
 

• Emerging mucocele – Cholecystic debris is of unknown clinical significance. It can be seen with 
biliary stasis from fasting or illness. Cholecystic debris is not necessarily related to hepatobiliary 
disease. The non-dependent nature of this sludge combined with the cystic areas are suggestive, 
however, of possible emerging cystic mucosal hyperplasia or early gallbladder mucocele. 
 

• Hyperechoic pancreas – This finding is suggestive of pancreatic fibrosis, possibly secondary to 
chronic pancreatitis. A TLI is recommended to rule out exocrine pancreatic insufficiency (EPI), 
especially if clinical signs (weight loss, diarrhea, etc.) are present. 
 

• Bilateral medullary rim sign - This finding is of unknown clinical significance and can be a normal 
variant, often idiopathic. Medullary rim sign can be present with renal disease including FIP, 
lymphoma, hypercalcemic nephropathy, Leptospirosis, tubular disease, other and should be 
interpreted in combination with other more specific indications of kidney disease such as 
isosthenuria, proteinuria, azotemia, etc. This is a common incidental finding in patients with diabetes 
mellitus. 
 

• Hyperechoic adrenal nodule (cranial pole right adrenal gland) – Differentials include primary 
adrenal cortical adenoma or adenocarcinoma, pheochromocytoma, myelolipoma, adrenal 
hyperplasia secondary to pituitary disease or metastatic disease. Ultrasound alone cannot 
differentiate between functional and non-functional nodules and/or between benign and malignant 
disease. Small nodules without other evidence of abdominal disease (to suggest metastatic disease) 
and/or clinical signs (to suggest adrenal disease) are most often incidental and should be monitored. 

 
 
 



INTERPRETATION OF THE FINDINGS & FURTHER RECOMMENDATIONS 
 
If this patient was originally diagnosed with hyperadrenocorticism, and clinical signs of PU/PD persisted 
beyond medical management and over suppression of cortisol while receiving Trilostane, the possibilities 
include either a contributing factor of precursor hormones or sex hormones to this patient’s clinical signs, 
which can potentially be exacerbated with Trilostane therapy, or, if this patient was on once daily Trilostane 
therapy, over suppression of cortisol for part of the day can be present while patient is still having clinical 
signs due to high cortisol levels the remaining portion of the day. Many patients do better on a lower twice 
daily dose than a high once daily dose.  
 
Additionally, however, given the appearance of this patient’s kidneys, if not very recently evaluated, recheck 
bloodwork is recommended to further assess the kidneys and blood glucose levels with a CBC/Chem panel, 
electrolytes, a urinalysis and, if indicated based on urinalysis results, urine culture. If protein is present in an 
otherwise quiet sediment, protein quantification with a urine protein to creatinine ration is recommended. 
 
If another reason for the PU/PD can’t be found, recheck investigation of possible hyperadrenocorticism is 
recommended with a full adrenal panel that includes precursor and sex hormones to the University of 
Tennessee.  
 
In the meantime, if any gastrointestinal signs are present, a gastrointestinal malabsorption panel (including 
cobalamin, folate, TLI and PLI) to Texas A&M GI Laboratory is recommended for further evaluation of GI and 
pancreatic function. 
 
Additionally, in the meantime, Ursodiol therapy (given the gallbladder debris) is recommended +/- broad-
spectrum antibiotics with monitoring of liver enzymes, etc. for improvement. If cranial abdominal pain, 
nausea, etc. however are present, ultimately cholecystectomy may be warranted.  

 





 
 

The information and recommendations provided are based on the images presented by the 
referring veterinarian/sonographer. No evaluation can be communicated regarding pathology that 
was not visible in the image/video clips provided.  
 
Thank you for this referral. If the clinical or image interpretation does not parallel your findings or if I can be 
of any further assistance please contact me. 
 
Beth Johnson, DVM, DACVIM 
Beth.Johnson@sonopath.com  
 


