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A 42-year-old female patient had been receiving medication for hypertension. Her symptoms
worsened in 2007. A computed tomography image revealed a 2.5 cm round mass in the right adrenal gland.

According to a careful examination, the patient was diagnosed with primary aldosteronism and subclinical
Cushing’ s syndrome. There were no remarkable physical features related to Cushing’ s syndrome. The

patient chose a medical therapy instead of surgery.

In 2012, regardless of strict diet therapy, however, the

patient gained 10 kg weight in a year. The diagnosis was the same as that determined in 2007, except for
exceeding value of cortisol over the criterion for Cushing’ s syndrome. A laparoscopic right adrenalectomy

was performed to attenuate Cushing’ s syndrome.

The histopathological examination revealed an

adrenocortical adenoma. The patient lost 4.5 kg of weight 2 months after the surgery.

(Hinyokika Kiyo 59: 719-722, 2013)
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B I ; WBC 7,540/u1, RBC 435 10%/ul, Hb 12
g/dl, Ht38.8%, Plt21.2x10%/4l.

A4 5 Na 139 mEq/1, K 3.9mEq/1, Cl 108 mEq/
I, UN 11 mg/dl, Cr 0.65mg/dl, Alb 3.8g/dl, AST
14U/1, ALT 15U/1, LDH 156 U/l, ALP 18U/,
CRP <0.04 mg/dl, T-Chol 208 mg/dl, TG 91 mg/dl,
HbAlc (NGSP) 5.5%.

Mo F A ; ACTH <5.0pg/ml, IVF vV —
V6.1 ug/dl (4.3~20.0), PRA 0.1ng/ml/h (0.2~
2.7), PAC 284 pg/ml (36~240), PAC / PRA 2,840
(>>200), DHEA-S 38.3 ug/dl, TSH 2.88 £xU/ml(0.40~
3.80), GH 0.09ng/ml (0.0~2.7), PRL 13.1ng/ml
(4.6~35.0), LH0.5mIU/ml (1.3~68.3), FSH 1.8
mIU/ml (2.2~158.8).
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Fig. 1. Abdominal plain CT showed a 25mm
round mass (arrow) in the right adrenal
gland.

Fig. 2. "'I-adosterol scintigraphy showed accumu-
lation on the right adrenal region (arrow).
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Fig. 3. Histopathological appearance (HE X 20).
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Table 1. Diagnostic criteria of subclinical Cushing
syndrome
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Fig. 4. Change of body weight after surgery
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