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LAPAROSCOPIC PARTIAL ADRENALECTOMY FOR PRIMARY
ALDOSTERONISM COMBINED WITH CUSHING' S
SYNDROME : REPORT OF A CASE
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A 65-year-old man was referred to our hospital with a chief complaint of hyperglycemia. Computed
tomography showed left clear-bordered adrenal mass. The serum aldosterone/renin ratio was elevated, and
the low-dose dexamethasone suppression test revealed no suppression of serum cortisol. Adrenal venous
sampling demonstrated excess secretion of cortisol from the left adrenal gland, and excess secretion of
aldosterone from bilateral adrenal glands. Laparoscopic left partial adrenalectomy for primary
aldosteronism combined with Cushing’ s syndrome was performed. The result was insulin withdrawal and
the reduction of antihypertensive drugs.
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HARRT R RAEIRBREM. B K 161.0em, KE
52.7kg, BMI 20.3kg/m2, AP 84.5 em.
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KA - He 45.4%, Hb 15.7 g/dl, RBC 49977 /
mm®, PLT 20.677 /mm®, WBC 10,700/mm?®, #fH1Ek
73.9%, WFEEERO. 4%, WFHEHEBR0. 4%, V) v VER
18.8%.

— M AL A © TP 7.0g/dl, Alb 3.6 g/dl,
GOT 131U/1, GPT 271U/1, LDH 178 1U/I, T-Bil 0.6
mg/dl, »-GTP 891U/l ALP 3791U/I, BUN 14.1 mg/
dl, Cre0.79mg/dl, UA4.0mg/dl, Nal4l.lmEq/],
K 3.8mEq/l, Cl 102.3mEq/l, Ca 9.0l mg/dl, TG
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120 mg/dl, HDL 58 mg/dl, LDL 188 mg/dl, HbAlc 327 W7V RKATF 0 Y 8 4ug/H GEHEME <10
9.9%, FBS 180 mg/dl, GAD Ab 6.7 U/ml. ug/H). 7 FLF V¥ =0.0lng/ml, / V7 FLF

WAL FERIRAS (7 v I vy Nk 2 JE Rk )~ 0.63ng/ml, F—,%3 ¥ 0.02ng/ml. F8 2T
%) : M7V A7 v (PAC) 229 pg/ml, I F = 22.2 ug/dl, ACTH =2.0pg/ml. 238 7L
L = 6 (PRA) 0.7ng/ml/h, 7V FZA7H >/ F =) 16.5ug/dl, ACTH =2.0pg/ml. 1 mg 7%

L =t (ARR) : PAC (pg/ml) /PRA (ng/ml/h) = T Ay IR, B8 I VT Y =V 19,1 ug/
dl. R pvFv—v 169 ug/H (FHEfH 11.2~80.3

ug/H).

CT WA - EEH 25 mm O WiEHE, WHiEARY
— i OERIE RS 2 R /e (Fig 1A). HREIE I
ML CIERE RO Lho7z (Fig 1B).

DlbXY, OLRIBESE, OWRRE - REREIE -
) OROEBE, OFEEER - ) v 3Bk, @ ACTH
MHEELT - g VvF Yy — VIRESE, GavT—
WVEDOHWES 2L, ® 1lmg 7F 4 X5 » il
BThIHIngwy, chbol b X ) ACTH JRK
YRR CS W2FIE L vy, g o3E#E LAt
PRI 2 B RFTRICZ LT R Th o7z, o X2, ©
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Fig. 1. (A) Computed tomography of the abdomen

reveals left adrenal mass which shows a T = VEANE &/ microAPA OEBEEE 2 72, it
clear-bordered, oval shape mass with hetero- WM E LT L EOR Y AL REE & HkF L7
genous density (a white arrow). (B) There - I .

;.I‘C no abnormal findings in the right adrenal FERIFH IR LT 25 mm CHEPERER; O W AR C
gland (a white arrow). FEEIEEMENICAFET A 2 & L0 RIS VIR AT 1

Table 1. Results of adrenal venous sampling

Adrenal venous sampling

Sampling point Without ACTH stimulation With ACTH stimulation

Aldosterone pg/ml  Cortisol ug/dl A/C ratio  Aldosterone pg/ml  Cortisol ug/dl A/C ratio

Left adrenal vein 2,990 274 10.9 13,600 1,260 10.8
Right adrenal vein 7,500 30.4 246.7 17,100 64.0 267.2
vC
Cardiac side 17.1 18.4 0.93 2,370 32.4 73.1
Caudal side 68.8 17.4 3.95 141 23.9 5.9

A/C, aldosterone/cortisol ; ACTH, adrenocorticotropic hormone ; IVC, inferior vena cava.
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Fig. 2. The resected specimen of left adrenal gland.
(A) The adrenal tumor is located in the
upper part of the left adrenal gland.  Partial
adrenalectomy was performed using ENSEAL®
TRIO Curved Round Tip (Ethicon, Johnson
& Johnson, OH, USA) to excise the tumor
with a 5mm margin of normal adrenal
tissue, across the body of the gland, leaving
approximately 25 mm of residual left adre-
nal gland. (B) Macroscopic appearance of
left adrenal tumor (24 X 22 X 19 mm) reveals
brownish tumor.

5mm OIEHRIBHAMEEL, EERIE % Y5 LIES
ZHbE L7z (Fig. 2A). RIBFO)BH Km0 20 & o Hi i
RO iro Tz, FAGEER 1 KR5S, SUERER 1 R
285, Wil Td o7z,

TR WA O ERIE 25 g TEEEIL 24 ¥
22x 19mm. HHITHEBE, AH—-ThHo 72 (Fig
2B).

ARSI - BIBFIES L, BRLE 2 B
BERIECH o 7z (Fig. 3A). IEFHEIEHMLE, BRIK
J& DT & M AL DB 7 Zi 2 7, u NS
I3HERR T & o7z (Fig. 3B).
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Fig. 3. Histopathological examinations of the re-
sected specimen of left adrenal gland. (A)
The adrenal tumor consists of clear (a black
arrow) and compact cells (a white arrow)
(HE stain x 200). (B) Atrophy is parti-
cularly prominent in the zona reticularis and
zona fasciculata (a dotted line), and zona
glomerulosa (a continuous line) is hyper-
plastic in the atrophic background adrenal
gland. The microadenomas are not de-
tected in the background adrenal tissues (HE
stain X 100).
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FRIVFVy 15mg/HERY, TVF =)L 22.9
ug/dl, ACTH 2pg/ml LLF CTdho 72, @ IMEIE 1E

FIVIHNE Y 40mg/H, AT T2k 25mg/
HTa > bu—)VEAFCT, PAC 55.4pg/ml, PRA 0.5
ng/ml/h, ARR=110.8 TdH-o 7z, #ERHICE L T
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L CHRIBHNRA T4 1T L, BREEAYIC & FArks I3
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