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Primary aldosteronism (PA) during pregnancy is an extremely rare condition that may cause life-
threatening complications both for the mother and the fetus. A pregnant 31-year-old woman was referred
to our hospital for the management of severe pregnancy hypertension at the beginning of her pregnancy.
Her plasma aldosterone concentration (PAC) was markedly elevated (337 pg/ml), plasma rennin activity was
suppressed (0.4 ng/ml/hr) and magnetic resonance imaging showed a 1.5 cm left adrenal tumor.  PA due to
an aldosterone producing-adenoma was diagnosed.  Because of progressive uncontrollable hypertension and
hypokalemia, a laproscopic adrenalectomy was performed at 24 weeks of gestation. The transabdominal
approach was completed without any complication, resulting in normalization of PAC, easier management of
blood pressure and improvement of hypokalemia. Because of severe pregnancy hypertension, cesarean
operation was performed at 30 weeks of gestation and a girl weighing 1,235 g was delivered. The literature
regarding PA during pregnancy was reviewed and the optimal timing of laparoscopic adrenalectomy during
pregnancy and perioperative management were discussed.

(Hinyokika Kiyo 60 : 381-385, 2014)
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Fig. 1. MRI (T2-weighted image) (A), MRI (T1-
weighted image) (B) and gross appearance of
resected left adrenal and tumor (C).

ng/ml, F—/%3 > :0.03ng/ml, PAC : 337 ng/dl,
PRA : 0.4 ng/ml/hr, PAC/PRA : 842.5.
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Fig. 2. Clinical course of pregnancy and perinatal periods.
Table 1. Literature review of the laparoscopic adrenarectomy for primary aldosteronism during pregnancy

Author (year) Age  Operation timing Approach Laterality ~ Tumor volume Pregnancy outcome
Shalhav, et al. (2000) 23 2nd trimester Transperitoneal Left 2X2cm 34 W, vaginal
Kosaka, et al. (2005) 26 17W Transperitoneal Right 2.5X2.6 cm 26 W, intrauterine fetal death
Nursal, et al. (2009) 28 19W Retroperitoneal Left 1.7x1.8 cm 30 W, cesarean
Shigematsu, et al. (2009) 32 26W Transperitoneal Right 1.5 em 38 W, cesarean
Our case (2014) 31 24 W Transperitoneal Left 1.6 X 1.5 cm 30 W, cesarean
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