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[ Abstract]  Objective To compare clinical effects between retroperitoneal laparoscopic partial and total adrenalectomy for
unilateral aldosterone-producing adenoma ( APA). Methods From January 2006 to December 2012, 47 patients with unilateral
APA were treated by surgery, including 36 cases of retroperitoneal laparoscopic partial adrenalectomy ( PA group) and 11 cases of total
adrenalectomy ( TA group). A retrospective comparison about postoperative outcomes such as postoperative serum aldosterone,
potassium level, blood pressure and number of antihypertensive drugs was performed between the two groups. Results  There were
no blood transfusions or conversions to open surgery. There were no differences in terms of operative time, blood loss, time for dieting,
extubation time and postoperative hospital stay between the PA group and TA group [ (116.5 £37.0) min vs. (100.2 +42.8) min,
t=1.233,P =0.224; median 30 ml (5 -400 ml) vs. 20 ml (10 =300 ml), Z= -1.267, P=0.205; (1.7 +0.7) dvs. (1.7 %
0.6) d, t=0.000, P=1.000; (3.0+0.8) dvs. (2.8+0.9) d, t=0.705, P=0.484; (8.2 +2.2) dvs. (8.1£2.0) d, ¢t=
0.135, P=0.894]. Follow-ups for 6 — 97 months ( mean, 30 months) found no recurrences and no requirements of potassium
supplement. The two groups’ curative rates, improvement rates and ineffective rates were (61.1% , 25.0% , 13.9% ) vs. (63.6% ,
36.4% , 0), respectively, without significant differences between them (Z = -0.437, P=0.662). Conclusion For the surgical
treatment of patients with unilateral APA, retroperitoneal partial adrenalectomy is technically safe and feasible, with clinical effects
equal to retroperitoneal total adrenalectomy.
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