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A Clinical Review of Initial 20 Cases of a

Laparoscopic Adrenalectomy

Hwon Kyum Park, M.D., Pa Jong Jung, M.D., Seog Ju
Cho, M.D. and Jae Jeong Park, M.D.

Purpose: The laparoscopic adrenalectomy (LA) has become
the preferred procedure for adrenal tumors since it has many
advantages; a more rapid and comfortable recovery, shorted
hospitalization, and fewer complications. The purpose of this
study was to report the initial 4 years experiences of LA
and describe the unusual findings encountered during the
operations.

Methods: From February 1997 to November 2000, a total
of 20 LA were performed. Several techniques of LA have
been described already. We prefer the transabdominal ap-
proach in the lateral decubitus position using 3 or 4 trocars.
Results: 20 patients had all unilateral tumor. The patho-
logical findings were 11 aldosteronomas, 6 Cushing adeno-
mas, 2 pheochromocytomas and 1 cortical carcinoma. 18
cases of 20 patients were successfully operated by laparos-
copic procedure and 2 cases were converted to open adr-
enalectomy. The reasons of conversion were sudden cardiac
arrest due to unknown origin and intraoperative bleeding due
to periadrenal massive fat. During the laparoscopic opera-
tion, 2 patients showed abnormal EKG findings. The patho-
logies of those patients were non-catecholamine-secreting
cortical adenomas. After operation, they have been com-
pletely normal in EKG. The average operating time for the
complete laparoscopic adrenalectomies was 186 minutes in
the first 9 cases and 132 minutes in the next 9 cases. The
first oral intake was started within 24 hours in all cases.
There was no postoperative complication and no operative
morbidity or mortality. The average hospital stay was 6.2
days in the first 9 cases and 4.2 days in the next 9 cases.
Conclusion: The LA is relatively fast and safe method and
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is accepted as the preferred procedure for the adrenal
tumors but it should be well prepared perioperatively. Sur-
geons and anesthesiologists should be aware of those pos-
sible cardiovascular complications and of the problems
inherent in the manipulation of the adrenal gland during LA.
(Korean J Endocrine Surg 2001;1:267-271)

Key Words: Laparoscopic adrenalectomy, Transabdominal
lateral approach
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H| 7154 $-%1% (non functioning incidentaloma) .2 &S
stAoy, 2AAA ARE RIS F 222 NEFES
sto] P H=xd FH =S AP T4 7=
05~58 cmolQlon, YEAEHEXY HFS 17 cm,

Table 1. General characteristics of the patients of laparoscopic

adrenalectomy
Sex M : F) 5:15
Age (year) 23~64 (44.5)
Tumor size (cm) 0.5~58 24
Laterality (Rt. : Lt.) 10 : 10
Oral intake All cases within 24 hours
Hospital stay (day) 4~10 (4.8)

First 10 cases: average 6.2 days
Second 10 cases: average 4.8 days

Cushing A9 Hit2 3.

3 .
em Gk EFe] A mE F2A200) Aot $3o]

First period  Second period Average
(min.) (min.) (min.)
Right 125~310 130~150 182
Left 130~155 120~160 136
Average 186 132
360
300 M =
<
E 240-
[0)
£ =
c 180
k)
©
2 120+
o)
60
O T T T T

T
1 3 5 7 9 MM 13 15 17 19
Number of laparoscopic adrenalectomy

Fig. 1. Operating time of the successful 18 cases in the first (n=9)
and second (n=9) period.

Table 2. Characteristics of the diseases of laparoscopic adrenalec-

tomy
Cases Tumor size (cm)
Diagnosis Laterality
lst an lst an
Aldosteronoma Right 3 15~20 23~33
(n=11) Left 4 2 15~17 05~14
Cushing adenoma  Right 1 1 22 4.5
(n=6) Left 4 2.6~37
Pheochromocytoma Right 2 25~58
(n=2) Left
Coutical carcinoma Right 1 35
(n=1) Left
Total Right 6 1.5~58 23-~35

(n=20) Left 4 6 15~17 0537
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Table 3. Cases of conversion to open surgery

Sex/Age Diagnosis Laterality Tumor size Causes

F/37 Aldosteronoma Right 2.0 cm Unknown cardiac instability

M/53 Cushing adenoma Left 3.0 cm Bleeding in periadrenal fat tissues
o 7ALE FAES FFW] AR, FE F 5 o2 YA ol FelH Y EAE FAAES o
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