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Abstract Objective: To explore the short-term and long-term prognosis of laparoscopic adrenalectomy in the
treatment of adrenal aldosterone-producing adenoma (APA). Methods: A retrospective analysis of 61 patients who
underwent laparoscopic adrenalectomy for APA in the Department of Urology in Fudan University Shanghai Canc-
er Centre between January 2010 and December 2018 was addressed. The baseline characteristics, biochemical pa-
rameters, hypertension states, and surgery-related parameters of the patients were collected. All patients were
followed up at 6 and 24 months after surgery to determine the changes in biochemical parameters and the degree of
clinical remission of hypertension. Results: Thirty-eight patients underwent laparoscopic total adrenalectomy, and
23 patients underwent laparoscopic partial adrenalectomy. Before surgery, 55.7% patients were diagnosed of hy-
pertension, and 49. 2% of patients had hypokalemia. The postoperative hypokalemia of the patients was correc-
ted. In the 6-month follow-up, 52. 9% of patients had complete remission of hypertension, and 44. 1% of patients
had partial remission of hypertension. During the 24-month follow-up, 55. 9% of patients had complete remission
of hypertension, and 41. 2% of patients met the criteria for partial remission. Conclusion: Laparoscopic adrenalec-
tomy is a safe and effective method for the treatment of adrenal aldosterone adenoma, for it can relieve electrolyte
imbalance and abnormal hypertension to varying degrees in short-term and long-term follow-up.
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