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Abstract . A 44-year-old man with primary aldosteronism associated with papillary
carcinoma of the thyroid is presented. He was admitted to our hospital for further
evaluation of periodic paralysis, hypokalemia and hypertension. Laboratory data
revealed low plasma renin activity, and elevated plasma aldosterone concentration.
These data indicated that the patient had primary aldosteronism. Ultrasonography,
dynamic-CT and magnetic resonance imaging demonstrated the existence of a
hypovascular tumor in the right adrenal gland. During further examination, a calcified
tumor was found in his neck and diagnosed as thyroid carcinoma. The adrenal tumor
was removed and its histological diagnosis was aldosterone producing adenoma.
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Furthermore, the thyroid tumor was removed, and it was diagnosed as papillary
carcinoma in histology. Like this case, primary aldosteronism associated with papillary
carcinoma of the thyroid is a rare complication. We discuss the relation between these

two diseases with the relevant literature.
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Table 1. Laboratory data on admission.

BRI 1 30 B X 1) BIMEAE % 1898 & BRI TRIE
#| (Ca-blocker) I & 2 W&# % ZiF Tz, 200049 A
208, #F5X 0 EROMUEMKENFHELLUESD. &
K IMifE & BMEE* ROBEMRENICTARL 25,

A ST R 8 170 cm, #E 78 kg, iR 36.9
C, IF 250/150 mmHg, ARIA 84/ 57 -%. BEHBIIFEA.
SEICED, BERFEOR L, B L@
FRIREARZ L. WERREFRR2L. 2ELZL. K
FRED b .

ARBRERR  ARBOLEREFRRICT, CPKiZ
1076 IU/1 & EH L, K i3 1.6 mEq/1 L ERHLRET 2R
7o, BRI & IEME S S IVEK EXBH/Z L
DPLERET IV FAF O VL ECIEL = ViEYE, T
VEAFO Yy RHELEEZ A, FNFN01ng/ml LA
F, 380 pg/ml TdH -7 (Table1).

MBS ERER R | ARIEIC 20 X 15 mm KDL&
AT, BROEE, NEIY—SET T —EELRD

[Hematology] BUN 11.0 mg/dl Aldosterone 380 pg/ml
WBC 7260 /ul Glu 98 mg/dl PRA <0.1 ng/ml
RBC 441X10%/ul Na 148 mEq/1 Cortisol 15.2 pg/ml
Hb 13.3 g/dl K 1.6 mEq/1 Adrenaline 24 pg/ml
PLT 24.5X10%/ul Cl 100 mEq/1 Noradrenaline 274 pg/ml

Ca 8.2 mg/dl Dopamine 10 pg/ml

[Blood chemistry ] P 1.9 mg/dl ACTH 23 pg/ml
TP 6.6 g/dl CRP 0.4 mg/dl
Alb 4.0 g/dl [ Tumor marker)

ZTT 4.0 KU [Serology] CEA 1.7 ng/ml

ALP 143 1U/1 MCHA (=) ,

GOT 321U/ TGHA (—) [ Urinalysis ]

GPT 26 1U/1 ANA (=) 17-KS 6.4 mg/day

LDH 434 1U/1 TSH 1.2uU/ml 17-OHCS 7.5 mg/day

CPK 1076 TU/1 T3 1.1 ng/ml K 1.6 g/day
T4 10.7 pg/ml
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Fig. 2. The enhanced CT scan of adrenal on 3rd hospital day.
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BERER CT MRt R ORRIT IS 20 mm RDOMES % 72
Bz EFECT TRMEIEZ L GRIBRESEDL:
(Fig. 2).

BE# MRI 7T R BRIRIC T1, T2HRARTEE
£, out-of-phase @ TIXEHLBES 2R THEE 2 R0,
HEIEREI DN (Fig. 3).

BIE@IRIY > 7Y » 7B R AREERLO 7V F
A7 0 fHiZ 380 pg/ml, L= {EHiE 0.1 ng/ml BT
¢, EBEHRmMO 7V FAF O fEiE 150 pg/ml, L
= UiEMEIZ 02 ng/ml L EEERRDL. 72, VT
V= VEIZ AR EBIR I 13.0 zg/ml, ABIEEIRMDIE
132 pg/ml L ERZEBO R 272,

ABESER: M EX Y, FRBEEL &6 LRREN
TVRRAFOUEEBHL, $3 2000118 1HICA
B EER A £ FAT L/, FEIBEARIE 25 X 20mm K

x E K M12%

T, BRVEETARIY - EEEETH o, HE
HBTIIN/C HIHEL, BEMDIZLALEDT, 2
OB B VB AFRIRES 28 LTz, BERERED
HEEALTEY, BENOREBRLEDT, TV FA
5O EARIBRE L 2K L7 (Fig. 4. KIC 2001 4 2
B 22 H, FRBAEDRMN BT L. BRBREEL
L2 8 mm KOWEBIZAKILE ) B 2 7. RE
T I ILEUR O 1E5E & RO E R £ PRV FUIRBR LIRS
L2 L7 (Fig. 5).
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Fig. 5. Macroscopic view of the resected specimen and histological features of resected specimen of thyroid.
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