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Abstract: Acute onset paraparesis, though a very common entity, has a wide variety of etiologies including
spinal and electrolyte disorders. One of the wunusual causes of Paraparesis includes Primary
Hyperaldosteronism (Conn’s syndrome) and despite being a medical illness, the myopathy is readily reversible
with surgical intervention. We encountered a case of 42-year old lady with hypertension and acute paraparesis
with normal MRI Spine. Investigations revealed Primary Hyperaldosteronism due to unilateral Adrenal tumor.
Surgical intervention by laparoscopic Adrenalectomy was carried out that relieved her symptoms.
Histopathology confirmed Adrenal adenoma.
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I.  Introduction

Primary hyperaldosteronism is characterized by hypertension, hypokalemia, suppressed renin activity
and increased aldosterone excretion and was first described by J. W. Conn in 1955 [1]. Other than resistant
hypertension, paralytic myopathy in association with hypokalemia is a recognized yet unusual feature of Conn’s
syndrome and is seen more commonly in Asian patients [2]. Involvement of proximal muscles is more often
reported but distal myopathy can occur as well [3]. Therefore, due to its wide presentations, often it creates a
diagnostic dilemma resulting in unnecessary wastage of time and health-cost and undue delay in treatment as
well. We report such a case of Conn’s syndrome presenting with bilateral paraparesis that is not only atypical
but also curable with surgery

Il.  Case Report
A 42-year old lady, hypertensive for last two years on oral Amlodipine, presented with non-traumatic
acute onset gradually progressive weakness of bilateral lower limbs without any bladder or bowel involvement.
Examination findings revealed Hypertension and decreased motor function of both lower limbs without any
sensory deficit. X-ray and MRI spine found to be normal. Blood investigations revealed hypernatremia and
hypokalemia. Furthermore, increased serum Aldosterone and decreased plasma renin activity alarmed a
contrast-enhanced CT abdomen which revealed a mass of 4 cm x 5 cm size in left adrenal gland [Figure.1].

CECT showing left adrenal mass
Fig.1: CECT showing left adrenal mass
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After ruling out pheochromocytoma and hypercortisolemia, she underwent Laparoscopic Left Adrenalectomy
[Figure. 2] with proper pre-operative optimization.

Faat R
Laparoscopic Left (irenalectomy

Fig.2: Laparoscopic picture of left adrenal gland

The specimen [Figure. 3] sent for histopathology revealed adrenal adenoma [Figure. 4]

Adrenal Adenoma with Spironolactone bodies
Fig.4: Histopathology of excised specimen showing adrenal adenoma with plenty of Spironolactone bodies
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Post-operatively, her serum sodium and potassium was normal. Her paraparesis gradually improved over few
weeks and hypertension was well-controlled without any medication over a 1 year follow-up period.

1. Discussion

Primary hyperaldosteronism occurs most commonly due to aldosterone-producing adenoma (Conn’s
syndrome) or bilateral idiopathic adrenal hyperplasia and less commonly due to primary (unilateral) adrenal
hyperplasia, aldosterone-producing adrenocortical carcinoma or familial hyperaldosteronism [4]. It is usually
common in females in their 3" to 5" decades. Hypertension, Hypernatremia and Hypokalemia are its usual
presentations but paraparesis or mypoathy secondary to hypokalemia can often pose a challenge to diagnosis.

Our patient also presented with an acute onset paraparesis which also called for investigations (i.e. MRI
spine, NCV) to exclude spinal or neuro-muscular etiology but hypertension and hypokalemia pointed towards
hyperaldosteronism. Her serum aldosterone and urinary aldosterone were also increased along with a decrease
in plasma renin activity. So, CECT abdomen was done and a 4x5 cm mass found in left adrenal gland. Therefore
in a case of non-traumatic paraparesis, after exclusion of neuro-muscular etiology, blood investigations should
be done to exclude primary hyperaldosteronism [5]. Surgical removal of diseased adrenal gland is the preferred
treatment for Conn’s. Our patient underwent laparoscopic adrenalectomy of left side and histopathology
revealed adrenal adenoma. Her post-operative recovery was well with gradual improvement of lower limb
weakness over few weeks. She did not need any medications at all to keep her blood pressure normal during this
one year follow-up period.

Surgery is the mainstay of treatment of Conn’s syndrome even if it may present like a medical entity.
Unilateral adrenalectomy is usually associated with improvement in all patients and a cure in 30-60% of
hypertensive patients. Correction of hypokalemia and marked reductions in aldosterone levels have been noted
after surgery [6]. Resolution of hypertension after adrenalectomy may be independently associated with
younger age, lack of family history of hypertension, a short duration of hypertension, use of no more than two
antihypertensive medications during the preoperative period, a higher preoperative ratio of plasma aldosterone
concentration to PRA, and a higher urine aldosterone level [7].

IV.  Conclusion

Non-spinal paraparesis though a medical entity, whenever associated with Hypokalemia and
hypertension, alarms for a rare presentation of Conn’s syndrome. Serum investigations for hyperaldosteronism
should be done in the earliest period along with an abdominal imaging preferably CT scan. After pre-operative
optimization, adrenalectomy by laparoscopic approach usually is the intervention of choice for its minimal
access and early recovery. Adrenal adenoma, which is the commonest, needs no further intervention unlike its
malignant counterpart. Hypertension usually requires no or minimal medication and myopathy gradually
improves over time.
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