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Background: Patients with primary aldosteronism as first described had a low incidence of cardiovas-
cular complications however more recent investigations indicate that long term exposure to elevated 
aldosterone levels result in a substantial cardiac damage.1

Case report: 61-year-old obese male with history of hypertension and paroxysmal atrial fibrillation 
was admitted to our department because of severe left-dominant heart failure. His heart rhythm was 
atrial fibrillation and echocardiographic exam revealed dilatation of both left atrium and ventricle 
with a severe reduction of left ventricular systolic function (EF LV 29% Simpson) and an abnormal pat-
tern of left ventricular filling. Primary aldosteronism was diagnosed based on severe hypokalemia (2.4 
mEq/L) and a low renin-high aldosterone state with hypertension and metabolic alkalosis. Etiology of 
this condition were expansive masses in right (9 mm in diameter) and in left suprarenal gland (13mm 
in diameter). Serum potassium was normalized and blood pressure was controlled well by a full dose 
of an aldosterone receptor blocker (spironolactone 100 mg/day). A diuretic (furosemide) was then add-
ed. Rate control of atrial fibrillation was obtained with a beta-adrenergic blocker, and anticoagulation 
therapy was started. Coronary arteries had no significant stenosis on coronary arteriograms. Twelve 
days after admission echocardiographic exam was repeated and it showed an excellent improvement 
in left ventricular systolic function (EF LV 60% Simpson). Follow up after six months revealed normal 
potassium levels, well controlled blood pressure and normal systolic function of left ventricle. 

Conclusion: We presented a case of a patient with hyperaldosteronism-induced cardiomyopathy. Left 
ventricular systolic function in primary aldosteronism does not generally differ from other types of 
hypertensive disease, but here in our case it was clear that elevated aldosterone levels induced systolic 
heart failure. Nevertheless, in primary aldosteronism abnormal pattern of ventricular filling is com-
monly detected2,3 which contributed to enlargement of left atrial size and atrial fibrillation develop-
ment in this patient.
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