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ABSTRACT

Objective Adrenal vein sampling is currently the gold standard to guide the conservative treatment or
surgical treatment of primary aldosteronism (PA). Due to the invasiveness and cost of the procedure,
the widespread application of adrenal vein sampling is limited. However, the sensitivity and specificity
of imaging diagnosis are low, so other indicators are urgently needed to guide treatment. Methods The
data of 145 patients with PA who were hospitalized in Ruijin Hospital of Shanghai Jiao Tong University
School of Medicine and the Second Affiliated Hospital of Anhui Medical University from August
2014 to May 2021 were retrospectively collected. According to the results of adrenal vein sampling,
the patients were divided into non-dominant secretion group (bilateral group, group A, 38 cases),
dominant secretion group (unilateral group, group B, 107 cases). The differences in age, gender, BMI,
serum potassium, serum creatinine, urine aldosterone, blood pressure, and adrenal imaging data
between the two groups were analyzed. Resufts There was no significant difference in the baseline data
between the two groups except that 24h urinary potassium and urinary aldosterone concentration
in group B were significantly higher than those in group A. The consistency rate between CT imaging
findings and AVS is low, and the error in distinguishing PA subtypes is large. Further regression analysis
and ROC curve showed that urinary aldosterone had a high specificity in assisting in the diagnosis
of lateralization in PA patients. The predictive value of urinary aldosterone less than 24.6pg/mL for
bilateral PA was as high as 80%. Conclusion It is not accurate to make treatment decisions based on
imaging findings alone. The 24h urine aldosterone concentration may be an effective indicator to
distinguish PA subtypes, and can provide auxiliary evaluation basis for AVS results. The negative
predictive value is higher when urine aldosterone is less than 24.6pg/mL.
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