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[ Abstract] Primary aldosteronism (PA) is the most common cause of secondary hypertension. The diagnosis
procedure of PA includes screening, confirmatory diagnosis and subtype classification. International and national
guidelines recommended plasma aldosterone concentration (PAC) to plasma renin activity (PRA) ratio (ARR) to detect
possible cases of PA, and one or more tests (fludrocortisone suppression test, saline infusion test, oral sodium loading test,
or captopril challenge test) to confirm ARR positive patients. Adrenal venous sampling (AVS) is also recommended as the
best method to distinguish unilateral and bilateral adrenal disease when surgical treatment is feasible and desired by the
patient. However, many studies find that each of the above diagnostic method has shortcomings. Recently, more and
more studies are attempting to explore new methods with higher diagnostic efficiency and more conveniences, including
new screening tests, new confirmatory diagnostic tests, new imaging and pathological histology methods. In our studies,
the regression model, which included upright PAC, upright PRA, and lowest potassium, is superior to ARR for PA
screening; the blood potassium and the ratio of blood potassium to blood sodium after the saline infusion test are not
suitable for PA subtyping. This article will review the advances and progress in PA diagnosis.
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BRI (ARB) | FIPRF A2 AN HESFTHE25), 2
IEARER, IR I SR
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REAVSEEFA—Z, WRAL LI CT/MRIE Y E 2 75 HLAl]
WS, 14.6% 1Y B F K AT A S E EIRYIBR R
(AVSERTCH M), 19. 1% 175 AR DIBRA 14 B
PEARIE 2 HEBR (AVS SR E3MI), 3.9% 0 B3 HE 1 T
FER B R DT R (AVS S5 7 S [ R A 3443 96 1 %
N7, AR IR A BTN A SCER B2 BEDTECE, I ek
WaEAVSIZWHE A IE# . 11201645 AY— 0 2 e A A v
WK PA B - BIARSE CTERA VSR 25 SR 1R YT, BE VI
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AN, BIFSE 7R 1 25% CTRAPE Y £ 25 A B A0 P2 [ )
TR R, SEAR A A B PR IT A B 28 X HE B 5
PA. T7E35% VA 132k, 2910% 09 N A TCHHERY
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# FRIVE FRRI R — 2 A T Re R, HAER A
LSRR B R B R 0 PR DI R

Hg B2 BT I — T [ 9T R, R4S CTFHIMRIK:
T B B A ) AR T A 2 8 58.6%, (HAF 1Y < 354
MR E S L IRBURE R R A, 54, UMAKOSH
ERGY BRI < 358 (W R CTIZ WK }1100%,
35~ 404 H87%, HT I, HATTE M A 4E < 35%
AR | T 41 A 4 35 e . CTH s SRl sy 5 | g
BRI R, T DL HEEF AR EH I TAVS,

SR, G IR A o) — RGO A 2% 1 . NANBA
AR IS5 AR UIBRA B3 v, P T AV SEE IR E
T2 IR AR B T AR ik 45, A 361 (CTS:
TG AVSEE e —2, (HARYECTES Bk T 178 IRt/
R ) BB T B R s, ik 340 vh 29 A S e AR R, 400
i [ il A (CYP11B2) BHPEZE 1Y, Ui B RS2 AVSHY
N5 CTE R — 2, AR FIZ WS EIREs 5 T REJT
N3 VTS TR o 20 184F (19— 22 ol [l UM A 9T B 7R
CTS5AVSHILL, RJ5 L5821 il REIEREAIS, I K2
e 2R, —WE PR PO E R AVSAL B E
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R RV BEICT i A REHURAVS, H AT LU4# Bl
PP ZLHTAVSINPAR A . UMAKOSHI ™Y &
BRI B E BRCTRS A 45 R 1E # FLIA0 IR % A PARRE,
AVSHILHMA TR AR, RIS YR MCTH
FN UGS FLI AR PA RS, HAVSH PRI e 56

R A, WA LB AT AVS DT 2R 8 2 15 T RIAIT o
25 b, JUE AVSIE RS FRAR, (EATHR: B FT a1 5 12
Wi ids o AERRER A4 1 7 1 [T, o iz s x s
55 N IEZCEE N SR F AR v AR AR A B e 0 24 A )
S LA =5 AV L) SR AR ™

322 B EBEAREARERDNE AR AR BRCTE
AR A B B T AR APA S THAS =48, IR
SRRV B B 9 A3 RS LRl A% BR A
FARBN S AEPAIZ KT B M BT TR . o —T0
W R B, PP AR 1 72 S AR SE B S5 47 IR
JHCAR Wi B 2 b (L/Rw) B3 R 1.22, BUMP A [ L/Rw
fEH>M1.11(P<0.05), BRI L/ Rw EEAE T A 2 5]
PARYTINFEAR™Y . 53 — TS AR A AV S bt 3 4 Ay
EMMIZE L A 2 ARAMIEH, e 30200 20 7 2 /A D0 L B
PRFZ B (L/Rv) B AV AU 1.9080, BT L 2 46.0% (1)
ZEMA P A B (RE M 4100.0% ) 5 A5 MIZH L/ Rv A
S H0.7650F, 1] LARA E 27.3% 1 A7 4 Y PA FR 3 (45 5
7£100.0%) . [HIHE, L/Rv> 1.9085 < 0.765HPA 35 ARl il
THRHATAVS™, FRBIFE RN BRI A S AR
FOAIF 5 FT AN 22 48 B X6 CTZS SR HEA T 404, M A 31 5
M WTEs R

323 ¥BEFHREBE HAVSRIM, SR
BATHE, SR T RE BAR T AN AVSI RN FE, & —Ff
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