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[ Abstract]

sion, and is one of the risk factors of cardiovascular and metabolic diseases. lis incidence increases with the

Primary aldosteronism (PA) is one of the most common causes of secondary hyperten-

increase of hypertension level. The early diagnosis and treatment of PA are important. The subtype classifica-
tion of PA is vital but challenging, which is related to the treatment options. Although adrenal vein sampling
(AVS) is currently recognized as the gold standard for subtype diagnosis of PA, it's an invasive test that is
technically challenging and expensive, which limits its clinical use. As a non-invasive imaging method, ®Ga-
Pentixafor PET/CT can visualize, locate and characterize the lesions, and facilitate PA subtyping. This arti-
cle reviews the research of ®Ga-Pentixafor PET/CT in the subtype diagnosis of PA.
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FACHEE AR A 0 XU | 20 XL T I 1 8 10 i s PR 38
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[ [ 9% ( aldosterone-producing adenoma, APA) 4FA& P
1 [ R 3% 22 JiE (idiopathic hyperaldosteronism, THA) & PA F
FEWAL S350 i 359% F1 60% 7 o AR B SU AT 43 Ay LA
PA (unilateral PA, UPA) FI X PA ( bilateral PA, BPA),
UPA EZERAE LIRVIBRA , BPA SR L B i R 32 (5 ht

FAIT , H AR A

SrRUE PA 2 WA A B R KGR 1L ( adrenal
vein sampling, AVS) & PA /A1« S ARUE" (8000 R Il R |
HE M, CT B2 ik R =R, (H X BN X T g i)
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S0 Suv, AT R Mkt 0 B K S RE R, B ST K
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