- 574 - Chinese Journal of New Clinical Medicine, June 2020, Volume 13, Number 6

RAFR - BHF

WR N BRTE I T A PR I (7 R 15 22 08 1 ROR PR I
352 M Wik PR 5 figk (1) IR 2R 0

ITRiR, % A, Fhai

FEAIH - E B AR B T R A R PERMUFBE BT SEACRLIE I H (445 :2019PT330003 )

TE& BL: 832000 CHISRAER /R A K, A T RF B4 Be (£ ) 5 830001 & K 5%, [ 5K THAE fi R o ML IR 127 T 5 T A S
= PRAEE R B XN RERE SRR O (5 %%, 28 07)

TEETA . EBEAT (1991 ) Lo FERBT LA DTS5 1 S UER 2R o E-mail:sixlover@ foxmail. com

MWINER . 207 (1958 —) 4 BR2 i b, Bt , AR, P A= 0, D907 18] - i ML HE A9329R o E-mail: Inanfang2016@ sina. com

[(HE] B8 FTIRNERIG YR A PERE B RIS 2208 (PA) IORCR , B LI IR N R . ik
[ B2 HT 2015-01 ~2018-12 % Belicify 95 il PA SR B RYORL, T A B 2 BN ERIATT . o irify T &
L | AT O, LR — Bl RS AR AL I 00 . ARIER YT AR A PA J835 73 o G2k 20 (39 i) AR
ZARLL(S6 B , LLA PRI R — VTR S AR AL IR bR A 45 2R, 20T (BB T RN IR IR I 75 AR I R 2%
RN ER . ER  I6)7)R , BE NG RZE A 41.05% (39/95) , il Kk bRy 49. 47% (47/95) , ML 8f
IBBRARA 72.63% (69/95) o AT i A HIMCAR Hs AT K He A0 (86 2% LU AEL CARR) A BGH ST R, 1)
L LB AL A P R A T K- BRI T BT R, 22 S A A (P <0.05) o ARG I 1 ARl
PR Al A7 0 I [ =20 ng/ dL A9 KRG 51 L S A {7 8 (86 7K - 24 2 2 v TR R4 (P <0.05) o Logistic
BNA A A R  TEIRY TR A IR IR LS e [T =20 ng/dL 2R NERIATT PA SCR KRN R R (P <
0.05). £t PA AT HTE AR AN K 2 1 [ A 7K 7 =20 ng/dL S 5 B8R P B IR 7 RCR KA 520
PRUZE i AR T Ny S s o 38 R 2 Y B e T 90

[Rs@iR] PRI EG ZAE; BB APRATTs IR

[FESES] R586.24 [xXiktriRa3] A [XEHS] 1674 -3806(2020)06 - 0574 - 05

doi;10.3969/]. issn. 1674 —3806. 2020. 06. 08

Evaluation of the therapeutic effect of spironolactone on primary aldosteronism and analysis of the factors af-
fecting clinical remission WANG Xiao-tong, LUO Qin, LI Nan-fang. Medical College of Shihezi University, Xin-
Jiang Uygur Autonomous Region 832000, China

[ Abstract] Objective To explore the effect of spironolactone on treatment of primary aldosteronism( PA)
and to analyze the factors affecting clinical remission. Methods The clinical data of 95 PA patients in our hospital
from January 2015 to December 2018 were retrospectively analyzed. All the patients were treated with spironolactone.
The improvements of blood pressure and blood potassium, and the changes of general clinical indexes were analyzed.
The PA patients were divided into remission group (39 cases) and non-remission group(56 cases) according to differ-
ent therapeutic effects. The general data and the results of biochemical index examination were compared between the
two groups before treatment, and the factors affecting the clinical remission of the patients receiving spironolactone
were analyzed after treatment. Results  After treatment, the clinical remission rate was 41. 05% (39/95) ; the control
rate of blood pressure was 49. 47% (47/95) and the control rate of blood potassium was 72. 63% (69/95). Compared
with those before treatment, the levels of systolic pressure, diastolic pressure, and aldosterone to renin ratio( ARR)
were lower, while the levels of abdominal circumference, blood potassium, seated renin, and seated aldosterone were
higher, and the differences were statistically significant( P <0.05). The proportion of males, the proportion of the
patients with hypokalemia, the proportion of the patients with seated plasma aldosterone =20 ng/dL, and the seated

aldosterone level in the non-remission group were significantly higher than those in the remission group(P <0.05).
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The results of Logistic regression analysis showed that the combination of hypokalemia and plasma aldosterone =20 ng/dL

before treatment was the influencing factor of the poor effect of spironolactone on PA(P <0.05). Conclusion Hy-

pokalemia and plasma aldosterone level =20 ng/dL in PA patients before treatment are the influencing factors leading

to the poor therapeutic effect of spironolactone on PA, and clinicians need to strengthen the follow-up and intervention

of these patients.

[ Key words] Primary aldosteronism( PA) ;

JE % P TS [ i 14 220 ( primary aldosteronism , PA)
DL =53 What 2 0 T (26 7R RS2 i 4 T A IR R R
SRR A I AR R A IR B 5 10, R LA Ak
PER MUERT o PA AR b i L AR 1 5. 0% ~
13. 0% , IF HLF6 4 o 1 s 7K P B 35 i g 485 <, et ]
PERIILE Pk 17.0% ~23.0% o BEoh, A B9
PR, UH 9.0% ~37.0% (1) PA [ 35 A A% I 8 17§
B, BE7RTE LB AT 18 S AR R B A 7E PA R
170 SV RIS /KPR DS FC 8 D P v s
SEE ARG, PA A S T E YO0 1048 S S
B, B, X PA BRI I KA
HEEL, PA BIRYT I EE MR G A [A) 0 02 3= 53y
FARMIT R aIT " W LAZGaIT R R
PR [ [l 34 22 5F (idiopathic hyperaldosteronism , THA )
25 PA ALY 60. 0% 7 X REUR A K F 4y PA I
BHUHT 250697 . IRMALA 49.5% ~66.7% PA
BE IR MRS SUAE 25067 I5 19 B 00GE , 3 i
FATEAM AT i AT E A AN TR PA
237 ROHIC I IR BB FEATS AL S, A5 1B 1E
PEHIRNBEIR ST PA BYIT R, i — 20 40 M s e 1L
SRR, Ryl R B2 I (22 LA B P80k
1 Xg5%H%
1.1 B4 k% 2015-01 ~2018-12 e /K
B A DN R BE Bt & 1M T O s Y PA BB 95 4
Horp 53 51451, 2 44 ], 4R 1% (47. 68 +8.34) % i
(4.64 £2.78) 4, GYAFRUE: (1) FF5 PA ByIG K2
Wrdsafe s (2) (AR ER VR BRI 2.
BRARIE : (1) 45 JF At 4k S P v 1l B9 P, 2 i
R VBB TR B I 5 (2) REAE P i R
B ) AR IR IR N R A 171525 5 (4)
TR . I8 BT FIRE 73 A iR A 8T
B R IR XN RBE R 2 51 23 i
L2 GERMREE il BE R 58 AR G0 I W B AT o
XFGI — TRk, A 55 1R 0] A % AR BT 2 45 25 (body
mass index ,BMI) i [l Wi He A7 5K 259 6
R OURI R LSRR, LA e S 2 A 2 DOkt A48 15 /N
FRyE T # (estimated glomerular filtration rate,eGFR) |
M AR 24 h BREJ 24 h BRE| ARALEF R AR [E]

Spironolactone ;

Drug therapy; Clinical efficacy

Tl FHTEEE 36 ) B 2% LY {E ( aldosterone to renin ratio, ARR)
o T gl B AN [ (0 e T 24 ) ) B30 M
AL AR 2017 4R A T A HLURAR ) 25 W1 BR € H
5 (defined daily dose, DDD) i3 i fili i [ & 25
Py 211 DDD % (DDDs) , B DDDs = %2 H IH #E
/%251 DDD {1, DDDs Bk, 2B 25 Wy i i F H
il

L3 fidrk (1) RN 5 AUS800 42 [ 3k
A AAS (5 ] DT 5 8 P2 R RS A RS R A7) A
AARAE AR, AL AE R | IS4 | L ILAT (24 h BB A
24 h BRAN, BRI AR IR BCE 2R R . (2) B
[R5 , v A 7 79 &L ( Beckman Coulter, Brea,
CA, USA) il i Ot Sy Iy s e A TR o (3) i
0 I A Bk 1 U e ininliAsn & (0w A
HEAE ST T AR IR WTSE T ) AT, eGFR =
186 x ( MyENLET) — 1. 154 x (4E#%) —0.203 (H{nE
Dot N % 0. 742)

L4 BJ7IiiE SRR (iR Ik 254 FRA A
[E 245 H31020841, Bi4%: 20 mg x 100 F /3 ) B9
E ARG YT R 20 mg/d, Bl 5 AR 4 A I I
35 00 B A0 R R 1 A2 70 B (20 mg/ ik ,2 ~3 /d)
AR TR BR P TR A A RS, DU R AT AR
DAY P 700 B, AR AR 17 58 T A 5 i PR ) -2
PARBEL 7] B -2 PAR LI 701 | 1 A8 55 7k 2% e 4 400 o 541
IS B K R SRR R M FIVA YT o B BTN B
PR N ER IR ST 50 S 10 ~ 60 mg/d, HP ALk
SRl N 40 mg/d, RALIGS T E] N S 4F

L5 ImRFCRAIEA  FrA AR PA A TEZ
PRIT 1 AR5 BEAT IR R BORVET , P 25 R AR 5
LR L S 3265 B A7 100 43 e AR % Ak s8R G A
PA [l RZE M € 32 2500107 I R i ik 31 LA
TEASEAR: (1) M8 R (M =3. 5 mmol/L) Jf:
HATEZAMIGYT ; (2) 2991677 J5 15 1E % (Wi
Jis <140 mmHg FIfF 5K <90 mmHg) o i FRAZE A
& SCRIBIT JEAR R A ARIMAR (ML <3. 5 mmol/L &
T ZAMIYAR YT ) B 25 )5 1 AT AS B A5 (U4 & =
140 mmHg 5% &F7K % =90 mmHg) , 5 1M 12 ik 1
S IR B VA AR B AT 2 s L I R B (o



- 576 - Chinese Journal of New Clinical Medicine, June 2020, Volume 13, Number 6

) A R 2 0 ML 2 46 A ) o e 3 1
JEBTIA 5 R (2018 4EMETTHR) ) ) . M 20 Fl ok 4%
FRZLIG PA HR % 2 18] I 48 1T A9 08 P T 9 YT O
Tt e HAB R TR 251 7 35 HAT AT Ltk

1.6 Siit2¢Jisk  Bi SPSS25. 0 Giit2rifh #hT
AR FFA IE S BT VORI % = bRk
% (% £5) Fmm, 4L FUBSR AL « 1056, 10T RIS
FLBSR BN ¢ K s A A4 IE 28006 B %k
A% CF g 23 3 %k, b a4 1 %0 [ M( Py,
Pos) 13 , 20 18] HLB SR A RR ARG G . HBOPERI L

G12%(% ) Fn AL HLBCR x° K. SR Logistic
[R5 PA 25813697 15 3 I PR 22 % 19 D R
P <0.05 AZERAGIHE L.

2 HR

2.1 PA B RGORHRIE SR Y AT S f AR 22 1k
7 )e B IR RS 3 41, 05% (39/95) , IfiL I K1k
PRRA 49. 47% (47/95) , INAFIRPRR A 72. 63% (69/95)
AT e R B e T 5K IR ARR ZKSFB36R 77 A
AR, L BT L e 7 3R R0 A o7 P (1 i /-3
JrRTTHE , 2R A R EE (P <0.05) . W& 1,

K1 OS5 HEHBTHEEKRSBILE (v25) ,M(Py,Pr5) ]

m il 25 BMI Ji& i FIRIE eGFR ks B
(DDDs) (kg/m?) (em) (mmHg) (mmHg) [ml/(min +1.73 em?) ] (mmol/L) (mmol/L)
JEITET 1.17(1.00,2.00) 27.21 £2.97 96.25 +9.99 142.79 +15.13 92.25 +11.57 98.21 +19. 66 3.62+0.33 141.45 £2.05

BIF)E 1.40(1.03,1.53) 27.20 £3.50 99.02 £10.26 135.43 £17.40 84.19 +11.35

100. 95 +£22. 16 3.73 £0.35 141.27 +2.61

t/Z -0.336 0.081 -3.642 3.933 5.980 -1.263 -2.820 0.635
P 0.737 0.936 0. 000 0. 000 0. 000 0.210 0. 006 0.527
o 24 h JREF (mmol/L) 24 h R (mmol/L) AR [ng/(ml - h) ] AT IR (ng/dLL) ARR
WITHT 38.00(30.37,44.08)  172.87(131.40,210.90) 0.36(0.20,0.55) 16.18(13.13,23.64)  48.34(30.47,77.60)
BT 39.81(31.84,46.06)  169.92(142.47,198.33) 1.36(0.53,2.36) 21.50(15.66,27.26)  17.10(9.56,32. 14)
/7 -0.638 -0.219 -17.498 -2.275 -6.533
P 0.523 0.827 0. 000 0.023 0. 000

2.2 BANBRAGST PA ST R R T AR Ja)T
Ja A 39 1) PA R TR B Il PR 2 ik ( 2 41) , 56 191
ARREIBF I R % CORZEMAL) o HEP LRI AT
MHERRIN R SR s, S R AR L, R G2 A 4

B AR B0 A | AR A 1T T [ =20 ng/dLL )
NS LA LA e A A7 T 15T 1) 7 F- Y A oo, 22 S A 480
FREN(P<0.05) . WA#E2,

%2 BABIET PATREERRINER] (x25) ,M(Py,Prs) ,n(%) ]

m o e AR IEZY  wTRBNERRE R B i
: B4 (%) (DDDs) (mg) (4F) (kg/m?) (em)

Al 39 16 23 47.72+8.38 1.00(0.93,1.83) 30.00(20.00,40.00) 6.00(1.00,10.00) 27.61 +3.06 96.28 +10.12
KA 56 35 21 47.66+8.38 1.40(1.00,2.13) 40.00(20.00,40.00) 6.50(1.00,10.75) 26.942.91 96.22 +9.99
VING - 4264 -0.033 ~1.655 ~0.228 ~0.389 ~1.083 ~0.028
P - 0.0 0.974 0. 098 0.820 0. 697 0.281 0.978
an o v <”§fﬁj_§> (ﬁﬁf) [rr]l/(mine(-]b;.I{73 em?) ] (mﬁlﬁm i (er]E}(ﬁ,x/]L) (zfnrlrlw)?;ﬁ
Al 39 140.31£14.82 91.26+11.75  99.50+20.41  3.70£0.27 9(23.08) 141.33£1.80 38.17(29.58,44.84)
KOMRA 56 144.52:15.24 92.95+11.50  97.31£19.26  3.57£0.35 26(46.43) 141.53 £2.22 37.54(30.94 44.17)
VI - 1.340 0. 698 ~0.532 ~1.908  5.388 0. 462 0. 000
P - 0. 184 0.487 0. 596 0.059  0.020 0. 645 1,000
CE TR S A R A LB >20 ng/dL ARR
SfEAl 39 178.28£66.48  0.34(0.20,0.52)  14.95(12.44,19.67) 9(23.08) 40.20(29. 62,74.00)
KOMRAL 56 173.69£60.94  0.39(0.20,0.58)  20.03(13.24,28.95) 28(50.00) 55.39(32.40,81.02)
e - -0.348 -0.487 -2.561 7.008 -1.740
P - 0.728 0. 626 0.010 0. 008 0. 082




RSB 2020 4F 6 1 #513% 6

2.3 ENERIRYT PA JPALIZ P E Logistics [R5
i LOREIIG IR MRIE DU A R A 1 (REGH# =1,
Ziff =0) 3R 2 h P <0. 1 38 FRAN 0 H AR & 1
(B =1,% =0) ARMAF ARIMER =1, EF M =0)
L7 % [T 7K ( =20 ng/dL =1, <20 ng/dL =0) |
FEFEZ3P A ARR 540, AR 40 WE A BIF 50 45 5 R IR
SEBRZTS BT REXT PA JRYTYT RO A ) R R
AEHS I RE BMI —[H)40 {48 L, Logistic #1159
SRR TERIT TS IR (OR =2.978,95% CI
1. 118 ~7.931,P =0.029) . Ifi 2% % [ ] =20 ng/dL
(OR =3.056,95% CI:1.122 ~8.319,P =0.029) &
RN AT PA SR AR B 2

3 g

3.1 PA EHE/ET IR IR B s 1 4k
KERIEZ —" . ARG PA B0 i
A B 1 ke 3 A o4 s 25 99 ) LS 0 B A 5
L (£ N o i 3 T ST e = e/ N
X T2 2500R 97 1 PA 838, th T HAEHIMLE] 3=
SRy RH Wk Kz 57 1% 2% 5% 44k ( mineralocorticoid receptor,
MR) , T - 3F L2 P AT [ i /K OF , SRR TR 7 RICR
02 e e < (WA N |G B iy s N E N 196 B RP2TE 7/ R
I 14 S SO 4 B = G5 — B PE M AR E . Meng 252"
AT ZE ks 25903897 PA OSE AR RE SO A
PITR AT 4R IR IR, SE IR RRAUN 13.3% ;4%
FARIBIT 58 236 B SO A G A IR 254 ] {f
BE MR IR B IEF, 56 2R MR A 85. 7% . SR,
CFPPEAL 5 3 T B R 25 RN I R ) 25 5 . AE
RS T, O T IRk AR , B R N AT T
R T P A 1 114 00 o, A e AR %) MR N R 2
TR BRI 1 & R P 546, PA BT RE
METEYE I P R G IR AR S H
ML PR K5 96 45 7 5248 9 /0 700 1B 4 24 D
B A B A IS 22 T R I B R K P IEE =
1 ng/(ml - h) VE R 25403R Y7 I T 11 il 52 A 3 bt 58 4
(bRIE, & BLIL S B RIS FI 4 1E 1 PA B
FIKFAILE 1 ng/(ml + h) DLTR (9 58 5 0 8 19 55
i 35 B XU o

3.2 [EWNAMIRE K& W RETTE 5 EAG PA 259038
JY 5 B9 IR | M40 20 IE 5 00, Katabami 2™ xf PA
BEIRITIG T 6 A H | REZWiAYT i kbR
K 66. 7% , A KARHH 90.3% , Park 2510 ({5345
J IR, PA BE 52 2503097 J5 10 R I 2 32
55.6% B MAEYR B 1E 3R K 93.7% o AR FRAH
XHEZ RN ERIRIT G A PA BE7EF 14 30 S A 1)

- 577 -

Wt 75 5 2 B 4% 4 ALK 57. 0% o T A< F 5 4%
REIR,PA BF I Z WA ST IS 1 0L T B R
49.47% , AP IRFR RN 72.63% , BHE T ik B wF
FELE T o KT AE T ASHIEFE T P 00 B i )
A 5, [RI 07T g 5 R R BF ST PA FE % B 185
TR AL A B0 . BAN, ABFE ok g% rEHF
FEXF G A 7 2 R R A R IR T AS B
T R HTEIAYT IS M B3, 427 A 4L 52 %) 4 2
T 7 S R B
3.3 BEAEXTT PA HUE AT ORI S0 & 2 b
WFFE 2 5t X FARVETFHEAT , 85 R 2R B
I 5 L PR R s e L PR R R R L AR R L
5 R 25O 2 BRI eGFR A58 2 i [
MR EE ARR 7P L A7 15 S kA Ak (3 s o S {1
F ARG ML M LAGA B 1E 3 i fa e R & AT
FEEFRHIR A G IA T PA 7 R0 5 W R E AT 200,
25 HL IR, TE IR AT LR W R =20 ng/dL g PA
ERHAEIATT I R R AR P % it 10 JXURG: e o 3 e
B <20 ng/dL HFE ) 3. 056 4, ot AT [ i AL
R e B HE S VR F S BOK A B8, 5 2 i A1
LA, 32350 5 SR A U L S 40 25 H S ML
S SHBT YA N B R GG A T T
HX S B T EAEAE ™ B, R
AT 0 ) I ¢ 5 [T K P AL AR 7R PAL (K B 7
R T EL A 0 A A R, SR YT AR K
o BEAh, ABFFE 45 B 4R 167 i 4 9 % i 49
R HTERRAT I R R A, 35 X 64 PA BB 1%
15 AT BEFG T YA RO AN BRAE

g PR ZEATITE H, PAFE 35 76 1 32 18 N i
YT 5, FLILR Al 35195 00 A % i PR e AT s
ARG, B2 1 AR I DT 7 75 2 S8 0o PAL 1825 1) Bt 17 0
T, X TIETFRI A I LA L 7% (76 R 5 el -
Bl PA IE T B TELI LT ARFRAL
XTUZAEEIETT PA B R ECR AT T 3FHr, 1166 R
iR 2 75 BN A T i L5 U S B 2 Y 4
ERTEN LB

1 ParkFunder JW, Carey RM, Mantero F, et al. The Management of
Primary Aldosteronism: Case Detection, Diagnosis, and Treatment:
An Endocrine Society Clinical Practice Guideline[ J]. J Clin Endo-
crinol Metab, 2016,101(5) ;1889 —1916.

2 Kline GA, Prebtani APH, Leung AA, et al. Primary Aldosteronism:
A Common Cause of Resistant Hypertension[ J]. CMAJ, 2017,189
(22) . E773 - E778.



10

11

12

13

14

15

16

17

18

- 578 -

Chinese Journal of New Clinical Medicine, June 2020, Volume 13, Number 6

POREASL, RS, SR T, S ML IE R DR R R T R 48 2 AR
F R s AT LT ] o I PR B2 27,2018, 11(9) 906 - 909.
Ito Y, Takeda R, Takeda Y. Subclinical primary aldosteronism[ J].
Best Pract Res Clin Endocrinol Metab, 2012 ,26(4) :485 —495.
Nishiyama A. Pathophysiological mechanisms of mineralocorticoid re-
ceptor-dependent cardiovascular and chronic kidney disease[ J]. Hy-
pertens Res,2019,42(3) :293 -300.
Monticone S, D"Ascenzo F, Moretti C, et al. Cardiovascular events
and target organ damage in primary aldosteronism compared with es-
sential hypertension: a systematic review and meta-analysis[ J]. Lan-
cet Diabetes Endocrinol, 2018 ,6(1) :41 -50.
TR R B e AR AE A 2 W ERARA. JRUR PR R [ R 3 2 12
WY PRI ZIHR1T ] PA M IBCALE 2016, 32(3) :188 -
195.
Katabami T, Fukuda H, Tsukiyama H, et al. Clinical and biochemi-
cal outcomes after adrenalectomy and medical treatment in patients
with unilateral primary aldosteronism[J]. J Hypertens,2019,37(7) .
1513 - 1520.
Park KS, Kim JH, Yang YS, et al. Outcomes analysis of surgical and
medical treatments for patients with primary aldosteronism[J]. En-
docr J,2017,64(6) :623 —632.
VSLL: SEiSilk M‘ﬂ?l* B BB 35 4 20 SR R TT
BT LI ] e i 2k ,2013,21(6) 1531 - 535.
Luo Q,Li NF,Yao XG,et al. Potential effects of age on screening for
primary aldosteronism[ J]. ] Hum Hypertens,2016,30(1) ;53 -61.
Utsumi T, Kawamura K, Imamoto T, et al. Assessment of postoper-
ative changes in antihypertensive drug consumption in patients with
primary aldosteronism using the defined daily dose [ J]. Asian J
Surg, 2014,37(4) :190 - 194.
EOEL,EFHLE LS BANRIE R A AR
T]. KR BEa4,2015,30(7) :668 —673.
Miller BS, Turcu AF, Nanba AT, et al. Refining the Definitions of
Biochemical and Clinical Cure for Primary Aldosteronism Using the
Primary Aldosteronism Surgical Outcome( PASO) Classification Sys-
tem[ J]. World J Surg,2018,42(2) :453 - 463.
Hh I R LR B R TR R B 1T & 01 2, W LR ER L (), h AR R
oD MR 2, 55 B EE IR R i 18R (2018 4R& 1T
Ji) [T, Hr LG A 275 ,2019,24 (1) 124 - 56.
Zhou Y, Zhang M, Ke S, et al. Hypertension outcomes of adrena-
lectomy in patients with primary aldosteronism: a systematic review
and meta-analysis[ J]. BMC Endocr Disord, 2017,17(1) :61.
Benham JL, Eldoma M, Khokhar B, et al. Proportion of Patients
With Hypertension Resolution Following Adrenalectomy for Primary
Aldosteronism; A Systematic Review and Meta-Analysis[ J]. J Clin
Hypertens ( Greenwich) , 2016,18(12) ;1205 - 1212.
Analysis of

Swearingen AJ, Kahramangil B, Monteiro R, et al.

20

21

22

23

24

25

26

27

28

29

(A B H 2020-03-05][ AL %3 4 %

postoperative biochemical values and clinical outcomes after adrena-
lectomy for primary aldosteronism[ J]. Surgery, 2018,163(4) :807 —
810.
Muth A, Ragnarsson O, Johannsson G, et al. Systematic review of
surgery and outcomes in patients with primary aldosteronism[ J]. Br
J Surg,2015,102(4) :307 -317.
Meng X, Ma W], Jiang XJ, et al. Long-term blood pressure out-
comes of patients with adrenal venous sampling-proven unilateral pri-
mary aldosteronism[ J]. J Hum Hypertens,2019. [ Online ahead of
print ]
Lachaine J, Beauchemin C, Ramos E. Use, tolerability and compli-
ance of spironolactone in the treatment of heart failure[ J]. BMC
Clin Pharmacol ,2011,11 :4.
Hundemer GL, Curhan GC, Yozamp N, et al. Incidence of Atrial
Fibrillation and Mineralocorticoid Receptor Activity in Patients With
Medically and Surgically Treated Primary Aldosteronism[ J]. JAMA
Cardiol ,2018,3(8) 768 —774.
Brown JM, Robinson-Cohen C, Luque-Fernandez MA, et al. The
Spectrum of Subclinical Primary Aldosteronism and Incident Hyper-
tension; A Cohort Study[ J]. Ann Intern Med,2017,167(9) :630 —
641.
Steichen O, Zinzindohoué I, Plouin PF, et al. Outcomes of adrena-
lectomy in patients with unilateral primary aldosteronism: a review
[J]. Horm Metab Res,2012,44(3) ;221 —227.
BiLiGe W, Wang C, Bao J, et al. Predicting factors related with
uncured hypertension after retroperitoneal laparoscopic adrenalecto-
my for unilateral primary aldosteronism[ J]. Medicine ( Baltimore) ,
2019,98(30) :el6611.
ot 2 OF, ek B AF. JRUR PR [ A 258 TR BUS K
TN LR AT S R A [ 0], A A A 2k
2016, 32(3) :201 -205.
Rossi GP, Bernini G, Desideri G, et al.
aldosteronism; results of the PAPY Study[ J]. Hypertension,2006,
48(2):232 -238.

R, IR, T KA R [E S 2 AE O
B INBERR PRI [T ], I A8 I8 A A 4 (BR 24 hR) , 2006 ,26

(1) .48 -50.

Renal damage in primary

Sechi LA, Novello M, Lapenna R, et al. Long-term renal outcomes
in patients with primary aldosteronism[ J]. JAMA,2006,295(22) .

2638 —2645.
B X4 ]

35| AtER

EWEAR, 3% R BRINERIG YT IR0 I 1] 5 220 A S8R P
W BRI PRZE A A DN 38 20 A (). Hp Tl PR B2 22,2020, 13 (6)
574 -578.



