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Catheter-based adrenal ablation remits resistant secondary hypertension
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Abstract Primary aldosteronism(PA) is one of the common causes of secondary hypertension, and its target

organ damage and cardio-cerebrovascular risks are more severe than primary hypertension. However, a considera-

ble number of PA patients suffer from poor medical efficacy or intolerance, and are not suitable for surgery. Tran-

scatheter adrenal artery ablation effectively solves this clinical bottleneck problem.
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Table 1 Comparison of RDN and adrenal ablation in treatment of resistant hypertension
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