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Supplementary multimedia file 

Example of sequential non stimulated AVS procedure 

During AVS procedure the catheter is inserted through a femoral vein approach. 

In the inferior vena cava, the first blood sample is collected for peripheral cortisol measurement. 

The left adrenal vein is cannulated, and the second blood sample is collected for aldosterone and 
cortisol measurement. 

The ratio between the left adrenal cortisol and the IVC cortisol is higher than 3, which means that the 
left adrenal vein has been succesfully cannulated. 

The radiologist is now trying to cannulate the right adrenal vein, that drains directly into the inferior 
vena cava. The ratio between the right adrenal cortisol and the inferior vena cava cortisol is lower 
than 3, which means that the right adrenal vein was not succesfully cannulated. 

In the second attempt the catheter tip is placed in the correct position and the cortisol ratio is now 
higher 3. 

To define the side of aldosterone overproduction the cortisol corrected aldosterone ratios are 
calculated on each side. 

In this first example we have a right aldosterone to cortisol ratio of 40 and a left aldosterone to cortisol 
ratio of 30. 

This makes a lateralization index of 1.33 indicating bilateral aldosterone overproduction. 

In this second example we have a right aldosterone to cortisol ratio of 50 and a left aldosterone to 
cortisol ratio of 10, resulting in a lateralization of 5.  

In this case we also have a contralateral ratio < 1 which indicates a suppression of aldosterone 
production on the left side. 

Therefore the final diagnosis is unilateral aldosterone overproduction with contralateral suppression. 

 

 

 


