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Diagnostic Accuracy of Computed Tomography in
Predicting Primary Aldosteronism Subtype According to Age
(Endocrinol Metab 2021;36:401-12, Seung Hun Lee et al.)
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We read with interest the article titled “Diagnostic accuracy of
computed tomography in predicting primary aldosteronism subtype according to age” by Seung Hun Lee et al. [1] in the March
2021 edition of your esteemed journal.
The investigators did a superb job of presenting primary aldosteronism data from two tertiary care centers in Korea. The remarkably large number of diagnosed cases of primary aldosteronism (n=676) lends credence to the findings of the study,
which tried to address the highly contentious issue of the accurate diagnosis and localization of primary aldosteronism and its
source.
Primary aldosteronism is a recognized treatable cause of secondary and resistant young-onset hypertension. The recognition
and screening of this entity have markedly increased, to the
point that it is no longer considered a rare condition. Studies
have shown the prevalence of primary aldosteronism among
patients with hypertension to be 10% [2]. Primary aldosteronism is an etiology of hypertension for which a definitive cure
can be offered to patients. Patients undergoing surgery for accurately localized unilateral aldosterone-secreting adrenal adenoma can be cured of hypertension for life and can become drugfree. For those with bilateral disease, the addition of even a
small dose of a mineralocorticoid antagonist can significantly

reduce the pill burden of hypertension and decrease the longterm morbidity and mortality due to uncontrolled hypertension.
The study has a few points with which we agree and some for
which we would like to raise a few questions. First, the importance of hypokalemia in diagnosing primary aldosteronism—
particularly unilateral adenoma—and thus avoiding the need for
adrenal vein sampling (AVS) is perhaps overrated. Hypokalemia (a primary clue for the diagnosis of primary aldosteronism)
is present in only 20% of cases [3]. Therefore, reliance on hypokalemia in evaluating and lateralizing aldosteronism can be erroneous.
Another point of disagreement is the need for confirmatory
tests for diagnosing primary aldosteronism in all patients. It is
recognized in guidelines that in unequivocal cases, with hypertension in the clinical setting of spontaneous hypokalemia with
a plasma aldosterone concentration >555 pmol/L (>20 ng/dL)
and plasma renin activity <1 ng/mL/hr (or plasma renin concentration below the lower limit of the reference range); a diagnosis of primary aldosteronism is confirmed and confirmatory
testing is not required [4].
Other than these queries, we fully agree with the investigators
that although AVS should be the standard of care in the diagnosis of primary aldosteronism, the availability, cost, and technical
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expertise are important limitations of the widespread use of
AVS. The investigators have very clearly tried to predict and accurately diagnose primary aldosteronism based on computed tomography (CT) scan findings with age-specific cut-offs. This
would help bypass AVS while still making an accurate diagnosis. We are particularly excited about this possibility because
AVS is available in very limited centers in India. Moreover,
AVS also has limitations and may be non-diagnostic even in the
most experienced hands. Our experiences with AVS at the tertiary care hospital where we work have also not been very encouraging. We often are left with a non-diagnostic AVS. In such
cases, we have to revert to clinical findings, biochemical cutoffs, and CT scan findings to arrive at treatment decisions. We
look forward to more data from other parts of the world in this
regard to make the diagnosis of primary aldosteronism easier,
more accurate, and more cost-effective.
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