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Primary aldosteronism (PA) is a widely under-diagnosed condition that is commonly missed as an 
underlying, secondary cause of hypertension. Even in the setting of relatively controlled blood 
pressure, individuals with PA are at increased risk of stroke, coronary disease, atrial fibrillation, 
heart failure, and proteinuric CKD.1,2 In July 2025 the Endocrine Society released their updated 
PA practice guidelines.3 The following are our top 5 takeaways from this guideline update: 
 

1. The Endocrine Society recommends screening for PA in all hypertensive individuals with 
serum / plasma aldosterone concentration and plasma renin concentration or activity.3 This 
recommendation reflects the high prevalence of PA at a population level and the harms 
associated with unmanaged PA over time. 

 
2. For those who screen positive for PA, confirmatory testing is suggested unless there is a 

high probability of lateralization (unilateral adrenal disease), such as in individuals with 
PA who have hypokalemia, very low renin and elevated aldosterone. Of the recommended 
confirmatory test options, oral sodium suppression testing is the most feasible in an 
ambulatory / out-of-hospital setting.3  

 
3. Mineralocorticoid receptor antagonists (MRAs) are preferred as PA-specific medical 

therapeutic agents over epithelial sodium-channel (ENaC) inhibitors such as amiloride or 
triamterene. Within the MRA category, spironolactone is suggested first-line due to its low 
cost and widespread availability, with a starting dose of 12.5 – 25mg.3 
 

4. Adrenalectomy can provide a potential curative solution for those with PA who have 
lateralizing disease. In individuals who are considering a surgical approach, adrenal CT 
imaging and adrenal vein sampling (AVS) are first required to help inform surgical 
candidacy. For young patients (<35 years) with severe PA and a >1.0cm unilateral adrenal 
adenoma, AVS may not be necessary prior to surgery.3 

 
5. Plasma renin concentration or activity can be used to guide titration of MRAs such as 

spironolactone and eplerenone. For those whose hypertension is uncontrolled and plasma 
renin remains suppressed while taking a MRA, the MRA dosage should be increased for 
further blockade of the mineralocorticoid receptor against aldosterone.3 

 
The Toronto Hypertension Clinic is accepting referrals for hypertensive patients with suspected or 
confirmed PA. To involve us in the care of your patient, simply fax a referral to the number below. 
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