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INTRODUCTION

Secondary hypertension should be suspected in patients 
who have poorly controlled hypertension and are 
following guidelines for sodium intake, alcohol 
consumption, not on NSAIDs and are on three or more 
antihypertensive drugs (one of which is a diuretic). 
However, patients with well controlled hypertension on 
three or more medications may not always trigger further 
investigation into secondary causes. 

CASE DESCRIPTION

The patient is 76 year old married woman who presented 
to the geriatrics clinic to establish care. In addition to 
hypertension, she had hypothyroidism, obesity (BMI 
31.4)  and osteoporosis. Her blood pressure was 138/74 
on valsartan 320 mg, amlodipine 5 mg, indapamide 2.5 
mg and labetalol 100 mg bid, which she had been taking 
for the past four years.  In addition, she had been taking 
80 mEq of potassium daily with a current serum 
potassium level of 4.1 mEq/L.   Her potassium 
requirement prompted measurement of a plasma 
aldosterone concentration/plasma renin activity ratio 
(PAC/PRA ratio) to evaluate for primary 
hyperaldosteronism. PAC/PRA was elevated, and she 
underwent a CT scan that demonstrated a 15 mm left 
adrenal nodule with enhancement characteristics 
suggestive of adrenal adenoma. Subsequent adrenal 
vein sampling revealed elevated levels of aldosterone on 
the left. She underwent surgical resection, and pathology 
confirmed adrenocortical adenoma. Two months after 
resection, her blood pressure is controlled on olmesartan 
40mg and potassium level is 4.6 mEq/L without any 
supplementation. 

DISCUSSION

Secondary hypertension is not routinely screened for in 
patient with a diagnosis of hypertension due to the low 
prevalence (approximately 5-15% of patients with 
hypertension). Currently, because of time and cost 
constraints, secondary hypertension is usually investigated in 
patients with poorly controlled hypertension and who are on 
three or more antihypertensive medications or with some 
other clinical clue. Our patient had been taking four 
antihypertensive medications and was on high doses of 
potassium supplementation for four years. Up until this patient 
presented at our clinic, no further workup was pursued 
because her blood pressure was well controlled. This patient 
presented with the clue of significant potassium requirements 
with no apparent cause for hypokalemia. This prompted the 
evaluation for primary hyperaldosteronism even though only 
an estimated 9-37% of patients with primary 
hyperaldosteronism have hypokalemia. 
Treatment options include medical management with 
mineralocorticoid receptor antagonist or adrenalectomy. Since 
she had a history of breast cancer in remission, she was very 
concerned about recurrence. Through shared decision 
making, the patient opted for adrenalectomy. Her concern was 
assuaged by the pathology report of an adrenal adenoma. 
Opting for adrenalectomy had the potential benefit of a greater 
reduction in the number of antihypertensive medications. This 
appears to be the case for this patient as two months 
following surgery, her blood pressure is well controlled on 
olmesartan 40 mg.

(1) Rimaldi S, et al. Secondary arterial hypertension: when, who and how to screen?. European Heart Journal 
(2014); 35: 1245-1254

(2) Mulatero P, et al. Increased diagnosis of primary aldosteronism, including surgically correctable forms, in 
centers from five continents. J Clin Endocrinol Metab 2004; 89:1045.

(3) Satoh M, et al. Systematic review of clinical outcomes of mineralocorticoid receptor antagonist treatment 
versus adrenalectomy in patient with primary aldosteronism. Hypertension Research 2019; 
https://www.nature.com/articles/s41440-019-0244-4

Figure 1. CT Abdomen with contrast 
demonstrating adenoma on the left 
adrenal gland

FIGURES

ALDOSTERONE
(ng/dL)

CORTISOL
(ug/dL)

RIGHT 7.0 5.8

LEFT 12.7 45.2

Figure 2. Adrenal venous sampling 
showing elevated aldosterone on the left


