
Figure 1. How to Screen for PA in Individuals with Hypertension.

Individuals with Hypertension

Measure Aldosterone, Renin, and Potassium*

Yes No

Meets Criteria for Primary Aldosteronism**
Renin is low/suppressed and Aldosterone is inappropriately high relative to renin

•	Plasma renin activity (PRA) ≤ 1 ng/ml/h
•	Direct renin concentration (DRC) ≤ 8.2 mU/L 

•	Aldosterone (immunoassay) > 10 ng/dL (>277 pmol/L)
•	Aldosterone (LC-MS/MS) > 7.5 ng/dL (> 208 pmol/L)

AND

Aldosterone to renin ratio (ARR) is increased
•	Aldosterone (immunoassay) ng/dL/PRA ng/mL/h > 20 
•	Aldosterone (immunoassay) pmol/L/DRC mU/mL >70

•	Aldosterone (LC-MS/MS) ng/dL/PRA ng/mL/h >16
•	Aldosterone (LC-MS/MS) pmol/L/DRC mU/mL >53

Concern for False Positive Result?
•	 β adrenergic blockers or centrally acting α2 agonists 

that lower renin and increase ARR?***

Concern for False Negative Result?
•	Hypokalemia that lowers aldosterone?
•	Medications that raise renin and decrease the ARR?

•	Strong confounders: MRAs#, ENaC inhibitors
•	 Intermediate confounders: Diuretics 
•	Weak confounders: ACEis, ARBs, Dihydropyridine 

CCBs
•	High pretest probability of PA?
•	Low renin with aldosterone 5-10 ng/dL, 138-277 

pmol/L (immunoassay)?

Yes No

•	Withdraw β 
adrenergic blockers 
or centrally acting 
α2 agonists for 2 
wks

•	Then retest

PA Likely

Proceed to algorithm 
for the treatment of 
hypertensive adults 
with aldosterone, 
renin, and ARR 
suggestive of PA

No Yes

PA Unlikely

Anti-hypertensive 
therapy as per 
guidelines for treating 
primary hypertension

*�Ideally in seated position in the morning; ideally without venous stasis (release tourniquet after venipuncture and wait at least 5 seconds before withdrawing blood) to 
avoid factitious rises in potassium.

**�Aldosterone and renin cutoffs are provided for guidance; however, laboratory-specific values may be used if available.
***�Consider potential false positive induced by β blockers when aldosterone <15 ng/dL by immunoassay, <10 ng/dL by LC-MS/MS.
# Drospirenone in OCPs is an MRA.

•	Correct hypokalemia

•	Withdraw MR antagonists, ENaC 
inhibitors, diuretics for 4 wks

•	Consider withdrawing ACEis, ARBs, 
and dihydropyridine CCBs for 2 wks

•	Then retest

RE-TESTRE-TEST


