Clinical decision-making in primary aldosteronism screening, diagnosis and management: A qualitative study
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Introduction: Primary Aldosteronism (PA) is a potentially curable cause of hypertension, accounting for up to 14% of cases. In Australia, PA screening rates are below 1%, with underdiagnosis and/or diagnostic delay contributing to potentially preventable cardiovascular complications and end-organ damage. However, the factors underlying PA underdiagnosis and undertreatment are not well understood. 
Aims: To identify clinician-reported factors influencing the screening, diagnosis and treatment of PA.
Methods: Between May and November 2024, semi-structured interviews were conducted with 8 cardiologists, 10 endocrinologists, 10 general practitioners and 10 nephrologists across Australia. Interview transcripts were analysed using deductive content analysis guided by the Consolidated Framework for Implementation Research (CFIR) and inductive reflexive thematic analysis.
Results: Four themes were developed to explain factors affecting clinician decision-making: 1) clinician experience, knowledge and perceptions; 2) complexity and burden of PA screening and diagnosis; 3) accessibility to services and information; and 4) health system, government and organisational factors. Key barriers to screening, diagnosis and treatment for all clinician groups were i) that PA screening is often considered in a narrow patient cohort, excluding older individuals and those living with multi-morbidity, and; ii) that limited access to diagnostic services compromised screening and diagnostic workup. A key facilitator was cross-disciplinary and collegial decision-making in patient management. 
Discussion: These findings highlight several areas for development of clinician-targeted interventions to improve PA detection and management. Opportunities include: advocacy, education and clinical guideline updates to promote broader screening; protocol development to simplify screening test preparation and improve assay reliability; innovation in the workflow for PA diagnosis, and; development of communities of practice. 
