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Letter to the Editor

Supper-selective ACTH-stimulated
adrenal vein sampling is necessary
for detecting precisely functional
state of various lesions in unilateral
and bilateral adrenal disorders,
inducing primary aldosteronism
with subclinical Cushing’s syndrome

Dear Sir;

Hiraishi et al. [1] had recently reported that the prev-
alence of primary aldosteronism (PA), complicated
with subclinical Cushing’s syndrome (SCS), was 8 of
38 PA patients (21%). They also reported that PA/SCS
patients could be classified into various sub- types [1].
They concluded that hypercortisolemia is usually con-
cordant with imaging studies, while hyperaldosterone-
mia is frequently discordant with CT images, in which
micro-APA may coexist at ipsilateral, bilateral, or con-
tralateral side [1].

It is well known that PA manifests biochemically and
pathologically as several subtypes, with aldosterone-
producing adenoma (APA) and idiopathic hyperaldos-
teronism (IHA) comprising most cases. These 2 entities
can be difficult to distinguish clinically, biochemi-
cally, radiologically and even by adrenal vein sampling
(AVS), especially in the rare case of multiple adrenal
adenomas, which may occur either unilaterally or bilat-
erally. Itisimportant to differentiate between these sub-
types because APA is potentially surgically correctable,
while IHA is usually medically managed [2].

On the other hand, AVS can detect the laterality of
hyperaldosteronism in those patients, while it is still
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difficult to differentiate bilateral hypersecretion of
bilateral aldosterone-producing adenomas (BIt-APAS)
from that of IHA. We have developed a new method
of supper-selective ACTH-stimulated adrenal vein
sampling (SS-ACTH-AVS) in order to improve the
technical examination for differential diagnosis [3].
Adrenal effluents were sampled at the central veins and
at one or two tributaries of adrenal veins in each gland.
SS-ACTH-AVS can precisely analyze the functional
state of steroidogenesis in various portions of each
adrenal gland. We can also detect some tiny lesion(s)
by SS-ACTH-AVS, which is not visible in CT images.
Moreover, it is possible to differentiate Blt-APAs from
IHA and we can postulate the decision of surgical treat-
ment, such as partial adrenalectomy. Thus, we should
perform SS-ACTH-AVS especially in the cases dem-
onstrating an existence of adrenal lesions such as uni-
lateral and bilateral tumors, or even no tumor in both
sides in PA[3].

Cases 2 & 5 with PA/SCS, reported by Hiraishi et
al. demonstrated bilateral adrenal hyperaldosteronemia
[1]. We would like to emphasize that SS-ACTH-AVS,
by which we can easily detect the portion of localized
(APA) or diffuse adrenal lesions (IHA) in PA, should
be performed in Hiraishi’s Cases 2 & 5 with PA/SCS.
Furthermore, there were reported an interesting cases,
such as radiographic evidence of multiple adrenal nod-
ules in unilateral or bilateral adrenal glands [4], like as
the cases reported by Hiraishi et al. [1]. SS-ACTH-
AVS is strongly indicational for unilateral/bilateral
adrenal disorders demonstrating multiple nodules.
They also reported that the absolute value of aldoster-
one was employed for diagnostic criteria for laterality
of hyperaldosteronemia in PA/SCS, since cortisol lev-
els considerably differed in adrenal veins in PA/SCS
[1]. We also suggested that we should use absolute val-
ues, rather than using the ratio of aldosterone to corti-
sol in AVS [5].
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