Cushing’s Syndrome

A Continuing Conundrum
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CASE DESCRIPTION APPROACH TO DIAGNQOSIS
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topical)?

Prior admissions for altered
mental status in the setting

I Assess clinical likelihood of endogenous
of severe symptomatic e

hypokalemia, hypocalcemia |
New diagnosis of systolic and metabolic alkalosis v E

Late-night salivary cortisol (=2 tests) Intermediate or high

heart failure and acute 7 3
hypO n atre m | a Screening test 24 hUFC (=2 tests) 2-3 screening tests
Endorsed new fatigue, |
weight gain, insomnia, and v y Overnight 1 mg ST v v
Abnormal Abnormal

| weakness

Afebrile, HR: 85-91, BP: v %

Cushing's syndrome epeat 1-2 screenin Cushing's syndrome
105'135/ 70'80, RR 18, on isvnli:gly ' ;ExEILn:ltelnin-nenplag;:ShEypermrl:isc:ljsm I5 '-'““"52'3';;’1?{“’1

R A (consider dexamethasone-CRH, desmopressin, Cushing's syndrome

idnight serum cortisol)
Lab Value 2
Exam remarkable for l

bilateral eye ecchymoses, Sodium 121 v - ¥

Abnormal Discrepant Consider

CI’aCk|ES Of the |OW€I’ |UngS, ] Peychiatric disorders, alcohol use disorder,
o Potass|um 33 ; ¢ # pregnancy, severe cbesity, polycystic ovary
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) . Cushing’s syndrome unlikely or Cushing’s syndrome diagnosed Periodically re-evaluate clinically, malnutrition, excessive exercise, illness or surgery,
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Severe anasarca Platelets 102 v

Measure ACTH

Pro-BNP 10,488 L ' 1

24-hour urine 537 pg/dL ow AT Normalor high ACTH
ACTH: 44 pg/ml cortisol, free (<60 pg/day) v -

ACTH-independent Cushing's syndrome ACTH-dependent Cushing's syndrome

(7.2-63.3) AM Cortisol 64 ug/dL 1 7
(S/p (4.3-22.4) Adrenal CT or MRI Pituitary MRI

Dexamethasone)
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Noadenoma or equivocal Adenoma present
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Ectopic Cushing's syndrome or Cushing's disease |q

MRI brain: 3 mm
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pituitary lesion ; +‘P_ Inconclusivet
CT . SIm p I e ap pea“ N g Pituitary gradient absent Pituitary gradient present
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- peripheral somatostatin

uptake, and mild uptake in

Pancreatectomy the left adrenal gland. DI SCUSS | O N

Recurrent hypercortisolism This patient has inappropriately normal ACTH suggestive of a dependent Cushing's process
Repeat PET Scan: Imaging revealed three possible sources for hypercortisolism in this patient (pituitary and two different ectopic sources
Increased uptake in the left including pancreas and ectopic production of ACTH from the adrenal gland)
adrenal nodule The patient remains with intermittent hypercortisolism despite multiple attempts at source control and the etiology remains
- ~ unclear
Left adrenalectomy, staining positive for His clinical course was complicated by profound Cushing's cardiomyopathy, delaying surgical intervention and requiring

ACTH medical management. Cushing’s cardiomyopathy is reversible with normalization of cortisol levels.
Block & Replace Therapy
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Cushing’s Syndrome, though uncommon, may present with conditions frequently encountered in the primary care
setting such as hypertension, diabetes, congestive heart failure, insomnia, and elevated BMI
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