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tandlng Endocrlne Hypertension
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Case” !"42~fe ale

20 mont ’_ » WOl sening diarrnea
] |_)L)"‘ t loss (7 kg)
lVialaise, - amenorrhea

J fo‘ BP‘105/7O

atlnlne 2.0 X normal
- K 5.3 mmol/L
= - Na 132 mmol/L
e 'mild anemia
benign urine sediment
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1) ra for renal biopsy
2) Ie er for GI work-up
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Adrena iIure:""';}’*—
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M/Veakness & fatigue ¢ Hyponatremia
. '\rur-' |a&we|ght * Hypotension

lc)a;fz; * Shock & death
= fi. s_ea vomiting &
larrhea * Hyperkalemia*
’:T.’_-_'i:--‘::'_—" | * Hyperpigmentation*

*Only in primary adrenal failure
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s-’-"*'fSecondary (cortisol deficient)
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— pituitary lesions
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Adrenal failure: evaluatio s

-* (NJI‘.IJJ s i@é’fﬁm@s{m
— Co rtrosyn 250 mcg IV

P sma cortisol @ 30 & 60 min

— I_\Iormal > 550 nmol/L (20mcg/dl)

" :;1 ‘Not sensitive for new onset secondary

—

ad renal failure (after pituitary surgery, pituitary apoplexy)



IEStingnAdrenal ln

Normal

Recent Onset
29 Adrenal

@ Insufficiency
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L)ww e dlfferentlate generic
JC es |ty from Cushing's syndrome






Thinning of hair o
Red cheeks : o
Buffalo hump ~— Moon face
Suproclav’cubrf/
fat pod

Increcsed

Bronze skin and facial hoir

Weaight goin

™ Purple strice

Thin extremities
with muscle

O?rcphy

Pandulous abdomen

Ecchymosis
resulting from
easy bruising

Thin skin and —
subcutoneous

fissue Slow wound

healing




1) Thin depth
2) Wide width
3) Violaceous



SCIEENINC r Cushlng S Syg(ilI rome.

3.C ptlons
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2over nignt . mg examet asone
SUPpre ssmn testing (normal response Is
M o] tlsol < 50 mmol/L; <1.8 mg/dl)

'i

_fﬂwr Urlnary free cortisol
~* Late Night Salivary Cortisol (LNSC)

— Beware age, DM, BP, Stress, Shift workers
Future: ? Salivary Cortisone??
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2400 0400 0800 1200 1600 2000 2400
CLOCK TIME (HOURS)

_ |
ate nght Cortisol_. I ..
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nignt Salivary Cortisels

0700 h
cvening values

discriminated between
the groups

- —————

. Morning values were
not helpful

Nml CS RO Nml CS RO

Raff H et al. J Clin Endocrinol Metab 83: 2681-6, 1998



. Salivary*@ortisol:
HIEIPTUIAWIth Pseudo .Cushings:
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Cushing’s Pseudo Obese subjects Normal subjects
syndrome Cushing

Putignano P, et al. J Clin Endocrinol Metab 88:4153-7, 2003



UEC anditNSC In 43 patients with
SUrgically. proven Cushing's diSeasess

~ 10000 —

- Salivary Cortisol (ng/dl)

Salivary cortisol may
be elevated when

UFC is normal
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Elias PC et al. J Clin Endocrinol

1
136579 11131517192123252729 3133353739 4143 Metab 99:2045-51, 2014
Cushing’s Disease Patients
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SRoutl j- physical BP 170/90
=INO me s
2 mptomatlc other than new headaches

ks - P A 5 times upper limit of normal
" “::;'aldosterone high normal
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1)e grmj yndrome
/)r)rr' romocytoma
; J)F e Gmuscular dysplasia of renal artery
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J F Blg 3 are:

= R‘enal artery stenosis
== - Hyperaldosteronism
f--—:-'-‘“ "_ Pheochromocytoma






Hyperaldoste

—

FAdenoma .
> Bilate al Hyperpla5|a

> o": aI Carcinoma

RA (Glucocortlcmd remedial aldosteronism)
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= m‘ociety Guidelines =
HVE /.)gr' jdosteronism,Is often Missed; —
/WHO O Screen —

T e e
nth hypertension (>140/90 mm Hg) with hypokalemia.
35' hypertension and sleep apnea.
/ ﬁsustamed blood pressure above 150/100 mm Hg.
‘ resistant hypertension (uncontrolled with three
al antihypertensive drugs).
Pa jli':’ ‘with hypertension controlled with four or more medications.
—;7;';::‘-‘%- ts with hypertension and an adrenal incidentaloma (mass in the
-~ adrenal gland).
= -7) Patients with an early onset of hypertension (<40 years of age) and
“those with a family history of early-onset hypertension or stroke.
8) Patients with first-degree relatives with hypertension and a diagnosis of
primary aldosteronism.
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SIgNS,and Symptoms
nERAmary ral

v Hypertension
| JWeakness
_}/ Muscle Cramps
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nlng tests
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= Re ‘e om plasma Aldosterone / Renin Ratio
= ,fpotassmm should be normalized)
,_" no Iinterfering medications)
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Clin Endocrinol Metab, May 2016, 101(5):1889-1916
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) \/cr/ Igh PAC/PRA—)Adenoma

J }VL) 3 evere hypertension and lower potassium
sugg Sts an adenoma
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= -,,Aarenal Vein Sampling Often Indicated
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Sale, Anti- ypertenswes to se

=

WHIl 'Investlg'ﬁ'hng

Verapamil
2Hlydralazine
*¥Alpha Blockers
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f'Do NOT start spironolactone. It makes
Investigating hyperaldosteronism

Impossible and takes 6 weeks to wear off

Endocrine Society Guidelines 2016
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f anxiety, headaches and

Src "e rader

=} ertenswe for 5 years. BP now up to
--:»..’60/90
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lyperterl on In
Plieochromocy yto!
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J P* roxysmal in 48%

= _I5 ksistent in 29%
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~ * Normal in 13%






Rheochiromocytoma s o

S yr‘r’o tQms -‘R

e

‘\rmg{g f Headaches (80%)
ruje ns (64%)
_)- 2lf Q_regs (57%)

S Symptomatlc Triad Of Headache, Sweating, And

ey W

e ’Tachycardla In A Hypertensive Patient = Sensitivity
| 90.9% And Specificity 93.8%
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HOW T0 Screen...

urine Catecholamines or metabolites:
metanepl m‘es normetanephrines, (VMA less helpful)

Plasn o’IIection

Pla "' -Free Metanephrines Are Recommended As The Test Of
— Cho c‘“e“For Excluding Or Confirming The Diagnosis Of

= D’chromocytoma
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@Addison’s Disease

Jﬂf 9 's Syndrome/Disease
,f C‘P __D 's Syndrome

__ eochromocytoma
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Often hard to detect

= THINK about them
Order screening tests
Do not be afraid to refer early



