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Whatt primaryy caree clinicianss shouldd knoww aboutt 
hypercortisolism
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• Incidental adrenal tumors 

were found in up to 50% of 
patients receiving routine 
abdominal imaging

inn thee 
aabsencee off clinicall 
featuress off overtt 
CCushing’ss syndromee has 
been found in up to 30% 
of patients3
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Howw hypercortisolismm presentss clinically
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Overtt Symptomss off 
HHypercortisolism

Central obesity

Wasting of extremities

Easy bruising

Purple striae

Rounded “moon” face

Nonspecificc Featuress off 
HHypercortisolism

Weight gain

Diabetes

Hypertension

Hypokalemia

Dyslipidemia

Osteoporosis

Kidney stones

Reproductive and 
psychiatric disorders
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Whoo too screenn andd howw too screen
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• Large and rigorous study
• First in US of its kind to date
• Recruited patients with poor diabetes 

control despite current best therapies
• Excluded those who may have false 

positive hypercortisolism testing
• Recruited a diverse population in 

varied clinical practice settings

• Findings may not apply to all people 
with diabetes

• CATALYST recruited a highly-selected, 
though common, phenotype

• Imaging studies were “community 
standard” abdominal CTs, not 
dedicated adrenal CTs

• Treatment of hypercortisolism in this 
population is not yet clear – currently 
being evaluated in Part 2
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Howw too successfullyy sendd aa referrall forr furtherr evaluationn 
andd managementt off hypercortisolism
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Step 5: Refer to Endocrinology
Include all necessary information for a successful referral

Step 4: Interpret Results
If test results suggest hypercortisolism, proceed with referral to endocrinology.

Step 3: Biochemical Testing
Start with overnight 1 mg DST as the most sensitive first-line test

Step 2: Patient History
Review medications, physical exam, comorbidities, lab results

Step 1: Clinical Suspicion
High index of clinical suspicion should trigger screening for hypercortisolism
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Periodic 
Interprofessional 

Discussions 

Medical 
Management

Radiation 
Treatment

Surgical 
Treatment

Follow-Up 
Care



Medical Management

• Pharmacists work with the care team to select treatment and discuss details of 
drugs for treatment of hypercortisolism, including optimal dosing, potential 
drug interactions, and other considerations.

• Nurses participate in patient consultations with other members of the health 
care team to facilitate drug administration and monitor for treatment 
response and adverse reactions.

Radiation Treatment These definitive therapies often require hospital admission.
• Hospital care teams evaluate  patients and administer these therapies.
• Hospital care teams often include anesthesiology, nursing staff, clinical 

nutrition, social workers, physical rehabilitation, and mental health specialists.
Surgical Treatment

Follow-Up Care

• PCCs, endocrinologists, and surgeons typically drive the structured long-term 
follow up plan. 

• Plans should include periodic evaluation to assess for recurrent or persistent 
hypercortisolism.
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