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Background

*Chronic cortisol excess — multisystem disease

*Strong overlap with:
*Type 2 diabetes / insulin resistance
*Hypertension
«Central obesity
*Mood disturbances

-Often underdiagnosed due to nonspecific presentation

*Associated with:

1 Cardiovascular risk
1 Infection risk
1 Mortality if untreated

*Treatment improves metabolic outcomes when identified early



Background 2

* Historically, the prevalence of hypercortisolism in type 2
diabetes has been unknown
* Different testing methods
« Small sample size in trials
* Differences in severity of T2DM

* CATALYST trial

* Approximately 1000 participants with difficult-to-control T2DM

* 23.8% of individuals with hard-to-treat T2DM experience
hypercortisolism

 Hypercortisolism patients treated with Korlym/mifepristone
showed a statistically significant reduction in HbAlc (-1.47%)



Aim

Primary Aim: ldentify the prevalence of
patients who meet criteria for DST.

Secondary Aim: Characterize the most
common reasons for exclusion from DST.
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About Our Clinic

4 Our continuity clinic is a federally qualified health care center serving an undérserved population in Sumter with a
high burden of chronic disease.

Providers manage complex patients with multiple competing priorities, often in the setting of unmet social needs.
612 diabetes related visits per month
50% of patients have a HBA1c > 7%

In this context, diagnosing hypercortisolism is particularly challenging due to cost barriers and limited access to
endocrinology.
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{ Primary Outcome: Proportion of patients eligible for hypercortisolism screening with the dexamethasone suppression test (DST). ]

DST = dexamethasone suppression test; ACEi = angiotensin-converting enzyme inhibitor;
ARB = angiotensin receptor blocker.



Results
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Results (continued)

Reasons for Exclusion from Hypercortisol Testing

Allergic to dexamethasone
History of Cushing's disease or treatment for Cushing's
Excessive alcohol abuse (greater than 14 units/week for...
ESRD/HD
Pregnancy/lactation (need negative UPT immediately...
Systemic glucocorticoid medications (exclusive...
Severe medical/surgical/psychiatric illness H
Severe untreated OSA =
New diabetes mellitus diagnosed less than 1 yearsago 1R
Diabetes mellitus1 =
Patient not takeing > 2 antiglycemic medications I
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Discussion

*High yield population identified
*~67% met criteria for DST screening
*Suggests substantial missed testing opportunities

*Supports targeted testing strategy:

*A1c elevation as an entry point

Real-world barriers:

*Time constraints
sAwareness of indications
*Uncertainty around testing workflow

Clinical implication:
Primary care may be key to early detection ©




Questions/Comments

Contact Information:

* Andrew.Moran@prismahealth.org

* Christian.Youssef@prismahealth.org
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DST Screening Algorithm
w

1. Identify patients at risk

Clinical features

Elevated HbA1c Resistant Central obesity or ~ featin
despite therapy hypertension prCfgressw.e suggestuvg o ¥
weight gain hypercortisolism
Alced 0% desgite e 214,0/ 0 mmHg en Increased waist e.g., easy bruising,
optimal treatment 23 antihypertensives circumference or proximal weakness,
unexplained gain violaceous striae
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2. Exclude common confounders

* Exogenous glucocorticoid use

¢ Acute illness or major physiologic stress
» Alcohol use disorder or poorly controlled psychiatric disease
>

S
@ * N\
3. Perform 1-mg overnight DST

Dexamethasone 1 mg at 11 PM — Serum cortisol at 8 AM
Interpretation

» Cortisol < 1.8 pg/dL: normal suppression
L ¢ Cortisol > 1.8 ug/dL: abnormal; possible hypercortisolism J
=N
- v v
4A. Normal suppression 4B. Abnormal result
¢ Hypercortisolism less likely ¢ Consider confirmatory testing
¢ Continue usual management * Refer to Endocrinology
L ¢ Reassess if suspicion remains high ¢ Evaluate for underlying source

-
‘@f ’ Targeted screening in primary care may improve early detection of hypercortisolism.

e
DST = dexamethasone suppression test
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