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Introduction:

Imaging:

In many cases, Cushing syndrome (CS) is caused by an 

ACTH-secreting pituitary adenoma and is termed Cushing 

Disease.

In these cases, the manifestations of disease arise gradually, 

and patients often present several years after the onset of 

clinical signs and symptoms. 

Patients presenting with severe and rapid onset of CS most 

commonly have an ectopic ACTH-secreting tumor. Which can 

present as an endocrine emergency because of the rapid onset 

of hypercortisolism. 

We present a very unusual case in which rapid and severe CS 

was ultimately determined to be due to a pituitary 

microadenoma.

Presentation:

A 56-year-old male with recent diagnosis of type 2 diabetes, hypertension and obesity 

presented with an abrupt onset of generalized weakness, severe hypertension, hypokalemia 

and generalized edema over the last 4 months. 

He had been admitted 3 times in this time period at local hospitals for fluid overload, 

hypokalemia despite aggressive repletion and hypertension without improvement in his 

symptoms.

Prior to onset of illness, he was a truck driver but now unable to do basic daily activities due to 

edema and weakness.

Heart failure work up was negative. Given work up of persistently low potassium even on large 

amount of replacement a random Cortisol obtained and was elevated 

Physical exam: generalized swelling of his body (extremities and abdomen), bruising over his 

arms, legs

This led to work up below.

Laboratory workup:
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Treatment:

He was started on oral ketoconazole initially: but cortisol 

levels did not improve significantly (see below)

Given patient rapid deterioration of his respiratory status and 

unavailability metyrapone and mitotane, it was decided to 

start a novel treatment, etomidate infusion, using the Carrol 

et al. created protocol.

This infusion led to improvement in cortisol levels

Once stable, patient underwent transsphenoidal resection of 

the pituitary adenoma after discontinuation of etomidate. 

On post-operative day 5, cortisol was 8.90 mcg/dL and 

ACTH was 6 pg/mL. 

Pathology showed a Corticotroph adenoma, strongly 

reactive for ACTH. 

His post-operative course was unremarkable. Subsequent 

follow up, patient diabetes and hypertension were resolved.

Take Away:

Case:

We believe this case to be remarkable as there are few cases of severe onset of CS 

due to pituitary microadenomas have been described. 

With help from Carrol et al. created protocol, this case demonstrated the effectiveness 

of etomidate infusion, a novel but effective therapy as a bridge to surgical intervention in 

patients presenting with life-threatening CS.


