· 3.21 Request common tests of thyroid, adrenal and pituitary gland function, seeking advice where necessary

	Name
	Features
	Lesion
	Investigation
	Treatment

	Addisons

Primary

Hypo

aldosteronism
	low

ACTH or Cortisol  

Aldosteronism and salt
Adrenalism

High: K
	Primary adrenocortical deficiency (autoimmune)
	Synthacten test
	Glucocorticoid replacement

Maybe mineralocorticoid replacement

	Conns
	K low Aldosterone high  R low

Alkalosis

Hypertension 

Not on diuretics

Na raised or normal
	Primary adrenocortical adenoma
	Raised ald:renin

24 hour urine

Aldosterone and Cortisol decrease on standing
	Spironolactone and surgery

	Phaochro

mocytoma
	Periodic rise in BP and symptoms of catecholamine XS
	Adrenal medulla tumour
	Urine VMAs (initially) and others
	phenoxybenzamine alpha blocker

Before cardioselective (BCM) b blocker

Surgery

	Cushings disease

(cushings syndrome is just any cause of increased cortisol)
	glucocorticoids – exogenous or endogenous hypersecretion

Mineralocorticoids e.g. aldosterone


	hyperplasia of adrenals, ACTH dependent, caused by pituitary (micro)adenoma
	Urine: free cortisol

Dexamethasone suppression tests (various)
	Medical:

Remove steroids

metyrapone (blocks production)

or

ketoconazole (inhibits CYP450)

Surgical

Trans sphenoidal adenomectomy for C>D (pit)

	Acromegaly
	GH excess
	Benign pituitary tumour (macroadenomas)

Or carcinoma or carcinoid GHRH secreting (rare)
	IGF-1 plasma
	Trans sphenoidal adenectomy

Somatostatin analogues (octreotide, lanreotide), dopamine agonists(bromocryptine, cabergoline only lower GH)

	Hyperpro

lactinaemia
	Impotence

Menstrual disturbance infertility galactorrhoea
	Pituitary macroadenoma

Ectopic

Drugs – antipsychotics

Physio stress, pregnancy, PCOS
	Daytime non-stressful basal plasma prolactin
	Dopamine agonists:Bromo cabrgoline

Trans sphenoidal adenectomy



	Diabetes insipidus
	Polyuria, inappropriately dilute
	Cranial ADH deficiency

Nephrogenic resistance: lithium toxicity 
	Water deprivation test*
	Fluid and desmopressin (long acting ADH analogue


	SIADH

Syndrome of Inappropriate Anti-Diuretic Hormone:

	Hypernatremia

Inappropriate levels of ADH

Inappropriate urine concentration


	Surgery
Intracranial: infection, head injury, CVA
Alveolar: Ca, pus
Drugs: opiates,antiepileptics, cytotoxics, anti-psychotics
Hormonal: hypothyroid, low corticosteroid level
	High Na and osmolality in plasma >100mosmol/kg)

Adequate/euvolaemic

Diuretics – none

Hypoosmolar <279


	Demeclocycline  (inhibits action ADh on distal tubule)

	
	
	
	
	

	primary hypothyroidism
	(↓ free T4)*
	↓total T4
	↑ serum TSH 


	(T3)*

	Subclinical hypothyroidism
	Normal
	normal
	↑
	free or total serum T3 is generally unhelpful since it may be only slightly reduced in severe hypothyroidism,
or may be elevated by illness unrelated to thyroid function, or as a consequence of incorrect drug therapy 



	Secondary (do further tests e.g. thyroid uptake tests)
	↓
	↓
	↓
	

	Hormone binding probs, e.g. pregnancy, ↑thyroid binding globulin, pituitary tumourAmiodarone (long half life) (euthyroid)
	Abnormal (↑ with amiodarone)
	
	 - 
	↓

	Non compliance with thyroxine
	↑
	
	↑
	

	overtreatment
	↑
	
	↓
	

	Sick euthyroidism in systemic illness
	↓
	↓
	↓
	↓

	Hyperthyroid
	
	↑
	↓
	↑

	Subclinical thyrotoxicosis
	-
	-
	↓
	 -

	Sick euthyroidism
	↓
	↓
	↓
	↓

	Self medication
	
	↑
	
	↓ and thyroglobulin


*= not done routinely

Other thyroid tests:

antithyroid antibodies are suggestive of aetiology only


peroxidase and thyroglobulin antibodies in Hashimotos 

TSG recetor antibody in graves disease

and 99Tc thyroid uptake scanning

