






Fourteen CD patients were studied prospectively: before

surgery (active disease) and again postoperatively 6 months

after discontinuing oral glucocorticoids (remission).







Patients with CS (27 of pituitary and 10 of adrenal origin) after a mean of 11 yrs of successful control of endogenous hypercortisolism.







Data from 86 children with Cushing and 27 children with ACTH-independent CS

One year postoperatively, both SHTN and DHTN were lower than the preoperative values in all patients, but as many as 16%

and 4% of the patients with CD and 21% and 5% of the patients with AICS still had SHTN and DHTN, respectively.



Patients with Cushing’s syndrome are characterized by a

higher prevalence of central adiposity, impaired glucose

tolerance, dyslipidaemia and hypertension, if compared

with age-, sex- and BMI-matched controls, regardless of

its aetiology.

However, 1 year after hormonal remission, patients with

previous corticotrophinomas seem to maintain worse

metabolic and cardiovascular outcomes than patients

cured from adrenal cortisol-secreting tumours.

We cannot rule out that the less favourable outcome of

our patients with previous Cushing’s disease may be

related to multiple pituitary hormonal deficiencies

and/or specific hormonal treatments.





This unfavorable adipokine profiles may contribute to this state of ‘‘low grade’’ inflammation found in

patients cured of their CS, with the resultant persistent increase in cardiovascular risk.







The risk of postoperative VTE, defined as risk within 3 months after surgery, was 0% for ACTH-

independent and 3.4% (95% CI 2.0–5.9) for ACTH-dependent CS (12 events in 350 patients)









Concentric hypertrophy and remodelling were still somewhat more prevalent than in controls (27% and 25%

vs 12.5% and 8.9% in cardiac ultrasounds performed in patients cured of Cushing’s syndrome and controls,

respectively).

Parameters of systolic function, (ejection fraction and MWFS, were both comprised in the normal range in

most cardiac ultrasounds performed in patients in remission, although mean values were still somewhat lower

than in controls.

The prevalence of impaired relaxation, assessed by E-wave deceleration time, was comparable to controls

(35% vs 23%) although mean measurements were still longer.













32 sex- and age-matched healthy subjects (control-1) and 32 BMI-matched

subjects (control-2).













Time course of serum osteocalcin concentrations before (month 0) and after the cure of

endogenous hypercortisolism (months 1 – 6 – 12 – 24 – 36 – 48)





Series with a long follow-up after remission of hypercortisolism (mean follow-up of 11

years).



These differences were observed in

estrogen-sufficient women but not in those

with estrogen deficiency.

This suggests that the protective effect of

estrogens on bone mass is lost with

hypercortisolism.



























CONCLUSIONS

Persistent hypercortisolism in CS is associated with a high number of

several complications, only partially reversible after the remission of

excess cortisol.

These findings suggest the existence of a new syndrome, which can

be called “Cushing’s cure syndrome”, which is partially similar but

displays some different characteristics compared to Cushing’s syndrome



• Bias: Influence of therapy (surgery, ketoconazole, etc);

concomitant therapy (bisphosphonate, statins, etc); pituitary

hormonal deficiencies and/or specific hormonal treatments;

estrogen status, etc

• Pediatric population.

• Autoimmune diseases, nephrolitiasis, myopathy.

• Management of cured Cushing’s syndrome complications:

personal experience.



Thank you for your attention


