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Adrenalectomy

= Right adrenalectomy was performed via robot-assisted
laparoscopic approach

o 87% of patients treated with mifepristone in the 24-week SEISMIC trial had = There were no intraoperative or postoperative complications
significant clinical improvement. Clinical improvements included signitficant requiring extended hospitalization

ABSTRACT = Mitepristone (Korlym®, Corcept Therapeutics) is a competitive glucocorticoid

receptor antagonist approved for patients with all forms of CS who have DM or
glucose intolerance and have failed surgery or are not candidates for surgery

Figure 1. Abdominal CT Scan Images Figure 2. Changes in Blood Pressure After Treatment With
Mifepristone

Background: Management of preoperative blood pressure (BP) is essential in reducing
perioperative risk of hypertensive crisis. This can be complicated in patients with
Cushing’s Syndrome (CS), as it is associated with increased mortality and multisystem
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Presented at the Endocrine Society Annual Meeting (ENDO 2016), April 1-4, 2016, Boston, Massachusetts




