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INTRODUCTION MEDICAL THERAPY Figure 3. Serum K+ (A) and Blood Pressure (B) During the Observation Period Figure 4. The Patient Before and After Treatment With Mifepristone
= Endogenous hypercortisolism (Cushing syndrome) is associated with increased mortality and substantial = Because of the abnormal biochemical results, a trial of mitepristone 300 mg and spironolactone 25 mg was
morbidity' initiated; at Month 2, the mitepristone dose was increased to 600 mg (Figure 1)
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= The patient’s chief complaint was “stress” resulting from an inability to lose weight or sleep through the night, B. Blood Pressure

fatigue, and recent onset of migraine with vomiting 160 - 157 CONCLUSIONS

" No significant weight loss was noted despite diet and exercise; phentermine 15 mg prescribed by her DST, dexamethasone suppression test; FBG, fasting blood glucose. 150 - & Sysilie B = This report details a patient with hypercortisolism who was treated with mifepristone for 6 months
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" A diagnosis of hypercortisolism was supported by the improvement in FBG and weight (Figure 2 o = A trial of mifepristone was initiated because of its intracellular mechanism of action and the uncertainty of
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