HOI CHUNG SAU CAI
THUOC CORTICOID

Bs Trwong Boan Chi Trung
Phong kham N&i Than va Bau
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Tinh hudng lam sang (ID : 6733113 )

Bénh nhan n& 66F , dén phong kham than ngi do phong kham
chuyénvieGFR g iam tl 5 mI/gphut con 32ml(trong vong (#3
tuan ); tiéu du’o’c khéng Iu’o’ng sO luong.

Mét moi, budn nén, nén khan, chan an,an uéng kém . Da kho
, daméng, bam da.

Tién can thvong xuyén dung thudc giam dau khong ro loai ?
PTD 6-7 nam
Khoéng ghi nhan kiéu hinh Cushing, damdng, bam da.

V/v can lam r6 cac nghingd':

v Ton thuong than cap(AKI) hay(va) bénh than man(CKD)?
v Nguyén nhan AKI 13 gi? Thiéu nwdc ,mat nudc ?

v Nguyén nhan réi loan tiéu hoa ?

v HOi ching cai corticoid?

v Kiém tra tinh trang : mat bu chuyén hoa khéng?
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o IvV. MIEN DICH - IMMUNOLOGY

2)Urine Sediment (Can Lang):
Red Blood Cells|
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AF.P 187 k< 20 agtml)

CEA 101 i< 3 nghul)

C.A 199 (Roche)' 7.13 fe 31 Upmd)

HBsAg (Dinh tinh, qualitative)’| NEG SAC0 0.583  fisdes <1; ¥Co <1)

Anti HBs (Dinh
w)'l 4141 uI-a-m-u

811 <{-{ ] 8o | -

Anti HCV (Dinh tinh, . .
litative)' msmoanu-—n

CA 72-4 (Cancer antigen 72-4) <1.50 (<R20 Uml)

Troponin-T hs (Roche)’ 36.00 Hje 34 ngit)

UL

V. XET NGHIEM MIEN DICH ELISA - ELISA TEST

HP Test-lgG (Elisa) POS 97.19 L/ml i< 20 Uksl; CRAYZONE: 20- 30

HP Test-IgM (Elisa)] NEG 13.83 Ufml g« 3 Upni; GRAYZONE: 39- 49)
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Khoa : SIEU AM TONG QUAT - Phong 9
Maiy: ALOKA -ProSound a7

QL el Lot qua

wniLr KET QUA SIEU AM MAL
D :67I3113 Ngdy DK: 140302022 07:17
Ho va i H
B chi ]
Lim sing : KIEM TRA TGNG QUAT : BAU THUDNG VI, AN O - SUT CAN
BSchi&ink  :BS CKL LY VAN PHAI BV chidish  : MEDIC

VUNG KHAO SAT : SIEU AM BUNG TONG QUAT MAU
- GAN: Khing te, bir ddu, CAU TROC ECHO HOI DAY , 00 GIAM AM VUNG SAU , khing sing theaong Ls tri
- MAT: vid mit Khdeg wbi, vich mdeg. Duimg nis troeg gea ihiog die. Oag mit chi Mhing wi, khiog dia
- TUY: Cls trie, kich thade binh thaing. LACH: Lhiag o, diog dung.
- THAN P Mg i, kbiog i sube. THAN T: idng s, Wdog i aoic.
- BANG QUANCG: ihiag sde, Lhdng buiu, vich méag.
= Ving chiu Khdeg w
- Dimg mach chi beag kideg phinh. OO VAI NOT X0 VI
- Ascitas (). Khdog hach § bung.- Khdng tris dch mang phdi.
DA DAY OO V] TR THANH 4-5MM

KET LUAN : GAN NHIEM MO NHE, VIEM DA DAY - X0 VO BONG MACH CHU BUNG

e nghi :
T HE Ohi Mink, sgdy 14032002 07:37
(Bde i &3 by



Bénh than cap

e Tdn thwong than cép
HOAC
e GFR <60 ml/ph/1,73m? da duéi 3 thang
HOAC
e Giam GFR = 35% hoac tang SCr >50% duwdi 3

thang

AKD
\ 9

« DO loc gidm 55ml/ph 232 ml/ph
—> giam 41% (> 35%)




Tim hiéu cac nguyén nhan RLTH:

« Tai dvong tiéu hoa ; cap hay man; viém da day,K da day

« Bénh ly ngoai tiéu hoa:
« nhiém tring (viém mang nao) ; hc tang ap lyc ndi so; dau dau migrain
« r6i loan ndi moi : suy than Hec tang ure huyét, tang calci {

« r8iloan ndi tiét : cwvdng giap, DTD nhiém cetonsuy tuyén thwong than,)

« Ng6 doc : thic an ,rvou , thudc

« Thai ky

e TAm than




Nghi Cushing do thudc : kiém tra cortisol

/mau sang hdm sau

I | || ] | ||
R, TONG KA B R PID: 6733113 ST.T: 1313
- [ TIR VRSN TIRTTLTE R ) "I‘lﬂql’f nm lm
s m#mn” 15/03/2022
nnt’; KET QUA XET NGHIEM
1T BN Mgy ay ey LTI P e
Pail: NGO
Quic tick
PT:(

BS wu ciu: TRUONG.D.C.TRUNG (ANGIOf GIAM DAU)

Tiah traag miu: be

TEN XET NGHIEM  KET QUA KHOANG THAM CHIFU MA QT
Qrenexy

Chiin dodn: M ching Cushing do thudc , i losa tilu héa, theo & tin thuong thin cip / Mod thin maa ( «CFR=

Tmigph) vides phil .
THUOC BIEU TRI: (Gém 4 loai thudc)
1. Prednisone Smg (Pradaisose)
Noly uling 01 ids, in 01 vidn (sdng ;seu dn )
2. Sanaperol 20mg  (Rebeprezoie)
Noly uding 02 lds, ln 01 vidn (sdng chidu trudc dn 30 phit )
3. Kogimin (Vitamis vl khadng chlt)
Noly ulng 01 ki, iin 01 vidn (sdng eu dn )
4. Furagon (Cosalt digho-detoansiogue ( tdng NErogen 36
mg; Co S0mg))
Noly uling 02 Ids, la 01 vidn (sdng chidu :sau dn )
LOI DAN BS

an rau xanh trdi cly
i & in nhidu dam

TRUHCM, ngly 1503/2022 - 08:54
Bic ol dau trf




Theo doi bénh nhan
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Theo doi bénh nhan
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hitps://doi.org/10.4082/4m. 18.0181 » Korean J Fam Med 2020,41.359-362 w Kj FM

KoreanJournal of Family Medicine

= Case Report

A Case Report of Steroid Withdrawal
Syndrome

Faziana Wahab, Razlina Abdul Rahman®, Lili Husniati Yaacob, Norhayati Mohd Noor, Nani Draman

Klinik Rawatan Keluarga, Hospital Universiti Sains Malaysia, Kubang Kerian, Malaysia

Current literature supports the reinstitution of steroids as treatment \ A . ’
of steroid withdrawal syndrome. To withdraw steroids in a patient who Dung |a| ||eU Slnh |y 5' 7,5 mg
is chronically taking exogenous steroids, the steroids should be pred n | Sone

symptoms with a suboptimal 9 AM serum cortisol level, a longer dura- Glam 1mg /2 tuanl Cho den Con 1mg

tion for reduction of steroids is needed, which is then stopped once / g] g é y
the symptoms are resolved.'” However, there are no clear guidelines

on how to replace steroids in patients where the amount of exogenous , . .
steroid taken is unknown. In this case, we had difficulty in deciding the m g ca Ch N g ay tron g 14 N g ay
replacement dose since we were not privy to the amount taken before.
The fact that the patient had stopped the maajun for 2 weeks prior to , \ . . . .o A
her presentation makes it more difficult to gauge the starting dose. Keo da | thdl gla n gla m | |eU N
Nevertheless, due to her age and other comorbidities, we decided to

start her on a short course of low-dose prednisolone with plans to ta- O kh| mL’J)C COI’tISO| méU 9AM thé,p

per the dose.

o xuat hién triéu chirng cai thudc

https://doi.org/10.4082/kfm.18.0181




Theo doi bénh nhan

 Dang dung liéu sinh ly Prednison « Bugc gidm liéu corticoid 0,25 vién
smg/ngay mMoi 2 tuan
« Lam sang 6n » Theo doi:
« Ladm sang :HGi chng cai thudc
» eGFR=49ml/ph corticoid
« cortisol mau/ sang: 4,67ng/dl e Ucch&trycTY-TTT
e Db loc ciu thén




Theo doi bénh nhan

CONG TV TNHR Y TF ROA HAD | e L
=gy, PIIONG KRAM DA KNOA PID: 6733113 STT.: 89
B oo (124 1034 9543 . 1000 097 Ngay gio dang ky: 05:25:34 21/05/2022
S SN T - Nody gid ldy miu:

fns siwiciim — Ngay gio nhan miu: 05:36:00 21/05/2022
PHIEU KET QUA XET NGHIEM
(B TTEN KN B2 1 Mgy b9 deng STEII0W - Phube ban

Phai: Nir
Ngay thang nam sinh: 1956 Quéc tich:
36 CCCD/Hé chiéu: T
Dia chi: T. TAY NINH
Don vi: Medic
Noi lay mau: BS yéu céu: TRUONG.D.C.TRUNG (ANGIO/ GIAM DAU)
Loai miu: MawN.Tiéu Tinh trang mau: pat

TEN XET NGHIEM  KET QUA KHOANG THAM CHIEU MA QT
Cl 107.3 (96 - 108 mmol/L)

Urea/ Serum’ 6822 H 115-49mgdL) QTSHO02
Do Loc Cau Théan (CKD-EPI) .

Creatinin/Serum? 122 H (M:06-13;F05-1.1mgdL) QTSHO27

eGFR (CKD-EPI) 16 (2 90 mL/min/1.73 m?)
IV. MIEN DICH - IMMUNOLOGY
Cortisol/Blood/Morning? 0.192 L  (620-19.40 pgidL)
Ferritin' 176.0 (M:22-400; F:4.6-291 ng/ml)

Ngay: 21/05/2022
Khoa Xét nghiém

ThS. Bs. Nguyén Bdo Toan

«Giam liéu 0,25 v/ 2 tuan

« Thoi gian o4 tuan

«Lam sang: 6n




Theo doi bénh nhan:

e Sau 08 tuan giam liéu

2)Urine Sediment (Can Lang):| . (particles/uL)
Red Blood Cells| (0-15)
Leucocytes| (0-15)
Calcium oxalate monohydrate| (0-6)
Calcium oxalate dihydrate| (0-6) _
mmoAmor.Pho:phatel (0-6) ¢ eGFR_SomI/ph
Uric acid (0-6) . )
Casts} L « Cortisol/mau=<o.5mcg/dl
Epithelial Cells| (0-10)
Bacteria| 0 (0-130) » . -
II1. SINH HOA - BIOCHEMISTRY —> Quyét dinh cho ngung thuoc
Urea/ Serum' 44.81 (15 - 49 mg/dL)
D Loc Cau Than (CKD-EPI) . .
o erum 114 _H|M:06- 13 FO5—T @ TheO d0| .

_— eGFR (CKD-EPI)| 50 iz 90 mismin1 73 my A \
IV. MIEN DICH - IMMUNOLOGY e« Lam Sang

\w‘s’l M""""""i"l/ e Tinhtrang &'c ch€ TY -TTT( cortisol/mau)

« Db loc ciu than

e Ldm sang : khde ,an udng ngon mién
1




Theo doi bénh nhan

COXG TY TNHR ¥ TE BOA RA0 Illllllll' |...ll

SR T, PRy, TIONG EAMBa ER0s PID: 6733113 STT.: 138
§ s T %E;;_“,?:,ﬁ;"‘ Eg'aygib;éng ky: 05:15:04 19/08/2022
e e % 3 Ot ay gio ldy mau:
G :_jj';:;',,1 i Naay g0 nhin miu: 05:36:00 19/08/2022
m_IE; xtf!_ QUA XET NGHIEM . "
Ho tén: Phai: Nir ° S g g h
oty s i N au ngung thuoc 02 tuan
$6 CCCD/H$ chiéu: DT
?j;nchi.- I. TAY NINH N \ n N 2 .
Vi: Medic [ L L b |
Noi lay miu: BS yéu céu: TRUUNG.D.C.TRUNG (ANGIO/ GIAM DAU) dam san g - uon non t rd a | SAU
Loai mau: MawN.Tiéa Tinh trang mau: bat

TEN XET NGHIEM  KET QUA KHOANG THAM CHIEU MA QT ngU’ng thU6C 1/2 théng

Na 137.6 (130 - 145 mmol/L)
K 4.77 (3.40 - 5.1 mmol/L)

A R » Ty dung lai : prednisone smg /ngay

Cl 107.1 (96 - 108 mmol/L)
Glucose (mmol/L) (FPG)* (3.90 - 5.90 mmol/L)
Glucose (mg/dL)

au Than (CKD-EPI)
Creatinin/Serum?
eGFR (CKD-EPI)
IV. MIEN DICH - IMMUNOLOGY
dtisol/Blood/Morning? (pg/dL) <0.700 L
Cortisol (nmol/L) J

ThS. Bs. Nguyén Bdo Toan




Hién tai chan doan :Theo ddi suy tuyén thuong than
man do thuoc, bénh than man
« eGFR= 57ml/phut (20/09/2022)

« Cortisol /mau < 0.007 mcg/dl (19/08/2022)

> X tri : Prednisone smg - 0,5 vién udng /ngay
(Ghi chu : lieu 3-5smg/ngay
- DU liéu : BN khde, hét yéu mét, tdang can,khéng con ha huyét ap tv thé;

- Khdng dung cortisol /mau dé chinh liéu.

TS.BsTran Quang Khanh , " N@i tiét hoc ldm sang” ,NXB y hoc 2021, trang 175)




Mot s bai hoc




Dau hiéu goi y dung corticoid

, , « Vidy minh hoa :ID: 7019310, 6i mét ,PK tiéu
« Kiéu hinh Cushing : tai phan bé m& khdng hoa > cortisol <o0,007ng/d|
doéng déu xvong don, co (buffalo hump)
,mat ( moon face), mat mé chi

« Mdng da,teo co,yéu co’, vét bam da (
bruise) ; loang xvong

e Triéu ch’ng RLTH ram ro

Bach cau tang cao, khong biéu hién
nhiém trung

Huyét ap thap ,ha huyét ap tv thé
Ha dvong huyét

Ha natri mau




HGi ching sau cai thuoc prednisone

What Are Prednisone Withdrawal Symptoms?

Prednisone withdrawal may cause symptoms like:

Prednisone Withdrawal Symptoms
Severe fatigue headaches @

Joint pain fatigue m

—- =
Fever )
Stiff or tender muscles :

Body aches low blood pressure

Lightheaded feeling
'..A_pﬂ
No appetite joint pain u
Labored breathing

- vomiting
Vomiting

Weight loss

Headaches

Adrenal crisis, a rare, possibly fatal reaction to a lack of steroid hormone in your body

Withdrawal could also lead to serious psychological symptoms like depression, anxiety, mood

swings, mania, or delirium.




Khi nao chan doan suy tuyén thwgng than




POCKET
MEDICINE

FOURTH EDITION

ADRENAL INSUFFICIENCY
Etiologies
+ Primary = adrenocortical disease = Addison’s disease
autoimmune: isolated or in assoc w/ PGA syndromes (see table on page 7-2)
infection: TB, CMV, histoplasmosis
vascular: hemorrhage (usually in setting of sepsis), thrombosis, and trauma
metastatic disease: (90% of adrenals must be destroyed to cause insufficiency)
deposition diseases: hemochromatosis, amyloidosis, sarcoidosis
drugs: ketoconazole, etomidate (even after single dose), rifampin, anticonvulsants
* Secondary = pituitary failure of ACTH secretion (but aldosterone intact b/c RAA axis)
any cause of primary or secondary hypopituitarism (see “Pititary Disorders™)
glucocorticoid therapy (can occur after =2 wks of “suppressive doses™; dose effect
variable; <10 mg prednisone daily chronically can be suppressive)
megestrol (a progestin with some glucocorticoid activity)
Clinical manifestations (NEM 1996:335:1206)
* Primary or secondary: weakness and fatigability (99%), anorexia (99%).
orthostatic hypotension (90%), nausea (86%), vomiting (75%), hyponatremia (88%)
* Primary only (extra s/s due to lack of aldosterone and T ACTH): marked orthostatic
hypotension (because volume-depleted), hyperpigmentation (seen in creases, mucous
membranes, pressure areas, nipples), hyperkalemia
+ Secondary only: = other manifestations of hypopituitarism (see “Pituitary Disorders”)
Dia i +
. a.m. serum cortisol: <3 pg/dL virtually diagnostic; =38 pg/dL rules it out

X

+ Standard (250 pg) cosyntropin stimulation test (testing ability of ACTH — 1 cortisol)
normal = 60-min post-ACTH cortisol =18 pg/dL
abnormal in primary blc adrenal gland diseased and unable to give adequate output
abnormal in chronic secondary b/c adrenals atrophied and unable to respond
(very rarely, may be normal in acute secondary blc adrenals still able to respond;

early a.m. cortisol can be used rather than post-stim value in these cases)
* Low-dose (1 pg) cort stim: ? more Se than high-dose test (controversial)
* Other tests to evaluate HPA axis (w/ guidance by endocrinologist): insulin-induced

2011 fourth edition

frockET

[NOTEBOOK

WNINaY

6-L

ADRENAL INSUFFICIENCY POCKET

NOTEBOOK
Etiologies

Primary = adrenocortical disease = Addison’s disease
autoimmune: isolated or in assoc w/ APS (see table on page 7-2)
infection: TB, CMV, histoplasmosis, paracoccidioidomycosis
vascular: hemorrhage (usually in setting of sepsis),adrenal vein thrombosis, HIT, trauma
metastatic disease: (90% of adrenals must be destroyed to cause insufficiency)
deposition diseases: hemochromatosis, amyloidosis, sarcoidosis
drugs: azole antifungals, etomidate (even after single dose), rifampin, anticonvulsants

Secondary = pitwitary failure of ACTH secretion (but aldosterone intact b/c RAA axis)
any cause of primary or secondary hypopituitarism (see “Pituitary Disorders”)
glucocorticoid therapy (can occur after <2 wk of “suppressive doses"”; dose effect variable;

even <10 mg of prednisone daily chronically can be suppressive)
megestrol (a progestin with some glucocorticoid activity)

Clinical manifestations (Lancet 2014;383:2152)

D

ia tie-studfes [JCEM 2016:101:364)
@ cortisol: <5 ug/dL virtually diagnostic; 28 ug/dL rules it out (except in
tic shock—see below) g

Primary or secondary: weakness and fatigability (99%), anorexia (99%),
orthostatic hypotension (90%), nausea (86%), vomiting (75%), hyponatremia (88%)

Primary only (extra s/s due to lack of aldosterone and T ACTH): marked orthostatic
hypotension (because volume-depleted), salt craving, hyperpigmentation (seen in
creases, mucous membranes, pressure areas, nipples), hyperkalemia

Secondary only: + other manifestations of hypopituitarism (see “Pituitary Disorders")

Standard (250 ug) cosyntropin stimulation test (testing ability of ACTH — T cortisol)
normal = 60-min (or 30-min) post-ACTH cortisol 218 ug/dL A
abnormal in primary b/c adrenal gland diseased and unable to give adequate output
abnormal in chronic secondary b/c adrenals atrophied and unable to respond
(very rarely, may be normal in acute pituitary injury bl/c adrenals still able to respond —

use early a.m. cortisol instead)

Other tests (w/ guidance by endocrinologist): renin, aldosterone, insulin-induced
hypoglycemia (measure serum cortisol response); metyrapone (blocks cortisol synthesis
and therefore stimulates ACTH, measure plasma 11-deoxycortisol and urinary 17-
hydroxycorticosteroid levels)

Other lab abnormalities: hypoglycemia, eosinophilia, lymphocytosis, + neutropenia

ACTH: T in 1°, ! or low-normal in 2°

Imaging studies to consider 2017 SiXth edition
pituitary MRI to detect anatomical abnormalities 4
adrenal CT: small, noncalcified adrenals in autoimmune, enlarged in metastatic disease,

hemorrhage, infection or deposition (although they may be normal-appearing)




Mot s6 diéu can nhé khi dung corticoid




Liéu corticoid : tvong dwong prednisone

Liéu sinh ly

Liéu thap (trén sinh ly)

Liéu trung binh (trén sinh ly)

Liéu cao (trén sinh ly)

Liéu rat cao ( trén sinh ly)

5mg /ngay

<7,5 mg/ ngay

7,5 -30 mg/ngay

30- 100 Mg/ ngay

>100mg/ ngay

B6 sung thiéu hormon

B6 sung thiéu hormon

Khang viém

Uc ch& mién dich ,chéng tang sinh

U'c ché mién dich manh

Tran Viét Thang MD, Lam dung thudc corticoid va suy thvong than do corticoid , Thei sy'y hoc 09/2019 ,trang 38-41)




Thoi gian hoi phuc TTT sau khi dung thudc
corticoid

« Dung liéu duy nhat 8AM

« Nén dUng kiéu cach ngay gidm déc tinh corticoid

« DUng liéu thdp,lau ngay(>2-3 tudn) van phai giam liéu trudc khi ngwng thuéc
e NEutrycTY —TTT &c ché : c6 thé hoi phuc (6 thang —>1-2 nam))

« Khi bénh gan dung Prednisolone ( prednisone chuyén hoa gan thanh prednisolone)

ThS,DS Tran Thi Thu Hang, Dvoc lvc hoc, NXB Phuong Dong, trang 427-442




Take home message

« HGi chi*ng cai corticoid thwong gap trén lam sang

« D3u hiéu goiy : chan an,an kém, buén nén ,non + kiéu hinh Cushing +tién can lam
dung thudc corticoid

« Xét nghiém: cortisol/mau sang

« Chan doan suy tuyén thveng than cortisol < smcg/d|
« Liéu b0 sung prednisone 3-5 mg /ngay

e Giam liéu cham (1mg/ 2 tuan)

« Thoi gian héi phyc tuyén thuong than > 6 thang.




. Cdm on sy chd y lang nghe cla quy bac sy !




