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ENDOCRINOLOGY 

 
 
Fasting blood glucose measurement is now the recommended test for screening 
high-risk individuals for diabetes mellitus When fasting plasma glucose is 126mg/dL 
or greater, repeat it, and if it is still elevated, diagnosis of diabetes mellitus is 
established and treatment is started. Diagnosis of dM can also be made 
if the patient is symptomatic and his random blood glucose measurement is 200 
mg/dL or greater Another way of making the diagnosis of dM is performing a 75 g 
oral glucose tolerance test If the two hour value is greater or equal to 200 mg/dL, 
Diagnosis is established. 
 
Hypercholesterolemia is the most frequent lipid abnormality in patients with 
Hypothyroidism 
 
Suspect DKA in stuperous patients with rapid breathing and history of weight loss, 
polydypsia and polyuria, The ER finger-stick glucose will confirm the suspicion within minutes 
.Next step is to take serum electrolytes. arterial blood gases (ABG) and start IV normal saline to 
restore intravascular volume depletion 
 
Patients suffering with nephrogenic DI prefer cold beverages and their urine osmolarity is less 
than serum osmolarity, Water deprivation test is used to differentiate between psychogenic 
polydipsia and DI 
  
Whenever a patient presents with hypokalemia and alkalosis and is normotensive, 
always suspect surreptitious vomiting, diuretic abuse and Bartter's or Gitelman's 
syndrome In patients with surreptitious vomiting, characteristic physical findings like 
scars and calluses on the dorsum of hands and dental erosions may be present, These patients 
have low urine chloride concentration because of hypovolemia and hypochloremia. Patients with 
diuretic abuse and Battler or Gitelman's syndrome have high urine chloride concentrations. 
Bartter's syn : polydypsia +polyuria+nl BP +increase in renin and aldosterone+ 
alkalosis+hypokalemia +high urinary chloride 
 
In patients with a family history of MEN lla syndrome, DNA testing should be 
performed; and, if positive, a total thyroidectomy is recommended 
 
GI manifestations of diabetic neuropathy include gastroparesis, constipation and 
diarrhea Metoclopramide (drug of choice), bethanechol and erythromycin are useful 
in the management of gastroparesis .Nuclear Medicine scintigraphy. after ingestion of a 
radiolabeled meal, is the best study to document delayed gastric emptying 
 
Nocturnal penile tumescence ( discovered through sleep study) helps differentiate psychogenic 
causes of male erectile dysfunction from organic causes It is positive in psychogenic causes 
(strained relationship with his wife) and negative in organic causes 
 
Patients with hypokalemic periodic paralysis have multiple episodes of paralysis due 
to abrupt fall in their serum potassium levels that occurs due to potassium influx into 
the cell These attacks are precipitated by stress or meal and are due to release of 
epinephrine or insulin These patients do not have HTN and their plasma renin activity 

http://www.usmle-forums.com/usmle-step-2-ck-bits-pieces/8806-usmle-step-2-ck-notes-syrian-student.html
http://www.usmle-forums.com/usmle-step-2-ck-bits-pieces/8806-usmle-step-2-ck-notes-syrian-student.html


and plasma aldosterone concentrations are normal This condition may be familial or 
due to thyrotoxicosis 
 
 
Patients with glucocorticoid remediable aldosteronism, an autosomal dominant 
disorder, usually have normal serum potassium and they have the famity history of this 
disorder. These patients usually develop hypertension by age 20 
 
Distinguish primary hyperaldosteronism from renovascular hypertension based on low 
plasma renin activity in the former and high plasma renin activity in the later 
 
Low normal to decrease calcium concentration, hyperphosphatemia, and an 
increase parathyroid hormone levels in patients with chronic renal failure is highly 
suggestive of secondary hyperparathyroidism due to renal failure Secondary 
hyperparathyroidism with resultant renal osteodystrophy  is almost universal in 
patients with chronic renal failure 
 
Somogyi effect refers to the morning hyperglyscemia after nocturnal hypoglycemia. 
The cause is high insulin dosage given to the patient, which has led to the nocturnal 
hypoglycemia .It is the counter regulatory hormone response which is responsible for the high 
glucose levels by morning The level of glucose at3:00 AM showing hypoglycemia is helpful As 
evidenced by the pathophysioloqy of the moming hyperglycemia in this case, management will 
consist of decreasing the dose of insulin. 

Dawn phenomenon is responsible for the moming hyperglycemia due to the 

decreased tissue sensitivity to insulin between 5: 00 0 8:00 AM It is caused by the 
spikes of growth hormone released at this time, which produces morning 

hyperglycemia in the absence of nocturnal hypoglycemia Absence of nocturnal 

hy p o g lyc e m i a and presence of moming hyperglycemia are clues  

Waning of circulating insulin will also result in moming hyp erg lyc emia In contrast to 

Somogyi effect, there will be no nocturnal hyp o g lyc e m i a However, in contrast to Dawn 

phenomenon the level of blood glucose at300 AM will show mild 

Hyperglycemia 

 
Be careful in treating patients with pheochromocytoma Always give an alpha-blocker 
first , followed by a beta-blocker. If you do it in the wrong order, you can precipitate a 
very dangerous increase in blood pressure. 
 
In patients with osteomalacia caused by vitamin D deficiency, labs show low or low normal serum 
calcium, low serum phosphate, increased serum parathyroid hormone,low plasma 25-0H vitamin 
D and normal, low or elevated levels of 1,25 dihydroxy vitamin D (calcitriol) Vitamin D deficiency 
leads to decreased intestinal calcium absorption and hypocalcemia. Hypocalcemia stimulates 
parathyroid glands and secondary hyperparathyroidism results, which brings serum calcium 
levels to normal or near normal, especially in the earty stages Secondary hyperparathyroidism 
causes hypophosphatemia by increasing its urinary excretion Therefore, vitamin D deficiency 
causes more marked hypophosphatemia than hypocalcemia, especially in early stages. 
In patients with Pseudohypoparathyroidisrn. labs show low serum calcium, high 
serum phosphate and high serum PTH Serum alkaline phosphatase and vitamin D 
levels are within normal limits 
Patients with renal failure will have low serum calcium, high serum phosphate, high 
serum PTH due to secondary hyperparathyroidism and low serum 1,25 dirrydroxy 
vitamin 
Patients with X-linked hypophosphatemic rickets have low serum phosphate due to 
renal phosphate wasting They have normal serum calcium, normal serum PTH and 
normal serum alkaline phosphatase and normal levels of serum 25-hydroxyvitamin D 
There may also be a functional defect in the activity of 1-hydroxylase and as a result 



serum levels of calcitriol may be low 
In type II vitamin D dependent rickets, there is mutation of vitamin D receptor 
Therefore, these patients have normal serum levels of calcitriol but it is ineffective and as a result 
osteomalacia occurs. 
Patients with osteomalacia have low or low-normal serum calcium, low serum 
phosphate and increased serum parathyroid hormone 
Bisphosphonate therapy and loop diuretics are given when hypercalcemia is severe 
enough to cause symptoms 
 
Arterial pH or anion gap is the most reliable indicator of metabolic recovery in 
patients with diabetic ketoacidosis. 
 
Asymptomatic patients with Paget's disease qeneralty don't require any treatment 
Symptomatic patients are best treated with bisphosphonates 
 
Diabetic neuropatlry can be accompanied by acute or chronic pain Treatment 
options for chronic diabetic neuropathic pain are gabapentine and TCAs 
(amitriptyline or desipramine) 
 
Antiperoxidase antibodies are the most prevalent antibodies in patients with 
Hashimoto's thyroiditis and they are present in 90-100% of patients. Antithyroqlobulin 
antibodies are also present in 80% of patients 
 
Radioactive Iodine is the treatment of choice for crave's disease 
 
Whenever a patient presents with thyroid nodule, first step is assessment of thyroid function., 
When a patient is clinically euthyroid, measurement of TSH alone is sufficient  next step is fine 
needle aspiration biopsy.  
in clinically hypothyroid or hyperthyroid patients, TSH, free T4 and T3 all should be 
measured. next step is radionuclide thyroid scan . 
Hot nodules on thyroid scan are usually benign. Cold nodules on thyroid scan 
may be malignant and they should be evaluated with fine needle aspiration biopsy 
 
While combining sildenafil with an alpha-blocker, it is important to give the drugs with 
at least a 4-hour interval to reduce the risk of rrypotension 
 
Hypocalcaemia causes: 

1) Parathyroid adenoma ( symptoms and in ambulatory patient) 
2) Malignancy ( symptoms of malignancy and in hospitalized patient) 
3) Milk alkali syndrome ( symptoms only when there is increase in ca) 
4) Familial hypocalcaemia hypercalciuria ( no symptoms) 

 
Symmetric distal sensorimotor polyneuropatlry is the most commonty seen 
neuropathy in diabetes and is characterized by classic "stocking glove" pattern 
sensory loss The most common cranial nerve involved in diabetes is cranial nerve III 
The most commonly involved peripheral mononeuropathy is the median nerve 
 
Invasion of tumor capsule and blood vessels is the hallmark feature of follicular 
carcinoma of thyroid. 
 
Disease                   7:00 AM                        3:00 AM          10:00 Pm 
Somoji                    hyperglycemia           hypoglycemia    NL ( increase in NE,EPI and Glocacon)    
Down                      hyperglycemia            NL                      NL   ( growth hormone spikes) 
Waning of insulin  hyperglycemia            hyperglycemia    NL 
 
Know the management of diabetic ulcers Good wound care and debridement is key 



to the management. Antibiotics alone do not cure diabetic ulcers 
 
Hyperlipidemia, unexplained hyponatremia and elevated serum muscle enzymes are 
indications for thyroid function tests 
 
Know that detection of microalbuminuria is the best screening test for diabetic 
Nephropathy and that can be tested by 24 hours urinary albumin and /or random urine for 
albumin –creatine ratio which are the most sensitive test for diabetic nephropathy. 
 
The first test in all patients with unexplained hypertension and hypokalemia is 
measurement of plasma renin activity and plasma or (urine) aldosterone concentration( 
high aldosterone/renin ratio). If it is consistent with primary hyperaldosteronism, do an 
aldosterone suppression test for confirmation (high salt diet); once confirmed, perform a CT 
scan of the adrenals to look for a mass; but, if there is no mass on CT scan, do adrenal vein 
sampling 
 
Hyperthyroidism usually causes systolic hypertension; whereas, hypothyroidism 
causes diastolic hypertension. Hyperthyroidism is a potential cause of secondary hypertension. 
Hyperdynamic circulation is characterstic for these patients 
 
Patients with Hashimoto's thyroiditis are at an increased risk for developing 
Lymphoma of thyroid 
 
Revise the management of hyponatremia from SIADH 
Mild (asymptomatic with sodium 120-130 meqil) = Fluid restriction, If symptomatic give hypotonic 
saline (0.3) and loop diuretic. 
Moderate (asymptomatic with sodium 110-120 meqil) = Loop diuretic + normal 
Saline 
Severe (symptomatic) = hypertonic saline 
 
21-hydroxylase deficiency is the most common form of CAH It presents with virilism, salt 
wasting(if it is complete and presented in childhood) or without salt wasting (if it is partial and 
presented in adult), and increased 17-alpha-hydroxyprogesterone levels which is the 
diagnostic key word 
sick euthyroid syndrome( low T3 Syndrom)  
Patients with any acute severe illness may have abnormalities of thyroid hormones 
and TSH in the absence of any underlying  thyroid abnormality This condition is called 
Sick euthyroid syndrome Release of cytokines like interleukin-1 and interleukin-6 has 
been thought to be responsible for these lab abnormalities Therefore, thyroid tests 

are avoided in acutely ill patients who don't have any clinical suspicion of  thyroid disease.The 

most common thyroid hormone pattern in sick euthyroid patients is a fall in total and free T3 
levels and normal levels ofT4 and TSH  bcz ofdecreased peripheral conversion of T4 to T3. 
 
When Addison's disease is suspected clinically. the short cosyntropin (ACTH) 
stimulation test is performed to make a diagnosis, Hydrocortisone is given to treat Addison's 
disease once diagnosis is made by ACTH stimulation test except in acute adrenocortical 
deficiency ( addisonian crisis) where it is administered on clinical suspicion alone 
 
A pelvic fracture with an urethral injury (during accident or catheter instruments) is commonty 
accompanied by ED .The causes of ED in this case are nerve injury(parasympathetic nerve 
fibers) and altered arterial supply 
 

 
Disease                                                  Ca                                Phosphate                         PTH 
Osteoporosis                                       :NL                                   NL                                NL 
Paget                                                    :NL                                    NL                                NL 



Osteomalacia                                      :decrease                       decrease                      increase 
 Rickets                                                :decrease                      decrease                      increase 
 1*hypoparatyroid                               :decrease                       increase                       decrease 
Hyperparathyroid sec to ren.failure  :decrease                       increase                      increase 
pseudohypoparathyroid                    :NL or decrease             increase                      increse  
 
 Patients with generalized resistance to thyroid hormones have high serum free T4 
and 13 and normal or high serum TSH Patients typically have fea tures of 
Hypothyroidism despite of having elevated free thyroid hormones 
 
Diabetic cystopathy manifests as overflow incontinence The pathology involves weak 
detrusor contraction secondary to autonomic neuropathy Treatment is usually started 
with strict voluntary urinary scheduling and bethanechol, if no response, then the use 
of intermittent catheterization is advised then Intemal sphincter resection at the bladder neck 
in extreme cases. 
 
Impaired ADH secretion is present in almost all patients with Sheehan's syndrome, 
although it is not usually severe enough to cause full-blown diabetes insipidus 
 
NSAIDs can cause SIADH, which results in euvolernic. hypotonic, hyponatremia 
 
Most significant clinical impact of GH excess in acrorneqefv occurs on cardiovascular 
system, which accounts for 38-62 percent of deaths in acromegely patients, CHF 
being the most common. 
 
Radioiodine is more likely to cause permanent hypothyroidism in patients with 
Graves's disease (bcz of the generalized hyper functioning) than multinodular goiter or toxic 
adenoma and the least risk with strauma ovarii 
 
Know the management of diabetic nephropathy: Protein restriction to 0.8 g/kg of 
body weight has a beneficial effect on the course of diabetic nephropathy . ACEIs and ARBs will 
retard diabetic neuropathy before being worsen 
 
In CAH, menstrual cycles are often normal 
 
Fasting blood glucose measurement is now the recommended test for screening 
high-risk individuals for diabetes mellitus 
 
Atherosclerotic renal artery stenosis, fibromuscular dysplasia, cirrhosis of liver and 
heart failure are all causes of secondary hyperaldosteronism (Plasma renin activity 
will be high in these cases) 
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