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Table 1. Maternal baseline characteristics of gestational diabetes mellitus (GDM)
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Table 2. Delivery and neonatal outcomes of gestational diabetes mellitus

Characteristics (N =34) = : AL
Char tstics (N=
Age (vears) 32852461 AtsmtBUe o) .
. G 1 age at delivery (weeks) 3393+347
Dxeviam pro = LS Preterm delivery (< "7\";25.3) 27(79.4)
T oy — i 3 veek: e 13
Weight at Initial visit (kg) 75.51+13.90 T
‘Gestational age at Initial visit (weeks) 261048 Spamé}:eous 5
BMI at Initial visit (kg/m’) 2020496 Induction 13
Systolic blood pressure (mmHg) 12603+ 1969 D\ef 'ﬂ‘mfﬁsrﬂﬁ‘? cesarean) 16
- 2 = = = ivery mode
Diastolic blood pressure (mmHg) 78.59 % 14.87 Vaginal 18
Number of risk factors for T2DM 156 =0.89 Cesarean 16
Previous gestational diabetes mellitus 2(5.8) FDIU none
Alcohol drinking none Male gender baby 23(70.6)
Current smoker none Fetal anomaly 3(8.3)
Fasting glucose at diagnosis (mg/dL) 124905755 Neonatal weight (kg) 233078
HbAlc at diagnosis (%) 536073 1' APGAR score 748£155
Total cholesterol (mg/dL) 23209+5217 5'APGAR score 896058
AST 2506 +13.59 Macrosomia (> 4kg) 359)
ALT 2041 =14.09 Shoulder dystocia none
TSH 120085 Neonatal hypoglycemia (<35mg/dL) none
Glucose level after 50g0GTT (mg/dL) 1525225867 FURIRDG. 38382
Glucose level in 100gOGTT (mg/dL) NICU admission L e
Fasting 9478£12.17 Adverse outcome 5(14.7)
1 hour 19453 £3025 Data are shown a5 means = SD or number (percent). FDIU, fetal death in weso; RDS, respiratory distress
2 hour 183943523 syndrome; NICU, neonatal intensive care unit. adverss outcomes is a composite of shoulder dystocta, neonatal
3 hour 15933 3265 macrosomia, hypogivremia, RDS, and admission to the NICU.
Data are shown as means = SD or number (percen), Rusk factors of T2DAL family hastory of didbetes, obesity

(BMI > 25 kgm?) previously identified with prediabetes, hypertension, dyslipidemia (HDL < 33 mgidL, TG >
250 mgd'L), history of cardiovascular disease, steroid treatment, alcohol drinking, current smoking
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A case of Ectopic ACTH syndrome in a patient with metastatic prostate cancer
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Introduction: Ectopic adrenocorticotropic hormone (ACTH) syndrome has been mostly associated with neuroendocrine tumors and small cell carcinoma
of the lung. Ectopic ACTH syndrome of prostate cancer israre and has been reported in only afew cases. We report a case of ectopic ACTH syndromein a
patient with metastatic prostate cancer. Case report: A 72-year-old man with prostate cancer undergoing antiandrogen therapy was admitted due to altered
consciousness and severe hypokalemia (1.8 mEg/L). The patient showed a moon face, generalized edema and both leg weakness. Abdomina computed to-
mography reveded a severe hilateral hyperplasia of adrena gland and we underwent an adrenocortica function test, which reveded markedly increased
levels of basa plasma ACTH(338.7 pg/mL) and serum cortisol (40.8 mcg/dL). There was no evidence of microadenomain sella MRI image. Under suspi-
cion of ectopic ACTH syndrome due to prostate cancer, chest CT and PET-CT were performed and revealed a hypermetabolic signal in right lower para-
tracheal lymph node and sigmoid colon. We could not perform abiopsy for sigmoid colon due to severe patient’s generd conditions. Bronchoscopic-guided
aspiration was performed on the right lower paratracheal lymph node, which showed metastatic prostate cancer, but negative findings on ACTH staining.
An octreotide scan was performed to detect ectopic ACTH secretion, but it was negative finding. We administered ketoconazole and adosterone to treat
symptomatic and uncontrolled hypokalemiafor ectopic ACTH syndrome. However, the patient died of a septic shock associated with pneumonia due to the
rapid deterioration of the ectopic ACTH syndrome on 3 months after admission. Conclusion: Ectopic ACTH syndrome associated with metastatic prostate
cancer is rare, but characterized by rapid progression and poor prognosis. Ectopic ACTH syndrome should be suspected if there is abnormality in electro-
lyte and adrena gland in patients with metastatic prostate cancer.




