STANDARD OF CARE FOR MANAGEMENT OF CANINE HYPERADRENOCORTICISM

Why should we treat hyperA?
Primarily, to improve the dog’s quality of life. If the symptoms of hyperA are causing concern for the owner (or for the vet?) treatment should be advocated.

If comorbidies are present without significant QOL effects, such as recurring infections eg UTI, skin diseases, poor wound healing.

Hypertension. One report found 86% of dogs with untreated HAC were hypertensive compared to 40% of dogs with well-controlled PDH.

Diagnostic criteria and investigation.
Diagnosis is based on history, clinical exam, and blood test results.

Clinical signs of hyperadrenocorticism include polydipsia (>100mL/kg/day), polyuria, polyphagia, potbelly (weakness of abdominal muscles, fat deposition and hepatomegaly), thinning of skin (veins are visible), hair loss (generalized alopecia), excessive panting, lethargy, and occasionally neurological signs with a large pituitary tumour.

Minimum data base includes CBC, Chem15, Lyte panel. UA including UC&S. Common non-specific lab findings include stress leukogram without eosinophilia, hyperglycaemia, hypercholesterolaemia, hypertriglyceridaemia, steroid induced increase in ALKP. UA may include (low USG <1.015, proteinuria, UTI).

Confirmation of diagnosis with either:
• ACTH stimulation test: this test is less affected by concurrent disease, but can have false negatives.
However, it does not differentiate between adrenal tumour and pituitary dependent
hyperadrenocorticism. Check IDEXX for current protocol.
• Low dose dexamethasone: false positives are possible, but can differentiate between AT and PDH. Less sensitive/specific with sick animals. Check IDEXX for current protocol.

Urine creatinine/cortisol ratio: this is a simple screening test that, if positive, is a strong indicator to proceed to either ACTH stim or LDDT. If negative rules out HyperA. Only do this test if low index of suspicion of hyperA.

To differentiate PD from AT:

• Abdominal U/S. May also screen for other abdominal abnormality.

• High dose dex test. Check IDEXX form current protocol.

• Endogenous ACTH. Check IDEXX for current protocol.

Measure systolic blood pressure with Doppler.

Treatment for confirmed cases of PD hyperA.

Starting therapy with trilostane (compounded) or Vetoryl Capsules:≥ 3kg to < 10kg (30mg SID) = 3-10mg/kg

≥ 10kg to < 20kg (60mg SID) = 3-6mg/kg

≥ 20kg to < 40kg (120mg SID) = 3-6mg/kg

≥ 40kg (120-240mg SID) = 3-6mg/kg

You should aim for a starting dose of <5mg/kg SID (usually between 3-5mg/kg). Should be
administered with food, for better absorption. The owner should monitor demeanour, appetite and water intake, and if the dog shows any signs of being unwell, the owner should stop treatment immediately and contact us. Side-effects: vomiting, diarrhoea, anorexia, and lethargy.

Rechecks - First recheck should be at 10 days after starting medication. Owners should notice that the dog is drinking and urinating less. Polyphagia should be less noticeable, and excessive panting should be reduced. Next physical exam check at 12 weeks, then 6 months after starting therapy.

ACTH Stimulation test: 10 days, 4 weeks interval and 12 weeks interval after starting therapy (or following a dosage change), and thereafter every 3 months (once stable), as well as biochemistry.

Biochemistry changes: ALKP – decrease but may not return to reference range; ALT – decreased but may not return to reference range; Cholesterol – decrease but may not return to reference range;
sodium – may decrease slightly but should remain within reference range; potassium - may increase slightly but should remain within reference range; urea - may increase slightly but should remain within reference range; creatinine - may increase slightly but should remain within reference range.

ACTH Stimulation test results and dosage adjustments accordingly.

ACTH Stim results after starting treatment (4-6h after morning dose):

<40nmol/L Stop treatment. Repeat ACTH stim test in 2 weeks and restart trilostane at decreased dose once adrenal function recovered.

40-150nmol/L Continue the same dose

>150 – 250nmol/L EITHER continue current dose if clinical signs are well controlled

OR increase dose if clinical signs of Hyperadrenocorticism are still evident

> 250nmol/L Increase the initial dose

If ACTH stim test results are good but symptoms remain for at least part of the day, the daily dose maybe divided into 2 doses. These do not have to be equal and preferably the larger dose is given in the morning if the dose is not equal.

ACTH stim test and biochem should be done 10-14 days after every dose adjustment

UA and systolic BP checked every 3 months.

Treatment for confirmed cases of AT.

Offer referral for CT and surgery. If declined, consider medical therapy, consult text for this.

Summary:

Minimum standard of care for initial database:

• Full history and CE.

• CBC

• Full biochem

• Full UA and UC&S.

• Systolic BP

[bookmark: _GoBack]• LDDST or ACTH stim test to confirm diagnosis

• Abdominal U/S

• +/- endogenous ACTH or HDDST for differentiation

Minimum standard of care for monitoring trilostane:

• Recheck 10-14 days after starting Hx and CE (Revisit consult) , ACTH stim test, chem 10+lytes

• 4 weeks, Hx and CE (Revisit consult), ACTH stim test, chem 10+lytes

• 12 weeks and every 3 months thereafter, ACTH stim test, chem 10 + bytes, UA, BP.
