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Audit Template
	Audit Title: Thames Audit Group Audit on Cortisol



	Lead Auditor: Heather Stoddart and Dawn Grenshaw
	Audit date(s):  September 2018



	Please indicate if   Regional Audit
Please indicate which hospital & location or region
Southern Region



	Report Author: 
Name: Dawn Grenshaw

Email: dawngrenshaw@nhs.net

	Aims of the Audit: To obtain information about laboratory’s cortisol assays across the region and determine and compare the practice of the laboratories with regard to diagnosis of Cushing’s Syndrome and adrenal insufficiency.


	Audit Method and Outcome(s):  A questionnaire was sent out to laboratories across the Southern and Eastern region.  A total of 20 laboratories responded and the responses were collated. Participating laboratories were asked about their cortisol assay and their recommendations with regard to protocol and cut-offs for diagnosis of Cushing’s Syndrome and adrenal insufficiency . The findings of the audit were presented to the region in a half day meeting on 9th October 2018. The results of the audit were discussed and regional standards were drafted and agreed at the audit meeting.  

68% of the labs took their assay bias into account when interpreting patient results and deriving cut-offs.  All the labs offered cortisol in premature and term neonates but no labs quoted age-related reference ranges for neonates.  No labs added specific interpretative comments to results for neonates.

25% of labs issued formal guidance for investigation of Cushing’s Syndrome.  Most labs recommended tests for exclusion of Cushing’s in line with Endocrine Society Guidelines (2008). 40% of labs issued formal guidance for performing an Overnight Dexamethasone Suppression Test with most labs (82%) using a cut-off of <50 nmol/L to exclude Cushing’s.

32% of labs issued formal guidance for the investigation of suspected adrenal insufficiency, with 9am cortisol and the Short Synacthen test being the most commonly recommended tests.  79% of labs/Trusts issued formal guidance for performing a Short Synacthen test, with 58% of labs recommending taking a 60 minute sample for cortisol, as well as 0 min and 30 min samples.  53% of labs used the increment between the baseline and 30 minute cortisols to interpret the results.


	Audit Recommendations / Standards:
1. Consider local assay bias when setting reference ranges and cut-offs for cortisol.
2. Acute hospitals should have access to a cortisol assay 24 hours a day, including weekends.
3. Interpretative comments should be provided on reports for short synacthen tests (SSTs) and overnight dexamethasone suppression tests (ONDSTs).
4. Guidance should be made available for investigation of suspected Cushing’s syndrome (including ONDST) and adrenal insufficiency (including SST).  These should be drawn up in conjunction with local Endocrinologists where applicable.
5. We recommend the following tests for first line investigation of suspected Cushing’s syndrome (Endocrine Society 2008):
6. 24h urine free cortisol (at least 2 measurements)
7. Late night salivary cortisol (at least 2 measurements)
8. 1mg overnight dexamethasone suppression test
9. Longer low-dose dexamethasone suppression test may be helpful in patients with certain psychiatric conditions, morbid obesity, alcoholism, diabetes mellitus
10. Patients with an abnormal first line test result should be further evaluated using another of the tests listed in recommendation 5. The combined dexamethasone-CRH test or midnight serum cortisol test may also be recommended for certain patients (Endocrine Society 2008).
11. Specific recommendations should be made for investigation of suspected Cushing’s syndrome in pregnant women, patients taking anti-epileptic medications, renal failure, suspected cyclic Cushing’s syndrome and adrenal incidentaloma, in line with the Endocrine Society guidelines (2008).
12. We recommend the following tests for first line investigation of suspected adrenal insufficiency:
13. High dose standard SST
14. If the SST is not feasible (e.g. in primary care), 9am cortisol & ACTH may be used with the caveat that a “normal” cortisol does not exclude adrenal insufficiency.
15. Laboratories should make clinicians aware of contraindications to SST (e.g. previous adverse reaction) and factors which affect the interpretation of SST results (e.g. previous steroid therapy, exogenous oestrogens, pregnancy).
16. The increment between baseline and 30/60 minute cortisol levels should not be used in interpretation of SSTs.
17. Plasma ACTH should be used to distinguish between primary and secondary adrenal insufficiency.  A cut off of 2 x ULN should be used (Endocrine Soc guidelines, 2016), but in cases where ACTH is >ULN but <2xULN, primary adrenal insufficiency should be considered.

	Please indicate to whom and when audit presented &/or circulated &/or published:
Audit presented at the Thames Audit Group meeting on 9th October 2018.  Audit presentation and standards to be published on the Thames Audit Group webpage.


	Audit recommendations / standards ratified by … and when:
Standards agreed at the Thames Audit Group audit meeting on 9th October 2018.  To be ratified at the next Thames Audit Group committee meeting (Spring 2019).


	Date of audit report: 6th November 2018


	Audit documents for upload to http://www.acb.org.uk/whatwedo/science/audit.aspx
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Audit on Cortisol

Questionnaire sent out to labs across London and the South East (and some Eastern labs)

20 responses received.

Teaching Hospital: 6

DGH: 12

Specialist: 3

Network status:

Not part of a network: 9 labs

Part of a network: 10 labs

Answering for site only: 6 labs

Answering for whole network: 5 labs
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About your cortisol assay
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Q1: Which assay are you using for measurement of cortisol?

For patients on metyrapone or ketoconazole
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Roche Generation II	Abbott Architect	Beckman Access II	Siemens Centaur	Beckman Dxi	Immulite 2000	LC-MS/MS for selected patients	8	4	1	5	1	1	1	

Q2: What is the imprecision (%CV) of your method at a cortisol level of 400-600 nmol/L?
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Q3: With which EQA scheme are you registered?

UKNEQAS Steroid Hormones: 19

RIQAS Immunoassay Scheme: 1
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Q4: What is your current bias against the target (MS/MS)?
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Abbott

Access / DXi

Roche

Centaur

Immulite

MS/MS

Q4: What is your current bias against the target (MS/MS)?
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Q5: Do you take your assay bias into account when interpreting patient results and setting reference intervals/cut-offs?





Roche Gen II Users:

No: 1 lab

Yes: 7 labs

Siemens Centaur Users:

No: 2

Yes: 2

Abbott Architect Users:

Yes: 4 (100%)

Beckman Access II User:

No

Beckman DXi User:

No

Immulite 2000 User:

No





13, 68%



Yes	No	13	6	

Q7: Do you offer cortisol 24 hours a day, including weekends?





Those who said no: most said offered core hours only but could offer by telephoning lab/Consultant.





Yes	No	15	5	

Q10: Do you have any phone limits for cortisol?

Yes: 20 labs (100%)

Random cortisol:
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<	100	<	50 , 50-100 reviewed	<	50	12	2	6	

Q10: Do you have any phone limits for cortisol?

Short Synacthen Tests:

		Phone limit		Number of labs

		Failed SST if not on steroids		2

		60 or 30 min cortisol <500		1

		Failed SST at discretion of duty biochemist		1

		Non-Endocrinology failed SST or flat response for Endocrinology		1

		<250 peak if not under Endocrinology		1

		<168 nmol/L post-Synacthen		1







Royal College: <250
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Q11: Do you measure cortisol in 
(a) term neonates, (b) premature neonates?
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Yes	

Term neonates	Premature neonates	19	19	No	

Term neonates	Premature neonates	1	1	

Q12: Do you quote age-related reference ranges for neonates?

No: 18 labs

Yes: 0 labs

Q13: Do you add interpretative comments to cortisol results in neonates?

No: 18 labs

Yes: 1 lab





1 lab advised discussing with Paed Endocrinologist if interpretation needed, one lab said discussed at weekly Neonatal MDT.

The lab that said yes said no different practice in neonates – discussion with Paed Endo if further investigation required.



Q14: What advice would you give to a paediatrician asking for clinical advice in the following scenario?

A patient born at 30 weeks gestation being investigated for neonatal hypoglycaemia (glucose 2.4 mmol/L) and cortisol is 96 nmol/L 32h post delivery.

7 labs: Cortisol likely to be insufficient

4 labs: Recommend discussion with Paediatric Endocrinology

2 labs: Recommend Short Synacthen test

2 labs: Repeat random cortisol 







15



Q14: What advice would you give to a paediatrician asking for clinical advice in the following scenario?

Other comments:

Cortisol is often low neonates, therefore a basal level is often not helpful. 

Suboptimal cortisol response to hypoglycaemia may be due to prematurity.

?Glucose confirmed by lab, ?Antenatal steroids.

?Immature adrenal gland. Consider insulin and C-peptide measurements.

Repeated episodes of hypoglycaemia can deplete cortisol stores. Repeat cortisol when euglycaemic.

No circadian rhythm at this age - could do a 3 hour cortisol series as an initial workup. 
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Q14: Would you advise the clinician perform a short synacthen test?
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Yes	Speak to Paediatric Endocrinology first	No	Yes, with reduced dose of 36 ug/kg	Only if repeat cortisol is 	<	100	7	6	3	1	1	

Investigation of Cushing’s Syndrome
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Q15: Does your lab issue formal guidance for investigation of Cushing’s Syndrome?

Was this guidance drawn up with collaboration from anyone else?

4 labs: Yes
Endo 3
No one 1
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Yes	No	5	15	

Q17: Please indicate which first line tests you recommend for exclusion of Cushing’s syndrome?



In-patients only
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Q18: Do you recommend specific tests in the following groups of patients?







Pregnant women: 24h UFC or late night salivary cortisol

Anti-epileptic drugs: 24h UFC or late night salivary cortisol

Renal Failure: ONDST or salivary cortisol

Suspected cyclic Cushing’s: NOT ONDST. 24h UFC, 3 x or multiple UFC, UFC when symptomatic, 3 x salivary late night cortisol

Adrenal incidentaloma: ONDST, 2 labs mentioned renin/aldo and metadrenalines too. One lab: urine steroid profile







Q19: What is your reference range for 9am cortisol?



5 labs: none quoted





5 labs: none quoted



Q22: What cut off do you use to exclude Cushing’s from a late night cortisol?

None: 17 labs

<52 nmol/L when asleep

<50 nmol/L but interpreted with other findings.

<100 nmol/L
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Q23: Does your lab issue formal guidance for performing a DST?

Was this guidance drawn up in collaboration with anyone else?



No: 3 labs

Yes: 5 labs



Endocrine Consultants (4 labs)

Senior Endocrine nurse
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Yes	No	8	12	

Q25: What cut-off do you use to exclude Cushing’s following an overnight DST?







25



<	50 nmol/L	<	40 nmol/L	<	30 nmol/L exclude; 30-50 equivocal	<	150 nmol/L	14	1	1	1	

Q25: What is the source of this cut-off?

Labs who use <50 nmol/L:

Historical (3 labs)

Endocrine Society Guidelines (2 labs)

Literature

Historical but checked at verification.

Historical - ?recommended by Imperial

Bootstrapped from previous cut off after change in calibration.

But as with other endocrine tests there is a continuum of risk

Julian Barth et al. Biochemical investigations in laboratory medicine. ACB venture publications 2001.
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Q25: What is the source of this cut-off?

<40 nmol/L:

The Regional Endocrine Laboratory, Royal Victoria Hospital, Belfast

<30 nmol/L exclude; 30-50 equivocal

Wood P, Barth JH, Freedman DB, Perry L, Sheridan B. Evidence for the low dose dexamethasone suppression test to screen for Cushing's syndrome - recommendations for a protocol for UK biochemistry laboratories. Ann Clin Biochem 1997; 34:222-9

<150 nmol/L

No source quoted but from Specialist Paediatric Laboratory.
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Q26: Do you recommend dexamethasone suppression tests to primary care?







Some caveats:

No, but some done anyway	

Yes, depending on willingness of the GP/patient	

Yes but if resistance suggest 24h urinary cortisol	





Q27: Do you always comment on DSTs?



Some labs: only if from GP, not from Endocrinology or if abnormal.
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Q28: Please indicate which follow up tests you recommend for diagnosis of Cushing’s.
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Yes	



24h urine cortisol	9am cortisol	ACTH	Low dose DST	Combined LDDST-CRH test	12	0	13	17	3	No	6











24h urine cortisol	9am cortisol	ACTH	Low dose DST	Combined LDDST-CRH test	6	19	6	2	16	

Investigation of Addison’s Disease
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Q29 / 30: Does your Trust / dept issue formal guidance for the investigation of suspected Addisons disease?

Was this guidance drawn up in collaboration with anyone else?



Endocrine – 5

No - 1



6 (32%)

13 (68%)
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Q31: Which first line tests do you recommend for the investigation of suspected Addisons disease? 







Endo Soc recommends SST

NICE recommends 9am cortisol
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Q32: What cut off do you use to diagnose Addisons from a 9am cortisol?

<50

100

under 100 indication for urgent SST, >370 excludes

120 / 150

150

300

<300 - does not exclude, <100 phoned by DB

>400 unlikely

420

"low"





NICE says if 9am cortisol <100 admit urgently, if 100 – 500 refer to Endo for SST and further investigations
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Q33 / 34: Does your Trust / dept issue formal guidance for performing a SST?

Was this guidance drawn up in collaboration with anyone else?



Endocrine – 9

No-one – 6



15 (79%)

4 (21%)
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Q35: Does your lab recommend that SSTs are performed at a specific time of day?
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Q36: Does your lab suggest any contraindications for performing an SST?
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Q37: Do you recommend taking a 60 minute sample following an SST?

Yes:  11		No:  8

Interpretation:

for CAH or adrenal dysfunction, but not simple cortisol deficiency

not used by lab, in discussion with endo re utility

historical, under review

in cases where 30 min inadequate but 60 min adequate recommend discuss with Endo

peak result can be at 30 or 60 mins (2 responses)

steroid therapy patients looking for delayed response (2 responses)
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Q38: How does your lab interpret SSTs?
(a)  30 minute cut off









All labs use a 30 min cut off
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Q38: How does your lab interpret SSTs?
(a)  30 minute cut off

Source of cut off:

ACB mailbase

Boloux & Rees, Diagnostic tests in endocrinology & diabetes / bootstrapped from EQA bias

Clark, Weber Endocr Rev 1998:19; 828-43

El Farhan, Clin Endo 78, 2013 x 2

Historical x 2

Imperial Endo Bible

In house  audit x 2

Literature x 3

Patient comparison with MS method x 3

Patient regression against previous assay x 3
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Q38: How does your lab interpret SSTs?
(b) baseline – 30 min increment



Yes:  10

No:  9
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Q38: How does your lab interpret SSTs?
(b) baseline – 30 min increment

Source of increment:

Bouloux & Rees

Clark, Weber Endocr Rev 1998:19; 828-43

Historical x 3

Imperial Endo Bible

Literature x 2
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Q39: Do you recommend SST to primary care?

Yes:	7

No:		12



Q40: Do you always comment on SSTs?

Yes:	7

No:		11
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Q41: What follow up tests do you recommend for the investigation of suspected Addison’s Disease?
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Q42: What ACTH cut off do you use to discriminate between primary and secondary adrenal insufficiency?

2 labs use 50

>150 consistent with primary, <50 excludes primary, if <10 must exclude secondary hypoadrenalism

>200 primary, <10 secondary

high ACTH at same time as low cortisol confirms primary adrenal falure

x2 ULN according to Endo Soc, but we don't use a specific cut off, if >ULN then suspect

5 labs refer samples for ACTH
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Full results of the audit will be available on the ACB website:


http://www.acb.org.uk/whatwedo/science/audit.aspx
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[bookmark: _GoBack]Standards for Cortisol Audit
Thames Audit Group, October 2018

1. Consider local assay bias when setting reference ranges and cut-offs for cortisol.

2. Acute hospitals should have access to a cortisol assay 24 hours a day, including weekends.

3. Interpretative comments should be provided on reports for short synacthen tests (SSTs) and overnight dexamethasone suppression tests (ONDSTs).

4. Guidance should be made available for investigation of suspected Cushing’s syndrome (including ONDST) and adrenal insufficiency (including SST).  These should be drawn up in conjunction with local Endocrinologists where applicable.

5. We recommend the following tests for first line investigation of suspected Cushing’s syndrome (Endocrine Society 2008):

· 24h urine free cortisol (at least 2 measurements)

· Late night salivary cortisol (at least 2 measurements)

· 1mg overnight dexamethasone suppression test

· Longer low-dose dexamethasone suppression test may be helpful in patients with certain psychiatric conditions, morbid obesity, alcoholism, diabetes mellitus

6. Patients with an abnormal first line test result should be further evaluated using another of the tests listed in recommendation 5. The combined dexamethasone-CRH test or midnight serum cortisol test may also be recommended for certain patients (Endocrine Society 2008).

7. Specific recommendations should be made for investigation of suspected Cushing’s syndrome in pregnant women, patients taking anti-epileptic medications, renal failure, suspected cyclic Cushing’s syndrome and adrenal incidentaloma, in line with the Endocrine Society guidelines (2008).

8. We recommend the following tests for first line investigation of suspected adrenal insufficiency:

· High dose standard SST

· If the SST is not feasible (e.g. in primary care), 9am cortisol & ACTH may be used with the caveat that a “normal” cortisol does not exclude adrenal insufficiency.

9. Laboratories should make clinicians aware of contraindications to SST (e.g. previous adverse reaction) and factors which affect the interpretation of SST results (e.g. previous steroid therapy, exogenous oestrogens, pregnancy).

10. The increment between baseline and 30/60 minute cortisol levels should not be used in interpretation of SSTs.

11. Plasma ACTH should be used to distinguish between primary and secondary adrenal insufficiency.  A cut off of 2 x ULN should be used (Endocrine Soc guidelines, 2016), but in cases where ACTH is >ULN but <2xULN, primary adrenal insufficiency should be considered.
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TAG Cortisol Audit Questionnaire 2018
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THAMES AUDIT GROUP: Cortisol
October 2018

Part 1:  About Your Laboratory

Name of your laboratory:	Click here to enter text.

a. Teaching hospital	☐

b. DGH	☐

c. Specialist	☐

d. Other	☐

Network status:

a. Part of a network	☐

b. Not part of a network	☐

If (a), please confirm whether your answers are on behalf of:

a. Your site only	☐

b. All sites within network	☐
If (b), please specify number and type of sites: Click here to enter text.



Part 2:  Feedback from CKD Audit, November 2016

Did your laboratory participate in the audit on CKD?

	Yes	☐	No	☐

Did you implement any changes in practice following this audit?

	Yes	☐	No	☐
If yes, please specify:	Click here to enter text.


Part 3:  About Your Cortisol Assay

1. Which assay are you using for measurement of cortisol?
Click here to enter text.

2. What is the imprecision (%CV) of your method at a cortisol level of 400 – 600 nmol/L?
Click here to enter text.   /   Prefer not to answer  ☐

3. With which EQA scheme are you registered?
Click here to enter text.

4. What is your current bias against the ALTM?
Click here to enter text.   /   Prefer not to answer  ☐

5. Do you take your assay bias into account when interpreting patient results and setting reference intervals / cut offs?
Click here to enter text.

6. If available, please provide annual workload data for the following:

a. cortisol	Click here to enter text.

b. short synacthen tests	Click here to enter text.

c. overnight dexamethasone tests	Click here to enter text.

d. other cortisol dynamic function tests	Click here to enter text.

7. Do you offer cortisol 24 hours a day, including weekends?

a. Yes	☐

b. No	                 ☐

If no, please state the times/days you provide this assay.

Click here to enter text.

8. Does your Trust or department issue formal guidance for assessment of patients on steroid therapy?

a. Yes	☐

b. No	☐
If yes, please provide a copy

9. Was this guidance drawn up in collaboration with anyone outside the lab?

a. Yes	☐

b. No	☐
If Yes, please tell us who (e.g. Endocrine consultants, CCGs, etc):
Click here to enter text.





10. Do you have any phone limits for cortisol?

a. Yes	☐

b. No	☐
If Yes, please specify below, including any phone limits for random cortisol, overnight dexamethasone, short synacthen tests, or any other specific limits you may have.
Click here to enter text.   



11. Do you measure cortisol in:

a. Term neonates?

Yes	☐

No	☐

b. Premature neonates?

Yes	☐

No	☐

12. Do you quote age related reference ranges for neonates?

a. Yes	☐

b. No	☐
If Yes, please specify below or attach a copy 
Click here to enter text.   

13. Do you add interpretative comments to cortisol results in neonates?

a. Yes	☐

b. No	☐
If Yes, please specify below or attach a copy 
Click here to enter text.   

14. What advice would you give to a paediatrician asking for clinical advice in the following scenario:

A patient born at 30 weeks gestation being investigated for neonatal hypoglycaemia (glucose 2.4 mmol/L) and cortisol is 96 nmol/L 32h post delivery
Click here to enter text.

Would you advise the clinician perform a short synacthen test?
Click here to enter text.




Part 4:  Investigation of Cushing’s Syndrome

15. Does your lab issue formal guidance for investigation of Cushing’s syndrome?

a. Yes	☐

b. No	☐

If yes, please provide a copy

16. Was this guidance drawn up in collaboration with anyone outside the lab?

a. Yes	☐

b. No	☐
If Yes, please tell us who (e.g. Endocrine consultants, CCGs, etc):
Click here to enter text.

17. Please indicate which first line tests you recommend for the exclusion of Cushing’s syndrome?

a. 9am cortisol	Yes  ☐  No  ☐

b. Late night (midnight) cortisol	Yes  ☐  No  ☐

c. 9am salivary cortisol	Yes  ☐  No  ☐

d. Late night (midnight) salivary cortisol	Yes  ☐  No  ☐

e. Overnight dexamethasone suppression test	Yes  ☐  No  ☐

f. Urine free cortisol	Yes  ☐  No  ☐

g. Other  (please state )	Click here to enter text.

18. Do you recommend specific tests in the following groups of patients?  If yes, please specify.

a. Pregnant women	Yes  ☐  No  ☐   Click here to enter text.

b. Patients taking anti-epileptic medication	Yes  ☐  No  ☐   Click here to enter text.

c. Renal failure	Yes  ☐  No  ☐   Click here to enter text.

d. Suspected cyclic Cushing’s	Yes  ☐  No  ☐   Click here to enter text.

e. Adrenal incidentaloma	Yes  ☐  No  ☐   Click here to enter text.

19. What is your reference range for 9am cortisol?  What is the source of your reference range?
Click here to enter text.

20. What cut off do you use to exclude Cushing’s from a 9am cortisol?
Click here to enter text.

21. What is your reference range for late night cortisol? What is the source of your reference range?
Click here to enter text.

22. What cut off do you use to exclude Cushing’s from a late night cortisol?
Click here to enter text.



23. Does your lab issue formal guidance for performing a dexamethasone suppression test?

a. Yes	☐

b. No	☐

If yes, please provide a copy

24. Was this guidance drawn up on collaboration with anyone outside the lab?

a. Yes	☐

b. No	☐
If Yes, please tell us who (e.g. Endocrine consultants, CCGs, etc):
Click here to enter text.

25. What cut off do you use to exclude Cushing’s following an overnight dexamethasone suppression test?  What is the source of the cut-off?
Click here to enter text.

26. Do you recommend dexamethasone suppression tests to primary care?
Click here to enter text.

27. Do you always comment on dexamethasone suppression tests?
Click here to enter text.

28. Please indicate which follow up tests you recommend for diagnosis of Cushing’s?

a. 24h urine cortisol	Yes  ☐  No  ☐

b. 9am cortisol	Yes  ☐  No  ☐

c. ACTH	Yes  ☐  No  ☐

d. Low dose dexamethasone suppression test	Yes  ☐  No  ☐

e. Combined LDDST-CRH test	Yes  ☐  No  ☐

f. Other (please state)	Click here to enter text.




Part 5:  Investigation of Addison’s Disease

29. Does your Trust / department issue formal guidance for investigation of Addison’s Disease?

a. Yes	☐

b. No	☐

If yes, please provide a copy

30. Was this guidance drawn up in collaboration with anyone outside the lab?

a. Yes	☐

b. No	☐
If Yes, please tell us who (e.g. Endocrine consultants, CCGs, etc):
Click here to enter text.

31. Please indicate which first line tests you recommend for the investigation of suspected Addison’s Disease.

a. Random cortisol	Yes  ☐  No  ☐

b. 9am cortisol	Yes  ☐  No  ☐

c. Late night (midnight) cortisol	Yes  ☐  No  ☐

d. Urine free cortisol	Yes  ☐  No  ☐

e. Short synacthen test	Yes  ☐  No  ☐

f. Other  (please state )	Yes  ☐  No  ☐

32. What cut off do you use to diagnose Addison’s from a 9am cortisol? What is the source of the cut off?
Click here to enter text.

33. Does your Trust / department issue formal guidance for performing a short synacthen test?

a. Yes	☐

b. No	☐

If yes, please provide a copy?

34. Was this guidance drawn up in collaboration with anyone outside the lab?

a. Yes	☐

b. No	☐
If Yes, please tell us who (e.g. Endocrine consultants, CCGs, etc):
Click here to enter text.

35. Does your lab recommend that SSTs are performed at a specific time of day?

a. Yes	☐

b. No	☐
If Yes, please specify	Click here to enter text.

36. Does your lab suggest any contraindications for performing a short synacthen test?

a. Yes	☐

b. No	☐
If Yes, please specify	Click here to enter text.

37. Do you recommend taking a 60 min sample following a short synacthen test?  

a. Yes	☐

b. No	☐
If yes, please describe how you use this result in interpretation of the results?
Click here to enter text.

38. How does your lab interpret the results of short synacthen tests?

a. Using a 30 minute cut off
Yes   ☐   /   No   ☐
Please state cut off:	Click here to enter text.
Please state source of cut off:	Click here to enter text.

b. Using an increment between baseline and 30 minutes
Yes   ☐   /   No   ☐
Please state increment:	Click here to enter text.
Please state source of increment:	Click here to enter text.

c. Other
Yes   ☐   /   No   ☐
Please give details:	Click here to enter text.

39. Do you recommend short synacthen tests to primary care?
Yes   ☐   /   No   ☐

40. Do you always comment on short synacthen tests?
Yes   ☐   /   No   ☐

41. What follow up tests do you recommend for investigation of Addison’s disease?

a. 9am cortisol	Yes  ☐  No  ☐

b. ACTH	Yes  ☐  No  ☐

c. Short synacthen test	Yes  ☐  No  ☐

d. Long synacthen test	Yes  ☐  No  ☐

e. Renin & aldosterone	Yes  ☐  No  ☐

42. What ACTH cut off do you use to discriminate primary and secondary adrenal insufficiency? 
Click here to enter text.






Many thanks for completing this questionnaire.  Please send completed questionnaires by Friday 21st September to:

DawnGrenshaw@nhs.net
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