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Abstract

Recurrence of Cushing’s disease after successful transsphenoidal surgery occurs in 

some 30% of the patients and the response to desmopressin shortly after surgery has 

been proposed as a marker for disease recurrence. The aim of the present study was to 

evaluate the response to desmopressin over time after surgery. We tested 56 patients 

with Cushing’s disease in remission after transsphenoidal surgery with desmopressin for 

up to 20 years after surgery. The ACTH and cortisol response to desmopressin over time 

was evaluated in patients on long-term remission or undergoing relapse; an increase by 

at least 27 pg/mL in ACTH levels identified responders. The vast majority of patients who 

underwent successful adenomectomy failed to respond to desmopressin after surgery 

and this response pattern was maintained over time in patients on long-term remission. 

Conversely, a response to desmopressin reappeared in patients who subsequently 

developed a recurrence of Cushing’s disease, even years prior to frank hypercortisolism. 

It appears therefore that a change in the response pattern to desmopressin proves 

predictive of recurrence of Cushing’s disease and may indicate which patients require 

close monitoring.

Introduction

First-line treatment of Cushing’s disease is surgical 
removal of the ACTH-secreting pituitary tumor and 
worldwide remission rates range from 60 to 80% (1, 2, 
3). The tumor may recur, however, most often within 
two years of surgery but sometimes even decades after 
cure. Estimates of recurrence vary from 5 to 30% (4, 5, 
6) indicating that up to one-fifth of the patients may 
experience a relapse of hypercortisolism. From a clinical 
viewpoint, this translates into the need for long-term 
surveillance of patients in remission and repeated testing 
with a variety of hormonal challenges. Indeed, as with 
the diagnosis of Cushing’s disease, the establishment of 

recurrence may be straightforward in some patients and 
challenging in others. This has given rise to the search for 
reliable markers of recurrence (1, 7), usually at immediate 
postsurgical testing, but none has proven fully predictive 
for long-term, relapse-free survival.

One potential recurrence prognostic is desmopressin 
testing, a procedure also used during the diagnostic 
work-up of Cushing’s disease. Administration of 
desmopressin, a long-acting vasopressin analog, has in 
fact proven useful to distinguish Cushing’s disease from 
pseudo-Cushing states (8, 9, 10, 11, 12, 13, 14) as it has 
been shown to stimulate ACTH secretion in tumoral 
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corticotropes (15, 16, 17, 18, 19). Along the same line, 
a response to desmopressin after surgery may be taken 
to indicate the persistence of tumoral corticotropes (20, 
21, 22, 23, 24). Postsurgical desmopressin testing has 
been used both to establish remission (20, 21, 24) and 
to predict relapse (22, 23) with testing performed shortly 
after surgery.

The aim of the present study was to assess the pattern 
of ACTH/cortisol responses to desmopressin in the years 
following transsphenoidal surgery in patients with 
Cushing’s disease on long-term remission and to establish 
whether changes in the response to desmopressin in 
patients during follow-up can prove an early marker for 
recurrence.

Subjects and methods

Patients

We evaluated 56 patients with Cushing’s disease  
(43 women, 13 men, mean age 39.4 ± 1.47  years, range 
15–67  years) in remission after transsphenoidal surgery 
and followed for 2–23 years (mean 130.1 ± 8.93 months). 
The diagnosis of Cushing’s disease had been established 
by standard diagnostic criteria (4, 25) and confirmed by 
surgical cure and/or pathology. Outcome of surgery had 
been established on both clinical and laboratory grounds 
with testing performed within 5 days of surgery. Patients 
in remission presented normal urinary-free cortisol (UFC) 
levels and low-normal morning serum cortisol, signs and 
symptoms of adrenal insufficiency and required steroid 
replacement therapy. Replacement therapy was started 
with cortisone acetate 37.5 mg/daily and mean length 
of replacement therapy was 14.7 ± 1.78  months after 
exclusion of 2 patients who could not be weaned off 
steroid replacement and are currently still being treated at 

16 and 17 years after surgery. Patients who subsequently 
developed elevated UFC, abnormal overnight suppression 
test (OST; cortisol >3 µg/dL after 1 mg dexamethasone 
administered at midnight (26)) and clinical signs of 
hypercortisolism were considered relapse. The first 
available abnormal UFC was taken to indicate time-to-
relapse; relapse occurred 87.0 ± 13.58  months (range 
24–162 months) after surgery.

Patients were classified into two groups according 
to the criteria described above: long-term remission  
(43 patients) and relapse (13 patients; Table  1);  
43 patients (33 remission, 10 relapse) had been tested 
with desmopressin also prior to surgery. Postsurgical 
evaluation was performed, usually at yearly intervals, by 
means of clinical evaluation, UFC measurement, OST and 
desmopressin testing.

Approval for the present study was obtained by the 
Ethical Committee of the Istituto Auxologico Italiano and 
informed consent was obtained from all participants prior 
to testing.

Desmopressin testing was performed in the morning 
according to our usual protocol (8, 12). Briefly, 10 µg 
desmopressin (Ferring Pharmaceuticals) was administered 
as an i.v. bolus and blood samples for ACTH and cortisol 
estimation obtained before and 10, 20, 30, 45, 60, 90 and 
120 min after drug administration. Blood pressure and 
heart rate were monitored throughout the procedure. 
Patients were considered responsive if ACTH increased 
by at least 27 pg/mL (6 pmol/L) (8). This cut-off yielded 
the highest diagnostic accuracy to discern patients with 
Cushing’s disease from normal-weight and obese subjects 
as well as from those with pseudo-Cushing. Given that 
desmopressin testing in the current setting is used to 
distinguish recurrence of the corticotrope adenoma vs 
normal HPA physiology, it appears appropriate to use the 
same criterion.

Table 1  Demographic data and early postsurgical evaluation in patients with Cushing’s disease.

 
 
Patients

 
 

Age (years)

 
 
Sex

 
 
Adenoma

 
Urinary free 

cortisol (µg/24 h)

 
8:00 h cortisol 

(µg/dL)

 
 

12:00 h cortisol (µg/dL)

Overnight 
suppression test 

(µg/dL)

All patients 
(n = 56)

39.4 ± 1.47 43 women
13 men

32 micro
4 macro

20.3 ± 1.74 4.73 ± 0.641 1.76 ± 0.234 1.22 ± 0.116

Long-term 
remission 
(n = 43)

39.1 ± 1.59 31 women
12 men

39 micro
4 macro

18.9 ± 1.95 4.72 ± 0.732 1.43 ± 0.228* 1.21 ± 0.136*

Relapse 
(n = 13) 

40.6 ± 3.63 
 

12 women
1 man 

13 micro 
 

24.3 ± 4.34 
 

6.55 ±1.404 
 

3.00 ± 1.104 
 

1.94 ± 0.301 
 

*P < 0.05 vs relapse. To convert into SI, multiply urinary-free cortisol by 2.759, serum cortisol by 27.59.
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Assays

Plasma ACTH was measured by two-site 
immunoradiometric assay (Allegro, Nichols Institute 
Diagnostics, San Juan Capistrano, CA, USA) up to 2010 
and then by chemiluminescent immunoassay (Elecsys, 
Roche). Plasma cortisol and UFC, the latter after urine 
extraction with dichloromethane, were measured by 
RIA (Byk-Sangtec Diagnostica, Dietzenbach, Germany 
and DPC, Los Angeles, CA, USA, respectively) until 2010 
and then by chemiluminescent immunoassay (Elecsys, 
Roche). Stringent quality control procedures within the 
laboratory ensured optimal commutability and linearity 
between assays. Overall, intra- and interassay coefficients 
of variations are 3.2 and 8.2% for ACTH, 3.0 and 4.7% for 
serum cortisol and 3.5 and 6.2% for UFC. Normal ranges 
in our laboratory are 10–50 pg/mL and 9–64 pg/mL for 
ACTH with immunometric and chemiluminescent assays, 
respectively, and 10–80 μg/24 h and 17–136 µg/24 h for 
UFC with immunometric and chemiluminescent assays, 
respectively; normal range for serum cortisol is 5–25 μg/dL 
with either assay.

Statistical analyses

The ACTH and cortisol responses to DDAVP were 
evaluated as absolute peak, absolute increment and 
percentage increment compared to basal values. Student’s 
t-test for paired data was used for comparisons of ACTH 
concentrations in the same patient, whereas non-
parametric tests, i.e., Mann–Whitney and Wilcoxon, 
were used, as appropriate, for the analysis of derived 
variables. Chi-square and Fisher’s exact tests were used for 
comparison of qualitative variables. Logistic regression 
analysis was performed to identify predictor variables; 
Receiver Operator Characteristic (ROC) analysis was 
performed to establish diagnostic efficiency and calculate 
Youden’s J index (27). Data are expressed as mean ± s.e. 
or median and 25th/75th centile range. Statistical 
significance was accepted for P < 0.05. Statistical analyses 
were performed with Statview (SAS Institute, Cary NC, 
USA) and MedCalc (MedCalc Software, Ostend, Belgium).

Results

Early postoperative evaluation

Table  1 shows hormonal data in patients upon early 
postsurgical evaluation. i.e., <1  week after surgery. 
As expected, UFC, and morning and midnight 

serum cortisol as well as cortisol after OST were 
significantly lower compared to presurgical levels in 
all patients (UFC 20.3 ± 1.74 vs 416.1 ± 58.18 μg/24 h, 
respectively, P < 0.0001; morning cortisol 4.73 ± 0.641 
vs 19.9 ± 1.12 μg/dL, P < 0.0001; midnight cortisol 
1.76 ± 0.234 vs 18.6 ± 1.38 μg/dL, P < 0.0001; cortisol after 
OST 1.22 ± 0.116 vs 16.4 ± 1.69 μg/dL, P < 0.0001). No 
significant differences in immediate postoperative UFC 
or morning serum cortisol values were observed between 
patients on long-term remission or relapse; conversely, 
midnight serum cortisol and cortisol after OST levels 
were higher in patients who relapsed (Table  1). No 
differences in length of replacement therapy were 
observed between patients in long-term remission and 
relapse (17.2 ± 2.18 vs 13.6 ± 3.06  months, N.S., after 
exclusion of 2 patients still on replacement therapy, as 
described earlier).

Forty-seven patients underwent the desmopressin test 
immediately after surgery and the ACTH peak increment 
decreased on average from 176.8 ± 32.49 pg/mL before 
surgery to 14.7 ± 3.61 pg/mL after surgery (P < 0.001). 
Comparison of pre- and postsurgical responses revealed 
that the response to desmopressin disappeared in all 
but 6 patients, 4 long-term remissions (last follow-up 
44–94 months) and 2 relapses (Fig. 1). Overall, the ACTH 
response to desmopressin was comparable between 
patients on long-term remission and relapses (incremental 
peak 14.6 ± 4.27 vs 9.4 ± 2.08 pg/mL, N.S., respectively) as 
was the percentage of non-responders (88.9 vs 80%, P = 0.61 
by Fisher’s exact test). Analysis of the ACTH response as 
percentage over baseline also did not differ (209.6 ± 20.51 
vs 197.9 ± 29.68%, N.S., for remission and relapse, 
respectively), nor did the cortisol response (incremental 
peak 2.32 ± 0.66 vs 2.66 ± 0.85 µg/dL, percent increase 
148.7 ± 16.62 vs 175.7 ± 29.66%, N.S., for remission and 
relapse, respectively). In fact, no variable was retained 
at the stepwise entry logistic regression analysis except 
for OST (coefficient −1.253 ± 0.618, P < 0.05). It follows 
that the response to desmopressin observed at early 
postoperative evaluation was not predictive of long-term 
remission in our series.

Long-term evaluation

All patients underwent desmopressin testing during 
postoperative follow-up for up to 275 months; in total, 
309 tests were performed. Patients in long-term remission 
displayed comparable responses over time (Fig.  2, left 
panel) and, indeed, no discernible differences in ACTH peak 
increment were observed at repeated-measures ANOVA 
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(F = 1.46, N.S., Fig. 2, right panel). Of note, in patients in 
long-term remission, no differences were observed between 
tests performed prior to 2010 (immunoradiometric assay, 
n = 194) and after 2010 (chemiluminescent immunoassay; 
n = 44) as regards baseline ACTH concentrations 
(25.7 ± 1.81 vs 23.63 ± 1.79 pg/mL, N.S.), ACTH peak 
(65.8 ± 8.44 vs 47.6 ± 5.37 pg/mL, N.S.) and ACTH peak 
increment (40.1 ± 7.51 vs 23.97 ± 4.28 pg/mL, N.S.). 
Likewise, no differences were observed for cortisol 
concentrations measured before (radioimmunoassay) and 

after 2010 (chemiluminescent immunoassay) at baseline 
(8.8 ± 0.52 vs 8.7 ± 0.36 µg/dL, N.S.), peak (14.1 ± 0.94 vs 
13.2 ± 0.87 µg/dL, N.S.) and incremental peak (5.3 ± 0.55 
vs 4.5 ± 0.69 µg/dL, N.S.).

As regards individual responses, in addition to the  
4 patients tested early after surgery who displayed persistent 
ACTH responses to desmopressin although in remission, 
5 additional patients in long-term remission (follow-up 
75–273 months) presented responses to desmopressin at 
postsurgical evaluations; this pattern did not change over 

Figure 1
ACTH response to desmopressin before surgery 
and at early postsurgical evaluation. Graphs show 
ACTH incremental peak before (filled circles) and 
after (empty circles) surgery in each patient 
tested at both times. Dashed line indicates the 
criterion for response to desmopressin.

Figure 2
ACTH response to desmopressin at long-term follow-up in patients on stable remission. Left panel: ACTH concentrations upon desmopressin 
administration (arrow) over 2 h are depicted. Average values at different time points after surgery are color-coded as shown. Right panel: range of ACTH 
peak increments during follow-up. Bars comprise 25th, 50th and 75th centiles, error bars 10th and 90th centiles and individual outliers are shown. 
Dashed line indicates a positive response.
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the entire observation period. In all other patients, even 
10 years after surgery, the ACTH response to desmopressin 
fell easily within the range of responses recorded in 
normal subjects (median incremental peak 14.9 pg/mL,  
10th centile: 4.8 pg/mL, 90th centile: 27.0 pg/mL  
(8)). Patients who did not respond to desmopressin prior 
to surgery maintained this response pattern throughout 
(follow-up range 2–7 years).

Conversely, the response pattern to desmopressin 
changed over time in patients who relapsed (time-to-
relapse 24–162 months). At early postsurgical evaluation, 
patients had failed to mount a significant response 
to desmopressin and had thus been considered non-
responders (as described earlier, Fig.  3). However, the 
response pattern changed over time and clear-cut 
ACTH increases were registered at different time points 
after surgery (Fig.  3). Once the response pattern had 
changed to responder status, this trend was confirmed at 
subsequent testing; indeed, all patients were responsive to 
desmopressin by the time of relapse (average incremental 
peak 97.1 ± 27.46 pg/mL; Fig.  3). Most interestingly, 
in 9 patients with multiple testing, the response to 

desmopressin had become evident prior to the recurrence 
of hypercortisolism (Fig.  3). In fact, UFC and OST were 
indicative of normal HPA axis function at the time the 
response to desmopressin changed and became clearly 
altered only months to years after this first response 
(Table 2).

As mentioned earlier, the criterion for response to 
desmopressin was chosen on the basis of the response 
observed in normal subjects (8) and, indeed, patients in 
remission retained a pattern consistent with normal HPA 
secretion (as described earlier). We also performed the ROC 
analysis on our chosen criterion, in comparison with the 
percent ACTH increase, as used by other investigators (20). 
Comparison of ROC curves revealed that absolute ACTH 
increase was superior to percent ACTH increase (ROC AUC 
0.836 ± 0.0341 vs 0.713 ± 0.0434, P < 0.001, respectively, 
Supplementary Fig. 1, see section on supplementary data 
given at the end of this article). Indeed, Youden’s index for 
absolute ACTH increase was indicative of good diagnostic 
effectiveness at 0.6855 (95% C.I. 0.563; 0.776), whereas 
the same parameter for percent ACTH increase was far 
lower 0.3926 (95% C.I. 0.243; 0.506).

Figure 3
ACTH response to desmopressin at long-term 
follow-up in patients who relapsed. Incremental 
peak ACTH concentrations are repeated testing 
over time in the 13 patients shown; white circles 
indicate concurrent normal UFC/OST; gray circles 
indicate abnormal UFC/OST. Dashed line indicates 
a positive response.

Table 2  Hormonal responses in patients who experienced recurrrence in whom the response to desmopressin preceded 

full-blown hypercortisolism.

Pt #

Reappearance of response to desmopressin* Relapse

Months after 
surgery

ACTH incremental 
peak ACTH in (pg/mL) UFC (µg/24 h) OST (µg/dL)

Months after 
surgery

ACTH incremental 
peak ACTH in (pg/mL) UFC (µg/24 h) OST (µg/dL)

1 102 57.3 41.0 0.9 147 73 147 4.6
2 16 30.9 35.5 1.2 29 103.6 188 3.5
3 80 46.1 50.7 2 108 48.4 134 5.9
4 66 43.1 28.8 0.9 162 397 1035 9.6
5 34 31.9 23.8 0.7 115 173 693 8.4
6 18 29 46 2.7 44 47.1 267 11
7 59 27.7 60.4 2 85 30.3 180 7.8
8 80 28.4 31.6 0.9 116 84.4 430 3.5
9 25 31.5 13.3 1.0 36 46.1 460 11.7

*Criteria for response: ACTH peak increment >27 pg/mL. UFC: urinary-free cortisol (abnormal > 80 µg/24 h); OST: cortisol after 1 mg dexamethasone 
(abnormal >3 µg/dL (26)).
To convert into SI, multiply urinary-free cortisol by 2.759, serum cortisol by 27.59.
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Discussion

The management of patients with Cushing’s disease 
requires considerable expertise. First, diagnosis 
of endogenous cortisol excess is by no means 
straightforward (25), especially in mild cases (28), and 
then transsphenoidal surgery – the first choice treatment 
– has to prove successful. Furthermore, once the patient 
is in remission, the specter of relapse has to be taken into 
account and patients monitored for years (29). In this 
context, while relapse may sometimes occur rapidly, in 
most cases this appears a rather slow, lengthy process 
and repeated evaluations have to be performed over 
time until full-blown hypercortisolism is unmistakably 
manifest. The physician may therefore have to assess 
pituitary–adrenal function for years, which is costly and 
possibly unnecessary if patients do not relapse. Several 
criteria have been proposed to establish which patients 
are at risk for relapse and warrant close follow-up and 
which are unlikely to present disease recurrence and can 
be monitored more loosely. Morning serum cortisol after 
surgery (30) is one such criterion, although prediction is 
by no means absolute (31) as up to 25% of the patients 
with undetectable/low cortisol relapse at a future date  
(5, 32). Other criteria have also been proposed as predictors 
of relapse, such as findings at pathology (2), response 
to CRH (4, 33), inhibition after 1 mg dexamethasone 
overnight (34, 35), plasma ACTH levels (36) and late-night 
salivary cortisol (37). None however provides absolute 
certainty for relapse-free survival and the search for more 
accurate indicators is on-going.

One recent addition to the panel of predictors is 
the postsurgical response to desmopressin. This test has 
proven useful to distinguish patients with Cushing’s 
disease from patients with pseudo-Cushing (11, 28) and 
there are also several studies reporting its use after surgery. 
Stimulation with desmopressin shortly after surgery may 
help confirm successful removal of tumoral corticotropes, 
as the response to desmopressin is expected to disappear 
in these patients (20, 21, 23). Conversely, if the response 
to desmopressin persists after surgery, then failure is likely 
(20, 21, 23). Overall, some 50–80% of individuals who 
presented a response to desmopressin though in remission 
subsequently relapsed (20, 23); thus, the test appeared 
a possible but not fully reliable predictor. Moreover, 
no specific cut-off could be identified; indeed, criteria 
for response varied from absolute cortisol increase over  
7 µg/dL (23) to percentage ACTH and cortisol increase over 
30% and 20%, respectively (20). Variants of desmopressin 
testing, i.e., dexamethasone-suppressed desmopressin 

stimulation, have also been proposed but again results 
proved promising though not fully predictive of surgical 
outcomes (38, 39).

It appears, therefore, that immediate postsurgical 
evaluation may not be the best timeframe to predict an 
occurrence which may take place years after surgery. 
In fact, it has been suggested that subtle alterations of 
the hypothalamic–pituitary–adrenal axis may develop 
over time and represent an early predictor of relapse 
(40), thus identifying patients who necessitate closer 
monitoring. We decided to review the response pattern to 
desmopressin in a large series of patients with Cushing’s 
disease in remission after pituitary surgery in order to 
identify whether the response to desmopressin may 
represent an early marker of relapse and, indeed, can state 
that this is the case.

On the one hand, analysis of response patterns in 
patients in stable, long-term remission showed that the 
response to desmopressin is modest and that this response 
pattern is maintained for years, even decades. The small 
increase in ACTH upon desmopressin stimulation, indeed, 
is reminiscent of the response observed in normal subjects 
(8), supporting the concept that normal hypothalamic–
pituitary–adrenal axis physiology is restored in patients 
on long-term remission (41).

Conversely, patients who relapsed changed their 
response pattern over time. In fact, although ACTH failed 
to increase at immediate postsurgical evaluation in these 
patients – in keeping with remission status – ACTH peak 
levels increased at subsequent testing. This represented a 
clear deviation from the previous, bland response pattern, 
suggesting a reprise of the ACTH secretory response typical 
to Cushing’s disease. Indeed, as both normal individuals 
and patients in remission from Cushing’s disease do 
not mount a significant ACTH secretory response after 
desmopressin stimulation, a deviance from this pattern is 
highly informative.

Several mechanisms have been postulated to underlie 
this peculiar secretory response. Desmopressin has a 
strong affinity for the vasopressin V2 and V3 receptor 
subtypes (42, 43) and available evidence points to an 
involvement of both receptors in the stimulatory effect of 
desmopressin on ACTH secretion by tumoral corticotropes 
(16, 17, 44). On the other hand, mechanisms other than 
direct desmopressin action at the pituitary level have 
been postulated given that some patients fail to respond 
to desmopressin in vitro notwithstanding a clear in vivo 
response (16). In these patients, relapse would imply 
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re-enacting the deregulation in suprapituitary control 
mechanisms which enables the response to desmopressin, 
reminiscent of the hypothalamo-derived hypothesis for 
corticotrope tumor pathogenesis (45, 46).

In the present study, we applied the criterion 
developed to diagnose patients with Cushing’s disease 
prior to surgery (8) to identify a response to desmopressin 
after surgery. This strategy is in line with other studies 
(20, 38) and proved rational as patients in long-term 
remission presented a modest – if any – increase in ACTH 
upon desmopressin stimulation, well within the range 
observed in normal subjects. Indeed, ROC curve analysis 
and Youden’s index confirmed its good diagnostic 
effectiveness and superiority to percent ACTH increase.

Of note, reappearance of the ACTH response to 
desmopressin occurred months to years prior to full-
blown recurrence of hypercortisolism; indeed, the 
interval between the appearance of a response to 
desmopressin and detection of increased UFC levels 
or absent OST suppression ranged from 1 to 8  years in 
patients tested at regular intervals. A similar pattern had 
been observed in 2 patients reported by Dall’Asta (47) and 
in some patients submitted to dexamethasone-suppressed 
desmopressin testing (48). Reappearance of the response 
to vasopressin analogs and/or to CRH prior to overt 
recurrence had also been reported in some patients from 
a French series (40). This suggests that corticotrope tumor 
cell re-growth is associated with deregulation of the 
response to desmopressin quite some time before giving 
rise to excess cortisol secretion. It follows that repeat 
desmopressin testing in patients in remission is useful 
to identify patients who mandate closer monitoring and 
those who can be followed more loosely. A shift toward 
desmopressin responsiveness in patients who previously 
failed to respond is likely to be followed by recurrence of 
hypercortisolism and should prompt careful surveillance 
allowing timely detection of relapse. Conversely, constant, 
absent responses to desmopressin may allow a less strict 
monitoring schedule. Interestingly, changes in late-night 
salivary cortisol have also been reported to herald full-
blown recurrence of hypercortisolism although there is 
considerable variability in salivary cortisol sequential 
measures (49, 50). One study reported that responses to 
vasopressin analogs preceded changes in midnight salivary 
cortisol in 8 out of 14 patients (40); thus, there might 
indeed be a specific advantage to desmopressin testing 
as an early predictor of disease recurrence. Definition of 
threshold markers and timing of testing for desmopressin 
as well as other predictive parameters will require further 
large-scale, and possibly collaborative, studies.

In conclusion, our study has shown that patients 
with Cushing’s disease on long-term surgical remission 
maintain their response pattern to desmopressin over 
time. Conversely, a change in the response pattern 
over time anticipates a recurrence of Cushing’s disease. 
Reappearance of the response to desmopressin represents 
an alert for closer monitoring.

Supplementary data
This is linked to the online version of the paper at http://dx.doi.org/10.1530/
EC-17-0292.

Declaration of interest
The authors declare that there is no conflict of interest that could be 
perceived as prejudicing the impartiality of the reported research. F P 
G received Advisory Board Member honoraria from Novartis and HRA 
Pharma.

Funding
This research did not receive any specific grant from any funding agency in 
the public, commercial or not-for-profit sector.

References

	 1	Petersenn S, Beckers A, Ferone D, van der Lely AJ, Bollerslev J, 
Boscaro M, Brue T, Bruzzi P, Casanueva FF, Chanson P, et al. 
Outcomes in patients with Cushing’s disease undergoing 
transsphenoidal surgery: systematic review assessing criteria used to 
define remission and recurrence. European Journal of Endocrinology 
2015 172 R227–R239. (doi:10.1530/EJE-14-0883)

	 2	Bochicchio D, Losa M, Buchfelder M & The European Cushing’s 
Disease Survey Group. Factors influencing the immediate and late 
outcome of Cushing’s disease treated by transsphenoidal surgery: a 
retrospective study by the European Cushing’s disease Survey Group. 
Journal of Clinical Endocrinology and Metabolism 1995 80 3114–3120. 
(doi:10.1210/jcem.80.11.7593411)

	 3	Yamada S, Inoshita N, Fukuhara N, Yamaguchi-Okada M, Nishioka H, 
Takeshita A, Suzuki H, Ito J & Takeuchi Y. Therapeutic outcomes in 
patients undergoing surgery after diagnosis of Cushing’s disease: 
a single-center study. Endocrine Journal 2015 62 1115–1125. 
(doi:10.1507/endocrj.15-0463)

	 4	Invitti C, Pecori Giraldi F, De Martin M & Cavagnini F. The 
Study Group of the Italian Society of Endocrinology on the 
Pathophysiology of the Hypothalamic-Pituitary-Adrenal Axis. 
Diagnosis and management of Cushing’s syndrome: results of 
an Italian multicentre study. Journal of Clinical Endocrinology and 
Metabolism 1999 84 440–448. (doi:10.1210/jcem.84.2.5465)

	 5	Patil CG, Prevedello DM, Lad SP, Vance ML, Thorner MO, 
Katznelson L & Laws ER Jr. Late recurrences of Cushing’s disease 
after initial successful transsphenoidal surgery. Journal of Clinical 
Endocrinology and Metabolism 2008 93 358–362. (doi:10.1210/jc.2007-
2013)

	 6	Hammer GD, Tyrrell JB, Lamborn KR, Applebury CB, Hannegan ET, 
Bell S, Rahl R, Lu A & Wilson CB. Transsphenoidal microsurgery 
for Cushing’s disease: initial outcome and long-term results. Journal 
of Clinical Endocrinology and Metabolism 2004 89 6348–6357. 
(doi:10.1210/jc.2003-032180)

https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/
http://dx.doi.org/10.1530/EC-17-0292
http://dx.doi.org/10.1530/EC-17-0292
http://dx.doi.org/10.1530/EC-17-0292
http://dx.doi.org/10.1530/EJE-14-0883
http://dx.doi.org/10.1210/jcem.80.11.7593411
http://dx.doi.org/10.1507/endocrj.15-0463
http://dx.doi.org/10.1210/jcem.84.2.5465
http://dx.doi.org/10.1210/jc.2007-2013
http://dx.doi.org/10.1210/jc.2007-2013
http://dx.doi.org/10.1210/jc.2003-032180


This work is licensed under a Creative Commons 
Attribution-NonCommercial-NoDerivatives 4.0 
International License.

Research A G Ambrogio et al. DDAVP test as a predictor of 
recurrence

En
d

o
cr

in
e 

C
o

n
n

ec
ti

o
n

s
6:798798–799

DOI: 10.1530/EC-17-0292
http://www.endocrineconnections.org	 © 2017 The authors

Published by Bioscientifica Ltd

	 7	Chee GH, Mathias DB, James RA & Kendall-Taylor P. Transsphenoidal 
pituitary surgery in Cushing’s disease: can we predict outcome? 
Clinical Endocrinology 2001 54 617–626. (doi:10.1046/j.1365-
2265.2001.01261.x)

	 8	Moro M, Putignano P, Losa M, Invitti C, Maraschini C & Cavagnini F. 
The desmopressin test in the differential diagnosis between 
Cushing’s disease and pseudoCushing states. Journal of Clinical 
Endocrinology and Metabolism 2000 85 3569–3574. (doi:10.1210/
jcem.85.10.6862)

	 9	Coiro V, Volpi R, Capretti L, Caffarri G & Chiodera P. Desmopressin 
and hexarelin tests in alcohol-induced pseudo-Cushing’s syndrome. 
Journal of Internal Medicine 2000 247 667–673. (doi:10.1046/j.1365-
2796.2000.00676.x)

	 10	Tsagarakis S, Vasiliou V, Kokkoris P, Stavropoulos G & Thalassinos N. 
Assessment of cortisol and ACTH responses to the desmopressin 
test in patients with Cushing’s syndrome and simple obesity. 
Clinical Endocrinology 1999 51 473–477. (doi:10.1046/j.1365-
2265.1999.00830.x)

	 11	Malerbi DA, Villares Fragoso MCB, Vieira Filho AHG, Brenlha EML 
& Bilharinho de Mendonça B. Cortisol and adrenocorticotropin 
response to desmopressin in women with Cushing’s disease 
compared with depressive illness. Journal of Clinical Endocrinology and 
Metabolism 1996 81 2233–2237. (doi:10.1210/jcem.81.6.8964857)

	 12	Pecori Giraldi F, Pivonello R, Ambrogio AG, De Martino MC, De 
Martin M, Scacchi M, Colao A, Toja PM, Lombardi G & Cavagnini F. 
The dexamethasone-suppressed corticotropin-releasing hormone 
stimulation test and the desmopressin test to distinguish Cushing’s 
syndrome from pseudo-Cushing’s states. Clinical Endocrinology 2007 
66 251–257. (doi:10.1111/j.1365-2265.2006.02717.x)

	 13	Tirabassi G, Faloia E, Papa R, Furlani G, Boscaro M & Arnaldi G. Use 
of the desmopressin test in the differential diagnosis of pseudo-
Cushing state form Cushing’s disease. Journal of Clinical Endocrinology 
and Metabolism 2010 95 1115–1122. (doi:10.1210/jc.2009-1146)

	 14	Rollin GAFS, Costenaro F, Gerchman F, Rodrigues TC & 
Czepielewski MA. Evaluation of the DDAVP test in the diagnosis 
of Cushing’s disease. Clinical Endocrinology 2015 82 793–800. 
(doi:10.1111/cen.12661)

	 15	Sakai Y, Horiba N, Tozawa F, Sakai K, Kuwayama A, Demura H 
& Suda T. Desmopressin stimulation test for diagnosis of ACTH-
dependent Cushing’s syndrome. Endocrine Journal 1997 44 687–695. 
(doi:10.1507/endocrj.44.687)

	 16	Pecori Giraldi F, Marini E, Torchiana E, Mortini P, Dubini A & 
Cavagnini F. Corticotrophin-releasing activity of desmopressin 
in Cushing’s disease. Lack of correlation between in vivo and in 
vitro responsiveness. Journal of Endocrinology 2003 177 373–379. 
(doi:10.1677/joe.0.1770373)

	 17	Luque RM, Ibañez-Costa A, López-Sánchez LM, Jiménez-Reina L, 
Venegas-Moreno E, Gálvez MA, Villa-Osaba A, Madrazo-Atutxa AM, 
Japón MA, de la Riva A, et al. A cellular and molecular basis for 
selective desmopressin-induced ACTH release in Cushing disease 
patients: key role of AVPR1b receptor and potential therapeutic 
implications. Journal of Clinical Endocrinology and Metabolism 2013 98 
4160–4169. (doi:10.1210/jc.2013-1992)

	 18	Abe T, Tachikawa T, Sasaki A, Taniyama M, Okamura Y, Izumiyama H 
& Matsumoto K. Histopathological and physiological characteristics 
of cultured human ACTH-secreting cells derived from a rapidly 
growing pituitary adenoma. Brain Tumor Pathology 2000 17 133–138. 
(doi:10.1007/BF02484284)

	 19	Leal Cerro A, Martin Rodriguez JF, Ibañez-Costa A, Madrazo-
Atutxa AM, Venegas-Moreno E, Leon-Justel A, Garcia-Hernandez N, 
Luque RM, Castaño JP, Cano DA, et al. Desmopressin test in the 
diagnosis and follow-up of cyclical Cushing’s disease. Endocrinología y 
Nutrición 2014 61 69–76. (doi:10.1016/j.endonu.2013.04.017)

	 20	Losa M, Bianchi R, Barzaghi R, Giovanelli M & Mortini P. Persistent 
adrenocorticotropin response to desmopressin in the early 
postoperative period predicts recurrence of Cushing’s disease. 

Journal of Clinical Endocrinology and Metabolism 2009 94 3322–3328. 
(doi:10.1210/jc.2009-0844)

	 21	Colombo P, Dall’Asta C, Barbetta L, Re T, Passini E, Faglia G & 
Ambrosi B. Usefulness of the desmopressin test in the postoperative 
evaluation of patients with Cushing’s disease. European Journal of 
Endocrinology 2000 143 227–234. (doi:10.1530/eje.0.1430227)

	 22	Barbot M, Albiger N, Koutroumpi S, Ceccato F, Frigo AC, Manara R, 
Fassina A, Gardiman MP, Scanarini M, Mantero F, et al. Predicting 
late recurrence in surgically treated patients with Cushing’s disease. 
Clinical Endocrinology 2013 79 394–401. (doi:10.1111/cen.12133)

	 23	Carminatti Romanholi DJP, Machado MC, Canteiro Pereira C, Seguro 
Danilovic D, Albergaria Pereira MA, Cescato VAS, Cunha-Neto MB, 
Castro Musolino NR, Bilharinho de Mendonça B & Salgado LR. Role 
for postoperative cortisol response to desmopressin in predicting the 
risk for recurrent Cushing’s disease. Clinical Endocrinology 2008 69 
117–122. (doi:10.1111/j.1365-2265.2007.03168.x)

	 24	Valéro R, Vallette-Kasic S, Conte-Devolx B, Jaquet P & Brue T. The 
desmopressin test as a predictive factor of outcome after pituitary 
surgery for Cushing’s disease. European Journal of Endocrinology 2004 
151 727–733. (doi:10.1530/eje.0.1510727)

	 25	Nieman LK, Biller BMK, Findling JW, Newell-Price J, Savage MO, 
Stewart PM & Montori VM. Diagnosis of Cushing’s syndrome: an 
Endocrine Society Clinical Practice Guideline. Journal of Clinical 
Endocrinology and Metabolism 2008 93 1526–1540. (doi:10.1210/
jc.2008-0125)

	 26	Costenaro F, Rodrigues TC, Rollin GA, Ferreira NP & 
Czepielewski MA. Evaluation of Cushing’s disease remission after 
transsphenoidal surgery based on early serum cortisol dynamics. 
Clinical Endocrinology 2014 80 411–418. (doi:10.1111/cen.12300)

	 27	Schisterman EF, Perkins NJ, Liu A & Bondell H. Optimal cut-point 
and its corresponding Youden Index to discriminate individuals 
using pooled blood samples. Epidemiology 2005 16 73–81. 
(doi:10.1097/01.ede.0000147512.81966.ba)

	 28	Pecori Giraldi F & Ambrogio AG. Pseudo-Cushing – a clinical 
challenge? Frontiers of Hormone Research 2016 46 1–14. 
(doi:10.1159/000443859)

	 29	Atkinson AB, Kennedy AL, Wiggam MI, McCance DR & Sheridan B. 
Long-term remission rates after pituitary surgery for Cushing’s 
disease: the need for long-term surveillance. Clinical Endocrinology 
2005 63 549–559. (doi:10.1111/j.1365-2265.2005.02380.x)

	 30	Trainer PJ, Lawrie HS, Verhelst J, Howlett TA, Lowe DG, 
Grossman AB, Savage MO, Afshar F & Besser GM. Transsphenoidal 
resection in Cushing’s disease: undetectable serum cortisol as the 
definition of successful treatment. Clinical Endocrinology 1993 38 
73–78. (doi:10.1111/j.1365-2265.1993.tb00975.x)

	 31	Yap LB, Turner HE, Adams CBT & Wass JAH. Undetectable 
postoperative cortisol does not always predict long-term remission 
in Cushing’s disease: a single centre audit. Clinical Endocrinology 2002 
56 25–31. (doi:10.1046/j.0300-0664.2001.01444.x)

	 32	Sughrue ME, Shah JK, Devin JK, Kunwar S & Blevins LS Jr. Utility of 
the immediate postoperative cortisol concentrations in patients with 
Cushing’s disease. Neurosurgery 2010 67 688–695. (doi:10.1227/01.
NEU.0000374722.50042.FF)

	 33	Lindsay JR, Oldfield EH, Stratakis CA & Nieman LK. The 
postoperative basal cortisol and CRH tests for prediction of long-term 
remission from Cushing’s disease after transsphenoidal surgery. 
Journal of Clinical Endocrinology and Metabolism 2011 96 2057–2064. 
(doi:10.1210/jc.2011-0456)

	 34	Hofmann BM, Hlavac M, Martinez R, Buchfelder M, Müller OA 
& Fahlbusch R. Long-term results after microsurgery for 
Cushing disease: experience with 426 primary operations over 
35 years. Journal of Neurosurgery 2008 108 9–18. (doi:10.3171/
JNS/2008/108/01/0009)

	 35	Chen JCT, Amar AP, Choi S, Singer P, Couldwell WT & Weiss MH. 
Transsphenoidal microsurgical treatment of Cushing disease: 
postoperative assessment of surgical efficacy by application of an 

https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/
http://dx.doi.org/10.1530/EC-17-0292
http://dx.doi.org/10.1046/j.1365-2265.2001.01261.x
http://dx.doi.org/10.1046/j.1365-2265.2001.01261.x
http://dx.doi.org/10.1210/jcem.85.10.6862
http://dx.doi.org/10.1210/jcem.85.10.6862
http://dx.doi.org/10.1046/j.1365-2796.2000.00676.x
http://dx.doi.org/10.1046/j.1365-2796.2000.00676.x
http://dx.doi.org/10.1046/j.1365-2265.1999.00830.x
http://dx.doi.org/10.1046/j.1365-2265.1999.00830.x
http://dx.doi.org/10.1210/jcem.81.6.8964857
http://dx.doi.org/10.1111/j.1365-2265.2006.02717.x
http://dx.doi.org/10.1210/jc.2009-1146
http://dx.doi.org/10.1111/cen.12661
http://dx.doi.org/10.1507/endocrj.44.687
http://dx.doi.org/10.1677/joe.0.1770373
http://dx.doi.org/10.1210/jc.2013-1992
http://dx.doi.org/10.1007/BF02484284
http://dx.doi.org/ 10.1016/j.endonu.2013.04.017
http://dx.doi.org/10.1210/jc.2009-0844
http://dx.doi.org/10.1530/eje.0.1430227
http://dx.doi.org/10.1111/cen.12133
http://dx.doi.org/10.1111/j.1365-2265.2007.03168.x
http://dx.doi.org/10.1530/eje.0.1510727
http://dx.doi.org/10.1210/jc.2008-0125
http://dx.doi.org/10.1210/jc.2008-0125
http://dx.doi.org/10.1111/cen.12300
http://dx.doi.org/10.1097/01.ede.0000147512.81966.ba
http://dx.doi.org/10.1159/000443859
http://dx.doi.org/10.1111/j.1365-2265.2005.02380.x
http://dx.doi.org/10.1111/j.1365-2265.1993.tb00975.x
http://dx.doi.org/10.1046/j.0300-0664.2001.01444.x
http://dx.doi.org/10.1227/01.NEU.0000374722.50042.FF
http://dx.doi.org/10.1227/01.NEU.0000374722.50042.FF
http://dx.doi.org/10.1210/jc.2011-0456
http://dx.doi.org/10.3171/JNS/2008/108/01/0009
http://dx.doi.org/10.3171/JNS/2008/108/01/0009


This work is licensed under a Creative Commons 
Attribution-NonCommercial-NoDerivatives 4.0 
International License.

Research A G Ambrogio et al. DDAVP test as a predictor of 
recurrence

En
d

o
cr

in
e 

C
o

n
n

ec
ti

o
n

s
6:799799–799

DOI: 10.1530/EC-17-0292
http://www.endocrineconnections.org	 © 2017 The authors

Published by Bioscientifica Ltd

overnight low-dose dexamethasone suppression test. Journal of 
Neurosurgery 2003 98 967–973. (doi:10.3171/jns.2003.98.5.0967)

	 36	Abdelmannan D, Chaiban J, Selman WR & Arafah BM. Recurrences 
of ACTH-secreting adenomas after pituitary adenomectomy can 
be accurately predicted by perioperative measurements of plasma 
ACTH levels. Journal of Clinical Endocrinology and Metabolism 2013 98 
1458–1465. (doi:10.1210/jc.2012-3910)

	 37	Amlashi FG, Swearingen B, Faje AT, Nachtigall LB, Miller KK, 
Klibanski A, Biller BM & Tritos NA. Accuracy of late-night salivary 
cortisol in evaluating postoperative remission and recurrence in 
Cushing’s disease. Journal of Clinical Endocrinology and Metabolism 
2015 100 3770–3777. (doi:10.1210/jc.2015-2107)

	 38	Le Marc’hadour P, Muller M, Albarel F, Coulon AL, Morange I, 
Martinie M, Gay E, Graillon T, Dufour H, Conte-Devolx B, et 
al. Postoperative follow-up of Cushing’s disease using cortisol, 
desmopressin and coupled dexamethasone-desmopressin tests: a 
head-to-head comparison. Clinical Endocrinology 2015 83 216–222. 
(doi:10.1111/cen.12739)

	 39	Witek P, Zielinski G & Szamotulska K. Cushing’s disease: 
the relevance of a combined dexamethasone desmopressin 
test as a component of postoperative hormonal evaluation. 
International Journal of Endocrinology 2015 2015 article ID 357165. 
(doi:10.1155/2015/357165)

	 40	Bou Khalil R, Baudry C, Guignat L, Carrasco CA, Guibourdenche J, 
Gaillard S, Bertagna X & Bertherat J. Sequential hormonal changes in 
21 patients with recurrent Cushing’s disease after successful pituitary 
surgery. European Journal of Endocrinology 2011 165 729–737. 
(doi:10.1530/EJE-11-0424)

	 41	Estrada J, Garcia-Uria J, Lamas C, Alfaro J, Lucas T, Diez S, Salto L 
& Barceló B. The complete normalization of the adrenocortical 
function as the criterion of cure after transsphenoidal surgery for 
Cushing’s disease. Journal of Clinical Endocrinology and Metabolism 
2001 86 5695–5699. (doi:10.1210/jcem.86.12.806)

	 42	Thibonnier M, Conarty DM, Preston JA, Wilkins PL, Berti-Mattera L 
& Mattera R. Molecular pharmacology of human vasopressin 

receptors. Advances in Experimental Medicine and Biology 1998 449 
251–276.

	 43	Saito M, Tahara A & Sugimoto T. 1-Desamino-8-D-arginine 
vasopressin (DDAVP) as an agonist on V1B vasopressin receptor. 
Biochemical Pharmacology 1997 53 1711–1717. (doi:10.1016/S0006-
2952(97)00070-1)

	 44	Wang FF, Tang KT, Yen YS, Ho DM, Yang AH, Hwang CI, Lin HD 
& Won JGS. Plasma corticotrophin response to desmopressin in 
patients with Cushing’s disease correlates with the expression of 
vasopressin receptor 2, but not with that of vasopressin receptor 1 or 
3, in their pituitary tumors. Clinical Endocrinology 2012 76 253–263. 
(doi:10.1111/j.1365-2265.2011.04179.x)

	 45	van Cauter E & Refetoff S. Evidence for two types of Cushing’s 
disease based on the analysis of episodic cortisol secretion. New 
England Journal of Medicine 1985 312 1343–1349. (doi:10.1056/
NEJM198505233122102)

	 46	Biller BMK. Pathogenesis of pituitary Cushing’s syndrome – pituitary 
versus hypothalamic. Endocrinology and Metabolism Clinics of North 
America 1994 23 547–554.

	 47	Dall’Asta C, Barbetta L, Bonavina L, Beck-Peccoz P & Ambrosi B. 
Recurrence of Cushing’s disease preceded by the reappearance of 
ACTH and cortisol responses to desmopressin test. Pituitary 2004 7 
183–188.

	 48	Castinetti F, Martinie M, Morange I, Dufour H, Sturm N, Passagia JG, 
Conte-Devolx B, Chabre O & Brue T. A combined dexamethasone 
desmopressin test an early marker of postsurgical recurrence in 
Cushing’s disease. Journal of Clinical Endocrinology and Metabolism 
2009 94 1897–1903. (doi:10.1210/jc.2008-2234)

	 49	Pecori Giraldi F & Ambrogio AG. Variability in laboratory parameters 
used for management of Cushing’s syndrome. Endocrine 2015 50 
580–589. (doi:10.1007/s12020-015-0676-9)

	 50	Kidambi S, Raff H & Findling JW. Limitations of nocturnal salivary 
cortisol and urine free cortisol in the diagnosis of mild Cushing’s 
syndrome. European Journal of Endocrinology 2007 157 725–731. 
(doi:10.1530/EJE-07-0424)

Received in final form 9 October 2017
Accepted 10 October 2017
Accepted preprint published online 10 October 2017

https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/
http://dx.doi.org/10.1530/EC-17-0292
http://dx.doi.org/10.3171/jns.2003.98.5.0967
http://dx.doi.org/10.1210/jc.2012-3910
http://dx.doi.org/10.1210/jc.2015-2107
http://dx.doi.org/10.1111/cen.12739
http://dx.doi.org/10.1155/2015/357165
http://dx.doi.org/10.1530/EJE-11-0424
http://dx.doi.org/ 10.1210/jcem.86.12.806
http://dx.doi.org/ 10.1016/S0006-2952(97)00070-1
http://dx.doi.org/ 10.1016/S0006-2952(97)00070-1
http://dx.doi.org/10.1111/j.1365-2265.2011.04179.x
http://dx.doi.org/10.1056/NEJM198505233122102
http://dx.doi.org/10.1056/NEJM198505233122102
http://dx.doi.org/10.1210/jc.2008-2234
http://dx.doi.org/10.1007/s12020-015-0676-9
http://dx.doi.org/10.1530/EJE-07-0424

	Abstract
	Introduction
	Subjects and methods
	Patients
	Assays
	Statistical analyses

	Results
	Early postoperative evaluation
	Long-term evaluation

	Discussion
	Supplementary data
	Declaration of interest
	Funding
	References

