
Hypercortisolism is often 
overlooked as a driver of 
hyperglycemia  
in patients with difficult-to-control  
type 2 diabetes*

When HbA1c remains above goal despite 
escalating therapy, consider evaluation  
beyond standard diagnostic algorithms

Hypercortisolism refers to excessive cortisol exposure,  
which can contribute to metabolic, cardiovascular, and  
systemic complications. While severe cases may present  
as Cushing syndrome, many patients lack classic features,  
leading to frequent underrecognition and delayed evaluation.1,2

with type 2 diabetes (T2D) have  
difficult-to-control diabetes3

with difficult-to-control T2D may have 
hypercortisolism3

Clinical profiles that 
may be associated with 
hypercortisolism

*Patients with difficult-to-control type 2 diabetes are on multiple medications to lower glucose but still have HbA1c > 7.5%.1,2

Adrenal incidentalomas 
discovered on imaging, 
regardless of symptoms

Age-disproportionate 
disease (eg, osteoporosis, 
hypertension, or diabetes 
in patients < 50 years)

Unexplained weight gain

Multiple progressive 
features, such as 
rising blood pressure, 
worsening diabetes, 
and new osteoporosis

At least 25% of patients

~1 in 4 patients



Dexamethasone  
< 180 ng/dL

Dexamethasone  
≥ 180 ng/dL

Cortisol ≥ 1.8 ug/dL
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Test codes may vary by location. Please contact your local laboratory for more information.
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When evaluation points toward hypercortisolism,  
Quest can help drive confident clinical decision-making

In primary care, screening for hypercortisolism may be appropriate when patients present with the 
following clinical features

Get the insights you need 
from a diagnostics leader

Persistent hyperglycemia despite intensified therapy

Worsening hypertension or metabolic syndrome

Visit QuestDiagnostics.com or talk to your Quest representative

Evidence-based testing options

Clear interpretation guidance

Clinical algorithms designed 
for real-world practice

Endocrinology expertise 
to support next steps

Dexamethasone Suppression Test (DST), 1 Specimen (test code 6921)
Patient must take 1 mg dexamethasone by mouth between 11pm and midnight.  

Dexamethasone is prescribed by the ordering physician.

Dexamethasone (test code 29391)

Patients with difficult-to-control type 2 diabetes are on multiple 
medications to lower glucose but still have HbA1c > 7.5%1,2

Test information

Important testing 
considerations

Dexamethasone testing may not be 
appropriate in these situations:

•  Pregnancy

•  �Estrogen-containing oral 
contraceptives

•  Chronic active hepatitis

Potential causes of 
inconclusive results:

•  Inadequate dexamethasone levels

•  CYP3A4-interacting medications

•  Celiac disease or chronic diarrhea

Test code Test name Clinical use 

6921
Dexamethasone Suppression 
Test (DST), 1 Specimen 

Diagnose hypercortisolism 

29391 Dexamethasone 
Aid interpretation of DST  
(test code 6921) 

4212 Cortisol, AM Diagnose hypercortisolism 

367 Cortisol, Total Diagnose hypercortisolism 

Progressive weight gain or central obesity

Multiple worsening comorbidities

Cortisol < 1.8 ug/dL

No hypercortisolism

Hypercortisolism Repeat testing


