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Pituitary Gland Atrophy with Hypopituitarism
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ABSTRACT

A 27-year-old monk had had a traumatic brain injury and craniotomy 8 years ago. He presented with
alteration of consciousness, fatigue, weakness, slur speech, taking little food and inability to do everything 1
month before hospital arrival. Physical examinations reveal reduced lean body mass, no body hair, no axillary
hair, no pubic hair, big tongue and slow relaxation of reflexes. Laboratory investigations show hyponatremia,
low cortisol, FT4, TSH, LH, FSH and testosterone. MRI shows diffuse severe pituitary gland atrophy. He was
diagnosed pituitary gland atrophy with hypopituitarism. Treatment with prednisolone, levothyroxine and
testosterone enanthate were taken for 2 months. He had got body hair and pubic hair. He was capable of

walking, taking food, clear talking and having activities similar to other monks.
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T 36°C, PR 60/min, BP 100/60 mm.Hg.,
RR 14/min
General appearance : hyposthenic build,
pallor, no jaundice, no edema
Skin : pallor, no body hair, no axillary hair, no
pubic hair
Head : surgical scar at left temporal area
Eye, ear, throat : big tongue, soft thyroid
gland 15 gm.
Cardiovascular system : normal
Respiratory system : normal
Abdomen : normal
Genitalia : normal size of testis, soft testis,
normal penis
Nervous system : E4V1MS5, reduced lean

body mass, slow relaxation of reflexes
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CBC : Hb 10.1 gm%, Hct 27%, WBC
7,270/ mm,” PMN 62.5%, L 29.4%, M 2.6%,
E 4.4%, B 1.1%, Platelet 192,000/ mm"’

FBS 62, BUN 12, Cr 0.9, Na' 115, K
4.8, CI87, HCO3'26

Chol 232, TG 141, HDL 42

LFT : Alb 3.0, Glob 2.4, Direct bilirubin 0.1,
Indirect bilirubin 0.4, AST109, ALT33, Ak 110

FT4 < 0.024 ng/di (0.7-1.7), TSH 0.458
ulU/ml (0.3-4.0)

Morning cortisol 1.25 ug/dl (morning 8-25)

LH 0.341 ulu/ml (1.7-8.6)
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Frontal lobe

FSH 0.782 ulu/ml (1.5-12.4)
Testosterone 0.068 ng/di (2.21-10.3)

MRI: - Diffuse severe pituitary gland atrophy,

could be vascular/ischemic insult or
other insult

- Focal old cystic encephalomalacic
change at the left anterior temporal

tip and left
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Pituitary gland atrophy with hypopituitarism
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UNUQiR 4 Occurrence of Skull Fractures (n =  uWugAN 5 Occurrence of Coma (n = 289 cases)
109 cases)

Yes No

a

uﬂuquﬁ 7 Lag Time (Years) Between Trauma and
Diagnosis of Hypopituitarism (n = 202

cases)

i . k) T T L T
‘ Minules Hours Days ) Weiks e

MIsnmn
nmuqﬁﬁ 8 Anatomic Lesions of the Pituitary, Stalk and guaunrzndasaeluusanliauasdasldsy
Hypothalamus at CT/MRI (n = 76 cases) gaflmaunumsanTim
N9 thyroxine deficiency % levothyroxine 25

meg siadu udaAne o W 100 meg siadu nelu
2-4 ol udadl5uléte 200 meg Fiadu mINeINIg

finfin1ne adrenal insufficiency piaali glucocorticoid

! ¥
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NM1Y adrenal insufficiency 10 prednisone

" e 575 mg Aadu filn1ay acute adrenal insufficiency
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maen 1 Summary of the relevant data of the literature on posttraumatic hypopituitarism

Male to female ratio
Age at trauma (decade most affected)
Time elapsed between

trauma and diagnosis

- Range

- Rate

Most frequent type of trauma

Occurrence of skull fracture

Occurrence of coma/unconsciousness

Most frequent duration of coma

Most frequent type anatomical lesions (CT/MIR)
- Hemorrhage of the hypothalamus
- Hemorrhage of the pituitary posterior lobe

Occurrence of diabetes insipidus

~5:1
20-29 yr, accounting for 35.3% of the case

Few days to > 40 yr

71.0% soon after or <1 yr from trauma ;
29.0% at an average rate of ~3% per yr.

Road accident (74.1%) .
55.00%
93.40%

Days to weeks

29.00%
26.30%
30.60%

M9 2 Types of hormonal deficiencies in 357
patients with PTHP studied in various

times after TBI

Hypogonadism >95%
Hypothyroidism 90%
Hypoadrenalism 58%
Growth hormone deficiency 23%
Hypoprolactinemia 45%
Diabetes insipidus 31%

1% hydrocortisone 100-250 mg IV ANA%E hydro-
cortisone 100 mg IV 9N 8 Tu.

n19¢ FSH and LH deficiency luguijedtniau .
wuaszanLAau 'lﬁmﬂuﬁmﬁmﬁﬁv'fq estrogen WAL
progesterone @a1lugane’lyi testosterone enanthate
depot 300 mg IM ¥n 3-4 &ilai

N1y growth hormone deficiency %aﬁm'm
dAtyludn lugflunfli growth hormone G 300
mcg Aadu udanes Wiy TnpAnniugsiy
IGF-1

N9y ADH deficiency 1% desmopressin
(DDAVP) intranasally 150 meg #)n 1224 1.
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maeh 8 Types of homonal deficiencies in 146 patients with PTHP studied after the acute phase of TBI

Kelly et al(30) | Lieberman et al(7) | Aimarettl et al(6) | Bondanelll et al(5) Agha et al(9) Total
No.of PTHP patients 8 48 35 26 29 146
LH/FSH deficiency 62.5%(5) 2.1%(1) 48.6%(17) 26.9%(7) 41.4%(12) | 28.8%(42)
Severe GHD 509%(4) 14.6%(7) 60%(21) 15.49%(4) 27.6%(8) | 30.1%(44)
ACTH deficiency 12.5%(1) 10.4%(5) 22.8%(8) 0 44.8%(13) | 18.5%(27)
TSH deficiency 12.5%(1) 31%(15) 14.3%(5) 19.2%(5) 3.4%(1) | 18.5%(27)
Isolated deficiency 62.5%(5) 75%(36) 71.4%(25) 76.9%(20) 79.3%(23) | 74.7%(109)
Multiple deficiency 37.5%(3) 259%(12) 17.1%(6) 23.1%(6) 17.2%(5) | 21.9%(32)
Complete anterior 0 0 11.4%(4) 0 3.4%(1) 3.4%(5)
Pituitary deficiency
Permanent DI 0 0 11.4%(4) () 0 2.7%(4)
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