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Abstract

We report a case of a patient with pituitary tumor with psychiatric disorder, which

posed a significant diagnostic dilemma and management challenge for the treating

teams of neurosurgery, endocrinology and psychiatry. A more comprehensive endocrine

work-up of atypical presentations can be considered in some cases. The criteria for

determining when endocrine work should be considered should be investigated

further.
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Introduction:

A 65-year - old male patient presented to the

Emergency department as anxiety, depression and

apathy and was sent to medicine department for

evaluation and they found hypopituitarism and then

endocrine department was asked for opinion and they

advised for MRI which revealed Pituitary

Macroadenoma and sent to the Neurosurgery

Department for opinion. During his admission, the

clinical condition of the patient deteriorated and led to

a sudden altered mental status that led to a transfer

to the medical floor and further investigation. The

laboratory studies revealed hyponatremia and a

grossly low hormone profile. The progression of these

events casts doubt on our diagnosis as the primary

cause of the symptoms of the patient.  The clinical

condition of the patient only improved when his
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endocrinopathy, in addition to antipsychotics, was

treated with hormone replacement, fluids and

electrolyte correction. We revised the diagnosis of

neuropsychiatric manifestations secondary to

panhypopituitarism due to pituitary macroadenoma.

Case Presentation:

The patient could not give an account of the admission

circumstances. He appeared disheveled, his thinking

process was non - linear, illogical and lacked

associational quality with a grossly disorganized

speech and behavior. His content of thought was

important for illusions of paranoia, grandiosity and

religious themes.Initial routine laboratory research was

within normal limits and the urine toxicology of illicit

drugs was negative. The patient was determined to

be acutely psychotic, dangerous for him and others

and in need of stabilization.
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Hospital Course:

After a week of admission, his clinical condition seemed

to get worse; he also developed a sudden onset of

altered mental status with marked disorientation,

increased awareness and worsened visual and additive

hallucinations.Further work, including laboratory

research, revealed substantial hyponatremia that could

have contributed to the marked disorientation. The

medical team has been consulted and recommended

to be transferred to the medical floor.

Laboratory Investigations:The total blood count (CBC),

kidney, liver function tests and urinary toxicology of

the patient were within normal limits. Serum sodium

and potassium respectively have been 128mmol / L

(136–144.0mmol / L) and 4.2mmol / L (3.6–5.1). Other

routine urine analysis and coagulation profiles, such

as the routine chest radiograph and ECG, were also

within normal limits. A complete hormonal profile with

a clinical suspicion of hypopituitarism was performed

when transferred to the medical floors. Cortisol serum

(AM) was 1.8mg / dL (6.2-19.4mg / dL). Basal IGF1

serum levels were 46 mg / mL (47–192 mg / mL). In

general, the pituitary hormone profile of the patient

suggested panhypopituitarianism.

(intramuscular) daily and antipsychotic medication

continuation, and risperidone 2 mg PO (oral) twice

daily. He was also placed daily for seizure prophylaxis

on tablet phenobarbital 60 mg PO (oral). The mental

status of the patient improved significantly and was

medically cleared to return to the psychiatric floors.

Then in a private clinic in Dhaka (Comfort Hospital)

endoscopic bi-nostril transsphenoidal removal of

pituitary tumor was done. The postoperative period was

uneventful except the transient diabetes insipidus which

was resolved within few days. The patient kept on

improving clinically. Antipsychotic drugs were gradually

withdrawn. The treating team determined at the

discharge that the patient was no longer a danger to

himself or to others and that his thinking process was

aimed, logical, linear and of good associational quality.

Discussion:

The pathophysiological presentation of

panhypopituitarianism is well documented in the

literature, but its possible associated neuropsychiatric

manifestations appear to be lacking in data. Cases

described in the literature include psychotic

presentations from various etiologies, including an

ectopic posterior pituitary, Russell’s Viper Bite,

Sheehan’s syndrome, Traumatic Brain Injury (TBI) and

glucocorticoid therapy. Mechanisms for psychosis

pathogenesis in hypopituitarianism may be caused

by interactions between pituitary hormones and the

dominant neurotransmitters: Serotonin, dopamine,

GABA and glutamate and complex changes in the

central nervous system of the metabolism and

electrolyte resulting from a combination of

hypothyroidism, hypoglycemia and low cortisol.

Krishnamurthy et al. (2013) described differentially

expressed molecules of the hypothalamic-pituitary -

adrenal axis such as cortisol in a study of molecular

changes in post - mortem pituitary glands from

schizophrenia subjects, proadrenocorticotropic

hormone, arginine vasopressin precursor, protein

associated with agouti, growth hormone, prolactin and

secretagogin as well as lipid transport and metabolism

related molecules such as A1, A2, C3 and H. Pariante

et al., 2014, reported a 10% larger pituitary volume in

patients with HPA axis hyperactivity suggestive first

episode psychosis and a 17% smaller pituitary in

patients with established schizophrenia, possibly due

to repeated episodes of hyperactivity of the HPA axis.

The deregulation of thyroid hormones has also been

reported as a common feature in schizophrenia;

evidence available suggests that the pituitarythyroid

Radiologic Investigations: MRI brain imaging with

gadolinium injection showed a 2cmX2cm lesion within

the sellaturcica which uptakes the contrast

homogenously. During the next few weeks, the patient

improved significantly on antipsychotics in the medical

floors, Sodium replacement (sodium chloride tabs 1

g three times daily for hyponatremia) and hormone

replacement therapy including 60 mg IVPB

(intravenous) hydrocortisone every six hours, 125mcg

daily levothyroxine,Testosterone 200 mg IM

Fig.-1: Pituitary Macroadenoma
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axis is involved in serotonergic, dopaminergic,

glutamatergic and GABAergic networks, as well as

myelinization and inflammation.

The etiology of psychosis in our patient is difficult to

determine for two main reasons: firstly, our inability to

obtain a comprehensive psychiatric and medical

history (which he denies), and secondly, the relatively

late onset of psychosis and its history of being free of

symptoms for so many years after the pituitary

resection.  These factors make it problematic to

exclude a underlying psychotic disorder; however, it

is of clinical significance that once we have added

hormone supplementation to the medication regime

of the patient, remarkable progress has been achieved.

Conclusion:

As more reports show the neuropsychiatric

manifestations of panhypopituitarism, perhaps a more

comprehensive endocrine work-up of atypical

presentations can be considered in some cases. The

criteria for determining when endocrine work should

be considered should be investigated further. The study

of such criteria will provide an interesting additional

research direction.
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