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Hyponatremia with Rhabdomyolysis - Unusual Presentation of

Pituitary Apoplexy

Peter George,! Neema Montadka Lingappa Gowda?

Abstract:

Hyponatremia is increasingly being identified among hospitalized patients. It significantly alters outcome
either by itself or by inappropriate correction. We report a 29-year-old man, who presented to the out-
patient services with headache of | week and projectile vomiting of 2 days. He also had cramps in calf
since a day. Had no fever and had received intramuscular injection for calf pain. Clinical examination
including fundoscopy were normal except for irritability and calf tenderness. Blood chemistry and
haematology were normal, except for hyponatremia (110 mEq/L) and elevated CPK (creatine
phosphokinase). SIADH was considered as he was euvolemic with low serum osmolality and high urine
osmolality. Further evaluation showed hypoadrenalism and hypothyroidism suggestive of hypopituitarism.
Subsequent MRI of sella revealed a | ¢cm® cystic mass with features of haemorrhage. Pituitary apoplexy
with hypopituitarism was definitive, considering the acute presentation. Supplementation of steroids and
thyroxine along with sodium correction improved him symptomatically. Trans-sphenoidal resection of
the sellar cystic lesion was performed. Often a good clinical history,assessment and judicious investigations
can identify the cause for hyponatremia. Rhabdomyolysis is known to occur in severe hyponatremia and
adrenal insufficiency as with the present case. In literature, there are reports of pituitary apoplexy
presenting with rhabdomyolysis and hyponatremia. Pituitary apoplexy is a medical emergency which
requires early identification, hormonal supplementation and supportive care for better outcome.
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Introduction:

Hyponatremia is frequently identified in clinical practice and
known for its variability in clinical presentation. !
Rhabdomyolysis associated with hyponatremia though rare,
is well described in literature. Hypopituitarism can rarely
present with hyponatremia due to wunderlying
hypothyroidism or hypoadrenalism. We report a case of acute
hypopituitarism due to pituitary apoplexy presenting as
hyponatremia and rhabdomyolysis.

Case Presentation:
We report a 29-year-old apparently healthy male, who
presented to the out-patient services with headache of 1
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week and projectile vomiting of 2 days. He also had cramps
in calf since a day and had received an intramuscular injection
for calf pain. There was no history of fever, seizures or trauma
prior to presentation. There was no significant past medical
illness. On examination he was irritable and had mild calf
tenderness. He was afebrile, well hydrated, with normal
muscle tone; he did not have neck stiffness or neurological
deficits. The optic fundus appeared normal. Blood chemistry
and haematology were normal, except for hyponatremia (110
m Eq/L) and elevated CPK (4801 IU/L).

As he had euvolemic hyponatremia with low serum osmolality
and high urine osmolality, SIADH was considered. For
symptomatic hyponatremia he was started on hypertonic
saline infusion but had little improvement in sodium levels.
Further work up for euvolumic hyponatremia showed
hypoadrenalism and hypothyroidism, which was suggestive
of hypopituitarism. MR imaging of sella revealed a 1 cm?
cystic mass extending into supra-sellar area indenting the
optic chiasma (Figure 1). The features suggestive of
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Figure 1: MR sections showing contrast enhanced mass in the sella with cystic changes suggestive of haemorrhage.

haemorrhage to the cystic mass was suggestive of pituitary
apoplexy. The acute clinical presentation of hypopituitarism
was attributed to pituitary apoplexy. As his prolactin, LH,
FSH testosterone levels were normal, pan-hypopituitarism
was ruled out.

After establishing the diagnosis, he was started on hormonal
replacement with hydrocortisone and thyroxine. He improved
symptomatically with sodium and CPK levels returning to
near normal levels in 3 days. Trans-sphenoidal resection of
the sellar mass done as imaging showed haemorrhage into
the lesion and compression to optic chiasma. The resection
revealed haemorrhagic fluid in the lesion. He is currently on
regular follow up and asymptomatic.

Discussion:

Hyponatremia is increasingly being identified among
hospitalized patients. The symptoms vary from mild upper
gastrointestinal symptoms to severe neurological symptoms
including seizures, coma and death.!- 2 Hyponatremia
significantly alters patient outcome either by itself, its
underlying cause or from inadvertent correction.’

The extracellular fluid status of the patient is important to
identify the cause, as well in the management of
hyponatremia. A good clinical history with assessment, serum
osmolality and urinary sodium levels can usually determine
the cause. Based on extracellular volume status hyponatremia
can be classified as hypovolemic, euvolumic or
hypervolumic.? In euvolumic hyponatraemia, the total body
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sodium remains close to or slightly below normal. The
present case presented in severe symptomatic euvolumic
hyponatremia.

The common causes for euvolumic hyponatremia are SIADH
(syndrome of inappropriate antidiuretic hormone secretion),
hypothyroidism, hypoadrenalism and hypopituitarism.>> We
considered STADH in the present case as he was euvolemic
with low serum osmolality and high urine osmolality. SIADH
is considered in patients having euvolemic hyponatremia
with low serum osmolality and high urine osmolality, after
excluding other causes. Further investigations showed
hypothyroidism and hypoadrenalism. Presence of
hypothyroidism and hypoadrenalism was suggestive of
hypopituitarism and MR imaging identified a cystic mass in
pituitary with internal haemorrhage.

Presentation of hyponatremia with rhabdomyolysis is rare.
Rhabdomyolysis usually occur following trauma or exposure
to toxins.* Among the electrolyte imbalances hyponatremia
is rare to cause rhabdomyolysis, whereas hypokalemia and
hypocalcemia are frequently implicated. Initially we were
unable to correlate hyponatremia with elevated CPK and
reasoned it to be from the prior intramuscular injection the
patient received. Though literature has described
rhabdomyolysis to occur in hyponatremia the exact
mechanism is unclear. The mechanism of rhabdomyolysis in
hyponatremia is either from alteration in Na*-Ca®" pump
leading to increase in intracellular Ca>* or from osmotic injury
to cell membrane resulting in extrusion of intracellular
potassium. ! 3
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As the patient had neurological symptoms of hyponatremia
he was started on hypertonic saline infusion along with fluid
restriction. The lowering of CPK with correction of
hyponatremia suggest hyponatremia to have caused
rhabdomyolysis. The CPK levels decreased with sodium
correction, but low sodium levels persisted till thyroxine and
hydrocortisone was supplemented. Adrenal insufficiency is
also described in literature to cause rhabdomyolysis by
altering the membrane integrity of sarcolemma.* >

Acute presentation of hypopituitarism is usually due to
pituitary infarction or haemorrhage. The term ‘pituitary
apoplexy’ was coined by Brougham et al, to describe clinical
features of infarction/ haemorrhage into a pituitary tumour.
It is a potentially fatal medical emergency. The usual
symptoms are headache, altered levels of consciousness,
visual disturbance, fever or neck stiffness. They may have
associated hyponatremia, hypotension, hypoglycaemia and
hypothermia depending on the extent of pituitary
insufficiency. The usual cause is haemorrhage into a pituitary
adenoma as seen with this case. Surgical resection of tumour
by trans-sphenoidal route is the definitive treatment.”:8 It is
performed after correcting the metabolic parameters and
adequate hormonal supplementation. Indications for surgery
for pituitary adenomas include reduced visual acuity, altered
visual field defects, or deteriorating level of consciousness.”-8

After correcting the hyponatremia and supplementing with
thyroxine and hydrocortisone the patient was
symptomatically and clinically better. Trans-sphenoidal
resection of the sellar mass revealed haemorrhage into the
lesion. He is asymptomatic with hormonal supplementation
and is on regular follow up.

Rhabdomyolysis is known to occur in severe hyponatremia
and adrenal insufficiency as with the present case. In
literature, there are reports of pituitary apoplexy presenting
with rhabdomyolysis and hyponatremia. Pituitary apoplexy
is a medical emergency, a suspicious clinician, with
methodical clinical examination and relevant investigation
can easily identify this condition.
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Conclusion:

Rhabdomyolysis due to hyponatremia or adrenal
insufficiency are rare to occur independently or together. It
is surprising that both these conditions occur in
hypopituitarism. We emphasise the importance of a good
systematic clinical assessment and investigations in
identification of most diseases or disorders encountered in
practice.
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