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A case of lymphocytic hypophysitis with marked responce to predonisolone
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Summary . We reported a case of lymphocytic hypophysitis (LHy) with marked responce to short

course predonisolone. A 37-year-old woman presented with headache and bilateral superior quad-

rant hemianopsia. MRI T1-weighted image demonstrated an intrasellar isointense mass with sup-
rasellar extension and a hypertrophic pituitary stalk,and with peripheral enhancement after gadoli-
nium administration. Dynamic endocrine test revealed hyposecretion of all anterior hypophyseal
hormones. On these data, we suspected LHy rather than pituitary adenoma without biopsy. After 2
weeks using predonisolone, a mass was reduced markedly and visual field was improved. So, we
stressed that a trial of steroids might be therapeutic in patients with suspected LHy.
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Fig.1A visual-field examination shows bilateral superior quad-
rant hemianopsia.
Fig.1B  improvement in visual-field examination after 2 weeks

using predonisolone.
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MRS TR | HEHME T b v a0 KREE
A SNAd o572, MRI Tik¥A X D suprasellar ex-
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BmEHRE CERTAERLEEFERZ IR LD o
o

ABEBEA LD TEABEEL DT LA LHy %5
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% 2EM B MRI 2T mass @ FBHICHEADAL (Fig. 2
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Table 1 Basal Hormone Data

normal range

ACTH (pg/ml) 10.2
GH (ng/ml) 1.0
TSH (M U/ml) 0.2
LH (mIU/mi) 0.1
FSH (mlU/ml) 0.7
PRL (ng/ml) 24.7
T3 (Mg dl) 1.4
T4 (Hg/d) 5.3
cortisal (K g/dl) 1.9

4.4-48.0

5>

0.24-3.7 i
!
!

30>

2.7-4.5 i

4.5-12.3

2.7-15.5 {

basal hormone data reveals hyposecretion of TSH,LH,FSH,T3 and cortisol.

Table 2 Dynamic Endocrine Test

Basal Peak(normal range)
Insulin GH (ng/ml) 0.7 0.7 (102) !
cortisol (M g/di) 2.3 3.3 (basal+82) i
TRH TSH (HU/ml) 1,95  5.93 (102) |
PRL (ng./ml) 35.7 520 {(basalX 2S) |
LH-RH LH (mIU/ml) 0.1 0.2 (50%) i
FSH (miU/ml) 0.7 2.3 (102) |

dynamic endocrine test reveals hyposecretion of all anterior hypophyseal hormones.



Fig.2A MR T1-weighted image demonstrates an intrasellar

isointense mass with suprasellar extension.

Fig.2B Gd enhanced MR T1-weighted image demonstrates a
hypertrophic pituitary stalk and enhancement of the

periphery of the mass.

Fig.2C mass is reduced markedly after 2 weeks using predoni-

solone.
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