Case Report

Isolated pituitary sarcoidosis simulating macro adenoma
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Abstract

This is a 49 years old Yemeni female
patient, presented to out patient clinic with a
history of headache of 3 months duration
with clinical features and investigation of
hypothyroidism and hyperprolactinemia. Her
magnetic resonance imaging of the brain
showed macroadenoma . She was subjected
to transphenoidal pituitary adenoma
resection and histopathological study
suggested neurosarcoidosis.  Further
evaluation supported that diagnosis. She was
treated with prednisolone 40mg/day in
addition to thyroxine 56gm/day, and on
follow up later on prednisolone was reduced
to 5mg/day along with azathioprin 100mg/
day and she progressed well.
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Introduction
Sarcoidosis is a multi system protein

disorder characterized by the presence of
non caseating epitheloid cell granulomas in
affected tissues. The aetiology of sarcoidosis
has uneven distribution world wide with
high prevalence rate in European countries.
About 5% of patients with sarcoidosis have
clinical involvemet of nervous systefh,
however the incidence of subclinical and
undiagnosed neurosarcoidosis is much
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highef?. Although central nervous system
involvement in sarcoidosis is uncommon,
the hypothalamus is the most frequently

involved site. Sarcoidosis, like other
granulomatous diseases, infections and
metastatic tumors commonly leads to

infiltration of the hypothalamohypophyseal
regiort® resulting in neuroendocrinological
dysfunctiod’). Early studies of postmortum
findings in patient with hypopitutarism
complicated by sarcoidosis assumed that
pituitary destruction was the cause of
hormonal deficiend§. The syndrome of
inappropriate secretion of anti diuretic
hormone has also been repofigd There
has been a report of chronic hypernatraemia
and hypovolaemia in patients with
hypothalamic sarcoidosis who did not
complain of thirs®.

Case Report

Abeer Ahamed Hamdan is 49 years old,
Yemeni female patient, mother of 5 siblings,
house wife, non-smoker, non-alcoholic,
presented to outpatient clinic complaining of
headache for 3 months duration and dark
urine of one week . On examination, she was
well with mild puffiness of the face , her BP
of 150/95 with no other positive findings.
Her urine examinations showed microscopic
haematuria and proteinurea, 24 hours
collection of urine revealed 2gm protein/24
hours. She was treated as acute
glomerulonephritis by amlodopine 5mg and
Fruosemide 40mg orally morning. One week
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later at the second visit the patient reported
that headache improved partially. She was
reevaluated completely and fundoscopic
examination of both eyes was normal, but
puffiness of the face and features of
hypothyroidism were striking. Further
investigations revealed the following: HB
14.1 g/dl, Wo% &
ESR 12mm / hour, FT3 3.84 pmol / L, , FT4
8.3 pmol / L, T.S.H 0.4 MIU/L, Prolactin
—J 0/
F.B.S. 5.7 mmol/L, sodiuml141 mmol/l,
potassium 4.7/mmol, chloride 99 mmol,
calcium 2.37 m mol /L, chest X ray and
echocardiography were normal.
Secondary hypothyroidism was thought and
magnetic resonant imaging of the brain
suggested pituitary macroadenoma (Fig.1).

Fig. 1

Discussion

Our patient presented with headache and
was misdiagnosed as migraine in the first
visit, and glomerulonephritis in the second
visit. Two weeks later the hint to the

diagnosis was picked up when we noticed
the features of hypothyroidism which was

confirmed by the laboratory results. It was
secondary to a mass lesion in the pituitary

The patient was subjected to transphenoidal
pituitary adenoma excision which was
diagnosed as non caseating granuloma
suggestive of sarcoidosis by

histopathological examination (Fig.2).

Computerized tomography of chest was
normal , transbronchial biopsy revealed no

. — 0O S ODWH O inhuloma orralignancy. The diagnosis of

isolated pituitary gland sarcoidosis was
established and patient was started on

IDVWLQJ FoRMU W LYV Rednisolopedr40mg/day and thyroxine-§0

day and she was put on regular follow up
and evaluation. Later on, the patient had a
favorable course and prednisolone was
tapered to 5mg and azothioprin 100mg/day
was added to reduce the complication of
high steroid. She was followed regularly for
two years without any complaints.

Fig. 2

and proved to be neurosarcoidosis
histopathologically. Clinical features of
neurosarcodosis are variable. Hypothalamic
sarcoidosis can lead to secondary
hypothyroidism, hypoadrenalism, and
growth hormone deficien&). Sarcoid
invasion of satiety center may lead to
morbid obesit§?. In addition to the above,
abnormalities and other manifestation
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attributed to hypothalamic sarcoidosis
include marked somnolence often preceded
by insomni&Y, extreme variations in the
body temE:)eratuFéZ), and marked personality
change$?,

The diagnosis of neurosarcoidosis ideally
requires evidence of systemic disease,
compatible clinical or radiological picture of
sarcoidosis and histological confirmation of
non caseating granuloma. In a patient with

neurosarcoidosis, the chest X-ray is
abnormal in only 30% of cases at
presentation. The imaging procedure of
References

1. Stern BJ, Krumholz A, John C, Scott P,
Nissim J. Sarcodosis and its neurological
manifestation. Arch neurol
1985:42:909-17.

2. James DG, Sharma OP. Neurological
complications of sarcodosis. Proc Roy
6RF OHG

3. Vance ML. Hypopitutarism. N Engl J
OHG

4. Brust JCM , Rhee Rs, Phank CR.
Sarcodosis, galactrorrhea and
amenorrhea: two autopsy cases with
chiari-formal syndrome. Ann Surg

5. Ching R, Marshall MC, Rosman PM,
Hotson G, Mannheimer E, Wallace EZ.
Empty sella turcica in intracranial

choice of hypothalamic pituitary sarcoid is
the contrast enhanced magnetic resonance
imaging which is used also to follow the
therapeutic respon$&'®. In about 50% of
patients, cerebrospinal fluid  (CSF)
examination reveals an increased protein and
mild pleocytosis mostly lymphocytes and
low glucose levét®. Normal results of CSF
do not exclude hypothalamic-pituitary
sarcodosis, serum and CSF angiotension
converting enzyme level is helpful in
supporting the diagnosis.

hypovolemia and partial hypopitutarism
sarcodosis. A case report. Clin Nephrol

9. Vesky D, Maladonono A, Levey G.
Partial hypopitutarism and possible
hypothalamic involvement in
sarcoidosis. Am- OHG

10. Vesely DL. Hypothalamic sarcoidosis. a
new cause of morbid obesity. South Med

11. Colover J. Sarcoidosis with involvement
of nervous system % UDLQ
50.

12. Jefferson M. Sarcoidosis of the nervous
system % UDLQ

13. Jerse GA, Jerulif KK. Hypothalamic
lesion caused by boekas sarcoid. J Clin
(QGRFULQRO

VDUFRLGRVLYV $UFK QHXURDRandeva HS, Davison R, Chmoun V,

6. Bleish VR, Robbins SL. Sarcoid like
granulomatous of pituitary gland, cause
of pituitary insufficiency. Arch intern
OHG

7. Stuart C, Nelson F, Lebovitz E.
Hypothalamic insufficiency: the cause of
hypopituitarism in  sarcodosis. Ann
,QWHUQ OHG

8. Luciani JC, Conte Devolx B, Fourcade
JC, Barton P. Chronic hypernatremia, in
hypovolemia and partial hypopitutarism

Bouloux PM. Isolated neurosarcoidosis -
a diagnostic enigma. Case report and
GLVFXVVLRQ (QGRFULQH
15. Sherman JL, Stern BJ. Sarcoidosis of the
CNS: comparison of enhanced and
unenhanced MRI images. Am J Radiol

16. Gaines JD, Eckman PB, Remington JS.
Low CSF glucose level in sarcoidosis
involving the central nervous system.
$UFK ,QWHUQ O0OHG

Sudan Medical Journal Vol. 44 No. 1, 2 & 3 (Published 2008

71



perheparl

s
/ B e i
= £
[
W
|
i
i

Perhepar

Formula for Hepatoprotective & Supportive elements
selected complementary to each other

Silymarin 120mg

Enhances the regenration of hepatocytes.
Enhances the detoxification of liver.
Power anti-oxidant.

Lipotropic Factors

Lecithin 150mg.
Inositol 10mg.

Perhepar decreases elevated liver enzymes in: Liver Cirrhosis & Fatty Liver
Perhepar rapidly removes fat from liver & stops fat deposition in Fatty liver

Herbal Extracts 250mg dry herb

Cynarin Berberine & Dandelion
> Potentiates regenerative power of sily- > Are cholagogues & choleretics.
marin.

2 Improves hepatic circulation.

Chelidonine
2 Anti-spasmodic for biliary tract.

Supplements
Anti-oxidants Anti-anaemics
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Energetics Improves metabolism
> Soya oil & Vitamin B complex. > Vitamin H.

Perhepar has hepatobiliary effects essential for Fatty liver and Diabetics
Perhepar improves the well-being of hepatic patients
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