mpERS

LA3E 3 By R B2 2 o B B 2 RS T AR KRR
3R

WEN REBE HiBE*

TRBEEE - HMERBEETMNEER - B E— 48 KR EM > ARBEXTZ2ER  £1LR
B EERBaER B N ERF LM ERRERE BB REGETAEY
B o B BZEBREARBHER  EFRREARRLMIBEZSL > FEREBRALEY - AKX DB
EXRRESHLERBERERER  FEHEoHL—EREREARZIBE -

Mlées @ ZHEMRMKEE  HXE - ZHEs
(4 # % 2 Formosan J] Med 2001;5: 304-308)

M OE

fiE ¥ EGRE (Sheehan’s syndrome)[1,2,3] 8¢ 2
TEIE BS TR AR (R AR FE [4,5] 2 S e RS TR fE B EE
R EEROIERE  (EFE B AN EARKRE
EAH SRR RS MRFERI6] - i
PO BB — IR IS AR RE B R T EAR 7] 0 72
BhERE —F BRI - — (LB B E I E
WIS EIRMEERE - B USRI - e R T
TRERESERBHERE -

W% 1] $ &

—{i 48 BRFEM - FIEAHRRKA - Gl
SR - HEBEEEAR S HEAFT AF RIS RRAT

B 24 AT BRE 3 REMW > FRE
PHOTER  (BERIREEREL - BRZ®
WIREPBAREE - S +FK > mREERG
BB He KBRS R RIS - R R
M FH S MR RE - ERTRFR - KEkEE
HisEaiRk - ERETHAREGHERY - £kA
PR SERNEGE  REETURE -

EEA BRI E - IR - o
IR B M R SEAR » AR A P32 1% - B Wi
o HERTFEWAER 28R B g
RECERTRMEEESRZE -

HEWETE  £aHBEREE  JRED
BEMMAR - MELE @ BikE kB -
SRR/NEF (HIREK - 22 E IGHIREE © T
ARG BHRE > ERIREE RO
£ IREER  BEREE MEREHE -
Ebe % — 2 Bz MR R e R W - R ET
TEE EERERR  BSTTEYH - Fkk
59 KRB EBEE  AmEs kR
IERBEMEEE  WRES BRES 8 ¥
HEIERAR  MEERETE - EkEsE 13
R EAEMIREBEM AR - B% > AR
BRESHIEAR  RBERDEEENREE - 4
HERUTT RS - RUJEREEE - HEFER A &
& EECREAA - BREFFRE Bl LE i E
E IR DRAEERECHRE - (RIRERT RS
TR R - HAHHE 2 REEE - HE=
TEARE TR M EAN LT B IR - B E i EE
5K ¢ WBC 13,170/ul, Hb 9.7 g/dl, MCV 78.9 fl,
platelet 215x10*/ul, BUN 8 mg/dl, creatinine 0.8

BIT B EASREL I EBEAR > FwE
ZXHAE ERE89FEIRASH

BEoTE RESEIZAILH

SEFEE R | SRR RIS EARERERIKRBRAR > GithFLrEE 7 92

304

Formosan ] Med 2001 Vol.5 No.3



B — © SRR IEE & > TI(TR 500 msec
TE 20 msec) » BERZZHIHE

B : iR EE - TI(TR 500 msec -
TE 15 msec) » Gd-DTPA FEE.1 - FE S ZOUSEHR0E -

mg/dl, Na 122 mM, K 3.7 mM, Ca 2.18 mM, glucose
110 mg/dl - FERFERBRMSKLEM - AIWITH
BEMET © T3 67.5 ng/dl » T4 8.69 pg/dl » hsTSH
(high-sensitivity thyroid-stimulating hormone) 0.383
pIU/ml » ACTH (adrenocorticotropic hormone) 7.2

EHEEEE 2001 £ 545 3 Y

ABlERS

(8am) pg/ml > cortisol 3.13 (8am) pg/dl> hGH (human
growth hormone) 0.44 pg/l > testosterone 0.12
ng/ml - estradiol <20 pg/ml - 7FFRIRAF &F 100ug
LHRH (luteinizing hormone releasing hormone) » [fil
2 FSH(follicle-stimulating hormone)f; LH (lu-
teinizing hormone)7E 0, 15, 30, 60, 120 S54E5 515
0.3, 03, 0.6, 0.9, 12 k<07, 1.8, 3.8, 3.6, 2.7
mlU/ml - 7€ #8 Bk ¥ & 400pg TRH(thyrotropin-
releasing hormone) @ [~ prolactin 5 hsTSH 7E
0, 15, 30, 60, 120 38853515 4.7, 7.0,7.4,5.7, 5.2
ng/ml % 0.316, 1.320, 2.920, 3.200, 2.100 pIU/ml -
TERFIRE SR B 3B 0.5U/kg > MFEEZE O, 15, 30, 60
45 81, 64, 49, 83 mg/dl » hGH 7E 0, 15, 30, 60,
120 43485 0.25, 0.16, 0.12, 0.16, 0.35 pg/t ; ACTH
5 3.5,10.9,12.1,10.1, 2.1 pg/ml ; cortisol & 2.82,
1.82,2.38, 1.93, 3.88 ug/dl; prolactin 55 5.1, 4.9, 4.8,
4.8, 5.4 ng/ml » D -#EREEREHAGEERR - BUIRER
B LR ERRDIBEIMET o BB R RS
FETHHERE - NHAAEARTEESA - £
TR ERESE (panhypopituitarism)Z £ - Bl F&
IS % 2 hydrocortisone 100mg iv q8h ~ FHJRAR
3 Levothyroxine 100 pg po qd K 3% EEE/KFE -
IS 0 A% Tt S B 82 18 B R 22 R $2 E (empty  sella
syndrome)(i&— - & =) - FItt - HEE R AR f 22k
B (I A B AR AR REE A R R MR AR < 5B
ERERRYL - W BRIER REEREIEAR
TETR R S Fo AR MG IEZ 12 » BIMSI8IRIEIE
B o JsE Rt th A RS -

i

ZREERY R RR % - EIEIERE - R - M
EIRE - SMBIEET] - ARPITE 24 FERTEIME
RS T ECRBEMERERER £
ey DB LT REME - AREIREORR > BEERSMES 1R
Z IEEEIEREE - BRENBER—FRN(T1%) -
BHFEE 20 FRIKREE - BIMEGHEE
SSHEBEE B - BA%NHEEX | BEUHEEM
BHRETEEB] - ARFIEZEEIMES =R
REEEE - HIRERMT &Y -

EIRMIERE TR MERERERE
(9] SEHEARFOIFZH IR -

305



=

ZEREREEN S — B2 E SR EER
T I 22 % % (lymphocytic hypophysitis) © LI 7E
1962 FESHHRH[10] » FEFAFEETE
% BAOEERENENE HBEESEERENE
HIBS SRR IR » FERR IR ] RS B AR fE IR
P U A RIREEREE - @B RIS ER
RRERLFRESEEE] - £ 1997 £5
1E o 3R B R 5 B8 P vk L B N AR
[12] » 2B AEERFE - KFRPIZRESHILE
iE > REEREIEFUSERTE  BUREER -

1EIZ BS IR R E R B AR (RIS R RS
=[13,14] : (1)EZ ElfH(aldosterone) WK E AR
SHEEIE TN () FRARARTE S IARAE - 5 [REFIRIE
FASHE & (3)EINE 2B F(glucocorticoid) F B 2 B 37
(mineralocorticoid) JEA>5 [#8:2 B/ IVE WIE M K I
BERLHE - FEAM AT » Ishikawa SR E—RHHI[15]
R LREE K R R AR R E A
(Hb 7.2 g/dl) » EIM & AL MMBRAE R R (EPO)ERYE »
BERIRE RS LR EE % EALIMmER
ERERIMFLESE LI - TLEMATHEEC
Bz fEre - (LR EHFE IR A - '

RS RRE RS - B SRR KA S B AT
BTG R M BR 16,1 T R FEE[14,18]%F » T X
DB E RS - Eiol ISR KARIES e 5
BE  WEERRRRFIRE - (EEEIRELE
EARIAE RIS B REA8E  FrDATERRIR B1E1E
B S PRI » mh AN Rl Zo M A RS T EOE > H A EE IR
BEERY HER AT e e E R HE AT 814 -

RS THR MERR B A R B A B S EE RS AR
TERIRRRYE R 015 42 o AT EEAR 7T BE F R B
SARE SR BR BT R B S BUME
BH - BN E AR R (Addison’s)fs 5 FRIRBRE
BEJE B T 38 AR FETHNEEAR[19] - IS EIRMEREE RS
PR BER T W TTREE AR ER -
BEAh > B SRR AR AE B R S IR i s [
AT RERERE A _EEE BARTE - BEIEEEE =Y
= > MELREIHER16]

FS IR RS | BN ENRR —
{HANE REAREART B R R 2N - Kt
FE—BERIMER TR - LAZERY) > #4
AR MR IR T R RE ZESE -

306

R EIARRIR S IR A RN E > WIAF
Ml A B MR IR R - 3 H B St R B
ERENRER - AEEMARENE > RITEE
SRBMRNRY - DAME—DHIBERNE -

FEIRRR T E - BER R DU T B8 A 12
FER AR - EESE 2B - MBS T8
R - BN REA D WHEET R T ok
R > 40 * haloperidol » “MEEMRBEIRTRARAR -
A REME AW E R (AR S 5 i
1t - AR BN IER WANTERIAERS T & LR E R
B IR SR RN RIS IR F - T EARRE
IHIAETHEEY) -

54 UK

1. Hanna SM: Hpypopituitarism (Sheehan’s

syndrome) presenting with organic psychosis. J
. Neurol Neurosurg Psychiatry 1970; 33:192-3.

2. Thomas MJ, Igbal AS: Sheean’s syndrome with
psychosis. J Assoc Physicians India 1985;
33:175-6.

3. Bahemuka M, Rees PH: Sheehan’s syndrome
presenting with psychosis. East Afr Med J 1981;
58:324-9.

4. Thomas N, Seshadri MS: Pituitary apoplexy
followed by panhypopituitarism presenting as a
psychiatric disorder. Aust NZ J Med 1996;
26:119{letter].

5. Parker RR, Isaacs AD, McKerron CG:
Recoverable organic psychosis after hypopitui-
tary coma. Br Med J 1976; 1:132-3.

6. Dissanayake SAW, Leiberman DM: Hypopi-
tuitarism with paranoid psychosis: a description
of two cases. J Neurol Neurosurg Psychiatry
1969; 32:233-5.

7. Biller BMK, Daniels GH: Neuroendocrine
regulation and diseases of the anterior pituitary
and hypothalamus. In: Fauci AS, Braunwald E,
Isselbacher KJ, et al: Harrison’s Principle of
Internal Medicine. 14th ed., McGraw-Hill, 1998:
pp 1992-8.

Formosan J Med 2001 Vol.5 No.3



10.

12.

13.

Benvenga S, Campenni A, Ruggeri RM,
Trimarchi F: Hypopituitarism secondary to head
trauma. J Clin Endocrinol Metab 2000;
85:1353-61. o

Ishikawa SE, Furuse M, Saito T, Okada K,
Kuzuya T: Empty sella in control subjects and
patients with hypopituitarism. Endocrinol Japon
1988; 35:665-74. .
Goudie RB, Pinkerton PH: Anterior hypophysi-
tis and Hashimoto’s disease in a young woman.
J Pathol Bacteriol 1962; 83:584-5.
Ishihara T, Hino M, Kurahachi H,
Long-term clinical course of two cases of

et al:

lymphocytic adenohypophysitis. Endocr J 1996;
43:433-40.

Jabre A, Rosales R, Reed JE, Spatz EL:
Lymphocytic hypophysitis. ] Neurol, Neurosurg,
and Psychiatry 1997; 63:672-3.

Davis BB, Bloom ME, Field JB, Mintz DH:
Hyponatremia in pituitary insufficiency. Me-
tabolism 1969; 18:821-32.

GHEEER 2001 545 3 H

14.

15.

16.

17.

18.

19.

i

Umekawa T, Yoshida T, Sakane N, Kondo M: A
case of Sheehan’s syndrome with delirium.
Psychiatry Clin Neurosci 1996; 50:327-30.
Ishikawa K, Sohmiya M, Furuya H, Kato Y: A
case of Shechan’s syndrome associated with
severe anemia and empty sella proved 48 years
after postpartum hemorrhage. Endocr J 1995;
42:803-9.

Leo RJ, Burnett GJ, Hassett MJ: Psychosis
associated with hypopituitarism. Gen Hosp
Psychiatry 1998; 20:248-54.

Kitis G: Sheehan’s syndrome with psychosis.
Proc R Soc Med 1976; 69:805-6.

Khanna S, Ammini A, Saxena S, Mohan D:
Hypopituitarism presenting as delirium. Int J
Psychiatr Med 1988; 18:89-92.

Mattsson B: Addison’s disease and psychosis.
ACTA Psychiatr Scand 1974; 255:5203-10.

307



AbERS

Empty Sella Syndrome with Panhypopituitarism
Presented as Delirium : Report of Two Cases

Lu-Cheng Kuo, Ching-Chung Chang, Hai-Gwo Hwu'

Abstract:  Patients with empty sella syndrome usually have normal pituitary functions and show no symptom.
We report a man with panhypopituitarism who presented as acute psychotic symptoms. This 48-year-old man
had three traffic accidents without loss of consciousness 24 years ago. After recovery, he led an uneventful life.
He noted pale appearance, cold intolerance and decreased beard and eyebrow gradually in these ten years.
Hypotension was found in health exams. Absence of axillary and pubic hair was also noticed. There was no
impairment of libido. Two weeks prior to this admission, he suffered from productive cough, sore throat and
vomiting, which was treated by herb drugs. Acute-onset conscious change with queer behavior developed when
he was working in the office. He was then taken to the emergency department.

On arrival, he was irritable and disoriented. The BP was 114/64 mmHg, temperature 36.5°C and pulse rate
120/min. Physically, he looked pale. Eyebrow was thin and scanty. The chest, heart and abdomen were normal
except diminished pigmentation of areola. There was no axillary hair and pubic hair. The testes were soft.
Delirium with acute psychotic state was suspected. Hyponatremia (Na 122 mM) and anemia (Hb 9.7 mg/dl) were
disclosed. Hypertonic saline was administered. Brain MRI revealed empty sella. His basal hormone levels were:
T3 67.5 ng/dl, T4 8.69 ug/dl, hsTSH 0.383 uIU/ml, ACTH 17.6 (8am), 10.8 (4pm) pg/ml,"cortisol 1.73 (8am),
6.50 (4pm) pg/dl, hGH 0.44 ng/l, testosterone 0.12 ng/ml, estradiol <20 pg/ml. After IV 100 ug LHRH, the
serum FSH and LH levels at 0, 15, 30, 60 and 120 minutes were 0.3, 0.3, 0.6, 0.9, 1.2 and <0.7, 1.8, 3.8, 3.6, 2.7
mlU/ml, respectively. The serum prolactin and hsTSH levels in response to IV 400 ug TRH at 0, 15, 30, 60 and
120 minutes were 4.7, 7.0, 7.4, 5.7, 5.2 ng/ml and 0.316, 1.320, 2.920, 3.200, 2.100 ulU/m], respectively. Insulin
hypoglycemic test revealed the hGH response at 0, 15, 30, 60 and 120 minutes were 0.25, 0.16, 0.12, 0.16, 0.35
pg/l; ACTH: 3.5, 10.9, 12.1, 10.1, 2.1 pg/ml; cortisol: 2.82, 1.82, 2.38, 1.93, 3.88 pg/dl; prolactin: 5.1, 4.9, 4.8,
4.8, 5.4 ng/ml. Under the impression of empty sella with panhypopituitarism, hormone supplement with IV
hydrocortisone 100mg q8h and oral Levothyroxine 100ug qd was administered. His consciousness improved
gradually and he was discharged smoothly with oral prednisolone and Levothyroxine. Literatures were reviewed
for this rare condition.

Key Words: panhypopituitarism, delirium, empty sella syndrome
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