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A rare cause of hypophysitis: tuberculosis
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Objectives. Hypophysitis is a heterogeneous infl ammatory disease of pituitary gland. As it 
causes headache and visual defects, it mimics sellar tumors in clinical and radiological aspects. It 
may occur due to primary or secondary causes. Tuberculosis is one of the rare secondary causes 
of the hypophysitis.

Subject and Results. A 30-year-old male patient presented with fatigue and headache. Pan-
hypopituitarism was considered due to the results and the diagnostic magnetic resonance (MR) 
imaging revealed sagittal section diamater of pituitary gland higher than normal. Biopsy of the 
pituitary gland was concordant with the granulomatous hypophysitis. Other possible diagnosis 
was excluded.

Conclusion. Th e tubercular hypophysitis, as a result of performed tests, is discussed hereby, in 
the case report.
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Th e hypophysitis is a disease characterized by in-
fl ammation of pituitary gland with usually autoim-
mune origin, and cell infi ltration. It may develop 
primarily or secondary to systemic diseases, such as 
tuberculosis, Wegener’s granulomatosis syphilis (Ah-
mad et al. 2005). Hypophysitis developing secondary 
to tuberculosis is a very rare clinical entity. Only a 
limited number of cases are reported in the literature 
(Honegger et al. 1997; Bhardwaj et al. 2005). Th e hy-
pophysitis case developing secondary to tuberculosis 
as a very rare entity is discussed in this case report.

Subject and Results

A 30-year-old male patient presented to our clinic 
with fatigue, malaise, somnolence, and headache. 
It was learned that the onset of the complaints was 
three months before and they gradually increased 
since then. Th ere was no chronic disease, medication, 
herbal agent or alcohol use in the patient anamnesis. 
Overall medical condition of the patient was mod-

erate with 36.7 °C body temperature, 80/50 mmHg 
arterial blood pressure and 50/min heart rate. Physi-
cal examination revealed no abnormal fi nding other 
than icteric sclera. Chemiluminescence immunoas-
says were used for measurement the hormon levels in 
same blood sample. Due to the pathologic fi ndings 
of 0.05 ng/dl free thyroxine level (T4; reference range 
0.87−1.7 ng/dl), 2.04 pg/ml free triiodothyronine level 
(T3; reference range 2.1−4.4 pg/ml) and 0.46 U/ml of 
thyroid-stimulating hormone (TSH; reference range 
0.27−4.2 U/ml), further tests were performed on the 
patient for a pre-diagnosis of central hypothyroidism. 
Tests performed for etiology resulted in 0.82 μg/dl 
cortisol (reference range 7−28 μg/dl), 0.1 mIU/l lutein-
izing hormone (LH; reference range 1.8−12.0 mIU/l), 
7.97pg/ml adrenocorticotropic hormone (ACTH; 
reference range 7−50 pg/ml) and 2.68 mIU/ml fol-
licle stimulating hormone (FSH; reference range 1.3−
19.3 mIU/ml). Panhypopituitarism was considered 
due to these results. Levothyroxine and prednisolone 
treatment was initiated.
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Th e diagnostic magnetic resonance (MR) imaging 
was performed (Figure 1). Imaging revealed sagittal 
section diamater of pituitary gland 14 mm higher 
than normal. No heterogeneity was observed at pi-
tuitary gland level. Biopsy of pituitary gland was per-
formed for establishing diagnosis and result was con-
cordant with the granulomatous hypophysitis.

For diff erantial diagnosis, viral panels were per-
formed. TORCH panel, herpes simplex virus, Bru-
cella, Epstein-Barr, parvovirus, varicella-zoster, 
T. pallidum tests were negative. Adenosine deami-
nase (ADA) level was 45, in the upper limit. Tubercu-
lin skin test (PPD) resulted in 22 mm induration and 
QuantiFERON-TB gold test was positive.

Hypophysitis developed secondary to tuberculosis 
was considered. In addition to the current treatment, 
anti-tuberculosis (isoniazid, streptomycin, pyrazin-
amide, and rifampin) treatment was initiated. Th e 
dose of administered prednisolone was gradually 
(24 -> 18 -> 12 -> 8 -> 7.5-> 5 -> 4 mg/day) decreased 
along the course of the treatment. Th e need for ste-
roid was completely eliminated by month six of the 
tuberculosis treatment. He made good clinical re-
sponse and there was seen a signifi cant improvement 
aft er the treatment.

Discussion

Only a limited number of tubercular hypophysitis 
cases are reported in the literature (Bhardwaj et al. 
2005). Its incidence is 0.5−4% of all the intracranial 

lesions. It is particularly common among females in 
the age range of 50–65 years. It is manifested with 
headache as the fi rst and most common symptom. It 
may be accompanied by the symptoms and fi ndings 
of the panhypopituitarism (Honegger et al. 1997). 
Adenoma, craniopharyngioma, and metastatic tu-
mors include the predominantly considered diagno-
ses in patients presenting with headache, loss in visu-
al sharpness, and poor cognitive functioning (Pereira 
et al. 1995; Ahmad et al. 2005). Pituitary gland MR 
is required for distinctive diagnosis. In our case, the 
hypophysitis was prominently considered due to the 
increased size of pituitary gland and thickened sphe-
noid sinus observed on MR imaging (Figure 1). Gran-
ulomatous infl ammation and necrosis were identifi ed 
in specimen collected with transsphenoidal biopsy. 
Elevated level of ADA, positive tuberculin skin test 
and QuantiFERON test positivity of the case suggest-
ed tubercular hypophysitis.

While it was determined that 25−30% of tubercu-
lar hypophysitis cases reported in the literature had 
previous or active tuberculosis, the case in question 
has no such condition. Trabelsi et al. (2005) have re-
ported that pituitary gland enlargement and nodu-
lar thickening were identifi ed in a female case pre-
sented with amenorrhea, galactorrhea, polyuria and 
polydipsia, and a history of erythema nodosum. Th e 
result of biopsy was reported as granulomatous in-
fl ammation. Upon PPD (+) result, tuberculosis treat-
ment was initiated. In the case reported by Husain et 
al. (2008), a 40-year-old female patient was referred 
with non-specifi c headache. An image concordant 
with mass was observed in pituitary MR imaging for 
advanced testing. Th ereaft er, meningitis and rhinor-
rhea were observed in the patient. M. tuberculosis 
polymerase chain reaction (PCR) test was positive 
upon transsphenoidal biopsy, and treatment was 
initiated. PCR testing for M. tuberculosis infection 
involves the use of nucleic amplifi cation for the de-
tection of M. tuberculosis DNA in tissue specimens. 
TBC PCR is a rapid and reliable test in the diagnosis 
and management of tuberculosis. Th e procedure can 
be performed in a few hours and confi rmation of re-
sults obtained within one to three days. PCR tests can 
diff erentiate between M. tuberculosis and other spe-
cies of mycobacteria.

Our case is a young male with good socioeconomic 
status which diff erentiates from the others in the lit-
erature.

In cases such as the tubercular hypophysitis devel-
oping due to secondary causes, early diagnosis is very 
important given that panhypopituitarism may be 
completely eliminated in clinical terms following an Figure 1. Magnetic resonance (MR) imaging.
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eff ective anti-tuberculosis treatment. Th erefore, the 
tubercular hypophysitis should be kept considered 

for the cases referred with hypopituitarism clinic and 
suggesting secondary hypophysitis.
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