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Abstract

A case of acute pituitary apoplexy. The non-surgical 
conservative management successfully relieved symptoms. 
The main message here is that acute headaches in pre-
existing pituitary adenoma should be taken seriously and the 
early and accurate management of apoplexy can avoid many 
complications.
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Introduction
A 31 years old woman with a past medical history of pituitary 

adenoma, using Cabergoline (DOSTINEX) 0.5 mg tablet twice per 
week for 2 years, which could control the elevated levels of serum 
prolactin.

For a severe and new-onset headache (2 days), she initially applied 
to a primary clinic where medications for migraine (Eletriptan 40 mg 
tablet once as needed, paracetamol, and vitamin B12 tablet) were 
prescribed. However, her symptoms of headache, nausea/vomiting, 
changes in visual clarity, malaise, and weakness increased 
progressively. On the next day, she applied to our endocrinology 
clinic. At the examination, vital signs were unremarkable except for 
mildly low blood pressure 100/65 mmHg (other vitals: pulse 80/
minute, Temperature 36.8oC, respiratory rate 18/minutes), headache 
scale 8/10, dizzy feelings, no neurologic or visual field deficits.

The initial lab tests were unremarkable (basal cortisol 252 nmol/L, 
TSH 2.3 (0.4-4.2), FT4 13 pmol/L (10-28 pmol/L), prolactin 111 
mIU/L (70-395 mIU/L). Other tests (serum electrolytes, CBC, ESR, 
LDH, creatinine, and GGT) were normal. The urgent MRI of the 
pituitary gland with contrast showed “a well-defined macroadenoma  
13  x  12  x  11  mm  a  long  maximum  TS,  CC  and  AP  dimensions,

respectively. The adenoma is 2 mm just beneath the optic chiasm. 
There was a view of hyperintensity on T1 and a relatively low signal 
on T2 suggestive of acute hemorrhage.”

Case Presentation
The diagnosis of acute pituitary macroadenoma apoplexy was 

established both clinically and radiologically. Immediately, the patient 
was treated as an out-patient for 2 reasons: Firstly, the team 
approach with ophthalmology and neurosurgery determined that 
the surgical intervention was not indicated. Secondly, upon the 
decision of a non-surgical management, insurance company rejected 
the coverage for the patient’s admission. Therefore, the patient was 
treated with these oral medications: prednisolone 20 mg tablet/day for 
5 days, cabergoline 0.5 mg tablet twice per week, ondansetron 8 mg 
tablet BID, and ranitidine 300 mg tablet OD (metoclopramide and PPI 
were avoided due to their potential effects in rising prolactin) [1]. The 
patient was advised to get rest, avoidance of stress, have good sleep, 
and stay in a comfortable area [2]. She showed improvement in 
symptoms after 5 days of the treatment, and her symptoms resolved 
completely after one week [3]. The necessary laboratory tests which 
were done 3 weeks after the event showed unremarkable results 
(including the ACTH stimulating test (250 ug ACTH and testing 
serum cortisol at 0, 30, and 60 minutes) (Figure 1).

Figure 1: MRI of the pituitary gland: macro-prolactinoma with 
apoplexy.

Results and Discussion
This is a typical presentation of a mild case of acute apoplexy of a 

pituitary adenoma. Apoplexy of the pituitary gland is defined as 
bleeding inside a pre-existing adenoma, mainly due to its vascular 
compressive effects. Apoplexy occurs in about 10% of all adenomas 
[4]. Interestingly, it happens more frequently in male cases [5]. If we 
compare the features of this case with the most commonly reported 
symptoms in related literature, it seems that this patient has mild 
symptoms without complications [6].

The possible neuro-ophthalmologic complications and their 
underlying pathogenesis were summarized in the Table 1.

Symptom Prevalence Pathogenesis

Headache 95% Irritating of dural mater
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Nausea/vomiting 65% Increased intracranial pressure

Visual field defect 52% Compressing the optic chiasm

Ocular paresis 78% Compressing 3rd, 4th and 6th cranial nerves

Dilated pupil (unilateral) N/A Compressing the 3rd cranial nerve (most commonly 
affected)

Ptosis = =/ the sympathetic fibers

Deviated eye inferior-laterally = =

Vertical diplopia Compressing the 4th cranial nerve

Horizontal diplopia Compressing the 6th cranial nerve (rare)

Facial pain and sensory changes Compressing the 5th cranial nerve

Ischemic brain/stroke Compressing of the carotid siphon

Meningismus, stupor, coma Leakage of blood into subarachnoid space

Table 1: The reported symptoms and their pathogenesis.

There were different factors reported in PUBMED literature that 
can cause bleeding inside about 10% of the pituitary adenomas. These 
risk factors were shown in Figure 2.

Figure 2: Risk factors for pituitary apoplexy.

 In our reported case, the underlying causes could be the prolonged 
usage of cabergoline, though it was not definitive. An explanation: 
Shrinkage and subsequently hemorrhagic attack might occur inside the 
adenoma [7]. In reality, we looked back at the initial size of this 
patient’s MRI report 2 years ago, the adenoma size was 2 mm larger in 
all dimensions.

The mild hypotension of our patient (100/70 mmHg) whether it was 
a usual patient’s pressure, a trigger, or a sequence was not clear.

The medical treatment includes corticosteroids (Example. 
prednisolone or hydrocortisone over a few days), rehydrations, 
analgesics, and antiemetics. The indications for decompressive surgery 
are limited to the following situations: deterioration of visual acuity or 
fields, hemiparesis, and altered conscious level. Actually, the majority 
of apoplexy cases were managed medically with careful observations 
[8]. The prognosis clearly depends on the presence of acute or later 
complications. Therefore, a long-term follow-up is crucial. It includes 
repeated assessments of the pituitary and visual functions after 4-6 
weeks of the event. In this case, a repeated assessment showed no new 
abnormal findings. It is important to mention that the recurrence rate 
of apoplexies was reported up to 11% in the subsequent 6 years [9].

Conclusion
We reported a case of pituitary apoplexy with complete resolution

of symptoms after a week by proper conservative management as an
outpatient. The main message to be conveyed is that an early and
accurate diagnosis of apoplexy prevents many complications of this
life-threatening condition.
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