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Fig. 1 MR findings at diagnosis and 7 months after symptom onset.
Axial image MRI at pituitary level (A, T,WI; B, FLAIR image; C, T,*WI; D, DWI) and T,WI sagittal image (E) at diagnosis. The pituitary was
enlarged with heterogeneous T, high-signal-intensity area, which was consistent with hemorrhage. Seven months after onset, pituitary was

decreased in volume without resection (T,WI, F).
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Fig. 2 MR cisternography at the pituitary level.

MR cisternography on day 12 showed the enlarged pituitary being dominant on right side compressed the oculomotor nerve (arrowheads) at

inlet zone of cavernous sinus (arrows) (axial (A) and sagittal view (B)). However, MRI on day 30 showed apparent regression of tumor and

the nerve compression disappeared (arrow) (axial (C) and sagittal view (D)).

Table 1 Clinical characteristics in patients with pituitary apoplexy due to hypophysitis.
Fi h o o hemorrhage ) )
y::rt author, Age Sex Clinical symptoms Complication ~———— Diagnosis Treatment  Outcome
P S

Sasaki, 61 F  headache, nephelopsia, diplopia, dipsia, painless - - lymphocytic hypophysitis? steroid favorable
1990 galactorrhea, diabetes insipidus thyroiditis
Dan, 31 F  headache, visual field loss auto immune - + lymphocytic hypophysitis operation  favorable
2002 thyroiditis
Lee, 26 F  headache, nephelopsia pregnancy - + lymphocytic hypophysitis operation,  favorable
2003 steroid
Minakshi, 42 M low vision, loss of consciousness, none - - lymphocytic hypophysitis operation, poor
2005 diabetes insipidus steroid
Tonda, 22 F  headache, visual field loss, diabetes pregnancy - - lymphocytic hypophysitis? steroid favorable
2011 inspidus
Gutenberg, 20 F  headache, diabetes inspidus migraine - - necrotizing infundibulo- operation,  favoravle
2012 hypophysitis steroid
Tanaka, 72 M  headache, visual field loss polymyalgia - + lymphocytic hypophysitis operation,  favorable
2013 rheumatica steroid
Husain, 36 F  headache, diplopia, blepharoptosis, none - - Idiopathic granulomatous operation  favorable
2014 irregular menstruation, galactorrhea hypophysitis
Sellayah, 73 F  headache, diabetes insipidus ulcerative colitis, - - lymphocytic hypophysitis operation,  favorable
2015 hypertension steroid
Davies, 30 F  headache, visual field loss pregnancy - - lymphocytic hypophysitis steroid favorable
2016
Yuen, 71 M headache, diplopia none - - IgG4 related hypophysitis operation,  favorable
2018 steroid

24 F  hedache, diplopia, visual blurring, multiple sclerosis, - - IgG4 related hypophysitis operation,  favorable

diabetes insipidus migraine steroid

Our patient, 56 M  headache, consciousness loss, none - + lymphocytic hypophysitis steroid favorable
2018 3rd nerve palsy, diabetes insipidus suspected

F: female; M: Male, P: pathologically proven, S: supported on imaging study.
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Abstract

Oculomotor nerve compression on MRI in a 56-year-old man
with pituitary apoplexy due to panhypophisitis

Haruki Igarashi, M.D."”, Norito Kokubun, M.D., Ph.D.", Kei Funakoshi, M.D., Ph.D.",
Shintaro Sakurai, M.D.? and Koichi Hirata, M.D., Ph.D."

UDepartment of Neurology, Dokkyo Medical University
“Department of Endocrinology and Metabolism, Dokkyo Medical University

A 56-year-old man noted sudden onset of headache, fever, right pupil-spared oculomotor nerve palsy and
consciousness disturbance. Swelling of pituitary with T, high intensity on brain MRI suggested the diagnosis of pituitary
apoplexy. Considering significant decrease of pituitary anterior lobe hormone and central diabetes insipidus, high dose of
hydrocortisone was administered. Eight days after onset, consciousness level and headache improved. On day 30, brain
MRI revealed the reduction of mass size, and on day 46, photophobia and double vision disappeared. Following the rapid
response to steroid and disappearance of pituitary lesion, pituitary apoplexy was probably caused by panhypophisitis.
Thin-slice brain MRI confirmed the compression of oculomotor nerve at inlet zone of cavernous sinus, suggesting the
mechanism of oculomotor palsy was perfusion impairment of feeding artery.

(Rinsho Shinkeigaku (Clin Neurol) 2018;58:668-672)
Key words: cavernous sinus, oculomotor nerve palsy, panhypophisitis, pituitary apoplexy




