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2) SBACEIZ AL FEFEAR

D, W R, EX ZEY

EE 78 mBEME. BERNER HTEEHHIEUBBNASTEROH. B MR TERFMRZ S TEERL S TEAEDEXRN
HS5Nfc, PET-CT THEMAEEMERY > /\EIIC FDG EBZRD . INTEAERETEN S D MJE IgG4 1 265 mg/dl & BB > Tz
fiehR ) > JEIDRIREZHT T IE 1gG4 B BIE R o ohY, BRIRER & BIRFTR NS 9G4 BBETEA X ZEE . ATOTR
BENEM U, PIRERBENBEELUVENTREIL Y VARTERR U, AEBEEEABAERZZL, multimorbidity Z
BIBETRAERFPERERRBICEAELLERE L THIGISNZAREEL G D ERZET 5.
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EU&HIC

IgG4 BEE T EAE XIS 1964 BEERE (IgG4-related disease,
BT IgG4-RD EB&RE) IC L BHHMETERLTH D, RRET
FAHEEICEEL CEZERBKRERZEZET 5. U7, iR
ICTRERFPERERBICL DR E U TRHA S TLE,
ZORDOEEICT IgG4 BB TERKICKL DN TEABEET
FEEEZSNIcBMBEETRBRLICOTRET 2.

TE fl
fEB) © 78 DB
E5F 288 RBRETRR HITEE

BEERE - RRMENE, 2 BERE, NEE

RIGME - oI RNEZ &R,

IRRAE @ 30 1IN S 2 BUMBRIBIC TIER TH o fz. 1 Al
T EESR N MR T L EYIBRMT 2 T S NBERR R
BLTWe, MEEOBENS SN ADL IFBEIZLTW A
Bt 3 BRI S FERRE BERNRNHE U URHBEZER
ZXZ Uk, MRRETIEIEREDIFBIKIEZOMICER 4L
BEBREG . 2 BB SHTEENHERE L. B CT
ICTRBGRIBABICIEERMEET b ZR O, HTRELS
IR—F 2V VIEEEZREDN THRINBN N SN

SFRERFIRAE | &% 158.7 cm, K& 63.2 kg, ILE 158/86 mmHg,
irm 75/, BFEH. —REAMETRER R G, KER
ZHEONGM -, TR, BRENGERCRABEEZRZ
feh, BERLE RIKESESPHREREBE RS, ZOMmORE
RICBEEBRHONGH oo, THEL - FERICHKGEHAET®
THERER S > eh’, W TERIC THEIREESNIC L DEET

ZTEOBIBNNG DEED/T NZFHARBI N, MEH
IR TIRBI R 55 % 586 o HY Romberg #UR ISBRETH - Ie.
BB - K HHTT, MERHITIERRETH oo, HERHR
EFEECHEMNSMERIERDSha o, RELERSZ
O MRIRE TIXFBERABED 105% & EFULTED, FT4H
0.68 ng/d/ (E#1E 0.90~1.70) &{ET L TWz, FEZE MRI -
FLAIR R T (S MRIRIAN = B B & IBESR ICBRIBIE = 7 FHEEHE
Bankh, RNEEZOEmMEEIFHEZEMI > (Fg.
1A, B). T, BHAERTIE TERRALS TEERDERNTD SN
(Fig. 1C, E), &% MRIRE TIIXRZALICH — S RENH S
neht (Fig. 1D, F), EEVCEEEICEFRIFEI Tz, °F-
FDG PET-CT TI&, TEMH, #ith ZAmFIY > /(EIC FDG &£1&
BERHT= (Fig. 2A, B). Bifli CT ER TIXMMAIFGFTY > /\EifE
RigaMo7 (Fig. 2C). —BOEKRFAENSIFEME v /E
P IgG4-RD, HILOA R—Y ZXMERICH N > 2. MFE IgG4
(& 265mg/dl (EZ#E 11~121), AIAMKE L2 RBEEKE
701 U/ml & ER %Rz, ME ACE ¥ CEA, CA19-9 D L& (F
#mL, BHUCBEERERRETS -, BRRETIE, i
#on (FNTEKZIK), EEA 76 mg/d, #E 57 mg/dl (IMHE
118 mg/dl), 19G 17 mg/dl L BEDEH, 1gG D LR H SN
fo. BEROTIAMK IL2 RBRHOLRIF AL, ERMARLEDS
hiah otz HRMEERE TR, HHEHER TREMRESEN
OIRBET (1.0pV) SEEREOREERT (37.0m/s) H'H
D, INSIFBRFERHEERESICID2E6DOEHMTLE. A
I FHIRE TIE TSH 0.109 miU/m/ (BB 0.35~4.94), LH
<0.1 miU/mi (B¥EE 0.79~5.72), FSH 0.6 mIU/m/ (E#{E 2.0
~8.3), GH0.09 ng/m/ (E¥E{E 2.47 K), IGF-118 ng/m/ (B
#E{E 46~172), ACTH 2.5pg/m/ (E#{E 7.2~63.3), PRL
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Fig. 1 Brain MRI on admission.
FLAIR images revealed an old lacunar infarction in the pontine base without ischemic changes in the basal
ganglia (A, B). T,-weighted and contrast-enhanced T,-weighted images on admission revealed an
enlargement in the pituitary stalk and gland with uniformed enhancement (C, D, E, F).
A: FLAIR image 3 T TR 12,000/TE 124 (horizontal scan)
B: FLAIR image 3 T TR 9,000/TE 122 (horizontal scan)
C: T,-weighted image 3 T TR 2,000/TE 9.6 (horizontal scan)
D: Contrast-enhanced T,-weighted image 3 T TR 6.2/TE 2.46 (coronary scan)
E: T,-weighted image 3 T TR 450/TE 17 (sagittal scan)
F: Contrast-enhanced T,-weighted image 3 T TR 6.2/TE 2.46 (sagittal scan)

Fig. 2 '8F-FDG PET CT images after hospitalization.
PET-CT showed FDG uptake in the pituitary, mediastinum lymph nodes, and left hilar lymph nodes (A, B).
CT of the chest showed an enlarged left hilar lymph node (C).
A: 18F-FDG PET CT image of the head (max SUV 9.59)
B: 18F-FDG PET CT image of the chest (max SUV 6.01)
C: CT of the chest

3.5ng/ml (EH¥E(E 4.29~13.69) & TEARERILEV IFEMH
HICEETH 2. FEIILFY—IUEIK 0.3 pg/d EEETH
D, ACTH & JILFYV—ILOBAZESIFHERL TV, HUED
ERINSANTERERETE S RAMRBSREREETEZ
o,

i@ (Fig. 3) : IgG4-RD DEEZHTD - BB ZzE R L
fe. UM ULE2EBRREBBRRNBRICEM L. BERIZ
HEFNMREE R >Tcc®), BERELEDAHATIDBEZTAR
YUEANSERODJLFYV Y ERS L. BERARHEE —F
OIERIFLHBHNRPHNCHEL, BASTHIREE R . &
8RB ICBERIEXHE TR /&R ziTo o, BilA
HNICBUMIEORE R, Uy /) EREEHE T 3KEMIED

EENHSNE, BEENDREN ), REEEICLS
IgG4 B EMIEOERIETE R >, BHIEFEERIEE LK
MEERZFEL N>, MEACED EREBI e &St
LA R—Y ZDFREE IFBEWEZ Z o, HEZHTIE IgG4-
RD OREEZMTICIEES ah - foh, ERIREER Y M5 19G4 {8,
MRIFTR NS IgG4 BIETEAXDEWIICZH L. RO
JULFY NS ZLRZVOVYARICERE L TIIEE MG L2
BRAREROBRIE A oD, E12KELNSOR, S8 - %
RONEIRU e, TEAERIBRERAET OREICHVRRE
PREFEDBETE(L Ul REEZ 58 > o, ERBIEKEFHERICT
;& Na & (S=8IE ; 147 mEg/) I L T I#E ADH O i
T (GZHHME ; 0.9 pg/ml) AFERSI e 2 &h S FIRMERERE
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PSL 15mg 12.5mg 10mg " Tomg
day 1 8 13 59 61 65 82 112 168
TBNA DESULICESNE 1204g  90ug 60 1 g
General fatigue M.
Anorexia B Dry mouth feeling
Gait disturbance ‘ Polydipsia and Polyuria

Fig. 3 The clinical course of the patient.
TBNA: transbronchial needle aspiration.

Fig. 4 Brain MRI FLAIR images two months after steroid treatment.

Enlargement of the pituitary stalk and gland were markedly reduced (A, B, C). Contrast enhancement had

completely disappeared (D).

A: T,-weighted image 3 T TR 2,000/TE 7.2 (horizontal scan)
B: Contrast-enhanced T,-weighted image 3 T TR 9.7/TE 4.76 (coronary scan)

C: T,-weighted image 3 T TR 550/TE 12 (sagittal scan)

D: Contrast-enhanced T,-weighted image 3 T TR 9.7/TE 4.76 (sagittal scan)

FEERZM L. TREZLYYHREEBINU TS - ZRIGE
U7, %5 60 fRHDIESE MRI BIR TlE TEMARAN S TEED
FERIFZERICHENL CERMROERBER SN (Fg. 4).
2 64 HH DO MKRRE TIF TEFRRIERILEY ODBETHH
ENHSN, ME IgG4 I& 51 mg/d NMETF Uiz (Table 1), 5
65 B ICHMSICTREE e/, LRV AV 75mg £T
BIRICEHR L TWSHEROBRIG R, FEIRIEZIZHERL
TIE 1gG4 © 30 mg/d/ Btk & ERSEENE M TE TV,

z K

IgG4-RD (&, [EERE, BT, HERAR RIEERE BiE I 8%
&, KBk BRRE L O TEEKIC 1964 BHEFE LD RE
lCL> THRABIEREEZ4E U228 MHKEETH S, 1gG4-RD

D55 9G4 BETEERDEIGE 4~5% & SN TWB?, IgG4
RETEALIET - BEBHICHEREL, BILEBEME T 9G4
NEDEEERD, BHOESRNEE SN ZERANHZ—7,
THFITIETERREDHCEE > TVWBHFINZ LD, 1gG4 BE
ETEAXTIE TERIEREETE CEE 2005 TERE
ELEENKROPRERBEZECZ2EENSFEET 2. L
53 ORI TIE, TEATEREETEOHAZELDHON
18.4%, FIRMERFEEDHEELCZHDH 15.8%, MEZEEL
BHDME7.9% EHRESIN TV,

IgG4-RD DM TIIFICHRERBENMENEETH 3.
2020 £ DWET IgG4 B ER B S IEZMEREY 8 L CHEARD D
ZREEEA A KT > D 9G4 BETEAEADZRIELEY TIF,
Definite % L\ & Probable M 2K (CId IgG4 BB IEFEMAEDZ
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Table 1 Each pituitary hormone, cortisol and IgG4 level before

treatment and at day 64.

Day O Day 64
TSH (ulU/ml) 0.109 1.377
LH (mIU/ml) <0.1 1.0
FSH (mIU/m/) 0.6 6.1
GH (ng/ml/) 0.09 0.46
IGF-1 (ng/m/) 18 30
ACTH (pg/ml) 2.5 <1.5
PRL (ng/m) 35 7.0
Cortisol (ug/dl) 0.3 —
IgG4 (mg/d) 265 51

TPIRMEIL & W o 72 IgG4-RD ICREINRREFI RN AL S
TW3, HEEZHICIIESZSHERL) S DERNERINZD, T
BEHRERISEE ICBENDRETH D28, RIERTIEEBRR
BEHREGEHEDLE T IgG4 B DR EO UMD H 5 5
DEHRNSERZERT DHEEHLECBVERDNS. A
TIFBEDMEHBEE U /o mREICHECE % L T FDG PET-CT T
EBEEROIAMIBEY VIINELDERZERL . REFRIEM
BOBHRIIBEEN TH > 2hY, 1gG4-RD ICSHNRRIERR I
72 < 1gG4 BI&E T EAR DZUTELE (3 Possible ICE T o 7.
IgG4-RD ICEBBLEEBRMEZE2T 25 DICYIILIA K= R
MHOIMEDHERMNEEE RSB, 1gG4-RD &H LA K=
B U fRETIE, 1gG4-RD Tld IgG4, TIAN IL-2 FRK
CRP, HAMERMPEFBHENERICEL, HIILIAAR—YRT
(FIME ACE NEEICEVWC ENERRERN R DERE &
%9 KBTI IgG4 PEGAKE IL-2 /K, CRP, IFEEER#K DI
IZRHTHD, 1gG4-RD DREEEN B WERTH o7z, 1gG4
BETERXOBBEOEERERIEEILFIARTHD,
ZLRZVOYOAEFEZE LT 30~40 mg/HM#EREI TV
%7, TEFREXICLIERPESR KERENASNDGEE
ICIHEROBRHENZRZHEE RV ENSERERTA
1 ROFERHERINDG. —KRICATOA RRBEFRFE S
nNTW3H, 25704 RERSIC 10%BI% THEENMEL 2P
EP GG EDETNZ LWEFI THEEIZ W EARESN
TW3B), KEITIKIRE, MiE IgG4 EISEEBEANTHRE L TH
D, BRETRBT ZBEKEREASNTLRL. ULHLEEHSE
MGl E WS BT 9G4 EDQHBR P ZHSEREDOLIRICEH+5
ICBEUBHISEELRBEENIMDEELEZISNS.
AEBIFTEREEERICEEL CTEERBRKRERZEDC
3. 2EBRBRPEBETRN 40.8%, %8 - ZRH39.5%, 18
FREVESRIE 18.4%, MARREVERR, MAMEILREHE
MI05BEHREINTNDY, KAITRIEFBERBEPREBENE,
BRICMZT, BREALSHTEENIROSNICRIHIFHNT
Hofe., EREREVPES CTHSMMEE/(—F> Y ZX LN
Fonfchd, BEI MRI TIEFANEEZICEMEZ(LIFOHIE R

MoTlz. 1gG4 BETEAKICEL > THITESZZ R U LRE IEH
WU HEETIEER TE AN o, 1gG4-RD ICTHTEEZ
FURMESE LTI, BNESRY ©REXERERY 0, B OIEE
HERERE AP AEEHRES Y, MEXRME=2—0O/)XF— 0
HEDOHREFITH > lc. ABITIRHEGRRELEIEEREBEDNRE
KOS FEEEBEREA PR EGREEEZ KT 2R IER

sSniahofe. REIOHFTEEORERS & LU THIBKRER
(pedunculopontine nucleus, BT PPN &B&EE) DBISZHERIL
1219, PPN (3B EREAICAIE L, KRINEERZHSNERTE
KRR, ESICEBATITHICERSN U TWS EICHEFNERRESE
ERBICHEERLTWS, BIETILTIE PPN P ZDEFEZ
BRRIEHT 3 Z &l k> THTESE) (locomotor movement) D
FHREEDHICHE - FROHBROEE, WHLRDHESNDT
EDTREINTNDY, NK—F VY UREP/N—F2Y VRS
BOHIRATIE PPN OERFRENEH SN TE D, EEAIH
N—=F VY ZZXLD—DTHZNHAHFITORRICRSESL
TWBZENHERIET NS, Masdeu 5 IFFNERIO/NHIIC L >
TEFMREZHDBWEL - HFITREZZELL 16lZ28|ELT
&0, [EEL & ZDERFEICHEFD Locomotion movement XD
FENTERENS, AFITEMMEE/—F> Y ZXLKRDE
TEEEMTROBEED/NS =7 %Rz, MR _EIEHRIC
RENRZIEZ O s NEI > eh, TEERRDOKRZEDHENE &
HICEPRBTHTEENIGE U, AITETEARDOREIC
&2 T, KENEERKE PPN & DEEIRHEAN ORI BRI
EEAD, APERR/N—F VYV ZXLROSTEEERZ U
BOEHR U, IXTMZFICBBUTPPN & OBEEMEZR LT
WEIFEZETE Ao, NS N7 IFRIHEEEERE ——RE
FBFOBOBEENRAE SN, ZOEBIEAMEEZNSDA
NEZFRABINTWSE, PPN [FABEEKLS & ORIEER
BEHHEERLH D ENS, PPN & ABNEEZCRISEER
B OEEIRIEOBBENEEICLD NS NZTZELZ552 &
MRS Nz, ABITRO SNc—EOER IESIHHEICEWNT
FARERGFPMEY RV EZERE U MOE®E/\—F>Y =X
LELTRUEINTULES 2 &HARARN, FFIT multimorbidity
ZHI2EMETIIZOARENLDECRZ EBDNS. K
ERIFRHICEZH U CEVIGABNAZITS & TIEROWE
VPRIFLRFERLIAGFTEZERETHS. HERNEHEORET
Al EEROBRREZ 2T 2aMEZLRELLBRICE, T
FERZ & O FMRERFEM Y ME 1964 DRIEICHEET S
ENEEEEZ SN
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A case of suspected IgG4-related hypophysitis presented with panhypopituitarism and

central diabetes insipidus

Hitoshi Kubo, M.D."?, Haruki Ohtsubo, M.D.", Akira Shiraoka, M.D."”, Masashi Watanabe, M.D.",

Itaru Kyoraku, M.D."” and Kensho Okamoto, M.D."

1) Department of Neurology Ehime Prefectural Central Hospital
2) Department of Internal Medicine Kitauwa Hospital

Abstract: A 78-year-old man complained of subacute general fatigue and anorexia, following diplopia and gait
disturbance. He demonstrated wide-based and small-stepped gait without objectively abnormal ocular movements.
Brain MRI showed enlargement of the pituitary stalk and gland with uniform contrast enhancement. PET-CT showed
FDG uptake in the pituitary gland, mediastinal lymph nodes, and left hilar lymph nodes. Blood investigations revealed
panhypopituitarism and high serum IgG4 levels up to 265 mg/d/. Histopathological examination revealed no IgG4-positive
cell infiltration in the biopsied mediastinal lymph nodes. However, we suspected IgG4-associated hypophysitis based on
the clinical symptoms and MRI findings, which were markedly resolved with steroid. Central masked diabetes insipidus was
manifested, but was improved with oral desmopressin. We should pay close attention to the fact that IgG4-related
hypophysitis may present with various symptoms regarded as indefinite complaints related to aging or underlying diseases,

especially in elderly patients with multimorbidity.

Key words: 1gG4-related hypophysitis, panhypopituitarism, central diabetes insipidus, multimorbidity
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