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Anterior Pituitary Disorders

Hypopituitarism 

· Presentation - most commonly post-partum apoplexy (pituitary bleed/infarct)

· Sheehan’s Syndrome - post-partum apoplexy, triggered by hypoperfusion/shock to pituitary
· Other Apoplexy - bleeding disorder, DM, pituitary radiation, heart-lung bypass surgery
· Other Panhypopituitarism - tumors, surgery, irradiation, infection, hypothalamic dz

· 4 Acquired Causes - apoplexy (infarction), tumor, iatrogenic, hypothalamic
· Physical Exam - is tired, cold, low BP, slow cognition, slowed reflexes; no breast-feed, amenorrhea
· Labs - will present with single hormone deficiency, or deficiency of all anterior pituitary hormones:
· ACTH deficiency - will present with low cortisol, and low glucose (glucocorticoid)

· TSH deficiency - have a low T4 and an inappropriately normal TSH (should be elevated)

· LH & FSH deficiency - have a low estradiol (ovaries aren’t working), and low LH/FSH
· PRL deficiency - has low prolactin… can’t breast feed

· (ADH) - less often affected, but could have diabetes insipidus
Pan-hypopituitarism Tx 

· TSH - treated with levothyroxine

· ACTH - treated with hydrocortisone

· LH & FSH - treated with estrogen/testosterone; if fertility desired though, need LH/FSH

· GH - little need to give adults, children replaced through puberty
· PRL - no replacement available
· ADH - give ddAVP (synthetic ADH)
Acromegaly 
· Acromegaly - usually caused by GH pituitary tumor, rarely GHRH tumor; present ~1 decade before Dx
· Physical Exam - patient has large fleshy palms/feet, large jaw, protruding forehead, sweating/weak
· Inspection - will have large fleshy palms/feet, large jaw, protruding forehead, diaphoresis
· Vitals - often have HTN, CVD

· Labs - often will show glucose intolerance (DM) and elevated prolactin (related to GH)
· Diagnosis - assess levels of IGF-1, GH:
· IGF-1 (Somatomedin C) - elevated; most reliable indicator, measuring GH over time
· GH - elevated; less reliable due to fluctuating levels during a single day
· MRI - inappropriate; don’t make Dx this way, MRI used to localize disease, not detect
· Complications - CVD (obstructive hypertrophic cardiomyopathy), respiratory, DM, HTN, colon tumor, neuromuscular

· Tx - can do surgical resection, irradiation, octreotide:

· Surgical resection - for tumors; cure rate only about 50-60%

· External beam radiation - for recurrent disease; years for full effect, lose other pituitary fxn
· Octreotide/lanreotide - somatostatin synth., stops GH secretion, SE gallstone, hyperglycemia (stop insulin)

· Pegvisomant - GH receptor antagonist; works as well as octreotide
Hyperprolactinemia
· Hyperprolactinemia - often from prolactinoma, most common pituitary tumor
· Pregnancy - must rule out this first before Dx; elevated prolactin from pregnancy
· Prolactin - usually have prolactin > 200, can get large w/ estrogen exposure

· Tumor Size - usually smaller in women (present earlier), larger in men
· Presentation - amenorrhea and galactorrhea (rarely only one of two)
· Causes - from pituitary disease, neurogenic, hypothalamic disease, or medications:

· Pituitary disease - a prolactinoma or also acromegaly (GH partially stimulates PRL receptor)

· Neurogenic - includes breast stimulation (bra rubbing/foreplay) and chest wall lesions
· Hypothalamic tumor - less dopamine to suppress ( uninhibited prolactin secretion
· Medications - TCAs, neuroleptics, estrogens (OCPs), cocaine, narcotics, reglan, verapamil

· Other Causes - pregnancy, hypothyroidism, renal failure, cirrhosis, adrenal insufficiency
· Tx - can monitor; or if Sx can give meds, surgery, radiation:
· Serial monitoring - if menses normal, tumor small, and patient ASx
· Medications - most common; give bromocriptine (dopamine analogue)
· Surgical - for big, bulky tumors
· External beam radiation - rarely indicated
· Presentation in Men - will have impotence, local compression (optic X), panhypopituitarism

· Amenorrhea Post-Tx - usually means woman is pregnant (hasn’t worried about it for a while prior to Tx)
