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CLINICAL IMAGE

A 77 year-old man with no signifi cant medical history presented 

with sudden onset febrile headache and blurred vision. Clinical 

presentation was mimicking bacterial meningitis with nuchal rigidity, 

fever and hypotension. Clinical exam revealed variable left  upperlid 

ptosis and diplopia. A lumbar puncture was immediatly performed. 

Cerebral spinal fl uid analys is revealed an increased leukocyte count 

(73/μL), with neutrophilic granulocytes predominating (88%), 

increased total protein content (1.7 g/L), and glucose level 3.5 

mmol/L. Th e gram staindid not demonstrate any microorganisms. 

CRP was elevated (184mg/L). Antibiotics were immediatly started 

(Amoxicillin and Ceft riaxon). Th e headaches, the diplopia and the 

general condition did not improve aft er 24 hours of antibiotics, an 

MRI of the brain was performed and showed a pituitary mass lesion 

compatible with pituitary macro-adenoma with intrinsic hemorrhage. 

High-dosage steroid therapy (Dexamethasone 10mg/6hours) was 

started on the hypothesis of pituitary apoplexy and his condition 

rapidly improved. Th e diagnosis was confi med biologically 

as pituitary functions were dramatically decreased (IGF-1: 63 ng/mL, 

GH: undetectable, TSH 0.02 μU/mL, free T4 16.9pmol/L, unadapted 

level of adrenocorticotrophic hormone (ACTH) 20pg/mL (2-50 pg/

mL), basal cortisol 80 μmol/L (275-685 μmol/L), Follicle-Stimulating 

Hormone (FSH) 1.9 mU/mL (20-100 mU/mL), Luteinizing Hormone 

(LH) 0.3mU/mL (> 20 mU/mL), testosterone 0.11ng/mL (2.7-7.8 ng/

ml) and prolactin 1 ng/L (3-25 ng/L). Th ere was no initial sign of 

diabetes insipidus.

As osteodensitometry was normal and because of his age, no 

sexual hormone replacement the rapy was started. Th yroid function 

was closely monitored and no thyroid dysfunction appeared aft er. 

Aft er a few days of Dexamethasone, he was treated for 3 months with 

prednisone and then substituted with hydrocortisone.

Surgical treatment was not needed as his neurological condition 

completeley recovered aft er 3 months of steroids. A second MRI 

showed dramatic decrease in size of the adenoma a month later. All 

the pituitary axis recovered aft er 3 months of steroid treatment except 

the corticotrop function. He is still on hydrocortisone 6 months later 

and is doing perfectly well.
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