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Learning Objectives 

• Discuss evaluation for post-partum patient with multiple endocrine 
abnormalities 
 

• Review diagnostic considerations in pituitary dysfunction  
 
• Discuss clinical management and follow up 

 
• (Attempt to connect endocrine and neuromuscular findings if time 

allows) 



Feb 2020: normal 
birth after 

uncomplicated 
pregnancy, full term  

April: OSH 
admission for n/v 
 calcium at 14.1, 

PTH <6, 
TSH < 0.1 

May: OSH 
admission 

Ca at 13.0, PTH < 6 
TSH < 0.1, FT4 1.4, 

FT3 4.7 

June: UC 
admission 

Ca 14.4, Cr 1.2, 
Mag 1.3, PTH 5 
TSH 0.01, FT4 
0.93, TT3 128 

27 year old female with a PMH of depression and possible cyclic vomiting syndrome presents to UC after 
multiple admissions for dehydration. She reports several months of vomiting and decreased appetite since 
the birth of her second child. The pregnancy and delivery were uncomplicated. Has lost about 20lbs over 
the last 2 months. She feels globally weak. No cough, fever, or difficulty swallowing. No sexual activity 
since childbirth and no menses. Unable to breastfeed. She has been told her potassium and magnesium 
have been low, but could not fill supplement prescriptions due to pharmacy closures. It appears she may 
have been started on methimazole for hyperthyroidism, but she did not fill the prescription. 
 
Initial vitals and pertinent exam: Temp 36.7, BP 101/73, HR 101, SO2 99% 
Appears fatigued. Neck supple. No tenderness or thyromegaly. Normal weight. Reflexes unremarkable. No 
conjunctival redness or proptosis. Non-obese. No lower extremity edema. Skin very dry. 
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Calcium: 13.5 (14.5) 

After initial fluid resuscitation, 18 hours after presentation: 

Phos: 3.6 
Mag: 2.1 

ESR: 120 
CRP: 37 

TSH: 0.01 
Total T3: 128 
Free T4: 0.93 
Total T4: 5.9 

PTH: 5 

COVID 19: (-) multiple 

Endocrinology consulted. 
 
What additional labs/eval/management 
do you predict were recommended? 

Unremarkable. No hilar adenopathy. 

Albumin: 2.7 
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Hypercalcemia 

Nephrol Dial Transplant (2018) 33: 549-551. 

Calcium 13.5 
PTH: 5 
25-OH vitamin D: < 7 
1, 25-OH vitamin D: < 8.0 

PTH-rp: 0.5 
No monoclonal activity on SPEP or UPEP (with immunofixation) 

ACE level: 45 U/L (16 – 85 U/L) 



No calcitonin or bisphosphonates given. 

Hypercalcemia 
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Abnormal thyroid 
function Pooled prevalence study of postpartum thyroiditis 

Pooled prevalence in general population is 8%. 
 
Prevalence increased with prior disease, family 
history, and history of type I DM. 

Thyroid. 2006;16(6):573-582. 



Abnormal thyroid 
function 

Differentiation of thyrotoxicosis from thyroiditis and 
Graves’ disease 

Thyroid. 2014;24(6):1027-1031. 

Graves’ 

thyroiditis 
Thyrotoxicosis from Graves’ more likely to present 
later after pregnancy, with positive thyroid receptor 
antibodies and more blood flow on thyroid US 



Abnormal thyroid 
function 

levothyroxine started 

- Graves’ hyperthyroidism 
- thyroiditis 
- central hypothyroidism 
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Presenter
Presentation Notes
I’m not sure there is a direct connection between pituitary dysfunction and hypercalcemia in this case, except for severe dehydration



pituitary 
dysfunction 

47 ng/mL (66 – 303 ng/mL) 
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pituitary 
dysfunction Hypophysitis fundamentals 

There are now five recognized primary forms of hypophysitis: 
1. lymphocytic 

• dense infiltration by lymphocytes, disruption of anterior pituitary architecture, 
fibrosis 

• Associated with pregnancy 
2. granulomatous 

• characterized by giant cell granulomas, presents as a mass lesion, affects both 
men and women equally 

3. xanthomatous 
• extremely rare, foamy histiocyte infiltration 

4. plasmacytic 
• associated with IgG4 disease, infiltration by plasma cells 

5. Immunotherapy-related 
• Seen with ipilimumab and combination therapy 
• Usually permanent 

 
Horm Res 2007;68(suppl 5):145-150 
Endocr Rev. 2019 Feb 1:40(1):17-65 



pituitary 
dysfunction Clinical symptoms and MRI findings of lymphocytic hypophysitis 

Horm Res 2007;68(suppl 5):145-150 



pituitary 
dysfunction Histopathological appearance of lymphocytic hypophysitis 

Endocr Rev 26(5):599-614 



pituitary 
dysfunction Prevalence of affected pituitary hormone axes  

Endocr Rev 26(5):599-614 

Loss of ACTH production is the most common 
defect, followed by TSH and LH, FSH 

Posterior pituitary dysfunction can be seen, but 
usually with preserved anterior function 



pituitary 
dysfunction Two case reports of lymphocytic hypophysitis 

J. Endocrinol. Invest. (2004). 27: 782-787 

Case report 1 
 
A 36 year old woman presented 
with fever, tachycardia and failure 
to lactate 8 weeks after delivery. 
 
She was found to be thyrotoxic, 
hypercalcemic, and adrenally 
insufficient. 
 
MRI pituitary showed mild swelling 
of the pituitary with an irregular 
region. 
 
She recovered over several 
months of glucocorticoid therapy. 



pituitary 
dysfunction Two case reports of lymphocytic hypophysitis 

J. Endocrine Society, Vol 4, Supp 1, MON-240 (abstract) 

Case report 2 
 
A  27 year old presented with secondary 
amenorrhea for 8 months. 
 
Found to have mild hyperprolactinemia with 3.3 cm 
mass. 
 
Also mildly hypothyroid with positive TPO 
antibodies (TSH 8.2 mU/L). 
 
Trans-sphenoidal decompression surgery 
attempted but aborted due to fibrous tissue in sella, 
path dx c/w hypophysitis. 
 
MRI improved after 2 months of 40 mg of 
prednisone daily. 



Other case notes 
NCV/EMG 

Nerve/muscle biopsy 

Presenter
Presentation Notes
Ultimately treated with IVIG and plasmapheresis, continued on hydrocortisone



Patient follow up 
Patient admitted to rehab (Shirley Ryan) for intensive physical therapy for axonal 
polyneuropathy (variant of Guillain-Barre syndrome). Strength is improved but not yet 
walking without assistance. 
 
Regarding management of lymphocytic hypophysitis/hypopituitarism: 
 
For secondary adrenal insufficiency: 
• Following the diagnosis, patient was started on 40 mg of prednisone to treat 

hypophysitis, but also served as corticosteroid replacement 
 

• Transitioned to hydrocortisone 20 mg in AM, 10 mg in PM. Continues on this dose. 
 

For secondary hypothyroidism: 
• Started on 50 mcg levothyroxine, has been increased to 125 mcg daily (adherence 

to medical therapy has been an issue in the past) 
 
Considering estrogen replacement if menses do not resume. 
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