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A Case of Spontaneous Resolution of Pituitary Apoplexy

Byoung-Soo Shin, M.D., Byeung-Yong Lee, M.D., Young-Hyun Kim, M.D.
Department of Neurology, Chonbuk National University College of Medicine, Chonju, Korea

Pituitary apoplexy resulting from hemorrhage or necrosis of a pituitary tumor with subsequent compression
of the optic nerves and cavernous sinuses is a life-threatening condition. The diagnosis is made clinically by
the sudden onset of headache, meningismus, visual impairment, and ocular abnormalities. Modern surgical
techniques seem to have reduced morbidity. Nevertheless, it is evident that not every patient requires surgical
decompression after pituitary apoplexy because of spontaneous resolution after hormonal replacement therapy.
We report an 84-year-old man who had pituitary apoplexy presenting with headache, ptosis and eyelid
swelling. A good result has been achieved with immediate replacement of steroid.

KEY WORDS : Pituitary apoplexy * Spontaneous resolution

N o

slrAl 52 kAl U4 A 2= AA TS H
A M-S el AFE 2AE F Qs A9 A4S
oct. 7P Egt T 3R] WA T, i), ?
E, AlopdE, AEAE, FuE Soli . 4l A A
F9) 29l deh?, 1 o) Ao w WP 31 T
Bo} oAERA X8 BERIYRY X, YA A8,
& A, 8 g Soll IV, ke P
HRALA A sl AB|R0|EE o] &3t YREHA o
QT WE £EF 7o) (79 2ol Ptk ARES T
55 FAE UL siA £5 Sl A zli 3101
3EE fgxeye Ry g3 FEHE AYsd B

nﬂ_ﬂ

o]

_p

844 FARAE 157 ARH 2T S T4 T

*”‘WX} A4, 561-712 A5 HFA|
q]fﬂ—ﬂ /]J,}q]zﬂ— )\]74“,].&—7/\1

%ﬂi}i (063) 250-1590 - %% : (063) 255—3003

E—mail : shsoo@shinbiro.com

& = sl o BFoR Al Wik &
Aol 18 Fy, 2 59 %}L Ak i A
gk 100/60mmHgR T, AL oIk WdA 9

Aele AW, ¥ A3 AARIA TS #H5Y ¢
Agk 2okt vilE By, HE T2 R FHES
o} tigkaAll A Aok AL itk F AV A, &
¥ 7152 Aaelglon AR Amils AAFo R Ay
ok g BA 293 A7) 38 g

1.5cm =79 Foko) 1AL AJAlZ WA bl dE-71A]
Ao £28E Btk T2 FHF0= XA
Zgo| itEglod S ATl WETHH AHAU
om AHE opleka SIthFig. 1 A, B, O). HA1E%
FHzgeds B8 o2 HolA| itk FAE FA
methylprednisolone (1g/Y, AF) 2.7 33Ut Fo W3k
JeA FA B AEY TEe oo, AWy &
AFEQFE T 220mosm (73] 1 400~800mosm) & 74
ik dut o) Arfelr] oA QIgltt RtsEt A
AF)A] Na 127mEq/L, K 5.1mEq/L, Cl 92mEq/L, AST
98U/L, ALT 51U/L, cholesterol 298mg/dl, HDL 35
mg/dl 2 olAAAS Bk 84 cortisol>- 25ug/dlE F
7}tk ACTH, TSH, Estradiol, FT4, FSH, LH5< 4



/401911, Fullfield 120 point test W& F3 Ao} 74}

= 0I5ieh 4 29 ol 25 sk 449,
AR, AN oo Bue nenh A5 QHAGE T
B 230k AR 49 H5 IRrFe) BATIE,
2 50 8% £ 9do) ok 3R] ARk B2

oA &< Aoy Axe) A@yy 2k WE 34
HEo] FEg viE ARER) Rtk B 259 9
A Aol7k ozt e 99k ] Aol M prednisolone
A 8%(7.5me/Y AT 0= A Hsiic). @A
9714zt 9F) ME Folo A=< 9 vhus ¢as] 3
ZEo) o ol Wl MY 27 YT T FIE o
A7) R A AL EF Fol FU a7t
a3 (Fig. 1 D, E, F), 388 27 ZrlxE= A4

245 Ho = glo] 358 T ik
1z
sl 88 WFH R A Aol 28 F Hof

71qF 9] 2] dut
&, 1 HEE 0.6~10%3 5. ZAL

A%t eixiEe] Psks 2 2
FF #7, Hol

19 A2 8 fE DT Sl 23 »}E}w””.
Ege) o3t 3
HEZ Jojut aﬂtﬂi 1*““5141 TREES %“#&01, 3
QA7 wha| gl WA v, Qb whH], AR Al
Ao &Y WAEY dut 55 4ot glojrIet 3
AT QA vhle RS Sle kA MFeMe =%
7] W&o A E5E A3 AL F U 7o)
dzoz gdojupd Alsgaptel 7k, FHE ulsie] Alg
gl AlopdE, 9 Ao, EFl, TF BlE 4o
7] = QY. A Fgoj= Mol A FA0E AZEHe
u, 34 oozt QoA R FHEEA] o= A9t
Atk oj# FAEL Ejo)7IF Auke] AL F wjie] 9%
o7 &3 gx|go} XAz} gick Tl HA o] 3P
o7 dopd FFAoAL BIEES Yotk AL &
3] AFusto s §&
A=) % gt} Age %‘:.?%‘%% %—f& 7 s A1gE
A= FAA0Y 22 YRS AR F) 3
PO FeA 22 x7) 243 BAR] dFE 95

Oli
T
é
z
o%
L

N

I
1?
0
o
o
rlo
me
E
e
A

Fig. 1. Axial(A.D) and coronal (B,E) and sagittat T-1 weighted (C.F) MR images at admission(A,B,C) and 2 months later(D.E.F).
These images show intrasellar mass with hemorrhage focus(large arrow), which is extended to left cavernous sinus and
suprasellar area abute on optic chiasm (small arrows). The foliow-up MR images show spontaneous resolution of pituitary
apoplexy (D.E.F).
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