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Panhypopituitarism due to craniopharyngioma with bilateral slipped
capital femoral epiphysis
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Sung Hoon Yu, Hyung Joon Yoo, Jae Myung Yu

Department of Internal Medicine, Hallym University College of Medicine, Seoul, Korea

Craniopharyngiomas are rare primary intracranial tumors. Despite their benign histological appearance,
they are often associated with an unfavorable prognosis. The typical manifestations upon diagnosis are
headache, visual impairment, polyuria/polydypsia, growth retardation, disturbance of pubertal development,
and significant weight gain. The treatment options include radical surgery or radiotherapy, or a combination
of these modalities. Slipped capital femoral epiphysis (SCFE) is the most common adolescent hip disorder.
SCFE occurs when the capital femoral epiphysis displaces posteriorly on the femoral neck at the level
of the physis. The etiology of SCFE is thought to be multifactorial and may include obesity, growth surges,
and less common endocrine disorders. The related endocrine disorders include hypothyroidism, growth hor-
mone supplementation, hypogonadism, and panhypopituitarism. Reported herein is a case of panhypopitui-
tarism caused by craniopharyngioma combined with SCFE.
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Fig. 1. Both the hip A-P views show downward and posterior
slipping of both capital femoral epiphyses with markedly destru-
ctive changes at the left femur head.
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Fig. 2. Post-contrast T1-weighted sagittal brain magnetic reson-

ance imaging showing a 3.2x3.6x3.8 cm heterogenous cystic and
solid mass in the sellar and suprasellar area (arrow).

Table 1. Basel-combined anterior pituitary stimulation test
Basal 30min 60min 90 min 120 min

LH (mIU/mL) 0.7 1.3 1.6 1.3 1.1
FSH (mIU/mL) 0.6 1.4 1.5 2.7 4.8
TSH (uIU/mL) 9.02 2338 2410 18.81 17.78
ACTH (pg/mL) 211 2633  20.88 5.87 11.51
Glucose (mg/dL) 90 41 128 98 112
Cortisol (ug/dL) 0.7 0.8 1.0 0.6 0.3
GH (ng/mL) 0.1 0.1 0.2 0.2 0.1

Prolactin (ng/mL) 2.3 3.7 34 2.7 2.0
The basal hormone was measured at 8:00 a.m., and insulin
aspart 3 IU, GnRH 0.1 mg, and TRH 0.5 mg were immediately
injected.

LH, luteinizing hormone; FSH, follicle stimulating hormone;
TSH, thyroid stimulating hormone; ACTH, adrenocorticotropic
hormone; GH, growth hormone; GnRH, gonadotropin-relea-
sing hormone; TRH, thyrotropin-releasing hormone.
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stimulating hormone 0.8 mIU/mL (1.1-13.5), thyroid stimula-
ting hormone (TSH) 8.01 ulU/mL (0.35-5.50), 3-2] T4 0.37
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anti-thyroglobulin 11.7 U/mL (0-60), anti-TSH receptor 0.5
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Panhypopituitarism and craniopharyngioma with SCFE

Table 2. Water deprivation and vasopressin stimulation tests

Serum (mOsny/kg) Urine (mOsm/kg)
AM 7 302 159
vasopressin 8 U SC injection
30 min 307 398
60 min 305 442
90 min 303 436
SC, subcutaneous.
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