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An unusual cause of panhypopituitarism 
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Introduction
Intracranial vascular aneurysms are an exceedingly 

rare cause of hypopituitarism and it only contributes to 
0.17% of all cases of hypopituitarism [1]. We report a 
patient who was diagnosed with panhypopituitarism 
secondary to a giant internal carotid artery aneurysm. 

Case Presentation
A 55 year old unmarried male presented with 

faintishness and postural giddiness of two weeks duration 
along with long standing impotence and loss of libido. On 
examination he had an alabaster complexion with absent 
facial, axillary and pubic hair and testicular atrophy.

There was a significant postural drop in blood 
pressure. Rest of the physical examination was normal. 
Laboratory investigations revealed low serum sodium 
(128mmol/l), with normal serum potassium and creatinine 
levels and normal liver profile. Endocrine profile revealed 
low random cortisol (with positive short synacthen test) 
ACTH, TSH, free thyroxine, FSH, LH, testosterone, IGF-
1 with a normal prolactin level.

Magnetic resonance imaging (MRI) with magnetic 
resonance angiography (MRA) showed a large fusiform 
aneurysm of distal petrous and cavernous portions of 
left internal carotid artery compressing on the pituitary 
(Figure 1) which was confirmed with digital subtraction 
angiography (DSA) (Figure 2).

He improved symptomatically with hormone 
replacement therapy (thyroxine, hydrocortisone 
and testosterone) and the aneurysm was managed 
conservatively.

Discussion
An intracranial aneurysm is an extremely rare cause 

of hypopituitarism and causes hypopituitarism either 
by direct compression or vascular compromise of the 

pituitary or as in our case by both mechanisms [1,2,3]. 
In certain occasions, these aneurysms can even mimic 
a pituitary adenoma, thus it is crucial to differentiate 
between a pituitary adenoma and an intracranial aneurysm 
pre-operatively to avoid potential surgical complications 
[3]. MRA and DSA play a major role in proper delineation 
of the vascular anatomy. Preferred modality of treatment 
of such giant aneurysms is with endovascular flow diverter 
stents which are not yet available in Sri Lanka [2].
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Figure 1. MRI Brain showing a large aneurysm 
of left internal carotid artery mimicking a space 
occupying lesion (arrow)
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Figure 2. DSA showing a large fusiform 
aneurysm of distal petrous and cavernous 
portions of left internal carotid artery


