3.24 Pituitary gland hormones

Recognise the circumstances when hypopituitarism may occur

The most common cause of hypopitutarism is benign pituitary adenoma – these are usually monoclonal. It is important to remember that hyper- as well as hypo-pituitarism may result from a pituitary space-occupying lesion.

Other causes include: traumatic, congenital, vascular and others…

Recognise the possibility of hypopituitarism in patients with 'non-specific' symptoms

	Non-specific sympt.
	Prolactinoma
	Acromegaly
	Cushing’s
	Nelson’s
	NFT*
	**
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	Amennorhoea
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	Hypogonadism
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	Impotence
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	Headaches
	(
	
	
	
	
	(

	Hypopituitarism
	(
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	(
	

	Visual field defects
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	Appearance change
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	Central obesity
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	Cushingoid app***
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	Pigmentation
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	Growth failure
	
	
	
	
	
	(

	
	
	
	* Non-functioning tumours

	*** Local symptoms rare
	** Craniopharyngioma


Initiate investigations for posterior pituitary function in patients with polyuria

Diabetes insipidus is caused by either a deficiency of vasopressin (antidiuretic hormone) from the hypothalamus or insensitivity to its action (nephrogenic DI). This results in polyuria, nocturia and a compensatory polydipsia.

Differentials include: primary polydipsia; impaired renal tubular function e.g. by hyper- or hypo-calcaemia (possible parathyroid problem).

	
	Diabetes Insipidus
	Primary polydipsia

	Plasma osmolality
	High or High normal
	Low

	Urine osmolality
	Low
	Low

	Plasma sodium
	High or High normal
	

	24-hour urine volume
	> 2L (<2L excludes)
	

	
	
	

	
	Diabetes Insipidus
	Normal

	Water deprivation test: 

Plasma osmolality

Urine osmolality

Failure of urine conc. with fluid deprivation

Restoration with ADH or analogue
	Rises

Normal

Yes

Yes
	Normal 

>600 mOsm / kg

No


Initiate investigations of the cause of hypopituitarism

MRI: This is the definitive investigation and is likely to reveal any lesions present.

Recognise acromegaly

Most reliable are in bold

	Symptoms
	Signs

	Change in appearance
	Bitemporal hemi / quadrantonopia

	Increased size of hands / feet
	Interdental separation

	Headaches
	Deep voice
	Spade-like hands / feet

	Tiredness
	Weight gain
	Prognathism
	Large tongue

	Galactorrhoea
	Polyuria / dipsia
	Tight Rings
	Carpal tunnel syndr

	Impotence
	Visual deterioration
	Hirsutism
	Thick, greasy skin


Initiate investigations for acromegaly

· The diagnostic test is the glucose tolerence test with GH measurement: GH will normally be suppressed; acromegalics fail to suppress GH below 1mU/L and some show a paradoxical rise – about 25% will have a diabetic result.

· GH levels may exclude acromegaly if undetectable but detectable levels are undiagnostic. Normal value is <1mU/L except during stress or GH pulse.

· IGF-1 reflects mean GH in the last 24 hours and is almost always raised in acromegaly.

· Also useful is MRI of pituitary – almost always reveals the pituitary adenoma.

Outline to patients the possible treatments for acromegaly

	Untreated acromegaly results in a markedly reduced survival - most deaths result from:

· Heart failure

· Coronary artery disease

· Hypertension-related causes

· Neoplasia (esp large bowel tumours)
	Treatment options include:

· Trans-sphenoidal surgery

· Trans-frontal surgery

· Radiotherapy

· Octreotide (somatostatin analogue)

· Dopamine agonists


The aim is to reduce mean GH levels below 5 mU / L


· Concurrent diabetes / hypertension often improve as acromegaly is treated – they should be managed conventionally if this is not the case.

· Hypopituitarism should be corrected if present.

