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A previously healthy 50-year-old man attended the hos-
pital outpatient clinic room, having been unwell for 
5 days. He had experienced sudden-onset headaches 

and impairments in visual accommodation intermittently dur-
ing the previous month, but these symptoms improved spon-
taneously. On the day of admission, the patient collapsed in 
the waiting room of the outpatient clinic. His blood pressure 
was 83/65 mm Hg, and his blood glucose level was 1.11 (nor-
mal 4.4–10.0) mmol/L. He regained consciousness following a 
glucose injection. Computed tomography (CT) (Figure 1) and 
magnetic resonance imaging (MRI) of the head (Appendix 1, 
avai lable at  www.cmaj.ca/lookup/suppl/doi:10.1503/
cmaj.180658/-/DC1) showed enlargement of the pituitary gland 
and subacute bleeding, indicative of pituitary apoplexy. Fol-
lowing admission, the patient had no further impairment of 
consciousness, possibly owing to steroid replacement therapy, 
which was started to treat his hypotension, cortisol deficiency 
and hypoglycemia. He was diagnosed with panhypopituitarism 
with secondary adrenal insufficiency. Outpatient follow-up has 
been uneventful.

Pituitary apoplexy is an acute clinical syndrome caused by 
hemorrhage or infarction of the pituitary gland, which typically 
occurs within a pituitary adenoma.1–3 In those with an ade-
noma, trauma, pregnancy, hypertension, cardiac surgery, anti-
coagulant therapy and treatment with dopamine agonists may 
increase the risk.2,3 Typical symptoms include loss of vision, 
endocrine abnormalities and severe headache.1–3

The clinical presentation of pituitary apoplexy can be acute 
or slowly progressive (subacute), depending on the extent of 
bleeding, edema and necrotic evolution.4 Most patients with a 
mild, stable clinical condition — including those with isolated 
ocular palsies — can receive conservative management.3,4

The diagnosis is based on a combination of clinical assess-
ment, endocrine abnormalities and radiologic findings (CT and 
MRI),2,3 and the differential diagnosis includes subarachnoid 
hemorrhage and bacterial meningitis.2,3 Sudden signs of neuro-
ophthalmic deterioration (e.g., loss of vision) or impaired con-
sciousness are a surgical emergency.1–3 Although symptoms of 
pituitary apoplexy may improve spontaneously, delayed diag-
nosis may lead to severe endocrine complications.

Patients with suspected hypoadrenalism should begin 
empirical steroid therapy with hydrocortisone.1,3
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Figure 1: Sagittal computed tomography scan in a 50-year-old man 
showing an enlarged, hyperdense mass in the pituitary (arrow).
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