LETTER TO THE EDITOR

Postpartum amenorrhoea-galactorrhoea
To the editor,
With interest I read the article from my former colleagues Kroese, Grootendorst and Schelfhout.1 The conclusion that amenorrhoea,
galactorrhoea and hyperprolactinaemia associated with enlargement of the pituitary gland are caused by primary hypothyroidism
may be correct and is very well supported by the literature. At first glance, the case is clear-cut and other possibilities seem to have
been ruled out sufficiently.
In the last paragraph of the discussion the authors state that ‘hypothyroidism and hyperprolactinaemia with pituitary enlargement
can cause diagnostic difficulties’. Their differential diagnosis consists of ‘coexistence of primary hypothyroidism and a pituitary
macroadenoma’ and ‘primary hypothyroidism associated with hyperprolactinaemia and pituitary enlargement’. The former
diagnosis was ruled out by the fact that ‘replacement therapy with L-thyroxin was associated with the resolution of pituitary
enlargement and resumption of the menstrual cycle’. Another possible diagnosis that has not been ruled out in my opinion is the
coexistence of primary hypothyroidism and lymphocytic hypophysitis.
Lymphocyte hypophysitis is a rare condition that occurs almost exclusively in young women and has a temporal relationship to
pregnancy or (early) postpartum period.2 It mimics a pituitary tumour and may lead to visual disturbances and to a varying
degree of pituitary hormone deficiencies.3,4 In many patients, transsphenoidal surgical exploration is performed because of a
presumed non-secreting pituitary macro-adenoma. Histopathological examination shows extensive mononuclear infiltration of
the anterior pituitary gland.3
The pathogenesis of lymphocytic hypophysitis is uncertain but autoimmune mechanisms are probably involved. In this context,
primary hypothyroidism and lymphocytic hypophysitis may be connected. Of the five patients with lymphocytic hypophysitis
reported by Patel et al., one developed thyroiditis.4 Other authors have also reported lymphocytic hypophysitis, in most cases biopsy
proven, in association with autoimmune primary hypothyroidism.5-8
On the basis of these reports, coexistence of primary hypothyroidism and lymphocytic hypophysitis may be a plausible explanation.
On the basis of ‘the resolution of the pituitary enlargement and the resumption of the menstrual cycle after replacement therapy
with L-thyroxin’ it was concluded that ‘primary hypothyroidism was the factor causing the pituitary dysfunction’. However, it
should be noted that lymphocytic hypophysitis, when not operated, often runs a benign course with pituitary function spontaneously
returning to normal.
J.M. van der Klooster, internist-intensivist
Department of Intensive Care Medicine, Ikazia Hospital, Montessoriweg 1, Rotterdam, the Netherlands,
tel.: +31 (0)10-297 50 00, fax: +31 (0)10-297 54 00, e-mail: jm.vd.klooster@ikazia.nl

REFERENCES
1.

Kroese JM, Grootendorst AF, Schelfhout LJDM. Postpartum amenorrhoea-galactorrhoea associated with hyperprolactinaemia and pituitary enlargement in
primary hypothyroidism. Neth J Med 2004;62:28-30.

2.

Browne-Martin K, Emerson CH. Postpartum thyroid function. Clin Obstet Gynecol 1997;40:90-101.

3.

Vizner B, Talan-Hranilovic J, Gnjidic Z, et al. Lymphocytic adenohypophysitis simulating a pituitary adenoma in a pregnant woman. Coll Antropol

4.

Patel MC, Guneratne N, Haq N, West TE, Weetman AP, Clayton RN. Peripartum hypopituitarism and lymphocytic hypophysitis. QJM 1995;88:571-80.

2002;26:641-50.

5.

Ozawa Y, Shishiba Y. Recovery from lymphocytic hypophysitis associated with painless thyroiditis: clinical implications of circulating antipituitary antibodies.
Acta Endocrinol (Copenh) 1993;128:493-8.

6.

Escobar-Morreale H, Serrano-Gotarredona J, Varela C. Isolated adrenocorticotropic hormone deficiency due to probable lymphocytic hypophysitis in a man.
J Endocrinol Invest 1994;17:127-31.

7.

Paja M, Estrada J, Ojeda A, Ramon y Cajal S, Garcia-Uria J, Lucas T. Lymphocytic hypophysitis causing hypopituitarism and diabetes insipidus, and associated with autoimmune thyroiditis, in a non-pregnant woman. Postgrad Med J 1994;70:220-4.

8.

Nakamura Y, Okada H, Wada Y, Kajiyama K, Koshiyama H. Lymphocytic hypophysitis: its expanding features. J Endocrinol Invest 2001;24:262-7.

© 2004 Van Zuiden Communications B.V. All rights reserved.
JUNE 2004, VOL. 62, NO. 6

209

