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Case Presentation

A 48-year-old male with pertinent medical history of Type 2 diabetes

mellitus and Hypertension presented to the Emergency Department

with 3 days of deep, intractable headache radiating all over his head.

The headache was associated with changes in his vision, debilitating

nausea, decreased appetite, increased lethargy, and

hypersomnolence. On initial examination an isolated third nerve

palsy on his left eye exam was seen (had ptosis, eye was down and

out, and a non-reactive pupil to direct or consensual light

stimulation). This prompted further biochemical and radiographic

work up. This included an initial CT scan of Head showing a pituitary

macroadenoma which led to a MRI brain with and without contrast

with a focus on pituitary gland showing heterogeneously enhancing

pituitary mass with probable apoplexy and extension into left

cavernous sinus likely causing oculomotor nerve palsy. The initial

blood work including CBC and CMP were normal, however,

biochemical work up done for pituitary macroadenoma revealed

secondary adrenal insufficiency, secondary hypothyroidism, and

hypogonadotropic hypogonadism

Blood Test Results Reference Range

Total Testosterone 95 ng/dl 250-1100 ng/dl

Testosterone, Free 11.1 pg/ml 46-224 pg/ml

SHBG 26 nmol/l 10-50 nmol/l

FSH 3.06 mIU/ml 0.9-11.9 mIU/ml

LH 2.1 mIU/ml 0.6-12.1 mIU/ml

IGF-1 128 ng/ml 40-259 ng/ml

Cortisol, 8 am 2.7 ug/dl 4.3-22.4 ug/dl

Hemoglobin A1c 6.4 % 4 - 5.6 %

TSH 0.81 uIU/ml 0.4-4.0 uIU/ml

Free T4 0.58 ng/dl 0.71-1.51 ng/dl

Prolactin 4.0 ng/ml 3.5-19.4 ng/ml

The patient was evaluated by endocrinology,

neurosurgery and ophthalmology teams. He

successfully underwent trans-sphenoidal resection

of the pituitary macroadenoma. The pathology of

the specimen came back suggestive of a

gonadotroph adenoma with pituitary apoplexy and

the patient symptoms improved gradually post

operatively. The patient was started on

hydrocortisone, levothyroxine and told that

recovery from hypogonadotropic hypogonadism

can take up to 1 year after pituitary surgery so we

agreed mutually to monitor periodically with 8:00

a.m. fasting testosterone levels

Conclusion

Cavernous sinus is home to the carotid artery as well as the oculomotor, trochlear, ophthalmic 

and maxillary divisions of the trigeminal, and abducens nerves. Any sign of extraocular palsy 

could be indicative of a compression of the cavernous sinus wall or direct extension of a 

pituitary adenoma into the cavernous sinus. Clinicians should be able to identify different 

presentations of a pituitary adenoma early as this could improve both the morbidity and 

mortality associated with different types of pituitary adenomas.

Post Operative MRI of the patient 
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Biochemical Work-Up of the Patient 

Eye examination showing an isolated third nerve 

palsy on his left eye 

Pituitary Adenoma is the most common cause of sellar mass

after the third decade of life. Pituitary adenoma typically

presents with signs and symptoms of hormone hypersecretion;

with only 30% of cases presenting as clinically nonfunctioning

adenomas. In these patients it can present with neuro-

ophthalmic manifestations. However, only less than 5 % of

these patients with a nonfunctioning pituitary adenoma develop

ocular nerve palsies; hence the literature surrounding an

isolated third nerve palsy as an initial presentation of pituitary

adenoma is sparse. When it does occur, it is mainly due to

adenoma’s extension into the cavernous sinus. We report a

rare case of isolated, unilateral oculomotor nerve palsy due to a

non-functional gonadotroph adenoma expanding into the left

cavernous sinus.
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