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PITUITARY TUMORS - CLASSIFICATION

According to their size:

* Microadenomas: have less than 1 cm, do not modify the

shape of sella turcica and do not produce pituitary tumor
syndrome

« Macroadenomas: have nore tahn 1 cm. and according to
the direction they develop produce “the syndrome of
pituitary tumors”

According to their degree of aggression

* Benign adenomas

* Invasive adenomas

« Carcinamas: less then 1 % of pituitary tumors




PITUITARY TUMOR SYNDROME

« NEUROLOGIC SYMPTOMS:

— Headache
— Nerves lll, IV and VI which cross the cavernous sinus

— Temporal seizures
— Other seizures
— Meningeal signs

+ OPHTALMOLOGIC SIGNS

— Decreased visual acuity
— Reduction of visual field according to tumor extension

— Exophtalmos : rare

» RADIOLOGICAL SYGNS

— Enlarged surface of sella turcica
— Radiologic signs specific for some pituitary adenomas: acromegaly
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ACROMEGALY signs and symptoms

 Pituitary tumor syndrome:
Narrowing of the visual field,
Decreased visual acuity

Facial abnormalities:

— Prominent frontal boses

— Prominent occipital bone

— Enlargement of low jaw

— Dental : spaces between tees
— Large tongue







Acromegalic facies

e Protruding supraorbital
ridges

e Enlarged nose

» Coarse facial features

* Prognathia

hickened skin*

Hyperostosis
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Cushing’s Syndrome
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ACTH dependent ACTH independent
. Pituitary Adenoma . Adrenocortical Tumor
(Cushing’s disease) . McCune Albgright
. Ectopic ACTH Secrecion . Macronodular Adrenal
Syndrome Hiperplasia
- Ectopic CRH Secrecion . Pigmented Nodular Adrenal

Syndrome Hiperplasia




Possible causes of Cushing's syndrome!

Endogenous Cause:

Pituitary tumor Adrenal tumor, Other or
(Cushing's disease), | 15% of endogenous | UNKNown causes,
70% of endogenous CAses 15% of

Cases endogenous cases

Exogenous
Cause:
laking medicines
containing
glucocorticolds,
such as hydrocortisone




ESEe Voonaee  WOMen with Cushing’s
Hump suraclaviolar fat pats - SYNArome/Disease
Eas"y beiSQd May have some or all symptoms including:
Thin skin

Loss of Menstrual Cycle
High Blood Pressure
Striae Type Il Diabetes
Low Ferritin
(stretch marks |, vitamin D
Low Estradiol
Low FH and LSH
Secondary Hypothyroidism
Fatigue
Insomnia
Loss of Libido
Difficulty with blood draws
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Symptoms worsen over time
Poor wound and vary by individual
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Clinical manifestations of
~ hyperprolactinemia

Women Men

Galactorrhea Galactorrhea ﬁ
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« Hypogonadism in both women and men by supressing GnRH
secretion and pulsutility, resulting in low levels of LH and FSH




JATROGENIC CUSHING SYNDROME

Dampak penggunaan steroid jangka panjang



Circadian Rhythm And Cortisol
(With & Without Snacks)
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NOVORAPID® / APIDRA ®in FORMULA for STEROID TREATED DM-Pts
OK A = 4 Q = and FOR A D 4.4 or U 4

(Clinical Experiences: Tjokroprawiro 2010-2016)

FORMULA MP-25.4 For Sensitive Pts, Use Formula MP-25.2
(L) INTRAVENA METHYL PREDNISOLONE (MP) 25 mg :
Every 25 mg MP SHOULD be BACKED UP with 4 units NOVORAPID® /| APIDRA®SC or IV

@ METHYL PREDNISOLONE (MP) 50 mg : with 8 units NOVORAPID®/ APIDRA ® SC or IV
@ METHYL PREDNISOLONE (MP) 125 mg : with 20 units NOVORAPID® /| APIDRA® SC / IV / PUMP

FORMULA DEX-4.4| For Sensitive Pts, Use Formula Dex-4.2

(1)l INTRAVENA DEXAMETHASON (DEX) 4 mg : BACKED UP with 4 units NOVORAPID® / APIDRA ® SC or IV
@ INTRAVENA DEXAMETHASON (DEX) 8 mg : with 8 units NOVORAPID® / APIDRA ® SC or IV

€ INTRAVENA DEXAMETHASON (DEX) 16 mg : with 16 units NOVORAPID® / APIDRA® SC / IV
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MANAGEMENT OF PROLACTINOMA

| ELEVATED PROLACTIN LEVELS

!

Exclude secondary causes of hyperprolactinemia
MRI evidence for pituitary mass

{

Symptomatic Prolactinoma

| Test visual
| ' fields
Microadenoma Macroadenoma

Test pituitary
reserve function

Y ¥
Titrate Titrate
dopamine agonist dopamine agonist

] : !

Change Repeat MRI
Serum PAL [ dopamine agonist within 4 months
lr Y

Y Y *

<20 | |20-50| | =50 {ug/L) 41 No tumor shrinkage Tumeor shrinkage
or tumor growth and prolactin
{' 4‘ or persistent normalized

Drug intolerance

Maintenance | | Heassess hyperprolactinemia *
Rx diagnosis

Increase dose Consider Surgery f+—

Monitor FHRL
and repeat
MRI annually

Source: D. L. Kasper, A. 5. Fauci, 5. L. Hauser, [. L. Longg, 1. L. Jameson, J. Loscalzo: Harrison's Principles of Internal Medicine, 15th Edition
wwiw. accessmedicine. com
Copyright © McGraw-Hill Education. All rights reserved.




MaNAGEMENT OF A NONFUNCTIONING PiTuiTary Mass

Nonfunctioning Pituitary Mass

1

Differential diagnosis based on MRI and clinical features

}

Dynamic pituitary reserve testing

|
I |

Monfunctioning adenoma Other sellar mass (not adenoma)

| ' | !

Microadenoma Macroadenoma Exclude aneurysm

Low risk of +
visual loss Surgery

Histologic diagnosis

Observe Surgery

I T 1 | !

Follow-up: MRI | MRI | Trophic hormone | | May require Trophic hormone
testing and disease-specific testing and
replacement therapy replacement

Source: D. L. Kasper, A. 5. Fauci, 5. L. Hauser, D. L. Longo, 1. L. Jameson, J. Loscalzo: Harrison's Principles of Internal Medicine, 15th Edition
wiwiw. accessmedicine. com
Copyright £ McGraw-Hill Education. All rights reserved.




MANAGEMENT OF ACROMEGALY

GH-Secreting
Adenoma

Y
Likely | Assess likelihood | Unlikely | somatostatin
of surgical cure | analogue

Y
Surgery

Debulking required
for CNS pressure effects

v
contralled elevated controlled

Measure
GH/IGF-I : ‘
| Somatostatin analogue

m ‘} Monitor

controlled Measure
GHAGF-|

Y

Increase dose/frequency of somatostatin | yncontrolled
analogue; add GH receptor antagonist; |
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‘l = GH receptor
controlled Measure | uncontrolled | antagonist

Monitor |- GHAGF-| ~ | » Radiation therapy
* Heoperation

Source: D. L. Kasper, A. 5. Fauci, 5. L. Hauser, D. L. Longo, 1. L. Jameson, J. Loscalzo: Harrison's Principles of Internal Medicine, 15th Edition
wiwiw. accessmedicine. com
Copyright £ McGraw-Hill Education. All rights reserved.




EVALUATION OF THYROTOXICOSIS

Measure TSH, unbound T,

|
I | I |

TSH low, unbound T5SH low, unbound TSH normal or increased, TSH and unbound
T4 high T4 normal high unbound T, T4 normal
| | |
Primary Measure TSH-secreting
thyrotoxicosis unbound Tg pituitary adenoma

[ or thyroid hormone

| ' resistance syndrome

Ty toxicosis | | Subclinical No further tests
hyperthyroidism
|

Features of Follow up in
Graves' diseased? 6-12 weeks

S >

Graves' disease | | Multinodular goiter or toxic adenomab?

S &

Toxic nodular hyperthyroidism Low radionuclide uptake?

Destructive thyroiditis, iodine excess | | Rule out other causes including stimulation
or excess thyroid hormone by chorionic gonadotropin

Source: Longo DL, Fauci AS, Kasper DL, Hauser SL, Jameson JL, Loscalze 1@ Harrison's
Principles of Internal Medicine, 18th Edilion: www.accessmedicine.com

opyright © The McGraw-Hill Companies, Inc. All rights reserved.




ALGORITHM FOR MANAGEMENT OF THE PATIENT WITH SuSPECTED CUSHING'S SYNDROME

Clinical suspicion of Cushing's
(Central adiposity, proximal myopathy, striae, amenorrhea, hirsutism,
impaired glucose tolerance, diastolic hypertension, and osteoporosis)

Screening/confirmation of diagnosis
* 24-h urinary free corrtisol excretion increased above normal (3x)
* Dexamethasone overnight test (Plasma cortisol >50 nmol/L at 8-9
a.m. after 1 mg dexamethasone at 11 p.m.)
* Midnight plasma cortisol »130 nmol/L
{or midnight salivary cortisol =5 nmol/L)
If further confirmation needed/desired:
* Low dose DEX test (Plasma cortisol =50 nmol/L after 0.5 mg
dexamethasone g6h for 2 days)

Positive Negative

Differential diagnosis 1: Plasma ACTH

ACTH normal or high ACTH suppressed
=15 pg/ml to <5 pg/ml

Y
Differential diagnosis 2

* MRI pituitary adrenals
* CAH test (ACTH increase >40% at

15-30 min + cortisol increase >20%

at 45-60 min after CRH 100 pg IV)
* High dose DEX test

(Caortisol suppression =50% after

£ - . ) .
géh 2 mg DEX for 2 days) Bilateral Unilateral
micronodular adrenal mass
CRH test and high Equivocal CRH test and high

or
dose DEX positive results dose DEX negative | macronodular

ic adrenal Adrenal
Cushing’s disease hyperplasia work

Trans- Inferior petrosal : .
sphenoidal sinus sampling Locate and Bilateral Unilateral
pituitary (petrosal/peripheral remove adrenal- adrenal-
surgery | "ACTH ratio >2 at ectopic | ectomy ectomy
baseline, >3 at 2-5 min ACTH
after CRH 100 pgiwv) source

Source: D, L. Kasper, A. 5. Fauci, 5. L. Hauser, D. L. Longg, 1. L. Jameson, J. Loscalzo: Harrison's Principles of Internal Medicine, 19th Edition
wiwiw,accessmedicine. com

Copyrigh McGraw-Hill Education. All rights resarved.




/ Symptoms of Brain Tumor

Headaches

Seizures Visual changes,

Changes in personality, mood, mental capacity, and
concentration

Gastrointestinal symptoms such as nausea, loss of
appetite, and vomiting.

Seizures are a presenting symptom in approximately 20% of
patients

Among all patients with brain tumors, 70% with primary tumors
and 40% with metastatic brain tumors develop seizures at some

time during the clinical course




CIRCADIAN RHYTHM WITH SUPERIMPOSED EXAMPLE OF THE CORTISOL LEVELS
ACHIEVED IN AN INDIVIDUAL TAKING TWO DOSES OF HYDROCORTISONE A DAY
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