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Two Cases of Extensive Pituitary Calcification
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ABSTRACT

Although calcification of such endocrine gland as adrenal or pineal gland is common, extensive
calcification of the pituitary gland is unusual. Calcification is a well recognized but uncommon
feature of prolactin-secreting, growth hormone-secreting and non-functioning pituitary tumours. The
calcification varies in extent, but rarely exceeds a tiny amount histologically or radiologically.
Recently, we had the opportunity to investigate two patients with radiologically demonstrated
“pituitary stone”(severely calcified pituitary adenoma). The first Patient, a 51 year-old female,
initially presented with general weakness, dizziness, visual disturbance, and loss of hair for 2
months. She was suspected to have a pituitary lesion. Decreased secretion of GH, TSH, LH, and
FSH was demonstrated by dynamic tests. On CT scan, she was found to have multilobulated
calcified sella mass. She was successfully managed by medical treatment. The second patient, a 65
year-old male, presented with general weakness, nausea, vomiting and polyuria for 2 months.
Combined pituitary stimulation test showed subnormal response of GH and prolactine. Radiologic
studies revealed pituitary stone which was managed with medical treatment of hormone replacement.
We suggest that calcific changes in the pituitary adenoma might be common and occur to the extent
of pituitary stone formation with the possible alteration of hormonal secretion (J Kor Soc Endocrinol
14:739-744, 1999).

Key Words: Pituitary calcification

Hedak 1999 39 269
a7k 1999 109 229
PR A 95, AEAEZL B Hgadd

- 739 -



— oighiEREERA): Al 14 @ A4 F 1999 —

M OB

WiEy] A7) Folld EAloht F3hie] A3l
H| 23 &) HspAlolle 45t} apoplexy 3l
=84 A3 A7 4 dvka deiA Qi sele
A AFollAe] M3l £ Z2elg] BujEokot
AL EF FH|FtelA WEE=[1,2] WA e
2 xe 2o g fldnigoht AxEm]F
o= Zckst 4 gk HeleA| Fodollr] Aste] ul
5 AP wHlel] wiet xlolrt glont, WAt
o2 B Agiske] ddo] WHElE= 79E 0.29
~14%0)] 0|23}, Ao ZxkE 7= 54
~25%0°l] o|2= AR deiA glrh4

HelrA] AFe AR Qe A 2R e
el AXolglne E2AE HHelrAle] vl
A3 wils EEo] o5 F3lle ot B
=R o1}5,6,7], FWelde Eadl o7} glch 22}
o Ao g e Helrale] FHAR 4
33} 278 ]l 215 Hslilel Fda) ¢
A o1& Eisle= nlelct

g d1

2 Xk ¢ O A (s}, 514)
F A"

B A= 314 YAe] AAES 270

Fig. 1. Skull lateral X-ray shows massive calcification
in pituitary region (case 1).

Fig. 2. Brain coronal MRI shows thining and erosive
change of sella floor. About 3X2.5 ¢cm sized
densely calcified mass lesion is noted in sella.
The mass shows multiple lobulation and
enhancement at marginal portion(case 1).

Table 1. Combined Pituitary Stimulation Test of Case 1

Omin 15min 30min 45min 60min 120min
Sugar (mmol/L) 5.0 3.0 19 2.7 39 5.0
TSH (mU/L) 1.59 1.95 2.16 2.70 3.17 2.27
PRL (ug/L) 68.77 86.33 88.47 87.24 68.75 60.35
LH (IU/L) 6.99 9.70 9.93 9.32 6.14 14.47
FSH (IU/L) 5.94 6.39 6.88 7.43 7.05 9.46
GH (ug/L) <0.02 <0.02 <0.02 <0.02 <0.02 <0.02
Cortisol (nmol/L) 142.25 © 143.77 130.94 264.97 435.31 246.62
ACTH (pmol/L) 2.98 3.48 2.79 6.55 6.72 2.72

Ts 1.44 nmol/L

T4 104.7 nmol/L TSH 1.68 mU/L

estradiol 29.4 pmoi/L
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Table 2. Combined Pituitary Stimulation Test of Case 2

Omin 15min 30min 60min 120min
Sugar (mmol/L) 6.2 34 2.4 2.9 4.7
TSH (mU/L) 2.42 6.57 8.55 5.83 442
PRL (ug/L) 7.96 10.56 10.99 7.65 9.86
LH (IU/L) 5.24 17.04 16.07 2047 5.18
FSH (IU/L) 2.87 6.36 6.73 7.27 8.19
GH (ug/L) 0.28 0.37 0.5 0.34 229
Cortisol (nmol/L) 358.67 289.69 246.65 203.33 369.43
Ts 1.38 nmol/LL Ts 71.2 nmol/L fTs 14.01 pg/L  testosterone 23.2 nmol/L
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Fig. 3. Skull AP X-ray shows calcification in pituitary
region(case 2).
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Fig. 4. Sella cone CT reveals pituitary calcification,
mostly posterior lobe(case 2).
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