
Poster Print Size:
This poster template is 44” high by 30” 
wide but can be used to print any size 
poster with a similar aspect ratio.

Placeholders:
The various elements included in this 
poster are ones we often see in 
medical, research, and scientific 
posters. Feel free to edit, move,  add, 
and delete items, or change the layout 
to suit your needs. Always check with 
your conference organizer for specific 
requirements.

Image Quality:
You can place digital photos or logo art 
in your poster file by selecting the 
Insert, Picture command, or by using 
standard copy & paste. For best results, 
all graphic elements should be at least 
150-200 pixels per inch in their final 
printed size. For instance, a 1600 x 
1200 pixel photo will usually look fine 
up to 8“-10” wide on your printed 
poster.

To preview the print quality of images, 
select a magnification of 100% when 
previewing your poster. This will give 
you a good idea of what it will look like 
in print. If you are laying out a large 
poster and using half-scale dimensions, 
be sure to preview your graphics at 
200% to see them at their final printed 
size.

Please note that graphics from websites 
(such as the logo on your hospital's or 
university's home page) will only be 
72dpi and not suitable for printing.

[This sidebar area does not print.]

Change Color Theme:
This template is designed to use the 
built-in color themes in the newer 
versions of PowerPoint.

To change the color theme, select the 
Design tab, then select the Colors drop-
down list.

The default color theme for this 
template is “Office”, so you can always 
return to that after trying some of the 
alternatives.

Printing Your Poster:
Once your poster file is ready, visit 
www.genigraphics.com to order a 
high-quality, affordable poster print. 
Every order receives a free design 
review and we can deliver as fast as 
next business day within the US and 
Canada. 

Genigraphics® has been producing 
output from PowerPoint® longer than 
anyone in the industry; dating back to 
when we helped Microsoft® design the 
PowerPoint software. 

US and Canada:  1-800-790-4001
Email: info@genigraphics.com

[This sidebar area does not print.]

IgG4-Related Hypophysitis Masquerading as a 

Pituitary Macroadenoma: A Case Report

Maxwell A Marino, DO, MPH1; Ali O Jamshidi, MD2; 
1Riverside University Health System, 2Kaiser Permanente Woodland Hills

Ali O. Jamshidi, MD
Kaiser Permanente Medical Center, Woodland Hills
5601 De Soto Ave, Woodland Hills, CA 91367
ALI.O.JAMSHIDI@kp.org
818-719-2000

Contact 1. Stone JH, Zen Y, Deshpande V. IgG4-related disease. N Engl J Med. 2012;366(6):539-551. doi:10.1056/NEJMra1104650
2. Vasaitis L, Wikström J, Ahlström S, et al. Histopathological findings in the landscape of IgG4-related pathology in patients with pituitary 

dysfunction: review of six cases. J Neuroendocrinol. 2021;33(3):e12942. doi:10.1111/jne.12942
3. Shimatsu A, Oki Y, Fujisawa I, Sano T. Pituitary and stalk lesions (infundibulo-hypophysitis) associated with immunoglobulin G4-related 

systemic disease: an emerging clinical entity. Endocr J. 2009;56(9):1033-1041. doi:10.1507/endocrj.k09e-277
4. Haraguchi A, Era A, Yasui J, et al. Putative IgG4-related pituitary disease with hypopituitarism and/or diabetes insipidus accompanied with 

elevated serum levels of IgG4. Endocr J. 2010;57(8):719-725. doi:10.1507/endocrj.k10e-030
5. Martínez-de-Alegría A, Baleato-González S, García-Figueiras R, et al. IgG4-related disease from head to toe. Radiographics. 2015;35(7):2007-

2025. doi:10.1148/rg.357150066
6. Marinelli JP, Marvisi C, Vaglio A, et al. Manifestations of skull base IgG4-related disease: a multi-institutional study. Laryngoscope. 

2020;130(11):2574-2580. doi:10.1002/lary.28478
7. Savastano LE, Iommi M, Mazzetti S, et al. IgG4-related disease of the pituitary: clinical characteristics, diagnostic approach, and long-term 

outcomes. Pituitary. 2022;25(3):395-403. doi:10.1007/s11102-022-01230-1
8. Leporati P, Landek-Salgado MA, Lupi I, et al. IgG4-related hypophysitis: a new addition to the hypophysitis spectrum. J Clin Endocrinol Metab. 

2011;96(7):1971-1980. doi:10.1210/jc.2010-2722

References

IgG4-related hypophysitis is a rare inflammatory condition that can closely 
mimic pituitary macroadenoma on imaging. A 44-year-old male presented with 
progressive visual field loss and was found to have a 14 × 15 × 20 mm 
enhancing sellar/suprasellar mass compressing the optic chiasm. He underwent 
endoscopic endonasal resection with intraoperative navigation. Pathology 
revealed dense lymphoplasmacytic infiltrate, storiform fibrosis, and >40% IgG4-
positive plasma cells, consistent with IgG4-related hypophysitis, along with a 
coexisting Rathke’s cleft cyst. The patient recovered well and was referred for 
systemic evaluation. This case underscores the importance of considering IgG4-
related disease in the differential for sellar lesions and highlights the role of 
histopathology in guiding diagnosis and management.

Abstract
The patient underwent successful endoscopic endonasal transsphenoidal 
resection of the sellar/suprasellar mass.
Gross total resection was achieved without intraoperative complications. 
Estimated blood loss was 50 mL.
Postoperative MRI showed no definite residual enhancing tissue, with changes 
consistent with resection and reconstruction.
Histopathology revealed:
- Dense lymphoplasmacytic infiltrates
- Storiform fibrosis
- 40% IgG4-positive plasma cells per high-power field
- Focal cystic changes consistent with a Rathke’s cleft cyst
- No evidence of pituitary adenoma or malignancy

The patient had an uneventful recovery, was discharged home on 
postoperative day two, and reported improved visual symptoms on follow-up.
He was referred for rheumatologic evaluation to assess for systemic IgG4-
related disease.

Introduction

Patient: 44-year-old male with progressive peripheral visual field loss (left > 
right) and fatigue.
Imaging: MRI revealed a 14 × 15 × 20 mm avidly enhancing sellar/suprasellar 
mass compressing the optic chiasm, initially presumed to be a non-functioning 
pituitary macroadenoma.
Surgical Approach:
Endoscopic endonasal transsphenoidal resection
Intraoperative stereotactic neuronavigation
Skull base reconstruction using mucoperiosteal graft
No lumbar drain or fat graft was required
Histopathology:
Dense lymphoplasmacytic infiltrate
Storiform fibrosis
40% IgG4-positive plasma cells per high-power field
Coexisting Rathke’s cleft cyst
No evidence of adenoma or malignancy
Postoperative Course: Uneventful; patient discharged on postoperative day 
two with stable neurologic status and improved visual fields.

Methods and Materials

IgG4-related hypophysitis is a rare inflammatory condition that closely mimics 
pituitary macroadenoma in clinical and radiographic presentation, often leading 
to misdiagnosis. In this case, surgical resection was performed for 
decompression and diagnosis, revealing classic histopathologic features of IgG4-
RD alongside a coexisting Rathke’s cleft cyst. While surgery was appropriate, 
recognition of IgG4-RH is important, as it may respond to corticosteroid therapy 
and alter long-term management. Postoperative systemic evaluation is essential 
given the potential for multi-organ involvement. Multidisciplinary follow-up 
ensures appropriate monitoring and coordination of care.

Discussion

This case highlights IgG4-related hypophysitis as a rare but important 
differential diagnosis for sellar and suprasellar masses. Despite radiographic 
similarity to pituitary macroadenoma, accurate diagnosis relies on 
histopathology. Early identification can guide systemic evaluation and potential 
immunosuppressive therapy. Skull base surgeons should remain aware of this 
entity, especially in cases with atypical features or unexpected intraoperative 
findings.

Conclusions

• IgG4-related disease (IgG4-RD) is a systemic fibroinflammatory condition 
that can affect nearly any organ, but pituitary involvement is rare.

• IgG4-related hypophysitis (IgG4-RH) is an uncommon cause of sellar masses, 
often mimicking pituitary macroadenomas on imaging.

• Patients may present with visual field deficits, hypopituitarism, or 
nonspecific symptoms such as fatigue.

• Radiologic features are often indistinguishable from neoplastic lesions, 
leading to frequent preoperative misdiagnosis.

• Histopathologic confirmation is essential, revealing a dense IgG4-positive 
plasma cell infiltrate with fibrosis.

• Early identification is critical to enable systemic evaluation and guide non-
surgical treatment options such as corticosteroids.

We present a unique case of IgG4-RH coexisting with a Rathke’s cleft cyst in a 
44-year-old male with progressive visual decline.

Results

Table 1. Clinical Course Overview.
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