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A 21-one-year-old woman presented 6 days postpartum with progressive 
headache, blurred vision, and left hemianopia. Imaging demonstrated a sellar 
lesion with mass effect on the optic chiasm. After endoscopic endonasal 
approach to sellar decompression, the patient’s vision returned to baseline. 
Lymphocytic hypophysitis is a rare autoimmune condition affecting the pituitary 
gland that commonly occurs during pregnancy and postpartum. Our case 
demonstrates that neurosurgical intervention should be considered for cases 
with symptomatic mass effect. 

Abstract

Clinical Presentation

Key Surgical Steps

Lymphocytic hypophysitis is a rare autoimmune condition characterized by 
inflammation of the pituitary gland. While the exact cause of this disease is 
unclear, genetic and environmental factors are believed to play a role.

Neurosurgical management with surgical decompression or stereotactic 
radiosurgery have been previously described as a treatment for lymphocytic 
hypophysitis and are generally reserved for cases in which inflammation leads 
to significant mass effect causing visual disturbances, severe headaches, or 
pituitary apoplexy. Surgical intervention may also be needed when medical 
management with corticosteroids or other immunosuppressive agents do not 
adequately reduce the inflammation. 

The most common surgical approach in patients with LH is the transsphenoidal 
approach, with rare reports of patients requiring craniotomy.

Discussion

While medical management remains the mainstay of treatment for lymphocytic 
hypophysitis, cases like ours demonstrate that neurosurgical intervention 
should be considered for patients with symptomatic mass effect.  

Conclusions

A 21-year-old female with history of migraines presented to the emergency 
department 6 days postpartum with progressive left sided vision loss and 
headache. These episodes began during her third trimester and significantly 
worsened after delivery. She endorsed peripheral vision loss in the left eye 
with blurry vision. 

Laboratory: Endocrine panel within normal limits with exception of low free T4 
(0.49)

Exam: GCS15, nonfocal neurological exam with exception of ophthalmologic 
exam significant for decreased visual acuity and left hemianopia without 
papilledema

Key Surgical Steps (Continued)

Figure 1. MRI and CT imaging showed a 14 x 18 x 21 mm homogeneously enhancing sellar and suprasellar mass 
with thickening and enhancement of the infundibulum, and without significant expansion of the sella. 
.

Neuroimaging

Rationale for Procedure
She was admitted to the hospital for further workup and evaluation by 
Endocrine, Ophthalmology and ENT services. Steroids were initiated with 
moderate improvement in visual complaints.

As the patient had a large sellar mass and acute vision loss, surgery was chosen 
as an option to obtain diagnosis and allow decompression of the sella and the 
optic apparatus. 

Figure 6. Pathology A) H&E stain demonstrates  well organized nests of anterior 
pituitary cells with morphologies consistent with benign gland with focal chronic 
hypophysitis. No adenoma was identified. B) The majority of inflammatory cells 
in lymphocytic hypophysitis should be T cells, as highlighted by the CD3 stain

Figure 7. A) Preoperative T1 with contrast MRI B) 10 months postoperative T1 with contrast MRI 
demonstrating resolution of suprasellar mass

Clinical Outcome
Postoperatively, the patient’s visual acuity was 20/20. The left sided visual field 
defect had normalized and returned to full baseline at two months post-
operative evaluation by Ophthalmology.

Figure 2. Step 1. A) Wide sphenoid and posterior ethmoid exposure. Sella 
highlighted in yellow. B) Courtesy of the Rhoton Collection, American 
Association of Neurological Surgeons (AANS)/Neurosurgical Research and 
Education Foundation (NREF). 

Figure 3. Step 2. Bony removal of 
sellar floor
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Figure 4. Step 3. Dural opening Figure 5. Step 4. Biopsy
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