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An 84-year-old physician self-diagnosed a bilateral upper quadrantanopia on routine eye 

testing and magnetic resonance imaging (MRI) confirmed a large non-functioning pituitary 

macroadenoma associated with chiasmal compression.  Investigation showed partial 

hypopituitarism with disconnection hyperprolactinaemia (prolactin 1095 mU/L (60-300)), 

and he was treated with hormonal replacement with thyroxine and prednisolone 3mg. He was 

offered a transphenoidal hypophysectomy, but he chose a conservative approach. Two years 

later, his visual fields worsened (Fig 1A) corresponding to an increase in macrodenoma size. 

He elected to have major shoulder surgery before the pituitary surgery. Immediately after the 

shoulder surgery, he vomited several times with hypotension and developed severe visual 

field restriction. MRI showed pituitary infarction (Fig 1B). He did not require immediate 

surgical intervention.  A few weeks later, the patient noticed dramatic improvement in his 

vision. The prolactin level dropped from the peak level of 1095 to 48 milliunit/L (60-300), 

suggesting lactotroph infarction. Repeated pituitary MRI showed dramatic reduction in the 

height of the pituitary macroadenoma with the improvement in visual fields (Fig 1C).  

 

 

Sheehan’s syndrome (SS) was first described by Harold L. Sheehan in 1937 on morphologic 

examination of the pituitary glands on autopsies of women who had died with postpartum 

hemorrhage (1).  The histological hallmark was ischemic necrosis of the anterior pituitary. It 

was suggested that two basic conditions are necessary for the development of SS (2). First, 

the physiological enlargement of the pituitary gland during pregnancy, which is attributable 

to the 10-fold increase in lactotrophs size and number (3). The second factor is the unique 

blood flow of the pituitary gland through the hypothalamic-portal circulation that makes the 

gland vulnerable to infarction as a consequence of decrease blood flow with a fall in arterial 

blood pressure.   

 

Pituitary apoplexy (PA) is defined as hemorrhage or infarction of the pituitary adenoma (4). 

Conditions that lead to decrease systemic blood pressure like major surgery, specifically 

cardiac and orthopaedic surgeries can result in blood supply reduction and infarction to the 

pituitary adenoma as a sequence (5).  

 

In most human tumours, angiogenesis provides the tumour tissues with adequate oxygen and 

glucose. However, the role of angiogenesis in pituitary tumours development has been 

questioned, as they are less vascularized that normal pituitary tissue (6).  Hypotension 

secondary to massive bleeding in non-pregnant individuals does not cause SS, however it can 

cause infarction of either the enlarged pituitary or pituitary adenoma. Therefore, the pituitary 

is vulnerable to infarction either in the presence of a tumour or at the end of pregnancy, both 

times of pituitary enlargement. 

 



In developed countries, SS may be less likely to be seen, however, pituitary adenoma 

infarction precipitated by postoperative hypotension could be recognized as a second face of 

Sheehan’s syndrome.  

 

 

 
 
Fig 1 legend: (A) Visual field and T1 pituitary MRI images prior to shoulder surgery. (B) T1 

pituitary MRI images showing pituitary adenoma infarction. (C) Visual field and T1 pituitary 

MRI images post adenoma infarction. 
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