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A Case of Delayed Hypopituitarism and Pituitary Crisis after Epidemic Hemorrhagic Fever
Shan Kang, Man Licomerendne e Haixia Mo

Xinle Hospital

[Abstract] Objective: To improve the clinical recognition and treatment level of delayed
hypopituitarism and pituitary crisis in the long—term follow—up of patients with hemorrhagic fever with
renal syndrome. Methods: A retrospective analysis was conducted on the clinical data, laboratory tests,
imaging features, and treatment process of a 53—year—old male patient with delayed panhypopituitarism
and pituitary crisis after hemorrhagic fever. The literature was also reviewed. Results: The patient was
diagnosed with hemorrhagic fever with renal syndrome over 20 years ago and has been in poor health
since then. He was admitted to the hospital with dizziness and vomiting for 10 days, which progressively
worsened and was accompanied by abnormal mental behavior. Physical examination revealed facial
edema, sparse eyebrows, loss of axillary and pubic hair, pale areola, thick tongue with teeth marks, and
unsteady gait. Laboratory tests showed severe hyponatremia, hypoglycemia, multiple serous cavity
effusions, significantly elevated myocardial enzymes, and abnormal coagulation function. Pituitary—target
gland hormone tests showed significantly decreased adrenocorticotropic hormone (ACTH),
disappearance of the circadian rhythm of cortisol, and extremely low levels of sex hormones and prolactin.
MRI of the pituitary gland showed a vacuolar sella turcica. The patient was diagnosed with
hypopituitarism, pituitary crisis, and vacuolar sella turcica syndrome. After intravenous hydrocortisone
rescue, he was treated with oral prednisone in a physiological rhythm for replacement therapy.
Electrolytes, blood glucose, myocardial enzymes, and coagulation function rapidly returned to normal,
and clinical symptoms significantly improved. Conclusion: Hemorrhagic fever with renal syndrome can
cause delayed pituitary necrosis, vacuolar sella turcica, and panhypopituitarism in the long term. In a state
of stress, it can induce pituitary crisis, with complex clinical manifestations that are prone to misdiagnosis.
Early identification of hypopituitarism clues and timely glucocorticoid replacement therapy can lead to a

good prognosis.

Copyright © This work is licensed under a Commons Attibution-Non Commercial 4.0 International License. 59



Basic Medical Theory Research

FAHE SP3BT HT S
8 e 3 W eHRA 1.0€2026 4
A W3 | FIS (ISSND @ 2705-1102(P) / 2705-1110(0)

[Key words] Hemorrhagic fever with renal syndrome; Hypopituitarism; Pituitary crisis; Vacuolar sella

turcica; Hyponatremia; Hypoglycemia

Ju

1=

B RS M #A Chemorrhagic fever with renal syndrome,
HFRS) RAATHEH A, R DU BT 80 E SR I v
Wi, LAA B /NI BT RIS . 2R EZ RANE
FRHE. SV ERE B v LR A L BRIIRBE, DAL
51 B A AR EHCHAE M DUR R IR R R TR IRE, IF
TR, 35 R PRGN T HERERERI, A
Bl . IRREMZHE, HIREAMAERG. LIE. B
HLAAR T R LR, ERROA T fE A . ASCHRE 1
DA PEARAN . IR RS RRAT o R 2 KRG E MR
R HFRS J5 1R 7% 14 IR 2 44 T e s 1B - Tl 44 & i 41,
SEE SR AT LI R . IS W RS ORUA SR, NI K2
JTRHES%

1 AR FE#

1.1 — MRl

B, BN, 53 %, FRkERe 10d, #ATHEM
HAREIT N TARBABE. AL 20 RERTHHIZHE
AR, ZLERTER, HEKIRERE. 271,
ST TFERE I e ki R . H
AR S TOIFIEVELF s TORPBR 2558 ST R s e
W s .

1.2 IEPRFEI

N = 1] T L o 1 | T
USRS HE . IBOREE. CZ 000 . FilEA . R IL 5
BENATRSREAT R0 o NPT i i 37.6°C, ki 82
X /min, PR 20 YK /min, ML 150/75 mmHg; S KB,
fEEE, BEME, SEREETLSE, ARaREBE,
MBI, BB R MR AR R W R WE
RGtfk: KEvhERE, RAIREE, 11271, tFEIIFRE: W
M FLAE RS, X RETAEAE, TEIRE, MEES, S
Pt PUREILID. WSk I IES, SULG AT, XU EL AR
B

1.3 gt s

1) HfERE: M4 115 mmol/L, M4 84 mmol/L.

2) BiMmThfe: BMEFERH 17.9s, E3NE 62.0%,
E BrprdEf e fE 1.50, JEA6H5 B IERFRT ] 75.3's, D-
ZEAK 070 wg/ml.

3) O B EFEEE 129.5 UL, HLRERE 325
UL, WEREEE 2547 U/L, WIERHEFF TE 81 UL, o-5&
TEMAR 257 U/L.

4) k. Z=PEHEEHE 1.7 mmol/L.

5) MRS E: BOERER: TR AL
S 113.00 mmol/L (FRAK) ; MHME:FR: Bitk.

6) TEfk- HARIER

F 5 E (0:00. 8:00. 16:00) : 28.59. 35.93. 33.87 ng/ml,
BTN ACH (0:00. 8:00. 16:00) : 2.838. 6.171.
1.074 pg/ml, WEFEIC; WEST: MR 532 pg/ml,
RIFLE 0.60 ng/ml, Z2f<<0.050 ng/ml, Z£f{ 0.03 ng/ml;
FEARFIN: FEARWFLE 0.62 ng/ml, ACTH 0.5 pg/ml.

T B B CT A M =R B
R AR R I R 0 IR S R B D BRI Sk
MRI+DWI+MRA 7= /e G- A N Toi i /NBR i, Bk R
X e PO JE 3 v, 2 YRR, P 2 N B VK R G B M- BB
Jik &R AN KA S

L4 EWi R

NGEHTHAT 5 AN AR DI SCREVAYT RN AR
TRE AN, W PRIEARAIBEAT N R . G560 s AR R
FERHAWLWON “ L IREATIRRRORE; 2. RIABLR” )5,
SLBI R Eh A G RARROA TS Flkes T AT 50 mg
1R /d, EER 3ds WTERE JE SO B LI AR
FRik JE# 5 mg (08:00) +2.5mg (16:00) .

ZMEHARITEE R, MmN, MAWRE LY, ik
EFIEFEEE; QN HmIhEEFR PRI & IEE K
HE T FEE (0:00. 8:00. 16:00) 7514 38.65. 43.78. 47.17
ng/ml, AKFREFFE; kERIL, B, Simkm., 3t
N TR N T ARG TN e daa] U

*1
(25 VER R VELIDE]
%4 (mmol/L) 115 134
M4 (mmol/L) 84 94
IHE (mmol/L) 1.7 6.28
i
BUFBE (ng/ml) 38.65. 43.78.
(00:00 08:00 28.59. 35.93. 33.87 17
16:00) :
2 itit

2.1 95 A HL ]

ARG EE 20 REHTE LA R M T BUR KT
BBV FZ 0 R . HFRS A4 S/ T vz 40 . @i v
BN AR MLEA L . FAEPRRRT s ARl AT
LA R E L B G o U, ST
RAETARE ML, BULIRGE. LF4eb 224500, iz 0 AR A 4
N BN, TR, RPUAIR KR R4
JREARTHEEIRIE, BRAE LR, MR, PRS2SR, &

60 Copyright © This work is licensed under a Commons Attibution-Non Commercial 4.0 International License.




Basic Medical Theory Research

FAHE SP3BT HT S
8 e 3 W eHRA 1.0€2026 4
A W3 | FIS (ISSND @ 2705-1102(P) / 2705-1110(0)

MRS TR s, FEREIRE FRREE, IR EARERI.

22 IGREE R 52t

A EA R . AR ROZEE. GRS RIS

D B ERRE R IHEEASE o B AR R A AU
Bkt Z 5. MR, Sairhy . FMBERCR 2

2) MEIRTIRERGR: BB EME . ARERTE. T
FRIGR . T MR R 2 s

3) WA RGRM: FEIHEEE. RPOESL. 121770 TR
GRS FEITNER, SRS AR R

4) ZRGWF: ZRBEEBW. OB EET S,
MmIpREFH, BRZ AN .

G REITN HFRS A I AEINRA LW, 5 RR
FRPREAL BRI 2 7R R, SR RS .

23 SHIRBE R

1) REREEAE S BLEAMEH ML, HEKIIZ).
(NGNS

2) FROEPEARAE: BRMVE. ARTR. FHEE. &
BOKIRANR . RS 2R BE

3) WEMOLRHE: ACTH T EMFIR. RREET N K
HACPAR, HME. WARREIT, SR emATREmIR;

4) AR I

5) VAIT RILREPE: B R R B ARE RER S s
FEARPLH R,

2.4 JRIT N KA

D WG RN LR kS T AT RS, PR
A IEAR MRS, ZERF AT S A A AR E

2) KRB BIEERCTE ORISR MR, W
TR 5 VP FFOR AR VERRED, B P BT AR A HR MR
. MR,

3) AHEH. PAEAEY, BE. KRG FREMN
BORA NEENNEING, RS SRR, R
WE. MR, MRS,

3 &g

B L5 A I H I A AT 5 B0 IR & P 4 R T A T R kIR
HATHERLM T R IR G S, LA E A, s, 2 R
5% RFEIFENERERI, WARN S REFE. X Th
HFRS i st HK A= 77 BRIVE S ARENR IR 1)
R L 5 3 T - SRR LA MRI A RS,

Lt R HE B R B ARG T AT R G S, BRI .

SRR ARORELEFERNIEFZ, 77
GEAACEIE, R S ERAE R .

[ 3CHk)

[1]Stojanovic M, Pekic S, Cvijovic G, et al. High ris
k of hypopituitarism in patients who recovered from he
morrhagic fever with renal syndrome. J Clin Endocrinol

Metab, 2008, 93 (7):2722—2728.

[2Pekic S,
Hypopituitarism as a late complication of hemorrhagic
fever. Endocrine, 2005, 26 (1):79-82.

[(B1EH &, T .1 P 'F 45 64F 7 B E AR AT T 82
IR 7 1) 3 2 [J]. o e 3 77 7 2 42 %,2016,35(5):390.

(AFEKP. 28, 8N EH6MEE AL T RAESL
% F LRI E 5 2 %,2019,48(3):275-288.

(B AR E & WA W F 02 SR E A i BR E D 6 1
HLJ]. P 4R Py 4 3R 2 75,2020,36(8):671-687.

[6] MoTitch ME, Clemmons DR, Cook D, et al. Evaluation
and treatment of adult hypopituitarism: an Endocrine

Cvijovic G, Stojanovic M, et al

Society clinical practice guideline. J Clin Endocrinol
Metab, 2022, 107 (9):2413—2444.

VZ& R GR.ERBELNLELESERULAHA
f& E I 72 75,2017,23(4):265-268.

[8]De Marinis L, Bonadonna S, Bianchi A, et al. Primary
empty sella. J Clin Endocrinol Metab, 2005 90
(9):5471-5477.

[9]Carosi G, Brunetti A, Mangone A, et al. A multicenter
cohort study in patients with primary empty sella:
hormonal and neuroradiological features over a Tong
follow—up. Front Endocrinol (Lausanne), 2022, 13:925378.

[101Suh DC, Park JS, Park SK, et al. Pituitary
hemorrhage as a compTication of hantaviral disease. AJNR Am
J Neuroradiol, 1995, 16 (1):175-178.

(11EZ. B 456 4E H o o BOR E AR oh f R IE 1A R
[J1.% 4 & %,2011,32(5):697.

(12188 B 2,40 4 5.5 AT M ot 38 5 BB T v 2l Ak 08
R — ] F[J]. 5 F i K B2 2,2006,7(1):60.

EE @I

B (1989—) , %, TWARAHKRT, Rk, ML
EFH, HRTER, TEEF, AT E: BoER,

Copyright © This work is licensed under a Commons Attibution-Non Commercial 4.0 International License. 61



