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Fig. 1 Brain MRI (Sagittal, 1.5T).
A: Day10. Fluid-attenuated inversion recovery (FLAIR) image (TR 8,002ms, TE 146ms).
B: Day10. Gadlinium enhanced Ti-weighted image with fat suppression (TR 11.77ms, TE 5.68ms).
C: Day197. Gadlinium enhanced Ti-weighted image with fat suppression (TR 11.82ms, TE 5.68ms).
FLAIR image illustrated a high intensity lesion in the thickened pituitary stalk (A). The enlarged
pituitary and infundibulum were markedly enhanced after the administration of Gadlinium-DTPA

(B). These signal changes had disappeared after the treatment of methylprednisolone pulse therapy
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Fig. 2 Pattern reversal visual evoked potentials.

A, B: Dayl0. C, D: Day37. 200 responses were averaged. The major positive peak (Pioo) latency for
the right eye, measured at Oz electrode, occurred 115.5ms after the onset of pattern reversal (A),
and that for the left eye was 98.7ms (B). Note the right-left differences of Pioo latencies and the
amplitudes from N7 peak to the Pio peak. These abnormal findings showed a rapid improvement

in parallel with the recovery of visual acuity (C, D).
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Fig. 3 Clinical course.

The patient developed diabetes insipidus after high-dose intravenous methylprednisolone therapy.

Visual impairment made a gradual recovery, and his prednisolone could be tapered without

relapse.
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Abstract

A case of optic neuritis associated with lymphocytic hypophysitis revealed by pattern-reversal VEP

Satoshi Saito, M.D., Chiaki Mori, M.D., Keiichiro Toma, M.D., Tamotsu Kubori, M.D.,
Kazuto Nishinaka, M.D. and Fukashi Udaka, M.D.
Department of Neurology, Sumitomo Hospital

Lymphocytic hypophysitis (LYH) is a rare neuroendocrine disorder characterized by autoimmune inflamma-
tion of the pituitary gland. Visual disturbance is one of the most common and serious symptoms of LYH. Most of
the visual symptoms in LYH are secondary to compression of the optic chiasm and some reports have described
direct inflammatory involvement of the optic pathways.

We describe a 30-year-old man with a 9-day history of bilateral blurred vision. Ophthalmic examination dem-
onstrated severely impaired vision without temporal hemianopsia. Hypothyroidism, hypocortisolism, and hypogo-
nadism were detected in laboratory tests. Central diabetes insipidus was diagnosed by a hypertonic saline infusion
test. MRI revealed thickening of the pituitary stalk and enlargement of the hypophysis, which was enhanced with
gadolinium. High intensity of the posterior lobe was not recognized on T,-weighted images. These findings estab-
lished a clinical diagnosis of lymphocytic panhypophysitis. Methylprednisolone pulse therapy was introduced and
his visual acuity gradually recovered. The anterior pituitary function improved, but desmopressin was still re-
quired.

Pattern-reversal visual evoked potentials (VEP) have been widely used to detect optic nerve lesions caused
by multiple sclerosis and brain tumors. However, there have been no previous reports of their usefulness for LYH.
The P, latency in our case was slightly prolonged and the amplitude was markedly reduced. These findings are
similar to ischemic optic neuropathy and other conditions in which axonal damage is prominent. The prolonged la-
tency and low amplitude on VEP examination in this case showed rapid improvement in parallel with the recov-
ery of visual acuity. Taken together, our case implies the usefulness of pattern-reversal VEP for the diagnosis of
optic neuritis in LYH, especially for the evaluation of its pathogenic mechanisms.

(Clin Neurol 2011;51:27-31)
Key words: VEP, Py, latency, lymphocytic hypophysitis, optic neuritis




