BRER AR 2025:65:441-446
doi: 10.5692/clinicalneurol.cn-002098

TEBIHR S

LBEMERERA E B UL Y IGERETEFXD 161
=H A, AR TR0, M sk, RE A2, BRE S, A R

1) RER+FREAERR
2) RER+FREEERA - R - AHRR

EE EMIZ ST Bt BERCEMDHIRL, BEORELORRMIIES NG D, BEMBEREA SN, 1 DARLDEE
BL, BIAEDREDOELSICHolc. TEAERRBETEZROE2ERERECIE CK LR A > /2h’, FEE MRI TTEED
STEARZDEREH—BEZNRERD . ADBHBR TN TEAREEETZRS, TEFLZSLITILIA -2 XPHE
B B Yr—JLUVEGRE 288ITVUTFIYN—TREEESN, BRIICY V/ICGRETEREXEZHUL. RNILEVBFRER
FETERIEEPHCHEL, TEROEREHEALL, —RNBRREOREZROTEEEREX TRIEL L TERLT, LI
BEEFIEZEZ SN,

Key words : HEEMRERA, U2 /ERIETEGELX, TEEEEERET, BN

4 LI @@Wﬁﬁ%wiﬁéﬁwmﬁot_Eﬁ@ﬁﬁ%,@%%t
< Bidmd, MERREETEEEANTS > £RCERE
HAMAEEEMEA TRELTH, SELRKOEN B %E%u%@@#ot

CREERBPEBIERE ZARGEOFRBRERBZENT 2 BREPR : MFRRETIE BIMER 10,060/u, CRP 1.2 mg/d/
CCIFERTHD. FICHRMEOBBZILESRICFTARIR 7L 60 mm/hr ERIERLOEE FFZRBH. FFEHKEICER

ROBRRIDETHD. Y V/RETEEXRIE, TEEHSE F7<, BREPCKEHEEETH 1. Hm%ﬁﬁ,ﬁdﬁﬁ‘ct;, 2|
FRTEBICREMILSEE RO DEET, HBTlEH2HERIEN £ 180 mmH,O, #HAZ%K 18/ (B#%EK 100%), ZEH 49 mg/d/
BRAOEHNBEINTWD ), HAL I, HEERBEIEDH EREOMIEES, EALREZ2RO. HEBRROMEEE,
TREL, EREREE VIS CK ERGE O TEMAEASETIE HSV % VZV @ PCR (&felE T o > fo. #2FEDFESR computed
ZROEZ2—MMRREREZRO BN o2 V/GRETEE tomography (CT) ZBEMRR UL I3, TEARDERL D
ROEFIEREEL D THRET 3. hiziz® (Fig. 1), B MR ZRET DL, TEEH S TEK
EOEREH—BARY ZULABEHRZRS (Fig. 2A, B),

i B T, BREER T TERREDORESDHAZROI. MNERLIMX
fEG : 57 7%, B A leptomeningeal enhancement %538 fz. N ME MR
E5F  KE, SEE ETIL, TSH, FT4, LH, X MXFHY, ACTH, JILFY—
BAERE - BAE &L, JLHDMEMETH D (Table 1), TRH &, CRH #ER, LHRH {5,

RRE 1 2024 £ 6 BTR& DEMETEREIEREL, 7B LEE EIRBIEKAMA R CTEARE REERETEZRY (Fg.
IClrzZ2 Ui, NEHRRET, M 33/ (BIR 3), INTEMALKEHMT U, FIEPUEIE 40 5T, P SS-AH
97%), EH 66 mg/dl & BZIREBA OMIRIE L 2R, B|EME 1, ¥T SS-B#itA, #HRNP HIfE, #1TPO #ifkx, ImrrOo A
BEfER T L. BEVEREDAHT—EERIIBRT 25, U UHtE, MPO-ANCA, PR3-ANCA, RPRIEWIhbHRERET

7T RRBELDES BREHIBEEL, BEINVE2EERRLE B, 9G4 BEETH > Tc. MIEETREFPHRZIT 74U Y
BERBo e ABRER ST, BAFUBITAIEL TLWRW. BRERENA VY —TJ OV VE
ABERIRAE © & 177cm, {K8E 70kg, BMI 22.3. ME 488 (T-SPOTTB®) W BHETH - e, NEBROF T/ Y

108/70 mmHg, AR#A 82/9y, {KIE 37.6°C. [DMEMICEREFRR FFIF—ER} 20U EBRET, HEBEREBROMBER
o e, BRILERLED, FBEMEEFETLTED, BFD K- EERE BEPCRIAVWThEEBETH oI & STE
IFIFEAR U TWBIREETEH o T2, Jolt accentuation (FBEMHETH - EMEERIEEEN TH o, T Vﬁ#?‘/’/‘/@?ﬁ&@%%ﬂiﬁﬁ'
feh, IBEPEEY Kernig BURIZRRETH > . BEOERZFR THoH, VY F—LAlE13.3mg/m (EEFEE5~10),

ATWED, BAIREEFGL, RERESFIRS BN Z My —0O4F -2 TREIF 811 U/ml (EEE 122~496)

(Received February 4, 2025; Accepted March 17, 2025; Published online in J-STAGE on May 20, 2025)
This article is available in Japanese with an abstract in English at www.jstage.jst.go.jp/browse/clinicalneurol.
©2025 Japanese Society of Neurology

o0ee


https://creativecommons.org/licenses/by-nc-nd/4.0/deed.ja

TEBIER S

LYMEERRRA S 2MT L) Y/ GRIER T EEXD 14

Fig. 1 Brain computed tomography (CT) findings.
Plain axial brain CT (3 consecutive slices 1.0 mm thick) on the 14th day of illness, showing pituitary enlargement.

Fig. 2 Brain MRI findings.
Sagittal and coronal gadolinium-enhanced T,-weighted images (1.5 T, TR 500 ms, TE 9.1 ms) show enlargement of the whole pituitary gland
spreading to the pituitary stalk and a uniform contrast effect on the 34th day of illness (A, B). The swelling and contrast enhancement effect
disappeared after hormone replacement therapy (C, D; 1.5 T, TR 420 ms, TE 11 ms).
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Fig. 3 Results of endocrine stimulation tests on admission.
(A) TSH test: Both TSH and PRL are hypo-responsive with low basal values, representing hypopituitary hypothyroidism and PRL secretory
insufficiency. (B) CRH test: ACTH shows a normal response with a low basal value whereas cortisol is hypo-responsive, representing
hypothalamic adrenal insufficiency. (C) LHRH test shows a low response but with basal LH values. (D) Hypertonic saline infusion test shows
decreased vasopressin secretion even under high plasma osmolality.
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A case of lymphocytic hypophysitis initially diagnosed as aseptic meningitis

Eito Miura, M.D.V, Uran Komatsubara, M.D.", Yoshitaka Umeda, M.D.", Shota Akakabe, M.D.?,
Nobuya Fujita, M.D., Ph.D."” and Mutsuo Oyake, M.D., Ph.D."

1) Department of Neurology, Nagaoka Red Cross Hospital
2) Department of Endocrinology and Metabolism, Nagaoka Red Cross Hospital

Abstract: A 57-year-old man presented with headache and fever, and was diagnosed as having aseptic meningitis on the
basis of CSF pleocytosis. One month later, the symptoms became exacerbated, and lethargy also developed. Although
general blood tests including electrolytes and creatine kinase showed no abnormalities, brain MRI with Gd-enhancement
revealed enlargement of the whole pituitary gland, spreading to the stalk. Hormonal tests revealed pan-hypopituitarism.
After ruling out diseases such as sarcoidosis, syphilis, tuberculosis, Sjégren syndrome and systemic lupus erythematosus,
which could potentially cause hypophysitis, lymphocytic hypophysitis was diagnosed. Hormone replacement therapy
ameliorated both the symptoms and the enlargement of the pituitary gland. This case was considered to be atypical
lymphocytic hypophysitis, lacking abnormalities in general blood tests, which is essential when considering a differential
diagnosis of aseptic meningitis.
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