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CASE REPORTS
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Abstract

A 75-year-old lady presented with sudden severe headache and vomiting. Examination was normal, and CT and lumbar punc-
ture not convincing for subarachnoid haemorrhage. Shortly thereafter, she developed painless diplopia. Examination con-
firmed right third cranial nerve palsy plus homonymous left inferior quadrantanopia. Urgent cerebral MRI with angiography
was requested to assess for a possible posterior communicating artery aneurysm, but revealed an unsuspected pituitary mass.
Pituitary adenoma with pituitary apoplexy was diagnosed. Pituitary apopolexy is a syndrome comprising sudden headache,
meningism, visual and/or oculomotor deficits, with an intrasellar mass. It is commonly due to haemorrhage or infarction
within a pituitary adenoma. Treatment includes prompt steroid administration, and potentially surgical decompression. While
subarachnoid haemorrhage is an important, well-recognised cause of sudden severe headache, other aetiologies, including
pituitary apoplexy, should be considered and sought.
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Case

A 75-year-old lady presented with sudden severe headache
and vomiting. Background history included hypertension
and type II diabetes mellitus. Examination, including blood
pressure, was normal, and venous glucose mildly elevated.
The history was concerning for subarachnoid haemorrhage.
CT brain did not show any subarachnoid blood (Figure 1a),
and lumbar puncture revealed few red cells, falling sequen-
tially between sample containers. Shortly thereafter, she
developed painless diplopia. Examination confirmed right
third cranial nerve palsy, with miosis, ptosis and ophthalmo-
plegia (Figure 1b). Visual field testing revealed a homonym-
ous left-sided inferior quadrant deficit. Cerebral MRI with
angiography was expedited to assess for a possible posterior
communicating artery aneurysm. This revealed an unsuspect-
ed pituitary mass (Figure 1c). On review, the CT brain also
showed a subtle hyperdensity in the pituitary fossa. A

diagnosis of pituitary adenoma with pituitary apoplexy was
made. The patient was immediately commenced on steroid
therapy, and happily improved.

Discussion

Sudden severe headache is a common presenting symptom,
both in primary and secondary care settings. The stereotyp-
ical presentation of subarachnoid haemorrhage is familiar to
most clinicians. Investigations, including CT, lumbar punc-
ture and angiography, are often employed to confirm or
outrule this diagnosis. However, other conditions may
present with thunderclap-style headache, and should not be
overlooked. These include meningitis, cervical arterial dissec-
tion, venous sinus thrombosis, spontaneous intracranial
hypotension, acute hypertensive crises, colloid cysts of
the third ventricle, retroclival haematoma, reversible vaso-
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constriction syndrome, and even ischaemic stroke (most
commonly posterior circulation, large artery stroke) [1, 2].
A number of primary headache disorders also exist, e.g.
primary thunderclap headache, cough, exertional and coital
headaches, but secondary ‘organic’ causes should be
excluded first [1]. Clinical features such as precipitants, pos-
tural exacerbation, lateralisation, and neurological deficit
may aid in differentiating the cause. A recent retrospective
autopsy review suggests that older age, collapse and ‘worst-
ever’ character may be ‘red flags’ indicating a life-threatening
aetiology [3]. Furthermore, the value of CT extends beyond
identification of blood. While scan requests for patients with
sudden violent headache probably often read ‘query sub-
arachnoid haemorrhage?’, imaging may elucidate alternative
diagnoses, and should be examined bearing this in mind.

Pituitary apopolexy is a syndrome comprising sudden
headache, meningism, and visual and/or oculomotor defi-
cits, associated with an intrasellar mass [4–6]. The symptom-
atology closely mirrors that of subarachnoid haemorrhage.
Oculomotor deficits most often involve third and sixth
cranial nerves [4–9]. Other causes of sudden simultaneous
field deficits and oculomotor palsy, e.g. trauma or ischaemic
neuropathy, are rare.

Pituitary apoplexy commonly occurs due to haemorrhage
or extensive infarction within a pituitary adenoma, although
the adenoma is often previously undiagnosed [4–6]. Two in
three patients presenting with pituitary apoplexy will have
been unaware they had a pituitary tumour [4].

Approximately 10% of intracranial tumours are pituitary
[4]. It is thought that these may be more likely to bleed than
other neoplasms, e.g. gliomas, with an incidence of haemor-
rhage within pituitary adenomas in the order of 0.6–10.5%
[4, 5]. However, not all pituitary tumour haemorrhages will
result in pituitary apoplexy [4]. Endocrine abnormalities may
occur as a result of the adenoma itself, or in the context of
haemorrhage/infarction therein. Diagnosis is confirmed by
imaging, with MRI the modality of choice; CT is diagnostic
in only about a quarter of cases [6]. Lumbar puncture, which

often reveals a raise red cell count, cannot reliably distinguish
it from subarachnoid haemorrhage [4].

Treatment requires prompt initiation of steroid therapy
in the first instance, with monitoring of fluid/electrolyte
balance and surveillance for emerging endocrine dysfunction
(hypopituitarism, diabetes insipidus or SIADH) [4, 5, 7, 8].
Early surgical decompression should be considered; while
there are no stringent criteria for the selection of surgical can-
didates, those with severe cranial neuropathy, drowsiness or
progressive deterioration warrant urgent surgical decompres-
sion [4, 5]. The condition can be fatal, even with treatment.

Conclusion

While subarachnoid haemorrhage is an important and well-
recognised cause of sudden severe headache, other aetiolo-
gies should be considered and sought. Pituitary apoplexy is
an important differential diagnosis in patients with acute
headache, meningeal irritation and visuo-oculomotor defi-
cits. It necessitates prompt recognition and treatment.

Key points

• Pituitary apoplexy, as in our patient, is characterised by
sudden headache, meningism, visual and/or oculomotor
deficits, associated with an intrasellar mass.

• It is commonly due to haemorrhage or infarction within a
pituitary adenoma.

• Treatment includes prompt steroid administration, and
potentially surgical decompression.

• While subarachnoid haemorrhage is an important cause of
sudden severe headache, other aetiologies should be con-
sidered and sought.

• Pituitary apoplexy should be considered in patients present-
ing with this symptom complex.

Figure 1. Clinical signs and imaging findings. (a) CT brain: no subarachnoid blood, but closer review revealed a subtle hyperdensity
in the pituitary fossa; (b) Third nerve palsy: ptosis, miosis, inferolateral eye deviation; (c) MRI brain: pituitary adenoma.
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Abstract

Hydatid cyst, a human parasitic disease, remains a clinical problem in undeveloped and developing countries. Although liver
and lungs are regular sites of infection, rarely other organs such as the heart can be involved. Herein, we report an isolated
cardiac hydatid cyst in an 87-year-old man. He had a history of dementia for 5 years and no history for cardiac or pulmonary
disease. He presented with exertional dyspnoea which continued up to 6 months. The diagnosis was made by echocardiog-
raphy and computed tomography (CT). The patient was inoperable and was treated with albendazole 10 mg/kg for 6 months.
After a 6-month follow-up, echocardiography revealed reduction in the size of the cyst. We believe this is the first documented
case of cardiac hydatid cyst which regressed with only medical treatment in an older adult with dementia.
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