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Background and Aims

Pituitary stalk interruption syndrome (PSIS) is characterized by the presence of a thin or
absent pituitary stalk in association with a hypoplastic or aplastic anterior pituitary or an
ectopic neurohypophysis [1,2]. The phenotype associated with PSIS has a high incidence
of various combinations of hormonal deficiencies, sometimes associated with extrapituitary
birth defects [1]. The aim of our study is to illustrate the heterogeneity of PSIS through a
complete description of the clinical, biological and imagistic differences between our cases.

Case Reports

We describe two rare pediatric cases. The first case was a 6yearold boy admitted to
our department with polyuropolydipsic syndrome and underdeveloped external genitals.
He had a history of neonatal micropenia and a family medical history of panhypopituitarism
and midline malformations. Physical examination revealed normal stature (height: 117 cm,
−0.4 SDS), obesity (BMI: 25.2 Kg/mp, over 97th percentile), micropenia (stretched penile
length: 3 cm) and nonpalpable testes. Initially, his urine output was 5000 mL/24 h, with a
low urine specific gravity of 1005–1010, and no increase after water deprivation test, with
an appropriate response after desmopresin administration. He presented normoglycemia.
Serum gonadotropin (FSH, LH) and testosterone levels were low, with no response after
GnRHanalogue stimulation test. IGF1 levels were lownormal. His Copeptin value was
decreased. Pituitary MRI showed anterior pituitary hypoplasia, absence of the pituitary stalk
and neurohypophysis.
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The second case was a 4yearold girl referred to our service for growth retardation.
She had a history of neonatal prolonged jaundice and intermittent seizures, for which she
was prescribed phenobarbital for 2 years. Her physical examination described short stature
(height: 90.5 cm, −3.3 SD), underweight (BMI: 15.87 Kg/m2, 15–25th percentile), head
dysmorphic features: medial epicanthal fold, depressed nasal bridge, anteverted nares,
ogival palate. She had a bone age of 2 years. The initial evaluation diagnosed severe GH
deficiency, and during the next 3 years of followup she developed ACTH, TSH and FSHLH
deficiencies. MRI examination indicated anterior pituitary hypoplasia, absence of pituitary
stalk and ectopic neurohypophysis.

Discussion

Central diabetes insipidus is rarely reported in patients with PSIS (0–4%) [1,3]. Although
GH deficiency was found almost ubiquitous in PSIS, our first patient had no growth
retardation. Normal linear growth despite abnormal GH secretion was also reported [4].
Neonatal cholestasis was linked to ACTH deficiency, which can also be a cause of recurrent
hyponatremia [1]. There were no signs of ACTH deficiency or hyponatremia in our second
patient in the neonatal period. Few reports showed cases of PSIS that were diagnosed with
acute epileptic seizures accompanied by hyponatremia [5]. The rapidly progressive evolution
to combined pituitary deficiency observed in PSIS cases [4] with neonatal features was also
recognized in our patients.

Conclusions

The phenotype associated with PSIS can be highly heterogeneous. It is important to increase
the awareness of PSIS, especially in the neonatal period when the features of PSIS can be
easily overlooked. We also emphasize the importance of patient followup as an essential
part of an adequate management.

Funding: This research received no external funding.
Conflicts of Interest: The authors declare no conflict of interest.

References

1. Vergier, J.; Castinetti, F.; Saveanu, A.; Girard, N.; Brue, T.; Reynaud, R. DIAGNOSIS
OF ENDOCRINE DISEASE: Pituitary stalk interruption syndrome: Etiology and clinical
manifestations. Eur. J. Endocrinol. 2019, 181, R199–R209. [CrossRef] [PubMed]

2. Argyropoulou, M.I.; Kiortsis, D.N. MRI of the hypothalamicpituitary axis in children.
Pediatr. Radiol. 2005, 35, 1045–1055. [CrossRef] [PubMed]

3. Wang, C.Z.; Guo, L.L.; Han, B.Y.; Su, X.; Guo, Q.H.; Mu, Y.M. Pituitary Stalk Interruption
Syndrome: From Clinical Findings to Pathogenesis. J. Neuroendocrinol. 2017, 29.
[CrossRef] [PubMed]

4. Bar, C.; Zadro, C.; Diene, G.; Oliver, I.; Pienkowski, C.; Jouret, B.; Cartault, A.;
Ajaltouni, Z.; Salles, J.P.; Sevely, A.; et al. Pituitary Stalk Interruption Syndrome from
Infancy to Adulthood: Clinical, Hormonal, and Radiological Assessment According to
the Initial Presentation. PLoS ONE 2015, 10, e0142354. [CrossRef] [PubMed]

5. Li, J.; Jia, H.; Chakraborty, A.; Gao, Z. A case of pituitary stalk interruption syndrome
with intermittent seizures as the first presentation. Neuro Endocrinol. Lett. 2016, 37,
469–472. [PubMed]

https://doi.org/10.35995/ceacr2010018
http://dx.doi.org/10.1530/EJE-19-0168
http://www.ncbi.nlm.nih.gov/pubmed/31480013
http://dx.doi.org/10.1007/s00247-005-1512-9
http://www.ncbi.nlm.nih.gov/pubmed/15928924
http://dx.doi.org/10.1111/jne.12451
http://www.ncbi.nlm.nih.gov/pubmed/27917547
http://dx.doi.org/10.1371/journal.pone.0142354
http://www.ncbi.nlm.nih.gov/pubmed/26562670
http://www.ncbi.nlm.nih.gov/pubmed/28326739

	References

