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A case report of pituitary multi-hormone adenoma:a single center study
Zhang Tao',Qin Qian’, Tan Huiwen'
(1. Department of Endocrinology , Center of Pituitary Adenoma and Related Diseases , The West China Hospital of
Sichuan University ; 2. Health Management Center, The First Affiliated Hospital of Zhengzhou University )
[ Abstract] Objective : To strengthen the understanding of pituitary adenoma that produces growth hormone (GH) and thyroidstimulat-
inghormone (TSH). And more, to prevent misdiagnosis , missed diagnosis and delayed diagnosis, and to explore its treatment. Methods :
The clinical manifestations , hormone biochemical examination, imaging examination, treatment and prognosis of 5 patients with pituitary
GH+TSH adenoma diagnosed in West China Hospital were analyzed retrospectively. Results : (D5 cases of GH+TSH tumors accounted
for 2.9% (4 /172) of pituitary tumors diagnosed at the same time in west china hospital. Pathological findings of 2 patients showed that
TSH, GH and PRL were all positive, and pathological findings of 3 patients showed that TSH and GH were all positive. @MRI scan of
sellar region showed that 5 cases were large adenomas (diameter > lem) and no small adenomas. 3Before operation , the baseline level
of GH in 4 patients(cases 2,3,4 and 5) increased significantly (random value > 2.5ng/mL.) , of which 2 patients were not inhibited by
high glucose, and 2 patients were not subjected to high glucose inhibition experiment; Case 1 has been repeatedly treated in the past,
and now GH has completely biochemical remission. Four patients(cases 1,2,4 and 5) had elevated 5)FT4 and TSH was not inhibited ,
among which 2 patients had thyrotoxicosis. The level of gonadal axis decreased in 2 patients. Among the 5 patients, 4 cases underwent
space—occupying resection in the sellar region through nasal endoscope , and most of their GH, TSH and FT4 decreased significantly af-
ter operation (2 cases recovered to the normal range , while the GH level in another case decreased , but not completely relieved , and the
TSH and FT4 levels returned to normal, while the GH, TSH and FT4 in the other case did not change significantly). The remaining
case 1 was treated with gamma knife first, then with drug, and the GH level was relieved after the third recurrence was treated with sur-
gery, but TSH and FT4 were still not relieved. The results of postoperative sex hormones suggest that the gonadal function of 2 pa-
tients with hypogonadism did not return to normal immediately. The function of pituitary—adrenal axis was normal in 5 patients before
and after operation. Conclusion : The clinical incidence of pituitary GH+TSH mixed tumor is low, the onset is insidious, and it is often
misdiagnosed because of thyrotoxicosis, which is easy to miss the best treatment opportunity. Surgery is still the first-line treatment for

this disease.
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— TR 1K GH+TSH 41 2 12 58 (GH+TSHoma)
ARG E % o AL, TSHoma 51 g rhAR o F L 5
J A M R TR AN T] (] R SRk e AN U RETR T
X PR BT, B 2 SO AR 1S DR R KU, o e
AL RGBT A B T I R B2 A2 % F GH+TSHoma
R RS W IR ARSCEBLT 20224 1 H
~20224F 8 H MUK A2 Y R BE Y 5 61l GH+TSHoma
ST I R ORE , X120 B W PR B A= A R 1
b AR R I 0T TS BT S AT, 4
R ZIR ALY

1 #RETE

11 Aris %

Il i i 2022 4F 1 H & 2022 4F 8 H 7 DU I K 2467
[ e LA B4 A2 19 GH+TSHoma (8.3 5 4], o B 1 2
B, 2otk 3 4, S 4E IS (45.20 £9.00) %7, F 3 e 41 ik A2
(5.50 = 4.00)4F .
1.2 Fk

[ B 1 43 A R 45 T 1 GHA+TSH IR R HE 3 1O I A %
B 5 B B 4 2R A 2 DR 0T SR 5 0 BT 1k A e A S 38
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(Estradiol , E2) 2 & (progesterone ,P) 22 (testosterone,
T). ELISAKGEAG I IGF-1.
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£ IGF-1/ GH/ TSH/ FT4/ FT3/ T:[;’li)é‘—\BB LH/ FSH/ T/ E2/ P/ PRI/ GH/ TSH/ FT4/ GH/
% (ngeml™) (ngeml™) (mU-L™") (pmol-L7") (pmol-L™) Tk (UL (IU-L) (ngemL™) (pgemL™) (ngeml™) (ngeml™) (ngeml™)* (mU-L7)* (pmol-1L™)* (ng-mL™")"
1 260.6 0.79 144 3343 15.6 FA 0.1 1.0 <0.03 <5.0 <0.05 9.88 0.25 1.61 29.3 -
2 299 432 491 44.10 18.9 FAE 7.70  13.30 0.10 69.3 0.10 13.2 0.93 0.40 38 -
3 481 28.10 1.13 17.30 6.3 FieE 1420 3250  <0.05 <5.00 0.05 9.87 2.01 - - 37.5
4 762 32 5.07 42.60 18.8 B 220 8.20 0.18 5.50 0.97 348 246 0.10 16 29.5
5 707 74.5 1.67 60.6 20.1 FA 5.2 8.9 029 <50 0.15  <0.09 1.72 0.19 355 59.2

a3 TS AR, b B T SR . 1F % {4 : GH<2.5 ng/mL, TSH: 0.27~4.2 mU/L, FT4: 12~22 pmol/L, FT3:3.6~7.5 pmol/L, PRL:
6.0~29.9 ng/mL( &%) ,4.6~21.4 ng/mL(FHE) . IGF-1,LH FSH.T E2 P MR ¥ & FURGER BEE S %1 .
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% (ngemL™") (mU-L™) (pmol-L™") (pmol-L™") (1IU-L™") (IU-L") (ngemL™) (pgemL™) (ng-mL™") (ngemL™) (ng-mL™) (mmol-L™")
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3 1.12 0.711 16.7 6.1 22.6 374 0.08
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