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magnetic resonance imaging indicated a large 
tumor localized at intra- and extrasellar space, 
invading the cavernous sinus bilaterally, moving 
and pressing the optic chiasm, invading the sphe-
noid sinus and pressing the third cerebral ventri-
cle (FIGURE 1A and 1B). A chest X-ray revealed en-
largement of the right pulmonary hilum. An ab-
dominal ultrasound performed before hospital-
ization did not reveal any significant abnormali-
ties. Panhypopituitarism caused by the invasive 
pituitary mass was diagnosed. Oral hydrocor-
tisone and levothyroxine replacement thera-
py was administered. Serum and urine osmo-
lality as well as 24 -hour urine volume were not 
changed markedly. In view of the rapid vision 
loss, visual field restriction, and optic chiasm 
compression, the patient was referred for an ur-
gent neurosurgery intervention. The optic chi-
asm decompression was performed, but this did 
not improve the patient’s vision. Histopatholog-
ical evaluation of the pituitary mass revealed 
small cell carcinoma on immunopositive stain-
ing for thyroid transcription factor 1, synapto-
physin, neuron -specific enolase, chromogranin 
A, and Ki -67 more than 75% (FIGURE 1C ‑1G). Elec-
tron microscopy revealed ultrastructural fea-
tures of small cell carcinoma with small neuro-
endocrine granules (FIGURE 1H). An abdominal ul-
trasound revealed liver metastases, and a defin-
itive diagnosis of small cell lung carcinoma with 
pituitary and liver metastases was established af-
ter bronchofiberoscopy. Palliative chemothera-
py was introduced, but the patient died due to 
neoplasm progression.

Diagnosis and management of the patient 
with pituitary metastasis are always challeng-
ing. Symptomatic metastatic pituitary tumors, 
although rare, occur in the course of the dissem-
inated neoplasm. The presence of an invasive pi-
tuitary mass should prompt a search for malig-
nant proliferative process.

Symptomatic metastatic pituitary lesions are 
a rare complication of the disseminated malig-
nant neoplasia. The incidence of pituitary me-
tastases is estimated at 0.87% of all intracrani-
al ones.1 The most common are lung and breast 
cancer metastases, but kidney, thyroid, pros-
tate, liver, and gastrointestinal cancer metasta-
ses to the pituitary have also been reported.2‑5 
Clinical symptoms occur in 2.5% to 18.2% cases 
only and typically include headaches, ophthal-
moplegia, weakness, diabetes insipidus, and vi-
sual field defects.2

A 67 -year -old man was referred to the endo-
crine department because of a large pituitary tu-
mor, identified on computed tomography. The pa-
tient had reported a 4 -month history of fatigue, 
feeling of cold, blurred vision, and visual field de-
fect. He denied headaches and diabetes insipi-
dus symptoms. Computed tomography scans re-
vealed a pituitary lesion (33 × 21 × 18 mm) caus-
ing local osteolysis and optic chiasm invasion. 
The patient reported a history of well -controlled 
diabetes and hypertension, prostatectomy due 
to adenocarcinoma, eye cataract, and glaucoma. 
He was an active smoker at the time of examina-
tion. Hormonal evaluation revealed secondary 
hypothyroidism (thyroid stimulating hormone, 
0.22 mIU/l; free triiodothyronine, 2.99 pmol/l; 
free thyroxine, 7.93 pmol/l), slightly increased 
prolactin level (38.5 ng/ml), hypogonadotropic 
hypogonadism (luteinizing hormone, 0.16 IU/l; 
follicle stimulating hormone, 1.01 IU/l; total tes-
tosterone, 0.2 ng/ml), secondary hypocortisolism 
(adrenocorticotropic hormone at 08:00 AM, 7.1 
pg/ml; cortisol at 8:00 AM, 3.9 μg/dl), somato-
tropic insufficiency (growth hormone, 0.5 ng/ml; 
insulin -like growth factor 1, 68 ng/ml). Serum 
osmolality was 288 mOsm/l, urine osmolali-
ty, 314 mOsm/l, and 24 -hour urine collection, 
1350 ml. Ophthalmologic evaluation revealed 
bilateral temporal hemianopsia. The pituitary 
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FIGURE 1  A – pituitary 
magnetic resonance 
imaging, coronal axis, 
contrast -enhanced T2-
‑weighted image 
demonstrating pituitary 
tumor (40 × 34 × 18 mm) 
(arrow). B – pituitary 
magnetic resonance 
imaging, sagittal axis, 
contrast -enhanced T2-
‑weighted image showing 
pituitary tumor (arrow). 
C – histopathological 
evaluation (original 
magnification × 200), 
hematoxylin and eosin 
stain; 
D – immunohistochemistry 
staining positive for 
thyroid transcription 
factor 1; 
E – immunohistochemistry 
staining positive for 
synaptophysin; 
F – immunohistochemistry 
staining positive for 
neuron -specific enolase; 
G – immunohistochemistry 
staining positive for Ki -67; 
H – ultrastructural 
features of small cell 
carcinoma with 
neuroendocrine granules 
(arrows) (original 
magnification × 13 500)
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