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ABSTRACT: Sheehan syndrome, characterized by pituitary necrosis secondary to postpartum
hemorrhage, results in partial or complete hypopituitarism. Diagnosis is often delayed due
to its nonspecific clinical manifestations; however, the condition can lead to life-threatening
complications such as hyponatremia. We present the case of a 56-year-old woman admitted
with symptomatic severe chronic hyponatremia, who was subsequently diagnosed with
panhypopituitarism caused by Sheehan syndrome. The patient was successfully managed
with hypertonic saline infusion and hormone replacement therapy (levothyroxine and
hydrocortisone). This case emphasizes the importance of obtaining a thorough obstetric history
and maintaining a high index of suspicion for Sheehan syndrome in middle-aged women
presenting with unexplained hyponatremia.
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1. INTRODUCTION

Sheehan syndrome was first
described in 1937 by Harold Sheehan
and refers to pituitary necrosis leading
to hypopituitarism as a consequence of
postpartum hemorrhage [1]. Sheehan
syndrome accounts for approximately
6 — 8% of all causes of hypopituitarism
[2]. Its prevalence ranges from 0.005% to
3%, depending on the study population
and the quality of obstetric care [3, 4].
The clinical spectrum is diverse, varying
from agalactia, amenorrhea, and chronic
fatigue to life-threatening emergencies
such as acute adrenal insufficiency or
severe hyponatremia [5]. Therefore, early
recognition and timely treatment of
Sheehan syndrome are crucial to prevent
life-threatening complications and to
improve patients’ quality of life.

2. CASE REPORT

A 56-year-old woman was admitted
to the hospital due to nausea, with a
long-standing history of generalized
fatigue, poor appetite, and recurrent
nausea that had significantly impaired her
daily activities. Her past medical history
included gastritis, constipation, and
vestibular disorder. Current medications
were omeprazole and betahistine. On
physical examination, vital signs were
stable: blood pressure 110/70 mmHg,
heart rate 60 bpm, respiratory rate 18
breaths/min, temperature 36.8°C, and
oxygen saturation 98% on room air. The
patient was alert but slow to respond,
with pale skin and mucous membranes.
No other abnormalities were found on
systemic examination.

Initial laboratory results revealed
hyponatremia  (serum  sodium 104
mmol/L), hypokalemia (serum potassium
3.3 mmol/L), hypochloremia (serum
chloride 74 mmol/L), and random plasma
glucose 6.9 mmol/L. Complete blood
count showed normocytic normochromic
anemia (Hb 112 g/L, MCV 80 fL, MCH
27 pg) with normal white blood cell and
platelet counts. Renal and liver function
tests were within normal limits.

The patient was admitted to the
Department of Endocrinology with a
diagnosis of severe hyponatremia. Further
testing demonstrated low serum osmolality
(2149 mOsm/kg), urinary sodium 41
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mmol/L, and urinary potassium 17
mmol/L. Endocrine hormone assays (Table
1) supported a diagnosis of hyponatremia
secondary to hypopituitarism. On further
questioning, the patient reported a history
of massive postpartum hemorrhage at age
35 that required transfusion of five units of
blood. After delivery, she had no lactation
and experienced permanent amenorrhea.
She denied diarrhea or vomiting during
the current illness.

Pituitary magnetic resonance imaging
with contrast was consistent with an empty
sella (Figure 1). The patient was treated with
hypertonic saline (3% sodium chloride) and
initiated on hormone replacement therapy,
including hydrocortisone 20 mg in the
morning and 10 mg in the afternoon. After
4 days of adrenal hormone replacement,
levothyroxine was introduced at a dose of
25 pg daily. Following treatment initiation,
her mental status markedly improved, and
she became more responsive. Laboratory
results also improved, with gradual
correction of serum sodium, reaching the
normal range (138 mmol/L) at the time of
discharge.

Table 1. Patient’s hormone test results
Blood

test Result Unit Ref
5w
neTH 8 203 pg/mL Z.;?f-,g
TSH 097  wu/mL 04?954‘
(Fllﬁf) T4 009  ng/dL 0'%3721 -
Total T3 0195  ngidl 05057
FSH 2,78 U/L 21%25
LH 0,28 U/L 75';5‘
IGF - 1 158 ng/mL 53"
Estradiol <5 pg/mL <138
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Figure 1. Sagittal T1-weighted brain MRI with gadolinium contrast shows an empty sella:
enlarged sella turcica filled with cerebrospinal fluid, with a thin rim of flattened pituitary tissue
along the sellar floor (arrow), and no evidence of mass lesion (A). Coronal T2-weighted pituitary
MRI demonstrates an enlarged sella completely filled with cerebrospinal fluid, with a slender,
midline pituitary stalk and no mass effect or displacement (B). Axial T2 FLAIR TSE pituitary MRI
reveals a widened sella turcica with homogenous CSF-like hyperintensity, compressed pituitary
tissue flattened against the sellar floor, and no space-occupying lesion (C).

3. DISCUSSION

3.1. Diagnosis of Sheehan syndrome

In most cases, Sheehan syndrome
presents with nonspecific symptoms that
contribute to a delayed diagnosis, often
occurring 7 — 19 years after the postpartum
hemorrhage [3, 6, 7]. Diagnosis requires
integration of medical history, clinical
features, endocrine testing, and pituitary
imaging. The diagnostic criteria proposed
by Zuleyha Karaca [5] are summarized
in table 2. Patients typically report a
history of severe postpartum hemorrhage
requiring blood transfusion, followed
by failure of lactation and amenorrhea.
Clinically, the disease may manifest
acutely soon after delivery with headache,
altered consciousness, agalactia, and
signs of acute adrenal insufficiency
such as hypotension, hyponatremia,
hypoglycemia, and nausea. However, in the
majority of cases, symptoms appear years
later with chronic, nonspecific complaints
such as fatigue, myalgia, constipation, cold
intolerance, muscle weakness, and weight
loss. Characteristic features include sparse
axillary and pubic hair, breast atrophy,
dry hypopigmented skin, and premature
aging appearance.

Hyponatremia is the most common
biochemical abnormality and often the
primary reason for hospital admission.
Endocrineevaluationdemonstratesvarying
degrees of hypopituitarism: decreased
prolactin and gonadotropins leading to
agalactia and amenorrhea; reduced TSH

and free T4 consistent with secondary
hypothyroidism; and low cortisol due to
secondary adrenal insufficiency. In some
cases, dynamic stimulation tests may be
necessary for confirmation. Additional
findings may include anemia or electrolyte
disturbances, among which hyponatremia
is the most frequent.

Neuroimaging, particularly magnetic
resonance imaging (MRI), plays a crucial
role. In the chronic stage, the typical
finding is a partially or completely empty
sella, reflecting pituitary atrophy following
necrosis [5].

Table 2. Diagnosis of Sheehan syndrome in
the chronic period

Hypopituitarism (ranging
from one hormone deficiency
to panhypopituitarism)

Essential - Partial or complete empty sel-
criteria la appearence on pituitary MRI
er the - History of postpartum
diagnosis  hemorrhage
- Severe hypotension or shock
which may necessitate blood
Strongly transfusion .
sug- or fluid replacement during
gestive and after delivery
criteria - Postpartum agalactia

- Failure to resume regular
menses after delivery
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3.2. Severe hyponatremia in
Sheehan syndrome

Hyponatremia is the most common
electrolyte  abnormality in  patients
with Sheehan syndrome, with reported
prevalence ranging from 21% to 59% [8,
9], and in some series reaching nearly 70%
among elderly patients [10]. Thisis a serious
complication that may result in altered
consciousness, seizures, or even death
if not promptly recognized and treated.
The underlying pathophysiology involves
cortisol and thyroid hormone deficiency,
both of which impair free water excretion,
combined with secondary antidiuretic
hormone (ADH) hypersecretion triggered
by hypotension or increased corticotropin-
releasing hormone (CRH) in adrenal
insufficiency [5].

In our case, a 56-year-old woman
presented with severe hyponatremia
(serum sodium 104 mmol/L) accompanied
by chronic fatigue, nausea, and impaired
daily functioning. Laboratory testing
revealed multiple pituitary hormone
deficiencies, and MRI showed an empty
sella, consistent with chronic Sheehan
syndrome. After treatment with hypertonic
saline and  appropriate  hormone
replacement therapy, her serum sodium
gradually normalized and her clinical
symptoms markedly improved.

This case highlights that hyponatremia
is not only a common biochemical
abnormality but also a critical diagnostic
clue guiding the recognition of Sheehan
syndrome.

3.3. Magnetic resonance imaging in
the diagnosis of Sheehan syndrome

Pituitary MRI is the imaging modality
of choice in the diagnosis of Sheehan
syndrome, especially for differentiating
it from other causes of hypopituitarism
[5]. MRI findings vary according to the
stage of the disease: in the acute phase,
non-hemorrhagic central necrosis with
pituitary enlargement may be observed;
in the chronic phase, pituitary atrophy
leads to a partially empty sella (30%) or
completely empty sella (70%) [11]. MRI
also plays an important role in differential
diagnosis. In the acute stage, the imaging
appearance of Sheehan syndrome may
mimic pituitary apoplexy secondary to
an adenoma. However, the persistence
of a mass, erosion of the sellar floor, or

https://doi.org/10.63947/bvtn.v1i5.22

deviation of the pituitary stalk is more
suggestive of an adenoma. Additionally,
postpartum lymphocytic hypophysitis may
also evolve into an empty sella resembling
Sheehan syndrome, highlighting the need
for repeated clinical and radiologic follow-
up [12].

Therefore, MRI not only confirms
the diagnosis of Sheehan syndrome by
demonstrating partial or complete empty
sella but also helps exclude other potential
causes such as pituitary adenoma, pituitary
apoplexy, or lymphocytic hypophysitis. In
current diagnostic criteria, the presence
of a partial or complete empty sella on
MRI is considered an essential criterion
for establishing the diagnosis of Sheehan
syndrome [5].

4. CONCLUSION

This case underscores the importance
of carefully obtaining obstetric history in
middle-aged women who present with
unexplained  hyponatremia.  Sheehan
syndrome is frequently diagnosed late—
sometimes decades after delivery—but
early recognition and timely initiation
of appropriate hormone replacement
therapy can significantly improve clinical
ogﬁomes and enhance patients’ quality
of life.
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