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Question 1

A 50 year-old man 1/52 post-pituitary resection for a non-functioning adenoma. Also taking budesonide 400(g for asthma.


- am-pre synacthen cortisol
128
(200-400)


- post synacthen cortisol
550
(>500)

This is most consistent with

a) primary hypoadrenalism

b) secondary hypoadrenalism

c) normal hypothalamic-pit-adrenal axis

d) normal hypothalamic-pit-adrenal axis but poor stress response

e) prior exposure to inhaled corticosteroids

Assessing adrenal activity

Synacthen test – synthetic ACTH injected ( stimulate adrenals.

The above results are indicative of normal adrenal response – ie not a primary disease of the adrenals.

Therefore correct answer is b. (The gold standard is a GC response (( serum levels) to hypoglycaemia.)

Note an abnormal result may indicate both primary and/or secondary adrenal insuf.

Budesonide inhaled doses with systemic absorption > 1000mcg

Question 2

A 50-year-old woman, 5 years following surgery and radiotherapy for a non-functioning pituitary macro adenoma presents with weight gain, lethargy, insomnia. She is on the following medications: thyroxine 150 mcg/day. Cortisone acetate 25mg/day and oestrogen. Likely reason for her symptoms ?

a) under replacement with thyroxine

b) growth hormone deficiency

c) over replacement of steroid

d) depression

e) …

Growth Hormone deficiency ( weight gain, muscle loss, lethargy, (CVS Fn, mental well-being - no affect of sleep/insomnia. But following radiotherapy pituitary function can decrease over much time (up to years) and function needs to be constantly reassessed and this could be the theory being examined.

Steroid replacement (
Physiological requirements cortisone acetate 37.5-50mg /day. The above symptoms are compatible with steroid therapy. Insomnia well documented.

For depression – a depressed mood or loss of interest usually requires a mention.

Unlikely under-thyroid replacement.

Question 3

A 35 year-old woman presents with a 6 month history of amenorrhoea and 15kg weight gain. She is taking 15 mg olanzepine daily for schizophrenia and prednisone 10mg daily for PMR. What is the most likely cause of her amenorrhoea ?

a) excessive eating

b) weight gain

c) olanzepine

d) hyperprolactinemia

e) premature ovarian failure

Secondary amenorrhoea…

Can be caused by any deficiency of the hypo-pit-ovarian cycle. Also (prolactin levels.

As well as the infiltrative, inflammatory, infective and neoplastic diseases (etc) that can cause these organs to fail, stress (including weight loss, exercise) can cause functional decrease in hypothalamic function and loss of the usual pulsatile release of GnRH.

Olanzepine – dopamine antagonist effects can cause elevations in prolactin and mild levels may inhibit LH/FSH activity enough to prevent menses.

Answer is C

Question 4

63 year old woman on HRT, presents with weight gain, insomnia and headaches. She was started on amitriptyline with no improvement. Results as follows:


prolactin 1900


TSH 2.0 (2-4)


T4 8
(10-20)

What is the likely explanation for her presentation ?

a) HRT

b) Prolactinoma

c) Non-functioning macroadenoma

d) Depression

e) Hypothyroidism

From the above info elevated prolactin and decreased TSH ( secondary hypothyroidism

A,D,E do not explain both.

A prolactinoma is possible however such low prolactin (relative) would likely make the tumour a microadenoma (macroadenoma’s will produce prolactin in the thousands). That would not explain the decreased pituitary function.

A non-functioning macroadenoma can result in ( pituitary function, with stalk compression (resulting in decreased inhibitory affect on the pituitary) and ( prolactin produced.

