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Pituitary tuberculomas are extremely rare with only few cases reported in the literature. Intracranial tuberculoma commonly presents with gradual onset of headache
and visual disturbances with or without systemic symptoms. We reported such a case
who presented with headache without any visual symptoms, occasional vomiting, and
significant weight loss. Contrast magnetic resonance imaging scan was suggestive of
pituitary macroadenoma. Transnasal transsphenoidal excision of the lesion (microscopic + endoscopic) was done. Histopathological examination revealed possibility of
tuberculosis. Patient was put on standard antituberculosis treatment and discharged
in a stable condition.

Introduction
Central nervous system tuberculomas account for 0.15 to 4%
of space occupying lesions. However, pituitary tuberculomas
are extremely rare. Only handful of cases have been reported
in the literature and the first case of intrasellar tuberculoma
was reported by Coleman and Meredith.1,2 In developing
countries where tuberculosis is endemic, intracranial tuberculomas are reported often.1-10 Intracranial tuberculomas are
usually located in the cerebellum and cerebral cortex and
present as tuberculous meningitis, tuberculous encephalitis,
tuberculoma, or tuberculous brain abscess, depending on the
location of tubercular foci and host immune factors. Gradual
onset of headache and visual disturbances with or without
systemic symptoms are the common presenting symptoms.
This was a rare case of pituitary tuberculoma mimicking a
pituitary adenoma which presented with holocranial headache associated with vomiting and significant weight loss.

Case Report
A 29-year-old male patient presented in our Neurosurgery
OPD with bifrontal headache, which spread gradually holocranially within 2 months. Headache was dull aching type, mild to
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moderate in intensity, and associated with on and off episodes
of vomiting and used to get relieved after vomiting and oral
analgesics. There was history of significant weight loss, 5 to
6 kg in last 3 months. There was no history of fever, cough, and
chest pain, reduction of vision, diplopia, photophobia, visual
field defects, coarsening of facial features, increase in hand and
feet size, heat and cold intolerance, loss of libido, or decrease
hair growth. On examination, patient was conscious, well-oriented, afebrile, blood pressure 126/84 mm Hg, pulse rate (PR)
88 per minute. On eye examination, visual acuity was 6/6 in
both eyes and there was no visual field defect. The biochemical and hematological profiles were within normal limits.
Erythrocyte sedimentation rate was 15 mm/h and X-ray chest
was normal. Mantoux test was p
 ositive (32-mm induration).
Hormone profile was suggestive of deranged thyroid function
test as tri-iodothyronine (FT3) 3.08 pg/mL (2.77–5.27), thyroxine (FT4) 0.75 ng/dL (0.78–2.19), and thyroid stimulating
hormone (TSH) < 0.015 µIU/mL (0.47–4.68). Cortisol level was
reduced to 13.06 ng/mL, prolactin was raised to 29.76 ng/mL,
follicle-stimulating hormone level was 1.22 mUI/mL, luteinizing hormone (LH) level was 0.98 mUI/mL. On magnetic resonance imaging (MRI), lobulated sellar lesion with suprasellar
extension, which was isointense on T1 and T2, was reported.
Contrast MRI scan showed intense homogenous contrast
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enhancement, nonvisualization of pituitary gland with mildly
bulky pituitary stalk, which was suggestive of pituitary macroadenoma (►Fig. 1). Surgical intervention was planned and
transnasal transsphenoidal excision of the lesion (microscopic + endoscopic) was done. Intraoperatively, the lesion
was grayish-white in color, firm in consistency with some
caseous material, and CSF leak was present. Postoperatively,
continuous lumbar drainage and strict lying down position
were advised. Routine microscopic examination of CSF was
normal with glucose 63 mg/dL, protein 34 mg/dL, and white
blood cell count was 4 per cubic millimeter of CSF. Cerebrospinal fluid-polymerase chain reaction for Mycobacterium
tuberculosis was negative. Angiotensin converting enzyme
level was 30 µL (9-67 µL). Histopathological examination
revealed dense chronic inflammation and many epitheloid
cell granulomas with small focal areas of necrosis which were
suggestive of granulomatous inflammation with possibility of

tuberculosis (►Fig. 2). No tumor and no fungal elements were
seen. Patient was put on standard antituberculosis treatment
and discharged in a stable condition. On follow-up, the patient
showed significant improvement symptomatically.

Discussion
Though pituitary adenomas are the commonest in the sellar region, but unusual nonadenohypophyseal lesions and
inflammatory pathologies must be considered in the differential diagnosis of a sellar mass. Pituitary tuberculomas
have been usually reported to occur predominantly in adult
women aged between 40 and 60 years.4-6,10,11 Most of these
cases have been reported in previously healthy people with
no evidence of immunosuppression. Only 25 to 30% of the
cases with sellar tuberculomas have past or concurrent history of extrasellar tuberculosis.4

Fig. 1 Preoperative MRI findings (A) plain MRI sagittal view showing isointense lesion on T 1-weighted image, (B, C) plain MRI sagittal and
coronal view showing isointense lesion on T2-weighted MRI, (C) contrast MRI coronal view showing homogenous enhancement. MRI, magnetic
resonance imaging.
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cell granulomas with necrosis strongly indicated the granulomatous pituitary lesion was due to tubercular pathology.
The transsphenoidal approach is the recommended surgical approach, because it permits both tissue diagnosis and
tumor decompression without cerebrospinal fluid contamination.1,4-7,11 A significant reduction in size after antitubercular treatment has been reported as early as 2 months, usually
with complete resolution of sellar mass at the end of the
regimen.12

Conclusion

Fig. 2 Histopathological examination revealed dense chronic inflammation and many epithelioid cell granulomas with small focal areas
of necrosis.

In this case, patient presented with headache and occasional vomiting with significant weight loss without any
visual symptoms. Significant weight loss and positive Mantoux test were important findings. Also, endocrinological
evaluation revealed deranged thyroid function tests with
lower cortisol level and raised prolactin level. Pituitary and
suprasellar lesions can interfere with normal delivery of prolactin-inhibitor factor to the adenohypophysis resulting into
hyperprolactinemia. Isolated pituitary tuberculomas usually
mimic pituitary adenomas4-6,10,11 and it was impossible to
diagnose without surgical specimens. In most of the cases,
pituitary tuberculomas have good outcomes if treated with
antituberculous therapy adequately.1,4-7,10,11 Thus, the main
purpose of surgery is to obtain a specimen for histological
diagnosis to exclude other pathological causes (like infection, common sellar lesions such as pituitary adenomas and
Rathke’s cleft cysts), and surgical decompression.
Thus, the postoperative pathological diagnosis indicating
the tuberculous lesion prompted us to do a retrospective
assessment of MRI finding which was pituitary macroadenoma as a lobulated sellar lesion with suprasellar extension
showing homogenous contrast enhancement, with pituitary
stalk in midline and mildly bulky with 4.5 mm in thickness.
Also, it is important to mention that hypophyseal tuberculomas may be often mistaken for pituitary adenomas. The
finding of a “thickened pituitary stalk” in contrast magnetic
resonance imaging scans may be useful in differentiation
of such lesions from pituitary adenomas. In many reports,
sellar tuberculomas were finally diagnosed by only indirect
pathological findings such as necrotizing granulomas.1,4,6,10,11
A histologically important feature of granulomas is whether
or not they contain necrosis.1 The presence of necrosis in
granulomas is important because granulomas with necrosis
tend to have infectious causes, typically tuberculosis. The
differential diagnosis of pituitary granulomatous diseases
includes sarcoidosis, syphilis, paranasal fungal infections,
lymphocytic and granulomatous hypophysitis, and Wegener’s granulomatosis.1,4,6,7,10,11 In this case, strongly positive
Mantoux test and histopathological diagnosis of epithelioid

Pituitary tuberculoma, which is a rare lesion, should be
included in the differential diagnosis of sellar lesions (pituitary adenoma, Rathke’s cyst, craniopharyngioma, metastatic
tumor, and inflammatory lesion). The presence of thickened
bulky pituitary stalk on MRI may be an important clue to
diagnose “pituitary tuberculosis.” We also emphasize that
the histopathological examination plays an important role in
diagnosis and further management of this disease.
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