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Abstract:  
Sheehan’s syndrome is a well known complication secondary to pituitary apoplexy caused 

by an intra or postpartum episode of severe hypotension or hemorrhagic shock. Diagnosis 

can be difficult and often delayed. A thorough history taking is very important as the patient 

may not come forward with the critical event of her past obstetrics complication as her 

presenting complain. In this case report, a detailed history taking lead us to suspect the 

diagnosis which was confirmed by pituitary hormone estimation and MRI brain. Response to 

hormone replacement therapy was rewarding.  
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Introduction 

Sheehan’s syndrome is a rare but potentially serious postpartum complication. Sheehan 

syndrome was first described by Sheehan in 1937(1), is a well-known cause of 

panhypopituitarism secondary to pituitary apoplexy. This usually occurs after an intra or 

postpartum episode of severe hypotension or hemorrhagic shock.  

This is the most common cause of hypopituitarism in underdevelop and developing 

countries.  An  epidemiological study from the Kashmir valley of the Indian subcontinent 

estimated the prevalence to be about 3% for women above 20 years of age, almost two-

thirds of whom had delivered babies at home (2). However, it is a rare cause of 

hypopituitarism in developed countries owing to advance obstetric care (3). Even in our 

setup we rarely encounter such a case in our OPD due to improve obstetric care available to 

our patients these days. Hence we present this rare case of a well known obstetrical 

complication.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



INDIAN JOURNAL OF MATERNAL AND CHILD HEALTH,2015   JAN – MAR;17(1) 

 

 3 

 

Case report: 
A 28 years old female (P1 A0), presented to gynaecology OPD in our hospital with complaint 

of general weakness, lethargy and lassitude of insidious onset since last 4 to 5 years. She has 

visited various practitioners before without getting any relief hence reported to us. On 

further history taking she revealed that she was ammenorrhic since her last delivery at a 

hospital 5 years back with complication of adherent placenta which lead to inversion of 

uterus. She was shifted to a higher center in a state of shock where she was rendered 

appropriate treatment and discharged from there after 1 month in satisfactory condition. 

She failed to lactate following the episode and remained ammenorrhic since then. On 

examination her vital parameters were within normal rang but mild pallor was present. 

Axillary hair was absent (Figure: 1) with sparse pubic hair. Pelvic examination revealed cervix 

was flushed with vagina and uterus retroverted small in size. A provisional diagnosis of 

secondary ammenorrhoea with a high possibility of Sheehans syndrome as the cause was 

kept in mind. She was investigated accordingly. Her Hb was 9gm%, and there was decreased 

levels of LH 0.05 uIU/ml (ref rang of lab 0.5 – 8.5), FSH 0.08 uIU/ml (rr 2.9 – 7.0), TSH 0.07 

uIU/ml ( rr 0.28 - 6.82), Cortisol <0.20ug/dl ( rr 4.30 – 22.40) , serum prolactin 0.5 ng/ml (rr 

1.20 – 19.00). Free T3 0.27 ng/dl (rr 0.52 – 1.85), free T4 1.4ug/dl (rr 4.40 – 11.60) were also 

low. Other laboratory test were within normal limits.  Pelvic ultrasonography revealed small 

uterus of 3.5 X 2.5 cm in size with ET of 3mm. MRI brain revealed an empty sella turcica with 

thinned out anterior pituitary gland ( Figure:2). Thus the diagnosis of Sheehan’syndrome 

was confirmed. She was put on hormone replacement therapy in the form of 

Hydrocortisone 20 mg/day, L-thyroxine 100 ug/ day, and gonadal hormone (Primarine 0.625 

mg 2 tab OD + Medroxy progesterone acetate 10 mg) in standard schedule cyclically. She 

had an immediate dramatic response to treatment in the form of improvement in general 

sense of well being and resumption of menses from the first cycle of treatment itself. During 

6 months of follow up she showed remarkable response to treatment. She regained her 

mental alertness with improvement in general weakness and lethargy and started having 

regular menstruation.   

              
Fig 1: Photograph of the patient in front       Fig 2: MRI picture of brain showing empty view 

showing absent of axillary hair                                 sella turcica 
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Discussion 
The pituitary gland is physiologically enlarged in pregnancy as a consequence of hyperplasia- 

a process triggered by placental estrogen secretion, which involves the prolactin-secreting 

cells of the pituitary gland (so called “pituitary lactotrope cells”) and is therefore very 

sensitive to the decreased blood flow caused by massive heamorrhage and hypovolemic 

shock. The anterior pituitary is more susceptile to damage than the posterior pituitary. 

Variable degrees of hypopituitarism are recognized, ranging from a single hormone 

deficiency to a general disorder. The most common presenting symptoms of complete 

panhypopituitarism are lack of lactation(due to decreased serum prolactin concentrations), 

involution of the mammary gland, lack of return of menstruation ,lack of pubic and axillary 

hair growth(due to the deficit in gonadotropin synthesis and secretion).Other signs and 

symptoms include anemia, asthenia, comatose state, fatigue, headache, hypoadrenalism, 

hyponatremia, hypothyroidism, psychic disturbances. Our patient had the history of 

postpartum shock and presented with general weakness, lethargy, failure to lactate, 

ammenorrhoea, pubic and axillary hair loss and anaemia. Clinical features are the result of 

the deficient hormones that may be single or many. Failure of postpartum menstruation 

due to deficiency of FSH and LH is quite common(4). Our patient also came with history of 

postpartum amenorrhea.  Anaemia is another common presenting feature. Gokalp et al (5) 

in their study reported haematological abnormality in 65 of their patients, 80% of them 

presented with anaemia. Many hormonal deficiencies like hypothyroidism,adrenal 

insufficiency, and gonadal hormone deficiency can explain normochromic anaemia in 

hypopitutarism. Our patient also had normocytic normochromic anaemia. Pancytopenia is 

another rare hematological disorder reported in literature (6).  Uncommonly, it can present 

acutely with circulatory collapse, severe hyponatremia, diabetes insipidus, hypoglycemia, 

congestive cardiac failure or psychosis (3). The mean duration between postpartum episode 

and the subsequent development of symptoms varies from 1 to 33 years(7). In our patient 

symptoms appeared after 5 years. A suggestive obstrtic history and clinical features leads us 

to evaluate various pituitary hormone. Studies have found that 56.2% of patients with 

Sheehan’s syndrome experienced a loss of all pituitary hormones with the remaining 43.8% 

having selective pituitary insufficiency (4). The extent of anterior pituitary dysfunction varies 

in different series. The main involvement was the secretion of growth hormone (GH) and 

prolactin (90–100%), while deficiencies in cortisol secretion, gonadotropin and thyroid 

stimulating hormone (TSH) ranged from 50 to 100% (8). At least 75% of pituitary must be 

destroyed before clinical manifestations become evident. GH deficiency is very common in 

SS, because somatotrophs are located in the lower and lateral regions of the pituitary gland 

and are most likely to be damaged by ischemic necrosis of the pituitary (4). Decrease levels 

of free T3, free T4 with low TSH indicate the cause in pituitary. Our patient had  low levels of 

Cortisol, Prolactin, TSH and gonadotrophine as well as free T3 and free T4.. In Sheehan 

syndrome MRI or CT of pituitary often shows an empty sella, like the one our patient had, 

thus confirming the diagnosis. The main radiological finding of SS is the image of an empty 

sella (around 70% of patients) or partially empty sella (30%).(3).  The goal of therapy is to 

replace deficient hormones. Treatment is important not only to correct endocrine 

abnormalities, but also to reduce mortality due to hypopituitarism. Gonadotropin deficiency 

and hypogonadism should be treated with a hormone replacement therapy(9). Response to 

therpy is generally very satisfactory and rewarding. Our patient responded within a month 

of commencement of treatment. 
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Conclusion 
In conclusion, Sheehan’s Syndrome is rarely encountered in our present day practice though 

it is the commonest cause of hypopituitarism in underdeveloped countries. The clinical 

features of hypopituitarism are often subtle and years may pass before the diagnosis is 

made following the inciting delivery. History of postpartum hemorrhage, failure to lactate 

and cessation of menses are important clues to the diagnosis. Early diagnosis and 

appropriate treatment are necessary to reduce the morbidity and mortality of patients. 
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