
Table 4. Summary of the use of steroid sparing therapies in Hypophysitis 

Author Drug Initial Patient 

description 

Regimen Response 

Lecube et al(1) Azathioprine 53 yr male with 

headache, 

orbital pain, 

visualdefect and 

opthalmoplegia 

After early 

response, and 

progression on 

oral steroids, 

Azathioprine 

150mg / day was 

started 

Significant 

response in 4 

weeks, dose 

tapered over 

4 months. 

Complete 

resolution of 

pituitary 

lesion, while 

hypopituitaris

m persisted 

Yang et al(2) Azathioprine 22 yr female 
with headache 
and diplopia;  
70 yr female 
with dry mouth, 
polydipsia, and 
polyuria;  
32yr female with 
polydipsia, 
polyuria and 
menstrual 
disorders with 
headache and 
dizziness 

On recurrence, 

high dose methyl 

pred was 

followed by oral 

prednisolone and 

Azathioprine 

100mg /day for 

16 weeks. 

Similar regimen 

for all three 

patients 

Complete 

radiological 

resolution 

with 

endocrine 

recovery in 2 

of the 3 

patients 

Curto et al(3) Azathioprine 38 yr male with 

headache, 

diplopia and 

opthalmoplegia 

High dose 

methypred 

initially showed 

response. But on 

progression, 

while on pred, 

Azathioprine 

150mg /day was 

added, later 

tapered to 

100mg/d 

No radiologic 

or endocrine 

response to 

either 

therapies 

(methylpred 

and 

Azathioprine) 

on 

recurrence 

Papanastasiou
et al(4) 

Azathioprine 42 yr old female 
with headache, 
diplopia 
 
45 yr female 
with headache, 

Recurrence of 

disease post 

operative, 

started on 

Azathioprine 

Radiological 
resolution in 
both cases, 
pituitary 
recovery in 
one case of 



amenorrhoea 150mg /d 

tapered and 

discontinued 

over 12m 

Steroid sparing 

agent was 

considered due 

to adverse 

events in second 

case. 

Azathioprine 

100mg/d for 6m 

and 50mg/d for 6 

m 

 

the two 

Tubridy et al 
(5) 

Methotrexate 46 yr male with 
headache, DI; 
and cavernous 
sinus 
involvement, 
diplopia on 
follow up 

After biopsy 

confirmation, 

started on 60 mg 

daily of 

prednisolone 

and 7.5 mg 

(weekly) of 

methotrexate 

 

Clinically 
stable and 
radiological 
regression 
after 9 m 
follow up  

Ward et al(6) Cyclosporine 13 yr female 
with APECED 
and related 
hypophysitis 

Cyclosporine 

5mg/kg/day was 

initiated for 

preservation of 

pancreatic 

function and not 

pituitary 

preservation 

Pituitary 
function 
remained 
unaffected by 
therapy 

Selchet al(7) Stereotactic 
radiotherapy 

58 yr male with 
headache, 
reduce libido 
75 yr male with 
headache, DI 

Recurrence 

despite surgery 

and steroid 

therapy. Both 

received 2400 

cGy (12 

treatments of 

200 cGy) 

directed to the 

90% 

isodose line 

Radiological 
response in 
3-6m.  
No change to 
endocrine 
function 



 

Leung et al(8) Gamma knife 
surgery 

65 yr female 
with headache, 
DI 

Recurrence after 

surgery, inability 

to taper ongoing 

oral prednisolone 

15mg/d. 

 Received12 Gy, 

two isocenter 

Clinical 
stability in 
few weeks, 
allowed 
tapering of 
steroids 

Ray et al(9) Gamma knife 
surgery 

37 yr female 
with acute onset 
double vision 
(21 weeks 
pregnant) 

Surgery in third 
trimester, 
followed by oral 
prednisolone. 
Received15 Gy 
to the 50% 
isodose line after 
delivery 
 

No 
recurrence of 
symptoms, 
no new 
hormone 
deficit, 
though no 
radiological 
change 

Louvet et 

al(10) 

Mycophenola

te mofetil 

MMF 

60 yr male with 

Sjogrens 

syndrome 

developed 

panhypopituitari

sm 3 yrs after 

original 

diagnosis 

MMF 2gm/day 

for a month, 

followed by 

1gm/day 

(steroids not 

used) 

Completion 

resolution of 

the pituitary 

lesion and 

ACTH 

deficiency, 

while TSH 

and ADH 

deficiency 

persisted 

Xu et al(11) Infliximab 

and 

Rituximab 

54 yr female with 

uveitis, scleritis, 

DI 

Initial resolution 

with methypred 

1gm, infliximab 3 

doses IV at 

200,100 and 60  

mg sequentially, 

followed by 

maintenance 

infusions and 

methotrexate.  

After a relapse 

received two 

courses of two 

doses of 

rituximab 1 g IV, 

14 days apart.  

Significant 

resolution of 

the disease 

to baseline 

and remains 

under 

remission 

Schreckinger  Rituximab 41 yr female Progression Significant 



et al(12) with left eye 

vision loss and 

sellar mass 

despite high 

dose methyl 

pred. Biopsy 

confirmed 

adenohypophysit

is. Rituximab 

courses 1000-

mg infusions 15 

days apart, 

repeated every 6 

months 

clinical and 

radiological 

improvement 

Byrne et al(13) Rituximab 53 yr male with 
diplopia, DI 

Relapse after 
methypred, 
received 
Rituximab 1gm 
infusion 2 weeks 
apart, with pred 
60mg tapering 
dose over 6 m 

Complete 
clinical 
resolution 
and marked 
radiological 
resolution 
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