
Pituitary Gland 2 

Anterior pituitary 

Dysfunction 
Nature of 

dysfunction 
Causes Pathophysiology / Manifestation Investigation Treatment 

Hyperprolactinaemia PRL hyperfunction 

Prolactinoma (pituitary tumour). 

Co-secretion of PRL in GH 

oversecretion. 

Stalk compression. 

Polycystic ovarian syndrome. 

Drug induced – antipsychotic 

drug therapy. 

↑PRL → inhibit GnRH → ↓FSH, 

LH. 

Hypogonadism 

Sub-fertility 

Amenorrhoea 

Galactorrhoea 

Decreased libido 

Impotence 

Serum PRL levels 

 

Check for hypothyroidism. 

 

Imaging of pituitary. 

Drug therapy 

 

DA agonists 

 

Surgery 

 

Radiotherapy 

Pituitary dwarfism GH hypofunction 

Impaired GH secretion. 

 

Lack of GHRH from 

hypothalamus. 

 

Failure of IGF-1 release from 

liver. 

Stunted growth 

Thyroid function. 

 

GH status – response to 

insulin and exercise. 

 

Assessment of bone age – 

will be behind child’s 

actual age. 

 

Primary 

hypopituitarisam 

Absence of selective 

pituitary tropic 

hormones to complete 

failure of anterior 

pituitary 

Pituitary infarction 

Head trauma 

Infections 

Vascular malformations 

Surgical ablation 

Thyroid deficiency. 

 

Gonadal failure, lack of secondary 

sex characteristics, infertility. 

 

GH deficiency. 

 

Absence of PRL. 

 

Absence of ADH → diabetes 

insipidus. 

  



Pituitary Gland 2 

Acromegaly (adults) 

 

Giantism (children 

and adolescents) 

GH hyperfunction 
Primary GH-secreting pituitary 

adenoma. 

Mild hypophosphataemia 

 

Hyperglycaemia → may induce 

diabetes mellitus. 

 

Connective tissue proliferation (in 

adults) → enlarged tongue, 

interstitial oedema. 

 

↑size and function of sebaceous 

and sweat glands → body odour. 

Coarse skin and body hair. 

 

Bony proliferation → periosteal 

vertebral growth, enlargement of 

facial bones, protrusion of lower 

jaw and forehead. 

IGF-1 levels 

 

Glucose tolerance 

 

PRL levels 

 

Medical imaging 

 

Visual field defects 

common 

Surgery 

 

Radiotherapy 

 

Drug therapy 

Hyperpituitarism 
↑release of ≥ 2 

pituitary hormones 
Pituitary tumours (adenomas) 

Neural – visual defects, headache, 

cranial nerve palsies. 

 

Endocrine imbalance. 

  

 

Adenoma: Benign, slow-growing tumour of glandular origin. 
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Pituitary Gland 2 

Posterior pituitary 

Dysfunction 
Nature of 

dysfunction 
Causes Pathophysiology / Manifestation Investigation Treatment 

Diabetes insipidus 
ADH 

hypofunction 

Neurogenic – impaired 

synthesis or release. 

 

Nephrogenic – poor tissue 

responsiveness to ADH. 

Related to V2 receptor 

numbers/sensitivity on 

collecting ducts 

Partial or total inability to concentrate 

urine. 

Polyuria 

Continuous thirst 

Polydipsia (excessive thirst) 

Low specific gravity urine 

Low osmolarity urine 

High plasma osmolarity 

 

Water restriction. 

Maintain water intake in 

mild cases. 

 

Drug therapy. 

Syndrome of 

inappropriate 

antidiuretic 

hormone secretion 

(SIADH) 

ADH 

hyperfunction 

Ectopic secretion of ADH by 

tumour cells. 

 

Drug related – tricyclics, 

fluoxetine, haloperidol, 

chlorpropramide, thiazide 

diuretics, some 

antihypertensive agents. 

Water retention → expansion of ECF 

volume → dilution of Na
+
. 

 

↓aldosterone secretion → ↓Na
+
 

reabsorption → ↑loss of Na
+
. 

 

Serum hypo-osmolarity and hyponatraemia. 

 

Urine hyperosmolarity. 

 

Urine Na excretion matches Na intake. 

 

Serious manifestations linked to Na
+
 

imbalance. 

<140mmol/L → signs. 

<110mmol/L → irreversible neurological 

damage. 

Serum and urine 

electrolyte and 

osmolarity. 

 

Absence of other 

causes of decreased 

diluting ability. 

 

Careful monitoring is 

essential. 

Correct underlying causal 

problems. 

 

Correct severe 

hyponatraemia with i.v. 

hypertonic saline. 

 

Drug therapy. 

 


