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pituitary adenomas in contrast to Gsa protein, which was
markedly positive in these adenomas. Decreased expres-
sion of D2R and Gai2 protein was reported in bromocrip-
tine resistant prolactinomas (Pellegrini et al. 1989;
Caccavelli et al. 1996). The GH response to bromocriptine
in the present case may be explained by a decreased expres-
sion of Gi protein in the adenoma and the resulting
decreased inhibitory signaling on GH secretion, which need
further investigations.

Furthermore, the administration of bromocriptine
might elicit GHRH action on the adenoma cells by certain
central mechanism. In addition, GHRH might have a pre-
dominant action on the GH secretion from the pituitary
adenoma over the D2R-mediated suppressive action in the
present case. Further studies, including central effects of
D2R agonist on GHRH secretion and a possible involve-
ment of ghrelin (Avram et al. 2005), are required to clarify
the reason(s) for increased serum GH levels in response to
bromocriptine. In contrast to the bromocriptine effect,
serum GH levels were suppressed by a somatostatin ana-
logue, octreotide in the present case. In this regard, differ-
ent G proteins may be involved in the coupling of dopamine
and somatostatin receptors with adenylate cyclase (Musset
et al. 1990).

This case has an important implication for the medical
therapy for acromegaly. Dopamine agonists play a mere
adjunctive role in the treatment of acromegaly whereas they
play the main role in the treatment for prolactinoma. This
case might provide important clues on the medical treat-
ment for acromegaly. For example, treatment of D2R ago-
nist combined with GHRH receptor antagonist, if a GHRH
receptor blocker is available in future, might be a more
effective medical therapy. Furthermore, the present report
suggests that the preliminary test with a single administra-
tion of short-acting bromocriptine is required before the
therapy with long-term D2-dopamine agonists, such as cab-
ergoline.

Conflict of Interest

The authors declare no conflict of interest.

References

Abe, H., Molitch, M.E., Van Wyk, J.J. & Underwood, L.E. (1983)
Human growth hormone and somatomedin C suppress the
spontaneous release of growth hormone in unanesthetized rats.
Endocrinology, 113, 1319-1324.

Arce, V., Lima, L., Lois, N., Rodriguez, A., Diaz, M.J., Tresguerres,
J.A. & Devesa, J. (1991) Role of central dopaminergic path-
ways in the neural control of growth hormone secretion in
normal men: studies with metoclopramide. Neuroendocri-
nology, 53, 143-149.

Avram, A M., Jaffe, C.A., Symons, K.V. & Barkan, A.L. (2005)
Endogenous circulating ghrelin does not mediate growth
hormone rhythmicity or response to fasting. J. Clin. Endo-
crinol. Metab., 90, 2982-2987.

Ballaré, E., Mantovani, S., Bassetti, M., Lania, A. & Spada, A.
(1997) Immunodetection of G proteins in human pituitary
adenomas: evidence for a low expression of proteins of the Gi

subfamily. Eur J. Endocrinol., 137, 482-489.

Bush, Z.M. & Vance, M.L. (2008) Management of acromegaly: is
there a role for primary medical therapy? Rev. Endocr. Metab.
Disord., 9, 83-94.

Caccavelli, L., Morange-Ramos, 1., Kordon, C., Jaquet, P. &
Enjalbert, A. (1996) Alteration of G alpha subunits mRNA
levels in bromocriptine resistant prolactinomas. J. Neuroen-
docrinol., 8, 737-746.

Eddy, R.L., Jones, A.L., Chakmakjian, Z.H. & Silverthorne, M.C.
(1971) Effect of levodopa (L-DOPA) on human hypophyseal
tropic hormone release. J. Clin. Endocrinol. Metab., 33,
709-712.

Flogstad, A K., Halse, J., Grass, P., Abisch, E., Djgseland, O.,
Kutz, K., Bodd, E. & Jervell, J. (1994) A comparison of
octreotide, bromocriptine, or a combination of both drugs in
acromegaly. J. Clin. Endocrinol. Metab., 79, 461-465.

Garcia-Tornadu, 1., Rubinstein, M., Gaylinn, B.D., Hill, D., Arany,
E., Low, M.J,, Diaz-Torga, G. & Becu-Villalobos, D. (2006)
GH in the dwarf dopaminergic D2 receptor knockout mouse:
somatotrope population, GH release, and responsiveness to
GH-releasing factors and somatostatin. J. Endocrinol., 190,
611-619.

Holdaway, .M., Bolland, M.J. & Gamble, G.D. (2008) A meta-
analysis of the effect of lowering serum levels of GH and
IGF-I on mortality in acromegaly. Eur J. Endocrinol., 159,
89-95.

Jaffe, C.A., DeMott-Friberg, R. & Barkan, A.L. (1996) Endoge-
nous growth hormone (GH)-releasing hormone is required for
GH responses to pharmacological stimuli. J. Clin. Invest., 97,
934-940.

Jaffe, C.A., Ocampo-Lim, B., Guo, W., Krueger, K., Sugahara, I.,
DeMott-Friberg, R., Bermann, M. & Barkan, A.L. (1998)
Regulatory mechanisms of growth hormone secretion are
sexually dimorphic. J. Clin. Invest., 102, 153-164.

Melmed, S. (2006) Medical progress. Acromegaly. N. Engl. J.
Med., 355, 2558-2573.

Melmed, S., Colao, A., Barkan, A., Molitch, M., Grossman, A.B.,
Kleinberg, D., Clemmons, D., Chanson, P., Laws, E.,
Schlechte, J., Vance, M.L., Ho, K. & Giustina, A. (2009)
Guidelines for acromegaly management: an update. J. Clin.
Endocrinol. Metab., 94, 1509-1517.

Missale, C., Nash, S.R., Robinson, S.W., Jaber, M. & Caron, M.G.
(1998) Dopamine receptors: from structure to function.
Physiol. Rev., 78, 189-225.

Miiller, E.E., Locatelli, V. & Cocchi, D. (1999) Neuroendocrine
control of growth hormone secretion. Physiol. Rev., 79,
511-607.

Musset, F., Bertrand, P., Kordon, C. & Enjalbert, A. (1990) Differ-
ential coupling with pertussis toxin-sensitive G proteins of
dopamine and somatostatin receptors involved in regulation of
adenohypophyseal secretion. Mol. Cell. Endocrinol., 73, 1-10.

Neto, L.V., Machado, E. de O., Luque, R.M., Taboada, G.F.,
Marcondes, J.B., Chimelli, L.M., Quintella, L.P., Niemeyer, P.
Jr., de Carvalho, D.P,, Kineman, R.D. & Gadelha, M.R. (2009)
Expression analysis of dopamine receptor subtypes in normal
human pituitaries, nonfunctioning pituitary adenomas and
somatotropinomas, and the association between dopamine and
somatostatin receptors with clinical response to octreotide-
LAR in acromegaly. J. Clin. Endocrinol. Metab., 94, 1931-
1937.

Pellegrini, L., Rasolonjanahary, R., Gunz, G., Bertrand, P., Delivet,
S., Jedynak, C.P., Kordon, C., Peillon, F., Jaquet, P. &
Enjalbert, A. (1989) Resistance to bromocriptine in prolacti-
nomas. J. Clin. Endocrinol. Metab., 69, 500-509.

Ren, S.G., Kim, S., Taylor, J., Dong, J., Moreau, J.P., Culler, M.D.
& Melmed, S. (2003) Suppression of rat and human growth
hormone and prolactin secretion by a novel somatostatin/
dopaminergic chimeric ligand. J. Clin. Endocrinol. Metab.,
88, 5414-5421.



GH and Bromocriptine in Acromegaly 135

Rocheville, M., Lange, D.C., Kumar, U., Patel, S.C., Patel, R.C. &
Patel, Y.C. (2000) Receptors for dopamine and somatostatin:
formation of hetero-oligomers with enhanced functional
activity. Science, 288, 154-157.

Shimatsu, A., Murabe, H., Nakamura, Y. & Usui, T. (2000)
Rebound hypersecretion of GH following octreotide with-
drawal due to liver dysfunction in an acromegalic patient.
Endocr. J., 47, 635-638.

Shimon, 1., Yan, X., Taylor, J.E., Weiss, M.H., Culler, M.D. &
Melmed, S. (1997) Somatostatin receptor (SSTR) subtype-
selective analogues differentially suppress in vitro growth
hormone and prolactin in human pituitary adenomas. Novel
potential therapy for functional pituitary tumors. J. Clin.

Invest., 100, 2386-2392.

Tannenbaum, G.S. & Ling, N. (1984) The interrelationship of
growth hormone (GH)-releasing factor and somatostatin in
generation of the ultradian rhythm of GH secretion. Endocri-
nology, 115, 1952-1957.

Thorner, M.O., Chait, A., Aitken, M., Benker, G., Bloom, S.R.,
Mortimer, C.H., Sanders, P., Mason, A.S. & Besser, G.M.
(1975) Bromocriptine treatment of acromegaly. Br. Med. J., 1,
299-303.

Vallar, L., Spada, A. & Giannattasio, G. (1987) Altered Gs and
adenylate cyclase activity in human GH-secreting pituitary
adenomas. Nature, 330, 566-568.




ORIGINAL |

[
|
SRl

Short-term preoperative octreotide treatment for TSH-
secreting pituitary adenoma -
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Abstract. Preoperative control of hyperthyroidism in patients with TSH-secreting pituitary adenomas (TSHoma) may avoid
perioperative thyroid storm. Perioperative administration of octreotide may control hyperthyroidism. as well as shrink
tumor size. The effects of preoperative octreotide treatment were assessed in a large number of patients with TSHomas. Of
81 patients who underwent surgery for TSHoma at Toranomon Hospital between January 2001 and May 2013, 44 received
preoperative short-term octreotide. After excluding one patient because of side effects, 19 received octreotide as a
subcutaneous injection, and 24 as a long-acting release (LAR) injection. Median duration between initiation of octreotide
treatment and surgery was 33.5 days. Octreotide normalized free T4 in 36 of 43 patients (84%) and shrank tumors in 23 of
38 (61%). Length of octreotide treatment did not differ significantly in patients with and without hormonal normalization (p
= 0.09) and with and without tumor shrinkage (p = 0.84). Serum TSH and free T4 concentrations, duration of treatment,
incidence of growth hormone (GH) co-secretion, results of octreotide loading tests, form of administration (subcutaneous
injection or LAR), tumor volume, and tumor consistency did not differ significantly in patients with and without hormonal
normalization and with and without tumor shrinkage. Short-term preoperative octreotide administration was highly effective

for TSHoma shrinkage and normalization of excess hormone concentrations, with tolerable side effects.

Key words: TSH-secreting pituitary adenoma, Octreotide, Preoperative treatment, Outcome

TSH-SECRETING PITUITARY ADENOMAS (TSHoma)
are rare tumors, accounting for only about 2% of pitu-
itary adenomas [1, 2]. These tumors may cause hyper-
thyroidism through a condition called syndrome of
inappropriate secretion of TSH (SITSH). Patients
with thyrotoxicosis such as uncontrolled Grave’s dis-
ease who experience stress can develop thyroid crisis,
indicating that hyperthyroidism should be adequately
controlled prior to surgery. As with Grave’s disease,
TSHoma can also cause perioperative thyroid storm
[3]. indicating the need to preoperatively control the
thyroid hormone levels in these patients.

Although antithyroid agents such as thiamazole can
control hyperthyroidism in patients with TSHomas,

Submitted Mar. 18, 2014; Accepted Sep. 3, 2014 as EJ14-0118
Released online in J-STAGE as advance publication Oct. 1, 2014
Correspondence to: Noriaki Fukuhara, M.D., Department of
Hypothalamic and Pituitary Surgery, Toranomon Hospital, 2-2-2
Toranomon. Minato-ku, Tokyo 105-8470. Japan.

E-mail: n-fukuhara@hotmail.co.jp

©The Japan Endocrine Society

long-term administration of these agents may induce
TSHoma enlargement by a negative feedback mecha-
nism that follows a decrease in thyroid hormone con-
centrations [1, 2]. In contrast, somatostatin analogues
have been reported to be effective in the hormonal con-
trol of TSHomas as well as GH-secreting adenomas
[2, 4, 5]. Because of the rarity of TSHomas, however,
most previous reports assessing the efficacy of preop-
erative treatment with somatostatin analogues involved
only small numbers of patients with TSHoma. We
have therefore assessed the outcomes of short-term
preoperative octreotide treatment in a larger cohort of
patients with TSHoma who were treated at Toranomon
Hospital, Tokyo.

Materials and Methods

Between January 2001 and May 2013, a total of 81
patients underwent surgery at Toranomon Hospital for
TSHoma. Of these, 50 patients received octreotide
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treatment. Six of these 50 patients had been treated
for a long period, and the other 44 received short-term
preoperative octreotide treatment for preoperative hor-
monal control. The first six patients were excluded
because pre-treatment data were lacking and dura-
tions of octreotide treatment were unknown. In addi-
tion, one of the latter 44 patients was excluded from the
study because of side effects (headache, nausea, brady-
cardia). This study therefore included 43 patients (25
men and 18 women) who received preoperative oct-
reotide for TSHoma.

Serum TSH, free T3, and free T4 concentrations
were measured by chemiluminescent enzyme assays
using commercially available kits (Lumipulse TSH,
Lumipulse FT3, and Lumipulse FT4, Fujirebio Inc.,
Tokyo, Japan). Reference ranges were 0.54-4.30
mlIU/L for TSH, 2.29-4.17 pg/mL for free T3, and
0.72-1.52 ng/dL for free T4. These reference ranges
differed in four patients, however, because their TSH,
free T3 and free T4 before octreotide treatment were
measured at other hospitals, from which these patients
had been referred. Values and reference ranges of
TSH, free T3, and free T4 in those four patients are
listed in Table 1.

Of the 43 patients, eight had microadenomas and
35 had macroadenomas, with Knosp classification of
grades 0, 1, 2, 3, and 4 in 19, 6, 9, 3, and 5 patients,
respectively. All patients presented with SITSH, and
TSH immunoreactivity was confirmed on pathologic
examinations. Eleven of these 43 TSHomas showed
co-secretion of growth hormone (GH), with all 11
patients presenting with clinically overt acromegaly.
Prolactin (PRL) was elevated in three of the 43 patients,
with all adenomas immunopositive for PRL. One
patient showed hypersecretion of GH, PRL, and TSH.

MRIs before and after octreotide treatment to eval-
uate tumor shrinkage were available for 31 patients.
Approximate tumor volume was calculated as 0.5
x width x length x height [6]. Tumor shrinkage
was defined as a >20% reduction in tumor volume.
Additionally, data on tumor shrinkage were obtained in
another seven patients from medical records, although
their exact percentage of volume reduction was not
available. TSHomas have been reported to be hard in
consistency because of fibrosis [7]. In all 43 patients,
tumor consistencies were evaluated from intraopera-
tive findings. Octreotide loading tests were performed
in 37 patients by subcutaneously injecting octreotide
100 mg and sampling blood 0, 2, 4, and 6 hr later.

Table 1 TSH. free T3 and free T4 concentrations before octreotide
treatment in four patients measured at other hospitals

TSH, mIU/L Free T4, ng/dL
1 498(048-0.58) 485(237-391) 2.19(095-1.57)

Patient Free T3, pg/mL

2 131(0.5-5.0) 490 (23-4.0)  2.57(0.9-1.7)
3 126(035494) 538(1.71-3.71) 1.77(0.70-1.48)
4 3.58(027-12) 1330(23-4.0)  4.10 (1.0-1.8)

(): reference range

Octreotide was administered as a daily intermittent
subcutaneous injection (2 or 3 times/day) in 17 patients,
as a continuous subcutaneous injection in two patients,
and as a long-acting release (LAR) in 24 patients.
Subcutaneous injection was continued until the day
before surgery. Octreotide LAR 20 mg was admin-
istered every four weeks, with the last administration
about four weeks before surgery. Clinicopathological
characteristics of the 43 patients evaluated are also
summarized in Table 2.

Primary outcomes included normalization of free T4
levels and tumor shrinkage. The relationships between
outcomes of octreotide treatment and TSH and free
T4 concentrations, GH co-secretion, results of oct-
reotide loading tests, form of octreotide administra-
tion, tumor volumes, and tumor consistency were eval-
uated. Additionally surgical outcomes were compared
between patients who did and did not receive preop-
erative octreotide. Surgical outcome was defined as
total removal of the tumor on MRI, and improvement
of hyperthyroidism without medication.

Continuous variables were expressed as median,
range, and interquartile range (IQR). Categorical
variables were expressed as number and percentages.
Median values were compared using Mann-Whitney
U-test, and categorical variables were compared using
the ¥ test or Fisher’s exact test. A p value < 0.05 was
considered statistically significant. All statistical anal-
yses were performed using IBM SPSS Statistics ver-
sion 21.0.

Octreotide has not been approved for treatment of
TSHoma in Japan. Thus, preoperative octreotide treat-
ment was introduced after obtaining informed consent
from each patient with TSHoma in the present study.
Due to the retrospective nature of the study, approval
for octreotide treatment in TSHomas was not obtained
from the ethical committee of our institute.
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Table 2 Characteristics of the 43 patients with TSHoma preoperatively treated with octreotide

Patient (total) ' 43

Sex
Male 25 (58%)
Female 19 (42%)

Age (median, IQR), year
TSH (median, IQR), mIU/I
Free T3 (median, IQR), pg/ml
Free T4 (median, IQR), ng/dl
Co-secretion of other pituitary hormones
GH-TSH
PRL-TSH
GH-PRL-TSH
Tumor volume (median, IQR), cm®” (n=31)
Tumor consistency
Hard
Soft
Octreotide loading test (n =37) **
Suppressed
Mildly suppressed
Form of octreotide
Intermittent subcutaneous injection
Continuous subcutaneous injection
Octreotide LAR

Duration from initiation of octreotide treatment to surgery

{median, IQR), days (n = 42)

11-73 (44.5, 33-59)
0.80-14.77 (2.28, 1.46-3.60)
3.58-23.28(5.89.4.98-8.17)
1.53-5.85 (2.19, 1.80-2.96)

10 (23%)

2 (5%)

1 (2%)

0.048-14 (1.9, 0.36-4.5)

34 (79%)
9 (21%)

27 (73%)
10 (27%)

17 (40%)
2 (5%)
24 (56%)

5-91(33.5,23-51)

* Calculated as 0.5 height width"depth.

o Suppression on octreotide loading test defined as TSH <1/2 of baseline concentration.

Results

Administration of octreotide resulted in the normal-
ization of free T4 concentrations in 36 of 43 patients
(84%), with normalization of thyroid function detected
after a median 20 days (range, 1-75 days; IQR, 5-30
days). Two patients required thyroid hormone replace-
ment because their free T4 concentrations were below
the reference range. Tumor shrinkage was observed
in 23 of 38 patients (61%) at a median 37 days (range,
7-80 days; IQR, 29-55 days) after initiating octreo-
tide treatment. Median time between the initiation of
octreotide treatment and surgery was 33.5 days (range
5-91 days; IQR 23-51 days). The duration could not
be determined accurately in one patient who received
a single dose of octreotide LAR one month before
operation. Duration of octreotide treatment did not
differ significantly in patients who did (median 31
days; range, 2—89 days; IQR, 18-43 days) and did not
(median 5.5 days; range, 3—45 days; IQR, 3-38 days)
achieve hormonal normalization (p = 0.09). Similarly,
days from initiation of octreotide treatment to MRI
did not differ significantly in patients with (median 37

Table 3 Rates of tumor shrinkage by days from initiation of
octreotide treatment to MRI

Days -30 30-46 46 —
Shrinkage 6 6 6
No shrinkage 5 4 4
Rate 55% 60% 60%

The percentage of tumors showing shrinkage was unrelated to
duration of treatment.

days; range, 7-87 days; IQR, 29-57 days) and without
(median 37 days; range, 22—-67 days; IQR, 3046 days)
tumor shrinkage (p = 0.84). There were no significant
differences in rates of tumor shrinkage (p = 0.42), even
after dividing patients into three groups by days from
initiation of octreotide treatment to MRI (Table 3). In
addition, normalization of thyroid hormone did not
correlate with tumor shrinkage (p = 0.35).

Of the seven patients who did not achieve normal-
ization of free T4 concentration after octreotide treat-
ment, five attained free T4 concentrations just above
the normal range, with four of these five patients
receiving octreotide for a shorter period of time (3-6

Endocrine Journal Advance Publication
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Fig. 1 TSH and free T4 concentrations and tumor volume before and after octreotide treatment
Tumor volume was measured in 31 patients who underwent MRIs before and after octreotide treatment. Dotted lines for TSH
and free T4 indicate the upper and lower limits of their reference ranges.

days) than the other patients. The other two patients
showed no change in thyroid hormone concentrations,
despite octreotide administration for a sufficient period
oftime. These two patients had pituitary adenomas co-
secreting GH and TSH. One of these two patients with
octreotide resistant tumors was treated with thiamazole
before surgery. However, the other patient underwent
surgery without additional treatment for hyperthyroid-
ism. Five patients who showed reductions in T4 near
the normal range also did not receive additional treat-
ment before surgery. The patient who had to discon-
tinue preoperative octreotide treatment due to side
effects was also treated with thiamazole before surgery.
Changes in TSH and free T4 concentrations before and
after octreotide treatment are shown in Fig. 1.

TSH concentrations before octreotide treatment did
not differ significantly in patient groups that did and
did not achieve hormonal normalization (p = 0.86),
and in groups with and without tumor shrinkage (p =
0.22). Similarly free T4 concentrations before octreo-
tide treatment were similar in patients with and without
hormonal normalization (p = 0.25), and in groups with
and without tumor shrinkage (p = 0.10). Thus, TSH
and free T4 levels before octreotide treatment were
predictive of neither thyroid hormone normalization
nor tumor shrinkage.

As mentioned above, hormone levels did not nor-
malize and tumor shrinkage did not occur in two
patients with adenomas co-secreting GH and TSH,
despite octreotide treatment for a sufficient period of
time. A comparison of outcomes in TSHoma patients
with and without GH co-hypersecretion showed thy-
roid hormone normalization in eight of 11 (72.7%) and
26 of 30 (86.7%), respectively (p = 0.29), and tumor
shrinkage in seven of 10 (70.0%) and 15 of 26 (57.7%)
patients, respectively (p = 0.50). After treatment with
octreotide, IGF-1 concentrations were reduced in nine
out of 11 patients with adenomas co-secreting GH, and
IGF-1 was normalized in two patients. In contrast,
octreotide normalized PRL in all patients with adeno-
mas co-secreting PRL.

Octreotide loading tests suppressed TSH to less
than half of baseline in 27 out of 37 patients (73%).
Of the 27 patients, 25 (93%) achieved normalization
of thyroid hormone, with 14 of these 25 (56%) show-
ing tumor shrinkage. Of the 10 patients who showed
mild TSH suppression, which was not less than half
of baseline on octreotide loading tests, seven (70%)
showed normalization of thyroid hormone, and five out
of nine (56%) showed tumor shrinkage. Rates of hor-
monal normalization (p = 0.07) and tumor shrinkage (p
= 0.98) did not differ significantly in these two groups.

Endocrine Journal Advance Publication
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Table 4  Effects of preoperative octreotide on thyroid hormone normalization and tumor shrinkage in patients with TSHoma

wn

Thyroid hormone normalization

Tumor shrinkage

Period of Oct treatment
‘ESH

Free T4

GH co-secretion

Oct loading test result”
Cumulative dose of Oct
Drug form of Oct
Tumor volume

Tumor consistency

Normalized
Non-normalized
Normalized
Non-normalized
Normalized
Non-normalized

With GH secretion
Without GH secretion
Suppressed
Mild-suppressed
Subcutaneous injection
LAR

Normalized
Non-normalized
Normalized
Non-normalized
Hard

Soft

median 31 days
median 5.5 days
median 2.51 mIU/I
median 2.20 mIU/I
median 2.19 ng/dl
median 2.74 ng/dl
Normalized 73%
Non-normalized 87%
Normalized 93%
Non-normalized 70%
Normalized 74%
Non-normalized 92%
median 20 mg
median 20 mg
median 2.1 cm®
median 1.5 cm®
Normalized 82%
Non-normalized 89%

Shrinkage median 37 days
Non-shrinkage median 37 days
Shrinkage median 1.94 mIU/I
Non-shrinkage median 2.97 mlU/I
Shrinkage median 1.98 ng/dl

Non-shrinkage
With GH secretion
Without GH secretion

median 2.70 ng/dl
Shrinkage 70%
Shrinkage 58%

Suppressed Shrinkage 56% -
Mild-suppressed Shrinkage 56%
Subcutaneous injection  Shrinkage 47%

LAR

Shrinkage 70%

Shrinkage median 20 mg
Non-shrinkage median 20 mg
Shrinkage median 2.8 cm®
Non-shrinkage median 1.6 cm®
Hard Shrinkage 57%
Soft Shrinkage 75%

Oct: octreotide.

*Supprcssion on the octreotide loading test was defined as TSH <1/2 of baseline concentration after subcutaneous injection of octreotide

100 pg.

Of the 19 patients treated with intermittent or con-
tinuous subcutaneous octreotide injection (subcutane-
ous group), 14 (74%) showed normalization of thyroid
hormone, and 7 out of 15 (47%) showed tumor shrink-
age. In the 24 patients treated with octreotide LAR
(LAR group), 22 (92%) showed normalization of thy-
roid hormone levels, and 16 out of 23 (70%) showed
tumor shrinkage. The percentages of patients achiev-
ing hormonal normalization (p = 0.11) and tumor
shrinkage (p = 0.16) did not differ in the subcutaneous
and LAR groups. The median times from initiation of
octreotide to nadir of free T4 concentration were 13.5
days (range, 2-48 days; IQR, 5-24 days) in the sub-
cutaneous group and 35 days (range, 8-89 days; IQR,
28.5-44.5 days) in the LAR group, and the median
periods from initiation of octreotide to MRI were 29.5
days (range, 7-46 days; IQR, 24.5-38.5 days) and 42.0
days (range, 20-80 days; IQR, 32—-60 days), respec-
tively. Thus, the time required to attain hormonal nor-
malization (p < 0.001) and tumor shrinkage (p = 0.03)
were significantly shorter in the subcutaneous than in
the LAR group, despite the absence of significant dif-
ferences in the percentages of these groups achieving
hormonal normalization and tumor shrinkage. Median
calculated cumulative doses of octreotide were 7.5 mg
(range, 1.5-24.0 mg; IQR, 2.1-13.5 mg) in the sub-

cutaneous group and 20 mg (range, 20-60 mg; IQR,
20-40 mg) in the LAR group (p < 0.001). However,
calculated cumulative doses did not differ significantly
between patients with and without hormonal normal-
ization (p = 0.91) and with and without tumor shrink-
age (p =0.75).

Median calculated tumor volume before octreotide
treatment in all 31 patients in whom tumor volume
was calculated was 1.9 cm? (range 0.048—14 cm?®; IQR
0.36-4.5 cm?), and was similar in patients with and
without hormonal normalization (p = 0.36) and with
and without tumor shrinkage (p = 0.42). Changes in
tumor volume before and after octreotide treatment are
shown in Fig. 1.

Of the 43 tumors, 34 (79%) were intraoperatively
determined to be hard and nine (21%) were soft.
Hormonal normalization was attained in eight out of
nine patients (89%) with soft tumors and 28 out of 34
(82%) with hard tumors (p = 0.64), with tumor shrink-
age attained in six of eight (75%) soft and 17 out of 30
(57%) hard tumors (p = 0.35). The results of octreotide
treatment are summarized in Table 4.

Three patients required thyroid hormone replacement
before surgery because octreotide treatment resulted in
thyroid hormone concentrations below normal range.
Two patients had painless thyroiditis after initial admin-
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istration of octreotide. In these patients, serum TSH
levels were low but serum free T3 and free T4 levels
remained high after initiation of octreotide LAR. As
octreotide treatment continued, painless thyroiditis
improved, enabling these patients to undergo surgery.
Side effects of octreotide treatment included transient
mild diarrhea in five patients, constipation in one, tran-
sient nausea in one, and mild elevation of total bilirubin
in one. Of the 31 patients who did not receive preoper-
ative octreotide treatment, only one received iodine the
day before surgery for control of hyperthyroidism. One
of these 31 patients experienced painless thyroiditis
soon after surgery, which caused no symptoms and was
spontaneously resolved. None of the 81 patients expe-
rienced a thyroid crisis irrespective of use of preopera-
tive octreotide. In addition, surgical cure rate did not
differ significantly between the 43 patients with (36/43,
83.7%) and the 31 patients without (28/31, 90.3%) pre-
operative octreotide treatment (p = 0.41).

Discussion

Normalizing thyroid function before pituitary sur-
gery in patients with TSHomas associated with hyper-
thyroidism is important to avoid the risk of periop-
erative thyroid crisis [3]. Similar to GH-producing
adenomas, treatment with somatostatin analogues is
effective for hormonal control and tumor shrinkage in
TSHomas, since these tumors also express somatosta-
tin receptors [8-11]. Short- and long-term octreotide
treatment of patients with TSHoma had been reported
to result in normalization of thyroid hormone levels
in 72% and 95% of patients, respectively, with tumor
shrinkage in 45-52% [2, 4]. In the present series, we
confirmed that short-term octreotide treatment normal-
ized thyroid hormone levels in 84% and shrank tumors
in 61% of patients with TSHomas. Even if thyroid hor-
mone levels were not normalized, they were reduced
close to the normal range after octreotide administra-
tion for several days, suggesting that longer use may
have resulted in thyroid hormone normalization in these
patients. The results presented here suggest that octreo-
tide treatment requires a relatively short time to normal-
ize thyroid hormone concentrations.

Indications of octreotide treatment for acromeg-
aly are generally determined by the results of octreo-
tide loading tests. Octreotide is usually more effective
for the control of GH levels and tumor shrinkage in
patients who achieved GH reduction on octreotide load-

ing tests [12]. We found that thyroid hormone normal-
ization was more frequently achieved in patients with
TSH suppression to less than half of baseline than mild
TSH suppression on octreotide loading tests. However,
70% of the latter showed hormonal normalization after
preoperative octreotide administration and 56% showed
tumor shrinkage. These findings indicate that preoper-
ative octreotide treatments are effective, regardless of
the results of octreotide loading tests, in most patients
with TSHoma.

We found that subcutaneously infused and LAR
octreotide were equally effective in achieving hor-
monal normalization and tumor shrinkage. Hormonal
control was attained in a shorter period of time in the
subcutaneous group than in the LAR group, presumably
because thyroid hormone concentrations were assessed
one month after octreotide administration in most of the
latter group. Thyroid hormone concentrations may nor-
malize within one to two weeks, even in the LAR group.
Thus when selecting the form of octreotide administra-
tion the choice may depend on the time between initia-
tion of octreotide to surgery, although octreotide LAR
may be suitable for long-term treatment. Moreover,
hormone levels cannot be evaluated immediately after
surgery in the LAR group because several months are
required for washout of the effects of octreotide LAR.

TSH and free T4 concentrations, GH co-secretion,
and tumor volume were not predictive factors for hor-
monal normalization and tumor shrinkage. These find-
ings, however, suggest that octreotide treatment should
be considered for all patients with TSHoma present-
ing with hyperthyroidism. In addition, the rates of hor-
monal normalization and tumor shrinkage were similar
in patients with hard and soft tumors, indicating that
tumor consistency cannot be predicted by the results of
octreotide treatment.

In the present study, only one patient (2%) expe-
rienced adverse events severe enough to interrupt
octreotide treatment. Octreotide has been reported to
be safe in most patients with TSHoma, with side effect
rates nearly 7% [2]. However, three patients required
thyroid hormonal replacement before surgery because
octreotide reduced their free T4 concentrations below
the normal range. However, it is easier to control hypo-
thyroidism than hyperthyroidism, and none of these
three patients had any symptoms of hypothyroidism.

Because surgical outcomes were not associated with
preoperative octreotide administration, the significance
of preoperative short-term octreotide treatment would
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only be to achieve thyroid hormone control. Moreover,
in our series, patients who did not receive preoperative
octreotide had fewer perioperative problems related
to hyperthyroidism. Thyroid crisis in patients with
TSHoma is especially rare, and to date has only been
reported in two studies [3, 13]. Our results, however,
confirm that short-term administration of octreotide
resulted in thyroid hormone control in most patients
and tumor shrinkage in more than half. Preoperative
octreotide treatment should be recommended for
patients with TSHoma due to its tolerability and effec-
tiveness, as well as its low risk.

Conclusion

Preoperative short-term octreotide treatment of

patients with TSHoma was highly tolerable and effec-
tive, resulting in tumor shrinkage and normalization of
hormone excess in most patients. Preoperative octreo-
tide treatment should be recommended to patients with
TSHoma to prevent problems associated with hyper-
thyroidism, especially thyroid crisis.
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Abstract

We present the first recorded case of a remote extradural
haematoma following extended transsphenoidal surgery
(eTSS) for craniopharyngioma. We believe that this is a unique
complication related to rapid and excessive intracranial
hypotension caused by acute overdrainage of cerebrospinal
fluid (CSF) during the €TSS procedure.

Keywords: complication; craniopharyngioma; extended
transsphenoidal surgery; extradural hematoma

Introduction

Although haemorrhagic complications remote from the
operated site rarely occur following craniotomy, they may
result in serious outcomes. Among such complications,
extradural haematomas after extended transsphenoidal
surgery (eTSS) have not been addressed in the literature.
The pathology of remote extradural haematoma after TSS is
unknown, but seems to involve rapid and excessive intrac-
ranial hypotension due to loss of cerebrospinal fluid (CSF)
during or after surgery. To our knowledge, this is the first
report of remote extradural haematoma following eTSS for a
craniopharyngioma.

Case report

A 28-year-old male presented with a headache that had
persisted for 3 months. He had worsening headache, asthe-
nia, and progressive loss of visual acuity and fields in both
eyes. Ophthalmologic examination revealed visual distur-
bance with bilateral hemianopia, and endocrine examina-
tion revealed panhypopituitarysm and diabetes insipidus.
Laboratory studies including platelet count, prothrom-
bin time, partial thromboplastin time, and liver function
showed no abnormalities. Coronal and sagittal contrast
enhanced T1l-weighted magnetic resonance imaging (MRI)
showed a large cystic lesion with parasellar extension

including the posterior fossa (Fig. 1A and B). Endonasal
€TSS with three-pin fixation was conducted to remove the
tumour. After sphenoid and posterior ethmoid sinuses were
opened widely, the bony structure from planum sphenoi-
dale to clivus was removed as widely as possible. An initial
dural opening was made in the sella floor as an inverted
T-shaped incision followed by the 15-mm straight incision
extending to the anterior planum sphenoidale to expose the
suprasellar cistern. After tumour removal, the dural defect
was patched with the fascia from right quadriceps and
sutured with 6-0 nylon, followed by packing of fat tissues.
Post-operatively, the patient did not wake from anaesthesia
and had a decerebrate rigid posture. The post-operative CT
scan showed an acute extradural hematoma spreading from
the right temporal (Fig. 2A) to posterior fossa (Fig. 2B), and
the midline of the brain was shifted to the left side. He was
transferred to the operation room immediately, and right
temporal and posterior fossa craniotomy and evacuation
of the acute extradural haematoma were performed. Dur-
ing the surgery, active bleeding was seen only at the trans-
verse-sigmoid sinus junction. Swelling of the brain was not
observed during the surgery. He did not recover well after
haematoma evacuation, and CT examination 3 days after
the first evacuation showed a new extradural haematoma in
the left occipital region (Fig. 2C) and the third ventricle, and
tonsillar downward displacement (Fig. 2D). As the bilateral
pupil showed mydriasis, he underwent another haematoma
evacuation, decompressive posterior craniectomy and C1
laminectomy. After the second haematoma evacuation, his
bilateral pupils returned to a normal size but he was in a
comatose state for 3 weeks. He was finally discharged with
moderate disability 6 months after the last surgery.

Discussion

Although several efforts have been made to prevent post-
surgical hemorrhagic complications, such episodes
have been reported in approximately 1% of intracranial
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