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Laparoscopic Cholecystectomy in a Patient with Empty Sella Turcica
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Empty sella turcica is a condition in which the pituitary gland is absent completely or
partially from the sella turcica or pituitary fossa. The patient may be asymptomatic
with empty sella turcica as an incidental finding, or may have symptoms of pituitary
hormones deficiency. Perioperative management of these patients depends on the
symptoms and signs of hormonal deficiencies and the hormonal replacement
treatment.
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Introduction
The Sella turcica is a depression in the sphenoid
bone where the pituitary gland is situated. Empty
Sella Syndrome (ESS) is a condition where the
pituitary gland is partially or totally absent from
the pituitary fossa. Symptomatic ESS is a rare
entity, and it is commonly found as an incidental
finding during brain studies. ESS can be primary
or secondary. In Primary ESS there is defective
development of the diaphragma sellae, which
results in arachnoid herniation to the pituitary
fossa due to increased intra cranial pressure.1,2
Secondary ESS is due to infarction or atrophy of
pituitary gland, due to tumor surgery, trauma or
radiation and is usually found in obese and
middle-aged women.3 In our case, the patient
was posted for laparoscopic cholecystectomy
and was evaluated due to unusual findings
during preoperative assessment.
Case History
A 53-year-old female attended the
Anaesthetic Clinic (PAC) for an elective
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laparoscopic cholecystectomy. The patient was a
known case of hypothyroidism for the last 10
years and was taking thyroxine 50mcg once
daily. She had no other medical problems. On
inquiring about her menstrual history, she was
found to be menopausal since her last child birth,
i.e., since the age of 30 years. She had an
unassisted home deliveries and lactation failure
and amenorrhea followed both. According to the
patient, she started losing her axillary and pubic
hair and had weight loss after that, for which she
visited many clinicians and was diagnosed as
hypothyroid.
On examination, the patient was lean (weight 60
kg), well oriented, with no abnormal clinical
signs. Cardiovascular and respiratory parameters
were within normal limits. The hematological
investigations showed no abnormality. (Table1)
The patient was then referred to an
endocrinologist.

PreThe patient was again reviewed in PAC after the
endocrine workup in which MRI impression
showed marked atrophy of anterior pituitary with
completely empty sella. (Image1, 2) Thyroid
function tests were within the normal limits. The
serum prolactin and 8 am cortisol levels were
reduced (Table 2). The patient was diagnosed as
Sheehan’s syndrome (SS) due to her obstetric
history.
She was started on tablets
hydrocortisone 5 mg morning, 2.5 mg 2 pm and
6 pm along with tab calcium 500 mg 6 hourly
and thyroxine continued.
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Table 1
Routine Investigations during PAC
Fating blood sugar

95 mg/dL

Blood Urea Nitrogen

9 mg/dL

Creatinine

0.9 mg/dL

S.

Na+

142 mmol/L

S. K+

3.80 mmol/L

S. Cl-

105 mmol/L

S. Bilirubin (total)

0.44 mg/dL

SGPT/SGOT

25/38 U/L

ALP

195 U/L

Serum total protein

6.9 g/dL

Table 2
Investigations after endocrinology workup
Investigations
T3
T4
TSH
3rd generation
S. Cortisol
8:00 am
FSH
(follicular
stimulating
hormone)

Patient
Value
126.26
6.74
0.846

Normal Range

3.83

5-23µg/dl

3.85

Follicular phase:
3.03-8.08 mIU/ml
Mid Cycle: 2.55-16.69
Luteal: 1.38-5.47
Post -menopausal:
26.73- 133.41
Follicular phase:
1.80-11.7 mIU/ml
Mid cycle: 7.59-89.08
Luteal: 0.5-14.00
Post -menopausal:
5.16-61.99
5.18-26.53 ng/ml
Follicular:
12.4-233 pg/ml
Ovulation: 41.0-398
Luteal: 22.3-341
Post menopausal <5
8.6-10.3 mg/dl
2.5-4.9 mg/dl

LH
(luteinizing
hormone)

0.94

Prolactin
Estradiol

4.36
16.23

Serum calcium
Serum
phosphorus

10.8
4.6

58-159 ng/dl
4.87-11.71 µg/dl
0.35-4.94 µIU/ml

18 G cannula was secured in the ward and iv
fluid started at 6:00 am at 100 ml/hour with
Ringer Lactate. The patient was taken to OT at
10:00 am. ASA standard monitoring applied
with NIBP = 116/12mmHg, 5 lead ECG with HR
= 70/min and pulse oximetry with SPO2 = 96 %
on room air.
General anaesthesia (GA) with cuffed
endotracheal
intubation
was
planned.
Hydrocortisone 100 mg iv was given before the
induction of anaesthesia. GA was induced with
Fentanyl 100 mcg and Propofol was given in
incremental doses muscle relaxation achieved
with atracurium 30 mg. Anaesthesia was
maintained with 02 33% + N2O 66% + Isoflurane
0.8- 1%.
Hydrocortisone infusion was started at 6mg/hour
after induction and maintained. Intraoperative
hemodynamics were well maintained and no
active intervention was required. Reversal of
Image 1
Coronal T2 image of sella shows empty sella
turcica.

Image 2
T1 non-fat saturated sagittal image of sella
shows empty sella with very small T1 posterior
pituitary bright spot labeled in image: 1) optic
chiasma 2) pituitary stalk 3) T1 bright spot of
pituitary

Elective laparoscopic cholecystectomy was
planned for this patient with SS who was
diagnosed after more than 20 years of disease
onset. The case was discussed with the
consulting endocrinologist for perioperative
management.
On the day of surgery, intravenous access with

49

Pathania et al. Sri Lankan Journal of Anaesthesiology: 29(1): 48-51 (2021)

anaesthesia and recovery was uneventful. The
hydrocortisone infusion was continued at 6
mg/hour for first 24 hours postoperatively
(postoperative day 0 POD0); on POD1
hydrocortisone 50 mg iv 8 hourly and then 25mg
8 hourly. The patient was then shifted to oral
hydrocortisone as per the preoperative dose. The
hemodynamics were stable and patient remained
comfortable during the postoperative period.
Discussion
Sheehan's Syndrome (SS) occurs as a result of
ischemic pituitary necrosis due to severe
postpartum hemorrhage. It is one of the most
common causes of hypopituitarism and
secondary ESS in females of underdeveloped or
developing
countries.4
Characteristic
manifestations include failure to lactate or to
resume menses, genital and axillary hair loss,
asthenia and weakness, fine wrinkles around the
eyes and lips, signs of premature aging, dry skin,
hypopigmentation and other evidence of
hypopituitarism.4 It may sometimes present with
acute circulatory collapse, severe hyponatremia,
diabetes insipidus, hypoglycemia, congestive
cardiac failure or psychosis.5,6 70% of the
patients with SS has empty sella image on MRI
and 30% has partial empty sella.7
A patient with SS diagnosed after more than 20
years of disease onset poses a great challenge for
the anaesthesia team. Our patient had deficiency
of anterior pituitary hormones, but there were no
signs of SIADH or posterior pituitary hormone
deficiency. The anesthetic complications in a
patient with SS include hypotension not
responding to the standard treatment, decrease in
core body temperature, decreased anesthetic
drug requirement due to reduced metabolism,
higher incidence of postoperative gastrointestinal
and neuropsychiatric complications, electrolyte
and
coagulation
disturbances,
delayed
emergence from anesthesia, perioperative stress
management, and steroid management. Also, the
main concern was intraoperative
and
postoperative Addisonian crisis which may get
precipitated by surgical stress and related
complications.8 Therefore, a bolus dose of
hydrocortisone was given before induction
followed by an infusion which was continued for
24 hours post operatively followed by the
maintenance doses.
In a case report of anaesthetic management of a

parturient with SS undergoing caesarean section,
who underwent a subarachnoid block,
hydrocortisone was given as an iv infusion until
the patient was able to take oral steroids. In
another case reported, a patient with
hypopituitarism
undergoing
epigastric
hernioplasty,
the
patient
experienced
hypotension requiring inotropes, had delayed
awakening from general anesthesia and required
postoperative mechanical ventilation.10
We kept inotropes ready for use in the OT, and
also ICU bed with ventilator support was
booked. Fortunately, our patient did not require
inotropic support and the recovery was
uneventful.
After a substantial literature review, we could
not find any consensus or guidelines for the
perioperative management of patients with SS or
ESS. Even the anaesthestic management of such
cases is sparse. The successful management is a
team effort between endocrinologist, surgeon
and anaesthetist, concentrating on the hormonal
profile of the patient, management of steroid
doses and anticipation of critical events.
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