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ABSTRACT

This case report describes a case of a 23 years old femate who presented with clinical
features of postpartum psychosis (Psychotic disorder not otherwise specified, DSM-1V). On
investigation she was found to be suffering from Sheehan’s syndrome (postpartum pituitary
infarction}. it was interesting to note that ail the clinical features of Sheehan's syndrome and
psychosis improved with hormone replacement therapy and she gid not require treatment with

antipsychotic medications.
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Postparium psychosis is a syndrome
characterised by development of a group of
symptoms like fatigtie, insomnia, restiessness,
suspiciousness, defusions, hallucinations and
not wanting to care for the baby, which occurs
in close temporal association with childbirth,
The symptoms of postparlum psychosis can
often begin within days of the delivery, although
the mean time of onset is two to three weeks
and almost within eight weeks of delivery. The
incidence of this disorder seems to be around
1-2 per 1000 childbirths and 50-80 percent of
the times it occurs during the first delivery
(Kapian et al., 1994). A few instances of post-
partum psychosis result from a general medi-
cal condition associated with perinatal events
like infection, drug intoxication, toxaemia and
blood loss. Although postpartum psychosis is
fundamentatty a disorder of wormnen, some rare
cases affect fathers (Kaplan et al., 1984). Al-
though. specific diagnostic criteria are not in-
cluded in DSM-1V (APA, 1994), it is classified
under the category of psychotic disorder not
otherwise specified,

Post partum pituitary infarction occurs in

a setling of haesmorrhage with systemic hypo-
tension; vasospasm is thought to mediate the
pituitary destruction that ensues (Daniels et al.,
1994). This leads to chronic hypopituitarism
which rmay remain undetected for severat years.
Depression is marked and virtually all patients
show apathy, inertia and somnoience to some
degree (Lishman, 1987). They are usually in-
different to their iliness and due to vague symp-
tomatology often go from one clinic to another.
They are sensitive to coid, iack energy and do
not perspire. The skin is dry and atrophic, often
puffiness is seen. The hair is dry and sparse
and loss of axillary and pubic hair is common.
Failure of lactation after childbirth, ammenor-
rhea and lack of libido can often lead to correct
diagnosis (Rastogi, 1979).

A wide variety of psychiatric sequeiae
including agitation, depression, delirium, hatiu-
cinations, have been described in cases of
Sheehan's syndrome {Parry, 1895).

CASE REPORT
A 23 years old married woman was
brought t¢ our hospital in emergency with
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history of sudden onset of inability to speak an
" unresponsiveness following a quarrel with her
neighbours in which she was allegedly
assaulted. As, on examination, the doctor on
emergency duty did not find any evidence of
injury or neurological deficit, she was referred
for psychiatric evaluation and was admitted in
the psychiatric ward for observation.

On detail enquiry, her husband informed
that he had noticed change in her behaviour for
last five months which apparently started about
15-20 days after her first delivery five and a half
meonths back. Patient had a full term hospital
delivery with some complications during the
delivery about which details were not available.,
About 15-20 days later it was observed that she
was taking a long time for her daily activities
and she had become apathetic. After some days
she complained of fearfulness and started feel-
ing that some people in the neighbourhood are
against her and are out to harm her. She aiso
complained of hearing voices
conspiring against her. She neglected her
personal hygiene as well as her child's care,
Along with this history which was suggestive of
psychosis, it was brought out that there was fail-
ure of lactation after her delivery and since then
she had ammenorrhea. There was no history of
any psychiatric illness in the past or in her fam-
ily. Surprisingly, no psychiatric opinion was
sought for inspite of her altered behaviour for
last § months.

On examination, she looked pale and
anaemic with puffiness of face. She was a fe-
brile with a pulse rate of 60 per minute and blood
pressure of 90/60 mm of Hg in supine position.
On mental status examination, her appearance
was untidy and dishevelled. She was apathetic
and uncooperative. She was muttering to her-
self and showed hallucinatory behaviour. She
had persecutory delusions and delusions of in-
fidelity. Though formal testing was not possi-
ble, she had appeared to be well oriented. She
had no insight into her illness and her social
judgement was poor.

She was provisionally diagnosed as a
case of postpartum psychosis and was started

M

on tablet haloperidot 3 mg/day divided in two
doses.

In view of the history of some complica-
tions during labour, failure of lactation, persist-
ent ammenorrhea and low pulse rate her hor-
monal profile was studied and a CT scan with
sections through the pituitary fossa was per-
formed.

Hormonal profile revealed low levels of
serum T3, T4, cortisol, FSH & LH.

8. T3=51.3 ng/M100 ml {normal range = 70-200
ng/100 ml)

$. T4=1.0 pg/100 mt (normal range = §.5-13.5
49/100 ml)

S. TSH=2.37 pU/mi (normal range = 0.25-4.5
Iml)

S.Cortisol=0.6 pg/ml {(normal range = 5-23 pg/
ml)

8. FSH=2.4 plu/mi (normal range = 3-10 plU/
mi)

8S.LH=0.72 plU/mi (normal range = 518 pl/
mi}

(hg=nanogram, pyg=microgram, plU=micro in-
ternational units) CT scan revealed an empty
pituitary fossa suggestive of empty sella syn-
drome (Sheehan's syndrome).

Once the diagnosis of Sheehan's syn-
drome was confirmed tablet haloperidol was
discontinued and patient was started on tablet
prednisolone 5 mg/day and tabiet thyroxine so-
dium 100 mcg/day. Over a period of 15 days a
complete remission of all her physical and psy-
chiatric symptoms was noticed. Patient was dis-
charged after counselling about continuation of
treatment for her life time and importance of
maintaining a regular follow-up.

DISCUSSION

In the above mentioned case, it seems
that the development of psychotic symptoms
was a blessing in disguise. Otherwise, itis likely
that like many other cases of Sheehan's syn-
drome she would have remained undetected for
many years.

It has been postulated that the psychiat-
ric disorders during postpartum period may be
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due 1o a retative deficit in pitudlary hormones.
Hormones in pregrancy are maintained at a
higher level. After delivery there is a sudden
drop in the levels of these harmones leading to
a relative deficiency of these hormones which
may be responsible for some of the psychiatric
symptoms (Parry, 1995).

Like many oilher cases of psychiatric dis-
orders associated with endocrine disorders, in
cases of Sheehan's syndrome 100, complete re-
mission of psychiatric symptomatology may be
achieved with hormone replacement therapy
alone though, in one case report the therapy
with prednisolone has been reported to provoke
psychosis (Sabharwal, 1987). The use of antip-
sychotics in Sheehan's syndrome is controver-
sial and may be necessary as an adjunct in the
initial stages if the patient shows psychotic
symptoms (Thomas, 1985). Only in a very few
cases when the psychiatric symptomatoiogy
persisis after an adequate trial with hormones,
the use of psychotropic medication is warranted.

REFERENCES

American Psychiatric Association
{1894) Diagnosis and statistical manual of men-
tal disorders, Edn. 4, Washington D.C. : APA.

Daniels, G.K. & Martin, J.B, {1994) Neu-
roendocrine regulation and diseases of anterior
pituitary and hypothalamus. in : Harrison's

Principles of Internal Medicine, Vol. 2, Edn. 13
(Eds.) isselbacher, L.J., Braunwald, E., Wilson,
J.D., Martin, J.B., Fauci, A.S, & Kasper, D.L., pp
1891-1918, New York : McGraw-Hill, Inc.

Kaplan, H.l., Sadack, B.J. & Grebb, J.A.
{1994) Synopsis of Psychiatry, Edn. 7, pp 682,
New Delhi : B.l. Waverly Pvt Lid.

Lishman, W.A. {1987) Endocrine dis-
eases and metabolic disorders. In : Qrganic
Psychiatry - The Psychological Consequences
of Cerebral Disorder, Edn. 2, pp 442-444, Delhi
. Oxford University Press.

Parry, B.L. {1995) Postpartum syn-
dromes. In : Comprehensive Textbook of Psy-
chiatry, Voi.1, Edn. 6, (Eds.) Kaplan, H.l. &
Sadock, B.J., pp 1059-1066, Baltimore :
Williams and Wilkins.

Rastogi, G.K. {(1973) Anterior pituitary.
in : API Textbook of Medicine, Vol. 1, Edn. 3,
(Eds.} Datey, K.K. & Shah, S.J., pp 320-321,
Bombay : Association of Physicians of India.

Sabharwal, R.K. (1987) Acute psycho-
ses following single dose of prednisolone in
Sheehan's syndrome. Journal of Association of
Physicians of India, 35,11, 806.

Thomas, M.J. & lgbail, A.S.M. {1985)
Sheehan's syndrome with psychosis. Journal of
Association of Physicians of India, 33, 2, 175.

KEDAR KALE, M.B.8.5., Resident Medical Officer, NIKHIL NIHALANI, M B.8.S.. Resident Medical Officer, Department of
Psychiatry, NITIN KARNIK, M D Associate Professor, Department of Madicine, NILESH SHAH,* DPM, M.D., DN.B. .
Associate Professor, Department of Psychatry, L. T.M Medical College & . T M. General Hospital, Mumbai 400 022. (* 171,

Shakar Nivas, 20, Tardeo Road, Mumbai 400 (34)

*Comespondence





