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Abstract
Hormonal derangements should be suspected whenever a patient experiences amenorrhea with no abnormal
physical exam findings. Clinical suspicion is increased if she also reports psychological trauma that could
affect her nervous system and, by association, her hormones since the pituitary gland is present in the brain.
Additional exams that aid in the diagnosis of amenorrhea include a variety of blood panels and imaging
scans. Panhypopituitarism is a disorder in which there is a deficiency of all pituitary hormones that include
but are not limited to the thyroid-stimulating hormone (FSH), luteinizing hormone (LH), and follicle-
stimulating hormone (FSH). Diagnosis is usually made by baseline blood sampling of these hormones.
Secondary to panhypopituitarism, amenorrhea can be disguised as other neurogenic problems. In this case
study, we present a 33-year-old female patient who presented to the clinic with amenorrhea and a traumatic
past social history. Upon further workup of the patient, it was determined that the patient had
panhypopituitarism that had to be managed with medications indefinitely. This case study is of the utmost
interest because it highlights how panhypopituitarism, being such a rare condition, can easily be mistaken as
amenorrhea secondary to psychological issues and how integral it is for a physician to keep an open mind
when evaluating such patients. 
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Introduction
The menstrual cycle has been implicated as a sex-specific biological process influencing psychological
symptoms across a variety of disorders [1]. One such disorder is posttraumatic stress disorder (PTSD), which
is a disabling psychiatric disorder that results from being exposed to real or threatened injury, death, and
sexual assault [2]. According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), the
diagnostic criteria for PTSD include but are not limited to stressors, intrusion symptoms, avoidance, and
negative alterations in the mood [2]. PTSD is often associated with alterations in the hypothalamic-
pituitary-adrenal (HPA) axis [3]. And it has been established that psychological stress also induces
hypothalamic anovulation (amenorrhea). However, this type of anovulation is limited to the gonadotropin
axis, and is commonly reversible after the source of stress is removed [4]. It should therefore come as no
surprise that PTSD may have implications for causing hormonal imbalances among women, leading to all
kinds of issues such as amenorrhea, weight loss, fatigue, vaginal discharge, and more stress. 

It is interesting to note that changes in the menstrual cycle are also implicated in another disorder,
hypopituitarism. As opposed to panhypopituitarism, in which all pituitary hormones are deficient,
hypopituitarism can present as a deficiency of individual anterior pituitary hormones (e.g.,
adrenocorticotropic hormone, thyroid-stimulating hormone (TSH), luteinizing hormone (LH), follicle-
stimulating hormone (FSH), prolactin, growth hormone) or posterior pituitary hormones (e.g., oxytocin,
vasopressin) [5]. Hypopituitarism is diagnosed based on baseline blood sampling for thyroid-stimulating
hormone, gonadotropin, and prolactin deficiencies, whereas for adrenocorticotropic hormone (ACTH),
growth hormone, and antidiuretic hormone deficiency, dynamic stimulation tests are usually needed;
repeated pituitary function assessment at regular intervals is needed for diagnosis of the predictable but
slowly evolving forms of hypopituitarism [6].

Case Presentation
A 33-year-old female Gravida 0 Para 0 presents to her OBGYN with complaints of irregular menses. During
the last year, she has not had normal menses: her last menstrual period was 14 months prior to this visit.
Prior to the visit, the patient had used a pregnancy test and it was negative. Her past medical history was
significant for herpes simplex virus, leukopenia, and deep pain during intercourse. Her social history was
significant for previous tobacco use and being deployed in Afghanistan for the past year; the patient is now a
police officer. Because of her past military history, she suffers from PTSD. A physical exam of the abdomen,
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female genitalia, skin, neck, lungs, cardiovascular system, breast, and lymph nodes did not reveal any
abnormalities; the patient had a BMI of 21.8 at the time of the visit. The patient was deemed stable. The
differential diagnosis for a patient presenting with irregular menses with a history of PTSD is amenorrhea
secondary to PTSD, idiopathic amenorrhea, and hypopituitarism.

On the first visit, the OBGYN ordered a thyroid panel, female hormone evaluation, lipid panel, and a CBC.
The results revealed high serum cortisol levels as well as low serum levels for estradiol, FSH, LH, TSH, and
T3. A pap smear was also done, and it came back negative for an intraepithelial lesion or malignancy. The
CBC results were normal.

It is interesting to note that the HDL level in our patient was significantly lower. This is best explained by
the fact that estradiol stimulates HDL production [7] and our patient had low estradiol levels due to the
presumed diagnosis of hypopituitarism/panhypopituitarism. Furthermore, homocysteine levels were
abnormally high. Previous literature [8] has established that homocysteine levels are elevated in
hypothyroidism, which is seen in this patient who has low T3 and TSH levels.

In follow-up visits, these abnormalities stayed consistently out of range (Table 1). In short, the majority of
the pituitary hormones were abnormally low, except for cortisol, which is produced by the adrenal glands.
For a patient presenting with a deficiency of a collection of anterior pituitary hormones, the diagnosis is
hypopituitarism and possibly panhypopituitarism.

Hormone/enzyme/test Patient’s value Normal range

Follicular-stimulating hormone <0.7 mIU/ml 2.5–9.1 mI/ml

Luteinizing hormone <0.2 mIU/ml 0.5–76.3 mIU/ml

Thyroid-stimulating hormone 0.3 mIU/L 0.4–4.5 mIU/L

T3, total 49 ng/dL 76–101 ng/dL

Estradiol <15 pg/ml 19–214 pg/ml

Cortisol 26.7 mcg/dL 3–17 mcg/dL

Homocysteine 136 µmol/L <10.4 µmol/L

HDL 12 mg/dl >50 mg/dl

TABLE 1: Comparing initial blood levels of hormones, enzymes, and lab values to normal ranges
in a patient with panhypopituitarism
Normal ranges based on Quest Diagnostic Incorporated Laboratories.

The patient was further referred to an endocrinologist and the diagnosis of panhypopituitarism was
confirmed. The patient was further educated about their condition. Eventually, prescriptions were given for
estradiol, progesterone, and thyroid hormones to maintain optimal health. The patient was advised to get
blood work routinely done (every three months) in order for pituitary hormone levels to be evaluated.

Discussion
In this case report, we present a 33-year-old female who served in the United States military. Our patient
had been deployed to Afghanistan for one year and now works as a police officer. The patient had a past
medical history of irregular periods, painful intercourse, herpes simplex, and leukopenia. She also has PTSD
because of her combat history, as previously mentioned. PTSD is often associated with alterations in the
HPA axis [3]. And it has been established that psychological stress also induces hypothalamic anovulation
(amenorrhea). However, this type of anovulation is limited to the gonadotropin axis and is commonly
reversible after the source of stress is removed [4]. It is interesting to note that changes in the menstrual
cycle are also implicated in other disorders such as hypopituitarism, which is a rare disorder in which the
pituitary gland fails to produce one or more of its hormones. However, in a case where the pituitary gland
does not produce any of its hormones, this would be diagnosed as panhypopituitarism and is extremely rare,
occurring in 4.2 cases per 100,000 people per year [5].

It is worthwhile to mention that the physical examination of a patient with panhypopituitarism is often
normal, and often there are minimal irregular findings. In this case, the physical exam of the patient was
unremarkable and did not explain the patient’s chief complaint. The abnormalities were found when blood

2022 Musheyev et al. Cureus 14(3): e22812. DOI 10.7759/cureus.22812 2 of 3



work was ordered. The blood work of the patient revealed that the patient had low levels of pituitary
hormones except for cortisol, which is produced by the adrenal glands when under chronic stress. FSH,
estradiol, LH, T3, TSH, and LDL levels were all below the normal physiologic range. Usually, bloodwork is the
only way in which panhypopituitarism can be effectively diagnosed because bloodwork is the only way to
evaluate the pituitary hormones.

The general treatment for panhypopituitarism is hormone replacement. Usually, patients diagnosed with
this disease must take hormone supplements for the rest of their lives; they must also have regular blood
tests in order to check the levels of said hormones. In this case, as previously mentioned, the patient was
prescribed hormone supplements (such as estradiol, progesterone, and thyroid hormones) that required
blood work to be routinely taken in order to confirm that the supplements were effective.

Conclusions
It is not uncommon for patients with PTSD to present with amenorrhea. However, other disease processes
could be present, as in the case of this patient, who was ultimately diagnosed with panhypopituitarism. This
is why it is important for all clinicians to keep an open mind when seeing female patients who present with
irregular menses.

To reiterate, the main takeaway of this study is that it is imperative for physicians to have a broad
differential when seeing a patient coming in with complaints of irregular menses. For example, in this case,
we have a female patient coming in with complaints of irregular menses for the past 14 months; this
information, coupled with the fact that she has PTSD from being in the military during this time, could lead
her physician to erroneously think her condition has to do something with her stress in the military.
However, we see here that this is not the case, and this is why this study is of the utmost interest, for it
shows that physicians have to look beyond the obvious. Ultimately, in this case study, we present a 33-year-
old female patient who presented to the clinic with signs and symptoms of amenorrhea secondary to PTSD.
Upon further workup of the patient, it was determined that the patient had panhypopituitarism.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Nillni YI, Pineles SL, Patton SC, Rouse MH, Sawyer AT, Rasmusson AM: Menstrual cycle effects on

psychological symptoms in women with PTSD. J Trauma Stress. 2015, 28:1-7. 10.1002/jts.21984
2. Mann SK, Marwaha R: Posttraumatic Stress Disorder. StatPearls Publishing, Treasure Island; 2021.
3. Schumacher S, Niemeyer H, Engel S, Cwik JC, Laufer S, Klusmann H, Knaevelsrud C: HPA axis regulation in

posttraumatic stress disorder: a meta-analysis focusing on potential moderators. Neurosci Biobehav Rev.
2019, 100:35-57. 10.1016/j.neubiorev.2019.02.005

4. Ito M, Iwamoto I, Hirano H, Douchi T: Menstrual restoration in severe panhypopituitarism many years after
cranial irradiation for suprasellar germinoma. Reprod Med Biol. 2015, 14:131-4. 10.1007/s12522-014-0200-6

5. Rai HK, John G, Anton M: Atypical presentation of panhypopituitarism. Cureus. 2020, 12:e9102.
10.7759/cureus.9102

6. Higham CE, Johannsson G, Shalet SM: Hypopituitarism. Lancet (London). 2016, 388:2403-2415.
10.1016/S0140-6736(16)30053-8

7. Bagatell CJ, Knopp RH, Rivier JE, Bremner WJ: Physiological levels of estradiol stimulate plasma high
density lipoprotein2 cholesterol levels in normal men. J Clin Endocrinol Metab. 1994, 78:855-61.
10.1210/jcem.78.4.8157711

8. Zhang Y, Wang Q, Li Q, Lu P: Association between hyperhomocysteinemia and thyroid hormones in
euthyroid diabetic subjects. Biomed Res Int. 2015, 2015:196379. 10.1155/2015/196379

2022 Musheyev et al. Cureus 14(3): e22812. DOI 10.7759/cureus.22812 3 of 3

https://dx.doi.org/10.1002/jts.21984
https://dx.doi.org/10.1002/jts.21984
https://www.ncbi.nlm.nih.gov/books/NBK559129/
https://dx.doi.org/10.1016/j.neubiorev.2019.02.005
https://dx.doi.org/10.1016/j.neubiorev.2019.02.005
https://dx.doi.org/10.1007/s12522-014-0200-6
https://dx.doi.org/10.1007/s12522-014-0200-6
https://dx.doi.org/10.7759/cureus.9102
https://dx.doi.org/10.7759/cureus.9102
https://dx.doi.org/10.1016/S0140-6736(16)30053-8
https://dx.doi.org/10.1016/S0140-6736(16)30053-8
https://dx.doi.org/10.1210/jcem.78.4.8157711
https://dx.doi.org/10.1210/jcem.78.4.8157711
https://dx.doi.org/10.1155/2015/196379
https://dx.doi.org/10.1155/2015/196379

	Panhypopituitarism Presents As Amenorrhea Secondary to Post Traumatic Stress Disorder in a 33-Year-Old Patient: A Case Report
	Abstract
	Introduction
	Case Presentation
	TABLE 1: Comparing initial blood levels of hormones, enzymes, and lab values to normal ranges in a patient with panhypopituitarism

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


