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A Case of Rathke’s Cleft Cyst Presenting with Acute-onset Headache and Hypopituitarism
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A 55-year-old man visited our clinic with a chief complaint of sudden-onset headache followed by hypoten-
sion and general malaise. He had a history of dyslipidemia, head trauma, and arrhythmia. Laboratory examina-
tion showed low basal levels of thyroid hormones, adrenocortical hormones, and gonadal hormone. He was given
a diagnosis of panhypopituitarism because of no or decreased responses of pituitary hormones in stimulation
tests. Magnetic resonance imaging revealed aT1, T2 high-intensity homogeneous intrasellar lesion with clear
margin, which was compatible with the diagnosis of Rathke’s cleft cyst. It was removed by transsphenoidal sur-
gery and examined pathologically. The pathological diagnosis was Rathke’s cleft cyst with mild inflammatory
changes at the pericystic lesion. Based on MRI and pathological findings, we found that the inflammatory process
around the Rathke's cleft cyst injured the pituitary tissue and induced hypopituitarism. This was a case of initial
headache symptoms followed by acute-onset of hypopituitarism. The significance of this case and of understand-
ing the mechanism of hypopituitarism could contribute to the treatment of future cases of Rathke’s cleft cyst.
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Table 1 Serum baseline levels of endocrine hormones

TSH (uU/mL) 0.172 (0.380-4.300) PRL (ng/mL) 32 (upper limit 15)

T4 (ng/dL) 0.86 (0.94-1.60) LH (mIU/mL) 03 (1.7-112)

fT31I (pg/mL) 348 (240-4.00) FSH (mIU/mL) 0.7 (2.1-186)

GH (ng/mL) <0.07 Cortisol (pg/dL) =<10 (lower limit 4.0-18.3)

ACTH (pg/mL) 195 (7.263.3)

Testosterone (ng/dL)

<05 (lower limit 284 ~ 799)

Bracketed, normal range.

Table 2 Results of pituitary hormone stimulation tests

Stimulation Hormone 00 min 30 min 60 min 90 min
TRH TSH (WU/mL) 0401 1.31 1.35
PRL (ng/mL) 30 45 41
LH-RH LH (mU/mL) 0.3 08 11
FSH (mU/mL) 0.9 15 15
CRH ACTH (pg/mL) 253 26.0 24.7
F (ng/dL) 23 23 2.0
GHRP-2 GH (ng/mL) <0.07 0.23 0.17 0.13
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Fig. 1 Magnetic Resonance Imaging of the Pituitary Gland
Magnetic resonance imaging demonstrating an intrasellar cystic lesion of 15x6x10 mm
with homogeneous high intensity content on both T1-weighted (left) and T2-weighted (right)
sequences. Pituitary stallk is not deviated. Neither suprasellar extension nor cavernous si-

nus invasion is found. Signal of the posterior pituitary lobe has disappeared.
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Fig. 2 Histopathologic features of the resected Rathke's cyst
Photomicrograph of the resected Rathke's cyst showing a columnar epithelium with cilia on
the inner surface of the cyst (left: hematoxylin and eosin stain, original magnification x10).
Inflammatory cell infiltration is scant and xanthomatous change is absent. The cyst wall
epithelium is immunohistochemically positive for cytokeratin (CAM5.2) (right, original mag-

nification < 10).
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