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Table 2. Basal and dynamic endocrine evaluation during admission to our department

Parameter SI units Normal range Parameter SI units Normal range
(metric units) (metric units)

T4 122.2 (95) 58-154 nmol/L F 98.1 138-690 nmol/L

(45-120 ng/mL)

FT4 13.3* 9.1-23.8 pmol/L ACTH 36.1 9-52 pg/mL

TSH 0.4* 0.6-4.6 mU/L E2 <22 0-205 pmol/L

Anti-TPO >1000 <10 U/mL GH 0.07 0-7 ìg/L

Anti-Tg 235 0-60 U/mL 17OHPG 0.6 (0.2) 1.5-6.9 nmol/L

(0.5-2.3 ng/mL)

LH 0.1 2-12 U/L DHEA-S 0.28 (104) 0.95-11.6 ìmol/L

(350-4300 ng/mL)

FSH 1.4 1-8 U/L Ä4-Ándros. 0.7 (0.2) 1.74-9.7 nmol/L

(0.5-2.8 ng/mL)

PRL 20 1.4-24.2 ìg/L Ôesto. <0.17 (<0.05) 8.3-34.7 nmol/L

(2.4-10 ng/mL)

IGF-I <15 182-780 ìg/L FÔesto. <0.5 31-163 pmol/L

SHBG 11.1 11-71 nmol/L

* On substitution therapy with Lethyroxine

INSULIN TOLERANCE TEST (ITT)

TIME -15� 0� 15� 30� 45� 60� 75� 90� 105� 120�

Glucose, 5.2 (94) 4.8 (87) 3.4 (62) 1.9 (36) 2.5 (46) 3.3 (60) 2.7 (50) 2.2 (40) 2.6 (47) 3.3 (61)
mmol/L (mg/dL)

Cortisol (F), 70,7 80,5 79,4 62,4 85,9 105 106 103 134 152
nmol/L

GH, <0,05 <0,05 <0,05 <0,05 0,1 0,1 0,07 0,1 0,08 0,05
ìg/L

ORAL GLUCOSE TOLERANCE TEST (OGTT)

TIME 0� 30� 60� 90� 120�

Glucose, mmol/L (mg/dL) 4.2(76) 9.0(163) 10.1(182) 7.0(126) 6.2(112)

Énsuline, (pmol/L) 150 1004 1822 1134 581

grams revealed a bone age of 14 years, whereas bone
density showed osteopenia (t-score of -1.54). A pitu-
itary MRI revealed a partially empty sella with pitu-
itary compression and stalk atrophy but no evidence
of the previously noted hypothalamic pathology (Fig-
ure 2). No other evidence of GH deficiency was
present, whereas an AGHDA (Adult Growth Hor-
mone Deficiency Assessment) score was normal and
did not reveal any alterations of the quality of life that
could be attributed to GHD.

The diagnosis of panhypopituitarism was recon-
firmed and the patient, in addition to his other pitu-
itary hormonal deficiency replacement therapy, was
also started on androgen replacement therapy with

testosterone enanthate (testosterone initially 125 mg
monthly and thereafter 250 mg every 20 days). Á cal-
orie-restricted diet was also initiated while the deci-
sion for possible GH replacement treatment to ame-
liorate the dyslipidemic profile and improve the pa-
tient�s body composition (especially the abdominal
accumulation of adipose tissue) was postponed for the
follow-up period. Further growth in height is expect-
ed considering the fact that his epiphyses were still
open during his last visit.

DISCUSSION

Traditionally, GH has been considered as a pre-




