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58-ye�ar-old�fe�ma�le�pre�sen�ted�with�cli�ni�cal�signs�of�car�di�ac�tam�po�-
na�de.�Ec�ho�car�di�og�rap�hic�exa�mi�na�ti�on�de�mons�tra�ted�mas�si�ve�pe�ri�-
car�di�al�flu�id�with�col�lap�se�of�right�at�ri�um�and�ven�tric�le.�She�was

tre�a�ted�by�emer�gent�pe�ri�car�di�o�cen�te�sis.�Blo�od�and�pe�ri�car�di�al�flu�id�exa�mi�-
na�ti�on�didn’t�re�ve�al�any�in�fec�ti�o�us�or�ma�lig�nant�di�se�a�se.�Her�hor�mo�nal
analy�sis�de�tec�ted�a�sta�te�of�hypo�pi�tu�i�ta�rism�and�cra�ni�al�MRI�de�mons�tra�ted
empty�sel�la�syndro�me�in�the�pa�ti�ent.�He�re,�we�re�port�an�unu�su�al�and�unex�-

Cardiac�Tamponade,�as�Initial�Manifestation
of�Empty�Sella�Syndrome:�Case�Report

ABS�TRACT�A�58-year-old�female�was�admitted�to�our�emergency�department�with�the�complaint
of�dyspnea.�She�had�tachycardia�and�hypotension.�ECG�showed�low�voltage�in�all�derivations.�Chest-
x-ray�revealed�cardiomegaly.�Echocardiographic�examination�showed�massive�pericardial�fluid�with
the� collapse� of� right� atrium� and� right� ventricle.� The� patient� was� undergone� to� urgent
pericardiocentesis.�An�approximately�2000�cc�of�clear,�yellow�pericardial�fluid�was�drained�totally.
After�the�procedure,�her�clinical�condition�improved�dramatically.�The�laboratory�examination�of
pericardial�fluid�excluded�the�presence�of�any�infectious�or�malignant�disease.�The�thyroid�function
test� showed�hypothyroidism�with�normal�TSH� levels.�Auto� antibodies� to� thyroid� gland�were
negative�and�thyroid�USG�revealed�a�normal�gland.�Further�analysis�of��the�hormonal�status�detected
the�presence�of�hypopituitarism�and�we� reached� the�diagnosis�of� empty� sella� syndrome�with
magnetic� resonance� imaging�of� cranium.�Here,�we�discussed� the�cardiac� tamponade�as� initial
presentation�of�empty�sella�syndrome.
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ÖZET�58�yaşında�bayan�hasta,�acil�servise�nefes�darlığı�yakınmasıyla�başvurdu.�Fizik�muayenesi
taşikardi�ve�hipotansiyon�ile�uyumluydu.�EKG’de�tüm�derivasyonlarda�düşük�voltaj�mevcuttu.
Telekardiyografide�kardiyomegali�vardı.��Ekokardiyografik�incelemede�sağ�atriyum�ve�sağ�ven-
trikülde�çökmeye�neden�olan�ileri�derecede�perikardiyal�sıvı�saptandı.�Hastaya�acil�perikardiyosen-
tez�yapıldı.�2000�cc�berrak,�sarı�renkte�perikardiyal�sıvı�boşaltıldı.�Hastanın�vital�bulguları�işlem
sonunda�normale�geldi.�Perikardiyal�sıvı�incelemesinde�enfeksiyonu�veya�malignensiyi�gösteren
herhangi�bir�bulguya�rastlanmadı.�Tiroid�fonksiyon�testi;�normal�TSH�seviyeli�hipotiroidi�ile�uyum-
luydu.�Tiroid�otoantikorları�negatifti�ve�tiroid�USG’de�tiroid�bezi�normal�görüntülendi.�Hormon
seviyelerinin�ayrıntılı�incelemesi�sonucu�hastada�hipopitüitarizm�tespit�edildi�ve�kranial�manyetik
rezonans�görüntüleme�sonucunda��boş�sella�sendromu�tanısına�ulaşıldı.�Bu�yazıda,��kardiyak�tam-
ponat�kliniği�ile�kendini�gösteren�bir�boş�sella�sendromlu�olgunun�tartışılması�amaçlanmıştır.
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pec�ted� pre�sen�ta�ti�on� of� empty� sel�la� syndro�me� as
‘Car�di�ac�tam�po�na�de’.

CASE REPORT
A�58-ye�ar-old�fe�ma�le�was�ad�mit�ted�to�our�emer-
gency�de�part�ment�with�the�comp�la�int�of�dyspne�a.
She�had�a�pre�vi�o�us�his�tory�of�exer�ti�o�nal�dyspne�a
star�ted�6�months�ago�and�gra�du�ally�prog�res�sed�over
ti�me.�On�physi�cal�exa�mi�na�ti�on,�she�was�pa�le�and
or�top�ne�ic.�Her�fa�ci�al�ex�pres�si�on�was�dull.�Cold�ex-
tre�mi�ti�es�and�a�de�pig�men�ted�skin�we�re�pro�mi�nent.
She�had�a�blo�od�pres�su�re�of� 75/40�mmHg�with�a
pul�se�ra�te�of 115�be�ats�/min.�The�ju�gu�lar�ve�no�us
pres�su�re�was�18�cm�H2O,�and�he�art�so�unds�we�re
dis�tant.�ECG�sho�wed�low�vol�ta�ge�in�all�de�ri�va�ti�ons
(Fi�gu�re� 1).� Chest-x-ray� re�ve�a�led� car�di�o�me�-
galy. With� the� sus�pi�ci�on� of� car�di�ac� tam�po�na�de,
emer�gent ec�ho�car�di�og�rap�hic�exa�mi�na�ti�on�was�per-
for�med�and�a�mas�si�ve�pe�ri�car�di�al�flu�id�with�right
at�ri�al�and�right�ven�tri�cu�lar�col�lap�se�we�re�se�en. The
pa�ti�ent�was�un�der�go�ne�to�im�me�di�a�te�pe�ri�car�di�o�-
cen�te�sis.�An�ap�pro�xi�ma�tely�2000�cc�of�cle�ar,�yel�low
flu�id�with�a�pro�te�in�con�tent�of�0.8�g/dl� was�dra�i�ned
to�tally.�Du�ring�pe�ri�car�di�o�cen�te�sis,�her�blo�od�pres-
su�re�ra�i�sed�to�90/60�mmHg�and�she�im�pro�ved�dra-
ma�ti�cally�at�the�end�of�the�pro�ce�du�re�with�a�blo�od
pres�su�re� of� 110/70� mmHg� and� a� pul�se� ra�te� of
70/min. (Fi�gu�re�2�A-B).

She�didn’t�ha�ve�any�known�di�se�a�se�and�the�re
wasn’t�a�his�tory�of�pre�vi�o�us�in�fec�ti�on.�The�pe�ri�car�-
di�al�flu�id�exa�mi�na�ti�on�re�sults�sho�wed�no�evi�den�ce
of�any�in�fec�ti�o�us�or�ma�lig�nant�di�se�a�se.�(ARB:�(-),
cul�tu�res�for�bac�te�ri�a�and�M.�tu�ber�cu�lo�sis�we�re�ne�-
ga�ti�ve,�ade�no�sin�de�a�mi�na�se�:�23.9�U/L�(0.0-40.0�),
M.tu�ber�cu�lo�sis�DNA:�(-)�cyto�logy:�nor�mal).�Whi�te
blo�od�cell�co�unt�and�se�di�men�ta�ti�on�ra�te�was�nor-
mal.�The�la�bo�ra�tory�fin�dings�re�ve�a�led�nor�mocy�tic
ane�mi�a,�hypogl�yce�mi�a,�hypo�nat�re�mi�a�and�ele�va�ted
CRP�le�vels.�Se�rum�iron�con�cen�tra�ti�on�was�dec�re�a�-
sed�with�an�in�cre�a�se�in�fer�ri�tin�le�vels.�The�blo�od
im�mu�no�lo�gi�cal�se�ro�logy�and�tu�mor�mar�kers�re�ve�a�-
led�no�ab�nor�ma�lity. The�thyro�id�func�ti�on�test�sho�-
wed�hypoth�yro�i�dism�with�nor�mal�TSH�le�vels.�(Fre�e
T3:�1.44�pg/ml�(1.8-4.2),�fre�e�T4:�0.645�ng/ml�(0.8-
1.9)�and�TSH:�1.29�uI�U/L�(0.4-4)).�Au�to�an�ti�bo�di�es
to�thyro�id�gland�we�re�ne�ga�ti�ve�and�thyro�id�USG
re�ve�a�led�a�nor�mal�gland.

The�signs�and�la�bo�ra�tory�fin�dings�sho�wed�that
the�pa�ti�ent�was�in�a�hypoth�yro�id�sta�te;�ho�we�ver
nor�mal�(not�ele�va�ted)�TSH�le�vels�and�nor�mal�re-
sults�of�thyro�id�ul�tra�so�nog�raphy�con�fir�med�the�pre�-
sen�ce�of�a�se�con�dary�hypoth�yro�id�sta�te�rat�her�than
pri�mary�hypoth�yro�i�dism.�The�pre�sen�ce�of�de�pig�-
men�ta�ti�on,�hypogl�yce�mi�a�and�hypo�nat�re�mi�a�in�cre�-
a�sed� the� pos�si�bi�lity� of� a� co�e�xis�ting� hor�mo�nal
de�fi�ci�ency,�li�ke�hypo�ad�re�na�lism.

So,�we�analy�sed�her�hor�mo�nal�sta�tus.�The�la�b-
o�ra�tory�re�sults�we�re�con�sis�tent�with�hypo�ad�re�na�-
lism� and� hypo�go�na�dism.� The� exis�ting� chro�nicFIGURE 1: ECG showing low voltage in all derivations.

FIGURE 2: ( A) The arrows showing massive pericardial effusion causing
collapse of right atrium and right ventricle. (B) Successfully disappearing of
pericardial fluid after pericardial drainage.
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di�se�a�se� ane�mi�a�was� al�so� a� re�le�vant� evi�den�ce� for
chro�nic�hor�mo�nal�di�se�a�se.�With�the�sus�pi�ci�on�of
hypo�pi�tu�i�ta�rism,�furt�her�di�ag�nos�tic�la�bo�ra�tory�tests
(e.g.�ACTH�sti�mu�la�ti�on�test)�we�re�per�for�med�and
a�di�ag�no�sis�of�pi�tu�i�tary�fa�i�lu�re�was�ma�de. MRI�of
hypoph�ysis�sho�wed�an�en�lar�ged�sel�la�with�lack�of�a
soft�tis�su�e.�An�empty�sel�la�syndro�me�was�di�ag�no�-
sed. (Fi�gu�re�3).�L-thyro�xin�and�cor�ti�sol�rep�la�ce�-
ment�the�rapy�we�re�star�ted�im�me�di�a�tely.�Over�the
next�4�months�of�fol�low�up,�she�was�to�tally�asym�-
pto�ma�tic�wit�ho�ut�any�sign�of�pe�ri�car�di�al�ef�fu�si�on.
Con�trol�ec�ho�car�di�og�rap�hic�exa�mi�na�ti�ons�re�ve�a�led
nor�mal�fin�dings.

DISCUSSION

The�car�di�o�vas�cu�lar�system�ta�kes�mul�tip�le�en�doc�ri�-
ne�sti�mu�li�that�can�re�gu�la�te�the�nor�mal�physi�o�logy
of�he�art.�So�al�te�ra�ti�ons�in�en�doc�ri�ne�sig�nals�can�ca�-
u�se�chan�ges�in�he�mody�na�mics�by�ef�fec�ting�the�car-
di�ac� inot�ropy� and� chro�not�ropy.� Blo�od� pres�su�re,

glu�co�se� me�ta�bo�lism� and� li�pid� pro�fi�le� are� ot�her
chan�ge�ab�le�pa�ra�me�ters�du�ring�a�hor�mo�nal�dis�tur�-
ban�ce.�Ho�we�ver,�he�mody�na�mic�al�te�ra�ti�ons�usu�ally
oc�cur�in�a�slow�and�subt�le�man�ner.�Acu�te,�dra�ma�-
tic�cli�ni�cal�de�te�ri�o�ra�ti�ons�li�ke�de�ve�lop�ment�of�car-
di�ac�tam�po�na�de�is�unu�su�al�and�unex�pec�ted.1

The�re�we�re�only�few�pa�ti�ents�in�the�li�te�ra�tu�re
that�de�ve�lo�ped�car�di�ac�tam�po�na�de�du�ring�the�co�-
ur�se�of�an�en�doc�ri�ne�di�sor�der.�Most�of�them�we�re
as�so�ci�a�ted�with�pri�mary�hypoth�yro�i�dism,2-4 and�re-
ma�i�ning�few�ca�ses�oc�cu�red�in�the�set�ting�of�She�e�-
han’s� syndro�me� (at�tri�bu�ted� to� se�con�dary
hypoth�yro�i�dism)5,6 or�ad�re�nal�in�suf�fi�ci�ency.7 Ec�ho�-
car�di�og�rap�hic�exa�mi�na�ti�ons�de�mons�tra�te�pe�ri�car�-
di�al� flu�id� in� ap�pro�xi�ma�tely� 30%� of� overtly
hypoth�yro�id�pa�ti�ents,�ho�we�ver�the�de�ve�lop�ment�of
car�di�ac�tam�po�na�de�is�very�ra�re�du�e�to�the�slow�ac-
cu�mu�la�ti�on�of�flu�id.1 The�sa�me�is�so�mew�hat�tru�e
for�hypo�ad�re�na�lism.�Cor�ti�sol�ma�in�ta�ins�inot�ropy
and�re�gu�la�tes�vas�cu�lar�res�pon�se�but�de�ve�lop�ment
of�car�di�ac�tam�po�na�de�in�hypo�ad�re�na�lism�is�unex�-
pec�ted�and�ex�tre�mely�ra�re.5

The�re�was�only�1�pa�ti�ent�in�the�li�te�ra�tu�re�that
de�ve�lo�ped�tam�po�na�de�on�the�fol�low�up�of�empty
sel�la�syndro�me�which�was�ac�com�pa�ni�ed�with�Has�-
hi�ma�to’s�di�se�a�se.�Tam�po�na�de�de�ve�lo�ped�when�the
pa�ti�ent�was�euth�yro�id�un�der�thyro�id�rep�la�ce�ment
the�rapy,�so�re�a�son�of�tam�po�na�de�was�at�tri�bu�ted�to
the�newly�de�ve�lo�ped�ad�re�nal�fa�i�lu�re.8 Our�ca�se�is
the�first�in�me�ans�of�de�ve�lop�ment�of�car�di�ac�tam�po�-
na�de�as�an�ini�ti�al�and�chi�ef�ma�ni�fes�ta�ti�on�of�empty
sel�la� syndro�me� be�fo�re� the� di�ag�no�sis� was� ma�de.
The�re�we�re�(la�bo�ra�tory�con�fir�med)�both�se�con�dary
hypoth�yro�i�dism� and� se�con�dary� hypo�ad�re�na�lism
when�the�tam�po�na�de�was�di�ag�no�sed.�Anot�her�dis-
tinct�fe�a�tu�re�is�the�ab�sen�ce�of�any�con�co�mi�tant�pri-
mary�ad�re�nal�or�thyro�id�di�se�a�se.�Thus,�this�ma�kes
our�ca�se�the�first�al�so�in�me�ans�of�re�por�ting�the�de-
ve�lop�ment�of�car�di�ac�tam�po�na�de�as�a�comp�li�ca�ti�on
of�pu�re�empty�sel�la�syndro�me.�

The�un�derl�ying�mec�ha�nism re�ma�ins�unc�le�ar.
We�tho�ught�that�our�pa�ti�ent�had�a�sub-cli�ni�cal�pe�-
ri�car�di�al�ef�fu�si�on�du�e�to�newly�de�ve�lo�ped�hypoth�-
yro�i�dism.� Ho�we�ver,� with� the� prog�res�si�on� of
di�se�a�se,�hypoth�yro�i�dism�got�wor�se�and�hypo�ad�re�-

FIGURE 3: MRI of hypophysis showing enlarged sella with lack of a soft tis-
sue and without any  tumor in it.



CARDIAC�TAMPONADE�AS�INITIAL�MANIFESTATION�OF�EMPTY�SELLA�SYNDROME:�CASE�REPORT Ramazan�AKDEMİR�et�al

Turkiye�Klinikleri�J�Cardiovasc�Sci�2008;20(3) 209

na�lism�de�ve�lo�ped,� the�reby� in�tra�vas�cu�lar�vo�lu�me
dec�re�a�sed�sud�denly�and�li�mi�ted�the�right�ven�tri�cu�-
lar�fil�ling�ca�u�sing�tam�po�na�de.�

As�the�eti�o�logy�of�empty�sel�la�syndro�me,�we
co�uldn’t�find�any�se�con�dary�re�a�son�li�ke�ra�di�a�ti�on,
sur�gery,�tra�u�ma�or�tu�mor.�The�pa�ti�ent�had�a�child
of�17�ye�ars�old�and�no�his�tory�of�post�par�tum�he�m-
orr�ha�ge.�She�was�a�he�althy�wo�man�un�til�6�months
ago�when�her�dyspne�ic�comp�la�ints�star�ted.�So,�we
con�si�de�red�a�pri�mary�empty�sel�la�syndro�me�in�our
pa�ti�ent.

In�conc�lu�si�on;�car�di�ac�tam�po�na�de�isn’t�very�in-
fre�qu�ent�as�a�comp�li�ca�ti�on�of�pri�mary�hypoth�yro�i�-

dism,�ho�we�ver�it’s�ex�tre�mely�ra�re�in�se�con�dary�hy-
poth�yro�i�dism�and�hypo�ad�re�na�lism.5 He�re,�we�men-
ti�o�ned�the�uni�qu�e� fe�a�tu�res�of�our�ca�se�with� this
unex�pec�ted�pre�sen�ta�ti�on.�From�anot�her�po�int�of�vi�-
ew,�this�re�port�high�lights�the�pos�si�bi�lity�of�empty
sel�la�syndro�me�and�hor�mo�nal�de�fi�ci�ency�as�a�ca�u�-
se� of� unexp�la�i�ned� car�di�ac� tam�po�na�de� ca�ses.�We
must�ma�ke�furt�her�in�ves�ti�ga�ti�ons�es�pe�ci�ally�in�the
pre�sen�ce�of�an�ab�nor�mal�thyro�id�func�ti�on�test.�Hy-
pogl�yce�mi�a,�hypo�nat�re�mi�a�and�nor�mocy�tic�ane�mi�a
can�gi�ve�ex�tra�clu�e�for�a�pre�e�xis�ting�chro�nic�hor-
mo�nal�dis�tur�ban�ce.�CRP le�vels�may�be�al�so�help�ful
in�the�di�ag�no�sis�as�ex�pec�ted�to�be�ele�va�ted�in�hypo�-
pi�tu�i�tary�wo�men.9
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