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Sheehan’s Syndrome: A Rare but Potentially Life-Threatening Complication  
of Postpartum Haemorrhage

Monika Thakur1*, Kunal Mahajan2, Sandeep Sharma1 and Gunjan Gupta3

1Senior Resident, Department of Obstetrics and Gynaecology, Indira Gandhi Medical College, Shimla, HP, India
2Senior Resident, Department of Cardiology, Indira Gandhi Medical College, Shimla, HP, India
3Senior Resident, Department of Plastic Surgery, Indira Gandhi Medical College, Shimla, HP, India

*Corresponding Author: Monika Thakur, Senior Resident, Department of Obstetrics and Gynaecology Indira Gandhi Medical College, 
Shimla, HP, India.

Short Communication

Received: February 24, 2018; Published: March 26, 2018

     Volume 2 Issue 1 April 2018

The diagnosis of Sheehan’s syndrome is based on clinical fea-
tures occurring due to hormone deficiency, a positive obstetric his-
tory of severe postpartum bleeding and laboratory evidence of de-
creased levels of basal hormones. Diagnosis of SS is simple, except 
in partial deficiencies which are difficult to elicit. Radiologically, 
most of the patients show empty sella on CT or MRI. 

Sheehan’s syndrome (SS), also known as postpartum pituitary 
gland necrosis, is a rare but potentially life-threatening complica-
tion of postpartum haemorrhage. Anterior pituitary dysfunction 
of varying degrees is seen in SS [1]. With marked improvement in 
obstetrical care, it has become uncommon in developed countries. 
However, it still remains a common cause of hypopituitarism in less 
developed countries.

Most common presenting symptoms among women are failure 
to lactate and secondary amenorrhoea. However, absence of these 
symptoms does not rule out the diagnosis. Loss of genital and ax-
illary hair is also common. Patients progressively develop clinical 
manifestations of central hypothyroidism and secondary adrenal 
insufficiency. These may include malaise, non-specific fatigue, an-
orexia, joint pains and rarely hypotension. Some patients also de-
velop psychiatric manifestations. The patients may seek medical 
advice because of various presentations ranging from non-specific 
symptoms to coma and clinical features vary from patient to pa-
tient [1,3]. 

Grossly decreased blood supply is seen in cases of severe post-
partum haemorrhage which leads to infarction of pituitary gland 
particularly involving anterior lobe. The pituitary gland is physi-
ologically enlarged in pregnancy and prone to infarction from hy-
povolemic shock. Other possible causes are vasospasm, thrombosis 
and vascular compression of the hypophyseal arteries.

The damage to pituitary can be mild or severe, and can affect the 
secretion of one, several or all of its hormones [1]. When at least 
75% of pituitary is destroyed then only clinical features of disease 
become evident. The order of frequency of hormone loss has gener-
ally been found to be growth hormone (GH) and prolactin, followed 
by gonadotropins, adrenocorticotropic hormone and thyrotropin. 
GH is most common hormone to get affected by the infarction of 
pituitary because somatotrophs are located in the lower and lateral 
regions of the pituitary gland [2].

The general principle of treatment is same as of hypopituita-
rism. The goal is to replace deficient hormones for lifelong. Treat-
ment is important as it not only corrects endocrine abnormalities 
but also reduces mortality due to hypopituitarism. Patients found 
to have both secondary hypothyroidism and hypercortisolism; 
glucocorticoids are replaced beforehand followed by thyroid hor-
mone replacement. Patients should be initiated on hormone re-
placement therapy in order to treat hypogonadism [4].

We had a similar experience of a 32-years old woman, para2 
live2, with a past history of full term vaginal delivery at home 9 
years back which was complicated by severe postpartum haemor-
rhage secondary to retained placenta. She was then taken to hos-
pital where manual removal of placenta was done, and PPH was 
managed conservatively. Patient received 2 units of blood trans-
fusion. Patient was subsequently discharged on the fourth post-
delivery day. She subsequently developed failure of lactation, sec-
ondary amenorrhea, and loss of pubic and axillary hair. Over the 
years, she also developed symptoms of generalised weakness and 
lethargy. She had been ignoring these symptoms for past 9 years. 
But now when her symptoms worsened, she presented to us. 
Physical examination was unremarkable. From history a working 
diagnosis of Sheehan’s Syndrome was made, and subsequently di-

The clinical presentation of this syndrome is variable, the pa-
tient may have features of severe hypopituitarism immediately af-
ter delivery or may present insidiously with non-specific features. 
In a study of 60 patients, the length of time after delivery until the 
diagnosis was 13 years [3].
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In conclusion, SS is a frequent cause of pituitary necrosis in un-
derdeveloped countries. The clinical features are often subtle and 
mean duration between the inciting delivery and diagnosis of SS 
is in years. Some of the important clues for the diagnosis are his-
tory of postpartum bleeding, failure to lactate and failure to resume 
menses. Even if PPH is well managed, this complication cannot be 
excluded. It is necessary to consider this diagnosis in all the pa-
tients presenting with classical signs of pituitary insufficiency and 
having a past history of postpartum haemorrhage with or without 
cardiovascular collapse. Delay in diagnosis increase morbidity and 
mortality in such patients.
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agnosis was confirmed by laboratory investigations and MRI brain 
which showed empty sella turcica (Figure 1). The patient recovered 
completely after initiation of hormonal replacement therapy with 
corticosteroids and thyroid hormone.

Figure 1: MRI Brain, showing marked atrophy of 
anterior pituitary with prominent suprasellar cistern with 

partially empty sella.
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