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SIR, 

Craniopharyngiomas are rare histologically 

benign intracranial neoplasms usually presenting as 

sellar and/or suprasellar mass lesions. They occur most 

commonly in children between 5-10 years [1]. The 

majority of patients present with neurological 

symptoms such as headache, vision loss, and 

endocrinological problems such as hypernatremia due 

to diabetes insipidus (DI) [1]. The effectual 

management of fluid and electrolyte disturbances 

occurring in these patients during perioperative period 

requires an alert and well-informed intensivist. We 

hereby report anaesthetic implications in a case of 16 

years old male, electively posted for craniopharyngioma 

resection. 

 

A 16-years-old male presented to the 

ophthalmology department with complaints of headache 

and progressive diminution of vision for the past two 

months. On examination, the left eye had no vision 

(projection to light (PL) negative with primary optic 

atrophy), and in right eye visual acuity was 6/6. 

Magnetic resonance imaging (MRI) of the brain 

revealed a sellar/suprasellar mass of size 34mm × 

22mm × 20mm, compressing the optic chiasma with no 

hydrocephalus. Considering the clinico-radiological 

picture, a provisional diagnosis of craniopharyngioma 

was made. The Endocrinological examination revealed 

hypothyroidism, so he was started on thyroxine 25 

mcg/day. Elective surgery was planned one week after 

starting thyroxine. 

 

After ensuring adequate fasting, the patient 

was taken to the operation theatre, and monitors as per 

the American society of anesthesiologists (ASA) 

guidelines were attached. The patient was induced with 

propofol 2 mg/kg, fentanyl 2 mcg/kg and rocuronium 

0.5mg/kg. Anaesthesia was maintained with air oxygen 

mixture and isoflurane with an end-tidal concentration 

of 1.0. Half normal saline was used intraoperatively in 

contrast to the usual normal saline [2]. As per the 

endocrinologist’s advice, hydrocortisone infusion was 

started @3 mg/hr and continued till the end of surgery 

because of a low cortisol level. Left frontotemporal 

craniotomy and tumor excision were done.  

 

The urine output of the patient was 1ml/kg/hr 

throughout the surgery; however, it started to increase 

in the immediate postoperative period. The patient was 

shifted to the pediatric intensive care unit (PICU) for 

postoperative monitoring. After 12 hours, the patient 

was extubated. Post extubation, the patient responded to 

verbal commands. In the postoperative period, the 

patient developed diabetes insipidus (DI), which was 

managed with six-hourly serum sodium measurement, 

hourly urine output monitoring and intranasal 

desmopressin given two times a day. Postoperative 

radiography revealed no residual tumour, and the 

histopathology report was suggestive of 

craniopharyngioma. The patient’s DI was transient and 

resolved in a few days, after which desmopressin was 

stopped. Tablet thyroxine was continued in view of 

hypothyroidism. The patient was discharged on day 10. 

 

Craniopharyngiomas are benign (WHO grade 

I) sellar/suprasellar neoplasms [3].
 
Though benign, their 

location in proximity to important neurovascular 

structures and hypothalamus makes their excision 

challenging like other skull base tumors [4].
 
For an 

anaesthesiologist/intensivist, an important concern in 

these patients is the occurrence & management of DI in 

the postoperative period (Figure 1). Surgical 

manipulation in the sellar/suprasellar region with 

consequent handling of the pituitary stalk often results 

in the decreased secretion of anti-diuretic hormone 

(ADH). Deficiency of ADH in turn results in the 

development of central DI. Fortunately this disturbance 

in the secretion of ADH from posterior pituitary is most 
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often transient (as in our case). However, increased 

urine output and resulting increased serum sodium 

during this period if not managed properly can be lethal. 

Hypernatremia can lead to the development of seizures 

and even coma. In neurological surgery, apart from 

acetazolamide induced electrolyte disturbances, DI is 

the most important condition causing fluid and 

electrolyte disturbances [5]. 

 

 
Fig-1: Simple step-wise diagnostic & management algorithm for diabetes insipidus (DI) after sellar/suprasellar surgery 

 

In the setting of sellar/suprasellar surgery, DI 

is diagnosed when patient has i) increased thirst with 

increased urine output (>4 ml/kg/hr for 3 consecutive 

hours), ii) increased serum sodium (>145 meq/L) with 

increased serum osmolality (>300 mOsm/L), iii) 

decreased urine osmolality (<100 mOsm/L) [3]. Usually 

the DI is self-limited and is managed with adequate free 

water intake and administration of desmopressin.  

 

The perioperative period, especially the 

postoperative, is a crucial phase for intensivists in 

sellar/suprasellar patients, as there are chances of 

development of DI with consequent hypernatremia due 

to pituitary dysfunction. As intensivists, we should be 

aware of these alterations, since if diagnosed and treated 

promptly, mortality and morbidity can be reduced. 
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