The Prolactinoma Predicament; To Treat Medically Or Surgically
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Discussion
This case illustrates the classic presentation of a patient with a large
prolactinoma with hormonal and mass effects. It highlights the role of
primary dopamine agonist therapy to treat large prolactinomas causing
visual impairment with lower than expected prolactin given the size of the
pituitary mass. In this case, the pituitary adenoma may have been an
inefficient prolactin secretor due to being poorly differentiated or partially
cystic, but treating medically was effective in quickly shrinking the mass and
improving his vision, thus avoiding the need for surgery. In general, medical
management has comparable efficacy to transsphenoidal surgery (1,2).
Large non-functioning adenomas (NFA) of the pituitary can present similarly
via the stalk effect by compressing the portal vessels inhibiting delivery of
dopamine from the hypothalamus to the pituitary (3). The Endocrine Society
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Introduction

Hormonal effects of prolactinomas include central
hypogonadism, infertility, and breast symptoms. When the
mass is large enough to abut or compress the optic chiasm,
prompt treatment is critical to preserve vision. Prolactin
secretion is usually proportional to the size of the adenoma.
This case describes a patient who presented with prominent
vision changes and was found to have a large pituitary
macroadenoma with lower than expected prolactin elevation,
highlighting the dilemma between medical versus surgical
treatment.

Case Presentation
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