
present with larger tumors than women, possibly because the
features of male hypogonadism are less readily evident. PRL levels
remain stable in most patients, reflecting the slow growth of these
tumors. About 5% of microadenomas progress in the long term to
macroadenomas.

Presentation and Diagnosis Women usually present with
amenorrhea, infertility, and galactorrhea. If the tumor extends outside
the sella, visual field defects or other mass effects may be seen.
Men often present with impotence, loss of libido, infertility, or signs of
central nervous system (CNS) compression, including headaches
and visual defects. Assuming that physiologic and medication-
induced causes of hyperprolactinemia are excluded (Table 380-5),
the diagnosis of prolactinoma is likely with a PRL level >200 μg/L.
PRL levels <100 μg/L may be caused by microadenomas, other
sellar lesions that decrease dopamine inhibition, or nonneoplastic
causes of hyperprolactinemia. For this reason, an MRI should be
performed in all patients with hyperprolactinemia. It is important to
remember that hyperprolactinemia caused secondarily by the mass
effects of nonlactotrope lesions is also corrected by treatment with
dopamine agonists despite failure to shrink the underlying mass.
Consequently, PRL suppression by dopamine agonists does not
necessarily indicate that the underlying lesion is a prolactinoma.

TREATMENT

Prolactinoma
Because microadenomas rarely progress to become
macroadenomas, no treatment may be needed if patients are
asymptomatic and fertility is not desired; these patients should be
monitored by regular serial PRL measurements and MRI scans. For
symptomatic microadenomas, therapeutic goals include control of
hyperprolactinemia, reduction of tumor size, restoration of menses
and fertility, and resolution of galactorrhea. Dopamine agonist doses
should be titrated to achieve maximal PRL suppression and
restoration of reproductive function (Fig. 380-5). A normalized PRL
level does not ensure reduced tumor size. However, tumor


