
i

SURGICAL MANAGEMENT
OF PROLACTINOMAS

Thesis

Submitted for partial fulfillment of Medical Doctorate Degree in

NEUROSURGERY

By

HAZEM HASSAN HAMID
Assistant Lecturer of Neurosurgery

Faculty of Medicine, Beni -Suif University

Under supervision of

PROF. DR. ESSAM M. RASHAD EL-GAHAWY
Professor of Neurosurgery

Faculty of Medicine, Cairo University

PROF. DR. IBRAHIM MOHAMED IBRAHIM
Professor of Neurosurgery

Faculty of Medicine, Cairo University

DR. MOHAMED MAMDOUH SALAMA
Assistant Professor of Neurosurgery
Faculty of Medicine, Cairo University

DR. MOHAMED AHMED HEWEDY
Lecturer of Neurosurgery

Faculty of Medicine, Beni Suif University

FACULTY OF MEDICINE
CAIRO UNIVERSITY

2015





ii

بسم االله الرحمن الرحیم 



ACKNOWLEDGEMENT

iii

ACKNOWLEDGMENT

First of all, I must thank ALLAH "the most gracious and the most
merciful.

I am so greatly indebted to Professor Dr. ESSAM M. RASHAD
EL-GAHAWY, Professor of Neurosurgery, Faculty of Medicine,
Cairo University, for his fruitful advice and guidance, and under his
supervision I had the honor to proceed with this work.

I also owe Professor Dr. IBRAHIM MOHAMED IBRAHIM,
Professor of Neurosurgery, Faculty of Medicine, Cairo University,
many thanks for his generous, kind and sincere advice to write this
work.

I am also indebted to Dr. MOHAMED MAMDOUH SALAMA,
Assistant Professor of Neurosurgery, Faculty of Medicine, Cairo
University, for his great help and encouragement, guidance, and
kindness.

Special thanks and gratitude are due to Dr. MOHAMED
AHMED HEWEDY, Lecturer of Neurosurgery, Faculty of Medicine,
Beni Suif University; his fruitful modifications have led to the proper
accomplishment of this work.

Last but not least I would like to extend my thanks to my parents
and family who supported me a lot in producing this work.



ABSTRACT

iv

ABSTRACT

Medical therapy is the treatment of choice for prolactinomas, with
surgery reserved for certain patients. Current surgical indications for
prolactinomas were studied. Indications of surgery, clinical outcome,
biochemical cure, and extent of resection were assessed in 30 patients.
Main indications included failed medical treatment and marked diminution
of vision. Biochemical cure was obtained in half of patients particularly
those with smaller tumors. Surgery in indicated patients achieves visual
improvement and good remission rates particularly in patients with micro-
adenomas or intrasellar macroadenomas, with low rate of complications.
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INTRODUCTION

Prolactinomas are the most common hormone-secreting pituitary
adenomas, representing approximately 30% of all pituitary tumors, and 50-
60% of functioning adenomas(1).

Prolactinomas usually present with clinical manifestations of
hyperprolactinoma as menstrual disturbances and/or galactorrhea in
females, and loss of libido or impotence in males. Symptoms due to mass
effect arise from tumor compression on adjacent structures causing
diminution of vision or visual field defect, panhypopituitarism, and cranial
nerves palsy(2). Pituitary apoplexy can cause rapid enlargement of the
tumor mass, leading to hypopituitarism and acute compression of sellar and
parasellar structures(3).

Diagnosis of prolactinoma requires, in addition to the clinical
diagnosis, laboratory documentation of the presence of sustained
hyperprolactinaemia and radiological evaluation by magnetic resonance
imaging (MRI) or computed tomography (CT) showing the tumor and its
relation to surrounding structures(4).

The aim of treatment is to decrease the high level of prolactin with
its consequent clinical symptoms, reduce the size of tumor and its mass
effect, and to preserve the residual pituitary function. Treatment options
include medical treatment with dopamine agonists, surgical excision, and
radiation treatment(5).

Medical treatment is considered the first line of therapy being
effective in normalizing serum prolactin levels, shrinking the tumor mass,
and restoring gonadal function(6). Surgery is considered the second line of
treatment being indicated in patients with failed medical treatment, patients
not tolerating or refusing medical treatment by dopamine agonist, patients
with marked diminution of vision, and some patients with apoplexy who
need urgent decompression(7,8). Radiation therapy including radiosurgery is
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rarely required to treat prolactinomas, and is associated with a significant
incidence of major side-effects, particularly hypopituitarism and damage to
the optic apparatus(4).
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