3 months after initiation of treatment.
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The Effect of Bromocriptine Treatment for Invasive Prolactinoma

Moon Sool Yang, M.D.,"* Sun Ho Kim, M.D.,"* Seung Gil Lim, M.D.,> Seung Koo Lee, M.D.?
Departments of Neurosurgery,’ Endocrinology,? Diagnostic Radiology,” Brain Research Institute,’
Yonsei University College of Medicine, Seoul, Korea

Objective : The prolactinoma is the most common pituitary tumor and sometimes shows severe invasiveness to
the adjacent cavernous sinus, especially in the male patient. The dopamine agonist can be used as an alternative
treatment modality to surgery. But, the transsphenoidal or transcranial approach for tumor removal has been more
preferred treatment option of neurosurgeons in invasive prolactinoma. Especially rapid decompression of mass
effect and resolution of the neurologic deficit is demanded. The prospective study is done in order to identify the
therapeutic efficacy of bromocriptine as an initial treatment option for the invasive prolactionomas.

Methods : Twenty patients with invasive prolactinoma were studied. Preoperative neurological and endocrinological
evaluations were done, and size and invasiveness of the tumor was estimated on MRI. Bromocriptine was administrated
by increasing dose planning reaching maximum dose at Tmonth of treatment, with close neurological and
endocrinological monitoring. At 3months after treatment, MRI was taken and decision was made whether to
continue bromocriptine or to have surgical intervention.

Results : Thirteen patients showed excellent result with only bromocriptine treatment. These patients showed not
only marked reduction of tumor volume and prolactin level, but also, improving clinical symptoms and other hormonal
deficits. 13patients who had visual field defect and decreased visual acuity had all improved visual symptoms. But,
the remaining 4patients required surgical treatment due to insufficient reduction of tumor size inspite of normalized
prolactin level within 3months. Remaining 2patients had 20~ 30% of tumor size reduction, but prolactin level was
not normalized. One patient required radiation therapy.

Conclusion : Bromociptine can be used as initial treatment for the invasive prolactinomas with careful monitoring
of the neurological and endocrinological status. It should be carefully followed up for tumor size reduction within

KEY WORDS : Invasive prolactinoma - Bromocriptine - Cavernous sinus.
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Fig. 1. Age and sex distribution of twenty patients with invasive
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Table 2. Tumor size, serum prolactin level and hormone deficiency of 20 patients with invasive prolactinoma before and after bromocriptine treatment

Tumor
Inificl ~ Tumorsize  size Final Tumor  Follow PRL after  Final » )
Case ) ) ) Initial PRL Inifial hormone Final
No. Age Sex tumorsize afterdm shrunken tumorsize  size (ng/d) 3months  PRL deficiency homone
(em?) {cm®) after (em®  shrunken (months) (ng/dl)  (no/dl)
3m({%)

1 35 M 16.6 12.2 265 7.3 45.8 8 2741 15 16 Test. def Normal

2 3B M 12 9.9 17.5 6.2 48.3 4 4356 1 1 Test. def Test. T

3 3 M 17 142 16.5 25 85.3 30 340 526 5 Test. def, T3, fT4 def Test., T3,

47T,

4 28 M 282 23.1 18.1 0 100 36 200.8 9.87 1 Test. def Normal

5 4 M 19.2 13.1 31.8 8.7 54.7 3 2488 212 21.2 Test def 14,14 def  Normal

6 46 M 23.1 16 30.7 54 76.6 31 1000 11.43 2.8 Test. def No change

7 45 M 15.2 7.4 51.3 3.8 75 60 4000 2.1 18.3 T4,f14 def Normal

8§ 47 M 233 3.5 85 0 100 24 2000 410 V1 Test., 13, T4, T4 def.  Normal

9 39 M 10.5 8 23.8 8.3 21 18 17225 2453 2385 Normal Normal
10 5 M 38 329 13.4 24.6 353 33 1000 300 300 Normal Normal  Op
N 23 F 13.4 11.9 10.9 35 73.8 4 4829 16.5 1.2 E2 def 217 Op
2 33 F 5.7 5.3 7.1 14 75.4 166.6 1 1 E2,fT4 def Normal  Op
i3 29 F 20 21 4.8 0 100 24 1849 1 17.4  E2,LH,FSH.f14 def. No change Op
14 28 F 23 16.5 28.3 24 89.6 60 4820 1.75 3.9 E2HFSHT3 def.  Normal
15 31 F 17.6 56 68.2 3.2 81.8 18 1150 162 161  LHFSHT3,T4def.  Normal
16 37 F 29.4 19.6 33.3 16.1 452 27 1134 1 2 E2, 4 ZSer 4.4 E2LH,FSHT
17 61 F 52.4 41.8 202 204 61.1 36 400 211.7 1021 E2,LH,FSH def. LH,FSHT
18 67 F 44 26.7 35.5 27.2 34.3 44 200 147.1 45.4 E2 T4 def. 14 1 RTx
19 26 F 13 09 30.8 0.8 385 7 500 343 10.2 E2,FSH,LH def.  No change
20 28 F 53 4.2 20.8 4.2 208 2 11116 2.1 2.1 E2 def. BT

PRL: prolactin, Test.: testosterone, def.: deficiency, T: hormone level elevated but not to normal range, RTx : Radiotherapy
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