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SUMMARY

The Author takes into account the relation-
ship between hyperprolactinemie and secondary
amenorrhea and the possible treatments of hyper-
prolactinemic amenorrhea.

Relation of “ International Meeting of Ame-
rican College of Obstetricians and Gynecolo-
gists”, Venezia 29 Sept.-1 Oct., 1983.
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Hyperprolactinemic amenorrhea is an
important and quite recent subject: the
two basic moments of birth and develop-
ment of this problem can be summarized
in the identification of the prolactin hor-
mone’s structure (!) and the elaboration
of a practical and precise method (?) for
its quantitative measurement.

Clinical situations (Chiari-Frommel (*4),
Argonz-Del Castillo (°), Forbes-Albrigt (°)
syndromes), now recognized as being pro-
lactin dependent, were long ago known:
in those years, however, the etiopatho-
genic cause was not clear and, moreover,
the existence of the prolactin hormone in
humans was not proved, either as a bio-
chemical entity, or as an important bio-
logical factor. The importance of prolac-
tin in the field of physiopathology and
human reproduction became evident only
in the seventies.

Prolactin dosage become compulsory in
all the cases of amenorrhea: in 1978 (7)
it was published by us that about 25% of
all secondary amenorrhea were of hypet-
prolactinemic origin; these data are, in
fact. confirmed by world literature (%).

While our practical knowledge on hy-
perprolactinemia was improving, we rea-
lized that galactorrhea was not always pre-
sent in hyperprolactinemia, not even in
the cases presenting high prolactin: only
one third of the patients showed this
symptom. On the contrary, 65% of the
women with galactorrhea presented hyper-
prolactinemia. So we realized that hyper-
prolactinemia is not always necessarily ac-
comnanied by amenorrhea, although ame-
norrhea is almost always present when
the values are very high: in case of non
severe hyperprolactinemia, ovulatory cy-
cles can coexist. When prolactin values
grow, Inteal insufficiency and an ovula-
tory cycles can be noticed.

Although there is no relation between
prolactin levels and galactorrhea, a cer-
tain relation between hyperprolactinemia
gravity and menstrual disturbances gra-
vity can be seen.
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Hyperprolactinemic amenorrbea

After this short introduction, I would
like to talk about therapeutic strategy in
hyperprolactinemic amenorrheas. Hyper-
prolactinemia therapy can be medical (we
almost always use bromocriptine, and li-
mit the use of metergoline to a few cases)
or surgical (adenomectomy, possiblv trans-
phenoidal, entrusted to our colleagues the
neurosurgeons of Padua University).

Radiation therapy is only considered for
the cases where surgery was not radical,
or in case of relapses.

Before starting any treatment against
amenorrhea, it is necessary to distinguish
whether it is an organic (adenoma) or a
so called “functional” form. Logically,
we do not consider here the cases due to
other causes such as primitive hypothyroi-
dism or administration of prolactin stimu-
lating drugs.

The presence of an adenoma will be
detected with classical instrumental re-
searches (standard X ray, polytomogra-
phy, computed axial tomography). In case
of doubtful results, we regard a prolactin
that is constantly greater than 100 ng/ml
as being highly evocative of a microade-
noma. It is very useful to distinguish the
hypophyseal alteration in:

A) a macroadenoma with compressive
signs;

B) a macroadenoma without compres-
sive signs;

C) a microadenoma.

The tendency of our school is rather re-
luctant to the use of surgery at first hand.
Surgery is considered to be mandatory only
for case A, while for case B and C, or in
the so called “functional” hyperprolacti-
nemia we prefer to use medical therapy
together with a thorough and strict fol-
low-up of the prolactin values and, above
all, of the radiologic images.

For the cases B and C, we switch to sur-
gical therapy only in case of failure of the
medical therapy or if an adenoma growth
tendency is radiologically ascertained. In

our opinion, even the wish for pregnancy
in group B and C patients is not an abso-
lute indication for surgical pre-treatment:
in our experience the pregnancies of pa-
tients with pituitary adenomas (mostly
microadenomas) always evolved physiolo-
gically: not only did the adenoma always
remain asymptomatic, but the post-deli-
very controls never showed any signifi-
cant increase of the adenoma itself (°).
There was only one case (**) in which the
adenoma made itself known by causing
continuous headaches that did not regress
with normal antalgic drugs, but were suc-
cessfully treated with bromocriptine du-
ring the whole course of the pregnancy.

Our conclusive considerations on hy-
perprolactinemic amenorrhea can be sum-
marized as follows:

— always, and not only in case of
amenorrhea but also in case of menstrual
irregularity and luteal insufficiency, per-
form prolactin dosage;

— if prolactin is high, always petform
the necessary instrumental researches to
bring to the fore the possible pituitary
adenoma;

— medical therapy is almost always suf-
ficient and efficient, and surgical therapy
should only be applied to a limited num-
ber of cases and for very precise indica-
tions;

— pregnancies in hyperprolactinemic pa-
tients, even adenoma catriers, usually
evolve normally and, although they have
to be carefully supervised, they are nei-
ther risky for the mother nor for the
fetus.
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