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Abstract
Initial treatment for prolactinoma is usually conservative with dopamine agonists. However, the duration of treatment is often 
lifelong and can be associated with significant side effects. Surgical outcomes are usually favorable and treatment complica-
tions low, raising the question whether surgical therapy should be included earlier in the treatment of prolactinoma. The aim 
of this study was to analyze the outcome of surgical resection of prolactinomas at our institution, to compare it with other 
published surgical and conservative series and to discuss the role of surgery in modern prolactinoma therapy. The authors 
reviewed a database of single-center consecutively operated prolactinoma cases and analyzed the extent of resection (EOR), 
endocrinological and neurological outcomes, and complications. Thirty patients were analyzed. Mean patient age was 37.2 
± 15.5 years (range 16–76) and consisted of 17 (56.7%) females and 13 (43.3%) males. Twenty-one patients (70%) failed 
medical therapy, the main reasons being intolerable side effects in 11 cases (52.4%) and insufficient response in 10 cases 
(47.6%). Nine patients (30%) received no medical treatment prior to surgery, of which five (55.6%) were operated because 
of pituitary apoplexy, two (22.2%) because of acute visual deterioration and two (22.2%) refused medical treatment and 
opted for surgery as first-line treatment. Of the 30 operated tumors, 56.7% (n = 17) were microadenomas, 30% (n = 9) were 
macroadenomas (≥ 10 mm), and 13.3% (n = 4) were giant adenomas (≥ 40 mm). GTR was achieved in 75% (n = 21) of 
cases. The overall remission rate was 63.3%. MRI showed a residual tumor in seven patients (25%), typically with invasive 
growth. Postoperative CSF leaks did not occur. Mean follow-up was 34.9 ± 60.3 months (range 0–246 months). Endocrine 
remission was defined as a morning fasting basal PRL level of 22.3 < ng/mL and measured at the last available follow-up. 
Postoperative Prolactine levels were missing in three patients. Our analysis describes a highly selected sample with a dispro-
portionate number of larger, invasive tumors and emergency cases. Nevertheless, the results are satisfactory and comparable 
with other published series. The consistently good results of transphenoidal surgery, especially for microprolactinomas, 
have led to a greater acceptance of surgery in the treatment of prolactinomas in recent years. The timing of surgery in each 
individual case must be determined by a multidisciplinary team to ensure the best possible outcome.
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Introduction

Prolactinomas or lactotrophic adenomas are the most com-
mon pituitary adenomas, accounting for approximately 50% 
of all pituitary adenomas and are characterized by excessive 
prolactin secretion (levels > 150–200 ng/mL). These high 

levels of prolactin can cause decreased fertility, decreased 
energy and libido, and galactorrhea in men and premeno-
pausal women. Headache is a common symptom in men, 
pre- and postmenopausal women while hypogonadism is 
seen exclusively in men, and oligo- or amenorrhea is seen 
exclusively in premenopausal women [1]. Visual field defi-
cits and visual acuity deficits can result from compression 
of the optic nerves and chiasm.

While elevated prolactin levels (hyperprolactinemia) can 
also be caused by other pituitary adenomas through increased 
intrasellar pressure, known as the stalk effect, or by hypotha-
lamic dysfunction, medications, or various conditions such as 
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pregnancy, liver cirrhosis, and hypothyroidism, these levels 
are usually well below the prolactin serum levels caused by 
prolactinomas [2].

The majority (> 90%) of prolactinomas are microadenomas 
(< 10 mm) and tend not to enlarge; only 10% of prolactino-
mas are macroadenomas or giant adenomas. In cases where 
observation alone is not an option due to clinical symptoms, 
medical treatment with dopamine agonists (cabergoline or bro-
mocriptine) is effective in reducing tumor size and restoring 
gonadal function and fertility in most patients. Surgical tumor 
resection of a prolactinoma is a first-line treatment for emer-
gencies such as pituitary apoplexy with acute visual loss. As 
a second-line treatment, surgical resection is indicated when 
medical therapy has failed as defined by tumor growth, medi-
cation side effects, or failure to control elevated serum prol-
actin levels. Resection of prolactinoma leads to significantly 
improved postoperative quality of life (QOL), whereas in the 
first 3–6 months after surgery QOL, and especially sinonasal 
symptoms transiently worsen [3, 4]. Side effects of a dopa-
mine agonist therapy include CNS problems such as fatigue 
and mood changes, gastrointestinal symptoms such as nausea 
and constipation, and symptoms caused by vasodilation, such 
as nasal congestion and headache. Although the majority of 
patients experience side effects, these effects tend to resolve 
and only a small proportion of patients ultimately have to dis-
continue treatment due to side effects [5, 6]. More serious risks 
of dopamine agonists include valvular heart disease, psychosis, 
and impulse control disorder, but more research is needed to 
better understand the relationship of these complications to 
medical treatment [7]. Furthermore, CSF rhinorrhea can occur 
as a complication of medical therapy for prolactinoma in cases 
where large tumors have led to the destruction of the skull base 
and a shrinking tumor under dopamine agonists opens skull 
base defects with subsequent CSF leakage.

As the results of minimally invasive transsphenoidal sur-
gery have improved, resulting in remission rates of 77–91% 
with low morbidity [8], the role of surgery is currently being 
debated and may be defined less restrictively in the future [6, 
9]. In particular, the need for lifelong medical treatment and 
potential adverse effects may make early surgical interven-
tion a preferable option in more cases. Radiotherapy is gen-
erally reserved for complex cases that cannot be controlled 
by medical therapy or surgery.

The present work aims to analyze a surgical series and to 
discuss the role of surgical resection versus medical therapy 
in the treatment of prolactinomas.

Patients and methods

Institutional review board approval was obtained for 
this study. Informed consent was not required due to 
the retrospective and anonymous nature of this study. 

We analyzed a database of all patients who underwent 
prolactinoma surgery in our department between 2003 
and 2021. Preoperative and postoperative magnetic reso-
nance images with and without contrast were assessed. 
Tumor size was measured before and after surgical 
resection. Cavernous sinus invasion was graded accord-
ing to Knosp [10]. In addition, computed tomography 
images were evaluated for any bony destruction by large 
tumors. Standard preoperative endocrinologic evaluation 
included serum levels of prolactin, ACTH, thyroid-stim-
ulating hormone (TSH), free thyroxine (FT4) (thyroid 
function), luteinizing hormone (LH), follicle-stimulating 
hormone (FSH), testosterone, cortisol, growth hormone 
(GH), and insulin-like growth factor (IGF1). In selected 
cases, dynamic endocrine testing was performed to test 
the ability of the pituitary gland to respond to various 
stimuli.

The diagnosis of prolactinoma was based on the presence 
of a pituitary adenoma on MRI and serum prolactin levels > 
150 ng/mL. Endocrine remission was defined as a postopera-
tive serum prolactin level < 15 ng/mL.

Collected patient factors included demographics, pre-
operative symptoms, and prior prolactinoma treatment. 
Tumor factors such as Knosp grade, tumor size, and skull 
base destruction were evaluated. Operative technique, extent 
of resection, and surgical outcome and any intra- or postop-
erative complications were assessed. Data were collected in 
Excel and analyzed retrospectively. Frequencies, means, etc. 
were calculated using Excel.

Surgical technique

Either a transnasal transsphenoidal approach or a tran-
scranial approach was used for surgical resection. In the 
majority of cases, an endoscopic endonasal transsphe-
noidal approach was used. After routine preparation with 
perioperative antibiotics and a stress dose of hydrocorti-
sone, the sphenoid ostia were identified on both sides and 
opened with rongeurs. Great care was taken not to dam-
age the nasal mucosa, as excessive use of the bipolar, for 
example, can lead to postoperative complications that can 
significantly reduce the quality of life (QOL). The endo-
scope, with 0° optics, was inserted through the left nostril 
and fixed with a rigid arm. The anterior wall of the sella 
was dissected free of mucosa and opened with a high-
speed drill and rongeurs. The adenoma was resected with 
curettes after the opening of the sella endosteum. After 
adenoma resection, the resulting defect was covered with 
hemostatic agents and fibrin glue. In cases of CSF leakage, 
we used fat and fascia lata for coverage, and in very rare 
cases of giant adenoma, a nasoseptal flap was used to close 
the defect. In one patient, the endoscopic transphenoidal 
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technique was not feasible due to lateral extension of the 
tumor; this case was resected via a standard frontolateral 
approach from the right side.

Results

Patient characteristics

Thirty patients with prolactinoma who underwent a total 
of 32 procedures were identified. Prolactinomas represent 
4% of all 750 pituitary adenomas which underwent surgi-
cal resection in 800 procedures at our department during 
the time period 2003–2021. The mean age of patients 
harboring prolactinomas was 37.2 ± 15.5 years (range 
16–76) and 17 (56.7%) were females and 13 (43.3%) were 
males. The mean age of the women in our sample is 32.4 
± 11.7 (range 16–58), and the mean age of the men is 
43.5 ± 17.8 (range 19–76). Table 1 provides an overview 
of the baseline characteristics.

Preoperative diagnostics

All 30 patients received preoperative magnetic resonance 
imaging of the pituitary gland, and tumor size and inva-
sion were measured. Of the 30 operated tumors, 56.7% 
(n = 17) were microadenomas, 30% (n = 9) were mac-
roadenomas (≥ 10 mm), and 13.3% (n = 4) were giant 

adenomas (≥ 40 mm). In three cases, the adenoma 
invaded the cavernous sinus (Knosp Grade 4, 2, and 2). 
The chiasm was compressed in four cases. The adenoma 
extended into the sphenoid sinus in two cases. Despite 
medical therapy with dopamine agonists, 10 patients had 
preoperative persisting elevated prolactin levels.

Indication for surgery

Twenty-one patients (70%) had failed medical therapy, 
the main reasons being intolerable side effects in 11 cases 
(52.4%) and insufficient response in 10 cases (47.6%). 
Nine patients (30%) received no medical treatment prior 
to surgery, of which 5 (55.6%) were operated due to pitu-
itary apoplexy, two (22.2%) for acute visual deteriora-
tion without pituitary apoplexy and two (22.2%) patients 
refused medical treatment and opted for surgery as first-
line treatment.

Seven patients (23.3%) had a preoperative visual impair-
ment (four visual acuity and visual field deficits, three diplo-
pia due to cavernous sinus invasion).

Surgical results

Of the 32 surgical procedures, 30 were endoscopic trans-
sphenoidal resections (93.8%) and two were transcranial 
resections (6.3%) in the same patient. In this case, the 
endoscopic transsphenoidal technique was not feasible 
due to the lateral extension of the giant tumor (Fig. 1). 
Gross total resection (GTR) was achieved in 21 (75%) 
cases, and residual tumor was found in 7 (25%) cases in 
which postoperative imaging was available. All patients 
with residual tumors after surgery had an invasive growth 
of the prolactinoma into the cavernous sinus. An intraop-
erative CSF leak was reported in two cases, postoperative 
CSF leaks did not occur. In the case of the two transcra-
nial surgeries with subsequent transsphenoidal tumor 
debulking, proton irradiation was used postoperatively, 
followed by dopamine agonist treatment. Mean follow-up 
was 34.9 ± 60.3 months (range 0–246 months). Endocrine 
remission was defined as a morning fasting basal PRL 
level of 22.3 < ng/mL and measured at the last available 
follow-up. Postoperative Prolactin levels were missing 
in three patients. The overall endocrinological remission 
rate after surgery was 63.3% (19 cases). A transient post-
operative diabetes insipidus occurred in four patients, in 
two a diabetes insipidus persisted. No temporary or per-
manent SIADH occurred. Table 2 provides an overview 
of the surgical results.

Seven patients had visual disturbances preoperatively; 
postoperatively, there was an objective improvement or 
recovery in all cases. The patient, who underwent two 

Table 1   Baseline characteristics

n (%)

Sex
 Male 13 (43.3%)
 Female 17 (56.7%)
Mean age in years (±SD) 37.2 ± 15.5
Max tumor diameter
 < 1 cm 17 (56.7%)
 > 1 cm 9 (30%)
 > 4 cm 4 (13.3%)
Invasion of cavernous sinus
 Yes 3 (10%)
 No 27 (90%)
Visual symptoms
 Yes 7 (23.3%)
 No 23 (76.7%)
Reason for operation
 Apoplexy 5 (16.7%)
 Adverse effects of dopamine agonists 11 (36.7%)
 Insufficient response to dopamine agonists 10 (33.3%)
 Progressive neurological deficit 2 (6.7%)
 Patients choice 2 (6.7%)
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transcranial surgeries developed a new N. III paresis after 
the first surgery.

Discussion

Sample characteristics/preoperative diagnostics/
indication for surgery

The patient characteristics of our present series are in line 
with other published series, with a predominance of female 
patients and a relatively young mean age. Primeau et al. 
reported a male/female ratio of 18/45 with a mean age of 31 
± 14 years [11]. Kreutzer et al. reported a male/female ratio 
of 79/133 with a mean age of 32 years [12] and Hofstetter 
et al. a male/female ratio of 13/22 with a mean age of 36.3 
years [13]. Several studies have reported sex differences in 
prolactinoma. Due to the nature of the symptoms, men tend 

to be diagnosed later than women, resulting in larger tumors 
at presentation, which is most likely the reason why surgi-
cal series include a higher proportion of men than medical 
series, and why tumor characteristics and outcomes tend to 
be worse in male patients [14, 15].

Our series included 30% macroadenomas and 13.3% giant 
adenomas; this disproportional representation of tumors over 
10 mm in size is also reported by other authors with rates 
from 47–65% of prolactinomas being larger than 10 mm in 
surgical series [11–13, 16].

The indication for surgery was the failure of medical 
therapy in 70% (n = 21) of cases in our series. Of those, 
52.4% had failed medical therapy because of side effects, 
and 47.6% because of inadequate response. Of patients, 
23.3% (n = 7) underwent surgery because of acute neuro-
logical deficits. The reasons for surgery are also similar to 
other published series. Primeau et al. reported drug intoler-
ance as a reason for surgical treatment in 21% of cases, an 
inadequate response in 41% (n = 26) and acute complica-
tions of medical treatment in 16% (n = 10) of cases [11]. In 
the series of Hofstetter et al., 80% of operated patients had 
previously attempted medical therapy [13].

Similar to our experience, other authors reported a subgroup 
of patients who chose surgery as a first-line treatment: 22.2% in 
our series, 22% (n = 14) in the analysis by Primeau et al. [11], 
and 10.9% (n = 23) in the paper authored by Kreutzer et al., 
who also showed an increase of this group over time [12].

Due to the relatively large tumor size in our sample, the 
cavernous sinus was invaded in three patients and the chiasm 
was compressed in four patients.

Surgical results

In line with other modern centers, we use the endonasal 
endoscopic transsphenoidal technique whenever possible. 

Table 2  Surgical outcome

*In two patients, postoperative imaging was not available

n (%)

Extent of resection*
 GTR 21 (75%)
 Residual tumor 7 (25%)
CSF leak
 Intraoperative 2 (6.7%)
 Postoperative 0
Diabetes insipidus
 Transient 4 (13.3%)
 Permanent 2 (6.7%)
Endocrinological remission 19 (63.3%)

Fig. 1  Coronal (a) and sagittal 
(b) MRI with contrast of a 
patient with a giant prolacti-
noma compressing the chiasm 
and invading the cavernous 
sinus on both sides, completely 
encasing the ICA (Knosp grade 
4)
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The overall remission rate of 63.3% is comparable to other 
series. Kreutzer et al. reported a remission rate of 42.7% 
[12], Hofstetter et al. had a rate of 70.6% in their sample 
[13], and Primeau et al. showed a long-term remission 
rate of 30% [11].

Remission rates vary widely depending on the size, inva-
siveness, and morphology of the adenoma; they also tend 
to slightly decrease during longer follow-up. In their com-
prehensive meta-analysis, Wright et al. reported remission 
rates based on tumor volume, with pooled remission rates 
of 76.4% for microadenomas and 47.1% for macroadeno-
mas [17]. Numerous authors have reported that complica-
tion rates and outcomes for surgical and medical therapy 
are largely dependent on tumor size, with infiltrative grow-
ing tumors representing the most challenging cases [16].

The rate of gross total resection is 75% and similar to 
the 74.3% reported by Hofstetter et al. [18]. Surgeons have 
reported adverse effects of dopamine agonists on tumor 
resectability due to dopamine-agonist-induced tumor 
fibrosis. Menucci et al. reported that fibrosis is found in 
up to 77% of adenomas treated with dopamine agonists 
and may adversely affect the outcome of a surgical resec-
tion [19]. In contrast, Wright et al. reported on positive 
effects of a medical therapy before surgery, such as a 
higher postoperative remission rate [17]. Further research 
is needed to determine how to influence the positive and 
negative effects of medical therapy and the role of dura-
tion of therapy.

Several studies have identified the extent of resection 
(EOR) as a major predictor of postoperative hormonal remis-
sion. Thus, factors that prevent gross total resection (e.g., 
cavernous sinus infiltration, large tumor size with extrasellar 
involvement, etc.) are therefore significantly associated with 
lower remission rates. Other factors (not related to surgery) 
that significantly influence remission rates are preoperative 
hormone levels and preoperative medical treatment [20].

Surgical outcome is mainly determined by tumor size, 
invasiveness, and morphology. This has been shown in a 
subgroup analysis with remission rates over 80% for micro-
prolactinomas [12].

Emergency situations and adverse effects of medical 
treatment may further complicate resections [19].

In our analysis, we describe a highly selected sample with 
only 4% of all surgically treated adenoma cases with a dis-
proportionately high proportion of larger, invasive tumors 
and emergency cases. Nevertheless, the results are promising 
and even complicated cases can be managed by combining 
medical, surgical, and radiotherapy.

Should surgery be used as a first‑line treatment

Until now, surgical resection of prolactinomas has only been 
indicated as a first-line treatment for patients who develop 

progressive neurological symptoms (most commonly visual 
problems). Occasionally, patients refuse medical treatment 
and opt for surgery as a first-line treatment, as well. How-
ever, the vast majority of patients with prolactinomas are 
initially treated pharmacologically [21]. This is reflected by 
the fact that only 4% of our adenoma operations are for pro-
lactinomas, although prolactinomas accounts for 50% of all 
diagnosed pituitary adenomas.

Therefore, the sample selected for surgery consists mainly of 
complicated cases with tumors larger than 10 mm (43.3% in our 
series), emergencies (23.3% in our series), and cases that failed 
medical treatment (70% in our series), which are all aspects that 
increase the risk of complications and worsen the outcome.

Studies that have analyzed the surgical outcome of micro-
prolactinomas show better results (compared to macroprolac-
tinomas, e.g., heterogeneous groups) with long-term remission 
rates of 70–100% [16, 22]. The complication rates of prolacti-
noma surgery range from 0 to 5% [8, 12, 23]. Another impor-
tant factor to consider is the evolution of both microscopic 
and endoscopic techniques in recent years. New sophisticated 
instruments, neuronavigation, and high-resolution cameras 
have led to an overall improvement in outcomes. Although 
randomized controlled trials comparing endoscopic and micro-
scopic technique do not show a significant advantage of either 
technique, several authors have reported advantages of the 
endoscopic approach due to better visualization especially in 
tumors with parasellar extension, leading to higher gross tumor 
removal and lower morbidity. Regardless of the technique, sur-
geon experience seems to be a more relevant factor [24, 25].

Based on the good results, the question of whether the 
indication for surgery for prolactinomas should be reeval-
uated and whether minimally invasive transsphenoidal 
surgery should be offered as a first-line treatment option 
(especially for microprolactinomas) has been increasingly 
discussed by physicians involved in the treatment of prolac-
tinomas in recent years [6, 7, 9, 17, 22, 26, 27].

An important aspect fueling this discussion is that patients 
with prolactinomas often require lifelong medical treatment, 
as recurrences have been shown to occur in 54% once medi-
cal therapy is discontinued [18]. While there is uncertainty 
regarding the long-term effects of medical treatment, side 
effects are reported in 15–42% of patients and primary or 
secondary resistance is common, with surgery required as a 
second-line treatment in 14–38% of cases [5, 28].

A comparative study including 70 patients with prol-
actinomas by Park et al. showed better outcomes in terms 
of dopamine agonist-free remission for the group that was 
treated surgically [26]. However, to determine the optimal 
treatment for each individual patient, prospective trials are 
needed to clarify whether surgical treatment of prolactinoma 
as first-line therapy or after a short course of medical therapy 
is a justified option with respect to treatment side effects or 
treatment-related morbidity.
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Limitations

The small sample size as well as the relatively short/respec-
tively varying follow-up time in combination with the ret-
rospective nature of the study reduce the generalizability of 
our data.

Conclusion

Our analysis describes a highly selected sample with a dis-
proportionate number of larger, invasive tumors and emer-
gency cases. Nevertheless, the results are satisfactory and 
comparable with other published surgically treated series. 
The consistently good results of transphenoidal surgery, 
especially for microprolactinomas, have led to a greater 
acceptance of surgery in the treatment of prolactinomas in 
recent years. The timing of surgery in each individual case 
must be determined by a multidisciplinary team to ensure 
the best possible outcome.

Author contribution M.O. and J.C. wrote the main manuscript text and 
L.W. collected the data. All authors reviewed the manuscript.

Funding Open Access funding enabled and organized by Projekt 
DEAL.

Data availability All of the material is owned by the authors and no 
permissions are required.

Declarations 

Ethical approval Institutional review board approval was obtained for 
this study.

Competing interests The authors declare no competing interests.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Huynh PP, Ishii LE, Ishii M (2021) Prolactinomas. JAMA 
325(2):195. https:// doi. org/ 10. 1001/ jama. 2020. 3744

 2. Molitch ME (2017) Diagnosis and treatment of pituitary adeno-
mas: a review. JAMA 317(5):516–524. https:// doi. org/ 10. 1001/ 
jama. 2016. 19699

 3. Castle-Kirszbaum M, Wang YY, King J, Goldschlager T (2022) 
Quality of life after endoscopic surgical management of pituitary 
adenomas. Neurosurgery 90(1):81–91. https:// doi. org/ 10. 1227/ 
NEU. 00000 00000 001740

 4. McCoul ED, Anand VK, Schwartz TH (2012) Improvements in 
site-specific quality of life 6 months after endoscopic anterior 
skull base surgery: a prospective study. J Neurosurg 117(3):498–
506. https:// doi. org/ 10. 3171/ 2012.6. JNS11 1066

 5. Webster J, Piscitelli G, Polli A, Ferrari CI, Ismail I, Scanlon MF 
(1994) A comparison of cabergoline and bromocriptine in the 
treatment of hyperprolactinemic amenorrhea. Cabergoline Com-
parative Study Group. N Engl J Med 331(14):904–909. https:// 
doi. org/ 10. 1056/ NEJM1 99410 06331 1403

 6. Zamanipoor Najafabadi AH, Zandbergen IM, de Vries F, Bro-
ersen LHA, van den Akker-van Marle ME, Pereira AM, Peul WC, 
Dekkers OM, van Furth WR, Biermasz NR (2020) Surgery as a 
viable alternative first-line treatment for prolactinoma patients. 
A systematic review and meta-analysis. J Clin Endocrinol Metab 
105(3):e32–e41. https:// doi. org/ 10. 1210/ clinem/ dgz144

 7. De Sousa SMC (2022) Dopamine agonist therapy for prolactino-
mas: do we need to rethink the place of surgery in prolactinoma 
management? Endocr Oncol 2(1):R31–R50. https:// doi. org/ 10. 
1530/ EO- 21- 0038

 8. Tampourlou M, Trifanescu R, Paluzzi A, Ahmed SK, Karavitaki 
N (2016) Therapy of endocrine disease: surgery in microprolac-
tinomas: effectiveness and risks based on contemporary litera-
ture. Eur J Endocrinol 175(3):R89–R96. https:// doi. org/ 10. 1530/ 
EJE- 16- 0087

 9. Honegger J, Nasi-Kordhishti I, Aboutaha N, Giese S (2020) Sur-
gery for prolactinomas: a better choice? Pituitary 23(1):45–51. 
https:// doi. org/ 10. 1007/ s11102- 019- 01016-z

 10. Knosp E, Steiner E, Kitz K, Matula C (1993) Pituitary adenomas 
with invasion of the cavernous sinus space: a magnetic resonance 
imaging classification compared with surgical findings. Neurosurgery 
33(4):610–617. https:// doi. org/ 10. 1227/ 00006 123- 19931 0000- 00008

 11. Primeau V, Raftopoulos C, Maiter D (2012) Outcomes of trans-
sphenoidal surgery in prolactinomas: improvement of hormonal 
control in dopamine agonist-resistant patients. Eur J Endocrinol 
166(5):779–786. https:// doi. org/ 10. 1530/ EJE- 11- 1000

 12. Kreutzer J, Buslei R, Wallaschofski H, Hofmann B, Nimsky C, 
Fahlbusch R, Buchfelder M (2008) Operative treatment of prol-
actinomas: indications and results in a current consecutive series 
of 212 patients. Eur J Endocrinol 158(1):11–18. https:// doi. org/ 
10. 1530/ EJE- 07- 0248

 13. Hofstetter CP, Shin BJ, Mubita L, Huang C, Anand VK, Boock-
var JA, Schwartz TH (2011) Endoscopic endonasal transsphenoi-
dal surgery for functional pituitary adenomas. Neurosurg Focus 
30(4):E10

 14. Akin S, Isikay I, Soylemezoglu F, Yucel T, Gurlek A, Berker M 
(2016) Reasons and results of endoscopic surgery for prolactino-
mas: 142 surgical cases. Acta Neurochir (Wien) 158(5):933–942. 
https:// doi. org/ 10. 1007/ s00701- 016- 2762-z

 15. Yoo F, Chan C, Kuan EC, Bergsneider M, Wang MB (2018) 
Comparison of male and female prolactinoma patients requiring 
surgical intervention. J Neurol Surg B Skull Base 79(4):394–400. 
https:// doi. org/ 10. 1055/s- 0037- 16157 48

 16. Donegan D, Atkinson JL, Jentoft M, Natt N, Nippoldt TB, Erick-
son B, Meyer F, Erickson D (2017 Jan) Surgical outcomes of pro-
lactinomas in recent era: results of a heterogenous group. Endocr 
Pract 23(1):37–45. https:// doi. org/ 10. 4158/ EP161 446. OR

 17. Wright K, Chaker L, Pacione D, Sam K, Feelders R, Xia Y, 
Agrawal N (2021) Determinants of surgical remission in prolac-
tinomas: a systematic review and meta-analysis. World Neurosurg 
154:e349–e369. https:// doi. org/ 10. 1016/j. wneu. 2021. 07. 035

 18. Dogansen SC, Selcukbiricik OS, Tanrikulu S, Yarman S (2016) 
Withdrawal of dopamine agonist therapy in prolactinomas: In 

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1001/jama.2020.3744
https://doi.org/10.1001/jama.2016.19699
https://doi.org/10.1001/jama.2016.19699
https://doi.org/10.1227/NEU.0000000000001740
https://doi.org/10.1227/NEU.0000000000001740
https://doi.org/10.3171/2012.6.JNS111066
https://doi.org/10.1056/NEJM199410063311403
https://doi.org/10.1056/NEJM199410063311403
https://doi.org/10.1210/clinem/dgz144
https://doi.org/10.1530/EO-21-0038
https://doi.org/10.1530/EO-21-0038
https://doi.org/10.1530/EJE-16-0087
https://doi.org/10.1530/EJE-16-0087
https://doi.org/10.1007/s11102-019-01016-z
https://doi.org/10.1227/00006123-199310000-00008
https://doi.org/10.1530/EJE-11-1000
https://doi.org/10.1530/EJE-07-0248
https://doi.org/10.1530/EJE-07-0248
https://doi.org/10.1007/s00701-016-2762-z
https://doi.org/10.1055/s-0037-1615748
https://doi.org/10.4158/EP161446.OR
https://doi.org/10.1016/j.wneu.2021.07.035


Neurosurgical Review          (2023) 46:128  

1 3

Page 7 of 7   128 

which patients and when? Pituitary 19(3):303–310. https:// doi. 
org/ 10. 1007/ s11102- 016- 0708-3

 19. Menucci M, Quiñones-Hinojosa A, Burger P, Salvatori R (2011) 
Effect of dopaminergic drug treatment on surgical findings in 
prolactinomas. Pituitary 14(1):68–74. https:// doi. org/ 10. 1007/ 
s11102- 010- 0261-4

 20. Penn MC, Cardinal T, Zhang Y, Abt B, Bonney PA, Lorenzo P, 
Lin M, Rosner J, Weiss M, Zada G, Carmichael JD (2021) Cure 
and hormonal control after prolactinoma resection: case series and 
systematic review. J Endocr Soc 5(10):bvab074. https:// doi. org/ 
10. 1210/ jendso/ bvab0 74

 21. Buchfelder M, Zhao Y, Schlaffer SM (2019) Surgery for prolac-
tinomas to date. Neuroendocrinology 109(1):77–81. https:// doi. 
org/ 10. 1159/ 00049 7331

 22. Uzuner A, Yilmaz E, Caklili M, Selek A, Aydemir F, Cabuk B, 
Anik I, Ceylan S (2023) Endoscopic transnasal approach for micro-
prolactinomas with experience of 105 cases in a single center: para-
digmal shift for conventional medical therapy. World Neurosurg 
170:e858–e867. https:// doi. org/ 10. 1016/j. wneu. 2022. 12. 003

 23. Losa M, Mortini P, Barzaghi R, Gioia L, Giovanelli M (2002) 
Surgical treatment of prolactin-secreting pituitary adenomas: 
early results and long-term outcome. J Clin Endocrinol Metab 
87(7):3180–3186. https:// doi. org/ 10. 1210/ jcem. 87.7. 8645

 24. Li A, Liu W, Cao P, Zheng Y, Bu Z, Zhou T (2017) Endoscopic 
versus microscopic transsphenoidal surgery in the treatment 
of pituitary adenoma: a systematic review and meta-analysis. 

World Neurosurg 101:236–246. https:// doi. org/ 10. 1016/j. 
wneu. 2017. 01. 022

 25. Little AS, Kelly DF, White WL, Gardner PA, Fernandez-Miranda 
JC, Chicoine MR, Barkhoudarian G, Chandler JP, Prevedello DM, 
Liebelt BD, Sfondouris J, Mayberg MR, TRANSSPHER Study 
Group (2019) Results of a prospective multicenter controlled 
study comparing surgical outcomes of microscopic versus fully 
endoscopic transsphenoidal surgery for nonfunctioning pituitary 
adenomas: the Transsphenoidal Extent of Resection (TRANS-
SPHER) Study. J Neurosurg 132(4):1043–1053. https:// doi. org/ 
10. 3171/ 2018. 11. JNS18 1238

 26. Park JY, Choi W, Hong AR, Yoon JH, Kim HK, Jang WY, Jung 
S, Kang HC (2021) Surgery is a safe, effective first-line treatment 
modality for noninvasive prolactinomas. Pituitary 24(6):955–963. 
https:// doi. org/ 10. 1007/ s11102- 021- 01168-x

 27. Nomikos P, Buchfelder M, Fahlbusch R (2001) Current manage-
ment of prolactinomas. J Neurooncol 54(2):139–150. https:// doi. 
org/ 10. 1023/a: 10129 05415 868

 28. Kars M, Pereira AM, Smit JW, Romijn JA (2009) Long-term out-
come of patients with macroprolactinomas initially treated with 
dopamine agonists. Eur J Intern Med 20(4):387–393. https:// doi. 
org/ 10. 1016/j. ejim. 2008. 11. 012

Publisher’s note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1007/s11102-016-0708-3
https://doi.org/10.1007/s11102-016-0708-3
https://doi.org/10.1007/s11102-010-0261-4
https://doi.org/10.1007/s11102-010-0261-4
https://doi.org/10.1210/jendso/bvab074
https://doi.org/10.1210/jendso/bvab074
https://doi.org/10.1159/000497331
https://doi.org/10.1159/000497331
https://doi.org/10.1016/j.wneu.2022.12.003
https://doi.org/10.1210/jcem.87.7.8645
https://doi.org/10.1016/j.wneu.2017.01.022
https://doi.org/10.1016/j.wneu.2017.01.022
https://doi.org/10.3171/2018.11.JNS181238
https://doi.org/10.3171/2018.11.JNS181238
https://doi.org/10.1007/s11102-021-01168-x
https://doi.org/10.1023/a:1012905415868
https://doi.org/10.1023/a:1012905415868
https://doi.org/10.1016/j.ejim.2008.11.012
https://doi.org/10.1016/j.ejim.2008.11.012

	Surgery as first-line treatment for prolactinoma? Discussion of the literature and results of a consecutive series of surgically treated patients
	Abstract
	Introduction
	Patients and methods
	Surgical technique

	Results
	Patient characteristics
	Preoperative diagnostics
	Indication for surgery
	Surgical results

	Discussion
	Sample characteristicspreoperative diagnosticsindication for surgery
	Surgical results
	Should surgery be used as a first-line treatment
	Limitations

	Conclusion
	References


