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SUMMARY 

We report 15 cases of pregnancy in 11 patients 
with hyperprolactinemia. These patients initially 
went to our Gynecologic Endocrinology Center 
for various menstrual troubles. They were all 
treated with bromocryptine, except one whose 
hyperprolactinemia was diagnosed when she had 
already started a gonadotropin therapy, since 
HPRL assays performed elsewhere had given 
normal results. 

In 6 patients we diagnosed prolactin-secreting 
pituitary adenoma. Only two patients underwent 
adenomect.omy. 

All patients gave up bromocryptine as soon as 
their pregnancy was detected. 

Two patients had two subsequent pregnancies, 
another one had three. All pregnancies were 
single. The only twin pregnancy followed a 
gonadotropin therapy. 

One of the 15 pregnancies ended with abortion 
at the 12th week; another one (twin) with 
spontaneous delivery at the 37th week; 13 with 
term-delivery. They all had physiologic courses 
except for one case of threatened abortion and 
one case of diabetes insipidus at the 9th month. 

None of the 15 newborns (7 SGA and 8 
AGA) showed malformations. 

No sign or symptom of tumour growth was 
detected in the patients affected by pituitary 
adenoma. 
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INTRODUCTION 

Several cases of female infertility ar1c 
ascribable to increased pituitary prolactin 
production. In about one third of the 
cases hyperprolactinemia is supported by 
pituitary adenomas (1) and the frequency 
of adenomas is currently believed to be 
much higher. 

Spontaneous pregnancy is extremely 
rare in hyperprolactinemic women (2, 3• 4). 

On the other hand very many cases have 
been reported where fertility was restored 
by a causal treatment of this dysendocri
nia, whether medical, surgical or radia
tion (5· 6· 7· 8· 9). The medical therapy
mainly consist of the administration of 
bromocryptine (Parlodel, Sandoz), a dopa
minergic drug that inhibits pituitary pro
lactin secretion (1°). This treatment was 
shown to be unquestionably e任ective both 
in cases of functional hyperprolactinemia 
and in patients with adenomas ( 11 · 12). In 
the latter, surgical therapy (transphenoidal 
adenomectomy) (

13) or radiotherapy (exter
nal pituitary irradiation or Y90 implanta
tion) (14) may be necessary. 

However, the opinions differ widely 
about the best therapy in case of adeno
ma. Some Authors advocate surgical treat
ment in all cases (

13
· 

15
), on the grounds 

that the smaller the lesion the better the 
outcome, while others suggest medical 
therapy and keep surgery for macroade
nomas or tumours extending outside the 
sella (16). This attitude is warranted by 
the low tendency (if any) of these tu
mours to grow, and experience proved 
that medical therapy can normalize pro
lactin levels even in case of adenoma (18). 
Pregnancy already makes the hypophysis 
grow physiologically in size and weight. 
The remarkable estrogen increase adds 
up to stimulate prolactin secretion. The
refore, in adenoma bearers wishing to 
have children most Authors ( 8 · 11 · 19) advo
cate precautionary surgical or radial in
terventions beside bromocryptine in order 
to prevent complications, like visual dis
turbances, severe headaches, paresis of the 
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