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Figure 1

A CT scan showed no change in the size of the intrasellar
tumour, She was continued on bromocriptine 2.5 mg Tid.
In October 1989 she again had a positive pregnancy test
but unfortunately had a complete abortion in November.

In April 1990 a follow-up CT scan was normal with
no evidence of pituitary tumour. The patient was still
taking bromocriptine 2.5 mg Tid. One month later she
was found to be pregnant again and it was decided to
continue bromocriptine during this pregnancy. The
patient did not have any symptoms or signs suggestive
of pituitary expansion. In November 1990, she was
admitted to the hospital with gestational diabetes and was
given insulin. On January 1991 the patient underwent
cesarean section because of oblique lie and she delivered
a male baby weighing 3260 gms. Her prolactin level was
2 ng/ml. The patient was discharged with a maintenance
dose of bromocriptine 2.5 mg Tid and she remains
asymptomatic to this day.

DISCUSSION

The reported prevalence of microadenomas in autopsy
series rates between 23 and 27%'. Pregnancy is asso-
ciated with a marked increase in size of 50 to 70% of
the normal pituitary and this has raised concern regarding
enlargement of pituitary tumours®. There are numerous
reports in literature suggesting enlargement of
prolactinomas during pregnancy. About 1.6% of patients
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with microadenomas who become pregnant develop
symptoms of tumour enlargement eg. headaches and/or
visual disturbances’. Studies looking into the use of
bromocriptine during pregnancy have not shown an
association with increased risk of multiple pregnancies,
spontaneous abortions, ectopic pregnancy or congenital
malformations®. The use of bromocriptine is highly
effective in the treatment of neurological complications
that occur in pregnant women in prolactinomas’.

Due to the enlargement of the microadenoma in our
patient’s pregnancy after stopping bromocriptine, it was
decided that if she became pregnant again bromocriptine
would be continued throughout the pregnancy. This in
fact was done; the tumour did not enlarge and the patient
delivered a healthy baby who has not suffered any
mental or physical ill-development.

Should bromocriptine be administered continuously
in patients with microadenoma in order to prevent neu-
rological complications in pregnant women as Konopka
suggests in his paper?® We feel that in patients with
microadenomas who do develop enlargement of their
tumour during pregnancy, the continuous administration
of bromocriptine through subsequent pregnancies is jus-
tified.
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