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Patients with pituitary tumours are uncommon, with an estimated incidence of 20 —

30 per million per year". Manifestations of pituitary tumours are dependent on the
cell line involved, age of onset and the rapidity and extent of expansion. They manifest
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Prof S Arulkumaran (UK) as functional disorders or as an expansive lesion arising within the confines of the
Prof Azrul Azwar (Indonesia) sella, if not incidental. Functionally, pituitary tumours can present as hormonally -
Prof Moti L Kashyap (USA) excess or -deficient syndromes; these may be multi-hormonal or multi-syndromic. A

pituitary tumour may precede or accompany the diagnosis of Multiple Endocrine
Neoplasia Type I. Rarely, an ectopic hormone-producing tumour can mimic a pituitary
syndrome and tumours in structures adjacent to the pituitary may be misdiagnosed
radiologically as pituitary tumours. Malignant pituitary tumours are extremely rare.

Evaluation must involve both anatomic and functional considerations. The

Prof Myo Myint (Myanmar)
Prof Neil Pride (UK)

Prof Tan Chong Tin (Malaysia)
Prof Victor Yu (Australia)

Scientific Section laboratory serves as a crucial aid in diagnosis, treatment and follow-up. Laboratory
A/Prof Ho Nai Kiong data must be interpreted by applying physiological principles with special consideration
A/Prof Jothi Kumar to diurnal, age and sex related variations, and to the concept of relativity in interpreting
Dr Kenneth Lyen “normal” ranges. The functional posterior pituitary gland must not be ignored in
Dr Denis Nyam assessment. Hormone measurements only attempt to assess function. However,

receptor insensitivity or disordered anatomy may also be responsible for clinical
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manifestations. The utilisation of dynamic stimulation and suppression tests has now

Education Section shifted from being one of a routine in the past, to its selective use in non-interpretable
Dr Cheong Pak Yean baseline hormone levels or in equivocal cases, where management is influenced.
Dr Lau Hong Choon Increasingly, magnetic resonance imaging (MRI) has been used for visualisation of
Dr Lim Lean Huar the pituitary gland and adjacent structures rather than computed tomography (CT).
A/Prof Ng Han Seong Surgical, medical and radiation therapies have remained the mainstay therapy for
Dr Richard Ng pituitary tumours. The widespread utility of CT and MRI has led to the increasing
recognition of incidental pituitary tumours. These “incidentalomas” and the recently
Ex-Officio recognised entity of lymphocytic hypophysitis have heightened the need to consider
A/Prof Goh Lee Gan non-intervention and observation in selected instances.
Dr Wong Chiang Yin Deficiencies, whether at diagnosis or after therapeutic intervention must be

corrected. Adequate steroid replacement would prevent a potential fatality and may
unmask an unsuspected diabetes insipidus. The recent availability of oral vasopressin
tablets has been an added convenience to patients. While the cost-benefits of
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replacement of steroids, thyroxine, sex hormones and vasopressin have never been
Editorial Address called into question, the issue of growth hormone (GH) replacement in those with
Prof Kua Ee Heok, Editor its deficiency had been controversial. Newer evidence suggests that GH replacement

may have benefits in reducing both morbidity and morrality®.

Prolactinomas are usually responsive to dopamine agonists both in terms of
prolactin level reduction and tumour shrinkage. Those intolerant or unresponsive to
bromocriptine, now have the option of the newer dopamine agonists like cabergoline
and quinagolide. The non-responsive tumour should raise the possibility of a
For advertising placement, please call Ms Ng Mei San masquerading pseudoprolactinoma ie. a non-functioning tumour causing stalk
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term dopamine agonist therapy may be candidates for surgery as would those with
large macroprolactinomas that cause significantly rapid visual field compromise or
cranial nerve palsies. Female patients with microprolactinomas without any menstrual
disturbances or significant symptoms may be observed without therapy, provided
they are closely monitored.

Acromegaly is best managed surgically. It can achieve a rapid cure and studies have
demonstrated that morbidity and mortality are strongly influenced by the achieved
GH level®. The availability of long-and supra- long-acting somatostatin analogues
like octreotide, octreotide-LAR and lanreotide has been an option for selected cases.
The prohibitive cost aside, these have been shown to reduce tumour size in about a
third of patients by up to 30% and significantly reduce GH levels. It has been suggested
as a tool to promote tumour shrinkage pre-operatively as well as to rectify incomplete
surgical cure. Dopamine agonists suppress GH levels but studies show rather
incomplete suppression in the majority. Radiation therapy has been used more often
as an adjunct or in those deemed unsuitable for surgery.

The limitations of radiation however are mainly that of delayed effectiveness
(with the concomirtant effects of GH excess) and the risk of hypopituitarism and its
associated morbidity and mortality. Currently, the gamma knife has been used mainly
to treat residual or recurrent small tumours, no large scale studies comparing it
with conventional radiation therapy exist.

Where a tumour is clearly idenrified and the diagnosis unequivocal, surgery is
the ideal option for Cushing’s disease. Not infrequently, the biggest dilemma has
been in the accurate localisation of the tumour. The more widespread use of inferior
petrosal sinus sampling would no doubt help improve the success rate. There is
still a place to utilise medical therapy with ketoconazole and aminoglutethimide
as temporising measures pending localisation or bilateral adrenalectomy (with
prior pituitary radiation to avoid Nelson’s syndrome) where tumour localisation
or removal proves difficult in a deteriorating patient.

Rarer tumours like thyrotrophinomas and gonadotrophinomas are best
managed surgically, although sometimes they do respond to dopamine agonists
and somatostatin analogues. Clinically non-functioning pituitary macroadenomas,
which present with visual or neurological symptoms, should have treatrment
directed at reducing the tumour mass and correcting visual loss, if present.
Radiation therapy has been used to treat residual or inoperable tumours. Dopamine
agonists and somatostatin analogues occasionally reduce tumour size and therefore
represent a potential form of adjunct therapy. Clinically non-functioning pituitary
microadenoamas have a prevalence of up to 11% in some autopsy series'®. As the
risk for microadenomas to enlarge is low, the decision to operate may be
confidently postponed with guidance from sequential imaging studies to establish
the growth rate and the need for intervention.

Where surgery is a considered option for pituitary tumours, an experienced
pituitary neurosurgeon would seem to have an advantage in the final outcome
analysis®9. All patients who had surgical cure should be adequately monitored
for recurrence. One therapeutic modality alone may be insufficient to achieve
cure or control of the hyper-secretory state. Alternate adjunct therapy should be
considered in such instances.

Hormone-secreting pituitary adenomas are associated with a high frequency
of local and/or systemic complications at diagnosis. Although treatment reduces
the prevalence of these complications, this is often at the price of increased rates
of hypopituitarism”. The use of adjunct radiation therapy must also be carefully
weighed against the concerns raised about the risk of a second cerebral
malignancy®.

Management is straightforward and unequivocal in most instances. But
controversies exist. The tripartite collaboration amongst the endocrinologist,
neurosurgeon and the radiation oncologist would help to minimise these. The
choice of therapeutic option depends on what tumour we are dealing with and in
which patient, and what expertise is available. Cost considerations may be an
influencing factor. Like choosing a lane on the highway, it depends on how much
time and experience we have, what perils exists and what risks we accept. Along
the journey we may still change our routes but whichever route we choose to take
our patients through, the ultimate aim is to bring them to the destination of
cure, or at least good control.
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