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SUMMARY

Introduction: Pituitary mass related insufficiency may embrace
different scenarios and some of the adult patients will have to
visit first different medical specialists until hypopituitarism is
adequately recognized and eventually treated.
Case report: This is the case of a 59 years non-smoking 
Caucasian male without any known chronic diseases who was 
initially referred for a hematological consult after he was seen on
a primary care center. He presented pale skin, persistent asthenia
in association with a weigh loss of 15 kilos during last two
months. Low iron levels of 26 μg/dL (normal ranges are between
60 and 180 μg/dL) were found consistent with microcytic hypo-
chromic anemia. A mild form of antral gastritis and some internal
hemorrhoids were detected at upper endoscopy, respectively
colonoscopy, partially explaining the anemic syndrome but not
necessarily severe weight loss. The screening tumor markers ruled
out a malignancy. An endocrine check-up was considered useful.
Laboratory tests showed increased levels of prolactin (20 times
above the normal superior limit) and panhypopituitarism. 
Magnetic Resonance Imagery revealed a pituitary tumor of 2 
centimeters maximum diameter in contact with optic chiasm but
without eye field anomalies. Prolactin suppressive medical treat-
ment with dopamine agonists was started (2 mg of cabergoline
twice per week) in addition to pituitary replacements for thyroid,
glucocorticoid, and gonad axes. Daily iron supplements and gastric
protection drugs (20 mg of daily pantoprazole) were continued.
Close endocrine, hematologic and imagery check-up is 
recommended with a consecutive dose adjustment depending on
evolution.
Conclusion: Anemia in males with macroprolactinoma-related
hypopituitarism represents the part of an iceberg that lies out-
side of water. The pituitary condition recognition may be
delayed because uncommon clinical package and sometimes
hematological anomalies, especially anemia, may contribute to
misdiagnosis.

RÉSUMÉ

Mâle adulte avec bicytopénie: est-ce la première manifestation
d'un prolactinome?

Introduction: La tumeur hypophysaire liée à l’insuffisance peut
revêtir des scénarios divers et certains patients adultes devront 
premièrement visiter differents spécialistes jusqu'à ce que l’hypo-
pituitarisme soit dûment reconnu et finalement traité.
Présentation de cas: Nous présentons le cas d'un homme non-
fumeur, de race caucasienne, sans aucune maladie chronique 
connue, qui, initialment, a été envoyé a une consultation héma-
tologique, après une presentation à un centre de soins primaires. Il
avait la peau pâle, une asthénie prononcée en association avec une
perte de poids de 15 kilos au cours des deux derniers mois. Les
niveaux de fer de 26 μg/dL (les valeurs normales se situent entre
60 et 180 μg/dL) ont été trouvés compatibles avec l’anémie hypo-
chrome microcytaire. Une forme légère de gastrite antrale et
quelques hémorroïdes internes ont été dépistés à l'endoscopie
supérieure, la coloscopie expliquant partiellement le syndrome
anémique, mais pas nécessairement la perte sévère de poids. Les
marqueurs tumoraux de dépistage excluent une tumeur maligne.
Un contrôle médical du système endocrinien a été jugé utile. Les
analyses de laboratoire ont montré des niveaux accrus de prolactine
(20 fois au-dessus de la limite supérieure normale) et panhypopitui-
tarisme. L'imagerie par résonance magnétique a révélé une tumeur
pituitaire avec un diamètre maximal de 2 cm en contact avec le chi-
asma optique, mais sans anomalies du champ visuel. Le traitement
médical de suppression pour la prolactine avec des agonistes de la
dopamine a été lancé (2 mg de cabergoline deux fois par semaine),
en addition aux substitutions de l'hypophyse pour les axes de la 
thyroïde, glucocorticoïdes et des gonades. Les suppléments de fer et
les médicaments de protection gastrique (20 mg de pantoprazole par
jour) ont été continués. Les contrôles endocrinien, hématologique
et imagistique sont recommandés avec une dose ajustée en
fonction de l'évolution ultérieure.
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INTRODUCTION

PP
ituitary mass related insufficiency may embrace
different scenarios and some of the adult patients
will have to visit first different medical and/or 

surgical specialists until the hypopituitarism is adequately 
recognized and eventually treated. (1,2,3) The onset may be
acute or progressive; in adults a hypophyseal macroadenoma
(either secretor or not) should be first taken into consideration
due to high frequency. (4,5,6) Mortality is directly related to
central adrenal insufficiency and indirectly correlated with
insulin resistance and cardio-metabolic complications in cases
of Cushing’s disease or acromegaly or in cases with applied
therapy like radiotherapy, especially non-gamma knife proce-
dures. (7,8,9) Anemia in a patient with pituitary disorders may
be caused by central insufficiency of glucocorticoid, thyroid
and gonadic axes, by incidental co-morbidities as digestive
bleeding or occult neoplasia, etc, by autoimmune related 
disorders as hypo-physitis, primary autoimmune hypo-
thyroidism, celiac disease, antibodies against erythrocytes 
(in association or not with similar antibodies that cause 
leucopenia), and by (from a gynecological point of view) 
pregnancy or Sheehan syndrome. (10,11,12) Atypical symp-
toms may mask the diagnosis of the pituitary condition thus
delaying the proper therapy. (13,14,15)

We aim to introduce a male case with a prolactin- 
producing macroadenoma that was initially referred for 
bicytopenia. This is a case report type of the article. The 
hematological and endocrine profile will be presented as
well as imagery findings. The informed consent was signed
by the subject who agreed to use the images below. 

CASE REPORT

Hematological & gastroenterological evaluation: 
bicytopenia

This is a 59-year old non-smoking Caucasian male 
without any known chronic diseases who was initially
referred for a hematological consult after he was seen on a
primary care center. He presented pale skin, persistent 
asthenia in association with a weigh loss of 15 kilos during
last two months. The medical family history includes a 
mother with leukemia and a sister with Hashimoto 
thyroiditis- related hypothyroidism. The evaluation revealed
bicytopenia (anemia and leucopenia) with thrombocytosis.
(table 1) Low iron levels of 26 μg/dL (normal ranges are
between 60 and 180 μg/dL) were found consistent with
microcytic hypochromic anemia. In addition, a gastroentero-

logical exam was performed including abdominal ultra-
sound, colonoscopy and upper gastrointestinal endoscopy. A
mild form of antral gastritis and some internal hemorrhoids
were detected, partially explaining the anemic syndrome but
not necessarily severe weight loss. The screening tumor
markers ruled out a malignancy. For instance, Carcino-
embryonic Antigen was of 1.2 ng/mL (normal < 3 ng/mL),
Prostate Specific Antigen was of 1.48 ng/mL (normal ≤ 3.1
ng/mL), etc. An endocrine check-up was considered useful
under these circumstances. 

Endocrine assessment: macroprolactinoma

At endocrinology center admission, clinical parameters
pointed out a body mass index of 24.7 kg/m2, blood pressure
of 110/65 mmHg (a difference of 10 mmHg between supine
and standing position), a heartbeat rate of 70 per minute. As 
complaints, we also mention decreased libido. Biochemical
parameters indicated mild hypertriglyceridemia. Laboratory
tests showed increased levels of prolactin which became
higher within 100 ng/mL after a dilution was done; low 
levels of testosterone, plasma morning baseline cortisol, and
Free Thyroxine (FT4) with inadequately normal Thyroid
Stimulating Hormone (TSH), consistent with panhypopitu-
itarism. (table 1) Intravenous contrast Magnetic Resonance
Imagery (MRI) revealed a pituitary tumor of 20 by 16 mm in
contact with optic chiasm and pituitary stalk without 
invasion into the cavernous sinus. (fig. 1) The eye field exam
was normal. (fig. 2) Prolactin suppressive medical treatment
with dopamine agonists was started (2 mg of cabergoline
twice per week) in addition to pituitary replacements: daily
50 μg of levothyroxine, and 5 mg of prednisone as well as
monthly injections of 250 mg testosterone enanthate. Daily
iron supplements and gastric protection drugs (20 mg 
of daily pantoprazole) were continued. Close endocrine,
hematologic and imagery check-up is recommended with a
consecutive dose adjustment depending on evolution.

DISCUSSION

Anemia in males confirmed with prolactinomas has
been a subject on interest in several papers. (10,16,17) 
Iglesias P. et al. published two manuscripts in this particular
matter and one of them included 26 men with prolactino-
mas (only four of them with pituitary lesions less than 10
mm). (16) The results pointed that blood hemoglobin is
lower in macro- versus micro-adenomas (p<0.05), respec-
tively, in hypo- versus eu-gonad males. (16) Approximately
one third of subjects with macroprolactinomas has anemia
(defined as finding a hemoglobin level below 13 g/dL) which

List of abbreviations: mg = milligram, μg = microgram, mm
= millimeter, FT4 = Free Thyroxine, IGF-1 = Insulin-like
Growth Factor, MRI= Pituitary Magnetic Resonance Imagery 
TSH = Thyroid Stimulating Hormone
Key words: prolactinoma, anemia, leucopenia, hypopituitarism

Conclusion: L'anémie chez les hommes ayant un hypopituitarisme
lié à un macroprolactinoma représente un iceberg dont une partie
est accrochée en dehors de l'eau. La reconnaissance de la condition
hypophysaire peut être retardée étant donné que le paquet clinique
peu commun et parfois les anomalies hématologiques, l'anémie en
spécial, peuvent contribuer à un diagnostic erroné.
Mots clés: prolactinome, anémie, leucopénie, hypopituitarisme
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Table 1 - Biochemical and hormonal profile of a 59-year old male with macroprolactinoma associated with microcytic hypochromic
anemia, leukopenia and trombocytosis

Parameter Patient’s value Normal limits Units
Prolactin 277.7 1.8-17 ng/mL
Baseline morning plasma cortisol 0.65 5-25 μg/dL
FT4 0.4 0.89-1.76 ng/dL
TSH 1.03 0.4-4 μU/mL
TPO Ab 20.2 < 34 UI/mL
TG Ab 29.8 < 115 UI/mL
Total testosterone 0.07 0.11-7.25 ng/mL
FSH 4.87 1-11.5 UI/L
LH 1.55 0.8-7.6 UI/L
Fasting plasma glucose 98 74-106 mg/dL
Total serum cholesterol 162 < 200 mg/dL
Serum triglycerides 166 < 150 mg/dL
RBC 4.3* 4.5-5.5* /μL
HGB 12.2 13-17 g/dL
HCT 33.6 40-54 %
MCV 78.1 85-95 fL
MCH 28.4 27-32 pg
MCHC 36.3 31-36 g/dL
WBC 3.71** 4-10** /L
PLT 588** 150-400** /μL
FT4 = Free levothyroxine; TSH = Thyroid Stimulating Hormone; TPO Ab =  anti-thyreoperoxidase antibodies; TG Ab = anti-thyreoglobulin
antibodies; FSH = Follicle Stimulant Hormone; LH = Luteinizing Hormone; RBC = red blood cell; HGB = hemoglobin; HCT = hematocrit;
MCV = mean corpuscular volume; MCH = mean corpuscular hemoglobin; MCHC = mean corpuscular hemoglobin concentration; WBC =
white blood cell; PLT = platelets; * x106; ** x103

a b

c

Figure 1 - Intravenous contrast magnetic 
resonance imagery performed on a 59-year old

male patient with macroprolactinoma and
hypopituitarism- related anemia: intrasellar
tumor mass of 20 by 16 mm in contact with

optic chiasm and pituitary stalk
(a)  Sagittal plane; (b) Coronal plane;

(c) Transversal plane
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was rather mild, not severe. (16) Overall, the value of 
hemoglobin does not correlate with prolactin levels as it
does with FT4 and plasma cortisol and it is associated with
the number of pituitary axes that are insufficient due to
tumor mass, and with the confirmation itself of hypophyseal
hormonal deficiencies. (16) Work of Shimon I. et al. found
similar results on 36 adult males (a mean age of 48 years)
with prolactin secreting macroadenomas describing a nega-
tive correlation between hemoglobin and hypogonadism,
respectively the prolactionoma size while hemoglobin levels
increased under adequate treatment with cabergoline. (17)
In the mentioned case, anemia had other coincidental 
causes except for pituitary insufficiency since hyposideremia
was confirmed in association with gastritis and increased
number of circulating platelets. We need to follow the
patient not only to check the tumor dimensions and the
correction of hormonal panel but also regarding blood
hemogram parameters. A study of Tirosh A. et al. on 
86 males with prolactinomas focused on endocrine and
hematological features versus groups of different tumor sizes
and revealed that patients as in this case (having a pituitary
mass of 20 mm maximum diameter) have a prevalence of
hypogonadism of 93.5%, adrenal insufficiency of 6.9%, 
secondary hypothyroidism of 17.9%, while a level of 
hemoglobin below 13.5 g/dL was found on 57.1% of
patients with similar macroprolactionomas size. (18) Except
for high prolactin, the patient had panhypopituitarism,
though we did not find relevant an IGF-1 (Insulin-like
Growth Factor) assay. A prolactin dilution was assessed to
avoid a misdiagnosis of a non-secretor adenoma related 
functional hyperprolactinemia. (19) Another issue on 
differential diagnosis of pituitary mass is hypophysitis but
elevated prolactin level was extremely suggestive. (20,21,
22,23) This rather rare and incompletely described condi-
tion is potentially seen on a autoimmune context as given
by the presence of different types of antibodies. (24,25,
26,27) In this case we did not test antibodies against 
erythrocytes and leucocytes (the patient had negative 

thyroid antibodies) in order to explain low white blood
count which previously has been reported in critically ill
patients with adrenal insufficiency. (28,29)

CONCLUSION

Macroprolactinomas recognition in men may be delayed
because uncommon clinical package and sometimes 
hematological anomalies, especially anemia, may contribute
to misdiagnosis.
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