Invasive macroprolactinoma with cabergoline induced cerebrospinal fluid rhinorrhoea in childhood
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J Nonsurgical development of nasal cerebrospinal fluid (CSF) leaks may occur in the setting of pituitary adenomas, especially following a favorable
response of invasive prolactinomas to initiation of Dopamine Agonist (DA) therapy.

Aim

. Cerebrospinal fluid leakage is well described in adults following dopamine agonist treatment.
A literature search identified 38 case reports of adults aged 24 to 60 years with DA-induced CSF rhinorrhoea (1,2 ).

1 To report the first case of cabergoline induced CSF rhinorrhoea in a peri-pubertal girl with an invasive macroprolactinoma and negative screening for

MEN1/AIP mutation.

Case description
J A girl aged 13.8 years presented with headaches and secondary
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Figure 1. MRI coronal / sagittal contrast enhanced T1w of the pituitary region Surgery

A, B at presentation: A large 21mm x 17mm x 25mm pituitary macroadenoma was identified at the initial pituitary MRI extending upwards and outwards to stretch the optic
chiasm and pituitary stalk and downwards towards the base of skull without obvious bony invasion. The posterior pituitary bright spot was present.

C, D 2 months after treatment with cabergoline: the pituitary macroadenoma was significantly smaller (dimensions 20.68mm x 16.95mm). It no longer compressed the
anterior visual pathways and the residual tumour barely rose out of the enlarged pituitary fossa. The extent of disease in the sphenoid bone was also reduced. There was no
cavernous sinus invasion.

E, F 9 months after treatment with cabergoline: the volume of residual tumour has decreased significantly once again. On this occasion, there is a normal amount of pituitary
tissue in an enlarged pituitary fossa. It is therefore not possible to determine how much if any identifiable residual adenoma remains present.

G, H Head CT scan showed a large bone defect in the floor of the sella.

Conclusions

v"We report the first case of cabergoline induced CSF rhinorrhoea in a peri-pubertal child with an invasive macroprolactinoma and negative for MEN1 and
AIP mutation screening.

v Careful observation, high resolution head CT for assessing base of skull erosion, and patient advice to be alert for nasal discharge is needed in patients
with invasive and highly cabergoline-sensitive macroprolactinomas with inferior extension, in order to promptly diagnose and surgically treat a
nonsurgical CSF leak resulting from tumour shrinkage.
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