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Abstract Abnormal uterine bleeding may be acute or chronic accounting for up to 30% of outpa-

tient visits to gynecologists. Hyperprolactinemia is one of the most common endocrine disorders

associated with ovulatory dysfunction that results in menstrual irregularities. Prior to initiating

treatment, the various causes (physiologic, pathologic, pharmacologic, or idiopathic) of

* Corresponding author at: Department of Obstetrics & Gynecology, American University of Beirut, PO Box 11-0236, Riad El-Solh 1107 2020,

Beirut, Lebanon. Tel.: +961 1 350000x4672; fax: +961 1 370829.

E-mail address: fk01@aub.edu.lb (F. El-Kak).

Peer review under responsibility of Middle East Fertility Society.

Production and hosting by Elsevier

Middle East Fertility Society Journal (2016) 21, 137–147

Middle East Fertility Society

Middle East Fertility Society Journal

www.mefsjournal.org
www.sciencedirect.com

http://dx.doi.org/10.1016/j.mefs.2016.02.001
1110-5690 � 2016 Middle East Fertility Society. Production and hosting by Elsevier B.V.
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

http://crossmark.crossref.org/dialog/?doi=10.1016/j.mefs.2016.02.001&domain=pdf
mailto:fk01@aub.edu.lb
http://dx.doi.org/10.1016/j.mefs.2016.02.001
http://www.sciencedirect.com/science/journal/11105690
http://dx.doi.org/10.1016/j.mefs.2016.02.001
http://creativecommons.org/licenses/by-nc-nd/4.0/


Prolactinoma;

Dopamine agonists
hyperprolactinemia must be elucidated. Prolactin is a stress hormone that increases in response to

stressful conditions; therefore, while collecting samples it is necessary to reduce venipuncture stress.

A thorough patient history and physical examination will help to identify the cause and to direct

therapy. Imaging results must always be assessed along with a patient’s clinical history and bio-

chemical parameters when a pituitary tumor is suspected. Magnetic resonance imaging is the

method of choice for the diagnosis of microprolactinomas and macroprolactinomas in both initial

assessment and follow-up. Several drugs may cause a significant increase in serum prolactin concen-

tration. If clinically feasible, the drug should be discontinued; if this is not possible, it should be

substituted with a drug of similar action that does not cause hyperprolactinemia. Prolactinomas

are the most common cause of pituitary adenomas affecting women of fertile age leading to signif-

icant elevations in prolactin that warrant treatment. Idiopathic hyperprolactinemia may be

observed in the presence of elevated serum prolactin levels and in the absence of any other recog-

nized cause of increased prolactin secretion. Dopamine agonists are the mainstay of therapy in pro-

lactinomas and symptomatic idiopathic hyperprolactinemia because they normalize serum

prolactin, effectively shrink prolactinomas and normalize gonadal function (i.e. menstruation).
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1. Introduction

Abnormal uterine bleeding (AUB) may be acute or chronic,

and is defined as bleeding from the uterine corpus that is
abnormal in regularity, volume, frequency, or duration, occur-
ring in the absence of pregnancy (1). Up to 14% of women

experience irregular or excessively heavy menstrual bleeding
(2). Disorders of the menstrual cycle are a common problem

in ambulatory medicine, accounting for up to 30% of outpa-
tient visits to gynecologists (3). A study found that, of 20.1 mil-

lion visits to physicians, menstrual complaints accounted for
19.1% of the visits (4).

Abnormal uterine bleeding not only puts a heavy economic

burden on society (5) but also significantly impacts health-
related quality of life (5,6). Although additional research is
required, the conservatively estimated annual direct and
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