Evaluation of Symptomatology in Hyperprolactinemic Infertile Women
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Summary

\ prospective study ot 200 cases ot infertility was carried out from June 1997 to Tuly 1999 tor detailed
work up of symptomatology and serum prolactin estimation. Fifty parous women with normal menstrual
veles and non-lactating for last one year were taken for control to have mean serum prolactin.

Lhereswere TG cases of hyperprolactinemia in the study group. Amongst these Y070 had menstrual

problem and 5970 had galactorrhoca.

Cases of infertility presenting with menstrual disorders should be subjected to have serum PRI
estimation, as hormoenal imbalance m these women is due to high level ot prolactin leading to anovulation

Introduction

Fhe assoaation between hyperprolactinemia
and suboptimal reproductive functions has long been
recognized iBlackwell et al, 19900 Tt has been postulated
that prolactin blocks the action of gonadotropins on the
ovary, mhibits production of progesterone by the human
eranulosa cellsand leads to anovulatory intertility along
with v artous menstrual abnormalitios.

Fhe tollowing study was aimed at to find out
the mcrdence o hy perprolactinemia amongst the
intertile women and evaluation of symptomatology.

Matertal and Methods

Ihiswas a prospective study carried out in the
Department ot Gynaecology, MGINS, Sewagram,
Wardha, overaperiod of 2 years from June 1997 to June
1999 The study group comprised of 200 cases of
ntertility (both primary and secondaryy. These 200 cases
were subjected toserum prolactinestimation and detailed

work up

Fifty parous swvomen, with normal menstruad
cveles (26 to 30 davs), 20 to 30 vears of ave. non Lactating,
for at least one vear and not myestimg drogs wen
selected as control group to establish the normal tanee
and mean of serum prolactin levels,

The complete history of all the patients
regarding their marital status, duration and (O pe o
mtfertility, menstrual pattern, especially the presence of
any irregularity, complete obstetric history in case of
secondary intertility, anv history of drug mtake
including oral contraceptives was recorded. Hisior
regarding galactorrhoea, thyvrowd dystunction and visual
disturbances was recorded.

The patients tollowing thorough exammation
subjected for the investigations including scrum PRI
The values of prolactin above 250y mlwere taken as
hyperprolactinemic and values below Sng ml were
taken as hypoprolactinemic.

The data obtamed, was evaluated by ¢ I Squar
test.



Observations
Levels of Serum Prolactine (SPRL)

Therewere 2201 o) cases of hvperprolactinemia
m the study group as compared to none in the control
aroup e Lable B This lugher value of prolactin in the study
grotp nas found to be statistically significant (p < 0.05),
SPRE levels inprimary & secondary infertility.

The present study has shown that amongst the
hvperprolactinemic group, maximum number of both
primary and secondary infertility cases had SPRI. values
between 26-75 ng ml and onlv | case had serum

Table 1
PRL in Control Group and Study Group

Hyperprolactinentic Intertile Wonren

prolactin value more than 76 ng/ml (Table 1),
Presenting complaints

On analvzing the presenting complamts th
study group had shown various manitestations hike
menstrual problems, galactorrhoca, dyspepsia, pelv i
pain, weight loss and gain cte, which i~ depacted i
(Table III). Menstrual problems woere commonly observed
in 20 (90.90%%) hy perprolactinemic cases.

Presenting complaints and serum prolactin levels

In patients with serum prolactin more than 2>

Levels of serum Study group Control group
PRI (ng. mh No % No o
<05 004 02.00 — —
0R-23 174 87.00 50 100
~ 25 022 11.00* — -—
Lotal 200 100 50 Laa
I 008
Table I
Levels of SPRL Primary & Secondary Infertility
Agein Primary infertility Secondary infertility Total
years No Yo No %% No Yo
< U5 004 02.00 — — DO 0200
05-253 110 55.00 64 32.00 171 S0
26-30 009 0-4.50 04 02.00 013 06,50
S-TA 006 03.00 02 01.00 008 04.00
Co-100 001 00.50 — — 001 00.50
lotal 130 65.00 70 35.0n 200 100
Table IT1
Presenting Complaints in Cases of Hyperprolactinemia and Other Cases in the Study Group
Complaints Hyperprolactinemic cases Other cases # Total
{n=22) (n=178) (n=200)
No %o No %o No Y
Menstrual 200 90.90 50% 28.08 70 3500
Problem
Galactorrhoea 13% 59.09 05% 02.81 s 09.00
Dyvsparcunia 04 18.18 22 12.35 26 13.00
Pelvic pain 02 09.09 30 16.85 30 [5.00
Weight gam — — 18 1.11 s DY 00
Weight loss - — 28 15.73 2N 4o
Nocomplamts 02 19.09 74 41.57 s IS0
Tolal 4] 15.30 227 84.70 268 L0000

P 0001 s Menstrual problem and galactorrhoea had significantly higher Hyvperprolactinemia as compared to

other complaints.

# other cases include normoprolactinemic and hypoprolactinemic cases.



S oSamal ot al

ne mb the mam problem was m the menstrual cyvele in
S0 e o o0
(e 5070 dy sparcunia in 4 (02.0070) and pelvic pain in
2000 cases. Onlv intfertility, as the presenting
complaint was found in majority; 74 {3770) cases with
serum profatin ey els loss than 25 ng /ml It was observed

A cases tolfowed by galactorrhocea in 13

that with increasing prolactin value, number of
complamts too increased. Thus a statistically significant
association betiveen serum prolactin levels and number
ot complaints was tfound in the present study {(p<0.001)
tTable IV

O1 the 200 cases in the studv, 18 (9.09%) cases
had galactorrhoca. Of these, 13 (72.2270) belonged to the
b porprolactinemic group and remaining 5 (27.78%)
belonged to normoprolactinemic group. Thus a highly
srenrhicant association between galactorrhocea in
Inperprolactinemic group as compared to galactorrhoea
mnormoprolachnemic group, was tound in the present

Table 1V
Levels of Serum Prolactin and Presenting Complaints

study (p < 0.00T) (Table V).
Discussion

[n the present study, seruny profactim v alue was
rased in 117 ot the cases of the study group ascomparcd
to the none in the control group (Tabte T Thus o
signjficant (po< 0051 bhetween
hvperprolatinemia and intertidits was established m the
present studv. The incidence ot hyvperprofactimenia i
the infertility group was reported rangmg trom IS to
141.0% by various workers (Kredenster et al Tost il
ct al 1991, Pratibha ot al 1993).

associatton

[t was scen that amongst the hyperprolictmenn
group, majoritv viz, 72727 were of primary and 2700
were of sccondarvinfertilibv. Sinha et al rlvsyreported
the incidence of primary infertility i o> S and
secondary intertility in 341070 of the cases The reason

Complaints Serum prolactin levels in ng/ml (n=200) Total
<5 5-7% 26-50 51-75 76-100
NMenstrual 06 1 11 08 01 0
problems {03.00) (22.00) (05.50) (04.00) (00,50 {35000
Galactorrhocea - 05 05 07 01 [
(02.50) (02.50) (03.50) (00,50 (O 80
IVvspareania 02 20 — 03 01 20
(01.0m (10.00) (01.50) (O0.50) (1500
Pelvic pain — 30 — 02 e R
{15.00) (01.00) (T 0y
Werght gam 18 —_ — — [
NAERRF (O9.0Mm
Werght loss 28 — - — 2N
t14h (o)
No 74 02 — — T
Complamts (37.00) (01.00 (3.
Figures in parenthesis indicate percentages.
Table V
Galactorrhoea and Serum Prolactin Levels in Study Group
Serum PRI Tevels Galactorrhoea Galactorrhoea Total
(ng/ml) present absent No
No No
> — 04 (02.00) O4 (0200
525 05 {02.500* 169 (84.5(0) |7 (ST 00
26250 05 (02,50 08 (04.00) I3 106 A
SETA 07 (03,504 01 (00.50 OS (o400,
To- o0 O (0050 — O 0050,
Fotal 1= (09.0Mm 182 (91.00) 2000100t
e 000]

Frgures iy parenthesis indicate percentages



for by perprofactmemia i parous women leading to
~econdary mtertihity was due to oestrogen of pregnancy
whichs cnough o stimulate the groavth of a small silent
fumor of prtuitarny feading to amenorrhoea, persistent
calactorrhoca and secondary mfertility (Sherman et al,
L9757 Tt as believed that the main causce of infertifity
associated woth by perprolactinenia is anovualation due
to the imparment in the vonadotrophin release
pulsatilitv: mterterence i the positive feedback of
costrogen on the mid ovele TH surge and direct

inhibition of ovarian sterotdogengsis (Salvi 1998).

On analvzing the presenting complamt along
scithomtertdity 1w as seen that the maximum cases had
nenstrual problems (909007 followed by galactorrhoca
n vy otmtertile group (Table HE& INY There were
mhe 2000 Cases who had nocomplamt other than
ntertihity bt were stdl hw perprolactmenmie. The presence
o multiple complamts on the  anrertile
nperprolactimemie cases was signigicantly more (p <
LOR D than m normoprolactmemic infertile cases.
\ceordimye to Franks ot al (19771 the characteristic
cproductive  disturbances  associated  with
nperprolactimenmia anclude primary or secondary
amenorthoca, symptoms and signs ot vestrogen
deticieney (vasomotor symptoms, decreased breast size,
vaginal drvness, vaginal atrophy and osteoporosis).
vartous workers state that hyperprolactinemia may
present with galactorrhoca, menstrual disturbances,
mtertibiy o they may be asymptomatic (Conner and
Fricd 1998 and Salvr, 1998)0 The present study 1s in

complete agreement with the above workers.

Coalactorrhoca, which s one ot the commmonest
complamt reported by hyperprolactinemic cases in the
present series  was o present on 59,097 of the
hy perprolactimenine cases (Lable M. Similar findings
havealsobeen reported by various authors (Takkaretal
fase Simha et al 1989 Rajan 1990, Pillai et al 1991 and

Sheth & Sheth, (992,

Hyperprolactinemita s not ahwavs associated
with calactorrhocea Out of 200 study cases, 182 (91%)
cases and out of 22 hyperprolactinemic cases, 9 (41%)
cases did not have galactorrhoca (Table V). Katz and
Adashi (1990 commented that absence ot galactorrhoea
in by perprolactinenmic cases may be due to the presence
ot an mmmunoercactive and theretore measurable
proalocim reterred toas “big” prolactin and “big - big”
proflachmosy hich mav fack bioactivity . In view of the fact

that the by perprolactinemic cases had highly signiticant

Hyperprolactinennc Intertile Wonien

assoctatton with walactorrioea ip - 000 T o <ty
we believe that galactorrbioca s a typical marker o

hyperprolactinemia.

Anoattempt was made to o correlate
association of amenorrhoca and galactorrboca witd
hyperpmlactinvxmm In our study 8330 Cases hay e

both  amenorrhoea and  walactorrhoea hood

hvperprolactinemia.

Quigleyv & Hanev (19803 reported. that on th
cases with amenorrhoca and galactorrhoea betw een
79% - 979 have hyperprolactinemia. Afso according to
Kredentser et al (1981), when intertility was combined
with abnormal menstruation or gafactorrhoea or hoth
the incidence of hvperprolactinenua morcased T
present studyv also showed close assocation o
amenorrhoca and galactorrhoea i infertile w omen wot!
hvperprolatinemia.

Amongst the various menstrual abnormalitic:
in hvperprolactinemic cases, oligohypomenorrhoeas s
commonest & present i 417 cases tollowed I
CAaAses dlhi <cvondan N

[t fonnd

oligomenorrhoea o 417

20
'WN>

amenorrhoca m 2376 ot the cases. Rajan

the incidence of sccondary amenorrhoca and
oligomenorrhoca in hyperprolactinemic cases tohe 25

and 16" respectively. Katz and Adashoobusoattrbaoal
oligomenorrhoea and amenorrhoen "
hyperprolactinemic cases to o compensatory mercase o
hvpothalamic

hvperprolactinenua, which in tarn mhibits ¢k

responsc to

dopamine mn

production reducmg gonadotropm production and
causing amenorrhoca and hiy poestrogentsn Webchioy,
that though amenorrhoca does not alw v~ oo
hvperprolactinemic cases, varietyv ot alterations ik
hypomenorrhoca, oltgohvpomoenorrhoos
hvpermenorrhoca may be present.

Cases ot infertilitvy prosenting wotd
amenorrhoea, oligomenorrhoca and hy pomenorrhoc,
should be subjected to SPRIE estimation, as higher PRI

level causes hormonal imbalance related to anoy alatio
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