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Introduction:

Pituitary adenomas are the most common cause of
optic chiasm compression in adults. These tumors are
classified by their size to Microadenomas: <10 mm
and Macroadenomas: >10 mm which is diagnosed by
CT or MRI. Peripheral vision loss, blurry vision,
diplopia, headache and dizziness are the usual
symptoms of pituitary tumor. We are presenting a
patient with peripheral vision loss and optic nerve
damage from cystic compression of pituitary

macroadenoma.
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Patient and Observation
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The patient is a 45 year-old male who is referred to
neuro-ophthalmology clinic complaining of having
blurred vision on both eyes. He noticed bilateral
progressive peripheral vision loss started in the left
eye since 4 months ago. He denies headaches,
diplopia, head trauma, infectious or inflammatory
diseases. He does not have any past medical or

surgery history. He is not using any medication.

Vision is 20/25 right eye and 20/30 left eye. Intra
ocular pressure is 13 mmHg. Color vision is 11/11
right eye and 8/11 left eye. Visual field shows
bitemoporal field defect (Figure 1). OCT optic nerve
presents normal RNFL thickness, even though the
patient has RAPD and color vision deficit left eye
(Figure 2). The funds photo in left eye shows
temporal atrophy (Figure 3). Since the presence of

bitemporal visual field defect is pathognomonic of
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chiasmal compression, MRI brain was ordered which The patient was referred to neurosurgeon for further

revealed cystic macroadenoma 3.3cm x 3.3cm X evaluation and treatment.

3.4cm with compression over chiasma (Figure 4).

Figurel: VF bitemporal field defect
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Figure 2: OCT Optic Nerve: Normal average RNFL thickness, mild GCL loss OS
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Figure 3: Fundus Photos: mild temporal atrophy left eye
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Figure 4: There is 3.3cm x 3.3cm x 3.4cm (AP X transverse x craniocaudal) sellar/suprasellar predominantly cystic

mass with associated fluid-fluid level most consistent with a cystic macroadenoma. There is significant mass effect

on optic chiasm.

Discussion

Pituitary adenomas are usually benign, slow-growing
tumors that arise from cells in the pituitary gland and
count about 16% of all primary cranial neoplasms
[1,8]. Study on 33cases with pituitary macroadenoma
showed almost equal sex incidence with average age
group of 50 to 60 years old. The common complaints
were headache and vision loss [2]. The patients may
experience different signs and symptoms based on
mass effect of the tumor versus hormone secretion
from functioning pituitary adenoma [3]. In our case

the patient have not had any headaches and the only
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complaint was difficulty changing lane when he was
driving. Imaging plays an important role in diagnosis
of sellar lesions such as pituitary tumors [4]. Long-
term compression of the optic chiasma may lead to
axonal degeneration of ganglion cells. Spectral
domain optical coherence tomography (SD-OCT) is
useful to verify retinal nerve fiber layer and ganglion
cell loss in the retina. OCT may even help in
diagnose of asymptomatic pituitary macroadenoma
[5]. In our case, OCT did not show RNFL thinning
but GCL loss on the left retina. The treatment of

macro adenoma is based on the type of the tumor. In
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non-secretory macroadenomas, surgical extirpation is
often required. Trans-sphenoidal surgery is preferred
approach [6,7]. Functioning pituitary adenomas with
variant clinical syndromes need on-time treatment to
reduce associated morbidity and mortality. Treatment
approaches include trans-sphenoidal surgery, medical

therapy and radiation [8,9,10].

Conclusion

Predominantly cystic macroadenomas may cause
peripheral vision loss and optic nerve damage with
relatively normal looking optic nerve and normal
OCT which may delay the diagnosis. Management of
pituitary adenoma can vary based on the type of
tumor and require cooperation of ophthalmologist,
radiologist, endocrinologist, neurosurgeon and

pathologist.
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