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sphenoid sinus (4.6 × 3.8 × 4.0 cm) with brain‑
stem compression and infiltration of the left cav‑
ernous sinus (Figure 1B and 1C; Supplementary ma‑
terial, Figures S1–S4). Computed tomography 
showed an osteolytic hypodense tumor with mild 
vascular enhancement of its solid part (Supple‑
mentary material, Figures S1 and S2). On neuro‑
logical examination, left abducens nerve pare‑
sis and asymmetrical bitemporal visual field de‑
fects were observed.

An endoscopic transnasal transsphenoidal 
near total resection of the tumor was performed. 
A small residual tumor was left in the cavernous 
sinus to reduce the risk of cranial nerve deficits 
and internal carotid artery injury. Histopatho‑
logical examination revealed a GCT with a sec‑
ondary aneurysmal bone cyst (Figure 1D and 1E).

The H3‑3A gene mutation (formerly H3F3A) 
was detected using antihistone H3.3 G34W rab‑
bit monoclonal antibody, and was confirmed by 
direct sequencing of exon 2 of the H3‑3A gene, 
thus fulfilling the 2020 World Health Organiza‑
tion criteria for the diagnosis of GCT (Figure 1F).

The  postoperative course was uneventful. 
Headache, diplopia, and visual impairment sub‑
sided. Pituitary hormonal status after the sur‑
gery was normal (prolactin level of 7.0 ng/ml, off 
pharmacotherapy). Due to the subtotal resection, 
therapy with denosumab was initiated at a dose of 
120 mg subcutaneously every 28–42 days. Over 
a 2‑year follow‑up, there was no progression of 
the small residual GCT (Figure 1G).

Hyperprolactinemia is a common hormonal 
disturbance in the course of pituitary and para‑
sellar tumors. Our case showed an extremely rare 
type of tumor in this location with a complex clin‑
ical presentation. The rapid clinical and radio‑
logical progression of the tumor despite typical 
pharmacological treatment of hyperprolactinemia 
should prompt a revision of diagnosis. Pituitary 

Hyperprolactinemia is a common hormonal dis‑
turbance associated with various etiologies. In 
the case of sellar tumors, elevated prolactin levels 
are most often due to active secretion by a prolac‑
tinoma. They may also result from an indirect ef‑
fect of the tumor on the pituitary stalk.1

The skull base and sellar area are uncommon 
locations for giant cell tumors (GCTs), locally ag‑
gressive osteolytic neoplasms.2 Despite being his‑
tologically benign, the lesions present local recur‑
rences and sporadically demonstrate metastatic 
potential. The most optimal therapeutic manage‑
ment of GCTs includes total surgical resection of 
the lesion.3 In the case of subtotal resections, a re‑
currence rate of over 50% was observed.4 The hu‑
man monoclonal antibody against the receptor 
activator of nuclear factor kappa‑Β ligand, deno‑
sumab, is an approved agent for the treatment of 
unresectable tumors.5

A 26‑year‑old woman presented with secondary 
amenorrhea for 4 months. Initially, she was diag‑
nosed by a gynecologist, and pregnancy was ruled 
out. The hormonal assessment showed a moder‑
ately elevated serum prolactin level (49.97 ng/ml; 
reference range, 4.79–23.3 ng/ml), while oth‑
er hormone levels were normal. Magnetic reso‑
nance imaging (MRI) of the head revealed a pos‑
terior sellar mass without suprasellar extension 
(1.0 × 1.4 × 1.3 cm) (Figure 1A). Based on imaging 
studies and clinical manifestations, a diagnosis 
of macroadenoma was made. Due to the absence 
of visual symptoms and no signs of hypopitu‑
itarism or active hormonal secretion, treatment 
with bromocriptine at a dose of 2.5 mg twice dai‑
ly was recommended, which led to restoration of 
the menstrual cycle.

After 5 months, the patient presented with 
severe headaches with orbital pain accompanied 
by double vision. The second MRI revealed a gi‑
ant solid‑cystic tumor of the clivus, sella, and 
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Figure 1�  A–C – magnetic resonance imaging (MRI) of 
the pituitary gland; A – a T2‑weighted dark fluid sagittal 
image demonstrating an isointense pituitary mass 
(arrow), suggestive of pituitary macroadenoma; 
B – contrast‑enhanced T1‑weighted sagittal image 
showing a heterogeneous giant solid‑cystic tumor of 
the clivus, sella, and the sphenoid sinus area with 
suprasellar structures and pontine compression (arrow); 
C – contrast‑enhanced T1‑weighted coronal image 
showing a hyperintense solid mass with hypointense 
cystic areas (arrow) infiltrating the left cavernous sinus 
and compressing the suprasellar structures; 
D, E – histopathological findings; D – a giant cell tumor 
with a secondary aneurysmal bone cyst: blood‑filled cystic spaces are separated by tumor tissue (hematoxylin and 
eosin staining, magnification × 100); E – multinucleated, osteoclast‑type giant cells (arrows) and scattered 
mononuclear neoplastic cells and histiocytes (asterisks) (hematoxylin and eosin staining, magnification × 200); 
F – immunohistochemistry for H3.3 G34W positive in mononuclear neoplastic cells (nuclear reactions) and negative in 
admixed nonneoplastic cells; G – follow‑up MRI (contrast‑enhanced T1‑weighted image) showing some postoperative 
changes in the clival recess of the sphenoid sinus, decompression of the brainstem and suprasellar area, with normal 
appearance of the pituitary gland, and no features of a residual tumor
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macroadenoma associated with only moderate 
rather than marked hyperprolactinemia requires 
a careful differential diagnosis.

Supplementary material
Supplementary material is available at www.mp.pl/paim.
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