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PITUITARY TUMORS
DEFINITION 
Pituitary adenomas are benign growths from cells of the pituitary gland. 
Tumors 1 cm or larger in size are called “macroadenomas” and tumors 
under 1 cm in size are called “microadenomas.”

These tumors may produce an excess of various pituitary hormones 
(“secretory” tumors) or may not produce any hormones (“non-
secretory”). Pituitary tumors can also compress the normal pituitary 
gland and cause a deficiency of certain hormones. Pituitary tumors 
usually produce symptoms by either causing an excess or deficiency or 
pituitary hormones, or by compressing nerves that control the eye which 
can affect vision or eye movement.

The most common type of secretory adenoma is a “Prolactinoma” and 
produces an excess of “prolactin,” a hormone involved in the production 
of breast milk. These tumors are usually treated with medicines alone. 

The other two major types of secretory pituitary tumors cause 
either Cushing’s Disease (in which people have too much steroid 
hormones in their bodies which can cause symptoms like diabetes, 
hypertension, or a swollen face) or Acromegaly (in which people have 
too much growth hormone in their bodies and can get enlargement 
of their hands, feet, face, and internal organs).

TREATMENT OPTIONS 
Non-secretory microadenomas are usually treated with observation 
or medication. Non-secretory macroadenomas, Cushing’s tumors 
and Acromegaly tumors are usually operated on transphenoidally 
(through the nostrils), frequently with an endoscope. Radiosurgery 
is an excellent choice for residual or recurrent tumor after surgery, 
non-secretory adenomas that are not causing much compression of 
the optic chiasm, and for patients who would not otherwise be good 
candidates for surgery. 

THE DOCTOR IS IN:  
COMPLEX CONDITIONS EXPLAINED SERIES 

CASE STUDY 1

This is a 45-year-old man who, 

three years earlier, had undergone 

transsphenoidal removal of a non-

secretory pituitary macroadenoma. 

The tumor had recurred. Gamma 

Knife (a type of radiosurgery) was 

performed. Six years later, the 

patients remained neurologically 

intact, and the tumor had almost 

completely disappeared. The patient 

takes Synthroid, but otherwise has 

normal endocrine function.

MICHAEL BRISMAN M.D., F.A.C.S. 
Neurosurgeon
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 Stereotactic Radiosurgery

 Neuro-endoscopy

 Gamma Knife ®

 Transsphenoidal Endoscopic Surgery

 CyberKnife ®

MICHAEL H. BRISMAN M.D., F.A.C.S.
Neurosurgeon

Board certifi ed by the American Board of Neurological Surgeons and a Fellow of the 
American College of Surgeons, Dr. Brisman specializes in the treatment of Trigeminal 
Neuralgia and Brain Tumors. He serves as the Co-Medical Director of the Long Island 
Gamma Knife ® Center at Mount Sinai South Nassau and he has served as the Chief of 
Neurosurgery and Co-Director of the Neuroscience Institute at NYU Winthrop Hospital. 
In addition, Dr. Brisman has formerly served as President of both the Nassau County 
Medical Society and the New York State Neurosurgical Society.

DR. BRISMAN TREATS:

 Trigeminal Neuralgia

 Glossopharyngeal Neuralgia

 Meningiomas

DR. BRISMAN IS PROFICIENT IN THE USE OF MINIMALLY INVASIVE 
NEUROSURGICAL PROCEDURES, INCLUDING:

 Brain Tumors

 Brain Metastases

 Skull Tumors

 Pituitary Tumors

 Gliomas

 Brain AVM’s

 Novalis Tx ®

 Stereotactic-guided Craniotomy

 Percutaneous Trigeminal Rhizotomy

 Microvascular Decompression (MVD) 

 Acoustic Neuromas

 Hemifacial Spasm

 Chiari Malformation
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This is a 55 year-old-female who presented with progressively 
worsening axial low back pain and left lower extremity 
radiculopathy.  She had a previous L4 to S1 posterior laminectomy 
with interbody fusion by another spine surgeon about three 
year prior.  Imaging demonstrated L3-4 adjacent segment 
degeneration with spinal instability and stenosis.  She developed 
subsidence from her initial surgery, which resulted in loss of 
physiologic lordosis and accelerated the adjacent degenerative 
cascade.  Her L4-S1 construct otherwise appeared to have a solid 
arthrodesis.  Symptoms were debilitating and she had failed best 
medical management, therefore surgery was offered.

The goals of surgery were to achieve spinal stability, neural 
decompression, and re-establish a physiologic sagittal 
alignment.  She had co-morbidities that precluded a more 
conventional open posterior approach with hardware revision.  
Dr. Gaudin therefore elected to perform an L3-4 Minimally 
Invasive Direct Lateral Interbody Fusion with Plate.  This 
allowed for stability through a large surface area interbody 
and lateral plate, indirect neural decompression by distracting 
the spinal canal and neuroforamina, and increase lordosis by 
lengthening the anterior column of the spine with placement of 
a hyperlordotic cage.

The patient tolerated the surgery well and attained near 
complete resolution of her preoperative chronic low back and 
leg pain.  Incision was a little over one inch on her lateral side.  
Her postoperative pain was well managed given the indirect 
access to the spine which allowed for preservation of her 
paraspinal musculatures, and minimally invasive approach 
which maintained the integrity of the lateral abdominal wall 
muscle.  She has discharged home on the day after surgery and 
was able to fully wean off her chronic narcotics.

Xavier P. J. Gaudin, D.O.

Levin DA, Hale JJ, Bendo JA. Adjacent segment degeneration following spinal fusion 
for degenerative disc disease. Bull NYU Hosp Jt Dis. 2007;65(1):29–36. 

Louie PK, Varthi AG, Narain AS, Lei V, Bohl DD, Shifflett GD, Phillips FM. Stand-alone 
lateral lumbar interbody fusion for the treatment of symptomatic adjacent segment 
degeneration following previous lumbar fusion. Spine J. 2018 Nov;18(11):2025-2032.

Malham GM, Ellis NJ, Parker RM, Blecher CM, White R, Goss B, Seex KA. 
Maintenance of Segmental Lordosis and Disk Height in Stand-alone and 
Instrumented Extreme Lateral Interbody Fusion (XLIF). Clin Spine Surg. 2017 
Mar;30(2):E90-E98.

Ohba T, Ebata S, Haro H. Comparison of serum markers for muscle damage, surgical 
blood loss, postoperative recovery, and surgical site pain after extreme lateral 
interbody fusion with percutaneous pedicle screws or traditional open posterior 
lumbar interbody fusion. BMC Musculoskelet Disord. 2017 Oct 16;18(1):415.
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This is a 55 year-old-female who presented with progressively 
worsening axial low back pain and left lower extremity 
radiculopathy.  She had a previous L4 to S1 posterior laminectomy 
with interbody fusion by another spine surgeon about three 
year prior.  Imaging demonstrated L3-4 adjacent segment 
degeneration with spinal instability and stenosis.  She developed 
subsidence from her initial surgery, which resulted in loss of 
physiologic lordosis and accelerated the adjacent degenerative 
cascade.  Her L4-S1 construct otherwise appeared to have a solid 
arthrodesis.  Symptoms were debilitating and she had failed best 
medical management, therefore surgery was offered.

The goals of surgery were to achieve spinal stability, neural 
decompression, and re-establish a physiologic sagittal 
alignment.  She had co-morbidities that precluded a more 
conventional open posterior approach with hardware revision.  
Dr. Gaudin therefore elected to perform an L3-4 Minimally 
Invasive Direct Lateral Interbody Fusion with Plate.  This 
allowed for stability through a large surface area interbody 
and lateral plate, indirect neural decompression by distracting 
the spinal canal and neuroforamina, and increase lordosis by 
lengthening the anterior column of the spine with placement of 
a hyperlordotic cage.

The patient tolerated the surgery well and attained near 
complete resolution of her preoperative chronic low back and 
leg pain.  Incision was a little over one inch on her lateral side.  
Her postoperative pain was well managed given the indirect 
access to the spine which allowed for preservation of her 
paraspinal musculatures, and minimally invasive approach 
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LOCATIONS

Spine Centers 
Nassau County: 
William J. Sonstein, M.D.  
Artem Y. Vaynman, M.D.  
Stephen T. Onesti, M.D.  
Sachin N. Shah, M.D. 
Vladimir Y. Dadashev, M.D.  
Benjamin R. Cohen, M.D. 
Xavier P. J. Gaudin, M.D. 
Yusef Imani, M.D.

Suffolk County: 
Ramin Rak, M.D.  
Donald S. Krieff, D.O.  
Zachariah M. George, M.D. 
Daniel M. Birk, M.D.

Cerebrovascular/
Neuroendovascular Center 
Jonathan L. Brisman, M.D.  
John A. Grant, M.D. 

  
 Trigeminal Neuralgia Center 

Michael H. Brisman, M.D.  
Jeffrey A. Brown, M.D. 
Brian J. Snyder, M.D.

Stereotactic Radiosurgery 
Center 
Michael H. Brisman, M.D.  
Ramin Rak, M.D.

Ultrasonic Spine Institute 
William J. Sonstein, M.D. 

Brain Tumor Center 
Michael H. Brisman, M.D.  
Jonathan L. Brisman, M.D. 
Ramin Rak, M.D.  
John A. Grant, M.D. 

Minimally Invasive  
Brain Surgery Center 
Michael H. Brisman, M.D.  
Jonathan L. Brisman, M.D. 
Jeffrey A. Brown, M.D. 
Brian J. Snyder, M.D. 
Paolo A. Bolognese, M.D.  
John A. Grant, M.D. 

  Ramin Rak, M.D.

Epilepsy Center 
Brian J. Snyder, M.D. 

Pediatric Neurosurgery Center 
John A. Grant, M.D.

Pain Center 
Jeffrey A. Brown, M.D.  
Stephen T. Onesti, M.D.

Chiari Malformation Center 
Paolo A. Bolognese, M.D. 

Care Centers

  

Rockville Centre 
100 Merrick Road 
Suite 128W 
Rockville Centre, NY 11570 
(516) 255-9031

Lake Success 
One Hollow Lane 
Suite 212 
Lake Success, NY 11042 
(516) 442-2250

Bethpage 
4250 Hempstead Turnpike 
Suite 4 
Bethpage, NY 11714 
(516) 605-2720

Commack 
353 Veterans Memorial Hwy. 
Suite 303 
Commack, NY 11725 
(631) 864-3900

West Islip 
500 Montauk Hwy.  
Suite K 
West Islip, NY 11795 
(631) 983-8400

Port Jefferson Station 
1500-8A Route 112 
Port Jefferson Station, NY 11776 
(631) 828-3001

Office Locations

Our experienced neurosurgeons are leaders in “bloodless” 
spine and brain surgical procedures, including endoscopic 
spine surgery, radiosurgery, and other advanced, minimally 
invasive techniques. Most appointments can be scheduled 
within five business days.

Scan here to request 
an appointment for a 
consultation.
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ADULT BRAIN
SURGERY UPDATE

LATEST NSPC CASE STUDIES

This is a 59 year old woman with 11 years of left sided facial pain consistent 
with trigeminal neuralgia. The pain was in her left jaw, cheek and forehead, 
in all three distributions of the trigeminal nerve. The pains were sudden, 
brief, severe, electric shocks of pain, that were triggered by light touch and 
responded to oxcarbazepine. She had tried gabapentin, but that had not 
been helpful. 10 years earlier she had undergone Gamma Knife treatment 
which had given her many years of relief, but now the pain had recurred. She 
had restarted her oxcarbazepine, which gave her partial relief of pain, but 
caused significant side effects, including dizziness and memory problems. 
Her prior MRI imaging had demonstrated contact of a blood vessel against 
the trigeminal nerve root. The patient was healthy other than some medically 
controlled hypertension, and wanted a potentially more permanent procedure 
to treat her trigeminal neuralgia. As such, she was set up for an MVD.

In Dr. Brisman’s hands, the MVD usually takes about 2 hours once the 
operation has started. It is performed under general anesthesia, with the 
patient in the lateral position. Neuro-monitoring is performed throughout the 
case. A one and a half inch linear incision is made just behind the ear. A circular 
piece of bone is drilled out about the size of a quarter. The dura is opened up 
to the transverse – sigmoid sinus junction, and cerebrospinal fluid is released 
until the brain is fully relaxed. The microscope is brought in to provide both 
excellent lighting and magnification. Arachnoid dissection is performed so 
the vascular conflict against the nerve can be clearly visualized. Sometimes, 
the endoscope can also be used to clarify the anatomy. In this case, a loop 
of the superior cerebellar artery was causing significant compression and 
distortion of the trigeminal nerve root (Figure 1). The superior cerebellar 
artery is the usual offending blood vessel in cases of trigeminal neuralgia. 
Using micro-dissection techniques with appropriate micro -instruments, the 
artery is dissected off the nerve, and very small pieces of teflon felt (a non-
absorbable material) are used to keep the artery from recompressing the 
nerve. The final image under the microscope shows the trigeminal nerve root 
fully decompressed, with resumption of normal anatomy (Figure 2). The dura 
is closed with permanent sutures. A small round titanium plate is used to 
reconstruct the skull defect, and the scalp is closed with absorbable sutures. 
A small sterile dressing is applied (Figure 3). Patients are usually discharged 
home the following day. 

This patient did very well. After surgery her pain was completely gone, and 
she was able to discontinue her oxcarbazepine. Given the surgical findings 
of a clear and significant vascular conflict, her trigeminal neuralgia pain is 
likely cured. 

Surgical View of a Microvascular Decompression 
(MVD) for Trigeminal Neuralgia

FIGURE 1 
Intra-operative microscope 
image of  the compressed 
trigeminal nerve root.

FIGURE 2 
Intra-operative microscope 
image of the trigeminal nerve 
root fully decompressed.

FIGURE 3 
Post-operative photo. 
Patients are usually 
discharged home the  
day after an MVD.
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This is a 55 year-old-female who presented with progressively 
worsening axial low back pain and left lower extremity 
radiculopathy.  She had a previous L4 to S1 posterior laminectomy 
with interbody fusion by another spine surgeon about three 
year prior.  Imaging demonstrated L3-4 adjacent segment 
degeneration with spinal instability and stenosis.  She developed 
subsidence from her initial surgery, which resulted in loss of 
physiologic lordosis and accelerated the adjacent degenerative 
cascade.  Her L4-S1 construct otherwise appeared to have a solid 
arthrodesis.  Symptoms were debilitating and she had failed best 
medical management, therefore surgery was offered.

The goals of surgery were to achieve spinal stability, neural 
decompression, and re-establish a physiologic sagittal 
alignment.  She had co-morbidities that precluded a more 
conventional open posterior approach with hardware revision.  
Dr. Gaudin therefore elected to perform an L3-4 Minimally 
Invasive Direct Lateral Interbody Fusion with Plate.  This 
allowed for stability through a large surface area interbody 
and lateral plate, indirect neural decompression by distracting 
the spinal canal and neuroforamina, and increase lordosis by 
lengthening the anterior column of the spine with placement of 
a hyperlordotic cage.

The patient tolerated the surgery well and attained near 
complete resolution of her preoperative chronic low back and 
leg pain.  Incision was a little over one inch on her lateral side.  
Her postoperative pain was well managed given the indirect 
access to the spine which allowed for preservation of her 
paraspinal musculatures, and minimally invasive approach 
which maintained the integrity of the lateral abdominal wall 
muscle.  She has discharged home on the day after surgery and 
was able to fully wean off her chronic narcotics.

Xavier P. J. Gaudin, D.O.
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for degenerative disc disease. Bull NYU Hosp Jt Dis. 2007;65(1):29–36. 

Louie PK, Varthi AG, Narain AS, Lei V, Bohl DD, Shifflett GD, Phillips FM. Stand-alone 
lateral lumbar interbody fusion for the treatment of symptomatic adjacent segment 
degeneration following previous lumbar fusion. Spine J. 2018 Nov;18(11):2025-2032.

Malham GM, Ellis NJ, Parker RM, Blecher CM, White R, Goss B, Seex KA. 
Maintenance of Segmental Lordosis and Disk Height in Stand-alone and 
Instrumented Extreme Lateral Interbody Fusion (XLIF). Clin Spine Surg. 2017 
Mar;30(2):E90-E98.

Ohba T, Ebata S, Haro H. Comparison of serum markers for muscle damage, surgical 
blood loss, postoperative recovery, and surgical site pain after extreme lateral 
interbody fusion with percutaneous pedicle screws or traditional open posterior 
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LATEST NSPC CASE STUDIES

This is a 59 year old woman with 11 years of left sided facial pain consistent 
with trigeminal neuralgia. The pain was in her left jaw, cheek and forehead, 
in all three distributions of the trigeminal nerve. The pains were sudden, 
brief, severe, electric shocks of pain, that were triggered by light touch and 
responded to oxcarbazepine. She had tried gabapentin, but that had not 
been helpful. 10 years earlier she had undergone Gamma Knife treatment 
which had given her many years of relief, but now the pain had recurred. She 
had restarted her oxcarbazepine, which gave her partial relief of pain, but 
caused significant side effects, including dizziness and memory problems. 
Her prior MRI imaging had demonstrated contact of a blood vessel against 
the trigeminal nerve root. The patient was healthy other than some medically 
controlled hypertension, and wanted a potentially more permanent procedure 
to treat her trigeminal neuralgia. As such, she was set up for an MVD.

In Dr. Brisman’s hands, the MVD usually takes about 2 hours once the 
operation has started. It is performed under general anesthesia, with the 
patient in the lateral position. Neuro-monitoring is performed throughout the 
case. A one and a half inch linear incision is made just behind the ear. A circular 
piece of bone is drilled out about the size of a quarter. The dura is opened up 
to the transverse – sigmoid sinus junction, and cerebrospinal fluid is released 
until the brain is fully relaxed. The microscope is brought in to provide both 
excellent lighting and magnification. Arachnoid dissection is performed so 
the vascular conflict against the nerve can be clearly visualized. Sometimes, 
the endoscope can also be used to clarify the anatomy. In this case, a loop 
of the superior cerebellar artery was causing significant compression and 
distortion of the trigeminal nerve root (Figure 1). The superior cerebellar 
artery is the usual offending blood vessel in cases of trigeminal neuralgia. 
Using micro-dissection techniques with appropriate micro -instruments, the 
artery is dissected off the nerve, and very small pieces of teflon felt (a non-
absorbable material) are used to keep the artery from recompressing the 
nerve. The final image under the microscope shows the trigeminal nerve root 
fully decompressed, with resumption of normal anatomy (Figure 2). The dura 
is closed with permanent sutures. A small round titanium plate is used to 
reconstruct the skull defect, and the scalp is closed with absorbable sutures. 
A small sterile dressing is applied (Figure 3). Patients are usually discharged 
home the following day. 

This patient did very well. After surgery her pain was completely gone, and 
she was able to discontinue her oxcarbazepine. Given the surgical findings 
of a clear and significant vascular conflict, her trigeminal neuralgia pain is 
likely cured. 

Surgical View of a Microvascular Decompression 
(MVD) for Trigeminal Neuralgia

FIGURE 1 
Intra-operative microscope 
image of  the compressed 
trigeminal nerve root.

FIGURE 2 
Intra-operative microscope 
image of the trigeminal nerve 
root fully decompressed.

FIGURE 3 
Post-operative photo. 
Patients are usually 
discharged home the  
day after an MVD.
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Atypical Convexity Meningioma

This is a 45-year-old IT professional who is married and has two 
kids. He’s a former NCAA college football quarterback. 

Since a car accident in 2015, he suffered chronic, intermittent 
episodes of back pain. He was in chiropractic treatment when he 
developed sudden, severe leg pain while jogging in California.

Dr. Birk performed a minimally invasive transforaminal lumbar 
interbody fusion (TLIF). After the procedure, no narcotic use 
was needed, and his back and leg pain were gone. The patient 
returned to normal functioning.

Former NCAA Quarterback is Back  
to Normal After Elective Fusion

DANIEL BIRK M.D. 
Spine Surgery

Preop x-rays showing pars defects or spondylolysis of the lumbar spine.

Postoperative MRI of the completed  
transforaminal lumbar interbody fusion (TLIF)

Scan to learn more about Dr. Birk

The patient is an otherwise healthy 80-year-old gentleman who 
presented with complaints of right frontal headaches and difficulty 
walking that had progressed over about three weeks. He was 
neurologically nonfocal. A CT scan without contrast (Fig. 1) showed 
a large right parietal mass with midline shift and cerebral edema.

A MRI with gadolinium (Fig. 2) confirmed the likely diagnosis of 
convexity meningioma, a benign neoplasm of the meninges. Given 
the location of the tumor, angiography and embolization were 
deemed unnecessary prior to resection. Stereotactic c-guided 
craniotomy was performed by Dr. Jonathan Brisman and the tumor 
was carefully excised from the surrounding brain. A gross total 
resection was achieved. He was discharged from the hospital to 
his home, neurologically intact with a slow improvement of his gait. 
Postoperative MRI (Fig. 3) showed no evidence of residual tumor.

Pathologic analysis revealed a meningothelial tumor consistent 
with a meningioma with atypical features (immunocytochemical 
positive staining for vimentin, EMA, and Ki67 at 23%), and the 
lesion was graded an Atypical Meningioma, WHO grade 2. Neuro-
oncology consultation was obtained and a decision was made to 
monitor conservatively, with radiation therapy indicated for tumor 
recurrence only. The patient has since returned to normal neurologic 
function with no evidence of tumor recurrence.

JONATHAN BRISMAN M.D., F.A.C.S. 
Neurovascular Neurosurgery

Scan to learn more about Dr. Brisman

FIGURE 1  
Preoperative CT scan 
without contrast

FIGURE 2 
Preoperative MRI  
with gadolinium

FIGURE 3 
Postoperative MRI 
shows no evidence  
of residual tumor

Neurosurgeons Collaborate to Treat
Giant Symptomatic Meningioma

CLINICAL PRESENTATION:

For several days, an otherwise healthy, 62-year-old woman 
displayed confusion, headaches, and word-finding difficulties. 
She was brought to the emergency department at a local 
hospital and underwent a CAT scan of the head which showed 
a large mass in the left frontal region with mass effect, 
consistent with a brain tumor.

The patient was admitted to the hospital’s intensive care unit 
and started on steroids and seizure prophylaxis medications.  
A subsequent MRI scan, with and without contrast, revealed 
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DEFINITION 
Pituitary adenomas are benign growths from cells of the pituitary gland. 
Tumors 1 cm or larger in size are called “macroadenomas” and tumors 
under 1 cm in size are called “microadenomas.”

These tumors may produce an excess of various pituitary hormones 
(“secretory” tumors) or may not produce any hormones (“non-
secretory”). Pituitary tumors can also compress the normal pituitary 
gland and cause a deficiency of certain hormones. Pituitary tumors 
usually produce symptoms by either causing an excess or deficiency or 
pituitary hormones, or by compressing nerves that control the eye which 
can affect vision or eye movement.

The most common type of secretory adenoma is a “Prolactinoma” and 
produces an excess of “prolactin,” a hormone involved in the production 
of breast milk. These tumors are usually treated with medicines alone. 

The other two major types of secretory pituitary tumors cause 
either Cushing’s Disease (in which people have too much steroid 
hormones in their bodies which can cause symptoms like diabetes, 
hypertension, or a swollen face) or Acromegaly (in which people have 
too much growth hormone in their bodies and can get enlargement 
of their hands, feet, face, and internal organs).

TREATMENT OPTIONS 
Non-secretory microadenomas are usually treated with observation 
or medication. Non-secretory macroadenomas, Cushing’s tumors 
and Acromegaly tumors are usually operated on transphenoidally 
(through the nostrils), frequently with an endoscope. Radiosurgery 
is an excellent choice for residual or recurrent tumor after surgery, 
non-secretory adenomas that are not causing much compression of 
the optic chiasm, and for patients who would not otherwise be good 
candidates for surgery. 
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CASE STUDY 1

This is a 45-year-old man who, 

three years earlier, had undergone 

transsphenoidal removal of a non-

secretory pituitary macroadenoma. 

The tumor had recurred. Gamma 

Knife (a type of radiosurgery) was 

performed. Six years later, the 

patients remained neurologically 

intact, and the tumor had almost 

completely disappeared. The patient 

takes Synthroid, but otherwise has 

normal endocrine function.
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CASE STUDY 2

This is a 53 year old man with several months of persistent 

bothersome midline frontal headaches. Imaging was consistent 

with a pituitary macroadenoma, just touching the optic nerves 

(fi gure 1 post contrast T1 sagittal MRI image). Endocrine testing 

was normal. The patient underwent endonasal endoscopic 

transsphenoidal removal of the tumor. Post operative imaging 

showed a good removal of the tumor (fi gure 2 post contrast T1 

sagittal MRI image). After surgery, the patient’s headaches 

immediately and completely resolved. 

CASE STUDY 4

Figure 1 Figure 2

23 YEAR OLD MAN WITH LARGE PITUITARY 
MASS AND VISION IMPAIRMENT
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PITUITARY TUMOR WITH CUSHING’S DISEASE

PITUITARY ADENOMA TRANSSPHENOIDAL

GIANT PITUITARY TUMOR

This is a 46 year old woman who had diabetes, hypertension, 

and progressive swelling of her face and body, and endocrine 

testing consistent with Cushing’s Disease. MRI demonstrated a 

9mm right sided pituitary adenema (fi g 1 post contrast T1 

weighted coronal image). She underwent endonasal endoscopic 

transsphenoidal removal of the tumor. Post operative imaging 

showed the tumor was completely removed (fi g 2 post 

operative opst contrast coronal MRI image). Postoperative lab 

tests showed very low serum cortisol levels, consistent with a 

successful operation. She was placed on replacement 

hydrosortisone which was eventually weaned off . She felt much 

better and her diabetes and hypertension were much improved. 

Her subsequent endocine testing was consistent with a cure 

from her Cushing’s Disease.

CASE STUDY 3
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CASE STUDY 5

This is a 52 year old man with several months 

of progressive headaches and visual loss. 

Imaging showed a large pituitary region mass. 

His endocrine tests were normal except for a 

prolactin level of 8000 ng/ml. He was started 

on oral cabergoline twice a week. Soon 

thereafter  his headaches had resolved and his 

vision had returned to normal. MRI imaging 

after several weeks of treatment showed 

dramatic reduction in the size of the tumor 

(Fig. 2 post contrast MRI Sagittal image).

This is a 23 year old 
man who reported 
3 months of blurry 
vision. He otherwise 
had no complaints. 
He felt that while his 
vision was clearly 
signifi cantly impaired, 
it had not clearly 
worsened in the last 
3 months.

Ophthalmology Exam:  The patient had fi rst sought out care 
from an ophthalmologist. Formal visual fi eld testing showed a 
profound bitemporal hemianopsia, a dense visual fi eld cut in 
both lateral fi elds of view.

MRI Imaging:  The patient was sent by his ophthalmologist 
for an MRI of the brain, with and without contrast. The MRI 
demonstrated a 2.8 x 2.1 x 1.7 cm pituitary mass compressing 
the optic chiasm, with slight extension into the left cavernous 
sinus. The mass had a cystic component of indeterminate 
nature (Figure 1).

Blood Tests:  Blood tests, including endocrine tests were all 
normal except for an elevated prolactin level of 260 ng/ml.

Neurosurgical Assessment:  The patient was sent for 
evaluation by Dr. Michael Brisman. The patient was found to 
have a bitemporal visual fi eld cut, but was otherwise normal. 
The impression was a partly cystic macroprolactinoma with 
symptomatic compression of the optic chiasm.

Treatment:  The patient was started on oral cabergoline 
(a dopamine agonist) twice a week. Soon after starting the 
medicine he noted his vision was starting to improve. He was 
also referred to an endocrinologist for evaluation.

Follow-up:  Follow-up evaluation with the patient showed steady 
improvement in vision. At 4 months follow up, MRI showed 
near complete resolution of the tumor (Figure 2), and the 
patient reported his vision had completely returned to normal.

Discussion:  Pituitary adenomas are one of the more common 
benign primary tumors of the brain. Common presentations 
of macroadenomas include visual impairment (due to 
compression on the optic nerves or chiasm), and endocrine 
abnormalities. Pituitary tumors that grow upward will 
commonly compress the optic chiasm and produce the classic 
“bitemporal hemianopsia” .

A normal blood prolactin level is generally under 20 ng/ml. 
Modest elevations, up to 100 ng/ml, can be seen with smaller 
prolactinomas, but also with other types of pituitary tumors 
due to the “stalk eff ect”. Compression on the pituitary stalk 
itself blocks the delivery of dopamine from the hypothalamus 
to the pituitary gland. Dopamine inhibits the prolactin 
secreting cells of the anterior pituitary gland. Elevated 
prolactin levels in women will frequently present with 
galactorrhea (milky discharge from the breast) or irregular 
menstrual periods. Prolactinomas are almost always managed 
either medically or with observation only. Dopamine agonists 
such as Bromocriptine (Parlodel) or twice weekly Cabergoline 
(Dostinex), will usually normalize the prolactin levels and 
cause dramatic shrinkage of the tumor, as in this patient. 
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This is a 55 year-old-female who presented with progressively 
worsening axial low back pain and left lower extremity 
radiculopathy.  She had a previous L4 to S1 posterior laminectomy 
with interbody fusion by another spine surgeon about three 
year prior.  Imaging demonstrated L3-4 adjacent segment 
degeneration with spinal instability and stenosis.  She developed 
subsidence from her initial surgery, which resulted in loss of 
physiologic lordosis and accelerated the adjacent degenerative 
cascade.  Her L4-S1 construct otherwise appeared to have a solid 
arthrodesis.  Symptoms were debilitating and she had failed best 
medical management, therefore surgery was offered.

The goals of surgery were to achieve spinal stability, neural 
decompression, and re-establish a physiologic sagittal 
alignment.  She had co-morbidities that precluded a more 
conventional open posterior approach with hardware revision.  
Dr. Gaudin therefore elected to perform an L3-4 Minimally 
Invasive Direct Lateral Interbody Fusion with Plate.  This 
allowed for stability through a large surface area interbody 
and lateral plate, indirect neural decompression by distracting 
the spinal canal and neuroforamina, and increase lordosis by 
lengthening the anterior column of the spine with placement of 
a hyperlordotic cage.

The patient tolerated the surgery well and attained near 
complete resolution of her preoperative chronic low back and 
leg pain.  Incision was a little over one inch on her lateral side.  
Her postoperative pain was well managed given the indirect 
access to the spine which allowed for preservation of her 
paraspinal musculatures, and minimally invasive approach 
which maintained the integrity of the lateral abdominal wall 
muscle.  She has discharged home on the day after surgery and 
was able to fully wean off her chronic narcotics.

Xavier P. J. Gaudin, D.O.
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Office Locations

Our experienced neurosurgeons are leaders in “bloodless” 
spine and brain surgical procedures, including endoscopic 
spine surgery, radiosurgery, and other advanced, minimally 
invasive techniques. Most appointments can be scheduled 
within five business days.

Scan here to request 
an appointment for a 
consultation.

PROMPT
APPOINTMENTS

ADULT BRAIN
SURGERY UPDATE

LATEST NSPC CASE STUDIES

This is a 59 year old woman with 11 years of left sided facial pain consistent 
with trigeminal neuralgia. The pain was in her left jaw, cheek and forehead, 
in all three distributions of the trigeminal nerve. The pains were sudden, 
brief, severe, electric shocks of pain, that were triggered by light touch and 
responded to oxcarbazepine. She had tried gabapentin, but that had not 
been helpful. 10 years earlier she had undergone Gamma Knife treatment 
which had given her many years of relief, but now the pain had recurred. She 
had restarted her oxcarbazepine, which gave her partial relief of pain, but 
caused significant side effects, including dizziness and memory problems. 
Her prior MRI imaging had demonstrated contact of a blood vessel against 
the trigeminal nerve root. The patient was healthy other than some medically 
controlled hypertension, and wanted a potentially more permanent procedure 
to treat her trigeminal neuralgia. As such, she was set up for an MVD.

In Dr. Brisman’s hands, the MVD usually takes about 2 hours once the 
operation has started. It is performed under general anesthesia, with the 
patient in the lateral position. Neuro-monitoring is performed throughout the 
case. A one and a half inch linear incision is made just behind the ear. A circular 
piece of bone is drilled out about the size of a quarter. The dura is opened up 
to the transverse – sigmoid sinus junction, and cerebrospinal fluid is released 
until the brain is fully relaxed. The microscope is brought in to provide both 
excellent lighting and magnification. Arachnoid dissection is performed so 
the vascular conflict against the nerve can be clearly visualized. Sometimes, 
the endoscope can also be used to clarify the anatomy. In this case, a loop 
of the superior cerebellar artery was causing significant compression and 
distortion of the trigeminal nerve root (Figure 1). The superior cerebellar 
artery is the usual offending blood vessel in cases of trigeminal neuralgia. 
Using micro-dissection techniques with appropriate micro -instruments, the 
artery is dissected off the nerve, and very small pieces of teflon felt (a non-
absorbable material) are used to keep the artery from recompressing the 
nerve. The final image under the microscope shows the trigeminal nerve root 
fully decompressed, with resumption of normal anatomy (Figure 2). The dura 
is closed with permanent sutures. A small round titanium plate is used to 
reconstruct the skull defect, and the scalp is closed with absorbable sutures. 
A small sterile dressing is applied (Figure 3). Patients are usually discharged 
home the following day. 

This patient did very well. After surgery her pain was completely gone, and 
she was able to discontinue her oxcarbazepine. Given the surgical findings 
of a clear and significant vascular conflict, her trigeminal neuralgia pain is 
likely cured. 

Surgical View of a Microvascular Decompression 
(MVD) for Trigeminal Neuralgia

FIGURE 1 
Intra-operative microscope 
image of  the compressed 
trigeminal nerve root.

FIGURE 2 
Intra-operative microscope 
image of the trigeminal nerve 
root fully decompressed.

FIGURE 3 
Post-operative photo. 
Patients are usually 
discharged home the  
day after an MVD.

RAMIN RAK, M.D.
• Spine Surgery
• Brain Tumors

Scan to learn more about Dr. Rak

This is a 55 year-old-female who presented with progressively 
worsening axial low back pain and left lower extremity 
radiculopathy.  She had a previous L4 to S1 posterior laminectomy 
with interbody fusion by another spine surgeon about three 
year prior.  Imaging demonstrated L3-4 adjacent segment 
degeneration with spinal instability and stenosis.  She developed 
subsidence from her initial surgery, which resulted in loss of 
physiologic lordosis and accelerated the adjacent degenerative 
cascade.  Her L4-S1 construct otherwise appeared to have a solid 
arthrodesis.  Symptoms were debilitating and she had failed best 
medical management, therefore surgery was offered.

The goals of surgery were to achieve spinal stability, neural 
decompression, and re-establish a physiologic sagittal 
alignment.  She had co-morbidities that precluded a more 
conventional open posterior approach with hardware revision.  
Dr. Gaudin therefore elected to perform an L3-4 Minimally 
Invasive Direct Lateral Interbody Fusion with Plate.  This 
allowed for stability through a large surface area interbody 
and lateral plate, indirect neural decompression by distracting 
the spinal canal and neuroforamina, and increase lordosis by 
lengthening the anterior column of the spine with placement of 
a hyperlordotic cage.

The patient tolerated the surgery well and attained near 
complete resolution of her preoperative chronic low back and 
leg pain.  Incision was a little over one inch on her lateral side.  
Her postoperative pain was well managed given the indirect 
access to the spine which allowed for preservation of her 
paraspinal musculatures, and minimally invasive approach 
which maintained the integrity of the lateral abdominal wall 
muscle.  She has discharged home on the day after surgery and 
was able to fully wean off her chronic narcotics.

Xavier P. J. Gaudin, D.O.
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Minimally Invasive Solution 
for Spinal Revision Surgery

POSTOPERATIVE X-RAY  

(55° lumbar lordosis)

PREOPERATIVE X-RAY  

(39° lumbar lordosis)

SPINE UPDATE

XAVIER P. J. GAUDIN, D.O. 
Spine Surgery

A New, No Cost, Online Continuing Medical Education 
(CME) Platform. Earn AMA PRA Category 1 Credits for 
Completing Patient-Based  Case Studies & Webinars.
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LATEST NSPC CASE STUDIES

This is a 59 year old woman with 11 years of left sided facial pain consistent 
with trigeminal neuralgia. The pain was in her left jaw, cheek and forehead, 
in all three distributions of the trigeminal nerve. The pains were sudden, 
brief, severe, electric shocks of pain, that were triggered by light touch and 
responded to oxcarbazepine. She had tried gabapentin, but that had not 
been helpful. 10 years earlier she had undergone Gamma Knife treatment 
which had given her many years of relief, but now the pain had recurred. She 
had restarted her oxcarbazepine, which gave her partial relief of pain, but 
caused significant side effects, including dizziness and memory problems. 
Her prior MRI imaging had demonstrated contact of a blood vessel against 
the trigeminal nerve root. The patient was healthy other than some medically 
controlled hypertension, and wanted a potentially more permanent procedure 
to treat her trigeminal neuralgia. As such, she was set up for an MVD.

In Dr. Brisman’s hands, the MVD usually takes about 2 hours once the 
operation has started. It is performed under general anesthesia, with the 
patient in the lateral position. Neuro-monitoring is performed throughout the 
case. A one and a half inch linear incision is made just behind the ear. A circular 
piece of bone is drilled out about the size of a quarter. The dura is opened up 
to the transverse – sigmoid sinus junction, and cerebrospinal fluid is released 
until the brain is fully relaxed. The microscope is brought in to provide both 
excellent lighting and magnification. Arachnoid dissection is performed so 
the vascular conflict against the nerve can be clearly visualized. Sometimes, 
the endoscope can also be used to clarify the anatomy. In this case, a loop 
of the superior cerebellar artery was causing significant compression and 
distortion of the trigeminal nerve root (Figure 1). The superior cerebellar 
artery is the usual offending blood vessel in cases of trigeminal neuralgia. 
Using micro-dissection techniques with appropriate micro -instruments, the 
artery is dissected off the nerve, and very small pieces of teflon felt (a non-
absorbable material) are used to keep the artery from recompressing the 
nerve. The final image under the microscope shows the trigeminal nerve root 
fully decompressed, with resumption of normal anatomy (Figure 2). The dura 
is closed with permanent sutures. A small round titanium plate is used to 
reconstruct the skull defect, and the scalp is closed with absorbable sutures. 
A small sterile dressing is applied (Figure 3). Patients are usually discharged 
home the following day. 

This patient did very well. After surgery her pain was completely gone, and 
she was able to discontinue her oxcarbazepine. Given the surgical findings 
of a clear and significant vascular conflict, her trigeminal neuralgia pain is 
likely cured. 

Surgical View of a Microvascular Decompression 
(MVD) for Trigeminal Neuralgia

FIGURE 1 
Intra-operative microscope 
image of  the compressed 
trigeminal nerve root.

FIGURE 2 
Intra-operative microscope 
image of the trigeminal nerve 
root fully decompressed.

FIGURE 3 
Post-operative photo. 
Patients are usually 
discharged home the  
day after an MVD.

JONATHAN BRISMAN, M.D.
• Cerebrovascular Neurosurgery
• Brain Tumors
• Spine Surgery

Scan to learn more about Dr. Brisman

Atypical Convexity Meningioma

This is a 45-year-old IT professional who is married and has two 
kids. He’s a former NCAA college football quarterback. 

Since a car accident in 2015, he suffered chronic, intermittent 
episodes of back pain. He was in chiropractic treatment when he 
developed sudden, severe leg pain while jogging in California.

Dr. Birk performed a minimally invasive transforaminal lumbar 
interbody fusion (TLIF). After the procedure, no narcotic use 
was needed, and his back and leg pain were gone. The patient 
returned to normal functioning.

Former NCAA Quarterback is Back  
to Normal After Elective Fusion

DANIEL BIRK M.D. 
Spine Surgery

Preop x-rays showing pars defects or spondylolysis of the lumbar spine.

Postoperative MRI of the completed  
transforaminal lumbar interbody fusion (TLIF)

Scan to learn more about Dr. Birk

The patient is an otherwise healthy 80-year-old gentleman who 
presented with complaints of right frontal headaches and difficulty 
walking that had progressed over about three weeks. He was 
neurologically nonfocal. A CT scan without contrast (Fig. 1) showed 
a large right parietal mass with midline shift and cerebral edema.

A MRI with gadolinium (Fig. 2) confirmed the likely diagnosis of 
convexity meningioma, a benign neoplasm of the meninges. Given 
the location of the tumor, angiography and embolization were 
deemed unnecessary prior to resection. Stereotactic c-guided 
craniotomy was performed by Dr. Jonathan Brisman and the tumor 
was carefully excised from the surrounding brain. A gross total 
resection was achieved. He was discharged from the hospital to 
his home, neurologically intact with a slow improvement of his gait. 
Postoperative MRI (Fig. 3) showed no evidence of residual tumor.

Pathologic analysis revealed a meningothelial tumor consistent 
with a meningioma with atypical features (immunocytochemical 
positive staining for vimentin, EMA, and Ki67 at 23%), and the 
lesion was graded an Atypical Meningioma, WHO grade 2. Neuro-
oncology consultation was obtained and a decision was made to 
monitor conservatively, with radiation therapy indicated for tumor 
recurrence only. The patient has since returned to normal neurologic 
function with no evidence of tumor recurrence.

JONATHAN BRISMAN M.D., F.A.C.S. 
Neurovascular Neurosurgery

Scan to learn more about Dr. Brisman

FIGURE 1  
Preoperative CT scan 
without contrast

FIGURE 2 
Preoperative MRI  
with gadolinium

FIGURE 3 
Postoperative MRI 
shows no evidence  
of residual tumor

Neurosurgeons Collaborate to Treat
Giant Symptomatic Meningioma

CLINICAL PRESENTATION:

For several days, an otherwise healthy, 62-year-old woman 
displayed confusion, headaches, and word-finding difficulties. 
She was brought to the emergency department at a local 
hospital and underwent a CAT scan of the head which showed 
a large mass in the left frontal region with mass effect, 
consistent with a brain tumor.

The patient was admitted to the hospital’s intensive care unit 
and started on steroids and seizure prophylaxis medications.  
A subsequent MRI scan, with and without contrast, revealed 
that the large mass was a giant left frontal extra-axial 
meningioma (Fig. 1).

CLINICAL MANAGEMENT AND TREATMENT:

The case was discussed in detail with the patient’s family and 
the patient herself, whose speech had improved somewhat 
due to the steroids. Considering the size and the location of 
this tumor, neurosurgeon Ramin Rak M.D. recommended 
resection of the tumor with the aid of neuronavigation. To 
reduce the blood supply to the tumor prior to the craniotomy, 
Dr. Rak enlisted his colleague, cerebrovascular neurosurgeon 
Jonathan Brisman M.D., to embolize some of blood vessels 
feeding the tumor (Fig. 2). Successful embolization of the 
feeding vessels from the middle meningeal artery significantly 
helped the tumor resection that followed (Fig. 3).

Surgery was performed by Dr. Rak. A craniotomy exposed the 
underlying tumor which was identified and removed using 
microsurgical and fine surgical techniques. 

A piece of DuraGen was then trimmed properly and placed 
over the cortex and the surrounding dura. The craniotomy 
bone flap was put back together using a mixture of round 
titanium burr hole covers and one straight plate. There were 
no complications, and the patient was transferred back to the 
intensive care unit in stable condition. Since her discharge, 
she has done very well and has made a full recovery.  

Figure 1 Figure 2 Figure 3
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AT TREATMENT

AFTER TREATMENT

PITUITARY TUMORS
DEFINITION 
Pituitary adenomas are benign growths from cells of the pituitary gland. 
Tumors 1 cm or larger in size are called “macroadenomas” and tumors 
under 1 cm in size are called “microadenomas.”

These tumors may produce an excess of various pituitary hormones 
(“secretory” tumors) or may not produce any hormones (“non-
secretory”). Pituitary tumors can also compress the normal pituitary 
gland and cause a deficiency of certain hormones. Pituitary tumors 
usually produce symptoms by either causing an excess or deficiency or 
pituitary hormones, or by compressing nerves that control the eye which 
can affect vision or eye movement.

The most common type of secretory adenoma is a “Prolactinoma” and 
produces an excess of “prolactin,” a hormone involved in the production 
of breast milk. These tumors are usually treated with medicines alone. 

The other two major types of secretory pituitary tumors cause 
either Cushing’s Disease (in which people have too much steroid 
hormones in their bodies which can cause symptoms like diabetes, 
hypertension, or a swollen face) or Acromegaly (in which people have 
too much growth hormone in their bodies and can get enlargement 
of their hands, feet, face, and internal organs).

TREATMENT OPTIONS 
Non-secretory microadenomas are usually treated with observation 
or medication. Non-secretory macroadenomas, Cushing’s tumors 
and Acromegaly tumors are usually operated on transphenoidally 
(through the nostrils), frequently with an endoscope. Radiosurgery 
is an excellent choice for residual or recurrent tumor after surgery, 
non-secretory adenomas that are not causing much compression of 
the optic chiasm, and for patients who would not otherwise be good 
candidates for surgery. 

THE DOCTOR IS IN:  
COMPLEX CONDITIONS EXPLAINED SERIES 

CASE STUDY 1

This is a 45-year-old man who, 

three years earlier, had undergone 

transsphenoidal removal of a non-

secretory pituitary macroadenoma. 

The tumor had recurred. Gamma 

Knife (a type of radiosurgery) was 

performed. Six years later, the 

patients remained neurologically 

intact, and the tumor had almost 

completely disappeared. The patient 

takes Synthroid, but otherwise has 

normal endocrine function.

MICHAEL BRISMAN M.D., F.A.C.S. 
Neurosurgeon
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Lake Success
One Hollow Lane, Suite 212

Lake Success, NY 11042 • 516-442-2250

Rockville Centre
100 Merrick Road, Suite 128W

Rockville Centre, NY 11570 • 516-255-9031

 Stereotactic Radiosurgery

 Neuro-endoscopy

 Gamma Knife ®

 Transsphenoidal Endoscopic Surgery

 CyberKnife ®

MICHAEL H. BRISMAN M.D., F.A.C.S.
Neurosurgeon

Board certifi ed by the American Board of Neurological Surgeons and a Fellow of the 
American College of Surgeons, Dr. Brisman specializes in the treatment of Trigeminal 
Neuralgia and Brain Tumors. He serves as the Co-Medical Director of the Long Island 
Gamma Knife ® Center at Mount Sinai South Nassau and he has served as the Chief of 
Neurosurgery and Co-Director of the Neuroscience Institute at NYU Winthrop Hospital. 
In addition, Dr. Brisman has formerly served as President of both the Nassau County 
Medical Society and the New York State Neurosurgical Society.

DR. BRISMAN TREATS:

 Trigeminal Neuralgia

 Glossopharyngeal Neuralgia

 Meningiomas

DR. BRISMAN IS PROFICIENT IN THE USE OF MINIMALLY INVASIVE 
NEUROSURGICAL PROCEDURES, INCLUDING:

 Brain Tumors

 Brain Metastases

 Skull Tumors

 Pituitary Tumors

 Gliomas

 Brain AVM’s

 Novalis Tx ®

 Stereotactic-guided Craniotomy

 Percutaneous Trigeminal Rhizotomy

 Microvascular Decompression (MVD) 

 Acoustic Neuromas

 Hemifacial Spasm

 Chiari Malformation

AT TREATMENT

AFTER TREATMENT
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