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cromegaly is a rare and underdiagnosed disorder 

which is caused by a growth hormone (GH)- 

secreting pituitary adenoma'. Acromegaly has a’prc- 

valence of 60 cases per million and an incidence of 3-4 

per million per year. The average age at presentation 

is about 44 years and both genders appear to be equally 

affected”. Persistent excess of both growth hormone 

and its target hormone insulin-like growth factor 1 

(IGF-1) in Acromegaly results in a wide array of cardio- 

vascular, respiratory, metabolic, musculoskeletal, 

neurological, and neoplastic comorbidities that might 

not be reversible with disease control.’ Acromegaly 

is diagnosed with elevated serum insulin-like growth 

factor-1 and lack of growth hormone suppression after 

glucose administration4. Normalization of IGF-1 and 

growth hormone are the primary therapeutic aims; 

additional treatment goals include tumor shrinkage, 

managing complications, reducing excess morbidity, 

and improving quality of life. A multimodal approach 

with surgery, medical therapy, and (more rarely) radia- 

tion therapy is required to achieve these goals’. We 

present a case of Acromegaly with progressive and 
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insidious clinical manifestations demonstrating diag- 

nostic and treatment challenges faced by treating phy- 

sicians. 

CASE PRESENTATION 

A42-year-old man of American origin was referred 

to our endocrinology clinic by his primary care physi- 

cian for further management of acromegaly. He said 

that he had gone through significant physical and emo- 

tional changes that started around 18 years ago in 2005 

when he noticed changes in his hands and feet (see 

figure 1 and 2). They were getting progressively enlar- 

ged, coarse and puffy growing his shoe size from 10 to 

13 in just 3 years. He developed deep voice and coarse 

facial features including enlarged nose and forehead. 

outwardly protruding jaws and widened gap in mandi- 

bular incisors. But these were all gradual and subtle 

changes that he only realized in retrospect. His puberty 

has been unremarkable with a normal growth spurtat 

the age of 15 attaining a height of 5°10™. His height 

grew from 5°10” to 6’and his weight, from 130 Ib to 

200 Ib during this time which got him into professional 

wrestling because of his overall appearance and huge 

body contour. He continued these activities for some 

years but then quitted because of pain in joints and 

muscles that started around 2019 at the age of 38 years. 
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Figure 12 Feetofthe Patient (Taken with permission 

aof patient.) 

Figure 2: Hands of the Patient (Taken with permission 

of patient.) 

His mood had become widely variable from being 

dynamic to apathetic and irritable, Additionally, he 

experienced insomnia resulting in daytime fatiguc 

and headache. 

In2019, for the first time, he started experiencing 

intermittent and dull pain around his hips, shoulders, 

wrists, small joints of hands and his lower back which 

progressively became constant and moderately severe 

(4/10 on a pain rating scale) and also, better with oxy- 

codone and worse with movements, compelling him 

to give up on wrestling. However, it was not until an 

MRIofhis paranasal air sinuses was done for evaluation 

of chronic bacterial rhinosinusitis in 2019, the size of 

his pituitary gland (see figure 3)was found to be increa- 

sed reported incidentally which was followed up by 

an IGF 1 testing (see table 1) and it was found to be 

clevatedas well. Out of strong suspicion foracromegaly, 

he was referred to a neurosurgeon who diagnosed him 

withacromegaly. 

Table I: Levels of Growth Factor 

Performing Lah: Mayo Medical Laboratorics, 

(OO/08/2023). 1 his test was developed and its perfor- 

mance characteristics detenmined by Mayo Clinicina 

manner consistent with CLIA Requirements, 

His Laboratory parameters showed 

Table 2: Laboratory parameters of the Patient 

“Test Value Reference Range 

Hemoglobin 12.7 13.5417.5g/d1 

39.1 41-53% 

23.05 2.64-13.13ng/ml 

“Testosterone total 148.5 175741 ng/dl 

Triglyceride 152 <150 my/dl 

Cholesterol 222 ~200 mg/dl 

ACTI Mayo 7% 7.2-63 p/mi 

Insulin Like Value Reference Range 

Growth Factor 1 1216 11 44-275 ng/mlL 

Figure3: MRI of brain showing size of pituitary gland 

Nextyear, his condition worsened as he experienced 

constant fatigue throughout the day and persistent pain 

at his deltoid, lower back, thigh and calf muscles. He 

underwent transsphenoidal resection of the pituitary 

gland in May, 2020 followed by radiotherapy. There- 

after, he was referred to an endocrinologist who treated 

him with injections of octreotide, however, he admitted 

not being compliant with medication atier four months 

onwards. 

DISCUSSION 

Acromegaly, an acquired progressive somatic 

deformity mostly affecting the face, extremities and 

many otherorgans is linked to abundant Growth hormone 

(GH) production. 

One of the most common causes of acromegaly 

is pituitary adenoma, whichis typically abenign tumor. 

As we could also see typical manifestations of 
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acromegaly in our patient like enlarged jaw, increased 

height, weight and enlarged hands and feet. 

Inaddition to that, patients usually present with 

manifestations that include cardiovascular system 

(hypertension, ventricular hypertrophy, heart failure, 

arrhythmias), pulmonary (obstructive sleep apnea), 

neoplastic (colon polyps, colon cancer, differentiated 

thyroid cancer), endocrine and metabolic (insulin resis- 

tance and diabetes mellitus, oligomenorrhea), and 

musculoskeletal (vertebral deformities, osteoarthro- 

pathy, carpal tunnel syndrome) comorbiditics." 

The diagnosis of acromegaly is clinical and should 

be confirmed biochemically by the findings of increased 

serum GH concentrations which are not suppressed 

following an oral glucose load (oral glucose tolerance 

test, OGTT). 

Basal GH and IGF-I measurements must be made 

when acromegaly is suspected, per a 2000 Consensus 

Declaration.” An oral 75 g glucose load (oral glucose 

tolerance test, or OGTT) must be carried out if the 

GH level is higher than 0.4 g/I (1.2 mIU/1). Acromegaly 

is confirmed if the lowest GH value during OGTT is 

more than 1g/1(3 mIU/). " 

Our patient had increased GH and IGF1 on OGTT. 

Tumor excision, usually by the trans-sphenoidal route, 

is the most rapid and primary way of reducing GH and 

IGF-I concentrations in patients with acromegaly which 

was also performed in our patient. 

First-generation somatostatin receptor ligands 

(octreotide acetate, octreotide long-acting release 

[LAR], lanreotide depot, oral octreotide) and a second 

generation SRL (pasireotide LAR) activate distinct 

subsets of somatostatin receptors (SSTRs), thereby 

inhibiting GH secretion while promoting apoptosis 

and exerting antiproliferative effects." 

As per Endocrine Society Clinical Practice Guide- 

line, in a patient with significant disease (ie, with 

moderate-to-severe signs and symptoms of GH excess 

and without local mass effects), eithera SRL or pegvi- 

somant is used as the initial adjuvant medical therapy. 

SRL also acts as primary therapy in a patient who can- 

not be cured by surgery, has extensive cavernous sinus 

invasion, does not have chiasmal compression, or is a 

poor surgical candidate.” Our patient had also taken 

octreotide for 4 months but wasn’t compliant to it.. 

Another effective treatment modality is Radiation 

therapy, which is typically advised for those who are 

not in remission postoperatively and those who do not 

show agood response or tolerance to medical therapy.” 

The primary treatment for our patient was trans- 

sphenoidal surgery. According to the Endocrine Society 

clinical practice recommendation, patients should 

receive SLR initially after surgery. In a patient who 

has not responded well to an SRL, the guideline reco- 

mmends adding pegvisomant or cabergoline." So, the 

optimum modality at this time is to provide SRL to 

our patient, monitor its effects and monitor the need 

ofasecond treatment modality. 

CONCLUSION 

Early detection of Acromegaly is of paramount 

importance as it enables timely initiation of treatment 

and management which can help mitigate the irrever- 

sible bony changes, potential complications and improve 

patient's overall health outcomes. 
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