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Akromegali tani ve tedavisindeki gelismeler
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Akromegalinin degisen yluzU
* Tanidaki degisiklikler

* Tedavideki degisiklikler



Akromegalinin degisen yluzU

e Tani kriterleri
— IGF-1 seviyesinin >N
— OGTT stpresyonu sonrast GH >1 ng/mL



Akromegali tanisinda beklenti

e Erken tani

— Hastalarin erken tani ile komorbiditelerin gelismesi
onlenebilmeli

— Mikroadenom iken saptanip operasyon ile kiratif basari
olasihigi artirabilmeli



Akromegali tanisi sirasindaki bulgularda
degisenler

Semptomlar

GH ortalamasi

IGF-1 ortalamasi
Komorbiditeler

Adenom capi

Semptomlar ile tani arasi sure



Tanidaki degisikliklerin sebepleri

* Halk ve hekimler arasinda farkindaligin artmasi
e GH/IGF 6lcimuinln glvenirligi yayginlasmasi
 Goruntuleme yontemlerinin yayginlasmasi



Akromegali epidemiyolojisi

Eski Yeni
* Milyon nufusta  Milyon nufusta
Yilhk insidans 1-3 Yilhik insidans 2-4

Prevalans 30-40 Prevalans 40-90




Akromegalide ilk basvuru

Bas agrisi 11 7 18
Karpal tiinel sendromu 7 9 16
Osteoartrit 3 3 6
Kalp yetmezligi 2 5 7
Diyabetes mellitus 8 7 15
Tiroid hastaligi 2 3 5
Amenore - 18 18
Hirsutizm - 3 3
Libido kaybi 3 - 3
Doktor ikazi 67 47 114

Dis hekimi 2 2 4



Screening for acromegaly by application of a simple questionnaire
evaluating the enlargement of extremities in adult patients seen

at primary health care units
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17 000 olgu
19-70vy (50,2)
Anket: 178 (+)
1 Asikar klinik
5 Anket ile tani

Prevalans
Asikar 59/ m
Toplam 365/m

Table 1 Clinical features of the patients with persistently elevated 1GF-1 and inadequate suppression of GH in the OGTT

Patient Gender Age IGF-1 GH nadir MRI Acromegalic  Symptoms and comorbidities
(years) (x ULN) (pg/L) features
1 M 52 26 10.2 Macradenoma Yes Headache”, erectile dysfunction®, visual field defects,
hyperhidrosis, snoring, diabetes, hypertension
2 M 61 22 4.1 Macradenoma Yes Decreased libido", hyperhidrosis, arthropathy”, snoring
3 F 38 13 1.5 Normmal No Headache®, menstral irregularity™, hypertension
4 F 410 1.8 2.8 Macmadenoma Yes Menstrual irregularity”, paresthesias, goiter”
5 F 62 25 8.5 Macradenoma  Yes Headache®, hyperhidrosis, snoring”, diabetes”, goiter
6 F 54 2 6.5 Microadenoma  Yes Headache®, paresthesias®, anthropathy, hypertension

Rosario PW. Pituitary, 2012



High prevalence of biochemical acromegaly in primary care
patients with elevated IGF-1 levels

6773 olgu

IGF-1: 125 (+)

1 Asikar klinik

6 Tarama ile tani

Prevalans: Asikar 147/ m
Toplam  1034/m

Table 1. Clinical features of the patients with biochemical acromegaly

Diagnostic status IGF-1  Repeat GH nadir MRI Acromegalic
Sex Age onacromegaly IGF-1 5DS IGF-1 xULN OGTT findings features Other diseases
M 80  New 254 2-60 1-66 37 ND No Diabetes, dyslipidaemia, thyroid
disease, chronic kidney failure,
liver disease, depression
F 80 New 239 276 1-61 2.4 ND No Diyslipidaemia, hypertension,
arthritis, depression, osteoporosis
F 62  New 337 3.07 1-66 4.5 ND No None
F 74 New 223 2.27 1-22 1-3 Normal No Diabetes, dyslipidaemia,
CAD, CLL
F 50 New 961 6-85 9-55 2.7 Microadenoma Increased finger size,  Diabetes, dyslipidaemia,
face changes hypertension, thyroidectomy,
hysterectomy
F 66 New 780 651 4-37 24.9 Macroadenoma Increased finger and  Diabetes, dyslipidaemia,
foot size, face changes  hypertension, papillary thyroid
cancer, myoma, sleep
apnea syndrome
F 54  Known 351 2:85 ND ND ND ND Hypertension, CAD, arthritis

Schneider HJ. Clin Endocrinology, 2008



Akromegali epidemiyolojisi
Yeni

 Milyon nufusta

Sorgulama 365
Biyokimyasal = 1000




Akromegali Taramasi

* |IGF-1taramasi (?)
— Uyku apnesi
— Karpal tinel sendromu

— Diyabetes melitus

— Osteoartropati

— Sol ventrikdl baytmesi
— Dis degisiklikler

* Hatali pozitiflikler
 Maliyet



Akromegalinin degisen yluzU

* Tanidaki degisiklikler
— Tani kriterleri
— Tani sirasindaki bulgular
— Epidemiyolojik veriler

— Tarama gerekliligi ?



Akromegalinin degisen yluzU

* Tedavideki degisiklikler



Akromegalinin komorbiditeleri

Kardiyovaskuler hastaliklar

— Hipertansiyon, kardiyomiyopati, aritmiler
Diyabetes mellitus

Obstruktif uyku apnesi
Osteoartropatiler

Karpal tinel sendromu

Kolonik polipler

Kolon ca, tiroid ca



Mortality in Acromegaly: A Metaanalysis

SMR (fixed) Wieight SMR fixed)

95% Cl Yo 95% Cl Year
Wright o= 5.11 1.89 [1.44, Z_49] 1970
Alexander —— 4.5 3.31 [£.4€, +4.491] 1280
Mabarra — 4. 45 1.26 [0.824_ 1.€%9]) 1987
Bates —— 2.77 Z.68 [1.85, 3.89] 1993
Etxabe —s—) 0.98 3.23 [1.72, 6.04] 1993
Ahosch . — 2.77 1.28 [0.88, 1_86] 1995
orme : | 40.04 1.60 [1.45, 1.78] 1998
Shimatsu —-— 12.36 2.10 [1.76, 2.50] 1998
Swearingen l 1.11 1. 1€ [0.&E_ 2_09] laag
Arita L] 1.04 1.17 [0.&84, Z.15] 2003
Beauregard —_a— 1.74 214 [1.24, 2_42) 003
Ak - 827 1.26 [1.01, 1._56] 2004
Biermasz —a— 2.77 1.33 [0.21, 1.53] 2004
Holdaway —a— 6.95 2.70 [2.13, 2.41] 2004
Kavpinnen R 2.91 1.1 [0.8E_ 1_E9] 200K
Trepp — 1.28 1.34 [0.77, 2.31] Z005
Total (95% CI) E 100.00 1.72 [1.62, 1.83]

02 0.2 1 4 2

FIG 2. Metaanalysis of SMRs in acromegaly.

Dekkers OM. JCEM, 2008



Clinical, quality of life, and economic value of acromegaly disease

control

All cause

Colon cancer

Malignancy

Respiratory

Cardiovascular

Cerebrovascular
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Ben-Shlomo A. Pituitary, 2011



Akromegali Tedavi hedefleri

Belirti ve bulgularin iyilestirilmesi
TUmor capinin kicultilmesi
Komorbiditelerin tedavisi
Mortalitenin normale indirilmesi

Pititer fonksiyonlarin korunmasi
Yan etkilerin olmamasi



Akromegali tedavisinde amac

* Biyokimyasal kontrol

— IGF-1 <N

— GH <1ng/mL



A meta-analysis of the eflect of lowering serum levels of GH and
IGF-I on mortality in acromegaly

Standardized mortality ratio Weight
Study (random) [95% Cl] (%)
Bates 1993 —— 2.0[1.0, 4.0] 46
Abosch 1998 ——— 3.1[1.5, 6.4] 6.3
Orme 1998 - 1.4[1.2, 1.7] 9.9
Arita 2003 - 1.6 [0.6, 4.3] 2.9
Beauregard 2003 ; —8— 4.8[2.7, 8.7] 55
Ayuk 2004 —- 1.4[1.1, 1.8] 9.0
Biermasz 2004 T 1.5[0.7, 3.2] 4.0
Holdaway 2004 - 2.3[1.6, 3.3] 8.0
Kauppinen-Makelin 2005 —— 1.6[1.1, 2.3] 7.8
Trepp 2005 - 1.4 [0.6, 3.3] 3.6
Final GH > 2.5 ug/I —ibh— 1.9 [1.5, 2.4] 59.6
P < 0.00001
Bates 1993 1.4[0.5, 4.0] 26
Abosch 1998 1.0[0.8, 1.7] 6.2
Orme 1998 1.1[0.3, 3.8] 20
Arita 2003 1.1[0.4, 3.1] 2.7
Beauregard 2003 v 0.9[03.2.7] 2.4
Biermasz 2004 —5— 1.2[0.8, 1.8] 7.6
Holdaway 2004 —— 1.5[1.0, 2.3] 7.3
Kauppinen-Makelin 2005 ——&—|: 0.5[0.3,0.9] 5.5
Trepp 2005 —t 1.3[0.6, 2.8] 4.0
Final GH < 2.5 ug/l S 1.1[0.9, 1.4] 404
P=0.50
Total E 1.5[1.2,1.8] P <0.0001
I'est for heterogeneity:/?= 59%, P < 0.001
0.5 1 2 10

Holdaway M. EJE, 2008



Factors Influencing Mortality in Acromegaly
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Holdaway IM. JCEM, 2004



Recent developments in acromegaly: a review!

Guidelines for Acromegaly Management: An Update

AMERICAN ASSOCIATION OF CLINICAL ENDOCRINOLOGISTS
MEDICAL GUIDELINES FOR CLINICAL PRACTICE FOR THE
DIAGNOSIS AND TREATMENT OF ACROMEGALY —2011 UPDATE

A consensus on the diagnosis and treatment of acromegaly
complications

A consensus on the medical treatment
of acromegaly



Akromegali tedavisinde ilk basamak oneri

OPERASYON



Akromegali tani ve tedavisindeki gelismeler
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Endoscopic Transsphenoidal Surgery for Acromegaly:
Remission Using Modern Criteria, Complications, and
Predictors of Outcome

TABLE 5. Biochemical remission: modern surgical series

Remission
Author/year n Size micro/macro Overall Microadenoma Macroadenoma
Microscopic series
Kim et al. (41), 20097 42 12/30 64% 67% 60%
Ludecke and Abe (9), 20067 147 21/126 712% 95% 68%
Trepp et al. (22), 20057 69 5/64 42% 80% 39%
Nomikos et al. (10), 20057 506 142/364 57% 75% 50%
Esposito et al. (20), 20047 67 13/54 57% 77% 52%
De et al. (7), 20037 a0 29/61 63% 79% 56%
Beauregard et al. (4), 20037 103 22/81 52% 82% 47%
Kaltsas et al. (42), 20017 67 17/42 34% 59% 26%
Shimon et al. (11), 20017 88 44/44 74% 84% 64 %
Kreutzer et al. (37), 20017 57 19/38 70%
Endoscopic series

Hofstetter et al. (17), 2010° 24 4/20 38%

Gondim et al. (24), 20107 67 14/53 75% 86% 72%
Campbell et al. (5), 20107 26 4/22 58% 75% 55%
Tabaee et al. (16), 20097 6 83%

Yano et al. (12), 20097 31 71%

Dehdashti et al. (8), 20087 34 &/26 711% 83% 65%
Frank et al. (23), 2006 &3 24/59 70% 83% 65%
Kabil et al. (25), 2005 48 13/35 85% 100% 80%
Rudnik et al. (26), 2005 12 4/8 83%

Cappabianca et al. (15), 2002° 36 6/30 64% 83% 60%
Cappabianca et al. (6), 2002° 23 3/20 57 % 67 % 55%
Current series” 60 14/46 70% 100% 61%

Jane JA, JCEM, 2011



Akrom

SURGICAL CURE

egali tedavisinde ilk basamak

GH-secreting pituitary tumor
[ i) ] POST-OPERATIVE DISEASE

EXPECTED PERSISTENCE EXPECTED

-[ Surgery ]

NOT
CONTROLLED

Initiate SRL if no
COmpressive signs

ES Guide: Melmed S, JCEM 2009



Surgical debulking of pituitary macroadenomas causing
acromegaly improves control by lanreotide

o + Baseline Bazal
Individual mean GH values .
1000 - H Time 1 Preop SRL
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Karavitaki N. Clin Endoc, 2008



Comparison of the effects of primary somatostatin analogue
therapy and pituitary adenomectomy on survival in patients
with acromegaly: a retrospective cohort study

1.0 — -
——
438 olgu 0.8 _
1999-2009 arasi '
Mortalite 20 (% 4.5) E
B 0.6 -
a
SMR 0.70 s
S 04-
M1 4 E
CVO 5 -
9 — Hx
Ca 6 — SSA+Hx
Adenom 4 — =SA
Diger 1 0 . ! . ' ' !
0 5 10 15 20 25 30
Years

Figure 1 Survivalofacromegalic patients over a 30-year period. Effect
of different therapies on mortality: neurosurgery (Hx), neurosurgery
followed by external radiotherapy and/or somatostatin analogue
therapy (Hx+ SSA) and freatment with primary SSA therapy.

Bogazzi F. EJE, 2013



Akromegali tedavisinde ilk basamak oneri

* Cerrahi kur sansi yuksek
* Cerrahi ktr sansi dusuk

Operasyon

* Cerrahi kontrendikasyon varsa

Primer medikal tedavi



Operasyon oncesi medikal tedavi ?

* Yapilan calismalar yeterli bulunmamistir

* Anestezi komplikasyonu riski olabilecek secilmis
hastalarda onerilir
— Siddetli farengeal kalinlik
— lleri derecede uyku apnesi
— Yuksek kardiyak output



Akromegalide operasyon tipi

* Mikroskopik cerrahi
* Endoskopik cerrahi



Endoscopic Transsphenoidal Surgery for Acromegaly:
Remission Using Modern Criteria, Complications, and
Predictors of Outcome

TABLE 5. Biochemical remission: modern surgical series

Remission
Author/year n Size micro/macro Overall Microadenoma Macroadenoma
Microscopic series
Kim et al. (41), 20097 42 12/30 64% 67% 60%
Ludecke and Abe (9), 20067 147 21/126 712% 95% 68%
Trepp et al. (22), 20057 69 5/64 42% 80% 39%
Nomikos et al. (10), 20057 506 142/364 57% 75% 50%
Esposito et al. (20), 20047 67 13/54 57% 77% 52%
De et al. (7), 20037 a0 29/61 63% 79% 56%
Beauregard et al. (4), 20037 103 22/81 52% 82% 47%
Kaltsas et al. (42), 20017 67 17/42 34% 59% 26%
Shimon et al. (11), 20017 88 44/44 74% 84% 64 %
Kreutzer et al. (37), 20017 57 19/38 70%
Endoscopic series

Hofstetter et al. (17), 2010° 24 4/20 38%

Gondim et al. (24), 20107 67 14/53 75% 86% 72%
Campbell et al. (5), 20107 26 4/22 58% 75% 55%
Tabaee et al. (16), 20097 6 83%

Yano et al. (12), 20097 31 71%

Dehdashti et al. (8), 20087 34 &/26 711% 83% 65%
Frank et al. (23), 2006 &3 24/59 70% 83% 65%
Kabil et al. (25), 2005 48 13/35 85% 100% 80%
Rudnik et al. (26), 2005 12 4/8 83%

Cappabianca et al. (15), 2002° 36 6/30 64% 83% 60%
Cappabianca et al. (6), 2002° 23 3/20 57 % 67 % 55%
Current series” 60 14/46 70% 100% 61%

Jane JA, JCEM, 2011



Akromegalide operasyon tipi

* Mikroskopik cerrahi
* Endoskopik cerrahi

Tecrubeli cerrah



Akromegalinin degisen yluzU

— Medikal tedavi



Akromegalide Medikal Tedavi

Somatostatin analoglari
Dopamin agonistleri

GH reseptor antagonisti

Pasireotide
Oral octreotide



Long-Acting Somatostatin Analog Therapy of
Acromegaly: A Meta-Analysis

TABLE 1. Biochemical efficacy of somatostatin analog therapy for acromegaly

% of subjects meeting efficacy criteria

GH IGF-I normalization

Octreotide LAR

Unselected (n = 126) 54 + 0.002° 63 + 0.002°

Preselected (n = 486) 58 + 0.003 68 = 0.003

All subjects (n = 612) 57 £ 0.05° 67 = 0.057
Lanreotide SR

Unselected (n = 609) 45 + 0.002 42 = 0.002

Preselected (n = 305) 50 £ 0.005 a6 = 0.003

All subjects (n = 914) 45 £ 0.04 47 = 0.03
Octreotide (sc) (primary therapy only)

All subjects (n = 266) (unselected, 53 = 0.05 54 + 0.05

n = 252, preselected, n = 14)

Freda pu. JCEM 2005



Clinical, quality of life, and economic value of acromegaly disease
control

Table 2 Influence of disease control and somatostatin analogue use
on mortality in patients with acromegaly [23]

Acromegaly population SMR Risk ratio
(95% CI) (P value)

Remission in >70% of patients 1.2 (1.0-1.5) 1.7 (<0.05)

Remission in <70% of patients 2.0 (1.6-2.3)

GH < 2.5 pg/l 1.1 (0.9-1.4) 1.7 {(<0.05)
GH = 2.5 pg/l 1.9 (1.5-2.4)

Normal IGF-I 1.1 (0.9-1.4) 2.3 (<0.03)
Increased IGF-I 2.5 (1.64.0)

Somatostatin analogue use 1.2 (1.0-1.5) 1.7 (<0.001)

in >30% patients

Somatostatin analogue use 2.0 (1.6-2.3)
in <30% of patients

Ben-Shlomo A. Pituitary, 2011



£

CONTROLLED

[ GH-secreting pituitary tumor ]
SURGICAL CURE
EXPECTED

POST-OPERATIVE DISEASE
PERSISTENCE-SNPEORER

s

Initiate SRL if no
compressive signs

| ]

NOT

CONTROLLED CONTROLLED

CONTROLLED

v

SAL medical therapy] ‘

ROLLED CONT ROLLED[

[ Monitor every 6 months J.— me?mmmﬂ

NOT NOT NOT
CONTROLLED CONTROLLED CONTROLLED
Consider mass
effect (MRI)
PRESENT ABSENT
[ Radiation therapy L i} ey o Pegvisomant ]
L J. i
\ CONTROLLED /
[ Monitor |

ES Guide: Melmed S, JCEM 2009



Place of Cabergoline in Acromegaly: A Meta-Analysis

300 -
IGF-1
450 r m Baseline 1GF-1
(% of ULN) o IGF-I under cabergoline
400 -
350 ‘
300 - . o

230 7 ‘
L]

200 L I

150 o (O

W)
100 ~—-—-—————————fSEJ---b——ﬂ——fr—O- pr-4--11--4--FB-50O 1+

50 Q

Sandred L. JCEM, 2011



Place of Cabergoline in Acromegaly: A Meta-Analysis

700 g
IGF-1
600 - m [GF-I under somatostatin analogue
(% of ULN) o 1GF-I under somatostatin
500 - analogue and cabergoline

Sandred L. JCEM, 2011



Akromegalide Kabergolin

Yeterli etkinlik olasiligi dtustk

Hafif GH/IGF-1 yiksekliklerinde
Hiperprolaktinemi eslik ediyorsa

SRL kullanamayan hastalarda
SRL kombine olarak



[ GH-secreting pituitary tumor ]

SURGICAL CURE POST-OPERATIVE DISEASE
EXPECTED PERSISTENCE EXPECTED
Initiate SAL if no
—.[ Surgery ] [ compressive signs ]
NOT NOT
CONTROLLED _ G CONTROLLED
Kabergolin
comnoueo oom’nou.en
lncrease dose, frequency
[SRL medical therapy | ———— Monitor every 6 months o o J
+ Kabergolin h CONTROLLED CONTROLLED
Consider mass
effect (MRl)
PRESENT ABSENT
. | Radiation therapy L ! e X Pegvisomant ]
L ). i\
\ CONTROLLED /
[ Monitor |

ES Guide: Melmed S, JCEM 2009



Akromegalide Medikal Tedavi

* Somatostatin analoglari
* Dopamin agonistleri
* GH reseptor antagonisti



[ GH-secreting pituitary tumor ]

SURGICAL CURE POST-OPERATIVE DISEASE
EXPECTED PERSISTENCE EXPECTED
Initiate SRL if no
—.[ Surgeny ] [ compressive signs ]

NOT
CONTROLLED

NOT

CONTROLLED CONTROLLED

v v

CONTROLLED CONT ROLLED[

[SRL medical ""efapv] — [ Monitor every 6 months J — “‘“":"mmmﬂ

NOT NOT NOT
CONTROLLED CONTROLLED CONTROLLED
Consider mass
effect (MRI)
PRESENT ABSEN’
- { Radiation therapy JL i} ey Pegvisomant ]
CONTROLLED
[ Monitor |

ES Guide: Melmed S, JCEM 2009



Pegvisomant

IGF-1 normalizasyonu % 90

GH izlemi yapilamaz

Tumor capl izlenmesi gerekir

KC toksisitesi nadir bildirilmis

Calismalar ile uygulamada etkinlik diskordansi
Hasta uyumu

Pahasi



Akromegalinin degisen yluzU

— Radyoterapi



Akromegali tani ve tedavisindeki gelismeler
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Successful Treatment of Acromegaly: Metabolic and
Clinical Studies in 145 Patients
JOHN H. LAWRENCE, CORNELIUS A. TOBIAS, JOHN A. LINFOOT,

JAMES L. BORN, JOHN T. LYMAN, CLAUDE Y. CHONG,

EDWARD MANOUGIAN, ano WEN C. WEI )
(J Clin Endocr 31: 180, 1970)

Journal of the Royal Society of Medicine Volume 76 November 1983 947
Recent developments in acromegaly: a review!
Alfredo Jadresic MD FRCP

Royal Postgraduate Medical School, Hammersmith Hospital, London W12 0HS
and Royal East Sussex Hospital, Hastings, East Sussex TN34 1ER




Radiation Therapy in the Management of Pituitary

Adenomas

TABLE 3. Confinusd

Hormone Hormone
Follow-up, Median LC (%) LC median normalization (%) normalization time
7.5 yr, mean 100 50% 7.1 yr, mean
? 100 1.4 yr, mean
5.2 yr, mean
A3. 7% 5.6 yT, mean
50% 2.9 yr, mean
0% 1.2
0% 36 g
537 months, mean 100 B7.4% Syr
25.7% Syt
&2 months, mean a7 33.0% CR A2 8 months
12 manths, min 49.8% ML 361 months
B3 yr 100 95% any
50% CR
36% PR
67% CR Sy
63 months 100 11% 2yr
B0% Sy
50% 36 months, mean
25.4 months, mean A44.4% CR, 11.1% PR 12 months, mean
5.5 yr, mean 100 58% ST
26% 10y
69 months 97.6 52.6% Sy
Syr 24 8% 10yr
96 months, mean 100 42% CR 42 6 months, mean (mix)
5 yr, min 42 months, estimate
114 months 100 10yr A3% 120 moniths, mean
104 months, mean Tyr
64% CRML 10y
A6% CR 10yr
22% CRML
24 months 96 16.99% Syr
24 months, min A7 4% 10yr
31 months a0.3 53% CR 29.8 months
& maonths, min
11.5 yr, mean 35% Syr
53% 10y
B6% 15y
14 yr 967 16% 10y
10 yr 58% Byt
15 yr, min B5% 15y
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Loeffler JS. JCEM, 2011
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Could different treatment approaches in
acromegaly influence life expectancy?
A comparative study between Bulgaria
and Campania (Italy)
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Figure 1
Kaplan-tMeier survival analysis in the Bulgarian and the kalian
cohorts.

Colao A. EJE, 2014



[ GH-secreting pituitary tumor ]

SURGICAL CURE POST-OPERATIVE DISEASE
EXPECTED PERSISTENCE EXPECTED
Initiate SAL if no
—.[ Surgery ] [ compressive signs ]
NOT NOT
CONTROLLED CONTIOLLED CONTROLLED
4 4
comnou.eo oom’nou.sn
lncrease dose, frequency
[SRL medical therapy] — Monitor every 6 months o o J
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£

Radiation therapy

ES Guide: Melmed S, JCEM 2009



Akromegalide Radyoterapi

* Cerrahi/medikal tedaviye ragmen kontrol altina
alinamamis hastada

 Adenomun buylme riski olan hastada
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Stereotactic Radiosurgery for Acromegaly

Overall remission rate
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Changes in acromegaly treatment over four decades in Spain:
analysis of the Spanish Acromegaly Registry (REA)

Table 1 Baseline characteristics

n 1,658
Sex (F/M) [1,012/646 (61/39 %)
Age at diagnosis (yr) 45.5 (35-55)
Time of symptoms prior to diagnosis (yr) 6 (2-9)
Follow-up in REA (yr) 11 +9
Macro/microadenoma 75125 %
Baseline GH (ng/mL) 17 (4-22)
Baseline IGF-1 (ng/mL) 767 (516-949)
GH nadir in OGTT (ng/mL) [5 (3-20)
First treatment received
Surgery 895 (54 %)
Medical therapy 702 (42.3 %)
Surgery + medical 22 (1.3 %)
Radiation therapy 15 (0.9 %)

Sesmilo G. Pituitary, 2013



Changes in acromegaly treatment over four decades in Spain:
analysis of the Spanish Acromegaly Registry (REA)
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Fig. 2 Type of treatment received according to decade of diagnosis.
Meds medical therapy, RDT radiation therapy

Sesmilo G. Pituitary, 2013



Table 2 Treatment combinations

Changes in acromegaly treatment over four decades in Spain:
analysis of the Spanish Acromegaly Registry (REA)

Type of treatment

Year of diagnosis

<1980 1980-1989 1990-1999 2000-2009

Surgery alone 2.4 4.2 244 16.4

Meds alone 7.3 6 2 14.7

RDT only 12.2 0.7 0 0

Meds + surgery 24.4 16.4 243 56.5

Med + SG + RDT  34.1 50.7 36.2 11.2

SG + RDT 4.9 9 4.1 0.9

Meds + RDT 4.6 3 2.7 0.4

n 41 [ 34 221 232

SG surgery, RDT radiotherapy, Meds medical treatment

Sesmilo G. Pituitary, 2013



Control of growth hormone and IGF1 in patients with
acromegaly in the UK: responses to medical treatment with
somatostatin analogues and dopamine agonists
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Howlett TA. Clin Endo, 2013



Control of growth hormone and IGF1 in patients with
acromegaly in the UK: responses to medical treatment with
somatostatin analogues and dopamine agonists
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