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INTRODUCTION & OBJECTIVES

« Acromegaly is an insidious complex condition which often

requires multiple treatment modalities. Participants: retrospective review of 40 patients (aged 23-79 years at diagnosis from East Sussex
Aim: treated for acromegaly from May 2009 to August 2016.
« Compare surgical, medical and radiotherapy treatment in

terms of biochemical control and complication rates for Data source: Patients’ notes and hospital electronic systems e.g. ICE + PACS.

acromegalic patients.

Information obtained include: symptoms, Growth Hormone (GH) and Insulin Growth

Biochemical control definition: Factor-1 (IGF-1) levels, imaging , surgical, medical and radiotherapy outcomes.
 Mean/random GH <2ug /I or

« Nadir GH post OGTT <1ug /1 &

+ Normal IGF-I for age & gender. Data recorded on: UK Acromegaly Register proforma

« Compare treatment outcomes with previous 2010 audits Data analysis: Microsoft Excel 2016
and national standards(-3),

RESULTS

Diagnosis and management Medical
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DISCUSSION

Limitations Medical

1. Data omission from patients’ notes inc. symptoms.
2. Inconsistent post-op GH testing.
3. Different GH targets used:
« BSUH (2010) audit: Mean/ random GH <2.5ug/1 or post OGTT nadir GH <1ug/10-2),

« Cabergoline low doses (0.5-1mg) used: Jackson et
al., (1997) showed max GH suppression required
2-3.5mg weekly>.

Surgical
Similar to previous studies on full biochemical control outcomes:
1.BSUH (2010): Extrasellar macros (0%), Intrasellar macros (0%) & micros (10%) (1-2)-
2. Lampropoulos et al (2013): Extrasellar macros (41.5%), Intrasellar macros (74.2%)
+ micros (75.3%) 4.

Radiotherapy
« Limited follow-up, Jenkins et al (2006)- at least 10
years of follow up required to achieve biochemical control®:

CONCLUSIONS
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« Recommendations: Regular post-op GH monitoring & better detailed
documentation in patients’ notes
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