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ABSTRACT
Pituitary adenomas lead to increased growth hormone production and acromegaly. Pregnancy in acromegaly is rare as
spontaneous conception is affected. We presented a case of 31 year old lady conceived by ovulation induction and
presented at term gestation with ventricular premature complexes and was subsequently diagnosed with pituitary micro
adenoma causing acromegaly. There has been no reported case of pregnancy with acromegaly presenting with
premature ventricular complexes. Moreover, diagnosis of acromegaly in pregnancy is difficult and limited literature is
available on its effects as well as management.
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INTRODUCTION
Acromegaly has an annual incidence between 0.2 and 1.1
cases/100,000 population.1 Pregnancy in women with
acromegaly is rare and the literature is limited to case
reports/few case series. We described a case of acromegaly
incidentally diagnosed at term in a pregnant woman
presenting with ventricular premature complexes, which
has not been reported previously.
CASE REPORT
A 31 year old primigravida presented with breathlessness
and palpitations at 37 weeks of gestation in the year 2020.
There was no history of fever, chest pain, hemoptysis,
syncope or nocturnal cough. She was diagnosed with
gestational hypertension at 32 weeks and blood pressure
was controlled with labetalol 100 mg bd. She had
conceived with second cycle of ovulation induction after
10 years of primary infertility. Her antenatal period was
uneventful. On examination, coarse facial features,
prognathism, large tongue, unusually thick/full lips,
enlarged hands and feet were noted (Figure 1).

There was no pallor, BP was 130/70 mmHg and per
abdomen uterus was term and fetal heart rate was good.
Holter ECG showed ventricular premature complexes and
echocardiography
showed
mildly
dilated
left
atrium/ventricle, mild mitral/aortic regurgitation, with
normal left ventricular systolic function (Figure 2). Chest
X-ray was normal and COVID testing was negative.
Blood investigations were normal except for hypokalemia
upto 2.75 meq/l, potassium supplementation was given
after which ventricular premature complexes subsided.
Based on appearance, hypertension, hypokalemia and
history of infertility, a diagnosis of pituitary adenoma
causing acromegaly was suspected. An endocrinology
opinion was sought. 24 hour urine potassium excretion
was 12 meq/day (normal range 25-30 meq/day). Oral
glucose tolerance test, visual field and fundus examination
were normal. Her thyroid profile was normal with
borderline fT4 levels. The blood cortisol level was normal.
Non-contrast MRI brain revealed a faint hypo enhancing
lesion (7×8 mm2) in the right anterior pituitary suggestive
of pituitary micro adenoma (Figure 3). Conservative
management was planned.
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Figure 3: Non-contrast MRI brain showing a faint
hypo enhancing lesion (7×8 mm2) in the right anterior
pituitary suggestive of pituitary micro adenoma.
DISCUSSION
Figure 1: Acromegalic features like facial features,
prognathism, large tongue, unusually thick/full lips,
enlarged hands and feet.

Acromegaly is associated with infertility due to
hyperprolactinemia, gonadotrophin deficiency and
compressive effects of the tumour.2 The incidence of
gestational diabetes and hypertension is increased in
pregnant women with acromegaly due to the effects of
excess growth hormone on insulin resistance and sodium
retention.3 Hypertrophic cardiomyopathy is present in
about one third of these patients.4 However, there has been
no report of pregnant acromegalic patient presenting with
ventricular premature complexes previously.
Pregnancy alters tumor size and hormone secretion,
complicating the evaluation and management of patients
with pituitary neoplasms. The influence of treatment
modalities on the developing fetus also affects therapeutic
decision making.5
Hormonal assessment of women with acromegaly during
pregnancy is unreliable due to interference of placental and
pituitary hormones. The usual reference ranges of GH and
IGF-1 levels for non-pregnant women cannot be
extrapolated to pregnancy. Hence, the definite evaluation
of acromegaly should be postponed until puerperium due
to the lack of normative data for both GH and IGF- 1 levels
during gestation.4

Figure 2: Holter ECG with ventricular premature
complexes.
An elective caesarean was performed at 38 weeks in view
of precious pregnancy under combined spinal-epidural
anesthesia and a healthy male baby weighing 3.75 kg was
delivered. There were no perioperative complications.
Postnatally, her blood pressures were stabilized and
labetalol was discontinued by day 2. In view of nonfunctioning micro adenoma, she was planned for
endocrinology evaluation at 3 months postpartum and was
discharged on the tenth postnatal day.

Management of pregnancy with acromegaly is expectant
and the withdrawal of medical therapy is recommended
with close follow up. Monthly follow up is recommended
for all patients, with visual field testing in every trimester
for macro adenomas. After delivery, MRI must be repeated
to evaluate the tumor size.6
Our patient presented at term for the same, hence
conservative management was planned. Our dilemmas
were the mode of delivery and the type of anesthesia.
Considering the intracranial tumor, precious pregnancy
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and baby weight, caesarean was planned. As there was no
evidence of raised intracranial pressure, combined spinalepidural anesthesia was considered.
Based on a review by Chanson et al in 2019, pregnancy
appears to be uneventful, except for increased incidence of
gestational hypertension and diabetes. When acromegaly
is incidentally diagnosed during pregnancy close
monitoring and imaging are necessary as the tumor may
increase in size and cause symptoms. In the rare cases of
tumor enlargement during pregnancy, medical treatment
with dopamine agonists or somatostatin analogs may be
tried before resorting to transsphenoidal surgery.4
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