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1. INTRODUCTION 

Hirsutism is among the most frequent medical 

complaints among women in reproductive age 

effecting 5-7% of the female population. It has a 

variety of etiologies, although it is most 

commonly associated with polycystic ovary 

syndrome (PCOS). [1] However in rare cases, 

hirsutism may be the initial presentation of a more 

serious disorder like Cushing’s syndrome, adrenal 

or ovarian tumours, or acromegaly. Acromegaly 

is caused by chronic hypersecretion of growth 

hormone (GH) and insulin-like growth factor 1 

(IGF-1) (2). Diagnosis of acromegaly in advanced 

stage is easy once the patient has developed 

disfiguring skeletal with signs of chronic acral 

overgrowth, such as frontal bossing, mandibular 

prognathism, and increased hand and shoe size 

(3,4). However diagnosis remains a challenge 

when the patient may have only subtle features of 

insulin resistance and PCOS in women, as only 

1.1% of patients in a large retrospective review 

reported that it was the earliest sign of their 

disease (3).  

This case describes a patient who presented with 

a clinical picture of chronic hirsutism secondary 

to a GH-secreting pituitary adenoma. 

2. CASE REPORT 

A 28-year-old female presented to the 

Endocrinology department with complaints of 
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longstanding complaints of increased facial hair, 

body hair and menstrual irregularities. She was 

not married and had no past medical history, 

medications, or significant family history. 

Menarche occurred at the age of 13, with 

progressive hair growth on her face and body after 

puberty necessitating shaving once to twice a 

week. More recently she complained of weight 

gain, increased sweating and increased hand 

finger and shoe size. There was no history of 

headache or vision abnormalities. 

Physical examination revealed an overweight 

female 170 cm tall and weighing 84 kg (BMI 

29.06 kg/m2) with hirsuitism (modified Ferriman 

Gallwey Score >8) and normal blood pressure. 

The patient was diagnosed with PCOS based on 

oligomenorrhea and hirsutism. Ultrasonography 

abdomen revealed enlarged bilateral ovaries, 

presence of multiple follicles. After 5 years the 

patient complaints of increased hand finger and 

shoes size. She was referred to endocrine 

department for suspicion of Acromegaly. She had 

the clinical appearance of acromegaly: bulbous 

lips, mandibular prognathism, macroglossia and 

enlarged nose.  

The total testosterone, DHEAS were all within 

normal limits. Age adjusted, insulin-like growth 

factor-1 (IGF-1) was elevated at 774 ng/ml 

(normal: 98-290 ng/ml). A subsequent glucose 

tolerance test demonstrated a non suppressible 

growth hormone level, with a basal (9.29 ng/ml) 

and post glucose GH (5.59 ng/ml). 

Brain magnetic resonance imaging (MRI) showed 

hyposignal WT2 pituitary macroadenoma (10.7 x 

14 mm) with suprasell extension and no 

compression of the optic chiasm (Figure1). The 

patient underwent an uncomplicated trans-

sphenoidal resection of a pituitary macroadenoma. 

Immunohistochemistry demonstrated a GH tumor. 

The patient subsequently had normalization of 

growth hormone dynamics and regular menstrual 

cycles. 

 

Figure1. MRI scan showing a pituitary macroadenoma in the (A) coronal and (B) sagittal planes. 

3. DISCUSSION 

PCOS characterized by hyperandrogenic 

anovulation, is the most common metabolic 

abnormality in reproductive-aged women. [1] The 

Rotterdam consensus conference developed the 

following diagnostic criteria for PCOS: Diagnosis 

required the presence of 2 of these 3 findings: 

irregular cycles, clinical or biochemical evidence 

of hyperandrogenism, and multicystic-appearing 

ovaries on ultrasound, as well as no other 

underlying endocrine disorder. In our patient 

PCOS was diagnosed in view of clinical 

hyperandrogenism and menstrual irregularities. 

PCOS can be idiopathic or associated with other 

sever diseases such as acromegaly: in a series of 

patients with acromegaly, PCOS was found in up 

to 50% of patients. [5] 

Acromegaly is a rare disorder (estimated 

prevalence of 30 cases/ million). In 95% of cases 

acromegaly is due to a GH secreting pituitary 

adenoma. [6] and is associated with 2 to 5 fold 

increased in mortality as compared to the general 

population mainly due to the cardiovascular and 

respiratory consequences of the condition and less 

commonly due to the increased malignancy rate 

[4]. The diagnosis of acromegaly is often delayed 

due to the slow progression and absence of early 

clinical features. Acromegaly can be associated 

with hirsutism (24%) and hyperandrogenism 

although they are rarely the initial presentation of 

the disease [5]. There are five reported cases of 

PCOS associated with active acromegaly 

identified in our search of the literature (7-10). 

Each of these cases presented with severe 

hirsutism, and only three of five had menstrual 

irregularities. Four of five of the cases had 

polycystic ovaries on ultrasound and one had 

normal pelvic ultrasound (7-10). 

The cause of hirsutism in acromegaly is not well 

known. In acromegaly, chronic elevated growth 

hormone levels result in elevated total and free 
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IGF-1. Patients with acromegaly are often insulin 

resistant due to the insulin-antagonistic effects of 

elevated circulating growth hormone. GH directly 

and indirectly through increased IGF-1 is 

believed to increase ovarian androgen production 

which may have a role in the development of 

hirsuitism. [11] Moreover GH decreases sex 

hormone binding globulin levels, which leads to 

increased free testosterone levels in patients of 

acromegaly despite a normal testosterone levels. 

[11].  

The importance of this case is to highlight that 

hirsutism may rarely be the only prominent 

symptom of acromegaly. A lookout for subtle 

manifestations of acromegaly in patients with 

hirsutism may help us in diagnosing acromegaly 

at an earlier stage of the disease and avoiding its 

fatal complications. 

4. CONCLUSION 

In conclusion, we report a case of acromegaly 

due to a pituitary macroadenoma presenting with 

signs of severe hirsutism. This case highlights the 

need to consider acromegaly as part of the 

differential diagnosis of hirsutism before 

diagnosing relatively common PCOS. The 

similarity between PCOS and other endocrine 

diseases reinforces the importance of ruling out 

underlying endocrine abnormalities in patients 

with chronic hyperandrogenic clinical picture. 

Acromegaly is a sever life threatening disease 

and early diagnosis is crucial for reducing its 

associated morbidity and mortality. 
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