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Abstract

Objective: To explore the growth hormone (GH) level in the patients with acromegaly and its re-
lationship with clinical data, biochemical indexes and thyroid hormone levels. Methods: The
clinical data, biochemical indicators such as liver and kidney function and thyroid function of 65
acromegaly patients with pituitary adenomas, who visited Shanxi Medical University Affiliated
People’s Hospital from January 2012 to December 2016, were analyzed retrospectively. Results:
There was no significant correlation among serum GH, clinical data, liver and kidney function in
the patients with acromegaly (r = -0.057 - —-0.104, P > 0.05). Serum GH has positive correlation
with TC (r = 0.279, P < 0.05) and no correlation with LDL, HDL, TG (r = 0.104, 0.185, -0.104, P >
0.05). Serum GH has negative correlation with TSH (r = -0.402, P < 0.01); but positive correla-
tion with TT,4 (r = 0.332, P < 0.01) and no correlation with FT3, TTs, FT4 (r = 0.151, -0.06, 0.243,
P > 0.05). Conclusions: The serum GH level in the patients with acromegaly is insignificantly re-
lated to the adenomas volume, liver function and renal function. In the aspect of blood lipid, , the
serum GH level was positively correlated with TC level, and had no correlation with LDL, HDL,
TG. In the aspect of thyroid function, the serum GH level was negatively correlated with TSH lev-
el and positively correlated with TT4 level, and no correlation with FT3, TT3, FT4.
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B B BOm AR RAE B E A KB R K PFERESEREE ., AR P RBEERKFZRBRR.
Tk EBHESPT20124E1 5 ~20164F12 A FE I ER K%M B A RE RS R E 6 561 it i AL
REBHEH—BIGKRER . FEDRESEABREFRIEDR. 8 HNEXESEEKEEK
SESIER R, S TR B A X (r = -0.057~-0.104, P¥J > 0.05); 5 M0 E B (TC) R IEA X (r =
0.279, P <0.05), 5LDL. HDL. TGI#H3<# (r = 0.104, 0.185,-0.104, P > 0.05); S5TSHEfi %
(r=-0.402,P < 0.01); 5TT/KFERIEFMR(r=0.332,P <0.01); 5FTs. TTs. FT,ZETLAHRM
(r=0.151, -0.06, 0.243, P > 0.05) . %5 it : 57 s I KO 24 36 £ PR3 1) I35 2B KR K P 5 s 4R
Mo Bkt Mg A m, H5TCKFIEMSS, 5LDL. HDL. TGEMXMH. FRBREES
W, RETSHKFEFAMHERX, STTIKFREIEMR, 5FT:. TTs. FT.ZEEMRHE.
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RGBS ORE 2 — Fofr A2 75 et B P 1 P i R P P 20 A3, 95% LA b 1) i it L AR A 38 4 B 3 WA 2B K
Z (growth hormone, GH) [ HE & BRs AT 85 KWk B 40 WA 1) GH 7] 33504 Sy AR 21 B g oo B v 2k
IR AR FRMA FIRAHE . AT R UL E ST AR S o 3% Lo AR 238 L 00 A0 H R 7™ 8
S S A A B, SEURE A ar A R[] BT TUIE I R IR A O 2 A A IR L GH K
Vo, oS GRFE TR E(body mass index, BMI). AEAbFE bR K HURIRE R ACTE B R, M
1M 91296 i AR RORE SR A 4 ZE 45 B
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2. WEE55*®
2.1. HIRMR

W4 2012 4F 1 H~2016 4F 11 A 7E L aEE R 2B N R EE Bt 22 4 RHE TR A BEE S 65 41 i
Ui IEORE BB o e B30 34 1], Lotk 31 Bl TR IA (45.42 + 12.08) % (19~72 %); “T-¥) BMI (27.19 + 3.89)
kg/m? (21.1~37.55 kg/m?) . R4 AL K 20K T2 75 KT 30 ng/ml AR K3 K P2 AR AR K i 3K 140 (44
BN AN e A K B R AP AL (L7 1)
2.2.

METAZAN RS m. RE. g BE T AR HE RS EMEE KL 8 ml, &G, Ha
H BN AE A B A e BT B Shig . SEREEE(TC). Hh = A8(TG). =% g & (I iE [ B2 (HDL-C). k%5 & fig
B FE(LDL-C). R R IR E S e FAR AR R (TSH), 375 = DR IR IR R (FT4), e =t
FURIREZ IR (TTS), W HIRIRER(FT,), BHIRIEER(TT,).
2.3. GiitFAbIE

K SPSS 23.0 #AF AT 0 M s THE ORI L £ A 2 or, SR AR . B R R TR
S MEAR B AR S B K Pearson MG /0T, P < 0.05 NZEFA S L.
3. /R
3.1. lGFRZERFEIEFREER

WHEZFER . MRl BMI BRI ES. MR, B3, B3h. HDL. TG dialtb R4 it
S EAERKEERKTH LDL. TC /K FEARAE KB E/KTFHWE BT E, ZHE S22 (P <0.05 P
<0.01, % 1),

3.2. EHRIRBIFTKEELR

PR TTa FTALMILE LG . mE KR4 TSH AP BAC TR A KK F
H, ZIEGFEE P <001, £ 1), mERKEERA TT, FT KR EE TIRAKBEKTH, 25
B4 E (P <0.01, #1).
33. EKHRSIRAFARRENIBRAEXE S

ok AT B A KE B8 3R 4T Pearson A TEZ0 BT R I, GH 7K°F- 5 TC /K- IEAH%(r = 0.279, P < 0.05);
5. BMI. SRR RS, Mg AF. AST. ALT. SCr. BUN. LDL. HDL. TG 2 [al TG EAH %
PE(r = -0.057, -0.005, -0.031, 0.042, -0.009, 0.061, -0.013, 0.117, 0.104, 0.185, -0.104, P > 0.05).

34. EKHERSBRBRMRKTHBEXMES

J v B RRE 35 GH 7KF5 TSH /K-F 2 fAH5S(r = -0.402, P < 0.01); 5 TT,/KF 2 IEFH(r = 0.332,
P<0.01); 5 FTs. TTaw FT,Z[HJCREEAH M (r = 0.151, -0.06, 0.243, P > 0.05).
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GH 2t A K i EERBER, RSN & A 80 AR R E MR —[2].
AT, MHEEFRAEKERKPAH, SEKBEKTFA LDL. TC. TT, FT, K TFHEA R, &
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Table 1. Comparison of 2 groups of biochemical markers and thyroid hormone levels, clinical data of patients with acromegaly
7 1 2 AR IR RRE R FIRR AR, I IarR R FRBR B R K FELER

RHE AR KPA = AR KA t/X? P
FR(F) 47 £10.99 40.94 + 14.13 1.6 0.12
T / &) 26/18 8/9 0.72 0.39
BMI(kg/m?) 27.44 371 26.5+4.43 0.86 0.39
I KR BLA% (mm) 18.48 £6.9 19.24 +6.87 -0.39 0.7
iR A AL (mm®) 26.13 +33.75 28.22 + 30.66 -0.22 0.82
AST(IU/L) 19.18 £ 9.65 17.05 4.9 0.87 0.39
ALT(IU/L) 2251+19.9 21.34£11.73 0.23 0.82
SCr(umol/L) 57.11 £ 15.92 61.63+12.41 -1.06 0.29
BUN(mmol/L) 412+0.88 4.40+1.23 -0.98 0.33
LDL(mmol/L) 2.21+0.53 2.57 £0.56 -2.43 0.02
HDL(mmol/L) 1.06 + 0.24 1.02 £0.25 0.61 0.54
TG(mmol/L) 1.66 + 0.67 1.66 £1.29 -0.01 0.99
TC(mmol/L) 3.71+057 445 +0.66 -4.41 0.00
TSH(uIU/mL) 1.6 £0.79 0.74 £0.22 6.98 0.00
TT4(pmol/L) 109.92 + 18.36 124.29 + 11.55 -3.73 0.00
TTa(nmol/L) 1.86+0.26 1.74+0.22 1.68 0.1
FT4(pmol/L) 10.84 £ 1.96 12.11£1.37 -2.91 0.00
FTs(pmol/L) 5.05+0.54 5.12 £0.56 -0.47 0.65

A KB FEAKCPH TSH K RBREAG. fum R ORE B AR KRR S TC /K FIEM G, HER. BMIL
BRI EAR. MRARL. JFTh. 'BTh. LDL. HDL. TG ZIALEEM K. 5 TSH /KT 2 47AH%,
5TIT, K FREIEMK, 5 FTs TTe FT, 28 EA M.

H AT, i it IE ORE A R VA BT S8 2 1) it GH (B 58 IR B 75 FL A A A5 4438 . Ryosuke Mori
ZE[3]0F 242 i i AECRE B B 7R, GH BUR1 GH-PRL 74 344 Jl 8 f) i ye (A B 5 L Rl i 7 GH K
TEFEM K (r=0.777,P <0.001; r = 0.931, P < 0.001) ., 11 FL4> itk 25 [4] 4 Fit ity A A 70 2 A U g 4 K /)
HELAMTE GH [EG I RAE G, FRATMBF 75 HARE — 8, XRS5 GH & &4 — el s
W GH &AM TRIAN GH SEA K. Bk, Ml B3 s GH /KPR AR R IH
AT RN, H BT A RE IR I35 GH KT SR FE W7 8 (AR AR (1 K/

i i A AR A6 IR 2R L B R AR AR ey, TR R AU R s e — B, (A2 H e, R
DRRE £ BRI H i =B K i TR B, ML A R IRIE R [5]. AT, AR H W =EKF
HEREZER, EYETIEESHEIEE. e e KR KT %2 G S o HE [ R [ R K7 i R
AR KM EAKCTA, X5 &1 GH ol BEE: S B8R &R A AE DT B (LPL) W& M N F%, JH48 i iS5
PR 8 — IR [ BE(LDL-C) 3Rk A 2% [6]. ik A/ Hr it — DS iiys GH 5 SRR ACEAE G, X5
Jaskula M ZE[7] B Fi a8 R — 8. M AR i B s el o A RORE B FE I R0 (1 B AR B R, SO 38 0
M PIR AR R EL I E LR 3%, DR, AR B AR e 3, MEM s ifd, DMERER
RRBTI, EARUEREL, B E, M7 I6 ol A 28 SR R AR
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GH 5 TSH Z [a1f# fUkH 56 mT 5 v B A A8 2 v i IR TR 2 R Ts0 2 (TRH) [ & BRFVBE 7 8] [9]
BAV TR, i B ORE B35 1 GH /K5 TSH 2 7A4H5¢, 5 Ferdinand Roelfsema %5 [10]A/F 51 45 S —
;o AWFRGUHEHERR, WA TTs FTa EHEER, @A KBEABRERKBZEKTA TT,. FT,
AKPE e IXATREE TSH (AR 1 1 v B FHDR i e B R 22 I N PR 920 T s o 1 38 5 A 2 [10]
[11]. ABFFIERI GH KF5 TT K FRIEAIE, X 30 FURBRBER K WA 52 TSH T, HA24E
KBE W

Rz, I AERE B AR IR LTS GH /KFS Rt FTh. BRI RSP AR 7,
3% GH /K V5 TC /AP IEMIG. HARIREGE A HE, MiE GH /K5 TSH K TFEAMIE, 5 TT /KL
IEAHR, 5 FTa. TTa FT, 2 B JCEH AL .
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