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Acromegaly has been described as a rare disease, the result of chronic excessive secretion of growth hormone (GH), with subsequent elevation of Insulin-like Growth Factor I (IGF-1) levels [1]. This condition is associated with an increase in morbidity and mortality compared to the general population, without taking into account that this endocrine disorder per se, increases cardiovascular risk by causing metabolic disorders such as hyperglycemia, dyslipidemia and systemic hypertension [2].



Beyond focusing on the endocrine disorder that impacts with physical manifestations, it should be borne in mind that cardiovascular entities may be present asymptomatically. The increase in the GH/IGF-1 index generates persistent sodium retention, with a consequent increase in circulating volume, contributing to the early development of hypertension, hypertrophic heart disease, valvular disease, systolic and diastolic dysfunction [3]. For this reason, it has been found that hypertension affects more than 50% of patients, being a risk factor for independent mortality [4]. In the series of cases reported, valvular diseases have been found in more than 75% of the cases, and arrhythmias in more than 90% of the cases [5], so although the cut-off score of patients with acromegaly and hypertension is reported to be around 50%, it is evidently higher.



No predilection has been found regarding the degree of involvement of cardiovascular disease in acromegaly, with the gender or family history of hypertension, but it is directly proportional to the levels of IGF-1 and GH [6]. Obstructive sleep apnea is another condition found in this disease, and it contributes substantially with the increase of blood pressure, and therefore, the risk of white organ injury due to damage at the level of organic microcirculation. Studies show that the prevalence of left ventricular hypertrophy is up to 78% in echocardiographic studies, with the heart being the main organ affected, due to the increase of IGF-1 receptors in cardiomyocytes, which stimulates cardiac contractility, with subsequent hypertrophy and regional fibrosis [7].



Stroke is another entity that may go unnoticed, and can manifest itself by progressive damage as the individual advances in age, exhibiting as vascular dementia. Although the incidence and prevalence of brain injury is expected to be higher in this group, it has not been shown to be so [8], however, this does not mean that strict follow-up should be undertaken.



Knowing that arterial wall inflammation is an important mediator of endothelial dysfunction and development of atherosclerotic disease, chronic renal disease and thromboembolic events, they can also be expected in this type of individuals. In this pathophysiological process, immune cells invade the arterial wall and induce expression of adhesion molecules, with subsequent leukocyte adhesion, which creates a pro-inflammatory and pro-atherogenic environment [9]; which together, with hypertensive glomerulopathy, secondary to systemic arterial hypertension, accelerates the glomerular lesion, while at the peripheral level, the destabilization of an atherosclerotic plaque together with inflammatory adhesion cells, precipitates the formation of a thrombus/embolus.



Based on the above, the constant review of endothelial, arterial and cardiac integrity are the fundamental pillars to maintain cardiovascular risk monitored on its entirety, the use of echocardiography, echocardiogram, carotid doppler, lower limb doppler, and pulse wave velocity measurement (which makes it possible to identify arterial stiffness by measuring the intima/mean thinning and flow-mediated dilation) [10] are useful in the review of the cardiovascular system. It is also necessary to evaluate the lipid profile and glycemia, which are the other components that also contribute to endothelial dysfunction. In this order of ideas, acromegaly is a multifactorial condition that carries an elevated cardiovascular risk, so its detailed evaluation is a fundamental aspect to control the risk of morbidity and mortality.
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