
Characterization of gsp-Mediated Growth Hormone
Excess in the Context of McCune-Albright Syndrome

SUNDAY O. AKINTOYE, CAROLINE CHEBLI, SUSAN BOOHER, PENELOPE FEUILLAN,
HARVEY KUSHNER, DEREK LEROITH, NATASHA CHERMAN, PAOLO BIANCO,
SHLOMO WIENTROUB, PAMELA GEHRON ROBEY, AND MICHAEL T. COLLINS

Craniofacial and Skeletal Diseases Branch, National Institute of Dental and Craniofacial Research (S.O.A., N.C., P.G.R.,
M.T.C.), National Institutes of Health (NIH), Bethesda, Maryland 20892-4320; Department of Nursing (S.B.), Developmental
Endocrinology Branch (P.F.), National Institute of Child Health and Human Development, NIH, Bethesda, Maryland
20892-4320; Molecular Endocrinology Branch (D.L.), National Institute of Diabetes, Digestive and Kidney Diseases, NIH,
Bethesda, Maryland 20892-4320; Department of Orthopedic Surgery, University of Maryland (C.C.), Baltimore, Maryland
21201; Biomedical Computer Research Institute (H.K.), Philadelphia, Pennsylvania 19115; Department of Experimental
Medicine (P.B.), University of Rome “La Sapienza,” I-100161 Rome, Italy; and Department of Pediatric Orthopedic Surgery
(S.W.), Dana Children’s Hospital, Tel Aviv Medical Center, 64139 Tel Aviv, Israel

McCune-Albright syndrome (MAS) is a disorder characterized
by the triad of café-au-lait skin pigmentation, polyostotic fi-
brous dysplasia of bone, and hyperfunctioning endocrinopa-
thies, including GH excess. The molecular etiology of the dis-
ease is postzygotic activating mutations of the GNAS1 gene
product, Gs�. The term gsp oncogene has been assigned to
these mutations due to their association with certain neo-
plasms. The aim of this study was to estimate the prevalence
of GH excess in MAS, characterize the clinical and endocrine
manifestations, and describe the response to treatment.

Fifty-eight patients with MAS were screened, and 22 with
stigmata of acromegaly and/or elevated GH or IGF-I under-
went oral glucose tolerance testing. Twelve patients (21%) had
GH excess, based on failure to suppress serum GH on oral
glucose tolerance test, and underwent a TRH test, serial GH
sampling from 2000–0800 h, and magnetic resonance imaging
of the sella.

We found that vision and hearing deficits were more com-
mon in patients with GH excess (4 of 12, 33%) than those with-
out (2 of 56, 4%). Of interest, patients with a history of preco-
cious puberty and GH excess who had reached skeletal

maturity achieved normal adult height despite a history of
early epiphyseal fusion. All 9 patients tested had an increase
in serum GH after TRH, 11 of 12 (92%) had hyperprolactine-
mia, and all 8 tested had detectable or elevated nighttime GH
levels. Pituitary adenoma was detected in 4 of 12 (33%) pa-
tients. All patients with elevated IGF-I levels were treated
with cabergoline (7 patients), long-acting octreotide (LAO; 8
patients), or a combination of cabergoline and LAO (4 pa-
tients). In six of the seven patients (86%) treated with caber-
goline, serum IGF-I decreased, but not to the normal range. In
the eight patients treated with LAO alone, IGF-I decreased,
and, in four, returned to the normal range. The remaining 4
patients were treated with a combination of cabergoline and
LAO. For them, symptoms of GH excess diminished, and IGF-I
decreased further, but did not enter the normal range.

GH excess is common in MAS and results in a distinct clin-
ical phenotype characterized by inappropriately normal stat-
ure, TRH responsiveness, prolactin cosecretion, small or ab-
sent pituitary tumors, a consistent but inadequate response to
treatment with cabergoline, and an intermediate response to
LAO. (J Clin Endocrinol Metab 87: 5104–5112, 2002)

MCCUNE-ALBRIGHT SYNDROME (MAS) is a rare
and sporadic condition that was first defined by

the triad of polyostotic fibrous dysplasia of bone (FD), café-
au-lait skin hyperpigmentation, and precocious puberty (PP;
Refs. 1 and 2). A number of endocrine disorders, including
GH excess (for review, see Ref. 3), may accompany the dis-
ease. Other endocrinopathies that may be present in addition
to GH excess include hyperthyroidism (for review, see Ref.
4) and Cushing syndrome (5). Also, frequently associated
with polyostotic FD is a proximal renal tubulopathy char-
acterized by phosphaturia, aminoaciduria, low molecular
weight proteinuria, and renal 1-�-hydroxylase inhibition (6).
Rarer associations also exist, including involvement of he-
patic, cardiac, muscular, and other tissues (Ref. 7; for review,
see Ref. 8).

The disease is the result of postzygotic activating muta-
tions of the cAMP-regulating protein, GNAS1 gene product,
Gs� (9, 10). The vast majority of the Gs� mutations are point
mutations at the Arg201 position (11), with most being
Arg201 His or Cys (11). The somatic mosaicism is reflected
by the identification of normal and mutated cells throughout
the body (9). The term gsp oncogene has been assigned to
these activating Gs� mutations due to their association with
certain neoplasms (12–14). The phenotypic presentation of
tissues involved in MAS, including the somatotrophs of the
pituitary, is the result of the cellular response to activation of
hormone-sensitive adenylyl cyclase signal transduction
pathways (15, 16).

Our understanding of GH excess in MAS has been derived
primarily from case reports and a small series of patients (for
review, see Refs. 3 and 17–26). This, coupled with the overall
rarity of the disease, results in a limited understanding of the
prevalence, clinical spectrum, comorbidities, and effective
treatment. Involvement of the craniofacial (CF) bones with

Abbreviations: CF, Craniofacial; FD, fibrous dysplasia; LAO, long-
acting octreotide; MAS, McCune-Albright syndrome; MASV, MAS vari-
ant; MRI, magnetic resonance image or imaging; OGTT, oral glucose
tolerance test; PP, precocious puberty; PRL, prolactin.
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FD often results in overgrowth of bone, and recognition of
GH excess in these patients may be missed if one relies on the
characteristic stigmata of acromegaly (i.e. frontal bossing and
prognathism) to trigger a specific diagnostic evaluation.
There have been no previous studies of the GH dynamics in
a large population of MAS patients. We describe here the
presentation, prevalence, biochemical characterization, com-
plications, and response to treatment of a large group of
patients with MAS and GH excess. We also discuss the im-
plications for understanding the molecular pathophysiology
of acromegaly caused by the gsp oncogene.

Patients and Methods
Diagnosis of MAS and GH excess

Fifty-eight patients with MAS or MAS variant (MASV; MASV is FD
plus café-au-lait and/or a hyperfunctioning endocrinopathy other than
PP) were evaluated as part of an ongoing institutional review board-
approved study of FD/MAS at the National Institutes of Health. All
patients or their representatives gave written informed consent to par-
ticipate. The diagnosis of MAS or MASV was based on a combination
of clinical history and physical examination, typical radiographic find-
ings, bone histology, and, when necessary, analysis of appropriate se-
quences of the GNAS1 gene. Patient 3 was being treated with tamoxifen
for PP, and patient 8 was on a very low-dose oral contraceptive
preparation.

Special attention was given to the signs, symptoms, and biochemical

features of GH excess listed in Table 1. In addition, initial testing in-
cluded duplicate measures on hospital d 1 and 2, after an overnight fast,
of serum GH and IGF-I at 0800 h. If there was any suggestion of GH
excess on history and physical examination or if the serum GH or serum
IGF-I was elevated, an oral glucose tolerance test (OGTT) was per-
formed. The diagnosis of GH excess was established by a serum GH
concentration greater than 2.0 ng/ml at 60 and 120 min after 75 g (1.75
g/kg in children) of oral glucose (OGTT). In patients that failed to
suppress GH to less than 2 ng/ml on OGTT, additional testing of GH
excess was performed (see below).

Predicted height and PP controls

Patient heights were the mean of three 0800 h stadiometric measure-
ments. Because many patients with severe FD lose significant height due
to fractures and shepherd’s crooking of the proximal femur, arm span
was also measured, and if arm span was more than 2.0 cm greater than
the height, it was used as a surrogate for height. The predicted height
was based on the parental target height: mean parental height plus 6.5
cm for males and minus 6.5 cm for females. The height control patients
(nine females and one male) were adult MAS patients with PP, but
without GH excess.

GH excess-specific testing

GH excess patients underwent additional testing, including addi-
tional measurement of serum IGF-I, TRH test, overnight serum GH
sampling (every 20 min from 2000 h to 0800 h), and a magnetic resonance
image (MRI) of the sella. Patients previously diagnosed and treated for
GH excess were off treatment for at least 3 months before GH excess-

TABLE 1. Characteristics of patients with MAS and signs and symptoms of GH excess

Age and gender

Patient no.

1 2 3 4 5 6 7 8 9 10 11 12
15 M 11 F 4 F 33 F 14 M 15 F 40 F 20 F 26 F 13 F 34 F 30 M

MAS characteristics
Café-au-lait X X X X X X X X X X X X
Polyostotic FD X X X X X X X X X X X X
GH excess X X X X X X X X X X X X
Renal tubulopathy X X X X X X X X X
PP X X X X X X X X X X
Hyperthyroidism X X X X
Leydig cell lesion of testes X X
Sertoli cell lesion of testes X
Breast neoplasiaa X X
Gs� mutationb Cys His N/A Cys Cys His His N/A His N/A Cys Cys

Signs, symptoms, features and complications of GH excess
PP with normal height X X X X X X X X
Macrocephaly X X X X X X X X X X X
Malocclusion of teeth X X X X X X
Increased hand and foot size X X X X X X
New skin tags X
Excessive sweating X X X X
Menstrual irregularity X X X X X X X X
Hypogonadism X X X X X
Carpal tunnel syndrome X X
Arthralgia X
Weakness X X
Foot heel pad � 22 mm X X
Distal tufting of digits X X X X X X
PRL � 11 ng/ml X X X X X X X X X X X
Hypercalciuria X X
Fasting glucose � 110 mg/dl X
Serum phosphorus � 4.5 mg/dl X
Blindness X X
Hearing loss X X X X

M, Male; F, female; N/A, not available.
a gsp Mutation positive.
b Determined from bone specimens (Cys or His refer to amino acids, cysteine or histidine, that are substituted for arginine at position 201

of the Gs� protein).

Akintoye et al. • GH Excess in McCune-Albright Syndrome J Clin Endocrinol Metab, November 2002, 87(11):5104–5112 5105



specific testing was performed, a generally accepted washout period for
long-acting octreotide (LAO; Ref. 27). The TRH test consisted of the iv
administration of 7 �g/kg (up to a maximum dose of 500 �g) of TRH
(Thyrel TRH, Ferring Pharmaceuticals Ltd., Tarrytown, NY), followed
by serum GH measurement at 0, 15, 30, 60, and 90 min. A TRH test was
considered positive when the serum GH rose by more than 50% above
the baseline value (28). Prolactin (PRL) specimens were drawn at 0800 h
from an indwelling iv catheter after an overnight fast while the patients
were at rest. All reported serum IGF-I, PRL, and GH levels (other than
serial testing values) were the average of at least two values. Four
patients (no. 4, 7, 10, and 11) were unable or unwilling to undergo
overnight GH sampling. MRI of the pituitary entailed coronal and sag-
ittal T1-weighted spin echo images obtained at 3-mm intervals before
and after the iv administration of gadolinium on a 1.5 Tesla MRI system.

Assays

Serum GH was measured using a commercially available immuno-
chemiluminometric assay with a lower limit of detection of 0.1 ng/ml
and inter- and intra-assay coefficient of variance of 11% and 10%, re-
spectively (Mayo Medical Laboratories, Rochester, MN). Serum IGF-I
was measured by one of two standard commercial assays, an extracted
RIA assay (Mayo Medical Laboratories; assay 1) or a two-site chemilu-
minescence immunoassay (Nichols Advantage IGF-I Assay, Nichols
Institute Diagnostics, San Juan Capistrano, CA; assay 2). The correlation
between the 2 assays was determined by measuring serum IGF-I levels
in 39 normal and acromegalic subjects. Using a paired t test, the com-
parison of the IGF-I values from the same specimens generated a highly
significant correlation (R � 0.9696; P � 0.001; y � 1.368x � 46.849, where
y is the assay 2 value and x is the assay 1 value; data not shown). All
serum IGF-I values and Z-scores are reported as assay 1 values. PRL was
assessed using a standard commercially available assay (Abbott Labo-
ratories, Chicago, IL).

GNAS1 mutation analysis

Mutation detection was performed as previously described (29).
Briefly, standard PCR-based amplification, followed by sequencing of
the appropriate region of the GNAS1 gene, was performed. Alterna-
tively, in tissues with a low percentage of mutated cells, a novel, highly
sensitive, protein nucleic acid primer was used to block amplification of
the normal allele, allowing for the detection of mutated allele (29).

Statistics analysis

Fisher’s exact test and Pearson linear regression correlations and
degree of significance were calculated using SAS version 6.12 (SAS
Institute, Inc., Cary, NC). Z-scores were calculated using the following

equation with the 95th and 5th centile values from assay 1: Z � X � �X/sd,
where sd � (95th centile � 5th centile)/3.29.

Results
Clinical signs, symptoms, and complications

Twenty-two of the 58 patients with MAS/MASV had
signs, symptoms, or hormonal features suggestive of GH
excess (Table 1). GH excess was confirmed in 12 of 58 (21%)
by failure to suppress GH on an OGTT (Table 2). Serum GH
decreased to less than 1.0 ng/ml in the remaining 10 patients.
Of interest, eight patients with a history of PP and GH excess
achieved normal height (Fig. 1). Because PP causes early
growth plate maturation and closure with resultant short
stature, the height of the patients with PP would have been
predicted to be well below their predicted midparental
height. In addition, there was a significant increase in the
prevalence of hearing and vision deficits in patients with GH
excess. Only 2 of 56 patients without GH excess (4%) had
hearing and/or vision deficits, whereas the deficits were
present in 4 of 12 with GH excess (33%; P � 0.05; Fisher’s
exact test).

GH excess-related testing

The IGF-I Z-scores exhibited a broad range (�2.5 to �5;
Table 2). All patients who were tested responded to TRH
administration with an increase in serum GH, and 11 (92%)
had elevated serum PRL levels (Table 2). The degree of PRL
elevation correlated with the serum IGF-I concentration (R �
0.91; P � 0.001; Fig. 2A).

All patients tested had detectable or elevated GH at all
time points during overnight sampling (Fig. 3), and there was
a significant correlation between the mean overnight serum
GH concentration and the serum IGF-I concentration (R �
0.86; P � 0.01; Fig. 2B).

MRI of the pituitary revealed a pituitary adenoma in 4 of
12 patients. None of the 4 patients with an adenoma (no. 9,
10, 11, and 12) had large adenomas (�2.5 cm) or invasion of
the cavernous sinus. Representative MRIs are shown in Fig.

TABLE 2. Characterization of GH excess in patients with MAS

Patient Age/gender Tanner stagea/
bone age

60 min GH
during OGTT

(ng/ml)

Random
IGF-I

(ng/ml)b
Random IGF-I

Z-score
Response
to TRH

Random PRL
(�g/ml)

Pituitary tumor
on MRI

1 15/M V,V/17 7.1 83 �2.5 Yesc 14 No
2 11/F V,V/SM 2.3 137 �0.2 Yes 36 No
3 4/F I,I/7 5.3 127 2.5 Yes 17 No
4 33/F V,V/SM 6.5 142 3.2 N/A 17 No
5 12/M V,V/SM 4.9 288 3.2 Yes 20 No
6 14/F V,V/SM 16.2 299 3.2 Yes 27 No
7 40/F V,V/SM 5.5 130 3.3 Yes 10 No
8 20/F V,V/SM 3.8 209 �5 N/A 21 No
9 26/F V,V/SM 29.0 331 �5 Yes 53 Yes

10 13/F V,V/SM 16.3 441 �5 N/A 68 Yes
11 34/F V,V/SM 24.2 658 �5 Yes 98 Yes
12 30/M V,V/SM 74.0 758 �5 Yes 81.5 Yes

Normal range for 60 min GH during OGTT is �2.0 ng/ml, and for random PRL is 1–11 �g/ml. M, Male; F, female; SM, skeletally mature;
N/A, not assessed.

a Tanner stage: breast, pubic hair (females), or genital, pubic hair (males).
b Normal range age and gender specific.
c Yes, �50% increase in serum GH above random serum GH in response to TRH.
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4. The most striking feature on the MRIs is the massive
expansion of the CF bones with FD (Fig. 4, A and C).

Medical treatment

The 10 patients with a serum IGF-I Z-score greater than 2.0
were treated. Initial therapy was cabergoline (Dostinex,
Pharmacia and Upjohn, Kalamazoo, MI) 0.5 mg po twice a
week, and it was increased over 8 wk to 4 mg po twice a week.
The maximum dose for a 4-yr-old patient (patient 3) was 3.0
mg twice a week. In patients who failed to respond (i.e. serum
IGF-I remained above the normal range), cabergoline was
discontinued for 4 wk, and treatment with LAO (Sandostatin
LAR Depot, Novartis, East Hanover, NJ) was started. The
initial dose was 20 mg im once a month; it was increased to
30 mg im once a month (7 patients) and 40 mg im once a
month (patient 12) as indicated by the failure of the serum
IGF-I to return to normal. The 4 yr old received 0.15 mg/kg
im once a month. The four patients who did not respond to
LAO alone were given the combination of cabergoline (8 mg
po twice a week) plus LAO (30 mg im once a month).

Six of the seven patients (86%) treated had a partial re-
sponse to cabergoline (Table 3). The one nonresponder (pa-
tient 3) was a prepubertal girl who was also receiving ta-
moxifen treatment for PP. In none of the patients did
cabergoline alone normalize IGF-I. Only one of the eight
patients treated with cabergoline had an adverse symptom
(nausea), and this was not severe enough to cause discon-
tinuation. LAO treatment normalized IGF-I in four of eight
patients (50%). In none of the three patients who failed treat-
ment with LAO and who went on to be treated with the
combination of cabergoline and LAO was the combination of
drugs effective, although all three exhibited an additive par-
tial response to the combination of drugs with respect to
serum IGF-I and clinical symptoms.

Discussion

The group of 58 patients with MAS or MASV from which
the subgroup of 12 patients with GH excess was derived
represents the largest group of patients with this condition
studied to date and affords the opportunity to examine a
population of patients in whom the molecular etiology of the
disease is gsp oncogene. This allows us to make what is likely
to be an accurate estimate of the prevalence of GH excess in
patients with MAS (21%).

What emerged as an important sign of GH excess was the
finding of normal height in patients who had had PP. This
useful clinical finding represents the cumulative (and pre-
sumably antagonistic) effects of early sex steroid and excess
GH/IGF-I exposure on the growth plate. This experiment in
nature suggests that the tonically elevated GH/IGF-I effect
predominates over that of early sex steroid exposure.

The importance of early detection and treatment is high-
lighted by the fact that morbidity related to FD in the CF
bones is more common in patients with GH excess. Although
only 2 of 56 (4%) patients with CF FD without GH excess had
hearing loss or blindness, 4 of 12 (33%) of the patients with
GH excess did. Exposure to excess GH most likely worsens
CF FD (30), as demonstrated here by the fact that the patients
with the highest GH and IGF-I levels (patients 11 and 12) had
the worst CF FD (Fig. 4). These same patients are also the only
ones in our series who had the associated morbidity of com-
bined vision and hearing loss. The hope is that early detection
and treatment at the subclinical stage will prevent disease
progression-associated morbidity.

A number of findings and patterns emerged that are likely
to be characteristic of gsp-mediated GH excess. The percent-
age of these patients with a positive TRH test (100%) is
greater than would be expected in a population of patients
with sporadic acromegaly in which 50–60% of the patients
have a positive TRH test (31, 32). This is consistent with the

FIG. 1. Predicted and actual heights
achieved in patients with GH excess
and a history of PP. The predicted
heights were calculated from the height
of the patient’s parents. Patients with
PP who did not have GH excess were
used as controls. The mean of the
heights of the controls � SD is shown.
Patients with GH excess and PP inap-
propriately achieved their predicted pa-
rental height.
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findings of Yang et al. (32) in which 78% of the patients with
gsp-mediated acromegaly had a positive response to TRH,
compared to 50% without. This may be the result of the
presence of ectopic TRH receptors, which have been noted to
be induced by cAMP signaling in certain cell lines (33). TRH
receptors normally act through the inositol 1,4,5-trispohspo-
hate pathway, but when ectopically expressed and activated
they have been shown to cross-couple with cAMP and reg-
ulate GH secretion by somatotrophs (34).

A second feature of gsp-mediated GH excess is PRL co-
secretion. Eleven of the 12 patients (92%) had an elevation in
serum PRL (Table 2), and the degree of elevation correlated
with the degree of elevation in serum IGF-I (Fig. 2A). Con-
sistent with previous reports of gsp-mediated acromegaly

(32, 35, 36), the proportion of cosecretors of GH and PRL in
our group (92%) is higher than in sporadic acromegaly
(�33%; Ref. 37). It is possible that constitutive activation of
the cAMP pathway leads to a derangement in somatotroph
differentiation and results in cells with bihormonal activity.
This would be consistent with the established role of the
cAMP/protein kinase A/cAMP-responsive element binding
protein pathway activation in regulating normal soma-
totroph differentiation (38, 39).

Another feature of our population that may be of signif-
icance is that tumors were either absent (by MRI scanning)
or relatively small. This is consistent with the studies of
others (32, 35, 36, 40, 41) in which they note that the gsp
positive tumors were smaller than the gsp negative tumors.

FIG. 2. Correlations between serum
IGF-I, and PRL and mean overnight GH
in patients with MAS and GH excess. The
serum IGF-I is positively correlated with
the serum PRL (A) and the mean over-
night serum GH (B). Correlation coeffi-
cients (R) and degree of statistical signif-
icance (p) are indicated.
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In our series, absent (and/or smaller) tumors may represent
lead-time bias, due to increased suspicion and early detec-
tion. But, given the consistency with previous studies in
which there was no lead-time bias, this may represent a
feature of gsp-mediated disease.

Medical treatment is often the only option in these patients
because transsphenoidal surgery is not possible due to mas-
sive thickening of the skull base with FD (Fig. 4). And ra-
diation therapy was not considered as an option, because it
is believed to predispose FD to sarcomatous transformation

FIG. 3. Overnight GH sampling in patients with MAS. Patients underwent serum GH sampling every 20 min from 2000 to 0800 h. Overnight
sampling data from all patients tested are displayed. Patient number and the serial determinations are indicated. The mean overnight serum
GH concentration (nanograms per milliliter) is indicated in the upper left corner of each panel. Note the different y-axis scale between patients.
The lowest GH value in patient 1 was 1.5 ng/ml. In general, increasing disease severity is characterized by higher basal GH levels, loss of
pulsatility of GH secretion, and the lack of undetectable serum GH values at any time.
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(42). The results of treatment with cabergoline and LAO are
informative. All patients had some response to cabergoline
and/or octreotide. The only patient who did not respond to
cabergoline monotherapy was patient 3, the patient being
treated with tamoxifen for PP. Because the effect of tamoxifen
appears to be one of decreasing GH secretion (43, 44), it is not
clear why she would be unresponsive to cabergoline. Even
in those patients with higher basal serum basal GH values,
cabergoline had a significant effect on lowering serum IGF-I
and GH. For example, in patient 11, the basal serum IGF-I
went from 512 to 315 ng/ml on cabergoline alone. In all
patients treated, LAO significantly lowered both serum GH
and IGF-I values. In 4 of the 8 patients (patients 3, 5, 6, and
7) with serum IGF-I values of 127, 288, 299, and 130 ng/ml,
and serum IGF-I Z-scores of 2.5, 3.2, 3.2, and 3.3, respectively,
LAO was effective in normalizing serum IGF-I. The group in

TABLE 3. IGF-I response to treatment in patients with MAS and
GH excess

Patient Cabergoline LAO Cabergoline � LAO

3 � �� NT
4 NT � �
5 � �� NT
6 � �� NT
7 NT �� NT
8 � NT NT
9 � NT NT

10 NT � �
11 � � �
12 � � �

�, Ineffective, i.e. change in serum IGF-I � 1 SD; �, partial re-
sponse, i.e. decrease of IGF-I � 1 SD; ��, effective, i.e. decrease of
IGF-I to Z score � �2 (normal for age and gender); NT, not treated.

FIG. 4. Cranial MRIs of patients with GH excess and MAS. The cranial MRI of patient 11 is shown in panels A and B and of patient 12 in panels
C and D. Massive expansion of CF bones is demonstrated by the white (A) and black (C) arrows. The high degree of vascularity is evident on
the gadolinium-enhanced image (C). Arrowheads indicate the pituitary adenoma in patients 11 (A and B) and 12 (D). Patients 11 and 12 had
the highest serum IGF-I levels and the greatest degree of expansion of the CF bones with FD.
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whom LAO produced a partial response had serum IGF-I
levels of 142, 441, 658, and 758 ng/ml and serum IGF-I Z-
scores of 3.2, more than 5.0, more than 5.0, and more than 5.0,
respectively. In this same group, when either cabergoline
was added to maximum dose LAO or LAO was added to
maximum dose cabergoline, there was an additive but still
only partial response with respect to normalizing serum
IGF-I and ameliorating symptoms.

In summary, GH excess was present in 21% of the patients
with MAS/MASV. In patients who have had PP, normal
stature is an important presenting sign. Recognition and
treatment of GH excess may be important to prevent vision
and hearing loss, which is associated with CF FD in these
patients. Furthermore, the data from this population extend
our definition and understanding of gsp-mediated acromeg-
aly. They allow us to conclude that in GH excess of this
molecular origin, the tumors are more likely to be cosecretors
of PRL and respond to TRH stimulation, and that the tumors
tend to be smaller. Because the presentation of GH excess in
MAS can be subtle, with typical signs obscured by the CF FD,
and because the disease progressively worsens CF FD, all
patients with MAS/MASV should be screened with an
OGTT.

Acknowledgments

We thank Dr. Philip Gorden for his critical review of the manuscript;
Dr. Monica Skarulis for her support, consultation, and sharing of clinical
data; and Dr. John Butman for review of the sella MRI scans. We also
thank Drs. Dennis Styne, Pamela Freda, Mirta Gryngarten, M. Eugenia
Escobar, and Patrick Nolan for allowing us to study and contribute to
the care of their patients. We appreciate the superior care provided by
the NIH Interinstitute Endocrine Training Program Fellows and the
Warren Grant Magnuson Clinical Center Endocrine Nurses of Units 8
and 9 West.

Received December 17, 2001. Accepted August 5, 2002.
Address all correspondence and requests for reprints to: Michael T.

Collins, M.D., Craniofacial and Skeletal Diseases Branch, National In-
stitute of Dental and Craniofacial Research, National Institutes of
Health, Building 30, Room 228, MSC 4320, Bethesda, Maryland 20892-
4320. E-mail: mcollins@dir.nidcr.nih.gov.

P.B. was supported by Telethon Foundation ONLUS Grant E1029.

References

1. McCune DJ 1936 Osteitis fibrosa cystica: the case of a nine-year-old girl who
also exhibits precocious puberty, multiple pigmentation of the skin and hy-
perthyroidism. Am J Dis Child 52:743–744

2. Albright F, Butler AM, Hampton AO, Smith P 1937 Syndrome characterized
by osteitis fibrosa disseminata, areas of pigmentation, and endocrine dysfunc-
tion, with precocious puberty in females: report of 5 cases. N Engl J Med
216:727–746

3. Sherman SI, Ladenson PW 1992 Octreotide therapy of growth hormone excess
in the McCune-Albright syndrome. J Endocrinol Invest 15:185–190

4. Mastorakos G, Mitsiades NS, Doufas AG, Koutras DA 1997 Hyperthyroid-
ism in McCune-Albright syndrome with a review of thyroid abnormalities
sixty years after the first report. Thyroid 7:433–439

5. Kirk JM, Brain CE, Carson DJ, Hyde JC, Grant DB 1999 Cushing’s syndrome
caused by nodular adrenal hyperplasia in children with McCune-Albright
syndrome. J Pediatr 134:789–792

6. Collins MT, Chebli C, Jones J, Kushner H, Consugar M, Rinaldo P, Wien-
troub S, Bianco P, Robey PG 2001 Renal phosphate wasting in fibrous dys-
plasia of bone is part of a generalized renal tubular dysfunction similar to that
seen in tumor-induced osteomalacia. J Bone Miner Res 16:806–813

7. Shenker A, Weinstein LS, Moran A, Pescovitz OH, Charest NJ, Boney CM,
Van Wyk JJ, Merino MJ, Feuillan PP, Spiegel AM 1993 Severe endocrine and
nonendocrine manifestations of the McCune-Albright syndrome associated
with activating mutations of stimulatory G protein GS. J Pediatr 123:509–518

8. Ringel MD, Schwindinger WF, Levine MA 1996 Clinical implications of

genetic defects in G proteins. The molecular basis of McCune-Albright syn-
drome and Albright hereditary osteodystrophy. Medicine (Baltimore) 75:
171–184

9. Weinstein LS, Shenker A, Gejman PV, Merino MJ, Friedman E, Spiegel AM
1991 Activating mutations of the stimulatory G protein in the McCune-
Albright syndrome. N Engl J Med 325:1688–1695

10. Schwindinger WF, Francomano CA, Levine MA 1992 Identification of a
mutation in the gene encoding the � subunit of the stimulatory G protein of
adenylyl cyclase in McCune-Albright syndrome. Proc Natl Acad Sci USA
89:5152–5156

11. Levine MA 1999 Clinical implications of genetic defects in G proteins: onco-
genic mutations in Gs � as the molecular basis for the McCune-Albright
syndrome. Arch Med Res 30:522–531

12. Landis CA, Masters SB, Spada A, Pace AM, Bourne HR, Vallar L 1989 GTPase
inhibiting mutations activate the � chain of Gs and stimulate adenylyl cyclase
in human pituitary tumours. Nature 340:692–696

13. Spada A, Vallar L 1992 G-protein oncogenes in acromegaly. Horm Res 38:
90–93

14. Yoshimoto K, Iwahana H, Fukuda A, Sano T, Itakura M 1993 Rare mutations
of the Gs � subunit gene in human endocrine tumors. Mutation detection by
polymerase chain reaction-primer-introduced restriction analysis. Cancer 72:
1386–1393

15. Spiegel AM 1997 The molecular basis of disorders caused by defects in G
proteins. Horm Res 47:89–96

16. Collins MT, Shenker A 1999 McCune-Albright syndrome: new insights. Curr
Opin Endocrinol Diabetes 6:119–125

17. Feuillan PP, Jones J, Ross JL 1995 Growth hormone hypersecretion in a girl
with McCune-Albright syndrome: comparison with controls and response to
a dose of long-acting somatostatin analog. J Clin Endocrinol Metab 80:1357–
1360

18. Cremonini N, Graziano E, Chiarini V, Sforza A, Zampa GA 1992 Atypical
McCune-Albright syndrome associated with growth hormone-prolactin
pituitary adenoma: natural history, long-term follow-up, and SMS 201–995:
bromocriptine combined treatment results. J Clin Endocrinol Metab 75:1166–
1169

19. Premawardhana LD, Vora JP, Mills R, Scanlon MF 1992 Acromegaly and its
treatment in the McCune-Albright syndrome. Clin Endocrinol (Oxf) 36:
605–608

20. Gessl A, Freissmuth M, Czech T, Matula C, Hainfellner JA, Buchfelder M,
Vierhapper H 1994 Growth hormone-prolactin-thyrotropin-secreting pitu-
itary adenoma in atypical McCune-Albright syndrome with functionally nor-
mal Gs � protein. J Clin Endocrinol Metab 79:1128–1134

21. Chanson P, Dib A, Visot A, Derome PJ 1994 McCune-Albright syndrome and
acromegaly: clinical studies and responses to treatment in five cases. Eur J
Endocrinol 131:229–234

22. Dotsch J, Kiess W, Hanze J, Repp R, Ludecke D, Blum WF, Rascher W 1996
Gs � mutation at codon 201 in pituitary adenoma causing gigantism in a
6-year-old boy with McCune-Albright syndrome. J Clin Endocrinol Metab
81:3839–3842

23. Ihara C, Shimatsu A, Murabe H, Kataoka K, Kondo C, Nakao K 1996 Growth
hormone-secreting pituitary adenoma associated with multiple bone cysts,
skin pigmentation and aortitis syndrome. J Endocrinol Invest 19:753–757

24. Uzun C, Adali MK, Koten M, Karasalihoglu AR 1999 McCune-Albright
syndrome with fibrous dysplasia of the paranasal sinuses. Rhinology 37:
122–124

25. Yavuzer R, Khilnani R, Jackson IT, Audet B 1999 A case of atypical McCune-
Albright syndrome requiring optic nerve decompression. Ann Plast Surg 43:
430–435

26. Chen HS, Hwu CM, Shih KC, Kwok CF, Ho LT 1999 Octreotide effect on
hypersecretion of growth hormone in a patient with fibrous dysplasia: a case
report. Zhonghua Y: Xue Za Zhi (Taipei) 62:554–559

27. Trainer PJ, Drake WM, Katznelson L, Freda PU, Herman-Bonert V, van der
Lely AJ, Dimaraki EV, Stewart PM, Friend KE, Vance ML, Besser GM,
Scarlett JA, Thorner MO, Parkinson C, Klibanski A, Powell JS, Barkan AL,
Sheppard MC, Malsonado M, Rose DR, Clemmons DR, Johannsson G,
Bengtsson BA, Stavrou S, Kleinberg DL, Cook DM, Phillips LS, Bidling-
maier M, Strasburger CJ, Hackett S, Zib K, Bennett WF, Davis RJ 2000
Treatment of acromegaly with the growth hormone-receptor antagonist pegvi-
somant. N Engl J Med 342:1171–1177

28. Arafah BM, Rosenzweig JL, Fenstermaker R, Salazar R, McBride CE, Selman
W 1987 Value of growth hormone dynamics and somatomedin C (insulin-like
growth factor I) levels in predicting the long-term benefit after transsphenoidal
surgery for acromegaly. J Lab Clin Med 109:346–354

29. Bianco P, Riminucci M, Majolagbe A, Kuznetsov SA, Collins MT, Mankani
MH, Corsi A, Bone HG, Wientroub S, Spiegel AM, Fisher LW, Robey PG
2000 Mutations of the GNAS1 gene, stromal cell dysfunction, and osteomalacic
changes in non-McCune-Albright fibrous dysplasia of bone. J Bone Miner Res
15:120–128

30. Uwaifo GI, Robey PG, Akintoye SO, Collins MT 2001 Clinical picture: fuel
on the fire. Lancet 357:2011

Akintoye et al. • GH Excess in McCune-Albright Syndrome J Clin Endocrinol Metab, November 2002, 87(11):5104–5112 5111



31. Karlberg BE, Almqvist S 1973 Clinical experience with the thyrotrophin
releasing hormone (TRH) stimulation test in patients with thyroid, pituitary
and hypothalamic disorders. Acta Endocrinol (Copenh) 72:697–713

32. Yang I, Park S, Ryu M, Woo J, Kim S, Kim J, Kim Y, Choi Y 1996 Charac-
teristics of gsp-positive growth hormone-secreting pituitary tumors in Korean
acromegalic patients. Eur J Endocrinol 134:720–726

33. Gershengorn MC, Thaw CN 1991 Regulation of thyrotropin-releasing hor-
mone receptors is cell type specific: comparison of endogenous pituitary re-
ceptors and receptors transfected into non-pituitary cells. Endocrinology 128:
1204–1206

34. Tomic M, Zivadinovic D, Van Goor F, Yuan D, Koshimizu T, Stojilkovic SS
1999 Expression of Ca(2�)-mobilizing endothelin(A) receptors and their role
in the control of Ca(2�) influx and growth hormone secretion in pituitary
somatotrophs. J Neurosci 19:7721–7731

35. Barlier A, Gunz G, Zamora AJ, Morange-Ramos I, Figarella-Branger D,
Dufour H, Enjalbert A, Jaquet P 1998 Pronostic and therapeutic consequences
of Gs � mutations in somatotroph adenomas. J Clin Endocrinol Metab 83:
1604–1610

36. Landis CA, Harsh G, Lyons J, Davis RL, McCormick F, Bourne HR 1990
Clinical characteristics of acromegalic patients whose pituitary tumors contain
mutant Gs protein. J Clin Endocrinol Metab 71:1416–1420

37. Kovacs K, Horvath E 1987 Pathology of pituitary tumors. Endocrinol Metab
Clin North Am 16:529–551

38. Bertherat J 1997 Nuclear effects of the cAMP pathway activation in soma-
totrophs. Horm Res 47:245–250

39. Cohen LE 2000 Genetic regulation of the embryology of the pituitary gland and
somatotrophs. Endocrine 12:99–106

40. Barlier A, Pellegrini-Bouiller I, Gunz G, Zamora AJ, Jaquet P, Enjalbert A
1999 Impact of gsp oncogene on the expression of genes coding for Gs�, Pit-1,
Gi2�, and somatostatin receptor 2 in human somatotroph adenomas: involve-
ment in octreotide sensitivity. J Clin Endocrinol Metab 84:2759–2765

41. Kim HJ, Kim MS, Park YJ, Kim SW, Park DJ, Park KS, Kim SY, Cho BY, Lee
HK, Jung HW, Han DH, Lee HS, Chi JG 2001 Prevalence of Gs � mutations
in Korean patients with pituitary adenomas. J Endocrinol 168:221–226

42. Ruggieri P, Sim FH, Bond JR, Unni KK 1994 Malignancies in fibrous dys-
plasia. Cancer 73:1411–1424

43. Mandala M, Moro C, Ferretti G, Calabro MG, Nole F, Rocca A, Munzone E,
Castro A, Curigliano G 2001 Effect of tamoxifen on GH and IGF-1 serum level
in stage I-II breast cancer patients. Anticancer Res 21:585–588

44. Metzger DL, Kerrigan JR 1994 Estrogen receptor blockade with tamoxifen
diminishes growth hormone secretion in boys: evidence for a stimulatory role
of endogenous estrogens during male adolescence. J Clin Endocrinol Metab
79:513–518

5112 J Clin Endocrinol Metab, November 2002, 87(11):5104–5112 Akintoye et al. • GH Excess in McCune-Albright Syndrome


