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Table 2. GH peak and IGF-I values before and after pegvisomant-primed ITT of enrolled patients
Patients Pre-pegvisomant GH peak  

(ng/ml)
Post-pegvisomant GH peak 

(ng/ml)
Pre-pegvisomant IGF-I 

(ng/ml)
Post-pegvisomant IGF-I 

(ng/ml)

1 4.25 17.70 213 119
2 6.55 42.11 284 163
3 4.50 11.12 56 26
4 4.35 22.58 115 54
5 4.60 18.34 131 87
6 3.30 32.86 173 104
7 5.55 8.69 62 33
8 5.30 5.76 137 137
9 7.20 8.32 66 45

10 2.95 6.68 34 39
11 3.05 19.19 164 96
12 5.35 23.17 127 78
13 0.70 3.81 137 42
14 3.80 4.18 317 293
15 3.10 9.89 152 90
16 3.75 20.22 318 167
17 8.60 9.32 373 239
18 2.70 19.53 104 171
19 5.55 16.50 373 190
20 2.25 13.43 185 101

Figure 2. Individual changes of IGF-I SDS before and after 
pegvisomant challenge. Dotted lines represent pubertal patients.

ing, a significant reduction of IGF-I was observed in 
GHD children (pre IGF-I: 144.0 (109-248) ng/ml, 
post IGF-I: 98 (49-165) ng/ml; p<0.001) (Figure 2). 
Only two patients (one pubertal) showed an increase 
in IGF-I secretion after pegvisomant priming and 
only one (pubertal) maintained the same IGF-I level 
before and after the priming.

Discussion

The results of the present study confirm the safety 
and the accuracy of the pegvisomant-primed GH 
stimulation test in unmasking false diagnoses of GHD. 
Thirteen out of 20 children, previously diagnosed 
as GHD after two conventionally accepted stimula-
tion tests, were subsequently reclassified as short 
normal. We do not think that puberty progression, 
which is a known enhancer of GH secretion, might 
have biased the results in our four pubertal patients. 
The period between the two diagnostic phases was 
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in fact relatively short, therefore limiting significant 
pubertal changes. 


