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Somatostatin Analogues for Adult Patients with Acromegaly 

Shared Care Protocol 

1. Responsibilities  Shared care assumes communication between the specialist, GP and patient. The 
intention to share care should be explained to the patient and accepted by them. 
Patients are under regular follow-up, and this provides an opportunity to discuss 
drug therapy. 

 

Specialist 

• Initiate treatment and prescribe until the dose is stable (typically after 3 
months / 84 days – first 3 doses) and the GP accepts shared care  

• Initiation and provision of patient training in administration of 
subcutaneous lanreotide 

• Training by endocrine specialist nurses of practice nurses to administer 

the somatostatin analogue locally. Responsibility for prescribing is only 

appropriate for transfer to primary care once sufficient training has been 

provided to the practice staff 

• Ensure the patients understand the nature and complications of drug 

therapy and their role in reporting adverse effects promptly 

• Provide copy of patient information leaflet  

• Send a letter to the GP requesting shared care. Outline shared care 

protocol criteria  

• Respond to any concerns raised regarding accepting shared care, 

continue prescribing until any issues are resolved. If no concerns are 

raised within 14 days, shared care can be assumed and the patient will 

collect the next prescription from the GP. 

• Liaise with GP regarding changes in disease management, drug dose, 

missed clinic appointments  

• Be available to give advice to GP and patient throughout treatment  

• Ongoing medical and biochemical assessment of response to therapy, 

including pituitary function tests, pituitary imaging and visual field 

measurement, where relevant 

• Ultrasound investigation to detect possible gallstone formation if required 

• Repeat MRI pituitary when indicated, visual field monitoring when 

required (individual specific depending on amount of residual pituitary 

disease) 

• Monitor IGF1 and GH 

• Provide clear instruction to GP on when therapy needs to be referred 

back to specialist though it is expected that all patients will remain under 

at least annual review with hospital team. 

 
GP  

• Raise any concerns within 14 days. If no concerns are raised, shared 
care will be assumed and the patient will collect the next prescription from 
the GP 

• Prescribe medication once the dose is stable and shared care is agreed, 
providing sufficient training has been given to practice team as above. 

• Ensure all monitoring is completed in accordance to the specific shared 
care protocol.  
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• Check and record results then advise the specialist of any deteriorations 
or abnormal results  

• Notify the specialist to any changes in patients’ condition, any adverse 
drug reactions or failure to attend tests 

 
Patient  

• Agree to treatment and monitoring after making an informed decision 

• Agree to being under the shared care of the GP and specialist 

• Attend for blood tests and monitoring when required 

• Report any side effects to the GP or a member of the specialist team 
 

2.  Background Summary 
Acromegaly is a rare disorder.  Primary treatment is by surgery.  This is 

successful in around 90% of patients with microadenomas, but only 30-40% of 

those with macroadenomas. Since the majority of patients present with 

macroadenomas, the overall cure rate is in around 50% of cases.  Uncontrolled 

acromegaly decreases life expectancy.  Therefore, treatment after unsuccessful 

surgery is necessary to render growth hormone and IGF values ‘normal’. Current 

guidelines suggest we should aim for a random GH of <1mcg/L and a normal age- 

and sex-adjusted IGF1. The most frequently effective medical treatment is by 

long-acting somatostatin analogues.   

Background 
Incidence: 4 to 5 new cases per million population per year 

Prevalence: 40 to 50 per million population 

Acromegaly is a rare growth disorder characterised by a clinical syndrome 

resulting primarily from the effects of excess growth hormone and insulin-like 

growth factor-1 on various organ systems.  It is almost always caused by a 

pituitary tumour.  Characteristic clinical features include visual disturbances, 

coarsening of facial features, separation of teeth, bony proliferation, soft tissue 

overgrowth, spade-like hands and feet and thick greasy skin.  Multi-organ 

involvement is characterised by cardiomyopathy and heart failure, hypertension, 

headache, respiratory complications, goitre, glucose intolerance and arthralgia. 

Untreated acromegaly results in markedly reduced quality of life and life 

expectancy.  It has been estimated that patients with acromegaly have a two-fold 

greater mortality than the general population and that approximately 50% of 

patients die prematurely, mainly as a result of cardiorespiratory disease. In terms 

of malignancy, it is generally agreed that there is an increased rate of colon 

cancer, and less certainly of other cancers. 

The average age at which patients are diagnosed is 40 to 45 years, but because 

symptoms develop slowly, the diagnosis is often missed for 5 to 15 years.  

Treatment is therefore imperative in all patients, except the very elderly or those 

with minimal abnormalities. 

Treatment of acromegaly is aimed at normalising growth hormone secretion, 

decreasing tumour size and maintaining normal pituitary function, thereby 

ameliorating clinical effects and reducing mortality from the disease.  Evidence of 

disease control should be based on normalisation of insulin-like growth factor-1 

and reduction in growth hormone levels to <1ug/L Three therapeutic options are 

available for the treatment of acromegaly; surgery, radiotherapy and 

pharmacological therapy. 
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SURGERY 

Surgery is currently by excision of the pituitary tumour and is considered the first-

line treatment in eligible patients.  The prognosis after surgery depends upon many 

factors such as the size and staging of the tumour, the extent of extra-sellar 

involvement (local invasion) and pre-operative levels of growth hormone and 

insulin-like growth factor-1.  

 

RADIOTHERAPY  

Radiotherapy is usually reserved for patients in whom surgery is contraindicated 

or not successful at reducing growth hormone to safe levels, or for those with 

evidence of an invasive tumour. However, it may take 5 to 10 years before 

radiotherapy reduces growth hormone levels to less than 1.5ug/L .  This slow rate 

of decline means that patients often require supplemental pharmacological 

therapy.  Hypopituitarism also occurs in 40 to 50% of patients after this period. 

 

PHARMACOLOGICAL THERAPY  

Medical therapy is usually reserved for patients in whom surgery is 

contraindicated or not successful at reducing growth hormone to safe levels and 

for patients in whom the full effects of radiotherapy have yet to occur. The 

somatostatin analogues lanreotide and octreotide are accepted as the treatment 

in these patients and are more effective than bromocriptine or other dopamine 

agonists.  There are three long-acting formulations, lanreotide (Somatuline® 

Autogel®, Ipsen) and octreotide prolonged release injections (Olatuton®, Teva and 

Sandostatin LAR Novartis) Comparative studies suggest that the formulations are 

equally effective, but Somatuline® Autogel® may have an advantage in that it may 

be administered by the patient or their carer/partner.  

Currently, used at equipotent doses, lanreotide is cheaper at NHS prices 

and is the preferred first choice.  

The two brands of octreotide, Olatuton® and Sandostatin® LAR® are 
interchangeable although, at the time of writing, in Primary Care Olatuton is 
cheaper than the alternative, if prescribed by brand. OUH prescribes Olatuton for 
their patients who require octreotide. 

3.  Indications 

(Please state whether 
licensed or unlicensed) 

Lanreotide and octreotide prolonged release are analogues of the naturally 

occurring hormone somatostatin, which exert potent inhibitory effects on the 

secretion of growth hormone and on various peptides of the 

gastroenteropancreatic endocrine system, principally via somatostatin receptor 

subtype 2. They have become a pharmacological treatment of first choice, either 

when used alone or as an adjunct to surgery or radiotherapy, which are often 

ineffective alone. Previously, octreotide was administered as a subcutaneous 

injection.  However, its short duration of action necessitated administration three 

times a day, which has obvious compliance, morbidity and quality of life 

implications. 

Lanreotide as Somatuline® Autogel®, is an aqueous solution and is administered 

by deep subcutaneous injection once every 28 days.  The usual starting dose of 

lanreotide is 90mg to 120mg every 28 days for three months.  Dose adjustments 

are based on clinical symptoms, suppression of growth hormone and 

normalisation of insulin-like growth factor-1.  

Olatuton® and Sandostatin LAR® are long-acting release formulations of 

octreotide which have been developed by incorporating the drug in microspheres 

of biodegradable polymer.  They are administered by intramuscular injection once 

every 28 days.  The usual starting dose is 20mg every 28 days for three months.  
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Dose adjustments are based on clinical symptoms, suppression of growth 

hormone and normalisation of IGF1. 

When adequately controlled, dose intervals may be increased to 6 or sometimes 8 

weeks in appropriate patients, increasing patient convenience and decreasing 

costs. Recent data suggest that in a small proportion of patients such analogues 

may be withdrawn entirely after a number of years, even without radiotherapy.  

Both lanreotide (Somatuline Autogel) and octreotide (Olatuton and Sandostatin 

LAR) are licensed for the above indications 

4. Locally agreed off-
label use 

N/A 

5. Contraindications 
and cautions  

Please note this does not replace the 
Summary of Product Characteristics (SPC) 
and should be read in conjunction with it. 

Contraindications  

• Hypersensitivity to octreotide/lanreotide or any of the excipients contained in 
the injection.  

• Patients should not breast-feed  
 

Cautions  

• Growth hormone secreting pituitary tumours can expand with treatment and 
patients should be monitored for signs of tumour expansion (e.g. visual field 
defects) – see under monitoring In hepatic impairment dose adjustment may 
be required.  

• Bradycardia may occur and if relevant dose adjustment of medicinal products 
such as beta blockers, calcium channel blockers, or agents to control fluid and 
electrolyte balance, may be necessary.  

• There is limited data for use in pregnancy - manufacturer advises avoid. Note 
women with acromegaly may have fertility restored on treatment and should 
therefore use adequate contraception. 

For comprehensive information, see relevant SPCs –  

Olatuton 30 mg Powder and Solvent for Prolonged-release Suspension for 
Injection - Summary of Product Characteristics (SmPC) - (emc) 
(medicines.org.uk) 

Sandostatin LAR 10 mg powder and solvent for suspension for injection - 
Summary of Product Characteristics (SmPC) - (emc) (medicines.org.uk) 

Somatuline Autogel 120 mg, solution for injection in a prefilled syringe - Summary 
of Product Characteristics (SmPC) - (emc) (medicines.org.uk) 

 

6. Initiation and 
ongoing dose regime 

Note - 
•Transfer of monitoring and prescribing 
to primary care is normally after the 
patient’s dose has been optimised and 
with satisfactory investigation results for 
at least 4 weeks 
•The duration of treatment & frequency 
of review will be determined by the 
specialist, based on clinical response and 
tolerability. 
•All dose or formulation adjustments will 
be the responsibility of the initiating 
specialist unless directions have been 

Lanreotide 

The usual dose is 60 - 120mg subcutaneously (sc) every 28 days and the dose 

may be increased to 120mg sc every 21 days if there is insufficient suppression of 

growth hormone. 

 

Octreotide 

Octreotide is administered by intramuscular injection once every 28 days.  The 

usual starting dose is 20mg every 28 days for three months.  Dose adjustments 

are based on clinical symptoms, suppression of growth hormone and 

normalisation of IGF1. 

Initial stabilisation: 

https://www.medicines.org.uk/emc/product/10841/smpc
https://www.medicines.org.uk/emc/product/10841/smpc
https://www.medicines.org.uk/emc/product/10841/smpc
https://www.medicines.org.uk/emc/product/1038/smpc
https://www.medicines.org.uk/emc/product/1038/smpc
https://www.medicines.org.uk/emc/product/8257/smpc
https://www.medicines.org.uk/emc/product/8257/smpc
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discussed and agreed with the primary 
care clinician 
•Termination of treatment will be the 
responsibility of the specialist. 

Churchill Hospital – based on clinical and biochemical parameters demonstrating 

active disease. The endocrine nurse will give the first three injections. 

 
 
 

7. Pharmaceutical 
aspects  

Route of 
administration: 

Lanreotide (Somatulin® Autogel®) – deep subcutaneous 
injection 
 
Octreotide (Olatuton® and Sandostatin® LAR®) – deep 
intramuscular injection 
 

Formulation: 

Lanreotide (Somatulin® Autogel®) – solution for injection in pre-
filled syringe 
 
Octreotide (Olatuton®) and Sandostatin® LAR® – powder and 
solvent for prolonged-release suspension for injection 
 

Administration 
details: 

See individual SPCs for administration details 

Olatuton 30 mg Powder and Solvent for Prolonged-release 
Suspension for Injection - Summary of Product Characteristics 
(SmPC) - (emc) (medicines.org.uk) 

Sandostatin LAR 10 mg powder and solvent for suspension for 
injection - Summary of Product Characteristics (SmPC) - (emc) 
(medicines.org.uk) 

Somatuline Autogel 120 mg, solution for injection in a prefilled 
syringe - Summary of Product Characteristics (SmPC) - (emc) 
(medicines.org.uk) 

Other important 
information: 

 

8.  Significant medicine 
interactions 

For a comprehensive list consult the BNF 
or Summary of Product Characteristics. 
SPC 

The following list is not exhaustive; for comprehensive information and 
recommended management see relevant SPCs (links below) 

• Antidiabetic agents: the requirements for insulin, metformin, repaglinide and 
sulphonylureas may be reduced. The effect is likely to be more significant in 
type 1 diabetic patients treated with insulin  

• Ciclosporin: there may be a marked reduction in ciclosporin levels as 
intestinal absorption may be reduced . Monitor ciclosporin levels  

• Bromocriptine : the bioavailability of bromocriptine may be modestly 
increased.  

• Beta blockers, calcium channel blockers and agents used to control fluid and 
electrolytes – patients taking these drugs should have their heart rate 
monitored when starting or changing the dose of octreotide/lanreotide (as 
bradycardia and less commonly tachycardia may occur)  

• Drugs metabolised by cytochrome P450 (mainly CYP3A4) (eg 
carbamazepine, digoxin, warfarin) : The SPC states that theoretically may be 
increased levels of these agents when administered with 
octreotide/lanreotide. Be vigilant for symptoms and potential need to reduce 
doses.  
 

Olatuton 30 mg Powder and Solvent for Prolonged-release Suspension for 
Injection - Summary of Product Characteristics (SmPC) - (emc) 
(medicines.org.uk) 

https://www.medicines.org.uk/emc/product/10841/smpc
https://www.medicines.org.uk/emc/product/10841/smpc
https://www.medicines.org.uk/emc/product/10841/smpc
https://www.medicines.org.uk/emc/product/1038/smpc
https://www.medicines.org.uk/emc/product/1038/smpc
https://www.medicines.org.uk/emc/product/1038/smpc
https://www.medicines.org.uk/emc/product/8257/smpc
https://www.medicines.org.uk/emc/product/8257/smpc
https://www.medicines.org.uk/emc/product/8257/smpc
http://www.medicines.org.uk/emc/
https://www.medicines.org.uk/emc/product/10841/smpc
https://www.medicines.org.uk/emc/product/10841/smpc
https://www.medicines.org.uk/emc/product/10841/smpc
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Sandostatin LAR 10 mg powder and solvent for suspension for injection - 
Summary of Product Characteristics (SmPC) - (emc) (medicines.org.uk) 

Somatuline Autogel 120 mg, solution for injection in a prefilled syringe - Summary 
of Product Characteristics (SmPC) - (emc) (medicines.org.uk) 

9.  Baseline 
investigations, initial 
monitoring  and 
ongoing monitoring 
to be undertaken by 
specialist 

Monitoring GH & IGF1 

Clinical symptoms, mean growth hormone from a day curve and IGF-1 will be 

monitored by the hospital. The aim of treatment is normalisation of these 

parameters. In addition, liver biochemistry and possible development of gallstones 

will be monitored by the hospital. Any dose alterations will be communicated to 

the general practitioner. 

 

After one year a random GH and IGF1 level will be taken 4 weeks after the last 

dose, and if normal the dose interval will be reduced to 6 weeks and then, if 

control is maintained, at 8 weeks. After one year’s control with 8-weekly injections, 

the drug will be withdrawn to assess for cure. 

 

10. Ongoing monitoring 
requirements to be 
undertaken by 
primary care. 
See section 10 for further 
guidance on management of 
adverse effects/ responding to 
monitoring results. 

Monitoring Frequency 

No monitoring required by primary care – the hospital will request GH and IGF-1 
monitoring blood tests. Ultrasounds and MRIs where necessary 

11. Adverse effects and 
managements 

Any serious adverse reactions 
should be reported to the MHRA 
via the Yellow Card scheme 
www.mhra.gov.uk/yellowcard 

Result Action for GP 
Increased risk of gallstone 

development  

The development of gallstones will be 
monitored by ultrasound of the gallbladder 
arranged by the Churchill Hospital at 
appropriate intervals as required 

Gastrointestinal upset Most patients with gastrointestinal upset 
find that there is a gradual reduction of 
these over time. 

Hypoglycaemia / hyperglycaemia Dose adjustment of diabetic medication 
may be necessary 

Alopecia may develop (rarely). 
 

No action 

12. Advice to patients and 
carers 
The specialist will counsel the patient 
with regard to the benefits and risks of 
treatment and will provide the patient 
with any relevant information and advice, 
including patient information leaflets on 
individual medicines. 

Patients should be supplied with an information leaflet from the 
manufacturer and/or the hospital team. 
 
The patient should be advised to report any of the following signs or 
symptoms to their GP without delay:            
If side effects occur, liaise with the Endocrine Unit at the Department of 
Endocrinology, OCDEM , Oxford. 
 
 
 
 
Patient Support Group 
Provides information leaflets, information on medical developments, contacts with 
other patients through regional support groups 
The Pituitary Foundation 
PO Box 1944 
Bristol 
BS99 2UB. 
Tel: 0117 923 8070. 

https://www.medicines.org.uk/emc/product/1038/smpc
https://www.medicines.org.uk/emc/product/1038/smpc
https://www.medicines.org.uk/emc/product/8257/smpc
https://www.medicines.org.uk/emc/product/8257/smpc
http://www.mhra.gov.uk/yellowcard
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13. Pregnancy, paternal 
exposure and breast 
feeding 
It is the responsibility of the specialist to 
provide advice on the need for 
contraception to male and female 
patients on initiation and at each review 
but the ongoing responsibility for 
providing this advice rests with both the 
GP and the specialist. 

Pregnancy: 
To be discussed with the hospital on an individual basis. 

Breastfeeding: 
To be discussed with the hospital on an individual basis. 

 

14. Specialist contact 
information 

Name: Dr. Aparna Pal  
Role and specialty: Endocrine Consultant 
Daytime telephone number: 01865 227424 
Email address: aparna.pal@ouh.nhs.uk 
 
Name: Dr Bahram Jafar-Mohammadi  
Role and specialty: Endocrine Consultant 
Daytime telephone number: 01865 227424 
Email address: Bahram Jafar-Mohammadi@ouh.nhs.uk 
 
Name: Anne Marland 
Role and speciality: Endocrine Specialist nurse 
Daytime telephone number: 01865 857334 
Email address: anne.marland@ouh.nhs.uk 
 
Name: Rotational endocrine / respiratory pharmacist 
Daytime telephone number: 01865 225117 
Email address: pharmacy.amteam@nhs.net 
 
Out of hours contact details:  
Endocrinology registrar contact via Churchill switchboard – 01865 741841  

 

15. Additional information Where patient care is transferred from one specialist service or GP practice to 
another, a new shared care agreement must be completed. 

16. References 

 

• Acromegaly: An Endocrine Society Clinical Practice Guideline | The Journal of 
Clinical Endocrinology & Metabolism | Oxford Academic (oup.com) 
https://academic.oup.com/jcem/article/99/11/3933/2836347 

• A Pituitary Society update to acromegaly management guidelines | 
SpringerLink https://link.springer.com/article/10.1007/s11102-020-01091-7 
 

17. To be read in 
conjunction with the 
following documents 

• RMOC Shared Care Guidance 

• NHSE/NHSCC guidance – items which should not be routinely prescribed in 
primary care: guidance for CCGs 

• NHSE policy- Responsibility for prescribing between Primary & 
Secondary/Tertiary Care 
 

18. Local arrangements for 
referral  
Define the referral procedure from 
hospital to primary care prescriber & 
route of return should the patient’s 
condition change. 

Patients should already have regular clinic follow-ups in place with the 
endocrinology team. If there are any issues with patient’s clinical condition, GP or 
patient to contact nurse specialist and clinical secretary via details above, who will 
arrange for patient to be reviewed in clinic at the earliest opportunity. 
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