
Growth Failure: A Complication of Dietary

Treatment of Hypercholesterolemia their report that any restrictions on
dietary patterns during the first 20

A group of 40 children were ad- sis and unsupervised dietary years of life should be viewed with
vised to pursue a low-cholesterol treatment of hypercholesterolemia caution. The authors strongly rec-
and low-fat diet because of relative in children may have adverse con- ommend assistance from a dieti-
or unequivocal hypercholesterol- sequences. In this study a high tian or nutritionist when planning
emia. Few studies evaluating the proportion of patients who were diets for children with hyper-
benefits and risks of dietary rec- advised to eat a low-fat, low- cholesterolemia.
ommendations to children with hy- cholesterol diet because of hyper-
percholesterolemia have been re- cholesterolemia consumed diets Lifshitz F, Moses N. Am J Dis Child
ported. Thirty-two of the patients inappropriate to sustain normal 1989;143:537-542.
were considered to have normal growth and weight gain and to initi-
growth, although some were seen ate pubertal development. The Editor's comment-I can only re-
relatively shortly after the diagno- diets consumed by those with emphasize the comments made by
sis was made and treatment was growth failure were mainly inade- Dr. Laurence Finberg, in an edito-
initiated. The remaining 8 were quate in energy and zinc. The au- rial entitled "Dietary Advice: Re-
considered to have growth failure thors conclude that a reduction in sponsibility for Monitoring" that ap-
associated with the dietary treat- fat intake to less than 30% of total peared in the American Journal of
ment. Three had growth inhibition energy may not be routinely war- Diseases of Children. Dr. Finberg
primarily of height and 5 primarily ranted in children with hypercho- noted that the dietary requirements
of weight. The 8 patients were in- lesterolemia and that such restric- of children differ from those of
gesting approximately 65% of the tions should be reserved for those adults in many respects, eg, chil-
calories necessary for energy ex- who fail to reduce their serum cho- dren need more calories for energy
penditure and approximately 40% lesterol levels when following a and a variety of nutrients at higher
of the dietary requirement for zinc. prudent diet. Sufficient dairy prod- levels to promote optimal growth.
The 3 patients with growth inhibi- ucts, red meat, and eggs to meet Finberg agreed that a prudent diet
tion of stature were obtaining only nutritional standards should be in- in the presence of hypercholester-
20% of their energy expenditure cluded in the diet, and this can be olemia was indicated for the pa-
through fat ingestion and con- done without increasing the fat and tients reported here. In the 20% of
sumed even less calories than the cholesterol intake beyond the patients (8/40) with growth retarda-
other 5 «60% of the established aforementioned guidelines. These tion, the failure lay in the monitoring
energy requirement for their ideal recommendations are in accord of growth and in the provision of
weight, sex, and age). with those of the Committee on advice concerning the intake of all

The authors comment that these Nutrition of the American Academy necessary nutrients.
data demonstrate that the diagno- of Pediatrics, who concluded in Robert M. Blizzard, M.D.

Growth and Endocrine 1,800 rad had normal GH respon- appear within 5 years of radiation,
Disorders Secondary to ses at least 4 years after radiation. and no affected child has resumed
Cranial Irradiation In addition,. normal GH sec~etion ~H secretion. The ~uthors a.'so

was found In a group of children discussed the use of different stlm-
treated for retinoblastoma who re- ulation tests, plasma insulin-like

Rappaport and Brauner present ceived <2,000 rad. All children growth factor I values, and possible
data from the literature and their who received >4,500 rad for optic mechanisms for GH deficiency.
own studies concerning cranial glioma had GH deficiency. Youn- Pubertal development also was
and spinal irradiation therapy and ger children were reported to be discussed. Five of 45 children
its effect on growth and pubertal more vulnerable to the effects of treated with 2,500 to 5,000 rad be-
development. Of a group of chil- radiation than older children or fore or during puberty showed
dren given 2,400 rad as prophylac- adults. In addition, the timing of the complete gonadotropin deficiency
tic irradiation for acute Iympho- occurrence of GH deficiency was at pubertal ages, while two children
blastic leukemia, 56% had growth reported to be related to the radia- had partial gonadotropin defi-
hormone (GH) deficiency with a tion dose. GH deficiencies may ciency. Diabetes insipidus has not
peak GH response to arginine- appear during the first year after been reported after cranial irradi-
insulin of <8 ng/mL. Complete GH radiation in patients receiving more ation and hypothyroidism is
deficiency (two consecutive GH than 4,500 rad, and most of these infrequent.
peak responses <5 ng/mL) was children are GH deficient within 2 to Growth after cranial irradiation
observed in 30% of the same popu- 3 years. In the authors' experience, was dose dependent. Radiation
lation. Eight children treated with GH deficiency will almost always doses in excess of 3,000 rad will



reduce 

final height in most chil- patients given cranial and/or spinal any child with a height loss of 1 SO ~dren, 
whereas low-dose cranial ir- irradiation. The possible reasons or more who has proven GH defi-radiation 

(1,800 to 2,400 rad) pro- for this include 1) a shorter duration ciency. The follow-up period afterduces 
variable responses. Spinal of GH deficiency, 2) a less retarded radiation must be 2 years or more.irradiation 

may have an effect on bone age at the onset of GH ther-sitting 
height that is independent of apy, 3) a lower initial (first year) Rappaport R, Brauner R. PediatrGH 

deficiency and that results from growth velocity response, and 4) Res 1989;25(6):561-567.decreased 
growth of the spine. the presence of early puberty,

The final section of this report which had accelerated bone age Editor's comment-This paperdeals 
with GH therapy in cranial- faster than the growth velocity. Oe- presents few new data, but it is airradiated 

children. Although pa- spite these less than optimal re- good review of the effects of cranialtients 
initially have catch-up sponses, the authors state that it is spinal irradiation on GH secretiongrowth, 
the authors' data (un- essential to begin GH therapy as and pubertal development. As

published) confirm that prolonged soon as growth velocity declines such, it is quite comprehensive andGH 
therapy does not significantly and radiation therapy has been deserving of close scrutiny.improve 

the mean height SOs of concluded. They consider treating William L. Clarke, M.D.

Puberty in the Syndrome that precocity affects boys as well hormonal deficiencies and signifi-
of Septo-optic Dysplasia as girls, is most often associated cant pubertal delay or absence.

with isolated GH deficiency, and is The others either had normal pro-
Hanna et al retrospectively evalu- independent of visual limitation. gression of puberty or sexual pre-
ated pubertal development in 13 cocity. Despite the high percent-
patients with septo-optic dysplasia. Hanna CE, Mandel SH, LaFranchi age of patients with abnormal
The patients were grouped ac- SH. Am J Dis Child 1989;143: puberty, it is important to note that
cording to the timing of puberty. Six 186-189. not all patients with septo-optic
of the 13 patients comprised group dysplasia experience abnormal-
1 ; they had clinical signs of puberty Editor's comment-Although this ities of pubertal timing and pro-
beginning earlier than ant!cip~ted report is a retrospective study, its gression. Thus, it is not possible at ~
(bone age <10.5 years In girls, contributions are important. this time to make predictions con-
<11.5 years in boys) and experi- Twelve of the 13 patients reported cerning puberty in those children
enced rapid progression of puberty in this study received growth hor- who do not have multiple hormonal
associated with bone ages ad- mone therapy. However, only four deficiencies.
vancing more rapidly than chro- of these (group 3) had multiple William L. Clarke, M.D.
nologic age. Growth rates were
normal-to-increased in this group, ..
but because of the rapid advance- BIrth Prevalence of Skeletal Dysplaslas

ment in bone age, these patients The prevalence of skeletal dys- to be complete. A skeletal dys-
lost growth potential. Three of the plasias at birth has received rela- plasia was diagnosed in 34 cases
13 patients were classified in group tively little attention, and the com- out of 105,374 births to give a
2, with puberty beginning at the pleteness of the available data has prevalence rate of 32.2 per
expected time and the progression been viewed with concern. Two 100,000. The rates per 100,000
of puberty considered to be nor- recently reported prospective, births for several of the more com-
mal. The remaining four patients population-based studies shed mon disorders were: achondro-
(group 3) were judged to be go- light on this subject. plasia, 6.4; thanatophoric dys-
nadotropin deficient by low serum Stoll and colleagues examined plasia, 2.8; achondrogenesis, 2.8;
levels of follicle-stimulating hor- birth records, roentgenographic osteogenesis imperfecta, 6.4; os-
mone and luteinizing hormone at reports, autopsy reports, follow-up teoperosis, 1.8; and multiple ex-
bone ages of 12 years in the three pediatrician notes, and other avail- ostoses, 1.8. Roughly half of the
girls and 13 years in the boy. Mini- able data from 11 maternity hospi- patients had disorders that are
mal signs of puberty were present tals where all births were recorded usually lethal in the newborn
at a mean chronologic/bone age of from Strasbourg, France and the period.
16.8/13.7 in the girls and 17/13 in surrounding region, from 1979 to The second study, by Andersen,
the boy, and replacement therapy 1986. The data from fetuses de- examined the birth prevalence of
with sex steroids was instituted. livered with a minimum age of 20 lethal bone dysplasias. Clinical and

The authors comment that sex- weeks and from pregnancies inter- radiographic findings were ana-
ual precocity in girls with septo- rupted following prenatal diagnosis Iyzed from all births, including still- ~
optic dysplasia has been described of a skeletal dysplasia were in- births, in the county of Fyn, Oen-
previously. However, they note cluded; ascertainment was thought mark, from 1970 to 1983. Twelve


