
ADOLESCENT MEDICINE 
FAMILIES OF ADOLESCENTS WITH INFLAMMATORY B O W  
D1SEASE:A DEMOGRAPHIC ANALYSlS.Horvey Aiges, Joseph m, Mervin Si lverberg, Fredric b u m ,  Dept. Ped. Nort 

Shore Univ. Hosp.,Monhosset,N.Y., Cornell Univ.Medico1 Col.,NY, NY +-'- -7 
Previous epidemiologic data suggest there ore demogrophic chorocter- 

istics of fomilies which ploce certain individuals ot higher risk for inflom- 
motory bowel disease (IBD). To define these features in on adolescent 
population, parents of 79 patients with IBD (44 with ulcerotive colitis(UC) 
35 with Crohn's diseose (CD)) answered questionnoires about the family 
constellation, ond socioeconomic and medical stotus. These potients of 
whom 6656 were mole and 5% were non-white, were compared with 64 ogc 
and sex matched controls. N o  positive correlotion was opparent with the 
parents' educotionol level or socioeconomic status,residentiol location 
(urbon vs. suburban),or with the oge ronk of the patient among his or her 
siblings. Family history of gastrointestinal diseose other than IBD was simi- 
lor in the two groups,os was the incidence of intestinol corcinomo.Howeve 
20'0 of patients with IBD hod o relotive(s) with either UC or CD,compored 
to only 3%of controls (~4.05). O f  the 79 potients with IBD, 62% were 
Jewish, compared to a Jewish populotion of only 33% in the control group 
(p <.001).These doto suggest that Jewish adolescents, and in particular 
those with relatives with IBD, ore at higher risk for developing either U C  
or CD.There is no evidence hot ploce of residence, parental education, 
socioeconomic stotus, family ronk or fomiliol occurrence of other forms of 
GI disease contribute to on increased risk of IBD. 
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gated estrogen therapy on peak lleigllt velocity, bone age, and 

Ttlc mean I\eigl\t velocitv in C,ro~rp I prior to therapy was 2.7cn 
r and post-initial estrogen therapy was 5.2 cm/yr (p=.0002); th, 
orresponding vclocitics for (:roup I1 were 2.4 and 4.4 ~ m / ~ r ,  re- 
pcctivelv (p>0.5). The mean last measured height in Group I was 
41 .h cm (135.L-145.8). The final height in Croup I1 was 143.3 CI 
136.9-150). and in Croup 111 135.8 cm (133.5-139). There was no 
ignificant difference h<,twcen tht,se 3 groups (p>O. 1 ) .  These dat; 

GROWTH, SKELETAL MATURATION AND PUBERTY IN SICKLE 
CELL DISEASE. S. Castells, E.G. Kassner, N. 
Huthukrishnan, Dept. of Pediatrics, and Radiology, 

Medical Center. Brooklvn. New York . . 
We have previously shown that severe growth retardation in 

sickle cell disease is frequently associated with primary go- 
nadal hypofunction and/or hGH deficiency. The present study was 
undertaken to deternine the prevalence of growth retardation, 
retarded skeletal maturation and delayed puberty in an ambula- 
tory clinic population: single determinations of weight age, 
height age, skeletal age and pubertal development (when appro- 
priate) were made in 105 boys and girls with homozygous sickle 
cell disease (age range 5-17 yr). Weight age was retarded .2 S I  
in and height age was retarded ~2 SD in 20% (compared to 
standards for North American Negro children of similar socio- 
economic groups); skeletal age was retarded ,2 SD in 30% (com- 
pared to standards of Gruelich and Pyle). Skeletal maturation 
was retarded in 72.: of the girls (p. 0.005) and 504 of the boys 
(p,0.01) with retarded height age; 564 (9/16) of the adoles- 
cents had delayed puberty.which was associated with retarded 
bone age in 9/9,retarded height age in 7/9 and retarded weight 
age in 7/9. Of the 7/16 adolescents with normal pubertal de- 
velopment, 5/7 had normal height age and 6/7  had normal weight 
age and skeletal maturation. 
Ile conclude that a significant proportion of children with 

sickle cell disease have retarded growth, skeletal maturation, 
and pubertal development. 
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EFFECT OF ISOMETRIC AND DYNAMIC EXERCISE STRESS ON 
YPERTENSIVE ADOLESCENTS. 
~vid E. Fixler, W. Pennock Laird, Victoria Fitzger- 

ald, Susan L. Wilson, Ruth Vance. University of Texas Health - 
Science Center, Department of Pediatrics, Dallas, Texas. 

Isometric (ISO) and dynamic (DYN) exercise stress tests were 
performed on 91 hypertensive and 42 normotensive control sub- 
jects 14-17 years old. The hypertensives had resting systolic 
or diastolic pressures persistently 2 95th percentile. Blood 
pressure and Frank VCG were recorded during IS0 handgrip (25% of 
maximum effort for 4 minutes) and bicycle ergometry until the 
subject was exhausted. At peak DYN exercise, heart rates aver- 
aged 191i12 (SD) bpm, and oxygen consumption 34'10 cc/min/kg, 
indicating near-maxirn;~l performance was achieved in most sub- 
jects. In the hypertensives, blood pressures (mm Hg) averaged 
13"11/77!9 at rest, 148?13/92?12 during IS0 stress, and 186'211 
68'21 during peak DYK stress. In controls, pressures averaged 
110-t7/62+12 at rest, 129C11/81+8 during IS0 stress, and 1662181 
63'14 during peak DYN stress. During DYN stress, 34% of the hy- 
pertensives and 5% of the controls had systolic pressures 1200, 
however, only 1 hypertensive exceeded 220. During IS0 stress, 
8: of the hypertensives and none of the controls had diastolic 
pressures ,110; only 1 hypertensive exceedsd 1211. No adolescent 
developed cardiovascular symptoms, arrhythmias, or ST segment 
displacement greater than 1 nun. In view of these findings, we 
feel hypertensive adolescents should not be restricted in their 
~hysical activities unless abnormal cardiovascular changes have 
wen demonstrated during exercise stress testing. 

SERUM 25-HYDROXNITAMIN D (250HD) LEVELS IN CHILDREN 56 ADOLESCENTS WITH INFLAMMATORY BOWEL DISEASE (IBD) .R. Fleischman, F. Daum. G. Dinari, H. Aiges. J.F. 
w, (Spon. by M.I. Cohen), Albert Einstein Coll.Med., Monte- 
fiore Hosp. and Med. Ctr. and Cornell Univ. Med. Coll., North 
Shore Univ. Hosp., Dept. Ped., New York. 

Patients with IBD have abnormalities in bone growth and 
mineralization. Malabsorption and drug treatment may affect cal- 
cium and vitamin D homeostasis. 53 patients with IBD were eval- 
uated for abnormalities in mineral metabolism. Diagnosis, extent 
of involvement, and activity of disease were determined by 
clinical, xray, endoscopic, and biopsy data. 17 had ulcerative 
colitis (UC); 36 had regional enteritis (RE) with disease con- 
fined to the colon in only four. All patients had normal serum 
levels of total calcium, inorganic phosphorus, alkrline phospha- 
tase, and transaminases. Serum 250HD level in ng/ml (mean f 
1SEM) for all patients with UC was 24.8 f 1.2 (normal 15-35). 
The levels of 250HD in UC patients with more severe disease and/ 
or steroid treatment did not differ from those in remission. In 
contrast, patients with RE of moderate activity had a mean serum 
250HD level (14.4 + 2.6) which was significantly different from 
RE patients in remission (25.0 + 1.7. p<0.01) or with mild 
disease (23.9 f 3.0, p<0.01). RE patients being treated with 
steroids had a mean level of 250HD (18.6 f 3.1) significantly 
lower than patients being treated with azulfadine alone (25.3 + 
2.1, ~~0.05). 

These data indicate that IBD of the colon does not affect 
vitamin D homeostasis; whereas significant small bowel involve- 
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DELAY OF PUBERTY (CD). James P. Gutai, Daniel C. 
Postellon, Alan G. Kenien, and Thomas P. Foley. Jr. 

School of Medicine, Children's I 
Hospital of Pittsburgh, Dept. of Pediatrics. Pittsburgh, Pa. 

Six boys with CD ranging in age from 14 5/12 to 16 2/12 yrs. 
were evaluated with measurements of 24 hr. integrated concen- 
trations (IC) of LH, T, and androstenedione (A), the LH and FSH 
response to H - R H ,  and growth hormone (GH) concentration follow- 
ing arginine-insulin (AITT). Each boy was treated with 3 
monthly injections of 200 mg T enanthate and the same studies 
were repeated 2 months after the last injection of T. 

The mean growth rate was 3.75 cm/5 mo. and there was no 
significant increase in bone age. All boys had a progression 
in sexual development to Tanner Stage I1 or 111 with appro- 
priate increase in testicular volume. FoJlowing T therapy, all 
boys had significant increase ( p  < .01) in the IC of LH, testos- 
terone and A, especially the nocturnal IC JA. There was no 
significant difference in the IC GH. After T therapy, all boys 
had significantly increased concentrations of LH and FSH follow- 
ing LH-RH (p < .01). There was no significant difference in GH 
concentrations during AIlT following T therapy. 

In the 8 months following T therapy, 5 of 6 boys have con- 
tinued their pubertal maturation and increased statural growth 
with appropriate skeletal maturation. One boy has not had the 
expected pubertal progression. Further longitudinal studies are 
needed but small doses of T may be safe and beneficial in the 
treatment of CD. 
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