
Editor?We have read with interest 

the recommendations of the 

British Hyperlipidaemia Associa- 
tion but question whether they 
have made a case for screening the 
substantial groups they propose? 
all children with a first or second 

degree relative with either familial 

hyperlipidaemia or early onset 

coronary artery disease?particu- 
larly at an age of two years. Such 

screening ought to meet widely 
agreed criteria?the test should be 

easy to perform, accurate and 

reproducible and should lead to a 
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safe and practicable intervention 
in those whose test result is 

positive. 
Venepuncture in small children 

is not easy and many general prac- 
titioners would balk at performing 
it. Serum cholesterol measure- 

ments are not known for their high 
reproducibility from day to day. 
However my main concern is the 

intervention, which is scarcely 
mentioned in the report. What 
would the committee recommend? 

Diet? Imposing a strict diet on 
young children is very difficult; as 
affected children grow up their 
diet tends to be inflicted on the 
whole family, whether they need it 
or not. Teenagers wish to be like 

everyone else of their own age and 

are liable to break their dietary 
restrictions, and whilst there is 
some circumstantial epidemiologi- 
cal evidence there is no actual evi- 

dence that reducing childhood 
cholesterol reduces IHD in later 

life. 

Drugs? None is recommended 
in children of two years upwards 
since none has been adequately 
tested in this age group. We need a 

large and long term controlled 
trial before assuming that the 

expected benefits are delivered 
and are not outweighed by the side 
effects. It must be continued long 
enough to show (or exclude) 
difference in mortality. Some have 
dismissed the increased incidence 
of violent death during drug 
therapy of hyperlipidaemia as non- 
significant but it has been 

observed in several trials and can- 

not be lightly dismissed; the 

biggest lump of cholesterol in our 
bodies is in our brains. Even 

lowering cholesterol in the upper 
normal range could conceivably 
have ill effects. New diabetics can 

become hypoglycaemic with a 
blood dextrose over 7 mmol/1; can 
we be sure that the brain is not 

similarly sensitive to a change in 
the plasma cholesterol to which it 
is accustomed? 

I suggest that until such trials 

have been conducted we recom- 

mend screening of those at risk in 
the Easter term before GCSE when 

it is easy to take an adequate sam- 
ple and to repeat it in a couple of 
weeks. A full lipid profile would be 
necessary to avoid missing those 
with a very low HDL. We need 

separate guidelines for the Asian 
population in whom a serum 

cholesterol over 5.2 mmol/1 in 
adults is distinctly dangerous. 
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