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Abstract

Original Article

intRoduction

Short stature in children is one of the most common causes of 
visit to an endocrinologist.[1] It is defined as height 2 standard 
deviation (SD) less than the mean for age and gender. The etiology 
for short stature can be multifactorial and recombinant growth 
hormone (rGH) is used worldwide for the treatment of short 
stature for both GH‑deficient and GH‑resistant conditions.[2,3]

The prevalence of growth hormone deficiency (GHD) among 
children with short stature is estimated to vary between 2.8% 
and 69%, and is predicted to be much higher in children post 
neurosurgical interventions.[4]

However, the data from India is limited with the largest 
study being from Bajpai et al.[5] that included 96 children. 
Studies have reported better final height outcomes in children 
with GHD when started on rGH at younger age groups in 
comparison to older children,[6‑9] however the mean age 
of initiation of rGH in Indian studies are between 9 and 
12 years,[9,11‑16] despite there being an additional support from 

the gonadal hormones in peripubertal children. This has been 
attributed mainly to the fact that during early diagnosis the 
growth compromise is lesser, and allows for better outcomes 
and also longer duration of treatment. Also children who gain 
adequate height on therapy in early years turns out have better 
pubertal height spurts as against the children who get growth 
hormone closer to puberty.

We report the largest study from an Indian tertiary center 
of 550 prepubertal children with GHD treated with rGH to 
evaluate the influence of age at treatment initiation on final 
height outcome.

Objectives: The aim of the study was to evaluate the efficacy of early initiation versus late growth hormone in improving the predicted adult 
height in growth hormone deficiency (GHD) children. Methods: A retrospective study of 550 GHD children with short stature, who had 
taken rGH for duration of minimum 12 months were included. They were divided into groups of less than 8 years and more than 8 years 
of age based on the initiation of growth hormone therapy. Their pretreatment and post‑treatment auxological parameters were evaluated. 
Results: There were 148 children in less than 8 years group and 402 children in more than 8 years old group. In 8 years or younger age group, 
the pre‑treatment mean height of –2.015 SDS improved to –0.7753 SDS after one year of treatment. There was an improvement in the mean 
height from –2.0447 SDS to –1.2658 SDS post‑treatment in more than 8 years group. The pre‑ and post‑treatment difference between the Z 
score of height, weight, and BMI were statistically significant (<0.001). Conclusion: A significant height improvement occurred in both the 
groups’ children after 1 year of GH treatment but the gain in final adult height was better when initiated less than 8 years of age. No significant 
side effects were noted during this period.
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metHods

A retrospective study was conducted from 2010 to 2017 in 
Indraprastha Apollo Hospital. Data were collected from the 
patient records of children being treated with rGH. The children 
were divided into two groups based on the age at which growth 
hormone therapy was initiated as follows:
• Less than 8 years of age
• More than 8 years of age.

Diagnostic criteria
GHD: GHD was diagnosed with auxological criteria 
(height SDS <2) and peak growth hormone levels less 
than 10 ng/mL following two standard provocative tests 
(clonidine and insulin).

Inclusion criteria
• Children with a confirmed diagnosis of GHD and
• Children who received growth hormone therapy for at 

least 12 months.

Exclusion criteria
• Children with short stature due to
• Non‑growth hormone‑deficient causes
• Syndromic causes (such as Prader Willi, Noonan etc.)
• Patients with other pituitary hormone deficiencies were 

treated accordingly with hormone replacement to attain 
normal levels of the respective hormones before growth 
hormone therapy was started.

Study variables
Data were recorded at the start of the treatment and at the 
end of the treatment. Auxological parameters included height 
measured to the nearest 0.1 cm (Harpenden stadiometer), 
weight to the nearest 0.1 kg (Electro W‑No‑45) and body mass 
index (BMI) (weight/height2 in kilograms/square meter) were 
recorded. Bone age was calculated using RUS score of Tanner 
Whitehouse 2 method. At the end of the treatment, pubertal 
development was also assessed by Tanner stage. CDC growth 
charts were used for monitoring the height and weight. Adult 
height predictions were done using Bone expert.

Growth hormone treatment
All patients received treatment with recombinant synthetic 
human GH for at least 12 months. GH was administered by 
daily subcutaneous injections at a dose of 30‑35 µg/kg/day.

Statistical analysis
Z scores were calculated using Microsoft Excel with macros. 
Height, weight, BMI, predicted adults height (PAH) were all 
expressed as SD scores. Stepwise linear regression analysis was 
performed to evaluate factors influencing end height SDS and 
increase in height SDS. Regression coefficients were calculated 
on multivariate analysis to assess the impact of individual factors 
on the dependent variable. Independent t test and paired t test were 
used to compare the various pre‑treatment and post‑treatment data.

Paired t‑test was used to compare the data between two 
groups (<8 years at initiation and >8 years at initiation) at the 
end of the study.

Written informed consent for participation in the study was 
given by one of the parents of the children and assent was 
also obtained whenever required. The research related to 
human use has been complied with all the relevant national 
regulations, institutional policies and in accordance the 
tenets of the Helsinki Declaration, and has been approved 
by the authors’ institutional review board or equivalent 
committee.

Results

The study included data of a total 550 pre‑pubertal children 
with short stature being treated with 1 year of rGH and was 
divided into two groups based on the age on initiation of 
growth hormone treatment – one group being children less than 
8 years and the other more than 8 years of age. There were 148 
children in less than 8 years of age and 402 children in 8 years 
and above. 300 were females and 250 males. The mean age of 
growth hormone initiation in the age group above 8 years was 
9.7 years while in below 8 years was 6.1 years.

As shown in Table 1, in the 8 years or younger age group, the 
pre‑ and post‑treatment height Z scores were –2.42 ± 0.63 
and –1.12 ± 0.60, respectively. Pre‑treatment weight Z score 
was –1.23 ± 1.28 and post‑treatment was –0.14 ± 0.90 kg, whereas 
the Z score of BMI pre‑ and post‑treatment was –0.26 ± 1.32 and 

Table 1: Z score of pre and post treatment auxological 
data in <8 yrs

Auxological data Z score (SD)

Pre‑treatment Post‑treatment P
Height Z score ‑2.42 (0.63) ‑1.12 (0.60) <0.001
Weight Z score  ‑1.23 (1.28) ‑ 0.14 (0.90) <0.001
BMI Z score 0.26 (1.32) 0.57 (1.10) 0.02

Table 2: Z score of pre and post treatment auxological 
data in >8yrs

Auxological data Z score (SD)

Pre‑treatment Post‑treatment P
Height Z score ‑2.37 (0.54) ‑1.55 (0.68) <0.001
Weight Z score  ‑0.89 (1.24) ‑ 0.39 (1.02) <0.001
BMI Z score 0.38 (1.37) 0.42 (1.18) 0.65

Table 3: Univariate analyses of different variables with 
final height

SD final height SD height gain P
Age at onset ‑0.25 0.61 NS
Duration of therapy 0.21 0.19 NS
BA‑CA 0.09 0.07 NS
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0.57 ± 1.10, respectively. All the parameters were statistically 
significant (<0.05).

As shown in Table 2, in children above 8 years, pretreatment 
height Z score was –2.37 ± 0.54 and post‑treatment 
was –1.55 ± 0.68. The Z score of pre‑ and post‑treatment 
outcomes for height and weight were statistically 
significant (<0.001).

As seen in Table 3, it was seen that increased duration of 
treatment and BA‑CA had a positive correlation with final 
height outcomes but the difference was not statistically 
significant. Age at initiation (<8 years) of treatment had an 
inverse correlation with the final height achieved.

As shown in Figure 1, an increase in HSDS towards the normal 
range was observed in both the groups. The height velocity 
was 11.5 cm/year in the <8 years group and 10.2 cm/year in 
the ≥8 years group [Figure 2].

There were 8 cases of panhypopituitarism secondary to 
craniopharyngioma (3 cases), medulloblastoma (1 case), 
neurofibroma (1 case), empty sella syndrome (2 cases), and 
corpus callosum agenesis (1 case).

Seventeen patients who received growth hormone therapy had 
some adverse events. Two children complained of headache, 
ten children complained of local site reaction whereas five 

cases of early morning facial puffiness were reported. There 
were no dropouts due to side effects.

discussion

The most common ailments which receive the focus of the 
parents and pediatricians in early childhood tend to be failure 
to gain weight and recurrent symptomatic infections. Short 
stature comes to light only in the adolescent and preadolescent 
children in India. Much of the time required to attain maximum 
benefits with growth hormone therapy has already elapsed.[10]

There are several studies on the effects of growth hormone 
on short stature from India,[5,9,11‑16] but none have compared 
the outcomes among different age groups to ascertain the 
maximum benefits [Table 4].

Unlike our study, the mean age of initiation of growth hormone 
in the Indian studies range from 8 to 13 yrs.[9,11‑16] Early 
initiation resulted in better height outcomes and also proved to 
be financially better for the Indian parents as the cost is lesser 
in younger children due to lower doses.

Table 4: Indian studies evaluating growth hormone

Study No. Mean age (yrs) Height velocity (cm/
yr)

Dose GH

Raghupathy (1991) 8 13.8 30ug/kg/d
Menon (1991) 20 9.4 8+2 0.5IU/kg/wk
Kannan (1991) 30 2‑14 10.9+2.2 6IU/wk
Bajapai (2006) 96 9.9+3.7 10.3±2.9 0.07‑0.1 IU/kg/day
Khadilkar (2007) 15 12 12.1 0.23mg/kg/wk
Garg (2010) 71 10.07±3.26 8.7+2.7 0.035 mg/kg/day
Kota (2011) 25 8.6±2.9 5.8 0.3 mg/kg/week
Ekbote (2011) 28 8.6 12.6 10 mg/m2/week
Kochar (2018) 550 <8=6.1 11.5 35ug/kg/day

>8=9.7 10.2

Figure 2: Comparison of post GH treatment height gain outcomes

Figure 1: HSDS at baseline and after treatment in each group
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In a study by Josefsberg, et al.,[17] they documented best results 
when rGH was started in children below 5 years of age and 
continued up to 5 years. It has been shown in some studies that 
if started below about 8 years of age at a height of − 3SDS and 
at a dose of about 33 µg/kg/day, adult height can be achieved 
in most cases,[18] while other studies have advocated long term 
treatment up to 5‑9 years for achieving final height.[19] But we 
were not able take the same age group of <5 years, as the age 
of referral to endocrinologist was higher in our population, 
which needs to be looked into.

All these studies emphasize the need to start growth hormone 
therapy early to help attain better height velocity before puberty 
and in turn better pubertal height spurts, all of which contribute 
to maximum adult height. Even in our study children <8 years 
had better height outcomes and may be a contributing factor 
to better pubertal height spurts.

In a French prospective study, they divided the children less 
than 3 years of age into two groups according to their height 
SDS for chronological height at the start of GH treatment: 
group A consisted of children with an initial height within 
the −2 SDS, and group B of children with initial growth 
retardation (> −2 SDS). Both group A (the mean height 
significantly improved by −2.1 ± 0.6 at the start of GH 
treatment to 0.5 ± 0.8 after 5 years) and B (from –3.6 ± 1.0 
at the start of the GH treatment to 0.9 ± 1.2 after 5 years) 
showed a significant change in annual mean height SDS for 
chronological age during treatment. Their evaluation reported 
that the height SDS at the initiation of treatment was the single 
most important variable affecting the final outcomes in smaller 
children and hence achieving better catch up growth. Thus, 
reiterating the benefits of starting growth hormone therapy 
early in GHD.[20]

There is sufficient data from western studies advocating the 
early initiation of growth hormone in younger children vs 
older, but such comparative data is insufficient from India to 
ascertain similar benefits.

The Indian studies have reported the height velocity ranging 
from 5.8 to 12.6 cm in the first year of treatment, the results of 
which were similar to our study. But we report higher height 
velocity in children less than 8 years group in comparison to 
the older children. The duration of treatment ranged from 1 to 
3 year in the Indian studies and in our study, there were children 
with treatment continuing up to 3.7 years, but the numbers of 
these were very few.

Treatment with rGH is tolerated quite well in the Indian 
population with only very few isolated reports of urticaria, 
headache, one case of vitiligo, transient hyperglycemia in the 
Indian studies.[12,14] The numbers of adverse events in our study 
were similar to these studies. These adverse events being mild 
did not result in dropouts from the therapy.

One of the biggest challenges in India for continued rGH 
treatment is the financial burden thrust upon families, which 
results in early discontinuation and poor adherence to therapy. 

Evidently, the final height achieved is suboptimal and much 
lesser than the predicted adult height.

It is thus of utmost importance to diagnose and treat GHD 
early not only to attain the best results but also to provide 
a cost‑effective strategy for optimal height outcomes to the 
patients and their families.

Declaration of patient  consent
The authors certify that they have obtained all appropriate 
patient consent forms. In the form the patient(s) has/have given 
his/her/their consent for his/her/their images and other clinical 
information to be reported in the journal. 

Acknowledgement
Medical writing was provided by Dr. Punit Srivastava of 
Mediception Science Pvt Ltd (www.mediception.com) and 
financially funded by Novo Nordisk. The authors take full 
responsibility for the content and conclusions stated in this 
manuscript. Novo Nordisk neither influenced the content of 
this publication nor was it involved in the study design, data 
collection, analysis, interpretation or review.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

RefeRences
1. Song KC, Jin SL, Kwon AR, Chae HW, Ahn JM, Kim DH, et al. 

Etiologies and characteristics of children with chief complaint of short 
stature. Ann Pediatr Endocrinol Metab 2015;20:34‑9.

2. Rogol AD, Hayden GF. Etiologies and early diagnosis of short stature 
and growth failure in children and adolescents. J Pediatr 2014;164:S1‑14.

3. Cuttler L, Silvers JB. Growth hormone and health policy. J Clin 
Endocrinol Metab 2010;95:3149‑53.

4. John M, Koledova E, Kumar KMP, Chaudhari H. Challenges in the 
diagnosis and management of growth hormone deficiency in India. Int J 
Endocrinol 2016;2016;11. doi: 10.1155/2016/2967578.

5. Bajpai A, Kabra M, Gupta AK, Menon PSN. Growth pattern and 
skeletal maturation following growth hormone therapy in growth 
hormone deficiency: Factors influencing Outcome. Indian Pediatr 
2006;43:593‑9.

6. Al‑Abdulrazzar D, Al‑Taiar A, Hassan K. Recombinant growth 
hormone therapy in children with short stature in Kuwait: 
A crossectional study of use and treatment outcomes. BMC Endocr 
Disord 2015;15:76.

7. Hughes IP, Harris M, Choong CS, Ambler G, Cutfield W, Hofman P, 
et al. Growth hormone regimens in Australia: Analysis of the first 
3 years of treatment for idiopathic growth hormone deficiency and 
idiopathic short stature. Clin Endocrinol (Oxf) 2012;77:62‑71.

8. Marques B, Gomesb SM, Caetano JS, Cardoso R, Dinis I, Mirante A, 
et al. Growth hormone treatment: Does timing matter? Poster presented 
at 57th Annual European Society of Paediatric Endocrinology, Athens, 
Greece, 2018. p. 3‑194.

9. Garg MK, Pakhetra R, Dutta MK. Response to GHT in Indian patients. 
Indian J Pediatr 2010;77:639‑42.

10. Haymond M, Kappelgaard AM, Czernichow P, Biller BMK, Takano K, 
Kiess W, et al. Early recognition of growth abnor‑ malities permitting 
early intervention. Acta Paediatrica 2013;103:787‑96.

11. Raghupathy P. Growth hormone deficiency: A vellore experience: 
1986‑1990. Indian J Pediatr1991;58:79.

12. Menon PS, Virmani A, Sethi AK. Biosynthetic growth hormone therapy 



Kochar, et al.: Role of GH therapy in children

Indian Journal of Endocrinology and Metabolism ¦ Volume 25 ¦ Issue 1 ¦ January-Febraury 202158

in children with growth hormone deficiency: Experience at AIIMS, 
New Delhi. Indian J Pediatr 1991;58(Suppl 1):71‑7.

13. Kannan V, Usharani K. Human growth hormone therapy: Long term 
responses in children with growth hormone deficiency. Indian J 
Pediatr1991;58:65‑7.

14. Khadilkar V, Khadilkar AV, Nandy M, Maskati GB. Multicentric study 
of efficacy and safety of growth hormone use in growth hormone 
deficient children in India. Indian J Pediatr 2007;74:51‑5.

15. Kumar Kota S, Jammula S, Gayatri K, Krishna Kota S. Evaluation of 
insulin‑like growth factor‑1 and its impact on growth hormone therapy 
in growth hormone‑deficient Indian children. Int J Endocriol Metab 
2011;9:258‑63.

16. Ekbote VH, Rustagi VT, Khadilkar VV, Khadilkar AV, Chiplonkar SA. 
Evaluation of insulin‑like growth factor‑1 in Indian growth 
hormone‑deficient children on growth hormone therapy. Endocr Res 

2011;36:109‑15.
17. Josefsberg Z, Bauman B, Pertzelan A. Greater efficiency of human 

growth hormone therapy in children below five years of age with 
growth hormone deficiency. A 5‑year follow‑up study. Horm Res 
1987;27:126‑33.

18. Reiter EO, Price DA, Wilton P, Wikland Albertsson K, Ranke MB. 
Effect of growth hormone (GH) treatment on the near‑final height 
of 1258 patients with idiopathic GH deficiency: Analysis of a large 
international database. J Clin Endocrinol Metab 2006;91:2047‑54.

19. Antoniazzi F, Cavarzere P, Gaudino R. Growth hormone and early 
treatment. Minerva Endocrinol 2015;40:129‑43.

20. Rappaport R, Mugnier E, Limoni C, Crosnier H, Czernichow P, Leger J, 
et al. A 5‑year prospective study of growth hormone (GH)‑deficient 
children treated with GH before the age of 3 years. French Serono Study 
Group. J Clin Endocrinol Metab 1997;82:452‑6.


