
  
 

* Corresponding Author; 
 Address: Ege University Faculty of Medicine, Department of Pediatric Nephrology Bornova, Izmir, Turkey 
 E-mail: betulsozeri@yahoo.com © 2011 by Pediatrics Center of Excellence, Children’s Medical Center, Tehran University of Medical Sciences, All rights reserved. 

 

 

Growth Impairment and Nutritional Status in Children with Chronic 

Kidney Disease 

Betul Sozeri*, MD; Sevgi Mir, MD; Orhan Deniz Kara, MD, and Nida Dincel, MD 

Ege University, Faculty of Medicine, Department of Pediatric Nephrology, Turkey 
Received: Apr 30, 2010; Final Revision: Oct 16, 2010; Accepted: Nov 03, 2010 

Abstract 

Objective: Malnutrition is closely linked to chronic kidney disease (CKD) in adult patients with poor outcome. But data on pediatric patients is inadequate. The aim of this study was to describe the prevalence of growth failure and malnutrition in pediatric CKD patients and explore the relationship of these parameters to each other and to other clinical parameters. 
Methods: This study included 42 patients and 29 healthy children matched for age and gender. Patients were classified firstly in age group and secondly in therapy modalities. Nutritional evaluations were performed according to the Kidney Disease Outcomes Quality Initiative guidelines, and we performed adjustments using values from children with the same chronological age as reference. 
Findings: In pubertal group, the mean height SDS was lower than in pre-pubertal period while it was higher than in early childhood (P=0.4 and P=0.03 respectively). In all groups, 45% of patients had malnutrition: 20 patients on predialysis, 22 patients with end stage renal disease (14 on hemodialysis, and 8 on peritoneal dialysis). The mean weight SDS was lower in end stage renal disease groups (P<0.001). The height SDS was lower in end stage renal disease groups (P<0.001).  
Conclusion: Growth failure and malnutrition remain a significant clinical problem as age and therapy modalities are dependent in children with CKD. 
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Introduction Chronic kidney disease (CKD) in the pediatric population has become an important issue. CKD represents a spectrum of conditions, which result in renal impairment varying from mild renal insufficiency   to  end  stage  renal  disease (ESRD). 

Growth failure is a significant problem in pediatric patients with CKD. Fivush et al[1] reported that half of patients with ESRD in childhood attain adult’s height below the 3rd centile. The cause of growth failure in CKD is multifactorial with linear impairment being a final common pathway of 
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various factors including malnutrition, anemia, metabolic acidosis and persistent micro-inflammations [2].      CKD can result in impairment in each phase of development from in-utero to adolescence, which can subsequently result in growth retardation, with studies suggesting that the degree of height deficit worsens with duration of disease[3]. The North American Pediatric Renal Transplant Cooperative Study (NAPRTCS) reported that more than one–third of children with CKD exhibited significant growth failure4]. Although a correlation between renal function and growth impairment existed, significant short stature was seen at all levels of renal function [4].      Optimal growth requires adequate nutrition.      Malnutrition is a common and significant clinical problem in children with CKD. There is an association between malnutrition and poor outcomes in CKD patients [5]. Affected children display serious medical complication as well as increased mortality [4-8]. Wong et al [9] explored a potential association of serum albumin and mortality in children with ESRD. Also in children protein-energy malnutrition is highly widespread. While malnutrition can be seen in pre-dialysis period, it can also be developed by factors such as increased catabolism, loss of nutrients and anti-oxidants, and aggressive dietary restrictions during dialysis [10]. Serum albumin has been identified as a surrogate marker for nutritional status and morbidity/mortality in patients with CKD. Patients <18 years of age initiating dialysis with hypoalbuminemia are at a higher risk for death [9].      The objective of this study was to describe the prevalence of growth failure and malnutrition in pediatric CKD patients according to age group. We also aimed to explore the relationship between growth parameters and treatment modalities in the patients. 
Subjects and Methods  This was a cross-sectional and observational study that included pediatric CKD patients in stages 1-5, followed by peritoneal dialysis (PD), hemodialysis (HD) and pre-dialysis (Pre-D) in Ege University 

Faculty of Medicine, Department of Pediatric Nephrology in Turkey from October 2007 to May 2008.      This study was approved by the local ethic committee. Patients’ clinical characteristics were retrieved from medical interview, physical examination and careful analysis of patients’ records.       This study included 42 patients (23 males and 19 females) and 29 healthy children matched for age and gender. Patients were grouped according to treatment modalities: 20 patients on pre-D (5 at stage I, 8 at stageII, 2 at stage III, and 4 at stage IV), 22 patients in stage V CKD (end stage renal disease, ESRD); 8 patients in this group were treated with PD, and 14 patients were treated with HD. The duration of renal replacement therapy (RRT) ranged from 6 to 139 (average 50.6±36) months. Also, we divided the patients into three groups according to the age onset of disease as early childhood (3-6 years), pre-pubertal (7-10 years), and pubertal (11-17 years).      CKD was defined according to Schwartz formula as: stage 1 (renal injury) Estimated glomerular filtration rate (eGFR) of >90 ml/min per 1.73 m2, stage 2 (mild) eGFR of 60-89 ml/min per 1.73 m2, stage 3 (moderate) eGFR 30-59 ml/min per 1.73 m2, stage 4 (severe) eGFR of 15-29 ml/min per 1.73 m2, stage 5 (ESRD) eGFR of <15 ml/min per 1.73 m2.      Nutritional evaluations were performed according to the Kidney Disease Outcomes Quality Initiative (KDOQI) guidelines [11], and we performed adjustments using values from children with the same chronological age as reference. All subjects’ weights and heights were measured, weight and height standard deviation (SD) scores, and body mass index (BMI) calculated. SD score (z score) was calculated by subtracting the mean height of children of the same age and sex from the observed height and then dividing by the SD for children of that age and sex. Body mass index (BMI) was determined by dividing weight in kilograms by square of height in meters. For these calculations, we used the EPI-INFO Program (version 3.3, October 2004) with Centers for Disease Control (CDC) 2000 references. Growth retardation was described when BMI was below percentile 5 for chronological age, and height/age, weight/age were below −2 z scores for 
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chronological age [12]. Malnutrition was described according to the subjective global nutritional assessment [13].       Blood samples were collected from all patients after 12-h fasting in a standardized manner. Lipid parameters: total cholesterol, high density lipoprotein (HDL), low-density lipoprotein (LDL) and triglycerides, hemoglobin, hematocrit, creatinine clearance (blood plus peritoneal fluid in the dialysis group), serum albumin, calcium, phosphorus, parathyroid hormone, calcium in phosphorus, lipid levels and C-reactive protein were evaluated in patients. Blood samples were obtained in post dialysis period. The effectivity of dialysis (Kt/V) was evaluated in the ESRD patients.       Normality of data distribution was assessed using Kolmogorov–Smirnov test and values are presented as mean (±SD) or as median (interquartile range) unless otherwise specified. Student’s t test, analysis of variance (ANOVA), or Wilcoxon signed ranked test was used to compare differences between numeric values in different groups. Comparisons of prevalence in different groups were assessed by the chi-square test. Calculations were performed with SPSS (version 11.0) and a P-value of less than 0.05 was considered as significant.  
Findings We included 42 (23 males, 19 females) patients and 29 healthy children matched for age and gender. According to their treatment, 22 patients were  on  RRT (14  on  HD,  8 on PD)  and  20  were 

followed in pre-dialysis clinic (5 at stage I, 8 at stage II, 2 at stage III, and 4 at stage IV). The mean age at onset of the disease was 11.2±4.4 years (range 3.3 to 17.5 years). The mean duration of chronic renal failure was 64.5±56.9 months (range 1 month to 16 years).       Nineteen patients (45%) had glomerulo-pathies, 1 (2%) had Alport syndrome, 15 (35%) had reflux nephropathy, 4 (9.5%) had neurogenic bladder, 3 had obstructive uropathy and 3 had hereditary conditions.       Eight (19%) patients were 3-6 years (early childhood), 9 (21%) patients 7-10 years (pre-pubertal), and 25 (60%) patients 11-17 years old (pubertal). The height was most severely impaired during early childhood (under 6 years old), with mean height SDS of -3.36±2.81. In this group, height SDS in 83% of the patients was below -2. In pre-pubertal group mean height SDS was higher than in early childhood group (-0.99±1.58 vs -3.36 
±2.81, P=0.04). In pubertal group, mean height SDS was -1.52±1.76. This value was lower than that in pre-pubertal period while higher than in early childhood (P=0.4 and P=0.03 respectively). Table 1 shows mean height SDS by age cohorts in all patients.      The mean weight SDS was -0.25±1.46 (range -4 to 1.85), -2.58±1.78 (range -5.3 to 0.68) and 0.53±0.95 (range -0.5 to 1.8) in Pre-D group, RRT group and controls, respectively (P<0.001). In RRT groups, the mean weight SDS was -2.92±1.71 (range -5.3 to 0.57) and -1.99±1.87 (range -5.0 to 0.68) in HD and PD groups, respectively (P=0.2) (Table2).      The height SDS was -0.77±1.88 (range -5.7 to 2.3), -2.65±1.86 (range -6.6 to -0.1) and 1.3±1.5 (range 0.8 to 2.8) in Pre-D, RRT and controls, respectively  (P=0.00).   In  RRT  groups,  the  mean 

Table 1: Mean and standard deviation (SD) scores for height by age in all patients according to therapy modalities 
 Height Mean (SD)  
Therapy modalities 3-6 years (n=8) 7-10 years (n=9) 11-17years (n=25) P value 
Pre – dialysis -2.60 (3.43) -0.29 (1.59) -0.33 (0.74) 0.09 a 
Hemodialysis -2.32 (1.12) -2.2 (0.67) -2.42 (1.29) 0.6 b 
Peritoneal dialysis -3.40 (2.16) -1.5 (1.83) -2.62 (3.48) 0.7 c 
Height SD (Total) -3.36 (2.81) -0.99 (1.58) -1.52 (1.76) 0.03 d a No significant differences between height SDS within the Pre-dialysis groups b No significant differences between height SDS within the peritoneal dialysis groups  c No significant differences between height SDS within the hemodialysis groups d Significant differences (P<0.05; ANOVA) between height SDS within the age groups are marked  
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Table 2: Demographic and clinical data, and biochemical characteristics in all groups according to the therapy  
Parameters Predialysis 

(n=20) 
Peritoneal 

dialysis (n=8) 
Hemodialysis 

(n=14) 
Controls 
(n=29) 

P value 

Male/Female (Frequency) 12/8 5/3 6/8 15/14 - 
Age (year) [Mean (SD)] 11.3 (4.8) 9.3 (4.9) 12.2 (3.2) 12.1 (4.4) 0.3 
Weight SDS [Mean (SD)] -0,25 (1.46) -1.99 (1.87) -2,92 (1.71) 0.53 (0.95) <0.001 a 
Height SDS [Mean (SD)] -0.54 (1.43) -2.72 (2.69) -2.73 (1.58) 1.3 (1.5) <0.001 a 
BMI SDS [Mean (SD)] -0.22  (1.44) -1.03 (1.56) -1.57 (1.33) 1.4 (1.7) 0.03 a 
Serum albumin  [Mean (SD)] 3.99 (0.4) 3.27 (1.29) 3.87 (0.45) 4.5 (0.9) 0.04 a 
Total cholesterol [Mean (SD)] 188.0 (25.0) 193.0 (38.0) 178.0 (17.0) 149.0 (8.1) <0.001 a 
HDL cholesterol [Mean (SD)] 51.0 (8.5) 41.0 (6.2) 45.0 (4.7) 66.0 (9.1) <0.001 a 
LDL Cholesterol [Mean (SD)] 93.0 (15.1) 94.0 (12.8) 98.0 (18.7) 82.0 (8.7) <0.001 a 
Triglyceride [Mean (SD)] 116.0 (24.0) 166.0 (28.5) 102.0 (27.2) 68.0 (17.4) <0.001 a 
CRP [Mean (SD)] 1.9 (0.2) 1.8 (0.3) 1.3 (0.4) 1.8 (0.3) 0.1 aANOVA between peritoneal dialysis and hemodialysis parameters within the therapy modalities are marked. SD: Standard Deviation / BMI: Body Mass Index / CRP: C- reactive Protein  

height SDS was -2.66±1.55 (range -6.3 to -0.64) and -2.63±2.43 (range -6.6 to -0.10) in HD and PD groups, respectively (P=0.96). Seventeen (40%) patients had short stature (height SDS below -2 SDS). The disease duration was longer in patients with short stature than in other patients (7.1±3.8 vs 3.8±4.4 years). There was statistically significant relationship between duration of disease and short stature (P=0.01). In our cohorts growth impairment was related to treatment modalities without age group (P=0.09, P=0.6, 
P=0.7, Pre–D, HD and PD, respectively) (Table 1).      In Pre-D group, 2/20 patients had short stature (height SDS was below <-2SDS), while 12/22 patients had short stature in RRT group (P=0.03).       Significant difference was seen between BMI SDS in Pre-D, RRT and controls groups (P=0.03), but in RRT groups, the mean BMI SDS doesn’t have significant difference in HD and PD groups (P=0.4).       In all groups, 19/42 (45%) (4 on Pre-D, 5 on PD, 10 on HD) patients had malnutrition which was attributed to SGA. Mean albumin was 3.82±0.97 which was below the normal reference values (3.5 mg/dl) in only 14% of patients. In Pre-D group, the mean serum albumin was 3.99±0.4 mg/dl (range 3.4 to 4.8), while it was 3.87±0.45 (range 3 to 4.5) and 3.27±1.29 (range 0.3 to 4.5) in HD and PD group, respectively (P=0.04) (Table2). Protein catabolic rate was higher in HD groups than in other patients (0.82±0.10 g/kg/per day) (P=0.03).   The growth and nutritional status were better in Pre-D group than in RRT group.  

     Most patients were receiving the usual medications, such as phosphate binders, antihypertensive agents, vitamins, and nutritional supplements. For patients in HD, mean Kt/V was 1.75, whereas for patients in PD, it was 4.2. Mean CRP concentration was 1.07±1.86 mg/dl (range 0.1–8.41 mg/dl). Sixteen (45.7%) patients presented CRP levels above 0.3 mg/dl and therefore were considered inflamed. A larger proportion of HD patients (59%) were inflamed.  
Discussion Growth failure is a major obstacle for full rehabilitation and may result in severely diminished adult height in childhood with CKD.      Chronic kidney disease can result in impairment in each phase of development from in-utero to adolescence, which can subsequently result in growth retardation, with studies suggesting that the degree of height deficit worsens with duration of disease [3]. In this study we found that a relation exists between disease duration and short stature.       Previous studies have described aspects of growth pattern, either focusing on infancy, pre-puberty or puberty [14-16]. These studies showed that infancy and early childhood represent the most affected growth periods in children with CKD. In this study, our patients under 6 years of 
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age showed the most severe growth deficit in height (mean height SDS was -2.45). In the age cohort, height SDS in 83% of the patients was below -2.      Zivicnak et al [17] have shown that growth kinetics differed during early and late puberty, beginning with a slowing-down of growth during early puberty. Similarly, we observed the same pattern of height SDS curves in all patients. The mean height z score decreased in early childhood and pubertal groups than in prepubertal group (Table 1).      Growth failure remains a challenging problem of the management of children with CKD. The degree of kidney failure and treatment modalities did significantly influence the severity of growth impairment without age dependence [17]. Despite good progress with regard to both conservative treatment and RRT, 30% to 60% of children with ESRD still grow up to become stunted adults [18-20]. Growth failure is associated with mortality, morbidity and especially psychosocial problems in children with CKD [5,7]. Reduced adult heights have been reported in about 30% to 50% of patients with CKD [15,16,21]. The age at onset of ESRD, the duration of chronic renal failure, gender and primary disease were related to final height [22]. In our cohort, longer duration of chronic renal failure was found to be associated with short stature while gender, age at onset of CRF and primary disease were not related to final height. At the end of the follow up time 17 (40%) patients had short stature (9 patients on HD, 4 on PD and 4 on pre-D). The pre-dialysis patients were found better than RRT patients. In HD group, there was lower mean height SDS, which was not statistically significant. In our cohorts, growth impairment was related to treatment modalities independent of age group. We show the main clinical and laboratory characteristics in Table 2.       The body mass index can be prognostic, because extremes are associated with increased mortality and morbidity. Wong et al [5] demonstrated that the adjusted relative mortality risk of children with ESRD is 60% higher at BMI standard deviations of -2.5 and +2.5 as compared with an ideal BMI standard deviation of 0.5. In our study, 10 patients’ BMI SDS was under -2.5 SDS    (1 on pre-D, 5 on HD and 3 on PD). The pre-dialysis   patients   were  found  to  be  better   than 

renal  replacement therapy patients.       Malnutrition is an important risk factor for mortality and it is too prevalent in adults and children with CKD[10,23,24]. The prevalence of loss of energy and protein in pediatric HD patients is reported to be 56%[25]. Measuring inadequate nutritional status is difficult. However, measurement of nutritional parameters is complicated in CKD because of salt and water imbalance [26]. Anthropometric and nutritional measures are usefully expressed as a score of the number of standard deviations from the mean for a normal population of the same age (e.g. height, weight or body mass index SD scores).      This allows comparison with the normal population and helps follow progress in the individual patient [26].       Serum albumin is surrogate marker for nutritional status in children with ESRD [27]. It is an independent biomarker for increased mortality and morbidity [9]. However, patients on peritoneal dialysis have significant protein and amino acid losses in the dialysate [22]. In our patients, the mean serum albumin level was higher in Pre-D group than HD and PD patients. Peritoneal dialysis patients had lower serum albumin levels as expected in our cohorts. The serum albumin levels were statistically different among groups.     Previous studies have shown that hypo-albuminemia is related to inflammation [28,29]. We did not find a correlation between hypo-albuminemia and elevated CRP.       In summary, we investigated growth parameters in children with CKD according to both age groups and therapy. Growth impairment in our patients was age dependent with the most vulnerable period of longitudinal growth being early childhood. Secondly we observed that growth impairment was found more frequently in patients under HD therapy.  
Conclusion Growth failure and malnutrition remain a significant age dependent clinical problem in children with CKD. Growth parameters correlate to the degree of kidney failure and treatment 
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modalities. We suggest that peritoneal dialysis provides a better growth than hemodialysis does.  
Acknowledgment This study adhered to the principles of the Declaration of Helsinki and was approved by the local Ethics Committee. 
Conflict of Interest: There are no financial conflicts of interests.  
References 1. Fivush BA, Jabs K, Neu AM, et al. Chronic renal insufficiency in children and adolescents: the 1996 annual report of NAPRTCS. North American Pediatric Renal Transplant Cooperative Study. Pediatr Nephrol 1998;12(4): 328-37. 2. Lederman SE, Shaw V, Trompeter RS. Long term enteral nutrition in infants and young children with chronic renal failure. Pediatr Nephrol 1999; 13(9):870-5. 3. Norman LJ, Coleman JE, Macdonald IA, et al. Nutrition and growth in relation to severity of renal disease in children. Pediatr Nephrol 2000; 15(3-4):259-65. 4. Mahan JD, Warady BA. Assesment and treatment of short stature in pediatric patients with chronic kidney disease: a consensus statement. Pediatr Nephrol  2006;21(7):917-30. 5. Wong CS, Gipson DS, Gillen DL, et al. Anthropometric measures and risk of death in children with end-stage renal disease. Am J 

Kidney Dis 2000;36(4):811-9.  6. Furth SL, Stablein D, Fine RN, et al. Adverse clinical outcomes associated with short stature at dialysis initiation: a report of the North American Pediatric Renal Transplant Cooperative Study. Pediatrics 2002;109(5):909-13. 7. Furth SL, Hwang W, Yang C, et al. Growth failure, risk of hospitalization and death for children with end-stage renal disease. Pediatr Nephrol 2002;17(6):450-5. 8. Kuizon BD, Salusky IB. Growth retardation in children with chronic renal failure. J Bone Miner 
Res 1999;14(10):1680-90. 

9. Wong CS, Hingorani S, Gillen DL, et al. Hypoalbuminemia and risk of death in pediatric patients with end-stage renal disease. Kidney Int 2002;61(2):630–7. 10. Besbas N, Ozdemir S, Saatci U, et al. Nutritional assessment of children on haemodialysis: value of IGF-I, TNF-alpha and IL-1beta. Nephrol Dial 
Transplant 1998;13(6):1484–8.  11. Clinical practice guidelines for nutrition in chronic renal failure. K/DOQI, National Kidney Foundation. Am J Kidney Dis 2000;35(6 Suppl 2): 1-140. 12. CDC (2000) CDC Growth Charts. In: http://www.cdc.gov/growthcharts. Access date: May 2002. 13. Kalantar-Zadeh K, Kleiner M, Dunne E, et al. A modified quantitative subjective global assessment of nutrition for dialysis patients. 
Nephrol Dial Transplant 1999;14(7):1732-8. 14. Abitbol CL, Zilleruelo G, Montane B, et al. Growth of uremic infants on forced feeding regimens. Pediatr Nephrol 1993;7(2):173-7. 15. Englund MS, Tyden G, Wikstad I, et al. Growth impairment at renal transplantation – a determinant of growth and final height. Pediatr 
Transplant 2003;7(3):192-9. 16. Andre JL, Bourquard R, Guillemin F, et al. Final height in children with chronic renal failure who have not received growth hormone. Pediatr 
Nephrol 2003; 18:685-91. 17. Zivicnjak M, Franke D, Filler G, et al. Growth impairment shows an age dependent pattern in boys with chronic kidney disease. Pediatr 
Nephrol 2007;22(3):420-9. 18. Chantler C, Broyer M, Donckerwolcke RA, et al. Growth and rehabilitation of long-term survivors of treatment for end-stage renal failure in childhood. Proc Eur Dial Transplant 
Assoc 1981;18:329-42. 19. Nissel R, Brazda I, Feneberg R, et al. Effect of renal transplantation in childhood on longitudinal growth and adult height. Kidney Int 2004;66(2):792-800. 20. Seikaly MG, Salhab N, Gipson D, et al. Stature in children with chronic kidney disease: analysis of NAPRTCS database. Pediat Nephrol 2006; 21(6):793-9. 21. Fine RN, Ho M, Tejani A. The contribution of renal transplantation to final adult height: a report of the North American Pediatric Renal Transplant Cooperative Study (NAPRTCS). 
Pediatr Nephrol 2001;16(12):951-6. 22. Haffner D, Nissel R. Growth and Puberty in Chronic Kidney Disease. In: Greary DF, Schaefer F (eds). Comprehensive Pediatric Nephrology. Philadelphia: Mosby. 2008; Pp:709-32.  



  
277 Iran J Pediatr; Vol 21 (No3); Sep 2011 

23. Lowrie EG, Lew NL. Death risk in hemodialysis patients: the predictive value of commonly measured variables and an evaluation of death rate differences between facilities. Am J Kidney 
Dis 1990;15(5):458–2.  24. Edefonti A, Mastrangelo A, Paglialonga F. Assessment and monitoring of nutrition status in pediatric peritoneal dialysis patients. Perit 
Dial Int 2009; 29(Suppl 2):176-9.  25. Marques de Aquino T, Avesani CM, Brasileiro RS, et al. Resting energy expenditure of children and adolescents undergoing hemodialysis. J Ren 
Nutr 2008;18(3):312-9. 26. Ress L, Shaw V. Nutrition in children with CRF and on dialysis. Pediatr Nephrol 2007;22(10): 1689-702.  

27. National Kidney Foundation Dialysis Outcome Quality Initiative: Clinical practice guidelines for nutrition in chronic renal failure. Am J Kidney Dis. 2001;38(4 Suppl 1):S68-73. 28. Kaysen GA, Dubin JA, Muller HG, et al. Inflammation and reduced albumin synthesis associated with stable decline in serum in hemodialysis patients. Kidney Int 2004;65(4): 1408-15. 29. Weiner DE, Tighiouart H, Elsayed EF, et al. Inflammation and cardiovascular events in individuals with and without chronic kidney disease. Kidney Int 2008;73(12):1406-12. 
 


