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Assessment of cardiac function in children
with congenital adrenal hyperplasia: a case
control study in Cameroon
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Abstract

Background: High level of androgens found in congenital adrenal hyperplasia (CAH) seems to have a deleterious effect
on heart function. We therefore evaluate cardiac function of children with CAH in comparison with a healthy group.

Methods: We carried out a case-control study in the single endocrinology unit of the Mother and Child Center
of Chantal Biya’s Foundation. Cases were matched for age and genotypic sex to 2 healthy controls. We analyzed the
ejection fraction (LVEF), fractional shortening and left ventricular mass; output and cardiac index; E and A waves
velocities, E/A ratio and the mitral deceleration time and diameter of the left atrium; tricuspid annular plane systolic
excursion and pulmonary artery systolic pressure were also measured.

Results: We included 19 patients with a median age of 6.26 ± 3.75 years and 38 controls stackable distribution. The left
ventricular mass of cases was greater than that of controls. A case of reversible cardiomyopathy on hormone
replacement therapy was found.
For the cases, the average ejection fraction was 71.95 ± 7.88%; the average fractional shortening was 40.67 ± 7.02%.
All these values were higher than those of controls, although the difference was not statistically significant. Diastolic left
ventricular function was more impaired among the cases.
Right ventricular function was similar in both groups. These abnormalities were highly correlated to the late age at
diagnosis and duration of treatment.

Conclusion: This study shows an altered cardiac function in CAH compared to healthy control and highlights importance
of an early diagnosis of cases, a tight control of androgens levels and a regular monitoring of cardiac function.
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Background
Children with Congenital Adrenal Hyperplasia (CAH),
are exposed to high levels of androgens [1] leading to
virilization of affected fetus. Besides their control of sex-
ual function, androgens have multiple physiological
functions including a major cardiovascular role [2, 3].
There is increasing evidence that patients with classical
CAH have multiple vascular risk factors and that they
are at increased risk for cardiovascular disease in adult-
hood [4–6]. Monitored measurements show that these

patients also manifest elevated 24-h ambulatory blood
pressure which can even lead to heart failure [7–9].
Various studies in children with CAH, show ventricular
hypertrophy and impaired left ventricular function pre-
cisely the diastolic one by significant prolongation of
both iso volumetric relaxation time and mitral deceler-
ation time [9–11]. In Cameroon, there is very little data
regarding the cardiovascular status and cardiac function
of children followed up for CAH. This justify the present
study with the aim of assessing cardiac function in
affected children in Cameroon and compare them to a
group of healthy children.
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Methods
This was a matched case-control study, performed over a
9 months’ period (October 2015 to July 2016). We included
all recorded children affected with CAH in the national
registry and followed in the single service of pediatric endo-
crinology of the country: the Mother and Child Center of
the Chantal Biya Foundation (MCC/CBF). Cases aged
10 months to 15 years were matched for age and genotypic
sex to 2 healthy controls. We used paired and unbalanced
sampling (1 case per 2 controls) to increase the potency of
the results and to limit the bias related to the sample size.
The controls were recruited in children coming for a rou-
tine visit or vaccination. We excluded controls with another
chronic condition, a known cardiovascular disease or acute
illness modifying cardiac function (anemia, severe infection).
After an informed consent obtained from parents and

assent from children aged >12 years, diagnosis circum-
stances, morphology (pelvic ultrasound, bone age) and
lab results (17 hydroxyprogesterone, karyotype and bio-
molecular diagnosis when available) at diagnosis were
noted. Height and weight were measured to the nearest
0.1 cm and 0.1 kg. Three blood pressures were measured
and the mean noted for each case and control, with an
electronic sphygmomanometer (Omron HEM 712C,
Kyoto, Japan). The blood pressure was derived in per-
centile for height and genotypic sex. A general cardiac
examination was done by a senior cardiologist.
Thereafter, a standard echocardiography in time mode

motion, two-dimensional and Doppler [12, 13] was per-
formed in both cases and controls with Siemens
Acusson Cypress® (Siemens, Munich Germany) ultra-
sound machine.
The variables analyzed were:

� For the left ventricle: ejection fraction, fractional
shortening, stroke volume and left ventricular mass;
cardiac output and index; the E and A waves velocities,
the E/A wave ratio and the mitral deceleration time;

� For the right ventricle: tricuspid annular plane
systolic excursion (TAPSE). The pulmonary artery
systolic pressure was also measured.

Height2.7 (in meters) has been validated as an indicator
of lean body mass and has been recommended for
indexing LVM. Use of height2.7 to index LVM also mini-
mizes the effect of age, gender and race [14–17]. Stroke
volume was indexed by the body surface area [18].
Statistical analyses were done using Microsoft® Excel

2013 and SPSS 20 software from IBM. Average and pro-
portions served to describe quantitative and qualitative
data. Comparison was done with the T test of Student
(for normally distributed variable and homogeneity of
variances) and a suitable non-parametric test Kruskall
Wallis. Multivariate analysis was done to evaluate

correlation between variables (Spearman). A p value
<0.05 was statistically significant.
The study received ethical approval from institutional

board review of Faculty of medicine and biomedical
sciences of Yaounde.

Results
We included 19 cases and 38 controls aged 10 months to
15 years with an average age of 6.26 ± 3.75 years. The
most represented age was 4 years, with a proportion of
21% of cases. Among cases, 5 were boys and 14 girls. After
the karyotype, only one was actually genotypically male
(XY). As diagnosis circumstances, abnormal genitalia was
the most represented (84.2%).The average age at diagnosis
was 3.7 years (1 month to 12 years) (Tables 1 and 2).
Advance bone age was found in all patients at diagno-

sis. The most enzyme deficiency found was that of 11-
βOH (11 Beta-hydroxylase), 78.9% of cases. Achondroplasia
was found in 2 cases and one patient present with dilated
cardiomyopathy diagnosed at 1 year of life, reversible on
hormone replacement therapy (Table 2).
Blood pressure was significantly higher in cases than con-

trols, either systolic or diastolic (p = 0.025) (Figs. 1 and 2).
Concerning systolic function of the left ventricle, cases’

average ejection fraction (LVEF) was 71.95 ± 7.88%, VS
69.29 ± 7.95% in controls. The average fractional shortening
(LVFS) was 40.67 ± 7.02% and 37.25 ± 5.64% for cases and
controls respectively. In addition, mean stroke volume (SV)
was 47.56 ± 13.58 ml/m2 and 43.15 ± 10.83 ml/m2 in cases
and controls, respectively. The average cardiac output of
cases was 3.76 ± 1.54 L/min. Mean cardiac index was
4.40 ± 1.07 L/min/m2 for cases and 4.38 ± 0.94 L/min/m2

for controls. Although cases values were above controls,
the differences were not statistically significant (Table 3).
Diastolic left ventricular function was more impaired

among the cases. Thus, we found an average E wave vel-
ocity of 0.80 ± 0.32 m/s, lower than that of controls; an
A wave velocity of 0.76 ± 0.35 m/s, higher than that of
the controls, an average E/A ratio of 1.38 ± 0.96 less
than the value of controls and a longer deceleration
time, 147.58 ± 42.81(milliseconds) ms (Table 4).

Table 1 General characteristic of study population

Variable Cases Controls

N 19 38

Phenotype (girls/boys) 14/5 36/2

Genotype (XX/XY) 18/1 -

Age (years) 6 ± 4 6 ± 4

Weight (kg) 23.8 ± 13.4 23 ± 11.6

Height (cm) 113.3 ± 26.2 118.5 ± 24.2

BMI 17.1 ± 2.9 15.4 ± 2

Heart rate (beats/min) 94.9 ± 20.2 100 ± 15.6

BMI Body Mass Index
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In terms of the systolic function of the right ven-
tricle, there was no statistically significant difference
between the systolic excursion of the plan of the
tricuspid annulus (TAPSE) of cases and controls. In
contrast, pulmonary pressures were within normal
values while significantly higher in controls. However,
we noted a case of CAH with a systolic pulmonary
arterial hypertension (Table 5).
The left ventricular mass index (LVMI) of cases was

statistically greater than that of controls with an average
value of 46.02 ± 17.14 g/m2.7. The end diastolic and sys-
tolic diameters of the left ventricle and the left atrium
were almost identical in the two groups (Table 6).
While analyzing correlation, we found that age at diagno-

sis does not influence the left ventricular mass index. A re-
lationship was found between the diameter of the left
atrium and age at diagnosis. For the diameter of the aorta,
the correlation was very strong with age at diagnosis
(p = 0.00) (Table 7). The duration of treatment does not in-
fluence the LVEF and LVFS (Table 8).

Discussion
Our study focused on the evaluation of cardiac func-
tion among Cameroonian children with congenital ad-
renal hyperplasia. The aim was to evaluate through
standard echocardiography the most common settings
for heart function and compared it to a group of
healthy children matched for age and sex. With a
sample of 57 children (1 case for 2 controls), we
found an impaired diastolic function in cases com-
pared to controls and increased values of systolic
function in cases. Right cardiac function was similar
in the 2 groups.
This pilot study was monocentric but included all pa-

tients diagnosed and followed in the country. The lack of
references curves of echocardiographic values in the lit-
erature for black children [12, 13] makes the interpret-
ation of the values found difficult. The children of this
study were not matched according to the fitness level and
body composition including the percentage of fat mass,
whose importance in cardiovascular health is not negli-
gible [11, 19]. We used the anthropometric parameters
and did not take into account the body composition which
could influence the interpretation of these results.
However, given that none of the children in this study
had a body mass index >3 z score, they could all be
expected to have normal body fat mass. Moreover,
the age of cases and controls (6 years on average)
places them at a hyperactive period of life and limits
the sedentary lifestyle.
Nonetheless the present study brings relevant data

among this particular population.

I. General characteristics
Our study population was younger than that of
Sowande and al in Nigeria 2009 [20] who included

Table 2 Clinical, biomolecular presentation of cases

Number Percent

Diagnosis
circumstances

Abnormal genitalia 16 84.2

Absence of testis 2 10.5

Breast development 1 5.3

Age at diagnosis
Median(range)

3.7 years (1 month-12 years) - -

Advance bone
age Y/N

Yes/No 19/0 100/0

Salt wasting
syndrome

Yes/No 4/15 21.1/78.9

Type of enzyme
deficiency

11 β Hydroxylase deficiency 15 78.9

21 Hydroxylase deficiency 4 21.1

Fig. 1 Systolic blood pressure of the study population

Tony Nengom et al. BMC Pediatrics  (2017) 17:109 Page 3 of 8



adolescent and young adults (range 5 weeks to
19 years). Sex rearing proportion was 26.31% (5/19)
boys and 73.68% (14/19) girls, and after the karyotype,
boys represented 5.26% (1/19). These gender
assignment errors were found by Rodrigues and al in
20% of cases in Brazil in 2015 [21], in 30% by Sowande
and al in Nigeria in 2009 [20]. In Sudan, Abdullah and
al in 2011 [22] in a retrospective study over 5 years
involving 122 children, had a higher prevalence of
female gender after completion of the karyotype and
19% had to change sex with a preference for males. In
Western countries where neonatal diagnosis is made,
these sex attribution errors are not found in literature.
Concerning diagnosis circumstances, the most
frequent reason for consultation was abnormal
genitalia (clitoris hypertrophy). Sowande and al in
2009 in Nigeria, in their retrospective study on
disorders of sexual differentiation, had 6 cases
attributed to the CAH and all had as a dominant
clinical presentation, clitoromegaly [20].
The average age at diagnosis was greater than that
of Rodrigues and al (2 months) [21]. Awareness of
medical teams concerning abnormal genitalia is
greater in Latin America, explaining the present
difference. The diagnosis is still delayed in developing

countries because of limited access to para clinical test
for all patients.
On initial clinical presentation, advanced bone age
found in all the patients is related to the late age at
diagnosis. Garcia and al in Brazil in 2013 [23], had
advanced bone age in 71.43% (10 out of 14) in a
population diagnosed and treated before age of
4 months. This highlights the fact that even under
treatment, risk of excess androgens circulating is still
high. This seems to be controlled in 3 daily doses of
hydrocortisone [24].
The most found type of enzyme deficiency was 11β-
OH in 78.9%, which is in contradiction to literature
where the deficit in 21-OH (21 Hydroxylase) is
recognized as the most common, with a prevalence
more than 90% [25, 26]. Indeed in absence of neonatal
screening, many children with 21-OH deficiency died
during the neonatal period. This also explains the low
number of boys in our study population.
A child in our study had dilated cardiomyopathy
diagnosed at 1 year and a clinical improvement was
observed upon initial hormone replacement therapy.
A similar case was described in Kuwait. Al Jarallah
and al in 2004 [27], published a case of rapidly
reversible dilated cardiomyopathy. The congestive

Fig. 2 Diastolic blood pressure of the study population

Table 3 Average comparisons of left ventricular ejection fraction, stroke volume, cardiac output, cardiac index, fractional shortening

Cases Controls P value

LVEF % mean (range, SD) 71.95 (60–83, 7.8) 69.29 (51–92, 7.9) 0.238

SV ml/m2, mean (range, SD) 47.56 (20.1–72.6, 13.58) 43.15 (24.5–72.6, 10.83) 0.190

LVFS % mean (range, SD) 40.67 (31.10–51.16, 7.02) 37.25 (25.78–49.61, 5.64) 0.052

Cardiac output L/min, mean (range, SD) 3.376 (0.87–7.06, 1.54) 3.58 (1.55–5.88, 1.11) 0.620

Cardiac index, mean (range, SD)
L/min/m2

4.40 (2.23–6.10, 1.07) 4.38 (2.63–6.55, 0.94) 0.939

LEVF Left Ventricular Ejection Fraction, SV Stroke Volume, LVFS left ventricular fractional shortening, SD Standard Deviation
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heart failure and dilated ventricles declined with the
introduction of hydrocortisone.

II. Blood pressure and Cardiac function
Blood pressure was higher in cases than controls,
either systolic or diastolic. Various studies found
similar results: Rodrigues and al [21] and Subbarayan
and al [28], found a systolic blood pressure higher
among cases.
Reasons for increase in cardiovascular risk of CAH
patients are not totally elucidated. Could high levels
of androgens have a vasoconstrictor effect? [29–31].
Moreover, the deficit type involved (11-β OH) has a
mineralocorticoid effect by the accumulation of 11-
deoxycorticosterone [25, 32]. The likely involvement
of treatment with glucocorticoids, resulting in a
compromise between the advantages and disadvantages
[21]. In 2014, AMR and al in Egypt have shown a rise
in cardiovascular risk in CAH patients, but no
correlation was found between the different variables
and the average daily dose of hydrocortisone. The
hypothesis of a cumulative effect of steroid treatment
over the years was issued [21, 33]. But our study
population is young and treated with doses according
to recommendations [1, 25].
1. Systolic function of the left ventricle

The variables studied to assess left ventricular
systolic function were all within normal values for
average, but higher in cases than in controls.
Although the differences were not statistically
significant. The small differences in means between

controls and patients could be potentially due to
differences in body composition or fitness level.
Metwalley and al in Egypt in 2015 [10] studied the
left ventricular dysfunction and subclinical
atherosclerosis in children and adolescents with
classic CAH. He did not found difference between
the systolic function of the cases and the controls.
However the LVEF of 70.5 ± 3.6 and the LVFS% of
39.2 ± 2.1 were higher than those of controls as in
our study.
LVEF expresses the degree of emptying of the left
ventricle. It quantifies the capacity of it and arteries
to maintain adequate cardiac output under changing

Table 4 Average comparisons of E and A waves velocities, E/A
ratio and mitral deceleration time

Cases Controls P value

E wave velocity
mean (range, SD)
m/s

0.80 (0.33–1.27, 0.32) 0.99 (0.76–1.37, 0.13) 0.081

A wave velocity
mean (range, SD)
m/s

0.76 (0.36–1.53, 0.35) 0.57 (0.38–0.74, 0.10) 0.082

E/A RATIO mean
(range, SD)

1.38 (0.37–3.53, 0.96) 1.80 (1.27–2.61, 0.33) 0.069

Mitral deceleration
time ms
mean (range, SD)

147.48 (78–228, 42.81) 137.47 (66–222, 40.3) 0.406

Table 5 Comparison of averages TAPSE and pulmonary artery
systolic pressure between the two groups

Cases Controls P value

TAPSE mean
(range, SD) mm

19.86 (12.9–25.8, 3.44) 20.18 (1.9–32.2, 4.49) 0.785

Systolic pulmonary
pressure mean
(range, SD) m/s

13.16 (7–25, 4.68) 15.56 (8.5–24.5, 3.96) 0.047

TAPSE Tricuspid Annular Plane Systolic Excursion

Table 6 Comparison of left ventricle’s diastolic and systolic
diameters, left atrium diameter and left ventricular mass

Cases Controls P value

LVDd mean
(range, SD)
mm/m2

35.99 (19.4–47.3,7.9) 35.46 (24.1–47.1, 4.94) 0.755

LVSd mean
(range, SD)
mm/m2

21.31 (9.7–28, 4.90) 22.22 (13.8–32.2, 3.55) 0.427

LAD mean
(range, SD)
mm/m2

23.41 (13.6–32.7, 4.62) 22.71 (16.3–31.7, 3.64) 0.534

LVMI mean
(range, SD)
g/m2.7

46.02 (25–84.67, 17.14) 31.64 (20.2–46.9, 7.64) 0.000

LVDd Left Ventricular Diastolic diameter, LVSd Left Ventricular Systolic diameter,
LAD Left Atrial Diameter, LVMI Left Ventricular Mass Index
The bold texts represent the result with a statistically significant differences

Table 7 Correlation between cardiac function parameters and
age at diagnosis

Parameters correlation coefficient
(Spearman)

P value

LVEF -0.1 0.685

SV 0.382 0.106

LVFS 0.004 0.988

LVMI 0.148 0.544

Cardiac output 0.441 0.059

Cardiac index 0.202 0.408

E/A Ratio 0.247 0.307

E wave velocity 0.191 0.434

A wave velocity −0.257 0.289

Mitral deceleration time 0.371 0.118

LAD 0.492 0.033

TAPSE 0.447 0.055

Systolic pulmonary pressure −0.057 0.817

Aortic diameter 0.825 0.000

LEVF Left Ventricular Ejection Fraction, SV Stroke Volume, LVFS Left Ventricular
Fractional Shortening, LVMI Left Ventricular Mass Index, LAD Left Atrial Diameter,
TAPSE Tricuspid Annular Plane Systolic Excursion
The bold texts represent the result with a statistically significant differences
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load conditions and / or contractility [34]. Its
prognosis value comes from the functional reserves
and adaptability to hemodynamic conditions it
expresses. This increase in systolic left ventricular
activity found among cases may reflect a myocardial
stimulation by androgens [3].

2. Diastolic function of the left ventricle
The E wave velocity and E / A ratio were higher
in controls than in cases. In contrast the A wave
velocity was higher in cases than in controls.
There was no statistically significant difference.
The cases deceleration time varied between 78
and 228 ms, which is higher than the controls.
This reflects an impaired relaxation function of
the left ventricle of cases compared to controls.
Metwalley in Egypt, found similar results [10]: an
E / A ratio lowered and an extension of time of
mitral deceleration and iso volumetric relaxation,
indicating left ventricular dysfunction with very
significant values p < 0.001. In our study this
difference was not statistically significant probably
because our children were younger. This situation
resulted from longer exposure to androgens
whose stimulatory activity on the heart was seen
with the rise of systolic settings, an abnormal
relaxation of the most sought muscle [3, 35].

3. Right ventricular function
In our study it was assessed mainly by systolic
excursion of the plan of the tricuspid annulus. No
differences were found between cases and

controls for TAPSE. Systolic pulmonary pressure
was statistically higher in cases than controls with
a mean of 19.86 ± 3.44 mm. Alteration of right
ventricular function is usually secondary to left
heart failure. However, it can be isolated when it
is due to certain lung diseases, right heart or
pericardial diseases. Assessment of right ventricular
function is, in terms of daily practice, extrapolated
over the measures taken left [36]. The
echocardiography of the right ventricle faces several
difficulties, the main ones being represented by its
size and its position in the thorax and especially by
its special geometry shaped distorted prism [36].
This explains the difficulties of studying right
ventricular function in daily practice and a lack of
work on this subject allowing us to compare our
results with those of other authors [12].

4. Cardiac cavities
The left ventricle mass index of the cases was
statistically higher than controls. This reflects left
ventricular hypertrophy which could be explained
by the recognized trophic effect of androgens on
cardiomyocytes. All this leading also to an abnormal
relaxation of the cardiac muscle [35, 37].

III. Correlation between cardiac function parameters
and disease determinants
A strong correlation was found between the diameter
of the left atrium and age at diagnosis. A delayed age
at diagnosis, lead to a prolonged exposure to high
levels of androgens with their hypertrophic effect on
the myocardium [35, 37]. The correlation is even
stronger with the diameter of the aorta,
coefficient = 0.825 and p = 0.00. This could be
due to a vasodilator effect at high doses of androgens
established in some studies [31].
Through inhibition of depolarizing calcium influx, it
has been established that in humans, their injection
at physiological and supra physiological concentrations
induces expansion (up to 4.5%) of the coronary artery
and improves coronary flow (up 17.5%) in subjects
with arteriosclerotic coronary lesions [3].
A negative significant correlation would have been
expected between the duration of the treatment and
the cardiac mass, but it is not the case in our study.
This highlights the importance of treatment compliance
and patients being controlled, for better assessment of
the relationship between treatment duration and
cardiac mass.

Conclusions
This study showed that the cases had a greater systolic
function than the controls, consequently increasing con-
tractility. It also showed an increased left ventricular

Table 8 Correlation between the parameters of cardiac function
and the duration of treatment

Parameters Correlation coefficient
(Spearman)

P value

LVEF 0.31 0.239

SV 0.169 0.531

LVFS 0.34 0.19

LVMI -0.049 0.857

Cardiac output 0.48 0.061

Cardiac index −0.09 0.739

E/A ratio −0.34 0.188

E wave velocity −0.42 0.098

A wave velocity 0.11 0.68

Mitral deceleration time 0.51 0.04

LAD 0.44 0.086

TAPSE 0.72 0.002

Systolic pulmonary pressure −0.45 0.075

Aortic diameter 0.37 0.159

LEVF Left Ventricular Ejection Fraction, SV Stroke Volume, LVFS Left Ventricular
Fractional Shortening, LVMI Left Ventricular Mass Index
The bold texts represent the result with a statistically significant differences
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mass among cases leading to an altered relaxation of the
left ventricle. These abnormalities were highly correlated
to the late age at diagnosis and duration of treatment.
This hence the necessity to introduce systematic neo-
natal screening for CAH to ensure early diagnosis and
treatment, along with regular monitoring of heart func-
tion in children with CAH.

Abbreviations
11β-OH: 11 Beta-hydroxylase; 21-OH: 21 Hydroxylase; BMI: Body mass index;
CAH: Congenital adrenal hyperplasia; LAD: Left atrial diameter; LVDd: Left
ventricular diastolic diameter; LVEF: Left ventricular ejection fraction;
LVFS: Left ventricular fractional shortening; LVMI: Left ventricular mass index;
LVSd: Left ventricular systolic diameter; MCC/CBF: Mother and Child Center
of the Chantal Biya Foundation; SV: Stroke volume; TAPSE: Tricuspid annular
plane systolic excursion

Acknowledgments
1. Surrénales Cameroun’s Association (SURCAM).
2. All the controls and their families.
3. BILONG Josué Armand for the statistical analysis.
4. All the medical students and nurses in the cardiology and endocrinology
units of the MCC/CBF.

Funding
No funding.

Availability of data and materials
The datasets generated and/or analyzed during the current study are not
publicly available due to exclusively scientific purpose use, but are available
from the corresponding author on reasonable request.

Authors’ contributions
Study concept and design SNU, TNJ. Literature review TNJ, SNU, KNP. Data
collection and interpretation, TNJ, SNU, CD, MBR, MTF, BJ, CA, KS. Statistical
analysis TNJ, SNU. Writing TNJ, SNU, MBR. Review SNU, MBR, CD, BJ, CA, KS,
KNP. Study supervision: KNP. All authors read and approved the final manuscript.

Competing interest
The authors declare that they have no competing interests.

Consent for publication
Not applicable.

Ethics approval and consent to participate
The study received ethical approval from the Institutional Ethical Review Board
of the Faculty of Medicine and Biomedical Sciences of Yaounde 1 University.
Parents or guardians provided written consent to participate for study
participants <16 years.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Faculty of Medicine and Biomedical Sciences of Yaounde I University, P.O
Box: 14855, Yaounde, Cameroon. 2Mother and Child Centre of the Chantal
Biya Foundation, Yaounde, Cameroon. 3Yaounde General Hospital, Yaounde,
Cameroon. 4Yaounde Gyneco Obstetric and Pediatric Hospital, Yaounde,
Cameroon.

Received: 30 December 2016 Accepted: 6 April 2017

References
1. Speiser PW, White PC. Congenital adrenal hyperplasia. N Engl J Med. 2003;

349(8):776–88.

2. Martin KCN. New perspectives on Mars and Venus: Unravelling the role of
androgens in gender differences in cardiovascular biology and disease.
Heart Lung Circ. 2007;16(3):185–92.

3. Smeets L, Legros J-J. Cœur et androgènes. /data/revues/00034266/
00650002/163/ [Internet]. 2008 [cited 2016 Aug 4]; Available from: http://
www.em-consulte.com/en/article/75986

4. Wierzbicka-Chmiel J, Chmiel A, Kajdaniuk D, Marek B. Vascular and cardiac
function in young adults with classical congenital adrenal hyperplasia. 2015
[cited 2017 Feb 18]; Available from: http://www.endocrine-abstracts.org/ea/
0037/ea0037GP.16.08.htm

5. Cornean RE, Hindmarsh PC, Brook CG. Obesity in 21-hydroxylase deficient
patients. Arch Dis Child. 1998;78(3):261–3.

6. Sartorato P, Zulian E, Benedini S, Mariniello B, Schiavi F, Bilora F, et al.
Cardiovascular risk factors and ultrasound evaluation of intima-media
thickness at common carotids, carotid bulbs, and femoral and abdominal
aorta arteries in patients with classic congenital adrenal hyperplasia due to
21-hydroxylase deficiency. J Clin Endocrinol Metab. 2007 Mar;92(3):1015–8.

7. Charmandari E, Weise M, Bornstein SR, Eisenhofer G, Keil MF, Chrousos GP,
et al. Children with classic congenital adrenal hyperplasia have elevated
serum leptin concentrations and insulin resistance: potential clinical implications.
J Clin Endocrinol Metab. 2002;87(5):2114–20.

8. Roche EF, Charmandari E, Dattani MT, Hindmarsh PC. Blood pressure in
children and adolescents with congenital adrenal hyperplasia (21-hydroxylase
deficiency): a preliminary report. Clin Endocrinol. 2003;58(5):589–96.

9. Bhatia S, Muranjan MN, Lahiri KR. Left ventricular failure due to a rare variant
of congenital adrenal hyperplasia. Indian J Pediatr. 2012;79(9):1241–3.

10. Metwalley KA, Farghaly HS, Sherief T. Left ventricular dysfunction and
subclinical atherosclerosis in children with classic congenital adrenal
hyperplasia: a single-center study from upper Egypt. Eur J Pediatr. 2016;
175(3):405–12.

11. Marra AM, Improda N, Capalbo D, Salzano A, Arcopinto M, De Paulis A, et al.
Cardiovascular abnormalities and impaired exercise performance in
adolescents with congenital adrenal hyperplasia. J Clin Endocrinol Metab.
2015;100(2):644–52.

12. Kampmann C, Wiethoff CM, Wenzel A, Stolz G, Betancor M, Wippermann CF,
et al. Normal values of M mode echocardiographic measurements of more
than 2000 healthy infants and children in Central Europe. ResearchGate.
2000;83(6):667–72.

13. Schmitz L, Koch H, Bein G, Brockmeier K. Left ventricular diastolic function in
infants, children, and adolescents. Reference values and analysis of morphologic
and physiologic determinants of echocardiographic Doppler flow signals during
growth and maturation. J Am Coll Cardiol. 1998;32(5):1441–8.

14. Ubertini G, Bizzarri C, Grossi A, Gimigliano F, Ravà L, Fintini D, et al. Blood
pressure and left ventricular characteristics in young patients with classical
congenital adrenal hyperplasia due to 21-Hydroxylase deficiency. Int J Pediatr
Endocrinol. 2010;2009(1):1.

15. Hanevold C, Waller J, Daniels S, Portman R, Sorof J. International pediatric
hypertension Association. The effects of obesity, gender, and ethnic group
on left ventricular hypertrophy and geometry in hypertensive children: a
collaborative study of the international pediatric hypertension Association.
Pediatrics. 2004;113(2):328–33.

16. Daniels SR. Hypertension-induced cardiac damage in children and adolescents.
Blood Press Monit. 1999;4(3–4):165–70.

17. De Simone G, Daniels SR, Devereux RB, Meyer RA, Roman MJ, de Divitiis O,
et al. Left ventricular mass and body size in normotensive children and
adults: assessment of allometric relations and impact of overweight. J Am
Coll Cardiol. 1992;20(5):1251–60.

18. Simone GD, Devereux RB, Daniels SR, Mureddu G, Roman MJ, Kimball TR, et
al. Stroke volume and cardiac output in Normotensive children and adults.
Circulation. 1997;95(7):1837–43.

19. Warburton DER, Nicol CW, Bredin SSD. Health benefits of physical activity:
the evidence. CMAJ Can Med Assoc J. 2006 Mar 14;174(6):801.

20. Sowande OA, Adejuyigbe O. Management of ambiguous genitalia in ile ife,
Nigeria: challenges and outcome. Afr J Paediatr Surg. 2009;6(1):14.

21. Rodrigues TMB, Barra CB, Santos JLS, Goulart EMA, Ferreira AVM, Silva IN, et
al. Cardiovascular risk factors and increased carotid intima-media thickness in
young patients with congenital adrenal hyperplasia due to 21-hydroxylase
deficiency. Arch Endocrinol Metab. 2015;59(6):541–7.

22. Abdullah MA, Saeed U, Abass A, Lubna K, Weam A, Ali AS, et al. Disorders of
sex development among Sudanese children: 5-year experience of a pediatric
endocrinology clinic. J Pediatr Endocrinol Metab. 2012;25:1065–72.

Tony Nengom et al. BMC Pediatrics  (2017) 17:109 Page 7 of 8

http://www.em-consulte.com/en/article/75986
http://www.em-consulte.com/en/article/75986
http://www.endocrine-abstracts.org/ea/0037/ea0037GP.16.08.htm
http://www.endocrine-abstracts.org/ea/0037/ea0037GP.16.08.htm


23. Garcia PA, Schueftan DLG, Farias MLF, Beserra ICR, Schueftan DLG, Carvalho
LM. Bone mineral density in children and adolescents with congenital adrenal
hyperplasia. Int J Endocrinol. 2014;2014:806–95.

24. Hindmarsh PC. Management of the child with congenital adrenal hyperplasia.
Best Pract Res Clin Endocrinol Metab. 2009;23(2):193–208.

25. Kliegman R, Stanton BF, St. Geme III JW, Schor NF, Behrman RE. Congenital
adrenal hyperplasia and related disorders. Nelson Textbook of Pediatrics.
19th ed. USA: Elsevier; 2011. p. 1930–1938.

26. Forest MG, Tardy V, Nicolino M, David M, Morel Y. 21-Hydroxylase deficiency: an
exemplary model of the contribution of molecular biology in the understanding
and management of the disease. Ann Endocrinol. 2005;66(3):225–32.

27. Al Jarallah AS. Reversible cardiomyopathy caused by an uncommon form of
congenital adrenal hyperplasia. Pediatr Cardiol. 2004;25(6):675–6.

28. Subbarayan A, Dattani MT, Peters CJ, Hindmarsh PC. Cardiovascular risk
factors in children and adolescents with congenital adrenal hyperplasia due
to 21-hydroxylase deficiency. Clin Endocrinol. 2014;80(4):471–7.

29. Reckelhoff JF, Roman RJ. Androgens and hypertension: role in both males
and females? Hypertension. 2011;57(4):681–2.

30. Recklhoff JF. Gender differences in the regulation of blood pressure. Hypertens
J Am Heart Assoc. 2001;37:1199–208.

31. Jones RD, Hugh Jones T, Channer KS. The influence of testosterone upon
vascular reactivity. Eur J Endocrinol. 2004;151(1):29–37.

32. Cerame BI, New MI. Hormonal hypertension in children: 11beta-hydroxylase
deficiency and apparent mineralocorticoid excess. J Pediatr Endocrinol
Metab. 2000;13(9):1537–47.

33. Amr NH, Ahmed AY, Ibrahim YA. Carotid intima media thickness and other
cardiovascular risk factors in children with congenital adrenal hyperplasia.
J Endocrinol Investig. 2014;37(10):1001–8.

34. Robotham JL, Takata M, Berman M, Harasawa Y. Ejection fraction revisited.
Anesthesiology. 1991;74(1):172–83.

35. Wilson C, Maas R, Estrada M. Cardiovascular Effects of Androgens. Basic and
Clinical Endocrinology Up-to-Date,. Chile: Intech; 2011. p. 63–78.

36. Ho S, Nihoyannopoulos P. Anatomy, echocardiography, and normal right
ventricular dimensions. Heart. 2006;92(1):2–13.

37. Thum T, Borlak J. Testosterone, cytochrome P450, and cardiac hypertrophy.
Fed Am Soc Exp Biol. 2002;16(12):1537–49.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Tony Nengom et al. BMC Pediatrics  (2017) 17:109 Page 8 of 8


	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Results
	Discussion
	Conclusions
	Abbreviations
	Acknowledgments
	Funding
	Availability of data and materials
	Authors’ contributions
	Competing interest
	Consent for publication
	Ethics approval and consent to participate
	Publisher’s Note
	Author details
	References

