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Obese Children May Face Heart Failure in Their 20s

BY BETSY BATES
Los Angeles Bureau

SNowMAss, CoLo. — The complica-
tions of type 2 diabetes mellitus are oc-
curring so rapidly in children that cardi-
ologists should brace for seeing congestive
heart failure patients dying in their 40s, an
endocrinologist predicted at a conference
sponsored by the Society for Cardiovas-
cular Angiography and Interventions.

“It doesn’t take 15 years for the compli-
cations [of pediatric type 2 diabetes] to de-
velop,” stressed Dr. Kathleen Wyne, who
serves in the division of endocrinology
and metabolism at the University of Texas
at Dallas.

About 10 years ago, when obese youth
and adolescents began being diagnosed with
type 2 diabetes, endocrinologists predicted

it would take

‘If I've got many years for
grandparents in Lhem to develop

) ypertension,
their 40s and 50s  albuminuria,
with diabetes and ~ "etinopathy,and

cardiovascular
complications
of the disease
because, unlike
their adult coun-
terparts, they
did not have a
decade or more
of preceding in-
sulin resistance.

That’s turning out to be a false as-
sumption, and children with type 2 dia-
betes are demonstrating “all of the com-
plications we see in adults,” within 5-6
years of their diagnoses, Dr. Wyne said at
the meeting, also sponsored by the Amer-
ican College of Cardiology.

Compared with adolescents who have
type 1 diabetes, those with type 2 diabetes
have more obesity, overweight, hyperten-
sion, high triglycerides, low HDL choles-
terol, microalbuminuria, and retinopathy.
“Once you start seeing [those symptoms],
you know the process has already started,
and you need to look for other complica-
tions,” said Dr. Wyne.

By putting numbers on the problem, Dr.
Wyne reported that in Dallas County
alone, children seen in outpatient clinics
for obesity, dietary surveillance, abnor-
mal weight gain, or acanthosis nigricans
soared from 665 in 2001 to 1,378 in 2005.
Diagnoses of type 2 diabetes more than
doubled, from 69 to 137.

Texas academic centers are currently
seeing 250 children a year with type 2 di-
abetes, aged 4-16 years. “This is not a dis-
ease of kids postpubertal. This goes the
full range of kids’ [ages],” she said.

If an estimated one-third of adults with
diabetes are undiagnosed, then the per-
centage could be much higher in chil-
dren, according to Dr. Wyne. Based on
obesity rates among the 1 million children
in Houston, for example, there could be
5,600 children with “silent” type 2 diabetes
in that city alone, she said.

One practical suggestion to prevent car-
diovascular catastrophes in young adults is
to screen children early and screen them
often, using two important risk factors: a

heart disease and
they have a fat
little [grand]kid, |
know that kid is
heading in that
direction.’

family history of diabetes and obesity.

Lifestyle interventions are the first line
of therapy of youth and adolescents, just
as in adults. Almost always, the whole fam-
ily is involved in dietary and exercise pat-
terns that put them at risk for diabetes, so
interventions must be familywide.

If those steps fail to produce results, Dr.
Wyne said she prescribes ACE inhibitors,
statins, and angiotensin Il receptor block-
ers (ARBs) to symptomatic teenagers and
younger children. “What | don’t know [is

how to treat] newly diagnosed youth and
adolescents who have no complications
yet,” she said.

Often, she makes emotional appeals to
the parents and grandparents of children
who seem destined for the cardiac catheter-
ization laboratory in young adulthood.

“If I've got grandparents in their 40s and
50s with diabetes and heart disease and
they have a fat little [grand]kid, | know that
kid is heading in that direction,” she said.

County hospitals in Texas are currently

seeing patients with congestive heart fail-
ure in their 30s, 40s, and 50s, said Dr.
Whyne. She’s been diagnosing elementary
school children with type 2 diabetes for 10
years, and they’re been developing com-
plications in 5-6 years.

The math suggests that some of these
children will develop heart failure in
their 20s and 30s, she said. “A few years
ago, it struck me that this is going to be
a generation in which parents are bury-
ing their children.” m
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Hypoglycemia is the most common
adverse effect of all insulin therapies,

insulin dose should be made cautiously

with type 1 diabetes mellitus or adult patients
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can help your patients get to goal with up to 24 hours of glycemic

control. Patients with diabetes can experience a consistent blood

glucose response from injection to injection. Less weight gain was

observed with Levemir in 12 of 12 clinical trials.* And Levemir is

available in the Levemnir® FlexPen®. FlexPen™ is the world's #1 selling

prefilled insulin pen.' So start your patients

with diabetes on Leverir,

and help them experience the light side of basal insulin.

and only under medical supervision.
Concomitant oral antidiabetes treatment
may require adjustment.

Levemir is not to be used in insulin
infusion pumps. Inadequate dosing or
discontinuation of treatment may lead to
hyperglycemia and, in patients with type 1
diabetes, diabetic ketoacidosis. Insulin may
cause sodium retention and edema,
particularly if previously poor metabolic
control is improved by intensified insulin
therapy. Dose and timing of administration
may need to be adjusted to reduce the risk
of hypoglycemia in patients being switched
to Levemir from other intermediate or long-
acting insulin preparations. The dose of
Levemir may need to be adjusted in patients
with renal or hepatic impairment.

Other adverse events commonly associated
with insulin therapy may include injection site
reactions (on average, 3% to 4% of patients

in clinical trials) such as lipodystrophy, redness,
pain, itching, hives, swelling, and inflammation
*Whether these observed differences represent
true differences in the effects of Levemir and
NPH insulin is not known, since these trials
were not blinded and the protocols (eg, diet
and exercise instructions and monitoring)
were not specifically directed at exploring
hypotheses related to weight effects of the
treatments compared. The clinical significance
of the observed differences in weight has

not been established.
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