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LVH Risk Is Higher Among
African American Children

BY MIRIAM E. TUCKER

BALTIMORE — In 139 children who
had primary hypertension, the risk for
left ventricular hypertrophy was even
greater for African Americans than for
non-African Americans in a cross-sec-
tional review.

The children, aged 3-21 years, after be-
ing evaluated for hypertension at one of
three tertiary medical centers between
1997 and 2005, were ultimately diag-
nosed with primary hypertension and
underwent echocardiography. The over-
all prevalence of left ventricular hyper-
trophy (LVH) was 42% in the entire
group. Of the 35 African American chil-
dren, 21 (60%) had LVH, compared with
38 (37%) of the 104 non—African Amer-
ican children. The difference was statis-
tically significant, Dr. Cozumel S. Pruette
said at the annual meeting of the Pedi-
atric Academic Societies.

“African American children with pri-
mary hypertension may need more ag-
gressive screening for additional cardio-
vascular risk factors. However, regardless
of race, all children with primary hy-
pertension are deserving of close follow-
up due to the high prevalence of LVH
that we noted in our study,” said Dr.
Pruette, a fellow in pediatric nephrology
at Johns Hopkins University, Baltimore.

There were no differences within each
racial group in mean age, sex, height per-
centile, or family history of hyperten-
sion. Levels of systolic and diastolic
blood pressure—assessed by both blood
pressure index and 24-hour ambulatory
blood pressure monitoring—were not
associated with the presence of LVH in
African American or non-African Amer-
ican children.

The body mass index z score was sig-
nificantly higher in both the African
American and non-African American
groups with LVH (2.0 and 1.8, respec-
tively) than in those two groups without
LVH (1.3 and 1.4), but did not differ by
race.

Total cholesterol was significantly
higher in the African American children
with LVH (195 mg/dL) than in those
without LVH (151 mg/dL). This differ-
ence was not present in non-African
American children (163 mg/dL with
LVH vs. 166 mg/dL without). However,
mean total cholesterol was significantly
higher in African American children with
LVH than in non-African American chil-
dren with LVH (195 vs. 163 mg/dL).

“Given our findings, in children re-
ferred for primary hypertension, African
American children may be at increased
cardiovascular risk, due to their increased
prevalence of LVH, higher total choles-
terol levels and high BMI z scores at the
time of initial referral,” she concluded.

Asked about the duration of hyper-
tension in the children by session mod-
erator Dr. Douglas M. Silverstein of
Louisiana State University in New Or-
leans, given that “LVH can happen rela-
tively quickly and can also recede very

quickly over a period of months to
years,” Dr. Pruette said, “We don’t have
any information on how long these chil-
dren were hypertensive, and some may
be further into their disease state than
others. That’s something we hope to
capture in future studies.”

Dr. Pruette stated that she had no rel-
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Indications and usage

Levemir® is indicated for once- or twice-
daily subcutaneous administration for
the treatment of adult and pediatric
patients with type 1 diabetes mellitus
or adult patients with type 2 diabetes
mellitus who require basal (long-acting)
insulin for the control of hyperglycemia.

Important safety information

Levemir® is contraindicated in patients
hypersensitive to insulin detemir or one
of its excipients.

Hypoglycemia is the most common
adverse effect of all insulin therapies,
including Levemir®. As with other
insulins, the timing of hypoglycemic
events may differ among various
insulin  preparations.  Glucose
monitoring is recommended for all
patients with diabetes. Levemir® is not
to be used in insulin infusion pumps.
Any change of insulin dose should
be made cautiously and only under
medical supervision. Concomitant
oral antidiabetes treatment may
require adjustment.

Inadequate dosing or discontinuation
of treatment may lead to hyperglycemia
and, in patients with type 1 diabetes,
diabetic ketoacidosis. Levemir® should
not be diluted or mixed with any

Please see brief summary of Prescribing Information on adjacent page.
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other insulin preparations. 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®, NPH insulin, and insulin
glargine is not known, since these trials
were not blinded and the protocols
(eg, diet and exercise instructions
and monitoring) were not speifically
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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For your patients with type 2 diabetes,
start once-daily Levemir®

Levemir® helps patients with diabetes achieve
their A1C goal .23
e 24-hour action at a once-daily dose*>
¢ Provides consistent insulin absorption
and action, day after day*®”’
e Less weight gain®*

To access complimentary e-learning programs,

visit novomedlink.com/Levemir
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