EDITORIAL CORRESPONDENCE

Measuring resﬁng energy
expenditure in pediatics

To the Editor:

We read with interest the study by Kaplan et al.! and particularly
the editorial by Pancharz and Azcue® on the measurement of rest-
ing energy expenditure (REE) in clinical practice.!-? We agree that
REE measurereants in children are frequently necessary to provide
a good clinical “energy diagnosis™ and treatment in patients with
failure to thrive. protein-energy malnurrition. or obesity. Although
REE is 65% to 75% of totaj daily energy expendimre. the assess-
ment of this compartment is invaluable in these cases because dis-
ease causes an increase in the energy expenditure v;u-iability.3

The editorial suggests that REE does nor change significantly
with the tdme of day that the evaluation is performed. However,
severa] investigators have shown that REE has a high intraddy vani-
ability that can be reduced if the measurement corditions are stan-
darized, as occur with other biologic variables as blood pressure. We
currently measure REE at the same time of day. after adequate time
for nutrient absorption. and after 30 minutes of rest. After perform-
‘ing more than 1000 calorimetric measurements in our laboratory,
we have observed that the measurement of REE is nearly impos-
sible in healthy children who weigh less than 8 kg, because we can-
not expect them to remain at rest or in fasting conditions before and

during the test. In those cases, we should measure energy expendi-

wure for a period long enough to obtain a representative value of the

total daily energy expenditure (3 hours or more for a newbom in-

fant), or we must use the published equations to predict energy ex-
penditure, ’ :

Because REE is closely related to body cell mass, it is logical that

Kaplan et al.! observe that it is better to predict REE from height

and weight than from weight only. In effect, as previously

published.* 89%. 91%, or 96% of the variance in REE can be ex-

plained by weight. weight and height. or lean body mass. respec-

tively, ina very large hospitalized pediatric population. Ir: our study,

we developed REE prediction equarions with the measured lean

body mass because this is the variable that accounts for the greater

variabifity of REE.
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Effect of weight reduction on serum
fransaminase activities in children
with simple obesity

To the Editor:

We read with interest the article by Vajro et al.,! who described
a correlation between weight reduction and serum transaminase ac-
tivities in obese children. Abnormal resuits of liver tests are com-
monly observed in both adelts and children with obesity.1?
Although most are suspected of having fatty liver associated with
simple obesiry. there is no easy way 1o reliably exclude primary liver
disease. Weight reduction may be the best method to solve such a
dilemma. Normalization of hepatic test resulis required a 10%
weight reduction: the duration recommended was not reported.!->
Hence we conducted a 3-month observation study to examine the
fact reported by Vajro et al.

Our swedy included 73 obese children (6% boys and 4 girls) rang-
ing from 6 to 14 years of age, who were referred to our outpatient
clinics because of persistent elevation of serum aspartate ami-
notransferase/alanine aminotransferase (AST/ALT) of unknown
origin. Genetic causes of obesity were clinically excluded, and pri-
mary Yver diseases were ruled out by a battery of pertinent exam-
inations (serum antigen and antibody tests for hepatisis A, B, and
C viruses, cysomegalovires, Epstein-Barr virus and herpesvirus,
antinuciear antibodies. ceruloplasmin. oj-antitrypsin, sweat chlo-
ride test, amino acids, urinary reducing sugar, fasting blood sugar,
ammonia, and virasound tomography). All patients received no
medication. We recommended both dietary and exercise measures
for weight reduction, The outpatients were rewospectively divided

" into four groups, according to the percentage changes in weight af-

ter 3 months: group A, weight foss >5%: group B, weight loss of
=5%; group C, an increase of <5%: group D, an increase >5%.
There were no significant differences in terms of body height,
weight, excess weight, and age among the four groups before weight
reduction recommendations. To evalvate the effect of weight

“reduction on serum AST/ALT activity. the absolute change in

AST/ALT and the percentage with retum to normal levels of AST/
ALT were examined, The changing rates of serum AST/ALT sig-
nificantly correlated with the grades of weight reduction, respec-
tively (r=056, p 0.01; r=060, p <0.01). The frequency of
normalization or improvement in serum ansaminase activities also
correlated with the grades of weight reduction. In group A {n = 10),
all 10 patients had improvement with normalization of both AST
and ALT activity in 7 patients. In group B (n=26), B8% showed
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