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Abstract
Background: Treatment in all forms of Congenital Adrenal Hyperplasia (CAH) includes lifelong replacement of steroids. Steroids 
have an impact on bone health in multiple ways and are known to cause osteoporosis when given in high doses or for a longer 
duration.
Objective: To evaluate bone mineral density (BMD), using dual-energy X-ray absorptiometry (DEXA) scan in children with CAH 
taking long-term steroids presenting in the pediatric endocrinology ward of National Institute of Child Health, (NICH) Karachi, Pakistan.
Materials and Methods: This cross-sectional study was performed at the Department of Pediatric Endocrinology, National Institute 
of Child Health, Karachi from October 2021 to July 2022. A total of 47 diagnosed cases of CAH taking steroids for more than 5 years 
were enrolled. Assessment of BMD was done using a DEXA scan. Lumbar spine BMD was done and Z-score was modified for height 
for age z-score. The dose of steroids and duration was calculated.
Results: Out of 47 patients, low BMD was observed in 8 (17.02%) patients. Individuals with low BMD had significantly higher median 
duration, (p=0.017), dose (p=0.003), and median alkaline phosphate level (p=0.036),) but low median BMD value (p=0.009) and z 
score (p<0.001) than normal BMD individuals. Although median bone age (p=0.009) was appropriate for chronologic age in low BMD 
patients. A moderate negative significant correlation was observed between z score and age (rho=-0.319, p=0.029), z-score and 
duration of steroid treatment (rho=-0.364, p=0.012), z score and alkaline phosphate (rho=-0.466, p=0.001), z score and bone age 
(rho=-0.378, p=0.009).
Conclusion: Low BMD was observed in 17% of children on the DEXA scan. Moreover, these individuals had significantly higher 
median average duration and dose of hydrocortisone.
Keywords: Bone Mineral Density (BMD), Congenital Adrenal Hyperplasia (CAH), Dual Energy X-Ray Absorptiometry (DEXA), 
steroids.

INTRODUCTION
Congenital adrenal hyperplasia (CAH) is a group of 
rare genetic disorders characterized by a deficiency 
of enzymes, responsible for the formation of cortisol, 
aldosterone, or both [1]. Its incidence is 1:10000 to 
1:20000 births [1]. 21-hydroxylase deficiency is the most 
common genetic mutation and is found in more than 90% 
of cases. Disease presentation is variable depending on 
the severity of the enzymatic defect. Phenotypically it is 
divided into classic and non-classic forms [2]. The error 
in the synthetic pathway causes a deficiency of cortisol 
and sometimes aldosterone with the excess synthesis 
of androgen, resulting in salt wasting and ambiguous 
genitalia in female born. Treatment in all forms of CAH 
includes life-long replacement of steroids along with 
mineralocorticoids when needed [3]. 

Steroids have an impact on bone health in multiple 
ways and are known to cause osteoporosis when given 
in high doses or for a longer duration. Steroids tend to 
reduce the gut’s ability to absorb calcium [4], altering the 
balance between osteoblasts and osteoclasts cells [5] 
while androgens have a good effect on bone health as 

they cause stimulation of bone-forming cells [6]. Patients 
with CAH assume a lifelong glucocorticoid therapy which 
may increase the risk of osteoporosis and non-traumatic 
bone fractures with significant morbidity and reduction 
in quality of life. So, the bone health of these patients 
needs monitoring. 

Multiple studies have been conducted on children with 
CAH in different parts of the world which have shown 
variable results of steroid effect on BMD but no such 
study has been conducted in Pakistan so far. Therefore, 
the present study aimed to know the effect of steroids 
on bone health in children with CAH. The objective of 
this study was to evaluate bone mineral density (BMD), 
using a dual-energy X-ray absorptiometry (DEXA) scan 
in children with congenital adrenal hyperplasia (CAH) 
taking long-term steroids.

MATERIALS AND METHODS
This cross-sectional study was conducted at the 
Endocrinology Department of “The National Institute of 
Child Health (NICH)”, Karachi, Pakistan from October 
2021 to July 2022. The sample size was calculated 
using WHO software of sample size calculation, using 
the mean BMD of patients with CAH at the spine as 0.96 
g/cm2 [4]. Ethical approval was obtained from the NICH 
before conducting the study Ref No IERB-31/2021. 
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Signed informed consent was taken from the parents/
guardian before enrolment of the children.

Inclusion criteria: All diagnosed cases of CAH (diagnosed 
clinically and on biochemical analysis), of either gender 
taking steroids for more than 5 years were consecutively 
enrolled. Exclusion criteria: Children whose hepatic or 
renal disease affects bone mineral density, as well as 
those with other endocrine issues, chronic illness, or 
other conditions, were excluded. As patients with CAH 
have a deficiency in steroids so synthetic steroids are 
given in physiologic doses and this study aimed to see 
the risk of osteoporosis in children taking steroids in 
physiological doses for longer duration that do not require 
any supplements with vitamin D so we excluded patients 
already taking calcium or vitamin D supplementations. 

Detailed medical history of each patient including age, 
and duration of steroid treatment was obtained. All the 
children enrolled in the study were taking hydrocortisone 
as glucocorticoid replacement therapy and their dose 
was calculated. Anthropometric measures including 
height, weight, surface area, and BMI were measured. 
The blood sample of each child was collected for the 
evaluation of calcium, phosphorus, vitamin D levels, 
and alkaline phosphatase as markers of bone turnover. 
Bone age was calculated using the “Greulich and Pyle 
method” by performing X-rays of the left hand and wrist. 
A “Dual-energy X-ray absorptiometry (DEXA)” scan for 
BMD was done using a Hologic QDR machine. Using 
paediatric software, “total body bone mineral density 
(TBMD)” Z-scores were computed, and TBMD Z-scores 
were calibrated for height for age Z-scores. All the cases 
underwent the same laboratory and machine. Z-score 
between -1 to -2.5 SD was defined as osteopenia and 
below -2.5 SD as osteoporosis while Z-scores above -1 
SD were considered normal. DEXA was used to evaluate 
the BMD of the lumbar spine (L1-L4). Patient data were 
compared with standard data from the program and 
absolute values were transformed to Z-scores. DEXA 
scan assessed BMD utilizing spectral imaging. A special 
proforma was formed to record study information.

For statistical analysis, “Statistical Package for Social 
Sciences (SPSS)”, version 24.0 was used. Quantitative 
variables like age, weight, height, BMI, surface area, age 
at the time of diagnosis, age of starting of the treatment, 
average dose of hydrocortisone, duration of steroids 
treatment, and serum calcium, serum phosphorus, 
alkaline phosphate, vitamin D3, bone age, lumbar spine, 
and z-score were expressed as median and interquartile 
range. Frequencies and percentages were reported 
for qualitative variables like gender, residence, clinical 
manifestation, and low BMD. The median difference of 
quantitative variables with low BMD was explored using 
the Mann-Whitney-U test whereas the chi-square/Fisher-
exact test was applied to see the association of low 
BMD with categorical variables. In addition, Spearman’s 
correlation test was applied to see the relationship of the 
z-score with predicting variables. The p-value ≤0.05 was 
considered significant.

RESULTS
Of 47 patients, the median age was 9.50 (7.0-14.0) 
years while 27 (57.4%) patients were aged ≤10 years 
and 20 (42.6%) with >10 years of age. Females were 
predominantly higher as compared to males, i.e. 34 
(72.3%) vs. 13 (27.7%). The median weight, height, and 
BMI were 35.0 (19.0-40.0) kg, 134.0 (113.0-140.0) cm, 
and 18.4 (15.7-21.6) kg/m2 respectively. There were 27 
(57.4%) patients with <18.5 kg/m2 BMI. The residents 
of 36 (76.6%) patients were from Sindh followed by 
Baluchistan 9 (19.1%) and Khyber Pakhtunkhwa 2 
(4.3%). Clinical manifestation showed that bone pain 
was observed in 5 (10.6%) while bone fracture was 
reported in none of the patients. 

The frequency of low BMD was observed in 8 (17.0%) 
children. The median age was significantly higher in 
low BMD children than those with normal BMD, 16.5 
(7.8-19.3) years vs. 8 (7-12) years (p=0.026). However, 
gender (p=0.085), BMI (p=0.147), residence (p=0.229), 
and clinical manifestation (p=0.196) were insignificantly 
associated with low BMD as shown in Table 1.

Table 1: Comparison of characteristics of the children with Low Bone Mineral Density (N=47).

Variables Total (n=47)
Low BMD

P-value
Yes (n=8) No (n=39)

Age (years) Median (IQR) 9.50 (7.0-14.0) 16.5 (7.8-19.3) 8 (7-12) 0.026
≤10 years, n(%) 27 (57.4%) 2 (25.0%) 25 (86.2%)

0.057
>10 years, n(%) 20 (42.6%) 6 (75.0%) 14 (13.8%)

Gender Male, n(%) 13 (27.7%) 0 (0) 13 (33.3%)
0.085

Female, n(%) 34 (72.3%) 8 (100%) 26 (66.7%)
BMI (kg/m2) Median (IQR) 18.4 (15.7-21.6) 22.8 (15.3-29.8) 17.9 (15.7-21.3) 0.147

<18.5, n(%) 27 (57.4%) 2 (25.0%) 25 (64.1%)
0.06218.5-22.5, n(%) 10 (21.3%) 2 (25.0%) 8 (20.5%)

>22.5, n(%) 10 (21.3%) 4 (50.0%) 6 (15.4%)
Clinical Manifestations No symptoms, n(%) 42 (89.4) 6 (75.0%) 36 (92.3%)

0.196Bone Pain, n(%) 5 (10.6) 2 (25.0%) 3 (7.7%)
Bone Fracture, n(%) 0 (0) 0 (0) 0 (0)

Mann-Whitney U test applied for the comparisons of the median (IQR)
Chi-square/Fisher-Exact test applied for categorical data
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The median age at the time of diagnosis was 1 (0.20-4.00) 
years, the age of starting of treatment was 1 (0.20-4.00) 
years, the average dose of hydrocortisone was 12 (9-15) 
years and the duration of steroids treatment was 6 (5-
11) years. The median average dose of hydrocortisone 
was significantly high among patients with low BMD 
than those with normal BMD, 13.01 (10.01-16.01) mg 
vs. 9.01 (4.25-10.01) mg, p=0.003. The median duration 
of steroid treatment was significantly higher among 
patients with low BMD than those with normal BMD, 
13.50 (6.75-16.50) years vs 6.01 (5.01-10.01) years, 
p=0.017 as shown in Table 2.

The median serum calcium level was 9.6 (9.2-10.20) 
mg/dl, serum phosphate level was 4.30 (4.10-4.90) mg//
dl, alkaline phosphate level was 194.0 (100-230) U/L, 
vitamin D3 level was 19.46 (15.6-25.80) ng/ml, bone age 
was 12.0 (8.0-15.5) years, lumbar spine was 0.69 (0.56-
0.84) g/cm2, and z score was 0.30 (-0.90-0.90). 

Eight children had low BMD, of which, 6 (75%) had 
aged more than fifteen years. All of them were females. 
Two (25%) were seventeen years, 2 (25%) were twenty 
years, and 2 (25%) had sixteen years of age. Moreover, 
the majority of them had a duration of glucocorticoid 
treatment of more than ten years, i.e. 6 (75%). Further 
data revealed that calcium and phosphorus level was 
normal, however, vitamin D level was low in most of 
the children. The median alkaline phosphate level 
was significantly higher among patients with low BMD 
than those with normal BMD, i.e. 225 (167-282) U/L 
vs. 170 (93-230) U/L (p-value 0.036). Table 3 is shows 
comparisons of radiological and biochemical profiles 
concerning BMD levels.

A moderately negative significant correlation was 
observed between Z-score and age (rho=-0.319, 

p=0.029), Z-score and duration of steroid treatment 
(rho=-0.364, p=0.012), Z-score and alkaline phosphate 

(rho=-0.466, p=0.001) and Z-score and bone age (rho=-
0.378, p=0.009) as shown in Table 4.

DISCUSSION
According to the current study findings, the frequency 
of low BMD was observed in 17.0% of patients with 
CAH. The findings of the current study showed that 
the median average dose and period of taking steroids 
were convincingly higher in patients with low BMD 
than in normal BMD. Furthermore, in the current study, 
individuals with low BMD had significantly lower BMD 
values and Z-scores for BMD when adjusted with height-
for-age and bone age consistent with chronologic age. 
However, there was no difference in serum calcium 

Table 2: Median difference of quantitative therapeutic variables with low BMD.

Variables Total (n=47)
Low BMD

p-value
Yes (n=8) No (n=39)

Surface Area, m2 1.12 (0.77-1.23) 1.38 (0.77-1.48) 1.03 (0.77-1.20) 0.072

Age at the time of diagnosis, years 1 (0.20-4.00) 0.55 (0.10-6.25) 2.01 (0.20-4.01) 0.365

Age of starting of the treatment, years 1 (0.20-4.00) 0.55 (0.10-6.25) 2.01 (0.30-4.01) 0.308

The average dose of glucocorticosteroids, mg/m2/day 12 (9-15) 13.01 (10.01-16.01) 9.01 (4.25-10.01) 0.003

Duration of steroids treatment, years 6 (5-11) 13.50 (6.75-16.50) 6.01 (5.01-10.01) 0.017
Data is expressed as median (inter-quartile range). Mann-Whitney U test applied

Table 3: Comparison of median (IQR) radiological and biochemical parameters of Children (N=47).

Total (n=47)
Low BMD

p-value
Yes (n=8) No (n=39)

Serum Calcium (mg/dl) 9.6 (9.2-10.20) 9.6 (8.9-10.3) 9.6 (9.5-10.05) 0.749
Serum Phosphorous (mg/dl) 4.30 (4.10-4.90) 4.6 (4.1-5.0) 4.3 (4.1-4.8) 0.395
Alkaline Phosphate (U/L) 194.0 (100-230) 225 (167-282) 170 (93-230) 0.036
Vitamin D3 (ng/ml) 19.46 (15.6-25.80) 19.81 (17.39-20.79) 18.70 (14.9-26.5) 0.923
Bone Age (years) 12.0 (8.0-15.5) 16.5 (10.8-19.3) 12.01 (8.0-14.0) 0.009
Lumbar Spine BMD (g/cm2) 0.69 (0.56-0.84) 0.51(0.37-0.64) 0.70 (0.58-0.85) 0.009
Z-score 0.30 (-0.90-0.90) -1.6 (-1.8--1.6) 0.50 (-0.30-1.0) <0.001
Data is expressed as median (inter-quartile range). Mann-Whitney U test applied; BMD: Bone mineral density

Table 4: Correlation of Z-score with baseline clinical and clinical 
parameters (n=47).

Variables rho p-value
Age, years -0.319 0.029
BMI, kg/m2 -0.075 0.618
Surface Area, m2 -0.153 0.305
Age at the time of diagnosis, years -0.03 0.840
Age of starting of the treatment, years -0.038 0.798
The average dose of glucocorticosteroids, 
mg/m2/day 0.105 0.482

Duration of steroids treatment, years -0.364 0.012
Serum Calcium, mg/dl -0.018 0.902
Serum Phosphorous, mg/dl -0.273 0.064
Alkaline Phosphate, U/L -0.466 0.001
Vitamin D3, ng/ml -0.127 0.394
Bone Age, years -0.378 0.009
Lumbar Spine, g/cm2 -0.378 0.009
Spearman’s correlation test applied



Liaquat National Journal of Primary Care 2024; 6(1): 55-5958

Karishma, Mohsina Noor Ibrahim, Versha Ranki Rai, Saima Batool Afridi, Maria Riaz and Taj Laghari

phosphorus, and vitamin D levels. A study analyzing 
BMD in patients with CAH was conducted in Egypt and 
revealed low BMD and high bone metabolism in CAH 
patients when compared to healthy individuals [7]. The 
same study showed that the variability was more eminent 
in patients having poor control and taking prednisolone 
as a replacement therapy. Another study showed that 
there is no difference in BMD in children having CAH 
when compared to controls [8]. The differences among 
different studies may be due to different subtypes of 
CAH, differences in severity and age of children, and 
variability of total dose and type of steroids used [7]. 
Researchers in the past have reported lower BMD in 
patients with CAH [4].  Some others have also reported 
decreased BMD in CAH children compared to controls 
[7] while Zimmermann et al. [9] found that higher 
hydrocortisone dose was associated with lower BMD 
values. The variations in age, the type and degree of 
21-hydroxylase deficiency, the cumulative dosage, and 
the duration of the short- and long-acting glucocorticoids 
may be the cause of these inconsistencies between 
studies. Frey et al. in their study reported that taking 
prednisolone as steroid therapy results in markedly 
lower BMD in contrast to hydrocortisone [10]. The age 
at the time of diagnosis was 0.55 years for those with 
decreased BMD. Those with normal BMD aged 2.01 
years. This could be explained as children of the first 
group having the severer form of CAH and they present 
earlier and need higher steroid doses.

In our study, a moderately negative significant correlation 
was noticed between the Z-score and age, Z-score 
and duration of steroid treatment, Z-score and alkaline 
phosphate, and Z-score and bone age of the patients. 
Throughout childhood, hormonal monitoring must be 
done carefully for prompt development and to avert the 
effects of excess androgens [11, 12]. Fleischman et al. 
[13] described that there was no association between 
current levels of androgen and glucocorticoids and 
BMD. BMD correlates more with total steroid dosages 
than with individual doses. These and other findings [13] 
therefore imply that a variety of parameters, including 
age, duration, and dose of medication, as well as the 
number of examined cases, affect the bone state in 
children with CAH [14].

A study done by de Almeida Freire et al. showed that 
individuals with CAH had higher BMD Z-scores when 
their bone ages were advanced [15]. This result is 
not unexpected given that higher bone age Z-scores 
suggest more androgen exposure, resulting in enhanced 
BMD by stimulating osteoblastic activity [16]. Advanced 
bone age is linked to excess androgen exposure which 
is not expected in children taking proper treatment for 
CAH however this may be attributable to various factors 
that may cause poor control including drugs compliance, 
parent’s knowledge about the disease, availability of 
drugs, and affordability issues.

The results of the current study could be highlighted in 
light of a major limitation that this study did not include 

controls. The majority of the previously conducted 
studies on the topic have included non-CAH patients 
as controlled [4, 17, 18]. Moreover, certain important 
predictor variables were not studied in this study. As 
monitoring of 17-hydroxyprogesterone is required 
annually for children with CAH and kept 2-3 times of 
normal range, due to affordability issues we could not 
perform this test. However, it was done in very few 
numbers of patients that could not be generalized for 
overall study results. The sample size was also small. 
Despite these drawbacks, this study represents a 
substantial effort in documenting the results of low BMD in 
CAH patients who were undergoing treatment at tertiary 
care public hospital in Pakistan.  It is suggested that 
more large-scale, multicenter analytical investigations 
be conducted to further verify the findings of this study.

CONCLUSION
Low BMD was observed in seventeen percent of children 
with CAH on a DEXA scan. Moreover, these individuals 
had significantly higher median average dose and 
duration of glucocorticoids.

ETHICAL APPROVAL
Ethical approval was obtained from the NICH before 
conducting the study Ref. No. IERB-31/2021. Signed 
informed consent was taken from the parents/guardian 
before enrolment of the children. All procedures 
performed in studies involving human participants were 
following the ethical standards of the institutional and/
or national research committee and with the Helsinki 
Declaration.

CONSENT OF PUBLICATION
Written informed consent was taken from the parents/
guardians of all the participants.

AVAILABILITY OF DATA
The authors confirm that data supporting the results of 
this study are available upon request to the corresponding 
author.

FUNDING
None.

CONFLICT OF INTEREST
The authors declare no conflict of interest.

ACKNOWLEDGEMENTS
Declared none.

AUTHORS’ CONTRIBUTION
All authors contributed significantly to the study.

REFERENCES
1. Ceccato F, Barbot M, Albiger N, Zilio M, De Toni P, Luisetto G, 

et al. Long-term glucocorticoid effect on bone mineral density in 
patients with congenital adrenal hyperplasia due to 21-hydroxylase 
deficiency. Eur J Endocrinol 2016; 175(2): 101-6. DOI: https://doi.
org/10.1530/eje-16-0104 



Liaquat National Journal of Primary Care 2024; 6(1): 55-59 59

Bone Mineral Density in Children with Congenital Adrenal Hyperplasia

2. El-Maouche D, Collier S, Prasad M, Reynolds JC, Merke DP. 
Cortical bone mineral density in patients with congenital adrenal 
hyperplasia due to 21-hydroxylase deficiency. Clin Endocrinol 
(Oxf) 2015; 82(3): 330-7. DOI: https://doi.org/10.1111/cen.12507 

3. Raizada N, Jyotsna VP, Upadhyay AD, Gupta N. Bone mineral 
density in young adult women with congenital adrenal hyperplasia. 
Indian J Endocrinol Metab 2016; 20(1): 62-6. DOI: https://doi.
org/10.4103%2F2230-8210.172283 

4. Halper A, Sanchez B, Hodges JS, Kelly AS, Dengel D, Nathan BM, 
et al. Bone mineral density and body composition in children with 
congenital adrenal hyperplasia. Clin Endocrinol (Oxf) 2018; 88(6): 
813-9. DOI: https://doi.org/10.1111%2Fcen.13580 

5. Seibel MJ, Cooper MS, Zhou H. Glucocorticoid-induced 
osteoporosis: mechanisms, management, and future perspectives. 
Lancet Diabetes Endocrinol 2013; 1(1): 59-70. DOI: https://doi.
org/10.1016/s2213-8587(13)70045-7 

6. Chen JF, Lin PW, Tsai YR, Yang YC, Kang HY. Androgens and 
androgen receptor actions on bone health and disease: From 
androgen deficiency to androgen therapy. Cells. 2019;8(11):1318. 
doi: https://doi.org/10.3390/cells8111318

7. Metwalley KA, El-Saied AR. Bone mineral status in Egyptian 
children with classic congenital adrenal hyperplasia. A single-
center study from Upper Egypt. Indian J Endocrinol Metab 2014; 
18(5): 700-4. DOI: https://doi.org/10.4103/2230-8210.139236 

8. Ganesh R, Suresh N, Janakiraman L. Bone mineral content and 
density in Indian children with congenital adrenal hyperplasia. 
Indian Pediatr 2018; 55(10): 880-2.

9. Zimmermann A, Sido PG, Schulze E, Al Khzouz C, Lazea C, 
Coldea C, et al. Bone mineral density and bone turnover in 
Romanian children and young adults with classical 21-hydroxylase 
deficiency are influenced by glucocorticoid replacement therapy. 
Clin Endocrinol (Oxf) 2009; 71(4): 477-84. DOI: https://doi.
org/10.1111/j.1365-2265.2008.03518.x 

10. Frey KR, Kienitz T, Schulz J, Ventz M, Zopf K, Quinkler M. 
Prednisolone is associated with a worse bone mineral density in 

primary adrenal insufficiency. Endocr Connect 2018; 7(6): 811-8. 
DOI: https://doi.org/10.1530/ec-18-0160 

11. Arisaka O, Hoshi M, Kanazawa S, Numata M, Nakajima D, 
Kanno S, et al. Effect of adrenal androgen and estrogen on bone 
maturation and bone mineral density. Metab Clin Exp 2001; 50: 
377–9. DOI: https://doi.org/10.1053/meta.2001.21678 

12. Rehman Q, Lane NE. Effect of glucocorticoids on bone density. Med 
Pediatr Oncol 2003; 41(3): 212–6. DOI: https://doi.org/10.1002/
mpo.10339 

13. Fleischman A, Ringelheim J, Feldman H, Gordon C. Bone mineral 
status in children with congenital adrenal hyperplasia. J Pediatr 
Endocrinol Metab 2007; 20(2): 227–35. DOI: https://doi.org/10.151
5%2Fjpem.2007.20.2.227

14. Merke DP, Bornstein SR, Avila NA, Chrousos GP. NIH conference. 
Future directions in the study and management of congenital 
adrenal hyperplasia due to 21-hydroxylase deficiency. Ann Intern 
Med 2002; 136(4): 320–34. DOI: https://doi.org/10.7326/0003-
4819-136-4-200202190-00012 

15. de Almeida Freire PO, de Lemos-Marini SH, Maciel-Guerra AT, 
Morcillo AM, Matias Baptista MT, de Mello MP, et al. Classical 
congenital adrenal hyperplasia due to 21-hydroxylase deficiency: 
a cross-sectional study of factors involved in bone mineral density. 
J Bone Miner Metab 2003; 21(6): 396-401. DOI: https://doi.
org/10.1007/s00774-003-0434-6 

16. Manolagas SC, O’Brien CA, Almeida M. The role of estrogen 
and androgen receptors in bone health and disease. Nat Rev 
Endocrinol 2013; 9(12): 699-712. DOI: https://doi.org/10.1038/
nrendo.2013.179

17. Garcia AJ, Schueftan DL, de Mendonça LM, Farias ML, Beserra IC. 
Bone mineral density in children and adolescents with congenital 
adrenal hyperplasia. Int J Endocrinol 2014; 2014: 806895. DOI: 
https://doi.org/10.1155%2F2014%2F806895  

18. Ünal S, Alikaşifoğlu A, Özön A, Gönç N, Kandemir N. Effect of long-
term glucocorticoid therapy on bone mineral density of the patients 
with congenital adrenal hyperplasia. Turk J Pediatr 2020; 62(3): 
359-66. DOI: https://doi.org/10.24953/turkjped.2020.03.002


	_GoBack
	_Hlk111920035
	_Hlk111920046
	_GoBack
	_GoBack
	_GoBack

