
Genetic counselling was  

provided at diagnosis in 69%  

of centres while surgical  

(66%) and psychology (80%)  

input were primarily on an ‘as  

required’ basis (Fig 5). 
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Our aim was to ascertain the  

current practice in the U.K on CAH  

management in children and  

compare these with the endocrine  

society recommendations. 

 

 

Congenital adrenal hyperplasia(CAH)  

varies considerably in clinical  

presentation and progression  

causing challenges in its 

management. The ultimate goal of  

treatment is to achieve normal  

growth and development while  

avoiding adrenal crisis and 

Hyperandrogenisation. 

Introduction 

Treatment   

Aim  

An online survey with ten questions 

was emailed to the British Society of 

Paediatric Endocrinology (BSPED) 

members asking for  one response 

from each centre regarding CAH 

management. 

 

Methods  

Results  

The survey was completed by 

35centres: Response rate – 38% 

(35/92). 

The Endocrine service provided by 

each centre varied (Fig 1). 
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Endocrine service in various 
centres (Fig 1) 
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Endocrine nurse /auxology service in various 
centres(Fig 2) 
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The frequency of investigations (Fig 4) 
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The frequency of clinical reviews was  

contentious and centres felt it varied  

depending on the child's age and 

clinical status. Reviews were done : 

• 3-4 monthly in 68% (24/35)  

 6 monthly in 31% (11/35) 

centres 

 

The frequency of investigations varied  

significantly between centres  (Fig 4) 

Monitoring   

The hydrocortisone dose used by  

each centre varied with 71% (25/35)  

of centres using 10-15mg/m2/day(Fig 

3).The fludrocortisone dose ranged  

from 50-300mcg/day with 60%  

(21/35)using 50-150mcg/day. 
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Hydrocortisone  dose  used  by  various centres (Fig 4) 

 Conclusion   

Our survey highlights the  

diversity in U.K in managing  

children with CAH as compared  

with the recommendations  

made by  the endocrine society   

guidelines. It demonstrates  

inconsistent involvement 

of other specialists which is an  

essential part of this  

multifaceted condition. 

 

This is compounded by the  

complexity of individual cases  

and wide variation in the  

progression of CAH during  

various stages of life. 
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Involvement of other specialists 
(fig 5) 
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