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Context: Typically, growth failure in Turner syndrome (TS) begins
prenatally, and height SD score (SDS) declines progressively from
birth.

Objective: This study aimed to determine whether GH treatment
initiated before 4 yr of age in girls with TS could prevent subsequent
growth failure. Secondary objectives were to identify factors associ-
ated with treatment response, to determine whether outcome could be
predicted by a regression model using these factors, and to assess the
safety of GH treatment in this young cohort.

Design: This study was a prospective, randomized, controlled, open-
label, multicenter clinical trial (Toddler Turner Study, August 1999
to August 2003).

Setting: The study was conducted at 11 U.S. pediatric endocrine
centers.

Subjects: Eighty-eight girls with TS, aged 9 months to 4 yr, were
enrolled.

Interventions: Interventions comprised recombinant GH (50 �g/
kg�d; n � 45) or no treatment (n � 43) for 2 yr.

Main Outcome Measure: The main outcome measure was baseline-
to-2-yr change in height SDS.

Results: Short stature was evident at baseline (mean length/height
SDS � �1.6 � 1.0 at mean age 24.0 � 12.1 months). Mean height SDS
increased in the GH group from �1.4 � 1.0 to �0.3 � 1.1 (1.1 SDS
gain), whereas it decreased in the control group from �1.8 � 1.1 to
�2.2 � 1.2 (0.5 SDS decline), resulting in a 2-yr between-group dif-
ference of 1.6 � 0.6 SDS (P � 0.0001). The baseline variable that
correlated most strongly with 2-yr height gain was the difference
between mid-parental height SDS and subjects’ height SDS (r � 0.32;
P � 0.04). Although attained height SDS at 2 yr could be predicted
with good accuracy using baseline variables alone (R2 � 0.81; P �
0.0001), prediction of 2-yr change in height SDS required inclusion of
initial treatment response data (4-month or 1-yr height velocity) in
the model (R2 � 0.54; P � 0.0001). No new or unexpected safety
signals associated with GH treatment were detected.

Conclusion: Early GH treatment can correct growth failure and
normalize height in infants and toddlers with TS. (J Clin Endocri-
nol Metab 92: 3406–3416, 2007)

TURNER SYNDROME (TS) is one of the most common
genetic disorders, affecting approximately one in every

2000 live-born females (1, 2). Girls with TS have an absent or
abnormal second sex chromosome and, without treatment,
achieve an average adult height 20 cm shorter than their
peers and their mid-parental height (3–8). Numerous clinical
trials (9–14) and observational studies (15–17) have demon-
strated GH-mediated improvements in height velocity and
near-final or final (adult) height in girls with TS. However,
the controlled clinical trials reported to date have focused on

older girls, the mean age at study entry ranging from about
9–11 yr (10–14). No randomized, controlled clinical trials
have specifically examined GH treatment in infants and tod-
dlers with TS.

Although age at initiation of GH treatment is an important
determinant of adult height in patients with TS (12–14, 18–
20), and growth failure in girls with TS usually occurs in the
first few years of life (8, 21–24), the initiation of GH in clinical
practice is typically delayed, as evidenced by analyses of
large U.S. and international postmarketing databases (25, 26).
In the most recent analysis of U.S. data, GH was started at an
average age of 9.0 � 3.8 yr in the cohort of 471 patients
enrolled between 1995 and 2000, representing a marginal
change compared with the average age of 9.2 � 3.5 yr for the
474 subjects enrolled over the preceding 10 yr (26). Similarly,
age at GH initiation for girls with TS enrolled in a large
international database between 1987 and 1999 was 10.1 � 3.6
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yr (25). Delayed initiation of therapy likely represents late
diagnosis in some patients and failure to initiate therapy
promptly after diagnosis in others. Such treatment delay has
a number of potential negative consequences including pro-
gressive growth failure and delayed induction of puberty in
an attempt to maximize adult height, which in turn may
impact psychosocial function, bone mineralization, and car-
diovascular health. Earlier diagnosis of TS is key to optimiz-
ing patient outcomes. However, in the absence of data from
well-controlled clinical trials, it has been unknown whether
early initiation of GH treatment in very young girls with TS
can prevent subsequent growth failure. Therefore, the pri-
mary goal of this prospective, randomized, controlled, mul-
ticenter trial was to determine whether the ongoing growth
failure that typically occurs in the first few years of life in girls
with TS could be prevented or corrected by early GH treat-
ment. In addition, to understand the variability of the GH
treatment response, we evaluated factors associated with the
magnitude of response and determined whether this could
be predicted in a clinically useful way.

Subjects and Methods

Subjects were recruited from endocrine clinic and primary care re-
ferral populations, the Turner Syndrome Society of the United States and
through website advertising (www.turner-syndrome-us.org; www.
magicfoundation.org; www.hgfound.org; www.centerwatch.com). Cri-
teria for study entry were: age 9 months to 4 yr; karyotype-proven TS;
normal urinalysis, hemoglobin, and TSH; adequate thyroid hormone
replacement for at least 6 months in those with hypothyroidism; and
written informed consent from legal guardian(s). Exclusion criteria were
presence of any Y-chromosomal component in the karyotype in subjects
with gonads in situ, autosomal abnormality, concurrent treatment that
might influence growth, and clinically relevant systemic illness. There
were no specific eligibility criteria based on height or height velocity.

Study design

This prospective, randomized, controlled, 2-yr, open-label study con-
ducted between August 1999 and August 2003 was approved by the
ethics review boards of the 11 participating institutions in the United
States and performed in accordance with the ethical principles of the
Declaration of Helsinki. Eligible subjects were stratified into two groups
based on age at study entry (9 months to 2.5 yr; �2.5 to 4 yr), and then,
using a blinded phone-in process, were randomized in a 1:1 ratio to
either a GH treatment group or a nontreatment control group. After a
detailed baseline evaluation, subjects were followed at approximately
4-monthly intervals for 2 yr.

Treatment intervention

The GH group received daily sc injections of 50 �g/kg of GH (Humat-
rope; Eli Lilly and Co., Indianapolis, IN); the control group received no
injections. Treatment compliance was assessed by review of study di-
aries and returned drug cartridges. Subjects were judged as compliant
if they received at least 80% of their scheduled GH injections.

Efficacy measures

The primary outcome measure was linear growth, as measured by
change in sd score (SDS) for length or height (depending on age), from
baseline to 2 yr. A height gain of at least 0.5 SDS was designated as
clinically significant. Age-appropriate measurements were obtained at
each visit for length, using an infant-measuring box (children �2 yr of
age or older children for whom accurate standing measurements could
not be obtained), and/or height, using a standard wall-mounted stadi-
ometer (children older than 2 yr). Because of the overlap in U.S. nor-
mative datasets for infancy and childhood, both length and height were
measured for girls aged between 2 and 3 yr. If a child had both length

and height measurements at the same study visit, the length measure-
ment was used in the analyses.

Length or height SDS values (hereafter referred to as height SDS even
if length was measured) were calculated on the basis of data for age-
matched girls from the U.S. Centers for Disease Control (27). Mid-
parental (or target) height (MPH) was calculated as follows: (father’s
height � 13 cm � mother’s height)/2 (28) and converted to SDS using
normative height data for women at 20 yr of age (27).

Laboratory data and radiology

Standard hematological and clinical chemistry tests were performed
at baseline. Serum IGF-I, IGF-binding protein-3 (IGFBP-3), and bone
turnover markers (N-telopeptide X and amino-terminal propeptide of
type I collagen) were measured at baseline, 4 months, 1 yr, and 2 yr. IGF-I
and IGFBP-3 assays were performed by Esoterix Endocrinology (Cala-
basas Hills, CA); SDS were calculated using Esoterix’s data for healthy
controls. Bone turnover markers were measured at the University of
Connecticut (Hartford, CT). Measurements of TSH and FSH were per-
formed using standard assays at baseline, 1 yr, and 2 yr [FSH results have
been reported (29)]. For girls with nonmosaic karyotypes whose families
consented, parental origin of the X chromosome (maternal vs. paternal)
was determined by DNA microsatellite analysis (Greenwood Genetics,
Greenwood, SC). All analyses were performed at central laboratories.
Bone age x-rays (left wrist and hand) obtained at baseline, 1 yr, and 2
yr were read according to the standards of Greulich and Pyle (30) by two
independent readers blinded to all subject information and reported as
the average of the two readings.

Safety measures

Safety was assessed at each visit based on reported adverse events,
detailed history, and physical examinations. In addition, because girls
with TS are at increased risk for a variety of health problems, information
regarding specific, relevant medical conditions was obtained by targeted
collection on the case report forms. Furthermore, because of the in-
creased risk of otitis media and hearing loss in girls with TS, a thorough
assessment of ear disease, including measurements of middle ear func-
tion by tympanometry, was performed at each visit, and formal audi-
ometry was performed annually.

Statistical methods

The primary efficacy analysis, prespecified in the protocol, was con-
ducted on the baseline-to-2 yr change in height SDS for all subjects who
had measurements at both time points, using an ANOVA model with
treatment group and baseline age group as explanatory variables. The
between-treatment group differences in height SDS at baseline and at
each post-baseline visit were also analyzed using this model. A second-
ary analysis was performed with data for all subjects who had at least
one post-baseline measurement, including those who did not complete
the study, using a repeated-measures mixed model to assess between-
group differences for change in height SDS from baseline to each post-
baseline visit. The model used a heterogeneous variance structure such
that the variance was allowed to differ within each age group. Weight
SDS and body mass index (BMI) (kg/m2) at baseline, at each visit, and
at the 2-yr endpoint and the changes in these variables from baseline to
each post-baseline visit were compared between treatment groups using
the ANOVA and repeated-measures models described above.

For analyses of changes in height SDS, one-sided tests were used with
the significance level set at 0.05. All other analyses of efficacy variables
were conducted using two-sided tests with the significance level set at
0.05.

To determine factors contributing to the variability of response to GH,
correlations between the outcome variables (2-yr height SDS and base-
line-to-2-yr change in height SDS) and baseline or treatment-related
variables were examined using the Pearson correlation coefficient. In
addition to variables with significant univariate correlations, a number
of clinically relevant baseline and on-study variables were then used to
develop multiple linear regression models to determine whether an
individual subject’s response to GH (2-yr height SDS or baseline-to-2-yr
change in height SDS) could be predicted in a clinically useful manner.
Model selection was based on the complexity of the model, assessment
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of model bias (Mallow’s Cp statistic), and the predictive performance
[predicted residual sum of squares (PRESS) statistic] of the model. For
comparison, models were also developed for the untreated group (data
not shown).

Serious adverse events, treatment-emergent adverse events, and lab-
oratory data were summarized for all subjects who entered the study.

Analyses were performed using SAS software (version 8.2; SAS In-
stitute, Inc., Cary, NC). Data are reported as mean � 1 sd, unless noted
otherwise.

Results

Eighty-nine girls aged 9 months to 4 yr (24.0 � 12.1
months) were randomized to a nontreatment control group
(n � 44) or a GH treatment group (n � 45) (Table 1). After
study entry, one control subject was found to have a 46,XX
karyotype; her data were excluded from the efficacy analyses
but are included in the safety analyses. Karyotype distribu-
tion was as follows: 45,X karyotype was present in 29 of 43
(67%) control subjects and 27 of 45 (60%) GH-treated subjects;
45,X/46,XX karyotype was present in 7 of 43 (16%) control
subjects and 7 of 45 (16%) GH-treated subjects; the remaining
subjects 7 of 43 (16%) controls and 11 of 45 (24%) GH-treated
subjects] had a variety of other karyotypes. Of 35 subjects
with nonmosaic karyotypes whose families agreed to par-
ticipate in testing for parental origin of the X chromosome,
29 (83%) had maternal X chromosomes and six (17%) had
paternal X chromosomes.

Seventy-nine of the 89 randomized subjects completed the
2-yr study (control n � 38 of 44, including the subject with
46,XX karyotype; GH n � 41 of 45). Reasons for discontin-
uation were as follows: for the control group, parents’ de-
cisions (n � 2), scheduling problems (n � 1), request for GH
treatment (n � 2), and lost to follow-up (n � 1); for the GH
group, relocation (n � 1) and lost to follow-up (n � 3).
Compliance with GH treatment was generally excellent; 95%
of subjects received at least 80% of their scheduled injections.

On average, subjects received 95% of their total scheduled
injections, but there was substantial interindividual variabil-
ity in overall compliance (range, 75–100%).

GH corrected growth failure and restored height to the
normal range

Early GH treatment corrected growth failure and pro-
moted catch-up growth in this cohort of under-4-yr-old girls
with TS; the control group had progressive growth failure,
with height falling by an additional 0.5 � 0.5 SDS from
�1.8 � 1.1 (baseline) to �2.2 � 1.2 (2 yr), whereas mean
height of the GH group increased by 1.1 � 0.6 SDS, from
�1.4 � 1.0 (baseline) to �0.3 � 1.1 (2 yr) (Fig. 1). Thus, the
between-group difference for change in height SDS after 2 yr
was 1.6 � 0.6 (P � 0.0001). This analysis was performed on
data from the 78 subjects with karyotype-proven TS who
completed the 2-yr study. A sensitivity analysis using a re-
peated-measures mixed model with data for all 87 subjects
who had at least one post-baseline measurement (including
nine subjects who discontinued before study completion)
also demonstrated a significantly greater post-baseline in-
crease in height SDS for the GH group [between-group dif-
ference (least squares mean � se), 1.03 � 0.09 SDS; P �
0.0001].

The GH treatment effect was rapid; the between-group dif-
ference in height SDS was significant by 4 months and increased
progressively (Fig. 1). Treatment effect was also reflected by the
significantly greater first- and second-year height velocity and
height velocity SDS in the GH-treated group (height velocity:
first-year control, 8.0 � 2.4 cm/yr, and first-year GH, 11.7 � 2.4
cm/yr, P � 0.0001; second-year control, 5.5 � 1.8 cm/yr, vs.
second-year GH, 8.4 � 1.6 cm/yr, P � 0.0001; height velocity
SDS: first-year control, �0.83 � 0.95, vs. first-year GH, 1.75 �
1.25, P � 0.0001; second-year control, �1.63 � 1.29, vs. second-

TABLE 1. Baseline and endpoint data by treatment group

Variable

Baseline 2-yr endpoint

Nontreatment
control group

(n � 43)

GH treatment
group

(n � 45)

All
(n � 88)

Nontreatment
control group

(n � 37)

GH treatment
group

(n � 41)

P value
at endpoint

Chronological age (yr) 1.97 � 1.01 1.98 � 1.01 1.98 � 1.00 4.03 � 1.03 4.03 � 1.05 0.9944
Bone age (yr)a 1.88 � 0.96 1.95 � 0.89 1.92 � 0.92 3.38 � 1.11 4.24 � 1.35 0.0033
Bone age � chronological age (yr) �0.14 � 0.42 �0.06 � 0.56 �0.10 � 0.50 �0.64 � 0.80 0.21 � 0.96 �0.0001
Length/height (cm) 77.6 � 8.7 78.9 � 8.6 78.3 � 8.6 91.9 � 7.2 99.5 � 7.6 �0.0001
Length/height SDS �1.76 � 1.07 �1.42 � 1.00 �1.59 � 1.04 �2.16 � 1.22 �0.34 � 1.10 �0.0001
MPH (cm)b 164.4 � 4.7 164.4 � 5.0 164.4 � 4.9 164.1 � 4.9 164.7 � 4.9 0.5608
MPH SDSb 0.16 � 0.73 0.17 � 0.77 0.17 � 0.75 0.12 � 0.76 0.22 � 0.76 0.5607
Weight (kg) 9.92 � 2.47 10.35 � 2.28 10.14 � 2.37 13.81 � 2.50 16.62 � 2.86 �0.0001
Weight SDS �1.77 � 1.46 �1.31 � 1.18 �1.54 � 1.34 �1.37 � 1.36 0.20 � 1.06 �0.0001
BMI (kg/m2) 16.24 � 1.29 16.48 � 1.37 16.36 � 1.33 16.24 � 1.29 16.72 � 1.70 0.1724
Head circumference (cm)c 46.7 � 2.1 47.2 � 2.4 46.9 � 2.3 49.9 � 1.4 51.1 � 1.5 0.0004
Head circumference SDSc �0.14 � 1.19 0.09 � 1.05 �0.02 � 1.12 0.30 � 0.99 1.17 � 1.03 0.0004
IGF-I SDSd �0.39 � 0.95 �0.25 � 0.85 �0.31 � 0.89 �0.69 � 0.84 1.26 � 0.72 �0.0001
IGFBP-3 SDSd �0.83 � 1.05 �0.66 � 1.08 �0.74 � 1.06 �1.12 � 1.13 0.97 � 0.94 �0.0001

The data exclude one subject who was found after study entry to have a 46,XX karyotype. Data shown are mean � 1 SD. There were no
significant differences between treatment groups at baseline.

a Baseline bone age missing for two subjects in each group.
b Father’s height missing for one GH subject at both baseline and endpoint.
c Baseline data missing for one subject in each group; one control subject had an erroneous value at baseline, so the value was not used;

endpoint data missing for two control subjects.
d Baseline data missing for eight control subjects and three GH-treated subjects; endpoint data missing for four control subjects and seven

GH subjects.
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year GH, 0.70 � 1.11, P � 0.0001). Total 2-yr height gain was
13.6 � 3.5 cm for the control group compared with 20.4 � 3.3
cm for the GH group (P � 0.001).

The GH treatment effect was also evident when the heights
of control and GH-treated subjects were compared with U.S.
standards (27). Control subjects had progressive decreases
across the height percentile channels, whereas the heights of all
but three of the GH-treated subjects were restored within the
normal channels (Fig. 2). Two-year GH-induced height gain
was between 0.0 and �1.0 SDS for 21 of 41 (51%) subjects,
between �1.0 and �2.0 SDS for 14 of 41 (34%), and more than
�2.0 SDS for five of 41 (12%). At the 2-yr time point, only 7%

of GH-treated subjects remained below �2.0 SDS (�2.3rd per-
centile); in contrast, 57% of the controls were below �2.0 SDS
at 2 yr (P � 0.0001). In parallel with the increases in height SDS,
GH-treated subjects had significantly greater increases in
weight SDS than did control subjects. However, because of the
significantly greater height gains in the GH group, there was
negligible between-group difference in BMI (Table 1).

Effect of GH treatment on bone age

Baseline bone age was similar to chronological age in this
young cohort (bone age of 1.92 � 0.92 yr vs. chronological age

L
en
g
th
/H
ei
g
h
t
(c
m
)

Age (months) Age (months)

3%

50%

97%Control n = 37

Baseline

2 years

Baseline

2 years

0 6 12 18 24 30 36 42 48 54 60 66 72

40

50

60

70

80

90

100

110

120

130

0 6 12 18 24 30 36 42 48 54 60 66 72

Growth Hormone n = 41

40

50

60

70

80

90

100

110

120

130

80

90

100

110

120

130

FIG. 2. Baseline (open symbols) and 2-yr (filled symbols) length/height measurements for the nontreatment control group (left) and the GH
treatment group (right), relative to the 3rd, 50th, and 97th percentiles for the U.S. female reference population (27).
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of 1.98 � 1.00 yr; Table 1). During the 2-yr study, bone age
fell behind chronological age for control subjects, whereas
there was a small advance for GH-treated subjects (bone age
minus chronological age at 2 yr: control, �0.64 � 0.80 yr; GH,
0.21 � 0.96 yr).

Effect of GH treatment on IGF-I and IGFBP-3

Mean IGF-I SDS was �0.31 � 0.89 at baseline for the total
subject group (Table 1). Baseline-to-2 yr changes in IGF-I SDS
were �0.09 � 0.87 for controls and 1.53 � 0.93 for the GH
group. Although IGF-I values were above �2.0 SDS for 37%
of GH-treated subjects on at least one post-baseline mea-
surement, no subject had elevated IGF-I SDS at all visits (Fig.
3A). GH-related changes in IGFBP-3 paralleled IGF-I
changes, such that there was a significant correlation be-
tween on-treatment values for the two peptides at each post-

baseline measurement (at 4 months, r � 0.63, P � 0.0001, n �
39; at 1 yr, r � 0.80, P � 0.0001, n � 36; at 2 yr, r � 0.59, P �
0.0004, n � 31; Fig. 3B). At 2 yr, only one subject had a value
that fell within the hypothetical risk profile of an IGF-I SDS
in the upper tertile with an IGFBP-3 SDS in the lower tertile
(31–35).

Factors affecting GH response

GH treatment corrected growth failure and promoted
catch-up growth in the treated group as a whole; however,
the magnitude of the individual treatment effect varied.
Changes in height SDS ranged from a decline of 0.6 SDS in
one girl whose treatment compliance was among the lowest
to gains of more than 2.0 SDS in five girls who started treat-
ment quite early (between 15 and 27 months) and were more
than 90% compliant. There was a modest, but significant,
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correlation between 2-yr height SDS change and average
injection compliance rate (n � 40, r � 0.33, P � 0.04).

Although baseline height SDS differed somewhat among
karyotype groups (45,X: �1.55 � 1.02; 45,X/46,XX: �0.93 �
1.35; other: �1.42 � 0.65), the difference was not statistically
significant (P � 0.35), and karyotype had no significant effect
on outcome (Fig. 4). The average 2-yr height gain was some-
what lower for the 45,X group (primarily because of the
poorly compliant subject described above), but height gains
were significant for each karyotype group (45,X: 0.95 � 0.58
SDS; 45,X/46,XX: 1.26 � 0.53 SDS; other: 1.30 � 0.77 SDS),
without a significant between-group difference. Similarly,
there was no effect of parental origin of the X chromosome
(maternal vs. paternal) on height gain (maternal: 0.87 � 0.74
SDS, n � 10; paternal: 1.07 � 0.25 SDS, n � 4; P � 0.62).
GH-induced catch-up growth was considered clinically rel-
evant (�0.5 SDS) in most subjects [34 of 41 (83%)] and within
each karyotype group [45,X: 21 of 26 (81%); 45,X/46,XX:
seven of seven (100%); other: six of eight (75%)].

To determine other factors associated with magnitude of
response, we evaluated correlations between baseline and
on-study variables and outcomes (both 2-yr height SDS and
baseline-to-2-yr height SDS gain; Tables 2 and 3). The base-
line variable most strongly associated with 2-yr height SDS
was baseline height SDS (r � 0.83, P � 0.0001), which ex-
plained almost 70% of the variance in attained height at 2 yr.
In contrast, the variable that correlated most strongly with
baseline-to-2-yr height SDS gain was the difference between
MPH SDS and baseline height SDS, which explained about
10% of the variance (r � 0.32, P � 0.04), suggesting that
subjects with the greatest height deficit relative to their ge-
netic height potential may have greater catch-up growth. Not
surprisingly, the on-study variable that correlated most
strongly with height gain was first-year height velocity,
which explained about 15% of the variance in 2-yr height SDS
gain (r � 0.39, P � 0.01).

Prediction of response to GH

To predict treatment outcomes, a number of regression
models were developed using various combinations of base-
line and on-study variables. Significant models were devel-

oped for height SDS at 2 yr and 2-yr height SDS gain that may
be useful depending on clinical circumstances and available
data (Table 4). The most powerful predictor of height SDS at
2 yr was baseline height SDS, and all multivariate models
required inclusion of baseline height SDS for significance.
Inclusion of one or more additional baseline variables alone
or in combination, such as the difference between bone age
and chronological age, MPH SDS, IGF-I SDS, and IGFBP-3
SDS improved the predictive power of the models modestly
(R2 values of 0.72–0.75 for two-variable models). In addition,
two robust models were developed using four baseline vari-
ables each (R2 � 0.81, P � 0.0001; Table 4).

Not surprisingly, inclusion of one or more variables re-
flecting initial treatment response (such as 4-month or 1-yr
height velocity and 4-month or 1-yr IGF-I or IGFBP-3 SDS)
substantially improved the predictive power of the models,
such that R2 values up to 0.86 were obtained with four-
variable models. Notably, the models using 4-month treat-
ment variables were as robust as those that included 1-yr
variables, indicating that the initial treatment response is a
good predictor of 2-yr response.

The models were less accurate in predicting 2-yr height
SDS gain than actual height SDS, and no model was signif-
icant without inclusion of height velocity.

Safety analyses

No new or unexpected safety signals associated with GH
treatment were detected, and no subject discontinued because
of an adverse event. Serious adverse events were reported for
four of 44 (9%) girls in the control group (one subject each was
hospitalized for surgical repair of an atrial septal defect, croup/
bronchiolitis, gastroenteritis, and dehydration) and four of 45
(9%) girls in the GH group (one subject each was hospitalized
for gastroenteritis/dehydration, bacterial pneumonia, persis-
tent bleeding after tonsillectomy, and hypoxemia after ade-
noidectomy). Treatment-emergent adverse events (events or
conditions that began or worsened after study entry) were
reported for 43 of 44 (98%) of controls and 42 of 45 (93%) of
GH-treated girls. Many of these events were related to ear
disorders. There was no detrimental effect of GH treatment on
frequency of episodes of otitis media, rates of ear tube insertion,
middle ear function, or hearing. Most other events reported
with a high frequency were typical childhood illnesses (e.g.
fevers, infections, colds, and gastrointestinal disorders), con-
sidered unlikely to have been related to GH treatment. There
were no significant changes or between-group differences in
serum TSH.

Discussion

GH therapy was approved for use in girls with TS by the U.S.
Food and Drug Administration in 1996 on the basis of four
studies that included girls whose average ages at study entry
ranged from 9.1–10.3 yr (10–12, 14). Since then, the efficacy of
GH treatment for improving short- and long-term growth and
adult height in school-aged girls with TS has become even better
established (9, 13, 15–17, 36–38). Although the Food and Drug
Administration approval did not mandate a specific chrono-
logical age for initiation of GH therapy in TS, pediatric endo-
crinologists seem to have been reticent to start GH early. Al-
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though the reticence in specific cases may be due to factors such
as family fears of giving injections, pressing medical/surgical
issues, or significant developmental/behavioral concerns, it is
likely that the major cause has been the absence of efficacy and
safety data in very young girls. This is unfortunate, because
growth failure may be quite profound in infancy and the tod-
dler years. Indeed, in one study of longitudinal data for under-8
yr olds with TS, height of 50% of the girls fell below the fifth
percentile of the population standard at a mean age of 18
months (22). Although GH treatment data have been reported
for small numbers of preschool-aged girls (13, 36, 39), no ran-
domized, nontreatment controlled study has evaluated the role
of GH in correcting the growth failure that typically occurs in
the first few years of life in girls with TS; the study reported here
addresses this gap. In this large-scale, multicenter trial, 2 yr of
GH treatment initiated between 9 months and 4 yr of age
prevented ongoing growth failure and restored height to within
the normal range for 93% of girls before 6 yr of age. Compared
with girls who received no treatment, whose height SDS con-
tinued to decline, GH-treated girls demonstrated rapid, highly
significant increases in height velocity and height SDS. As a
result, after 2 yr, there was a 1.6 SDS (6.8 cm) between-group
difference in height gain, and mean height of the GH-treated
group was very close to average for the general population of
the same age (�0.3 SDS).

Early normalization of height has a number of potential ben-

efits for young girls with TS, including prevention of stature-
related juvenilization and mascotism, improvement in peer-
group integration, reduction of the gap that must be bridged
between height at treatment initiation and genetic target height,
and the opportunity to initiate estrogen replacement at a phys-
iologically appropriate age (11, 18, 19, 37, 38).

Many studies of GH treatment in girls with TS have es-
tablished the importance of age at treatment initiation for
long-term height gain (12–18, 39). Furthermore, the magni-
tude of the prepubertal height gain appears to be a key
determinant of overall height attainment (17). No previous
randomized trial has studied patients as young as our cohort,
although a single-arm, observational study in 29 girls with TS
aged between 1.4 and 5.9 yr (mean 4.3 yr) provides some
comparative data (39). Height gain after 2 yr was about 1.0
SDS, similar to the 1.1 SDS gain in our 2-yr study. However,
the absence of a control group in the observational study
likely underestimated the efficacy of GH treatment because
the overall impact of GH treatment represents the combined
effect of preventing ongoing growth failure (evidenced by
further height SDS decline in our controls) and promoting
catch-up growth. Thus the overall 2-yr treatment effect (pre-
vention of ongoing growth failure plus catch-up growth) in
our study was 1.6 SDS.

Although we found no correlation between age at start of
GH treatment and height gain (likely because of limited age

TABLE 2. Correlations between baseline and on-study variables and height SDS at 2 yr in the GH-treated group, ranked by correlation
coefficient

Factor Sample size for analysis Correlation coefficient R P value

Significant
Baseline variables

Length/height SDS 41 0.83 �0.0001
Weight SDS 41 0.63 �0.0001
MPH SDS minus baseline length/height SDS 40 �0.52 0.0006
Father’s height SDS 40 0.47 0.0020
MPH SDS 40 0.46 0.0025
IGFBP-3 SDS 38 0.45 0.0046
Bone age minus chronological age 39 0.40 0.0112

On-study variables
1-yr height velocity (cm/yr) 41 0.51 0.0007
2-yr IGF-I SDS 34 0.49 0.0031
2-yr IGFBP-3 SDS 34 0.48 0.0044
4-month IGFBP-3 SDS 37 0.44 0.0058
1-yr height velocity SDS 41 0.38 0.0135
4-month IGF-I SDS 37 0.38 0.0216
1-yr IGFBP-3 SDS 38 0.36 0.0264

Not significant
Baseline variables

Mother’s height SDS 41 0.28 0.08
Chronological age 41 �0.23 0.15
IGF-I SDS 38 0.16 0.33
Bone age 39 �0.02 0.89

On-study variables
Baseline-to-1-yr change in IGF-I SDS 35 0.33 0.05a

1-yr IGF-I SDS 38 0.32 0.05a

Baseline-to-2-yr change in IGF-I SDS 31 0.30 0.10
Baseline-to-4-month change in IGF-I SDS 36 0.22 0.19
Baseline-to-4-month in IGFBP-3 SDS 36 0.12 0.49
Baseline-to-2-yr change in IGFBP-3 SDS 31 0.09 0.62
First 4-month height velocity (cm/yr) 41 0.08 0.61
Baseline-to-1-yr change in IGFBP-3 SDS 35 0.06 0.74
First 4-month height velocity SDS 41 �0.05 0.78
Baseline-to-2-yr change in collagen N-terminal propeptide 35 �0.01 0.96

a Actual P values � 0.051, therefore not significant.
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range and treatment duration), age and bone age were nev-
ertheless significant factors in a number of height prediction
models developed in this study, as also reported by others
(17, 25). Age dependency of GH responsiveness (40) is hy-
pothesized to reflect the decline in proliferative capacity of
growth plate chondrocytes with increasing age—the concept
of programmed growth plate senescence (41, 42).

Whereas initial reports indicated normal linear growth
during the preschool years in girls with TS (3, 4), more recent
studies demonstrate early-onset growth failure in the first
few months and years of life (8, 21–24). Given this finding,
guidelines for care of individuals with TS, which previously
recommended that “initiation of GH therapy should be con-
sidered as soon as a patient with TS has dropped below the
fifth percentile of the normal female growth curve” (43), have
been revised, and the updated guidelines state that “treat-
ment with GH should be considered as soon as growth fail-
ure (decreasing height percentiles) is demonstrated and its
potential risks and benefits have been discussed with the
family” (44). Unfortunately, because many patients with TS
are not diagnosed until mid-childhood, adolescence, or even
adulthood (20, 45–47), the opportunity to improve height
remains limited for many patients. Consequently, a con-
certed effort is required to enable earlier diagnosis for girls
with TS (18, 24, 45, 47, 48).

Although the overall efficacy of GH treatment in TS is now
well established, there is significant variation in individual pa-

tient responsiveness to treatment (12–16, 36, 37). Consequently,
the clinician considering GH treatment for a child with TS has
limited ability to provide the family with expectations for po-
tential treatment outcome. To address this clinical challenge,
investigators have evaluated factors that correlate with the GH
treatment response. In addition to age at treatment initiation
and GH dose, other baseline factors reported to influence out-
come positively include MPH (reflecting genetic height poten-
tial), baseline height and weight SDS, bone age delay (13, 17, 25),
presence of a retained maternal (vs. paternal) X chromosome
(49), and presence of the short (exon 3-deleted) form of the GH
receptor (50). Using these findings, various models have been
developed to predict height achieved or gained after GH treat-
ment (13, 15, 17, 25). Notably, although baseline variables are
adequate for modest prediction of initial treatment response,
prediction of response after the first year requires inclusion of
a variable that reflects initial response (e.g. first-year height
velocity or change in height velocity from baseline) (13, 25).
Similarly, we found that the models had substantially greater
predictive power when a variable reflecting initial treatment
response was included. The key conclusion from these analyses
is that although it may be possible to predict a portion of the
response before initiating treatment, even the best baseline-
variable-only models cannot predict response to GH with the
degree of accuracy necessary for clinical decision making on an
individual patient basis. An additional key point from these
regression analyses is that baseline height SDS had negligible

TABLE 3. Correlations between baseline and on-study variables and change in height SDS from baseline to 2 yr in the GH-treated
group, ranked by correlation coefficient

Factor Sample size for analysis Correlation coefficient R P value

Significant
Baseline variables

MPH SDS minus baseline length/height SDS 40 0.32 0.04
On-study variables

1-yr height velocity SDS 41 0.67 �0.0001
2-yr IGF-I SDS 34 0.52 0.0017
First 4-month height velocity SDS 41 0.52 0.004
First 4-month height velocity (cm/yr) 41 0.41 0.008
Baseline-to-2-yr change in IGF-I SDS 31 0.40 0.03
1-yr height velocity (cm/yr) 41 0.39 0.01
2-yr IGFBP-3 SDS 34 0.36 0.037

Not significant
Baseline variables

Father’s height SDS 40 0.26 0.10
Bone age minus chronological age 39 0.26 0.11
Length/height SDS 41 �0.21 0.19
Bone age 39 0.21 0.20
MPH SDS 40 0.16 0.33
IGFBP-3 SDS 38 0.11 0.52
IGF-I SDS 38 0.08 0.65
Weight SDS 41 �0.06 0.69
Mother’s height SDS 41 �0.04 0.82
Chronological age 41 0.03 0.86

On-study variables
Baseline-to-2-yr change in collagen N-terminal propeptide 35 0.30 0.08
Baseline-4 month change in IGFBP-3 SDS 36 0.30 0.08
4-month IGFBP-3 SDS 37 0.29 0.09
Baseline-to-2-yr change in IGFBP-3 SDS 31 0.29 0.11
1-yr IGFBP-3 SDS 38 0.28 0.09
Baseline-to-1-yr change in IGFBP-3 SDS 35 0.24 0.16
4-month IGF-I SDS 37 0.23 0.17
Baseline-to-1-yr change in IGF-I SDS 35 0.18 0.31
Baseline-to-4-month change in IGF-I SDS 36 0.15 0.39
1-yr IGF-I SDS 38 0.14 0.41
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influence on the magnitude of the height gain, indicating that
the opportunity for GH-induced catch-up growth is similar
irrespective of height at treatment initiation. Therefore, a GH
treatment trial is probably warranted in most patients with TS
who have evidence of growth failure, whether in infancy or
later in childhood.

In summary, this randomized, controlled clinical trial
demonstrates that the growth failure typical of early child-
hood in girls with TS can be corrected when GH treatment
is initiated by four years of age. These findings underscore
the importance of early diagnosis of TS and prompt referral
to a pediatric endocrinologist for assessment of the many
physical and developmental problems that may be associ-
ated with this condition, including growth failure. In general,
the younger the patient is at GH initiation, the smaller the

height deficit to be bridged and the faster height is normal-
ized. Early restoration of height close to average in this
unique patient cohort should mitigate potential detrimental
effects of short stature during childhood and allow for age-
appropriate initiation of feminization. However, because the
long-term efficacy and safety of such early treatment remains
to be determined, a 10-yr study extension is underway, fol-
lowing the original cohort to adult height.

Acknowledgments

We sincerely thank the girls and their families for their participation in
this study. We also thank the other members of the Toddler Turner Study
Group for their enthusiastic participation in the conduct of this study. The
members are listed as follows alphabetically (excluding those listed as
authors), by the state in which the study site is located: 1) Linda Burkett,

TABLE 4. Prediction models for height SDS at 2 yr and change in height SDS from baseline to 2 yr

Model no. Models for dependent variable R2 PRESS P value

Dependent variable, height SDS at 2 yr
Using baseline variables only

1 0.89 � (0.88 � BH SDS) 0.70 16.01 �0.0001
2 0.75 � (0.82 � BH SDS) � (0.23 � MPH SDS) 0.72 15.43 �0.0001
3 0.87 � (0.85 � BH SDS) � (0.03 � 	BA � CA
) 0.75 14.32 �0.0001
4 0.96 � (0.83 � BH SDS) � (0.03 � 	BA � CA
) �

(0.10 � IGFBP-3 SDS)
0.80 11.95 �0.0001

5 0.89 � (0.80 � BH SDS) � (0.03 � 	BA � CA
) �
(0.13 � MPH SDS) � (0.12 � IGFBP-3 SDS)

0.81 12.17 �0.0001

6 0.85 � (0.84 � BH SDS) � (0.03 � BA) � (0.04 �
CA) � (0.10 � IGFBP-3 SDS)

0.81 12.48 �0.0001

Using baseline and 4-month on-study
variables

1 0.13 � (0.91 � BH SDS) � (0.06 � 4-month HV) 0.74 14.50 �0.0001
2 0.71 � (0.85 � BH SDS) � (0.21 � 4-month IGF-I

SDS)
0.77 12.30 �0.0001

3 �0.27 � (0.89 � BH SDS) � (0.24 � 4-month
IGF-I SDS) � (0.07 � 4-month HV)

0.84 9.32 �0.0001

4 �0.71 � (0.92 � BH SDS) � (0.02 � BA) � (0.24
� 4-month IGF-I SDS) � (0.08 � 4-month HV)

0.86 8.31 �0.0001

Using baseline and 1-yr on-study variables
1 0.76 � (0.83 � BH SDS) � (0.18 � 1-yr IGFBP-3

SDS)
0.73 14.69 �0.0001

2 �0.86 � (0.79 � BH SDS) � (0.14 � 1-yr HV) 0.77 13.00 �0.0001
3 �2.40 � (0.79 � BH SDS) � (0.03 � BA) � (0.21

� 1-yr HV)
0.84 9.64 �0.0001

4 �2.45 � (0.75 � BH SDS) � (0.03 � BA) � (0.20
� 1-yr HV) � (0.15 � 1-yr IGFBP-3 SDS)

0.86 8.54 �0.0001

Dependent variable, change in height SDS
from baseline to 2 yr

Using baseline variables only
1 0.74 � (0.19 � 	MPH SDS � BH SDS
) 0.10 14.80 0.0442

Using baseline and 4-month on-study
variables

1 �0.12 � (0.08 � 4-month HV) � (0.20 � 4-month
IGF-I SDS)

0.35 9.20 0.0006

2 �0.65 � (0.02 � BA) � (0.09 � 4-month HV) �
(0.22 � 4-month IGF-I SDS)

0.41 7.95 0.0010

3 �0.38 � (0.15 � 	MPH SDS � BH SDS
) � (0.07
� 4-month HV) � (0.25 � 4-month IGF-I SDS)

0.45 8.32 0.0002

Using baseline and 1-yr on-study variables
1 �1.53 � (0.03 � BA) � (0.16 � 1-yr HV) � (0.11

� 1-yr IGFBP-3 SDS)
0.38 10.88 0.0011

2 �2.45 � (0.25 � BH SDS) � (0.03 � BA) � (0.20
� 1-yr HV) � (0.15 � 1-yr IGFBP-3 SDS)

0.54 8.54 �0.0001

The models may be interpreted as follows: the first number in each model is the intercept; numbers in parentheses with explanatory variables
are the parameter estimates for each variable. The variable parameter estimate represents the change of the dependent variable when the
explanatory variable changes by one unit given that the other explanatory variables do not change. BA, Bone age; BH, baseline height; CA,
chronological age; HV, height velocity; PRESS, predicted residual sum of squares (indicates predictive performance of the model; the smaller
number, the better the predictive power of the model).

3414 J Clin Endocrinol Metab, September 2007, 92(9):3406–3416 Davenport et al. • Early GH Therapy in Turner Syndrome

 at Norris Medical Library Serials Section on July 7, 2008 jcem.endojournals.orgDownloaded from 

http://jcem.endojournals.org


R.N., and Mindy Cahan, R.N., Los Angeles Children’s Hospital and Uni-
versity of California, Los Angeles, CA; 2) Bonnie Baker, L.S.C., Stanford
University Medical Center, Stanford, CA; 3) Gail Neuenkirchen, R.N., Chil-
dren’s Hospital, Denver, CO; 4) Paula Gendreau, R.N., Connecticut Chil-
dren’s Medical Center, Hartford, CT; 5) Wendy Brickman, M.D., Reema L.
Habiby, M.D., and Denise McDaniel, R.N., Children’s Memorial Hospital,
Chicago, IL; 6) Erica Eugster, M.D., and Debbie LeMay, R.N., Indiana
University/Riley Hospital for Children, Indianapolis, IN; 7) Sarah Webb,
R.N., University of Kentucky and Children’s Hospital, Lexington, KY; 8)
Sandy Berg, R.N., Children’s Mercy Hospital, Kansas City, MO; 9) Karen
Kowal, R.N., Thomas Jefferson University, Philadelphia, PA; and 10) Susan
Kearns, R.N., Children’s Hospital Medical Center, Seattle, WA. Finally, we
thank Xuejing Wang and Lyndon Lacaya for help with the statistical
analyses.

Received December 27, 2006. Accepted June 18, 2007.
Address all correspondence and requests for reprints to: Marsha L.

Davenport, M.D., Division of Pediatric Endocrinology, University of
North Carolina, CB 7039, 3341 Medical Biomolecular Research Building,
Chapel Hill, North Carolina 27599-7039. E-mail: mld@med.unc.edu.

This work was supported by Eli Lilly and Company (Indianapolis, IN).
Portions of this work were conducted through and supported by the Na-
tional Institutes of Health-funded General Clinical Research Center facilities
at the University of Washington and Children’s Hospital and Regional
Medical Center (RR00037) and the University of North Carolina at Chapel
Hill, North Carolina (RR00046). In compliance with the Uniform Require-
ments for Manuscripts, established by the International Committee of Med-
ical Journal Editors, the sponsor of this study did not impose any imped-
iment, directly or indirectly, on the publication of the study’s results. The
authors acknowledge the independent medical writing assistance provided
by ProScribe Medical Communications (www.proscribe.com.au), funded
by Eli Lilly and Company. ProScribe’s services complied with international
guidelines for Good Publication Practice.

M.L.D., S.H.T., K.R., J.L.R., P.Y.F., D.F.G., M.E.G., K.T., and C.H. all
received grant support from Eli Lilly and Company as investigators on
this study. M.L.D. has received consulting and lectureship fees from Eli
Lilly and Company and Genentech; J.L.R. has received consulting fees
from Eli Lilly and Company, Novo Nordisk, Pfizer, and Insmed; M.E.G.
has received consulting and lectureship fees from Eli Lilly and Com-
pany, Genentech, Pfizer, Serono, and Novo Nordisk. B.J.C., C.L., A.J.Z.,
and C.A.Q. are employees of Eli Lilly and Company.

References

1. Jacobs PA, Melville M, Ratcliffe S, Keay AJ, Syme J 1974 A cytogenetic survey
of 11,680 newborn infants. Ann Hum Genet 37:359–376

2. Nielsen J, Wohlert M 1991 Chromosome abnormalities found among 34,910
newborn children: results from a 13-year incidence study in Arhus, Denmark.
Hum Genet 87:81–83

3. Ranke MB, Pfluger H, Rosendahl W, Stubbe P, Enders H, Bierich JR, Ma-
jewski F 1983 Turner syndrome: spontaneous growth in 150 cases and review
of the literature. Eur J Pediatr 141:81–88

4. Lyon AJ, Preece MA, Grant DB 1985 Growth curve for girls with Turner
syndrome. Arch Dis Child 60:932–935

5. Holl RW, Kunze D, Etzrodt H, Teller W, Heinze E 1994 Turner syndrome:
final height, glucose tolerance, bone density and psychosocial status in 25 adult
patients. Eur J Pediatr 153:11–16

6. Ranke MB, Grauer ML 1994 Adult height in Turner syndrome: results of a
multinational survey. Horm Res 42:90–94

7. Rochiccioli P, David M, Malpuech G, Colle M, Limal JM, Battin J, Mariani
R, Sultan C, Nivelon JL, Simonin G 1994 Study of final height in Turner’s
syndrome: ethnic and genetic influences. Acta Paediatr 83:305–308

8. Rongen-Westerlaken C, Corel L, van den Broeck J, Massa G, Karlberg J,
Albertsson-Wikland K, Naeraa RW, Wit JM 1997 Reference values for height,
height velocity and weight in Turner’s syndrome. Swedish Study Group for
GH treatment. Acta Paediatrica 86:937–942

9. Carel JC, Mathivon L, Gendrel C, Ducret JP, Chaussain JL 1998 Near nor-
malization of final height with adapted doses of growth hormone in Turner’s
syndrome. J Clin Endocrinol Metab 83:1462–1466

10. Rosenfeld RG, Attie KM, Frane J, Brasel JA, Burstein S, Cara JF, Chernausek
S, Gotlin RW, Kuntze J, Lippe BM, Mahoney CP, Moore WV, Saenger P,
Johanson AJ 1998 Growth hormone therapy of Turner’s syndrome: beneficial
effect on adult height. J Pediatr 132:319–324

11. Chernausek SD, Attie KM, Cara JF, Rosenfeld RG, Frane J 2000 Growth
hormone therapy of Turner syndrome: the impact of age of estrogen replace-
ment on final height. Genentech, Inc., Collaborative Study Group. J Clin
Endocrinol Metab 2000 85:2439–2445

12. Quigley CA, Crowe BJ, Anglin DG, Chipman JJ 2002 Growth hormone and
low dose estrogen in Turner syndrome: results of a United States multi-center
trial to near-final height. J Clin Endocrinol Metab 87:2033–2041

13. van Pareren YK, de Muinck Keizer-Schrama SM, Stijnen T, Sas TC, Jansen
M, Otten BJ, Hoorweg-Nijman JJ, Vulsma T, Stokvis-Brantsma WH, Rouwe
CW, Reeser HM, Gerver WJ, Gosen JJ, Rongen-Westerlaken C, Drop SL 2003
Final height in girls with Turner syndrome after long-term growth hormone
treatment in three dosages and low dose estrogens. J Clin Endocrinol Metab
88:1119–1125

14. Stephure DK; Canadian Growth Hormone Advisory Committee 2005 Impact
of growth hormone supplementation on adult height in Turner syndrome:
results of the Canadian randomized controlled trial. J Clin Endocrinol Metab
90:3360–3366

15. Ranke MB, Partsch CJ, Lindberg A, Dorr HG, Bettendorf M, Hauffa BP,
Schwarz HP, Mehls O, Sander S, Stahnke N, Steinkamp H, Said E, Sippell
W 2002 Adult height after GH therapy in 188 Ullrich-Turner syndrome pa-
tients: results of the German IGLU Follow-Up Study 2001. Eur J Endocrinol
147:625–633

16. Pasquino AM, Pucarelli I, Segni M, Tarani L, Calcaterra V, Larizza D 2005
Adult height in sixty girls with Turner syndrome treated with growth hormone
matched with an untreated group. J Endocrinol Invest 28:350–356

17. Soriano-Guillen L, Coste J, Ecosse E, Leger J, Tauber M, Cabrol S, Nicolino
M, Brauner R, Chaussain JL, Carel JC 2005 Adult height and pubertal growth
in Turner syndrome after treatment with recombinant growth hormone. J Clin
Endocrinol Metab 90:5197–5204

18. Reiter EO, Blethen SL, Baptista J, Price L 2001 Early initiation of growth
hormone treatment allows age-appropriate estrogen use in Turner’s syn-
drome. J Clin Endocrinol Metab 86:1936–1941

19. Cave CB, Bryant J, Milne R 2003 Recombinant growth hormone in children
and adolescents with Turner syndrome. Cochrane Database Syst Rev
3:CD003887

20. Gravholt CH 2004 Epidemiological, endocrine and metabolic features in
Turner syndrome. Eur J Endocrinol 151:657–687

21. Karlberg J, Albertsson-Wikland K, Nilsson KO, Ritzen EM, Westphal O 1991
Growth in infancy and childhood in girls with Turner’s syndrome. Acta Pae-
diatr Scand 80:1158–1165

22. Davenport ML, Punyasavatsut N, Gunther D, Savendahl L, Stewart PW 1999
Turner syndrome: a pattern of early growth failure. Acta Paediatr Suppl
88:118–121

23. Even L, Cohen A, Marbach N, Brand M, Kauli R, Sippell W, Hochberg Z 2000
Longitudinal analysis of growth over the first 3 years of life in Turner’s
syndrome. J Pediatr 137:460–464

24. Davenport ML, Punyasavatsut N, Stewart PW, Gunther DF, Savendahl L,
Sybert VP 2002 Growth failure in early life: an important manifestation of
Turner syndrome. Horm Res 57:157–164

25. Ranke MB, Lindberg A, Chatelain P, Wilton P, Cutfield W, Albertsson-
Wikland K, Price DA; KIGS International Board 2000 Prediction of long-term
response to recombinant human growth hormone in Turner syndrome: de-
velopment and validation of mathematical models. J Clin Endocrinol Metab
85:4212–4218

26. Parker KL, Wyatt DT, Blethen SL, Baptista J, Price L 2003 Screening girls with
Turner syndrome: the National Cooperative Growth Study experience. J Pe-
diatr 143:133–135

27. Kuczmarski RJ, Ogden CL, Grummer-Strawn LM, Flegal KM, Guo SS, Wei
R, Mei Z, Curtin LR, Roche AF, Johnson CL 2000 CDC growth charts: United
States. Adv Data 8:1–27

28. Tanner JM, Whitehouse RH, Hughes PC, Vince FP 1971 Effect of human
growth hormone treatment for 1 to 7 years on growth of 100 children, with
growth hormone deficiency, low birthweight, inherited smallness, Turner’s
syndrome, and other complaints. Arch Dis Child 46:745–782

29. Fechner PY, Davenport ML, Qualy RL, Ross JL, Gunther DF, Eugster EA,
Huseman C, Zagar AJ, Quigley CA 2006 Differences in FSH secretion between
45,X monosomy Turner syndrome and 45,X/46,XX mosaicism are evident at
an early age. J Clin Endocrinol Metab 91:4896–4902

30. Greulich WW, Pyle SI 1959 Radiographic atlas of skeletal development of the
hand and wrist. 2nd ed. Stanford, CA: Stanford University Press

31. Chan JM, Stampfer MJ, Giovannucci E, Gann PH, Ma J, Wilkinson P, Hen-
nekens CH, Pollak M 1998 Plasma insulin-like growth factor-I and prostate
cancer risk: a prospective study. Science 279:563–566

32. Hankinson SE, Willett WC, Colditz GA, Hunter DJ, Michaud DS, Deroo B,
Rosner B, Speizer FE, Pollak M 1998 Circulating concentrations of insulin-like
growth factor-I and risk of breast cancer. Lancet 351:1393–1396

33. Lukanova A, Lundin E, Toniolo P, Micheli A, Akhmedkhanov A, Rinaldi S,
Muti P, Lenner P, Biessy C, Krogh V, Zeleniuch-Jacquotte A, Berrino F,
Hallmans G, Riboli E, Kaaks R 2002 Circulating levels of insulin- like growth
factor-I and risk of ovarian cancer. Int J Cancer 101:549–554

34. Ma J, Pollak MN, Giovannucci E, Chan JM, Tao Y, Hennekens CH, Stampfer
MJ 1999 Prospective study of colorectal cancer in men and plasma levels of
insulin-like growth factor (IGF)-I and IGF-binding protein-3. Natl Cancer Inst
91:620–625

35. Palmqvist R, Hallmans G, Rinaldi S, Biessy C, Stenling R, Riboli E, Kaaks
R 2002 Plasma insulin-like growth factor 1, insulin-like growth factor binding

Davenport et al. • Early GH Therapy in Turner Syndrome J Clin Endocrinol Metab, September 2007, 92(9):3406–3416 3415

 at Norris Medical Library Serials Section on July 7, 2008 jcem.endojournals.orgDownloaded from 

http://jcem.endojournals.org


protein 3, and risk of colorectal cancer: a prospective study in northern Sweden.
Gut 50:642–646

36. Sas TC, de Muinck Keizer-Schrama SM, Stijnen T, Jansen M, Otten BJ,
Hoorweg-Nijman JJ, Vulsma T, Massa GG, Rouwe CW, Reeser HM, Gerver
WJ, Gosen JJ, Rongen-Westerlaken C, Drop SL 1999 Normalization of height
in girls with Turner syndrome after long-term growth hormone treatment:
results of a randomized dose-response trial. J Clin Endocrinol Metab 84:4607–
4612

37. Massa G, Heinrichs C, Verlinde S, Thomas M, Bourguignon JP, Craen M,
Francois I, Du Caju M, Maes M, De Schepper J; Belgian Study Group for
Pediatric Endocrinology 2003 Late or delayed induced or spontaneous pu-
berty in girls with Turner syndrome treated with growth hormone does not
affect final height. J Clin Endocrinol Metab 88:4168–4174

38. Carel JC 2005 Growth hormone in Turner syndrome: twenty years after, what
can we tell our patients? J Clin Endocrinol Metab 90:3793–3794

39. Wasniewska M, De Luca F, Bergamaschi R, Guarneri MP, Mazzanti L,
Matarazzo P, Petri A, Crisafulli G, Salzano G, Lombardo F 2004 Early treat-
ment with GH alone in Turner syndrome: prepubertal catch-up growth and
waning effect. Eur J Endocrinol 151:567–572

40. Blum WF, Shavrikova EP, Cutler GB 2004 The growth responsiveness of
children with growth hormone (GH) deficiency to GH therapy declines with
age. Horm Res 62(Suppl 2):165–166

41. Nilsson O, Baron J 2005 Impact of growth senescence on catch-up growth and
epiphyseal fusion. Pediatr Nephrol 20:319–322

42. Emons JA, Boersma B, Baron J, Wit JM 2005 Catch-up growth: testing the

hypothesis of delayed growth plate senescence in humans. J Pediatr 147:843–
846

43. Saenger P, Wikland KA, Conway GS, Davenport M, Gravholt CH, Hintz R,
Hovatta O, Hultcrantz M, Landin-Wilhelmsen K, Lin A, Lippe B, Pasquino
AM, Ranke MB, Rosenfeld R, Silberbach M; Fifth International Symposium
on Turner Syndrome 2001 Recommendations for the diagnosis and manage-
ment of Turner syndrome. J Clin Endocrinol Metab 86:3061–3069

44. Bondy CA 2007 Care of girls and women with Turner syndrome: a guideline
of the Turner syndrome study group. J Clin Endocrinol Metab 92:10–25

45. Savendahl L, Davenport ML 2000 Delayed diagnoses of Turner’s syndrome:
proposed guidelines for change. J Pediatr 137:455–459

46. Sybert VP, McCauley E 2004 Turner’s syndrome. N Engl J Med 351:1227–1238
47. Massa G, Verlinde F, De Schepper J, Thomas M, Bourguignon JP, Craen M,

de Zegher F, Francois I, Du Caju M, Maes M, Heinrichs C; Belgian Study
Group for Paediatric Endocrinology 2005 Trends in age at diagnosis of Turner
syndrome. Arch Dis Child 90:267–268

48. Meng H, Hager K, Rivkees SA, Gruen JR 2005 Detection of Turner syndrome
using high-throughput quantitative genotyping. J Clin Endocrinol Metab 90:
3419–3422

49. Hamelin CE, Anglin G, Quigley CA, Deal CL 2006 Genomic imprinting in
Turner syndrome: effects on response to growth hormone and on risk of
sensorineural hearing loss. J Clin Endocrinol Metab 91:3002–3010

50. Binder G, Baur F, Schweizer R, Ranke MB 2006 The d3-growth hormone (GH)
receptor polymorphism is associated with increased responsiveness to GH in
Turner syndrome and short small-for-gestational-age children. J Clin Endo-
crinol Metab 91:659–664

JCEM is published monthly by The Endocrine Society (http://www.endo-society.org), the foremost professional society serving the
endocrine community.

3416 J Clin Endocrinol Metab, September 2007, 92(9):3406–3416 Davenport et al. • Early GH Therapy in Turner Syndrome

 at Norris Medical Library Serials Section on July 7, 2008 jcem.endojournals.orgDownloaded from 

http://jcem.endojournals.org

