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Whenever the use of an exclusion diet is indicated
in pediatric practice, a responsible medical posture is
imperative. The study by Medeiros et al.,1 published in this
Jornal, deserves the readers� attention because it manages
to demonstrate how this can and should be achieved.

Countless nutritional risks, the
consequences of macro and
micronutrient deficiencies, can be run
when diets excluding certain foods are
adopted. Several authors2-5 highlight
a series of medium and long term
problems, with the greatest emphasis,
for patients under two years, accorded
to diets excluding cow�s milk.

Medeiros et al. demonstrate the nutritional deficits of
the children studied by means of anthropometric data and
by listing the intake of macro and micronutrients, especially
of calcium. Irrespective of the results, the great merit of
this work is its demonstration of the value of
multidisciplinary involvement. The participation of the
doctor, in conjunction with a nutritionist together with the
social assessment are fundamental to guiding the choice
of diet to that which most adequately substitutes the
excluded items.

The nutrition specialist�s role
in choosing special diets

Ary Lopes Cardoso*

Non-compliance with medical prescriptions has become
a constant reality for Brazilian pediatricians. This is most
notorious when the subject is exclusion diets. Nutritional
risks are run,6 becoming more serious to the extent that
they remain undetected7 or uncorrected. Some examples of

risk situations,8,9 and possibly even of
immediate severity10 in which exclusion
diets are imposed, have been described
and discussed in the light of their
nutritional aspects in work previously
published in this Jornal.

Unfortunately, social, cultural and
economic realities are the primary
determinant factors in poor compliance

with exclusion diet prescriptions. This is often translated
into the diet being prepared inadequately, with insufficient
(or excessive) nutrient intake; the allergic and/or
inflammatory process being sustained by transgressions,
allergy caused by substitute foods and varying degrees of
malabsorption, both of macro and micronutrients, among
others.

The participation of the nutrition specialist is necessary
to the discussion and planning of care when an exclusion
diet is being considered. Among other reasons are the
capacity to assess nutritional requirements from
anthropometric data and other body evaluation methods, to
interpret the nutritional survey developed in conjunction
with the nutritionist and for knowledge on the characteristics
of the new ingredients that are contained in the new
formulae and complete diets that are periodically launched
onto the market in arithmetic progression.11,12
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Lessons learnt: undeniable advances, multiple and
complex challenges. Also multiple are the teachings of the
group from Campinas contained in their article published in
this issue of the Jornal de Pediatria; they toast us with a
wide-ranging, competent and provocative report on their
sample of 104 cystic fibrosis patients.1

Most probably the richest work in
specialized Latin-American literature.

For these reasons, the aspects to
be analyzed are equally multiple. An
agreeable, although to a certain
extent ungrateful, task, since editorial
space, by nature, is limited. Limitation
does not conjugate wel l  with
multiplicity and so we are obliged to isolate those aspects
that will be analyzed with a view to the general pediatrician
and those that work in related subspecialties (pulmonology,
gastroenterology, nutrology and others), also pediatricians
first and foremost. With space at a premium, we,
intentionally, choose two items: survival and age at
diagnosis because both reflect on the (lack of) care that
patients have been receiving, and which is not limited to
this, esteemed, center of excellence.

Cystic fibrosis in Brazil: the pediatrician�s turn

Paulo A. M. Camargos*

In survival, we have made progress. Brazilian CF centers
have participated in two collaborative studies,2,3 that covered
the periods 1979-1989 and 1960-1989 and onto which were
enrolled respectively, 743 and 1,827 patients, from four and
ten Latin-American countries. Mean survival age at death

was just 6-7 years. Brazilian centers
integrated the both studies and the
mean age of patients who were still in
follow-up from the first period (1979-
1989) was just 6.4 years.2 Another
Brazilian study covered a period starting
before and ending after these two
studies, and performed at a service
that also took part in the two previously

mentioned studies, found that for the period 1970-1994,
mean survival had jumped to 12.6 years.4 Another pleasant
surprise is afforded us by the cohort from Campinas: during
the decade 1990-2000, median survival reached a new level
of 18.4 years of survival age after diagnosis,1 an estimate
which is equivalent to figures from the United States in the
80s. As the authors explain, life expectancy with this
condition in industrialized nations is currently around 31.6
years.1 Therefore, we could ask: would our general
pediatricians win our patients extra years, through greater
proximity and more frequent consultations, if there was a
directed effort in combination with the sub-specialists?

With respect of age at diagnosis, we have remained
parked. For the two Latin American cohorts and the cohort
evaluated by the Campinas team, average age at diagnosis
was, respectively, greater than 3-4 years2,3 and 4 years and
2 months.1 Notwithstanding, it is enough to observe in the
article that is the subject of this Editorial that 81.1% of the
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