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Cover: Two Young Girls at the Piano, by Pierre August RENOIR (© 1989

The Metropolitan Museum of Art; Robert Lehman Collection, 1975.

(1 975.1 .201)). Two Young Girls at the Piano is one of at least five versions
of the same scene by Renoir, including a lovely pastel recently sold at
auction. Renoir was 51 years of age at the time he did this work in 1892,
and at the height of his popularity. This lovely presentation evokes a former
era when adolescents, at least those in favored economic status, spent their
leisure learning skills such as playing the piano and singing. One of the
major tasks of adolescence is to develop one’s identity and sense of

competence. Whether it is the charming skills so beautifully depicted in this
painting or others, the task of pediatricians is to assist young people in
developing skills of which they can be proud.
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Cornrnentary
“1 -800:Please Admit”

During my internship on medicine
rotation I made daily rounds with an
internist. One of his female patients
had a different pain daily that radiated
to all parts of her body. I was im-
pressed at how patiently he listened
to her symptoms and was amazed
that he was taking notes. One day I
looked over his shoulder to discover
that while she was complaining, he
was making a list of his inpatients.

That patient along with others who
were in the hospital for a “rest” justi-
fiably would have a great deal of dif-
ficulty being admitted in 1990. How-
ever, I feel that the pendulum has
swung too far in the opposite direc-
tion from the days of the lady with
total body pain. Now we have to call
the insurance company’s toll-free
number to ask for permission to ad-
mit and give our plan of therapy, not
to another physician, but to paramed-
ical personnel. Most of our admis-
sions are not elective, and the atmos-
phere is usually hectic at the time,
thus adding to the aggravation. If call-
ing between the hours of 5 PM and 9
AM, one does not even receive the
courtesy of talking to a human being,
but only to an answering device. If it
is that important to call, insurance
company personnel should be avail-
able. In the middle of the night I have
often been tempted to leave a sca-
thing message.

Once the patient is hospitalized,
our charts are scrutinized daily by
nurse administrators to insure that,

by their standards, hospitalization is
justified. After discharge, the diag-
nosis must have a corresponding
number or the medical records peo-
pie have a major motor seizure. I
thoroughly enjoy making an unusual
diagnosis that has no corresponding
number in the “big book.”

For most pediatricians, the hospital
is a last resort. Many of us have seen
patients daily or more than once daily
to avoid hospitalization. During our
training it was instilled in us to avoid
hospitalization, but there are times
when it is necessary, even if the pa-
tient does not fit into a listed diagnos-
tic category or really need intrave-
nous therapy, which seems to be one
of the “buzz” words. What do you do
if parents have difficulty dealing with
an illness or if admission is needed to
protect a child from suspected
abuse?

Recently, I treated a chronically ill-
appearing 1 2-year-old girl who had
had a fever for 12 days. There were
no obvious physical findings to ex-
plain the fever, and basic laboratory
studies were normal. I elected to refer
her to an inpatient physician at an-
other hospital. The physician finally
admitted the child, but had to fabri-
cate a diagnosis because the insur-
ance company frowned on an admit-
ting diagnosis of fever of unknown
origin.

The early discharge of newborns is
another problem. I wonder who will
be responsible for the infant who de-

velops sepsis on the third day or fi-
nally manifests the symptoms of hy-
poplastic left heart after leaving the
hospital early. Recently, I received a
call from the nursery in midafternoon
that a mother was just informed by
her insurance company that she and
her infant had to leave the hospital
after 36 hours. This necessitated an
extra trip by me back to the hospital
to discharge the infant.

I was amused by a bumper sticker
once that read “Become a Doctor-
Support a Lawyer.” Now we also help
to subsidize a whole new group of
bureaucrats. Not only are we helping
to pay their salaries, but these same
individuals are dictating how we prac-
tice medicine.

I believe that there are courses of
action we must take. First, pediatn-
cians must continue to practice cost-
effective medicine. Second, we must
become involved with the administra-
tive boards of the insurance compa-
nies. This obviously takes time, but
is a necessity. Third, we must be-
come active in our medical societies
at all levels to influence the third party
payers. Many pediatricians have
been reluctant to join local and na-
tional medical societies. With apolo-
gies to Ben Franklin, we will hang
together or we will hang separately.

Vincent J. Menna, MD
Doylestown, Pennsylvania

Self-Evaluation Quiz--
CME Credit

As an organization accredited for continuing medical education,
the American Academy of Pediatrics certifies that completion of the
self-evaluation quiz in this issue of Pediatrics in Review meets the
criteria for two hours of credit in category I of the Physician’s
Recognition Award of the American Medical Association and 10%
cyan PREP credit.

The questions for the self-evaluation quiz are located at the end
of each artide in this issue. Each question has a SINGLE BEST

ANSWER. To obtain credit, record your answers on your quiz reply
cards (which you received under separate cover), and return the
cards to the Academy. On each card is space to answer the
questions ui six issues of the journal: CARD 1 for the July through
December issues and CARD 2 for the January through June issues.
To receive credit you must currently be enrolled in PREP or a
subscriber to Pediatrics in Review-and we must receive both cards
by August 31, 1991.

Send your cards to: Pediatrics in Review, American Academy of
PediatrIcs, 141 Northwest Point Blvd, P0 Box 927, Elk Grove Village,
IL 60009-0927.

The correct answers to the questions in this issue appear on the
inside front cover.
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Abdominal Tumors
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moved in a delayed or “second-look”
procedure.

Radiation Therapy. With the ad-
vent of effective chemotherapeutic
agents, radiation therapy has taken a
secondary role in the treatment of
Wilms tumor. Currently, it is not used
in the treatment of patients with stage
I or II disease and favorable histology.
Its role in stage Ill disease with favor-
able histology is still being tested, but
it appears that a dose of 1000 cGy
delivered to the tumor bed is ade-
quate to provide the beneficial effects
of radiation seen in this group of pa-
tients. Radiation therapy to the lungs
was evaluated in the past for patients
with pulmonary metastases, but it is
not current practice.

Chemotherapy. Vincristine and ac-
tinomycin-D are the mainstays of
therapy for Wilrns tumor, although
doxorubicin is useful for patients with
advanced stages of disease. A series
of studies have been undertaken by
the National Wilms Tumor Study, and
the current study is the fourth in this
series. In this study, patients with
stages I and II disease with favorable
histology are treated for 3 to 5
months with vincristine and actino-
mycin-D, and the major differences in
the treatment regimens consist of dif-
ferences in the drug delivery sched-
ule. Differences in drug delivery
schedule are also part of the treat-
ment regimens for the more ad-
vanced stages, although these regi-
mens are more intensive than for
lower stages and they involvethe use
of doxorubicin.

Prognosis

The most impressive advancement
in the treatment of any solid tumor
has been seen in the case of Wilms
tumor. More than 85% of patients
can be cured (that is, have a 5-year
disease-free survival, with minimal
chance of recurrence) with current
approaches. Thus, future ap-
proaches are beginning to focus on
decreasing the toxicity of treatment
by eliminating doses of drugs, dura-
tion of therapy, and the use of radia-
tion. Currently, the 2-year survival of
children with favorable histology is
98% for stage I,95% for stage II,
90% for stage III, and 80% for stage
IV. The prognosis for unfavorable his-

tology of any stage is a survival rate
of about 80%.

Future Prospects

With the availability of effective
chemotherapeutic agents to treat
most patients with Wilms tumor, the
focus of future studies will be to de-
crease toxicity. On the other hand,
more effective approaches must be
developed for patients with advanced
disease and unfavorable histology.
Recent progress in understanding
the development of Wilms tumor and
mapping predisposition loci promises
to provide new approaches to identify
individuals at increased risk for de-
veloping this tumor. Although the ge-
netic basis of Wilms tumor appears
to be more complex than that seen
for retinoblastoma, molecular genetic
approaches are likely to begin to have
clinical applications within the next 5
to 10 years. Such approaches may
provide insight into malignant trans-
formation and provide ways to clas-
sify tumors or predict prognosis more
objectively. In addition, they may
identify critical genetic pathways on
which future therapeutic approaches
may be focused.

CONCLUSION

Any abdominal organ or tissue is
capable of developing into a mass.
The spectrum of afflictionincludes
dilatedhollow viscera, inflammatory
masses, and cystic or solid tumors
(malignant or benign). The keys to
the most favorable outcome lie in
prompt diagnosis and skillful man-
agement with the choice of an appro-
priate therapeutic regimen.
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Self-Evaluation Quiz

1. Among the following conditions produc-
ing abdominal masses in infants, which is
least typical with respect to the age of the
pa�ent?

A. Multicystic kidney in a newborn.

B. WiIms tumor in a 3-month-old infant.
C. Neuroblastoma in a 1-year-old child.
D. lntussusception in a 9-month-old infant.
E. Posterior urethral valves in a 1 -month-old

infant.

2. Of the following, which finding is least
likely to be associated with neuroblastoma?

A. Diarrhea.
B. Opsoclonus.
C. Hematuna.
D. Abdominal calcification.
E. Proptosis.



EDUCATIONAL OBJECTIVE

82. The pediatrician should have
the appropriate abllfty to recom-
mend screening methods to detect
illicit drug use. (Recent Advances,
90/91)
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3. Among the following, neuroblastoma is 4. Among the following, which is least likely most improvement in prognosis has been
least likely to metastasize to: to be associated with Wilms tumor? achieved for

A. Lung. A. Beckwith-Wiedmann syndrome. A. Ewing sarcoma.
B. Skin. B. Anindia. B. Neuroblastoma.
C. Bone marrow. C. Homer syndrome. C. Wilms tumor.
D. Regional nodes. D. Hemihypertrophy. D. Osteosarcoma.
E. Liver. 5. Among the following malignancies, the E. Rhabdomyosarcoma.

Screening for Illicit Drug Use

The Clinical Utility and Evaluation of Drug Screening Techniques. MacKenzl AG,
Cheng M, Haftel AJ. Pediatr Clin North Am. 1987;34:423.
Moral and Legal Issues in Screening for Drug Use in Adolescents. King NM, Cross
AW. J Pediatr. 1987;1 1:249.
Adolescent Marijuana Use: Concordance Between Questionnaire and Immunoas-
say for Cannaboid Metabolites. Silber TJ, Getson P, Ridley S, et al. J Pediatr.
1987;111:299.

Sensitive and specific tests are now available for marijuana, cocaine, and a host of
other drugs. This availability makes the decision about when to use these tests a
crucial issue in the care provided to adolescents. When to suspect drug abuse and
acute intoxication, what to do with the drug test result, and whether or not to do
routine screening in schools or in the pediatrician’s office, especially if a drug test is
specially requested by a parent, are central. Screening of body fluids for drugs is
recommended for adolescents with mental state or performance changes, psychiatric
symptoms, or acute-onset behavior states. It also is recommended for those with
recurrent respiratory ailments and for high-risk adolescents (eg, runaways, delin-
quents). Testing can also be used to monitor abstinence. Clearly, any comatose
adolescent should be screened for toxins in serum, urine, and gastric contents.

The enzyme immunoassay technique is now commonly used for assay of marijuana
metabolites, benzodiazepines, phencyclidine, barbiturates, opioids, and cocaine me-
tabolites in the urine and for benzodiazepine, phencyclidine, barbiturates, tncyclic
antidepressants, and ethyl alcohol in the serum. Sensitivity and specificity are quite
good, although cross-reactivity with some substances may yield false positives. The
approximate duration that drugs are detectable in the urine are: 1) alcohol, 12 hours;
2) marijuana, 120 hours (single dose) to 240 hours (daily use); 3) cocaine, 18 to 27
hours (single intranasal dose of 13 to 30 mg) to 96 to 144 hours (oral dose of 300
mg, as metabolite); and 4) phencyclidine, 200 hours following an overdose.

The moral and legal issues in drug screening for adolescents are also complex. The
current recommendation is not to include drug screening as part of routine adolescent
health care. If a parent requests such testing, the pediatrician should ask permission
of the adolescent. Usually, the test will be negative if the adolescent assents. If the
adolescent refuses, the index of suspicion is raised without the trust and respect of
the patient being lost and the confidentiality of the medical relationship being violated.

Comment: When parents request drug testing of their adolescent, the critical
question of the pediatrician should be: “Why?” Attention should be given to parental
concerns and parent-adolescent communication. This should prompt individual, private
discussion with each parent and the adolescent, in addition to discussions in which
both adolescent and parent(s) are included. (Lonnie Zeltzer, MD, Editorial Board)



Neutropenia
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the granulocyte colony-stimulating
factor is an investigational agent, re-
ferral to a tertiary care center is nec-
essary to obtain its use. In 50% of
affected patients who have sympto-
matic immune neutropenia, success-
ful therapy can be accomplished by
use of prednisone, 2 mg/kg given
orally for 1 month.
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Self-Evaluation Quiz

6. Neutropenia is associated with abnormal
physical findings in each of the following
conditions except:

A. Reticular dysgenesis.
B. Cartilage-hair syndrome.
C. Shwachman-Diamond syndrome.
D. Dyskeratosis congenita.
E. Fanconi syndrome.

7. Patients with neutropenia have a major
increase in risk for infections due to:

A. Viruses.
B. Bacteria.
C. Fungi.
D. Parasites.
E. Protozoa.

8. Granulocyte colony-stimulating factor
has been shown to be beneficial in the ther-
apy of each of the following except:

A. Severe congenital neutropenia.
B. Neonatal isoimmune neutropenia.
C. Acquired idiopathic symptomatic neutro-

penia.

D. Cyclic neutropenia.

9. Among the following, transient neutro-
penia is least likely to be a manifestation of:

A. Viral infection.
B. Bacterial infection.
C. Maternal isoimmunization.
D. Maternal autoimmunization.
E. Hypersplenism.

10. Patients with neutropenia will least
likely benefit from administration of:

A. Granulocyte colony-stimulating factor.
B. Transfusions of white cells.
C. Glucocorticoids.
D. y-Globulin.
E. Antibiotics.

Hypoxia and Infant Care Seat

Ventilatory Changes in Convalescent Infants Positioned in Car Seats. Willet LD,
Leuschen MP, Nelson LS, Nelson AM. J Pediatr. 1 989;1 15:451-455.

Because premature infants have been shown to be at nsk for hypoxia and brady-
cardia when positioned in standard car seats, this study was done to confirm this
finding in a larger sample, to investigate convalescent full-term infants in the neonatal
intensive care unit for respiratory compromise in car seats, and to determine the
physiologic mechanism or mechanisms responsible. Extensive multichannel polygraph
recordings were obtained, and pulmonary function tests were performed on 50
convalescent infants from the neonatal intensive care unit before, during, and after
placement in a car seat. Mean total dynamic compliance, total pulmonary resistance,
and work of breathing improved in the car seat. Thirty percent of premature infants
experienced hypoxia, bradycardia, or both in a car seat; in this group, tidal volume
was low. In 11 of 16 infants with abnormal findings, oxygen desaturation was related
temporally to episodes of short and mixed apnea. No full-term convalescent infant
experienced respiratory difficulty in a car seat regardless of primary diagnosis. These
researchers conclude that premature infants may have respiratory compromise of a
multifactorial nature when in car seats. Further development of car seats is necessary
if such respiratory problems are to be avoided. (R.J.H.)
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122. The pediatrician should have
the appropriate ability to recognize
sinusitis in young children. (Recent
Advances, 90/91)
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Self-Evaluation Quiz

11. Each of the following is a true statement
about epistaxis in children, except:

A. The majority of cases originate from the

anterior 2 to 3 cm of the nasal septum.
B. Most cases are due to digital manipula-

tion.

C. Nasal polyps are a common cause.
D. Rhinitis medicamentosa is not a common

cause.
E. Any inflammatory disorder in the nose

may be a cause.

12. A 7-year-old boy has recurrent epistaxis
thought to be due to a bleeding disorder.

The initial laboratory evaluation should in-
clude each of the following, except:

A. Complete blood count with differential
and smear.

B. Total and direct serum bilirubin.
C. Platelet count.
D. Prothrombin and partial thromboplastin

times.

13. Which of the following is not true about
juvenile nasopharyngeal angiofibromas?

A. They are benign vascular neoplasms aris-
ing in the lateral nasopharynx.

B. They occur only in pubescent males.
C. Biopsy is a high-risk procedure.
D. They are associated with recurrent pos-

tenor epistaxis.
E. Radiation therapy is the treatment of

choice.

14. Each of the following is a valid associ-
ation regarding the treatment of epistaxis,
except:

A. Anterior bleeding site-Cautery or oint-
ment.

B. Persistent anterior bleeding site-Ante-
rior pack.

C. Nosebleeds during “nosebleed sea-
son”-Buffered saline nasal spray.

0. Septal perforation-Foley catheter.
E. Hereditary telangiectasis-Laser treat-

ment or surgery.

Sinusitis in Infants and Children

Management of Sinusitis in Infants and Children. Wald ER. Pediatr Infect Dis J.
1 988;7:449-452.
Comparative Effectiveness of Amoxicilhin and Amoxicilhin-Clavulanate Potassium
in Acute Paranasal Sinus Infections in Children: A Double-Blind, Placebo-Con-
trolled Trial. Wald ER, Chiponis D, Ledesma-Medina J. Pediatrics. 1986;77:795-800.
Sinusitis: Early Recognition, Aggressive Treatment. Goldenhersh MJ, Rachelsfsky
GS. Contemp Pediatr. 1 989;6:22.

Acute paranasal sinusitis complicates upper respiratory tract inflammation in chil-
dren 1% to 5% of the time. Of the many causes, allergic or infectious upper respiratory
tract infections are the most common. The most common manifestation of acute
paranasal sinusitis includes persistent nasal discharge of any color for more than 10
days, cough, low-grade fever, and, occasionally, foul breath or nonpainful eye swelling.
Headaches are uncommon in this group. Occasionally, high fever, purulent rhinorrhea,
headache, and periorbital swelling occur as the upper respiratory tract infection
worsens.

Results of physical examination are often nonspecific. Direct observation of the
nares may reveal purulent drainage from the middle meatal sinus. In children, the
maxillary and ethmoid sinuses are involved most commonly. Sinus radiographs can
be normal or reveal opacification, air fluid levels in the child more than 5, or mucous
membrane swelling of 5 mm or greater. Mucous membrane swelling correlates well
with bacterial sinus aspirates. The use of ultrasonography and transillumination is
controversial and usually not beneficial in diagnosis.

Bacterial organisms responsible for acute paranasal sinusitis are Streptococcus
pneumoniae (25% to 30%), Branhemella catarrhalis (1 5% to 20%), and nontypable
Haemophilis influenzae (1 5% to 20%). Sterile aspirates occur 20% to 35% of the time.
Amoxicillin is the drug of choice for treatment, given in 10- to 21 -day courses,
depending on clinical response. Trimethoprim-sulfamethoxazole, cefaclor, or amoxi-
cillin potassium clavulanate can be used for �3-lactomase-producing organisms or in
the case of clinical nonresponse. Sinus aspirates or hospitalization are sometimes
required if clinical response is inappropriate. Oral decongestants, antihistamines, and
nasal spray medications, although frequently used, have not been tested for efficacy.

Comment: Children with radiologically proven sinusitis require appropriate treatment
and follow-up. It is more difficult to evaluate the child with mild but persistent symptoms
suggestive of sinusitis in the absence of radiologic confirmation. The treatment of
upper respiratory tract infections with antibiotics simply because sinusitis is suspected
establishes inappropriate parental expectations for the treatment with each such
infection. Because frequent sinus radiographs are also inappropriate for mildly ill
children, the pediatrician is required to use his or her best clinical judgment to evaluate
children with suspected sinusitis. Sinusitis resolves spontaneously in about 40% of
cases, and many children with mild symptoms require only careful observation.
Significant orbital and intracranial complications are the risks of inappropriately rec-
ognized or managed sinusitis, providing yet another balancing act for pediatricians.
(Daniel D. Chapman, MD, Editorial Board)



tensive investigation. Through this
approach, factors identified as pro-
moting a positive outcome might be
incorporated into treatment strate-
gies for the future.
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Self-Evaluation Quiz

15. As defined in the Diagnostic and Statis-
tical Manual, revised 3rd edition, the most
prevalent psychophysiologic disorder of
children and adolescents is:

A. Autism.
B. Depression.
C. Latent schizophrenia.
D. Gilles de Ia Tourette syndrome.
E. Conduct disturbance.

16. Of the following possible factors con-
tnbuting to conduct disturbances in children
and adolescents, which is likely to be the
least important epidemiologically?

A. Specific genetic influences.
B. Family discord.
C. Occurrence of depression.
D. Peer influences.
E. Learning disabilities.

17. In assessing children suspected of con-
duct disturbance, which of the following is
least likely to be helpful?

A. Wide Range Achievement Test (WRAT).
B. Stanford-Binet Test.
C. Child Behavioral Checklist.
D. Conners Teacher Rating Scale.
E. Conners Parent Rating Scale.

18. Among the following, the least helpful
treatment for a conduct disturbance is likely
to be:

A. Family therapy.
B. Parent reeducation in child rearing.

C. Behavior therapy.
D. Individually oriented psychoanalytic ther-

apy.
E. Cognitive therapy with the child.

Comforters and Night Waking

Comforters and Night Waking. Morley R, Morley CJ, Lucas PF, Lucas A. Arch Dis
Child. 1 989;64;1 624.

Among 320 low birthweight infants seen at 9 months postterm, those using a soft
object, thumb, or fingers as a comforter were significantly less likely to wake at night
(9 of 96, 9%) than those with no comforter or using a dummy (66 of 224, 29%).
Dummy users were as likelyto wake (27 of 93, 29%) as those without a comforter
(39 of 131, 30%).

Comment: Everyone in Britain knows that dummies are pacifiers. However, in view
of the fact that they do not seem to pacify at night, perhaps dummy is a better term.
(R.J.H.)




