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“Sara Handing a Toy to the Baby” was painted by Mary Cassatt (1845 -

1925). Cassatt, an American artist, was the daughter of a wealthy

Philadelphia businessman. She went to Paris to study and never returned.

Most of her paintings are of mothers and children, although she herself

never married. This lovely painting shows an older sibling handing a toy to

her younger brother. We all know that sibling relations are never this
serene at all times, but we can always encourage the sharing and love so
beautifully shown here. (This painting is reproduced with the permission of

the Hill.Stead Museum, Farmington, CT).
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PIR QUIZ

1. By history, an immune deficiency is
most likely to be present in:
A. A 4.month��ld female who has

recurrent oral candidiasis.
B. An 18-month-old boy who has

recurrent otitis media and bilat-
eral perforations.

C. A 2.year-old girl who has mal-
absorption.

D. A 5-year-old girl who has recur-
rent urinary tract infections.

E. A 10-year-old boy who has
chronic suppurative adenitis in
cervical and inguinal sites.

3. Among the following tests,the most
likely resultto be associatedwith an
immune deficiency is:
A. A positive wheal and flare

response to pokeweed mitogen.
B. Absence of anti-A antibodies in

an individual who has blood
type B.

C. Absence of measurable 1gM in
respiratory secretions.

D. Development of high titer anti-
body to pneumococcal vaccine.

E. Positive delayed hypersensitivity
to Candida albicans antigen.

2. An 8-year-old girl has had three
bouts of bronchopneumonia-two in
the right lower lobe and one in the
left lower lobe. The WBC and dif-
ferential count are normal. On
radiographic study, the right mmdl-
lary sinus is completely opacified
and the left maxillary sinus has an
air-fluid level. The total serum IgG
level isin the normal range. Of the
following, the study most likely to
be useful is:
A. Antibody titer response to polio

vaccine booster.
B. Lymphocyte proliferation

response to concanavalin A.
C. Measurement of the concentra-

tions of the IgG subclasses.
D. Measurement of the titer of

hemolytic complement.
E. Nitroblue tetrazolium test of

leukocyte function.

4. The most correct statement regard-
ing IgG subclasses is:
A. Antibodies to diphtheria protein

antigen are primarily of the IgG1
subclass.

B. Combined deficiency of IgG2
and IgG4 is associated with au-
toimmune thrombocytopenia.

C. IgG2 deficiency is associated
with repeated viral respiratory
illnesses.

D. lgG3 subclass contains the ma-
jority of antibodies to pneumo-
coccal polysaccharide antigen.

E. IgG4 activates the classical path-
way of complement.
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CARING FOR THE CHILD WHO HAS A HEAD INJURY

1 . The most important thing to watch is how alert and responsive
your child is. If he talks well, plays, and is interested in what is going
on, those are good signs. If he is confused, hard to keep awake, talking
in a funny way, or just acting peculiarly, those are bad signs and you
should call. You may let him sleep, but wake him about every 2 hours
to make sure he can respond normally.

2. Some headache is not unusual. Severe headache or headache that does
not improve or gets worse is a reason to call. Acetaminophen-not aspi-
rin-may be given for headache, and a cold pack can be applied to any
bruises.

3. Vomiting shortly after the injury is not unusual. Vomiting later on, es-
pecially repeated vomiting, should be reported. Liquids only should be
given at first. Light foods can be given later.

4. If the child has trouble with coordination, such as stumbling or having
unusual muscle movements, or if there are vision complaints, unusual
eye movements, or dizziness, call. If you are not sure about a certain
complaint or behavior, call to talk it over.

From 8:00 AM to 5:00 PM, call 277-3252; after hours, 277-8876.
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I
IMPRESSION: No signs of serious
head injury; dietary indiscretion.

PLAN: Continued observation; call
in morning-sooner as needed.

PS, MD
Thursday, June 10, 1993
11AM
Telephone
Feeling much better.Headache gone;
up and around. Eating without nau-
sea. Wants to go out and play.
School tomorrow. Parents to discuss
playground safety with Roger. Brief
visitnext week; call sooner if
needed.

PS, MD

FIGURE: Example of an instruction sheet for caregivers of children who have a head inju,y.

Emphasis is on those signs that require a call for advice.
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GASTROENTEROLOGY
AbdomInal Pain

nias and hyperlipidemias; 4) infec-
tions such as mumps; and 5) con-
genital on acquired anatomic
abnormalities, including pancreas
divisum, duplications, common duct
stones, adjacent masses, and ductal
atnesias and stenoses. Pancreatitis
also may be associated with end-
stage renal disease and any prolonged
severe illness.

Mid-epigastnic abdominal pain is
the primary presenting symptom,
usually without radiation. More se-
vere cases may be associated with
nausea and vomiting, jaundice, and
acholic stools. The physical examina-
tion reveals epigastnic tenderness;
frequently the abdomen will be dis-
tended, and there may be decreased
bowel sounds. An epigastnic mass
may be found. The mainstay for
making the diagnosis remains an ele-
vated serum amylase level or serum
lipase level. A urinary amylase clear-
ance test is more specific, with a
value greaten than 5 suggesting pan-
creatitis. An abdominal radiograph
may show an epigastnic sentinel loop
on pancreatic calcifications. US is
very sensitive and will show an en-
larged, hypoechoic pancreas, possi-
bly a pseudocyst, or even an
enlarged pancreatic duct.
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PIR QUIZ

5. A true statement about abdominal
pain in children is:
A. Colicky pain generally reflects

conditions involving a solid
organ, such as the liver.

B. Pain of inflammatory origin in
the stomach or duodenum will
be referred to the shoulder.

C. Patients suffering from pain of
acute inflammatory origin usu-
ally prefer to remain quiet and
motionless.

D. Sudden onset pain generally is
of acute inflammatory origin.

E. Vomiting that occurs with pain-
ful abdominal conditions usually
precedes the onset of pain.

6. Among the following, the least

helpful tool in the evaluation of
acute abdominal pain in children is

A. Complete blood count
B. Plain abdominal radiograph
C. Temperature measurement
D. Ultrasound examination
E. Urinalysis

7. A true statement about appendicitis
in children is:
A. A plain radiograph of the abdo-

men can aid diagnosis.
B. Adolescents are affected more

commonly than younger chil-
dren.

C. Fever is an essential sign in
young children.

D. Hunger argues against the diag-
nosis in toddlers.

E. Perforation occurs rarely in
infants.

8. Among the following, the finding
that is most suggestive of intussus-
ception is:
A. Currant jelly stools
B. Hematemesis
C. Normal temperature
D. Stabbing subdiaphragmatic pain
E. Tea-colored urine

9. A true statement about various
causes of acute abdominal pain in
pediatric patients is:
A. Gallbladder disease can develop

without cholelithiasis.
B. Intussusception arising as a corn-

plication of abdominal surgery
usually occurs more than I
month after the procedure.

C. Testicular torsion first occurs
during puberty.

D. The incidence of ectopic preg-
nancies in adolescents is
decreasing.

E. Volvulus typically presents with
nonbilious vomiting.



PIR QUIZ

10. A 9-year-old boy has been brought
to you because of the complaint of
abdominal pain. You suspect he
may have recurrent abdominal
pain. Your diagnosis is supported
by the finding that his attacks of
pain are characterized by:
A. Bloody stools
B. Occurring after meals
C. Fatigue
D. Short duration
E. Weight loss

13. A 12.year-old African-American
boy complains frequently of bloat�
ing, cramping, and recurrent lower
abdominal pain following meals.
You tentatively diagnose lactose
intolerance.Your diagnosis ismost

readily made by:
A. A breath hydrogen test
B. Elimination diet
C. Gastric lavage with enzyme

studies
D. Serum electrophoresis
E. Stool analysis1 1. In taking a thorough history of a

child who has abdominal pain, cer-
tam “red flags” may lead you to
suspect a specific illness other than
recurrent abdominal pain. The
finding most likely to support a
diagnosis of recurrent abdominal
pain would be:
A. Changes in bowel habits
B. Interference with daily routines
C. Onset later than 15 years of age
D. Pain that awakens the child at

night
E. Pain well localized away from

the umbilicus

14. There is much confusion between
irritable bowel syndrome (IBS) and
recurrent abdominal pain (RAP).
Of the following statements, the
true statement regarding lBS is:
A. Age incidence of lBS bears no

relation to RAP.
B. Gastrointestinal motility dys-

function is not an organic cause
of lBS.

C. Guaiac-positive stools are
common.

D. lBS may account for 25% of
RAP.

E. The bowel appears macroscopi-
cally distorted.

12. In performing a thorough physical
examination, certain “red flags”
may lead you to suspect a specific
illness other than recurrent abdomi.
nal pain. The physical finding most

likely to support the diagnosis of
recurrent abdominal pain would be:
A. An anal fissure
B. Associated joint tenderness
C. Left lower quadrant tenderness
D. Occult blood in the stool
E. Organomegaly

15. A tentative diagnosis of recurrent
abdominal pain has been made fol-
lowing a thorough examination of
a 12-year-old girl. In developing a
therapeutic plan for her, it is es-
sential that:
A. Anticholinergic medication be

started.
B. Diet be supplemented with 10 g

of corn fiber daily.
C. Normal school activitiesbe

continued.
D. Psychiatric consultation be

obtained.
E. Serious underlying disorder be

ruled out.
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PIR QUIZ

16. Which of the following methods
most accurately aids diagnosis of
otitis media with effusion?
A. Audiometiy
B. Nonpneumatic otoscopy
C. Pneumatic otoscopy
D. Tympanocentesis
E. Tympanometuy

17. Among the following, the most

common complication of chronic
otitis media with perforation is:
A. Cholesteatoma
B. Labyrinthitis
C. Mastoiditis
D. Petrositis
E. Recurrent acute otitis media

18. A recent report that up to 50% of
cases of otitis media in infants and
young children are asymptomatic
can best be confirmed by:
A. Cross-sectional studies in

institutions
B. Cross-sectional studies in

medical settings
C. Cross-sectional studies in the

home
D. Longitudinal studies in medical

settings
E. Longitudinal studies in the

home

19. Among the following, the bacterial
organism most likely to cause otitis
media with effusion is:
A. Escherichia coli
B. Moraxella catarrha!is

C. Staphylococcus aureus

D. Streptococcus pneumoniae

E. Streptococcus pyogenes
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L POINT-COUNTERPOINT

Sexual Abuse
A number of readers were concerned
about the following points raised by
Dr Berkowitz in her article in the
December 1992 issue of Pediatrics in

Review (1992;13:443-452).
Several photographs were thought

to be normal (Figures 9, 10, and 12)
rather than documenting sexual
abuse. The readers were concerned
that if these particular photographs
are used to diagnose sexual abuse,
overdiagnosis of such a devastating
psychosocial problem could have se-
rious and long-lasting consequences.
Another reader also noted, “there
does not seem to be any consensus
among experts. ..as to which terms to
use (notched, cleft, transection, con-
cave hymenal variations, V- or U-
shaped indentations) for genital anal
findings. Finally, the quality of the
color pictures was very poor, and
three were either upside down (Fig-
ures 3 and 6) or sideways (Figure
8). “ (The Editor apologizes for these
errors.)

Dr. Berkowitz replies:
“The article was written more than

2 years ago, and within these 2
years, new studies have been pub-
lished that have shed light on our un-
derstanding of the physical findings
in sexually abused children.

“I chose photos of cases in which
there was not only a credible disclo-
sure, but also a confession or convic-
tion. I then reviewed those photos
with my colleagues at Harbor Gen-
eral Hospital, and we as a group
reached consensus. I agree that the
photos appear quite dark and that
they are not of the best quality. They
were published directly from the col-
poscopic slides, and the publisher did
not do any modification. Let me
comment on our areas of disagree-
ment vis a vis the figures. Figure 9:
Review of my records showed that
the entire left side of the hymen was
thickened and adherent. I will grant
you that this is not readily apparent
in the photos. I believe that Figures
10 and 12 are consistent with the his-
tory of penetration because of the
findings noted in each figure.”

In response to another letter, Dr
Berkowitz notes, “Your letter mis-
states what is stated in the article;
specifically, your statement, ‘She in-
cludes mounds, bumps, localized

areas of thickening, and reduced hy-
menal remnants, penianal venous
pooling, altered penianal rugae pat-
tern as signs of abuse trauma....’
What the article actually states is,
‘mounds, bumps, or localized areas
of thickening . . . are noted more fre-
quently in abused girls. ‘ I believe
that alteration in the rugae pattern
does occur with repeated penetration.
Certainly Hobbs and Wynne note
this. I specifically commented on the
controversy vis a vis venous pooling:
‘McCann et al, however, observed
such pooling in the majority of non-
abused children who are maintained
in a prone knee-chest position for 5

minutes.”
Finally, in response to a writer

who questioned her expertise, Dr
Berkowitz notes, “I am considered
an expert nationally in the area of
child sexual abuse. . . have been ex-
amining sexually abused children for
10 years; have personally evaluated
about 2500 children; and am on the
730 panel of the Superior Court of
California and serve as an expert for
the federal government, the military
(Naval investigations), the County of
Los Angeles and of San Diego, the
Center for Child Protection, and the
Public Defender’s Office of Los An-
geles, Santa Barbara, San Diego, and
San Bernardino Counties.”

The Yellow Flag is Still
Up
Several years ago, I wrote an edito-
rial entitled “It’s Time to Wave the
Yellow Flag.” The metaphor was to
automobile racing, where a yellow
flag is waved following a crash.
Drivers are “cautioned,” hold their
places, but keep moving. The impe-
tus for that editorial was the increas-
ing criticism the child protection
system was coming under for both
failing to protect children who were
being “killed” with “open cases”
and for being too intrusive and vio-
lating family nights on the basis of
“false reports.”

I was reminded of that editorial re-
cently, when Pediatrics in Review
published the Carol Berkowitz review
on “Child Sexual Abuse.”2 That ar-
ticle, which included colposcopic
photographs (some apparently misla-
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For specific information, please
consult with the AOA Department

of Education.
In addition, this course has

been approved for 40 NAPNAP
contact hours. An individual re-
questing contact hours should
submit proof of participation and
verification of PREP accreditation
to the NAPNAP National Office.

The questions for the PIR quiz
are located at the end of each arti-
dc in this issue. Each question has
a SINGLE BEST ANSWER. To
obtain credit, record your answers
on the PIR Quiz Card found in the
January issue, and return the card
to the Academy. (PREP group par-
ticipants will receive the PIR Quiz
Card and Self-Assessment Credit
Reply Sheet under separate cover.)
To receive CME credit on the 1993
annual credit summary, you must
be enrolled in PREP or subscribe
to Pediatrics in Review and return
the PIR Quiz Card by February 28,
1994. PIR Quiz Cards received
after this deadline will be recorded
in the year they are received, with

cards from the 1993 PIR journals
accepted through December 31,
1995.

The PIR Quiz card is bound into
the January issue. Complete the
quizzes in each issue and send it
to: American Academy of Pediat-
rics, PREP Office, P0 Box 927,

. 75 hours must be obtained from
participation in PREP (the Self-

Assessment Exercise and/or

Pediatrics in Review) or PREP:
The Course.

. The balance (75 hours) of the
150 CME credits may be ob-
tamed through other programs
sponsored or approved by the
Academy. This includes: the
AAP Spring Session or Annual
Meeting, CME courses, Acad-
emy-approved courses, or the
Pediatric UPDATE audiocassette
tape program.

The correct answers to the ques-
tions in this issue appear on the in-

side front cover.

This One
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girls. Before embarking on such
therapy, it is essential that the adult
height be predicted as accurately as
possible based on x-rays of the hand
and wrist. Therapy only should be
undertaken after known potential side
effects of therapy, with high-dose

estrogen (testosterone in boys) have
been discussed with the parents. Most
methods proposed for prediction of
adult height are accurate but are
limited in that the prediction generally
is within ± 4 cm (1.5 inches) of the
final actual height (Table).
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