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+ DECEPTION FLOWCHART
Amid the dearth in the literature on
situational ethics mitigating clinicians’

R ——————— deception, Sokol's flowchart proposes

one moral framework. SEE PAGE 25
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How does managing food
allergies affect the lives of
patients and their families?

Some patients and their families face daily challenges that can
negatively affect their quality of life as they work to avoid food
allergens." They may also struggle to understand the symptoms,
severity, and management of food-induced allergic reactions.?

“I’m always nervous,
always vigilant. | can’t
let him be by himself.”

—Caregiver

*Data from a study of 38,408 children.?

REFERENCES

1. van der Velde JL, Dubois AEJ, Flokstra-de Blok BMJ. Food allergy and quality of life: what have we learned? Curr Allergy Asthma Rep.
2013;13:651-661. 2. Turner PJ, Baumert JL, Beyer K, et al. Can we identify patients at risk of life-threatening allergic reactions to food?
Allergy. 2016;71:1241-1255. 3. Gupta RS, Warren CM, Smith BM, et al. The public health impact of patient-reported childhood food allergies
in the United States. Pediatrics. 2018;142:20181235.

LEARN MORE at www.foodallergyfocus.com.

FOOD ALLERGY
eimmune
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MAKE DISPATCHES HEARD

Evaluation, treatment,
and prevention of obesity
In community settings

A unique program addresses the crisis of pediatric and
adolescent obesity and its effects on child and family
health in the state of Pennsylvania.

AMY WISHNER, MSN, RN, APHN-
BC; DONNA ANTONUCCI, MD,
FAAP; KRISTA YODER LATORTUE,
MPH, RD, LDN, FAND; KIMBERLY
MEHAFFEY, MA; SAMANTHA
PIERPOINT, BS

It is not easy to establish and
maintain good dietary, physical
activity, sleep, screen time, mental
health, and the other habits that
promote ideal weight and waist
circumference. Even though
patients and families cannot always
do the “right” things all the time,
small improvements can make

a difference in body mass index
(BMI). In addition, success in one
area can be a boon to success

in others, leading to a healthier
lifestyle overall.

The Pennsylvania Chapter,
American Academy of Pediatrics
(PA AAP), developed a unique
program to address the many facets
of pediatric and adolescent obesity.
Through the “EPIC: Pediatric
Obesity: Evaluation, Treatment, and
Prevention in Community Settings”
program, locally based, physician-

registered dietitian/nutritionist
(RDN) teams bring a live, interactive
update on pediatric overweight

and obesity to community-based
healthcare providers. The program
links together a wide array of
treatment options to best help
patients and families. The program
model offers a unique opportunity
to foster a team approach to address
a complex health issue.

Obesity crisis nationally
and in Pennsylvania
Obesity is a significant health
problem for Pennsylvania and the
nation. In Pennsylvania in 2017,
31.6% of adults had obesity (BMI,
>30), a steady increase since 1990
when the rate was 13.7%. Child
and adolescent obesity data mirror
the adult outlook, with one-third
of children having overweight or
obesity (Table 1).

Nationally, in 2001, the US
Surgeon General released a “Call
to Action” that labeled obesity an
epidemic. It pointed out that the
nation did not meet the Healthy

People 2010 goals for obesity and
that “the statistics on overweight
and obesity have steadily headed
in the wrong direction.”” In 2010,
the US Surgeon General revisited
obesity with the report “The
Surgeon General’s Vision for a
Healthy and Fit Nation.” This report
included a call to look beyond BMI
numbers to promote “an optimal
level of health and well-being.”>

23%—28%

Percentage of new cases
of asthma in children
aged 2 to 17 years
attributable to obesity."

Pediatric practices are an
essential community structure to
which parents turn for guidance
in establishing healthy habits
and combatting obesity for their
children. Research continues to
find that provider understanding of
appropriate clinical care for obesity
is not current with evidence-based
recommendations® such as the AAP
treatment algorithm.*

CONTINUED ON PAGE 4
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Sofia 2 Lyme FIA: CLIA-waived
Results in minutes, not days.

ticks lie in wait

With the incidence of Lyme disease on the rise and children among those most commonly affected,

parents want answers — fast. It doesn't help that current testing options may take hours or days for
results. Not anymore! Sofia 2 Lyme FIA uses a finger-stick whole blood sample to provide accurate,
objective and automated results in as few as 3 minutes, getting doctor and patient on a path to
treatment much sooner.

Sofia 2 Lyme FIA is the only rapid, near-patient testing solution that provides IgM and IgG differentiated
results in a single test. It has demonstrated accuracy comparable to laboratory testing — all with less
than 1 minute hands-on-time. And with the power of Virena, you will have near real time prevalence
data and incidence mapping for your area providing greater information and allowing for better
healthcare decisions.

To find out how to get ready for Lyme Season with our CLIA-waived
Sofia 2 Lyme FIA, contact Quidel Inside Sales at 858.431.5814

:: Sofiaz | WY | srtss/™

Advance Result Technology =,' mins 5

QUIDEL Lyme FIA WAIVED -

[\

Sofia2Lyme.com

AD20319400EN00 (02/19)
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B dispatches

Obesity prevention coume s

PREVALENCE OF OVERWEIGHT®
AND OBESITY" AMONG PENNSYLVANIA
CHILDREN BY GRADE AND SCHOOL YEAR

Program succeeds in providing practical help for pediatric practice.

Grades K-6

N%  32%

TOTAL

OBESITY

16% 17%

OVERWEIGHT

15%
2015-2016

15%
2008-2009

Grades 7-12

TOTAL

17% 19%

OBESITY

OVERWEIGHT

16%
2015-2016

16%
2008-2009

20verweight is defined as having a body mass index (BMI) in the 85th to <95th percentile.

*Qbesity is defined as having a BMI >95th percentile.

Source: Pennsylvania Department of Health.

Partners for addressing
pediatric obesity

The PA AAP and the Pennsylvania
Department of Health (PA DOH)
have a history of working together
to promote child and family health.
An educational model for practice-
based change was cooperatively
utilized going back to 1996. This
model, “Educating Physicians In
their Communities (EPIC),” was
developed by the PA AAP in 1996 to
bringlive, free, continuing medical
education (CME) to the entire
practice team in primary care sites.
Educational sessions are presented
by a 2-person team of a pediatrician
or family medicine physician and a

subject matter expert. The first EPIC
program, EPIC: Immunization,
paired a physician with a PA DOH
immunization nurse. This program
was successfully presented across
Pennsylvania from 1996 to 2014. It
established an effective PA AAP/
PA DOH vehicle to pool resources
to address a key health topic. EPIC
programs on child abuse, early
hearing screening, breastfeeding,
oral health, and other topics have
followed.

In considering additional ways
that Pennsylvania could address
obesity, the PA AAP and the PA
DOH agreed that an EPIC: Pediatric
Obesity program should be

4 CONTEMPORARYPEDIATRICS.COM | APRIL 2019

developed. The 2-person presenter
team consists of a physician and
an RDN. Two additional partners
were enlisted: the PA Academy of
Nutrition and Dietetics and the

PA Academy of Family Physicians
and Foundation. Funding for EPIC:
Pediatric Obesity has been almost
entirely provided by the PA DOH
as part of the Centers for Disease
Control and Prevention (CDC)
Preventive Health and Health
Services Block Grant. The National
Network of Libraries of Medicine
provided a small grant for a follow-
up webinar for sites that hosted the
EPIC: Pediatric Obesity program.

Plan of action

EPIC: Pediatric Obesity brings
comprehensive education on
obesity directly to physicians and
the entire staff at practices, Grand
Rounds, residency training, school
nurses, professional conferences,
and other sites. Presenters are
professionals in practice in the
local area, familiar with the
demographics and needs of the
community, helping them to make
a connection with the program host
sites. Presenters are recognized as
experts in the community. They are
also a statewide sentinel network
alert to emerging problems and
reimbursement concerns.

From 2011 to 2018, EPIC:
Pediatric Obesity provided 363
events, reaching 980 sites, with 8034
participants, in 61 of Pennsylvania’s
67 counties. The program is
ongoing. Programs are typically 1
hour in length, free for participants,
and are accredited to provide
American Medical Association
(AMA) Category 1 credits.
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Programs are characteristically
live but occasionally are held
through webinars to expand reach.
Presenters receive an honorarium
for each program.

Obesity-related topics such as
effectively introducing new foods
and treating patients with severe
obesity were presented in detail on
11 continuing education webinars
as part of the PA AAP’s “Let’s Talk”
webinar series. The free, CME/
CEU “Let’s Talk” webinars are
offered to sites that hosted an
EPIC: Pediatric Obesity or other
PA AAP EPIC program, PA AAP
members, members of the PA
Academy of Nutrition and Dietetics,
Pennsylvania’s regional Health
Alliances, nurses, and others.

The webinars sustain quality
improvement engagement with the
practices, as well as keep them up to
date with the latest research.

Obesity assessment and
interventions
Numerous factors contribute to
individuals’ overweight and obesity.
Despite complex causes, clear
evidence-based interventions have
been identified to treat and reduce
childhood obesity. EPIC: Pediatric
Obesity is based on the 2007 AAP
Expert Committee Guidelines® and
subsequent treatment algorithm?*
published in 2015. For an individual
patient, this includes assessment
and consideration of intervention
regarding food, diet, beverages,
sleep, mental health, screen
time, physical activity, and food
insecurity.

EPIC: Pediatric Obesity educates

EPIC: PEDIATRIC

OBESITY ONLINE www.epicobesity.org

dispatches Gl

EP!C e Pediatric

The EPIC: Pediatric Obesity program was presented to an audience of
more than 100 persons at the Lackawanna County Medical Society, Dunmore,
Pennsylvania, on September 28, 2016. Pictured left to right: John Trickett, medical
student, The Commonwealth Medical College (TCMC); Marty Davie, RD, registered
dietician; Debra Georgetti, MD, pediatrician; Jill Schroth, TCMC Manager of Faculty
Affairs and Faculty Development; and Lisa Brister, Executive Director, Lackawanna

County Medical Society.

audiences about how to assess these
components, provides tools to assist,

and identifies possible interventions.

Presenters demonstrate
motivational interviewing to
develop goals with an individual
patient and family. Programs share
coding and reimbursement tips.
Sites are encouraged to identify
awellness champion who can be
the site’s “
local resources on food insecurity,
summer feeding programs, physical
activity programs, and other
obesity-prevention and treatment

information center” for

services.

Parents are the role models and
the family is the treatment unit.
Parents benefit from education

(v

@epic_obesity

about lifelong implications of early
habits that lead to healthy lifestyles
and the importance of “starting off
right.” Parent knowledge cannot
be taken for granted. Education

is needed regarding portion sizes
especially for toddlers, alternatives
to food for reward and punishment,
and understanding food labels.
Healthcare providers should not
assume parents know how to select
and prepare many vegetables

and fruits, or that they have been
taught how to cook. The RDNs are
invaluable partners. These RDN
presenters share tips healthcare
providers can use immediately and
discuss the impact RDNs can have
on patient outcomes.

in)

EPIC Pediatric Obesity Program
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EPIC: PEDIATRIC
OBESITY TIPS
FOR PRACTICES

Track BMI—early intervention.

Incorporate motivational
interviewing to help set goals
and support patient and family.

Change Talk: Childhood Obesity app
(free)

“Excellent tool for every clinician. If
there is just one action you take to learn
talk techniques for change, it is this
app.” —BONNIE OFFIT, MD, FAAP (EPIC:
Pediatric Obesity presenter)

Utilize RDNs—www.eatright.org.
(Local supermarkets may employ an RDN
to interact with the public.)

Consider RDN hours at your site.

Link with schools and
community.

Identify and use a “wellness
champion.”

Institute protocols and policies.
See samples in: Fanburg J, Rogers VW,
Dedekian M, et al, eds.
5210 Pediatric Obesity
Clinical Decision Support
Chart. 2nd ed. Itasca, IL:
American Academy of
Pediatrics; 2014.

“Healthy Habits
Questionnaire” (ages
2-9y, ages 10+ y) EVERY DAY!

©r more fruits & vegetables

2 hours or fess of
recreational screen time
onp TWieomputer out of the
Bedroom, No screen time under

“Medical Screening”
with reference values

“15-Minute Obesity

the age of 2
Pr_eventlon Protocol Hour or more of physical
with sample vty

sugary drinks;
language Pl i

Abbreviations: BMI, body mass
index; EPIC, Educating Physicians
In their Communities; RDN,
registered dietitian/nutritionist.
Source: EPIC: Pediatric Obesity
program.

Acadenmy of Pe
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Constant evolution
To stay current and useful,
EPIC: Pediatric Obesity
continually integrates
feedback and new material.

Additions have included:
The impact of sleep on weight
and mental health with a “Let’s
Talk” webinar and community
advocacy regarding later school
start times for adolescents in
accordance with AAP® and
CDC policy recommendations;

Food insecurity screening and
resources including the AAP’s
toolkit®;

“Person-first” language
regarding children with obesity;

Weight bias and stigmatization
including a “Let’s Talk” webinar,
aligned with AAP policy?,
Incorporation of cultural
background and habits; and

Promoting physical activity for
children who have obesity and
are deconditioned, including a
“Let’s Talk” webinar.

Pediatric Obesity Clinical Decision Support Chart |

See Tables 2 through 4 for
more information and helpful
resources.

Evaluation
Program participants
completed pre-surveys and
post-surveys at the time
of each live and webinar
program. Pretest and
posttest data show that EPIC:
Pediatric Obesity succeeded
in providing relevant
interventions to physicians
and other healthcare
professionals. Participants
developed a broader
awareness of community-
based resources, increased
knowledge and skills regarding
identifying childhood
obesity comorbidities, and
broadened their ability to
provide anticipatory guidance
for families on nutrition and
physical activity (Figures 1
and2.)

Limitations of the EPIC:
Pediatric Obesity evaluation
include working statewide and

RESOURCES TO

SHARE WITH PARENTS

( . AAP’s parent resources on healthy living:
www.healthychildren.org

»/Every Kid in a Park:
www.everykidinapark.gov

(. 'Start School Later:
www.startschoollater.net

. 'Snack ideas:
eattogetherpa.org

. 'Healthy food and beverages including
“10 Tips” series:
www.choosemyplate.gov

_ Let's Move!:

letsmove.obamawhitehouse.archives.gov
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without access to patient data. Obesity
interrelates with social and economic
factors beyond the program’s control. Also,
the program cannot realistically expect
dramatic, immediate transformation
of patients, families, or communities
resulting from the 1-hour EPIC program.
An important impact of the program is
its effect on the 64 physicians and 72 RDNs
who presented at least 1 EPIC: Pediatric
Obesity program. Presenters work with
this program because they are passionate
about child health. They appreciate
the training and updates, and benefit
from online networking and discussion.
They learn about their community by
visiting different sites and interacting
with audiences. Presenters also enjoy
involvement with their local AAP chapter
and collaboration with the PA DOH.

Key takeaways

EPIC: Pediatric Obesity is a unique,
innovative approach to the prevention
and treatment of pediatric obesity. The
program has existed in Pennsylvania
since 2011 and could be replicated in
other areas. It has positively influenced
primary care, residency training,
school nurses, and other professional
groups with practical, current obesity
information tailored to each site’s specific
needs. It communicates the benefits of
partnering with RDNs.

Obesity is a complex disease with
many factors to assess and transform.
With an individual patient or family,
any one aspect of diet, beverages, sleep,
mental health, activity, screen time, or
food insecurity may be the most fruitful
avenue for intervention. The program
finds motivational interviewing to be a
productive and efficient way to set goals
and track progress.

Funding for the program is slated to
end in June 2019 as the PA DOH pursues
other obesity initiatives. The PA AAP
hopes to find avenues to maintain
obesity prevention and treatment work.

EASY
MESSAGES
FOR PATIENT
VISITS

Half the
meal plate is
vegetables and
fruits.

Proportion,
variety, and
moderation.

Adda
variety of color
to each plate.

Less junk
food is better
for the whole

family.

Make healthy
foods easiest,
most accessible
choices.

Involve children:
selecting, cooking,
and growing food.

Source: EPIC: Pediatric
Obesity program.
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A Margaret Rowe, RDN (standing, center
back), and Almira Contractor, MD (seated on
her left), speaking to 12 physicians, nurses,
and other staff at Hershey Pediatric Center,
Hershey, Pennsylvania, on September 13, 2017.

Additionally, the PA AAP is interested in
furthering work on food insecurity and its
connection with obesity. m

Acknowledgements: Assistance with
evaluation: Ann Kanof, MS. Developers
of EPIC model: Jerold Aronson, MD,

MPH, FAAP; Alan Kohrt, MD, FAAP;

Lois Kohrt. PA DOH: Tiffany Bransteitter,
MSW; Amy Flaherty, MA; Serina Gaston,
MED, CHES. Physician and RDN EPIC:
Pediatric Obesity presenters, with
exceptional contributions from William
Cochran, MD, FAAP; Mark Diamond,
MD, FAAP; Laura Frank, MPH, MED,
PHD, RD, LDN, CRC; Ann Marie Kuchera,
MS, MA, RD, LPC; Marsha Novick, MD;
Mary Ann Rigas, MD, FAAP; Margaret
Maher Rowe, MS, RD, LDN, FADA, FAND;
Denise Salerno, MD, FAAP. PA Academy
of Nutrition and Dietetics, especially Lisa
Ann Jones, MA, RD, LDN. PA AAP: Kristin
Haegele-Hill, MS; Aleksandra McDonnell,
MSN, RN, CRNP; Annette Myarick;
Dottie Schell, BS, RN, CLC, CCE; Sharon
Shepherd; Libby Ungvary, MED; Suzanne
Yunghans, MB MGT.
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EXAMPLE OF THE
PRE-PROGRAM SURVEY

The need persists for education about issues
RDNs can address, leading to increased
referrals. “Tell us how frequently you ... "

Refer obese patients to a Registered
Dietitian?

50%

22%

13% 4%

Always  Sometimes Never Blank

Abbreviation: RDN, registered dietician/nutritionist.

Source: Pre-program survey from 5001 participants who completed
a pretest June 2011 through December 2018; EPIC: Pediatric
Obesity program.

s Wishner is Director, EPIC Pediatric Obesity,
Pennsylvania Chapter, American Academy of Pediatrics
(PA AAP), Media, Pennsylvania.

Or Antonucel is adjunct faculty, Drexel University College
of Medicine, Philadelphia, Pennsylvania.

Ms Latortue is Executive Director, Family Food,
Philadelphia, Pennsylvania.

s Mehaffey is Public Health Program Administrator, PA
Department of Health, Harrisburg, Pennsylvania.

s Pierpoint is Program Administrator, PA AAP, Media,
Pennsylvania.

The authors have nothing to disclose in regard to affiliations with or
financial interests in any organizations that may have an interest in
any part of this article.

For references, go to ContemporaryPediatrics.com/EPIC-

Q Pediatric-Obesity

POST-PROGRAM SURVEY

ON RELEVANCY continuous quality

improvement and presenter updates keep content
relevant.

To what extent was the content of the program

41%

relevant to your practice?

34%

2% 1u/ 3%

Moderate uw Very Low Blank

PERCENTAGE OF RESPONDENTS

VeryHigh  High

ON PRACTICALITY Program succeeds in

providing practical help for pediatric practice.

As a result of participation in this activity, | am
able to improve anticipatory guidance to families
on nutrition and physical activities.

31%

28% 150,

17%

2% 1%
e

Moderate ~ Low

PERCENTAGE OF RESPONDENTS

VeryHigh  High Verylow  Blank

Source: Post-program survey from 5246 participants from 324 onsite events and 8 webinars from June 2011 through December 2018; EPIC: Pediatric Obesity program.
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your voice

MAKE YOUR VOICE HEARD

Pediatric urgent care
vs the medical home

To answer the question of which after-hours care is
best, pediatric practices and urgent care providers
must partner to put children’s welfare first.

J MICHAEL CONNORS, MD;
MARGARET TUDDENHAM, DO

Today’s parents want convenience
for everything. The generation often
referred to as “millennials” are well
connected, intelligent consumers
accustomed to finding the most
convenient way to limit the stressors
in life and offer “uber” efficiency.

For these same parents, access
for their child’s healthcare is similar
and they will choose convenience
first. Faced with even minor barriers
to engaging the pediatrician, these
parents will often drive to the local
urgent care, minute clinic, or even
utilize a random provider online via
direct-to-consumer telemedicine.
Unfortunately, although these
offerings are “quick,” their child
doesn’t always get the pediatric
expertise they need.

Pediatricians around the country
commonly share anecdotes of
children receiving unnecessary
antibiotics or steroids, or cases

of a missed, more serious illness.
Parents, on the other hand, often
struggle to recognize the difference
in quality until they must go back to
the clinic or to the pediatric urgent
care that same evening.

Primary care pediatricians and
pediatric urgent cares often believe
they are working in competition
with each other rather than
cooperating. Pediatricians are being
financially hurt by the explosion
of “convenient” care clinics and
rightfully need to be concerned.
Pediatric urgent cares, which make
up a very small percentage of these
offerings, argue that children need
after-hours care that is frequently
not available from the pediatrician
or that millennial parents are
demanding this convenience.

Collaborate for services
Ironically, we think all pediatricians
would unanimously agree that
children should be seen by a trained
pediatric provider. Pediatricians

generally believe that parents
should first choose to reach out to
their pediatrician for guidance and,
if not available, then seek the care
of trained pediatric expertise when
needed outside the medical home.*
So why don’t we foster greater
collaboration across the landscape
of pediatrics? What are the keys
to supporting the local pediatric
network and keeping kids in the
medical home or the pediatric
medical neighborhood?

Primary care pediatricians
and pediatric urgent cares

often believe they are
working.in.competition
with each other rather
than cooperating.

Pediatricians must adapt. Phone
trees, long delays, front-desk
barriers, and lack of after-hours
access still limit many practices.®
The millennial parent sees any
minor barrier as a major issue when
reaching out to the office. These
parents seek online or electronic
means to reach their physician and
often use Dr. Google before they
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call. Extended hours will help, but
more hours must be balanced with
physician burnout and overhead
cost to the practice.

Asking more and more of your
pediatricians may not be the
answer. Pediatricians need to
explore simplifying answering
services, same-day scheduling,
and improving triage access
and the benefits of virtual care.
Telemedicine can offer improved
efficiency and access to manage
triage, simple visits, and behavioral
or developmental follow-up
appointments. Access to the trusted
pediatrician is vital for the medical
home to survive.

Be partners in quality care
Pediatricians must also seeklocal
partners. Demand for immediate
care and the need for urgent

and emergency care cannot be
universally handled by the primary
care office. Parents should seek

their pediatrician’s advice on where
to take their child when office care

is unavailable. The guidance of a
trusted pediatrician will enable
parents to drive past the closest “care”
to reach the best pediatric care.

Parents need guidance
on when and where to
take their child when
they are.ill or injured.
Dr. Google and Alexa are
woefully inadequate.

Pediatric urgent cares can and
should be a crucial partner for
the primary care pediatrician.
The urgent care is able to accept
referrals, discuss cases, offer advice,
provide expert pediatric care, and
ensure the medical home receives
communication about the care.

Your pediatric medical neighborhood?

0O

Author supplied.

This is crucial. The same is true
of the local pediatric emergency
department (ED).

Parents need guidance on when
and where to take their child when
they are ill or injured. Dr. Google
and Alexa are woefully inadequate.
Pediatricians have limits to the
care they can offer in person, on
the phone, or via telemedicine.
Pediatric urgent and emergent care
should be collaborative.

No pediatrician is eager to see
a patient go to a retail clinic or
random provider, or refers the
family to the Internet to seek care.
Collectively, pediatricians must
collaborate to meet the needs of
parents, children, and the field of
pediatrics. We should foster local
networks of pediatric care that are
built upon cooperation and not
competition. Ensuring that children
get the best care from a trained
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pediatric provider will enable us all
to meet the mission we embarked
upon when we chose pediatrics.m
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Aerobic exercise speeds
recovery from concussion

oderate aerobic exercise seems to be an effective

treatment for adolescents after sport-related

concussion, according to results of a randomized

trial conducted in 103 athletes aged 13 to 18 years
who entered the study within 10 days of being injured.

The investigation was conducted at 4 university-based,
outpatient concussion-management clinics. Participants
first were evaluated by a sports medicine physician who
diagnosed the concussion based on history, standard
physical examination, and an exercise-tolerance assess-
ment. Patients then were randomly assigned to an aerobic-
exercise group (52 participants) or a stretching group
(51 participants).

Teenagers in the aerobic-exercise group were instructed
to perform aerobic exercise each day on a stationary bike
or treadmill at a prescribed target heart rate (HR), calcu-
lated as 80% of the HR achieved at symptom exacerbation
at the first visit. They were asked to stop their exercise ses-
sion if symptoms increased by 2 or more points from their
pre-exercise symptom level (on a 10-point visual analog
scale) or at 20 minutes, whichever came first. Investigators
determined a new target HR at weekly clinic visits.

Participants in the stretching group followed a pre-
scribed stretching program for 20 minutes a day. They
received a booklet describing a gentle, whole-body,
progressive-stretching program that would not elevate HR
much. Both groups were told to rest when not engaging in
their prescribed program, used HR monitors during each
session, reported daily symptoms, and were assessed for
exercise tolerance at weekly clinic visits.

Participants in the aerobic-exercise group recovered
significantly more rapidly than those in the stretching
group: amedian of 13 versus 17 days, respec-

tively. A significant difference persisted af-

Paticipantsin >~ 4

the aerohic-exercise group
recovered significantly
more rapidly [from__#*
sport-related concussmn] y
than those in the |
stretching group: a
median of 13 versus
17 days, respectively.

ter adjusting for age, sex, time from injury to enrollment,
and prior history of concussion (Leddy JJ, et al. JAMA
Pediatr. February 4, 2019. Epub ahead of print).

The pendulum continues to swing when it

DR. BURKE

comes to when to return to activity after

sport-related concussion. We've learned the downside of both
extremes, a cavalier early return to play and prolonged inactive
restin a dark room. The current approach takes the middle
ground: a stepwise return to activity guided by symptoms of the
individual patient. For a helpful, comprehensive update on
sport-related concussion, see this recent American Academy of

Pediatrics Clinical Report: “Sport-related concussion in children
and adolescents.” Pediatrics. 2018;142(6):e20183074.

Michael G Burke, MD is Chairman, Department of Pediatrics, Saint Agnes Hospital, Baltimore, Maryland.
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Excessive screen time hinders
optimum development

Children aged 24 and 36 months who
spend a lot of time in front of screens
do less well on standardized develop-
mental screening tests than other chil-
dren, a longitudinal group study con-
ducted in Canada showed.

When their children were aged
24, 36, and 60 months, mothers of
the 2441 children in the study com-
pleted a developmental screening
questionnaire to identify progress
with regard to gross and fine mo-
tor skills, problem solving, and
personal-social development. Moth-
ers also indicated how much time
their child spent watching televi-
sion, movies, videos, or stories, and

using computers, gaming systems,
and other screen-based devices. On
average, children aged 24, 36, and
60 months were in front of a screen
for 2.4, 3.6, and 1.6 hours per day,
respectively.

Analysis showed that higher lev-
els of screen time at age 24 months
were significantly associated with
poorer performance on developmen-
tal screening tests at age 36 months
and, similarly, higher screen time
exposure at age 36 months was as-
sociated with lower scores on the
developmental screening tests at age
60 months.

Investigators noted that both

journal club Gl

screen time and performance on
developmental screening tests were
associated with factors such as fam-
ilyincome, maternal depression, and
the child beingread to regularly (Ma-
digan S, et al. JAMA Pediatr. January
28, 2019. Epub ahead of print).

JLCLCELINIGIUYE The association
DR. BURKE .
between excessive

screen time and impaired development
has been described before, but this new
longitudinal study points to causation,
implying that increased screen time leads
to decreased development, not that
decreased development leads to parents’
relying more heavily on these devices in
caring for their children. The risk of
screen time may be what it replaces:
active play, time spent sharing books, and
verbal interaction with caregivers.

E-cigarettes beat out nicotine
replacement to quit smoking

A 1l-year randomized trial in 886
adults living in the United Kingdom
showed that electronic cigarettes
(e-cigarettes) are more effective for
smoking cessation than nicotine-
replacement therapy.

Participants in the nicotine-
replacement group selected from a
range of products—patch, gum, loz-
enge, nasal spray, inhalator, mouth
spray, mouth strip, and microtabs—
and were encouraged to use com-
binations. Those in the refillable
e-cigarette group were given a starter
pack along with a bottle of e-liquid
containing nicotine at a concentra-
tion of 18 mg per milliliter. Investiga-
tors encouraged participants to ex-

periment with e-liquids of different
strengths and flavors. They provided
limited supplies to both groups at the
start of the trial; participants were
then expected to purchase their own
for the remainder of the 1-year trial.

Participants in both groups re-
ceived weekly one-on-one support
sessions with clinicians, who also
monitored expired carbon monox-
ide levels for at least 4 weeks after
the participant quit smoking regu-
lar cigarettes. Participants also were
contacted at both 26 and 52 weeks to
confirm if they had remained absti-
nent, which was validated biochemi-
cally at the final visit.

The 1-year abstinence rate was

APRIL 2019 |

18% in the e-cigarette group com-
pared with 9.9% in the nicotine-
replacement group. E-cigarette use
also was associated with less throat
or mouth irritation and nausea,
and greater declines in cough and
phlegm production (Hajek P, et al.
N Engl ] Med. 2019;380(7):629-637).

THOUGHTS FROM ey ST VANEN
DR. BURKE ;
justify e-cigarette

use in a select group of adults addicted
to combustible cigarettes, although
these adults were still addicted to
nicotine at the end of the study. However,
this is not adequate justification for
making e-cigarettes available to
children, nor is it reason enough for
marketing flavored solutions to young
people. We need to maintain focus on
the rapidly increasing threat to children
of vaping/juuling/e-cigarette use.

CONTEMPORARYPEDIATRICS.COM 13


https://www.contemporarypediatrics.com/

puzzler

PATIENT CASES TO TEST YOUR DX IQ

Child with punctate
opacities in the colon

LUKE J PASICK, BS, MS3; ELIZABETH M IMBODEN, MD, FAAP

An 11-year-old male presents to the emergency department (ED) with complaint

THE
CASE

of 2 days of focal, crampy, periumbilical abdominal pain associated with

anorexia, fever, and 1 episode of emesis. The patient denies diarrhea, cough,

and testicular pain. He does report decreased oral intake along with decreased urination

accompanied by mild suprapubic pain and no bowel movement for 3 days. The remaining

review of systems is negative. Parents of the patient deny attempts of using laxatives or any

other medications to alleviate the symptoms.

Evaluation and testing
On physical exam, the patient was
afebrile. The abdomen was soft and
nondistended but had diffuse low-
er abdominal tenderness, rebound
tenderness, and a positive Rovsing
sign. Digital rectal examination was
deferred.

Labs showed white blood cells at
a level of 11.6 K/mcL; absolute neu-
trophil count, 7.37 K/mcL; C-reactive
protein, 2.97 mg/dL; hemoglobin,
12.8 g/dL; hematocrit, 36.5%; plate-
lets, 244 K/mcL; creatinine, 0.6 mg/
dL; and sodium, 132 mmol/L. All
other electrolytes were normal. Uri-
nalysis was normal. On abdominal
ultrasound, no fluid collection or
abscess was identified, and the ap-

pendix was not visualized. An x-ray
of the chest looking for pneumonia
showed no acute findings.

The patient was admitted for ob-
servation because of concern for
early/possible retrocecal appendi-
citis. The following day, abdominal
single-view x-ray was performed to
evaluate constipation (Figure) and
revealed punctate opacities equally
distributed throughout the colon
suggestive of ingested material, a
moderate amount of stool in the rec-
tosigmoid colon, and a nonobstruc-
tive bowel gas pattern.

Differential diagnosis
The abdominal radiograph observed
inthis patientwas novel to the Radiol-

ogy Department and concerning for
possible ingestion of lead, antacids,
bismuth medication, or heavy metal.
Differential diagnosis ranged from
ingestion of a radiopaque substance
to chronic inflammation (Table).

It is important to consider inges-
tion of heavy metals, such as lead,
when punctate opacities in the bow-
elsare observed. Lead ingestion can
occur from a number of household
objects including paint, fishing
sinkers, jewelry, curtain weights,
and traditional medicines. Depend-
ing on the source ingested, abdomi-
nal radiographs may appear punc-
tate and similar to this case or vastly
different in distribution."? Absorp-
tion of lead is increased relative to

Want to read more of your colleagues’ puzzling cases?

Find the whole collection at ContemporaryPediatrics.com/pediatric-puzzler
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FIGURE Abdominal single-view
x-ray shows punctate opacities
throughout the patient’s colon
suggestive of ingested material,
moderate amount of stool in
the rectosigmoid region, and
nonobstructive howel gas pattern.

retention time in the stomach and
intestine, so early detection of this
heavy metal ingestion is imperative
for best outcomes.?

In addition to lead, mercury is an
accessible agent that can be readily
ingested by a child. However, these
radiopacities may appear more
amorphous because of the liquid
state of this metal at body temper-
ature.* Fortunately, ingestion of el-
emental mercury is benign and ab-
sorption by the gastrointestinal tract
isunlikely in healthy patients. There
is an exception in patients with di-
verticulosis and other disease states
in which ingested mercury remains
in the gut for longer periods of time,
leading to possible systemic absorp-
tion secondary to bacterial metabo-

lism to organic mercury. Conversely,
ingestion of organic mercury com-
pounds may be readily absorbed.®

Also common in the pediatric pop-
ulation is ingestion of potentially tox-
ic amounts of iron supplements. Fer-
rous sulfate tablets are notoriously
found as round radiopacities on plain
film x-ray, often mistaken for pathol-
ogies such as gallstones.®” Chewable,
iron-containing multivitamins are
radiopaque in vitro, but clinical ra-
diographicvisualization of this mate-
rial has been found to be unreliable.®

An additional potential etiology
of these radiographic findings, albe-
it rare in the pediatric population, is
colonic diverticulosis with calcifica-
tions. The literature identifies a few
cases of pediatric colonic diverticu-
lar disease secondary to total colon-
ic Hirschsprung disease, connective
tissue disease, cystic fibrosis, chron-
ic renal failure, and other genetic
syndromes.’"!

Discussion

Through further history elicited from
the parents, it was revealed that the
patient was given bismuth subsalicy-
late chewable tablets, colloquially
known as Pepto-Bismol (Procter &
Gamble; Cincinnati, Ohio) for the
2 days leading up to admission. This
history was not disclosed until the
parents were specifically questioned
about the use of Pepto-Bismol.

The heavy metal bismuth ap-
pears sufficiently radiopaque on
plain film and can be visualized in
the gastrointestinal tract after Pep-
to-Bismol ingestion.' The discol-
oration effects of Pepto-Bismol on

puzzler GIE

DIFFERENTIAL

DIAGNOSIS FOR
DIFFUSE ABDOMINAL
RADIOPACITIES

Heavy metals Lead

Mercury
Medications Bismuth
subsalicylate
Ferrous sulfate
Colonic Secondary to:
diverticulosis Hirschsprung
W'Iﬂff_ . disease
calcifications e
Cystic fibrosis
Connective

tissue disease

Chronic renal
failure

Author created.

stool and the tongue are well known
and described on the medication’s
drug facts. However, the possibili-
ty of bismuth appearing incidental-
ly on abdominal radiograph is not
well known. As many patients do not
recognize that disclosing over-the-
counter medications is important, it
is imperative that specific question-
ing is utilized when there is suspi-
cion for ingestion or poisoning.

The literature describes 1 case of
a 45-year-old male presenting with
disorientation, tinnitus, and tachy-
pnea after consumption of 16 ounc-
es of Pepto-Bismol daily to self-med-
icate unrelenting abdominal pain."
This patient exceeded the daily dos-
age by more than 4 times the rec-

Peptol-Bismol ingestion is a possible etiology of punctate
radiopacities found in the colon that can lead to salicylate toxicity.
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ommended amount at 4160 mg of
salicylate and 8383 mg of bismuth
daily, which began to accumulate in
chronicstores. The patient was found
to have similar abdominal radio-
graph findings as the patient in this
case, acute salicylate toxicity, and
profound acidosis, and was treated
with forced alkalinized diuresis and
hemodialysis. One should note that
overuse of bismuth subsalicylate can
present as chronic or acute salicylate
toxicity.'*'¢

The clinicians managing the pa-
tient in this current case had low
suspicion of acute salicylate toxici-
ty based on the dosages disclosed by
the parents and absence of tinnitus,
tachypnea, and disorientation. How-
ever, if clinical evidence of toxicity
had been present, a serum salicylate
and urine bismuth level would have

been obtained.
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For Contemporary Pediatrics,
Dr Bobby Lazzara discusses a
research letter that examined
how well children’s and non-
children’s hospitals adopted the
2011 guidelines for prescriptions
for community-acquired
pneumonia (CAP) treatment.
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Patient follow-up

The diagnosis of constipation was
made with incidental radiograph-
ic evidence of bismuth ingestion.
The patient was given polyethyl-
ene glycol 3350 daily for 7 days and
was discharged home, as no specific
treatment is required for bismuth in-
gestion. He had resolution of his con-
stipation and no follow-up radiogra-
phy was indicated.

Conclusion

The ability to differentiate radio-
graphic findings in the pediatric
population as incidental versus dis-
ease-related will aid clinicians by pre-
venting further unnecessary evalua-
tion and testing. Radiologists and
pediatricians should recognize that
Pepto-Bismol ingestion is a possible
etiology of punctate radiopacities
found in the colon that can lead to

For Contemporary Pediatrics,
Dr Bobby Lazzara discusses the
ELIANA global trial of a CAR
T-cell therapy for children with
refractory acute lymphoblastic
leukemia that achieved
promising survival rates—even
remission—in some patients.

ContemporaryPediatrics.com/
CAR-T-cell-trial-video
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acute or toxic salicylate toxicity. Ad-
ditionally, ingestion of other foreign
bodies must always be considered. m
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Probiotics in children:
To use or not to use?

More clinical studies and safety data are needed to clarify any benefits

of using probiotics for children.

WEI LI ADELINE KOAY, MBBS, MSC;
ELEANOR DANAN SADLER, PHARMD

(FAO) of the United Nations and the World
Health Organization (WHO) define pro-
biotics as “live microorganisms that, when

The Food and Agriculture Organization

administered in adequate amounts, confer a
health benefit on the host.”" Probiotics usually
include members of the bacteria genera Lacto-
bacillus, Bifidobacterium, Saccharomyces, and
Streptococcus.” The evidence supporting the
use of probiotics in pediatrics is variable, with
no fully comprehensive guidelines for probi-
otic use available.>*

As there is no regulatory framework for the
manufacturing of probiotics, preparations dif-
fer in the types of bacteria, numbers of strains,
and colony-forming units (CFUs) of microor-
ganisms that they contain. Additionally, pre-
scriptions are not needed to obtain probiotics
and appropriate dosing recommendations are
notwell defined for children or adults, illustrat-
ing the need for more well-designed clinical
studies to support their routine use.

Uses of probiotics
Probiotics have been used for many indica-
tions, ranging from prevention of antibiotic-

associated diarrhea (AAD) to the treatment
of inflammatory bowel disease.® Based on
reviews and guidelines from several key
working groups, including the North Ameri-
can Society for Pediatric Gastroenterology,
Hepatology, and Nutrition (NASPGHAN), the
European Society for Gastroenterology, Hep-
atology, and Nutrition (ESPGHAN), and the
Latin American Expert Group, the efficacy of
probioticsis shownin preventing AAD, severe
recurrent Clostridium difficile-associated di-
arrhea (CDAD), and mild-to-moderate acute
diarrhea, mainly with Lactobacillus rhamno-
sus GG (LGG) and Saccharomyces boulardii
(Table).*>™8

Although a recent meta-analysis of 17 ran-
domized controlled trials (RCTs; n=3953)
demonstrated that children receiving pro-
biotics (majority of studies evaluated Lacto-
bacillus and Bifidobacterium spp. at 210° cfu/
mL) had a29% risk reduction (95% confidence
interval [CI]: 0.54-0.94) of being prescribed
antibiotics compared with those who re-
ceived placebo,’ additional studies are need-
ed to substantiate these findings.

Some other uses of probiotics in children in-
clude the treatment of travelers’ diarrhea and
acute infectious diarrhea; irritable bowel syn-
drome (IBS); constipation; infantile colic; nec-

Contemporary Pediatrics is meeting your need to stay current on pharmacologic best practices by bringing you this new recurring
feature titled The Clinical Pharmacologist’s Notebook. Our goal is to provide pediatricians and pediatric healthcare providers with
the most up-to-date information—and thinking—as provided by children’s clinical pharmacology experts.

APRIL 2019

CONTEMPORARYPEDIATRICS.COM 17


https://www.contemporarypediatrics.com/

I pharmacologist’s notebook

Summary of meta-analyses and select

studies for probiotic use in pediatrics

REFERENCE AND BRIEF SUMMARY OF STUDY

PROBIOTICS STUDIED

Antibiotic-associated diarrhea (AAD)

DOSING RANGE
(CFU/DAY UNLESS
INDICATED)

Szajewska (2016): Meta-analyses of 21 RCTs LGG 108 -10"

(n=3255) showed a 52% risk reduction (RR) N

(95% CI:0.37-0.61) of AAD when probiotics Saccharomyces boulardii ?2-20‘ Tx 1o

. . —500 mg)

(compared to placebo or no intervention) were

given to children on antibiotics. Bacillus clausii, Streptococcus 1x106-10"
thermophilus, other Lactobacillus, and
Bifidobacterium spp.

0Olek (2017)%: RCT of efficacy and safety L plantarum DSM 9843 1x10"

of Lactobacillus plantarum DSM 9843 in

preventing AAD in children (n=438) showed no

beneficial effect compared with placebo.

Clostridium difficile-associated diarrhea (CDAD)

Goldenberg (2017)"*: Meta-analyses of 31 RCTs | S boulardii 1x109-10"

(n=8672) including children and adults )

suggested that probiotics decreased the risk of | LGG, L reuteriDSM 17938, = 1x10°-10"

CDAD by 60% (95% CI: 0.30-0.52). L acidophilus, Bifidobacterlum bifidum

Kotowska (2005)": RCT (n=269) in Polish S boulardii 250 mg BID

children found that S boulardiireduced the risk

of CDAD and otherwise unexplained diarrhea

compared with placebo (RR, 0.2; 95% CI: 0.07-

0.5).

Acute gastroenteritis

Allen (2010)'®: Meta-analyses of 29 RCTs LGG 1x108-10"

(n=2853) including adults and children, found -

a 59% risk reduction (95 C1%: 0.32-0.53) for S boulardii 250750 mg/d

diarrhea lasting >4 days. 35 RCTs (n=4555)

showed that probiotics reduced the duration L reuteriDSM 17938 1-4x10°
of diarrhea (by ~25 h). The most commonly A . ;
studied probiotics were LGG (13RCTs) and S Is:'rlzgesro‘g?gg/;;(;ﬁlzgcc;;ihl;arctena =1x10
boulardii(10 RCTs). Lactobacillus and Bifidobacterium

spp., combination of Bacillus

mesentericus, E faecalis, and

Clostridium butyricum
Schnadower (2018)"7: RCT of children LGG 1x10"BID
(n=971) showed that children with acute for5d

gastroenteritis who received a 5-day course of
LGG did not have better outcomes (ie, duration
of diarrhea, vomiting) compared with placebo.

COMMENTS

LGG and S boulardiihave
been studied in >1 RCT,
with low to moderate
evidence suggesting its
efficacy in preventing
AAD. There is either
insufficient or lack of
studies of other strains
to draw a conclusion.
Studies are small and
should be interpreted
with caution.

There is moderate-
quality evidence
supporting a protective
effect for probiotics (S
boulardii, L acidophilus,
plus L casei) to prevent
CDAD. Probiotics may
be more effective in
people with higher risk
for CDAD.

The RCTs tested either
a single probiotic or

a combination of

2-8 probiotics. A recent
RCT'7 does not support
the use of probiotics
therapyin acute,
infectious diarrhea.
More research is needed
to study the safety and
efficacy of probiotics
invarious subgroups of
patients.
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COMMENTS

Irritable bowel syndrome (IBS)

Korterink (2014)": Meta-analysis of 5 RCTs LGG 1x108-10" daily
showed that LGG, L reuteri DSM 17938, and for 4-8 wk
VSL#3 significantly decreased abdominal pain .
in children with IBS. There was no evidence for \éS/L#3(StlB7qrr;70p{u/LLls, B,bre/vﬁ/' ]] X 130;_ 1k09
improved stool pattern in these children. ongum, 5 infantis, 'af"’d()p s, orsmow

L plantarum, L paracasei, L delbreuckii

subsp. bulgaricus), L reuteri DSM 17938,

L.casei DN, B lactis DN, B longum
Guandalini (2010)'*: RCT in children and VSL#3 4.5x10" cfu/

teenagers with IBS (n=59) found that VSL#3
was safe and superior to placebo for relief of
abdominal pain/discomfort (P<0.05), abdominal
bloating/gassiness (P<0.05), and family
assessment of life disruption (P<0.01).

day or BID for
6 wk

Constipation
Wojtyniak (2017)%: Meta-analyses of 7 RCTs L rhamnosus caseilcr35, LGG, 1x108-8.4
(n=515) with children. Pooled results from2RCTs | L reuteriDSM 17938, B lactis, x 10°
showed no difference between L rhamnosus B longum, mixture of 7 strains with
caseilLcr35 and placebo. Other probiotics Lactobacillus spp, S thermophilus, and
studied showed no benefits on frequency of fecal | Bifidobacterium spp.
incontinence or abdominal pain.
Russo (2017)*': RCT of Italian children (n=55) Mixture of B breve M-16, B infantis 3g/d
with constipation showed that receipt of oral M-63, B longum BB536
polyethylene glycol (PEG) with a probiotic
mixture was equally effective as PEG alone in
treating constipation.
Infantile colic
Dryl (2018)?2: 7 RCTs (n=471). Daily L reuteri L reuteriDSM 17938 1x 108 for
DSM 17938 compared with placebo had a 67% 21-28d
risk reduction of infantile colic and reduced

LGG 45x10°

crying times by 49 min (95% Cl: -62 to 60). This
was seen only in exclusively breastfed infants.

Savino (2018)%: RCT of Italian children (n=60)
receiving probiotic compared with placebo
had significantly shorter crying time by 56 min
(P=0.001).

L reuteriDSM 17938

1x10%for30d

Probiotics may improve
symptoms of IBS.
However, there are

few pediatric RCTs
evaluating the use of
probiotics in IBS, and
only for a short duration.
More evidence is
needed.

No evidence for use to
date.

The use of L reuteri
DSM 17938 in breastfed
infants likely reduces
infantile colic. More
studies are needed in
formula-fed and mixed-
fed infants.

rotizing enterocolitis (NEC); and He-
licobacter pyloriinfection.® Probiotics
may be beneficial in maintaining re-
mission in ulcerative colitis (UC), re-
ducing the risk of NEC in premature
infants, and improving symptoms
of IBS.>#

Lately, the use of probiotics also

20 CONTEMPORARYPEDIATRICS.

has extended beyond that of prevent-
ing or treating gastrointestinal con-
ditions. With growing studies that
show possible associations of the gut
microbiome with immune develop-
ment, vaccine responses, and other
conditions such as asthma, eczema,
diabetes, and autism spectrum dis-

COM | APRIL 2019

order,'"" the use of probiotics has
been raised by patients, researchers,
and health professionals to attempt
to improve nongastrointestinal-
related health outcomes. Patients
supplemented with prebiotics or
probiotics have enhanced influenza
antibody titers after vaccination,
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DOSING RANGE

(CFU/DAY UNLESS

REFERENCE AND BRIEF SUMMARY OF STUDY

Necrotizing enterocolitis (NEC)

PROBIOTICS STUDIED

INDICATED)

Sawh (2016)*: 42 RCTs using different strains B breve 1x108-10°
and doses of probiotics showed a reduction
inthe incidence of severe NEC (RR, 0.53; 95% LGG 1x10%-10°
Cl:0.42-0.66) and all-cause mortality (RR, 0.79; .
95% Cl: 0 68—)0 93) v Other Lactobacillus and 1x108—10"
I Bifidobacterium spp., S boulardii,
E faecalis, B clausii, VSL#3
Giiney-Varal (2017)%5: RCT in premature infants | Mixture included: L rhamnosus, 2x10°
(n=110) in Turkey administered a probiotic L casei, L plantorum, B animalis,
mixture found a significant reduction of prebiotics
mortality and NEC when given probiotics
compared with placebo.
Helicobacter pylori (H pylori)
Fang HR (2018)%: 5 pooled RCTs (N=484) Lactobacillus spp 1x10%-10"

showed an increase in eradication rates in the
Lactobacillus group vs control group (RR, 1.19;
95% CI: 1.07-1.33).

(1RCT did not
provide dose)

Akcam (2015)?”: RCT in children (n=61)
comparing standard H pyloritreatment vs
standard treatment plus probiotic mixture
found no difference in H pylori eradication
between groups.

Ulcerative colitis (UC)

Miele (2009)%: RCT in children with newly
diagnosed UC (n=29). Probiotics given with
steroids and mesalamine resulted in remission
in 13(92.8%) patients vs 4 (36.4%) who
received placebo (P<0.001). Treatment groups
were less likely to relapse within 1 year of
follow-up and had lower histological scores at
follow-up.

Mixture: L casej, L acidophilus,

B lactis

VSL#3

7x10°CFU
BID for 14 d

45-1.8x10"

COMMENTS

Probiotic use to
prevent NEC remains
controversial, mostly
due to the lack of safety
data.

Lactobacillus may
increase eradication
rates of H pyloriwhen
supplemented with
standard treatment,
but more studies are
required.

Evidence to date

shows likely benefits of
VSL#3 as an adjuvant

in adult patients with

UC. However, there is
insufficient pediatric data
to recommend routine
use of probiotics in UC
patients. More research
isneeded.

showing promise for the possible use
of such products to improve vaccine
efficacy. Whereas there is potential
for probiotics to play a role in ther-
apy, further investigations including
RCTs should be pursued.

The Table provides a summary of
selected meta-analyses and individu-
al studies for probiotic use in various
conditions in pediatrics.”*-*

Safety and adverse effects

There are limited data on the safety
of probiotics in pediatric patients.
Cases of serious infections attributed
to organisms that may be contami-
nants of the probiotic product,* or
bybreakthrough bacterial infections
from the probiotics themselves, have
been reported in the literature.*?*
Some experts have proposed major

APRIL 2019 |

risk factors for infection including
prematurity and immunocompro-
mised states, and minor risk factors
including the presence of a central
venous catheter, impaired intestinal
epithelial barrier, administration
through jejunostomy tubes, and car-
diac valvular disease (Lactobacillus
spp. only).*>*® Caution is advised for
patients with a single major risk fac-
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Vaccine response

Yeh (2018)"2: Meta-analysis of 12 RCTs
(n=688) found that supplementation with
prebiotics/probiotics in adults receiving
influenza vaccination enhances influenza
hemagglutination inhibition antibody titers
(A/HIN1, A/H3N2, B strains).

L fermentum, L casei, L casei Shirola,
B longum, LGG, L plantarum,
L paracaseiMolac

Kukkonen (2006)%: RCT (n=87) of Finnish
infants found that a daily probiotic mixture was
associated with higher seroconversion rates for
Hib IgG at 6 months.

Asthma

Szajewska (2018)*: Meta-analysis of 5 RCTs
(n=889) showed that LGG, when administered
during pregnancy or infancy, had no effect on
wheezing/asthma.

Eczema

Szajewska (2018)*: Meta-analysis of 5 RCTs
(n=889) showed that LGG, when administered
during pregnancy or infancy, did notreduce
the risk of eczema.

Autistic spectrum disorder (ASD)

Shaaban (2018)*": Prospective, open-label
study in autistic children (n=30) showed
significantimprovements in severity of autism
after treatment with probiotics.

Mixture: LGG, L rhamnosus LC705,
B breve Bbi99, Propionibacterium
freudenreichii ssp.

LGG

LGG

L acidophilus, L rhamnosus, B longum

1x10°-10" More data needed.
1.2x 10" daily

for6 mo

1x10°- 1.8 No evidence for use to
x 100 date.

1x10°-1.8 No evidence for use to
x 10" date.

5x 10 for More evidence needed.
3mo

Abbreviations: CFU, colony-forming unit; Cl, Confidence Interval; Hib, Haemophilus influenzae type b; IgG, immunoglobulin G; LGG,
Lactobacillus rhamnosis GG; RCT, randomized controlled trial.

tor or more than 1 minor risk factor.
In December 2014, the US Food
and Drug Administration (FDA) is-
sued a warning to healthcare pro-
viders about the risk of probiotic use
in immunocompromised patients,
referring to an example involving
a premature infant who developed
fatal gastrointestinal mucormycosis
from Rhizopus oryzae.** The infec-
tion was attributed to a contaminant
in an unopened container of probi-
otic powder with active ingredients
listed as Bifidobacterium lactis and

L rhamnosus. This is a reminder that

22 CONTEMPORARYPEDIATRICS.

probiotics are dietary supplements
not subject to FDA review, and pro-
viders wishing to use these prod-
ucts as drugs (eg, to treat, mitigate,
cure, or prevent a disease or condi-
tion) should submit an Investiga-
tional New Drug (IND) application
for review. On the other hand, in-
fant formulas with added probiotics
are under FDA regulation and must
be made in compliance with good
manufacturing practices, although
probiotics’ proven benefit is unclear
with a paucity of robust evidence.**
Whereas there also have been

COM | APRIL 2019

several studies showing that probi-
otic use has been safe in certain pa-
tient populations, such as LGG use
in very-low-birth-weight preterm
infants,* interpreting the data on
efficacy and safety of probiotics is
complicated, especially because of
the heterogeneity of probiotic for-
mulations and the wide variety of
diseases in which they have been
used. Because of the lack of studies
evaluating the safety and efficacy
of probiotic use in immunocompro-
mised children, current recommen-
dations do not recommend the use


https://www.contemporarypediatrics.com/

JUULIJS@STOCK.ADOBE.COM

of probiotics for the prevention of
C difficile infection in pediatric pa-
tients with cancer or hematopoietic
stem cell transplants.*

Conclusion

Several studies suggest the beneficial
use of probiotics in some circum-
stances. However, there is insufficient
evidence for recommendations on the
routine use of probiotics in children.?
As the probiotics industry continues
to grow, consistent global regulations,

T P

METHIS

mong the most common

questions parents and
caregivers ask pediatricians when
gastro issues arise may be about the
use of probiotics.

In a world where advertising
messaging to concerned parents
is both well funded and ubiquitous,
they turn to you for the best
counsel in a field with few clinical
practice guidelines, and a paucity
of regulations, but an abundance
of health claims. Worse, there
seems a pervading sense that
such supplements, because they
are available over the counter, are
innocuous and harmless.

Are you a probiotics pro?
How's your grasp of fact and fiction
in probiotics? Is there a role for

them in the treatment or prevention
of irritable bowel syndrome,
constipation, diarrhea—even autism?
Are there legitimate concerns about

pharmacologist's notebook Gl

more well-designed human studies,
and better safety data are needed to
clarify the benefits of probiotics. m

The authors have nothing to disclose in
regard to affiliations with or financial
interests in any organizations that may have
an interest in any part of this article.

G For references, go to
ContemporaryPediatrics.com/

probiotics-for-kids

PROBIOTICS

NEWBORNS

AND CHILDREN

their use in a patient population with
immature immune systems?

By definition, a probiotic is a
microorganism that when consumed
maintains or restores beneficial
bacteria to the digestive tract.
Probiotics can be supplied through
foods, beverages, and dietary
supplements.

Trading spaces
llya Ilyich Mechnikov, a Ukrainian
and Russian zoologist perhaps
best known for his Nobel
Prize-winning research in
immunology, is regarded as
the father of probiotics. In
1907, he hypothesized that
replacing or diminishing the
number of “putrefactive”
bacteria in the gut with
lactic acid bacteria could
normalize bowel health and
prolong life.

Today, although there are data
pointing to the microbiome and

The “Pére of
Probiotics,” llya
llyich Mechnikov

NOTE FROM DR LEE Are
probiotics a medication, dietary
supplement, or food additive?
Until the US Food and Drug
Administration (FDA) provides
us with specific guidance and
definitions, probiotics continue to
be prescribed and self-initiated
by physicians and consumers,
respectively.

—~Carlton Lee, PHARMD, MPH,
FASHP ,FPPAG

the role it plays in systemic health
and illness from eczema to autism,
the wide variance of the efficacy
of probiotic therapy appears to be
both strain and disease specific—
quite effective in some disease
processes, not useful in others. So,
then, thumbs up on Lactobacillus
over Saccharomyces boulardii for
infectious diarrhea? (Spoiler alert:

3 meta-analyses found one worked
better in adults than in children.)

Ready for a gut check on
probiotics?
At the link below, you'll test your
probiotics knowledge against
your peers via an online quiz on
the Contemporary Pediatrics
website. We'll ask you b key
tenets about Probiotics in
Newborns and Children,
deliver your score on
each question versus your
peers, then provide some
perspective on the correct
answers. There you'll also
find a treasure trove of
further reading and resources to
take your probiotics know-how to,
well, the pro level.

All setto “play” for gut flora glory? Riddle Me This! is ready online now at ContemporaryPediatrics.com/quiz-0419
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Pediatric truth-telling

Omission vs deception

Ms Nierengarten, a medical
writer in Minneapolis,
Minnesota, has more

than 25 years of medical
writing experience,
authoring articles for a
number of online and print
publications, including
various Lancet supplements
and Medscape. She has
nothing to disclose in
regard to affiliations with
or financial interests in any
organizations that may have
an interest in any part of
this article.

It's not easy to know when a deception is acceptable and
when it becomes difficult to justify. An algorithm might help
pediatricians to make those decisions.

MARY BETH NIERENGARTEN, MA

Ifhonesty underlies trust and trustis the ba-
sis of the doctor-patient relationship, then
honesty between doctor and patient is a ne-
cessity. However, as in all areas of medi-
cine, and life, nothing is so clear cut.

Omitting to tell a patient a poten-
tial rare adverse effect of a medica-
tion to spare the patient undue anxi-
ety, telling a patient he or she will be fine
when the prognosis is more ambiguous, or
telling an outright lie to payors to ensure a
patient gets the medication or treatment
needed—these all occur in clinical practice.
Surveys show that not telling the truth, ei-
ther by omission or active deception, is done
by physicians for a myriad of reasons."?

For most, if not all, these situations
in which physicians are less than
truthful in their encounters with
patients, the impetus is for the good
of the patient. Yet it is not easy to know
when a deception remains within the realm
of the acceptable and when it may blur into
the difficult to justify.

When it comes to talking to children and
adolescents, things get even murkier. The
wishes of caregivers must be weighed into
any conversation a pediatrician has with
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his or her patient. Difficult questions may
arise for the pediatrician if the caregivers’
wishes go against the best judgement of the
physician in relaying or not relaying infor-
mation to the patient.**
In this interview, Contemporary Pe-
diatrics spoke with Daniel K. Sokol,
PHD, MSC, a medical ethicist and
lawyer in London, England, who has
written and spoken extensively on
thisissue. In 2006, as part of his doctoral
thesis on truth-telling in the doctor-patient
relationship, he developed an algorithm
for physicians that he called a “deception
flowchart” to help doctors decide whether
a proposed deceptive action or omission is
morally justified.®
Contemporary Pediatrics also spoke
with Angira Patel, MD, MPH, a pe-
diatric cardiologist at the Ann and
Robert H. Lurie Children’s Hospital
of Chicago, Illinois, who recently co-
authored an article on thisissue in which
she provides the perspective of a pediatri-
cian on when lying to patients may or may
not be justified.® (See “More references for
basics of pediatric ethics,” page 31, for addi-
tional sources cited by Patel as the “basics”
of medical bioethics that are used when
thinking about this issue in pediatrics.)
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«crz | DECEPTION FLOWCHART

Here is Dr. Daniel Sokol’s sequential checklist of considerations to help physicians decide whether
a proposed deceptive action or omission is morally justified.

Is your proposed action (or omission) deceptive?

What are your justifications for the proposed deception? Apply ethical reasoning for non-deceptive actions.

To prevent great physical or psychological harm to patient (including death) Given the

To preserve or enhance hope circumstances and
Temporary deception to prevent potential great distress (for example, postponing disclosure) your assessment of
Compassionate deception (for example, to reduce great stress or anxiety) the patient’s mental
Patientis reliably believed or known not to wantinformation state, is the deception
Patientis not emotionally or cognitively equipped to decide or to cope with the truth attempt likely to
Deception will enhance autonomy in the long run (for example, by preventing life-threatening heart attack) succeed?

Can the objectives be met without recourse to deception? Rejectproposed deceptive action.

Use non-deceptive meansto achieve objectives.
NOT SURE

Consider lying. Consider lying.

Consider objectionsto lying and non-lying deception.

Would you be prepared to defend your lie/
deception at a hearing of your professional

Violation of prima facie norm of honesty and codes of ethics body or a court of law?

If discovered, possible loss of trust by patient (greater in lying?) and
possible loss of public trustin medical profession (greater in lying?)

Possible emotional distress if lie/deception is discovered
Failure to respect or enhance patient’s immediate autonomy It aware of the facts, would the patient
Violation of patient's rightto know or right notto be lied to/deceived consentto the lie/deception in advance?

e . . . . (If patient’s views are not known, substitute
gég:acplill(t)\r/] of balancing potential harms and benefits of lying/ the patientfor “a reasonable patient.”)

Biased perspective/self-deception may affect evaluation of lying/
deception

Greater tendency to lie/deceive in the future, including possible Proposed deceptionis morally permissible.
needto “shore up” presentlie/deception with furtherlies/deception
Rejectproposed deception.

From: Sokol D.° Available at: https://www.bmj.com/content/334/7601/984. Used with permission. ©2019 The BMJ. CONTINUED ON PAGE 30
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Q. You developed

a flowchart to help
physicians consider when
not telling the truth in the
clinical setting is morally
justified. Can you describe
how you developed it?

Daniel. Sokol,.PHD, MSC:
The flowchart was created to
help doctors decide whether a
proposed deceptive action or
omission is morally justified. It’s
a 1-page decision-making guide
(Figure).®

The flowchart asks clinicians
to consider the justifications
for a proposed deceptive act
and provides a list of possible
justifications. It then asks
the clinician to consider, ata
practical level, whether the
deception is likely to succeed in
“fooling” the patient and achieve
the aims. The flowchart also
encourages clinicians to reflect
on the possible objections to
deception and again provides a
list of objections, and asks them to

weigh the pros and cons.

Finally, if the scales still tip
in favour of deception, the
flowchart introduces 2 safety
checks:

Would the clinician be prepared to
defend the deception ata formal
hearing of his or her professional body

oreven a court of law?

If so, would the patient—or a

reasonable person—probably have
agreed to the deception if he or she had
known about this situation in advance?

“What matters, in the end, is not so. much
whether an action or omission is ‘deception.’
It's whether or not it's morally permissible.”

—DANIEL K. SOKOL, PHD, MSC

Q . Can deceiving patients
be morally acceptable? If
so, when, in the setting of
pediatrics?

Sokol: Yes, it can. The answer
lies in the flowchart. Imagine a
scenario when telling something
to a child (perhaps a grim
diagnosis or prognosis), who has
previously indicated that he does
not wish to know the details of
his situation, would likely cause
significant psychologic, even
physical, harm, and would be
positively cruel, however skilfully
that truth was communicated.
Further, you may have good
reason to believe that the child
may not be emotionally able to
deal with the information.

In that situation, a lie could be
morally acceptable, assuming
the prospects of detection were
sufficiently low.

I'suspect most of your readers
will be able to think of actual
situations where a benevolent lie,
or a deceptive omission, proved
the ethically and medically better
approach than disclosure. In each
case, however, the deception has to
be in the best interests of the child.
It cannot be simply to appease the
parents, or to dodge a difficult or

time-consuming conversation.

Angira Patel, IMID: The short
answer is that lying or deceiving
patients is not morally acceptable.
The patient-physician relationship
is built on trust and the ethical
duty of a physician is to be honest.
This imperative is even more
important because the patient is
vulnerable, sometimes fearful,
and relying on the expertise of
a physician to obtain accurate
information and recommendations
to make informed decisions. In the
United States, we especially value
respect for personal autonomy and
this necessarily demands truth-
telling from the physician.
However, I think it is important
to recognize that physicians
sometimes tell “white lies” when
they feel it may be for the patients’
benefit (such as compassion,
avoiding immediate harm, or
giving hope) and some have
argued that this sort of narrowly
defined deception may be morally

acceptable.

Q. Do you think the
“deception flowchart”
could be used in the
pediatric setting? Any
alterations or limitations?
Sokol: Absolutely. Some
elements may be more relevant

than others in the paediatric

READ MORE @ For experts’ views on ethical dilemmas in Pediatrics, see page 34.
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context, especially with younger
children. For example, in thinking
about a possible justification for
deception in younger children,
paediatricians will need to
consider that the “patient is
not emotionally or cognitively
equipped to decide or to cope with
the truth.”

Also, the flowchart is focused
on the patient (ie, the child).
The parents and relatives do not
feature explicitly, although, of
course, this does not mean that
a clinician cannot, or should
not, seek the assistance of those
persons to inform his or her
decision-making. For example, a
parent may be better placed than
a clinician to predict how [his/her]
child will react to receiving a piece
of information.

Ifreaders feel the flowchart
needs alteration to reflect the
realities of their practise, they are

most welcome to adapt it.

Patel: I think it’s difficult to rely
on any flowchart exclusively.
The Sokol flowchart is helpful

in understanding the ethical
tension and lays out the specific
situations where deception may
be morally acceptable. A physician
considering deception should be
arare occurrence and lead her to
pause and ask, “Is this really best
for my patient?” The subsequent
analysis by the physician should

clinical feature @8
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Additional sources provided by Angira Patel, MD, MPH.

be nuanced and [she should]
deeply think about the motive of

telling a deception.

Q. What thoughts

can inform the “type of
deception” a pediatrician
may employ in the
pediatric setting? There
seems to be a wide
spectrum from white lie to
active deception (perhaps
to insurers for medication
or treatment approval) to
in the middle (omission or
timing of truth).

Sokol: Deception is a complex
notion, with no universal
definition. What you might
consider deception may differ

from what I deem to be deception.

Is the doctor who, over the phone,
tells the parents of a child who
has just died “Please come now,
your child is veryill,” to allow

the parents to know the truth in
person and minimise the risk

of an accident in transit to the
hospital, engaging in deception?
Is the doctor who fails to tell an
8-year-old child on the waiting list
for a heart transplant that there is
a high likelihood of dying whilst
on the list engaging in deception
by omission?

Deception takes many forms,
from the old-fashioned lie to the
clever use of words (“You won't
believe how many of these I've
done!” says the junior doctor with

no experience to the concerned

“The pediatrician has a duty to consider the developing maturity of
the child (respect for developing autonomy) and [his or her] right to
participate in [his/her] own medical care.”

—ANGIRA PATEL, MD, MPH
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“[T]here may be situations in which a paediatrician will be satisfied that
the caregivers are correct and that withholding information from a child,
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although deceptive, would be in that child’s best interests.”

parent who asks how many times
he or she has performed that
procedure) to misleading gestures
to deceiving by keeping silent.
Does it matter morally which
sort of deception you use? I doubt
it in most cases, but scholars differ
on that.
What matters, in the end, is
not so much whether an action or
omission is “deception.” It’s whether

or not it’s morally permissible.

Patel: A physician should start
from a place of no deception,
whether it is withholding
information or providing
misinformation to insurers

for medication or treatment
approval. Sometimes, the timing
and how information is given
may be dependent upon needing
more data to understand the
disease process, not being able
to prognosticate or accurately
predict, or allowing the family to
process difficult circumstances.
However, the end goal should

always be information sharing.

Q. Finally, what are

the particularly ethical
challenges of truth-telling in
the pediatric setting where
the patient is not yet an
adult and under the care

of a parent/caregiver? Are
there situations in which the
pediatrician could withhold
information from the
patient at the request of the
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—DANIEL K. SOKOL, PHD, MSC

caregiver? Any situations

in which the pediatrician
could withhold information
from the caregiver?

Sokol: In England and Wales,
which is the jurisdiction I know
best, the guiding star, both in law
and in ethics, is the “best interests
of the child.”

So, is telling the truth always
in the best interests of the child?
Who decides? When views
conflict, whose should take
priority? Generally, the more
autonomy a child possesses, the
greater the prima facie obligation
to tell the truth. Lying to a
3-year-old (reduced autonomy)
is generally more acceptable
than lying to a 17-year-old (full
autonomy), whether in medicine
or in everyday life.

Of course, “best interest”
decisions also arise with medical
treatment generally, and I explore
many of these in my new book
Tough Choices: Stories from the
Front Line of Medical Ethics.”
There are chapters on 2 paediatric
cases—Charlie Gard and Alfie
Evans—that gripped the UK in the
last 2 years. In both cases, there
was intractable disagreement
between the clinicians and the
parents over what was in the
child’s best interests. What was
remarkable about these cases was
the use of what I called “guerrilla
tactics” by the families, namely

social media, the support of high-
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profile figures such as the Pope,
presidents, and celebrities, and
verbal threats and intimidation of
healthcare workers.

In the book, I concluded that
“These guerrilla tactics do shed
blood. The consequences, often,
are that the children at the centre
of the dispute receive burdensome
treatment for longer than they
should, treating hospital staff
feel victimised and demoralised,
and hospitals in the future will
think twice about taking cases to
court for fear of damage to their
reputation even when continued
treatment is contrary to the child’s
bestinterests.””

One important difference is
that doctors are usually best
placed to appreciate the medical
aspects of treatment. With truth-
telling, however, we're dealing
also with a child’s personality,
emotions, actions, and reactions,
and here parents, relatives, and
caregivers may be (although not
always) better placed to predict
how a child will react to a truth or
untruth. Arguably, the weight to
be placed on the views of parents
in truth-telling dilemmas should
be greater than with questions of
medical treatment.

So, yes, there may be situations
in which a paediatrician will be
satisfied that the caregivers are
correct and that withholding
information from a child,

although deceptive, would be in
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that child’s best interests.

There is a separate, fascinating
ethical area of whether clinicians
can deceive a child’s parents or
relatives, such as telling a parent
that the child’s final moments
were peaceful and painless when
in reality they were not, but that
might be for another day, and

another flowchart.

Patel: In the pediatric settings,
healthcare conversations and
decision-making involve a
3-way relationship between
the minor child, the parents or
guardian of the child, and the
physician. Deception or lying
can be even more complicated
in this setting if the parents
ask the physician to withhold
information from the child or
adolescent. As pediatricians, it is
our duty to involve the child as
is developmentally appropriate
while respecting the family
unit. Conflict occurs when
parents do not want their child
to know medical information or
when adolescents and parents
disagree about treatment. The
conflict must be addressed while
balancing what is best for the child
and still allowing parents to be the
decision-makers for their child.
This sort of conflict resolution
is complex and approached
thoughtfully with multiple
conversations and ultimately
building trust.

There are situations when
a pediatrician can withhold
information from the child/

adolescent at the request of the
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BENDING THE TRUTH

Lying is part of one’s developmental process. The chart shows
lying frequency by age over a 24-hour period.
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caregiver. Examples may include
if child is in immediate harm
to self or others, the child is
young and unable to understand
the complexity of the medical
situation, or the child has
expressed [he/she does| not wish
to know details of the diagnosis.
However, many cases do fall
in the gray zone, such as that of a
15-year-old with a new diagnosis
of cancer or a 12-year-old with
chronic HIV whose parents
ask that the diagnosis not be
disclosed. Whereas it may have
been acceptable to not disclose the
HIV status when the child was 4, it
may not be anymore. Despite the
parents’ intention of wanting to
protect their 15-year-old child, he
may be hurt more if he accidently
learns of his diagnosis from others
while receiving cancer treatment.

In these cases, the pediatrician

should not automatically withhold
information as the parents desire.
The pediatrician has a duty to
consider the developing maturity
of the child (respect for developing
autonomy) and [his or her] right
to participate in [his/her] own
medical care. Each case may be
ultimately resolved differently
but must start with respectful
conversation and understanding
among all parties.

If the caregiver is clearly not
acting in the best interest of
the child, which is leading to
harm that crosses a threshold
of acceptable leeway of parental
discretion, pediatricians may
withhold information and/or
involve protective services for the
well-being of the child. m

0 For references, go to
ContemporaryPediatrics.com/

omission-vs-deception
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Doctors share
ethical issues that
worry them most

LISETTE HILTON

What ethical dilemmas keep you up at night?

For this inaugural issue addressing ethics in pediatric medical care,
Contemporary Pediatrics asked pediatrics and ethics experts to
candidly weigh in on some of the foremost moral and ethical issues
confronting pediatricians and pediatric healthcare providers today.
Here are their thoughts on these sensitive topics. We welcome your
thoughts as well. Write to us at cradwan@mmhgroup.com.
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Gary I. Freﬂd, MD, MPH, professor of Pediatrics, professor

of Health Management and Policy, associate chair, Department of
Pediatrics, and director of Faculty Programs, Office of Health Equity
and Inclusion, University of Michigan, Ann Arbor, Michigan.

THEDILEMMA ' Racial, ethnic,
and economic health outcome
disparities among US children
I'think the biggest ethicalissue for pe-
diatricians today is the racial, ethnic,
and economic disparities in pediatric
outcomes for health and healthcare
in the United States.

There is lots of research that mi-
nority and disadvantaged children

have worse outcomes in many differ-
ent arenas, including infant mortal-
ity, the care of some chronicillnesses,
and a variety of other conditions. We
also know that low-income children
do worse in many aspects of health-
care than higher-income children.
This could be related to opportunities
for utilization of healthcare services,
the environment in which children

Bel'llal'd A Cﬂhen, MD, professor of Pediatrics and

Dermatology, Johns Hopkins University School of Medicine, Baltimore,

Maryland.

THEDILEMMA * Qut-of-control
drug pricing for commonly
prescribed medications

In the last decade or so, prices for
medications that I commonly pre-
scribe—many of which have been out
for 20 or 30 years and are generics—
have exploded. Sometimes, these are
commonly used drugs for treatment
of general skin conditions. I've talked
with pediatricians who are experi-
encing the same issue for medica-
tions they prescribe.

Examples in pediatric dermatol-
ogy are oral erythromycin and topical
agents, such as clobetasol, a class-1
high-potency topical steroid.

The ethical dilemma is real in
terms of getting patients proper care
when the prescription agents that
we're writing for have become pro-
hibitively expensive. Outrageously
expensive.

THEDILEMMA ' Disagreements
among patients, families, and
pediatricians on diagnoses,
treatments

It can be dicey when we make a di-
agnosis and recommend treatment,
and aparent doesn’tbuyinto the idea.
It gets even more complicated when
we have a teenager—a minor—who is
cognizant of what’s going on and may
feel very differently than the parent
about the diagnosis and treatment.

That’s an ethical dilemma because
we want to treat the child.

Scenarios range from patients with
life-threatening disorders to recom-
mendations regarding immunizations.

One of the goals of the American
Academy of Pediatrics (AAP), which
we all support very strongly, is the
immunization issue and immuniz-
ing kids based on recommendations.
Having parents who for some reason
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are raised (which may include expo-
sure to violence, toxic substances,
and so on), and more.

All those factors impact our abil-
ity to create the next generation of
healthy persons in our country.

We have an ethical responsibil-
ity to try and ensure that children
have the greatest opportunity to have
successful childhoods and become
healthy adults. We know right now in
our country that not all children have
that same opportunity. It's really a
matter of workingto try and eliminate
the social and economic disparities
that we know already exist.m

do not want their otherwise healthy
childrenimmunized, even though we
expect those children to have appro-
priate responses to immunizations, is
areal dilemma.

There’s disagreement about wheth-
er pediatricians should continue to
treat children whose parents disagree
with guideline-based recommended
treatment. I think sometimes that pe-
diatricians can protect patients more if
they maintainrelationships with these
families and continue to care for those
children. However, I think it’s also im-
portant to make it clear that we don’t
buy into the idea that immunization
is dangerous and inappropriate in an
otherwise healthy child, and that not
immunizing the patient poses a sig-
nificantrisk to the child.

THEDILEMMA * Prior authorization
We're spending more and more time
working on prior authorizations for
what should be considered to be
medically appropriate procedures,
and there’s no question that along the
way withholding intervention can re-
sultin significant morbidity.m
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Geoffrey Miller, MD, MPHIL, MA, MBCHB,

FRCP, FRACP, professor emeritus of Pediatrics (Neurology), Yale

University, New Haven, Connecticut.

THEDILEMMA ' Ethics of death by
neurological criteria

Some background on the case to
which Dr. Miller refers: Jahi McMath
was 13 years old in December 2013
when shewas declared brain dead after
complications from tonsil-removing
surgery performed at a children’s hos-
pital in Oakland, California.

A California coroner issued Jahi’s
death certificate the following month,
but Jahi’s family saw life in the child,
who continued to breathe and whose
heart continued to beat with the help
of aventilator. The courts in California
agreed that the family could transfer
Jahi to New Jersey, where one is al-
lowed not to follow the death by neu-
rological criteria.'

Pediatric neurologist D. Alan

Shewmon, MD, was among those
who believed Jahi wasn't in fact brain
dead. Video documentation helped to
demonstrate that Jahi was capable of
following some commands and was
minimally conscious.**

Jahi died by cardiovascular criteria
in a New Jersey hospital in June 2018
and was put to rest. Dr. Miller describes
the ethical dilemma next.

When somebody is declared brain
dead, the artificial respiration is re-
moved and then they can have organ
transplant. If death by neurological
criteria is put into doubt, this puts a
heavy strain on intensive care units
that would have to wait for the heart
to stop, and it may not stop for years.
Italso would puta strain on organ do-
nation for children.

There were videos of Jahi respond-
ing to commands. There was a recent
conference at Harvard where these
videos were shown. When you see
these, they are very compelling. This
was not an accidental movement or
automatic reflex.

The ethical point
of this is that the
whole strength of

Death by
neurological

death by neurologi-

cal criteria is based

on irreversibility.
Once you remove that
confidence in irrevers-
ibility—irreversibility particularly re-
lated to consciousness—then you put
the whole concept of death by neu-
rological criteria to doubt. If you put
that concept in doubt, then you put
an added strain on the intensive care
units and, of course, organ donation. m

0 For references, go to
ContemporaryPediatrics.com/

ethics-issues

StEVEI] NI SB"]S'[, MD, professor of Pediatrics, Sidney

Kimmel Medical College at Thomas Jefferson University, Philadelphia,
Pennsylvania, and attending physician, Pediatric Emergency Medicine,

Nemours/Alfred | duPont Hospital for Children, Wilmington, Delaware.

THE DILEMMA ' Disclosing
medical errors
Physicians make errors all the time
and don’t necessarily disclose them to
families. We weren't trained to do that.
Disclosing medical errors contin-
ues to be an ethical dilemma for us,
but we are making progress. We're
starting to include that training in
residencies and even at some medi-
cal schools.
Many hospitalsnowhave a “blame-

less” environment where people are
encouraged to disclose errors. In my
hospital, it is a policy that we should
disclose an error to a family, but not
all hospitals have an environment
where the physician is encouraged
to disclose an error. If physicians
feel they are going to be punished for
making mistakes, they're more likely
to hide errors.

I think we still have an environ-
ment in which it’s uncomfortable for
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doctors to disclose errors because
they worry what'’s going to happen to
them as aresult.

Disclosing errors is important for
many reasons. It helps maintain re-
lationships of trust with families.
They're not going to trust us if they
find out that we didn’t disclose an
error. Whereas some might be afraid
that being honest about an error will
lead to malpractice lawsuits, studies
showwe're more likely to be sued if we
don'tdisclose the error and the family
finds out a different way.

EDITORS’ NOTE: Dr Selbst wrote about this topic
in his article “The difficult duty of disclosing
medical errors,” published in Contemporary
Pediatrics, June 1, 2003. Available at: httpsy/

www.contemporarypediatrics.com/pediatrics/
difficult-duty-disclosing-medical-errors

criteria is defined
as irreversible
cessation of all

brain functions.*
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THEDILEMMA Who should do a
procedure on a child?

An ethical dilemma that I struggle
with working in the pediatric emer-
gency department (ED) is who should
do a procedure on a child?

We're in a teaching environment,
but is it ethical to allow residents or
even students to do a procedure on a
child, such as a spinal tap or lumbar
puncture, when we know that the ex-
perienced attending could probably do
it faster and maybe more accurately?

This is something that all physi-
cians who are in academic medicine
or teaching struggle with. We do want
to allow the trainee to get experience
and to learn how to do the procedure.
You can’tbecome experienced unless
at some point you're inexperienced
and you perform a procedure under
supervision.

We're torn between our role as a
teacher and our role and obligation to
the patient.

My opinion is that it’s ethical to
allow the trainee to do the proce-
dure under supervision. I think the
trainee has some responsibility. The
trainee has to read about the proce-
dure and know the risks and benefits
of the procedure. Ideally, the trainee
should practice the procedure first on
amanikin in simulation and come to
the procedure somewhat prepared to
do it for the first time.

The teacher has an obligation to
be there with the trainee to directly
supervise and to step in if it looks like

“Is it ethical to allow
residents. or students
to.do a procedure on a
child when we know

that the attending could

do it faster?”

—STEVEN M. SELBST, MD
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Ethical practice when
facing life-limiting disease

There are resources and guidelines available for

pediatricians faced with caring for children with
terminal or life-threatening conditions.

LISETTE HILTON

Pediatricians confronted with helping
patients and families make sense of dif-
ficult healthcare diagnoses and treat-
ments have places and people to turn
to for help, according to pediatrician
and bioethics expert Brian Carter, MD.
There are pediatric-specific hio-
ethics centers, including at Children’s
Mercy Kansas City, Missouri, as well as
the Treuman Katz Center for Pediatric
Bioethics at Seattle Children’s Hospi-
tal, University of Washington, Seattle,
says Carter, who is the endowed Wil-
liam T. and Marjorie Sirridge Professor
in Medical Humanities and Bioethics at
the University of Missouri-Kansas City
School of Medicine and codirector for
the Children’s Mercy Bioethics Cen-
ter's Pediatric Bioethics Certificate
Course. Carter also is a hoard member
for the Center for Practical Bioethics, a
nonprofit, independent organization in
Kansas City, Missouri, started in 1984
to help patients, families, healthcare
professionals, and policymakers deal
with complex issues in medicine.
“There are pediatric bioethicists
sprinkled throughoutthe United States,”
Carter says. “There is within the Ameri-
can Academy of Pediatrics (AAP) both
a Section on Bioethics and a Section on
Hospice and Palliative Care.”
Pediatricians could also refer to
adult bioethics centers, which might
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hen considering life-
limiting or life-threatening
conditions for children who
have a voice, that voice
should be heard.”

—BRIAN CARTER, MD

"

not be pediatric specific but tend to
offer some knowledge or capacity to
deal with pediatric issues, according
to Carter. “People are generally in this
field to be helpful,” he says.

There also are resources such asthe
Center for Practical Bioethics, as well
as guidelines to help pediatricians and
others grapple with ethical issues.

Ethical guidelines for
children
The essence of what pediatricians need
to know about the ethics of caring for
children when dealing with life-limiting
or life-threatening conditions is ad-
dressed in the Healthcare Treatment
Decision-Making Guidelines for Minors,
by the Center for Practical Bioethics,
first published in 1995 and revised in
May 2015.

CONTINUED ON PAGE 38
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“Realistically, what this translates
to for the general pediatrician is that
when considering life-limiting or life-
threatening conditions for children
who have a voice, that voice should
be heard,” Carter says. “The long-
standing history here in Kansas City
is with the late Wil-
liam G. Bartholome,
MD, a physician
and ethicist who
promoted the iden-
tity of the child as
being very impor-
tant when making
treatment decisions
and when pursuing
procedures on the

Parental permis-
sion, generally under the guise of
consent, should be accompanied by
the child’s assent. The child should be
respected as an individual and given
the opportunity to understand what
the treatment is and what needs to
be done and why, according to Carter.

“Thateffortwas in one sense cod-
ified in the writings of the AAP in the
1990s, as they addressed issues of
informed consent and assent for the
care of children,” Carter says. “This
revolves, again, around respect for
the child as a maturing young person,
separate from his or her parents, who
warrants that respect from health-
care professionals.”

For babies, toddlers, and other
children who don't have the capac-
ity to participate in decision-making,
the provideris in a situation where he
or she can posit potential options for

The child should
be respected as
an individual
and given the
opportunity to
understand what
needs to be done
and why.

child.” —BRIAN CARTER, MD

care, comfort, and quality of life, ac-
cording to Carter.

“In essence, the pediatrician is
saying to the parent, you're not alone
here, I'm going to walk you through
this space and give you examples
of decisions that you might not have
thought of that other
loving parents have
made,” he says. “It's
not that a pediatri-
cian takes on the
voice of the child.
More times than not,
thatis really the pre-
rogative of the par-
ents to try to deter-
mine what would be
in the child’s best in-
terests. The best in-
terests of the child conceptis usually
relegated to parents, unless they've
shown that they're not interested in
that and they perhaps are neglectful
or otherwise have perpetrated harm
on the child.”

Pediatric bioethicists, pediatri-
cians who are interested and in the
know about these things, and other
bioethics experts can help walk pe-
diatricians through these and other
difficult conversations with patients
and families, says Carter. m

Ms Hilton is a medical writer who

has covered health and medicine for
25 years. She resides in Boca Raton,
Florida. She has nothing to disclose in
regard to affiliations with or financial
interests in any organizations that
may have an interest in any part of this
article.
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the patient really is suffering or the train-
ee is too anxious or having great difficul-
ty. The supervisor, again, has to allow the
trainee to try and maybe to miss once or
twice, but after that the supervisor or at-
tending doctor has to be willing to step in
and take over to get the procedure done.

Some parents say they only want at-
tending doctors to do procedures, but we
have a different role when we're teaching
students and residents.

The tough part is explaining this to
parents. We explain to them that this is
a teaching hospital, and we do need to
train. That is our obligation—to train the
resident or student—but we reassure [par-
ents] that we will do everything we can to
minimize the pain and inconvenience for
the patient, and that we will definitely step
inifitlooks like things are not going well.

THE DILEMMA ® What to do about
patients and families who abuse
providers
At our hospital, we have had (on rare occa-
sions) patients and families mistreat physi-
cians, trainees, and nurses. They may be
verbally abusive or very rarely physically
abusive. Sometimes, they're physically
threatening to the physician and trainee.

The ethical question becomes: Are we
obligated to take care of the patient and
the family in those situations?

We do have an obligation, I think, to
the child. The child is not usually the one
who is doing the abuse; it’s the parent. We
don’t want the child to suffer, but we be-
lieve that a parent does not have the right
to abuse a physician or nurse verbally or
physically and that the hospital should
protect the staff from families like that
while we're trying to help the child.

If the hospital does not protect the
team, ethically, I think it is reasonable
to sign off on the case or tell the family
that they need to go elsewhere for care.
We have suggested this action very in-
frequently at our hospital and our ethics
team felt this was appropriate. m
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Pediatrics, University of Missouri-Kansas City School of Medicine,
and chair, Ethics Committee, Children’s Mercy Hospital, Kansas City,

Missouri.

THEDILEMMA ' The importance
of recommendations in shared
decision-making
Recent decades have seen an erosion
of physician authority, with increas-
ingvalue placed on patient autonomy
in medical decision-making. The
consequence of this movement is a
growing discomfort among pediatri-
cians in making specific therapeutic
recommendations. A current chal-
lenge for pediatricians is ensuring
their knowledge and expertise remain
arespected part of decision-making.
Authority may be defined as the
power to make decisions and en-
force obedience, consistent with the
concept of paternalism. Unfettered
paternalism was standard medical
practice for much of history. It is now
rejected with increased societal value
placed on personal autonomy. How-
ever, authority may also refer to the
ability to influence others because
of one’s recognized knowledge. This
is the meaning that physicians must
embrace. We should utilize our gar-
nered expertise to help guide parents
toward decisions that serve the best
interest of their child.

Shared decision-making (SDM)
brings a balance to all voices and is
accepted as the preferred method
of physician-patient/family com-
munication, but it is only “shared” if
physicians are an active participant
in the deliberations. Parents are sur-
rogates who are expected to apply
their family’s cultural values and
religious beliefs. Physicians are sur-
rogates as well, applying our medi-
cal knowledge to guide decisions for
patients. Shared decision-making
has been defined as “a collaborative
process that allows patients, their
surrogates, and clinicians to make
healthcare decisions together, tak-
ing into account the best scientific
evidence available, as well as the
patients’ values, goals, and prefer-
ences.”! We are responsible for pro-
viding the best scientific evidence for
this process. We are responsible for
making recommendations.

I am increasingly aware of sce-
narios wherein the physician has ab-
dicated [his/her] duty to make a rec-
ommendation. It is easy to slide into
the role of offering “menu items” and
deferring to parents; it takes moral
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courage to make a strong recom-
mendation. Indeed, it can be argued
that it is our ethical duty to use our
expertise and knowledge (or author-
ity) to help guide decision-making.
Moynihan and colleagues state that
failure to provide a recommendation
undermines autonomy by preventing
surrogates from making an informed
decision and places undue burden

“Shared decision-
making brings a
balance to all voices
and is accepted

as the preferred
method of physician-
patient/family
communication.”

—LAURA A MILLER-SMITH, MD

on families.? Pediatricians have the
responsibility of learning communi-
cation skills that allow them to pro-
vide recommendations during SDM,
avoiding manipulation but allowing
all parties to collaborate toward an
optimal outcome. Learning these
communication skills takes effort and
practice but will improve our service
to patients and their families. m

c For references, go to
ContemporaryPediatrics.com/
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RESOURCES
FOR PEDIATRICIANS

Children’s Mercy Kansas
City’s Bioethics Center
(which offers a pediatric
ethics fellowship, webinars
and podcasts, a certificate
program, and more)

EMAIL: cmbc@cmh.edu
HOSPITAL'S TOLL-FREE

NUMBER: 866-512-2168
www.childrensmercy.org/
health-care-providers/
bioethics-center/

Treuman Katz Center for
Pediatric Bioethics at Seattle
Children’s Hospital

1900 Ninth Avenue

Seattle, WA 98101

EMAIL: bioethics@
seattlechildrens.org

PHONE: 206-884-8355
www.seattlechildrens.org/
research/centers-programs/
bioethics/

American Academy of
Pediatrics (AAP) Section on
Bioethics
Www.aap.org/en-us/about-
the-aap/Sections/Section-on-
Bioethics/Pages/S0B.aspx

Center for Practical Bioethics
Harzfeld Building

1111 Main Street, Suite 500
Kansas City, M0 64105-2116
TOLL-FREE: 800-344-3829

PHONE: 816-221-1100
https://practicalbioethics.org

Healthcare Treatment
Decision-Making Guidelines
for Minors
https://practicalbioethics.
org/files/ethics-consortium-
guidelines/Minors-Decision-
Making-Guidelines.pdf
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Pat F BaSS "I, MD, MS, MPH, chief medical information

officer and professor of Medicine and of Pediatrics, Louisiana State
University Health Sciences Center—Shreveport, Louisiana.

THEDILEMMA ' Physician burnout
and well-being

Changes in our health systems, payment
structures, and the practice of medicine
have made significant impacts on our
personal lives, professional lives, and
well-being. Given that burnout negatively
impacts patient care, learning environ-
ments, personal health, and interperson-
al relationships, we have an ethical re-
sponsibility to address it in our practices
and health systems. I believe how

we begin to address the epi-

factors surrounding burnout are differ-
ent through the many challenging tran-
sitions of a career, especially residency
and early career. Failing to address is-
sues of burnout early in a career allows
the issues to fester and persist into prac-
tice. Failing to address issues of burnout
once in practice can lead to the afore-
mentioned complications and allows

those symptoms and feelings to spread.
Practices and health systems are be-
ginning to take steps such as ap-
pointing chief wellness officers

demic of physician burnout A 2018 Medscape and wellness committees and
will be a major challenge for 1s l:’;v:fy f?lu:idc:::ts implementing programs.
the remainder of my career. . epoort e':i tyh ey are Given the relationship be-

Whereas work-related
stress leading to emotional
exhaustion, cynicism, deper-
sonalization, a decreased percep-
tion of personal efficacy, and decreased
effectiveness has a tremendous impact on
individual physicians, the downstream
effect on our patients, colleagues, and
systems can be exponential.

On a personal level, burnout is asso-
ciated with failed relationships, depres-
sion, substance abuse, and even suicidal
ideation. On a professional level, burn-
outis associated with job dissatisfaction,
increased job turnover, increased medi-
cal errors, negative attitudes toward pa-
tients, and patient dissatisfaction.

Individually, and as part of systems,
we need to institute preventive programs
that identify, impact, and mitigate the
factors that lead to burnout.

Given the evidence that burnout
can begin early in training and occur
throughout a career, our efforts need
to target our colleagues beginning in
medical school and continuing through
our practice lifetime. The impacts and
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both burned out and
depressed.!

tween the negative impact of
physician wellness on quality
of care, itisimportant for health
systems to address this issue.
However, “wellness” is not a magic
pill that can be prescribed to a physician.
Rather, it requires “lifestyle changes” for
both the individual and health systems.
Individual physicians and health sys-
tems will need to invest time, money, and
resources. Both will need to commit to
improving “wellness” over the long term.
Although the evidence base for phy-
sician wellness programs is evolving, it
is clear such programs are needed and
must be comprehensive and systematic,
targeting domains that impact burnout:
efficiency of practice, a culture of well-
ness, and personal resilience. We need
to ensure that our organizations and in-
dividuals are moving toward a practice
environment that better supports and
enhances physician wellness. m
0 For reference, go to
ContemporaryPediatrics.com/
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AndI‘BW J S[:hllman, MD, FAAP, clinical assistant

professor of Pediatrics, Geisel School of Medicine at Dartmouth,

Lebanon, New Hampshire.

THE DILEMMA ' Too much
regulation; too little control

In my view, itis an ethical priority that
we reduce the control that insurance
companies, pharmaceutical compa-
nies, and the government have over
our healthcare system! Decades ago,
in simpler times, parents paid their
office bill at the time of service and if
they had insurance, they would sub-
mit a copy of their superbill for reim-
bursement. Most medications were
affordable, and we knew very little of
the concept of prior authorizations,
managed care, or claim denials. We
also wrote very brief and often legible
notes in our paper charts.

In today’s world, pediatricians
and staff wrestle with requests for
prior authorizations, challenge de-
nied claims, prescribe lower-cost
medications, and push buttons in
electronic health records (EHRs) to
justify charges (Contemporary Pedi-
atrics, August 1, 2017).! As a conse-
quence, physicians are overwhelmed
and either retire early or adopt alter-
native models of healthcare delivery.

The transformation of our health-
care system has been in partdue to the
greed of hospital systems, as well as
physicians and pharmaceutical com-
panies. Over the years, our national
healthcare costs have risen astronomi-
cally, from a meager $75 billionin 1970
to over $3.5 trillion in 2017, according
to the Kaiser Family Foundation!

In an attempt to control and reduce
healthcare costs, the government has
repeatedly stepped in to regulate
medical services. In addition, insur-
ance companies control what services
we can provide as they hold the purse
strings. As a consequence, what used
to be an effective and kind health-
care system has become so mired ina
muck of regulations and cost control
that we find it difficult to do what we
do. These days, many patients with
high-deductible, commercial health
insurance think twice before seeking
medical care, and primary care phy-
sicians are poorly reimbursed for pro-
viding services to those patients who
have government insurance.

There may be some light at the end
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ofthe tunnel, because physicians and
patients are desperate for an ethical
healthcare system, one free of im-
pediments to care. At the state level,
physicians are pushing for reform via
legislative mandates that limit con-
trol ofinsurance companies. We have
already seen state laws limiting main-
tenance of certification requirements
and facilitating access and payment
for telehealth services.

In order to become “pretty good

“[P]hysicians

and patients are
desperate for an
ethical healthcare
system, one free of
impediments to care.”

—ANDREW J SCHUMAN, MD, FAAP

pediatricians”? (see Contemporary
Pediatrics, January 1, 2019), we need
to push for reforms that will limit the
control of insurance companies and
reduce the cost of medications. Per-
haps, one day soon, our healthcare
system will be healthy once again. m

0 For references, go to
ContemporaryPediatrics.com/
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Mlﬂhael S JE"'"Ek, MD, professor emeritus of Psychiatry

and of Pediatrics, Harvard Medical School, Boston, Massachusetts.

THE DILEMMA

Maintaining confidentiality
when treating teenagers
Confidentiality when treating adoles-
centsis one of the most difficult ethical
territories in pediatric primary care.

Although state laws vary by age
and selected circumstance (such as
treating sexually transmitted diseas-
es), parents have broad rights to ac-
cess their teenager’s medical record
and ask their pediatrician almost any
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question about their child’s visit.
Pediatricians know that to provide
comprehensive, high-quality care
to a teenager, honesty and trust are
essential. Some pediatricians try to
manage this delicate ethical area by
letting parents know what to expect
and the practice’s policies well before
their patient is a teenager. The pe-
diatrician will begin to ask parents to
leave the exam room for part or most
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of the visit. They will let parents know,
sometimes in a written contract, that
theywill discuss sensitive, age-appro-
priate topics that are part of optimiz-
ingtheir child’s health, including sub-
stance use, use of technology,
sexuality, emotional stress, de-
pression, risk-taking behavior,
and more.

Asking about sensitive ar-
eas almost immediately rais-
esthese questions: “What will
you tell my parents?” “What
will go into the record?”
“What is the adolescent’s right to
privacy?”

This is a grey, multifactorial area
until reaching the age of 18 years or
being emancipated. Age 13 is dif-
ferent from age 17. One 16-year-old
can be very different from another
in terms of maturity, social circum-
stances, and experiences. How risky
is the behavior? Mild with limited

substance experimentation? Moder-
ate in terms of sexual activity? High
with heavy alcohol use and driving?
Should parental history or likely re-
action impact the pediatrician’s de-

“Pediatricians know that to
provide comprehensive, high-
quality care to a teenager,

honesty and trust are
essential.”

—MICHAEL S JELLINEK, MD

cision about confidentiality? What
if the parents are especially strict or
punitive? What if there is a family his-
tory of alcoholism and the private in-
formation concerns a young teenager
getting drunk?

My experience as a psychiatrist
tells me pediatricians face emotional
factors as well. Keeping informa-
tion confidential from parents often

Donna Hallas, PHD, RN, PPCNP-BC, CPNP.,
PMHS, FAANP, clinical professor, New York University

Meyers College of Nursing, and director, Pediatric Nurse Practitioner

Program, New York, New York.

THEDILEMMA ' Pediatric research
and medication safety

In the United States, I believe, and
the literature supports, that we have
major ethical issues specific to the
pediatric population surrounding
research in medication safety, effica-
cy, and prescribing practices. In ad-
dition, there are significant ethical

issues related to medication admin-
istration with parents who object to,
resist, or refuse medications shown
to be beneficial for the health and
well-being of their infants/children/
adolescents.

It was only in recent years that the
National Institutes of Health (NTH)!
required drug companies to include

evokes anxiety. Is the teenager being
completely honest with me or is the
risk higher than presented? Should I
tell? AmIaccepting too much respon-
sibility? Will the parents be angry
with me if they find out? Is the
gain in trust and communica-
tion sufficiently beneficial to
outweigh the risk?

Inevitably, personal ques-
tions come to mind. What if I
were the parent and the infor-
mation was about my teenag-
er? What private experiences
did I have as a teenager? Did I trust
my pediatrician?

As with most ethical dilemmas,
there are no easy judgments. Paren-
tal preparation and practice policies
will help. When facing a difficult
choice, try not to worry alone. Talk
to a respected colleague. Recognize
there is some risk, some gain, and
some ambiguity. =

children in drug testing trials to de-
termine the safety, effectiveness,
benefits, and short-term outcomes for
administering specific medications
to children. Prior to that time, only
adults were included in clinical trials,
and dosing for children was estimated
based on adult data. Informed con-
sent and assent are important con-
siderations when including children/
adolescents in clinical trials. m

0 For reference, go to
ContemporaryPediatrics.com/
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Can deception be morally acceptable? This algorithm might help a decision.
See "Pediatric truth-telling: Omission vs deception,” on page 23.
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Tackling the
liver disease
linked to T2D

Lifestyle changes, medication may mitigate
inflammation in kids with T2D and fatty liver.

RACHAEL ZIMLICH, RN, BSN

Anew studyreveals thatnonalcoholic
steatohepatitis (NASH)—a more com-
plex type of nonalcoholic fatty liver
disease that includes inflammation
and liver cell damage—is common in
children with type 2 diabetes, but also
that lifestyle changes and improved
diabetes management may help.

The study, published in Pediat-
ric Diabetes, analyzed data from 38
children with a mean age of 13 years
who had been diagnosed with type 2
diabetes mellitus.' The children were
patients seen at Rady Children’s Hos-
pital, San Diego, California, and had
undergone liver biopsies for chroni-
cally elevated alanine transaminase
(ALT)levels. The research team found
that 26% of these biopsies showed
advanced fibrosis in patients with
NASH, according to the report.

Lead author Ron S. Newfield, MD,
a pediatric endocrinologist at the
University of California, San Diego,
and Rady Children’s Hospital-San
Diego, says thereport highlights how
common NASH is in children with
type 2 diabetes and fatty liver.

“NAFLD incidence is rising as
part of the rise in the number of
overweight and obese children and
adults. Insulin resistance is an inte-
gral part of the metabolic syndrome

and itincreases with obesity and has
a central role in the pathogenesis of
both type 2 diabetes and NAFLD,”
Newfield says. “Diabetes is typi-
cally a more advanced form of the
metabolic syndrome, with meta-
bolic derangements including both
hyperglycemia and dyslipidemia.
It has been shown by other investi-
gators that those patients with type
2 diabetes have much higher liver fat
content. There are other factors that
may predispose to NASH, such as the
polymorphism in the PNPLA3 gene
that was shown to correlate with
higher liver fat content and a higher
risk of developing liver fibrosis.”

Study results

For the children in the study, the re-
search team was able to demonstrate
some factors leading to NASH, but
more research is needed.

“Pediatric patients with type 2 dia-
betes mellitus and fattyliver are more
likely to have the more advanced form
of NAFLD called NASH that was ob-
served in about 60% of our subjects
based on liver biopsy, as compared to
about 20% that has been reported in
nondiabetic obese children and ado-
lescents with NAFLD,” Newfield says.
“NASH was observed even in those
with mild elevations of transaminase
levels. When we compared diabetic
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subjects with NASH versus those
without NASH, those with NASH had
more steatosis, and 26% had a higher
stage of fibrosis (stage 3) thatwas only
observed in those with NASH. This is
of concern as those may be more like-
ly to progress to cirrhosis (stage 4).”

The goal of the study was to deter-
minethe histologic characteristicsin
children with type 2 diabetes, and to
determine what factors contribute to
the development of NASH, including
phenotypes, ethnicity, lipid profiles,
and diabetes management and con-
trol. Although the study group was
mostly Hispanic (63.2%) with more
females than males, the research
team did not find any association in
NASH prevalence across age, gender,
or ethnicity.

<<

“Pediatric patients with
type 2 diabetes and fatty

liver are more likely
to have nonalcoholic

steatohepatitis (NASH).”

—RON S. NEWFIELD, MD

In the cases studied, the research
team found that 78.9% of the children
had had their diabetes treated with
metformin, and 50% were treated
with insulin therapy. Liver func-
tion was evaluated using the NASH
Clinical Research Network scoring
system (NAFLD activity score), and
patients were also assessed using lab
results, lipid panels, biopsies, and
HbAIC levels near to the time of bi-
opsy. At the time of NAFLD diagno-
sis, the researchers found that 61% of
the patients in the study group had
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NASH, 13% had borderline NASH,
and 26% had NAFLD without NASH.
The children who received a NASH
diagnosis had higher steatosis grades
than those without, and 26% of the
children with NASH had advanced—
stage 3—fibrosis compared with no
stage 3 fibrosis in children with bor-
derline or no NASH diagnosis.

“We hope this study
will raise awareness
of the high likelihood
of NAFLD and NASH in
patients with T2D.”

—-RON S. NEWFIELD, MD

The report also revealed higher
ALT levels in children with NASH,
and that 88% of children diagnosed
with NASH had a NAFLD activity
score of at least 4 with higher stage
fibrosis than children with a NAFLD
activity score of 4 or less.

“A higher NAFLD activity score
(NAS) of 4 or higher correlated well
with the presence of NASH, and
NAS was higher in those with higher
mean triglyceride levels, higher A1C
and lower HDL,” Newfield notes.

“These can be modified with lifestyle
changes and good glycemic control.
We were encouraged to find that in
8 subjects with a repeat biopsy (1.7 to
5.6 years after the initial biopsy)
there was no worsening, and in al-
most two-thirds the NAS improved.”

Important takeaways
Theresearch team concludes that this
data warrants a review of the current
cutoff of a NAFLD score of 5 for con-
sidering a NASH diagnosis, as well as
further research into when biopsies
should be performed, investigation of
alarger cohortto assess ethnic associ-
ations, and whether therapies such as
metformin may help improve NAFLD
or slow progression.

“Our study reinforces the notion
that lifestyle changes, including
healthy diet and increased physi-
cal activity, together with keeping
good glycemic control may help
improve the diabetic dyslipidemia,
and reduce weight and the chances
of developing NASH,” Newfield says.
“Those interventions may also help
halt the progression in the degree of
steatosis and fibrosis in those with
NASH and ultimately the progres-

sion towards cirrhosis.”

Newfield says he hopes the study
will motivate clinicians to take a
closer look at diabetic patients with
abnormalliver enzymes, perhaps al-
lowing for earlier evaluation.

“We hope this study will raise
awareness of the high likelihood of
NAFLD and NASH in patients with
type 2 diabetes, even with mild
transaminase elevations, and will
spur more providers to have diabetes
patients undergo a complete evalua-
tion to exclude other treatable causes
of elevated transaminases, which
may require aliver biopsy in addition
to other ancillary testing,” Newfield
says. “Taking a history about alcohol
consumption and educating youth
with type 2 diabetes about avoiding
alcohol and certain medications that
affect the liver is important. Until ef-
fective medications to treat NAFLD
are available, lifestyle modifications
and achieving good glycemic control
appear to offer the best and safest
way to help address NASH.” m

0 For reference, go to
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Teenagers need private time
with their doctors

New research reveals a concerning lack of confidential communication
between physicians and their young patients.

RACHAEL ZIMLICH, RN, BSN

Teenagers lack private time with
their physicians, according to a new
report, raising concern that adoles-
cents may not have adequate time
to talk privately with their doctors
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about sensitive issues and that this
could prevent them from getting the
care they need.

The report, published in the Jour-
nal of Adolescent Health, reviewed
more than 1900 surveys from young
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adults aged 13 to 26 years about their
experiences with healthcare provid-
ers. A little more than half—55%—of
females and 49% of males reported
ever having private time with their
physicians, and 55% of females and
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of 23- to 26-year-olds
have never had a private
discussion with a doctor.!

44% of males had the opportunity to
speak confidentially with their doc-
tor.! A third of 23- to 26-year-olds re-
ported never having a private discus-
sion with a doctor, the report notes.

Stephanie A. Grilo, MA, MPHIL, a
PHD candidate in Sociomedical Sci-
ences at the Columbia Population
Research Center, Columbia Universi-
ty Mailman School of Public Health,
New York, New York, led the study,
and says the researchers’ findings
were concerning given professional
guidelines that recommend teenag-
ers and young adults have access to
confidential services and time for
private discussions with their physi-
cians starting at age 13 years.

“When broken down by age group,
the numbers are even more alarm-
ing,” Grilo says. “Only 22% of 13- to
14- year-old women and 14% of 13- to
14-year old men had ever had private
time with a healthcare provider. Even
among young adults, only about two-
thirds of young adult women (68%)
and men (61%) had ever experienced
private time with their provider.”

Why private time

is important

According to the report, teenagers
who reported having private time
with their physicians were older,
came from households with high-
er incomes, engaged in higher-risk
behaviors, and were the same sex as
their physician. Young adults who
did have private time with their doc-
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Teenaged motherhood affects
generations of offspring

Teenaged moms may pass negative effects of young
motherhood on to their children, and maybe even

to their grandchildren.
RACHAEL ZIMLICH, RN, BSN

Negative cycles can be perpetuated
when it comes to psychosocial devel-
opment, and a new study reveals that
children born to teenaged mothers—
and even the grandchildren of teen-
aged mothers—often fall behind when
it comes to education, leaving them at
risk for lifelong disadvantages.

The study, published in PLoS One,
suggeststhatteenaged motherhood has
a significant impact on childhood devel-
opment—affecting childrenin the family
for generations.

“When considering the social deter-
minants of development in children, itis
important to consider factors beyond
those of the child’s immediate family,”
says lead author Elizabeth Wall-Wieler,
PHD, a postdoctoral research fellow in
neonatal and developmental medicine
at Stanford University, Stanford, Cali-
fornia. “A family history of adolescent
pregnancy, even if the mother was not
an adolescent mother, is related to early
childhood development.”

The aim of the study was to assess
multigenerational outcomes associated
with adolescent motherhood, and was
conducted by comparing children and
grandchildren of mothers who were
aged 20 years or younger at the birth of
their first child. Researchers found that
childrenwhose mothers and grandmoth-
erswere aged 20years or younger atthe

e

“A family history of

adolescent pregnancy,
even if the mother was not

an adolescent mother, is
related to early childhood

development.”
—ELIZABETH WALLWIELER, PHD

birth of their first child were 35% more
likely to be unprepared for school when
compared withmothers and grandmoth-
ers who were aged older than 20 years
when their first child was born." Children
whose grandmothers were aged older
than 20 years when their first child was
born but whose mothers were aged
younger than 20 years when their first
child was born were 25% more likely to
be unprepared for school than children
bornto mothers and grandmothers aged
older than 20 years when their first child
was born, according to the report.

Why young motherhood

matters

School readiness at the time of school

entry has a significant effect on how
CONTINUED ON PAGE 46
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children perform throughout their edu-
cational career, the researchers say.
Some factors previously linked to poor
school readiness include living in pover-
ty, low levels of parents’ education, fam-
ily and neighborhood instability, and hav-
ing mothers who were young when they
began having children, the report notes.

Whereas young motherhood has pre-
viously been described as a risk factor
for poor school readiness, this report
shows that the effects of young mother-
hood can persist for generations.

“A greater percentage of children
whose grandmothers had been adoles-
cent mothers were not ready for school
(36%) than those children whose grand-
mothers were aged 20 years or older
when their first child was born (31%),”
the researchers write.

2%

Of children with mothers/

grandmothers aged <20 years
when their first child was born

are unprepared for school.’

The report also shows a trend in
young motherhood, with 39.8% of chil-
dren whose mothers had their first child
before age 20 years also having grand-
mothers whose first child was born be-
fore age 20 years. In comparison, 21.6%
of children whose mothers were aged
20 years or older when they were born
had a grandmother who was aged
younger than 20 years when her first
child was born.

School readiness was highest among
children whose mothers and grand-
mothers were not adolescent mothers,
the study notes. Even when mothers
were aged older than 20 years when an
individual child was born, the study also
reveals that school readiness was lower
just by that mother having her first child
overall before the age of 20 years.

Some of the individual factors noted
that contributed to lower school readi-
ness in the children studied were lower
social competence, language and cog-
nitive development, and poor physical
well-being, the study points out.

Althoughthe study did notinvestigate
exactly why young motherhood threat-
ens school readiness, the researchers
note that this is just another cost to
consider when assessing the effects of
teenaged motherhood.

Wall-Wieler says the study under-
scores the need for pediatricians to
assess family dynamics and offer early
interventions.

“Pediatricians should pay close at-
tention to the development of children
whose mothers or grandmothers were
adolescent mothers, and provide par-
ents with information about programs
like Head Start and Early Head Start
that aim to increase school readiness,”
she says. “Well-child visits present an
opportunity for pediatricians to identify
children who would benefit from Early
Head Start and recommend these pro-
grams to families.” m

Q For reference, go to
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“[W]hen confidentiality

is not assured,
adolescents and young

adults are less willing to
discuss sensitive topics

with providers or may
skip care altogether.”

—~STEPHANIE A. GRILO, MA, MPHIL

tors reported more positive attitudes
about their healthcare providers and
were more willing to discuss sensi-
tive topics with them, according to
the report.

“Private time and confidentiality
are critical because when confiden-
tiality is not assured, adolescents
and young adults are less willing to
discuss sensitive topics with pro-
viders or may skip care altogether,”
Grilo says. “This is especially true for
young people who report behaviors
or psychological distress—therefore
the most vulnerable may not be get-
ting care.”

Whereas the study didn’t inves-
tigate specifically why teenagers
aren’t getting private access to their
physicians, researchers suggest that
clinician comfort may play a role.
Suggesting private time may be a
challenge for healthcare providers,
but Grilo says they need to make
clear the benefits of confidential
conversations with young patients.

“Parents want their adolescent
to be healthy. Parents need to know
that private time and confidential-
ity are important parts of keeping
teenagers healthy and they should
be asking for this as it will improve
the health of their adolescent,” Grilo
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says. “Parents worry about their
adolescent engaging in risk behav-
iors. Private time allows for proper
screening, counseling, and testing,
which are recommended by care
guidelines. These practices ensure
that teenagers who are engaging in
risk behaviors have a chance to stay
as healthy as possible.”

Benefits of private time

Teenagers who are able to have time
alone and confidential conversa-
tions with providers have better at-
titudes about preventive services,

Grilo notes, and are more likely to be
honestwith providers and seek med-
ical help when they need it. Provid-
ers should work to make parents and
young adults comfortable with hav-
ing private time with their doctors,
Grilo adds.

“On the provider side, we need to
make sure we are training everyone
to do this well—to introduce private
time and explain confidentiality to
parents and adolescents,” she says.
“Providers should introduce private
time at earlier ages to begin making
adolescents and their parents com-
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fortable with the idea, and should
make clinic policies around age that
private time should begin so that
providers can point to the policy to
help them uniformly provide private
time to their adolescent patients.
We also need to create accountabil-
ity measures so that we know where
and when we are doing this well and
where we can improve.” m

Q For reference, go to
ContemporaryPediatrics.com/
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It takes a team to care for kids
with special health needs

Pediatric medical homes must offer psychosocial support and more.

RACHAEL ZIMLICH, RN, BSN

A pediatrician’s role in the care of a
child with special health needs does
notend at the conclusion of a visitand
is notrestricted to physical problems.
New guidance suggests that pediatri-
cians have a much larger role to play
in this population, and that includes
reaching out to schools, community
groups, and working with parents to
help the whole child thrive.

Gerri L. Mattson, MD, MSPH,
FAAP, public health pediatrician,
adjunct assistant professor, Depart-
ment of Maternal and Child Health,
University of North Carolina Gillings
School of Global Public Health, Cha-
pel Hill, pediatric medical consul-
tant for the North Carolina Division
of Public Health, and lead author of
the new guidance from the American
Academy of Pediatrics (AAP), says

the updated recommendations cen-
ter on the notion that it takes much
more than basic medical care to help
children with special needs.

“Children with special healthcare
needs can grow and thrive, and the
report highlights the importance of
building strong and healthy children
and families,” Mattson says. “Hous-
ing, school, food security, transpor-
tation, and other social determi-
nants of health can strongly affect
the capacity for children and youth
with special healthcare needs to ex-
perience health and wellness over
their life course.”

Children with special healthcare
needs have unique psychosocial
needs, and the new guidelines seek
to raise awareness of these needs
and help providers better coordi-
nate appropriate care and resourc-
es. Mattson says the new guidance is
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“More children with
special healthcare
needs are being
seen by pediatric
providers in our
communities.

—GERRI L. MATTSON, MD, MSPH, FAAP

anupdate to a 1993 report and uses a
strength-based approachrather than
a deficit- or disease-based model.
“The report shares strategies and
resources that support psychoso-
cial protective factors for children
and youth across special health-
care needs and their families and
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also how to assess for and mitigate
potential risk factors that can vary
by the condition and its treatment,”
Mattson says. “Pediatric medical
home teams are encouraged to in-
crease their collaboration with child
care providers, schools, and other
community providers as part of care
for children and youth with special
healthcare needs when they assess
and try to address individual, inter-
personal, and community psycho-
social factors for these children and
families.”

Beyond basic medical care
Children with special healthcare
needs may suffer from a variety of
physical, developmental, behavior-
al, and/or emotional problems that
usually require a multidisciplinary
team to successfully manage, ac-
cordingto the AAP. Pediatricians are
therefore challenged to the psycho-
social needs of this population, with
the new guidance offering a road-
map for working with coordinat-
ed care teams and other healthcare
and community agencies involved in
a child’s care.

The guidance, published in Pedi-
atrics, reveals that 19.4% of children
polled as part of the 2016 National
Survey of Children’s Health (NSCH)
have special healthcare needs—an
increase from 15.1% in the 2010 sur-
vey.! Other national surveys have re-
ported increases in prevalence and
severity of a number of chronic con-
ditions among children as well, in-
cluding obesity, asthma, and dia-
betes, the report states. There are
racial and socioeconomic dispari-
ties across the spectrum for chil-
dren and families facing these con-
ditions, the report adds, with higher
disease prevalence and lower insur-
ance coverage noted in several mi-
nority groups.
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GUIDELINES FOR CARE

Access to comprehensive care is key to successful
care of children with special needs and their
families, the AAP report notes, and the AAP offers
specific suggestions for how to accomplish this:

Use the Bright Futures
recommendations for caring for
children with special healthcare
needs and their families. These
recommendations include health

and wellness promotion and social-

emotional health assessments of
the child and his/her family.

Utilize practice transformation
strategies including quality
improvement, pre-visit planning,
psychosocial assessments, and

after-visit follow-ups with patients

and families.

Use team-based care and care
coordinators to manage the
physical and psychosocial factors
faced by this population. This may

require integrating or co-managing

care with behavioral health
specialists or other specialty care
teams.

“The epidemiology of children
and youth with special healthcare
needs has dramatically changed.
More children with special health-
care needs—especially with a pri-
mary diagnosis of a mental health,
behavioral health condition, learn-
ing, or developmental disability—
are being seen by pediatric provid-
ers in our communities across the
country,” Mattson notes. “The recent
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Reach outto child care and
school staff to monitor progress
inthose environments and

work together to improve
performance and reduce
absences.

Advocate for flexible payment
design with Medicaid and other
insurers to allow for appropriate
care and care coordination.
Clinicians also can be advocates
when it comes to screening
tools and interventions, as

well as access to community
resources.

Promote evidence-based
interventions at every level of
the medical home, particularly
in supporting psychosocial
development of the child and
support for the parents or
caregivers.

data from the 2016 National Survey
of Children’s Health shows that al-
most 19.4% of children have special
healthcare needs and 42.4% of chil-
dren and youth with special health-
care needs were reported to have an
emotional, developmental, or behav-
ioral issue.”

In addition to those children with
chronic health issues that may be
caused or exacerbated by environ-
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mental or socioeconomic condi-
tions, the number of children with
genetic or congenital conditions
is also on the rise. This resource-
intensive population—albeit a small-
er part of the population in overall
pediatric care—is also increasing,
with pediatric inpatient admissions
for children with medical complexi-
ties doubling between 1991 and 2005,
according to the study.

Many more hidden
problems
The report also notes an in-
crease in children with health
problems that aren’t as vis-
ible—those with behavioral,
mental health, or developmen-
tal disabilities. According to the
data, parent reports of condi-
tions such as attention-deficit/
hyperactivity disorder, autism
spectrum disorders, and bipolar
disorders have increased over
the last 2 decades, with 42.4%
of children with special healthcare
needs observed as having emotional,
developmental, or behavioral prob-
lems in the 2016 NSCH survey.
Whereas physical and mental or
emotional problems are on the rise,
the AAP report points out that liter-
ature reviews have found that these
issues—although sometimes inde-

pendent of one another—often coex-
ist. Physical problems can result in
poor self-esteem or coping problems,
and this isn’t limited to the child.
Families, too, are greatly affected by
the impacts of disease processes in
children with special needs.

These children and their families
also struggle with other stressors,
the study adds, including housing
and food supply problems, as well as
in their exposure to adverse experi-
ences. The AAP reportnotes that 37%
of children with special needs expe-

The AAP report notes that
37% of children with special
needs experience 2 or more

adverse events or toxic
stress events compared with
18% of children without

special needs.

rience 2 or more adverse experienc-
es or toxic stress events such as do-
mestic abuse compared with 18% of
children without special needs. Ex-
posure to 2 or more of these events
may also play a role in exacerbating
chronic conditions, the AAP sug-
gests, and put children with special
needs at risk for developing second-
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ary conditions or participating in
high-risk behaviors themselves as a
coping mechanism.

As chronic physical and psycho-
social problems snowball, parents,
schools, and community organiza-
tions may struggle to offer appropri-
ate support to children with special
needs and their families, the AAP
notes, but pediatricians may be able
to help fill gaps in care. Pediatric
medical homes can provide surveil-
lance and screening for psychosocial
factors that may present problems,
and offer care coordination
for additional support services
that may help, says the AAP.

“The report highlights the
importance for pediatricians
to recognize how psychoso-
cial factors can positively and
negatively impact health and
wellness for children with
special healthcare needs and
their families,” Mattson adds.
“The mitigation of risk factors
and promotion of protective factors
such as family support, stress reduc-
tion, and social services can increase
strengths and resiliency.” m

c For reference, go to
ContemporaryPediatrics.com/

psychosocial-support

IN CASE You've been served! Deformational
YOU What to do if you get plagiocephaly/
MLISESSEE sued for malpractice brachycephaly and
Pediatricians are less likely than con_genl_tal muscular
torticollis

other specialties to be sued over

How to integrate oral
health into primary care
(Part 1)

Oral health screening performed
at each well-child visit helps to

the course of their careers, but
when losing or settling a suit,
their payouts are among the
highest. Here's what to expect if
you get sued.

ContemporaryPediatrics.com/
malpractice-lawsuits

Pediatric healthcare providers are
on the frontlines to provide early
intervention and treatment for
infants spending more time
supine and less time prone.

ContemporaryPediatrics.com/
DPB-and-CMT
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identify oral disease or injury and
promotes anticipatory guidance
that can minimize caries risk and
improve oral health outcomes.
Here's how to get started.

ContemporaryPediatrics.com/
pediatric-oral-health-part-1
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Adolescent privacy
and the EHR

Adolescents are more likely to see a healthcare
provider if they are certain their private information
will be kept confidential. Here’s how to create a
secure environment for these patients within your
electronic health record (EHR) system.

RYAN H PASTERNAK, MD, MPH,

FAAP; KIRSTEN B HAWKINS, MD,
MPH, FAAP, FSAHM; ANDREW J

SCHUMAN, MD, FAAP

To optimize care for minor adoles-
cent patients, pediatric providers
need to create practice policies ad-
dressing the confidential needs of
these minors and develop work flows
to accommodate those policies. Ad-
ditionally, pediatricians need to in-

HIGH-RISK
ADOLESCENT

BEHAVIOR
BY THE NUMBERS

tegrate confidentiality for adolescent
patients into the practice’s electronic
health record (EHR) and patient por-
tal if one is utilized. In this article,
we present suggestions for achieving
these goals.

Nuances of adolescent
medicine

Adolescence represents a period of
rapid change wherein patients seek
advice from friends, family, and phy-

AMONG HIGH SCHOOL STUDENTS:

Gl Gl Glap Gl

4in 10 text or e-mail while driving

drink alcohol

use marijuana

From Committee on Adolescence.?
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sicians on topics such as sexuality,
drug use, and mental health. Unfor-
tunately, adolescents have the lowest
rate of primary care usage of any age
group cared for by pediatricians. One
study showed that one-third of ado-
lescents had no preventive care visits
from ages 13 to 17 years while anoth-
er 40% had a single visit.! Issues that
are difficult for teenagers to talk about
include violence, depression, anxiety,
suicide, drug use, and sexuality.?
Adolescents are more likely to see
a provider if they are told the infor-
mation will be kept confidential.
These assurances result in patients
more likely to return for follow-up
visits.>® There are many barriers to
confidential care for adolescents.
These include the conspicuous lack

IN THE PAST YEAR:

15% of high school students
were electronically bullied

20% were bullied on
school grounds

8% attempted suicide
46% had sexual intercourse

15% smoked cigarettes
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of knowledge regarding minor con-
sentlaws among pediatric providers,
and the ability to maintain confiden-
tiality for adolescents with commer-
cial insurance coverage and within
shared medical records.5’

It should be noted that although
pediatricians strive to respect the
confidentiality of our patients, we
are at times obligated to disclose our
patients’ healthcare information
without their support to reduce risk
or prevent harm. Examples include
when there is suspicion of sexual or
physical abuse or admission of homi-
cidal or suicidal thoughts.

The road best taken

Medical practices are able to set spe-
cific policies regarding confidenti-
ality for adolescent patients, as long
as they do not violate state or feder-
al laws. By doing so within profes-
sional guidelines, pediatricians can
improve the care provided to their
adolescent patients, as well as dra-
matically improve access to care.
The American Academy of Pediat-
rics (AAP) recommends that ado-
lescent visits include “private time”
with providers to discuss sensitive is-
sues and review confidential health
screens. It has been shown that in
most practices, however, only 50% of
visits incorporate some private time.
In adolescent clinics staffed by pe-
diatricians with fellowship training
in adolescent medicine, inclusion of
private time is nearly 100%.”

The Children’s Hospital New Orleans,
Louisiana, has an adolescent patient
policy that facilitates adolescent visits
by including the following guidelines:

O Adolescents have the right to speak
with providers alone without parents
or guardians in the room. Adolescents
are encouraged to share orinclude
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EXAMPLE OF A CONFIDENTIAL

WORKFLOW IN AN ADOLESCENT CLINIC

During check-in, a member of the front desk staff will inform the patient and
their parent/guardian of confidentiality rights for adolescent patients.

The medical assistant (MA) or nurse will call the patient to take vital signs and
perform screenings, while informing the parent/guardian that they will be called
to join the patient after the vital signs and screenings are completed.

The MA or nurse will
bring the patientto the
exam room, review any

screening information, and
then will bring the patient’s
parent/guardian back to
the exam room.

The provider will begin the visit
speaking with the patient and the
patient’s parent/guardian. The
provider will then ask the parent/

guardian to step out of the room while
a discussion continues between the

provider and the patient.

Provided by Children’s Hospital New Orleans, Louisiana.

discussions with parents or guardians
when able.

O Adolescents have the rightto the
confidentiality of their clinical records,
as well as the right to access their own
health information.

O Under Louisiana state law, minors are
allowed to give consentto medical or
surgical care without permission from
a parent or legal guardian. This care is
extended to patients aged 13 years and
older atthe Children’s Hospital New
Orleans.

O Adolescents have the rightto have
options for care explained to them and
to participate in their plan of care.

To implement the above policy,
the Adolescent Medicine Clinic at
Children’s Hospital New Orleans has
implemented the workflow shown
in Figure 1. At check-in, the patient
and parents or guardians receive a

copy of the Adolescent Patients’ Bill
of Rights and the Confidential Work-
flow handout. The patient is taken to
the exam room where the vital signs
and screening surveys are performed
without the parentin the room. Once
completed, the parentis broughtinto
the exam room with the patient. The
provider begins the visit with both
patient and parent present and then
will ask the parent to step out of the
room for further discussion with the
patient and the examination.

There are many pitfalls that need
to be avoided in an office environ-
ment. Staff need to be trained to be
cautious when discussing reasons
for a visit at check-in or triage and
when reconciling medications or re-
viewing after-visit summaries with
the parent present. Additionally,
staff need to ensure they do not send
appointment reminders or follow-up
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CHILD PROXY ACCESS AT MEDSTAR
GEORGETOWN UNIVERSITY HOSPITAL

myMedStar
PROXY ACCESS TO ACCOUNTS

OF MINOR PATIENTS

I —

Welcome to myMedStar, a free, secure online portal
where you can manage your health information and
appointments, send messages to your MedStar Health
team, renew prescriptions, and more.

Proxy access grants a personal representative (parent/
guardian) access to myMedStar functionality on
behalf of another patient. It allows parents and legal
guardians to access most information in their child’s
patient portal account.

Age Limitations:

Because of legal requirements, proxy accounts

for adolescents ages 13 to17 will be limited to
immunization data. Sensitive information will not be
viewable by the proxy. Proxy account holders will

be able to request appointments and referrals, and
communicate with a MedStar physician, but access
to a patient’s medication list, problem list, lab results,
and other information may be restricted.

When the patient turns 18, proxy access is
automatically terminated.

MedStar Health

To Enroll with Proxy Access:

The parent or legal guardian must complete the
myMedStar Proxy Access Authorization Form in
person, at a MedStar Health facility. We cannot
accept requests for proxy access online, by fax, or
mail. You must provide one of the following forms
of picture identification: driver’s license; passport
or other government-issued identification; or
employment identification. If picture identification
is not available, you must present a Social Security
card or birth certificate.

Once proxy access has been submitted and
approved, you will receive an email invitation with
registration instructions.

A parent or legal guardian may withdraw his or
her own access, in person, at a MedStar Health
facility at any time.

Please note: An authorization form must be completed
in person for each patient, and each proxy holder will
receive his or her own email invitation.

Knowledge and Compassion
Focused on You

Provided by MedStar Georgetown University Hospital, Washington, DC. Used with permission.

surveys to parental contact numbers
or e-mails for confidential visits.

EHR documentation for
adolescents

Most EHRs do not by default inte-
grate tools for keeping elements of
the adolescent record and the cor-
responding patient portal confi-
dential. In many adolescent clinics,
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providers have taken the time and
effort to work with their Health In-
formation Management (HIM) de-
partments to preserve the confi-
dentiality of patients. For example,
in many clinics adolescents become
the owner of their patient portal at
an age designated by the institution
and grant proxy access to parents to
enable them to review all or a por-
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The AAP recommends
that adolescent visits
include “private time”

with providers to discuss

sensitive issues and
review confidential
health screens.

tion of the information contained
therein (Figure 2).

Many institutions have a list of
common labs performed on ado-
lescents that are not transmitted to
the patient portal. Some EHRs can
be configured such that all adoles-
cent notes are written in separate
confidential notes that trigger a
warning when accessed, indicating
to the viewer that the information
contained therein is provided on a
“need-to-know” basis. Additionally,
many clinics do not include adoles-
cent visits when charts are copied
unless approved by a physician.
Some institutions choose to turn off
portal access during this sensitive
period, which may undermine com-
munication with providers.

Insurance companies

and confidentiality
Confidentiality of adolescent pa-
tients often breaks down because
there is no universal policy regard-
ing billing standards to ensure
parents/guardians (policyholders)
will not view sensitive information in
adolescents’ Explanation of Benefits
(EOB). Itis the position of the Society
for Adolescent Health and Medicine
(SAHM), the AAP, and the American
College of Obstetricians and Gyne-
cologists (ACOG) that policies should
be developed to not impede the pro-
vision of confidential healthcare to
adolescent patients.
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To this end, these organizations recommend that
EOBs should not be required when individuals ob-
tain “sensitive services.” Approaches include send-
ing EOBs for these services directly to the patient
and utilizing minor consent laws to direct insur-
ance companies to use specific language in EOBs.
The EOBs for such services can be designated as
“adolescent health services” without detailing the
services provided.? As insurance laws/regulations
are state based, there is much to be done legisla-
tively at the state and federal levels to protect the
confidentiality of adolescent patients. We recom-
mend working with your state chapter of the AAP
to achieve this goal.

In conclusion

In this brief article, we have reviewed ways pedia-
tricians can create an effective confidentiality poli-
cy for adolescent patients and a workflow to imple-
ment that policy. Motivated pediatricians also will
work within their practices to safeguard confiden-
tiality in their practice EHRs and patient portals as
well.m
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PLUS New research says teenagers
need private time with their doctors to
discuss sensitive issues. See page 44.
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Hypopigmented leSions ...«

Differential diagnosis
Diffuse hypopigmentation can oc-
cur as a result of a variety of inflam-
matory diagnoses as well as morerare
disease processes. Postinflammato-
ry hypopigmentation is particularly
common following eczematous erup-
tions (eg, contact and atopic derma-
titis). History would include an itchy
antecedent rash with improvement
with therapies including daily mois-
turizers, topical corticosteroids, and/
or calcineurin inhibitors.
Hypopigmentation is the hallmark
of pityriasis alba, which manifests as
minimally scaly patches on the face
of children and likewise responds to
eczema regimens. Pityriasis versi-
color, pityriasis lichenoides chronica,
and disorders of pigmentation such as
progressive macular hypomelanosis
and vitiligo also may be considered
in appropriate clinical scenarios."*%?
Ultimately, the diagnosis of HMF
requires skin biopsy and clinico-
pathologic correlation. Typical his-
tologic features of HMF include focal
parakeratosis, migration of atypical
T-lymphocytes into the epidermis (ie,
epidermotropism), and alymphocytic
interstitial infiltrate with mild atypia
of the papillary dermis. Immuno-
histochemical stains and T-cell gene
rearrangement analyses are typically
used to confirm the diagnosis.>”!%!
Histopathologic changes can require
repeat skin biopsies at follow-up visits
to confirm the diagnosis.'*?

Discussion and treatment

Mycosis fungoides is the most com-
monly diagnosed primary cutaneous
lymphoma in children.? According to
the World Health Organization and
the European Organization for Re-
search and Treatment of Cancer clas-

sification system of primary cutane-
ous lymphomas, MF is categorized
as an indolent lymphoma.® Pediatric
patients with HMF often present with
limited cutaneous disease (stage 1A
or IB), have a good prognosis, and do
not experience disease progression
for years or even decades.”

Because of low overall incidence
and clinical presentations that mimic
a variety of benign skin conditions,
the diagnosis of pediatric HMF is of-
ten delayed. Furthermore, there may
be reluctance among physicians to
perform skin biopsies on young pa-
tients.” Prompt diagnosis requires an
adequate level of clinical suspicion,
particularly for those patients with
darker skin tones presenting with un-
usual or progressive hypopigmented
lesions, with or without pruritus, that
are resistant to standard therapies.
Clinical evaluation should then in-
clude a lesional skin biopsy.®*

The most successful treatment
modality across multiple series of pe-
diatric patients with HMF has been
ultraviolet light therapy, either with
narrow band ultraviolet B (nbUVB)
or UVA with or without psoralen pho-
tosensitization. The nbUVB therapy
resultsin clearance within 2 to 3 years
in a majority of patients.* Other man-
agement options include observation,
topical corticosteroids, and topical
calcineurin inhibitors.

Patient outcome

The patient’s skin biopsy showed a
prominent atypical intraepidermal
lymphoid infiltrate that was primar-
ily CD8+ on immunohistochemistry
stains (Figure 2). Her T-cell gene re-
arrangement studies were positive
for beta and gamma gene rearrange-
ments. Taken together, the clinical
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A FIGURE2 Punch biopsy prepared
with CD8-targeted immunostain
demonstrates clonal lymphocytic
infiltrate in the dermis characteristic
of mycosis fungoides.

presentation and pathology results
were diagnostic of CD8+ HMF and
nbUVB therapy was recommended.
However, the patient lived at a dis-
tance and was lost to follow-up.m
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Pediatric Equipment Bargains

Tools for Increased Reimbursement and
Office Efficiency at Discount Prices

ERO-SCAN® Plus
Portable Otoacoustic
Emission (OAE)
Hearing Screener

List Price: $3,995.00
Our Price: $3,636.00
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-
List Price: $715.00
ﬂ Our Price: $651.00

plusoptiK S12R Mobile Vision
Screener without Wireless
Connection

Our Price:
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Hausmann Pediatric
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= List Price:
$2,629.00
Our Price:
$2,111.00

Amplivox Otowave 102-1
Tympanometer (1 Channel Reflex)
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ERO-SCAN® Pro
Portable Otoacoustic
Emission (OAE)
Hearing Screener

List Price: $4,223.00
Our Price: $3,843.00

List Price: $2,595.00
Our Price: $2,361.00

Welch Allyn 39500
Otoacoustic
Emission (OAE)
Hearing Sgreener

=)

List Price:"$4,990.00
Our Price: $4,366.00

MA 25 Audiometer

List Price:
~ $935.00
&y " Our Price:
T~ $852.00

Welch Allyn Spot Vision Screener
List Price:
$7,500.00
Our Price:
$6,497.00

Clinton Select Series Pediatric
Scale/Treatment Exam Table

List Price:
$2,632.13
Our Price:
$1,909.00

=

MI 24 touchTymp Tympanometer
Screener

List Price:
$3,475.00

m /  Our Price:
) >$3,162.00

- CDC Compliant Refrigerators and Freezers for Vaccines (Pharmacy Grade) -

1.3 Cu Ft ABS Premier Countertop

Laboratory Freezer Lijst Price:
- $1,548.75

=) Our Price:
$1,007.37

1029014 PO

4.6 Cu Ft ABS Premier Built-In
«wm=wwes: Undercounter Refrigerator

List Price: $1,670.55
Our Price: $1,085.18

Amico Pediatric Diagnostic Stations HemoCue Hb 801 Hemoglobin Analyzer

The Pediatric Diagnostic
Station Wall Boards save
on energy, consumables
and space.

MIR SpiroLab® New Spirometer
w/ WinSpiro PRO Software

5. List Price:

== %; $2,940.00
Our Price:
$2,375.00

w/ 200 Microcuvettes

Q Results in less than a second!
Purchase a Hemocue Hb 801
Hemoglobin Analyzer and receive
a box of 200 Hb 801 Individually
Packaged Microcuvettes.

MIR SpiroBank Il Spirometer -
Basic w/ WinSpiro PRO Software

List Price:
$840.00
Our Price:
$679.00

www.medicaldevicedepot.com
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We care for your health!

Chinatown Global Pediatrics

PC is seeking a FT/PT BC/BE Pediatrician to join our busy
expanding practice located in Manhattan and Brooklyn, NY.
Associates will be in an academic setting with both in/out
patients duties. Associates will have academic privileges at
NYU Tisch Langone Children’s Hospital and Maimonides
Brooklyn Infant & Children’s Hospital.

If interested, please send me your resume or contact me directly

Yick Moon Lee MD

© 646-354-8160 | =1 ylee@maimonidesmed.org | ymjl2000@aol.com
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BERNARD A COHEN, MD

SECTION EDITOR

Hypopigmented lesions
In a teenaged girl

CARLI P WHITTINGTON, MD; DEANNA | DICKERMAN, MD; LORETTA S DAVIS, MD

A healthy 14-year-old
girl with a progressive

THE
CASE

asymptomatic rash
on her arms, legs, trunk, and
face presents for evaluation

(Figure 1). She was treated
for eczema with minimal
improvement.

P> FIGURE | Multiple hypopigmented ovoid
macules and patches were noted on the
patient’s bilateral anterior thighs.

HYPOPIGMENTED
MYCOSIS FUNGOIDES

Etiology, epidemiology,
and clinical presentation
Cutaneous lymphomas are a diverse
group of neoplasms that develop as
an abnormal proliferation of either
T- or B-lymphocytes. Mycosis fungoi-
des (MF) is the most common cuta-
neous T-cell lymphoma (CTCL) and

accounts for 54% of cases.! In adults,

56 CONTEMPORARYPEDIATRICS.COM |

hypopigmented MF (HMF) is a rare
variant typically presenting in dark-
skinned individuals and in those of
Asian descent.

Mean age of onset is 55 to 60 years
with a slight male predominance.?
Whereas CTCL is rare in the pediatric
population, by some estimates repre-
senting 0.5% to 5% of total diagnoses,
atypical variants predominate.’ In a
review of 46 cases of MF presenting
before age 16 years, 91% were ulti-
mately diagnosed with the hypopig-
mented variant.*

Hypopigmented MF presents with
hypopigmented macules and patches.

APRIL 2019

Lesions often occur on the head, neck,

upper extremities, trunk, and buttocks.
Erythema, scale, and papules within
these macules and patches are vari-
able. Cases have been reported in both
the first and second decades of life.
Histopathologically, pediatric HMF
typically displays a predominantly
T-suppressor CD8+ phenotype, which
has a clinically benign course. This is
in direct contrast to the CD4+ more
clinically aggressive variant of HMF
commonly diagnosed in adults.>”

FOR MORE ON THIS CASE,
TURN TO PAGE 54.

IMAGE CREDIT/AUTHOR SUPPLIED
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practical pediatrics

DR FARBER SAYS

My parting words

This will be my final column for Contemporary Pediatrics for the foreseeable future. |
appreciate the opportunity | have been given to share my thoughts on practicing pediatrics—
the best of all professions—with you. Here | present some parting, philosophically oriented
views on making sure we stay on the true path to best serve our patients and families.

Don’t assume we are out of

1 the dark ages of medicine,
now banished because of science.
For example, the most recent statement
on sudden infant death syndrome
(SIDS) from the American Academy
of Pediatrics (AAP) says that, ideally,
infants should sleep close to the
parents’ bed until aged 12 months,
provoking comments that the data in
support of this are weak and not based
on studies conducted in this country.'

2 Along these lines, always
remember that what you

think you know may not be true.
Atthe turn of the last century, ear/
nose/throat (ENT) physicians knew that
adults with large tonsils had problems,
and the tonsils needed to be removed.
When they saw a child in for a throat
problem, and the child had large tonsils,
the obvious conclusion—not knowing
that this was normal in children—was
that the tonsils needed to come out.
This resulted in tremendous numbers of
unnecessary tonsillectomies over the
years.

The most egregious example of this
is probably the tonsillectomy riots of
1906. That year, ENT volunteers, who

thought they were providing a public
service and doing good, went with
strong assistants (to hold children

still) to schools on the lower East Side
in New York City. They then, free of
charge, removed tonsils from many
children on the school grounds, without
anaesthesia.? This was not favorably
received by the parents.

3 This country is weak in
science, either from lack

of knowledge or an outright
antiscience bias. Four well-written
and entertaining books on the subject
are the following (the last 2 deal directly
with medicine): Science: Good, Bad,
and Bogus by Martin Gardner; Galileo’s
Revenge: Junk Science in the Courtroom
by Peter W. Huber; Autism’s False
Prophets: Bad Science, Risky Medicine,
and the Search for a Cure by Paul Offit;
and Hippocrates’ Shadow by David H.
Newman.

A final thought, a common
4 theme to many of my
“pearls,” is one that is well worth
emphasizing. Having gifted hands,
or being brilliant, may be sufficient to
make one a superior physician if you

are a surgeon or running a diagnostic
dilemma clinic. For those of usin
everyday practice, however, our routine
knowledge base is sufficient to handle
the majority of what comes through our
doors.

What makes for the
excellent doctor in the office
is the ability to put oneself
in the family’s shoes and
communicate with them
accordingly, anticipating and
answering their questions,
both asked and unasked, in
sufficient detail and clarity for
them to understand.

| know this is not easy, given the
busy office setting, particularly if, like
me, you are not naturally empathic.
However, if you make it a priority,
and work atit, it can be done, and the
benefits to both you and the families
you serve will be enormous.

Q For references, go to
ContemporaryPediatrics.com/

Farber-parting-words

Jon Matthew Farber, MD, is a pediatrician in Woodbridge, Virginia. He has nothing to disclose in regard to affiliations with or
financial interests in any organizations that may have an interest in any part of this article.

For Contemporary Pediatrics' entire collection of Dr. Farber’s treasure chest of
“pearls” of wisdom gleaned from his many years as a practicing pediatrician, go to

ContemporaryPediatrics.com/authors/jon-matthew-farber-md
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Eucerin
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BABY ECZEMA RELIEF BODY CREME Baby =

helps prevent the incidence of flare over R
time with daily use'

80% of children remained flare-free for
SiX m()nths1 light = =9 = @9 @ Rich

Oatmeal & Ceramide-3 enriched il
moisturizer clinically proven to foify
dry, itchy, eczema prone skin

Skin Protectant
Seroid Free & Fragrance Free

TERMATOLOGICAL SKINCARE
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Beiersdorf Steroid-free | Fragrance-free

1. J Drugs Dermatol (2015) 14:478-479.
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