 “It doesn’t matter if the cat is black or white as long as it catches mice.”

     Chinese Proverb
This a page for sharing “what works” as seen in the published literature as well as what is done at sites that care for American Indian/Alaskan Native children. If you have any suggestions, comments or questions please contact Steve Holve, MD, Chief Clinical Consultant in Pediatrics at steve.holve@tchealth.org
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Quote of the month

“Ignoring facts does not make them any less true.” 
Alduos Huxley
Articles of Interest
Laterality of acute otitis media: different clinical and microbiologic characteristics.

Pediatr Infect Dis J. 2007 Jul;26(7):583-8.

Is bilateral acute otitis media clinically different than unilateral acute otitis media?
Pediatr Infect Dis J. 2007 Jul;26(7):589-92.
Editorial Comment
Recently there has been an emphasis on decreasing the use of antibiotics for acute otitis media (AOM). There is increasing antibiotic resistance among many bacteria in this country. It is also acknowledged that most cases of AOM will resolve without antimicrobial treatment. The American Academy of Pediatrics recently released guidelines for treating AOM which include an option to withhold antibiotic for some patients with AOM. The authors of these two studies were interested in whether bilateral ear infections might be more severe than unilateral AOM and more likely to benefit from antimicrobial treatment.
Bilateral AOM was more likely to have bacteria recovered on tympanocentesis (70% versus 57%), more likely to have Haemophilus influenzae recovered (31% versus 9%), be younger (< 1 year) and have more severe and persistent symptoms. The authors suggest that physicians should take these factors into account when deciding whether to prescribe or withhold antimicrobial therapy for AOM.

Infectious Disease Updates.

Rosalyn Singleton, MD, MPH

The RSV Season:  Is there relief in sight?

On December 7th, CDC reported the RSV activity in the US for the 2006-7 season using the National Respiratory and Enteric Virus Surveillance (NRVSS), a passive voluntary network of laboratories. The national RSV season onset began during the week ending Nov. 11, 2006, and continued for 19 weeks until the season offset March 17, 2007. The season onset ranged from late Oct in the South, to the mid Dec in West.  The season offset ranged from mid Feb in Northeast to the late March in West – average duration around 15-16 weeks.  Alaska is not represented in the NRVSS data, and the RSV season in Alaska is unique.  The average RSV onset over a 10 year period was the week ending Oct 21 and the average offset was the week ending May 21 (30.5 weeks duration).  

There is preliminary data from CDC on the season onset for 2007-8 season.  Reports through Nov 24th, indicate that although the national RSV season has not yet occurred, the regional season onset occurred during the week ending Nov 17 in South, and week ending Nov 24th in Northeast.  

There is exciting news in the RSV prevention arena.  Motavizumab, an enhanced monoclonal antibody against RSV which is more potent than Synagis in animal models is in clinical trials, some of which have results to share.  In a head-to-head study among premature infants and those with chronic lung disease Motavizumab was non-inferior to Synagis in preventing RSV hospitalizations; it was superior in preventing outpatient  RSV disease.  In a trial among otherwise healthy full term Navajo and Apache infants, Motavizumab was found to be 83% efficacious compared with placebo for prevention of RSV hospitalizations and 71% efficacious compared with placebo for prevention of RSV outpatient respiratory illnesses.  Motavizumab remains investigational at this time. IHS representatives are involved in the policy development process regarding this product if it should become licensed.  

Recent literature on American Indian/Alaskan Native Health

Doug Esposito, MD

Article
Pollack LA, Stewart ST, Thompson TD, Li J. Centers for Disease Control and Prevention. Trends in Childhood Cancer Mortality — United States, 1990–2004. MMWR. 2007;56(48):1257-1261.
Editorial Comment

This study investigates childhood cancer mortality trends for the period 1990 – 2004 using National Vital Statistics System data.  Overall, childhood cancer mortality rates have declined over the period for all cancers combined (from 34 deaths per million in 1990 to 27 deaths per million in 2004, or an average decline of 1.7% per year), and for the two most prevalent childhood cancer diagnoses: leukemia (3.0% per year average decline) and brain and other nervous system neoplasms (1.3% per year average decline).  Fortunately, this trend in improved mortality has occurred despite the increased cancer incidence trends reported in other studies, and is likely the result of advances in cancer treatment.

On the darker side, disparities do exist (same old, same old) and probably relate at least in part to health care access inequities, although other factors could be at work.  Death rates declined at a significantly slower rate for Hispanics (1.0% per year) than for non-Hispanics (1.6% per year).  In addition, regional differences existed whereby the decline in cancer mortality was highest in the Midwest (2.1% per year), followed by the South and Northeast (1.8% per year), with the West trailing behind (only 1.4% per year).

Of course, the same data limitations exist regarding AI/AN children as described in a previous issue of the Notes.1    Although aggregated cancer mortality rates (20.0 deaths per million AI/AN children vs. 29.7 deaths per million overall) and the annual percentage change (2.0% per year for AI/AN children vs. 1.7% per year overall) over the 15-year period appear to be most favorable for AI/AN children in the present report, case numbers and the issue of racial misclassification cast doubt that things are quite so rosy.  With underestimates of mortality for AI/AN populations as high as 21% (attributable to racial misclassification2 of death certificate data), the true AI/AN childhood cancer burden remains unclear.  Nevertheless, there might be some hope on the horizon.

I would like to direct the reader’s attention to the recently published Annual report to the Nation on the status of cancer, 1975-2004, featuring cancer in American Indians and Alaska Natives3.  Although the direct relevance of this report to AI/AN children is limited (it reports on the top 15 cancers overall, and with cancer in children and adolescents thankfully a fairly rare occurrence, children end up being excluded), it accomplishes something very important.  The methods employed by the authors provide the most comprehensive cancer data and best estimate of cancer burden in the AI/AN population to date.  Hopefully, this method can be generalized to include other age groups and even disease conditions, giving us a more accurate picture of disease burden in AI/AN populations and sub-populations than has so far been available.  I will try to keep you all posted.
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