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

     Deng Hsaio P’ing 1904-1997

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 sholve@tcimc.ihs.gov

IHS Child Health Notes

February 2006
Quote of the month

“There are two tragedies in life. One is to lose your heart’s desire. The other is to gain it.”
George Bernard Shaw
Articles of Interest 
A head-to-head comparison: "clean-void" bag versus catheter urinalysis in the diagnosis of urinary tract infection in young children.
J Pediatr. 2005 Oct;147(4):451-6. 
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Select+from+History&db=pubmed&query_key=2
· A comparison of the validity of the urinalysis of clean voided bag specimens versus catheter obtained specimens in non–toilet trained  children < 3 years of age

· Surprisingly, the bag specimens were more sensitive than catheterized specimens (85% versus 71%)
· Sensitivity was lower for both bag and catheter specimens in children < 90 days old (69% and 46%) 
· Specificity was consistently lower for bag specimens than catheter samples (62% versus 97%) 

· The authors conclude that for low risk children a bag specimen could be used as a screening test to determine which infants need to undergo catheterization for culture

Choice of urine collection methods for the diagnosis of urinary tract infection in young, febrile infants.
Arch Pediatr Adolesc Med. 2005 Oct;159(10):915-22. 
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?CMD=search&DB=pubmed
· This is a report from the Pediatric Research in Office Settings Febrile Infant Study

· A survey of the workup of 3066 infants < 90 days with a temperature > 38 C who presented to pediatric offices. Care was at the discretion of each provider

· Only 54% of infants had a urinalysis done at all

· Bag specimens were as sensitive as catheterized specimens but less specific

· Infection rates were similar in bag specimens (8.5%) versus catheterized specimens (10.8%)

· False positive cultures for bag urine cultures were reduced by defining many culture results as “ambiguous” (7%). Ambiguous cultures were defined as having > 1 organism, non pathogenic bacteria, or colony counts <1,000/cc

· The authors conclude that bag specimens are suitable for urine culture if practitioners do not treat ambiguous results as true UTI

Editorial Comment
These articles are full of angst about transurethral catheterization.

In both studies the authors regard urinary catheterization as very traumatic to patients and their parents. The authors also state that catheterization is technically difficult and unavailable in many offices which I found surprising. In this era of infant HIB and Pneumococcal vaccines UTIs are the most common serious bacterial infections in children. We should try and diagnose them correctly. 

The first step is to obtain urine when indicated. It was surprising that only 50% of febrile infants < 90 days had urine obtained when presenting to an office setting. Even a bag specimen would be better than nothing recognizing that the urinalysis has a much lower sensitivity in infants < 90 days. The second problem is that a bag specimen that is falsely positive in this young age group may lead to hospitalization. The needless hospitalization will not be sorted out until 48 hours later with a negative culture or an “ambiguous” culture that is defined as negative.   

It seems reasonable to obtain catheterized specimens on all children < 90 days in which a high degree of specificity is required to avoid unnecessary hospitalization. For children > 1 year of age, without a previous UTI, a bag specimen might be an acceptable screening tool. Between 90 days and 1 year of age I would favor catheterization but each practitioner will need to make their own determination based on the risk/benefit to the patient and their clinic’s skill at catheterization.  More important than the method of urine collection, is the acknowledgement that a urine sample must be obtained in young children who are highly febrile and have no identifiable source for their fever.

Infectious Disease Updates.
Rosalyn Singleton, MD, MPH
Making sense of the 2006 Immunization Schedule

 

The 2006 Immunization Schedule is now available at http://www.cdc.gov/mmwr/pdf/wk/mm5451-Immunization.pdf. True to form, the new schedule looks to be even more complex than 2005.  While our eyes are crossing over the many columns and colored bars, how do we decide on the essentials.  Here’s a schedule that reflects some IHS priorities – they may differ slightly for you.

 

Birth - The birth dose of hep B is a great safety net to prevent vertical transmission.

2 months - DTaP, IPV, HepB, Hib, PCV7. We give the 3 P's - Pediarix™, Pedvax®, Prevnar® 

4 months – DTaP, IPV, Hib, PCV7.  We give the 3 P's - extra dose of Hep B is ok.

6 months - DTaP, IPV, HepB, PCV7. We give the 2 P's – Pediarix™ and Prevnar®.

12 months - Hib, MMR, Var, PCV7   (now there’s MMR-V)

15 months - DTaP, HepA - both can be given as early as 12 months, but that's a lot of shots

24 months - (or any visit at least 6 months after the first Hep A ) - Hep A 2

4-6 years - DTaP, IPV, MMR

11-12 years - Tdap, Menactra™ (depending on supply)

 

Other issues:

1. Because of high risk of early Hib disease PedvaxHIB is the preferred product for  Hib vaccination in Native Americans. It is the only Hib vaccine that produces protective titers after the first dose. In Alaska, a change to Hibtiter in 1996 resulted in increased Hib cases in partially vaccinated children.

2. Recommend booster doses of Hib and PCV7 at 12 months since titers fall rapidly after primary series and breakthrough cases have occurred.

3. Influenza at any visit for 6-23 month olds – 2nd dose the first year.
4. Tdap was just licensed for adults as well as adolescents and can be given as early as 2 years after a Td vaccine in the event of an outbreak.  

Recent literature on American Indian/Alaskan Native Health

Doug Esposito, MD
Article

Beyond Red Lake--the persistent crisis in American Indian health care.
N Engl J Med. 2005;353:1881-3.

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=16267317&query_hl=1&itool=pubmed_docsum
Editorial Comment

The author, who is an American Indian physician, describes many of the disparities in socioeconomic and health status and access to services faced by AI/AN populations living on reservations, in very personal terms.  This is a short article restating what all of us working in Indian Health already know.  Nevertheless, it’s worth reading, as is the commentary by David Grossman, MD cited below, which focuses more on the plight of the urban off-reservation Indian.

Additional Reading
Measuring disparity among American Indians and Alaska Natives; who's counting whom?
Med Care. 2003;41(5):579-81.

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=12719680&query_hl=65&itool=pubmed_DocSum
Article

American Indians and suicide: a neglected area of research.
Trauma Violence Abuse. 2006 Jan;7(1):19-33.

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=16332979&query_hl=1&itool=pubmed_DocSum
Editorial Comment

The authors review the available literature, embellished with information from personal communications with experts and leaders in the field, to paint a picture of the current status of suicide in AI/AN communities.  Although the term “suicide” appears in the title, this paper is actually more of a review of the overall state of knowledge and service (or, more correctly, under service) of mental and behavioral health issues in general for the specified population.  This is a well done paper, and a valuable resource for anyone interested in planning suicide studies or interventions among AI/AN populations, or for anyone just interested in understanding the scope of the mental and behavioral health issues and needs of Native Americans.

Follow-up
In follow up to my review of the subject of Pediatric Oral Health Therapists for American Indian/Alaska Native children in October (http://www.ihs.gov/MedicalPrograms/MCH/C/documents/ICHN1005.doc), I would like to point out a few commentaries that appeared in the December 2005 issue of the American Journal of Public Health.  The argument rages on!  So, where do you stand?

Improving the oral health of Alaska natives. Am J Public Health. 2005;95(11):1880.

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=16195503&query_hl=46&itool=pubmed_docsum
APHA presidents support dental therapists. Am J Public Health. 2005;95(11):1880-1.

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=16195502&query_hl=48&itool=pubmed_docsum
Sekiguchi et al. respond. Am J Public Health. 2005;95(11):1881.
http://www.ajph.org/cgi/search?sortspec=relevance&author1=sekiguchi&fulltext=&pubdate_year=&volume=&firstpage
Announcements from the AAP Indian Health Special Interest Group 
Sunnah Kim, MS
Locums Tenens and Job Opportunities

If you have a short or long term opportunity in an IHS, Tribal or Urban facility that you’d like for us to publicize (i.e. AAP Web site or complimentary ad on Ped Jobs, the official AAP on-line job board), please forward the information to indianhealth@aap.org or complete the on-line locum tenens form at http://www.aap.org/nach/locumtenens.htm
.

