" ;_:-Volume 34

Edltorlal -

e r|g|nalArt1cies o

~ Current Practice
Spippets.

Case Reports

' 'Pictl_jre;__Stoir:y :

Sri Lanka Journal of Child Health is the co hnua
_ Digitized. by.Noolaha

 Leading Artile  Functio
c e f'_jchildren and young people
o L Cham bers

A survey on febnle smzures at the Lady

~ Ridgeway Hospital for Children
dee Llyanage TU N de Sliva BJ C Perera

5 :."From the world Wlde web i
: __."-BJ £ Perera :

-_ Instructlons to Authors

forgamc symptoms in :

- "-'_Socm)demographlc and health aspects of :
_mothers in 3 paediatricward :
~ KSHdeSsilva,DSG Mettananda
~ Thamara Athauda '

: _'He'_ada}Gh'e-;m'cjh_fld'ren.-.-'_-.. R

Dumi’nd-a-ﬁPéfh-_irana B

Y glrl wath Rett Syndrome
~ SP Abeywardena, A CDde AIWls,
o :G W J Keerth;wansa :

e :'Ch‘i’ld'with'cerebrOSpinaI'ﬂusd rhln'érhoeaf
 complicated by recurrent meningitis :
~ Samanmali P Sumanasena,

' :'.-Sanath P Lamabadusunya

A female with dyskeratosw congemta -
~ TSDAmarasena, G KHapuarachchl i
i _M HA Dde Silva S i

oundation,

nomaham(ng|noowhan1medm

- Page ..

__..:1_0'-4' '. :
107

109

115

S
sy
e
128
130

e 132

ion of the Ceylon Journal of Child Health


http://www.noolahamfoundation.org/
http://www.noolaham.org/wiki/index.php/%E0%AE%AE%E0%AF%81%E0%AE%A4%E0%AE%B1%E0%AF%8D_%E0%AE%AA%E0%AE%95%E0%AF%8D%E0%AE%95%E0%AE%AE%E0%AF%8D
http://aavanaham.org/
http://www.noolahamfoundation.org/
http://www.noolaham.org/wiki/index.php/%E0%AE%AE%E0%AF%81%E0%AE%A4%E0%AE%B1%E0%AF%8D_%E0%AE%AA%E0%AE%95%E0%AF%8D%E0%AE%95%E0%AE%AE%E0%AF%8D
http://aavanaham.org/

Our sincere gratitude for the
trust and confidence placed
on |

Amoxicillin + Clavulanate Potassium

&

- The No. 1 Antibiotic in Sri Lanka

RANBAXY

. LABORATORIES LIMITED
36, Bristol Street, Colombo 01. Tel: 5336791, 4731731 Website: www.ranbaxy.com

* Digitized by Noolaham Foundation.
noolaham.org | neolaham.media


http://www.noolahamfoundation.org/
http://www.noolaham.org/wiki/index.php/%E0%AE%AE%E0%AF%81%E0%AE%A4%E0%AE%B1%E0%AF%8D_%E0%AE%AA%E0%AE%95%E0%AF%8D%E0%AE%95%E0%AE%AE%E0%AF%8D
http://aavanaham.org/
http://www.noolahamfoundation.org/
http://www.noolaham.org/wiki/index.php/%E0%AE%AE%E0%AF%81%E0%AE%A4%E0%AE%B1%E0%AF%8D_%E0%AE%AA%E0%AE%95%E0%AF%8D%E0%AE%95%E0%AE%AE%E0%AF%8D
http://aavanaham.org/

SRILANKA JOURNAL OF CHILD HEALTH

Official Publication of the Sri Lanka College of Paediatricians

Volume 34 December 2005 No. 4
CONTENTS \ Page

Editorial Accidental childhood poisoning and the environment 104
G N Lucas

Leading Article Functional, non-organic symptoms in children and 107
young people
T L Chambers

Original Articles A survey on febrile seizures at the Lady Ridgeway 109

Hospital for Children
G Liyanage, T U N de Silva, B J C Perera

Sociodemographic and health aspects of mothers 115
in a paediatric ward
K S H de Silva, D § G Mettananda, Thamara Athauda

Current Practice Headache in children 121
Duminda Pathirana

Snippets From the world wide web ' 124
B J C Perera
Case Reports A girl with Rett Syndrome 126

S P Abeywardena, A C D de Alwis, G W J Keerthiwansa
Child with cerebrospinal fluid rhinorhoea complicated 128
by recurrent meningitis
Samanmali P Sumanasena, Sanath P Lamabadusuriya

Picture Story A female with dyskeratosis congenita 130
T S D Amarasena, G K Hapuarachchi, M H A D de Silva

Instructions to Authors 132

Sri Lanka Journal of Child Health is the continuation of the Ceylon Journal of Child Health

102

Digitized by Noolaham Foundation.
noolaham.org | noolaham.media


http://www.noolahamfoundation.org/
http://www.noolaham.org/wiki/index.php/%E0%AE%AE%E0%AF%81%E0%AE%A4%E0%AE%B1%E0%AF%8D_%E0%AE%AA%E0%AE%95%E0%AF%8D%E0%AE%95%E0%AE%AE%E0%AF%8D
http://aavanaham.org/
http://www.noolahamfoundation.org/
http://www.noolaham.org/wiki/index.php/%E0%AE%AE%E0%AF%81%E0%AE%A4%E0%AE%B1%E0%AF%8D_%E0%AE%AA%E0%AE%95%E0%AF%8D%E0%AE%95%E0%AE%AE%E0%AF%8D
http://aavanaham.org/

EDITORIAL BOARD
Editors: G.N.Lucas, B.J .C.Perera,
Editor Emeritus: Stella G de Silva

_ Editorial Committee : :
CK Abeysekara, D G Harendra de Silva,U K Jayantha, Sanath P Lamabadusuriya,
' Manouri P Senanayake

Panel of International Advisors
Timothy L Chambers (UK), Parakrama Chandrasoma (USA), Harvey Marcovitch (UK),
S.Nallainathan (USA), Meharban Singh (India), Victor Yu (Australia)

Editorial Office
SriLanka College of Paediatricians, Wijerama House, No.6, Wijerama Mawatha,
Colombo 7, Sri Lanka
Tel: +94 11 2683178, Fax: +94 11 2683178, E-mail:slcp@sltnet.1k,
Internet: www.medinet.lk

103

Digitized by Noolaham Foundation.
noolaham.org | noolaham.media



http://www.noolahamfoundation.org/
http://www.noolaham.org/wiki/index.php/%E0%AE%AE%E0%AF%81%E0%AE%A4%E0%AE%B1%E0%AF%8D_%E0%AE%AA%E0%AE%95%E0%AF%8D%E0%AE%95%E0%AE%AE%E0%AF%8D
http://aavanaham.org/
http://www.noolahamfoundation.org/
http://www.noolaham.org/wiki/index.php/%E0%AE%AE%E0%AF%81%E0%AE%A4%E0%AE%B1%E0%AF%8D_%E0%AE%AA%E0%AE%95%E0%AF%8D%E0%AE%95%E0%AE%AE%E0%AF%8D
http://aavanaham.org/

Editorial

Accidental childhood poisoning and the environment

Sri Lanka Journal of Child Health, 2005; 34:104-6

Accidental poisoning of a child is a complex
interaction between the child, a hazardous substance and
certain environmental situations®.

The child

In all societies where statistics have been
compiled, the 2 and 3 year old children account for over
half of all reported poisonings, 80-90% of them being
under the age of 5 years>**°,

Characteristically children who are poisoned
are more likely to be impulsive and overactive and are
discipline problems for their parents. Not infrequently
the parent-child relationship is disturbed'. Children are
particularly prone to accidental poisoning when usual
family patterns are interrupted, during such episodes as
moving, pregnancy, illness, death, marital problems or
visiting another home'.

More than half the time, the child ingests a
toxic agent that is in his clear view. A child tends to
react to his environment impulsively, seeking what he
wants when he wants it'. A toddler may not be innocent
or ignorant when he secretively gobbles down a bottle
of paracetamol syrup or samples granules of caustic
detergent; however he is certainly ignorant of the
consequences’.

In many instances the possibility of poisoning is
related to the developmental patterns of the child'. The
6 month old will put anything in his mouth. A 1-2 year
old will empty cupboards, particularly low ones, and
experimentally taste most things. The 3 ycar old child
is adventurous and has virtual access to any unlocked
drawer or cupboard in the home. All challenges are
accepted in impulsive or ingenious ways'. Towards the
end of the third year of life and by the age of 4, the
number of accidental ingestions start to decline despite
an increase in motor ability. The 4 year old child tends
to be more selective in what he ingests, preferring those
things that taste good including flavoured children’s
paracetamol, vitamins and candy coated tablets!.

To prevent poisoning, programmes must be
developed that will completely protect the child aged 3
and under. When he is approaching age 4 he will, if he
is taught, understand simple safety rules and have
cnough good sense not to eat or sample cverything

thaf he comes across in the home. From the age of 4 on,
self-control through education is the primary deterrent
to poisoning'.

Parents should strive for complete and instant
obedience to rules of safety early in the child’s life.
Rules of obedience offer a form of guidance that a child
must have to grow up free from serious injury. It is much
better to go through life with a questionably scarred
ego than a very real scarred oesophagus which will
require a lifetime of repeated dilatations'.

The hazardous substance

Most poisonings in children are from ingestion
of toxic substances in the home, stored in accessible
places®*#5, In industrialized countries such as Germany,
France, Italy, United States, England and Canada the
average home contains over 30 containers of
medications®. Thus, it is not surprising that in those
countries the most common substances reported in
accidental poisonings are medications. In New Zealand,
agricultural chemicals are a prominent cause of
accidental poisoning'. In India and Sri Lanka kerosene
is a principal toxin®’. In one study in India kerosene
accounted for 60% of poisoning®,

Kerosene oil ingestion tas the leading cause
of poisoning in Sri Lankan children, accounting for 35%
of the total®’. The frequency of kerosene oil poisoning
can be attributed to several factors’. Firstly, kerosene
oil is stored in almost every home. It is stored in bottle
lamps, plastic cans, miscellaneous bottles, barrels, tins,
cups and coconut shells, Secondly, kerosene oil
containers are often kept in easily accessible places such
as the kitchen floor, a low table or a low shelf. Thirdly,
kerosene containers are hardly ever stoppered. Fourthly, -
due to its blue colour, children often mistake kerosene

oil for bottled soft drinks’.

In addition to kerosene oil there is a plethora
of potential toxins in the home which are a ready $ource
of potentially toxic material for ingestion by young
children®**. Agrochemicals especially are either stored
within the house or in garages and are easily accessible
to children 23,
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Anticonvulsants and psychiatric drugs are
usually prescribed on a fortnightly or monthly basis
and as a result are available in bulk in the house.
Furthermore, children see adults taking these drugs on
a regular basis and tend to imitate them. Thus it is not
surprising that these drugs are so [requently ingested
by children®. People have a habit of throwing unused
tablets on to the garden or road. Some children in my
series were poisoned due to ingestion of these tablets?,
It is not certain whether colouring and sugar coating
play a decisive role in accidental poisoning. However,
it is unwise to add attractions to tablcts known to be
harmful. For instance, in my series a toddler had
ingested 20 paracetamol tablets of the lozenge type?. A
sweet taste, in fact, may be more dangerous than colour.
Drugs for local application such as surgical spirits,
cetrimide lotion, camphor oil, methy] salicylate lotion
and calamine lotion were often dispenscd at outpatient
departments of government hospitals into containers
brought by parents and no labelling whatsoever had
been done. At home these unlabelled containers were
often kept alongside the baby's cough syrup or gripe
water bottle on the same shelf or table?, It is thus not
surprising that these substances were mistakenly
administered to the child by an aduit.

Although ingestion of poisonous plants
accounted for only 10% of childhood poisoning overall,
they accounted for 55% of poisoning by school children
in my series*. Of the poisonous plants ingested the
commonest were ‘weta endaru’ and ‘beheth endary’,
which together accounted for 43% of cases®. These
plants along with yellow oleander are commonly found
in roadside hedges and are thus freely accessible to
children®. Plants of the Habarala varicly are found in
the home garden®. The close resemblance of Hondala
[ruit to passion fruit and the Niyangala tuber to sweet
potato (bathala) is responsible for accidental poisoning
among children®, Poisonous species of mushroom grow
wherever edible varieties arc to be found and bear some
resemblance to each other making mistaken identification
common®.

Whilst emphasis in most reported accidental
childhood poisoning is on ingestion of solids and
liquids, inhalation of poisonous gases, fumes and smoke
also produces poisoning”. The most common offender
is carbon monoxide, which may arise [rom a defective
auto exhaust system or a smouldering firc in a confined
area. More than one child allowed to slcep on the back
seat of an automobile have been poisoned from carbon
monoxide seeping into a running automobile from a
defective muffler®,
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Environmental factors

A number of environmental factors interrelate
with the child and the hazardous substance to end up
with poisoning. they include such things as time of
day, relationship to meals, whether product is in or out
of sight, recent experience with substance, family stress
and parental attitudes toward the toxin'. There is a
common belief among the general public and
prdfessionals that careless storage is a major factor in
the causation of accidental poisoning, yet there is no
clear cut evidence that this is true'. In a study reported
by Sobel', of 400 families (122 families with a history
of poisoning and 278 controls) no significance was
found (1) in the degree of hazard in poisoned vs. non-
poisoned homes; (2) in storage habits between poisoned
and non-poisoned groups; or (3) in storage habits |
year later even though there may have been a poisoning
in the interim period,

How careful are physicians having young
children with storage of medications in their own
homes? One would think that paediatricians in particular
would be quite sensitive to safe storage practices.
However, a surprise survey carried out in the USA of
medications in the homes of 12 paediatricians with
young children disclosed that only one paediatrician
had all his medications securely locked up'. In this
sample there was a commeon disregard in the homes of
practicing paediatricians of a basic principle of poison
prevention extolled to their patients “Keep all
medications out of reach of children”. Yet it would seem
pure heresy to recommend that parents disregard safe
storage principles. In a similar study of 52 poisonéd and
52 control families, Baltimore et al'! found no significant
differences in the poisoned and control groups in
storage habits or the mother’s knowledge regarding
toxicity.

In all reported studies the vast majority of toxic
substances in the home associated with accidentai
poisoning were accessible and packaged in containers
easily opened by young children®***, In this hostile
home environment the child must develop seif control
early if he is to survive. However, we are far from
achiieving the goal of establishing self control in early
childhood for all children, The aliernative is to increase
our protective efforts through elimination of useless
toxins in the home, safer packaging and parent
education while attempting to find better methods to
control undesirable childhood impulses'.
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Family stress is an important factor in  12. Sibert JR. Stress in families of children who have

accidental ingestion of poisons in childhood'. It may
make poisons readily available to children either
because parents under stress are less careful or because
medicines are being used during an illness. Another
possibility is that the child’s behaviour is altered when
there is unhappiness in the home with disordered family
relationships'?,
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Leading Article

Functional, non-organic symptoms in children and young people

T L Chambers'
Sri Lanka Journal of Child Health, 2005 ;34:107-8

Chambers Dictionary defines functional as:
“characterised by impairment of function, not of
organs”, Organic disease is one “accompanied by
changes in structures involved” — presumably those
structures might also be genetic, biochemical,
immunological or organs which have becn damaged by
malfunction of those non-anatomical influences. Non-
,-organic symptomatology — or semeiology, o be precise
- is therefore unaccompanied by structural change. Such
symptoms make up a large part of the work of doctors
at all levels of care, may result in severe incapacity of
sufferers and their families and may lead to serious
misunderstanding and disharmony between the patient/
carers and the health professionals. The 20 century
specialist paediatrician’s approach was often “rule out
and discharge” — perhaps to a child psychiatrist. The
child/young person’s views may not have been taken
account of and the parents felt there were no alternative
options. 21* century medicine is about patient and carer
empowerment, choice and the validity of the patient
experience. It is time to recast our thinking about this
group of conditions and recognise them as general
medical rather than primarily psychological.

Common childhood* symptoms which present
to primary care physicians, either together or singly
include pain — head, chest, abdominal and limb -
tiredness, lightheadedness, sweatiness, nausea, double
vision, sensitivity to light, noise and touch - and others.
All of them are listed in the symptomatic diagnostic
workup list for many organic diseases. The seasoned
diagnostician relies heavily on a carcful history
concerning these and other complaints in formulating a
provisional diagnosis. Likewise a thorough physical
examination not only reassures the patient but also the
doctor that it is unlikely that there is an organic condition
present. Pointers to functional conditions include
hyperasthesia to skin touch, and multifocal symptoms
and pain sites with normal examination findings. From
such a painstaking and methodical clinical examination
adiscerning choice of investigations may be made.Some
adopt a rule-out approach and arrange a large number of
laboratory and imaging tests “justin case”. The drawback
here — not including the cost of such a policy — is that
tests may give equivocal results and then lead to further,
more expensive, invasive and hazardous procedures,

Tests should come as a result of asking precise clinical
questions whose answers will influence management.
Few would do none, but going beyond a blood count,
acute phase protein, urinalysis and perhaps renal and
liver function risks trouble for patient and doctor.
Things may be more difficult if functional symptoms
complicate a pre-existing classifiable discase. Although
the general medical assessment should include mental
and emotional health, in selected cases I explain to
patients and carers that a psychological assessment is
Just as important a test as a scan because mental illness
may have somatic symptoms. However I emphasise that
— as with other tests - it is done with an open mind in
order to assist in diagnosis.

It should be easy to make a diagnosis of a
functional condition at a single consultation, particularly
if the clinic organisation is “one stop”. One may then
engage the patient and carers in a discussion about the
cause of the symptoms as soon as possible. This
discussion may be troubled: is it good news to learn
that symptoms which might have led 1o school non-
attendance, family disruption and refocusing and an
unhappy and bewildered young person do not have
cause for which there is specific treatment? Some families
take it as bad news. Much depends on how the physician
handles that crucial consultation. The patient and family
must not get the impression of professional disbelief in
the symptoms, disparagement or disengagement. Just
as with all other medical conditions a firm and positive
diagnosis should be given, and explanation of why the
symptoms occur and what needs to be done about them,
My approach is to explain that much of what afflicts .
people does not have a serious or scary cause, for
example needing a hospital stay or an operation —
although functional symptoms resulting in prolonged
school absence are serious. Moreover, the nervous
system may experience unpleasant feelings both.when
there is identifiable disease present and when not — the
phantom limb example is sometimes helpful. At this stage
it is vital to get agreement from all that the diagnosis is
understood, acceptable and one from which
symptomatic treatment might follow. If this is not so
then the doctor will have to explore why and how
agreement might be achieved: this might mean a further
test — perhaps to make sure a condition that causes

'Consultant Physician, Bristol Royal Hospital for Children, United Kingdom
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specific anxiety is not present — or another opinion. If
this is done with sympathy and authority (not
authoritarian-ness) in partnership with patient and carers
itis constructive. If it results from friction, professional
hubris and the striking of attitudes, particularly between
doctor and parents, no good will come, least of all to
the patient.

Management of functional problems is by
(re)habilitation. A team approach may be helpful:
therapists to address the specific incapacities, including
disinclination to eat (dietitian), contact with education
so that the young person may remain in touch with
school even if they cannot attend fully, In this and all
other aspects of habilitation it is imperative to go at the
patient’s pace — indeed one might argue that this is a
basic right of young people. It is duplicitous to tell a
person one believes in their incapacities und then impose
treatments which they cannot tolerate. Young people
seldom experience gain from their problems and want
to be back to their old selves. No harm comes from such
an approach, In this and all other chronic paediatric
conditions psychological support is important. This is
provided by the family and the general paediatrician

but may often be usefully supplemented by focused _

psychological or psychiatric input. One should
remember that chronic illness may lead to depression
which needs skilled treatment in its own right.
Occasionally physical interventions are needed — splints,
TENS machines for example. Pain should be managed
proactively: if simple analgesics do not work then pain
modifying drugs such as anticonvulsants service may
be needed. If there is access to a paediatric pain and
symptomatology team, so much the better. However the
generalist should remain involved with the patient to
co-ordinate services, review with an eye on
complications and advocate on the patient’s behalf. Of
course many patients will not need the {ull service of a
multidisciplinary team: they, the paediatrician and the
parents will work with simple behavioural and
pharmacological tools to achicve success.
Complementary medicine and other intcrventions are
used widely in the UK; my view is that i they are found
to be beneficial, so be it — but do not reject the patient
because they roam wider than your patch: be there to
support them — and to put the internet into perspective.

A word about child protection. In some children
functional symptoms may result from abuse, physical or
emotional. Moreover, the attitude of some families to
their child’s symptoms might suggest fuctitious illness.
Some might regard the parents of a functionally ill child
who solicit multiple medical opinions as being de facto
abusive (despite the professional collusion that it

sometimes revealed). None of this can be denied but the
magnitude of this problem seems small and it would be
wrong and dangerous to assume there is abuse just be-
cause incapacitating symptoms present without any
obvious cause. If there are well founded concerns local
child protection policies should be followed.

Functional conditions are rewarding to work
with: they challenge parts of paediatrics that organ
oriented specialties do not reach and they are for the
open minded and clinically ingenious physician. This
is because medical history is littered with examples of
functional conditions for which an organic explanation
emerges: how many of Apley’s “little belly-achers” had
H Pylori gastritis or non-coeliac wheat intolerance? It
is therefore also an important area for research,
especially interdisciplinary. It lacks great evidence base;
clinical pathways are not well trodden and the doctor
may sometimes feel professional loneliness (but not as
lonely as a parent of an unwell child who feels ignored
or demeaned). However our medical paediatric calling
expects that we should stick with and help these children
and their families — they may have nobody else to turn
fo.

* ] use the term child, children or childhood as shorthand
for children and young people.

T L Chambers

Consultant Physician

Bristol Royal Hospital for Children
United Kingdom
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A survey on febrile seizures at the Lady Ridgeway Hospital for

Children

G Liyanage, T U N de Silva, B J C Perera

Sri Lanka Journal of Child Health, 2005; 34:109-13

(Key words: febrile seizures, children)

Abstract

Objectives To evaluate demographic, clinical and
management aspects of febrile convulsions.

Method A prospective study was carried out on all
children admitted to Lady Ridgeway Hospital with a
diagnosis of febrile convulsions during June and July
2002. Children with a history of afebrile scizures and
those with evidence of a neurodevelopmental deficit or
central nervous system infection were excluded. Data
was obtained from medical records and direct interview
of parents/guardians of children with febrile convulsions
using a pre-tested validated questionnaire.

Results 330 children were admitted with febrile
convulsions. Male to female ratio was 3:2. The mean
age was 22 months. Approximately 25% had a history
of febrile convulsions in first degree relatives. 25% had
complex febrile seizures. 80% of scizures occurred
within 24 hours of the onset of fever. 24 (7%) children
received long term prophylaxis for recurring febrile
convulsions. Upper respiratory tract infection was the
commonest trigger factor. 48% of the parents/guardians
did not have a satisfactory knowledge of first aid.

Introduction

The International League Against Epilepsy
(ILAE) defines a febrile seizure as “a seizure occurring
in childhood after one month of age, associated with a
febrile illness not caused by an infection of the central
nervous system, without previous nconatal scizures or
a previous unprovoked seizure, and not meeting criteria
for other acute symptomatic seizures”.

Febrile seizures recur in 30-40%!, risk of
subsequent epilepsy is low? and the neurological

outcome is excellent!. There appears to be a dearth of
published studies on febrile convulsions in Sri Lanka.
The aim of this study was to evaluate demographic, clini-
cal and management aspects of febrile convulsions.

Method

All children admitted to Lady Ridgeway
Hospital (LRH) with a diagnosis of febrile convulsions
were prospectively studied during June and July 2002.
Children with a past history of afebrile seizures and
those with evidence of a neurodevelopmental deficit or
central nervous system infection were excluded. Data
was collected, using a pre-tested validated
questionnaire, from medical records and direct interview
of parent/guardian of children with febrile convulsions.

Simple febrile seizures were defined as
gereralised seizures lasting less than 15 minutes and
which did not recur within a day. Complex febrile
seizures were defined as focal or multiple seizures or
seizures with duration >15 minutes or a combination
of these,

Results

330 (3% of all admissions to LRH were due to
febrile convulsions. Male to female ratio was 3:2. Thirty
nine percent of children with febrile seizures were less
than one year of age. The mean age was 22 months. In
1.5% onset was after 5 years of age. In 2% febrile
convulsions persisted beyond 5 years (Table 1).
Approximately 25% had a history of febrile convulsions
in first degree relatives. Only 4 (1.2%) children with febrile
seizures had a positive family history of epilepsy in first-
degree relatives (Table 1),

'Senior Registrar in Paediatrics, *Registrar in Paediatrics, *Consultant Paediatrician, Lady

Ridgeway Hospital, Colombo.
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75% had simple and 25% had complex febrile
seizures. 29% of infants showed atypical seizures.
Among children who had complex seizures 88% had
multiple seizures, 5% had focal seizures and 17% had
prolonged seizures (lasting more than 15 minutes). In
59% the first seizure was the longest. 80% of seizures
occurred within 24 hours of the onset of fever (Table
2).

57 (17%) children had been given anti-
convulsants prior to hospital admission either by a
gencral practitioner or at the outpatient department and
4 of those children received diazepam intramuscularly
(Table 3). Although 15 children had been prescribed
short course diazepam prophylaxis, only 2 of them were
given diazepam by their parents with the current febrile
illness. 24 (6.7%) children received long term
prophylaxis for recurring febrile convulsions, 67% with
sodium valproate and 25% with carbamazepine (Table
3).

Upper respiratory tract infection was the
commonest trigger factor, diagnosed in 36% of cases.
Other trigger factors included lower respiratory tract
infections, otitis media, acute gastro-enteritis and urinary
tract infections (Table 4). Forty eight percent of the
parents/guardians did not have satisfactory knowledge
on first aid.

Discussion

Febrile convulsions occur in 2-4% of children®.
Although the incidence in Sri Lanka is not known, it is
evident that febrile convulsions account for a significant
proportion of morbidity and hospital admissions. In this
study, age range of the population was 2 months to 11
years. 129 (39%) were below one year of age. In 2% of
children convulsions continued beyond 5 years of age
while in 1.5% onset of febrile seizures was after 5 years
of age. According to Webb et al only 10% developed
epilepsy later on in this age category*. 25% had an
alfected first degree relative with febrile convulsions
and it is comparable to the available information in the
literature®%7$,

25% had atypical febrile convulsions, It is
useful to follow up these children to assess the prognosis.
According to Annergers er al atypical seizures are
predictors of subsequent epilepsy and the risk ranged
from 2.4% among children with simple febrile
convuisions to 49% among children with all three
complex features of febrile convulsions2.

29% of infants had atypical febrile seizures.

The most difficult part in evaluation is the decision
regarding the need for a lumbar puncture in these
infants. Because of the unreliability of the meningial
signs in small children several studies give various cut-
off points ranging from 6 months to 36 months for the
age below which a lumbar puncture is recommended?®'®
Some studies indicate that children with complex
seizures'' and children pre-treated with antibiotics have
the highest risk of bacterial meningitis. Therefore,
individual clinical decisions should guide the need for
lumbar puncture rather than arbitrary cut off points for
age.

In this study majority of children had a clinical
diagnosis of viral infection. A minority were treated with
antibiotics for lower respiratory tract infections, acute
otitis media and urinary tract infections. These findin gs
are compatible with available information'?,

It is noted that 4 children received diazepam
intramuscularly in acute management highlighting the
necessity for education of healthcare workers to avoid
ineffective routes of diazepam administration. *

24 children with recurrent convulsions were on
long term prophylaxis. Majority (16) of them were on
sedium valproate while 6 of them were on prophylactic
carbamazepine. A meta-analysis of all published
randomised, placebo-controlled trials of the preventive
treatment of febrile seizures shows that valproate and
phenorbarbitone are effective in prevention of
recurrences, but both agents have known adverse effects
and cannot be recommended for prevention of febrile
seizures"”. According to this analysis no difference in
risk was found for recurrences between children
receiving intermittent diazepam and placebo'®. Many -
studies have shown that phenytoin and carbamazepine
have no place in prophylaxis >4,

Almost half of the parents did not have
adequate knowledge on febrile convulsions highlighting
the need for parental health education. There is evidence
that, parents’ poor knowledge, negative attitudes,
anxiety, and inadequate first-aid measures toward febrile
convulsions can be effectively improved by parent
education'®,

Conclusions
Q Febrile seizure disorder is an important health

problem in Sri Lanka. Often it accounts for parental
anxiety and childheod morbidity.
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U According to many randomised controlled trials

long-term prophylaxis is not recommended due to
the side cffects and should only be used in
ighlyselected cases, if at all. Sodium valproate and
phenorbarbitone are the drugs of choice.
Intermittent diazepam prophylaxis has no proven
effect'>!4,

Parents need to be counselled and educated at
the time of the seizure. A leaflet with important
details can be useful to reduce the workload of the
busy healthcare worker.

Further studies are recommended to evaluate
prognosis of atypical febrile scizures and febrile
seizures with onset after 5 years ol age. It is also
important to look further at children less than one
year with fever and convulsions, since there are
difficulties in diagnosis and management.
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Table 1
Demographic data

Data Number (%)
Age distribution (current episode)
<12 months 129 (39)
13-60) months 194 (59)
> 61 months 07 (02)
Sex distribution
male R 198 (60)
fernale 132 (40)
Family history (lirst degree) .
Family history of febrile convulsions 82 (25)
Family history of epilepsy 04 (01)
Past history (total=135}
1 febrile convulsions 65 (48)
2 febrile convulsions 35 (26)
3 febrile convulsions 16 (12)
4 febrile convulsions 12 ()
>=5 febrile convulsions 07 (05)
Table 2
Seizure characteristics
Characteristics Number (%)
Atypical seizures (n=83)
multiple 73 (88)
focal 04 (05)
prolonged 14 (17)
Onset of se-izure
Within 24 hr of fever onset 66 (20)
After 24 hrs 264 (80)
Longest seizure
first 194 (59)
second 92 (28)
third 30 {(09)
fourth 07 (02)
>fifth 07 (02)
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Teble 3

Treatment
Management : Number
Acute management before admission(n=60)
Diazepam
Per rectal ‘ 51
Intramuscular 04
Paraldehydc
Intramuscular 04
Phenobarhilone
Intramuscular 01
Prophylaxis (n=39)
Diazepam (oral) 15
Sodium valproate 16
Carbamazepine 06
Phenorbarbitone 02
Table 4
Aetiology of fever
Aetiology Number(%)
Upper respiratory infection 118 (36)
Viral fever 110 (33)
Lower resperatory Infection 59 (18)
Acule gastro-enteritis 26 (08)
Acule otitis media : 06 (02)
Urinary tret infection 04 (01)
Other 07 (02)
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Sociodemographic and health aspects of mothers in a paediatric

ward

K.S.H de Silva', D.S.G Mettananda?, Thamara Athauda®

Sri Lanka Journal of Child Health, 2005; 34 :114-9

(Key words: study of mothers, paediatric ward, physical health, psychological profile, reaction to

stress)
Abstract

Objectives To study a group of mothers in a paediatric
ward and describe sociodemographic profile, presence
of existing disease, pulse and blood pressure (BP)
profiles during hospital stay, psychological profile prior
to admission and changes demonstrated during period
of stay.

Method A descriptive, cross-sectional study was done
in a ward at Lady Ridgeway Hospital for 6 weeks from
May 2004. 500 mothers staying with their sick children
were interviewed using a questionnaire dealing with
various aspects. Mothers of children with chronic
disecases needing regular admissions and those
transferred to and from ward were excluded. Pulse rate
and blood pressure (BP) of mothers were recorded on
admission, within 24 hours and on discharge.
Psychological profile was assessed as psychological
score, describing behaviour prior to admission, and
acute stress score, analysing changes demonstrated
during present admission. This was done using a scoring
system on a standard questionnaire with 23 items and a
modified one with 5 items where higher scores identified
mothers reacting more to stressful situations.

Results 476 (95.2%) questionnaires were analysed.
Mean age of mothers was 32.1 years with a range of 17
to 52 years, 442 (92.9%) mothers had received secondary
or higher cducation but § had never been to school.
Monthly income was <Rs. 10,000 in 296 (62.2%) families
and 385 (80.9%) children were from middle and lower
social classes. 117 (24.6%) mothers had preschool
children at home when they were in hospital, majority of
whom were looked after by grandparents. 65 (13.7%)
mothers had long standing illnesses necding daily
medication but only 15 (23.1%) took the drugs while in
hospital. 54 (11.3%) mothers did not have anyone to

confide in when they had a problem. Mean pulse rate
and systolic and diastolic BP on discharge were
significantly lower than the mean values on admission.
Highest mean psychological score of 26.4 was found in
the 21-30 year age group. Significantly higher acute
stress scores were found in mothers below 30 years and
in those who did not have anyone to confide in.

Conclusions This study demonstrates that mothers
who play a vital role in management of their sick children
are under immense stress and have their own health
issues and family commitments that are mostly not
appreciated or addressed. A social worker assigned to
paediatric wards could provide invaluable help to
mothers to cope with the stressful situation of
hospitalisation of a sick child.

Introduction

Mothers are an integral part of paediatric
practice. Information from them and their continued
presence and support is vital for care of the sick child.
Although we depend on them we know hardly anything
about them. Hence this study was done to gather
information about mothers in a paediatric ward.

Method

Study was done at the University Unit of Lady
Ridgeway Hospital (LRH) for 6 weeks from May 2004
following approval from the Ethics Committee of
University of Colombo. Informed verbal consent was
obtained from mothers and 500 consecutive admissions
were assessed using an interviewer administered
questionnaire. Children with chronic illnesses and
transfers to and from ward were excluded, Pulse rate and
blood pressure (BP) of mothers were recorded on
admission, within 24 hours and on discharge and
presence of pallor was documented.

'Senior Lecturer, *Demonstrator, Department of Paediatrics, Faculty of Medicine, Colombo.
Senior Lecturer, Department of Community Medicine, Faculty of Medicine, Colombo.
(Received on 4 January 2005. Accepted on 31 March 2005) ;
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The pre-tested questionnaire dealt with
information regarding patient’s sociodemographic data,
physical health and psychological profile of the mothers
and details of preschool children at home. Two aspects
were considered for psychological profile, namely their
behaviour prior to present admission and changes
demonstrated during this admission.

We used ‘Mothers’ mental health
questionnaire’, prepared by Rutter in his Isle of White
studies and modified for local use by A. Nikapotha!, to
study their psychosocial profile. A scoring system was
used in the 23 item questionnaire. Each positive answer
was given 2 marks and each negative answer | mark with
amaximum of 46 for questionnaire. Disturbances in sleep,
changes in appetite and bowel habits, feelings of
sadness and fear, bodily aches and pains, were some of
the questions asked. Reaction to acute stress was
assessed using 5 items from this questionnaire, each
positive answer getting 1 mark and each negative answer
0, with a maximum score of 5. The questions were on
disturbances in sleep, appetite and bowel habits,
palpitations and feelings of sadness. A higher score in
the 23 item questionnaire (overall psychological score)
identified mothers who were prone to rcact more to
stressful situations and the 5 specific items in
questionnaire (acute stress score) identified those who
reacted more to the acute stressful situation.

Results

476 (95.2%) questionnaires werc analysed. There
were patients from all parts of the country but 244 (51 3%)
patients were from Colombo and 162 (34%) came from
Gampaha. Their ages ranged from 2 days to 12 years
with a mean age of 2 years and 11 months and their
duration of hospital stay was from | to 20 days with a
mean of 2.88 days. Commonest cause of admission was
viral fever, which affected 135 (28.4%) children. Acute
gastro-enteritis/dysentery was the reason for admission
in 110(23.1%) patients and 20 children (4.2%) had dengue
fever.

Sociodemographic description of the mothers is
given in Table 1. Mean age of mothers was 32.1 years
with a range of 17 to 52 years. Majority of mothers (92.9%)
had secondary education or more but 8 had never been
to school. 89 (18.7%) were gainfully employed. Monthly
income was less than Rs 10, 000 in 296 (62.2%) families
and 385 (80.9%) children were from middle and lower
social classes 2

Admission of a child to hospital may seem a
trivial occurrence to hospital staff caring for the child.
Butitis an event that causes immense stress to family
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members especially mother. We found that 117 (24.6%)
mothers in our study had left behind pre-school children
at home. Seventy (59.8%) were looked after by
grandparents and 25 (5.3%) by fathers while their
mothers were in hospital. Of the mothers, 446 (93.7%)
had no one who could relieve them even for a few hours
and 9 (1.9%) had no visitors during hospital stay.

In a busy paediatric ward attention is fogussed
on the sick child and caregivers tend to forget that some
mothers may have their own health problems. We found
that 65 (13.7%) mothers had long standing illnesses such
as hypertension, type II diabetes mellitus, bronchial
asthma and epilepsy. They needed daily medication but
only 15 (23.1%) mothers took the drugs whilc in hospital.
Pallor was detected in 66 (13.9%) mothers. We also found
that 264 (55.5%) mothers confided in their husbands
when they had a problem and varying numbers in their
parents, sisters and friends. But it was interesting to note
that 54 (11.3%) did not confide in anyone.

Mean values for pulse rate and BP (systolic and
diastolic) on admission, within 24 hours and on discharge
were available in 206 mothers and are summarised in
Table 2a, Mean values on discharge of all 3 parameters
were significantly lower than mean values recorded on
admission (Table 2b).

Analysis of psychological profile is shown in
Table 3. Highest mean psychological score of 26.4 was
found in the 21-30 year age group. Acute stress scores
showed a progressive decline with advancing age with
the highest score of 3 seen in mothers <20 years. For
comparison of psychological profiles mothers were
further divided into two groups — young mothers less
than 30yrs of age and above. Psychological profiles were
also compared in mothers who had a person to confide
in and those who did not. This data is summarised in
Tahles 4a and 4b. Mothers below 30yrs had significantly
higher mean acute stress scores than the others. Those
who did not confide in anyone had significantly higher
psychological scores as well as acute stress scores,

Discussion

The bond that exists between a mother and her
child becomes more pronounced when child falls sick.
Studies have been done on various aspects of illnesses
of a child but very few have targeted the mother. One
such study has described the coping strategies among
parents in an Intensive Care Unit (ICU) setting® and
another the impact of environmental stressors on parents
of children in ICUs*. A previous study done in the same
Unit at LRH demonstrated that inspite of the meagre
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facilities available for mothers®® they were satisfied with
the overall care of the sick child®.

The timing of this study was al the start of the
dengue epidemic. This must undoubtedly have
contributed to enhance the stress brought on by the
child’s illness. This may also have been the reason for
some mothers to forget to take their own medications.

Parameters of physical reaction to stress that
we studied in mothers were pulse rate and BP. These
showed a significant reduction on discharge from
hospital demonstrating how stressful the hospital
admission was to them and confirming the need for some
form of support while in hospital. We also found that
young mothers found it harder to cope and reacted more
to acute stress. A person who confides in others is less
likely to react adversely to stressful situations™, We
demonstrated that mothers who did not have good
confiding relationships reacted more to the acute
stressful situation of child being ill.

When we concentrate on the sick child, we often
forget that mothers are under immense stress and that
they have their own health issues thal arc mostly not
appreciated or addressed. We believe that a trained
social worker assigned to paediatric wards would be able
te spend more time with mothers. be their confidante
and help to make the stressful situation more
manageable. In the absence of social workers this
responsibility would lie with the medical and nursing
staff. However, time available for such a task is limited.
At least showing empathy towards mothers (rying to
answer their questions during some time of the day could
be tried out by all of us. Having a less stressful mother
would indirectly influence the well being of the sick child
to speed up the recovery process.
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Table 1

Sociodemographic description of

the mothers
Sociodemographic feature

Age (ycars)
<20
21-30
31-40
=41

Level of education (Grade)

No education
1-5

6-10

11-12

Higher education

Social class” 1
11
111
IV
A'4

Monthly family income (Rs)

< 5000

> 5000 - 10 000
> 10 000 - 20 000
> 20000

Number (%)

7(01.5)
198 (41.6)
216(454)

55(11.6)

8(1.7)
26 (5.5)
279(58.6)
147(30.9)
16 (3.4)

31(06.5)

60(12.6)
128(26.9)
189(39.7)

68 (14.3)

75(15.8)
221(46.4)
121(25.4)

59(12.4)

* "According to fathers’ occupation:
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Table 2a
Pulse rates and BP profiles of the mothers

Timing Pulse rate/minute SBP" (mmHg)
mean (SD) mean (SD)

On admission 82.26 (8.78) 113.64 (8.89)

n=206

Within 24 hours 80.34 (10.06) 107.91 (10.91)

n =206

On discharge 78.05 (8.12) 108.52 (9.35)

n =206

*  Systolic blood pressure
** Diastolic blood pressure

Table 2b

DBP" (mmHg)
mean (SD)

71.14 (8.15)

67.38 (9.44)

68.25 (8.24)

Comparison of the mean pulse rate and BP values of the mothers on

admission and on discharge

On admission On discharge
mean (SD) mean (SD)
Pulse rate/minute 82.26 (8.78) 78.05 (8.12)
n=206
SBP (mmHg) 113.64 (8.89) 108.52 (9.35)
n=206
DBP (mmHg) 71.14 (8.15) : 68.25 (8.24)
n=.206
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Statistical
significance

p < 0.0001
p < 0.0001

p < 0.0005
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Table 3

Psychological profile of mothers in the different age groups

Age (vears)
<20 n=7

21-30 n=198

31-40 n=216
> 41 n=55

*

Psychological score”
- mean (SD)
25.86 (3.24)
26.41 (3.36)
26.08 (2.99)

26.31 (3.07)

Highest score possible = 46

** Highest score possible = 5

Table 4a

‘Acute stress score"™

mean (SD)
3.00 (0.82)
2.48 (1.14)
2.02 (1.31)

1.71 (1.33)

Psychological profile in the two groups of mothers

Psycho{logical score
mean {SD)

Acute stress score
mean (SD)

Psychological score
mean (SD)

Acute stress score
mean (SD)

< 30yrs > 31yrs Statistical significance
n=205 n=271
26.40 (3.34) 26.09 (3.00) p> 0.05
2.50 (1.14) 1.96 (1.32) p < 0.0001
Table 4b
Psychological profile in relation to confiding in others
Confide + Confide - Statistical significance
n=422 n=54
25.82 (2.79) 29.39 (3.96) p < 0.0001
2.14 (1.26) 2.57 (1.34) p < 0.0001
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Current Practice
Headache in children
Duminda Pathirana’

Sri Lanka Journal of Child Health, 2005; 34:120-3

Introduction

Headache is a common childhood complaint.
Population-based studies have shown that 66% of all
children between 5 and 15 years of age had at least one
episode of headache during a 1-year period and in 22%
the headache was severe enough to interfere with daily
activities',

Categorization of headache

There are three main categories of headache in
childhood viz. vascular, psychogenic and organic®*, By
carcful history taking and examination one could
differentiate these categories to a certain extent (Table
1). Headaches can also be categorized as acute, recurrent
or chronic in nature.

Many children present with acute headaches. These
do not usually require further investigation. The causes
of acute headache in 150 unselected children attending
an accident and emergency department were: upper
respiratory tract infections (57%), migraine without aura
(18%), viral meningitis (9%}, brain tumour (2.6%),
ventriculo-peritoneal shunt dysfunction (2%),
intracranial haemorrhage (1.3%), postictal headache
(1.3%), post-concussion (1.3%) and undetermined
causes (7%)*.

In chronic headache children present with at least 3
months’ history of constant headache or a headache
with a fluctuating intensity, but with no periods of
complete recovery. These are rare in children but may be
Lthe presenting clinical manifestation of intracranial
tumours?,

In recurrent headache a history of at least 6 months
of recurrent episodes is common. The attacks of
headache are clearly separated by periods of complete
normality. In a population-based study, migraine (with
or without aura) was the most common cause of recurrent
headache in school children accounting for 77.2% of
cases'. Other causes were: tension headache in k7%,
non-specific headache in 9.7% and headache associated

with specific illnesses such as asthma, hay fever, allergy:

and constipation in 1.5%",

Evaluation of headache

The following features in the history and
examination may help the paediatrician to decide on
further investigations®,

1. Headache - recent onset, increasing severity and

frequency, morning/nocturnal occurrence,
awakening the patient from deep sleep, constant
daily, lack of relieving and triggering factors, lack
of family history of migraine, occipital or strictly
unilateral location, association with projectile
vomiting, made worse by straining, sneezing,
coughing, exacerbated or improved by change in
position.

2. Vomiting — increased severity and frequency
without nausea.

3. Psychological or behavioural signs - drowsiness,
irritability, change in eating habits, tantrums,
anxiety, mood swings, poor concentration, recent
deterioration in school performance.

4. Other suspected features - Neurological
abnormalities/decreased visual acuity/seizures
associated with headache / focal neurological signs
developing during headache / visual problems
occurring at peak of headache rather than aura./
deceleration of linear growth /age less than 6 years.

Investigations

Investigations are only required in the minority
of children with chronic or recurrent headache. Lumbar
puncture may be needed at times to rule out entities
such as pseudotumor cerebri or if there is some concern
about an infectious process’. Electroencephalography
should be reserved for patients with alteration of mental
status, loss of consciousness or entities suggestive of
the.epilepsy syndrome™, Computed tomography (CT)
and magnetic resonance imaging (MRI) arc safe, rapid
and accurate methods for evaluating intracranial content
if and when an intracranial disorder is suspected™. For
acute evaluation of headaches, CT is performed easily

'Resident Paediatrician, Lady Ridgeway Hospital for Children, Colombo.
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and rules out most intracranial pathology. Abnormalities
of the posterior fossa can however be missed on CT
scan’. MRI is recommended for patients whose history
is suggestive of a vascular event, a space-occupying
lesion or posterior fossa abnormality??.

Migraine

Migraine is the commonest basis of recurring
headache in childhood. It is a neuromuscular syndrome
that leads to a generalized vasomotor instability and
vulnerability to multiple exiraneous factors'!, It is
estimated that around 1 in 10 school children suffer from
migraine', The aetiology of migraine is not known but it
has a familial tendency. Both migraine without aura and
migraine with aura are inherited disorders'?. The
International Headache Society (IHS) classified migraine
into 2 major forms: migraine without aura and migraine
with aura’, Less common forms such as abdominal
migraine and cyclical vomiting syndrome were also
recognized and defined”. Criteria have been established
by the THS for the diagnosis of the various forms of
migraine®. 75-85% of children suffer from migraine
without aura'. Both major forms of migraine may be
present in the same patient’, Boys and girls under the
age of 12 years are almost equally affected with migraine
butin children older than 12 years migraine is commoner
in girls than in boys'.

Migraine headache is typically recurrent in
nature with complete recovery between attacks. Stress
and anxiety are the most commonly identified trigger
factors'!. Only 10-15% of paticnts can identify a certain
type of food, such as cheese, chocolates and caffeine-
containing drinks, as a trigger factor''. Aura symptoms,
il present, precede the onset of headache and are
commonly visual in nature (blurred vision, tunnel vision,
blind spots [scotomata] or zigzag coloured lines in front
of the eyes)''. Rarely, the aura symptoms are sensory
(ingling or numbness), motor (hemiplegia or speech
disturbapces), autonomic or non-specific''. During the
attack of migraine the child is pale, quiet and wants to
be left alone. He refuses food and drink, feels nauseated
and may vomit. Light, noise, smell and exercise may
aggravate pain. Dizziness, abdominal pain, visual
disturbances and sensory or motor deficits may be
associated'. Some patients describe unusual visual
hallucinations or distortion of images or both called the
Alice in wonderland syndrome®,

Complicated migraine

'®  Basilar migraine —clinical features of migraine are

" dominated by transient symptoms of cerebellar and
brainstem dysfunction such as vertigo, ataxia, visual
field defects, motor deficits, dysphasia and
confusion, These features are attributed to vascular
constriction of the basilar artery!!.

Confusional migraine- attacks of migraine triggered
by minor head injury. Clinical features include an
aura, followed by headache, drowsiness, irritability,
agitation, disturbed speech, aggressive behaviour
and amnesia'l,

»  Ophthalmoplegic migraine- migraine attacks
complicated by paralysis/paresis of the extraocular
muscles, ptosis and pupillary dilatation but with no

associated confusion or loss of consciousness!!,

¢ .Hemiplegic migraine — attacks of migraine
_ complicated by unilateral weakness, impaired speech
or unilateral sensory loss',

Differentiation of epilepsy and
migraine®
This is shown in Table 2.
" Treatment of migraine
1. Non medical treatment — includes reassurance of
child and parents about the benign nature of the
disorder and education concerning its natural
course of remissions and relapses. Children should
be encouraged to identify their own trigger and

telieving factors and explore their own strategies of
treatment.

2. * Treatment of acute attack- Children should be
allowed to rest and lie down in a quiet environment,
Early administration of analgesics is commonly
associated with good results. Paracetamol and
ibuprofen are the first line of treatment'!.
Domperidone, metoclopramide or prochloperazine
may alleviate nausea and vomiting during migraine
attacks. Concerns about possible dystonic
reactions may preclude the use of metoclopramide
and prochloperazine''. Ergotamine preparations
could be used in children but can cause adverse
effects such as prolonged vasoconstriction.
Propranalol is not. used for acute attacks in children.
Sumatriptan, a selective 5 HT agonist, is effective in
adults but its efficacy in children is not yet proven’.

3. Interval treatment - is only indicated if acute

treatment is unsuccessful and migraine attacks are

. " frequent (more than 2 attacks per month). Propanolol
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was shown to reduce the frequency of migraine
attacks in a double-blind placebo-controlled trial'*.
However, propanclol should not be used in children
with a history of wheezing.
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Table 1

Categorization of headache in childhood

Vascular Psychogenic Organic
Occurrence [Periodic Continuous Periodic or continuous
Nocturnal/early morning
Quality Throbbing P.'ressure, aching, F.'ressure. 1hrobbi.ng, aching,
tightness tightness. Sometimes localized
Associated |Gastrointestinal. —anorexia, nausea, Anxiety May include any symptoms listed
Symptoms | vomiting, abdominal pain. Depression under vascular or psychogenic
Visual-photophobia, blurred vision, headings. '
scotoma Evidence of infection as in sinusitis.
Others-vertigo, syncope
Convulsions-rare
Fever- rare
Family Yes, 90% of children Variable Variable
history
Associated |Pallor, visual field defects, confusion| None Transient or persistent neurological
signs amnesia, hemisyndromes, aphasia, signs of elevated pressure.

ophthalmic sympathoparesis, 3" nervy

palsy (brain stem, basilar)

Neurological abnormalities found in
95% of tumors in the first 4-6 months_l
of headache, |

Table2
Differentiation of epilepsy and migraine
Migraine Epilepsy
Paroxysmal expression Primary vascular Neuronal
Principal manifestation Headache, nausea, vomiting, pallor | Seizures

State of consciousness

Typically preserved

Typically altered

Duration

Portion of hour or more

deconds or minutes

Aura Typically visual Wide range of ncurological
phenomena

Duration of aura Minutes Seconds

Post-ictal sleep Occasional Common

EEG abnormalities Low incidence High incidence discharge

Family History 9% Low

Onset Characteristically pradual Sudden

Influenced by emotion High frequency Low

Recognizable trigeers Moderate frequency Low L _J
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Snippets
Snippets from the world wide web

Sri Lanka Journal of Child Health, 2005; 34:124-5

Reduced Carbohydrate Intake May Lower
Cardiovascular Risk

In a healthful diet, partial substitution of
carbohydrate with either protein or monounsaturated
fat may further lower blood pressure, improve lipid levels,
and reduce cardiac risk.

http://mp.medscape.com/cgi-bin 1I/DM/v{
cvSPOEIZ 100Dz 41 m

Fish Oil Supplements Improve Lipid Risk Factors in
Obese Children

In a small, randomized study, triglyceride levels
decreased and HDL cholesterol levels increased; total
cholesterol/HDL and total cholesterol/LLDL ratios also
improved.

http://mp.medscape.com/cgi-bin 1/DM/y/
evSROEIZ100Dz0Q0G4ROE]

High-Resolution CT Scans Reveal Airway Remodelling
in Severe Asthma

High-resolution CT scans can quantify airway
remodelling in children with severe asthma, according
to a report in the October Journal of Allergy and Clinical
Immunology.

hup://mp.medscape.com/cgi-bin1/DM/y/
evSPOEIZ100Dz00G4rz0Eg

Hypertension Is Not a “Silent” Disease in Children

This study showed that elevated blood pressure
was associated with frequent headaches and sleep
trouble in youngsters.’

hitp://mp.medscape.com/cgi-bin1/DM/y/
evSPOEIZ100DzQ0G4rKOEL

Chorioamnionitis Tied to Intraventricular
Hemorrhage in Premature Infants

Very low birth weight infants with
chorioamnionitis appear to be at increased risk of
intraventricular hemorrhage and retinopathy of
prematurity, but not developmental impairment,
researchers report in the November issue of the Archives
of Pediatrics and Adolescent Medicine.
http://mp.medscape.com/cgi-bin 1/DM/y/
ev 100D, 4

MRI Corresponds With Neurodevelopmental Outcome
in Preterms

The results of a study published .in the
November issue of the Archives of Diseases in
Childhood-Fetal and Neonatal Edition, suggest that a
normal neonatal cranial ultrasound excludes severe
lesions on magnetic resonance imaging in most infants
bormn preterm. MRI is more strongly correlated with mean
IQ and median total impairment score than is ultrasound
at school age.
http://mp.medscape.com/cgi-bin 1/DM/y/
evSPOEIZ100Dz00G4u50Ea

Transdermal Fentanyl Effective for Pediatric Pain
Patients

A study showed that a transdermal patch
delivering the opioid fentanyl is a safe and effective way
to control moderate to severe chronic pain in children
aged 2 and older with previous exposure to opioid
therapy.

http:/fmp.medscape.com/cgi-bin 1/DM/y/
vSPOEIZ] ;

IgE Antibodies to Inhaled Allergens Predict Wheeze
in Young Children

Serum levels of IgE antibodies to common
allergens can predict the likelihood of persistent wheeze
and reduced lung function among preschool-aged
children, a new study shows.

http://mp.medscape.com/cgi-bin 1/DM/y/
Vi Dz! 4r20EL
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Risk of Birth Defects With Intracytoplasmic Sperm
Injection Warrants Study

Children conceived by intracytoplasmic sperm
injection do not have delayed or abnormal
neurodevelopment, a study shows, but they do appear
to be at higher risk for congenital malformations.

http://mp.medscape.com/cgi-bin] /DM/y/

evSPOEIZ1 EY
Tamiflu Link Probed in Deaths of Two Japanese Youths

Japan’s Chugai Pharmaceutical Co. said it has
told the government that 2 teenage boys exhibited
abnormal behavior that led to their deaths after taking
the anti-flu drug Tamiflu, made by Chugai’s Swiss parent
Roche Holding AG. '

http://mp.medscape.com/cgi-bin 1/DM/y/
evSPOEIZ100Dz00GA{0ES

A New Method May Predict Adult Height of
Adolescents

The technique was a valid, nonintrusive,
inexpensive, and simple method of predicting adult height
in adolescent children, at least in white people who are
free of growth-limiting diseases.

http://mp.medscape.com/cgi-bin 1/DM/y/
eub20F1Z100DzQ0G Im8OEC

Pneumonia in Older Adults May Have Decreased
Because of Conjugate Pneumococcal Vaccine Use in
Children

A study suggested that use of conjugate
vaccine in children has substantially benefited older
adults, more so in healthier persons than in those with
certain comorbid conditions.

.comfcgi-binl/D
1nz0

ttp;/fmp.m
cub2i 100Dz
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Cochrane Review Refutes Link Between MMR
Vaccination and Serious Hiness

An extensive Cochrane Collaboration review
of studies examining outcomes after immunization with
the measles-mumps-rubella vaccine has turned up no
credible evidence that the vaccine is associated with
autism or Crohn’s disease or other serious illnesses.

http://mp.meds om/cgi-bin I/

eub20EIZ100DzQ0G 1mj0E]

C-Section Not Tied to Childhood Asthma

The mode of delivery at birth, whether by
cesarean section or vaginally, appears to have no bearing
on the subsequent development of asthma, according
to researchers.

http://mp.medscape.com/cgi-bin] Iyl

eub20EIZ100DzQ0G 1 KIOE]

Boosters May Not Be Needed 10 Years After Childhood
Vaccination for HBV

A study suggested that strong immunologic
memory persists more than 10 years after immunization
of infants and adolescents with a primary course of
vaccination.
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Inhaled Insulin May Improve Glycemic Control
Without Altering Pulmonary Function

An open-label, randomized trial suggested that
inhaled insulin improved glycemic control when added
to oral agents in type 2 diabetes without altering

pulmenary function.

Jimp.m ape.co i-bin I/DM/
euMzOEIZ100DzQ0GzdyOEC
B J C Perera
Joint Editor
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CaseReporis

A girl with Rett Syndrome

S P Abeywardena', AC D De Alwis',
G W J Keerthiwansa®

Sri Lanka Journal of Child Health, 2005; 34:126-7

Introduction

Although Rett syndrome (RS) was first
described by Andreas Rettin 1966, this disorder became
internationally recognized only after the report of
Hagberg ct al. in 1983!. It is a ncurodevelopmental
disorder which affects almost exclusively girls and is
associated with deceleration of head growth, typical
stereotyped hand movements, severe mental deficiency,
cortical and extrapyramidal dysfunction including gait
disturbance and truncal ataxia as well as loss of

purposeful use of the hands®*.

Case report

A 4 1/2 year old girl presented to General
Hospital Ratnapura with a history of reduced speech,
abnormal hand movements and reduced awareness of
surroundings of one year duration (Figure 1).

Figure 1 Child on presentation

She had normal speech development until the
age of 3 1/2 years; she could speak four word sentences,
relate a short story and sing songs. Her speech gradually
deteriorated over one year and now she can only speak
three single words. At 3 1/2 years she could draw a circle
although now she cannot scribble due to wringing
movements of both hands, more on the lelt. Child’s grasp

is abnormal and she is unable to hold a plate or a pen
properly, Her social development was age appropriate
till 3 1/2 years. Now she avoids eye contact and
interaction with peers and plays on her own, Her gross
motor development is normal for the age. Mother
recollected 4-5 episodes of sighing breathing during the
last 4 months. Child is grinding her teeth at night. The
sleep pattern is-normal. Parents sought indigenous
treatment for one year. As there was no response to
indigenous treatment she was brought for western
medical advice.

She never had seizures or fainting attacks. There
was no history of head injury or measles in infancy.
Except for three hospital admissions for minor ailments
like viral fever and diarthoea, child was well previously.
Child is the younger of two girls, produc of a non-
consanguineous marriage. Birth weight was 3 kgs. There
were no perinatal complications and no neonatal jaundice.
Elder sister is 6 1/2 years old and is in good health. There
are no relatives with epilepsy, psychiatric disorders,
mental subnormality or liver disease such as Wilson
disease.

On examination, child’s weight was 9 kgs, well
below the 3" centile for her age; height was 95cms, at 3"
centile; occipito frontal circumference was 46 cms well
below 3™ centile. Child was active, conscious, shy,
covering half of the face with one hand (Figure 1); there
were no dysmorphic features; child was not pale or icteric;
hand wringing movements were present, more on left
side; she holds left with right hand. There were numerous
carious teeth. Dry skin and icthyosis were present. There
was no scoliosis. The cardiovascular and respiratory
systems and abdominal examination revealed no
abnormality. Central nervous system i.c. higher
functions, cranial nerves, including fundi, were normal.
Tone and reflexes were normal. Power-grasp was poor
but difficult to assess. Gait was normal.

Blood counts, liver function tests and renal
function tests were normal. ECG was normal, Epileptiform
changes were present in EEG.

'Consultant Paediatrician, *Registrar in Paediatrics, General Hospital, Ratnapura
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As this girl has a regression disorder with
. -apparently normal development until 3 1/2 years, normal
‘head circumference at birth followed by slowing,
repetitive hand movements, reduced speech and growth
retardation, a diagnosis of Rett syndrome was made,

Discussion

Prevalence of Rett syndrome is estimated
between 1:10,000 and 1:15,000 girls®. Until 1999, there
was no known biochemical, morphological or genetic
marker for RS and diagnosis was established on clinical
criteria’. Recently, Amir et al. have identified mutations
on the gene MECP2, which is located on Xq28 and
encodes methyl-CpG-binding protein 2 (MeCP2) in
patients with RS®. Mutations have been found in about
80% of RS patients™
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Child with cerebrospinal fluid rhinorhoea compllcated by

recurrent meningitis

Samanmali P Sumanasena', Sanath P Lamabadusuriya®

Sri Lanka Journal of Child Health, 2005; 34:128-9

Introduction

Recurrent meningitis in children may be due to
immune deficiency, presence of indwelling devices in
the ventricular system or breakage of the
mucocutaneous barrier between skin and cerebrospinal
fluid (CSF). We report a child who presented with
recurrent meningitis and CSF rhinorrhoea due to
presence of a defect in the cribriform plate.

Case report

A seven year old boy presented with the
seventh episode of pyogenic meningitis in July 2003.
He was the second child of non consanguineous parents
and was born at term by elective caesarean section with
aweight of 2.5 kg. He had multiple dysmorphic features
mainly in the craniofacial region (Figure1) and bilateral
congenital sensorineural deafness. The dysmorphic
features consisted of bilateral aniridia, microphthalmia
and low set ears. There was marked delay in speech but
his motor and social functions were age appropriate.
Despite aniridia he had useful vision and attended a
special school. He had no history of head trauma.

Figure 1. Facial dysmorphic features.

He had initially presented at ten weeks of age
with features suggestive of meningitis which were
confirmed by CSF analysis. Subsequently almost every
year he presented with episodes of pyogenic meningitis
which were treated successfully with appropriate
antibiotics. Excessive watery discharge from the left
nostril had been noted since the neonatal period by his
parénts. This was confirmed as left sided CSF rfinorrhoea
only during the third episode of meningitis at the age of
four years when he was extensively investigated for
recurrent meningitis. Screening for immune deficiency,
including HIV screening, immunoglobulin and
complement levels, was normal.

During the first recurrence he was confirmed to
have Streptococcal pneumoniae meningitis on CSF
culture. Since he was detected to have a CSF leak with

microbiologically confirmed streptococcal growth dur-

ing the fourth episode of meningitis he was started on

long term three weekly IM benzathine penicillin prophy-
laxis with good compliance, He was immunized with 23
valent unconjugated pneumococcal vaccine which was
repeated after three years, At the same time he was im-
munised against meningitis due to Haemophilus
influenzae type B and Neisseria meningitidis.

Despite these prophylactic measures he has
had a total of nine recurrences. Streptococcal
preumoniae was confirmed on five occasions, including
last four episodes, as the causative organism. Since the
sixth recurrence these organisms have developed
resistance to penicillin resulting in treatment with
intravenous vancomicin.

During the fourth recurrence he underwent
imaging studies to detect an identifiable anatomical
defect with a computed tomography (CT) scan which
proved negative. An intrathecal contrast enhanced
helical CT scan was done during the sixth recurrence; it
consisted of 0.5mm coronal sections through the anterior

'Lecturer, Department of Paediatrics, *Dean and Senior Professor of Paediatrics, Faculty of Medicine,
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fossa and the paranasal region. Pre and post contrast
films were obtained after confirming CSF rhinorrhoea
during the procedure. This CT scan was performed
following a discussion with a multi-disciplinary team
consisting of a ncurosurgeon, an ENT surgeon and a
team of radiologists. Cranial defects in the cribriform plate
were confirmed on CT scan by this team of consultants
at a joint meeting (Figure 2).

Figure 2. CT scan showing defect in
cribriform plate.

The patient underwent an endo-nasal repair of
the identified defects in two stages. However he had 2
further episodes of meningitis since then. He continues
to have CSF rhinorrhoea with a remarkable reduction in
volume. He was further investigated with a magnetic
resonance imaging (MRI) scan to detect residual defects
without any success.

Discussion

Congenital CSF leaks across a mucocutaneous
barrier, such as granial or midline facial defects across
the cribriform plate or inner ear fistulae, are associated
with increased risk of recurrent pneumococcal
meningitis'. These leaks are under diagnosed, difficult
to locale and carry a potentially lethal cumulative long
term risk due to recurrent meningitis. Sensorineural
hearing loss and craniofacial anomalies are associated
with congenital inner ear anatomical abnormalities.
Mondini dysplasia?, consisting of peri lymph fistulae
connecting the defective inner ear through temporal
bone to paranasal sinuses resulting in CSF rhinorrhoea,
is one such example. There were no defects detected in
the inner car or temporal bone in our patient.

129

Nasal endoscopy with intra-thecal fluorescein
dye enables location of most of these CSF fistulae and
correction with minimal morbidity’. An endoscopic
technique was used to seal the defect in our patient
though intrathecal injection of fluorescein dye was not
feasible due to lack of resources. Therefore it is important
to maintain possible prophylactic measures to prevent
recurrences in this child. Unconjugated pneumococcal
vaccine confers capsular specific immunity against 23
sero types in immunologically competent individuals and
is the current international recommendation to prevent
invasive pneumococcal infection in children more than
5 years of age®. Life-long benzathine penicillin
prophylaxis at three weekly intervals to achieve higher
drug levels is recommended to prevent invasive infection.
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Picture story

A female with dyskeratosis congenita

T S D Amarasena', G K Hapuarachchi?Z, M H A D dc Silva®

Sri Lanka.Journal of Child Health. 2005; 34:130-1

Introduction

Dyskeratosis congenita is an inherited bone
marrow failure syndrome, with multisystem involvement.
Incidence is approximately I case per million population.
225 individuals have been reported in the literature’,

Case report

An 11 year old girl, born to unrelated parents,
was admitted with fever and gum bleeding. She was
apparently well up to this presentation. Both parents and
siblings (all females) were healthy. She has had learning
difficulty in the school.

She was severely pale with no lymphadenopathy

or organomegaly. There was reticulated hyperpigmentation

- prominent over the face. neck, chest and limbs, including
palms and soles, suggestive of poikilodcrma (Figure I).

Figurel
This was later confirmed by a dermatologist. She
also had thin sparse hair and an atrophic tongue. Nails
were dystrophic with longitudinal ridging (Figure 2).

The haemoglobin was 5.5 g/dl and the platelet
count was 28 x 10°/L.. Blood picture showed normaocytic
normochromic anaemia with low platelets, There was
neutropenia but no atypical or immature cells. Trephine
marrow biopy revealed moderately hypoplastic
erythropoietic series and absent megakaryocytes in the bone
marrow. A diagnosis of hypoplastic anaemia was made.
Ham’s test was negative and antmuclear antibodies were
absent. A diagnosis of dyskeratosis congenita was made.

Figure 2
Initially she was given blood and platelet
transtusions, She was treated with prednisolone 2mg / kg
/24 hrs. Six weeks later she developed avascular necrosis
of the left femoral head and prednisolone had to be tailed
off. She needs regular blood transfusions every 2 - 3
months now.

Discussion

Dvskeratosis congenita is a rare disease
which has X linked recessive, autosomal recessive or
autosomal dominant forms of inheritance. X linked
recessive is the most common form of inheritance. Male:
Female ratio is 10: 12 . The female carriers may have
subtle clinical features. Mutant gene is DKC 1. located
at Xq28. It encodes a protein. called dyskerin. which has
widespread tissue distributionz. This is involved in the
regulation of the proliferative capacity of the cell

Diagnosis is based on cutaneous and mucosal
findings with bone marrow abnormalities The cutaneous
findings include reticulated or mottled pigmentation of
the skin, hyperhidrosis of palms and soles,
hyperkeratosis of palms and soles and adermatoglyphia.
Mucosal findings include leukoplakia mainly on the
buccal mucosa. but other mucosal sites can get involved,
These mucosal findings may not appear until the second

'Senior Lecturer and Head, Department of Paediatrics, Faculty of Medicine, Karapitiya “Senior Registrar,
FPaediatric Professonal Unit, Teaching Hospital Karapitiya *Lecturer, Department of Paediatrics, Faculry

of Medicine Karapitiya

(Received on 5 September 2005. Accepted on 20 October 2005)

130

Digitized by Noolaham Foundation.
noolaham.org | noolaham.media


http://www.noolahamfoundation.org/
http://www.noolaham.org/wiki/index.php/%E0%AE%AE%E0%AF%81%E0%AE%A4%E0%AE%B1%E0%AF%8D_%E0%AE%AA%E0%AE%95%E0%AF%8D%E0%AE%95%E0%AE%AE%E0%AF%8D
http://aavanaham.org/
http://www.noolahamfoundation.org/
http://www.noolaham.org/wiki/index.php/%E0%AE%AE%E0%AF%81%E0%AE%A4%E0%AE%B1%E0%AF%8D_%E0%AE%AA%E0%AE%95%E0%AF%8D%E0%AE%95%E0%AE%AE%E0%AF%8D
http://aavanaham.org/

or the third decade and on occasions, not until after the
onsct of bone marrow failure. Incidence of mali gnant
ncoplasms, particularly squamous cell carcinomas, is
increased in these patients. There is an increased inci-
dence of dental caries and early tooth loss. Progressive
nail dystrophy with ridging and longitudinal fissures oc-
cur with progressive atrophy. Mild to moderate mental re-
tardation is found in 2/ % of patients.

Median age of diagnosis of initial hacmalological
disease is about 16 years. First haematological manifestat
ion is pancytopenia. Bone marrow shows hypoplastic
anaemia which would develop in approximately 50% of
the patients. Hb F is increased!. Chromosome breakages
have been observed in 10% of patients'. Predicted median
age of survivalis 33 years' . Majority of the patients die of
bone marrow failure. The\ are also susceptible to squamous
cell carcinomas and gut malignancics. '

Treatment

50% of the patients show a transient response
to androgens' but relapses arc common. Oxymetholone
was notavailable for this patient. The only curative therapy
to date has been bone marrow transplantation. However,
the preparative regimens generally used during the bone
marrow transplantation can adversely impact the
susceptibility to malignancy. Steroids. granulocyte
macrophage colony stimulating factors and erythropoietin
may be helpful transiently, Treatment with multiple
cytokines (IL-3, IL-6) may offer additional benefits' anti
zthymocyte globulin (ATG) is not recommended for these
patients. Gene therapy may become a feasible
consideration,

Once an index case has been identified. genetic
counselling is important. The parents must be oriented to
the pattern of inheritance and the prospect of prenatal
diagnosis. This will allow early harvest and storage of
their bone marrow for use after anticipated marrow failure.

131
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Instructions to Authors

Sri Lanka Journal of Child Health, 2005; 34: 132 -4

All papers for publication should be sent to the
editors, Sri Lanka Journal of Child Health, Sri Lanka
College of Paediatricians, Wijerama House, No. 6,
Wijerama Mawatha, Colombo 7.

General

Authors must submit 3 copies of original
manuscript. Text should be printed on one side of
numbered A4 sheets. A separate title page should include
title, authors” names with their highest medical and
scientific degrees and current appointments. This page
should include full postal address for correspondence
along with telephone number. fax number and e-mail
address. Financial support for work, including equipment
and drugs, should be listed on title page. In
“intervention” studies a statement that an ethical review
body has approved the study, with documentary
evidence of such approval, should accompany the
article.

Cover letter

This should indicate that the contents have not
been published elsewhere and the paper is not being
submitted elsewhere. It should acknowledge any
potential conflict of interest and bring to the notice of
the editors any possible overlap with prior publications.
In papers with more than one author a brief statement
regarding the contribution of each author to the work
reported should be included.

Criteria for authorship

Authors should meet one or more of the following
criteria;

* Conceived and planned the work that led to the
paper and/or interpreted the evidence it presents.

s Wrote the paper or reviewed successive versions
and participated in their revision.

s  Approved the final version.

Original Articles

Papers should contain original work not published
elsewhere. Editors retain the right to shorten article or
make changes to conform to style of journal and improve
clarity. A structural format is preferred with the headings:
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O [Introduction, Design, Method, Results, Discussion
and Conclusions.

O Abstract should not exceed 200 words and be
, structured wherever possible.

O Authors should provide up to four key words or
phrases for the index.

O All measurements must be in SI units apart from
blood pressure measurements, which should be in
mm Hg, and drugs in metric units,

O Abbreviations should be in parenthesis preceded
by words in full before the first appearance.

O Generic names should be used for drugs and if
necessary, brand name may follow in brackets.

Short reports, case reports and picture stories

Length must not exceed 900 words, including
tables, illustrations and references.

Leading articles, current practice and guest editorials

These are commissioned by the editors who
welcome suggestions for topics or authors,

Tables and iliustrations

Q Tables should be presented separately. Hlustrations
should be used only when data cannot be otherwise
clearly expressed. When graphs are submitled
numerical data on which they are based should be
supplied. Illustration should be trimmed to remove
all redundant areas and the top should be marked
on the back. Computer illustrations/photographs will
be accepted. These should be separate from the
word document (but can be in the same diskette).

Q Ultrasound scans, x-rays, etc. should be arrowed

on an overlay to indicate areas of interest.

O If photographs of patients are used, either the
subjects should not be identifiable or their pictures
must be accompanied by written permission to use
the figures. :
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O Legends for illustrations should be given on a
separate sheet and not appear on the illustrations.

O Cost of reproducing colour illustrations will be
charged to the authors when- necessary.

References

References should appear in the text as
superscript numbered in order of appearance. They
should be listed at the end of the article. They should
have the names of up to six au*taors, followed by initials.
If there are more than six authors, first six should be
given followed by et al. Title of the article should be
followed by title of journal (abbreviated to the style of
Index Medicus), year of publication, volume number and
first and last pages. If a journal carries continuous
pagination throughout a volume, issue numbers may be
omitted, Reference for books should give the names of
authors and editors, title, place of publication and
publisher, followed by year of publication. ACCURACY
OF REFERENCES IS THE RESPONSIBILITY OF
AUTHOR.

Some examples of references:
Journal articles

More than six authors

Rose ME, Huerbin MB, Melick J, Marion DW, Palmer
AM, Schiding JK, et al. Regulation of interstitial excitator
concentrations after cortical contusion injury. Brain Res.
2002; 935(1-2): 40-6.
Organization as aut
Diabetes Prevention Program Research Group.
Hypertension, insulin & proinsulin in participants with
imp. tolerance. Hypertension. 2002; 40(5): 679-86.

1th personal authors and an grganization a
Vallancien G, Emberton M, Harving N, van Moorselaar
RI; Alf-One Study Group. Sexual dysfunction in 1,274

suffering from lower urinary tract symptoms. J Urol. 2003;
169(6): 2257-61.

No author given

21% century heart solution may have a sting in the tail.
BMJ.2002; 325(7357): 184..

Volume with supplement

Geraud G, Spierings EL, Keywood C. Tolerability and
safety of frovatriptan with short- and long-term use for
migraine and in comparison with sumatriptan. Headache.
2002; 42 Suppl 2: 893-9.

Issue with supplement

Glauser TA, Integrating clinical trial data into clinical
practice. Neurology. 2002; 58(12 Suppl 7): S6-12.

Issue with part
Ahrar K, Madoff DC, Gup:a 5§, Wallace MJ, Wright KC.

Development of a large animal model for lun. Vasc Interv
Radiol. 2002; 13(9 Pt 1): 923-8.

Issue with no volume
Banit DM, Kaufer H, Hartford JM. Intraoperative frozen

section analysis in revision total joint arthroplasty.. 2002;
(401): 230-8.

No volume or issue

Qutreach: bringing HIV-positive individuals into care.
HRSA Careaction. 2002 Jun: 1-6,

Pagination in Roman numerals

Chadwick R, Schuklenk U. The politics of ethical
consensus finding. Bicethics. 2002; 16(2): iii-v.

of article indicated ed

Lofwall MR, Strain EC, Brooner RK, Kindbom KA.
Bigelow GE. Characteristics of older methadone
maintenance patients.[abstract]. Drug Alcohol Depend.
2002; 66 Suppl 1: S103,

Books and other monographs

Persona or(s

Murray PR, Rosenthal KS, Pfaller MA. Medical
microbiology. 4" ed. St. Louis: Mosby; 2002,
Editor(s ). compi s author

Gilstrap LC 3, Cunningham FG, VanDorsten JP, editors.
Operative obstetrics. 2" ed. New York: McGraw 2002.
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Royal Adelaide Hospital; University of Adelaide,
Department of Clinical Nursing, Compendium of nursing
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Adelaide University; 2001,

Chapter in ¢ k
Weinstein L, Swartz MN. Pathologic properties of
invading microorganisms. In: Sodeman WA Jr, Sodeman

WA, editors. Pathologic physiology of disease.
Philadelphia: Saunders; 1974. p. 457-72.

Conference proceedings

Harnden P, Joffe JK, editors. Germ cell tumours V.
Proceedings of the 5" Germ Cell Tumour Con Sep 13-15;
Leeds, UK. New York: Springer; 2002.

Conference paper

Christensen S, Oppacher E. An analysis of Koza’s
computational effort statistic for gene tic programming.
In: Lutten E, Miller J, Ryan C, Tettamanzi AG, editors.
Genetic programming. EuroGP 2002: Proceedings of the
Conference on Genetic Programming; 2002 Apr 3-5;
Kinsdale, Ireland. Berlin: Springer; 2002. p. 182-91.

Scientific or technical report

Issued by funding/sponsoring agency:

Yen GG (Oklahoma State University, School of Electrical
and Computer Engineering, Stillwater, OK). Health
vibration signatures. Final report. Arlington (VA): Air

" Force of Scientific Research (US), Air Force Research
Laboratory; 2002 Feb. Report No.: AFRLSRBLTR020123.
Contract No.: F496209810049.

Issued by performing agency

Russell ML, Goth-Goldstein R, Apte MG, Fisk W],
Method for measuring the size distribution of airborne
Rhin Berkeley (CA): Lawrence Berkeley National
Laboratory, Environmental Energy Technologies
Division; 2002 No.: LBNL49574. Contract No.
DEACO03765F00098. Sponsored by the Department of
Energy.

Dictionary and similar references

Dorland’s illustrated medical dictionary. 29" ed.
Philadelphia: W B Saunders; 2000. Filamin; p. 675.
Unpublished material

In press

Tian D, Araki H, Stahl E, Bergelson j, Kreitman M.
Signature of balancing selection in Arabidopsis. Proc
Natl A, In press 2002,

Electronic material

CD-ROM

Anderson SC, Poulsen KB, Anderson’s electronic atlas
of haematology [CD-ROM]. Philadelphia: Lippincott Will
2002,

Journal article on the Internet

Abood S. Quality improvement initiative in nursing
homes: the ANA acts in an advisory role. Am J Nurs
[seri Internet]. 2002 Jun [cited 2002 Aug 12]; 102(6):
fabout  3p.]. Available from: htip://
www.nursingworld.org/AIN/2002/june/Wawatch.htm

Monograph on the Internet

Foley KM, Gelband H, editors. Improving palliative care
for cancer [monograph on the Internet]. Washington
Academy Press; 2001 [cited 2002 Jul 9]. Available from:
http:/fwww.nap.edu/books/0309074029/itmli/,

Homepage/Web site

Cancer-Pain.org [homepage on the Internet]. New York:
Association of Cancer Online Resources, Inc,; ¢2001-
2002 May 16; cited 2002 Jul 9].Available from: hp://
www.cancer-pain.org/,

Part of a homepage/Web site

American Medical Association [homepage on the
Internet]. Chicago: The Association; ¢1995-2002
[updated cited 2002 Aug 12]. AMA Office of Group
Practice Liaison; [about 2 screens]. Available from: hitp:/
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N.B. A computer 3.5 inch floppy diskette should be
submitted with the article in the soft-ware programme
MICROSOFT WORD.
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