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Acetaminophen Toxicity Nomogram Error:
Barkin’s Textbook of Pediatric Emergency
Medicine

Thomas Bartman, MD, PhD
Division of Neonatology
University of California, San Francisco
San Francisco, CA 94143-0734

To the Editor.—
While assisting in the management of a child with an acetaminophen overdose, an error in the nomogram used to help predict
the risk of acetaminophen toxicity was noted in Barkin’s Textbook of
Pediatric Emergency Medicine-Concepts and Clinical Practice, second
edition. The units of measure on both the left and right axis of the
Nomogram (page 538) are mislabeled (reversed). Use of this nomogram by an emergency medicine physician delayed institution
of lifesaving therapy.
The units on the left axis, “Acetaminophen plasma concentration (m per L)” with the numerical value of “0 –1000”, should be
labeled micrograms per mL (g/mL).
The units on the right axis, “Acetaminophen plasma concentration (g per mL)” with the numerical value “0 – 6000”, should
be labeled micromoles per liter (mol/L).
In addition, please note that the “probably toxic line” should go
from 200 g/mL at 4 hours to 50 g/mL at 12 hours.
We hope that this correction prevents an error in managing an
acetaminophen overdose.

Bruce Ruck, PharmD
Steven Marcus, MD
New Jersey Poison Information and Education System
Newark, NJ 07112

Newborn Circumcision and Urinary Tract
Infections
To the Editor.—
I commend Drs Schoen, Colby, and Ray for their recent article
that once again shows the vast majority (98%) of uncircumcised
males do not develop urinary tract infections (UTIs) in the first
year of life.1 Their data verifies that 52 circumcisions need to be
performed to prevent 1 UTI, and therefore 51 out of 52 circumcised males do not benefit from their circumcision but instead only
suffer pain and permanent disfigurement of their genitalia.
I also applaud them for showing that the cost of a UTI in an
uncircumcised male averages $1179. Because the charge for a
circumcision in our hospital is $382 (a reasonable amount given
physician time for the circumcision including getting consent and
checking for bleeding later, nursing time, lidocaine and EMLA,
sterilization of equipment, and use of nursery space), the cost to
perform 52 circumcisions is $19 864, making routine circumcision
to prevent UTIs 17 times more expensive than treating the exceedingly rare UTI and its sequelae.
Once again, looking at the data with logic and an unbiased eye
confirms that routine neonatal circumcisions should not be performed.
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To the Editor.—
The article by Schoen et al1 discusses the need to present the
benefits of newborn circumcision. It is essential that parents be
fully informed before making a decision whether or not to circumcise their sons, and providing them with all the pertinent information is the responsibility of all health care providers.2 In discussing with parents the risks associated with circumcision, the
focus is heavily weighted on the problems and complications in
the immediate postoperative period, with some reference to the
benefits of reduced UTIs and penile cancer. I would like to expand
the discussion, beyond infancy and adulthood, to the complications of noncircumcision for the elderly dependent male and his
caregiver.
As clinical nurse specialist in an extended care facility caring
for an older male population, I would like to address the issue of
circumcision from the gerontological perspective. We assume that
parents make decisions about circumcision with the child’s best
interest in mind, but the information provided parents is inadequate because it does not address the question of what happens if
that person is unable to care for his own hygiene needs. The
geriatrics community has had little say and no input into the
information that is presented to parents at the time they are
deciding whether to circumcise their infant sons, yet the result of
this decision is played out daily in nursing homes, in long-term
care facilities, and in the homes of caregivers. Ultimately, it is the
geriatrics community that is faced with care issues when one can
no longer meet one’s own care needs. Therefore, the information
pediatricians present must include how this decision will affect
the care, well-being, and comfort of an older male 70 or 80 years
hence.
Good perineal-genital care for an uncircumcised male involves
retracting the foreskin to expose the glans or head of the penis,
washing and drying the glans, and replacing the foreskin. For
younger patients who are unable to care for themselves, as a result
of either trauma or disease, the need to have others perform this
intimate care is embarrassing and stressful. The procedure of
being cleaned is also emotionally difficult for the older uncircumcised patient. However, for the majority of older people who need
this hygiene care performed because of a dementing illness, the
reactions range from personally disturbing to disruptive behavior.
Frequently, the patient misinterprets the care and strikes out in
terror, kicking and scratching caregivers, whether family or nursing staff.
On the other hand, wives and daughters complain, in the
security of support groups, that they do not even attempt to keep
the patient clean, as their efforts are interpreted as an invitation of
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sexual activity. Thus, hygiene then becomes inadequate or nonexistent, a setup for inflammation and phimosis. As the population
ages and more families are called on either to provide care or to
institutionalize a member of the family, we in the field of health
care must consider the effect of noncircumcision on all males and
provide information and advice to those making the decision
whether to circumcise an infant. Hopefully, that infant will grow
up and always be able to care for himself, but in discussing this
issue, we also need to consider the “what-ifs.”
The pediatric community has long been in the forefront of
preventive care. Pediatricians have led the way in educating the
public to the need for infant immunizations, the need for proper
diet and exercise, and the need for ongoing monitoring of growth
and behavior patterns that contribute to a healthy childhood and
adulthood. Among the aging, the fastest-growing segment of the
population are those about 80 years of age, and as health care
continues to improve, these numbers will continue to grow.
I suggest it is time to look at the decisions of circumcision as a
preventive health concern for the later years with all pediatricians
cognizant of how noncircumcision affects the elderly dependent
male and his caregiver. I strongly urge my health care colleagues
to include information from the gerontological perspective when
providing information to parents contemplating circumcision.

Ruth Frank, RN, CS
VA Medical Center
Durham, NC 27705
REFERENCES
1. Schoen EJ, Wiswell TE, Moses S. New policy on circumcision— cause
for concern. Pediatrics. 2000:105:620 – 623
2. AAP Task Force on Circumcision. Circumcision debate. Pediatrics. 2000:
105:641– 642

To the Editor.—
The recent article by Schoen et al1 adds little that is new to the
body of work on increased UTIs in uncircumcised males, as noted
in the excellent commentary by Wiswell, the originator of this line
of investigation, which appears in the same issue.2
But as always, Dr Schoen persists in his advocacy of universal
male circumcision. I note with interest that Dr Wiswell’s commentary does not discuss this aspect of the article by Schoen et al, so
I will take this opportunity to point out some issues.
Dr Schoen gives us an analysis of the cost of early UTIs in
uncircumcised males, and, yes, there is a significant cost, but he
fails to analyze the situation in reverse—the cost of circumcising
all males in relation to savings from preventing UTIs and serious
complications.
Assume for the sake of argument the worst case of 10% bacteremia, quoted in Wiswell’s commentary,2 as the highest likely
complication rate, or about 13 of the 14 893 males in the original
cohort (note that the actual number of proven bacteremia cases in
the Schoen study is 2). Also assume a conservative cost of $100 for
each circumcision (including no costs for complications after circumcision). Over $1.48 million would be spent to prevent 129 total
preventable UTIs (without congenital anomalies) and 12 to 13
cases of potentially serious complications with a total short-term
treatment cost of $155 628 (cost of the care for the 3 congenital
anomaly cases not excluded). This means for each UTI prevented
by universal circumcision, the cost is $11 545! For each complicated case averted, the cost is $114 561! With universal circumcision, the cost of averting a single complication is on par with total
short-term cost of care for all UTIs in the uncircumcised.
Before such an approach can even be considered, one must ask
if any alternative is more effective in reducing complications. Dr
Wiswell’s comments on more aggressive screening of febrile infants, at least for those ⬍6 months of age, for UTI is one such
approach.2
Two other possible approaches also need study:
1. Dipstick urine screening of uncircumcised males at 1-, 2-, and
4-month well visits.
2. A far simpler “surgical” procedure— using a probe to free
foreskin adhesions, allowing more retraction of the newborn
foreskin to facilitate hygiene.

All 3 options above are likely to be far more cost-effective than
universal circumcision, and also preserve the penile foreskin.
Until it is determined that any of these alternative approaches
will not reduce the rate of UTIs and complications from them in
young uncircumcised males, Dr Schoen’s continued insistence on
universal male circumcision makes no more sense than the other
favorite operation of the 1950s—the ubiquitous tonsillectomy. I
will go further and opine that advocating any surgical procedure
be universal is counterintuitive and highly unlikely to meet reasonable cost-effectiveness criteria.
From a “medical necessity” point of view, circumcision must be
considered a cosmetic procedure, not a medically justified operation.

John M. Goldenring, MD, MPH, FAAP
San Diego, CA 92131
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To the Editor.—
Recent studies by Schoen et al1,2 made use of the extensive
database at Kaiser Permanente Medical Care Program of Northern
California. Numerous potential confounding epidemiologic factors were not taken into consideration in the analysis of the
possible association between circumcision status and either UTI or
penile cancer.
With the Kaiser database that could have controlled for these
factors, we were disappointed that the investigators chose to
provide only a case series1 and a comparison of raw data.2
The incidence of UTI is influenced by rooming in,3 race,4 breastfeeding,5–7 prenatal maternal UTI,8 level of parental education,9
hygienic practices,10 previously bacterial or viral infection,7 previous course of antibiotic,7 premature birth,11–13 urine collection
method,14 –16 and diagnostic criteria.17 Whether neonatal circumcision fits in among these factors has yet to be adequately addressed. A Canadian study eliminated infants with perinatal problems and controlled for socioeconomic status. The association
between a normal foreskin and UTI was lower than reported in
other studies.18 Controlling for other confounding factors might
prove there is no association between the normal foreskin and
UTI.
Penile cancer has been linked to genital warts, number of sexual
partners, smoking, and penile rashes.19 Schoen et al could have
used their database to establish cohort controls, matched for year
of birth, race, and socioeconomic status. Because the neonatal
circumcision rate steadily increased during the early part of the
20th century, it is impossible to render useful information from a
case series without matched controls.
The claims made by the authors exaggerate what their study
design permits. We encourage Schoen et al to revisit their database
and look forward to further analysis.

Christopher J. Cold, MD
Marshfield, WI 54449-5795
Michelle R. Storms, MD
Hazelhurst, WI
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To the Editor.—
As our general pediatric inpatient team was seeing patients, we
began a discussion concerning a 9-month-old uncircumcised male
hospitalized with his first episode of UTI. The parents of the child
had asked whether circumcision would have been beneficial in
preventing the occurrence of UTI. To answer the parent’s question, the team formed the clinical question: Among uncircumcised
male infants, what is the risk of UTI as compared with circumcised
males and what are the associated costs/benefits of such intervention?
A search was performed using PubMed1 and the keywords
“UTI, uncircumcised, and children.” In our search of the literature,
the article by Schoen et al2 was reviewed. On initial inspection,
this article seemed to provide overwhelming support of circumcision in decreasing the risk of UTI occurrence in male infants.
However, from a cost-effective standpoint, we found that the
savings from UTI prevention did not outweigh the cost of circumcision. According to the authors, the incidence of UTI in uncircumcised males is 1 in 39.6 control event rate (CER), as compared
with 1 in 439.5 for circumcised male infants experimental event
rate (EER). On further analysis of the data, we determined the
absolute risk reduction (ARR) to be only 0.0230 (see Tables 1 and
2 for calculations). Using this information we determined that the
number of male infants needing to be circumcised to prevent 1
episode of UTI was 43.5 (number needed to treat [NNT]). Using
the authors’ data that the cost of UTI is $1111 and our NNT of 43.5,
we calculated that to make circumcision a cost-effective measure

TABLE 1.
Data Analysis Using Schoen et al Data Determining
the Number of Males Circumcised to Prevent One UTI
Relative risk (RR) ⫽
Experimental event rate (EER)
22/9668
⫽
⫽ 0.090
Control event rate (CER)
132/5225
Absolute risk reduction (ARR) ⫽ CER ⫺ EER ⫽ 0.0253 ⫺
0.00228 ⫽ 0.0230
Number needed to treat (NNT) ⫽ 1/ARR ⫽ 1/0.0230 ⫽ 43.5
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TABLE 2.
Data Using Schoen et al Data Determining Number
of Males Circumcised to Prevent One Hospital Admission
Relative risk (RR) ⫽
4/9668
Experimental event rate (EER)
⫽
⫽ 0.057
Control event rate (CER)
38/5225
Absolute risk reduction (ARR) ⫽ CER ⫺ EER ⫽ 0.00727 ⫺
0.000414 ⫽ 0.00686
Number needed to treat (NNT) ⫽ 1/ARR ⫽ 1/0.00686 ⫽ 146

to decrease the incidence of UTI in males, the cost of circumcision
would have to be ⬎$25.54 per circumcision. This figure does not
include the cost of complications occurring in circumcision. Similarly, we applied this data analysis to determine that the number
of male infants needing to be circumcised to prevent 1 hospital
admission is 146.
Therefore, we conclude that although circumcision may be
beneficial in decreasing the likelihood of UTI occurrence in male
infants, it may be not a realistic or cost-effective strategy. We feel
that this further analysis of the data presented by Schoen et al is
needed to make a decision regarding the practice of performing
circumcisions with the goal of preventing UTIs.

N. Sethi
K. Schwierling
J. Kim
University of Cincinnati College of Medicine
Cincinnati, OH
K. Phelan, MD
J. Minzner, MD
S. Rao, MD
A. Poltrack, MD
Children’s Hospital Medical Center
Cincinnati, OH
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To the Editor.—
It’s always invigorating to see old warriors remount old war
horses. Dr Schoen, an unflagging advocate of routine male circumcision, is back, this time armed with statistics. Like the rest of
us in this buck-shaving era of primary care, he’s using dollars to
prove why he’s right. Let’s take a closer look.
Like the abortion issue, assaying the truth goes beyond dollars,
and circumcision policy isn’t resolvable with a ledger. America’s
habituation to routine circumcision is not less aberrant viewed
from a cost/benefit standpoint than it is looked at from a sociologic perspective. But, in terms of dollars expended, using Dr
Schoen’s current and credible figures, routine male circumcision is
indefensible from a cost/benefit standpoint, as a standard of newborn care.
Examining the impressive follow-up of the large number of
newborns studied, representing a contemporary population of
infants in which a large proportion (35%) of the male newborns
were not circumcised, Dr Schoen reiterates the figures first described by Wiswell et al: in the first year of life, baby boys born in
California who retain their foreskins experience a 10-fold increase
in UTI when compared with their circumcised peers.
Dr Schoen itemizes the cost of caring for 132 episodes of UTI in
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5225 uncircumcised males, and notes that the cost of caring for the
UTIs in the cohort of uncircumcised males exceeded the cost for
caring for all the UTIs in their uncircumcised peers. Well and
good. However, Dr Schoen doesn’t bother to price out the other
side of the circumcision coin.
Assuming it cost $250 to circumcise each boy, between supplies, nursing care, and physician charges, it cost $2 417 000 to
circumcise those 9668 baby boys, the 65% who experienced only
22 episodes of UTI. Assuming a 10-fold reduction in UTI incidence, 120 of the 132 cases of Schoen’s figure of $1111 for the cost
of caring for each male infant diagnosed with UTI, circumcising all
those boys who were left intact would have saved $133 320 in
male UTI care costs avoided. He fails to mention it would have
cost another $1 306 250 to do so. That’s—you bean counters—$8.33
spent on circumcision for every $1 of UTI care expense prevented.
Such a deal! Considering all the time, pain, and paperwork involved in routine circumcision in this country, it’s no wonder the
rest of the civilized world of medical care looks at us and just
shakes it head. And, unlike the money our obstetrician colleagues
waste on routine fetal monitoring, we can’t even blame it on the
lawyers.

James A. Canfield, MD, FAAP
Amherst Pediatrics
Amherst, NH 03031

In Reply.—
Dr Bartman comments on the fact that infant urinary tract
infections (IUTIs) develop in only 2% of uncircumcised male
infants. This statement implies that infant circumcision is not an
important health benefit because 98% of uncircumcised infants do
not get IUTIs.
If all infant boys in the United States were left uncircumcised,
that same annual incidence rate of 2% among 2 million newborn
boys would represent 40 000 cases of IUTI in this country annually, making IUTI one of the most preventable diseases occurring
in the first year of life.
Dr Bartman also states that circumcised men “suffer pain and
permanent disfigurement.” The 1999 American Academy of Pediatrics (AAP) Task Force Report on Circumcision1 documents that
local methods of pain relief are safe and effective. As for appearance, if we accept Dr Bartman’s assessment of the circumcised
penis, the United States is home to ⬎80 million permanently
disfigured boys and men (ie, 70% of 120 million males). A study of
sexually active women in middle America2 showed that about
75% preferred the circumcised penis, with 77% stating that it
looked “more natural” (2:11) The well-known California writer,
Anne Lamott (in her book Operating Instructions), decided to have
her son circumcised because of ease of cleanliness and better
appearance, believing that uncircumcised penises “look sort of
marsupial, or like little rodents stuck in garden hoses” (3:25).
Obviously, penile “beauty” versus “disfigurement” is in the eye of
the beholder.
In his cost calculations, Dr Bartman fails to consider the point
we thought we made clear. Our cost figures simply represent the
10-fold increased cost of IUTIs among uncircumcised boys during
the first year of life. Ours was not a cost-benefit study; such a
study would require determination of the lifetime medical benefits
of circumcision and would include calculation of the value of
circumcision’s preventive effects not only on IUTI in the first year
but on penile cancer, human immunodeficiency virus (HIV), certain other sexually transmitted diseases (STDs), balanoposthitis,
penile dermatoses, phimosis, and—most important— on the cost
of postneonatal circumcision done for whatever reason.
Circumcision done after the neonatal period costs about 10
times as much as newborn circumcision done in the nursery
before the infant is discharged from the hospital. At our Kaiser
Permanente (KP) hospitals, the cost of circumcision for a newborn
boy is about $200. (The figure cited by Dr Bartman—$382— did
not represent “costs” but instead represented “charges,” which
can amount to whatever the free market will bear). In the 3-year
period 1996 –1998, 573 postneonatal circumcisions were done in
KP-Northern California at a mean cost of $1921 each. During this
period, there were 11 149 uncircumcised newborn boys, a postneonatal circumcision rate of 9.9%. Our costs for neonatal and
postneonatal circumcision are consistent with data of Jayanthi et

al.4 In Finland, which has a national health care program in which
routine newborn circumcision is not done, in the period 1996
through 1998, 6438 postneonatal circumcisions were done (generally for phimosis or balanoposthitis), during which time there
were 90 607 newborn boys—a postneonatal circumcision rate of
7.1% (M. Gissler, personal communication, February 7, 2000, National Research and Development Centre for Welfare and Health
[STAKES], Helsinki, Finland).
The letters and calculations of Dr Goldenring, Dr Phelan and
his 2 medical students, and Dr Canfield also confuse “cost differential” for treating IUTI in the first year of life with “cost benefit”
of neonatal circumcision realized over a lifetime.
Despite the high risk ratios (RR) for invasive penile cancer and
IUTI, Drs Cold and Storm raise the question of confounding
factors. In studying IUTI and invasive penile cancer, all of the
work comparing uncircumcised and circumcised men has found
increased risk of disease in uncircumcised men. In cases of IUTI,
the RR in uncircumcised men has varied from 3 to ⬎50 times; and
in cases of invasive penile cancer, the RR in uncircumcised men
has varied from 3 times to an overwhelming multiple.5 Drs Cold
and Storm chose studies with the lowest RR (ie, RR of about 3) in
both conditions as examples of the effects of confounders.
A 300% increased risk is clinically significant, but both of the
studies chosen by Drs Cold and Storm are flawed in a way that
could explain the lower RR reported in those studies than in other
studies. Dr. Thomas Newman of the University of California, San
Francisco, found that IUTI is underdiagnosed because of failure of
clinicians to obtain urinalysis in febrile infants.6 Thus, a notable
observation is that easy access to laboratory facilities characterized
the studies that showed the greatest preventive effects of circumcision against IUTI: a US military study,7 a study done in a large
health maintenance organization,8 and a study done in an emergency department.9 In contrast, in the study by To et al10—which
reported the experience of multiple providers in various practice
settings—poor laboratory availability could have led to underestimation of IUTI incidence.
Our data clearly showed the invalidity of combining carcinoma
in situ, a benign condition, with invasive penile cancer, a devastating disease: our comparison of uncircumcised and circumcised
men showed an RR of 22 for invasive penile cancer and an RR of
only 3 for carcinoma in situ.5 In Maden’s study of penile cancer,11
carcinoma in situ and invasive penile cancer were analyzed together.
The comments of Ms Frank, a nurse at the Veterans Administration Medical Center, raise the issue of genital hygiene later in
life. These comments supplement what we know about infant
hygiene, ie, that proper cleaning of the penis of an infant or a
young boy can be difficult because the foreskin may not physiologically separate from the glans for months— or even years—and
thus may leave secretions and bacteria trapped. In men (especially
many elderly men) who are physically unable to care for themselves, inadequate hygiene in the presence of a foreskin can result
in major mechanical and psychologic problems. We should thus
be grateful to Ms Frank for another reminder that in evaluating
both the overall health value and cost benefits of newborn circumcision, we must consider a lifetime of preventable health effects.
These include the combined effects of IUTIs in infancy; HIV and
other STD infections in young adults; penile cancer in older adults;
and phimosis, balanoposthitis, penile dermatoses, and genital hygiene in boys and men of all ages.

Edgar J. Schoen, MD
Kaiser Permanente Medical Center
Oakland, CA 94611-5693
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Aspirin and Reye’s Syndrome

fever and respiratory assessment. In our daily practice, we totally
agree with Dr Fischer to consider that, even in France, acetaminophen is the best choice to treat fever (when needed) in children.
Ibuprofen should also be recommended now as the second intention drug to treat viral respiratory tract infections (when needed)
in children.

Dominique Ploin, MD, PhD
Daniel Floret, MD
Service d’Urgence et de Réanimation Pédiatrique
Hôpital Edouard Herriot Place d’Arsonval
F-69437 Lyon Cedex 03, France
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To the Editor.—
The study reported by Ploin et al1 was well-designed, wellexecuted, and clearly demonstrated the equivalent effect of albuterol given with a spacer device and with a nebulizer. A small
detail caught my eye, and may have bothered other North American pediatricians practicing since at least the 1970s, namely the
administration of aspirin to febrile children with viral infections.
The literature on Reye’s syndrome, recently summarized in editorials by Monto2 and by Sarnaik,3 is virtually unanimous that
aspirin is a major risk factor for developing Reye’s syndrome,
especially in the presence of a viral illness.
If—and it is a major “if”—fevers of ⱖ38.0°C need treatment and
do not respond to acetaminophen, ibuprofen is a safer choice.

Howard Fischer, MD
Wayne State University School of Medicine
Department of Pediatrics
Detroit, MI 48201
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In Reply.—
Reye’s syndrome has been related to aspirin intake in children,
but the definitive causal relationship is still lacking. As Orlowski1
demonstrated in 1999, most cases of what would have been called
Reye’s syndrome in the 1970s and 1980s were actually cases of
inborn error of metabolism.
Aspirin remained the first intention antipyretic drug in France
until the 1980s (71%), but since then, many French clinicians began
to follow the conclusions of American epidemiologic studies. Between 1981 and 1992, the use of aspirin decreased dramatically
(⫺51%) in children with chickenpox or influenza-like syndrome.2
A French national survey (November 1995–October 1996) showed
that among 11 289 133 children ⬍15 years old, incidence was 15
cases (metabolic disorder in 5 children, unexplained Reye’s syndrome in 9 children, no investigations in 1 child).3 The Agence
Française du Médicament (French Medication Agency) recommended then that aspirin should not be used in chickenpox and
influenza-like syndrome but recommendations didn’t concern
bacterial infections such as otitis media.
In our clinical trial, febrile children were systematically treated
with 1 or 2 antipyretic drugs to minimize the interference between
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A Nontraumatic and Inexpensive Clinical
Maneuver to Check Nasal Patency at Birth
To the Editor.—
Neonates are preferential nasal breathers, and nasal obstruction
at birth can cause central cyclic cyanosis and represents a potentially life-threatening condition.1 Causes of neonatal nasal obstruction include choanal atresia, nasal septum deviation, hematoma,
enkephalocele, etc. Checking choanal patency is then a mandatory
routine in the delivery room introducing through each nostril a
6-Fr, side-opened catheter.2 However, the catheter may harm the
nasal mucosa, and it is a medical cost to be added to the 10-Fr
catheter recommended for suctioning secretions through the
mouth.3
At the delivery room unit of our Neonatology Division where
we attend ⬎3000 deliveries per year, we perform a simple clinical
maneuver to check choanal patency. With her/his left little finger,
the examiner gently keeps the newborn’s mouth closed while the
thumb obstructs without compressing the left nostril. The stethoscope’s membrane is held by the right hand just under the right
nostril. The gentle sound of air flowing out of the tested nare then
becomes clearly audible. This maneuver is then repeated on the
opposite side. We anecdotally report that in the last 2 years the
“nasal air-flow test” has never failed to demonstrate choanal
patency even when, in 2 cases, not only the 6-Fr catheters but also
the thinner and softer (but more expensive) nasojejunal feeding
tubes had failed to probe the newborn’s nares. Delivery room
baby examiners might find this simple test—to which, to the best
of our knowledge, there is no previous reference in the literature—a practical aid in their clinical work.

Antonio Capasso, MD
Letizia Capasso, MD
Francesco Raimondi, MD
Domenico Perri, MD
Roberto Paludetto, MD
Division of Neonatology
Department of Pediatrics
University “Federico II”
Naples, Italy
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Motor Vehicles for Teenagers
To the Editor.—

Retinopathy of Prematurity: Taking the Next Step
To the Editor.—
Present understanding of the pathogenesis of retinopathy of
prematurity (ROP) can be summarized in describing preproliferative and proliferative stages of the disease process. The preproliferative stages probably involve actual or relative hyperoxic and
perhaps hypoxic and ischemic injury of and hypercarbia-induced
barotrauma to immature retinal capillaries, resulting in shunt
formation. An arrest in peripheral retinal vessel development
occurs. The inner portion of the peripheral avascular retina (PAR),
presumably attributable to an oxygen deficit, begins to elaborate
factors that promote neovasculogenesis, thus ushering in the proliferative stages of the disease. With continued progression, fronds
of aberrant blood vessels flourish and grow into the vitreous along
with myofibroblasts. Contraction of these vascular complexes results in traction retinal detachment.
Knowledge of the pathogenesis of ROP, as understood today,
allows for the identification of potential modalities of medical
therapy to ameliorate the disease. Indeed, the conceptual basis for
performing cryotherapy is to eliminate the potential of the PAR to
elaborate factors that stimulate aberrant vessel growth. Similarly,
the idea of maintaining a higher blood oxygen saturation for the
ROP-affected infant in the STOP-ROP Study1 was to raise the
tissue oxygen level of the inner PAR, which it was hoped would
halt the formation of neovascular attracting factors2 by this tissue.
The marginal results obtained were somewhat disappointing but
may be explained by a number of factors, not the least of which
were waiting for prethreshold disease to enroll study patients and
the physiologic instability of many very low birth weight preterm
infants. The study did apparently establish the safety of the prescribed oxygen therapy, when used according to the study protocol. Could starting the oxygen therapy earlier in the disease process have improved outcome?
It is probable that whenever oxygen therapy is started in the
proliferative stages of ROP, that time will be required to “quiet
down” the undesirable biochemical reactions in the PAR. To “buy
this time,” an agent that might directly retard neovascularization
and fibroplasia could be simultaneously administered. Such an
agent may very well be D-alpha-Tocopherol (DAT) provided in
doses to achieve pharmacologic blood levels.3 DAT used in this
manner has been shown not to carry an increased risk for sepsis
and necrotizing enterocolitis after an age of 8 postnatal weeks.3
As previously suggested,4 new or combinations of medical
treatments may yet allow for improved outcomes in ROP. Adequate suppression of neovascularization to allow for spontaneous
retinal repair in ROP may yet be achievable. Now is the time to
consider additional basic science studies and potential future clinical trials involving single or combinations of therapies to halt
ROP pathogenesis.

Gerald H. Katzman, MD
Midwest Health Center
Dearborn, MI 48126
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Most parents have concerns for the safety of their teenage
children as they approach the age of 16 years and the prospect of
driving a car. Several factors play a role in the risk of death and
injury from vehicle crashes for teen drivers, including the experience, maturity, and ability of the driver, as well as the safety of the
vehicle itself. As a society, we try to assure safety with laws and
rules that govern driver education, testing, licensing, alcohol and
drug use, curfews, and seatbelt use. As parents, we try to support
these rules and reinforce responsible behavior behind the wheel.
One other area in which we, as parents, have an important role is
in the choice of the vehicle which our teens drive. A survey by
Rivara et al1 showed that more than 30% of parents indicated that
the family would buy an additional vehicle for their teenagers to
drive. I would like to relate my experience with three teen drivers
(my children) and an approach which influenced their buying a
safer car.
After beginning to drive, each of my children became interested
in having a car of his/her own, and each had worked to save
money to be able to buy a used car. Each began with aspirations
of buying a small sports car or a small, open-air, sport utility
vehicle, almost all of which are less safe than larger sedans,2,3
which my teenagers would not consider for purchase. I offered to
assist in buying a vehicle for each of my children, if they would
choose safer ones. Economic incentives and data from the Insurance Institute for Highway Safety (IIHS) offered a mechanism for
me to guide my teenage children toward cars which may be safer.
IIHS has published driver death rates for many makes and
models of recent vehicles.4 A score is calculated based on the
actual death rate of drivers per 10 000 registered vehicles for more
than 140 different vehicles of recent model years, usually 3 to 7
years old. A score of 100 is assigned for the average driver death
rate; 200 is twice the average, 50 is half the average, etc. Our family
agreement was that our teen would contribute the percentage of
the price of the vehicle, which was equal to the IIHS score for that
vehicle (ie, the lower the score, the lower the percentage the teen
would have to contribute). From that point forward, none of my
children even considered buying vehicles with scores approaching
100 or more. After considerable study, one of my children discovered that a previous IIHS report had found that the Volvo 240
series (1990 –1992) had a score of 0. That is, for a full year, there
were no driver deaths reported for these vehicle model years5; this
meant that he would have to pay nothing for the car. So that he
would be making some contribution to the purchase, we agreed to
use a more recent issue of the IIHS driver death rate comparisons,
in which the Volvo received a score of 10, meaning that he would
pay 10%, and I would pay the rest. The result of this program is
that each of my three children has eventually come to the same
conclusion, and each now is the proud owner of a Volvo 240,
and there has been no complaining.
There is no way to determine which vehicle is truly the “safest,”5 and driver death rates are a reflection of some combination
of vehicle factors and the type of person who drives such vehicle.
Nevertheless, it is probably a reasonable approximation for the
crashworthiness of the vehicle. Other measures of vehicle safety,
which should be used to choose a safer vehicle, include size, crash
test results, and presence of other safety features, such as airbags.
Many parents cannot afford to contribute to the purchase of a
vehicle for their teenager. However, among the 30⫹% who may
purchase one,1 a program to link the amount of parental contribution to the safety of the vehicle may have merit in guiding
teens toward safer vehicle. It certainly had that effect in our
family.

Gregory R. Istre, MD, FAAP
Dallas, TX 75240
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HIGH-TECH STEALTH BEING USED TO SWAY DOCTOR
PRESCRIPTIONS

Prescriber profiles are the centerpiece of an increasingly vigorous—and apparently successful— effort by drug makers to sway doctors’ prescribing habits. To
create them, pharmaceutical marketers are buying information from pharmacies,
the federal government, and the American Medical Association, which generates
$20 million in annual income by selling biographies of every American doctor . . .
Of the $13.9 billion that the drug companies spent promoting their products last
year, 87%, or about $12 billion, was aimed at doctors and the small group of nurse
practitioners and physicians’ assistants who can prescribe some medications, about
1 million prescribers all told.

Stolberg SG, Gerth J. New York Times. November 16, 2000

Noted by JFL, MD
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