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Chair’s Letter
Greetings SOID Members and Chapter Leadership! This will certainly be a winter to remember,
especially for those of us in the South. Here in Augusta, GA, we were the epicenter for a major ice
storm, possibly the worst winter storm in local history, ultimately resulting in the loss of the famous
Eisenhower Loblolly Pine Tree at Augusta National. Hundreds of thousands of families lost power.
We also had an earthquake (4.1 on Richter scale) just after many of us had power restored.
I would like to update you on the status of interprofessional telephone consult CPT codes, an
effort initially championed by the SOID. In 2012, the American Academy of Pediatrics (AAP), in
conjunction with several other professional organizations, was able to get four proposed interprofessional telephone consult codes approved by the AMA CPT Editorial Panel and, ultimately, each code was
awarded relative value units (RVUs) based on time and effort, following a meeting with the AMA Specialty Society
Relative Value Scale Update Committee (RUC) in October, 2012. These codes, along with other codes and RVU
changes from that meeting, were then forwarded to the Center for Medicare and Medicaid Services (CMS) for their
evaluation and assessment. In late 2013, CMS officially responded and assigned the 4 interprofessional telephone
consult codes to a “B” (bundled) status. It was clear from my reading of their report, as well as the interpretation of
others at the AAP, that CMS did not fully understand that these codes were for physician to physician telephone
consults for which the physician, being consulted (frequently a pediatric ID specialist!), is unable to bill for the
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service (telephone consult) or collect RVUs for the effort expended. As I have indicated previously, based upon an SOID
survey done in 2010-2011, our members indicate that these types of telephone consults are an extremely common
occurrence. Some members reported doing >50 telephone consults/month and also reported that only one-third or
less of these calls result in a formal consult (face to face visit with the patient). Earlier this year (2014) the AAP, with
input from me as well as several others, sent a letter to CMS expressing “profound disappointment” with the CMS
decision concerning interprofessional telephone consultation codes and requested that this decision be reviewed.
While it is highly unlikely that CMS will grant these codes “A” (active) status, especially since Medicare dropped
paying for inpatient and outpatient consultation codes in 2010, we are hoping for a change from “B” to “N” (non-active,
meaning not covered by CMS). This change would: mean no CMS-related reimbursement, but this activity could be
covered by private insurers; and, while not reimbursed financially, a change to “N” status allows physicians to utilize
assigned RVU’s for these codes, demonstrating effort for the work provided. I hope to have further information for
SOID members later this calendar year on this important topic.
While October, 2014, is still >6 months away, I wanted to be sure you are aware that the SOID will be sponsoring
12 infectious disease related sessions at the AAP National Conference and Exhibition (NCE) in San Diego, CA. SOID
will also be participating in two joint educational sessions. One of these sessions will be with the Section on Perinatal
Medicine and the other with the Section in Allergy and Immunology. You can access this information on the SOID
website at: http://www.aap.org/en-us/about-the-aap/Committees-Councils-Sections/Section-on-infectiousdiseases/Pages/NCE-ID-Sessions.aspx
Each spring I have the sad task of saying good-bye to another exceptional pediatric ID fellow-in-training who has
been a member of the SOID Executive Committee. Since joining the SOID Executive Committee in 2012, besides
contributing an article in AAP News, attending a session at NCE with me for the Section on Medical Students,
Residents and Training Fellows to discuss a career in pediatric ID, Andrea Hahn, M.D., has also contributed to the SOID
by volunteering on the PID workforce survey planning group, attending advocacy training in Washington D.C.,
co-developing a Pedialink online module regarding C. difficile as part of a Challenging Cases in ID series and
developing a web page devoted to fellows-in-training. We wish Andrea all the best as she finishes her Pediatric ID
fellowship.
Two additional fellows-in-training, Annabelle de St. Maurice and Leena Bhattacharya-Mithal, will be continuing their
activities on behalf of the SOID as members of the SOID Executive Committee and SOID Subcommittee on Education
respectively. A new fellow-in-training to replace Dr. Hahn will be selected later this year and will attend his/her first
meeting in October.
The Executive Committee and I want to get to know better the interests and expertise of our members especially our
board-certified pediatric ID members. To that end, we invite you to respond to a short 8-question survey at:
https://www.surveymonkey.com/s/JTJKMTT The SOID Executive Committee is relatively small and is comprised
of both trained pediatric ID specialists and general pediatricians with interests in ID. Among other activities, each year
the SOID Executive Committee is asked to review and comment upon dozens of AAP Statements, textbook materials
and other items produced in conjunction with various AAP Committees, Councils and Sections, as well as writing
an annual article for AAP News. This survey will give SOID members an opportunity to identify those areas of ID where
they may wish to volunteer their expertise such as reviewing certain textbook chapters, writing something for the SOID
Newsletter or AAP News, etc. For those members who want a more active role in the SOID, this survey ought to
provide us the means to better identify your interests and to contact you, individually, as opportunities arise.
Finally, let me close by alerting you to some important information concerning some upcoming Clinical Reports
planned for Pediatrics. This summer, a Clinical Report on anthrax will be published in Pediatrics. While anthrax may
not yet be on your daily “radar”, and, hopefully, you will not ever need to urgently refer to this article (meaning that
Continued on Page 3
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no bioterrorism event has occurred), the Executive Summary and Clinical Report on anthrax are superbly done, and
full of information which could help you could save the lives of children exposed to this organism and its toxins. The
Committee on Infectious Disease is also working on two Clinical Reports of increasing importance in Pediatrics:
1) infections associated with biological response modifiers (such as rituximab); and 2) interferon gamma receptor
assays, IGRAs, and their role in helping identify children with infection caused by Mycobacterium tuberculosis. I would
also like to take this opportunity to congratulate Mike Brady for his outstanding leadership of the COID. Dr. Brady
will be completing his tenure as the Chair of COID at the end of June, 2014, and Carrie Byington, who has served as
Vice-Chair on the COID, will assume the Chair responsibilities.
Enjoy the upcoming spring and summer. Please let Suzanne Kirkwood (skirkwood@aap.org) or me
(DMURRAY@gru.edu) know if you have ideas, concerns or questions pertinent to our organization, the SOID!
Until the fall, thanks for your interest and support.
Dennis L. Murray, MD, FAAP, FIDSA
Professor, Department of Pediatrics
Chief, Pediatric Infectious Diseases
Georgia Regents University
And
Chair, AAP SOID

Welcome to our New SOID Members
If you know of others who might be interested in joining the Academy and the Section please have them call
1-800-433-9016 ext 5885 or go to WWW.AAP.ORG. The link entitled Member Benefits will take them to an application.
Current Academy members may join the Section by accessing the online application (member ID and login required)
at: HTTP://WWW.AAP.ORG/EN-US/ABOUT-THE-AAP/COMMITTEES-COUNCILS-SECTIONS/PAGES/
COUNCIL-SECTION-MEMBERSHIP.ASPX For a list of our newest SOID members go to:
http://www2.aap.org/attachments/Welcome_to_our_New_SOID_Members.docx

Federal Affairs Academic and Subspecialties Report
The AAP Department of Federal Affairs has released its Washington Report on academic and subspecialty advocacy.
The report lays out major projects related to pediatric subspecialists and researchers including AAP’s advocacy
work related to health reform implementation, changes in physician payments, pediatric drugs and devices
and the recent government shutdown. The report is available online at: http://www.aap.org/en-us/my-aap/advocacy/Documents/Academic_and_Subspecialty_Advocacy_Washington_Report_February_2014.pdf?
nfstatus=200&nftoken=497ba4e4-8a40-4c80-b2dc-a5d8f6495188&nfstatusdescription=Set+the+cookie+token
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ID Training Fellows Column
Andrea Hahn, MD, FAAP, SOID Training Fellow Liaison
Andrea.Hahn@cchmc.org
Annabelle de St. Maurice, MD, FAAP, SOID Training Fellow Liaison
annabelle.dest.maurice@vanderbilt.edu

As training fellow liaisons on the SOID Executive Committee, we have opportunities to assist in moving forward the
Section’s strategic initiatives. Among these are:
Education
The SOID training fellow liaisons have been involved with creating the Challenging Cases in Pediatric Infectious Disease
series for Pedialink, the online center for lifelong learning created by the AAP. The first subject area being tackled
is Clostridium difficile infection. The goal of the course is to address some potential gaps in knowledge about the
disease for the general pediatrician. Specifically, we hope to focus on the following areas: 1) lack of knowledge that
C. difficile is becoming a common cause of diarrheal disease in children that can affect children from 1-2 years of
age and older; 2) confusion regarding the methods to diagnose the infection; 3) the lack of need to “test for cure”;
3) appropriate treatment regimens for the infection; 4) lack of knowledge regarding changes in the at-risk group; and
5) the current recommendations regarding the diagnosis and management of children with C. difficile. Through this
course, we hope to familiarize the learner with the etiologies of C. difficile, the age groups at risk and the appropriate
methods of diagnosis and treatment. Future content areas in the series will include pertussis, travel medicine, and
vaccine hesitancy.
PID Workforce
The SOID training fellow liaisons have also been involved with the Pediatric Infectious Diseases Workforce Survey, a
collaborative effort between the AAP SOID and the Pediatric Infectious Diseases Society (PIDS). The workforce survey committee has been meeting monthly since September, 2013 and hope to launch the survey mid-2014.
One of our goals for this upcoming year is to identify ways to promote pediatric infectious diseases as a career to
medical students and residents. The SOID and PIDS convened a conference call in March to discuss this issue and
will be working together on various types of communications targeting medical students and residents.
Advocacy
This March, Annabelle de St. Maurice attended the Global Immunization Advocacy Day in Washington D.C.
sponsored by the Federal Affairs Department of the AAP.
Some thoughts on the Global Advocacy Day….
The opportunity to join over 20 other pediatricians from other districts and to learn about issues affecting funding
for international maternal child health programs and global immunizations provided important information as we
learned how best to advocate for children. Specifically, funding for USAID, CDC and GAVI (Global Alliance for Vaccines
and Immunization) were discussed. In the president’s current budget proposal, funding for international maternal
child health programs is being re-directed to increase funding for GAVI and will thus lead to a decrease in funding
for maternal child health programs. While providing monetary support for vaccines through GAVI is important, it is
also important that there is compensatory financial support for an infrastructure to improve vaccine delivery and other
maternal child health programs. In addition to asking for an increase in funding for USAID, we requested an increase
in funding for CDC’s Global Immunization efforts. I met with the legislative staff of several Tennessee offices to
discuss these issues. The emphasis of our discussions was on how global immunization efforts can improve health
globally and locally given the increase in international travel and immigration into the US.
Continued on Page 5
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Given my interest in international medicine, health policy and vaccine preventable illnesses, I found the program very
rewarding. Meeting people from other sections and subspecialties who are involved in advocacy and vaccine work
was inspiring. My goal is to use the advocacy skills and knowledge developed at the conference to continue to work
with state and national legislators to improve vaccine coverage and child health through policy development. If you
have the opportunity, I would highly recommend participation in a future advocacy training session.

SOID Travel Grant Awards
One of the roles of the SOID is to promote the education of those physicians interested in infectious diseases. We are
pleased to be able to offer NCE travel grants to residents or fellows in training with an interest in infectious diseases.
Residents and ID Training Fellows may apply for the travel grant through Friday, May 16, 2014 by completing the request
form at: http://www.aap.org/en-us/about-the-aap/Committees-Councils-Sections/Section-on-infectiousdiseases/Pages/Travel-Grants.aspx

Use individual VIS in place of multi-vaccine VIS
On March 5, the Centers for Disease Control and Prevention (CDC) announced that the pediatric multi-vaccine
VIS should not be used, as it is being updated to reflect current ACIP recommendations. A revised version should be
available by mid-2014. CDC requests that physicians do not use any copies of the 11/16/12 multi-vaccine VIS that they
may have in stock. Instead, use the individual current VISs as indicated for DTaP, Hib, hepatitis B, IPV, PCV13, and
rotavirus vaccination. A notice is posted on the CDC website: http://www.cdc.gov/vaccines/hcp/vis/index.html

Pediatric Preparedness Resources
The American Academy of Pediatrics (AAP) Disaster Preparedness Advisory Council (DPAC) is pleased to provide you
with information on its priority activities. The most recent newsletters can be found at: http://www.aap.org/
en-us/advocacy-and-policy/aap-health-initiatives/Children-and-Disasters/Pages/Contact-Network.aspx
The Pediatric Preparedness Resource Kit (http://www.aap.org/en-us/advocacy-and-policy/aap-healthinitiatives/Children-and-Disasters/Pages/Pediatric-Preparedness-Resource-Kit.aspx) promotes collaborative
discussions and decision-making among pediatric and public health leaders about pediatric preparedness planning.
Specifically, the kit aims to increase state- and community-level preparedness efforts regarding how best to address
children’s needs. The strategies shared in this resource are designed to stimulate action and inspire you to take steps
to form key partnerships and improve day-to-day emergency readiness for children in your area.
The Preparedness Checklist for Pediatric Practices (http://www.aap.org/en-us/advocacy-and-policy/aap-healthinitiatives/Children-and-Disasters/Documents/PedPreparednessChecklist1b.pdf) offers steps that pediatricians
or their practice staff can take to improve office preparedness. This checklist will allow for advanced preparedness
planning that can mitigate risk, ensure financial stability, strengthen the medical home, and help promote the health
of children in the community. The checklist also offers strategies on keeping vaccines safe during an emergency as
well as steps to promote professional self-care.
For more information on the DPAC, including a list of members and liaisons visit AAP Disaster Preparedness
Advisory Council at: http://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Children-andDisasters/Pages/Disaster-Preparedness-Advisory-Council.aspx
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Review of the Recent Infectious Disease Literature
These summaries and commentaries are completed by volunteer Contributing Editors from the SOID. Each is
responsible for reviewing the current infectious disease literature for several journals. They select an interesting
article and present it for your review to help keep you current on various issues.

Pasipanodya J, McIlleron H, Burger A et al. Serum Drug Concentrations Predictive of Pulmonary Tuberculosis
Outcomes. The Journal of Infectious Diseases 2013; 208:1464-73
Reviewed by: Jane Gould, MD, FAAP, Associate Professor of Pediatrics, Drexel University College of Medicine, Hospital
Epidemiologist, Attending Physician, Section of Infectious Diseases, St. Christopher’s Hospital for Children, Philadelphia,
PA
This prospective clinical and pharmacokinetic study conducted in South Africa sought to determine if microbiologic
failure and acquired drug resistance in patients with active pulmonary tuberculosis (TB) is primarily a result of low
drug concentrations and to identify what drug concentrations are predictive of clinical outcome. Data were collected
from 142 patients >16 years of age with active pulmonary tuberculosis who were initially treated with standard doses
of isoniazid (INH), rifampin, pyrazinamide and ethambutol and who had no evidence of primary drug resistance
based upon direct sensitivity testing. All patients were hospitalized for the entire 2 month induction phase under direct
supervision so regimen adherence was guaranteed. Pharmacokinetic parameters of INH, rifampin and pyrazinamide
were obtained for each patient under fasting conditions and each patient was followed for 2 years for poor outcome
such as microbiologic failure (inability to attain sputum smear conversion during the initial 6 months of treatment
with the secondary outcome being the 2-month sputum culture conversion), death or relapse. Data was analyzed using
classification and regression tree analysis (CART) to identify and rank predictors of poor outcome. Results revealed
that drug concentrations and pharmacokinetics varied widely between patients and that poor outcomes were
encountered overall in 25% of patients (19 relapsed, 15 died and 2 had therapy failure). Approximately 2% of all patients
acquired drug resistance and 0.7% acquired drug resistance prior to the third month of therapy, with all of those
patients being adherent to the drug regimen. Eleven percent did not convert their sputum cultures to negative after
2 months of treatment, with 93% of those having low pyrazinamide peak concentrations (CI 70-99%). The highest
predictor of 2 month sputum conversion among all clinical factors examined was pyrazinamide peak concentration.
Predictors of poor long term outcome according to rank of importance were a pyrazinamide 24-hour area under the
concentration–time curve (AUC) < 363 mg.h/L, rifampin AUC < 13 mg.h/L and INH AUC < 52 mg.h/L. Researchers
could predict poor outcome with the AUC of at least one drug below the identified threshold (OR= 14.14; 95% CI 4.0849.08). Low rifampin and INH peak and AUC concentrations preceded all cases of acquired drug resistance.
Reviewer’s Commentary:
The current belief that first line drugs for TB such as INH, rifampin, pyrazinamide and ethambutol have relatively
predictable pharmacokinetics is probably not correct. Several studies, including this one, have demonstrated wide
inter-patient pharmacokinetic variability for these drugs. This study has demonstrated that this variability leads to
a proportion of patients who have suboptimal drug concentrations associated with a poor clinical outcome. It has
been previously demonstrated that drug AUCs are strongly associated with efficacy of first line anti-TB drugs in
preclinical models, but several previous studies attempting to relate drug concentrations to TB outcomes have
obtained conflicting results. This study has now clearly demonstrated a direct relationship between poor drug
concentrations in those with pulmonary TB and poor clinical outcome. The study had a few limitations, mostly related
to the generalizability of the findings. For example, the study was conducted in Sourth Africa, where there is a very
high TB disease burden, a 2 month sputum conversion of only 50-70%, and where acquired drug resistance is a major
problem. Additionally, 10% of the study population were HIV-infected. The recurrance rate was 64%, and only pulmonary TB patients were studied. The authors duly note that for TB disease of different organs, drug concentration
cutoff values will need to be determined since drug penetration into other organs is likely to affect serum
concentrations. Once this is known, serum drug concentrations can serve as a surrogate for drug concentrations at
the site of action. TB care in the U.S is guideline-driven, with the underlying assumption that if the patient is drug
adherent then they will be cured; however, recent data is challenging this “one shoe fits all” approach. This study
Continued on Page 7
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provides additional evidence that therapeutic drug monitoring should become part of TB care in order to optimize
an individual’s drug regimen and create a more precise or best drug “fit” to maximize the chances of cure.

Assiri A, Al-Tawfiq J, Al-Rabeeah A, Al-Rabiah F, Al-Hajjar S, et al. Epidemiological, demographic, and clinical
characteristics of 47 cases of Middle East respiratory syndrome coronavirus disease from Saudi Arabia: a
descriptive study. Lancet Infect Dis 2013;4:752-61.
Reviewed by: Sherman Alter, MD, FAAP, Professor of Pediatrics, Boonshoft School of Medicine Wright State University,
The Children’s Medical Center of Dayton, Dayton, OH
This study reported demographic, clinical, and laboratory characteristics of patients with Middle East respiratory
syndrome caused by a novel coronavirus (MERS-CoV). Clinical records of all laboratory-confirmed cases (using
a real-time RT-PCR) identified in hospitals in Saudi Arabia from September 1, 2012 through June 15, 2013 were
retrospectively reviewed. Additional information was collected through communication with direct health-care
providers and with the Saudi Ministry of Health, WHO, and CDC.
Forty-seven patients were identified. All except two were Saudi Arabian citizens. Of these, 42 needed intensive care
(89%) and 34 (72%) had mechanical ventilation. Persons of both sexes were equally affected with a mean age of 56
years (range 14-94). While infection developed within households, 23 of the cases resulted from exposures within the
hospital. In these latter cases, the median incubation period was 5.2 days with 95% of patients being symptomatic
within 12.4 days of exposure. The most common presenting symptoms were fever, cough, dyspnea, and myalgias.
A quarter of the patients had diarrhea and vomiting. Abnormal chest imaging was noted in all patients.
Thrombocytopenia and lymphopenia were seen in approximately one-third of patients. LDH was elevated in
one-half of the patients and liver function tests were normal in most. Twenty-eight (60%) died with higher casefatality rates in older individuals. Underlying comorbid conditions were noted in 45 of the 47 patients (96%).
Reviewer’s Commentary:
Since the initial case of MERS-CoV reported in June 20121, there have been over 150 cases of the infection reported,
with most cases occurring in the Arabian peninsula or in patients who had recently traversed through the area. This
paper is a clinical synopsis of the largest number of cases of MERS-CoV infection from Saudi Arabia. These cases,
among others, demonstrate a clinical picture presenting initially as pneumonia, evolving into respiratory failure and
acute respiratory distress syndrome. MERS-CoV infection seems to predominantly be linked to individuals in a
specific geographic area, not demonstrating the sustained, global spread seen with severe acute respiratory syndrome
(SARS) first identified in 2003 and caused by the SARS-coronavirus.2 MERS-CoV clinical disease has a more rapid
progression to respiratory failure and perhaps a greater predilection for those with comorbid conditions than did SARS.
This paper also identified areas of key knowledge gaps related to MERS-CoV infection and proposed future research
priorities. For example, what is the age and sex distribution of community cases and does susceptibility to infection,
severity of illness, and progression to development of disease vary by age? A second trimester fetal death has been
documented in a MERS-CoV-infected mother3. What is the clinical picture among MERS-CoV-infected children? Some
reports, for example, suggest a less serious infection in this younger population. What about disease severity in other
specific populations? What is the potential for person-to-person transmission in the community? How best should
patients be isolated since MERS-CoV has the potential to spread widely within health care settings? Virus has been
isolated from respiratory tract specimens as well as other body fluids, including stool. Must infected patients be in
both contact and droplet precautions? Finally, what is the epidemiology of animal infection with MERS CoV? MERSCoV and similar coronaviruses have been identified among bats4 in Saudi Arabia and among camels5. Much more is
to be learned about the virus and its infectious potential.
References:
1. Zaki A, van Boheemen S, Bestebroer T, Osterhaus A, Fouchier R. Isolation of a novel coronavirus from a man with
Continued on Page 8

Page 8

THE SECTION ON INFECTIOUS DISEASES

Volume 17, Issue 1

Review of the Recent Infectious Diseases Literature Continued from Page 7
pneumonia in Saudi Arabia. N Engl J Med 2012;367:1814-20.
2. Peiris JSM, Guan Y, Yuen KY. Severe acute respiratory syndrome. Nat Med 2004;10:588-97.
3. Payne DC, Iblan I, Alqasrawl S, A; Nsour M, Rha B, et al. Stillbirth during infection with Middle East respiratory
syndrome coronavirus. J Infect Dis first published online January 28, 2014 doi:10.1093/infdis/jiu068.
4. Memish Z, Mishra N, Olival K, Shamshudeen F, Kappor V, et al. Middle East Respiratory Syndrome Coronavirus
in Bats, Saudi Arabia. Emerg Infect Dis 2013;19:1819-23.
5. Haagmans B, Al Dhahiry S, Reusken C, Raj V, Galiano M, et al. Middle East respiratory syndrome coronavirus in
dromedary camels: an outbreak investigation. Lancet Infect Dis 2014;14:140-45.

Soares JJ, Deutsch GH, Moore PE, Fazili MF, et. al. Childhood interstitial lung diseases: an 18-year retrospective
analysis. Pediatrics 2013; 132:684-691.
Reviewed by: Stephen C. Aronoff, MD FAAP, Temple University School of Medicine
This case series collected between 1994 and 2011 describes the etiologies of childhood interstitial lung disease in
93 patients. The authors report the results from biopsied (68%) and non-biopsied cohorts using a standardized
classification of disease. Combining all patients, the prevalence rates of etiologies were: disorders more prevalent
in infancy (22.5%), disorders related to systemic disease processes (24.7%), disorders of the normal host (14%),
disorders of the immunocompromised host (24.7), disorders masquerading as interstitial lung disease (2.1%),
unclassified (8.6%). Infectious etiologies accounted for 18% of all cases. Among immunocompromised patients,
12 of the 23 cases of interstitial lung disease were of infectious origin; while the etiologies were varied, pneumonia
of unspecified origin was the most common diagnosis. In normal hosts beyond infancy, 5 of the 13 cases were of
infectious origin; post-infectious or acute bronchiolitis were the most common etiologies in this group.
Reviewer’s Commentary:
Since interstitial lung disease is uncommon in pediatrics and has many potential etiologies, the diagnosis and
management often involves numerous subspecialists, including infectious disease specialists. This single center
study is one of the largest case series of children with interstitial lung disease not referred to a specialized center
for evaluation. Age, concomitant diseases, and underlying immune status are the major factors that differentiate
entities. Interstitial lung disease in normal children beyond infancy and in immunocompromised hosts is likely to
be of infectious origin. The etiologies are varied and demand a detailed and organized approach to diagnosis.
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Probiotics: Friend or Folly?
Submitted by: Kenneth Zangwill, MD, FAAP, Division of Pediatric Infectious Diseases, Co-Director, Infection Prevention
and Control, Harbor-UCLA Medical Center, Professor of Pediatrics, Geffen School of Medicine at UCLA
“She’s had a stomach thing twice and another weird rash. Should I give her probiotics?” You groan a bit as reality sets
in: you now cannot put off doing your own due diligence on this topic: Do probiotics help prevent or treat infectious
diseases? First, let’s clarify the terms: Broadly speaking, probiotics - referred to as live biotherapeutic products by the
FDA, are live organisms that are intended for the prevention or treatment of a disease or condition. Prebiotics are
nondigestible food ingredients that may induce gut bacteria to grow or otherwise become metabolically active.
Often they are provided in a combination form, known as synbiotics. The rationale for their use is the hypothesis that
they alter the gut microbiome, induce immunomodulatory effects, and/or change gut function resulting in a health
benefit.
In trying to briefly summarize a large body of work on the topic, I have included only randomized, controlled trials
(RCT) and selected metaanalyses. Several endpoints are considered, but be forewarned: RCTs that evaluated the
same endpoint (e.g. acute diarrhea) usually include a range of probiotic strains, doses, and at-risk populations.
As well, I will not discuss adult data since the adult microbiome is different, as are the “indications” for use in that
population.
The endpoint for which there is the greatest amount of data is the treatment of acute diarrhea (AD), usually presumed
(or confirmed in some) viral diarrhea. In a 2010 Cochrane review, 56 RCTs were analyzed and the mean duration of
AD was shorter (24.8 hr reduction, 95% CI 15.9-33.6) and there was a 59% reduction in the number of children with
prolonged diarrhea among those who received probiotics compared to the comparator groups1. Most of these
RCTs suggest that Lactobacillus GG species are the most effective and that higher doses are better. Another recent
metaanalysis of Saccharomyces boulardii showed very similar results2. Although relatively modest, these reductions
are likely to be meaningful for many patients and families. These data led the European Society for Paediatric
Gastroenterology, Hepatology, and Nutrition to note that probiotics may be an effective adjunct to rehydration3. The
AAP does not have a specific position, but did acknowledge the “modest” effect of probiotics on AD therapy in a 2010
summary report4.
Fewer data are available for prevention of AD. One RCT showed a statistically significant decrease in diarrheal
episodes among <10 month old Israeli children in the child care setting (58% decrease using Bifidobacterium lactis
and 94% using Lactobacillus reuteri)5. A French study of 928 children 6-24 months of age noted that 108 cfu/mL
L. casei significantly reduced the incidence of AD over a 4 month period compared with those who received
unsupplemented yogurt (16% vs 22%, p = 0.03)6. Lastly, a 2012 Spanish study of 215 6 month-old formula-fed infants
evaluated synbiotics (L. fermentum) versus prebiotic over a 6 month period. Those who received synbiotic had a
46% decrease in gastrointestinal infection compared to prebiotic recipients (IR ratio 0.54, 95% CI 0.31-0.95)7.
For healthcare-associated AD, the results may be probiotic-dependent and potentially confounded by concomitant
rotavirus vaccination. A metaanalysis of 3 RCTs that tested Lactobacillus GG showed significantly lower rates of AD
compared to controls (RR 0.37; 95% CI 0.23-0.59), with a number needed to treat (NNT) of 12 children8. No effect was
seen, however, with 108 cfu of L. reuteri vs placebo among 106 children <4 years of age hospitalized in Poland9.
Similarly, B. lacti was not effective among infants <8 months of age living in residential nursery or foster care centers
who ingested >108 cfu/ml/day over 4 months10. An older trial, however, of 55 hospitalized infants who received
a combination probiotic formulation (B. bifidum and Streptococcus thermophiles) or placebo showed that probiotic
significantly decreased AD (7% vs 31%, p<0.04)11. It is of some interest that the RCTs above that showed a favorable
result were performed in populations in the pre-rotavirus vaccine era for that country. In the post-vaccine era, the
contribution of rotavirus as an HAI is substantially diminished; these data, therefore suggest that probiotics may
have some benefit for AD prevention in the hospital setting, but the results are conflicting and not necessarily
generalizable.
Several RCTs have evaluated probiotics as a tool to mitigate antimicrobial-associated diarrhea (AAD). These studies
typically added probiotics at the start of antimicrobial therapy for an acute respiratory infection such as otitis media.
Continued on Page 10

Page 10

THE SECTION ON INFECTIOUS DISEASES

Volume 17, Issue 1

Probiotics: Friend or Folly? Continued from Page 9
The largest and most recent metaanalysis (2011) noted that overall, per protocol analyses indicated statistically
and clinically significant decreases in AAD with probiotics, but intention to treat (ITT) analyses did not. The most
promising data were for Lactobacillus GG and S. boulardii. This meta-analysis included 16 RCTs and 3432 study
participants, with a 10 day to 3 month follow-up period. Nine of the studies tested one probiotic, the others >1 in
combination. Overall, using an ITT analysis, the incidence of AAD in the probiotic group was 16% compared to 18%
in the control group and not statistically significant (RR 0.81; 95% CI 0.63 to 1.04). A sub-analysis indicated that high
dose (≥5 billion CFUs/day) was more effective than lower doses. In the high dose studies, AAD occurred in 8% of the
probiotic group compared to 22% in the control group (RR 0.40; 95% CI 0.29 to 0.55). The NNT for high dose is 712. It
appears that probiotics may, in particular at the higher doses, have some effect on incident AAD. There are no RCT
data in children on the use of probiotics for therapy of AAD.
What about for non-gastrointestinal illnesses? Various studies have evaluated probiotics for prevention of febrile
illnesses, bacteremia, candidemia, and upper respiratory and urinary tract infection in various populations. In a
multicenter European study of 830 healthy infants, prebiotic formula supplementation did not decrease the
likelihood of febrile illnesses in the first year of life, compared to placebo recipients13. In a Cochrane analysis of
sepsis in neonates, no evidence of protection for sepsis was noted (RR 0.90, 95% CI 0.76 to 1.07)14. Similarly, one RCT
in neonates and another in older pediatric intensive care patients showed no effect of probiotics on late-onset
invasive candidiasis, or synbiotics on candidemia, respectively15,16. Both of these candidemia studies, however,
were likely underpowered to detect a substantial difference in this rare outcome. Several studies have evaluated
probiotics for prevention of upper respiratory infections and the data are mixed. In a 2011 Cochrane review that
included 10 RCTs, probiotics were better than placebo in reducing the number of participants experiencing episodes
of acute URTIs (OR 0.58, 95% CI 0.36-0.92), the rate ratio of episodes of acute URTI (OR 0.88, 95% CI 0.81-0.96) and
reducing antibiotic use (OR 0.67, 95% CI 0.45-0.98)17. Lastly, 2 RCTs have shown no effect of probiotics on the
incidence of urinary tract infections.
Two RCTs have evaluated the utility of probiotics for treatment of Helicobacter pylori gastritis in children. One used
LGG vs placebo in 66 children over 1 week (with amoxicillin, clarithromycin and omeprazole) and found no
difference in eradication of H. pylori (RR 0.98, 95% CI 0.7-1.4)18. Another, however, found a significant difference in
H. pylori eradication with 14 days of L. casei supplementation using the same standard therapy as the first study (85%
vs 58%, p<0.005)19. Clearly, more studies are required before a recommendation can be developed.
What to make of these products? In addition to overt infectious diseases, they have been studied for a variety of other
pediatric conditions including various atopic conditions, inflammatory bowel disease, and neonatal enterocolitis,
among others. Probiotics may be useful in preventing or treating certain infectious diseases, but primum non nocere.
In the largest sense, it is worth remembering that exogenous bacteria, expressly introduced to change the microbiome
and affect gut function, has the potential to result in untoward effects hitherto not discovered or contemplated. It is
of some interest as well that several studies have shown significant discrepancies between the product label and
formal testing of the concentration of the included probiotics20. Although nearly all studies report a low or zero
incidence of adverse events in the clinical study setting, case reports exist that document bacteremia from probiotics
taken by immunosuppressed people. Once again, a decision to recommend probiotics empowers the art of medicine
in its constant dance with the science.
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Policy Highlights from the
Committee on Infectious Diseases (COID)
Policy Topics under Consideration:
1. Policy Statement: Infection Prevention and Control in Pediatric Ambulatory Setting
AAP statements under development
1. Technical Report: Vaccine Hesitancy
2. Policy Statement: Tuberculosis Testing
3. Policy Statement: Infection Control in Organized Sports
4. Policy Statement & Technical Report: Updated indications for use of palivizumab prophylaxis to reduce the risk
of RSV hospitalization in high-risk infants and young children
5. Technical Report: Diagnosis, prevention, and treatment of congenital toxoplasmosis
6. Clinical Report: Biologic Response Modifiers
7. Short Policy Update: PCV 13 recommendations
8. Short Policy Update: Meningococcal recommendations
9. Clinical Report: Adolescent Immunizations
10. Clinical Report: Thimerosal
11. Clinical Report: Polio End-Game Strategy
12. Clinical Report: Pediatric Anthrax Clinical Guidance: Guidance for the Clinician in Management of Anthrax in
Neonates, Infants, Children, Adolescents, and Young Adults Up to the Age of 21 Following a Bioterror Exposure
(approved for publication in Pediatrics)
13. (Revision) Policy Statement: Acute Otitis Media and Meningitis in Children with Cochlear Implants
14. (Revision) Policy Statement: Recommendation for Mandatory Influenza Immunization of All Health Care
Personnel
15. (Revision) Technical Report: The Non-Therapeutic use of Antibiotics in Animal Agriculture: Implications for
Pediatrics
16. (Revision) Clinical Report: Head Lice
The following AAP clinical practice guidelines are in the process of development or revision:
1. Fever in Infants Under 3 Months of Age
2. Management of Bronchiolitis in Infants and Young Children
Guidelines in Progress with External Organizations
1. Kawasaki Disease and Endocarditis with Committee on Cardiovascular Disease in the Young (AHA)
2. Diagnosis and Management of Bone and Joint Infections (IDSA/PIDS)
3. Clinical Guidelines for Diagnosis and Antiviral Management of Seasonal and Pandemic Influenza in Adults and
Children (IDSA)
4. Inappropriate Antibiotic Use for Acute Respiratory Tract Infections (AHRQ)

Developing the Measles Vaccine:
Presentation by Samuel L. Katz, MD, FAAP; October 2013
In commemoration of the 50th anniversary of the attenuated measles virus vaccine, Dr. Samuel L. Katz gave a
presentation (http://aapredbook.aappublications.org/site/resources/katzmeaslesvideo.xhtml) about the process of
developing the vaccine and distributing it globally. The presentation took place at the 2013 AAP National Conference
& Exhibition in Orlando, Florida, at the “Meet the Red Book Committee” educational session. The vaccine has been
administered worldwide to more than 1 billion children, reducing the annual mortality from what the World Health
Organization estimated was about 6 million children per year to a low of 158,000 in 2011. Dr. Katz details the process
he worked on with Dr. John F. Enders to develop the vaccine, the efforts to administer the vaccine on a massive scale,
as well as the continued efforts to eradicate measles worldwide.
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Beware Well-Intended Cytomegalovirus Legislation
William M. McDonnell, MD, JD
Chair, AAP Committee on Medical Liability and Risk Management

New Cytomegalovirus Law
There is an oft-cited aphorism that “the road to hell is paved with good intentions,” which comes to mind after recent
legislation regarding congenital cytomegalovirus syndrome. Traditionally, regulation of the practice of medicine in
the United States has been left to members of the profession itself. In the dynamic field of medicine, clinicians,
researchers, and other scientists are best-positioned to determine what medical practice standards are appropriate,
and when those standards should change in light of evolving scientific knowledge. When clinicians fail to provide care
consistent with these practice standards, medical malpractice liability may be imposed.
A recent law enacted by the Utah Legislature (H.B. 81, now codified at U.C.A. §26-10-10) took a different approach,
and if duplicated in other states, may threaten physicians’ abilities to practice medicine in a manner consistent with
the best available science.

Backstory
In 2013, State Representative Ronda Menlove introduced H.B. 81 after her 19-month old granddaughter was
discovered to have hearing loss, thought to be attributable to congenital CMV. Declaring that “very few
professionals understand cytomegalovirus,” and that “CMV transmission is easily prevented,” Rep. Menlove introduced
H.B. 81, ostensibly to prevent CMV-related hearing loss and other complications via her self-described “groundbreaking legislation.”
Unfortunately, Rep. Menlove rejected Utah AAP Chapter attempts to educate her about the science related to
congenital CMV. Her legislative initiative garnered tremendous popular praise, with numerous media articles
lauding Rep. Menlove’s efforts to protect children. The legislator stated that her bill was inspired by an ongoing research
project led by a local pediatric otolaryngologist exploring potential benefits of valganciclovir for patients with
congenital CMV. H.B. 81 passed unanimously in the Utah House and Senate.

Implications of the Law
H.B. 81 now requires pediatricians to test for CMV, before 21 days of age, any child who twice fails the newborn
hearing screen. In addition, the pediatrician is required to inform the parents about congenital CMV, and discuss
“available methods of treatment.” Although the specific “methods of treatment” are not specified in the law itself, the
legislative history and subsequent educational materials developed by the Utah Department of Health specifically
mention antiviral therapy in general, and treatment with valganciclovir in particular. After H.B. 81, any Utah
pediatrician who fails to offer antiviral therapy to a child with CMV-related hearing loss will almost certainly face
substantial liability risks, regardless of current or developing scientific evidence. Many Utah pediatricians have
observed that they “resent being pushed into this off-label use of valganciclovir.”

CMV Laws in Other States
Discussion about the CMV law has now extended to other states. For example, similar bills are pending in Illinois and
Connecticut. There is no question that children should be protected by good science and good clinical care. However,
delegating medical practice standards to legislatures, no matter how well-intentioned, presents significant problems.
Not only must pediatricians be aware of the legal restrictions on their practices, but they should also proactively lend
their voices and their expertise to legislative debates before these laws are enacted.

Additional Background from the AAP Division of State Government Affairs:
The Illinois bill requires that newborns who fail a newborn hearing screen (on a first test, rather than a second test
as in Utah) be tested for CMV before the newborn is 21 days of age, and provide parents information regarding birth
defects caused by congenital CMV and available methods of treatment. The bill also directs the department of health
to adopt rules to implement the requirement. A Connecticut bill introduced this year also requires CMV screening
following a failed newborn hearing screen. It requires screening within a period of time that is medically appropriate, and doesn’t mandate follow-up; instead, the bill directs the department of health to conduct public education
about the link between CMV and infant hearing loss.
For more information, contact Ian Van Dinther in the AAP Division of State Government Affairs at 847.434.7092 or at
ivandinther@aap.org
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Idaho Chapter: Regional respiratory virus epidemiology
Thomas Rand MD PhD, FAAP, St. Luke’s Children’s Hospital, Boise
Clinical Associate Professor of Pediatrics, University of Washington
At the dawn of immunoprophylaxis against RSV bronchiolitis in the 1990s, pediatricians in Idaho recognized a
need for local and regional epidemiologic data on seasonal respiratory viral infections. Timing of RSV
immunoprophylaxis with palivizumab or RSV immune globulin needed to correspond to actual experience with RSV
outbreaks, either historical or in real-time. National recommendations for starting RSV immunoprophylaxis in
October or November did not correspond to Idaho season-onset in December or January, and RSV activity regularly
extended into May. Moreover, interventions for influenza with vaccines and antivirals needed to be informed by data
for our area. Aggregated CDC data for Western US were inadequate, since the season-onset was earlier in cities on
the Pacific Coast compared to the Intermountain West. Furthermore, Eastern Idaho paralleled Utah’s respiratory viral
season, Northern Idaho paralleled Washington’s respiratory viral season, and there was a need to utilize data from
neighboring states for comparison.
To address epidemiologic data in Idaho, beginning in 1999 a voluntary system was developed in which laboratories
within the state reported numbers of RSV and influenza tests and percentage positive by week. A one-time grant from
Medimmune facilitated development of a webpage on the Idaho AAP chapter website that continues to this day
(http://idahoaap.org/monitor.htm). Initially a study coordinator for the pediatric infectious diseases practice collated,
graphed, and posted the data weekly. Demonstration of the feasibility of weekly posting on a website prompted the
state epidemiologist in 2006 to adopt a centralized website at Idaho Department of Health and Welfare for RSV
(http://healthandwelfare.idaho.gov/Health/DiseasesConditions/RSV/tabid/201/Default.aspx)and for influenza
(http://healthandwelfare.idaho.gov/Health/DiseasesConditions/Influenza/tabid/2505/Default.aspx) Efforts
dovetailed with electronic reporting of laboratory testing to Idaho Department of Health and Welfare. The Idaho AAP
chapter website continues to provide tools for clinics to implement palivizumab and links to data from adjacent states
including Oregon Public Health Division, Sacred Heart Children’s Hospital in Spokane, and “Germwatch” a
cooperative project of Intermountain Healthcare, Primary Children’s Hospital in Salt Lake, and Utah Department of
Health.
CDC definitions of season-onset and season-end are used. The timing may surprise pediatricians in other parts of
the country:

Historical onset and end of RSV season in Southwest Idaho
(RSV activity monitored at St. Luke’s Health System Reference Laboratory in Boise)
Season
Onset
End
2000-2001
January 14
May 6
2001-2002
January 13
May 12
2002-2003
January 19
April 13
2003-2004
December 21
March 28
2004-2005
January 9
April 24
2005-2006
December 11
April 10
2006-2007
January 15
May 28
2007-2008
December 31
May 5
2008-2009
December 22
May 24
2009-2010
January 11
May 9
2010-2011
January 3
May 7
2011-2012
January 21
June 9
2012-2013
December 15
April 13
2013-2014
January 25
(to be determined)
In view of these data, the Idaho AAP Chapter and state epidemiologist have recommended initiation of palivizumab
after December 1, and 5 monthly doses are completed in April.
Continued on Page 15
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Measles Outbreak in Orange County, California
As of March 31, 21 cases of measles have been diagnosed in Orange County in 2014. This outbreak is one of the largest
in the country in recent years. The county had three cases of measles reported in the previous five years. A median of
60 cases of measles are diagnosed on average in the United States annually, though CDC reported an increase in
measles nationally in 2013.1
One Orange County case had recent international travel, but all others occurred in persons without a travel history.
6 cases have been hospitalized, though all have recovered and there have been no deaths. The outbreak encompasses
multiple individual measles chain transmissions, the longest being four generations, and cases have been reported
throughout the county. Fifteen have become ill after contact with other cases.
Ages of those ill have ranged from 3 to 45 years. For those with known vaccination history, 10 have been immunized,
6 have not. 5 of the 21 cases have occurred in children under 18, none of whom had received MMR.
5 cases occurred in healthcare workers who cared for measles patients. All of these healthcare workers had previously
been vaccinated, and two had documented positive measles IgG titers. Because the virus is airborne spread, cases in
healthcare staff have led to very large contact investigations. Orange County Public Health has followed up on over
1000 persons exposed in healthcare settings. Although 99% of those who receive two doses of measles vaccination
as part of the MMR series develop serologic immunity,2 breakthrough cases can occur. Orange County Public Health
is recommending that providers wear N-95 masks when seeing possible measles cases regardless of providers’
vaccination status. Providers are being encouraged to move patients expeditiously to negative pressure rooms when
available, or see suspect cases at the end of the day or outside of the facility. Patients with symptoms suggestive of
measles are being asked to call their provider to arrange to be seen without inadvertently exposing others. Orange
County Public Health has also set up a satellite measles testing site to perform measles throat or nasopharyngeal
PCR and serum IgM testing in suspect cases to limit further community healthcare exposures.
Over 50 contacts have received immune globulin prophylaxis. Because of the high cost and limited availability of
immune globulin, its use has been limited to high risk exposures, including infants and immunocompromised
patients.
Orange County Public Health is using its community messaging to stress the importance of having all children
receive two doses of MMR at the ACIP-recommended 12-15 months and 4-6 years schedule, as well as emphasizing
patient-provider communication to assure that possible measles cases can be seen without exposing others. For
additional information regarding contact Ma tt Za hn , M.D., Medical Director, HCA Epidemiology at
MZahn@ochca.com
References:
1. MMWR, September 13, 2013; 62(36);741-743.
2. American Academy of Pediatrics. Red Book: 2012 Report of the Committee on Infectious Diseases. Pickering LK,
ed. 29th ed. Elk Grove Village, IL: American Academy of Pediatrics; 2012

PA Chapter Develops HPV Brochure for Boys & Young Men
The PA Chapter, American Academy of Pediatrics developed and is distributing a color, tri-fold brochure, “Human
Papillomavirus (HPV) Vaccine for Boys and Young Men: what you need to know.” As of the end of March 2014, we have
distributed over 32,000 of the brochures to practices, immunization coalitions, and other professional groups in
Pennsylvania. The brochure’s development and initial printing were funded by The Vaccine Education Center at The
Children’s Hospital of Philadelphia. Funding for subsequent printings was obtained from the Montgomery County
[PA] Immunization Coalition and the American Academy of Pediatrics. Developing this brochure was sparked by a
Continued on Page 16
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request from a pediatric practice for information on this topic. After extensive searching by the PA Chapter’s EPIC®
PA Immunization Education Program, it was found that nothing existed for families and the young men themselves
on HPV vaccine which is oriented specifically towards the younger-aged males for whom the HPV vaccine is
recommended. For additional information contact Amy Wishner MSN, RN at awishner@paaap.org and the brochure
can be accessed on the Vaccine Education Center website: www.prevent-HPV.org

Immunization Advocacy in AAP District 2
AAP District 2 (New York) has a broad range of vaccine advocacy efforts. We are fortunate to have energetic and highly
motivated members who continue the tradition of asking the simple question, ‘how do we improve our vaccine rates?.
In 2011, we began a pilot program in collaboration with our local county health department and the Salvation Army.
The original goal was to better understand the obstacles to improve vaccination rates in low income, resource
poor families seeking help from the Salvation Army. While some of these obstacles seem obvious (no money, no
transportation, limited access to medical care), we also found that many of the families who stated that their
children were up to date with vaccines had children who were not. They were simply unaware that their children were
vaccine delayed. When made aware of the immunization delay, parents generally agreed to make appointments at
their medical home to begin catching up. For those who were delayed, we tracked vaccine uptake prospectively using
the New York State Immunization Information System (NYSIIS) over a nine month period of follow-up. A total of 1531
children were enrolled. Nine months later, vaccine completion rates increased from 28% to 45%, largely because of
improvements in influenza vaccination rates, which increased by 17%, a significant improvement over county (8%)
and statewide (5%) rates during the same period. [Suryadevara M, et al. Pediatrics 2013; 132:319-325].
An important lesson learned from the first year of the program was that the immunization associated with the
greatest hesitancy was influenza vaccine (HPV vaccine came in at distant second). We returned to the Salvation Army
in December 2012 with an eye toward improving awareness and understanding of influenza disease and influenza
vaccine. The educational component of the program was very well received, and vaccine uptake enhanced. We even
administered more than 500 doses of influenza vaccine on site during a two-week period. [Suryadevara M, et al Human
Vaccines Immunother. 2014; under revision].
In December 2013, we returned to the Salvation Army, influenza vaccine in hand. This time, we also showed a video
loop on pertussis, and encouraged adults, particularly new parents, to receive pertussis booster vaccine (also on site).
Our presence was welcomed, and it seemed, almost expected by some. I remember a mother commenting to me
that she ‘always gets her flu vaccine at this site’. We will continue our efforts, next year perhaps focusing on HPV
vaccine uptake. The ‘captured audience’ is hungry for the vaccine information, and we are able to improve our local
vaccination rates. Win-win.

Illinois Chapter: AAP Conducts Range of Immunization Projects
A focus of the Illinois Chapter of the American Academy of Pediatrics (ICAAP) strategic plan is to increase
immunization rates and related education opportunities for providers as well as to promote use of the state’s vaccine
registry, I-CARE. Thanks to generous support from the Chicago and Illinois Departments of Public Heath (CDPH/IDPH)
and many active pediatrician volunteers, ICAAP has developed and grown its immunization programs substantially
since 2003.
In 2013, ICAAP convened seven regional immunization trainings for 481 providers in Illinois and offered eight
immunization webinars for 1,077 participants. ICAAP promoted I-CARE specifically through three “beginner”
webinars for 372 providers and office staff, one I-CARE webinar for 498 Medicaid providers, and an I-CARE webinar
for 11 pharmacists. (Recent legislation expanded pharmacist ability to provide vaccines, and their participation in
the registry like primary care providers has been stressed.)
ICAAP was also chosen by the Centers for Disease Control and Prevention (CDC) and CDPH to be the local host and
Continued on Page 17
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sponsor of a comprehensive, 2-day vaccine conference in October 2013. ICAAP handled all logistics and promotion,
securing 250 registered attendees and exhibitors. CDC speakers canceled the week prior due to the government
shutdown and suggested ICAAP cancel the event. Instead, ICAAP was able to replace them with 9 local pediatricians
and public health partners and secure four different forms of continuing education credits in less than 2 weeks. The
event was a huge success!
ICAAP also participated in Vaccinate Illinois Week (VIW) with statewide partners to increase influenza vaccination
awareness via newsletter articles, e-mail blasts, a print ad in the Chicago Tribune, and many posts on social media.
The ICAAP office has staff of 4 focused on immunization projects. Independent of its publicly funded projects,
ICAAP is also active on vaccine-related legislation, and is currently opposing bills that would expand the ability of
pharmacists and dentists to provide vaccines.
ICAAP is continuing its exciting work in 2014 by not only doing basic immunization and I-CARE education, but
by adding a focus on HPV and developing online modules. A partnership with CDPH in 2014 will help ICAAP
conduct over 70 HPV education and feedback sessions with Vaccines for Children providers in Chicago. ICAAP will
also complete self-directed online educational programs on influenza, vaccine storage and handling, and possibly
HPV in 2014 and post them in its Learning Management System accessible via the ICAAP web site at
www.illinoisaap.org.

From the ACIP Meeting of October 23-24, 2013
The slide sets for the meeting of October 23-24,2013 have been posted at http://www.cdc.gov/vaccines/acip/
meetings/slides-oct-2013.html Each set contains slides in pdf format.
The minutes of the October meeting are available at: http://www.cdc.gov/vaccines/acip/meetings/downloads/
min-archive/min-oct13.pdf
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ID Pearls and Other Gems:
Recognizing an uncommon but lethal form
of group A streptococcal disease
Submitted by: Chris Harrison, MD, Professor of Pediatrics at the Children’s Mercy Hospital and UMKC, Kansas City, MO.
Dr. Harrison will be happy to receive contributions from you and, if published, will be duly cited. Please send them to
charrison@cmh.edu.
An old medical saying states, “Lethal but rare, Be aware!” (Anonymous). Some severe and potentially lethal infections
may present only once in a practitioner’s career. But when they do, you don’t want to miss them. Not only does this
devastate the patient and family but “failure to diagnose” comprises approximately 40% of malpractice suits. Many
result from failure to recognize clues regarding what appears to be a common benign infection but is actually the early
stage of a potentially serious infection.1 Clinical pathways can relieve some uncertainty about the work up. A recently
published scoring system provides structure for assessing bone infections.2 But one must recognize that the clinical
presentation fits as a possible bone/soft tissue infection in order to apply the guideline.
Nominal Case
An eight year old previously healthy Asian female presents with an 18 hour history of increasing left leg pain and refusal
to walk. The parents had to carry her to the bathroom and to the table for meals. There was no documented trauma
or fever. The girl states that the pain is nine on a scale of 10. Further questioning reveals wrestling with her brother
and a fall from her bicycle one week prior. Mother states the girl might be “over sensitive” to pain.
The girl is alert but anxious. Pulse is 128 bpm, RR 29/minute, Temperature of 38.4°C, and blood pressure is 114/68
mm Hg. During the next 2 hours, vital signs repeated 4 times showed no appreciable change. Physical examination
is “normal” except for 9/10 pain in the lower leg on palpation. She refuses to walk. There is no visible swelling,
erythema, lesions, induration, or heat over the leg. The girl points to the gastrocnemius area as the pain source.
Lower extremity radiographs show no abnormalities or fractures. No other testing is obtained. Parents are told that
the child has a “pulled muscle”. Fever is attributed to a concurrent “virus”. The girl’s anxiety is attributed to her
pain sensitivity. The persistent tachycardia, tachypnea plus the systolic BP reading over 2 hours are attributed to a
fever plus anxiety plus pain. The family is to use ibuprofen for pain/fever relief while keeping the leg elevated with
applied heat.
Eighteen hours later, the girl is obtunded and febrile to 38.8°C on arrival in the emergency department. The family
had found her barely breathing on the floor and called 911.Visible erythema and swelling in her left lower extremity
accompany scattered palpable purpura. After a blood culture, IV vancomycin plus ceftriaxone are administered.
Resuscitation attempts fail.
The Final Diagnosis
The blood culture reveals group A streptococcus (GAS). This was a rapidly progressive GAS infection, reminiscent
of that suffered by Jim Henson, the Muppet’s creator. It is sometimes called severe invasive streptococcal syndrome
(SISS) and can be associated with necrotizing fasciitis. Before 2000, SISS was frequently associated with varicella.
SISS now occurs in 3-4/100,000 population. Between 10 and 15% of invasive group A streptococcal infections are
complicated by streptococcal toxic shock syndrome (STSS), Table 1. Approximately 40% of STSS cases are fatal.
Initially signs/symptoms can be mild or largely non-specific. But later, and sometimes as quickly as with
meningococcus, shock and/or coagulation defects such as DIC occur. The shock can immediately be profound and
refractory to what seems adequate volume resuscitation, resulting in multisystem failure and death.3,4
GAS can be designated as M types or emm types. The classic Lancefield serotypes are based on typing with antisera
to the major surface “M” protein, e.g. the “nephritogenic” type M49 associated with acute glomerulonephritis.
Because typing antisera are difficult to produce, molecular assays (PCR of the emm gene that codes for the M
Continued on Page 19
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protein) are frequently used. A strain’s emm type. (http://www.cdc.gov/ncidod/biotech/strep/M-Protein
Gene_typing.htm) generally is the same as the M type.
Many types can cause STSS, but M1 and M3 strains cause 50% of cases in Europe and >30% of in the US.4,5 The
resurgence of SISS/STSS in the past 30 years after 50 years of decline seemed to coincide with emergence of subtype
M1T16,7 Unlike other M1 strains, M1T1 strains have virulence factors speA (a superantigen) and sdaI (a DNase) and
also can have speC superantigen, and produce high levels of streptolysin O.
All GAS strains are susceptible to beta lactam antibiotics, including penicillin. Concurrent use of clindamycin is
recommended to down regulate toxin production and its effects. Yet antibiotic treatment is often futile once shock
occurs. IVIG is recommended as adjunctive treatment (Redbook 2012, pp 675-676) because poor outcomes may be
due to GAS toxins plus excessive host response to superantigens in SISS GAS strains. These virulent strains can cause
secondary cases. Because the course can be so rapid, some experts offer prophylaxis to family members over 65 years
of age and those at high risk (diabetes mellitus, HIV-infected, or with concurrent varicella).
What can we take away from this case of fever and refusal to walk?
1. The vague history of minor trauma is insufficient to explain fever plus severe pain plus limp/walk refusal/ or
limb disuse. In fact, this presentation is one classic presentation for severe GAS soft tissue infection associated
with bacteremia. If one keeps this in mind, more evaluation is reasonable.
2. Refusal to walk due to pain (9/10 on scale) is uncommon unless due to fracture. With no fracture by radiograph,
severe pain with fever even without visible abnormality points to occult infection.
3. The tachypnea, tachycardia and systolic BP were attributed to anxiety in a pain sensitive child. However, even
with anxiety these findings plus fever suggest potential infection.
4. Despite no overt physical findings except pain, occult bone or soft tissue infection remains high in the
differential given fever, pain and walk refusal. Normal radiographs are expected in the first week of bone or soft
tissue infection. Other testing can be helpful and are needed to use the scoring system. 2 If trauma alone caused
pain, the peripheral white blood count, differential and CRP should be reassuring. But abnormal results point
to bone/soft tissue infection and can trigger an MRI that can show early signs of marrow enhancement or areas
of soft tissue infection.
What cognitive factors may have played a role in the decision that the etiology was a concurrence of trauma several
days before plus a nonspecific viral infection?
• The “sensitive child” history may have produced Search-satisfying Bias – seeking only data that confirms a preconceived conclusion.
• Thinking that frequent or recently seen conditions (traumatic pain and viral infection) are the diagnoses may be
Availability Bias. However, these two seem less likely to cause 9/10 pain, fever and persistent vital signs changes
than occult infection.
• Trauma plus concurrent nonspecific virus as a combination diagnosis may be an example of Anchoring
Bias – Settling on a diagnosis without enough information to rule out plausible alternatives.
• Overconfidence Bias can result from a knowledge/experience gap. Trauma and viral illness are universally
known. But if one must consider SISS or STSS to make the diagnosis. One can’t know what one doesn’t know.
When confronted with a child who has fever, severe pain and a limp, refusal to walk and/or limb disuse, consider occult
infection in bone or soft tissue before settling on other diagnoses. SISS or STSS are uncommon diseases and most
practitioners will see only one in their career, but making the diagnosis in a timely fashion can be life or limb saving.
Continued on Page 20
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Table 1. The diagnostic criteria for streptococcal toxic shock syndrome 8
1. Isolation of GAS from normally sterile site
PLUS
2. At least TWO of the following
• Renal dysfunction
• Respiratory distress
• Hepatic dysfunction
• Coagulopathy
• Erythroderma ± desquamation
• Soft tissue necrosis
• Pain
• Tissue destruction
• Skin discoloration
PLUS
3. Hypotension that is refractory to adequate volume resuscitation
References:
1. Croskerry P The importance of cognitive errors in diagnosis and strategies to minimize them. Acad Med. 2003
Aug;78(8):775-80.
2. Copley LAB, Barton T, Garcia C, Sun D, Gaviria-Agudelo , Gheen WT, and Browne R. A Proposed Scoring System
for Assessment of Severity of Illness in Pediatric Acute Hematogenous Osteomyelitis Using Objective Clinical
and Laboratory Findings. Ped Infect Dis J. 2014 33: 35-41. doi: 10.1097/INF.0000000000000002
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Greetings from the Office of International Affairs (OIA)!
Greetings from the Office of International Affairs (OIA)! The OIA team has doubled in the past year, and we look
forward to serving your needs! Our office comprises of three major areas of focus: grants and programs, business
development, and professional relationships.
Grants and programs
Currently the OIA is funded by grants to support global child health programs in immunization advocacy, noncommunicable diseases, and child survival. Recently the AAP established global child health advocacy priorities of
saving newborn lives (skilled birth attendants, nutrition), keeping children healthy (immunizations, preventing
infectious diseases) and promoting early childhood development (disaster preparedness, injury prevention, noncommunicable disease prevention). The AAP not only continues its key role in the Helping Babies Breathe Global
Development Alliance (GDA) but has joined forces with other professional organizations and private-public partners
to form the Survive and Thrive GDA which focuses on providing countries support to scale up evidence-based
high impact maternal, newborn and child health interventions while also providing professional association
strengthening to in-country associations. On March 27th, the AAP hosted its first global child health advocacy Hill day
in Washington, DC. Over twenty members, from across the US, were trained and then advocated to Congress for
increased funding and awareness of AAP global child health priorities. Additionally, the AAP partners with
numerous global child health organizations such as the United National Foundation, ONE, and Save the Children on
training workshops, advocacy events, and international public health plans such as the Every Newborn Action Plan.
Business development
Our business development efforts focus on responding to the need of pediatricians around the world. We see the
AAP as an international organization and strive to provide membership with appropriate resources through
strategic partnerships, the National Conference and other scientific meetings, publications, and educational materials. Revenue from international sales of journal subscriptions and translated editions is currently about 36% of the
AAP’s overall international revenue and AAP journals are now in over 130 countries worldwide with international
subscribers making up nearly a third of the journal readership. The OIA and Department of Membership continue
to collaborate with national and regional pediatric societies/groups to promote Academy membership options such
as the new option for international residents to join as a resident member. At the 2013 National Conference, the
number of international professional participants increased from an average 16% in the previous three years to a
24% of total participants (n=1896). Additionally, for the 2014 National Conference, we are in the process of securing
funding to support a four-day track of simultaneous interpretation which allows our international colleagues to more
actively participate in the conference and improves the Academy’s ability to recruit global pediatricians to present in
their native language.
Professional relationships
An important role of the OIA, our team works closely with other national pediatric societies to identify opportunities
to share expert technical information. During the past year, over 75 physicians traveled on behalf of AAP as key note
speakers to 38 countries. We work with national pediatric societies to identify ways to collaborate on important child
health issues. Likewise, OIA is working to make the Pediatric Education in Disasters (PEDS) program course more
accessible. Courses have recently occurred in Haiti, Cambodia, Indonesia and Honduras. Planning conversations are
underway for the program in Africa with Ghana and Tanzania as possible host countries. The ICATCH program
continues to invite international health care workers to apply for small community improvement grants and has
recently been approved for endowment, bringing a more sustainable funding stream to the program. Early this
summer we look forward to signing a memorandum of understanding with the Argentinian Pediatric society to
solidify our ongoing efforts with them to translate training materials in Spanish. OIA Also serves
as Secretariat to the International Pediatric Society (IPA).
Gracias, Merci, Obrigado, Grazie, and Thank you for all you do for the world’s children. Please do
not hesitate to contact OIA with any suggestions, feedback, or questions. international@aap.org|
+1.847.434.7002 | www2.aap.org/international
Edgar Antístenes Vesga-Arias, MA, CMI
Director, Office of International Affairs
evesga@aap.org
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New Policy/Guidelines
Andrea Sperduto, MD FAAP
Besides the individual web sites listed below, links to the AAP ID policies, IDSA policies and the CDC ID
Recommendations and Reports are all available at the SOID website: http://www2.aap.org/sections/
infectdis/policy.cfm
1. AAP
a. Recommended Childhood and Adolescent Immunization Schedule-United States, 2014. Pediatrics
2014;133:357-368.
http://pediatrics.aappublications.org/content/133/2/357.full.pdf+html?sid=b016f4bc-9919-41ae-bf9f51430ff7bc53
b. Recommendations for Prevention and Control of Influenza in Children, 2013-2014. Pediatrics
2013;132:e1089-e1104.
http://pediatrics.aappublications.org/content/132/4/e1089.full.pdf+html?sid=b016f4bc-9919-41ae-bf9f51430ff7bc53
c. Consumption of Raw or Unpasteurized Milk and Milk Products by Pregnant Women and Children.
Pediatrics 2014; 133:175-179; doi:10.1542/peds.2013-3502.
http://pediatrics.aappublications.org/content/133/1/175.full
d. Clostridium difficile Infection in Infants and Children. Pediatrics 2013 131:196-200; doi:10.1542/peds.20122992
http://pediatrics.aappublications.org/content/131/1/196.full
e. Principles of Judicious Antibiotic Prescribing for Upper Respiratory Tract Infection in Pediatrics. Pediatrics
2013;132:1146-1154.
i. Clinical Report
ii. Focuses on acute otitis media, acute bacterial sinusitis and strep pharyngitis.
iii. Clinical practice guidelines have been published recently.
• Sinusitis Pediatrics 2013;132:e262-280.
• Otitis Media Pediatrics 2013;131:e964-e999.
• Strep Pharyngitis Clin Inf Dis 2012;55:1279-82.
http://pediatrics.aappublications.org/content/132/6/1146.full.pdf+html?sid=19aa0958-ad89-49f7-a4408108c4ba72e6Acute
2. MMWR
a. Use of Japanese Encephalitis Vaccine in Children: Recommendations of the Advisory Committee on
Immunization Practices, 2013. MMWR November 15, 2013/62(45);898-900.
i. Inactivated Vero cell culture-derived Japanese encephalitis (JE) Vaccine (JE-VC).
ii. Use in children aged 2 months to 16 yrs.
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6245a3.htm
b. Prevention and Control of Seasonal Influenza with Vaccines: Recommendations of the Advisory Committee
on Immunization Practices-United States, 2013-2014. MMWR September 20, 2013/62(7);1-43.
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr6207a1.htm
c. Updated Recommendations for Use of VariZIG-United States, 2013. MMWR July 19,2013/62(28);574-576.
d. The Diagnosis and Management of Acute Otitis Media. Pediatrics 2013;131;e964-e999.
i. Agrees with AAP recommendations.
ii. To be given within 10 days after exposure, ideally within 96 hrs.
Continued on Page 23

Volume 17, Issue 1

THE SECTION ON INFECTIOUS DISEASES

Page 23

New Policy/Guidelines Continued from Page 22
iii. Extended recommendations to premature infants with exposures anytime during their hospitalizations rather than from just the prior 7 day neonatal period.
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6228a4.htm
3. IDSA
a. A Guide to Utilization of the Microbiology Laboratory for Diagnosis of Infectious Diseases: 2013
Recommendations by the Infectious Diseases Society of America (IDSA) and the American Society for
Microbiology (ASM). Clin Inf Dis 2013;57(4):e22-121.
i. Developed to provide information on which tests are valuable and in which contexts, and on tests that
add little or no value for diagnostic decisions.
http://cid.oxfordjournals.org/content/57/4/e22.full.pdf+html
b. 2013 IDSA Clinical Practice Guideline for Vaccination of the Immunocompromised Host. Clin Inf Dis
2013;58(3):e1-57.
i. Evidence based guidelines for primary care and specialty clinicians
ii. Patients included in these guidelines are: primary immunodeficiency, HIV, cancer, stem-cell transplant,
solid organ transplant, chronic inflammatory diseases, asplenia, sickle cell disease, cochlear implants,
congenital dysplasias of inner ear, persistent CSF communications with oropharynx/nasopharynx.
iii. Endorsed by AAP.
http://cid.oxfordjournals.org/content/early/2013/11/26/cid.cit684.full.pdf+html
c. Recommendations for Testing, Managing and Treating Hepatitis C.
i. Most up to date information can be accessed on the hcv guidelines.org website.
http://www.hcvguidelines.org

ID Sessions at Pediatric Academic Societies Meeting
May 3-6, 2014 Vancouver, B.C.
For the descriptions of the ID sessions go to: http://www.pas-meeting.org/tracks/tracks_ids.asp
For the complete PAS program go to: http://www.mydigitalpublication.com/publication/?i=185185
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