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4.  Did you ever wonder if use of a nose culture to look 
     for MRSA might guide antibiotics in children with a skin 
     abscess? Prior studies in adults suggest that there 
     is usually concordance between nose and skin isolates, 
     but a recent study from Chen, et al (March 2009 PIDJ) 
     demonstrated discordance in 1/3 of nearly 90 pediatric 
     cases. In some, MSSA grew from the nose and MRSA from 
     the skin abscess or vice versa. Still best to culture the site 
     of infection!
5.  Practitioners are well aware of some of the problems of 
     tuberculin skin testing including poor specificity, the 
     need to examine the site 48–72 hours after injection, 
     and the subjective interpretation of results.  A positive 
     result may indicate acute current infection, past exposure 
     without infection, or exposure to other mycobacterial 
     antigens, including prior BCG vaccine. Newer blood tests 
     rely on detection of interferon gamma when whole blood 
     from sensitized persons is incubated with synthetic 
     peptides of M. TB. Such tests have become the standard 
     of care in adults, and can be resulted in a day. A 
     recent study in Pediatrics, January 2009 compared TST 
     to QuantiFERON Gold in over 200 consecutive children. 
     They found good results except in those less than 2 years 
     of age. For now, the TST continues to be the test of choice 
     for young children but may be helpful in older children.

1.  A Finnish study published in May 2009 PIDJ delineates 
     the typical pattern of illness in children with influenza. In 
     light of the recent H1N1 outbreak, this is of special interest 
     to us. They enrolled nearly 2000 children <13 years over 
     two influenza seasons and found most to be highly febrile; 
     few had headache and myalgia. The CDC definition of 
     influenza like illness utilizes a temp of 37.9 plus runny 
     nose, cough or sore throat. Using this definition though the 
     first three weeks of the H1N1 outbreak, we tested and 
     detected viruses in 80 percent of 200 such patients:
     6 percent had influenza but most had rhinovirus! 
2.  In Bangladesh, they looked at antibiotic treatment plus 
     or minus green banana (GB) rice based diet for treatment 
     of shigellosis and found babies got better significantly 
     faster with the green bananas (85 percent vs 67 percent 
     improved after 48 hours). The theory here is that the GB  
     stimulate colonic fatty acids which improve gut integrity. 
3.  Frymoyer, et al utilized a pharmacokinetic calculation to 
     predict clinical success in treating MRSA invasive infection. 
     They found that standard vancomycin dosing (40 mg/kg/d) 
     was inadequate for MRSA strains with vancomycin MIC of 
     1 µg/ml (now nearly 60 percent of strains). Higher dosing    
     similar to what is used for meningitis is recommended in 
     such cases but risk of renal toxicity is significant especially in 
     the adult patient. Check out the Lab/ID News section of the 
     newsletter for more information from Children’s Mercy related 
     to MRSA.
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   After joining the Navy in 1966, I became a Hospital Corpsman, 
and to my surprise found I liked Medicine. The Navy offered me 
opportunities to be a Corpsman on a Submarine, a Physician’s 
Assistant, and encouraged me to apply to Medical School. 
   Then paid for my education at KCUMB. After my Internship I 
was sent to Guam and allowed to work as a Family Physician. 
I learned two things. The first thing was that I could not be all 
things to all people.

   The other was that even though kids sometimes get very sick, and they don’t 
always do well, they usually do; and they come back and play with your toys. 
That was great. So I did my Pediatric Residency at naval Regional Medical Center, 
Portsmouth, VA.
   In 1990, I was eligible to retire, when I got a letter offering a job in Joplin. As 
several of my classmates had done Family Practice rotations in Joplin and enjoyed 
it, my wife and I decided to check it out. All it took was a Fruit Basket, and we were 
hooked.
   Joplin has been great. I had done a Med School rotation at Children’s Mercy so 
I really enjoy the relationship I have with the Children’s Mercy specialists. We get 
plenty of interesting cases here, with great parents. We are just far enough away 
that I am allowed to, and even expected to stay involved. That feeds my ego.
   We get a lot of students, because they can actually get their hands on a patient, 
and not be 4th in line. What I like to remind the students, is what a great honor/ 
responsibility it is for a parent to ask us to help care for the greatest treasure they 
will ever have. Even if their child is just in with the “Hukey–Pukes” that is a very 
important event in the family. If you resuscitate a newborn, they will credit you with 
saving that child’s life for 50-60 years.
   Why would you want to do anything else?

AAP Updates

For those of you getting ready to re-certify in 
pediatrics, you have probably noticed the new 
requirement from the American Board of Pediatrics 
for evidence of Performance in Practice. This 
requirement, which is Part 4 of Maintenance of 
Certification, requires pediatricians to demonstrate 
“competence in systematic measurement and 
improvement in patient care.”  The ABP encourages 
structured QI projects that “involve physician 
teams collaborating across practice sites and/or 
institutions” to implement such strategies.  

Here is the first of a series of focused questions 
which we hope practices could answer that would 
allow us to work together toward carefully designing 
projects which would improve care for children in 
our community. Such multi-practice improvement 
projects could define our community and serve as a 
model for others. 

Watch this column for a new focused question each 
month. We look forward to hearing from you!

How many influenza vaccines did your 
practice give this season?

Go to http://www.childrensmercy.org/UltimateSurvey/
takeSurvey.asp?surveyID=87

Your participation in the online question will be 
used to develop projects that the ABD would then 
approve.

there is approximately a 2 percent incidence of 
streptococcal pharyngitis and no screening is needed.  
If all are present, there is approximately a 40-60 
percent incidence of streptococcal pharyngitis.
   This clinical prediction model is designed to identify 
those who require no testing (or antibiotic use).   In 
general, patients with one or more symptoms as 
described above should have a rapid GAS antigen test 
and/or throat culture performed.  If GAS is confirmed, 
the clinician should initiate appropriate antimicrobial 
therapy. Guidelines from the Infectious Disease Society 
of America emphasize the following:

1. Perform throat culture or rapid antigen-detection 
testing selectively.
2. Do not prescribe antibiotics unless the testing is 
positive. If you choose to initiate therapy but culture is 
negative, stop antibiotics.
3. Prescribe only penicillin or amoxicillin for therapy 
unless there is clear history of penicillin allergy. Once 
daily amoxicillin (50 mg/kg with maximum of 1 gram 
daily) for 10 days is effective for treatment.
4. Don’t perform follow-up cultures in those who have 
received an appropriate course of therapy (Exception: 
rheumatic fever).
5. Don’t perform throat cultures for asymptomatic 
family contacts. 
    
   Bisno AL, Gerber MA, Gwaltney JM, Kaplan EL, 
and Schwartz RH.  IDSA Practice Guidelines for the 
Management of Group A Streptococcal Pharyngitis.  
Clinical Infectious Diseases. 2002: 35; 113-25.

  Michael Spaulding-Barclay, MD, MS, Adolescent Medicine, and Assistant Professor 
of Pediatrics, UMKC School of Medicine arrived at Children’s Mercy in late 2007 to 
help establish an eating disorders service for pre-teens.  
   Originally offered two half days each week, the Eating Disorders Center now 
provides two full days and two additional half days of services weekly.  
   “Kansas City just didn’t have adequate services for children and younger 
adolescents,” says Dr. Spaulding-Barclay. “We knew intellectually the need was 
there, but we didn’t know how that would translate into patient visits. We knew it 
would grow, but we couldn’t predict how quickly.” 
   The Center evaluates and treats the complex myriad of medical, psychological, 
and nutritional issues involved in eating disorders. In addition to Dr. Spaulding-
Barclay, the Center offers the patient and family the resources of nursing, nutrition, 
and a psychologist; as well as coordination of needed consultations with other 
specialists (Psychiatry, Cardiology, GI, etc.). 
   Eating Disorders Center staff monitors nutrition, growth, puberty and 
developmental issues, psychological health, as well as the numerous potentially 
dangerous medical complications in these patients.  
   The Center is currently focused on expanding outpatient services, but can 
hospitalize patients for acute medical stabilization if needed. The Center also 
coordinates the transfer of patients who may require longer term psychiatric eating 
disorders inpatient or residential treatment.  
   “If you are concerned there might be a problem, then there probably is a 
problem,” says Dr. Spaulding-Barclay.  “Don’t wait. Medical complications can 
develop rapidly in children and adolescents, so that is the time to refer. The earlier 
the referral, the better likelihood the patient will get better.” 
   For more information on the Eating Disorders Center or to make a referral, call (816) 234-3050 or toll free 
(888) 820-3050. To contact Dr. Spaulding Barclay, send e-mail to mspalding-barclay@cmh.edu.

   Group A streptococcus (GAS) 
is the most common bacterial 
cause of acute pharyngitis in 
children (10-30 percent of total 

pharyngitis in children age 5-15 years) and is the 
only commonly occurring cause for which antibiotic 
therapy is indicated. While symptoms of GAS infection 
will resolve without therapy, appropriate antimicrobial 
therapy decreases the severity and duration of 
symptoms, limits transmission to close contacts, 
decreases suppurative complications, and prevents 
acute rheumatic fever. A consistent, evidence-based 
approach to decide whether or not pharyngitis is 
attributable to GAS improves quality of care by limiting 
unnecessary testing and ensuring judicious utilization 
of antibiotics.
   Scoring systems for patients that incorporate the 
clinical and epidemiologic features of GAS pharyngitis 
are helpful in identifying patients who are at such 
low risk of streptococcal infection that performance 
of a rapid streptococcal antigen or throat culture 
is unnecessary.  Selective use of these diagnostic 
studies for group A beta-hemolytic streptococci 
increase the percentage of true positive tests rather 
than merely identifying streptococcus carriers in 
children with viral illnesses.  Patients with one or more 
of the following (in addition to pharyngitis) should 
be screened with a rapid antigen test with backup 
culture: absence of cough, fever > 38 C, tender 
anterior cervical lymphadenopathy, palatal petechiae, 
and tonsillar exudate.  If no risk factors are present, 
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Committee, the Pediatric Council and we are in 
the process of forming a Disaster Preparedness 
Committee.  Each of these committees is agenda 
driven, and led and populated by members from 
across our state, working behind the scenes for each 
of you.
   As an example, the Pediatric Council meets with 
insurance plan directors to have an ongoing dialogue 
about hassles and issues with particular insurance 
plans and to work with the plans to improve service to 
children and to pediatrician providers.
   Missouri is part of AAP District VI (which includes 
Illinois, Iowa, Kansas, Minnesota, Missouri, Nebraska, 
North Dakota, South Dakota, Wisconsin, Manitoba, 
and Saskatchewan; Dr. Mike Severson from Brainerd, 
MN is our District Chair. Dr. Pam Shaw is the president 
of the KS AAP).
   If you want more information, please visit our Web 
site at www.moaap.org, or contact our executive 
director, Johanna Echols, at jbechols@aap.net or me 
at twtryon@aap.net. 

   Our Missouri Chapter of the
American Academy of Pediatrics 
represents not only the 
approximately 900 voting and 
non-voting members of our not for 
profit organization, but also every 
pediatrician, pediatric specialist, 

fellow and resident across the state of Missouri.  We 
are an all-volunteer organization, drawing on the 
expertise and time of physicians across the state who 
may well be colleagues or well-known to each of you.
   You may wonder in which ways the Missouri AAP 
individually represents you.  First, we are considered 
the pediatric expert opinion for the Missouri legislature 
and executive branch.  While working in coordination 
with the Missouri State Medical Association, not 
infrequently we are asked to render an opinion on 
upcoming potential legislation or legislation that 

   Children’s Mercy antibiogram 
data compiled for 2007 
confirms that most strains of 
Staphylococcus aureus are now 
MRSA (57 percent) and overall, 
both MRSA and MSSA remain 
susceptible to clindamycin. 

 The data in the second figure was presented at the 
Pediatric Academic Meeting in May by Josh Herigon 
and Dr. Jason Newland from our Infectious Disease 
section. The study which described national trends 
in incidence and antibiotic management of S aureus 
infections from 1999 to 2008 among hospitalized 
children included data generated from 25 children’s 
hospitals across the U.S. (including Children’s Mercy 
Hospital). The graph shows therapeutic courses 
of anti-MRSA agents individually as an annual 
percentage of antibiotic prescribing for all patients 
hospitalized and treated for S aureus infections. 
   Vancomycin usage remained stable throughout 
the study period, accounting for 35-40 percent 
of antibiotic use for S aureus infections. Similarly, 
trimethoprim-sulfamethoxazole usage for hospitalized 
patients was stable during the study period ranging 
from 9 to 12 percent (which is not a surprise since 
this drug is not recommended for treatment of 
invasive or deep soft tissue infections but remains 
a choice for superficial skin infections). Linezolid—
introduced only 8 years ago in 2000—slowly 
increased in use, but still was used in just 5 percent 
of cases treated by 2008.
   The most notable change in treatment for S aureus 
infection in hospitalized children not surprisingly 
related to clindamycin usage.  Clindamycin use 
tripled during the study period, increasing from 
20 percent of cases in 1999 to over 60 percent 
in 2008.  This dramatic increase in clindamycin 
use accounted for nearly 80 percent of the overall 
increase in use of anti-MRSA agents.  
Clindamycin now represents the most commonly 
prescribed agent for treatment of S aureus infections 
in hospitalized children. For now, this is good news 
but clindamycin resistance is of concern and data 
from the last six months shows that overall 84 
percent of S aureus strains remain susceptible to 
clindamycin. 

has been submitted within a committee which would 
impact children.
   A salient example would be one piece of legislation 
which would have mandated all children in Missouri 
receive a venupuncture on day three of life to assess 
for hyperbilirubinemia.  We were able to make contact 
with the author of the bill, provide him with the AAP 
Policy Statement on Neonatal Hyperbilirubinemia, and 
he withdrew his bill.
     Second, we work closely with the executive branch 
of the state government to advocate for children and, 
whenever possible, improve the care for children 
receiving Missouri HealthNet (Medicaid) benefits.  The 
Director of Missouri HealthNet, Dr. Ian McCaslin, is 
a pediatric emergency medicine physician and is a 
member of our chapter.    
   Last, our chapter and membership provide ongoing 
expert opinion on public issues that arise within our 
state.  Currently, we have a number of committees 
which include the Breastfeeding Advisory Committee, 
the Communications Committee, the Membership 
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herd immunity to pertussis may require a very high 
proportion of the population to be fully immunized in 
order to protect those who don’t or cannot receive 
the vaccine. Alternatively, it may suggest that vaccine 
refusing families may be causing a reverse “cocoon 
effect.” The “cocoon effect” is the protection afforded 
the unimmunized child by ensuring that all those 
who have contact with the unimmunized child are 
themselves fully immunized. It’s the impetus for the 
newly recommended immunization review of the whole 
family before a new baby leaves the birthing hospital. 
So, could it be that like minded parents, e.g. vaccine 
refusers, are using the same daycares and perhaps 
their families are spending more time with each other 
so that there are islands of unimmunized children who 
defeat the concept of herd immunity?

    First there are interesting but 
worrisome trends from a recent 
national survey by APCO (a national 
opinion survey group) of changes 
in parental attitudes about vaccine 
use and safety between 2006 and 
2008. This survey panel consisted 

of nearly a thousand (N=908) parents randomly 
selected to represent the entire U.S. population >25 
years old who make healthcare decisions about their 
children <6 years old.
   The  percent that approved of the full childhood 
immunization schedule dropped from 78 percent to 
73 percent. Those who believe that the recommended 
childhood immunization schedule is very safe dropped 
from 62 percent to 55 percent.  The proportion 
that had their provider change the vaccine number 
or schedule due to safety concerns rose from 12 
percent to 18 percent, with 1/3 of these refusing at 
least one vaccine. Overall the  percent who skipped 
a recommended vaccination for safety concerns 
rose from 5 percent to 14 percent and those who 
spread out the vaccines rose from 6 – 19 percent. 
So nationally, parents appear to be becoming more 
concerned and some are acting on their concerns.
   Then consider the recent information from June 
Pediatrics (Glanz et al. Pediatrics 123 (6): 1446. 
(2009) that despite reasonable overall pertussis 
vaccine use, children whose parents refused to 
allow pertussis immunizations were at 23 times 
the risk of acquiring pertussis compared to a fully 
immunized matched cohort. So this suggests that 

herd immunity and reverse cocoon effect


