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RSV, respiratory syncytial virus.
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condition (prematurity was classifi ed as an underlying condition in the study).
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of infants hospitalized for RSV 
were born at term with no 
underlying conditions.2†

Severe RSV is unpredictable. 
Any infant can be hospitalized 
in their fi rst season.2† ~72%

To learn more about the real impact of severe RSV disease, visit RethinkRSV.com 
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A
s the president and CEO of a life sciences company whose mission is 

to improve the quality of life through health care communications, 

education, and research, I thought I would devote this month’s letter 

to the importance of collaboration, both internally and externally, here at 

MJH Life Sciences™.  

Years ago, MJH Life Sciences™ started, with great success, a Strategic 

Alliance Partnership (SAP) program to align specific brands, such as 

Contemporary Pediatrics®, with partners that would make for good 

collaborations. These SAPs are usually nonprofits, charities, or children’s 

hospitals, organizations where we envision a  mutual benefit of raising 

awareness for one another’s missions and objectives. These partnerships offer 

both parties virtually endless opportunities to elevate awareness, whether 

sharing content, introducing key thought leaders, creating partner webinars, 

promoting one another’s conferences, and much more. Please feel free to 

visit our SAP page online at https://www.contemporarypediatrics.com/sap-

partner to see Contemporary Pediatrics®’ current partners.

Last year, we also partnered with numerous pediatric residents around the 

United States to create a Resident Writers Award Program, where residents 

were invited to submit a particularly challenging case study for review. We 

found not one, but 3 first-place winners for this program, whose submissions 

will appear in this print journal over the next several months. The first case 

study to be published is by Autumn Hinds, MD, a pediatrician at Nemours 

Children’s Hospital in Orlando, Florida, and appears in this issue.

Finally, the most important partnerships of all begin and end with you: As 

both readers and contributors to every issue of Contemporary Pediatrics®, you, 

as pediatric health care providers, help keep us in the know when it comes to 

caring for our children and in turn, we pass on this timely information to our 

readers (your colleagues!)

Thank you for your long-standing partnership with us, and let these 

robust relationships continue to prosper!

Two (or more) is better than one
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E-NEWSLETTER TO GET 
OUR LATEST ARTICLES

editor-in-chief  Tina Q. Tan, 
MD, FAAP, FIDSA, FPIDS  Professor 
of Pediatrics, Feinberg School 
of Medicine, Northwestern 
University; Pediatric Infectious 
Diseases Attending; Medical 
Director, International Patient 
Services Program; Codirector, 
Pediatric Travel Medicine Clinic; 
Director, International Adoptee 
Clinic, Ann & Robert H. Lurie 
Children’s Hospital of Chicago, 
Chicago, Illinois

Greetings and happy summer! 

H
ope everyone gets a chance to enjoy the warmer weather as summer 
becomes official this month. We are offering you a number of great must-
read articles this month:

  The cover story is a wonderful and practical review of how common dermatologic 
conditions differ in presentation and appearance in individuals of various ethnicities 
and skin tone.

  Learn how to care for children and adolescents who are considering or going through 
gender transition and get tips on how to have a discussion with patients and their families. 
This Developmental Health section report is a timely piece written by Johanna Olson-
Kennedy, MD, a pediatrician and medical director of the Center for Transyouth Health and 
Development at Children’s Hospital Los Angeles in California. 

  The Infectious Diseases section has an up-to-date review of sexually transmitted infections 
(STIs) that covers where rates of the various diseases are increasing, treatment options, and 
other interventions. This is especially important because the adolescent and young adult 
population aged 15 to 24 years account for an estimated 50% of the STIs in the United States 
annually—and the rates of STDs continue to increase. Gonorrhea rates have increased by 
45% and syphilis rates by more than 50% since 2016. 

  The Pediatric Pharmacology section article is a great overview of contraception options 
available for teens and adolescents. The article discusses the safety and efficacy of each of 
these options.

  The Respiratory Disorders section article includes an interview with Jane Carnazzo, 
MD, FAAP, a Contemporary Pediatrics® Advisory Board member and general pediatrician, 
on sinusitis. Carnazzo provides excellent tips for pediatric health care providers on 
diagnosis and treatment of respiratory disorders, emphasizing the importance of antibiotic 
stewardship and reserving treatment for those with bacterial infections. 

As always, thank you for providing outstanding care to your patients during 
these rapidly changing times. Please make time to take care of yourselves. To 
paraphrase the Beach Boys’ Brian Wilson, “Summer means happy times and 
good sunshine. It means going to the beach enjoying the scenery, having fun with 
friends and family.”

Please stay safe and well. And as always, I welcome your suggestions, 
comments, and questions. 

With warm regards,
Tina Q. Tan 

email: titan@luriechildrens.org
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DRUG PIPELINE NEWS  Editorial Advisory board member Donna Hallas, PhD, 
CPNP, PPCNP-BC, PMHS, FAANP, FAAN, discusses the new emergency use 

authorization of a single booster dose of the Pfizer/BioNTech COVID-19 vaccine for 
children aged 5 to 11 years old. To  watch the video, scan the QR code to the right.
authorization of a single booster dose of the Pfizer/BioNTech COVID-19 vaccine for 

THE EDITORS ARE PLEASED TO ANNOUNCE the availability of our new 
parent company’s continuing education activities. We’ve picked this one 
especially for our Contemporary Pediatrics’ readers. Go to: bit.ly/3sO60Ai

dermatology
14 Dermatologic differences in a 
diverse population  
Colleen Powers, MD; Hannah Badon, MD; and Thy Huynh, MD

CNTPED0622_006_TOC.indd   6 5/25/22   3:22 PM



• Science-based nutrition resources and clinical research
• Easy access to patient education and valuable resources
• Send samples directly to your patients with ease

©2022 Abbott 202210555/April 2022 LITHO IN USA

Pediatric PROCONNECT.com

 A Nutrition Support Web Portal Designed 
Exclusively for Healthcare Professionals

Register today and start accessing 
science-based resources on 
Pediatric PROCONNECT.com

Scan QR 
code to 
register

CNTPED522_007_Abbott.indd   7 4/22/22   2:53 PM



CON T EMPORARYP ED I AT R I C S . C O M   |   J U N E  2 0 2 28

H
YU

N
G

KE
U

N
@

ST
O

CK
.A

D
O

BE
.C

O
M

BY MARIAN FREEDMANjournal clubDr Farber’s

KEY TAKES ON MUST-READ STUDIES

R 
esults of a retrospective study 
examining the prevalence and 
severity of complications in patients 
with Hirschsprung disease (HD) for 

whom surgery was anticipated but had not 
yet been performed, found that 17% of such 
patients developed complications. Infants 
awaiting surgery who had total colonic 
aganglionosis (TCA) were at signi� cantly 
greater risk of complications than those 
with short-segment disease.

Investigators from the Netherlands an-
alyzed data for 132 patients with HD who 
received surgery at their center during a 
1-year period. Patients with HD usually 
undergo surgery when they are aged 3 to 6 
months. Of the 22 patients who developed 
complications, 20 had at least 1 major 
complication, with the remaining 2 hav-
ing complications that were minor. Some 
infants developed multiple complications: 
5 patients developed 2 complications, 2 
patients developed 4, 1 patient developed 
6, and 1 patient developed 8.

The most common complication 
was bowel perforation: 6 cases were 
caused by transanal irrigation (TAI), 1 by 
Hirschsprung-associated enterocolitis, 
and 2 associated with meconium ileus. 
There were 2 cases of central venous line 
sepsis and 4 of sepsis caused by bowel per-
foration.  The third most prevalent com-

plications were ileus and persistent ob-
structions. Most often the complications 
arose in the hospital (64%), with the re-
mainder appearing at home. Mean age at 
presentation of complications was 4 weeks 
(range, 0-25 weeks) with 10 patients hav-
ing short-segment disease (45%), 3 with 
long-segment disease (14%), and 9 with 
TCA (41%).

Investigators also found that a TAI-
induced perforation in TCA can be highly 
dangerous. One child in the study group 
with such a perforation died and another 
was at risk of doing so. Given these find-
ings, investigators recommended limiting 
the wait time for surgery in children with 
HD and suspected TCA.

If your surgical colleague 
suggests waiting until 

a child with TCA is older and larger, which 
would make surgery technically easier, 
suggest they read this article.

Beltman L, Labib H, Oosterlaan J, van Heurn E, Derikx 
J. Risk factors for complications in patients with 
Hirschsprung disease while awaiting surgery: beware 
of bowel perforation. J Pediat Surg. Published online 
March 2, 2022. doi:10.1016/j.jpedsurg.2022.02.022

 PUBLISHED IN THE JOURNAL OF PEDIATRIC SURGERY 

Delaying surgery for Hirschsprung 
disease may be risky 

Jon Matthew Farber, MD, section editor for Journal Club, is a pediatrician in Woodbridge, Virginia. Marian Freedman is a freelance medical 
editor and writer in New Jersey. The editors have nothing to disclose in regard to affiliations with or financial interests in any 
organizations that may have an interest in any part of these articles.

Of the 22 
patients with 
Hirschsprung 
disease who 

developed 
complications, 

20 had at 
least 1 major 
complication.

THOUGHTS FROM
DR FARBER
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journal club

Most children outgrow an ad-
verse drug reaction to oral anti-
biotics, according to a retrospec-
tive observational study conducted  
in Iceland.

One to 2 years after an antibiotic 
provocation test was conducted in 
1440 participants aged 5 months to 
18 years, investigators conducted a 
second provocation test in 64 of the 92 
participants who showed a possible 
mild allergic reaction after the first 

test. Participants received one-tenth 
of a full standard dose of the same 
antibiotic they originally received, 
most often amoxicillin with or with-
out clavulanic acid (85.7%). Late mild 
reactions, mostly rashes, were seen in  
11 participants, and 53 had no reac-
tion at all.  Investigators concluded 
that it is safe to perform an oral an-
tibiotic provocation test after a mild 
possible allergic reaction and that 
patients who have a mild reaction to  

antibiotics at one time may  possibly 
be prescribed the same antibiotic later.

Too many children 
and adolescents 

have received an erroneous diagnosis 
of antibiotic allergy, resulting in the 
use of less optimal or more expensive 
medicine. This study indicates that mild 
confirmed allergies can be outgrown, 
and a pediatrician, if comfortable doing 
so, can conduct an oral challenge in the 
office in these patients.

Guðnadóttir GK, Jónasson G, Clausen M, Sørensen 
TG, Kristjánsson S.  Antibiotic oral provocation 
challenge in children. Acta Paediatr. 2022;111(5):1056-
1060. doi:10.1111/apa.16211  

Fewer than half of adolescents who 
receive a diagnosis of a sexual-
ly transmitted infection (STI) in an 
emergency department (ED) filled 
the prescriptions they were given, 
according to a telephone survey of 
teenagers who sought care in the ED 
and were prescribed outpatient treat-
ment. Mean age of participants was 
17.2 years; most were non-Hispanic 
Black, female, and publicly insured.

Interviewers used a standard-
ized script to administer the survey, 
which consisted of multiple choice 
questions. Whereas 12 of 24 partici-
pants receiving STI treatment filled 
their prescriptions at the pharmacy, 
10 returned to the ED for treatment 
(some patients who did not receive 

treatment in the ED were called 
back when laboratory results were 
positive), 2 patients were treated 
elsewhere, and 2 had no treatment. 
Fewer than one-third of patients 
with chlamydia filled their prescrip-
tion at a pharmacy, compared with 
more than 75% of those with pelvic 
inflammatory disease. Interesting-
ly, whereas all teenagers who filled 
their prescription at the pharmacy 
told their caregivers about their di-
agnosis, only half of those who re-
turned to the ED did so. 

Survey participants indicated 
that adhering to the recommended 
treatment posed challenges, includ-
ing cost, transportation issues, lack 
of an insurance card, and knowing 

how to pick up a prescription. Asked 
their opinion about alternative ways 
to overcome obstacles to adherence, 
nearly all respondents expressed in-
terest in using a mobile device, where-
as school-based clinics inspired  
little interest.

This is a problem in 
private practice as 

well as in the ED.  Ask teenagers who 
need treatment if they anticipate having 
problems getting the prescription and 
have someone follow up with a phone 
call. Ensure you get their cell phone 
number so that you do not have to go 
through the family.

Sankar MG, Boyle MD, Badolato GM, Tran JQ, 
Lieberman A, Goyal MK. The adolescent experience 
of filling prescriptions for the treatment of sexually 
transmitted infections. J Pediatr Adolesc Gynecol. 
Published online December 24, 2021. doi:10.1016/j.
jpag.2021.12.009 

PUBLISHED IN THE JOURNAL OF PEDIATRIC AND ADOLESCENT GYNECOLOGY 

Teens find that adhering  
to STI treatment isn’t easy

Does that child really  
have an antibiotic allergy? 

PUBLISHED IN ACTA PAEDIATRICA 

THOUGHTS FROM  
DR FARBER

THOUGHTS FROM  
DR FARBER
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puzzler
PATIENT CASES TO TEST YOUR DX IQ

Want to read more of your colleagues’ puzzling cases? 
Find the whole collection at ContemporaryPediatrics.com/pediatric-puzzler

Unusual presentation of 
fever and abdominal pain 

in a 15-year-old girl  AUTUMN HINDS, MD

An undocumented, Spanish-speaking, 15-year-old female presented to the emergency 
department with 3 weeks of fever (>101 ˚F) and 3 days of abdominal pain. She had 
previously undergone evaluation at 2 other health care facilities with no resolution of 

her symptoms. At both encounters, she received a diagnosis of a viral illness and was discharged 
from the emergency department after fl uid administration. On arrival to our facility, vital signs 
were signifi cant for hypotension, tachycardia, fever of 102.9 °F, and tachypnea. The patient was 
noted to have scars across both knees, scars across the back of her elbows and left arm, and 
a healing bruise on her lower lip. Initial labs showed microcytic anemia (HgB 9, MCV 79), mild 
thrombocytopenia (platelets 134,000), elevated ESR (>145), and urinalysis with moderate blood 
in absence of RBCs. White blood cell count was normal at 6200, as was the absolute neutrophil 
count at 3000. Blood smear showed normal morphology microcytic anemia, minimally increased 
absolute lymphocytes without blasts, and mild thrombocytopenia with large platelets. Lactate 
dehydrogenase, uric acid, amylase, and lipase were normal. Viral respiratory panel was negative. 
Computed tomography of the abdomen revealed signifi cant intraabdominal and retroperitoneal 
lymphadenopathy, pericholecystic fl uid, and mild splenomegaly. 

THE 
CASE

Significantly, when the patient was 
aged 4 years, her mother emigrat-
ed from Mexico and left her in the 
care of her teenage sisters and her 
40-year-old son-in-law. Patient was 
brought to the United States 4 years 
ago because of significant weight 
loss and poor health. She was cur-
rently living in rural Florida with 
her mother, stepfather, a dog, and a 
new kitten. Mother was concerned 
about delinquency and drug use 
with friends. In the 2 weeks prior to 

presentation, the patient had been 
living with a neighbor after an ar-
gument with her mother. Patient 
reports 1 sexual encounter with her 
boyfriend a few months ago. She 
admits experimenting with tobacco 
and marijuana once a few months 
prior but denies any other drug use.

Differential diagnosis 
Fever of unknown origin (FUO) 
has been defined as a temperature 
higher than 38.0 °C (100.4 °F) that 

lasts at least 8 days without a clear 
source.  The 3 most common etio-
logic categories of FUO in children 
in order of frequency are infectious 
diseases, connective tissue diseas-
es, and neoplasms.1 Outlined in the  
Table are etiologies of FUO by cate-
gory.1 Infectious diseases to consid-
er in immigrant children include 
Mycobacterium tuberculosis, My-
cobacterium bovis, hepatitis A-D, 
parasitic infections, malaria, and 
typhoid fever. 2,3

in a 15-year-old girl
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Hospital course/diagnosis
Patient was stabilized with mainte-
nance intravenous fluids within 24 
hours. She was given acetaminophen 
and ibuprofen as needed with ade-
quate control of her pain. The work-
up of FUO was completed to guide 
further management. 

Patient’s tests returned positive 

for Bartonella henselae IgM and ds-
DNA IgG with significant ANA titer of 
1:640. HIV antigen and antibody test-
ing returned positive with CD4 count 
of 200, CD4 percentage of 4% to 11%, 
and quantitative HIV RNA count of 
272,000/ml. Subsequent testing for 
other sexually transmitted infections 
returned positive for syphilis with re-

active rapid plasma reagin (RPR), but 
RPR titers were negative, conflicting 
for true syphilis infection. Treponema 
pallidum particle agglutination assay 
(TP-PA) was performed as confirma-
tory testing and the positive result 
suggested either very early disease 
with no measurable seroconversion, 
late or late latent syphilis, or previously 

TABLE  DIFFERENTIAL DIAGNOSIS  
COMMON CAUSES OF PEDIATRIC FUO1

INFECTIOUS

BACTERIAL VIRAL OTHER

Abscess Adenovirus Blastomycosis

Bartonella Arbovirus Cryptosporidium

Brucellosis Cytomegalovirus Ehrlichiosis

Leptospirosis Enterovirus Histoplasmosis

Mastoiditis Epstein-Barr 
virus

Leishmaniasis

Osteomyelitis Hepatitis viruses Lymphogranuloma 
venereum

Pyelonephritis Herpes simplex 
virus

Malaria

Rat bite fever HIV Psittacosis

Salmonellosis Picornavirus Q fever

Sinusitis Rocky Mountain 
spotted fever

Tuberculosis Toxoplasmosis

Tularemia Visceral larva 
migrans

Nontuberculous 
mycobacteria

Mycoplasma

NONINFECTIOUS

ONCOLOGIC AUTOIMMUNE OTHER

Leukemia Behçet disease Diabetes 
insipidus

Lymphoma Inflammatory bowel 
disease

Drug fever

Langerhans cell 
histiocytosis

Hyperthyroidism Factitious fever

Neuroblastoma Granulomatosis  
(with polyangiitis)

Familial 
dysautonomia

Hemophagocytic 
lymphohistiocytosis

Juvenile idiopathic 
arthritis

Periodic fever 
syndromes

Kawasaki disease Pancreatitis

Polyarteritis nodosa Serum sickness

Sarcoidosis Cyclic 
neutropenia

Systemic lupus 
erythematous

Kikuchi-
Fujimoto 
disease

Antiphospholipid 
antibody syndrome

Subacute thyroiditis

Subacute thyroiditis
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treated syphilis. She had no symptoms 
suggestive of active disease, and there 
was no report or documentation of 
treatment. This led to the diagnosis of 
HIV with latent syphilis infection and 
immune dysregulation resulting in 
multiple false-positive antibody titers.

Discussion
This patient’s FUO workup led to sev-
eral positive tests that could account 
for her fevers, including Bartonella, 
systemic lupus erythematosus (SLE), 
HIV, and syphilis. We were faced 
with a diagnostic and treatment di-
lemma—to treat or not to treat? Of 
the plausible diagnoses, acute HIV 
was most likely based on symp-
tomatology. Acute retroviral syn-
drome develops in 50% to 90% of ad-
olescents and adults within the first 
few weeks of HIV infection and can 
mimic mononucleosis because of fe-
ver, malaise, lymphadenopathy, and 
skin rash.4 Untreated pediatric HIV 
infection can present as unexplained 
fevers, generalized lymphadenopa-
thy, hepatomegaly, splenomegaly, 
and failure to thrive4, findings simi-
lar to those in our patient. 

Classic symptoms of Bartonella
include a papule or pustule at site of 
inoculation within 12 days of a cat 
scratch, followed by regional lymph-
adenopathy within 1 to 2 weeks in 
nodes that drain site of inoculation. 
Axillary node involvement is most 
common, but cervical, subman-
dibular, submental, epitrochlear, or 
inguinal nodes can be involved and 
can last up to 4 months. Low-grade 
fever lasting several days develops 
in 30% of patients.5 The updated di-
agnostic criteria for SLE includes a 
positive ANA titer of 1:80 or greater or 
an equivalent positive test, presence 
of 1 clinical criterion, and 10 points 
or greater on scoring system defined 
by symptoms and/or diagnostic test-

ing. Clinical domains for diagnosis 
include constitutional, hematologic, 
neuropsychiatric, mucocutaneous, 
serosal, musculoskeletal, and renal 
symptoms. Antiphospholipid anti-
bodies, complement proteins, and 
SLE-specific antibodies (anti-dsDNA 
antibody or anti-Smith antibody) are 
also included in diagnostic criteria.6  
The absence of clinical findings for 
Bartonella and lack of diagnostic cri-
teria for SLE prompted the decision 
to treat HIV and syphilis first. Ulti-
mately, significant Bartonella, dsD-
NA, and ANA titers were thought to 
be a result of immune dysregulation.

Immune dysregulation in the set-
ting of HIV infection is an interest-
ing phenomenon. HIV viremia is 
known to result in B cell hyperactiv-
ity, which results in hypergamma-
globulinemia of both IgG and IgM 
antibodies7,8  and increased produc-
tion of autoantibodies. This can re-
sult in false positive antibody testing 
for various diseases. Antibody cross 
reactivity with tuberculosis, leprosy, 
and malaria in the setting of HIV has 
been reported.9  HIV has also been 
associated with autoimmune dis-
ease, especially following initiation 
of antiretroviral therapy and im-
mune system recovery.10 However, 
a subset of these patients have dem-
onstrated antibody positivity in THE 
absence of clinical symptoms sug-
gestive of disease.10 The exact mech-
anism is unclear. There are a few 
proposed mechanisms of B cell ac-
tivation including (1) direct or indi-
rect activation of B cells by cytokines 
and growth factors in HIV-infected 
patients or (2) activation by HIV pro-
teins or the virus itself. False positive 
testing for autoantibodies, as detect-
ed by indirect immunofluorescence 
techniques, may reflect nonspecific 
IgG binding to Fc receptors.8

Within 12 weeks of starting anti-

retroviral therapy for HIV, subclini-
cal opportunistic infections can be 
unmasked as immune function im-
proves.11 Follow-up and surveillance 
of opportunistic infections are criti-
cal. Bartonella is a known opportu-
nistic infection with complications 
including seronegative endocardi-
tis, bacillary angiomatosis (vascu-
lar proliferative lesions of skin and 
subcutaneous tissue), and bacillary 
peliosis (reticuloendothelial lesions 
in visceral organs, primarily the 
liver)4, so development of symptoms 
suggestive of bartonella infection 
would have warranted treatment. 
Other bacterial opportunistic infec-
tions including invasive Streptococ-
cus pneumoniae, Haemophilus in-
fluenzae type B, and meningococcal 
infections would also warrant treat-
ment if clinically appropriate.12

Latent syphilis, observed in this 
patient, is defined as the period af-
ter infection when the patient is 
seroreactive but demonstrates no 
clinical manifestations of disease. 
Latent syphilis acquired within the 
preceding year is referred to as early 
latent syphilis; cases greater than 1 
year’s duration are considered late 
latent syphilis. Traditional serologic 
testing for syphilis involves initial 
screening with a nontreponemal 
test like RPR, followed by confirma-
tory testing for a positive test with 
a treponemal test, such as TP-PA.13  
An increasingly popular algorithm 
reverses the order and uses a trepo-
nemal antibody test as the screening 
test followed by a nontreponemal 
test (eg, RPR) for confirmation.14 This 
algorithm has gained popularity be-
cause it has been shown to detect 
syphilis in some patients who would 
not have been identified if a non-
treponemal test were used initially. 
If an initial treponemal antibody test 
is positive, an RPR can be performed 
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to differentiate between an active or 
past infection. In this case, a positive 
RPR would confirm that the person 
has been exposed to syphilis and, if 
not treated previously, has an active 
infection; or, if treatment had oc-
curred more than 3 years ago, pos-
sible reinfection. Discordant results 
(eg, positive antibody test, negative 
RPR) are often seen in patients with a 
history of successfully treated syphi-
lis. For patients without a history of 
treated syphilis, a discordant result 
can occur in very early syphilis or in 
late syphilis when nontreponemal 
tests have become nonreactive over 
time.14 This patient had a reactive 
RPR with negative RPR titers but had 
a positive TP-PA, and thus was diag-
nosed with latent syphilis under the 
presumption she was not treated and 
the nontreponemal test had become 
nonreactive over time. It is impor-
tant to treat syphilis, even in latent 
syphilis, because a subset of patients 
will develop tertiary syphilis if un-
treated.15 Tertiary syphilis occurs 15 
to 30 years after the initial infection 
and can include gumma formation 
(soft, noncancerous, granulomatous 
growths that can destroy tissue) or 
cardiovascular involvement (includ-
ing aortitis).13 It can also damage the 
brain, nerves, eyes, blood vessels, 

liver, bones, and joints.16 Risk of neu-
rosyphilis is high in HIV patients and 
can occur at any stage.13

Given this patient’s social situa-
tion, the health care team had sig-
nificant concerns about the patient’s 
safety and risk for human and sex 
trafficking especially in the setting of 
HIV diagnosis and starting antiretro-
viral therapy. Red flags included the 
mother not resembling the child and 
the patient revealing that she could 
speak English several days into ad-
mission. Major risks for human traf-
ficking include age between 12 and 
16 years, homelessness, substance 
use, history of sexual abuse, LGBT 
identification, and mental illness.17

Her undocumented status—a social 
determinant of health—puts her at 
risk for unsafe work and living con-
ditions, migration-related trauma, 
violent injury, sexual assault, and 
barriers/delay to accessing health 
care because of fear of detention and 
deportation.18 Careful attention was 
given to discharge planning. Safe 
discharge criteria for this patient in-
cluded addressing social and medi-
cal issues. The state Department of 
Children and Families (DCF) was 
contacted and a mandatory report 
was made for concern of patient’s 
safety. Although HIV positivity could 

be consistent with sexual contact re-
ported by the patient several months 
ago, latent syphilis diagnosis sug-
gests acquisition time inconsistent 
with history. A safety visit was made 
to the patient’s home followed by 
clearance from social work and DCF 
with development of a safe discharge 
and follow-up plan.

Patient outcome 
The patient was started on antiretrovi-
ral therapy with daily bictegravir (Bik-
tarvy) for HIV and penicillin G ben-
zocaine IM once a week for 3 weeks 
for latent syphilis, and was monitored 
for signs and symptoms of Bartonel-
la and SLE. Daily Bactrim was start-
ed because of the risk for opportunis-
tic Pneumocystis jiroveci pneumonia
infection for CD4 count less than 200. 
The patient was accepted into the 
Health Resources and Services Ad-
ministration’s Ryan White HIV/AIDS 
Program, which provides a compre-
hensive system of HIV primary med-
ical care, essential support services, 
and medications for low-income peo-
ple living with HIV who are uninsured 
and underserved. Her long-term care 
and follow-up were arranged at her lo-
cal health department and provided 
by the AIDS Drug Assistance Program 
(ADAP), a statewide, federally funded 
prescription medication program for 
uninsured or underinsured individu-
als living with HIV. Treatment of HIV 
and syphilis alone resulted in complete 
symptomatic improvement. 

Autumn Hinds is a pediatric resident at Nemours 
Children’s Hospital in Orlando, Florida. 

ACKNOWLEDGEMENTS 
The author thanks Usa Gif t Kopsombut , 
MD, a pediatric hospitalist at Nemours Children’s 
Hospital, for her expertise, review, and editing of the 
manuscript.

“The patient’s FUO 
workup led to several 
positive tests that 
could account for her 
fevers. We were faced 
with a diagnostic and 
treatment dilemma—to 
treat or not to treat?” 

AUTUMN HINDS, MD
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CLINICAL FEATURE

Melanocytes in the basal layer of the epider-
mis produce cutaneous pigment known as 
melanin. Biological differences in different 
skin types underlie the overall color of the 
skin. For example, Black skin is naturally 
rich in melanin because melanosomes are 
distributed throughout the entire epider-
mis, whereas with fair White skin, few mela-
nosomes are found at the stratum basale and 
melanosomes are absent in the upper layers 
of epidermis.1 

Understanding the difference in biology 
and clinical presentations of cutaneous 
conditions in different skin types is criti-
cal for health care professionals to treat a 
diverse population. The epidemiology, role 
of genetics, clinical presentation, and treat-
ment considerations for atopic dermatitis, 
acne, and vitiligo in all skin types of the pe-
diatric population are discussed here.

Atopic dermatitis
Atopic dermatitis (AD) is widely considered 
to be the most common chronic skin disease 
and typically starts in early infancy or child-
hood.2 Up to 25% of children and up to 8% 
of adults have a past or present diagnosis of 
AD.3 The pathology behind AD is thought to 
be multifactorial and likely includes a genet-
ic predisposition combined with epidermal 
dysfunction, as well as environmental and 
socioeconomic factors.2 Additionally, AD is 
included in the “atopic diathesis,” along with 
food allergies, asthma, and allergic rhinitis 
(hay fever). Other comorbidities may include 
behavioral and psychosocial concerns.3

Epidemiology
Prevalence of AD in the United States is 
notably higher among Black children, who 
are 1.7 times more likely to be diagnosed 

Dermatologic differences 
in a diverse population

Colleen Powers is a 
dermatology resident in the 
Department of Dermatology 
at University of Mississippi 
Medical Center in Jackson.
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Many different terms are used to describe skin color, from 
using actual colors to categorize individuals to identifi cation 
based on one’s ethnicity. The most common terminology used 
in dermatology is the Fitzpatrick skin phototypes scale that 
classifi es skin types from I (White) to VI (Black). This staging 
is graded by sensitivity or ability of the skin to tan with UV 
exposure.¹ The term “skin of color” has been defi ned in many 
ways, but it typically includes individuals of Asian, Hispanic, 
Native American, Indian, and African descent. 
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with AD compared with White chil-
dren.3 Furthermore, individuals 
of Asian descent are 7 times more 
likely to be diagnosed with AD than 
White  individuals.4

Role of genetics
Filaggrin (FLG) loss-of-function mu-
tations are currently the most-thor-
oughly studied genetic component 
of AD.4 Filaggrin is a major structural 
protein of the stratum corneum bar-
rier, the outermost layer of the epi-
dermis.4 Individuals with mutations 
of the FLG gene typically present 
with an earlier onset of atopic disease, 
more severe disease, and a higher risk 
of superinfection.4 Other polymor-
phisms in genes related to innate or 
adaptive immunity in Th2 signaling 
pathways are thought to play a role 
in the development of AD.4 Although 
psoriasis is thought to be related to 
issues in the Th1 signaling pathway 
including Th17 and interleukin 23 
(IL-23), IL-17–positive T-cell expan-
sion has been noted in Asian popu-
lations.5 Furthermore, it is postulat-
ed that the increased prevalence of 
AD seen in Asian populations may 
be due to a stronger Th17/22 polar-
ization that may lead to a phenotype 
with AD-psoriasis overlap.4

Clinical presentation
Presentation of AD across all racial 
spectrums generally includes in-
tense pruritus and xerosis accom-
panied by eczematous papules or 
plaques.6 However, subtleties of AD 
may present differently among vari-
ous races. For example, skin lesions 
often appear more well demarcat-
ed in those of East Asian descent or 
may have greater extensor involve-
ment in Black individuals.3 Addition-
ally, xerosis and hyperlinear palms 
and soles may be more prominent in 
those with darker skin.3

Treatment 
considerations
Of note, the major-
ity of studies con-
cerning treatment of 
AD were conducted 
on White individu-
als, which may lead 
to difficulty in indi-
vidualizing treatment 
regimens.4 Current 
guidelines support sim-
ilar treatments for AD 
across all racial back-
grounds, with first-line 
therapy including topi-
cal corticosteroids and 
calcineurin inhibitors.4

Additionally, one phos-
phodiesterase-4 inhibitor, crisaborole, 
may be used for the treatment of mild 
to moderate AD.4 Anecdotally, topi-
cal steroids appear to be effective in 
all skin types; however, those of high 
potency should be approached with 
caution because they may lead to hy-
popigmentation particularly in skin of 
color.4 Systemic treatment can be con-
sidered for moderate to severe AD.

Acne
Acne is consistently a top 3 reported 
skin condition in the general popu-
lation in the United States, United 
Kingdom, and France7 and is in the 
top 3 most common dermatoses in 
Black, Hispanic, and Asian adoles-
cents.8,9 The pathophysiology of acne 
is multifactorial, beginning with a 
microcomedone and progressing 
to comedones. Follicular hyperke-
ratinization, increased sebum pro-
duction, and proliferation of Cuti-
bacterium acnes lead to subsequent 
follicular plugging, release of inflam-
matory cytokines, and activation of 
toll-like receptor 2.10 This process cre-
ates inflammatory papules, pustules, 
and nodules.10 The resulting sequel-

ae involve various types of scarring 
as well as postinflammatory hyper-
pigmentation (PIH). 

Epidemiology
Acne affects patients of many ages, 
but roughly 20% of young people suf-
fer from moderate to severe acne.7

Some degree of acne affects almost 
all individuals aged 15 to 17 years, 
with an estimated 85% prevalence 
rate among individuals aged 12 to 24 
years.7 A higher percentage of Hispan-
ic teens have reported acne compared 
to Black and Asian teens.11 Frequency 
of acne in different ethnic groups has 
been studied, but results are mixed, 
largely due to difficulty with selec-
tion bias of study populations. Over-
all, prevalence and incidence appears 
to be similar among ethnic groups.7

Role of genetics
Little research is available regard-
ing pathophysiologic differences 
among ethnic groups.7,8 Of the avail-
able research, most involve White 
and Black skin types, with less in-
formation available regarding acne 
in Asian and Hispanic skin types.7KM
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There is no defined ethnic associa-
tion or gene mutation in individu-
als with acne, although certain skin 
types are affected differently. 

Heritability is almost 80% in first-
degree relatives. It tends to be more 
severe and occur earlier in patients 
with a positive family history of 
acne.7 Severity of acne also increases 
with maturity and dehydroepian-
drosterone sulphate levels.7 It typi-
cally begins in early teen years with 
onset of facial sebum production.7

Of note, the follicular epithelium of 
the pilosebaceous unit is thicker in 
patients of skin type V and IV than 
skin types I and II. These follicles are 
more likely to keratinize and form 
comedones, rather than inflamma-
tory and cystic lesions seen in pa-
tients with lighter skin types.9

Clinical presentation
Papular lesions are the most com-
mon type of acne lesion described 
in patients across all skin types.12

Postinflammatory hyperpigmenta-
tion and hyperpigmented macules 
most commonly affect darker skin 
types.9 Clinically, White and Asian 
patients tend to have more inflam-
matory acne than African Ameri-
can patients, who tend to have more 
comedonal acne.9 White, Hispanic, 
and Asian patients are more likely 
to present with nodulocystic acne 
compared with African American 
patients.9 In addition, Hispanic pa-
tients typically experience more 
pustular lesions and more scarring 
compared with Asian and African 
American patients, although African 
Americans experience more PIH.11

Asian and Middle Eastern patients 
report mostly papular and comedo-
nal lesions and less PIH.12 Keloidal 
scarring is not a common compli-
cation of acne, but the risk is much 
greater in darker skin types.7,12

Treatment considerations
Several studies have shown signifi-
cant differences in illness percep-
tion and quality of life in White vs 
non-White patients, specifically re-
garding White patients with acne 
experiencing less negative impact on 
social functioning compared to non-
White patients with acne.13 A study 
by Barbieri et al showed that non-
Hispanic Black patients were more 
likely to be seen by a dermatologist 
for acne compared with non-His-
panic White patients but were pre-
scribed fewer acne medications.14 

These papers, however, most com-
monly study adult patients, so much 
less literature is available regarding 
these concerns in the pediatric pop-
ulation.13 Regardless, this should be 
kept in mind when treating pediatric 
acne in all skin types.

In general, a thorough history of a 
patient’s skin type and sensitivity is 
necessary to formulate an appropri-
ate treatment regimen. Hyperpig-
mentation, more common in patients 
of darker skin types, has been shown 
to be more distressing to many pa-
tients than the acne itself.12 Keep in 
mind that although comedones in 
Black patients do not appear red or 
inflamed clinically, there is a marked 
amount of histologic inflammation.9

This is especially seen in Black fe-
male patients.9 Postinf lammatory 
hyperpigmentation can occur from 
the acne lesions themselves or from 
overly aggressive therapies that are 
irritating to the skin.12 Thus, care 
must be taken to avoid inducing irri-
tation and retinoid dermatitis when 
starting acne therapy in patients 
with darker skin of color.8

Irritant contact dermatitis seems to 
be more prevalent in clinical practice 
in patients with darker skin of color, 
although the American Contact Der-
matitis Society has studied this and 

found no difference in incidence be-
tween African American and White 
patients.11 Regardless, keep this in 
mind when selecting topical treat-
ment regimens for this patient popu-
lation.8,11 Vehicles such as lotions and 
creams should be utilized in patients 
with dry, sensitive skin prone to irri-
tation, with methods such as slowly 
increasing frequency of product use 
at initiation. Also consider start-
ing at low strength and slowly in-
creasing the strength as tolerated.11

Other vehicles such as solutions and 
gels are more appropriate for pa-
tients with oily skin that is not prone  
to irritation.11

Vitiligo
Vitiligo is a disorder of depigmen-
tation resulting from loss of me-
lanocytes.15 Due to the potential 
disfiguring nature of the disease, 
psychosocial functioning can be im-
pacted in both patients and their 
families.15 This is especially true in 
patients who develop vitiligo in child-
hood. The pathogenesis of vitiligo is 
not fully elucidated, but one of the 
most widely considered theories con-
siders vitiligo to be autoimmune in 
nature, with the predominant cause 
of melanocyte loss due to attack by 
CD8-positive cytotoxic T cells.16

Epidemiology
The prevalence of vitiligo worldwide 
is approximately up to 2% of the pop-
ulation, including both children and 
adults.15 Up to 80% of patients devel-
op vitiligo before aged 30 years, with 
up to 25% of patients developing 
their first depigmented lesion by the 
age of 10.17 The disease may impact 
all racial groups and skin types; how-
ever, there appears to be geographi-
cal differences regarding prevalence 
of disease.17 Women do appear to be 
more commonly affected than men.17
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Role of genetics
Genetic involvement in the develop-
ment of vitiligo is thought to be very 
complex, and there is no specific ge-
netic test for vitiligo.15 Involved genes 
are typically related to immune reg-
ulation, melanogenesis, and apopto-
sis.17 A familial association has been 
made with approximately 10% of pa-
tients having at least 1 first-degree 
relative also diagnosed with vitiligo.17

Clinical presentation
Lesions consistent with a diagno-
sis of vitiligo are amelanotic mac-
ules, possibly coalescing into larger 
depigmented patches, with distinct 
margins.17 Vitiligo is classified into 
nonsegmental, segmental, and un-
determined.18 Nonsegmental vitiligo 
can then be further classified based 
on distribution.18 Additionally, halo 
nevi, melanocytic nevi surrounded 
by depigmented rims, may be visu-
alized in individuals with vitiligo.19

Vitiligo is often associated with ad-
ditional comorbid disorders.20 Co-
morbid autoimmune conditions are 
present in 10% to 15% of patients with 
vitiligo (thyroid disease is the most 
common.)20 Racial variation in au-
toimmune disease has been noted; 
hypothyroidism is most common in 
White patients; psoriasis is the most 
frequent in Asian patients. Systemic 
lupus erythematosus and rheuma-
toid arthritis are the most common 
comorbidities in Black patients.20

Treatment considerations
Due to the chronic and often pro-
gressive nature of vitiligo, treat-
ment expectations must be clearly 
explained and discussed.19 Further-
more, treatment often spans several 
months and possibly years on an in-
termittent basis.19 All patients with 
a diagnosis of vitiligo should be en-
couraged to wear a daily sunscreen 
(SPF 30 or greater) due to the likeli-
hood of burning depigmented skin.19

If desired, several brands of cosmetic 
camouflage and concealers exist and 
have demonstrated improvement in 
quality of life.19

Main treatment modalities for 
vitiligo include topical therapies and 
phototherapy. The 3 main classes of 
topical treatments include steroids, 
calcineurin inhibitors, and vitamin 
D.15 Phototherapy, mainly narrow-
band UV-B, is typically favored for 
widespread disease or disease that 
is rapidly progressive.1 Phototherapy 
may also be combined with use of 
topical steroids, which may increase 
the efficacy of UV-B.21

Conclusion
Dermatologic conditions have a 
wide variety of presentations across 
different skin types, with differ-
ing implications in prognosis and 
treatment. This variation is multi-
factorial, due to biological and en-
vironmental differences and cul-
tural practices across individuals of 

different skin types. Clinical differ-
ences when treating a variety of skin 
of color involve pigmentary and in-
flammatory predilections and their 
sequelae. There are numerous etio-
logical and treatment considerations 
for patients of differing skin types 
that providers should consider when 
evaluating this population. This is 
well described in darker skin types 
for certain dermatologic procedures 
such as cryotherapy and intralesion-
al steroids. 

The conditions discussed here are 
only a few of the many dermatologic 
conditions for which more research is 
needed in skin of color in the pediat-
ric population. Little comprehensive 
research is available regarding many 
cutaneous diseases in the pediatric 
population—and even less regarding 
difference across skin types. More 
validated information is needed for 
better directed and individualized 
care for this vast patient population. 

COMMENTS? Email them to 
llevine@mjhlifesciences.com

For references, go to 
ContemporaryPediatrics.com/

dermatologic-differences-diverse-
population
dermatologic-differences-diverse-

Prevalence of atopic dermatitis is notably higher among Black 
children, who are 1.7 times more likely to be diagnosed with AD 

compared with White children. 
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Pairs of mothers with a child younger 
than 6 years participated in the study 
between August 2017 and July 2020. 
In the study, which was conducted in 
Taiwan, the mothers were asked ques-
tions about demographic character-
istics and dietary consumptions. The 
dietary portion asked about the typi-
cal consumption of foods for mother 
and child over the past month across 
a number of food categories.

There were 283 pairs included 
in the study. The average age of the 
mothers was 35.5 years. The average 
age of the children was 2.7 years; 54.1% 
were boys. Nearly 80% of the mothers 
had at least a university education. 
Smoking (1.4%) and alcohol use (2.9%) 
were very rare in participants. The 
mean fish take intake frequency was 
5.1 meals per week. The investigators 
used hair and fingernail samples to 
find mercury levels and found that 

the average mercury levels were 1.07 
± 0.67 μg/g and 0.42 ± 0.34 μg/g for 
mothers, respectively, and 1.11 ± 1.22 
μg/g and 0.36 ± 0.26 μg/g for children, 
respectively. These findings indicate 
that 42% of the mothers and 41% of the 
children had hair mercury levels that 
exceeded the recommended value of 
1 μg/g set by the US Environmental 
Protection Agency. Furthermore, the 
mercury exposure was much higher 
in children than their mothers, with 
the estimated daily intake being 3.3 
times higher in the children than 
their mothers. Fish consumption was 

found to be the main reason behind 
mercury exposure for mother and 
child. The children of mothers who 
did not engage in protective factors or 
have risk perceptions linked to food 
safety had higher mercury concentra-
tions than those who did.

Investigators concluded that 
mothers who were more aware of the 
risks of mercury were more likely to 
have lower levels of mercury as were 
their children. It is also important 
to note that although Taiwanese 
consume more seafood in general 
than Americans, choosing fish as a 
healthier alternative to beef has been 
encouraged over the last few years, 
so keeping an eye on mercury levels 
could be helpful to caregivers when 
deciding on diet for their children. 

COMMENTS? Email them to  
llevine@mjhlifesciences.com

R E F E R E N C E
1. Kao CS, Wang YL, Jiang CB, et al. Associations of 
maternal food safety-related risk perceptions and 
protective behaviors with daily mercury intake and 
internal doses of Taiwanese women and their pre-
school children. Environ Res. Published online April 21, 
2022. doi:10.1016/j.envres.2022.113344

Do food safety information and  
protective behavior help protect 
mercury exposure in children?

N
A

D
IA

N
B@

ST
O

CK
.A

D
O

BE
.C

O
M

MIRANDA HESTER

Mercury, a well-known toxin found in some foods, can 
negatively affect a child’s neurodevelopment. Individuals 
who consume a large amount of fish and seafood may be 
at risk for ingesting harmful levels of mercury. A recent 
investigation in Taiwan examined whether families with 
mothers who had food safety–related risk perceptions of 
mercury or who engaged in protective behaviors led to 
lower exposures of mercury for mother and child.

In 42% of mothers and 
41% of children, hair 
mercury levels exceeded 
the recommended value 
set by the EPA.
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“Stay home, save lives” and social 
distancing have been common tag-
lines over the last 2 years, but some 
public health experts are adding 
“We’re back to the 80s” to the mix, 
specifically in terms of rising cases of 
sexually transmitted infections (STI) 
to levels not seen in decades.

“There’s a lot of things I would love 
to go back to the 1980s for, but not for 
this: We are actually back, in general, 
to the 1980s levels of sexually trans-
mitted infections,” says Katherine K. 
Hsu, MD, a professor of pediatrics at 
Boston University School of Medi-
cine and medical director for STD 
Prevention & HIV/AIDS Surveil-
lance with the Bureau of Infectious 
Disease and Laboratory Sciences at 
the Massachusetts Department of 
Public Health.

At the height of the COVID-19 
pandemic, the focus was on reducing 
transmission of 1 particular virus, 
but new data show that a coronavirus 
isn’t the only type of infection that 
spiked during the pandemic.

In its first major release of data 
since the COVID-19 pandemic start-
ed, the Centers for Disease Control 
and Prevention (CDC) revealed that 
rates of nearly every type of STI have 
increased over the last several years.

� Gonorrhea cases have increased by 
45% since 2016 with a total 677,769 
cases in 2020.1

� Syphilis is up 52% from 2016 with a 
total of 133,945 cases.1

� Congenital syphilis saw a 235% increase 
from 2016 by 2020 with 2,148 cases.1

� Only chlamydia rates declined, down 
1.2% to 1.6 million cases in 2020.1

The increase in syphilis may be 
the biggest shock and it looks like the 
trend will continue. Preliminary data 
for 2021 show an increase in syphilis 
cases of 34% in women, 9% in men, 
and 6% in newborns with 33 states 
across the country reporting spikes.2

What caused the spike?
Part of the blame for these increases 
was the pandemic itself, according 
to CDC. The strained public health 
system, limited resources, reduced 
screenings, and general underreport-
ing over the last few years are reflected 
in this newest data, the agency shares, 
while warning that these trends may 
be only the tip of the iceberg.

Social distancing may have helped 
by limiting sexual activity and expo-
sure to new partners, but it may also 
have resulted in delayed care for 
many people, according to CDC.3

There is also a suspicion that bet-

ter treatment of HIV/AIDs has led to 
a more laissez-faire attitude about 
STIs in general. In the 1980s and early 
1990s, people were afraid of dying from 
AIDs, Hsu says. Since the virus no lon-
ger carries a death sentence for many, 
the u-shaped curve that cases of STIs 
have shown in the last few decades re-
flects a potential drop in concern.

“We didn’t have great treatment 
[for AIDs at first]. That’s no longer the 
case,” she says.

There was a real behavior change 
going into the 1990s in terms of sexual 
public health, and overall rates of STIs 
dropped while rare STIs like syphilis 
continued to travel in small groups. 
Groups with higher prevalence of HIV/
AIDs also experienced higher rates of 
STIs like syphilis, so behavior changes 
aimed at decreasing transmission of 
HIV/AIDs also had a positive effect on  
other infections.

“It’s important to recognize that 
the drop was really due to coincident 
STIs,” she says.

The pool of sexual partners trans-
mitting certain STIs became smaller 
after the emergence of HIV/AIDs, 
and once diseases like syphilis were 
introduced into smaller sexual net-
works and not fully eradicated, the 
chances of encountering a partner 
who is a carrier increased, Hsu says.

“A lot of this is about math and 
sexual networks, not individual be-
havior,” she explains. Clinicians 
sensed a spike in more symptom-
atic—and usually more advanced—

Some STIs spike, but the 
declines are just as concerning

Decreasing cases of chlamydia may offer false 
hope in light of decreased screening

RACHAEL ZIMLICH, BSN, RN
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STIs throughout the COVID-19 pan-
demic as patients hesitated to seek 
care, and now the data are confirm-
ing those suspicions.

“All of us fear future consequenc-
es. The true effects of the pandemic 
are probably yet to come,” Hsu adds.

Screenings a must
Silent infections pose a huge threat 
to female fertility, Hsu says, because 
chlamydia infections in particular 
are often caught only during screen-
ings, which fell by the wayside dur-
ing the early months of COVID-19.

“If you can only catch the infec-
tion through screening, that has to 
be one of the top-line messages,” Hsu 
says. “Chlamydia dropped because it 
is only caught through screening, but 
we know that pelvic inflammatory dis-
ease and infertility have also dropped 
since large-scale chlamydia screening 
started up again. A lot of people fear it 
will come back.”

Gonorrhea will present with pain-
ful symptoms at the urethra, prompt-
ing people who become infected 
to see treatment. Syphilis will also 
become symptomatic. Chlamydia, 
however, can brew undetected—and 
untreated—for a long time. While 
chlamydia numbers appear to have 
dropped in the latest estimates, Hsu  
cautions that it’s likely only detection 
of this infection that has decreased—
not actual infections.

Primary care doctors need to be 
vigilant in calling patients back for 
routine screenings similar to the way 
they are for immunization, Hsu says. 
Even if patients are asymptomatic 
now, a chlamydia infection can have 
long-term fertility consequences 
that aren’t realized for many years.

Public health organizations rec-
ommend chlamydia screening for 
all sexually active persons. Hsu says 
some pediatric practices screen any 

patient over a particular age to take 
the guesswork out of assessments of 
sexual activity. 

Hsu also stressed the importance of 
rescreening high-risk patients. For pa-
tients who have had a prior STI diag-
nosis, Hsu says the recommendation is 
to call them back for rescreening about 
3 to 4 months after treatment.

Newer rapid tests can help, but Hsu 
says maybe one of the best things that 
came out of COVID-19 was the in-
crease in availability of at-home test 
kits—even for STIs. Many self-swabs 
are FDA-approved. During the re-
stricted health care environment of 
COVID-19, patients are more willing 
to drop off samples for testing and 
screening rather than committing to 
a full appointment.

Other challenges of STIs
Another challenge of managing chla-
mydia based on assessments of sex-
ual activity is that patients—espe-
cially young adults—may not “count” 
oral or rectal sexual activity. But Hsu 
says there are emerging data that the 
rectum and oropharynx can be silent 
reservoirs for chlamydia. 

This previously hasn’t been on 
CDC’s radar, she explains, as it was 
considered mostly an issue in male-
to-male sexual activity. However, new 
screening of other mucosal sites has 
confirmed that the female rectum 
can also harbor chlamydia, leading 
to reinfection of the vagina even after 
chlamydia has been treated.

In addition to considering auto-
inoculation, Hsu said guidance has 
changed on what antibiotics should 
be used to treat chlamydia infections. 

CDC updated its guidance in July 
2021,4,5,6 recommending against treat-

ing these infections with a single dose 
of azithromycin because it does not 
eradicate the infection at rectal sites. 
The new recommendation is to use 
doxycycline twice a day for a week—
a change that raised some concerns 
about patient adherence. A shorter 
course of antibiotics is certainly easi-
er to follow through with, but Hsu said 
researchers found that a single dose of 
azithromycin eradicated about 71% to 
78% of rectal chlamydia cases while 
doxycycline was effective in clear-
ing more than 91% to 100% of cases. 
To add to that, she says, about 2 in 3 
women with vaginal chlamydia are 
coinfected at the rectal site even when 
rectal penetration is denied.

The CDC now recommends 500 
mg of ceftriaxone instead of 250 mg 
for gonorrhea treatment. Pediatric 
dosing is 25 to 50 mg/kg of ceftriax-
one, not to exceed 250 mg per dose.3

A 500-mg single dose is intended for 
those less than 150 kg in adult dosing, 
but 1 gram should be used in anyone 
weighing more than 150 kg. Clini-
cians are also advised to drop the 
azithromycin that has typically been 
added as a dual drug approach.4,5,6

“We don’t have 2 good options 
against gonorrhea anymore. Gonor-
rhea is becoming more resistant to 
azithromycin, so a stronger dose of 
ceftriaxone is now preferred. Now 
that we’re back to a single drug again, 
people are concerned. If it mutates be-
yond cephalosporins, there really are 
no more options.”

Rachael Zimlich is a freelance medical writer in 
Cleveland, Ohio. She has nothing to disclose.

For references, go to 
ContemporaryPediatrics.com/

some-STIs-spikesome-STIs-spike

Silent infections pose a huge threat to
female fertility.
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The COVID-19 pandemic has upend-
ed the world of respiratory diseases. 
Every cough and sniffle raises red 
flags in a clinical area that already 
was a drain on health care resourc-
es. Roughly 12% of US adults have 
chronic sinusitis, and about 2.7 mil-
lion physician and 234,000 emergen-
cy department visits are attributed to 
this diagnosis each year.1

Drawing the line between acute 
sinusitis and every other respiratory 
bug can be difficult, though. As with 
many other conditions driven by vi-
ral infection, there is little clinicians 
can really offer patients for sinusitis 
other than supportive care and calls 
for patience.

As COVID-19 trans-
missions are lessen-
ing, patients and cli-
nicians are equally 
concerned about re-
spiratory symptoms, 
but experts say the 
pandemic isn’t really 
changing the game plan for sinusitis.

“I think the biggest thing I try to 
explain to patients is the disease 
process,” says Jane Carnazzo, MD, of 
Children’s Hospital and Medical Cen-
ter in Omaha, Nebraska. 

Observations of mucus changes 
can help patients determine where 
they are in a bout with sinusitis, she 
explains, adding that green mucus 

is common for about a week after 
infection and doesn’t really signal a 
severe infection.

“When it comes to sinusitis, your 
acute sinusitis is really going to be 
someone who is sick for 10 to 14 days. 
You have to give a cold a good week to 
get better,” she adds. 

A high fever or copious amounts of 
mucus right away is a different story, 
she says, but this level of infection 
isn’t common. 

COVID-19 isn’t the only worry 
when it comes to respiratory symp-
toms, Carnazzo adds. Antibiotic re-
sistance is a real problem and one she 
says she tries to educate her patients 

about. Prescribing 
antibiotics may give 
patients a peace of 
mind regarding their 
symptoms, but Car-
nazzo says 75% of her 
patients don’t return 
for a prescription 
after a bit of educa-

tion about what to expect and what 
is normal in terms of symptoms and 
progression of sinusitis.

Besides education, she says offer-
ing patients an alternative for symp-
tom management can help. People 
like to turn to over-the-counter (OTC) 
remedies that dry out mucus at the 
first sign of illness, but she says this is 
really the opposite of how you want to 

manage sinusitis.
“You want the nose to drain. When 

it comes to preventing a sinus infec-
tion, it’s the best you can do,” she says. 

Saline rinses have become a popu-
lar choice among her patient popula-
tion, Carnazzo adds, but lavage can 
sometimes make symptoms worse. 
Instead, things like promoting cry-
ing, exposure to cold weather, and 
anything else that can help make the 
nose run works well, she says.

The exception, she explains, is 
children who have issues such as 
anatomical problems that could in-
crease mucus retention, immune 
deficiencies, and conditions in-
cluding Down syndrome that may 
predispose a child to smaller sinus 
cavities. Even with these patients, 
though, Carnazzo says clinicians 
should use caution about jumping to 
antimicrobial treatments.

Time is an important tool in the 
clinician’s arsenal, and many pa-
tients will improve in about a week 
with little intervention. It’s also to be 
expected that some children will ap-
pear to have chronic sinus problems, 
but constant antibiotic therapy isn’t 
an option, she notes.

“Kids in day care have runny nos-
es all the time but you can’t just keep 
them on antibiotics,” she says. “It’s 
just a matter of trying to sort it out. 
Give it some time and try to get them 
to clear their nasal passages. Don’t try 
to dry it up too much.”

Pushing OTC medications isn’t 
much help, she adds, and imaging 
studies like x-ray and computed to-
mography scans are not generally 
recommended for diagnosis.  

The best thing pediatricians can do 
is to get a good history and description 

Trends in sinusitis
Patience and antimicrobial stewardship key 
to treating sinusitis

RACHAEL ZIMLICH, BSN, RN

The lowest-
spectrum 

antibiotic is 
always best to 

use fi rst  
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of how symptoms developed, what 
they feel like, and when they are worse. 

“History, symptoms, and presenta-
tion are key,” Carnazzo says. “Chron-
ic sinus issues may need imaging, 
but lab work and imaging are really 
not necessary. Just because the si-
nuses are plugged doesn’t mean they 
are infected.”

Purulent drainage is the key symp-
tom in diagnosing an infection that 
needs more intervention, she says. 
Pediatricians especially also need to 
remember a less common differential 
diagnosis: foreign objects. 

Foul or smelly drainage—especial-
ly on just 1 side of the nose—is a red 

flag for possibly finding things stuck 
in the nasal cavity, Carnazzo says.

Overall, the best practice for sinus-
itis, she adds, is to stress patience and 
exercising restraint when it comes to 
antibiotics and medications that dry 
mucus. Mucus is an annoying symp-
tom, but drainage is what sinusitis 
needs, she says.

“We’re always looking for a quick 
and easy fix, even if there isn’t one,” 
she adds.

For symptom relief, Carnazzo says 
she tends to point parents to menthol 
products, hydration, and humidifiers 
rather than OTC medications. If an-
tibiotics are needed, Carnazzo says 

amoxicillin is the first choice, while 
zithromax is not recommended be-
cause of resistance. The lowest-spec-
trum antibiotic is always best to use 
first, she adds.

“Just telling them it will take time 
and offering comfort is key,” she says. 

COMMENTS? Email them to 
llevine@mjhlifesciences.com

Rachael Zimlich is a freelance medical writer 
in Cleveland, Ohio. She has nothing 
to disclose.
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In a randomized study of neonates and infants expected to be treated with PN for at least 28 days,
parenteral nutrition-associated cholestasis (PNAC), a precursor to PNALD, developed less frequently in
SMOFlipid-treated patients than in 100% soybean oil lipid emulsion-treated patients.

Monitor liver tests in patients treated with SMOFlipid and consider discontinuation or dosage reduction if
abnormalities occur.

Other Hepatobiliary Disorders

Hepatobiliary disorders including cholecystitis and cholelithiasis have developed in some parenteral
nutrition-treated patients without preexisting liver disease. Monitor liver tests when administering
SMOFlipid. Patients developing signs of hepatobiliary disorders should be assessed early to determine
whether these conditions are related to SMOFlipid use.

• Death in Preterm Neonates: Deaths in preterm neonates after infusion of lipid injectable emulsions
containing only soybean oil have been reported in the medical literature. Autopsy findings in these
preterm neonates included intravascular lipid accumulation in the lungs. Preterm and small-for-
gestational-age neonates have poor clearance of intravenous lipid emulsion and increased free fatty acid
plasma levels following lipid emulsion infusion. This risk due to poor lipid clearance should be considered
when administering intravenous lipid emulsions. Monitor patients receiving SMOFlipid for signs and
symptoms of pleural or pericardial effusion.

• Hypersensitivity Reactions: SMOFlipid contains soybean oil, fish oil, and egg phospholipids, which may
cause hypersensitivity reactions. Cross reactions have been observed between soybean and peanut.
SMOFlipid is contraindicated in patients with known hypersensitivity to fish, egg, soybean, peanut protein,
or to any of the active or inactive ingredients in SMOFlipid. If a hypersensitivity reaction occurs, stop
infusion of SMOFlipid immediately and initiate appropriate treatment and supportive measures.

• Infections: Lipid emulsions, such as SMOFlipid, can support microbial growth and are an independent risk
factor for the development of catheter-related bloodstream infections. To decrease the risk of infectious
complications, ensure aseptic techniques are used for catheter placement, catheter maintenance, and
preparation and administration of SMOFlipid. Monitor for signs and symptoms of infection including
fever and chills, as well as laboratory test results that might indicate infection (including leukocytosis and
hyperglycemia). Perform frequent checks of the intravenous catheter insertion site for edema, redness,
and discharge.

• Fat Overload Syndrome: This is a rare condition that has been reported with intravenous lipid emulsions,
and is characterized by a sudden deterioration in the patient’s condition (e.g., fever, anemia, leukopenia,
thrombocytopenia, coagulation disorders, hyperlipidemia, hepatomegaly, deteriorating liver function,
and central nervous system manifestations such as coma). A reduced or limited ability to metabolize
lipids, accompanied by prolonged plasma clearance (resulting in higher lipid levels), may result in this
syndrome. Although fat overload syndrome has been most frequently observed when the recommended
lipid dose or infusion rate was exceeded, cases have also been described when the lipid formulation was
administered according to instructions.

If signs or symptoms of fat overload syndrome occur, stop SMOFlipid. The syndrome is usually reversible
when the infusion of the lipid emulsion is stopped.

• Refeeding Syndrome: Administering PN to severely malnourished patients may result in refeeding
syndrome, which is characterized by the intracellular shift of potassium, phosphorus, and magnesium as
patients become anabolic. Thiamine deficiency and fluid retention may also develop. To prevent these
complications, closely monitor severely malnourished patients and slowly increase their nutrient intake.

• Hypertriglyceridemia: The use of SMOFlipid is contraindicated in patients with hypertriglyceridemia with
serum triglyceride concentrations >1,000 mg/dL.

Patients with conditions such as inherited lipid disorders, obesity, diabetes mellitus, or metabolic
syndromes have a higher risk of developing hypertriglyceridemia with the use of SMOFlipid. In addition,

patients with hypertriglyceridemia may have worsening of their hypertriglyceridemia with administration
of SMOFlipid. Excessive dextrose administration may further increase such risk.

Evaluate patients’ capacity to metabolize and eliminate the infused lipid emulsion by measuring
serum triglycerides before the start of infusion (baseline value) and regularly throughout treatment.
If triglyceride levels are above 400 mg/dL in adults, stop the SMOFlipid infusion and monitor serum
triglyceride levels to avoid clinical consequences of hypertriglyceridemia such as pancreatitis. In
pediatric patients with hypertriglyceridemia, lower triglyceride levels (i.e., below 400 mg/dL) may be
associated with adverse reactions. Monitor serum triglyceride levels to avoid potential complications
with hypertriglyceridemia such as pancreatitis, lipid pneumonitis, and neurologic changes, including
kernicterus.

To minimize the risk of new or worsening of hypertriglyceridemia, assess high-risk patients for their
overall energy intake including other sources of lipids and dextrose, as well as concomitant drugs that
may affect lipid and dextrose metabolism.

• Aluminum Toxicity: SMOFlipid contains no more than 25 mcg/L of aluminum. Prolonged PN
administration in patients with renal impairment may result in aluminum reaching toxic levels. Preterm
infants are at greater risk because their kidneys are immature, and they require large amounts of calcium
and phosphate solutions, which contain aluminum. Patients with impaired kidney function, including
preterm infants, who receive parenteral levels of aluminum at greater than 4 to 5 mcg/kg/day can
accumulate aluminum at levels associated with central nervous system and bone toxicity. Tissue loading
may occur at even lower rates of administration.

• Essential Fatty Acid Deficiency: Treatment-emergent cases of moderate or severe essential fatty acid
deficiency (EFAD) (defined as the triene [Mead acid] to tetraene [arachidonic acid] ratio >0.2 and >0.4,
respectively) were not observed in pediatric clinical trials of SMOFlipid up to 28 days. However, cases
of EFAD have been reported in adults and pediatric patients in the postmarketing period with the use
of SMOFlipid. The median time to onset was greater than 28 days among cases that reported time to
onset. Monitor patients for laboratory evidence (e.g., abnormal fatty acid levels) and clinical symptoms
of EFAD (e.g., skin manifestations and poor growth) because these signs may emerge before laboratory
evidence of EFAD is confirmed. Laboratory testing using the triene to tetraene ratio may not be adequate
to diagnose EFAD, and assessment of individual fatty acid levels may be needed. Ensure patients are
receiving recommended dosages of SMOFlipid to prevent EFAD.

• Monitoring/Laboratory Tests: Throughout treatment monitor serum triglycerides, fluid and electrolyte
status, blood glucose, liver and kidney function, coagulation parameters, and complete blood count
including platelets.

The lipids contained in SMOFlipid may interfere with some laboratory blood tests (e.g., hemoglobin,
lactate dehydrogenase [LDH], bilirubin, and oxygen saturation) if blood is sampled before lipids have
cleared from the bloodstream. Conduct these blood tests at least 6 hours after stopping the infusion.
SMOFlipid contains vitamin K that may counteract anticoagulant activity.

ADVERSE REACTIONS
Most common adverse drug reactions >1% of adult patients who received SMOFlipid from clinical trials 
were nausea, vomiting, hyperglycemia, flatulence, pyrexia, abdominal pain, increased blood triglycerides, 
hypertension, sepsis, dyspepsia, urinary tract infection, anemia and device-related infection.

Less common adverse reactions in ≤ 1% of adult patients who received SMOFlipid were dyspnea, 
leukocytosis, diarrhea, pneumonia, cholestasis, dysgeusia, increased blood alkaline phosphatase, increased 
gamma-glutamyltransferase, increased C-reactive protein, tachycardia, liver function test abnormalities, 
headache, pruritis, dizziness, rash and thrombophlebitis.

The most common adverse drug reactions in >1% of pediatric patients who received SMOFlipid anemia, 
vomiting, gamma-glutamyltransferase increased, nosocomial infection, cholestasis, pyrexia, C-reactive 
protein increased, hyperbilirubinemia, abdominal pain, bilirubin conjugated increased, diarrhea, 
tachycardia, thrombocytopenia, hyperglycemia, sepsis.

Less common adverse reactions in ≤1% of pediatric patients who received SMOFlipid were decreased 
hematocrit, metabolic acidosis, increased blood triglycerides, infection, increased blood alkaline 
phosphatase, increased alanine aminotransferase, fluid overload, hypertension, hypertriglyceridemia,
and rash.

The following adverse reactions have been identified during post-approval use of SMOFlipid in countries 
where it is registered. Cardiac disorders: palpitations; General disorders and administration site conditions: 
chills, chest pain, malaise; Hepatobiliary disorders: cholestasis; Infections and Infestations: infection; 
Metabolism and nutrition disorders: fatty acid deficiency; Respiratory, Thoracic and Mediastinal Disorders: 
dyspnea; Skin and subcutaneous tissue disorders: hyperhidrosis; Vascular disorders: phlebitis.

To report SUSPECTED ADVERSE REACTIONS, contact Fresenius Kabi USA, LLC at 1-800-551-
7176, option 5, or FDA at 1-800-FDA-1088 or www.fda.gov/medwatch.

DRUG INTERACTIONS
Soybean and olive oils in SMOFlipid contain vitamin K

1
 which may counteract the anticoagulant activity 

of vitamin K antagonists such as warfarin. In patients who receive concomitant SMOFlipid and warfarin, 
increase monitoring of laboratory parameters for anticoagulant activity.

USE IN SPECIFIC POPULATIONS

• Pregnancy and Lactation: Administration of the recommended dose of SMOFlipid is not expected 
to cause major birth defects, miscarriage, or other adverse maternal or fetal outcomes. No animal 
reproduction studies have been conducted with SMOFlipid. Administration of the recommended dose 
of SMOFlipid is not expected to cause harm to a breastfed infant. There are no data on the presence of 
SMOFlipid in human or animal milk or its effects on milk production. 

• Pediatric Use: The safety and effectiveness of SMOFlipid have been established as a source of calories 
and essential fatty acids for parenteral nutrition when oral or enteral nutrition is not possible, insufficient, 
or contraindicated in pediatric patients, including term and preterm neonates. Use of SMOFlipid in 
neonates is supported by evidence from short-term (i.e., 1- to 4- week) studies, and one study following 
neonates beyond 4 weeks [see Clinical Studies (14.2)]. Use of SMOFlipid in older pediatric patients is 
supported by evidence from a short-term (i.e., <28 days) study in pediatric patients 28 days to 12 years of 
age and additional evidence from studies in adults [see Clinical Studies (14)]. The most common adverse 
reactions in SMOFlipid-treated pediatric patients were anemia, vomiting, gamma-glutamyltransferase 
increased, and nosocomial infection [see Adverse Reactions (6.1)]. PNALD, also referred to as IFALD, has 
been reported in pediatric patients who received SMOFlipid for more than 2 weeks. PNAC (a precursor 
to PNALD) was reported less frequently in SMOFlipid- treated patients compared to soybean oil lipid 
emulsion-treated patients in Pediatric Study 1 [see Warnings and Precautions (5.1) and Adverse Reactions 
(6.1)]. Although clinically significant cases of EFAD were not observed during short-term use in pediatric 
clinical studies, cases of EFAD have been reported with the use of SMOFlipid in the postmarketing setting 
[see Warnings and Precautions (5.9), Adverse Reactions (6.1)]. Monitor pediatric patients for laboratory 
evidence of EFAD because they may be particularly vulnerable to neurologic complications if adequate 
amounts of essential fatty acids are not provided [see Warnings and Precautions (5.9)]. Deaths in preterm 
infants after infusion of lipid injectable emulsions containing only soybean oil have been reported in 
medical literature [see Warnings and Precautions (5.2)]. Because of immature renal function, preterm 
infants receiving prolonged treatment with SMOFlipid may be at risk for aluminum toxicity [see Warnings 
and Precautions (5.8)].

OVERDOSAGE
In the event of an overdose, fat overload syndrome may occur. Stop the SMOFlipid infusion until 
triglyceride levels have normalized and symptoms have abated. The effects are usually reversible by 
stopping the lipid infusion. If medically appropriate, further intervention may be indicated. Lipids are not 
dialyzable from plasma.

Pediatric Age group Initial Dose Maximum Dose Duration of infusion

Birth to 2 years of age 
(including preterm and 
term neonates*)

0.5 to 1 g/kg/day

Increase the dose by 
0.5 to 1 g/kg/day 

3 g/kg/day 20 to 24 hours for preterm 
and term neonates

12 to 24 hours for patients

1 month to 2 years

2 to <12 years of age 1 to 2 g/kg/day

Increase the dose by 
0.5 to 1 g/kg/day 

3 g/kg/day 12 to 24 hours

12 to 17 years of age 1 to 2 g/kg/day 2.5 g/kg/day 12 to 24 hours
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Contemporary Pediatrics® sat down 
with Johanna Olson-Kennedy, MD, 
medical director of the Center for 
Transyouth Health and Develop-
ment at Children’s Hospital Los An-
geles about providing gender-affirm-
ing care—treatments for supporting 
a transgender or nonbinary person 
in their gender transition—for pedi-
atric patients; who should be a part of 
the team providing that care; and the 
small ways that practices can show 
they’re a safe space for all patients.

Q What are the best practices 
for providing compassionate 

gender-affirming care to children 
and adolescents in the general 
pediatric office?
A. That question gets broken down 
into a couple of  things. Are we talk-
ing about somebody practicing gen-
der care or just anyone practicing 
pediatrics? Because those are 2 dif-
ferent things. I would think that for 
general pediatricians, if they’re not 
comfortable doing gender-specific 
care, they should refer to someone 
that is. We have a dearth of training 
for this work in the general pediat-
ric curriculum, though I think that 
will change over time. But right now, 

things such as puberty blockers feel 
complicated for general pediatri-
cians. So the first thing is to make 
sure young people are where they’re 
going to get the most informed care. 
In the world of gender, it is really 
important that people understand 
that having protocols creates more 
problems than it solves. For a lot 
of reasons, there are just so many 
intersecting developmental trajec-
tories that have to be considered 
when helping people move forward 
[with transitioning]. And that’s why 
if you’re not comfortable with the 
care, don’t do it. The most compas-
sionate care is care that considers 
the individual, where they are de-
velopmentally and chronologically 
in their gender understanding and 
consolidation process, and then, 
where they and their families are in 
relationship to interventions. And 
it’s not just 1 overarching thing. 
It’s individualized.

Q What are some small changes 
that pediatricians can enact 

to provide a caring and accepting 
environment for gender-diverse 
children and teenagers, even if 
they aren’t providing that care? 

A: Just even the small act of having a 
poster or something similar in your 
waiting room, that says “We welcome 
all genders here” or “Tell us about 
your gender” or handouts with basic 
information can be really helpful. 
We think about the impact of those 
changes on kids that are in the trans 
community, or in the LGBTQIA+ 
community, but they actually have 
an impact on everyone. Because that 
kind of change, that kind of open-
ness, that kind of welcoming mes-
sage models for everyone the way 
that it should be for people within 
the community, but they’re super 
important for everyone. Also, do 
you only ask questions about gender 
in response to some kind of gender 
expression that feels maybe a little 
bit outside the stereotype? Or is this 
something we ask everyone? With the 
HEEADSSS [home, education/
employment, eating, activities, 
drugs, sex, suicide/depression, 
and safety] exam [psychological 
screening tool for adolescents], 
we ask about sexuality. We said 
everyone 12 and older was getting 
HEEADSSS, outside the presence of 
their parents. 

So with that in mind, for younger 
kids, we might ask are you having 
crushes? Do you have crushes on 
boys, girls, both, neither? So you 
can provide them information about 
health and safety. I think a similar 
thing about gender. You ask some-

Providing gender-af� rming 
care in pediatrics
MIRANDA HESTER

A conversation on best practices for helping a child 
who is thinking of transitioning to another gender
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thing like, “I’ve 
k now n you 
since you were 
born and we 
have assumed 

you were a girl. 
Does that feel 

right for you?” It 
may allow them 
to disclose some-

thing that they 
wouldn’t have other-

wise disclosed. It’s also 
important to talk about the limits of 
confidentiality with all of those ques-
tions so they know that you’re not 
going to disclose that information to 
their parents unless they want you to. 
One of the tricky things about being 
trans is that if you want to do any-
thing about it, you have to out your-
self to providers so they can get you 
what you need. 

I don’t think there’s great con-
sensus about what age you would 
ask someone this. The most com-
mon thing I’ve heard from parents of  
my patients is “this wasn’t even on 
our radar.” Thinking about how we 
can get parents into a place where 
they are asking their kids these 
things more routinely, I think that 
would also take the medical em-
phasis off gender, refocusing the 
conversation about gender in the 
familial setting, or in the social set-
ting, which is way more relevant for 
prepubertal kids.

Q For pediatricians who want 
to create an affirming medical 

home for this group of patients, 
what other professionals would 
you consider bringing into that 
medical home? 
A. The world of gender work is com-
plicated, right? I always say it takes 
a village to raise a trans kid. Having 

networks with mental health provid-
ers is really important. Psychiatrists 
or psychologists or social workers, 
people who are going to have a little 
bit more time to spend with kids who 
need maybe extra support. But I also 
think if you are going to do gender 
work within the context of your own 
pediatric practice, you have to book 
out enough time. This is not the kind 
of work you can do in 15-minute vis-
its. Some people create intake forms 
that give them a lot of information 
before they meet with the family and 
the patient. 

I also think that either having a re-
ally good knowledge of endocrinol-
ogy or having some endocrinology 
backup for you if you need it could 
be really important, depending on 
the age of patients that you’re tak-
ing care of. Another network that’s 
important is surgeons. Those are 
all probably good folks to have on  
your team. 

Q What are your recommenda-
tions for pediatricians who 

want to be advocates for gen-
der-diverse children, outside the 
exam room?
A: Learn, educate yourself, partici-
pate in conferences that talk about 
the care of trans youth. If you hear 
anti-trans stuff, you can say, “I’m 
wondering if you have any experi-
ence with trans youth? Have you sat 
in rooms with people? Are you just 
talking and making assumptions 
about things?” I think that most pro-
viders attend some trainings and 
conferences and I think it’s worth 
it to ask, if you’re hearing someone 
present data, “Is there a consider-
ation about trans kids in this data?” 
But I also think it’s really important 
to vote. Now, unfortunately, you have 
to be politically active if you really 
want to advocate for the community.

Q What are the best practices for 
ensuring a smooth transition 

from pediatric to adult care when 
a gender-diverse patient reaches 
their 18th birthday?
A: I don’t know if there is 1 way I can 
tell you in our clinic. People don’t 
leave our practice until they’re 25. We 
understand 2 things: Adolescence 
isn’t limited to ending at 18. Second-
ly, and more relevant for trans youth, 
many trans youth get bumped off 
of the developmental trajectory be-
cause they’re spending a lot of their 
brain space and energy managing 
and navigating gender dysphoria. 
And because of that, they may not 
tend to the tasks of development 
that other cisgender adolescents are 
tending to. And so a lot of our kids are 
not learning how to drive, for exam-
ple; they’re just behind. And so it’s 
really important that they stay in pe-
diatric services during this time, as 
they’re more comprehensive. Adult 
services are oftentimes very trun-
cated. Like suddenly, on your 18th 
birthday, you’re supposed to be able 
to understand how to navigate the 
health care system. 

So in our program, when people 
are about 21 or 22, I start talking 
about it, telling patients that they 
can stay with me until they are 25. 
But after that, they have to gradu-
ate out to adult services. And let’s be 
real, we have a terrible health insur-
ance system in this country. It is not 
healthy or secure, or a system, right? 
It’s terrible. And so where you ended 
up being able to get adult trans-re-
lated services is largely dependent 
on your insurance. So we will think 
about where they are geographically, 
what kind of insurance they have, 
and what kind of insurance they’re 
likely to get after their they drop off 
their parent’s insurance, because 
that’s another thing. That’s weird D
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as we see people to 25. But we also 
know in a year with the ACA [Afford-
able Care Act], they’re going to drop 
off their parent’s insurance, right? So 
they may have to do 2 transitions of 
care in the space of a year. Finally, I 
tell this to all my patients: If you’re 
struggling to land somewhere on 
your care, please call, let us help. So 
that can be really helpful, too.

Q How can pediatricians support 
gender-diverse patients who 

have parents or caregivers who 
do not support them?
A: It’s probably one of the hardest 
things for a young person not to have 
a supportive parent. But I also think 
that when we talk about support, we 
need to remember, support is a spec-
trum. And so there can be someone 
who is super supportive of their kid 
using different pronouns or dressing 
differently, or using a different name, 
but they absolutely will not sup-
port medical intervention for them. 
That’s a very different parent than a 
parent that’s saying, “This trans stuff 
is nonsense.” 

It’s important to figure out where 
the parents are, and again, this does 
not lend itself to a 15-minute visit. 
You don’t just have to understand 
the developmental trajectories of 
the young person, but you also have 
to understand the developmental 
trajectory of the caregiver. This is 

also one of those reasons to have 
mental health people on your team 
because the downstream fallout of 
gender dysphoria is anxiety and de-
pression. Mental health providers 
can help give patients the tools to 
navigate, how to talk to their parents 
about their gender, how to connect 
the parents to their gender, their kid’s 
gender dysphoria. The parents might 
also feel that they love their kid, but 
they’re scared. And so it’s really im-
portant to try to figure out what the 
fear is, so that you can dismantle 
that, and that’s a lot. That’s a lot for 
a pediatrician to do. Those are really 
important things. 

Another thing, at least in my prac-
tice, is I always ask patients, “What 
name do you want me to use? What 
pronouns do you want me to use?” I 
ask that with everyone in the room. 
I feel really strongly that I need to 
honor somebody’s authentic sense 
of self. And so sometimes there’ll be 
a conversation and the parents are 
using 1 set of pronouns and I’m us-
ing another set of pronouns. But it’s 
modeling and shaping how people 
think about this. Parents are such a 
critical part of that young person’s 
health and well-being. 

Q Why is gender-affirming care 
important to ensuring the best 

possible outcomes for gender-
diverse children and teenagers?

A. The science tells us that if people’s 
gender dysphoria is addressed and 
treated, their mental health out-
comes improve. More and more data 
has come out over the last 10 years 
that backs this up with decades of 
clinical experience that many of us 
have. You’d be hard pressed to dis-
agree with the idea that parents want 
the best mental health outcomes for 
their kids. And I also think there’s 
sort of a macro and a micro level. 
The macro level is the right to live au-
thentically. It is a human right. And 
we also know that when people are 
able to live authentically, they func-
tion better. But then there’s also the 
micro level, the individual person, 
and there’s the struggle in gender 
work. We have a broken world, but 
we can’t fix the world all at once. But 
we have a human being who’s suf-
fering, and we can alleviate some of 
that suffering. And that’s really im-
portant. That’s why we do it. 

COMMENTS? Email them to 
llevine@mjhlifesciences.com

For references, go to 
ContemporaryPediatrics.com/

gender-affirming-care-in-pediatrics

”We have a broken world, but we can’t fi x the world all 
at once. But we have a human being who’s suffering, and 
we can alleviate some of that suffering.”JOHANNA OLSON-KENNEDY, MD

LIKE WHAT YOU’RE READING?
Sign up to receive 
the e-newsletter
Scan this QR code

https://www.contemporarypediatrics.com/
view/enews
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In 2021, the American Con-

tact Dermatitis Society named 

acetophenone azine t he  

Allergen of the Year. This al-

lergen can be found in sub-

stances used to make soccer 

shin guards and f lip f lops. 

How can pediatric health care 

providers treat this allergen, and what exactly does it mean to be an Allergen of 

the Year? Bernard A. Cohen, MD, dermatology column editor for Contemporary 

Pediatrics®, and professor of Pediatrics and Dermatology, Johns Hopkins Univer-

sity School of Medicine in Baltimore, Maryland, explains it all.

Go to https://www.medicalworldnews.com/view/deep-dive-
allergen-of-the-year

Donna Hallas, PhD, 
CPNP, PPCNP-BC, 

PMHS, FAANP, FAAN, clinical 
professor and program director 
of the Pediatrics NP Program 
at New York University Rory 
Meyers College of Nursing in 
New York, discusses promoting 
the pediatric medical home 
through technology, particularly 
telehealth. Go to https://www.
medicalworldnews.com/
view/inside-the-practice-
inside-pediatrics-telehealth-
technology

As a cardiologist and cardiac 
Surgery Specialist at Ann & 

Robert H. Lurie Children’s Hospital of 
Chicago in Illinois, Stuart Berger, MD, 
knows what it is like to have highly 
stressful days at work. Here, Berger 
discusses ways he lowers his stress, 
which includes spending time with 
his dogs, having the support of his 
family, working out, and playing the 
blues on his trumpet. Go to https://
www.medicalworldnews.com/view/
wellbeing-checkup-lower-your-stress

Medical World News®: Deep Dive

How can appreciating 
aesthetics expand our capacity 

for empathy and imagination? In this 
installment of After Hours, Harold J. 
Bursztajn, MD, shares his passion for 
collecting historical family photos and 
inspiring works of art and discusses 
how these pursuits can help us 
continue to be curious and kind, even in 
the face of life’s challenges. Go to  
https://www.medicalworldnews.
com/view/after-hours-aesthetic-
appreciation

Kanani Titchen, MD; 
Helen Wang, MD; and 

Samantha Hill, MD, MPH, discuss 
the importance of having “the 
talk” with adolescent patients, 
including “the lay of the land,” 
dealing with shy patients, and 
allaying the fears of both patient 
and parent. Go to https://www.
medicalworldnews.com/view/
second-opinion-having-the-talk-
with-adolescents
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Contraception
Various methods of contracep-
tion are available for adolescents3

(Table 22,3,7). Medical providers 
should counsel them on the effica-
cy, safety, and adverse effects of con-
traception.1. Contraceptive options 
from most effective to least effective 
are as follows: intrauterine devices/
progestin implants, progestin in-
jections, and combined oral contra-
ception (pills, patch, vaginal ring).2

Regarding efficacy, discussing as-
pects of “typical” use and “perfect” 
use is also recommended. Perfect 
use is when a contraceptive is used 
correctly all the time, whereas typi-
cal use takes human error into ac-
count;1,2,3 this includes missing pills 
or forgetting to change a patch, as 

well as using a condom.1,2 Common 
adverse effects are listed in Table 2. 

Intrauterine contraception
Intrauterine devices (IUDs) are 
small, T shaped, and flexible. Cur-
rently, 3 are approved in the Unit-
ed States: levonorgestrel (Mirena) 
52 mg, levonorgestrel (Skyla) 13.5 
mg, and a copper-containing de-
vice (Paragard). Levonorgestrel 52 
mg is approved for use for 3 years, 
levonorgestrel 13.5 mg for 5 years, 
and the copper IUD for 10 years.2,3

These devices have a failure rate of 
less than 1%.2,3 Multiple data arti-
cles support the safety of these de-
vices in adolescents.3,4,5 The one-
time insertion of an IUD into the 
uterus reduces the risk of nonadher-

ence.6 This can make IUDs an ideal 
choice for a person who has not yet 
reached adulthood. The success rate 
for insertion is reported at 96%, but 
there is a risk of pelvic infection for 
the initial period (~21 days) after im-
plantation. Choosing between the 2 
different types of IUD can be chal-
lenging, so counsel patients about 
the risks and benefits with each op-
tion. Counseling points to consider 
include the misconception of infer-
tility with IUDs and safety in nullip-
arous females.1-3

Progestin implants
A progestin implant is a thin, flexible, 
single rod containing etonogestrel, 
which is placed under the skin of the 

A review of best birth control 
options for adolescents
DANIELLE M. ALM, PHARMD, BCPS, BCPPS; REINA PURI; AND CHRISTINE PAYNE

Health care providers play an important role in adolescent sex education, including in 
discussions on contraceptive use.1,2 Adolescents may start engaging in sexual activity 
while undergoing the numerous physical and emotional changes that occur during their 
transformative period.3 By the age of 20 years, approximately 80% of young women 
have had sexual intercourse; however, adolescents (aged 15 to 19 years) have limited 
understanding of the various contraceptive methods available to them, and the lowest rates 
of contraceptive use.1,2 Counseling individuals about the various methods of contraception 
and increasing access to care can help address unplanned pregnancies and sexually 
transmitted diseases.3 As most females prefer oral contraceptives over other forms, such as 
injections, transdermal patch, and vaginal rings, familiarizing themselves with the safest and 
most effective use of all these products is good practice1,2 (Table 1). This article delves into 
the contraceptives available for adolescents and discusses their effi cacy and safety.
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INTRAUTERINE 
DEVICES*

PROGESTIN 
INJECTION*

PROGESTIN 
IMPLANTS

ORAL PILLS* PATCH* VAGINAL 
RING*

Do not protect against sexually transmitted diseases.

Levonorgestrel 
product ADRs**

  Menstrual 
bleeding

  Dysmenorrhea
  Acne
  Breast 

tenderness
  Headaches
  Mood changes

Abnormal/unscheduled bleeding 
major reason for discontinuation

ADRs***

  Breast tenderness 
  Irregular bleeding 
  Headache
  Weight gain
  Nausea

BBW****

 Increased VTE risk 
due to higher 
estrogen levels
(1.6 times higher)

ADRs

  Vaginal 
discharge 

  Vaginal 
discomfort

Copper product 
ADRs

  Increase 
menstrual blood 
loss 

  Dysmenorrhea

ADRs

  Headache
  Weight 

gain 
  Acne

Do not prescribe

  Severe, uncontrolled 
hypertension 

  Ongoing hepatic 
dysfunction 

  Complicated valvular 
heart disease

  Migraines with aura
  Complications of 

diabetes
  Complicated solid 

organ transplant
  Thromboembolism

ADRs

  Hyperpigmentation
  Contact dermatitis
  Skin irritation

* 7-day backup contraceptive needed     |    **Levonorgestrel only     |    ***ADRs, adverse drug reactions     |    ****BBW, black box warning

TABLE 1. EFFECTIVENESS OF CONTRACEPTIVE OPTIONS3

LEAST EFFECTIVE EFFECTIVE INTERMEDIATELY EFFECTIVE MOST EFFECTIVE

Withdrawal Male condoms Injectables Implants*

Spermicides Diaphragm LAM** IUD*

Female condoms Pills Female sterilization

Fertility awareness methods Patch Vasectomy

Vaginal ring

*Long-acting, reversible contraceptives
**Lactational amenorrhea method

TABLE 2. CONTRACEPTIVE CLINICAL PEARLS2,3,7
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upper arm. Etonogestrel 68 mg (Nex-
planon) is available and has 3 years of 
effectiveness. Implants are highly ef-
fective with a failure rate of less than 
1%. These exert their action by thick-
ening cervical mucous, thinning the 
endometrial lining, and inhibiting 
ovulation. Implants do not seem to 
have a high impact on bone miner-
al density as higher levels of estradi-
ol are seen in females using implants 
versus a progestin injection. Implants 
are a great option for adolescents who 
prefer not to take medication daily or 
prefer a longer length of protection.1-3,7 

Progestin injection
Depot medroxyprogesterone acetate 
(DMPA; Depo-Provera) is an injection 
administered every 3 months with a 
96% efficacy rate in pregnancy pre-
vention. DMPA causes anovulation 
and thickening of the cervical mu-
cous by inhibiting pituitary gonado-
tropins. Advantages of this product 
include infrequent dosing, discrete-
ness, improvement in dysmenorrhea, 
and protection against iron-deficien-
cy anemia and endometrial cancer. 
Disadvantages include having to ac-
cess a health care provider for injec-
tions, menstrual cycle irregularities, 
delayed fertility return, weight gain, 
headache, and hair loss. Weight gain 
is a concern for adolescents who gain 
more than 5% of body weight after 6 
months of use. A black box warning 
exists for the drug’s  potential to cause 
bone mineral density loss in the first 
2 years of use; however, the Ameri-
can College of Obstetricians and Gy-
necologists states no restriction on 
the length of time that DMPA can be 
used.1,2 During this time, adolescents 
should be counseled on adequate dai-
ly intake of calcium and vitamin D 

(1300 mg calcium; 600 IU vitamin D), 
weight-bearing exercises, and smok-
ing cessation.1-3,7

Combined hormonal 
contraception
Three different methods exist which 
contain both an estrogen and pro-
gestin: pill, patch, and vaginal ring. 
The 4- to 7-day hormonal-free inter-
val can be used monthly or extend-
ed to once every several months. 
Data have shown safety with the ex-
tended approach. Hormonal con-
traception needs to be taken for at 
least 21 consecutive days for effica-
cy against unplanned pregnancy. 
The timing of contraception use var-
ies and should be taken into consid-
eration when choosing between the 
pill form, injectable form, patch, or 
vaginal ring. Adolescents can start 
these products immediately or can 
wait until their next menstrual cy-
cle. This will ensure the adolescent 
is not pregnant before starting con-
traceptives, although there is no cur-
rent evidence of adverse effects of 
contraceptive hormone exposure on 
fetal development.1-3,6

Combined oral 
contraceptive pills
Combined oral contraceptive pills 
are the most commonly pre-
scribed hormonal contraception 
and contain various amounts of 
ethinyl estradiol. Providers should 
suggest strategies such as using 
cell phone alarms, maintaining a 
regular schedule, and getting family 
member support. Discussion of 
missed doses is very important, as 
taking 7 consecutive hormone pills 
is required to prevent pregnancy. 
Many different formulations exist 
(monophasic and in-phasic) and 
choosing an appropriate pill cov-

ered under the adolescent’s insur-
ance is preferred. Experts recom-
mend starting with a monophasic 
formulation and transitioning over 
to an in-phasic regimen to alleviate 
adverse effects and/or correspond 
with the adolescent’s preference.1-3,7

Contraceptive patch  
Contraceptive patches (Xulane, 
Zafemy) contain 150 mcg norelge-
stromin and 35 mcg ethinyl estra-
diol. The patch is worn weekly for 3 
weeks and removed for 1 week to in-
duce a withdrawal bleed. The abdo-
men, upper torso, upper arm, and 
buttocks are safe places on which to 
place the patch.1,2,3,7

Contraceptive vaginal ring
The vaginal ring (NuvaRing) is a 
round, flexible device that is insert-
ed into the vagina weekly for 3 weeks 
that contains 15 mcg ethinyl estradi-
ol and 120 mcg etonogestrel. Patients 
should be shown a pelvic model to 
help explain where the vaginal ring 
will be; they should be reassured the 
ring will not fall out and that it can re-
main in with sexual intercourse.1-3,7
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