
LETTERS TO
THE EDITOR

Preclinical diagnosis of abdominal
tumours by ultrasound examination

EDITOR,—Papanicolaou et al1 reported their
experience of using abdominal ultrasound for
the preclinical diagnosis of neuroblastoma in
seven infants. The authors suggest that this
may be a useful screening technique and urge
paediatricians to perform this examination as
it is “non-invasive, painless, and safe”.

Unfortunately, the authors are clearly un-
aware of the controversy which surrounds
infant screening for neuroblastoma. It has
been used throughout Japan since 1985 and
has been studied in Europe and North
America.2 Screening infants for neuroblas-
toma greatly increases the observed cumula-
tive incidence of the disease, and up to 75%
of all infants detected by biochemical screen-
ing have tumours which would otherwise
have undergone spontaneous regression and
would have been of no clinical consequence.3

Papanicolaou et al detected seven cases in a
population of 7500 babies1; at least six of
these children must have had regressing
disease and were not in need of any interven-
tion. In contrast to the technique used for
primary screening, surgical removal of an
abdominal tumour is neither non-invasive,
painless, nor safe—it is associated with
significant mortality and morbidity.

Despite more than 20 years of infant
screening for neuroblastoma there is no con-
vincing data to suggest that preclinical detec-
tion of neuroblastoma reduces the death rate
from this disease.

In 1991, the International Paediatric On-
cology Society (SIOP) issued a statement that
there was no case for the universal implemen-
tation of infant screening for neuroblastoma.
The claim by Papanicolaou et al that their
preliminary results may justify the use of
abdominal ultrasound as a screening method
for the general population is unwarranted.
No screening programme should be intro-
duced until its eYcacy has been shown in a
controlled trial. The only controlled trial of
infant screening published so far began in
Quebec in 1990 and to date has shown no
advantage of screening.4 In Germany, a
controlled trial of over a million children
screened at the age of 1 year is underway and
should report early in the next century.

Screening infants under the age of 1 year
for neuroblastoma is a potentially hazardous
procedure and is not recommended.
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EDITOR,—Papanicolaou et al present early
data on their population based study to
evaluate the use of abdominal ultrasound as a
screening method to detect early abdominal
tumours and conclude that ultrasound is
useful in the early diagnosis of
neuroblastoma.1 However, all of the tumours
so identified were localised. Two required no
interventional treatment and five—although
the details of other staging methods is not
described—are presumed to have been stage I
neuroblastomas. It is now conventional wis-
dom that these types of tumour also do not
require intervention, especially major invasive
surgery, with its resultant morbidity. If it were
not for this current study we believe that they
would have remained asymptomatic and
never diagnosed.

Many population based studies have
looked at the usefulness of urinary screening
for neuroblastoma.2 3 In general, they con-
clude that screening for neuroblastoma in-
creases the incidence in infants without
decreasing the incidence of unfavourable
advanced stage disease in older children. It
does not appear that screening for neuroblas-
toma in infants will reduce the mortality of
this disease by enabling early intervention. In
our opinion this preliminary report does not
justify abdominal ultrasound as a screening
method for abdominal tumours, even if
performed for other reasons. Moreover, it
may encourage unnecessary intervention at a
cost to both the child and the health service.
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Developing injury surveillance systems
in accident and emergency departments

EDITOR,—David Stone and colleagues are to
be congratulated for producing a succinct
and readable annotation explaining the crite-
ria and pitfalls of injury surveillance systems.1

However, their brevity might lead the unsus-
pecting reader to underestimate the practical
diYculties, and overestimate the value of
injury surveillance systems in accident and
emergency departments.

There are no controlled trials, as there have
been for other forms of surveillance,2 or stud-
ies of eVectiveness or cost−benefit of injury
surveillance systems3 4 in relation to the objec-
tives stated under “who needs injury surveil-
lance?” The statement that “evidence suggests
that injury surveillance systems in accident
and emergency departments are worthwhile
and achievable” is not tenable even “when
coupled with professional commitment and
appropriate operational conditions”.

The cost of injury surveillance systems that
meet all the specified criteria is likely to be
high,5 and some observers have questioned
whether this is the best use of limited
resources.6 7 Rather than develop injury
surveillance systems in every accident and

emergency department, consideration should
be given to:
x Implementing interventions that work8–14

x Researching the risk factors that are
amenable to change in the events leading
to injury15

x Ensuring that routinely collected data
(from the health sector, coroners, and
emergency services) are used to maximum
eVect16 17

x Developing a single nationally representa-
tive injury surveillance system to produce
good descriptive epidemiology

x Developing alternative methods to acci-
dent and emergency departments injury
surveillance systems to meet specific injury
control objectives.4 18
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Serum bicarbonate and the severity of
dehydration in gastroenteritis

EDITOR,—The claim by Narchi1 that serum
bicarbonate concentration does not reflect
the severity of dehydration in children with
gastroenteritis cannot be substantiated by the
data; the clinical assessment of dehydration
used in the study has already been shown to
be unreliable. Mackenzie et al2 showed that
there is a marked discrepancy between the
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degree of clinically estimated dehydration
and the actual degree, when calculated on the
basis of early weight recovery in hospital.
Many of the variables used in Narchi’s
assessment were found to be poor predictors
of dehydration, and the severity of dehydra-
tion was overestimated by, on average, 3.2%.
Perhaps most importantly, the authors found
a highly significant correlation between base
deficit and the degree of (accurately esti-
mated) dehydration. It would therefore be
interesting to see if there was a similar corre-
lation in Narchi’s data between dehydration
(estimated on the basis of weight gain) and
bicarbonate concentrations. In the meantime,
Narchi’s conclusions are potentially flawed
and should therefore be treated with the
utmost caution.
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BOOK REVIEWS

Paediatric Toxicology. Handbook of
Poisoning in Children. Edited by Nicola
Bates, Nicholas Edwards, Janice Roper, and
Glyn Volans. (Pp 411). Macmillan, 1997.
ISBN 0333 60951 4.

The National Poisons Information Service
(London) is an exceptional source of infor-
mation for the management of children with
acute poisoning episodes. Two of the editors
of this book are based at the above unit. The
book provides valuable information in relation
to the management of specific poisoning
agents. These vary from widely used medi-
cines to household products, ranging from
disinfectants to nail varnish remover. It also
includes information about plants, snakes,
and luminous necklaces! As the book covers
such a wide range it cannot/does not act as a
textbook. Its aim is to be a practical handbook
to aid health care professionals involved in
individual care of paediatric poisoning. The
book provides clear information about clini-
cal eVects and treatment. It also has key
points in bold printing making the text more
readable. It also provides adequate references
for each individual poison.

Its biggest problem is what role does the
book specifically have? It is not intended to
replace contact with poison information cen-
tres, which is essential in all cases of
suspected drug toxicity to ensure that the
most up to date advice is available. The

greatest value of the book would therefore be
in relation to giving reassuring advice about
poisons which are unlikely to result in any
significant clinical problems. From this point
of view the book would be valuable either in
the accident and emergency department or,
alternatively, in the hospital pharmacy drug
information library—assuming that there is
an out of hours service.
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Manual of Acute Pain Management in
Children. Edited by Ian McKenzie, Philip B
Gaukroger, Philip Ragg, and T C K Brown.
(Pp224; £25). Churchill Livingstone, 1997.
ISBN 0443 305321 9.

Recent developments in identifying and
understanding pain in children have led to
greater interest in strategies designed to pre-
vent and control this fundamental medical
and nursing problem. This manual has been
written by staV with a special interest in acute
pain management, each contributing in areas
of their own expertise, providing concise and
easy to read information.

The design of the manual is such that it
provides both medical and nursing staV with
the knowledge and education necessary to
manage children’s acute pain in various situ-
ations and circumstances. Diagrams used
throughout the manual aid the understanding
of practical aspects of pain relief when used in
conjunction with written instructions.

The pharmacological and non-pharma-
cological aspects of pain control and relief are
included in great detail with chapters cover-
ing areas in the use of nerve blocks and
epidural treatment. The rationale for their
use and the education and management
required for successful control of pain are
identified as integral parts of the treatment.

Education and training issues are repre-
sented and the authors have acknowledged
these as being continuous and pivotal in the
successful management of pain.

The layout in which the information is pre-
sented makes this an accessible and impor-
tant resource book for all health professionals
involved in the management of acute pain in
children.

DAVID SOUTHALL
Professor of Paediatrics, North StaVs Hospital,

Stoke-on-Trent, UK

Sleep Disorders: Diagnosis and
Treatment. Edited by J Steven Poceta and
Merrill M Mitler. (Pp 232; hardback
$99.50). Humana Press, 1998. ISBN 0 896
03527 1.

“Despite many remarkable advances in the
study of disorders of sleep...this knowledge
has not been well disseminated to the public
nor to the physicians caring for them. Thus,
although our knowledge base has increased

exponentially, sleep disorders remain a sig-
nificant and undertreated public health
problem.”

This paragraph from the foreword of this
book is undoubtedly true. Recent surveys in
the US and UK have shown the meagre con-
tent of medical and other professional educa-
tion about sleep and its disorders. This must
mean that many treatment opportunities are
lost to the serious disadvantage of the large
section of the population who suVer from
sleep problems, not least children who are
physically ill or have a learning disability.

A number of recent books have helped to
correct these deficiencies. Commendably,
this one aims at clinical practice in primary
care. This is not the most basic level at which
a better understanding of sleep and its disor-
ders is required—public opinion needs in-
forming about which sleep problems should
and can be treated. Such sleep problems,
however, deserve a knowledgeable approach
in primary care, with referral to more special-
ised services as necessary.

The 10 chapters include an initial account
of the recognition and assessment of sleep
disorders, followed by discussion of topics
selected (it is claimed) for their special
relevance to primary care. The strength of the
various chapters is their essentially clinical
content with attempts to promote a logical
approach to diagnosis and treatment, to-
gether with useful case illustrations. On the
other hand, the content inappropriately
presupposes a familiarity with sleep disorders
medicine. This is reflected in the somewhat
unbalanced choice of chapter topics which
includes “the uses of bright light in an oYce
practice”. Some of the content is pitched at
diVerent levels, including at times quite tech-
nical and specialised material. The emphasis
is clearly on adult sleep disorders with just
one chapter on “common sleep problems in
children”—the organisation of which could
be improved.

This book is not a particularly satisfactory
guide for staV working in the typical primary
care setting. Something more basic is re-
quired. However, much useful up to date
information is provided and, in the last two
chapters, important general principles are
well stated (although again with an American
and essentially adult patient emphasis).
These are concerned with the need to
improve standards of diagnosis and treatment
for sleep disorders, the way such improve-
ment might be achieved, and also the health
and economic preventative advantages of
doing so. The unlikely sounding Walla Walla
Project in the US is described in which
primary care physicians were taught the
basics of diagnosing and treating sleep disor-
dered patients. This instruction improved
accurate diagnosis and treatment signifi-
cantly. A similar exercise in the UK, involving
patients across the whole age range, would be
worthwhile.
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