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Other pediatric causes of dulled or
asymmetric red reflexes may include 
congenital cataract and intraocular tumor. 
A congenital cataract may be noted by
inspection with the direct ophthalmoscope,
at which time the affected eye displays a
darkened reflex corresponding to the size 
of the cataract. Pediatric patients with 
suspected cataracts should be evaluated 
as quickly as possible because amblyopia
develops at a highly accelerated rate in
infants with media opacities. To illustrate,
babies with dense cataracts may develop
nystagmus as early as 8 weeks of age,
heralding a lack of significant visual 
development and often signaling a poorer
prognosis after cataract removal. To most
effectively treat the patient, patching may be
necessary alone or well after lens removal
surgery, and patients will require long-term
follow up care. 

Probably the most feared potential
diagnosis, retinoblastoma, is usually first
noted by the primary care physician as an
asymmetric red reflex. The reflex of the
affected eye in this condition is typically
white or creamy in color. With an incidence
of one in 15,000 children, early signs of
retinoblastoma may be overlooked with
potentially fatal consequences for the patient
because tumor cells travel along the optic
nerve to the brain and can metastasize. While
small areas of the tumor may be treated
successfully with laser or radioactive plaque
therapy, many cases require enucleation of
the affected eye, close follow-up of the other
eye for signs of another tumor and intensive
systemic treatment and observation. 

Dr. Bazemore joined Children’s 
Opthalmology team last year and sees patients
at Children’s Hospital and the Regional
Outpatient Centers in Fairfax and Laurel.

Focus on Vision Disorders
by Marlet Bazemore, MD, MPH, Ophthalmology

W
hile respecting the time constraints of
pediatric preventive care visits, the
American Academy of Pediatrics and
the American Academy of Pediatric
Physicians’ policy recommends that

physicians screen all children as soon as 
possible in three areas of eye function: visual
acuity (or visual behavior in preverbal children),
ocular alignment (cover-uncover test or corneal
light reflexes), and ocular media clarity (red reflex
exam). Assessments should be age-appropriate,
and should use the most sophisticated test that
the child is capable of performing. Abnormal
findings may herald a number of diagnoses,
including a variety of media opacities, strabismus
and amblyopia.

Strabismus leads to amblyopia when the
brain of a child younger than approximately 
9 years suppresses one eye to avoid the
diplopia of two competing images. Patching,
or in appropriate cases atropine therapy, must
be combined with alignment correction to
effectively treat this condition. Depending on
the type of strabismus, alignment correction
may require glasses, surgery or both. Strabismus
in a child might be suspected when examining
corneal light reflexes or performing a cover test.

When refractive error is significantly 
different between the eyes, a child may develop
amblyopia in the eye that is more myopic or
hyperopic. The brain suppresses the eye with
the more blurred image, limiting that eye’s visual
development. Spectacle correction is therefore
required to equalize the clarity of the images
before amblyopia can be effectively treated. 

If the difference in refractive error is 
severe enough, the red reflexes can appear
asymmetric. This finding may alert the primary
care physician that something is abnormal.
This can be valuable in allowing for early
treatment and even prevention of amblyopia. 

2

The Most Common
Reasons to Refer
Children to the
Division of
Ophthalmology
• Strabismus
• Nasolacrimal duct obstruction
• Dulled or asymmetric red reflex
• Failed vision screens (especially

children whose age puts them 
at risk for amblyopia)

• Red eye
• Medical conditions potentially

affecting the eye (such as 
neurofibromatosis type-1 and 
juvenile rheumatoid arthritis)

In addition to caring for patients 
in the eye clinic at the hospital,
Ophthalmology faculty see patients
at Children’s Regional Outpatient
Centers in Fairfax, Laurel, Rockville,
Spring Valley, and Upper Marlboro.
With increased availability of 
specialists and sites, Children’s
Division of Ophthalmology hopes 
to increase accessibility and
decrease wait times for children
needing critical eye care. 

Cover photo by Lloyd Wolf



The vision of IMPACT DC
begins with the notion that effective
longitudinal asthma care is a broad
continuum that involves many 
parties. Coordination with PCPs 
and others in the care continuum is
a crucial element of the process. At the center of this
model is the patient who interfaces with his/her family,
PCP, hospital, ED, retail pharmacist, insurance case manager,
and school nurse. The IMPACT DC Asthma Clinic works to
strengthen links between all those providing asthma care
for the child through: 

• Creation of an individualized patient report that is
sent to the patient’s practitioner, managed care 
asthma case manager, school nurse, and family

• Direct communication between the clinic physician
and the PCP when required 

• A follow-up primary care appointment within four
weeks of the clinic visit

• Completion of school forms to allow the child to
receive medications in school from the school nurse

In addition, an asthma education specialist and physician
meet individually with each family and patient within two
weeks of ED visits for a 90-minute consultation. Taking
advantage of the “teachable moment” that naturally occurs
after the crisis of an ED visit, the team focuses on several
aspects of medical care, environment modification and 
trigger control, and care coordination. 

From 2002 to 2004, the IMPACT DC staff studied this
model of care in a prospective randomized clinical trial 
that achieved several clinically and statistically significant
outcomes with improvements in compliance, healthcare 
utilization and quality of life.

Children’s Medical Currents ■ Spring 2006

3

A
sthma is the most common chronic pediatric 
medical condition in the United States, accounting
for approximately one million visits to emergency
departments (EDs) annually. Asthma is also a 
disease marked by dramatic disparities in outcomes,

with poor and minority children bearing a disproportionate
share of the overall morbidity. In the District of Columbia,
children under the age of 5 visit EDs because of asthma 
at a rate five times greater than children nationally. 

Founded in 2001 and based in the ED and Children’s
Research Institute at Children’s National Medical Center,
IMPACT DC is a pediatric asthma surveillance and 
intervention program focusing on patients from the 
disadvantaged urban areas of the metro region. Data from
IMPACT DC reveal that more than 60 percent of the families
utilizing Children’s ED repeatedly for asthma care consider
the ED to be their primary source of asthma care, but not
their source of primary care physicians. These data 
highlight the importance of effective asthma education 
and medical care programs that are designed to reinforce
the patients’ primary care relationships.

Like inner-city children with asthma elsewhere in the
country, pediatric patients in DC depend heavily on EDs
for episodic care of acute exacerbations, and similarly, their
rates of follow up with primary care providers (PCPs) after
acute exacerbations is extremely low, less than 20 percent.
Because EDs do not traditionally focus on longitudinal
aspects of care (such as education and controller 
medications), many of these children develop unhealthy
patterns of ED recidivism. Data from IMPACT DC reveal
that more than 50 percent of the program’s patients made
more than three ED visits for acute asthma care in the 
previous 12 months.

Improving Pediatric Asthma Care 
in the District of Columbia: IMPACT DC

Stephen Teach, MD, MPH

continued, page 7
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A
ttention-Deficit/Hyperactivity Disorder
(ADHD) and the treatment of ADHD
with stimulant medication receives 
significant attention from parents, the
medical community and media. ADHD

is a very common, yet quite heterogeneous,
condition. Symptom presentation varies
depending on age, temperament, intellectual
ability, and comorbid conditions. There are
no definitive diagnostic tests, laboratory studies
or brain imaging techniques to assist with
diagnoses. Instead, diagnosing ADHD must
be done clinically through the time-consuming
process of speaking with parents and children
one-on-one, and extensively reviewing school
records and medical and psychosocial history.  

Stimulant medicines have long received
special distinction as a Category II controlled
substance regulated by the Drug Enforcement
Administration. The most recent news from
the FDA Drug Safety Committee regarding
cardiovascular risk received much attention in
the media and created worries among doctors
and patients, despite the fact that no causality
or new risks for pediatric usage were 
elucidated. Rates of sudden cardiac death in
the general pediatric population are estimated
to be between 1.3 to 8.5 per 100,000 person
years. For patients under the age of 18 taking
ADHD medications, the rates of sudden death
as reported to the FDA were approximately
one per 100,000 person years. Ultimately, 
prescribing stimulants is no different from 
prescribing any other medication; the risks and
benefits for both treatment and non-treatment
options must be appropriately addressed.
Unfortunately, this recent news has caused

some primary care pediatricians to hesitate in
evaluating and treating patients with ADHD. 

Children with ADHD often initially visit 
a pediatrician’s office, and many primary care
doctors have a wealth of experience in 
diagnosing and treating the condition. However,
in a busy pediatric outpatient office, significant
obstacles are present in managing ADHD.
Primary care office infrastructure typically
does not allow for general pediatricians to
take the time necessary to talk with children
and parents and review extensive amounts 

ADHD: Not a Simple Diagnosis
by Jay A. Salpekar, MD, Psychiatry

CAMP GREAT ROCK
For children with Epilepsy
July 23–29, 2006

CAMP NEW FRIENDS
For children with
Neurofibromatosis
July 16–22, 2006

CAMP CONNECT
For children with Tourette
Syndrome
July 2–7, 2006

Once again, Children’s is 
seeking nurses/paramedics

to volunteer for the one-week
overnight camps. Duties include
administering general first aid,
distributing medication and
ensuring a safe and healthy
camp environment. Senior 
nursing students and nurse 
practitioner students needing
clinical hours/internships would
benefit from the camp experience.

CONTACT INFORMATION
Sandra Cushner Weinstein, PT,
LICSW, 
202-884-5142 or
scushwei@cnmc.org

Jay A. Salpekar, MD

“Upon diagnosing patients, Children’s 

psychiatrists work with the patient’s 

primary care provider to manage 

treatment of the patient’s ADHD and 

communicate about the patient’s 

diagnosis and progress.”
— Jay Salpekar, MD



of ADHD. The SNAP-IV Teacher and 
Parent Rating Scale helps to address these
masquerading symptoms and suggest 
alternate diagnoses.

There are instances where a referral 
to a child and adolescent psychiatrist may
be necessary. A general guideline on when
to refer a patient to a psychiatrist is when:

• there is difficulty in establishing 
a diagnosis,

• there is a presence of comorbid
symptoms, such as depression or 
anxiety, and/or

• a patient is not responding to 
treatment at adequate dosages or
side effects are limiting treatment.

The advantage of a referral to a child
psychiatrist is that there is ample allotted
time to discover complex medical and 
psychiatric differential diagnoses. When
patients are referred to Children’s ADHD
Evaluation program, Children’s psychiatrists
complete a comprehensive evaluation,
including details of psychosocial, medical,
educational, and psychiatric function to
determine if the patient has ADHD. Upon
diagnosing patients, Children’s psychiatrists
work with the patient’s primary care
provider to manage treatment of the
patient’s ADHD and communicate about the
patient’s diagnosis and progress. Often an
initial treatment plan can be recommended,
a patient can be stabilized on a medication
and then the patient will be referred back to
his/her primary care physician for follow-up
treatment.

To refer a patient to Children’s ADHD
Evaluation program, call 202-884-5544.

Dr. Salpekar is a Children’s psychiatrist
and director of Outpatient Psychiatry
Services.
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Tools Available 
to Assist in
Diagnosing ADHD

ADHD Rating Scale-IV
This DSM-IV based rating scale
has versions available for parents
and teachers. ADHD symptom
criteria are rated and compared
with DSM-IV diagnostic criteria. 
It is most ideal for children
between the ages of 5 and 18
and contains 18 questions. 
This scale is available from
Guilford Press.

Connors Rating Scale—Revised
This scale is widely used and has
a great deal of normative data.
The self-report scale measures
behavioral criteria in children
between the ages of 3 and 17,
and separate versions are 
available for parents and teachers.
The scale may be purchased at
www.mhs.com.  

SNAP-IV Teacher and 
Parent Rating Scale
This detailed scale of 90 questions
has gained popularity recently
and some normative data are
available. The SNAP-IV is most
suitable for children between the
ages of 5 and 11, and evaluates
the symptoms of ADHD, 
oppositional defiant disorders
and aggression. The scale is
available for download at
www.adhd.net.

Rating scales should only be
used as a complement to clinical
impressions and should not be
regarded as definitive diagnostic
tools. For a comprehensive
review of ADHD rating scales,
please see J. Am. Acad. Child
Adolesc. Psychiatry, 2003,
42(9):1015–1037.

of educational material. Taking the time to
effectively diagnose ADHD typically goes
beyond the allotted time for which insurers
will pay. Many pediatricians faced with a
complex patient are forced to spend extra
time in office visits that will not be reimbursed.

There are tools available to assist 
clinicians in diagnosing ADHD effectively
and efficiently. After obtaining a patient’s
baseline medical history and gaining sufficient 
confidence to make the diagnosis, the clinician
may give an ADHD rating scale to the patient’s
parent or caregiver and several teachers.
Examples of these scales are the ADHD
Rating Scale-IV, the Connors Rating Scale—
Revised or the SNAP-IV Teacher and Parent
Rating Scale (see sidebar), all of which are
standardized instruments that have normative
data. On a subsequent office visit, pediatricians
can review the completed rating scales and 
a year’s worth of the child’s report cards,
which generally provide a valuable behavioral
assessment and study skills information.
Having patients obtain information and rating
scales can establish a baseline level of function
that will serve as a useful comparison after
treatment has been initiated. 

One key in diagnosing ADHD is that the
core symptoms of hyperactivity, impulsivity
and distractibility have an effect on every
part of a child’s life, including time spent at
home, in school and in recreational activities.
If a child is doing well in one of these areas,
the probability that he or she has ADHD is
much lower. Particularly, if a child is displaying
symptoms only at school, it is possible that
he or she has a learning disability instead of
ADHD. In addition, other disorders such as 
conduct disorder, obsessive-compulsive 
disorder, generalized anxiety disorder, 
post-traumatic stress disorder, and adjustment
disorder often have symptoms that may 
overlap with or masquerade as symptoms 
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I
n the “Back to Sleep” campaign in 1992,
the American Academy of Pediatrics (AAP)
recommended supine positioning of infants
to decrease the incidence of sudden infant
death syndrome (SIDS). Since then, the

number of infants with deformational posterior
plagiocephaly (DPP) has increased. The growing
unossified cranium, presence of torticollis (may
be mild in most cases), lack of neck strength,
and positioning (both supine and in a carseat)
predisposes the newborn to DPP. Very rarely,
the premature closure or synostosis (literally,
one-bone) of the lambdoid suture also can
cause posterior plagiocephaly. Synostosis,
unlike deformation, can increase intracranial
pressure that can result in hydrocephalus and
brain injury. If uncorrected this may lead to a
spectrum of effects ranging from learning 
disabilities to mental retardation. Therefore,
while being barraged by the common 
phenotype, DPP, it is important to recognize
the facial landmarks that point towards a 
synostotic plagiocephaly.

Recognition
The head should be examined from above

to record the shape, presence of flattening and
forehead/ear position. In DPP, the cranial 
alterations spread away from the involved side.
Typically with DPP one sees a parallelogram
deformity of the cranium with ipsilateral ear
and forehead pushed anteriorly (Figure 1). 

On the contrary, in synostotic 
plagiocephaly the surrounding cranial 
structures are pulled towards the involved
side. The ear and forehead of the ipsilateral
side is pulled toward the involved suture
(Figure 2). Imaging studies, such as a CT scan,
may aid in diagnosis and the presence of 
synostosis can be used to evaluate any 
underlying brain abnormality.

Treatment 
To prevent DPP, advise parents to alternate

their child’s sleep positions, avoid using the
carseat when not in a car and limit supine
positioning. Prone positioning (“tummy time”)
while the infant is awake and being observed
may result in spontaneous correction of 
deformational plagiocephaly. Exercises to
relieve torticollis and positioning of the head
may help correct DPP. In some cases, the
treatment of DPP is via several types of
orthotics (Figure 3). Scans are performed to
obtain the exact measurement of the diagonal
discrepancy between the flattened and non-
flattened side. If this difference is greater than
10 mm, and/or the patient has not responded
to conservative treatment (“tummy time”) or
prone/side positioning for at least two months;
then most insurers or third-party payers are
willing to cover orthotic treatment.

The treatment for synostotic plagiocephaly
is an occipital craniotomy and reshaping of
the cranial bones. This is performed in the first
6 months of life.

References
1. AAP Task Force on Infant Positioning and SIDS.
Pediatrics 89: 1120, 1992.
2. Mulliken, J.B., Woude, D.I.V., Hansen, M., et al.
Analysis of Posterior Plagiocephaly: Deformational 
vs. Synostotic. Plast Reconstr Surg. 103(2):371-80. 1999.
3. Huang, M. H., Gruss, J. S., Clarren, S. K., et al. The
Differential Diagnosis of Posterior Plagiocephaly: True
Lambdoid Synostosis Versus Positional Molding. Plast.
Reconstr. Surg. 98: 765, 1996.

Dr. Murthy joined Children’s in 2005. 
He and Michael Boyajian, MD, section chief 
of the Plastic and Reconstructive Surgery
Division, are two of approximately ten pediatric
reconstructive/ plastic surgeons in the country.
To contact the Plastic and Reconstructive
Surgery Division call 202-884-2157.

Recognizing Synostosis 
in Posterior Plagiocephaly
by Ananth S. Murthy, MD, Plastic and Reconstructive Surgery

Figure 1: Typical parallelogram
deformity seen in Deformational
Positional Plagiocephaly (DPP).
Note the ear and forehead 
position away from the flattening.
Source: Huang et al.

Figure 2: In the case of
Lambdoid Synostosis, the ear
and forehead are pulled toward
the involved suture (flattening).
Source: Huang et al.

Figure 3: Orthotic molding can
relieve the posterior flattening
by directing normal cranial
growth. Adapted from
www.aafp.org/afp/20030501/
1953.html
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Marlet Bazemore, MD, joined the Division of Ophthalmology in
December. Dr. Bazemore completed her undergraduate studies at
Davidson College and obtained her medical degree from the University
of North Carolina School of Medicine, Chapel Hill. She then completed
her internship and residency in Ophthalmology at the University of
Cincinnati. After finishing her fellowship in Pediatric Ophthalmology and
Strabismus at the Johns Hopkins University School of Medicine, she
returned to Cincinnati and served as assistant professor of pediatric 
ophthalmology at Cincinnati Children’s Hospital Medical Center for three
years. Dr Bazemore is finishing her master’s of public health. She will
see patients at Children’s Hospital and at the Children’s Fairfax and
Laurel Outpatient Centers.

The Division of Endocrinology is pleased to announce the arrival of
Priya Vaidyanathan, MD. Dr. Vaidyanathan graduated from medical
school in Madras, India, and spent some time at Children’s as an
observer in Infectious Disease before completing a residency in pediatrics
at Children’s Hospital of Michigan. She did her fellowship training at the
University of Miami. She will see patients at Children’s Hospital and the
Fairfax and Rockville Outpatient Centers. Her areas of special interest
are growth, polycystic ovary syndrome and calcium and bone disorders.

Tomas Jose Silber, MD, MASS, director of
Children’s Adolescent Medicine Fellowship
Program, received the 2006 Society for Adolescent
Medicine’s Outstanding Achievement in Adolescent
Medicine Award for a lifetime career in adolescent
medicine. The award highlights his work in 
mentoring several generations of adolescent 
medicine fellows and his books, Ethical Issues in
the Treatment of Children and Adolescents and

Guia Practica de la Salud y la Psicologia del Adolescente, expose the
Hispanic populations of several countries to adolescent health concerns
that may otherwise have gone unnoticed. In addition, Dr. Silber is a 
professor of pediatrics and global health at George Washington
University and chairman of the Section on Bioethics for the American
Academy of Pediatrics. 

Children’s was named one of eight institutions in
the United States to be part of the planning of a new
clinical trial consortium for children and adults with
neurofibromatosis. Children’s is the only institution
selected from the mid-atlantic region. Roger Packer,
MD, has been named chair of the governing board
of the consortium. These trials, funded by the
Department of Defense, will test therapies for 
clinical and cognitive issues associated with 

neurofibromatosis. A second proposal to secure full three-year funding 
is now in development. The clinical trials are scheduled to begin in the
fall of 2006. This distinction further enhances Children’s position as the
nation’s leader in pediatric brain tumor research and treatment. 

Sona Sehgal, MD, recently joined the Division
of Gastroenterology and Nutrition, after 
completing a postdoctoral fellowship at Yale
School of Medicine’s Department of Pediatric
Gastroenterology and Nutrition. She completed
her residency at Albert Einstein College of
Medicine-Beth Israel Medical Center/Long
Island College Hospital and an internship at
Government Medical College in Jabalpur,

India. Dr. Sehgal will see patients at Children’s Hospital and the
Annapolis and Upper Marlboro Outpatient Centers.

Irene Chatoor, MD, was the keynote speaker
at the European Congress in Athens, Greece,
in September 2005. She presented “The
Influence of Parental Psychopathology in
Infantile Anorexia” and led a training institute
on the classification of feeding disorders at the
same Congress. In October 2005, Dr. Chatoor
chaired a symposium titled “Feeding Disorders: 
An International Discussion of Diagnosis and

Treatment” and a breakfast titled “Assessment, Diagnosis and
Treatment of Feeding Disorders of Infants and Preschool Children”
at the Joint Annual Meeting of the American Academy of Child 
and Adolescent Psychiatry and the Canadian Academy of Child 
and Adolescent Psychiatry in Toronto, Canada. She see patients
exclusively at Children’s Hospital. 

Terence Partridge, BSc, PhD, recently joined Children’s Research
Institute’s Center for Genetics, where he will continue his research in
cell-biological and molecular-biological basis of diseases of skeletal
muscle, including three impending trials in Duchenne patients. Before
joining Children’s, Dr. Partridge was a professor of experimental
pathology and head of the Muscle Cell Group at the Royal Post
Graduate Medical School’s MRC Clinical Sciences Centre in
London, England.

PEOPLENOTES

“The team’s vision focuses on the idea that the ED
can and should be an integral part of the asthma care
continuum, particularly for children who use the ED
frequently and are poorly connected with their primary
care providers,” said Stephen Teach, MD, MPH, principal
investigator and medical director of IMPACT DC. “Our
model of care and education is resulting in healthier
lives for our patients.”

The clinic serves as a national model for asthma
care because of the successes of the program. Having
validated the efficacy of this model, the team’s next
goal is to refine and expand it, bringing more partners
into the process of reducing asthma morbidity among
disadvantaged children. For more information, contact
the IMPACT DC Clinic team at 202-884-3970.

IMPACT DC, from page 3
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W
hole-body cooling is now
available at Children’s for
infants who sustain a hypoxic
ischemic insult at birth.
Neuroprotective strategies are

coming to the forefront of intensive 
care medicine, where the focus is on
detecting brain injury (neuromonitoring)
and offering therapies (neuroprotection).
Children’s National Medical Center is
the first in the region to offer these new
and innovative technologies to help
patients in the newborn intensive care
unit (NICU).

“This is the first therapeutic initiative
that has shown promises for reducing
brain injury in this population, and we
are very excited about being able to
provide this therapy at Children’s,” said
Billie Short, MD, Neonatology division
chief. “Key components of the Neonatal
Neuroprotection Program at Children’s
are the multidisciplinary collaboration

between members of the divisions of
Neonatology, Neurology and
Neuroradiology, combined with the
ability to provide continuous bedside
neuromonitoring in the NICU. We are
excited to offer this therapy to the
patients in our region.” 

Children’s is the first hospital in the
region to offer this advanced treatment
to newborns. In addition, Children’s is
able to utilize air transport for rapid
transfer to the NICU. Fixed wing 
transport is also available. For more
information on this program, including
inclusion and exclusion criteria for
treatment, please call the neonatology
department at 202-884-5448.

Neuroprotection
Through 
Whole-Body
Cooling

Address service requested
Return postage guaranteed

Stephen Baumgart, MD demonstrates the whole-body
cooling procedure.


