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LETTERS 

who deal with victims of child abuse 
must fully understand and be ready to 
explain how these patients differ from 
victims of child abuse. They must also 
be ready to counter defense arguments 
that retinal hemorrhages were the re- 
sult of trivial t rauma, as is often pro- 
posed by child abuse perpetrators. 
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To the Editor: 
It is not clear to me that the article on 

retinal hemorrhage by Christian et al 1 
has added any new information. Reti- 
nal hemorrhages are a very reliable, 
though imperfect, indicator of head 
trauma, but no one would argue that 
the presence of retinal hemorrhages 
automatically indicates non-accidental 
injury. Determining the intent of the 
caretaker  or circumstances of injury 
depends on history and investigative 
confirmation. 

Regarding that investigation, I am 
not reassured in cases 1 and 3 by state- 
ments that social work evaluations re- 
vealed "no risk factors or concerns" 
about possible abuse. Even in case 2, a 
neighbor's telephone agreement seems 
to be weak evidence. 

I am immediately reminded of my 
colleagues'  babysit ter-injured child 
with brain damage and the murdered 
child in whose case I testified this 
week. Both were cleared to return to 
their pre-morbid  environments after 
their first injuries. 

I f  one accepts cases reported by 
Christian et al as accidental trauma, 
the unsurprising conclusion seems to 
be that head t rauma may cause retinal 
hemorrhages and that  the cause of 
t rauma should be carefully investigat- 

ed. It is that second part  that still 
leaves me uneasy. 
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Saint Louis Universii?/ 
Health Scicncea Center 

St Louis, MO 63101-1095 
9/35/103500 

doi:lO.lO67/mpd.2000.103500 

REFERENCE 

1. Christian CW, Taylor AA, Hertle RW, 
Dubaime AC. Retinal hemorrhages 
caused by accidental household trau- 
ma. J Pediatr 1999;135:125-7. 

Reply 
To the Editor: 

We appreciate the responses to our 
article. We used the term household 
trauma to describe injuries that oc- 
curred in the home by accidental 
mechanisms. The type and neurologic 
severity of a given injury relates to the 
specific magnitude and types of forces 
experienced by the brain and its cover- 
ings. In the cases reported here, the 
neurologic outcomes of the children 
were good, reflecting the fact that the 
primary injuries to the brain itself were 
not severe, but that sufficient surface 
impact and/or angular deceleration 
was present to lacerate or rupture cor- 
tical vessels. Such occurrences are un- 
common, and we by no means suggest 
that low-height falls, the most common 
type of household trauma, typically 
cause retinal hemorrhages. Rather, we 
noted that retinal hemorrhages caused 
by accidental t rauma were uncommon 
in our population, occurring in less 
than 1 of 500 children admitted to our 
hospital with head injury. Nonetheless, 
we believe it is useful to point out that 
in some unusual cases of accidental 
t rauma with the requisite biomechan- 
its, hemorrhage into the subarachnoid, 
subdural, and retinal compartments  
may occur. 

Dr  Lynch correctly points out that 
the systems in place for evaluating and 
protecting abused children are flawed, 
and permanent  or fatal injuries can 
occur when children are returned to 
abusive environments. The findings in 

the cases profiled in the article, howev- 
er, underscore the need to remain ob- 
jective in evaluating pediatric injuries. 
In contrast  to the experience of Dr  
Lynch and Dr  Coats, in our experi- 
ence, traumatic retinal hemorrhages 
oftentimes are assumed to be evidence 
of non-accidental injury by practition- 
ers who know of the strong association 
between this finding and non-acciden- 
tal mechanisms but are unfamiliar with 
the exceptions to that association. The 
severity of retinal bleeding, although 
relatively mild in our examples, cannot 
be used to judge the mechanism of 
trauma, because some children with 
severe abusive brain injury have little 
or no retinal hemorrhages. 

Until the mechanisms to protect chil- 
dren and help families are improved or 
more foolproof methods for differenti- 
ating causes of injury are discovered, 
physicians have a responsibility to rec- 
ognize that both abusive and acciden- 
tal trauma may vary in their manifesta- 
tions. Missing child abuse when it 
exists can have a tragic outcome, but 
the consequences of a false accusation, 
and even conviction of abuse, to a fam- 
ily are not inconsiderable. It  is for this 
reason that all available data should be 
brought  to bear when an opinion on 
the cause of a specific injury is formed. 

Cindy W. Christian, MD 
Ann-C,~ristine Duhaime, MD 
Division of General Pediatrics 

Children's Hospital of Philadelphia 
Philadelphia, PA 19104 
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Fixed drug eruptions in 
children 
To the Editor: 

We enjoyed reading the report  of 
Morelli et al on fixed drug eruptions in 
children published in March 1999. 
Trimethoprim-sulfamethoxazole is the 
most common causative agent in our 
experience, also. However, we were 
surprised to see acetaminophen and 
paracetamol listed as two different 
drugs. These two names are synonyms 
for the same medicine in the medical 
literature. We wonder  whether  there 
were any differences in the additives or 
other substances used during the man- 
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ufacture of different brand names. I f  
there were no differences, aceta- 
minophen and paracetamol are identi- 
cal, and they should be listed together. 

Omer Tarim, zliD 
Ozgen Eralp, MD 
Ye~im Uncu, MD 

Uladaff University Faculty o/Medicine 
Department of Pediatrics 

Bursa 16059, Turkey 
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Reply 
To the Editor: 

In response to the question posed by 
Dr Tarim et al. 

You are correct that acetominophen 
and paracetamol are the same active in- 
gredient. We used the names separately 

because the data were obtained from 
various countries where the drug is 
known by different names. The data for 
these drugs could be listed together. 

Joseph G. Morelli, MD 
University of Colorado 

Health Sciences Center 
Denver, CO 80262 
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CORRECTION 
In the article "Issues related to subspecialty education: Weasel words in action," by James A. Stockman 

III, MD, which appeared in the December 1999 issue of The Journal (volume 155, pages 669-74), Table I 
was incorrectly reproduced. The correct version appears below. 

Table I. Le Hot Juste 
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