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juniors and seniors to drink or even to
binge drink. In addition, about 15%-20% of
them smoke cigarettes, depending on the
community, and probably more than that
try or intermittently smoke marijuana.

One approach is to educate parents
about which children may be at higher
risk for substance use.

For example, most teenagers are at
some risk and need to be watched for any

high-risk activities, especially drinking and
driving or riding in a car with a friend who
has been drinking. If parents begin to see
a serious problem — such as binge drink-
ing every weekend, obvious use of mari-
juana on a regular basis, or obvious use of
cocaine — take it very seriously. Talk with
patients and parents, and provide a
referral for services as indicated.

Other kids might be at slightly higher
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For a list of pediatric urologists in your area who use Deflux, visit www.deflux.com.

Intended Use/Indications
Deflux® is indicated for treatment of children with vesicoureteral
reflux (VUR) grades II-1V.

Contraindications

Deflux is contraindicated in patients with any of the following conditions:
e Non-functional kidney(s)

e Hutch diverticuli

e Ureterocele

e Active voiding dysfunction

e Ongoing urinary tract infection

Warnings
e Do not inject Deflux intravascularly. Injection of Deflux into blood
vessels may cause vascular occlusion.

Precautions

e Deflux should only be administered by qualified physicians experi-
enced in the use of a cystoscope and trained in subureteral injection
procedures.

e The risks of infection and bleeding are associated with the
cystoscopic procedure used to inject Deflux.

e The usual precautions associated with cystoscopy (e.g. sterile
technique, proper dilation, etc.) should be followed.

e The safety and effectiveness of the use of more than 6 ml of Deflux
(3 ml at each ureteral orifice) at the same treatment session have
not been established.

e The safety and effectiveness of Deflux in the treatment of children
under 1 year of age have not been established.

Adverse Events

List of treatment-related adverse events for 39 patients from a
randomized study and 170 patients from nonrandomized studies.
(Follow-up for studies was 12 months).

Adverse Event Randomized Study Nonrandomized Studies
Category (n=39 DEFLUX patients) (n=170 DEFLUX patients)
UTI(i) 6 (15.4%) (ii, iii) 13 (7.6%) (ii, iii)
Ureteral dilation (iv) 1(2.6%) 6 (3.5%)
Nausea/Vomiting/ 0 (0%) 2 (1.2%)

Abdominal pain (v)

(i) Cases of UTI typically occurred in patients with persistent reflux.

(ii) Patients in the nonrandomized studies received antibiotic
prophylaxis until the 3-month VCUG. After that only those
patients whose treatment had failed received further antibiotic
prophylaxis. The patients in the randomized study received
antibiotic prophylaxis 1 month post-treatment.

(iii) All UTI cases were successfully treated with antibiotics.

(iv) No case of ureteral dilation required intervention and most cases
resolved spontaneously.

(v) Both cases of nausea/vomiting/abdominal pain were resolved.

Although vascular occlusion, ureteral obstruction, dysuria, hematuria/
bleeding, urgency and urinary frequency have not been observed in any of
the clinical studies, they are potential adverse events associated with
subureteral injection procedures. Following approval, rare cases of post-
operative dilation of the upper urinary tract with or without hydronephrosis
leading to temporary placement of a ureteric stent have been reported.
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risk in high school, based on their
achievements. A good athlete who joins
the varsity team in 9th or 10th grade, or
the talented 9th-grader who lands the
lead in the high school play, tend to
spend more time with juniors and
seniors. They get invited to parties and
events outside their peer groups. With-
out the judgment of an older child and
while trying to “keep up,” they might be
more vulnerable to problematic sub-
stance use. The difference between a 14-
year-old and a 17-year-old is enormous,
and the peer pressure of being with
seniors is considerable.

Recognize that some kids start high
school already predisposed and at quite
high risk for substance use problems: A
patient with biologic or genetic risk fac-
tors; a patient with untreated depression
or anxiety; and/or an adolescent with
attention-deficit/hyperactivity disorder
(ADHD) are examples.

Left unaddressed, these kids are pre-
disposed to earlier and more serious sub-
stance use. Some children with genetic
and/or biological risk factors begin
drinking heavily before their 14th birth-
day. In contrast, the typical age of onset
for alcohol use includes some experi-
mentation at 15 or 16 years that be-
comes binge drinking for some a year or
two later.

Biology predisposes some adolescents
to nicotine addiction or heavy use of
marijuana or alcohol. While adolescent
brains are in development and experience
the expected stress of puberty and build-
ing an identity, some teenagers’ brains
may be more susceptible to addiction
than others. In addition, genetics and en-
vironment can play a role, evidenced by
the higher risks for children whose par-
ents have a personal or family history of
substance use problems. If there is a
strong history of alcoholism in the fam-
ily or if a parent is a recovering alcoholic,
discuss with parents how their past might
influence how they treat their teenager.
Advise them what information should be
shared to alert the teenager to the po-
tential risks. It might help a child at age
12 or 13 to know that he or she may be
especially vulnerable to the dangers of
substance use, and this may well open up
an avenue of communication and trust
that could be helpful later.

Anxiety and depression also have
genetic roots in some patients. Asking
parents about their family history of
substance abuse, depression, or serious
mental health disorder should be a
routine part of pediatric practice.

In addition, implementing screening
tests makes sense in adolescence. Such
screening tests are publicly available and
reviewed by the American Academy of
Pediatrics Bright Futures: Mental Health
effort (http:/ /brightfutures.aap.org/3rd_
Edition_Guidelines_and_Pocket_Guide.
html) or the new AAP mental health pri-
mary care toolkit (www.aap.org/pcorss/
demos/mht.html). For example, a gen-
eral screen of psychosocial functioning
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such as the Pediatric Symptom Check-
list, or a specific screen for depression or
substance use, could be built into the an-
nual visit beginning at age 12 or 13
years.

Children with ADHD make up an-
other high-risk group. They also seem to
be more vulnerable to cigarettes, alco-
hol, and marijuana. These teenagers can
be driven to find relief in these sub-
stances because of brain biology and/or
secondary to the stress of living with
their ADHD symptoms.

On the plus side, ADHD kids treated
appropriately with stimulants and sup-
port services have lower levels of sub-
stance use and probably higher self-es-
teem. Ensure they have the best
treatment possible for their ADHD to
minimize their substance use risk as
much as possible.

As they become young teenagers,
they should have a full review of all their

Facilitate open, honest
communication hetween the
parent and adolescent. This is
more effective than are attempts
by parents to control their
teen’s hehavior 24/7.

ADHD treatment and how their typical
day plays out at school and at home.
Consider some additional preventative
counseling to help these children face
their substance use challenges through-
out adolescence.

Offer such guidance to all children and
parents, but especially to those in one of
these high-risk groups. Suggest strate-
gies that support and reinforce their
resiliency. A warm, positive relationship
with an adult is a protective factor. Also,
kids who feel connected to a school,
church, or sports team tend to be a little
more resilient to some of these
influences.

Facilitate open, honest communica-
tion between the parent and adolescent.
Many parents might not realize that this
is more effective than are attempts to
control their teen’s behavior 24/7. Over-
control is impossible given the lifestyle
of most 15-, 16- or 17-year-olds. Be-
tween cell phones, cars, and the amount
of time they are out of the house, par-
ents cannot control them to a level of
stopping all substance use.

Even if more control is possible, the
effort works against the adolescent’s de-
velopmental trajectory toward increas-
ing autonomy. The real goal of adoles-
cence in our culture is to learn how to
live in the real world and to prepare for
autonomy as young adults. High school
is a preparation for college life and adult-
hood where good judgment, safety, and
socialization are important learned be-
haviors. Teaching adolescents how to
navigate all this is an essential role for
physicians and parents.

Part of growing autonomy is privacy.
While it is tempting to invade that pri-
vacy to learn about substance use or to
clarify other concerns, it is not clear
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that such efforts support the long-term
goals of raising a teenager. Such efforts
at control and investigation, including
blood or urine testing, are best reserved
when the benefits outweigh the risks,
when there is a substance abuse problem
that needs to be addressed. |

DR. JELLINEK is chief of child psychiatry
at Massachusetts General Hospital and
professor of psychiatry and of pediatrics
at Harvard Medical School, Boston. He is
also president of Newton (Mass.)
Wellesley Hospital. E-mail him at
pdnews(@elseviet.com.

Thanks For
3 Making Us

Focus® Medical/Surgical June 2010 Readership Summary;
139 Projected Average Issue Readers

Children’s Advil" brings fever down faster”

|®1,2

than Children’s Tyleno

In fact, nothing reduces fever faster” or keeps it down longer
than Children’s Advil®™—up to 8 hours of fever relief."*

Nothing has been proven better on fever, not even
Children's Motrin®. T

And, you can feel confident recommending Children’s Advil®
knowing it is safe and effective when used as directed.
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*Based on reducing fever below 100°F.
TAmong leading OTC pain relievers/fever reducers.

References: 1. Data on file, Wyeth Consumer Healthcare. 2. Kauffman RE,
Sawyer LA, Scheinbaum ML. Antipyretic efficacy of ibuprofen vs
acetaminophen. Am J Dis Child. 1992;146(5):622-625. 3. Kelley MT,
Walson PD, Edge JH, Cox S, Mortensen ME. Pharmacokinetics and
pharmacodynamics of ibuprofen isomers and acetaminophen in febrile
children. Clin Pharmacol Ther. 1992;52(2):181-189.

All trademarks herein are the property of their respective owners.

©2010 Pfizer Inc. 07/10
MADVCH498770T Advil.com

@ Consumer Healthcare




