
Neonatal Necrotizing Enterocolitis
Sir.\p=m-\Thearticle "Neonatal Necrotiz-
ing Enterocolitis in the Absence of
Pneumatosis Intestinalis" by Klieg-
man and Fanaroff (Journal 1982;136:
618-620) draws attention to the impor-
tant observation that neonatal necro-
tizing enterocolitis (NEC) is not al-
ways associated with radiologic
evidence of intramural intestinal gas
(pneumatosis intestinalis). Nineteen of
their 136 patients with confirmed
NEC did not have pneumatosis in-
testinalis; five patients had radiologic
evidence ofascites, a finding indicative
of usually severe NEC in the proper
clinical circumstances.1 The authors do
not state if the remainder of these
patients had a normal radiologic ap-
pearance on abdominal films.
As Kliegman and Fanaroffpoint out,

NEC without pneumatosis intestinalis
(and without the other well-known
signs of portal venous gas and pneu-
moperitoneum) has been reported be-
fore, including patients with histologic
confirmation of NEC.2,3 Such patients
usually have what is known as a "dis-
turbed bowel gas pattern" that is most
often characterized by the presence of
a number of parallel, elongated, di¬
lated loops, often widely separated
from each other.1·2,4 This pattern re¬

places the usual appearance of many
polygonal lucencies5 seen in neonates
with conditions other than NEC.
In their thoughtful "Comment" sec¬

tion, Kliegman and Fanaroff discuss
the difficulty of establishing the diag¬
nosis of NEC when there is no radio-
logic evidence of pneumatosis intestin¬
alis and consider the potential value of
other less specific diagnostic tests. A
similar difficulty arises when minute
bubbles are seen on abdominal films,
but one is not certain that pneumatosis
intestinalis, and not a mixture of gas
and stool, is present. In such cases, the
disturbed bowel gas pattern has been

found to be very useful, although at
times subtle, requiring some experi¬
ence for recognition. It probably has
less than perfect sensitivity and spec¬
ificity, but very few diagnostic tests
do.
I think the article by Kliegman and

Fanaroff is important in emphasizing
that pneumatosis intestinalis is not a
sine qua non for the diagnosis of NEC.
I believe, however, that most of the
patients without pneumatosis intes¬
tinalis initially have disturbing radio-
logic findings, which should be looked
for and which may be helpful in con¬

junction with the clinical appearance.
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Sexual Child AbuseSexual Child AbuseSexual Child Abuse

Sir.\p=m-\Wewere delighted to see arti-
cles concerning the important issue of
sexual child abuse in your February
1982 issue. Although both articles are
generally consistent with current
knowledge, we would like to present
some concerns about the method or
content in each.
The article "Sexual Abuse of Chil-

dren: Sex-, Race-, and Age-Depend-
ent Variations" by De Jong et al
(Journal 1982;136:129-134) empha-

sized several important points from
earlier studies, including the fact that
boys, as well as girls, may be sexually
abused and that the symptoms of
abuse may be nonspecific physical,
psychosocial, or behavioral com-

plaints. However, we find three prob-
lems with the study. First, the nature
of the study population is unclear. The
authors state that their study popula-
tion consisted of416 children who were
examined for complaints of alleged
sexual assault. They never state how
many of these complaints were con-
firmed. Reporting bias is known to be
an important problem in evaluating
child abuse data.1·2 Thus, although this
type of protocol is not unusual, we

suggest that this study and others
with similar case selection procedures
could be improved if cases are limited
to those with confirmed or substanti¬
ated abuse. Second, several of the vari¬
ables evaluated in the study were re¬
corded in less than 70% of the cases.
When the proportion of unknowns for
any variable becomes too great, it is no
longer possible to extrapolate to the
whole population. Third, for virtually
every variable, only percent distribu¬
tions are given. The meaning of per¬
cent distributions depends on the
characteristics of the community from
which the cases were drawn. Thus,
population-based, rate-specific data
would be necessary to evaluate these
results fully.
The article "Sexual Abuse of Chil¬

dren: Current Concepts" by Dr Jones
(Journal 1982;136:142-146) presents
other difficulties. Dr Jones combines
three separate studies concerning
gonococcal disease in children and/or
adolescents. These studies differ in a
number of important respects, includ¬
ing the age group studied, the demo¬
graphic setting, the time period of
investigation, and the technique used
to determine whether the patients
were sexually abused. Although the
combining of studies is a common tech¬
nique for investigating problems for
which limited data are available, doing
this without noting potential biases is
misleading. We are more concerned,
however, with the author's statement,
"The child may be given gonorrhea
prophylaxis and diethylstilbestrol, or
other medication ... for prevention of
pregnancy. ..." The Centers for Dis¬
ease Control are currently formulating
recommendations for treatment of
children suspected of being sexually
abused. Until this process is com¬

pleted, we suggest that recommenda-
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tions for prophylaxis in adults be fol¬
lowed for sexually abused children.
Gonorrhea prophylaxis should be
given only if the abuser is known to
have a gonococcal infection.3 Follow-up
care and counseling are essential for a
sexually abused child, and the examin¬
ing physician should treat the patient
at follow-up if Gram's stain or culture
results indicate infection. Finally,
most sexual assaults of children do not
involve intercourse. Thus, the need for
pregnancy prophylaxis should be eval¬
uated on an individual basis, consider¬
ing the age of the child and the nature
of the assault.
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In Reply.\p=m-\Iappreciate the thought-
ful comments of Drs Jason and
Kramer. I will try to respond to their
concerns.
The respondents are correct in that

the three studies of sexual abuse in
children with gonococcal disease are
somewhat disparate. My purpose in
combining the studies was simply to
emphasize that the physician should
strongly suspect sexual activity in a
child who has gonorrhea.
The question of whether to provide

gonorrhea prophylaxis after rape is
more difficult. The reported incidence
in the United States of gonorrhea in
children who have been sexually
abused varies from 4.7% to 7.4%.1,2
The infrequent occurrence of gonor-
rhea in these children must be weighed
against the potential psychologic dis-
aster for the infected child and his or
her parents. A satisfactory method of
rapid identification of the presence of
gonococci, currently under investiga-
tion, would alleviate this dilemma.
Finally, I agree completely with the

statement that "the need for preg-
nancy prophylaxis should be evaluated

on an individual basis, considering the
age of the child and the nature of the
assault." No case of childhood sexual
abuse should ever be considered rou¬
tine. The evaluation and treatment
must be individualized.
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In Reply.\p=m-\Wewish to thank Drs
Jason and Kramer for their letter and
appreciate the opportunity to respond
to their general comments, as well as
their specific concerns, about our

study.
Most childhood sexual abuse inci-

dents are not reported,1 and most
studies of sexual abuse reflect the na-
ture of the population served by indi-
vidual sexual assault centers.2 As a
referral center, more than half of our
patients were referred by the police,
private physicians, local emergency
rooms, social service agencies, or

counseling services. We acknowledged
the risks of reporting bias and compar-
ison with dissimilar populations within
the discussion of our findings.
The first specific concern is how

many of the "alleged sexual assaults"
were actually sexual assaults. Al-
though it is often difficult to substanti-
ate medically and legally prove com-

plaints, we believe that the history
given by the child and/or the physical
findings indicated that more than 95%
of the cases was inappropriate sexual
stimulation of some form. The major¬
ity of the "probably unsubstantiated"
cases were consentual acts between
teenagers or the results of maternal
projection of sexual concerns. The sig¬
nificant proportion of patients who are
referred by outside agencies and a
brief nursing triage help limit the
number of unsubstantiated cases.
The second concern focuses on the

effect that unknown or unrecorded in¬
dividual case data can have on our
conclusions. We recognized that when
the proportion of unrecorded (un¬
known) information for any variable
becomes too great, extrapolation may
be inaccurate. Four variables evalu-

ated in the study were recorded in less
than 90% of the charts. These features
deserved some mention; however, our
analysis stressed those 15 variables
that were recorded on 90% to 100% of
the charts.
The third concern questions the use

ofpercent distributions to express var¬
iables. Rate-specific data would en¬
hance only certain data, while making
the article more tedious. Percent dis¬
tributions were used in the text to
simplify the presentation of the find¬
ings.
We strongly agree with the recom¬

mendation to individualize the ap¬
proach to gonorrhea and pregnancy
prophylaxis. Our low frequency of pos¬
itive gonorrhea cultures (3.1%) sug¬
gests a low frequency of gonorrhea
infection among sexually abused chil¬
dren, which is consistent with other
reports.3 Routine gonorrhea prophy¬
laxis would not seem to be indicated.
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Poland's Syndrome and Leukemia
Sir.\p=m-\Becausethe letter "No Link Be-
tween Poland Syndrome and Leuke-
mia?" by Gilman and Miller in the
February issue of the Journal
(1982;136:176) ended with the sen-

tence, "The absence of comparable
case reports from outside the United
States is also a puzzle," we would like
to mention that such a combination
was observed in a 6-year-old girl in
Turkey in 1977. The absence of a right
pectoralis muscle and nipple with
brachydactyly and a small left hand
were the present abnormalities (Fig-
ure). Roentgenograms did not disclose
any vertebral abnormalities or other
skeletal deformities.
During a six-year period from Octo-

ber 1975 to October 1981, the condi-
tions of 370 children with acute lym-
phocytic leukemia were diagnosed at
Hacettepe Children's Hospital, An-
kara, Turkey. The age range of the
children was 2 months to 17 years. The
previously mentioned 6-year-old girl
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