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Study: PANDAS Criteria Should Be Refined

BY PATRICE WENDLING
Chicago Bureau

CHICAGO — A new study suggests that
three of the five criteria for inclusion in the
pediatric autoimmune neuropsychiatric
disorders associated with streptococcal in-
fections, or PANDAS, subgroup could be
narrowed and still provide clinically useful
benchmarks.

The first criteria for this subgroup is that
the children must meet a lifetime diag-
nostic criteria for obsessive-compulsive
disorder (OCD) or a tic disorder, Lisa
Snider, M.D.,, said at the annual meeting of
the Society for Developmental and Be-
havioral Pediatrics.

“Some people are suggesting that
anorexia nervosa, attention-deficit hyper-
activity disorder, possibly even bipolar dis-
order could be triggered by infections like
streptococcal infection,” Dr. Snider said.
“Our research
came out of a
predisposition
to thinking that
OCD and tics
are secondary
to a dysfunc-
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are tighter and

much more tion within the
. basal ganglia.
specific. That “Our origi-
should help nal  research
P was on patients
clinicians and with  Syden-
researchers.’ ham’s chorea,

which is trig-

gered by strep-
tococcal infection, and felt to be a basal
ganglia disorder.”

The criteria were defined in 1998 by
colleague Susan Swedo, M.D,, of the Na-
tional Institute of Mental Health in
Bethesda, Md. The criteria also have been
used successfully to study the patho-
physiology and clinical course of the
PANDAS subgroup. But, some re-
searchers have criticized the criteria as be-
ing too broad.

PANDAS is now defined by the pres-
ence of OCD and/or tic disorder, prepu-
bertal onset, unique clinical course, asso-
ciation of neuropsychiatric symptoms
with group A B-hemolytic streptococcal
infections, and association with neuro-
logic abnormalities during symptomatic
periods.

Dr. Snider, along with some colleagues
have suggested the three new criteria
should be:

» A primary diagnosis of OCD or promi-
nent obsessive-compulsive features (crite-
rion 1).

» Abrupt onset of neuropsychiatric symp-
toms reaching clinical impairment in less
than 48 hours or a period of complete neu-
ropsychiatric symptom remission (criteri-
on 2).

» A positive throat culture in the 2 months
prior to or elevated antistreptococcal titers
drawn between 3 weeks and 3 months af-
ter neuropsychiatric symptom onset or
exacerbation (criterion 3).

“The criteria haven't radically changed,
but they are tighter and much more spe-
cific, she said. That should help clinicians
and researchers,” Dr. Snider told this pub-

lication. “If you see someone for the first
time, you have a better chance now of
saying if this is PANDAS or not, because
we don’t have a blood test for this disor-
der.”

The latest study included 30 boys and 20
girls, who met the original PANDAS cri-
teria.

The mean age for the group was 8.2
years.

Thirty-eight of the patients (76%) had a
primary diagnosis of OCD and 12 pa-

tients (24%) had a primary diagnosis of tic
disorder.

Of the 12 patients with a primary tic
disorder, 9 (75%) had comorbid OCD or
significant obsessive-compulsive symp-
toms. Only three patients had a tic disor-
der without obsessive-compulsive features.

The results were equally clear with re-
gard to criterion 2, Dr. Snider said. Forty-
four of the 50 patients (88%) had an
abrupt onset of symptoms reaching clin-
ical impairment in less than 48 hours. Of

the remaining six patients, four had at
least one period of complete symptom re-
mission.

Finally, each of the 50 patients report-
edly had a group A B-hemolytic strepto-
coccal infection, which was associated
with onset or exacerbation. Infection was
identified in 23% of patients at presenta-
tion. “Three of the five criteria for inclu-
sion in the PANDAS subgroup could be
narrowed and still include 95% of this co-
hort,” Dr. Snider said. [

Great Efficacy.

Great Strawberry Taste.

Half the Volume.

Indications (mild to moderate infections)'
Acute Bacterial Otitis Media and Acute Maxillary Sinusitis
(adults and adolescents) due to H influenzae (including B3
lactamase producing strains), S pneumoniae (penicillin-susceptible
strains only), and M catarrhalis (including B-lactamase producing
strains). Use of cefdinir in the treatment of acute maxillary
sinusitis in pediatric patients is supported by evidence from
adequate and well-controlled studies in adults and adolescents.
Pharyngitis/Tonsillitis due to S pyogenes. Cefdinir is effective in the
eradication of S pyogenes from the oropharynx. Cefdinir has not,
however, been studied for the prevention of rheumatic fever following
S pyogenes pharyngitis/tonsilitis. Only intramuscular penicillin has been
demonstrated to be effective for the prevention of rheumatic fever:
Uncomplicated Skin and Skin Structure Infections due to S aureus
(including B-lactamase producing strains) and S pyogenes.

Important Safety Information'

*To reduce the development of drug-resistant bacteria and maintain
the effectiveness of OMNICEF and other antibacterial drugs,
OMNICEF should be used only to treat or prevent infections that
are proven or strongly suspected to be caused by bacteria

_' ,

* OMNICEF is contraindicated in patients with known
allergy to the cephalosporin class of antibiotics

« For patients with previous hypersensitivity reaction

to penicillins, caution should be exercised because
cross-hypersensitivity among B-lactam antibiotics has

been clearly documented. If an allergic reaction to cefdinir
occurs, the drug should be discontinued

» Safety and efficacy in neonates and infants less than

6 months of age have not been established

2% of 2,289 pediatric patients discontinued medication due to
adverse events in US and ex-US clinical trials. Discontinuations were
primarily for gastrointestinal disturbance, usually diarrhea

* The most common reported adverse events occurring in 1% of
pediatric patients in US clinical trials (N=1,783) were diarrhea (8%),
rash (3%), and vomiting (1%)

* Maximum dose of OMNICEF for pediatric patients weighing 243 kg

is 600 mg/day. For pediatric patients with a creatinine clearance of

* Compared to the 125 mg/5 mL formulation of OMNICEF.

Calculated dose is based on 14 mg/kg/day. Dose in teaspoons is rounded to the nearest

'/4 teaspoon and is not an exact measure of calculated dose volume (mL). | tsp =5 mL.

P
Once-daily dosing has not been studied in skin infections; therefore, OMNICEF for Oral

Suspension should be administered twice daily in this infection (7 mgfkg BID for 10 days).
Reference: I. OMNICEF® (cefdinir) for Oral Suspension Prescribing Information, Abbott Laboratories.
Please see adjacent brief summary of full prescribing information.

Abbott Laboratories Under License of
Abbott Park, IL 60064 ‘ Eosra harscastcal Lo L

©2004, Abbott Laboratories

04H-034-E767-1 * August 2004

www.OmnicefForKids.com

<30 mL/min/1.73 m*and not requiring hemodialysis, the dose of
cefdinir should be 7 mg/kg (up to 300 mg) given once daily

* Antacids that contain magnesium or aluminum and iron supplements,
including multivitamins that contain iron, should be taken at least
2 hours before or 2 hours after taking OMNICEF

Omnicer

(i) for ol suspnsion
125 mg/5 mL and 250 mg/5 mL

Expert recommended.
Kid preferred.



