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The Italian Ombudsperson for Childhood and Adolescence was
established by Law no. 112 of 12 July 2011, with a view to ensuring
the full implementation and protection of the rights and interests of
persons of minor age, in accordance with the provisions of inter-
national conventions, with particular reference to the Convention on
the Rights of the Child, signed in New York on 20 November 1989,
and implemented in Italy through Law no. 176 of 27 May 1991.
The task of the Italian Ombudsperson for Childhood and Adoles-
cence is to promote and protect the rights of all young people in
Italy, irrespective of their nationality, their residence and their links
with our Country.
This clarification is all the more necessary in the light of the current
historical moment, marked not only by an economic and cultural cri-
sis, but also by a crisis of values and solidarity. Social inequalities still
mark today the gap between the condition of children and young
people’s well-being and unease in Italy, not only for those born in
Italy but also for those living in our Country.
Defeating the existing inequalities between the various areas of the
country is a necessity, not only in terms of economic and educational
poverty, but also in terms of the right to “live”, to health, to care, to
quality of services, to the same rights to access to services that are
often translated into a denied right.
Health does not only depend on the absence of biological agents
that accidentally cause the disease but is the result of a harmonious,
natural and complete development of the individual in every aspect
of his/her existence.
In this respect, the Ombudsperson for Childhood and Adolescence
carries out preventative and promotional interventions, rather than
curative-repairing ones, and in this sense, the interventions planned
and realized according to a network approach between services and
professions are very important.
The Italian Ombudsperson for Childhood and Adolescence’s commit-
ment is to act responsibly and with the strength of great motivation
to ensure that all children and young people have access to equit-
able care conditions and to an adequate socio-emotional support, ir-
respective of which part of Italy they were born or they come from,
and regardless of their Country of origin.
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Oxygen therapy remains the first line intervention in acute hypoxemic
respiratory failure. The choice of a specific oxygen delivery device is
based on the patient's oxygen requirements in terms of flow and de-
sired oxygen concentration, as well as the type of device and its accept-
ance by the patient [1]. Several medical devices for oxygen therapy,
which range from simple nasal cannula to non-rebreathing face masks,
have been used in the management of acute hypoxemic respiratory fail-
ure. Nasal cannula/prongs is inserted into the patient’s anterior nares.
The fractional concentration of inspired O2 (FiO2) varies with the pa-
tient’s inspiratory flow. Benefit of this device is here the child can move,
sit up, and eat, but there are some limitations also. Maximum flow rates
through nasal prongs are 0.5–1 L/min for neonates, 1–2 L/min for in-
fants, 1–4 L/min for older children and there is chance of unpredictable
concentration of O2 with excessive mucus drainage.
An air-entrainment mask contains a jet orifice and air entrainment port
which is designed to fit over the patient’s nose and mouth. The mask
contains Venturi valves which use the principle of jet mixing. This sys-
tem delivers about 40 L/min of gas through the mask and here breath-
ing pattern will not affect FiO2. The disadvantage is that high flows are
noisy and create quite breeze that is cooling. The traditional oxygen
therapy devices are constrained by flow limitation, with flows < 15 L/
min, by sub-optimal-humidity, by poor tolerance, and by inaccurate
and inconsistent FIO2. In patients with hypoxemic respiratory failure the
patient's inspiratory flow requirements are usually high and very often
exceed the oxygen flow delivered by the traditional oxygen devices.
High-flow nasal cannula (HFNC) oxygen therapy represents a new al-
ternative to conventional oxygen therapy [2]. In contrast to the trad-
itional schemes for oxygen therapy, HFNC generates flows up to 60
L/min, yet using a nasal cannula as an interface to the patient. These
high flows necessitate the optimal conditioning of the breathing gas
in terms of humidification and heating to improve patient comfort.
An active form of humidification is generally used during HFNC to
condition the high flow gas to optimal heat and humidity (37°C and
44 mg H2O/L). Also, an incorporated air-oxygen blender allows the
delivery of consistent and accurate oxygen concentrations in the
range of 21% to 100% to ensure efficient initial management of hyp-
oxemia in patients with hypoxemic respiratory failure.
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The essential elements of "transition" are defined as a planned and
intentional process to support teenage patients while they're moving
from child to adult health services.
Transition doesn't begin at the same age for everyone and depends
on the patient's needs, the current laws and partly on what the pa-
tient/client or their family hold to be right [1].
Young adults might indeed slip away from the healthcare system if
they get discouraged by the cure and care differences they notice
between child and adult health services. This is one of the reasons
why the process of moving from child to adult health services is con-
sidered to be particularly sensitive [2].
Although health care may be influenced by the training of care
workers, teenage patients should be prepared to face transition to
adult health services through support, education, orientation and the
learning of specific skills allowing a responsible and effective self-
management.
A lot of consensus documents [3] suggest the necessity of a transi-
tion program for teenage patients suffering from chronic diseases, al-
though this kind of situations are not easy to evaluate and hence the
transition process remains hard to manage.
Age, health condition, complex needs, availability of healthcare ser-
vices (equivalent to those offered to adults) and the creation of a
good relationship between teen patients and the team that is going
to look after them [4] are key factors proven to have an impact on
transition.
Sometimes transition can take place all of a sudden, sometimes teen
patients choose to remain longer under child health services or they
abandon, more or less voluntarily, the medical control program.
When the healthcare system fails to meet the needs of teenage pa-
tients and their families during the transitional process, this can lead
to patients' health worsening or to movingaway from healthcare,
with lasting negative consequences. This has been specifically stud-
ied in cases of CF, cystic fibrosis, where children need long-term
mechanical ventilation [5] and in cases of housing assistance, where
the transitional process should be carried out with non-standard [7]
care and attention from patients, doctors and families [6], consider-
ing prolonged survival and pathological heterogeinity.
The same complexity and the role played by social, ethnic, familiar
and gender differences can also be observed in the studies concern-
ing transitional care of teenage patients suffering from asthma. Here
research has found out how the female gender and an inadequate
adherence to therapy can have a negative effect leading to a persist-
ent bronchial hyperreactivity [8].
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Group B vitamin complex includes eight water soluble substances
considered essential nutrients playing a key role in cellular, metabolic
and enzymatic functioning. Their deficiency has a pleiotropic mani-
festation, ranging from minor effects to very severe consequences
like cardiopathy, encephalopathy, anemia, convulsions, cytopenia,
etc. [1, 2, 3].
The reference values of B vitamins dose requirement are defined by
LARNs, differing from pregnancy to breastfeeding and among differ-
ent age group. According to scientific evidence, if a varied diet is
followed, B vitamin supplementation is not indicated [4]. In the first
six months of life the intake of B vitamins depends on the assumed
milk. In case of breastfeeding the maternal dietary intake is import-
ant for pyridoxine, niacin, pantothenic acid and cobalamin [5, 6, 7, 8],
that present a dynamic milk concentration after the first weeks of
lactation (increase in pyridoxine and decrease in cobalamine
amount). On the contrary milk thiamine level is not influenced by
maternal diet [9], while folates one just only a little for the presence
in mammary glands of protein uptaking them from circulation [10].
The use and choice of hypoallergenic/hydrolisate formulas, expecially
in not evidenced based diet exclusion, should be as accurate as pos-
sible, for the risk of biotin deficiency in case of inadequate product
[11]. After six months of age or after weaning, food starts being the
main source of B vitamin intake. A balanced diet is generally enough
not to have B vitaminic deficiency, but there are some factors to
consider besides age and ethnicity to identify risk categories with
increased needed of B vitamin supplementation. Genetic polymor-
phisms of vitamin metabolism like mutation of the gene SCL19A3,
coding tiamine type 2 transportant [12], chronic pathologies such as
obesity, intestinal malabsorption and tumors [13], drugs (antitubercu-
losis, pump inhibitors, anticonvulsants and antimalarials) and special
not well supplemented dietary regimes as vegan diet [14, 15], may
increase the risk of group complex B deficiency. Recurrent infections,
frequent use of antibiotics, physical activity (that increases B2 re-
quirements up to 20%) and methods of preparation/storage of food
(thermolability of vitamin B2, B3, partially B12 and photosensitivity of
B2, B6) also influence nutritional assessment. Finally, it is useful to re-
member the importance of microbiota, as commensal human bac-
teria are able to produce cobalamin, folates, thiamine, playing a
critical role in energy metabolism of the host [16].
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Pediatric multiple sclerosis (ped-MS) represents about 3-10% of all
cases of MS. Compared with the adult form, ped-MS is more likely to
have cerebellum and brainstem involvement, a polysymptomatic
presentation and a high relapse rate, with >90% of cases being
relapsing-remitting [1]. In some patients, the evolution is aggressive
since onset. Disease progression in ped-MS is slower than in adult,
but disability is greater at a younger age due to the earlier onset.
To date, there have been no randomised controlled clinical trials of
drugs in ped-MS. However, results from observational studies have
shown that immunomodulant drugs (beta-interferon and glatiramer
acetate) are well tolerated and significantly reduce the relapse rate
and disease progression in this population [2-3]. European guidance
recommends early initiation of immunomodulant therapy for relaps-
ing ped-MS [2]. The International Pediatric MS Study Group recom-
mends the use of first-line therapies (beta-interferon or glatiramer
acetate) for all patients with ped-MS [3]. However, about 30% of pa-
tients will continue to progress and relapse and may require second-
line therapy.
Among second-line treatments, natalizumab has been shown to be
highly effective in ped-MS in many observational studies [4], repre-
senting a useful option for active MS patients. The limit of natalizu-
mab treatment is the risk of viral encephalitis due to JC virus (JCV)
infection (progressive multifocal leucoencephalopathy -PML-). The
risk of PML can now be stratified according to presence and titre of
anti-JCV antibodies, previous use of immunosuppressors and number
of natalizumab infusions [5].
Immunosuppressors have been evaluated in small cohorts of ped-MS
patients. Cyclophosphamide significantly reduced disease activity in a
retrospective study of 17 patients with ped-MS, but was associated with
high incidence of adverse events [6]. Mitoxantrone has shown a benefi-
cial effect in 19 patients with highly active ped-MS, but the safety pro-
file (risk of leukaemia and cardiomyopathy) is discouraging [7].
International randomised controlled studies are ongoing to better de-
fine safety and efficacy of newly available drugs for MS treatment (e.g.
fingolimod, teriflunomide, alemtuzumab) in the pediatric population.
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The health and wellbeing of children and adolescents are a priority
for national and international health policies, as stated in the Minsk
Declaration of October 2015. The Italian Ministry of Health devotes a
lot of attention, not only to the period of birth, but also to the ac-
tions in the first 1000 days of life: from the conception to two years
of age. Believing that timely preventive interventions made in this
period lead to positive short, medium and long-term health out-
comes. In this perspective and having as primary goal the overall
health protection, as confirmed also by the provisions about the Es-
sential Care Level (DPCM of January 2017), the Ministry of Health is
investing:

� in pre-conception health and support for the couple before
and after birth (art. 24),

� in protection of pregnancy and maternity (art.59)
� in early diagnosis of congenital illness, hereditary metabolic

diseases, deafness and hypo-vision (art. 38),
� in vaccination (art.4),
� in ensuring the equity of care for foreign children present on

national territory too (art. 62).

Special attention has been dedicated to the policies regarding
healthcare for mother and child through the December 2010 Agree-
ment between the Central Government and Regional Governments
(titled “Guidelines for the promotion and improvement of the quality,
safety and appropriateness of care interventions during the birth
pathway and for the reduction of caesarean sections”). The agree-
ment established an organizational model of assistance, which ac-
companies women or couples and their new-born before, during and
after the birth under the continued monitoring of the Ministry of
Health by the National Birth Pathway Committee.
Another agreement titled “Guidelines for the promotion and im-
provement of the quality, safety and appropriateness of care inter-
ventions in paediatric and adolescent field” is ongoing. The
empowerment of parents is another field in which to invest for
health through preventive actions useful to create the “health pack-
ages” that will always accompany the new-born. For this purpose,
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the Ministry of Health has supported preventive interventions for
couples, women and new-borns (www.pensiamociprima.net), educa-
tion and training for healthcare professionals and future parents
(www.genitoripiu.it) and communication campaigns on breastfeed-
ing. In addition to promoting programs and actions, the Ministry of
Health monitors their implementation with annual reports (birth
pathway monitoring, essential levels of care monitoring) and their ef-
ficacy through specific surveillance systems on maternal mortality,
perinatal mortality, “first years” - surveillance for children aged 0-2
years, Okkio for children school aged and HBSC for adolescents.
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The natural history of Cystic Fibrosis (CF) is characterized by recurrent
episodes of respiratory infection that causes a progressive pulmonary
damage, with decay of long-term lung function leading to death. In
CF patients, spirometry shows a 2% reduction every year of Forced
Expiratory Volume in the first second (FEV1) over time. In case of pul-
monary infection, an early antibiotic treatment helps to prevent more
serious complications, limiting consequently the long-term pulmon-
ary damage. Since 2001, in CF Centre of the Pediatric Hospital Bam-
bino Gesù in Rome, we tested the possibility of using Telemedicine
(TM) to facilitate the home follow-up of patients with CF. FEV1 was
monitored at home, with a view to early recognition of pulmonary
relapses. The study has involved 50 patients affected by CF, followed
at our Unit with THC in addition to the usual therapeutic protocol,
for a total period of 15 years. The balance of enrolment showed a
drop-out of 36%, the main cause was poor adherence (68%). We
used various and different equipment in this period, also following
the progress of technology in this field. The trend of both quantita-
tive and qualitative parameters of our work has been positive for all
the equipment. The data are encouraging about the possible role of
TM in the homecare organization of chronic diseases. In the current
state, however, reliable data on the long-term direct effectiveness of
the use of Telehomecare in CF are lacking. The major benefits of
using telemedicine would seem to be indirect effects as a stronger
and better doctor-patient relationship and an increase in the quality
of life for the patient, which could ultimately contribute to an in-
crease in life expectancy.
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Early postnatal period corresponds to a critical window for develop-
ment, during which undernutrition can have permanent effects on
the development of the central nervous system. Given its unique nu-
tritional and functional advantages, human milk (HM) should be con-
sidered as the first choice for the nutrition of all infants, including
preterm newborns. Since its protein, mineral and energy contents
are not suitable to meet the high needs of very-low-birth-weight
(VLBW) infants, HM should be fortified for these components [1;4].
Fortification of HM is an important nutritional intervention in order
to provide appropriate nutritional intake and appropriate growth [2].
The standard fortification strategy has yielded inadequate protein in-
takes, resulting in slower growth as compared to preterm formulas.
The main factor responsible for limited success is based on routine
assumptions about the composition of HM: the common practice is
to add a fix amount of fortifier, assuming that HM has an average
protein content and the infant has an average protein requirement.
But the protein concentration of preterm milk is variable and de-
creases with the duration of lactation.
Improvement of outcomes depends on new fortification strategies,
considering the large variability of HM composition. Individualized
fortification, either targeted or adjustable, has been shown to be ef-
fective and practical in attaining adequate protein intakes and
growth [3].
The optimal qualitative composition of fortifiers is also a critical issue.
Most commercially available multi-nutrient fortifiers and protein con-
centrates are derived from bovine milk (BM), which has a protein
composition very different from that of HM. The use of BM proteins
has been recently questioned for possible association with intestinal
inflammation in VLBW infants.
Recently, HM-based fortifiers were shown to be associated with lower
necrotizing enterocolitis rates and lower mortality in extremely pre-
mature infants, compared to BM-based products. However, available
data are limited, and its use it’s still debated [5].
Other milk sources are currently under evaluation: donkey and hu-
man milk diet integration was shown to be associated with a de-
crease of inflammatory status and with the improvement of lipid and
glucose metabolism in a murine model, when compared to a diet in-
tegration with BM. The functional similarity of human and donkey
milk is probably due to their closeness in quantitative and qualitative
protein, glucidic and lipid fractions composition, that differ to that of
BM.
Currently, a randomized, controlled, single-blind clinical trial, coordi-
nated by the Neonatal Unit of the University of Turin is being carried
out to evaluate the adequacy of new fortifiers derived from donkey
milk for the nutrition of preterm infants.
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Recently in Italy we have attended to a very controversial debate
about the need to change the course of Pediatric Nursing degree,
transforming it in a postgraduate master of the General Nursing de-
gree. This argument is yet well known in other european countries in
which the importance of keeping the distinction of the two courses
has been recognized.
Until 1997, the general nurse in Italy cared for patients of all ages,
and although there was a 1 year post qualifying course for certifica-
tion in children’s nursing it wasn’t required by low.
In 1997, a government decree defined the profile of children’s nurse
and in 2001, specific education for children’s nursing (3 years at uni-
versity level) was started. Despite that currently there is still a large
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overlap of the two positions and, while a Children Nurse cannot pro-
vide care to an adult, a General Nurse can legally be assigned to a
Neonatal Intensive Care Unit without ever being trained in this
assignment.
Currently over 10 million citizen in Italy are in pediatric age, they
represent the 18% of the entire population, thus they constitute a
priority in the landscape of Italian health planning.
The Paediatric Nursing Associations of Europe specifies that a course
of study should prepare the pediatric nurse to be able to: deliver
rights-based, holistic child and family-centred care, promotes physical
and mental health and well-being, provide nursing care of infant,
child and adolescent with acute/chronic/life threatening/limiting
physical and mental conditions, disability or impairment.
The improvements in medical care has carry to increased survival
and best prognosis in pediatrics departments, with a strong need of
highly qualifying staff for the assistance of ill children.
Italian general hospitals with pediatric departments almost always
prefer to hire General Nurses rather than Children Nurses, because
the former, albeit insufficiently prepared, make staff management
easier for nursing directors. Italian Children Nurses are penalized by
this situation, in addition, they must defend themselves from a part
of the Italian nursing leadership, which periodically tries to eliminate
the pediatric nursing profession.
The Paediatric Nursing Associations of Europe have recognized the
need for maintence of the pediatric nurse body and asked to the
Parliament and Commission that children and their families can al-
ways been assisted by staff whose skills are guaranteed by a specific
core curriculum.
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Delayed puberty (DP) is defined as the absence of breast develop-
ment by 13 years in girls and the lack of testicular enlargement by
14 years in boys. Constitutional delay of growth and puberty (CDGP)
is the most common cause of DP, mainly in boys, and is character-
ized by short stature and delayed skeletal maturation. A family his-
tory including pubertal onset of parents and a careful physical
examination comprising height, weight, growth velocity and sexual
maturity by Tanner staging may provide clues about the cause of DP.
It is not a disease, but generally represents a common normal variant
in pubertal timing, with good prognosis about final height and future
reproductive capacity. In adolescents with CDGP a growth delay
(slowing down) occurs until just before the start of puberty, then the
growth rate rapidly increases (pubertal growth spurt). Bone age, that
is a useful measurement allowing assessment of remaining growth
potential, is delayed. CDGP is a diagnosis of exclusion, and alterna-
tive causes of DP need to be considered. Functional hypogonadotro-
pic hypogonadism may be observed in patients with transient delay
in hypothalamic-pituitary-gonadal axis maturation due to associated
conditions such as celiac disease, inflammatory bowel diseases, kid-
ney insufficiency and anorexia nervosa. Permanent hypogonadotro-
pic hypogonadism characterized by low testosterone or estradiol
values and blunted FSH and LH levels can be caused by central ner-
vous system abnormalities and can be isolated such as in Kallmann
syndrome, or associated with other hormone deficiencies such as
multiple pituitary hormone deficiency. Magnetic resonance imaging
is necessary to exclude morphological abnormalities and neoplasia.
Neither baseline nor stimulated gonadotrophins by GnRH injection
can easily differentiate CDGP from permanent hypogonadotropic
hypogonadism. In patients with low testosterone in males and estra-
diol values in females associated with high FSH and LH levels
(hypergonadotropic hypogonadism) karyotype can reveal a chromo-
somal abnormality such as Turner syndrome in girls and Klinefelter
syndrome in boys. If the adolescent with CDGP is experiencing
psychological difficulties (particularly bullying) a treatment should be
offered. In boys more than 14 years of age without pubertal signs
can be treated with low dose testosterone in tablets or i.m. injection
over 6-9 month period to gently induce puberty. In females treat-
ment is not common, but in girls more than 13 years of age very
small amount of estradiol (approximately one eight of adult dose)
may be started as oral tablets or transdermal patches for up to 12
months to induce breast development. Once puberty has started,
treatment is stopped.
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Gastroesophageal reflux disease (GERD) and cow’s milk allergy (CMA)
are common conditions in pediatric patients, especially infants. They
are difficult to diagnose, as there is a lack of a validated diagnostic
test and they may be confused with many other conditions. The sim-
ultaneous treatment of both conditions often causes exaggerations,
resulting in unnecessary pharmacological treatment or elimination
diet. The purpose of this presentation is to establish the current sci-
entific evidence for the diagnosis and treatment of GERD secondary
to CMA.
Several studies support the hypothesis that there is a causal relation-
ship between GERD and CMA, suggesting that there is a subgroup of
infants in whom GERD is attributable to CMA. In 2009 the consensus
of the NASPGHAN/ESPGHAN on GERD advises a therapeutic trial of
two to four weeks with an extensively hydrolyzed (eHF) or aminoacid
formula (AAF), and for infants who are breastfed with a maternal
strict cow’s milk protein elimination diet [1]. In 2015, the NICE guide-
line on GERD evaluates the effectiveness and cost effectiveness of a
trial of hydrolyzed formula in formula-fed infants with frequent re-
gurgitation associated with marked distress and concludes that hy-
drolyzed formula is more expensive than cow’s milk formula and
there is no evidence on the clinical or cost effectiveness of this
approach [2]. On the other hand, the most practical test in routine
practice when there is the suspicion of GERD secondary to CMA is a
trial of cow’s milk protein elimination diet for 2-4 weeks [3]. A good
practice could be to do this test only in the subgroups of patients, in
general infants < 6 months with GERD, in whom there is a high index
of suspicion for CMA: infants with other atopic conditions, infants
with a strong family history of atopy and finally infants who have not
responded to the initial management of GERD with conservative
treatment and alginates. A randomised controlled trial is required to
explore this question. If there is a clear response to the elimination
diet and the oral food challenge confirms the diagnosis of CMA, the
infant should be maintained on an elimination diet using a thera-
peutic formula for at least 6 months or until 9 to 12 months of age.
Infants should grow and thrive normally when treated with either
eHF or AAF formula with proven efficacy [4].
The relationship between GERD and CMA remains unclear and there
are exaggerations in the diagnosis and treatment, which need to be
corrected [5].
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Incorrect and tendentious campaigns on the potential risks associ-
ated to vaccinations still contribute to the spread of false theories as-
sociating vaccinations with a plethora of diseases. Obviously, none of
these grotesque antivax theories is ground on objective data gener-
ated and analyzed following the scientific method. The aversion to
vaccination is as old as vaccines themselves, but it is now exponen-
tially amplified by the capillary worldwide diffusion of the internet
and the social networks. The approach of science tells us that vac-
cines are safe, reliable and shield children, and the whole of society,
from very dangerous diseases. Nonetheless, if you browse the Inter-
net you find an exceptional number of “doctors” and members of
the chattering classes who say exactly the opposite and who want to
fool the whole community. In other words, anyone, even without sci-
entific expertise, can spread false theories through the web, instigat-
ing people to support conspiracy theories such those against the
vaccine practices. Unfortunately, this put the dishonest campaigns of
self-proclaimed “free-thinkers” at the same level of the scientific evi-
dences on vaccines widely shared and accepted by the scientific
community. The Internet is a place where facts and opinions mingle
and blend, a place where all voices – respectable or not – are on the
same level; a place where there are no filters and where you can find
both the firefighter and the pyromaniac talking about fire preven-
tion! Therefore, the new challenges for the medical community are
represented by the need of sensitizing everybody once more to the
need of vaccines as pivotal weapon against microbial infections. This
main goal cannot be achieved without a mandatory regular training
and correct information of medical doctors on scientific evidences re-
lated to vaccines currently in use. In fact, only the formation of true
professionals on vaccination practices and risks will allow containing
the ever increasing number of false experts on the web and their
antisocial behaviors putting at risk our community.
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In the 1980s, MS-MS methods were introduced for the detection of
acylcarnitines in plasma and urine. This technique has been extended
to newborn screening (NBS) because of the development of auto-
mated methods of sample preparation and injection into the instru-
ment. This allows for multiple biochemical parameters to be tested
in a single dried blood spot (10).
The advantages of expanded NBS are that it allows a large number
of presymptomatic diagnosis presenting severe disability for some
and offers a genetic counseling for the couple of parents; it also de-
creases the risk of delayed diagnosis, quite always associated to dis-
abilities, of relatively treatable diseases. Recently (October 2016) a
law has been approved by the Italian Government. This includes a
fixed panel of 36 inborn errors of metabolism and the time course of
the entire process. Notably, the law defined withdrawal, testing and
processing time that the screening center has to operate. Briefly, ex-
panded neonatal screening in Italy includes the following disorders:
Amino acid disorders and urea cycle defects (argininemia, Arginino-
succinic aciduria Citrullinemia I and II, Homocystinuria and Cobalamin
deficiency, MSUD, phenylketonuria Biopterin cofactor biosynthesis
defect, Biopterin cofactor regeneration defect Tyrosinemia I and II;
Organic acidemias Beta-ketothiolase deficiency Multiple carboxylase
deficiency HMG-CoA lyase deficiency 3-methylcrotonyl-CoA carboxyl-
ase deficiency Glutaric acidemia Type 1 Isovaleric acidemia Malonic
acidemia Methylmalonic acidemias Propionic Acidemia; Fatty acid
oxidation defects Carnitine uptake deficiency, Carnitine Palmitoyl-
transferase type I and II deficiency, MCAD, VLCAD, LCHAD, glutaric
aciduria type II).
All these disorders are diagnosed by tandem mass spectrometry.
Moreover, galactosemia and biotinidase have been included in the
panel but they need different analytical techniques.
Future directions of expanded neonatal screening will include lyso-
somal disorders (LSD) and peroxisomal defects. Recently, LSDs have be-
come strong candidates for inclusion in future mandatory screening
panels due to new effective therapeutic options available and to the
development of new analytical methods to test enzyme activity on DBS
specimens. These conditions include Pompe disease, Niemann-Pick
type A/B disease, Fabry disease, Krabbe disease, Mucopolysacchari-
doses type I, and Gaucher disease. An additional argument for inclusion
of LSDs in NBS programs is the relative prevalence of these conditions.
Neonatal screening for LSDs needs some ethical considerations includ-
ing pre-symptomatic individuals with positive screening results, about
the best way to inform parents of the potential outcomes of the af-
fected individual and risks for future pregnancies.
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The responsibilities of the Editor include ensuring the smooth run-
ning of the editorial process, which is facilitated by the Publisher,
overseeing the article submission process and, for accepted articles,
assisting Authors in preparing their final versions so they are ready
for copyediting. Editors are responsible for identifying important ‘hot
topics’, sourcing high quality manuscripts, handling day-to-day paper-
work, and organizing the flow of manuscripts (i.e. from author to ref-
erees and back and finally to the publisher). In the publisher service,
the Journal Development Editor constantly communicates with the
Editors for routine work and specific issues. Editors’ work must be ar-
ranged through a letter of agreement with the publisher on manage-
ment modalities. After submission, Editor reads the manuscript and
evaluates the submission and makes an initial decision whether the
manuscript is likely to be a strong candidate for peer review or not.
Submission department verifies that the manuscript does not have
plagiarisms or has not been previously published elsewhere. The
Editor may send Authors a decision letter, with reasons for rejection.
This often happens when paper does not fit the scopes of the journal
or does not provide significant conceptual advances. Conversely,
when the manuscript is suitable, Editor selects and invites appropri-
ate reviewers. Peer review process is important to provide second
opinions on papers and give Editors means to take a decision. After
reviewers’ evaluation, the Editor and, if necessary, the Editorial team
assess peer reviews and make a decision on the manuscript. Three
outcomes are possible: acceptance, further revisions, or rejections.
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Editor communicates the judgment in a decision letter. After this step,
when the manuscript has been accepted, the Production Team man-
ages the process of type-setting, proof-reading and incorporating
Authors’ correction. The proofed article is ready for online publication.
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Through adolescence every teenager continuously swings from one
to another of four worlds: the family, within which the teenager al-
ways finds support and rescue; the adults, by whom the teenager
continually strives to be accepted and recognized; his/her psycho-
logical reality, the individual world in which the adolescent takes ref-
uge when confronted with conflicting emotions; and the peer group,
in which the young man/woman finds a group support [1]. Unfortu-
nately, the oscillations back and forth between these four worlds are
very limited for young people with disabilities, because they tend
never to leave their family; consequently, other realities - the other
"worlds" - can become unattainable [2,3,4]. On the other hand, par-
ents tend not to give a teenage child with a rare disability the oppor-
tunity to assert his will on the outside world and make sense of the
reality surrounding him/her, as they are always ready to step in and
make choices for the child at times in his/her life when making these
choices would be fundamental for building an independent self [5].
It is important for a parent to know the degree of acceptance that
the teenager has achieved with regard to his condition and how the
teenager recognizes and manages the emotional aspects of life, be-
cause a teenager with rare illness always has a past characterized by
hospitalizations, learning, nutritional or language disorders or psy-
chomotor development issues [6], which surely led him/her to devise
his/her own ways of dealing with each situation. In addition to hav-
ing to deal with a specific clinical field that will test the teenager’s
ability to accept his/her condition as a rare disease patient, in the
school context the adolescent will be faced with the evidence of his/
her diversity, revealed by the presence of a special education teacher
at his/her side. When involved in social, sports and recreational activ-
ities the teenager will have to come to terms with the peculiar phys-
ical features determined by his/her rare illness, which, if s/he is not
adequately supported, might lead to a high degree of insecurity and
which might jeopardize his/her relationships with the world. Parents
need to think of their child with a rare illness as a person who is grow-
ing and changing, and who will play a role in his/her own future. It is
crucial that parents maintain the ability to plan for their child's future,
but they must look for and work with other adults - from mental and
physical health professionals to family associations - who are able to
dream a future for children with disabilities, to invest in their potential
and to help them conceive their own life projects [7].
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Adolescent is peculiar time of the life, characterized by deep change
of the body and of the behavior. These problems are more evident
in adolescent with chronic or rare disease [1]. Many studies reported
that 50%-55% of adolescents with chronic disease drop the treat-
ment [2]. The disease is perceived by an affected adolescent as a
treat of the independence and increase the conflicts with the par-
ents. Reasons given in the literature for refusal, noncompliance, and
abandonment of treatment by the adolescent include also the pa-
tient’s physical discomfort, misunderstanding and uncertainty about
the merits of medication [3]. Professional caregivers should acknow-
ledge and respect adolescents' emerging autonomy and values and
should understand the reason of adolescent behavior if affected by a
chronic illness [4]. The patient centered medicine can be used to
avoid the refusal of the treatment [5]. In patient centered medicine
the patient take active part of the treatment and he has the privilege
to define his needs. The mainstream is the empathy. Sometimes ado-
lescent patients are unable to realize the advantage of the treatment
but on the contrary, they understand very well costs, failures and ad-
verse effects [5]. It is very important during periodical medical
checkup that the physician understand the main difficulties of the
adolescent to maintain the correct treatment. In this way the
pediatrician must try to reinforce the positive behavior when present
[5]. To gain this goal the only way is a team approach: group of dis-
cussion and self-help both for affected children and parents. In this
way is possible a psychological share of the problems to produce a
less instinctual behavior [2]. The treatment of phenylketonuria is an
example. In this metabolic disease, the treatment is only made by
special foods, basically for the entire life. The normal foods are for-
bidden or heavily reduced. The food limitation is badly tolerated by
adolescents, since group eating is part of the teenager parties. Even
a patient in correct dietary treatment gradually or suddenly stop diet
and start eat normal food. High blood levels of phenylalanine can de-
termine irritability, bad feelings, losing of concentration and lack of
memory. In pregnancy, the diet with low phenylalanine foods in fun-
damental to avoid the Phe embriopathy [6]. In this way, a main role
is done by regional centers for diagnosis and treatment of chronic ill-
ness, where adolescents can find all the supportive skills to induce a
correct medical compliance of adolescent patients.
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In patients with diabetes mellitus hypoglycaemia is defined, "any epi-
sode where low plasma glucose levels are present, which may be
harmful to the patient", thus underlining the high risk of these
events at any age but especially during childhood. Despite the ad-
vances in insulin therapy and glycemic monitoring, hypoglycaemia
remains the leading acute complication of type 1 diabetes [1] and
causes anxiety and fear for both patients and their families [2],
representing the main limiting factor in achieving good glycemic
control [3,4]. The Group of Study on Diabetes of the Italian Society of
Endocrinology and Pediatric Diabetes (GdS of ISPED) has therefore
decided to draft the "Recommendations on the Prevention and
Treatment of Hypoglycemia in Type 1 Diabetes Pediatric Age". To
this end, a systematic review of the available scientific evidence
has been made.
Given the lack of recommendations or guidelines, it was decided to
consult all members of the GdS and, through macro-regional meetings,
during which the Metaplan methodology was used, the critical areas
were identified. The aim of these recommendations is therefore to
achieve uniform behavior among all Italian pediatric diabetologists in
prevention, and in the treatment of hypoglycaemia, with particular at-
tention to the psycho-physical well-being of patients and their families.
The work with Metaplan, involving more than one hundred diabetolog-
ist pediatricians on the three thematic macro-areas, focused on:
1. the factors that most affect hypoglicemia;
2. how to improve the prevention of hypoglycaemia;
3. the barriers to the treatment of hypoglycaemia.
The ISPAD guidelines [5] report the most accepted value for
hypoglycemia as 65 mg / dl (3.6 mmol /l), while recognizing the
threshold of 70 mg/dl (3.9 mmol/L) as the one to start treatment in
diabetic children, just to prevent the risk of a subsequent severe
hypoglycaemia. The ADA working group detects threshold value in
any subject with diabetes at 70 mg/dl (3.9 mmol/L) [6].
In many diabetes manuals, hypoglycemia is arbitrarily subdivided in
mild if the blood glucose is between 60 and 70 mg / dl, moderate if
between 50 and 60 mg / dl, and severe if less than 50 mg/dl. In fact,
any blood glucose <70 mg/dl should be considered at risk for severe
hypoglycaemia as the phenomenon is rapidly variable. Hypoglycemic
crisis requiring third-party intervention for the resolution is severe in
adults, whereas in the child the onset of seizures or coma is consid-
ered necessary for the severity of the hypoglicemia. In my report, I
will try to emphasize the various physiopathological, clinical and
therapeutic aspects of hypoglycemia management, stressing how
today's continuous therapeutic education is required to prevent this
phenomenon.
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Pediatric respiratory emergency is among the most common reason
for hospital admission and result in a significant number of deaths.
Acute respiratory failure is a significant mortality cause without an
appropriate intervention [1]. Respiratory failure can be due to a var-
iety of causes such as upper and lower airway obstruction, lung dis-
ease, impairment of ventilation or failure of NCS ventilation control.
Major causes of upper lower airway obstruction (UOA) are croup, for-
eign body aspiration, epiglottitis, deep neck infection, angioedema
and congenital abnormalities [2].
Croup is an inflammatory condition of subglottic airway that typically af-
fects children under 3 year of age. Is typically caused by respiratory vi-
ruses with parainfluenza accounting for up to 80% of cases. Children
with croup presents with hoarse voice, barking cough and variable de-
grees of stridor and respiratory distress [3]. Symptoms usually resolves in
48 hours but severe UAO can lead to respiratory failure [4]. The diagnosis
should be made clinically and other investigation are only rarely re-
quired [5]. A simple treatment algorithm from the TOP guideline [6]
based on assessment of severity of respiratory distress can be used to
guide management of croup. There is clear evidence that corticosteroids
benefit children with croup from mild to severe. Nebulized epinephrine
provides rapid short term relief of severe respiratory distress [7].
Inhalation of foreign body (FBI) is a potentially life-threatening emer-
gency [8]. Toys or food particles are responsible for accidental deaths
in children especially under 4 years of age [9]. FBI may produce a
wide range of clinical symptoms such as coughing, choking and
acute dyspnea. Because of undiagnosed and retained FB injury may
result in severe early and late complication including asphyxia, pneu-
monia, atelectasis and bronchiectasis. Timely removal maneuvers are
mandatory to prevent complications [10].
Epiglottitis is an acute inflammation of the epiglottis that may lead to
the rapid onset of life-threatening airway obstruction. Epiglottitis was
most commonly caused by Hib and primarily reported in children aged
2 to 7 years. Introduction of Hib vaccine dramatically changes the epi-
demiology and today a variety of causative pathogens have been iden-
tified [3]. Signs and symptoms of epiglottitis include acute onset of
fever, sore throat, dysphagia, drooling, dysphonia and respiratory dis-
tress (four Ds) [11]. All patient with epiglottitis should be admitted in
ICU for observation and definitive treatment. Securing airway is the ini-
tial step in management associated with a broad spectrum antibiotic
coverage [3]. Acute UAO from many cause can be life-threatening
emergency and require stabilize airway, even if diagnosis is unclear.
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Table 1 (abstract A19). Main causes of menstrual disorders in adolescents
with their possible clinical manifestations

Causes Amenorrhea Irregular
bleeding

Excessive
bleeding
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HP AXIS DISORDERS

Delayed maturation X X X

Disorders of weight or energy
expenditure

X X

CNS tumors X X

Hyperprolactinemia X X

Hypogonadism X

OVARIAN DISORDERS

PCOS X X X

Ovarian insufficiency (genetic,
iatrogenic, autoimmune)

X X

Ovarian tumors X X

BLEEDING DISORDERS X

MISCELLANEOUS CONDITIONS

Pregnancy X X

IUD X X

Hypothyroidism X X X

Uterine/vaginal malformations X

Androgen insensitivity syndrome X
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A trend of reducing the age of menarche in all industrialized coun-
tries including Italy was observed from the late 1800s until the sec-
ond half of 1900. Over the last decades, age of menarche has
stabilized around 12-12.5 years [1,2]. A normal menstrual cycle repre-
sents the completion of the hypothalamus-hypophysis-ovary (HPO)
axis pathway and requires the balance of a complex feedback sys-
tem. From 1 to 3 years after menarche, about 50% of the menstrual
cycles can be anovulatory. Therefore, the phenomenon of menstrual
irregularities both as a number of cycles or as a menstrual flow entity
is a common phenomenon in the adolescent girl and it is generally
characterized by kindness [3]. However, it is important to correctly
classify the different menstrual disorders and their main causes, so
that pathological forms on the organic basis can be excluded. Cur-
rently, according to latest indications of the International Federation
of Ginecology and Obstetrics (FIGO), the terminology to classify these
disorders has been uniformed and simplified as follows [4]:
1) Absence of menses (primary or secondary amenorrhea)
2) Menses at irregular intervals (unpredictable intervals between
episodes of menstrual bleeding)
3) Excessive menstrual bleeding (prolonged > 7 days or > 80 ml/
cycle)
4) Intermenstrual bleeding.
It may be difficult to classify the menstrual disorder into a particular
pattern for many reasons. The categories may overlap, quantification
of menstrual flow can be difficult and the causative conditions may
have more than one pattern [5]. The initial triage must include as-
sessment of hemodinamic and hematologic stability in cases of ex-
cessive bleeding and the pregnancy status, if needed. History,
physical examination and initial evaluation should be focused on
identifying the predominant bleeding pattern and the clinical picture
associated with the specific causes of abnornmal bleeding. The diag-
nosis of anovulatory uterine bleeding that is the most common
cause of menstrual disorder in the adolescents must be a diagnosis
of exclusion.
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The onset of disorders of feeding behaviour is starting more and
more at an early age. DSM-5 [1] changed the nosography of food be-
haviour disorders here named “Feeding and Eating Disorders” (FED).
FED are persistent disorders of the feeding or a behaviour that deter-
mine an adulterated food consumption or assimilation and that sig-
nificantly threaten physical health or social behaviour. They are
categorised as follow:

1. Pica
2. Rumination disorder
3. Avoidant/restrictive food intake disorder
4. Anorexia nervosa
5. Bulimia nervosa
6. Binge eating disorder
7. Feeding and nutrition disorder with specification
8. Feeding and nutrition disorder without specification
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The first three categories are especially related to eating disorders in
childhood. Pica and Rumination disorder are now considered as FED:
according to this new criteria the age limit previously used to make
the diagnosis has now been cancelled.
It has been noted that the onset of Anorexia nervosa, Bulimia ner-
vosa and Binge eating disorder, already included among eating dis-
orders in DSM IV TR, is taking place earlier and earlier in children.
FED are multifactorial diseases [2, 3], whose frequency is sharply in-
creasing in adolescence [4, 5, 6], characterised by:

� Alteration of the feeding behavior
� Extreme concern for the physical fitness
� Wrong perception of the body appearance

There is a close correlation between these factors and the levels of
self-esteem.
Pathogenetics hypothesis of FED: there is often an instability of the
symptomatic manifestation related to a trans diagnostics migration,
therefore nowadays the conviction is that the various FED are the
same entity with different symptomatic manifestations depending on
the age and the clinic evolution.
The diagnosis is complex, especially in early adolescence (8-12 years)
[3, 7, 8, 9]. The Family Pediatrician usually knows the child since his/
her birth and follows his/her growth, both physically and psycho-
logically, and is, therefore, the first who can intercept, through simple
diagnostic tests (such as EAT 26), the first signs of these conditions,
and from this depends on the subsequent diagnosis, therapy and
prognosis [10,11,12,13,14,15,16,17,18].
Subsequently, the role of the family pediatrician is:

� To evaluate the gravity of the disorder through a careful
medical examination and eventually laboratory analyses. Blood
test is not diagnostic but it is useful to define the gravity of
the disease [19,20,21,22] .

� To evaluate the psychological situation, in order to identify the
presence of high risk situations, such as severe depression,
anxiety, self-mutilations, abuse of drugs or other substances.

� To make differential diagnosis with other organic diseases
(endocrine, gastro-intestinal, neuropsychiatric, contagious)

It is important that the family Pediatrician recognize the necessity to
send the patient to a second level structure, and in order to do this
the diagnostic suspect is essential.
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Being sick is tough. It gets even tougher when a child is sick, because
there are not only his own needs, but also the ones of his family.
However, in Italy very few hospitals are organized with Family Ser-
vices as essential factor in treatment along with Clinical and Research
units, while OPBG Medical Direction offers diverse services specific-
ally dedicated to answer the health needs by taking care of the
families.
For starters, it is necessary to praise the all too often burdened front
line service. The first problem for those who come from far away, is
having a roof. The principal network is the one dedicated to needy
families: the hospital offers free accommodation integrated with the
Guardian Angel’s program: the family is followed by the same person
during the entire process.
The Cultural mediation service has a double system: one that guaran-
tees the presence of interpreters and one for immediate translation
through a free phone number.
The psychosocial treatment of the child by Child life services is not
an optional measure, but a primary part of the treatment process:
during hospitalization, the help we give the child to cope with their
fears also supports families and the health operators. Continuity of
the scholastic itinerary must be guaranteed: inside the Hospital pri-
mary and secondary school lessons of every grade are provided.
Parents associations are a precious resource, both because of their
direct knowledge of the assistance and psychological problems of
the patients, and because of their capability to find empathic and
trusted links with customers. The opinion of patients and families,
which were already participating in all the Committees of the
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hospital, is taken into greater consideration thanks to the Councils
composed of both relatives and teenagers.
In the last years the number of families supported by Social Services
has enormously increased. The primary goal is to help families when
they most need; also the hospital Counselors, specialized in support-
ing and listening to the family during difficult times, build relation-
ships to help them.
The protective circle around the patient and his family is concluded
with the analysis and verification of the effectiveness of our system.
Customer satisfaction is systematically measured through different
tools: surveys, complaints, and daily Speak-Up visits.
Family Services are meant to take care of the child and his family for
all the non-clinical aspects of assistance, whatever fundamental: a
real “therapy of care”[1].
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Despite efforts for reducing fever phobia among physicians and par-
ents/tutors, the management of the febrile child is still a major issue
[1,2]. The Italian guidelines for managing fever in children for health
care providers and parents/caregivers drafted by the Italian Pediatric
Society have been updated with the aim to review the recent litera-
ture looking for new scientific evidences about challenging topics [1].
The main messages are: in children younger than 4 weeks: axillary
temperature measurement using a digital thermometer is recom-
mended. In children older than 4 weeks, in the hospital or
ambulatory care setting, axillary temperature measurement using a
digital thermometer or an infrared thermometer (tympanic or with or
without skin contact) is recommended while at home axillary
temperature measurement performed by tutors using a digital
thermometer is recommended. Paracetamol and ibuprofen are the
only antipyretic drugs recommended for use in children. Combined
or alternate use of ibuprofen and paracetamol is not recommended.
Ibuprofen should not be used in case of dehydration. Use of para-
cetamol or ibuprofen is not recommended to reduce the incidence
of fever and local reactions in children undergoing vaccination. Pre-
ventive use of paracetamol or ibuprofen is not recommended for the
prevention of febrile convulsions in children [1].
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Autoinflammatory diseases were first defined in 1999 by Michael
McDermott and Daniel Kastner as “conditions characterized by seem-
ingly unprovoked episodes of inflammation, without high-titer of
autoantibodies or antigen-specific T-cells” [1]. The concept of
autoinflammatory diseases has evolved over the past years [2-4], with
knowledge advancements on the pathogenic mechanisms under-
lying many autoinflammatory diseases and their genetic basis. The
autoinflammatory syndromes are mainly monogenic diseases but
also include some genetically complex disorders. Current knowledge
underlines that autoinflammatory diseases comprise many disorders
with high clinical variability and features of recurrent fever attacks,
prevalence of innate immune system activation, in the absence of
high titer of autoantibodies or antigen specific T cells. The classifica-
tion of autoinflammatory diseases comprises: hereditary periodic
fever syndromes (the most common and the most studied) and cryo-
pyrinopathies, inflammasomopathies, NF-kB mediated disorders,
interferonophaties, and others. Beside the best known FMF, HIDS,
TRAPS, Muckle-Wells and CINCA, new entities have been recently dis-
covered. These include STING associated vasculopathy with onset in
infancy (SAVI), proteasome associated autoinflammatory syndromes
(PRAAS), deficiency of adenosine deaminase 2 (DADA 2) [5,6], PLCG2
associated antibody deficiency and immune dysregulation (PLAID),
PLCγ2-associated antibody deficiency and immune dysregulation
(APLAID), haploinsufficiency of A20, Otulipenia [7], CANDLE, and
autoinflammatory bone diseases eg CRMO and SAPHO syndrome [8].
Several of these disorders have features of immune deficiency associ-
ated with autoinflammation. Recent advances in the molecular and
pathophysiological basis of autoinflammatory diseases have provided
new treatment strategies. While most autoinflammatory disorders re-
spond exceptionally well to IL-1 inhibition, exceptions exist such as
anti-TNF for DADA2 and Jak inhibition for SAVI syndrome [9]. The
field is advancing quickly and basic research is essential for elucidat-
ing the molecular basis and paving way for new treatments.
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In the second half of the nineteenth century nascent pediatrics in
Italy is marked by the figure of Luigi Somma (1836-1884), physician
at the Foundling Hospital of the Annunziata Sacred House in Naples.
A review of his writings enabled us to emphasize what makes him a
pioneer of the discipline. Luigi Somma’s publications have been
sought through the National Library System’s catalog. Two large
monographs have been so identified: Treaty of Hygiene for Found-
ling Hospitals (1871) and Pediatric Clinic at the Annunziata Foundling
Hospital (1875), both entirely examined. Also the first Italian edition
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of the pediatric treaties by Roger (1873), Gerhardt (1880) and Stössl
(1881) commented by Somma with several notes were examined.
The research was completed by an exam of Archives of infant path-
ology, the first pediatric national journal founded in 1883 by Somma.
Treaty of Hygiene consists of 8 chapters on microclimate, feeding,
clothing, cleaning, sleep and physical activity suitable for children.
Interestingly, the work is composed of hygienic issues associated
with discussion on numerous infant diseases. Appendix II contains
the first request to the Italian Government for setting up Clinics dedi-
cated to children diseases. Pediatric Clinic consists of two parts: a
Statistic one with 48 tabulated clinical cases and a second one con-
sisting of Lectures starting from them and given in 1874 at the
Pediatric Clinic just established at the Annunziata Foundling Hospital.
The monograph is characterized by a practical approach to the sick
infants and deals mainly with neonatal diseases, such as sclerema,
trismus, and jaundice. Both the works prove the author’s notable at-
tention for an exact semeiotics and an unequivocal nomenclature.
Also his interest in pathophysiological mechanisms is evident to-
gether with consequent therapeutic options, such as warming of
sclerematous newborns or milk administration by a small esophageal
probe in infants with poor or absent sucking. The author's discussion
of literature always moves from a personal and skilful experience.
Lastly, the Archive’s exam shows the support of Somma to vaccin-
ation. His article "On the infant splenic anemia" (1883) is remarkable
and starts a very fruitful line of pediatric research in Italy. Luigi
Somma deeply changed contemporary approach to the sick child. A
proponent of an accurate semeiotics and a supporter of patho-
physiological studies, he was the first one to teach Pediatrics in Italy
thus promoting the discipline in the country.
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The growing presence of children of immigrants suggests a structural
change in host societies. After 40 years of immigration, the children of
immigrants – born and raised in Italy – constitute a significant share of
'new Italians'. It is not helpful to our understanding of the phenomenon
to look at these young teenagers as 'immigrants'. They are an import-
ant and innovative part of a new generation of young people fully in-
volved in the transformations created by globalization processes.
Based on multi-year research data on the subject, my presentation
focuses on identification processes and the idea of belonging and
citizenship of young children of immigrants attending high schools
in Lombardy.
These young people, in large part, share the same daily experiences
with their autochthonous companions, the same patterns of con-
sumption, and the same expectations for the future. They consider
the possibility of obtaining Italian citizenship a fundamental pre-
requisite to have equal opportunities and to play their own cards
well. They consider the current Italian citizenship law – rigidly based
on a principle of ius sanguinis – to be unjustifiably restrictive and dis-
criminatory because it does not recognize them the right to partici-
pate in social and political life.
Adolescent children of immigrant – at least those among them who
have high social and cultural capital and actively invest in their pro-
fessional education – seem to represent a more widespread gener-
ational condition. They face the everyday experience of living the
complexity and ambivalence of social contexts in which recognizing
other’s difference, being able to translate from one language to
another, finding mediations for avoiding exclusion, and relativiz-
ing rules, value and codes become necessary skills. In this way,
they learn to manage ambivalence, multiplicity and change and
are committed to finding new solutions to address the experi-
ence of growing globalization.
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Humanization of the care has been shown to improve care quality,
parental satisfaction level, and healthcare costs [1]. In a number of
Italian Regions, difficult economic contexts have hitherto prevented:
1) the implementation of organic programs able to strengthen the
chronically deficient and/or poorly distributed medical/nursing
personnel and updated instrumental resources;
2) humanization of care policies, particularly in pediatric facilities.
These shortcomings are contributing also to increase the extra-regional
health migration, as we have recently highlighted [2]. In order to over-
come these disparities, in 2013 the State-Region Agreement issued a
call for Regional Programs focusing on the "Development of
Humanization Processes in Care Pathways" ( Section 8th), to reduce the
variability between Regions and different Structures in the same Re-
gion, through the elaboration and adoption of national criteria.
In this context, the Campania Region started a Project in the
pediatric field, namely called: "Analysis and Implementation of the
Process of Humanization of the Care Pathways in the Pediatric Hos-
pital Structures of the Campania Region".
In its pilot stage, the project involves a limited number of pediatric
wards of the 7 main regional Hospitals, and is dealing with a number
of actions (Figure 1) such as:
- assessment and monitoring of the degree of humanization of the
pediatric care, by means of several measurement tools (AGENAS,
LPCP tool, HPH-CA Health Promoting Hospitals & Health Services
(HPH)- Child and Adolescents)
- creation and diffusion of medical and nursing staff training courses
(eg pain, humanization, …),
- improvement of care strategies in hospital (eg, “born to read” sub-
project, Child-friendly signage)
- creation of a dedicated web site (http://pedianetcampania.it/)and a
web based platform, reciprocally interfacing pediatric wards with
general pediatricians and patients’ families;
- implementation of a common teleconference/tele-consultation system;
The different phases of the Regional Project are supposed to be able:
* To identify the improvable areas of welcome, hospitalization and
discharge of the little patients,
* To plan and produce measurable strategies of action through staff
training
* To verify the effectiveness of short-, medium- and long-term
measures.
Generally, this project had the ambition to change structurally the
pediatric staff duties, to produce durable virtuous changes and serve
as an exportable and reproducible model for future actions in
pediatric humanization of care.
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Background
The analysis of demographic changes in a country is really important
to provide more adequate maternal and child care.
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Materials and methods
The data of the National Institute for Statistics (ISTAT), Certificate of
attendance at birth (CeDAP) and Public Health Institute (ISS) were re-
trieved and analysed.
Results
In 2016 there were about 474.00 births, about 100,000 less than in
2008. Newborns born to foreign women were about 92,000 (19.4%
of all births). Of these, 61.000 had a foreign father and 31.000 an
Italian father. Foreign mothers who give birth in Italy come more
frequently from Romania, Morocco, Albania, Ukraine and Poland.
In recent years, there has been a significant increase in births from
multiple pregnancies, which now account for about 3% of all
births. The most recent data on infant mortality (deaths in the first
year of life/1000 live births) shows in 2014 a value of 2.8 per 1000.
Despite the satisfactory statistics on average, in Italy there is a sig-
nificant disparity in mortality between northern and southern re-
gions. The worst prognosis, recorded in southern regions (infant
mortality rate is on average 30% higher than in central and north-
ern regions) has not changed in the last 65 years. Equally, some
diagnostic tests at birth, such as the expanded newborn screening
with tandem mass spectrometry (MS/MS), are performed today
only on about half of Italian newborns. The decrease in birth rate
is driven by many factors, but economic considerations, related to
the increase in poverty and youth unemployment, undoubtedly
plays an important role. Linked to this aspect and also to the dif-
ferent role of women in the workforce and society, the last de-
cades have seen an increase in the age of women at childbirth.
Today more than a third of Italian women has her first child at an
average age of 35 years and more than 8% over the age of 40.
This phenomenon, associated with the increasing use of assisted
reproductive technologies, has led to an increase in multiple preg-
nancies and preterm births. Despite the significant reduction in in-
fant and child mortality rates, there are significant regional
differences.
Conclusions
In Italy, perinatal organization needs to be improved in southern re-
gions. It is essential to ensure that all women and their children have
absolutely equal access to medical services during pregnancy and
childbirth, with equal dignity and safety, with no differences in ethni-
city and social status.
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Background
Feed and Eating Disorders (FED) are an expanding "social epidemic"
[1]. The literature highlights a decrease in the onset of symptoms at
8 to 12 years [2]. A delay in diagnosis can worsen the prognosis of
these disorders [3]. An investigation was conducted on the percep-
tion of the body's own image and on the use of low calorie diets in
the first adolescence by providing a questionnaire with 4 questions
extracted from diagnostic tests (EAT 26), usable by the Pediatrician
to "alert" the FED [3]. On the other hand, the alarming rise in weight
gain in evolutionary age leads to low-calorie diets, as therapeutic
intervention, at an age where the onset of pathological behaviors
can be favored in predetermined subjects.
Materials and methods
The survey was conducted on 783 pupils (397F-386M) of the fourth
and fifth class of primary school, aged 8-10. The administration of
the questionnaire (1. Do you feel dissatisfied with your body? 2. Does
weight influence the idea that you have of yourself? 3. Do you think
you should be dieting? 4. How many diets did you start in the last
year?) was supported by the pediatrician along with the teacher, in a
written and anonymous form, simplifying the questions but avoiding
influencing the answers.
Results
The answers of the sample were in percentage: 35.50% declare dis-
satisfaction with their body weight, 36.65% declare that weight af-
fects the idea of themselves, 33.71% believe they have to diet,
23.49% say they have started one or more diets over the past year.
By analyzing the answers by age, no significant differences were ob-
served for all four questions among the children of the fourth and
fifth class of primary school, while observing percentages of slightly
higher positive responses in the fifth class children (Fig. 1). Unlike ex-
pectations, there are no real differences between male and female
responses at this age (Fig. 2).
Conclusions
FED are particularly insidious at a time when contrast against weight
excess can lead to the emphasis on less productive and often coun-
terproductive therapeutic interventions. The school's survey can
guide children's eating habits and perception of their own body
image in early adolescence, which, if they are altered, can represent
a premonition to FED.
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The history of Paediatrics at in Naples has its roots in the Greek-
Roman teaching and a few centuries afterwards, in the figure of
Frederick II who laid the foundations of the Medical School in Naples.
The Holy Roman Emperor was the first to realise the strategic import-
ance of Naples as well as its pivotal role in facilitating the cultural
growth of bright young students and scholars so as to avoid un-
necessary and expensive trips to other cities for study reasons [1].
After the end of the Frederick II Empire, childcare was neglected until
1874 when Santa Casa dell’Annunziata started playing a leading role
as a charitable institution in the city and a first unofficial attempt of
teaching Paediatrics took place there. When the formation of the
modern Italian state was completed, Chairs in Paediatrics came up in
different cities including Naples, where Francesco Fede (1887-1913)
became the first Professor in Paediatrics followed by Rocco Jemma
(1913-1936), Luigi Auricchio (1936-1964) and Giulio Murano (1964-
1980). In 1883 Francesco Fede founded “La Pediatria” a peer-
reviewed paediatric medical journal which continued its activity for
almost 100 years. This journal contributed to spread new ideas at a
national and international level and helped to set new links within
the academic field. Throughout the 19th century, infant mortality
rates were huge and physicians considered "childhood diseases" to
take up the biggest share in human pathology. A specific field in
knowledge and clinical practice was gradually built, and under the
initiative and leadership of Ernesto Cacace (Fede’s Medical School
disciple) the basis of Nipiology came to the fore [2]. Consequently,
the concept of "culture of prevention" emerged and Medicine en-
tered a scientific era, which ultimately set the foundations of the
"puericulture movement" (subsequently known as Social Paediatrics)
and perinatal care. In 1925, following these new concepts, a special
fund for maternity and child welfare was created (ONMI) as well as
new hospitals and Paediatric Health Institutes for rachitic children [3].
At that time the Italian Society of Paediatrics was also founded and
several National Conferences took place in Naples, highlighting the
intense cultural role played by the Naples Medical School. In conclu-
sion, Paediatric Medical School in Naples has clearly played an influ-
ential role in Italy. The History of Paediatrics at Naples reflects how
quickly infant mortality decreased since the 19th century and how
different nowadays are the “new diseases” which paediatricians have
to challenge like rare and chronic diseases.
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The transition of patients with Inborn errors of metabolism (IEM) is a
delicate matter; as the complexity of these disorders makes it difficult
to identify a single specialist for the adult patient [1]. In Italy, the
transitional pathways are mostly constructed on a voluntary basis
and with various approaches: we wanted to identify one possible
path for patients with IEM. Taking inspiration from the available lit-
erature, mainly related to Diabetes [2-3], 3 years ago AOU Federico II
activated a transitional clinic with monthly appointments, involving 2
Metabolic Pediatricians, 1 Adult Physician and some support figures
(nutritionist, psychologist, organizational figure). It started with a 13-
month pilot project that involved only patients with hepatic glyco-
genosis, referring them to an internist expert of glucose metabolism
disorders, with a paper and digital dossier summarizing the path-
ology and clinical history of the patient. 16 patients were involved
(7M-9F, 3 in 14-17 years, 13> 18 years), 11 with GSD1a, 3 with GSD1b
and 2 with GSDIIIa. Through a guided interview and psychological
support, we observed how the initial sense of mistrust and anxiety
was reduced with incremental visits, while also improving autonomy.
At the end of the project, 3 patients were followed in DH Clinical
Medicine, 6 in joint surgery, 4 in pediatric outpatient clinics, and 3
patients <18 years old co-operated with joint DHD pediatric surgery.
All showed stability/improvement of clinical parameters and a high
degree of satisfaction. Based on this experience, it was decided to ex-
tend the project: in the last 18 months, 29 visits were made to 19 pa-
tients, all >18 years old(8M-11F), of which 10 with hepatic
glycogenosis, 6 with accumulation diseases (Gaucher, mucopolysac-
charidosis, mucolipidosis), 2 with neuromuscular diseases (GSDIIIb,
GSDV) and one OCT deficit. We concomitantly extended our network
of consultants, now comprising: gastroenterologist, neurologist,
rheumatologist, cardiologist and nephrologist. To date, 10 of these
patients have been admitted to adult departments, 2 patients still
hold periodic meetings in a joint outpatient clinic, 9 are still only in a
joint outpatient clinic, although one patient has been admitted to
the Medical Clinic. While for some IEM it is easier to find an adult pa-
tient specialist (e.g. a nephrologist for Fabry's disease, etc.), in other
cases, due to the complexity of events or individual and sociocultural
features, this process needs greater support. We believe that the
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joint outpatient clinic can be an excellent strategy to help these pa-
tients in acquiring full awareness and autonomy in managing their
own pathology and interacting with their attendant physician, and
we propose to maintain and enhance this promising clinical structure
by further enlarging the network of specialists while seeking greater
involvement with doctors in the area.
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Background
“Pediatric Autoimmune Neuropsychiatric Disorders Associated with
Streptococcal Infections” (PANDAS) are conditions at pediatric acute
onset characterized by obsessive compulsive disorder (OCD), tic dis-
orders and cognitive manifestations following a group A beta-
haemolytic streptococcal infection (GABHSI) [1]. The term PANDAS
was first used by Swedo et al in 1998. Pathogenesis is not clear; it is
due to anti-neuronal autoantibodies against brain antigens induced
by GABHSI. Diagnostic criteria are: 1) presence of OCD and/or a tic
disorder; 2) pediatric onset; 3) acute clinical onset and episodic
course; 4) temporal association with GABHSI; 5) association with
neurological abnormalities (motor hyperactivity and choreiform
movements) [1,2]. PANDAS have not been accepted as distinct dis-
order; there are not specific tests or diagnostic biomarkers [2]. Re-
cently it has been performed a revision of diagnostic criteria and it
has been proposed a new clinical entity, the Pediatric Acute onset
Neuropsychiatric Syndrome (PANS) to indicate a subtype of OCD
with an acute and dramatic onset or exacerbation with multiple aeti-
ologies. Therapy consist in use of antibiotics, anti-inflammatory, intra-
venous immunoglobulin, plasma exchange, drugs for movement
disorders and neuropsychiatric alterations, cognitive-behavioural
therapies and tonsillectomy [1,2].
Materials and methods
To identify articles concerning PANDAS and PANS syndrome. The
PubMed database was used to search and typed terms were as fol-
low: PANDAS syndrome, PANS syndrome, PANDAS syndrome diagno-
sis, PANS syndrome diagnosis, PANDAS treatment, PANS treatment,
pediatric autoimmune neuropsychiatric disorders associated with
streptococcal infections, pediatric acute onset neuropsychiatric syn-
drome, movement disorders associated to streptococcal infection.
Results
We found 160 articles. We selected only articles in English language
concerning diagnosis and treatment. Case reports were 55. We se-
lected randomized controlled trial (RCT), systematic reviews, reviews,
observational studies, clinical studies. We found 38 reviews and 4
systematic reviews. Comparative studies were 6. We found 5 RCT, 3
about antibiotic therapy, 2 about cognitive-behavioural therapy. We
didn’t find meta-analysis or guideline. We found a survey published
in 2017 concerning PANS characteristic and course in 698 patients,
but we didn’t consider it because authors included adult patients.
We found an observational study concerning surgery. There isn’t
widespread agreement on tonsillectomy. Singles cases are reported
concerning the resolution of symptoms after surgery. In this
study Pavone et al provided that surgery didn’t improve the
course of the disease.
Conclusions
PANDAS are a very heterogeneous condition. Diagnosis and treat-
ment are debated topics and Literature data are controversial. Fur-
ther studies are necessary to a better definition and management of
this condition.
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Bronchiolitis is an acute inflammatory disease of the lower respiratory
tract. It is characterized by acute inflammation, edema, and necrosis
of epithelial cells lining small airways, increased mucus production,
and bronchospasm. It is the most common lower respiratory tract in-
fection in the first year of life. Bronchiolitis is the first cause of hospi-
talizations in infants less than 1 year of age.
Respiratory syncytial virus (RSV) is the most common etiologic agent
of bronchiolitis. The severity of RSV-related disease is worse than that
of other viral infections.
Most infants who contract bronchiolitis recover without sequelae; in-
stead, some infants require intensive care and respiratory support.
Younger infants and those with pre-existing risk factors (prematurity,
bronchopulmonary dysplasia, congenital heart diseases and immuno-
deficiency) are more likely to develop a severe form of respiratory
disease.
Despite the high incidence of bronchiolitis, confusion and controver-
sies still exist about its definition and management. To date, there is
no specific treatment for viral bronchiolitis, and the mainstay of ther-
apy is supportive care. Typical bronchiolitis in infants is a self-limited
disease that is little modified by treatment. Many clinical guidelines
have shown that corticosteroids and bronchodilator have little or no
effect on the clinical evolution of the disease. Nebulized adrenaline
may be sometimes useful in the emergency room, but in the hospital
setting do not change severity of disease or length of stay.
It is suggested that nebulized hypertonic saline may be useful in
hospitalized bronchiolitis, making secretion less viscous and pro-
moting their excretion. Antibiotics are not recommended unless
clinical features or laboratory results indicate secondary bacterial in-
fection [1,2,3].
The main points of the management of viral bronchiolitis are oxygen
and rehydration support. Use of high-flow nasal cannula provides su-
perior results to low flow oxygen delivery in moderate to severe
bronchiolitis. High Flow Nasal Cannula (HFNC) therapy has emerged
as a new method to provide humidified air flow to deliver a non-
invasive form of positive pressure support. This treatment can be
used in pediatric ward and reduces transferring of infants with bron-
chiolitis in intensive care unit. Some studies suggest that HFNC re-
duces the need of intubation and the rate of mortality [4,5].
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Publishing in peer-reviewed journals is becoming increasingly com-
petitive. Frequently, papers are rejected by journals because of poor
data presentation. Consequently, it is now recognized that the forma-
tion of researchers and physicians should include specific training in
how to write a biomedical article. This presentation focuses on the
issues faced by non native English speakers when writing scientific
articles for peer-reviewed journals. The presentation is divided into
two main parts.
1) Structure: (a) The title and the abstract represent the "business
card" of your article, and its most widely read parts. A good title and
abstract will favorably impress the journal editor, the reviewer and
readers. (b) The body of scientific articles typically follows the IMRAD
structure (Introduction, Materials and Methods, Results, Discussion).
The items to include (or most importantly, not to include) in each
section will be briefly illustrated.
2) Language: Language may be a barrier to publication, especially for
not native English speakers. The seminar will provide tips to help you
to avoid the most common pitfalls and mistakes made by Italian in-
vestigators when writing in English.
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As the recent revolution of transformative communications technology
now connects individuals to the entire world, remote communications
are progressively replacing face-to-face meetings. The use of social
media networks has not only become increasingly popular, but also
been associated with the enhanced well-being and social support of
individuals with chronic disease [1, 2]. As using mobile phones for tele-
phone calls declines, using them as smartphones—low-cost devices
with the potential for continuous Internet access—is on the rise.
Today’s young people, almost always online, have adopted virtual
means to sustain their interpersonal relationships. For adolescents fa-
cing physical and psychological changes, along with typical difficulties
of peer integration, communications via SMS and chat platforms, which
allow delayed responses, do not require face-to-face interaction, and
permit them to present themselves differently from their real-life selves,
have become a highly popular way to keep in touch with friends. In re-
sponse to that trend and the specific challenges of adolescents with
type 1 diabetes (T1DM) always waging personal battles against the dis-
ease’s restrictions, the Regional Center for Pediatric Diabetology "G.
Stoppoloni" in Naples (Italy) adopted new communications systems for
educational purposes in 2000 by opening a chat line for adolescent pa-
tients. Using the chat line, accessible by personal computer during cer-
tain hours every week, adolescents discussed their chief concerns
regarding T1DM and shared aspects of their daily lives. Patients joined
the virtual community by using aliases that allowed them to anonym-
ously express their fears and problems. Participation improved patients’
adherence to treatment, their degree of metabolic control, and the au-
tonomous management of T1DM [3, 4].
In 2016, to offer a more attractive opportunity of virtual contact, the
Diabetology Centre proposed an updated version of the chat line
downloadable as a smartphone app. Named “L’isola pancreatica che
non c’è”, the virtual group affords adolescent patients with T1DM a
space to chat and interact with friends using multimedia content
(e.g., vocal messages, photos, stickers). Interestingly, participants no
longer preferred to use aliases, but often use their real names, even
when discussing personal issues. They are becoming protagonists in
their life stories, even to the extent that they have recently proposed
to start a blog to share their experiences and organize meetings with
teachers and classmates at school to explain important problems re-
lated to their struggles with T1DM.
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Since the licensures of anti-HPV quadrivalent (QIV) and bivalent vac-
cines in 2006, their indications have been progressively extended
and the schedule indicated to pre-adolescents was modified [1,2].
In June 2015, the European Commission authorized the licensure of
a nine-valent vaccine able to prevent 90% of malignancies HPV-
related and almost 100% of condylomatosis [3].
In 2007, the Ministry of Health published the first national recom-
mendations, identifying pre-adolescent females as primary target. All
the Italian regions immediately adopted them [4]. The 2012-2014 Na-
tional Immunization Prevention Plan (NIPP) [5] re-modulated the ob-
jective of vaccination coverage (VC) set for the birth cohort 2001
from ≥95% to ≥70%, introduced further objectives for the birth co-
horts 2002 and 2003 (≥80% and ≥95%, respectively) and suggested a
multi-cohort approach to female subjects, that was variously adopted
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by the regions. The 2017-2019 NIPP [6] aligns the VC objectives
at ≥95% for all the female birth cohorts and introduces the recommen-
dations for pre-adolescent males and at risk subjects. Nevertheless,
seven regions and two local health units previously introduced the
recommendations for pre-adolescent males and four regions for
at risk subjects.
The most recent data about national VC obtained in the primary tar-
get showed a decreasing trend from 71.5% for the birth cohort 1999
to 56.3% for the birth cohort 2003, being largely under the objectives
set by the Ministry of Health [7]. At a regional level, a wide variability
of VC was observed both in the primary and in the secondary target.
The alarming decrease of VC have to be hindered through strategies
that address the vaccine hesitancy (VH). Among the determinants of
HPV-vaccine acceptance the health care provider and parents’ rec-
ommendations, the doubts about need and safety of vaccines and
organizational criticisms such as the dynamic evolution of recom-
mendations and objectives play a crucial role [8]. The main interven-
tions to address VH are listening to doubts and concerns of pre-
adolescents and their parents, building trust in health care workers
and institutions, the education of both target subjects and primary
care physician and logistical interventions [9,10].
Available evidences demonstrate that licensed HPV-vaccines are effi-
cacious and safe [1,2]. Nevertheless, the dynamic evolution of indica-
tions, schedule, and immunization strategies may have contributed
to suboptimal VC obtained both in primary and secondary target.
The implementation of interventions to address VH is crucial to reach
the objectives set by the NIPP, in order to improve equity and acces-
sibility in the prevention field.
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Background
Acute asthma attack is a frequent condition in children. It is one of
the most common reasons for emergency department (ED) visit and
hospitalization. Appropriate care is fundamental, considering both
the high prevalence of asthma in children, and its life-threatening
risks.
The multidisciplinary panel of Italian Society of Pediatrics (ISP) re-
cently issued a new guideline on the management of acute asthma
attack in children over age 2, in ambulatory and emergency depart-
ment settings.
Materials and methods
The Grading of Recommendations Assessment, Development, and
Evaluation (GRADE) methodology was adopted. A literature search
was performed using the Cochrane Library and Medline/PubMed da-
tabases, retrieving studies in English or Italian and including children
over age 2 year.
Results
Inhaled ß2 agonists are the first line drugs for acute asthma attack in
children. Ipratropium bromide should be added in moderate/severe
attacks. Early use of steroids is associated with reduced risk of ED
visits and hospitalization. A 3-5 day course of oral prednisolone is
preferable in children able to retain drugs orally. Leukotriene recep-
tor antagonists should not be used. Aminophylline use should be
avoided in mild/moderate attacks. Weak evidence supports its use in
life-threatening attacks. Intravenous (iv) magnesium solphate could
be used in children with severe attacks and/or forced expiratory vol-
ume1 (FEV1) lower than 60% predicted, unresponsive to initial in-
haled therapy. Heliox could be administered in life-threatening
attacks despite previous treatment.
Conclusions
This Guideline is expected to be a useful resource in managing acute
asthma attacks in children over age 2.
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The Unified Conference between the State, the Regions and the
Autonomous Provinces of September 20th 2007 assigned to Agenas
a twofold mandate. On the one hand, promoting citizens, patients,
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professionals, organization and community empowerment within the
regional healthcare services [2]. On the other hand, monitoring qual-
ity, equity and efficiency of the healthcare system.
Further background documents are:

– The Patto per la Salute (Pact for Health) 2014-2016, which high-
lights patient centeredness as a key element to ensure the care
provided takes into account a person’s physical, psychological
and social entirety

– Two State-Regions Conference Agreements (December 20th

2012 and February 2nd 2015), which defines patient centered-
ness as one of the 8 requirements for the new National Ac-
creditation System.

Agenas has been promoting since 2011 a program aimed at improv-
ing quality of healthcare through the participatory assessment of pa-
tient centeredness in hospital facilities, carried out in cooperation
with the Active Citizenship Network and the Italian Regions [2].. The
method used- drawing on the experience of the Civic Audit [2] and
based on the principles of external evaluation of quality- provides for
the active participation of citizens in all the steps of the assessment
process: from definition/development of the items included in the
checklist to data collection (carried out by equipes composed of both
citizens and professionals from the hospital facility) and finally to
analysis of the results achieved and definition/implementation and
monitoring of subsequent improvement actions.
The 4 areas assessed are [2]:
1. Person-oriented organizational and care processes
2. Physical accessibility livability and comfort of care facilities
3. Access to information, streamlining and transparency
4. Taking care of the relationship with the patient/citizen
The first participatory assessment, carried out in 2014, saw the volun-
tary participation of professionals from 287 hospital facilities and
about 300 patient associations. A new edition is currently underway,
with the aim of extending the assessment to all the hospital facilities.
Of the 142 items included in the checklist, 16 are aimed at verifying
the commitment of the health facilities on issues regarding patient
centeredness of healthcare services for children and adolescents.
On this basis, within the Project “Analysis and implementation of pa-
tient centeredness processes in pediatric health facilities of the Cam-
pania Region”, an ad hoc checklist composed of 122 items, aimed at
identifying elements considered as indicative of patient centeredness
for pediatric patients and their families, 63 of which are specific for
pediatrics.
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Vaccinations are worldwide recognized as the most effective large
scale measure which has been playing a crucial role in dramatically
reducing infants’ mortality [1].
However, even if safety concerns about vaccines are proved to be
unreasonable and their efficacy has been widely confirmed, many
children do not get vaccinated [2].
Moreover, lately social media have had purported role in spreading
anti-vaccine attitude and advocate risk becoming a global
phenomenon that could impact immunization [3].
Preterm infants are especially vulnerable to infectious diseases, but
this population often experiences delays in vaccinations [4,5].
The successful implementation of vaccines depends on many factors.
Giving parents information so that they can make informed decisions
about their children’s health is an important part of this process. In
relation to this aspect, neonatologists are directly involved, regardless
they work with term babies or premature infants.
It has been proved that healthcare providers’ attitude towards vac-
cination are among the most important influences on the decision to
vaccinate [6].
A recent survey conducted during November and December 2016
and promoted by Italian Neonatal Society among all neonatologist of
Lombardy (Italy) revealed that the physicians’ adherence to recom-
mendations needs to be improved, particularly regarding new vac-
cines such as rotavirus.
Since we found that more than 50% of the surveyed doctors are 30-
50 years, we have speculated that this age target hasn’t experienced
the effects of epidemic diseases, and this could contribute to a lower
awareness of the danger related to the decrease of “herd immunity”.
Another relevant finding regards the physicians’ perception that
there is paucity of updated and easily-available information regard-
ing vaccines, which leads to a perceived lower level of knowledge in
this field.
Hence, we believe that a close cooperation between scientific soci-
eties and pharmaceutical industries could fill this gap.
To conclude, the role of physicians seems to be crucial in providing a
widespread vaccination educational campaign, and neonatologist are
involved from birth. In addition, an adequate training for doctors
should be provided periodically and with easy access.
There is an urgent need for future research on vaccinations in pre-
term infants to further reinforce the safety and efficacy of vaccines
and for an effective policy to implement the adherence to vaccina-
tions national program.
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Physical activity is one of the three main pillars of type 1 diabetes
(T1D) therapy, and if practiced since the early years of life, the child
can gain control of his muscular movements, develop strength, and
self-confidence.
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Exercise enhances the hypoglycemic effects of insulin therapy, de-
creasing the daily insulin dosage, promoting blood pressure control,
increasing glucose utilization, improving quality of life, prolonging
life expectancy and psycho-physical well-being of the child and ado-
lescent with T1D.
It is important to make distinctions between what is meant by phys-
ical activity, sport, and exercise, because management is different.
Physical activity is all about the body movement produced by the
skeletal muscle contraction and which requires excess energy ex-
penditure compared to the restive energy expenditure.
For sports it is all about the programmed, structured and repeated
body movement in order to improve one or more components in
good physical shape.
For sport, however, is meant everything that implies both fun and
agonism.
Physical exercise in a child/teenager with diabetes is related to
health conditions but also to good personal and family participation.
All management will be a constant balance dependent not only on
the type of activity but not by agonistic or agonistic, whether aerobic
or anaerobic, but also by many other factors such as the type of ther-
apy the patient practices (eg multiinjective or microinfusion), the dur-
ation of physical activity and especially the type of diet that the
patient follows.
It is the team's task to always give precise and safe messages and
especially practical advice such as:
a) never practicing physical activity yourself;
b) Always schedule physical activity whenever possible, considering
the type and duration
c) Always have sugar and glucagon available,
d) Monitor blood glucose, and
e) Always warn your friends and your own trainer about your
health state.
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The topic of adolescence in international adoptions has been dealt
with in the past on a few specific occasions, but it emerges now
strongly from the combination of over 50,000 adoptions realized
from 2000 until today and from an average age of children adopted
by now around 6 years old.
We will highlight this topic with a triple visual look. First of all, a short
overview of the training at national level for practitioners dealing
with international adoptions, in which specific issues related to adop-
tive adolescence have been developed [1]. The vast number of
adopted children that have been entering the adolescence has
driven practitioners through a process of research and development
on the resolution of teenagers’ interior struggling, a focal point in
order to build a balanced adulthood.
Secondly, we will go through some thoughts on the universal ges-
tures of education (hospitality, care and promotion of his indepen-
dency) and on the importance of resilience tutors, as adoptive
parents or other significant persons that could help the adoptive
teenagers in order to “browse the torrents” [2,3]. Finally, it will be
briefly illustrated in its main results the most recent and extensive
living survey – on European level - on the topic of adolescence and
international adoptions [4]. More than 800 families engaged and
around 700 teenagers interviewed in order to acknowledge diag-
nosed pathologies before and after the adoptive process, the rela-
tionship with the social context and with the school, the ethnic
identity and the difference between “adopted” and “immigrant”
teenagers, the psychological healthcare and the relationship with
their own origins.
The conclusion will be referred to the centrality of the adopted chil-
dren and the importance of listening.
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Background
A complex situation has developed around vaccination practice in
Italy in recent years. Stories of the possible harmful effects of vac-
cines have led to a trend towards abstention and a coverage of less
than 95% for some types of vaccination, with the consequent re-
emergence of diseases such as measles, which had almost disap-
peared. This trend has induced health institutions to take defensive
measures, such as vaccination prior to registering for school, required
in some regions, or sanctions for doctors who are against vaccina-
tions. It is widely believed that the doctors who are most outspoken
against vaccinations are those practicing complementary and alterna-
tive medicine (CAM), especially homeopathy. Homeopathic prophy-
laxis of infectious diseases is based on two different methods,
homeoprophylaxis and isoprophylaxis (also known as isotherapy),
but neither of these has been confirmed as effective [1]. Investigation
of these aspects in relation to the attitude of homeopathic doctors
towards vaccination reveals some interesting information. Eizayaga
and colleagues found, through use of an online survey, that 75.6% of
homeopathic doctors believe vaccinations to be useful, effective and
safe; this opinion is widespread above all in doctors working in pub-
lic health and those who do not practice homeopathy as their sole
professional specialism [2]. The present study aimed to assess the at-
titude towards vaccination of paediatricians using CAM.
Materials and methods
We distributed the questionnaire used by Eizayaga, partly modified
to meet our needs, to a group of 30 paediatricians using CAM and a
group of 160 family paediatricians who do not practice CAM. The
questions were designed to establish their attitude towards
vaccinations.
Results
Only 3.4% of CAM paediatricians were totally against vaccination.
The remaining 96.6%, while not against it, had some concerns in re-
lation to the priority of the various vaccinations. 23% were in favour
of all vaccinations in the Italian national programme, and 50% were
in favour of a substantial part of them. No family paediatrician was
against vaccination altogether, 75% were in favour of all vaccinations
and 23% were in favour of a substantial part of them.
Conclusions
Only a small percentage of paediatricians practicing CAM are against
vaccinations. The remainder are favourable, indicating a priority in
line with the relevance of each infectious disease.
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Preparing an effective oral presentation may represent a difficult and
time-consuming challenge even for the most experienced speaker.
One of the main aspects to take into account is that each presenta-
tion, even on the same topic, is different and deserves a careful and
specific evaluation. First, it is important for a speaker to know his (or
her) audience. A talk given to a team of experts in the field will obvi-
ously start at a more specialized level than a presentation conceived
for a group of students, that will require a more general introductory
background. Furthermore, in order to be regarded as someone who
is not only competent, but also appealing to the audience, it is cru-
cial to adequately prepare the talk and never give the impression
that you don’t handle the topic you are presenting. Eye-contact with
the audience and clear speech are among the main qualities of a
good speaker, even though not exceeding the time scheduled for a
talk, possibly keeping a few minutes for questions, is probably the
most important.
Slides should be structured with the aim of capturing audience’s at-
tention on relevant information avoiding unuseful distractions.
Nevertheless, varying the visual look of the slides by mixing text, ta-
bles, and figures will avoid a bored audience and may turn a simple
sequence of data in an attractive story.
Criteria to build a successful poster mostly coincide with those used
for an attractive scientific talk, even though a key issue in posters is
being concise, using figures instead of words whenever possible. All
efforts must be made in order to obtain a poster which is attractive
and essential at the same time: a good title will get people to stop,
but few clear figures with concise captions will be needed to keep
their attention. A synthetic introduction, a clear take-home message
and a brief methods section generally represent all the text neces-
sary into a poster.
Both scientific talks and posters are not intended to be second-class
solutions to communicate your data, and represent valuable oppor-
tunities to present your research. In order to achieve success it is cru-
cial to dedicate time to their preparation, trying to communicate
information in a synthetic, attractive and understandable way [1].
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The term "humanization of care" includes a wide range of aspects
related to child hospitalization which are still poorly investigated.
Analysis of humanization degree has a central role in targeting
intervention strategies, for detecting lacking areas in hospital en-
vironment and planning effective initiatives. In pediatric setting,
data on humanization degree assessment are scarce and based
on different and often not comparable methodology. Examples of
strategies for analysis of Humanization Degree are present in sev-
eral countries (Fig. 1).
In Italy representatives models for assessment and monitoring of
Humanization Degree was realized and carried out by AGENAS [1]
and University of Milan (LPCP tool), in several general and pediatric
hospital settings.
In the context of the project “Analysis and Implementation of the
Process of Humanization of the Care Pathways in the Pediatric Hos-
pital Structures of the Campania Region” a novel version of AGENAS
survey was realized and administered focusing the items strictly on
pediatrics hospital environments. In addition, in order to question
the perception of Humanization Degree by families, medical and
technical staff the “LPCP tool” questionnaire [2] was also given in the
same pediatric departments. The analysis of the respect of children
rights in hospital was tested by a specific tool for children and ado-
lescents, in line with task force of International Network of Health
Promoting Hospital (HPH). Preliminary data results permit the identi-
fication of implementable areas, some of which are common to vari-
ous pediatric settings including: child-friendly spaces, linguistic
mediation, simplifying access to health care, continued care, training
course, school continuity plans, patient and family centered care pro-
grams. Noteworthy, the existing Humanization Degree is different
from those perceived by the operators and the users, and -in the lat-
ter- between family and patient himself, with considerable distinction
also by age.
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Nati per Leggere (NpL), website www.natiperleggere.it., is the na-
tional Italian program on reading promotion in primary paediatric
care. It is implemented, since 1999, by ACP (Associazione Culturale
Pediatri), AIB (Associazione Italiana Biblioteche) e CSB (Centro per la
salute del Bambino). The aim of NpL is reading aloud promotion in
families with children from birth to 5 years of age [1]. Primary care
paediatrician, together with other primary care paediatric profes-
sionals (nurses) are trained to promote such intervention in their clin-
ical practice, with specific regards to disadvantaged families [2]. Nati
per Leggere has in the last 20 years an active collaboration with
Reach out and read, website www.reachoutandread.org, a national
USA program on reading aloud promotion, considered by the
American Academy of Pediatrics (AAP) a program endorsed by the
academy and supported by many scientific evidences. AAP has
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included Reach out and Read together with similar programs, as a
best practice that paediatricians should promote in primary care. The
Italian experience is described, its similarities with other international
programs as Reach out and Read, Bookstart, Stiftung Lesen, and
other programs in Spain, Croatia, Switzerland,together with the scien-
tific evidences supporting such intervention in primary care. The role
of primary care paediatrician is underlined as influential in promoting
early child development (ECD). The precocity of the intervention is
remarked as fundamental in order to produce a change in child de-
velopment trajectory. Nati per Leggere is considered a scientific
based intervention which strongly influences well-being, competence
in literacy, language and cognitive domains of development, and
parenting support. The aim of this discussion is to inform primary
care paediatricians and other health care providers on the import-
ance of reading promotion, especially in disadvantaged families. NpL
should be included, within the best practices for Early Child Develop-
ment, also in the training of pediatric residencies [3]. Hospital
humanization should include and implement this intervention in
order to support parents during hospitalization and to reinforce the
information given by other primary health care providers. The early
child period is considered the most important phase throughout the
lifespan. What happens to the child in the early years is critical for
the child’s developmental trajectory and life course.
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Kawasaki disease (KD) is an acute, systemic vasculitis [1,2]. According
to the “Revised International Chapel Hill Consensus Conference No-
menclature of Vasculitides” of 2012 [3], its target are small and
medium diameter vessels in each organ and apparatus. KD is a self-
limited disease with unknown, probably multi-factor, aetiology, which
primarily affects infants and children under five years. Diagnosis of
Kawasaki disease is clinic, based on diagnostic clinical criteria, sup-
ported by the results of blood and instrumental exams.
This presentation aims to highlight news in guidelines than those
published in 2008. We will evaluate the differences in the definition
of different forms, new instrumental techniques (echocardiography,
CT Angiography, MRA), updates in therapy both in responder- pa-
tients (eg. changing the length and dosage of anti-inflammatory
therapy with ASA), and in non-responders, and in major risk patients
(adding the steroid therapy). Finally, we will reevaluate the times for
follow-up in the different risk classes.

References
1. Newburger JW, Takahashi M, Gerber MA, Gewitz MH, Tani LY, Burns JC

et al. Diagnosis, treatment, and long-term management in Kawasaki 4
disease: a statement for health professionals from the committee on
rheumatic fever, endocarditis and Kawasaki disease, council on
cardiovascular disease in the young, American Heart Association.
Pediatrics 2004; 114:1708-33.

2. Marchesi A, Pongiglione G, Rimini A, Longhi R, Villani A. Malattia di
Kawasaki: Linee Guida italiane. Prospettive in Pediatria. 2008; 38:266-83.

3. Jennette JC, Falk RJ, Bacon PA, Basu N, Cid MC, Ferrario F, et al. 2012
Revised International Chapel Hill Consensus Conference Nomenclature of
Vasculitides. Arthritis Rheum. 2013; 65:1-11.
A46
A possible paradox. The disease can turn into opportunity
Giuseppe Masera (g.masera@asst-monza.it)
Clinica Pediatrica Università di Milano-Bicocca, Monza, Italia
Italian Journal of Pediatrics 2017, 43(Suppl 2):A46

Disease-opportunity: in the light of the prevailing guidelines in our
culture, juxtaposing the two words has more the meaning of an oxy-
moron (two opposite concepts) than of a possible paradox. The dom-
inant paradigm in medicine is the bio-medical, centered on disease
rather than on the patient with its complexity of needs.
The disease-opportunity concept goes back to some of the great phi-
losophers of ancient Greece (Heraclitus: "is disease that makes health
pleasant and good"). Over the centuries, the concept was reiterated by
philosophers, poets, scientists: "I learned from disease a lot of what life
would never be able to teach" (Goethe).
From the late 1990s the Positive Psychology appears in the scientific
landscape, facing the new concept of well-being as full-functioning of
the person and not only as absence of illness or negative events. [1].
The research was focused on assessing the subjectivity of the patient,
exploring the constructive, creative and propositional aspects of indi-
viduals and groups. It was highlighted the phenomenon of RESILI-
ENCE characterized by the ability of some people, although exposed
to severe negative events (illnesses, other adverse events), not to
show symptoms of distress and disadvantage, but to develop re-
sources previously latent and to achieve positive results in personal
and social life [2].
Hoping that this precious contribution of Positive Psychology will be
better known by physicians, pediatricians and healthcare professionals,
I will describe the professional pathway of over 40 years in the treat-
ment of leukemia and what I have learned about the disease-
opportunity relationship. I refer in particular to ALL and to the great
progress achieved since the late 1960s. The percentage of successfully
treated cases has progressively increased to 70-80%. For many years
prevailed the concept that Post Traumatic Stress Disorder should de-
velop after such a serious illness. In the early 2000s, I met Mark Chesler,
the author of a fundamental article [3] documenting that cancer is a
catalyst for growth in most young-adults successfully treated for cancer
or leukemia in their early years. Similar studies are reported in subse-
quent years and the prevalence of Resilience and Post Traumatic
Growth is increasingly documented. We conducted qualitative studies
in Monza [4], Nicaragua and other Latin American countries.
Conclusion: yes, the disease can become an opportunity if it is faced
with the awareness that after a traumatic event a person is no longer
the one it was before: it could face distress, depression and other
negative consequences, but more frequently develop growth, allow-
ing to discover new positive values.
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The management of any chronic condition during adolescence, a
time of rapid growth and physiological changes accompanied by
important individuation and socialization processes, constitutes a
challenge for the individual and his family. We would like to discuss
the relationship between adolescents’ use of medical devices (e.g. in-
fusion pumps, braces, prostheses, gastrointestinal stomas) and its im-
pact on their quality of life.
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Identity, self-image and ego development are affected by chronic dis-
eases in a generic fashion [1], even when the disease leads to the use of
devices. This is especially true when the illness is more severe and
intelligence quotient is higher [2], because of a major sense of awareness.
In fact a medical device can be read as sign of diversity that is in contrast
with the need to look similar to one’s peers or as a reason of rejection by
the group. Because of this, adolescents can easily reject their diagnosis
and the correct use of a device, determining the disease worsening.
Body image and the development of a sense of sexuality may also
be impaired using devices, which distort the physical body either
(e.g. special glasses, a corset, or orthopedic shoes). The need to ap-
pear as “normal”, which is especially powerful during adolescence,
may lead patients to abandon habits that they had previously ac-
cepted without much difficulty. The simplest and most efficient way
to investigate these aspects is to ask patients about how well they
manage to use the device and how they feel about it.
On the contrary, the choice of involving adolescents in using their de-
vice can be a chance to make them more responsible, explaining that
having a device does not necessarily mean giving up any experiences
(such as adolescents with diabetes, setting their insulin pumps during
parties or school trips). If adolescents learn how to control their condi-
tion using devices, they progressively get a sense to be able to change
positively or control their situation [3,4]. Furthermore, active participa-
tion in the negotiation of device use helps young people to get some
ownership and control of the disease back from their parents.
Adolescents represent a particularly vulnerable group which should
understand their illness, especially the rationale for treatment and
treatment options. Information should be provided at a level that is
developmentally and cognitively appropriate, to facilitate the accept-
ance of illness and, consequently, a better quality of life.
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Neutropenia is defined as a blood neutrophil count <1500x106/l in chil-
dren older than 12 months and <1000x106/l in infants between 2 weeks
and 1 years of age. In Blacks neutrophils between 200 and 600x106/l are
considered normal. Children with neutropenia have an increased suscep-
tibility to bacterial infection, such as pneumonia, otitis, cellulitis and sep-
sis; stomatitis and gingivitis are also common. These symptoms are more
frequent when neutrophils are <500x106/l. Neutropenia can be distin-
guished in isolated neutropenia (severe congenital neutropenia, cyclic
neutropenia, alloimmune and autoimmune neutropenia [1], drug in-
duced neutropenia, idiopathic neutropenia, post viral neutropenia) and
neutropenia associated with extrahematopoietic features (Hax1 neutro-
penia, Shwachman-Diamond disease, Barth Disease, Type 1b glycogeno-
sis, Congenital Diskeratosis, etc). The cumulative incidence of congenital/
genetic neutropenia is 1 per million inhabitants; the auto/alloimmune
neutropenia is more frequent, about 1 per 100000 inhabitants [2]. The
diagnostic work up for neutropenia (Fig 1) [3] is quite complex, and fam-
ily and personal history is very helpful. In congenital/genetic neutrope-
nias, bone marrow aspirate shows maturation arrest at promyelocytic/
myelocytic level; molecular diagnosis can reveal a gene defect in about
75% of congenital neutropenias. The availability of G-CSF since 1993 has
dramatically improved the prognosis of the children with severe neutro-
penia, reducing mortality due severe infectious diseases. Patients
responding poorly to G-CSF, or requiring doses greater than 8-10 μg/kg/
day, and patients with monosomy 7 have an increased risk of MDS/AML
(myelodysplasia/acute myeloid leukemia) evolution. Haematopoietic stem
cell transplantation is a therapeutic option in neutropenias that have a
greater risk of evolution to MDS/AML, such as severe congenital neutro-
penia, Shwachman-Diamond disease, Wiskott Aldrich syndrome, Con-
genital Diskeratosis [4].
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Pediatric multiple sclerosis (MS) is a rare disease, accounting for the
4-10% of all MS patients (with children <10y being the 17% of all
pediatric patients), and it is probably not enough considered. A child
at his first demyelinating episode is probably more easily diagnosed
as having ADE/ADEM (acute demyelinating encephalopathy/enceph-
alomyelopathy) even when diagnostic criteria, mostly presence of en-
cephalopathy, are not fulfilled. Clinical and paraclinical features
pointing to MS may help but are not absolute, since an ADEM-like
onset occurs in 10% of pediatric MS. Strict clinical and radiological
follow-up is recommended. Neuromyelitis optica spectrum disorders
(NMOSD) are to be considered when optic neuritis, mostly if bilateral
and with poor recovery and/or extense transverse myelitis occur,
and/or when peculiar radiological involvement (dorsal brainstem,
area postrema, diencephalon, periependymal region of third and
fourth ventricle) is seen. Anti-aquaporin 4 antibodies may be de-
tected or not (in the last case adjunctive, more strict radiological and
clinical criteria are requested). Tumefactive demyelinating lesions
may mimic clinically and radiologically a space occupying lesion and
may prompt useless brain biopsy. Open-ring enhancement of the le-
sion is a distinctive feature. MR spettroscopy and PET-TC may be sup-
port the diagnosis. Apart from atypical demyelinating disease, the
differential diagnosis of pediatric MS is broad including infections,
reumathologic diseases, CNS vasculitis, neurosarcoidosis, macrophage
activation syndrome (MAS), mithocondrial diseases et al. An exaustive
diagnostic evaluation must therefore be performed [1], to be able to
recognize the so-called red flags, which are clinical, imaging or other
laboratory features suggesting alternative diagnosis [1, 2, 3, 4]. In de-
tails this diagnostic workup should include: a) brain and spine MRI (
with orbital study when visual deficit is present); b) VEP, BAEP, SSEP;
c) Screening for infectious diseases ( blood count, ESR,CRP, serology
for HSV 1-2, HZV, EBV, Mycoplasma + VDRL, Borrelia,cysticercosis and
HTLV tests when clinically or anamnestically supported); d) CSF ana-
lysis (including cell count, glucose, lactate, protein, intrathecal IgG
synthesis bacterioscopy, colture and CSF PCR pane; e) Screening for
NMOSD (Aquaporin-4 and anti-MOG antibodies); f) Screening for
MAS ( ferritin and tryglicerides); g) Endocrine screening (fT4, TSH and
antiTPO antibodies, when an Hashimoto encephalopathy is Sus-
pected); h) Screening for rheumatologic disease (ANA, anti ds-DNA,
ENA, LAC, ACA, anti beta2glycoprotein); i) screening for mithocon-
drial disease ( serum and CSF pyruvate and lactate); l) screening for
nutritional disease (vitamin B12 and vitamin D).
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In the past decades, the prevalence of childhood obesity has strongly in-
creased, by heightening the risk to being obese even during adoles-
cence. Recent data, in fact, indicate that in developed countries a third
of the adolescents are overweight or obese. In children and adolescents,
overweight and obesity are commonly defined by using the Body Mass
Index (BMI, calculated as weight in kilograms divided by height in me-
ters squared), given a BMI value at or above the gender-specific 85th or
95th percentile growth charts for overweight and obesity, respectively.
Currently, the WHO (World Health Organization) and IOTF (International
Obesity Task Force) systems are the most widely used growth charts in
Europe, while the Italian references are addressed to Cacciari et al. on
behalf of the Italian Society for Pediatric Endocrinology and Diabetology
(ISPED). Considering the seriousness of pediatric obesity epidemic and
related comorbidities, recent data suggest the use of WHO references as
more sensitive for clinical practice and/or obesity screening [1]. There-
fore, since obesity has been linked to an unfavorable both metabolic
(Metabolic Syndrome, Insulin-resistance) and cardiac (cardiac remodel-
ing, atherosclerosis) profile, adolescents have an increased cardiometa-
bolic risk. Indeed, it has been now widely recognized a relationship
between the BMI within adolescence and consequent cardiovascular
mortality in adulthood. Findings from an Israeli-adolescent population-
based study have shown that an increased BMI, although within the cur-
rently accepted normal range (50-74th), is strongly related to cardiovas-
cular and all-cause mortality in young adulthood or midlife [2]. As
expected, patients with BMI values above the 84th percentile showed a
higher risk of death from stroke, sudden death, and total cardiovascular
causes, with an increase more steeply among the extremely obese or
cardiovascular-specific death [2]. More importantly, recent data showed
that the severity of obesity might identify children and young adults at
greater cardiometabolic risk, especially in male gender [3]. Particularly,
young patients assigned to class II obesity (≥120% to 140% of the 95 th
percentile or BMI ≥35) showed an increased risk for abnormal levels of
HDL cholesterol, systolic blood pressure and glucose, conversely subjects
assigned to class III obesity (≥140% of the 95 th percentile, or BMI≥40)
seem to be at higher risk for hypertriglyceridemia, elevated levels of dia-
stolic blood pressure and glycated hemoglobin [2]. Thus, the persistence
of obesity from childhood into the young adulthood may anticipate the
onset of serious obesity -related consequences, such as diabetes or
hypertension, representing a rising concern of healthcare. Given that, it
has been highlighted the key role of obesity prevention and treatment.
Diet, physical activity and lifestyle modifications represent the mainstay
of treatment of pediatric obesity [4]. However, recent studies evaluating
the effectiveness of multidisciplinary weight management programs for
obese adolescents have shown moderate results on weight loss as de-
creased BMI, at least in the short term [5]. Due to conflicting findings
from lifestyle programs, weight loss surgery might be considered a valid
option for selected young severe obese patient with significant comor-
bidities who failed medical treatment. To this purpose, recent evidence
supports the effectiveness and safety of bariatric surgery, suggesting it
as a possible valid option for the treatment of extremely severe obesity
in adolescence [6]. A recent multicenter prospective study examined the
weight-loss surgery (gastric bypass or sleeve gastrectomy) among ado-
lescents through three follow-up years after the procedure, underscoring
its positive effect not only on cardiometabolic health but also in weight-
related quality of life in these subjects, although it was reported a spe-
cific micronutrient deficiency (e.g. iron and vitamin B 12) and the need
for consequent abdominal procedures [6]. In light of this, therefore, an
increasingly growing awareness of the future burden of cardiovascular
and metabolic diseases is imperative in order to provide an adequate
management of adolescent obesity in health care.
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Acute bronchiolitis is the main cause of respiratory illness requiring
hospitalization in children under 2 years of age and the trend in
hospitalization rate has been increasing in recent years [1]. Mainly
due to Respiratory Syncytial Virus (RSV) infection, the disease leads to
hospitalization in only 1% of the children. However, considering that
virtually all children before the age of 2 years could be infected, the
cost of the disease determined by hospital admissions is elevated. In
the United States, it has been shown that the burden of the disease
is considerable, having an annual cost of more than $500 million
[2]and being responsible for 17% of all infant hospitalizations [2].
Even though immune prophylaxis with monoclonal antibodies (Palivi-
zumab®) has shown promising results in terms of reduction of the
prevalence of the disease, this strategy cannot be applied to the
whole population because of the high costs [3].
Considering therapeutic options, the mainstays for treatment are
supplemental oxygen and hydration [3]. Other types of treatment re-
main controversial. Corticosteroid denied positive effect in wheezing
and hospitalisation rate [3,4]. The role of bronchodilators is debated;
bronchiolitis is characterized as predominant pathological features,
by airway edema and mucus plugging rather than bronchospam and
adrenergic agents used did not assure univocal results [3,5-7].
In bronchiolitis, viral infection causes peribronchial mononuclear in-
filtration and epithelial cell necrosis, submucosal edema, increased
secretion of mucus and a relative dehydration of the airway surface
liquid. Nebulized hypertonic saline solution (HS) may substantially
contribute to airway rehydratation, reducing edema, enhancing
ciliary activity.
The use of HS was demonstrated to be effective to decrease symp-
toms [8, 9] and length of hospitalization in association to β-
adrenergic drugs [9, 10]. In a pre-hospital setting, Al-Ansari et al.
compared the effects of 5% vs 3% HS in addition to epinephrine,
showing a better response to the more concentrated solution in term
of clinical severity scores [11]. More recently, it has been shown that
in the treatment of acute bronchiolitis in an emergency department
setting, the use of nebulized 3% HS added to epinephrine did not
improve clinical outcomes more than normal saline (NS) and epi-
nephrine [12].
In an Italian study, Miraglia del Giudice M et al [13] have shown that, in-
fants hospitalized for bronchiolitis treated with 3% hypertonic saline
nebulization presented a more rapid decrease of respiratory symptoms
and ameliorated the general condition compared to infants treated
with 0.9% saline solution and epinephrine. The effect was already sig-
nificant after the first 24 hours of therapy and was sustained through
the third day of treatment, allowing to discharge the infants treated
with 3% HS one day earlier than the NS treated group.
However, therapies that may contribute to the reduction in hos-
pital stay could potentially greatly reduce health costs related to
bronchiolitis [2].
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Severe Combined Immune Deficiency (SCID) is inevitably fatal within
the first years of life, unless treated by hematopoietic cell transplant-
ation (HCT). The outcome of HCT for SCID is influenced by several
factors: donor-recipient HLA matching, genetic type of SCID,
transplant-related toxicity, infections, graft-versus-host disease, and
quality of immune reconstitution. A few years ago, Dr. Buckley’s
group reported that survival is superior in infants with SCID who re-
ceive HCT at <3.5 months of life than in those treated later in life [1].
More recent data from the Primary Immune Deficiency Treatment
Consortium have shown that the clinical status of the patient at the
time of transplant (lack or presence of active infections) is a better
predictor of the outcome of transplant [2]. Overall, these data
emphasize the importance of early diagnosis and treatment of SCID.
Newborn screening for SCID is widely available in the United States.
As a result of its implementation, the number of babies with SCID
who go to transplant with active infection has dramatically
decreased, and survival after HCT has significantly improved.
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Characterization of the genetic and molecular pathophysiology of
primary immune deficiencies (PIDs) may also open new therapeutic
perspectives. For example, a group of patients with Autoimmune
Lymphoproliferative Syndrome (ALPS) have been diagnosed to carry
CTLA4 haploinsufficiency [3]. In these patients, who develop lympho-
cytic infiltrates in the grain, lungs, and gut, decreased expression of
CTLA4 leads to uncontrolled T cell activation, and in particular in-
creased signaling through the mTOR pathway. Administration of the
chimeric molecule CTLA4-Ig, possibly in combination with an mTOR
inhibitor (sirolimus) has dramatically improved the clinical status of
the patients [4].
Finally, leukocyte adhesion deficiency type 1 (LAD1) is characterized
by inability of neutrophils to transmigrate and reach sites of infec-
tion/inflammation. These patients suffer from serious infections, cuta-
neous ulcers, and periodontopathy (leading to loss of teeth). Studies
in patients and in animal models have shown that neutrophils that
transmigrate to the oral mucosa inhibit macrophage activation by
products of the microbial flora. In patients with LAD1, macrophage
activation leads to increased release of IL-23 that acts upon Th17
cells favoring production of IL-17 which causes tissue damage. Ad-
ministration of the monoclonal antibody ustekinumab (which inhibits
IL-12/IL-23) leads to dramatic improvement of the periodontopathy
and of cutaneous ulcers otherwise resistant to conventional manage-
ment [5]. These examples are illustrative of what we can expect from
advances in the characterization of PID pathophysiology in the near
future.
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Primary immunodeficiencies (PIDs) represent a diagnostic challenge
for clinicians [1]. Beyond the classical spectrum phenotype of severe
Combined Immunodeficiencies (SCID), atypical clinical manifestations
including immune dysregulation often manifesting as autoimmunity,
can make diagnosis difficult [2]. The introduction of next generation
sequencing methodologies has revolutionized the field of immuno-
genetics and has led to the recent discovery of a large variety of
single-gene abnormalities associated with PIDs [3]. This has allowed
moving beyond the classical model of loss of function (LOF) muta-
tion, identifying gain of function (GOF) mutations for the same genes
already associated with immunodeficiency, such as those already
known in STAT1 and STAT3 [4]. The exponential discovery of genetic
defects in patients with previously undefined PIDs have contributed
to improve our understanding of this group of disorders and has
opened up the potential for targeted therapy directed at the specific
disease-causing abnormality. The final aim is to establish a direct link
between PID-specific genetic defects and the associated alteration in
cellular signaling pathways in order to tailor targeted therapies.
These therapeutic strategies include molecules that either block or
enhance cellular pathways, based on the pathogenic mechanism. An
interesting model of a targeted therapy focused on the specific GOF
mutation is represented by the experimental use of PI3K catalytic
subunit p110d in patients with Activated PI3K Delta Syndrome
(APDS). In our patient, the use of such molecule reduced the need of
immune suppression, thus limiting the administration of IVIG and im-
munosuppressive drugs. Mechanism-based targeted therapies are
currently applied in other selected PIDs such as X-MEN, SAVI syn-
drome, cytotoxic lymphocyte antigen 4 (CTLA4) haploinsufficiency
representing a real opportunity to improve the quality of life and sur-
vival of the patients and to reach novel insights of these diseases [5].
In line with this personalized strategies, a multi-disciplinary team of
specialists together with the availability of registries and international
network are crucial elements that help health care providers to
optimize patient-tailored interventions and to select therapies that
are more precise, efficient and safe. A similar approach is required in
the field of vaccination for immunocompromised children. In this
population, validated correlates of protection to identify risk of in-
complete or waning immunity are currently lacking and a personal-
ized schedule is required to provide effective and long-term
protection [6,7]. Together these approaches, driven by steady pro-
gress in the immunopathogenesis, define the basis for treating PIDs
in the age of precision medicine (Fig. 1).

References
1. Picard C, Al-Herz W, Bousfiha A, Casanova JL, Chatila T, Conley ME, et al.

Primary immunodeficiency diseases: an update on the classification from
the International Union of Immunological Societies Expert Committee for
Primary Immunodeficiency 2015. J Clin Immunol. 2015; 35:696-726.

2. Giardino G, Gallo V, Prencipe R, Gaudino G, Romano R, De Cataldis M,
et al. Unbalanced Immune System: Immunodeficiencies and
Autoimmunity. Front Pediatr. 2016; 4: 107.

3. Gallo V, Dotta L, Giardino G, Cirillo E, Lougaris V, D’Assante R et al.
Diagnostics of primary immunodeficiencies through next-generation se-
quencing. Front Immunol. 2016; 7:466

4. Milner JD, Vogel TP, Forbes L, Ma CA, Stray-Pedersen A, Niemela JE, et al.
Early-onset lymphoproliferation and autoimmunity caused by germline
STAT3 gain-of-function mutations. Blood. 2015; 125:591–599.

5. Notarangelo LD, Fleisher TA. Targeted strategies directed at the
molecular defect: Toward precision medicine for select primary
immunodeficiency disorders. J Allergy Clin Immunol.2017; 139:715-23.

6. Cagigi A, Cotugno N, Rinaldi S, Santilli V, Rossi P, Palma P. Downfall of
the current antibody correlates of influenza vaccine response in yearly
vaccinated subjects: Toward qualitative rather than quantitative assays.
Pediatr Allergy Immunol. 2016; 27:22-7.

7. Cagigi A, Cotugno N, Giaquinto C, Nicolosi L, Bernardi S, Rossi P, et al.
Immune reconstitution and vaccination outcome in HIV-1 infected chil-
dren: present knowledge and future directions. Hum Vaccin Immunother.
2012; 8:1784-94.



Fig. 1 (abstract A53). Toward personalized treatment strategies in
primary immunodeficiencies (PIDs)

Italian Journal of Pediatrics 2017, 43(Suppl 2):110 Page 26 of 42
A54
Neonatal stabilization before transport
Roberto Aufieri, Simonetta Picone, Piermichele Paolillo
Division of Neonatology and Neonatal Intensive Care, Casilino General
Hospital, Roma, Italy
Correspondence: Piermichele Paolillo (piermpa@tin.it)
Italian Journal of Pediatrics 2017, 43(Suppl 2):A54

Neonates who require care that cannot be provided in the referral
center, need to be transferred to the most appropriate location for
their clinical conditions. An interfacility transport may bring add-
itional risks to an already critically ill neonate [1]; thus, it should be
performed, where available, by a Neonatal Emergency Transport Ser-
vice (NETS) who has the resources to reduce these risks [2]. Proper
patient stabilization before transport is essential to reduce adverse
events and to prevent clinical deterioration that may occur during
transport [3,4]. Therefore, every center, regardless of its perinatal
level, should be able to perform effective resuscitation and
stabilization meanwhile awaiting for the transport team.
It has been shown how the lower level of care of the referring hos-
pital, the lower gestational age and the medical reason for transport
(compared to surgical) are among factors that increases the
stabilization time required by the neonatal transport team at the re-
ferral center [5]. Perinatal history, severity and requirements of infant
conditions should be appropriately assessed and reported to the
transport coordinating center (or transport team), at the time of
transfer request, in order to formulate an initial management and
transport plan. The transport team will provide consultation and ad-
vice to the personnel at the referring center, when required.
Stabilization should ensure that physiological parameters are satisfac-
tory: airway, oxygenation, cardiovascular, metabolic and thermal sta-
bility should be obtained, maintained and monitored. Special
conditions can be encountered and the personnel at the referral cen-
ter should be trained and equipped to face also with the most chal-
lenging scenarios (e.g. pneumothorax, surgical conditions, congenital
heart disease, persistent pulmonary hypertension of the newborn,
hypoxic ischemic encephalopathy requiring hypothermia). Written
consent to transport and other procedures (e.g. hypothermia) should
be obtained by parents, who should also should be updated about
baby’s clinical conditions and encouraged to reach the receiving hos-
pital as soon as it will be possible. On the arrival of the transport
team a structured verbal hand-over should be provided together
with the referral letter, results of investigations, images, and the
other documentation available. A debriefing among personnel of the
referral center should be considered after the management of critical
cases. Guidelines for stabilization and resuscitation should be avail-
able in every referral centre. Outreach education programs regarding
resuscitation and pre-transport stabilization should be periodically
performed by the Hub centers or by the transport coordinating cen-
ters, also adopting the recent techniques of high-fidelity simulation.
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Adolescence is a time of significant changes. Developmental process
among adolescents may include achieving independence from fam-
ily, formulating values and self-concept, conforming to social norms
of peer groups, minimizing differences from one’s peers, forming
own identity, are all common developmental processes among ado-
lescents. A chronic illness affects all of these issues. Diabetes is a
complex disease that interferes with developing of personal identity
and body image, affecting self-esteem, blocking the path towards au-
tonomy, enhancing depressive and opposing features. Diabetes be-
comes the focus of conflicts [1]. The need to adhere to the habits of
the peers and the behavioral patterns imposed, contrasts with good
diabetes care practices, generating rebellion and disease negation,
with omission of insulin dose, inadequate or at risk behaviors. Family
system theory considers adolescent behavior as a function of the dy-
namic interactions between family members. Diabetes is a Family
Condition [2]. Low levels of family conflict and stress, high levels of
cohesion and organization, good communication skills, and appropri-
ate involvement of both parents and children in diabetes manage-
ment, have been associated with higher levels of regimen
adherence. Recent studies also suggest that when the fathers are in-
volved in diabetes management, the usual decline in treatment ad-
herence in adolescence is less observed and quality of life is better
[3]. The deterioration in glycemic control during adolescence has
been widely documented. Females appear to have a higher level of
mismanagement of diabetes than males, particularly those in late
adolescence, with recurrent admissions for diabetic ketoacidosis. Gly-
cemic failure is often used to lose body weight. Eating disorders such
as anorexia, bulimia, binge eating, purging, excessive exercising, and
food deprivation occur more often among adolescent girls with dia-
betes [4]. The Hvidore Study performed in 2,101 adolescents, aged
10-18 years, from 21 centres, who were evaluated through the Dia-
betes Quality of Life questionnaire, concluded that lower HbA1c was
associated with lower impact, fewer worries, greater satisfaction and
better health perception in adolescents and showed a direct relation-
ship between general well-being and metabolic control. Diabetes is a
risk factor for developing psychological problems in adolescence [5].
The SEARCH Study reported that 14% of youth were mildly de-
pressed and 8.6% were moderately/severely depressed [6]. Diabetes-
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related characteristics associated with depression in adolescents in-
clude poor adherence to treatment and duration of disease. Further-
more, a strong correlation with maternal depression has been
described [7].
Complexity of diabetes management in adolescence need a multidis-
ciplinary team trained to support this process.

References
1. Weissberg-Benchell J, Nansel T, Holmbeck G, Chen R, Anderson B,

Wysocki T, et al. Generic and diabetes-specific parent-child behaviors and
quality of life among youth with type1 diabetes. J Pediatr Psychol. 2009;
34:977–988.

2. Minuchin, P. Families and individual development: Provocations
from the field of family therapy. Child Development. 1985;
56:289–302.

3. Wysocki T, Gavin L. Paternal involvement in the management of pediatric
chronic diseases: Associations with adherence, quality of life, and health
status. J Pediatr Psychol. 2006; 31:501–511.

4. Peveler RC, Bryden KS, Neil HAW, Fairburn CG, Mayou RA, Dunger DB,
et al. The relationship of disordered eating habits and attitudes to clinical
outcomes in young adult females with type 1 diabetes. Diabetes Care.
2005; 28:84–88.

5. Hoey H, Aanstoot HJ, Chiarelli F, Daneman D, Danne T, Dorchy H, et al.
Good metabolic control is associated with better quality of life in 2.101
adolescents with type 1 diabetes. Diabetes Care. 2001; 24:1923-1928.

6. Lawrence JM, Standiford DA, Loots B, Klingensmith GJ, Williams DE,
Ruggiero A, et al. Prevalence and correlates of depressed mood among
youth with diabetes: The SEARCH for Diabetes in Youth Study. Pediatrics.
2006; 117:1348–1358.

7. Whittemore R, Kanner S, Singleton S, Hamrin V, Chiu J, Grey M. Correlates
of depressive symptoms in adolescents with type 1 diabetes. Pediatr
Diabetes. 2002; 3:135–143.

A56
Acute post-infectious glomerulonephritis: is it always so benign?
Carmine Pecoraro, Francesca Nuzzi, Simona Spadarella, Patrizia Di
Matteo
S.C. di Nefrologia e Dialisi, A.O. Santobono-Pausilipon, Naples, Italy
Correspondence: Carmine Pecoraro (pecoraro@unina.it)
Italian Journal of Pediatrics 2017, 43(Suppl 2):A56

Acute Post-Infectious GlomeruloNephritis (PIGN) is a common dis-
order in children, caused by a reactive immunological process that
develops following an infection, classically by a streptococcus. Circu-
lating and/or in situ Immune Complexes are deposited and/or
formed in the kidney, causing activation of the complement alterna-
tive pathway (CAP). The typical clinical presentation is: gross
hematuria, mild proteinuria, hypertension, edema and renal function
impairment. The laboratory hallmark is the low C3 serum level due
to the activation of CAP. Histologically PIGN is characterized by acute
essudative proliferation of glomeruli on Light Microscopy (LM) and
C3 and Ig deposition on Immunofluorescence (IF). C3 Glomerulopa-
thy (C3G), a recently described entity, is caused by dysregulation, of
CAP and is characterized by predominant C3 and scanty Ig deposits
in glomeruli. It includes C3 Glomerulonephritis, characterized by spe-
cific distribution pattern of C3 deposits, and the Dense Deposit Dis-
ease characterized by electron-dense deposits in the glomerular
basement membrane. The majority of cases of typical acute PIGN,
shows recovery within a few days to weeks. In a small percentage of
patients, however, the glomerulonephritis takes longer to resolve
resulting in persistent hematuria and proteinuria, or even progression
to end-stage kidney disease. These patients with ‘atypical’ PIGN may
have an underlying defect in the regulation of CAP. These defects in-
clude mutations in complement regulating proteins and antibodies
to the C3 convertase known as C3 nephritic factors. Hence, the se-
quela is continuing glomerular deposition of complement factors
with resultant inflammation and development of an ‘atypical’PIGN. In
these cases it is recommended to perform kidney biopsy for the
evaluation on LM, IF and EM and the molecular genetic analysis of
C3 and factors regulating its activation. At Santobono children’s hos-
pital in Naples, Unit of Nephrology, we observed, from 2001 to 2016,
194 children (120 M, 74 F; M/F: 1.7, mean age: 5.6 yrs) affected by
PIGN. Among these patients 35/194 (18 %) exhibited an atypical
PIGN and were submitted to renal biopsy. Sixteen (8%) had a mor-
phological pattern of C3GN. In 12 of them CAP was studied, in 5 we
could find mutations in C3 and its regulatory factors. Conclusions:
the prognosis of PIGN in children remains globally excellent, but a
major attention should be reserved to atypical forms due to the pos-
sibility of a worse renal prognosis and, mainly, to the chance to treat
them with complement targeted drugs, as the Eculizumab, human-
ized monoclonal antibody which blocks C5 covertase and so produc-
tion of sC5b9, membrane attack complex [1].
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Background
Asplenia is a condition due to spleen absence or dysfunction, which
leads to high risk of infections and thrombotic events with significant
chance of mortality and morbidity. A number of national and inter-
national recommended interventions in asplenic patients [1,2] has
been published but adherence to recommendations was shown to
be poor [3]. The cost to the health system of asplenia- related com-
plications can be significant, and systematic approaches were dem-
onstrated to be cost-effective [4]. In Italy no common policy of
patient care has yet been developed, and management of asplenia is
mainly case or locally directed. Our aim was to investigate the feasi-
bility of a national program for the management of asplenia and to
create a national working group focused on asplenic patients.
Materials and methods
Centers of the Italian Association of Pediatric Hematology Oncology
(AIEOP) and the Italian Society of Thalassemia and Hemoglobinopa-
thies (SITE) were invited to participate in the Italian Network on
Asplenia. The coordinating centre sent a registration form to all doc-
tors who formally agreed to the proposal.
Results
Thirty- six care centers formally agreed to the project. Asplenic pa-
tients were registered in an electronic database in order to conduct
a national census of asplenic patients. Data about reason and dur-
ation of asplenia, type of surgery and post-surgery complications for
splenectomized patients, long term infectious and thrombotic com-
plications, antibiotic and vaccine prophylaxis and causes of death
were entered in an electronic case report forms. At the last update,
the database included data from 1312 patients. Meetings of involved
parties were held to discuss key points in the management of asple-
nic patients and to develop a consensus on recommendations for pa-
tient care. A national working group of experts developed an
algorithm to instruct in the fast and appropriate management of in-
fections in asplenic children.
Conclusions
This is the first systematic approach to the management of asplenia
in Italy and the most recent program in Europe, as previous reports
are long-standing [4]. Comprehensive national project is feasible in
Italy. Till now the main concern for asplenic patients has been the
high risk of overwhelming infections, but there is a growing body of
knowledge on thrombotic risk in asplenic patients. The novelty of
this project consists in collecting data regarding this issue, which has
been neglected so far. Finally, this project has the potential for
implementing research and public health purposes in this target
population at a national level.
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Most asthmatic patients can be controlled by stepwise approach
described in current available guidelines with inhaled steroids,
LABA and LTRA. However, new treatments are currently under
evaluation to improve asthma control. In particular, interventions
on the immune-pathogenesis of the disease, such as T-helper
type 2 (Th2) inflammation, mediated by interleukin (IL)-4, IL-5, IL-
9 and IL-13, which are involved in the pathway of allergic asthma
[1], are actively evaluated.
Several different treatments have been proposed to prevent T-cell
activation, to modulate Th1/Th2 differentiation, inhibit Th2 related
cytokines and inhibit the mediators involved in the disease [2].
In children, the inhibition of the downstream mediators through the
use of anti-IgE has been shown to represent a promising approach
for the treatment of severe asthma [3].
Omalizumab, a monoclonal human antibody which can antagonize
the role of IgE in the pathogenesis of the allergic asthma, is a cur-
rently available clinical option for the treatment of children with se-
vere asthma [4]. A number of other antibodies have been evaluated
in asthma, including anti-IL-5 (Mepolizumab), anti-IL-4 (Pascolizu-
mab), anti-IL-13 (Lebrikizumab). Interleukin 5 (IL-5), in particular play
a pivotal role in eosinophil activation and airway hyperresponsive-
ness [5]. It can act on the migration of eosinophils to the sites of in-
flammation as well as in promoting the survival of eosinophils by
preventing apoptosis. A number of studies suggest a rationale for
the modulation of eosinophils inflammation in asthma showing a
potential emerging strategy with anti-IL-5 antibody (Mepolizu-
mab) in the treatment of asthma [6]. Dupilumab is a recently de-
veloped monoclonal antibody targeting IL-4/IL-13 which has been
evaluated in the treatment of asthma in adults and is under
evaluation in children.
Further potential targets for new anti-asthma treatments targeting
airway inflammation may include anti-TNFα, anti-CCR3, anti-CCR4
and anti-OX40L, but they still are under pre-clinical evaluation.
New strategies to improve asthma control have been proposed in
the recent years and are currently under development and evalu-
ation to the purpose of achieving a tailored approach to asthma
treatment in children.
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Background
The management of lymphadenopathy (LAP) without any associated
symptom in the adolescence is a hard challenge for pediatrician be-
cause a differential diagnosis between the more frequent non malig-
nant disease and neoplasm has to be established [1, 2]. In fact,
Hodgkin lymphoma is the first cause of death in adolescent patients
[3], and usually the first symptoms are a chronic and generalized
adenopathy with/without associated symptoms [4]. The peak inci-
dence of lymphomas is about 9/100.000 between 15-19 years [5].
Materials and methods
We conducted a systematic review of the literature on the LAP in ado-
lescence in order to evaluate the etiologies, and the clinical and labora-
tory signs associated to malignancies. We performed a research on Pub
Med with the following terms: ("lymphadenopathy"[MeSH Terms] OR
"lymphadenopathy"[All Fields]) AND "adolescent"[MeSH Terms]. A wider
research was done with: ("lymphadenopathy"[MeSH Terms] OR
"lymphadenopathy"[All Fields]) AND ("infant"[MeSH Terms] OR
"child"[MeSH Terms] OR "adolescent"[MeSH Terms]). We used the
language limit English.
Results
The first literature research reported 2,512 papers (20 systematic re-
views, 2 practice guidelines, 5 meta-analysis, 128 non-systematic re-
views), but no one focused on the clinical management of the
lymphadenopathy in adolescence. The second research reported
3,969 papers (31 systematic reviews, 5 practice guidelines, 5 meta-
analysis, 315 non-systematic reviews). One systematic review [6] un-
derlines clinical features which may recognize a malignancy accord-
ing to NICE guideline recommendation [4]. The main etiologies of
chronic LAP in childhood are reactive LAP, lymphoid hyperplasia, tu-
berculosis, chronic lymphadenitis and primitive tumor as Hodgkin
lymphoma, non-Hodgkin lymphoma or metastasis of nasopharynx
carcinoma, thyroid carcinoma or rhabdomyosarcoma [7]. More rare
are Kikuchi disease (mean age at diagnosis 12.9 years) [8] or auto-
immune lymph proliferative syndrome (mean age at diagnosis 15
years) [9]. Some suspicious symptoms that could be related to malig-
nancies: non-tender lymph nodes, firm or hard, diameter >3 cm,
localization supraclavicular, axillary or inguinal in the absence of skin
changes, persistent (>6 weeks) or generalized form (>2 non-
contiguous sites); systemic signs as persistent fever, itching, night

http://dx.doi.org/10.1111/imj.13348


Italian Journal of Pediatrics 2017, 43(Suppl 2):110 Page 29 of 42
swat, weight loss, fatigue, petechiae or other hemorrhagic lesions;
persistent hepatosplenomegaly; symptoms related to mediastinal
and/or abdominal masses [6]. Moreover, the presence of lymph
nodes with suspected pathological signs, associated with the in-
crease of lactate-dehydrogenase levels (>600 IU/l), must be investi-
gated by imaging techniques [1].
Conclusions
This systematic review lacks to identify any particular papers focus
on the LAP in adolescence. The management of LAP should follow
pediatric guideline keeping in mind all differential diagnosis.
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Over the past two decades, pediatric multiple sclerosis (MS) has
emerged from a denied and ignored disease to a well-recognized
disorder, moving into the focus of international research efforts, but
also attracting growing public attention. There has been an exponen-
tial increase in publications, with more than 300 peer-reviewed arti-
cles on pediatric MS over the past 10 years. With rising diagnostic
awareness of pediatric MS, the paradigm of early treatment emerged
as a consensus standard of care. However, early diagnosis and treat-
ment of pediatric MS is being complicated by the fact that there is
no single disease-defining diagnostic test, that there are more MS
mimics in childhood as compared to adult-onset MS, and that the re-
sults of the first pediatric MS therapeutic drug trials are still pending.
This presentation will aim to summarize the most up-to-date, clinic-
ally relevant knowledge on pediatric MS, including epidemiology,
pathophysiology, etiology, genetic and environmental risk factors,
diagnostic criteria, biomarkers, prognostic factors and outcome. The
other speakers in this symposium will additionally cover the crucial
topics of differential diagnosis, therapeutic strategies, and Italian MS
projects and networks.
Pediatric MS and other inflammatory CNS demyelinating diseases
constitute a group of disorders with potentially devastating irrevers-
ible neurological consequences. I hope that this symposium will fa-
cilitate the best possible care for those young patients, by providing
the knowledge basis and expert opinions required for informed deci-
sions with regards to diagnostic and treatment strategies. Future
research will hopefully elucidate preventative approaches, and
provide more reliable information with regards to treatment
risks and responses. In view of the relatively low incidence of
pediatric demyelinating disorders, a collaborative, international
approach is required.
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The term diabetes mellitus describes a complex metabolic disorder
characterized by chronic hyperglycemia resulting from defects in in-
sulin secretion, insulin action, or both. Diabetes usually presents with
symptoms such as polyuria, polydipsia, nocturia/enuresis, and weight
loss. In its most severe form, ketoacidosis may develop. If symptoms
are present, urinary ‘dipstick’ testing for glycosuria and ketonuria, or
measurement of glucose and ketones using a glucometer, must be
performed [1-2]. The etiology of diabetes is heterogeneous but most
cases can be classified into two etiopathogenetic categories: type 1
diabetes (T1D; absolute deficiency of insulin secretion); type 2 dia-
betes (T2D; combination of resistance to insulin action and an inad-
equate compensatory insulin secretory response) [2]. T1D is
characterized by chronic autoimmune destruction of pancreatic β-
cells by CD4+ and CD8+ T-cells and macrophages infiltrating the is-
lets. The etiology is multifactorial and the specific roles for genetic
susceptibility, environmental factors, the immune system, and β-cells
in the pathogenic processes underlying T1D remain unclear. All pa-
tients with T1D will require insulin therapy that must be started as
soon as possible after diagnosis. Whatever insulin regimen is chosen,
it must be supported by comprehensive education [2]. T2D is highly
associated with a family history of diabetes, obesity and lack of exer-
cise and most affected individuals exhibit visceral obesity. The two
main pathological defects are impaired insulin secretion through a
dysfunction of the pancreatic β-cell, and impaired insulin action
through insulin resistance [1]. Unlike T1D, there is no identified auto-
immune process leading to inadequate insulin secretion in T2D and
inadequate insulin secretion appears to result from genetic, environ-
mental, and metabolic causes that may differ between individuals
[3]. Lifestyle change should be initiated at the time of diagnosis. Ini-
tial T2D treatment of youth is determined by symptoms, severity of
hyperglycemia, and presence or absence of ketosis/ketoacidosis.
Pharmacologic therapy should include metformin and insulin alone
or in combination [4]. Finally, the maturity-onset diabetes of the
young (MODY) is a familial form of mild and non-ketotic hypergly-
cemia diagnosed before twenty-five years. It results from dominantly
acting heterozygous mutations in genes involved in the develop-
ment or function of pancreatic β-cells. The early molecular diagnosis
helps predict the expected clinical course and guide the most appro-
priate management, including pharmacological treatment [5]. In con-
clusion, there is considerable overlap in the presentation of T1D,
T2D, and monogenic diabetes. The early differentiation between dif-
ferent forms of diabetes has important implications for both treat-
ment and education.
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Table 1 (abstract A62). Key points of Italian DKA management

Begin with an isotonic solution (0.9 % saline) at 5–10 ml/kg/h over 90–120 min
(not exceeding 300 ml/h); do not use colloids

At the beginning of hydration if hypokalemic, but at the latest from the start of
insulin therapy, add potassium (20 mmol/L before or 40 mmol/L from the start of
insulin infusion) as 50 % potassium chloride and 50 % potassium phosphate

Start IV insulin infusion as human regular insulin not before 90–120 min and never
give an insulin bolus. It is recommended to utilize an automated syringe for
insulin delivery

The recommended insulin dosage is 0.05–0.1 U/kg/h according to patient’s age,
but less insulin (0.025–0.05/kg/h) is better and safer

Continue from the third hour with 0.9 % saline

The rate of IV fluid should be calculated to rehydrate evenly over at least 48 h; be
careful not to exceed 1.5 times the daily maintenance

When the blood glucose level drops to 250–300 mg/dl (14–17 mmol/l), or
decreases faster than 100 mg/dl (6 mmol/l))/h, add glucose 5–10 %, but the fluid
replacement should continue to have a tonicity equal to or greater than 0.45 %
saline

The use of bicarbonate is not recommended
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Diabetic ketoacidosis (DKA) is an acute emergency that occurs both
in newly diagnosed patients and in those with known diabetes. In a
recent longitudinal population-based study the frequency of DKA at
the onset of type 1 diabetes in Italian children under 15 years of age,
during 2004–2013, was 40.3% (95% CI: 39.3–41.4%), with 29.1% and
11.2% for mild/moderate and severe DKA, respectively. Severe DKA
increased significantly during the period; younger-age children and
children living in Southern Italy compared to Central Italy were at
significantly higher risk of DKA and severe DKA [1]. The incidence of
DKA in Italian children and adolescents with known diabetes is 2.4
events/100 patient-years and adolescence in female gender is one of
the higher risk factor [2-3].
The primary goals of DKA therapy are to correct dehydration and
electrolyte depletion and reverse ketoacidosis. It should be noted
that all used guidelines are based on limited high-quality scientific
evidence and much of the content is based on expert consensus.
Nevertheless, it is important to have written recommendations to im-
prove DKA management and increase the effectiveness and safety of
clinical practice.
In Italy, pediatric diabetologists belonging the Diabetes Study Group
of Italian Society of Endocrinology and Diabetology (ISPED) sought to
write and implement recommendations for DKA management from
an evidence-based pathway taking into account the last 2014 ISPAD
consensus guidelines and subsequent critical review articles in an at-
tempt to reduce the considerable variability in management among
pediatric centers and improve overall treatment of pediatric DKA [4].
Key points of Italian DKA management are summarized in Table 1.
The goal of guidelines for DKA management is to improve the safety
and effectiveness of patient care that should not be dependent on
the patient’s location in a country or region. Practice variability and
patient safety issues in DKA management prompted development
and improvement in the Italian DKA clinical standard work, through
the use of well-written and shared guidelines among all healthcare
providers.
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Cystic fibrosis (CF) is a severe genetic illness associated with high
healthcare utilization and healthcare costs, even when compared to
other chronic illnesses. Patients with CF are obligated to correcty
take several medications for improving quality of life and survival.
Age, gender and lung function may impact on medical adherence.
Several studies showed that lower adherence and poorer medical
outcomes are strongly associated with greater healthcare utilization,
highlighting the importance of addressing the mental health needs
of chronically ill patients. In this context non-physician providers in-
cluding nurse practitioners are very important members of CF care
teams that may improve adherence when care processes are shared
in a continous standardized survey of CF programs. Setting of na-
tional organizations, involving families and friends of individuals with
CF and other volunteers, has improved knowledge about CF among
public health authorities, and general public and increased collabor-
ation between groups and organizations (including pharmaceutical
companies) at the national, regional, and international levels.
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Antipsychotics (APs) based on their mechanisms and effects, can be
categorized into typical (first generation) and atypical (second gen-
eration) APs [1] ; APs are frequently prescribed in the treatment of
children and adolescents psychopathologies such as behavioural
disorder, autism spectrum disorder, tic spectrum disorder, bipolar
disorder, schizophrenia etc. Several adverse events (eg: metabolic,
cardiovascular and neurological) are associated with the administra-
tion of APs.



Italian Journal of Pediatrics 2017, 43(Suppl 2):110 Page 31 of 42
In recent years, APs have increasingly used in pediatric popula-
tion, despite the fact that many of these drugs were approved
based on clinical trials in adult patients only and that children
are at higher risk for some adverse events like extrapyramidal
and metabolic side effects than adults [2]. It has been recently re-
ported that pediatric patients presented a statistically significant in-
crease of adverse events, compared to adult population [4]. Studies of
pediatric outpatients have revealed several deficiencies in monitoring
practices for adverse effects associated with APs. The majority of the
young patients treated with APs show at least one adverse event, even
if not serious [3].
Second-generation APs, especially risperidone and aripiprazole, are
the most frequently used in children, with a good efficacy [5]. They
could be associated, in genetic predispose patients, with weight gain
[6], dyslipidemia [7], insulin resistance [8], blood pressure increases
and QT prolongation [9,10,11] and extrapyramidal side effects [12].
When choosing an antipsychotic treatment, patients and their fam-
ilies should be included in a careful risk-benefit assessment. Consid-
eration of adverse effects, as well as dietary and lifestyle counseling,
should be part of any antipsychotic treatment initiation and continu-
ation. Routine, proactive monitoring of side effects is essential to
optimize patient outcomes. In all treatment decisions, the benefits of
improving often severe and debilitating symptomatology must be
balanced against the varying risks of adverse effects associated with
specific antipsychotic agents in child and adolescent patients [13].
Long term pharmacogenomics researches are suggested in order to
identify gene signatures that can be used to predict children at risk
of adverse events.
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Functional gastrointestinal disorders (FGDIs) are represented by age-
dependent, chronic, or recurrent gastrointestinal symptoms, not ex-
plained by neither structural nor biochemical abnormalities [1,2], that
reduce the quality of life of patients and families, and raise health care
consultation and related costs. According to the revised diagnostic
Rome IV criteria, childhood FGDIs can be distinguished in FGDIs of
younger (neonate/toddler) and older children (child/adolescent) [1,2].
FGDIs in neonate and toddler (aged 2-3) include 7 clinical entities, such
as infant regurgitation, infant rumination syndrome, cyclic vomiting
syndrome, infant colic, functional diarrhea, infant dyschezia and func-
tional constipation [1]. For children and adolescents, FGIDs are divided
into three main groups: functional nausea and vomiting disorders, func-
tional abdominal pain disorders (FAPDs), and functional defecation dis-
orders [2]. Functional symptoms vary with age, and depend on the
stage of the patient’s physiologic, affective and intellectual develop-
ment [1]. During childhood, they sometimes attend the normal devel-
opment (for example, infant regurgitation), or they can develop from
maladaptive behavioral responses to internal or external stimuli (for ex-
ample, fecal retention arising from an experience with painful
defecation) [1]. Diagnosing FGIDs in infant and preschool child, is
mainly based on parental report and clinician observation [1,3]. In older
children, all FGIDs can be diagnosed only if an appropriate medical
evaluation rule out another underlying medical condition [2]; therefore,
patients with organic diseases, such as celiac disease or inflammatory
bowel diseases (IBDs) can present “alarm symptoms” as fever, bleeding,
vomiting and failure to thrive [3]. The prevalence of most FGIDs in
childhood is unknown. The most common FGDIs are regurgitation and
colic in infants, functional constipation and functional diarrhea in tod-
dlers, and functional constipation and abdominal migraine in children
and adolescents [4,5]. The most successful management of FGIDs in
children involve behavioral therapy and counseling families. Psycho-
logical factors that can contribute to the severity of the problem should
be addressed. Dietary modifications and pharmacological treatment
can be useful [1,2]. A large proportion of children with FGDIs continue
to satisfy the diagnostic criteria at long-term follow up [6,7]. It has been
suggested that particularly FAPDs in childhood may be a precursor to
FGIDs in adulthood. Childhood predictors of long-term outcomes could
be the severity of gastrointestinal symptoms and the presence of extra-
intestinal somatic and depressive symptoms [7]. Additionally, children
with FAPDs carry higher risk for anxiety disorders in late adolescence
and early adulthood, even if abdominal pain resolves [8].
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Immune thrombocytopenia (ITP) in children is defined as an auto-
immune disorder characterized by isolated thrombocytopenia in the
absence of other causes or disorders that are associated with
thrombocytopenia. Newly diagnosed or “acute” ITP is defined as last-
ing <3 months, “persistent” lasting up to 12 months, and “chronic”
lasting beyond 12 months in which a spontaneous remission is not
achieved or in which patients do not achieve a response off therapy.
Despite the vast majority of children with ITP will experience reso-
lution, one-third of children will demonstrate thrombocytopenia at
12 months post-diagnosis consistent with chronic ITP [1-3].
Currently available therapeutic agents may provide a transient in-
crease in platelet counts. This may be associated with diminished
bleeding in some children. Other collateral benefits may be seen in
some families such as less parental anxiety and greater support for
children to participate in social activities [4].
Treatments for chronic ITP largely overlap with the therapeutic
agents utilized for the treatment of acute ITP, including intravenous
immunoglobulin, anti-D immunoglobulin, and corticosteroids [5,6].
The list of agents also includes a variety of agents such as vincristine,
danazol, mycophenolate mofetil, and dapsone utilized as monother-
apy or in various combinations [7, 8]. Rituximab and splenectomy re-
main as options.However, many of these treatments are not ideal in
children with chronic ITP. Platelet response rates and durability of
platelet responses with rituximab treatment are variable and the risk
of mortality secondary to sepsis and thromboembolic events with
splenectomy is low but real [9,10].
The thrombopoietin (TPO) is a lineage-specific cytokine that stimu-
lates the production of megakaryocytes and platelets. Two TPO re-
ceptor agonists (TPO-RAs), romiplostim and eltrombopag, are
currently Food and Drug Administration (FDA) approved for adults
with chronic ITP. Eltrombopag is also approved for children >1 year.
In a randomized phase I/II trial of pediatric patients with primary ITP
for >6 months, 88% of patients receiving romiplostim maintained a
platelet count >50 × 109/l for a median of 7 weeks compared to zero
patients in the placebo group [5]. Results from eltrombopag random-
ized clinical trials showed that approximately 40% of patients were
able to achieve a platelet count >50 × 109/l for the majority of study
visits compared to 0–3% of patients in the placebo group [11-14].
Currently, TPO-RAs represent a new therapeutic option for children
with chronic ITP. In the future, TPO-RAs may offer an important
therapeutic option for other thrombocytopenias.
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Starting from the work of DJP Barker “The fetal and infant origins of
adult disease. The womb may be more important than the home”,
there has been growing evidence of the role of the prenatal environ-
ment in the development of childhood respiratory disorders. One of
the well-known risk factors implicated in the development of wheez-
ing, asthma and diminished lung function is maternal smoking dur-
ing pregnancy. In the last few years, however, the importance of
other factors has been acknowledged.
We provide an overlook of selected conditions that are relatively
prevalent among reproductive age women and for which there has
been a relatively large literature in the last few years of a relationship
with respiratory disorders in offspring.
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For the selected conditions on which we provide an overview, specif-
ically hypertensive disorders of pregnancy, overweight and obesity,
infections and antibiotics use, maternal stress and cesarean section,
we will discuss potential mechanisms, as well as mediators and con-
founding factors involved in associations. This is important, as any
prevention strategy aimed at reducing the burden of childhood re-
spiratory health must act upon risk factors that are in the casual
chain.
Several birth cohort studies established in the past two decades and
prospectively collecting data on pregnancy and perinatal exposures
are precious source of data on potential risk factors for the develop-
ment of respiratory outcomes in childhood. Wheezing and asthma,
which affect up to 30 % of children, have been largely studied in
cohort studies, but also less common respiratory problems and
specifically bronchopulmonary dysplasia (BPD), a complication af-
fecting up to 35% of infants born very preterm, will be the focus
of the present review.
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Meningococcal disease is caused by Neisseria meningitidis, an encap-
sulated bacterium whose pathogenic strains are divided into ser-
ogroups based on components of the polysaccharide capsule.
In Italy in 2015, 196 cases of invasive meningococcal disease were re-
ported, with an incidence of 0.32 cases per 100,000; the incidences
are increasing compared to previous years (0.23 in 2012, 0.29 in
2013, and 0.27 in 2014). In most regions the trend is almost stable or
presents small fluctuations in the period from 2011-2014. The excep-
tion is the region of Tuscany, where both the consolidated 2015 data
and the preliminary 2016 data show a marked increase of cases of
meningococcal type C in adults, which has led to the implementa-
tion of a major vaccination campaign by the region.
The incidence of invasive meningococcal disease in Italy is higher in
the 0-4 year-old age group and especially in the first year of life,
when the incidence exceeds 4 cases per 100.000. Nevertheless, the
incidence remains high up to 15-24 years of age and decreases from
the age of 25 and up.
In 2015 the number of Italian cases of invasive meningococcal
disease divided by serogroup and the isolation percentage, sero-
typed within the total number of reported cases, are 142 with
the following distribution: serogroup A (n. 0 (0%)), serogroup B
(n. 49 (36%)), serogroup C (n. 63 (44%)), serogroup W (n. 7 (5%)),
serogroup Y (n. 23 (14%)) [1].
The number of reported infections for which information on the cap-
sular serogroup isn’t available (approximately 30%) remains high.
In Italy, for the prevention of meningococcal infections of serogroups
A, C, W, and Y, the current National Immunization Prevention Plan
2017-2019 provides for a dose of the monovalent meningococcal C
conjugate vaccine for the 13-15 month-old age group. For the 12-14
year-old age group, a dose of quadrivalent meningococcal conjugate
vaccine Men ACWY is recommended, both for those who have never
had the childhood vaccination C or quadrivalent, and for those who
have already received a dose, since the persistence of the protection
is tied to a high bactericidal antibody titer, which tends to decrease
over time [2].
As an alternative to the anti-meningococcal C vaccine, some Italian
regions (for example: Emilia Romagna, Veneto, Campania, Sicily and
Puglia), recommend the tetravalent A, C, Y, W135 vaccine for the 13-
15 month-old age group. The aim is to give children greater protec-
tion for those strains of meningococcus that, while still sporadic in
the country, show a tendency to increase, mainly because of climate
change, travel, and migration.
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A new law, legge 24/2017, bearing “Disposizioni in materia di sicur-
ezza delle cure e della persona assistita, nonché in materia di
responsabilità professionale degli esercenti le professioni sanitarie”
known as “legge Gelli” – Federico Gelli being the main promoter of
this law within Italian Parliament - concerning professional liability in
the healthcare sector (both for hospitals and professional) was issued
on march 8th 2017. The main features of the law can be summarized
as follows: - Health professionals, both freelancers and employees, ei-
ther public or private, are compelled to purchase a professional liabil-
ity or gross negligence insurance coverage. - Hospitals, either public
or private, are compelled to purchase a third party liability insurance
coverage or, as an alternative, they are allowed to retain the risk. This
self-insured retention can be partial (applying deductibles – up to €
1.5 million each and every loss – on third party liability insurance pol-
icy) or even total. - Patients will be allowed to bring civil actions
against health professionals’ insurers and hospitals’ insurers. The
“Legge Gelli” won’t be entirely and immediately applicable until
the “decreti attuativi” (expected to be issued by the Parliament
within 120 days) will clarify many relevant parts of the law. As
Italian insurance companies are largely unavailable to underwrite
“medmal” risks, we shall try to understand the effects of the new
law on Italian insurance market.
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In 1871 the City Hall of Rome created the "Society for the Reception
Hall for the Children of Workers' ", with the aim of helping the "hon-
est and poor mothers" working in factories and workshops. In 1892
A.Celli, a member of the Relief Society and Labor (SRL), founded an
outpatient clinic, named "La Scarpetta". Noble and charitable ladies,
whose purpose was to assist the poor children and families of Traste-
vere and the Ghetto, constituted the SRL. In 1894 L. Concetti, profes-
sor of Pediatrics at La Sapienza University, used the Scarpetta for his
lessons; he opened a department of 6 beds that was increased in
1905 to 12 beds. The Scarpetta was adjoined to the S. Spirito Hos-
pital, which hosted the Pediatrics Clinic of the University. L.Giordani
was director from 1937 to 1961, than A.Seganti became director till
1987. Seganti renewed the SRL statute and restructured the building.
In 1968 the hospital reopened with 60 beds. In 1975 La Scarpetta
was ceded to public administration and was joined to the “New
Queen Margherita”. Subsequently, Scarpetta became an outpatient
clinic for visits, vaccinations and neuropsychiatric care. M.Assumma
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and G.Dell'Uomo are now responsible. In 2012, a center for autism
was created. In 2016, it became a center for children and adolescents
with disorders of the developmental age, directed by Silvia Bracci.
PEDIATRIC MUSEUM
Seganti has always been collecting old instruments: electrocardio-
graphs, microscopes, viennese wax images, photos of the hospital in
the early 19th century, an infinity of objects that tell the story of SRL.
A beautiful picture of the beginning of the century portrays Concetti
visiting the children with a cylinder on the head, to differentiate him
from his assistants. In 1992 Seganti had the idea of making a
pediatrics museum with an attached library, therefore he donated all
his collected material. In 1997 the Museum was set up in the ace of
the Scarpetta.
In 1976 the Scientific Committee and SRL organized the PUER: 4
evening conferences taking place at the beginning of the summer
every year, till 2008 (32 editions). The Future: in agreement with the
RM1, the objective is to open the museum to the public, to valorize
its contents by involving the media, to promote and replicate the
PUER meeting that all the pediatricians still remember.
This is to relaunch a never forgotten structure of the old Rome,
known by Romans as "the historic good living room of Roman
pediatrics".
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The improvement of pediatric assistance of patients affected with
complex diseases associated with intellectual disability (ID) consider-
ably increased their survival. Bittles et al. (2002) stated that mean sur-
vival age depends from the severity of mental retardation, so
patients with mild ID have a mean survival around 74 years, moder-
ate ID people of 68 and severly ID patients around 58 [1]. The clinical
evolution of these patients is quite difficult to define because it’s re-
lated both to the natural history of the different syndromes and to
the general, transversal problem related to disability. As it’s quite
easy to understand syndrome-specific problems are mostly unknown.
Moreover recently different research groups have published data re-
lated to adult cohorts of patients affected with various genetic syn-
dromes like de Lange [2], Williams, Charge, Costello, Rett, Angelmann
and Prader Willi syndrome in order to define age-specific medical
complications. Generally speaking two of the main challenges that
caregivers have to face with are overweight and behavioural prob-
lems. For various reasons (increase psychiatric food intake, poor
physical activity) the natural evolution of many patients affected with
syndromic ID is toward overweight or obesity with the well- known
consequences at cardiovascular and metabolic level. Again for vari-
ous reasons (poor inclusion, scare communicative skills) it’s also fre-
quent the development of behavioural problems that can be very
difficult to treat and to cope with. Two other important issues char-
acterizing adolescents with ID are education to sexuality and to the
more independent life possible. For both these situations the help
that families usually receive from institutions is really very poor; in
this landscape a great job is made from “parents support groups”
which are able to organize targeted experiences in order to face with
these challenges. Finally adolescence should be the privileged mo-
ment in which transition from pediatric specialists to adult ones takes
place. In USA a dedicated protocol suggested from AAP is available
[3]. Unfortunately in our country we have no defined recommenda-
tions and it’ also very difficult to identify proper specialists to address
these patients. So most of these families remain connected for a
while to pediatric centers or are lost to follow-up. The definition of a
national guideline related to transition of care for these patient is ab-
solutely urgent and mandatory.
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The respect for fundamental rights and human dignity entails the re-
spect for personal integrity. This is why the case of organ and tissue
removal from living donors has always been considered both as a
shining example of solidarity and one of the most risky situations for
the most vulnerable individuals to be exploited. According to the
Oviedo Convention, “the human body and its parts shall not, as such,
give rise to financial gain” (Art. 21) and three conditions are to be
met: therapeutic benefit of the recipient; no suitable organ or tissue
available from a deceased person and no other alternative thera-
peutic method of comparable effectiveness; free and informed con-
sent (Art. 19). Therefore, no controversy should arise as to the
“protection of persons not able to consent” (Art. 20), including chil-
dren: prohibition is the obvious consequence. The only exception
concerns “regenerative tissue” and was included, as it is made expli-
cit in the Explanatory Report, to permit removal of bone marrow
from a minor for the benefit of his or her brother or sister, provided
that the potential donor does not object. This provision builds on
two essential considerations, which are worth reflection in a broader
perspective. First, life-saving potential for the recipient, which is also
a necessary condition, has to be predicated on “acceptable” risk (ER
127). This balancing between the principle of mutual aid and the
protection of personal integrity, given the lack of the “capacity” to
consent, requires not only that the opinion of the minor be increas-
ingly taken into consideration, but also setting in a very precaution-
ary way the bar of acceptable risk. Research involving children and
adolescents is confronted with a similar responsibility. According to
the Ethical Guidelines published by CIOMS in 2016 (of course, the
Helsinki Declaration is also to mention), for instance, a “minor in-
crease above minimal risk” may be permitted when a “compelling”
social value is at stake (GL 17). Secondly, the strict limitation of
brother/sister relationship should avoid “family and doctors going to
extreme lengths to found a donor at any price” (ER 128). Against this
background, Art. 15 of the Additional Protocol of 2002, by loosening
the restrictions for “cell removal” which implies “minimal risk and
minimal burden” for the donor [1], accepts that a quasi-zero risk al-
lows considering other beneficiaries and has in mind future technical
developments such as the reconstitution of tissues from a limited
number of cells. New ethical challenges, also looking at the risk/
benefit evaluation, are likely to arise.
1. Article 14 of the Protocol reaffirms the conditions set in Article 20
of the Convention for removal of regenerative tissue to be per-
formed. Article 2 makes it clear that the provisions applicable to
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tissues apply also to cells, including haematopoietic stem cells. The
Protocol does not apply to reproductive organs and tissue, embry-
onic or foetal organs and tissues, blood and blood derivatives.
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Child abuse, in all its various forms, is one of the most dramatically
important causes of morbidity and mortality in children; the amount
of cases reported by the literature (as well as from the media and
the associations more dedicated to this subject) are impressive, espe-
cially considering the important underestimation of the cases them-
selves. A feeling of "lack of preparation and helplessness" is a
consequence of the lack of this subject in medical education, al-
though its occurrence is extremely and tremendously more frequent
than thought. This gave rise to the need to implement our know-
ledge on the subject, in order to improve our ability to deal with
child abuse, recognizing and reporting it. The aim is to provide the
clinician with the awareness on the true epidemiology and the differ-
ent types of child abuse; turning on the light on the problem we’ll
start to think that, unfortunately, such a diagnosis is possible. The
subsequent management, from reporting to the Judicial Authority,
sending the patient to an hospital for a multidisciplinary manage-
ment and diagnostic-instrumental study, must be part of the cultural
baggage of every pediatrician, working in hospital or in the field. It
must be remembered that the role of the pediatrician is purely to re-
port the suspicion, leaving the judge the task of ascertaining the
facts. Hence the collaboration of Division of Pediatrics of the
Santobono-Pausilipon Hospital, the Cultural Association of Pediatri-
cians (ACP) and the School of Specialization in Pediatrics of Naples to
study child abuse through meetings and seminars, leading to the
drafting of a practical protocol, derived from the most recent evi-
dence of literature. We suggest to diffuse it in pediatric offices, in the
Emergency Departments, in the pediatric wards and in the Schools
of Specialization in Pediatrics.
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Digital information technology (IT) has become part of our everyday
life. Drawing from studies in cognitive neuroscience, experimental
psychology, education research as well as clinical research, I argue
that there is a considerable negative impact of digital IT on mental
functioning. Mechanisms include (1) “outsourcing” mental work from
our brains into machines, (2) replacing face-to-face contact with
digital contact, resulting in reduced empathy towards parents and
peers, (3) distractions, such as multitasking and being online most of
the time, resulting in dysfunctional attentional and thought pro-
cesses, (4) giving away the control of our lives to gadgets, thereby in-
creasing chronic stress, with its known negative impact on physical
and mental functioning, (5) addiction and (6) lack of exercise and
recreational outdoor activities, with its known detrimental phys-
ical and social effects. Furthermore, digital IT may cause short-
sightedness (myopia), hypertension, diabetes, sleep disorders,
depression, attention deficit disorder, and dementia.
With special emphasis on brain development in young age, and cog-
nitive decline in old age, I will present examples to illuminate these
processes and mechanisms that cause concern regarding the risks
and side effects of the massive digital media use that is the norm in
developed societies. In particular, I argue that these effects are long-
term in nature and must be taken seriously now. Needless to say: I
am not against the use of digital information technology per se. But I
want to caution against the unrestricted and market-driven exposure
of our most precious resource, the brains and minds of the next gen-
eration, on a large scale, to devices with strong risks and side effects
which are either already known or are suggested by what we know
about brain development and functioning.

A75
What twin studies can add
Maria Antonietta Stazi, Sonia Brescianini
Centre for Behavioural Sciences and Mental Health, Istituto Superiore di
Sanità, 00161, Rome, Italy
Correspondence: Maria Antonietta Stazi (stazi@iss.it)
Italian Journal of Pediatrics 2017, 43(Suppl 2):A75

For more than half a century twin studies have been a milestone in
biomedical research. Indeed, they have quantified the relative contri-
bution of genetics and environment not just to the occurrence of
many diseases but, more in general, to the development of innumer-
ous human traits, and have provided estimation of their “heritability”.
In details, twin research allows to disentangle the effect of genetic
sequences and environmental exposures on phenotype variability.
Environment could be shared by the twins (e.g. maternal exposure in
utero) or non-shared (e.g. factors specific to each fetus). This can be
done through mathematical models based on the comparison of
similarities and differences in monozygotic versus dizygotic twins.
In the more recent epigenetic era, that studies mechanisms turning
on and off DNA translation into proteins, the role of twin research is
even more relevant. Discordant monozygotic twin design (discordant
on phenotype or on exposure) is a robust design that allows to com-
pare epigenetic features adjusting for genetic background, early life
exposures, age, gender and cohort effects.
For all these reasons, the possibility of following twins from birth on-
wards has become a powerful tool for research in public health.
Research activities in the pediatric field of the Italian Twin Registry
(ITR) [1] will be presented. The ITR has enrolled, since 2001, about
28,000 twins of which about 4,000 are children below 12 years of
age. The ITR, participates to the European network of birth cohorts
with its newborn twin cohort MUBICOS (MUultiple BIrth COhortS).
MUBICOS is a multicenter birth cohort that has enrolled about 360
families and collected data at birth, 6,12, 18 and 36 months of age
on different outcomes: growth, respiratory health and allergies,
sleeping behavior and neurodevelopment. DNA has been collected
for twins and their parents using saliva collection kits, and stored in
the ITR Biobank. Part of the DNA from the twins has been used to
determine twin zygosity, a necessary information to implement twin
studies.
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Exposure to traffic related air pollutants (TRAPs) during pregnancy or
infancy has been related to cognitive impairment and behavioral dis-
orders in children preliminarily but there is no evidence on the role
of TRAPs in schools on cognitive function and neuroimaging. Chil-
dren (n=2897) aged 7 to 10 years from 39 high and low TRAPs
schools, paired by socio-economic status, were tested via a series of
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four computerized tests from January 2012 to March 2013 in
Barcelona (Catalonia, Spain) to evaluate working memory develop-
ment, executive attention, impulsivity, and selective attention.
Behavioral problems (strengths and difficulties questionnaire) were
reported by parents. Attention Deficit and Hyperactivity Disorder
(ADHD_DSM IV) was reported by teachers. MRI (T2, flair, and DTI) and
fMRI were conducted in around 300 children. Air pollution (nitrogen
dioxide (NO2), ultrafine particle number (UFP), and particulate matter
(PM) < =0.25 μm (quasi-ultrafines), 0.25 to 2.5 μm (accumulation
mode), 2.5 to 10 μm (coarse mode), < =2.5 μm (PM2.5) and organics
(PAHs)) was measured during two, one week campaigns both inside
the classroom and in the courtyard simultaneously in each school
pair during 2012. The children performed 10,973 cognitive tests.
Cognitive functions increased notably (around 10% per year) during
primary school years. Children attending schools with higher TRAPS
(largely diesel pollutants such as EC and UFP), had a smaller improve-
ment with age in cognitive development (in all measured cognitive
functions) [1]. Similarly, TRAPS were associated with more frequent
behavioral problems [2]. Only fine particles generated from traffic (no
from other origins) showed the association with brain development
[3]. TRAPS were associated with lower functional integration and seg-
regation in key brain networks using neuroimaging which indicates
slower brain maturation [4]. These chronic relationships were inde-
pendent of the acute effects, though the short-term exposures to
TRAPs (the day before) were also associated with daily fluctuations in
attention [5]. Furthermore, noise inside the classroom is related to at-
tention deficit and hyperactivity disorder symptoms, but the effects
of TRAPS were independent of noise. In addition, we proved that
green space is beneficial for brain maturation (function and struc-
ture) and that moderate video-gaming is beneficial for brain func-
tioning but at certain level is related to behavioral problems. Overall,
school air is relevant for a healthy brain development. Results imply
cost-benefit interventions in schools to endorse the protection of
child brain maturation from traffic exhausts.
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Background
In recent years there has been a growing need to ensure the plan-
ning and the structure of care pathways that allow a gradual transi-
tion from the pediatric age to adulthood due to the gradual increase
of patients with chronic diseases during adolescence. However, the
medical importance of these diseases has not increased hand in
hand with the development of competences in the field of medicine
for adults; therefore, these complex patients have difficulties to be
inserted in the organizational structure of medicine for adults.
As regards socio and health care, the scientific literature demon-
strates that the type of care offered within the pediatric area and the
one addressed to adults is profoundly different. For these reasons,
we note the existence of a considerable heterogeneity of treatment.
Main goal of the project is to identify the "winning" characteristics of
transition models (from pediatric to adulthood) in which the plan-
ning of transition and the involvement in all stages of transition of
patients and the family are inalienable variables of the transitional
care pathway.
Materials and Methods
The program of work consists of three main phases that run "in par-
allel": modeling, trial, mapping of experiences. Modeling: a direction
group provides the task of formulating working hypotheses and
quality requirements of a "transition services" independent of the
condition being treated. The working hypotheses are subjected to a
critical evaluation of the Technical Advisory Committee to assess
their feasibility and the theoretical efficiency. A preliminary docu-
ment of Criteria for the definition of the transition project has been
drawn and discussed in three consecutive meetings and with Delphi
method. Trial: in this phase, the authors identify some regions in
which institutional and university partners are made available both
to design concrete organizational models and to define new training
methods for the spread of the project. Mapping of the experiences: a
specific questionnaire has been designed to be extensively handed
out among interested personnel. The project implies the involvement
of many partners, among which are considered priorities: institutions,
University, Federations of Professional Orders, Scientific Societies,
People, Patients and Families associations.
Conclusions
The “Transitional Care” is a multidisciplinary and multiprofessional
project that consider the complexity of the transitional disease as an
opportunity for the implementation and validation of innovative care
models in which all protagonists work together for the improvement
of heath care delivery.
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Gender Medicine (GM) investigates different characteristics of dis-
eases occurring in males and females taking into account both bio-
logical (sex-related) and sociocultural (gender-related) features. GM is
finalized to improve the appropriateness of care: from diagnostics to
the therapy effectiveness. While in adults gender differences have
been highlighted in many pathologies (neurological, cardiovascular,
immune and infectious diseases), in pediatric age gender disparity is
still poorly investigated. Although, gender can influence the possibil-
ity to develop specific pathologies even from the fetal and early life
stages. In the United States, the National Institute of Health (NIH) has
recommended to study gender differences from cradle in all human
diseases and several research groups are nowadays being involved
in the study of gender-differences worlwide and in Italy too. Specific
studies and meta-analysis highlighted that differences in the preva-
lence of some congenital pathologies can occur in pediatric age. For
instance, heart diseases occur most frequently in females (51.3% vs
48.7%) in which they are associated with genetic syndromes and
extra-cardiac malformations, whereas some neurological disorders,
such as autism (ratio 4:1) and Attention Deficit / Hyperactivity Dis-
order (ADHD) are more common in males. For example, in the over-
active/ impulsive period (3-4 years) of ADHD, the ratio males:females
observed is 10:1. In infancy, males also appear to be suffering from
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respiratory distress syndrome, asthma, and lung disease significantly
more than females. Females are predisposed to autoimmune path-
ologies such as childhood multiple sclerosis (2:1 F:M), celiac disease
(2:1 F:M) and systemic lupus erythematosus (5-6:1 F:M; 9:1 in adults).
For many infectious diseases the incidence is greater in males. For
example, viral infections are more frequent in males, but the course
of the disease is worse in females. Females have a greater antibody
response to vaccines and, more generally, an immune response, both
humoral and cell-mediated, more pronounced and prolonged than
males. This protects them from infections, but exposes them to a
greater risk of developing autoimmune and inflammatory patholo-
gies, as well as adverse reactions. Even with regard to tumors, such
as Hodgkin and non-Hodgkin lymphomas or some leukemic forms,
the incidence is different (often higher in males). In conclusion, a re-
evaluation of the gender issue in pediatric research could be crucial
and contribute to the understanding of the pathogenetic mecha-
nisms and the improvement of diagnostic and therapeutic strategies
as well as to the improvement of the appropriateness of the cure.
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Humanization of Care is the process that places the patient in his/her
totality at the center of the care. In Pediatrics, humanization provides
an assistance which is focused not only on the child as a patient, but
on the whole family as well. The basics of the humanization of
pediatric care have been laid with the first charter of the child's
rights in the hospital, drawn up in 1988 in Leiden (Holland) by the
European Association for Children in Hospital [1]. Other associations
have drawn up, over the years, other rights charters, adapting them
to most recent necessities [2,3]. From the literature, the main
humanization programs for hospital care have been developed in
the American continent (Brazil and USA), and in Europe. In Brazil, the
pediatric aspect is part of the National Humanization Policy that aims
to create a transversal culture of humanization, improving the recep-
tion and care of the patient of all ages and social classes and their
families [4]. In USA, the current reference model for pediatric care is
the Patient and Family Centered Care that according to the American
Academy of Pediatrics, is “an innovative approach to the planning,
delivery, and evaluation of health care that is grounded in a mutually
beneficial partnership among patients, families, and providers that
recognize the importance of the family in the patient’s life” [5]. In
Europe, in 2011, the Committee of Ministers of the Council of Europe
adopted the guidelines for “Child-friendly health care” (CFHC), de-
fined as a health policy focusing on children's rights, needs, charac-
teristics, activities and developmental skills, taking into account their
views [6]. Still in Europe, in 2013 the “Think and Action Tank on the
Child right to health”(TAT) was founded. It is supported by the Euro-
pean Pediatric Association with the objective of exploring theories,
knowledge and experiences aiming at translating the principles of
the rights of the child, social justice and equity into practice [7].
The large number of literature articles dealing with humanization is-
sues have rarely measured the outcomes of the interventions carried
out. Their real effectiveness for realizing health care programs tai-
lored on the child and his/her family needs remains therefore often
unproven. A pilot project recently started in Campania region (Italy),
aims to improve aspects of reception, hospitalization and discharge
of pediatric patients by networking families, hospitals and family pe-
diatricians. All the actions have been planned after having measured
baseline existing and perceived needs of all the players [8].
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The concept of celiac disease (CD) has radically changed over the last
decades. In fact, nowadays CD is no more considered just as an intes-
tinal disease, but as an immune mediated systemic disorder elicited by
gluten and related prolamines of barley and rye. It is characterized by a
variable combination of gluten related clinical symptoms, CD specific
antibodies, HLA DQ2 and/or DQ8 haplotype and enteropathy [1].
Recently, it has emerged that the histological presentation can also
include cases of minimal intestinal damage (potential celiac disease),
with important problems of diagnosis and management [2].
A great heterogeneity is also appreciated in the immunological
mechanisms that underlie the disease, in particular the cytokines in-
volved. Differences could be explained by different exogenous fac-
tors (e.g. viruses) that are involved in the development of the disease
[3]. The recognition of this heterogeneity will probably lead in future
to a better sub-phenotyping of patients and to personalized ap-
proaches of prevention and therapy.
The development of new therapeutic strategies represents another field
of research [4]. It has been demonstrated that gluten, because of its high
content in prolines, is very resistant to pancreatic and brush border en-
zymes digestion. Consequently, the use of bacterial and fungal proteases
has been proposed to induce a complete gliadin degradation and to
eliminate toxic epitopes. The identification of specific peptides able to
induce both a T-cell and a non T-cell mediated response has allowed to
start genetic engineer programs to produce grains without these pep-
tides. The identification of toxic epitopes can also represent the target of
new immune-modulatory therapies. Other promising therapeutic
perspectives are founded on the blockage of the adaptive immune re-
sponse through the inhibition of the HLA mediated antigen presentation
or gliadin deamination by the tissue transglutaminase.
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Fig. 1 (abstract A81). Synopsis of the principles underlying the
humanization of pediatric care
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It is implied that any effort done to implement the development of
humanization processes within the pathways of health care during a
pediatric hospitalization and/or in outpatient activities should aim at
creating an optimal health and social-medical context placing the pa-
tient at the very center.
He/she should be considered in its entirety, taken by hand, and ac-
companied throughout the diagnostic-therapeutic path, by including
of course his/her family as well [1, 2].
Ideally any project in this area should have the ambition to promote
structural changes and improve cooperation/coordination among the
major stakeholders involved in the care and hospital activities pro-
cesses, also educating the behavior of all those who are revolving
around the hospitalized child.
Indeed, it is still unclear what a unique definition of the term
"humanization of care" should be. This may in fact vary very much
depending on the latitudes and the socio-economic contexts where
it is used, sometimes with an approach of a true national policy (e.g.
Brazil) or –rather- of recommendations only (e.g. USA, Europe) (Fig.
1). Involvement of the child and of his/her family, recognition of his/
her right to stay during hospitalization in an appropriate environ-
ment, by limiting as far as possible the trauma of illness and pain,
are in any case a must.
The actions taken in hospital are/should always be characterized by a
minimum common denominator represented by the need to know
by hand the baseline "where we are now" and "what needs to be
done" information to improve the existing state of art in order to en-
sure accessibility and equality of care for all children, regardless of
social class, nationality, and religion.
In this regard, a number of helpful specifically designed evaluation
tools do exist to measure not only the existing but also the perceived
humanization, sometimes revealing a number of surprising differ-
ences between the experience of the operators and the users, and
-in the latter- between family and patient himself, with considerable
distinction also by age, i.e. younger patients vs. teenagers.
What can/should be done to improve the degree of healthcare
humanization, starting from the hospital reception to the discharge
phases, and ensuring finally a virtuous dialogue with his/her family
pediatrician with precise, written indication? The literature is rich in
examples of interventions implemented locally by exploiting the help
that can come from structural adjustments and also from issues such
as technology, better pain management, pet/clown therapy, loud
reading, as well. The following summaries in this issue of IJP will out-
line more on these specific aspects.
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The matchmaking processes of arranged marriages in the migration
context need to be clarify. It is important to recognise the shift from
the “consensual” arranged marriages – as from the home country of
the parents – to the “forced” arranged marriage, as from the Western
migration country. In Western countries, all child marriages are con-
sidered forced marriages, as it is highlighted in several international
documents (Council of Europe, European Parliament, UN). Generally
speaking, it is considered a “consensual” arranged marriage when
the family choose the spouse, but the offspring is free to accept or
not. In such a marriage, frequent in many immigrant communities,
family take the lead, but the ultimate choice to marry remains with
the individual. In other words, an arranged married is not necessarily
a forced marriage, since the offspring can recognize the traditional
authority of the family and accept it. In immigration countries, the
conflict between the home country culture and the process of accul-
turation very often set off a stiffening of the traditional cultural prac-
tices, usually due to the fear to lose the original cultural identity.
Such a defensive hardiness pushes the husband to take control over
wife and daughters, imposing traditional attitudes and behaviors. In
this way, a cultural practice - accepted and shared in the home coun-
try - becomes a violence and an overwhelming obligation. The Nat-
cen study [1] shows eating disorders and self-mutilation as major
clinical consequences of force marriage. Chandler [2], studying sui-
cidal behaviour in migrant girls from South Asia countries, highlights
forced marriage as one of the most relevant cause of suicide. A sensi-
tive issue linked to psychological consequences of forced marriage is
also the attitude of the specialist who get to know about such a situ-
ation regarding a patient. Research shows that specialists have to
choose between two options: report the situation to the authority,
starting an interethnic quarrel, or consider it as a “cultural practice”
similar to others [3]. The phenomenon of forced marriage for the sec-
ond generation in Europe reached relevant numbers in the last years
and the trend is expected to get worst, because of the increase of
the “native” second generation, without significant cultural bond
with the parents’ home countries. In Italy, the phenomenon of forced
marriages has grown exponentially mainly with the increasing
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immigration of the families coming from Arabic countries and from
the Indian subcontinent. For methodological reasons, it is difficult - if
not impossible – to quantify this phenomenon. The victims represent
a "hidden population", and very often they are reticent and refuse to
talk about their private life. In particular, there is a strong resistance
in forced marriage victims to denounce members of their family or
community, contributing to maintain such phenomenon invisible. So
far, in Italy there are no official statistics on forced arranged marriage.
Data provided by Unicef (2013) about the percentage of children
married before 15 and before 18 in different countries - if combined
with the data provided by Istat and Ministry of Interior about non-EU
residents in Italy - can help in estimating the population at risk. The
communities most at risk in Italy are: Morocco, Albania, some South-
East Asian countries (Bangladesh, Pakistan, India, Sri Lanka) and some
African countries (Senegal, Ghana, Nigeria, Egypt).
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Long chain n-3 polyunsaturated fatty acids (n-3 LCPUFAs) are essen-
tial for optimal neuronal development as they contribute to mem-
brane fluidity and neuronal plasticity. As highlighted by the
European Food Safety Authority (EFSA), brain accumulates large
amounts of docosahexaenoic acid (C22:6 n-3, DHA) especially during
the first two year of life, contributing to normal brain development
[1]. Moreover, as DHA contributes also to the visual development of
infants, an association between the intake of infant and follow-on
formula supplemented with DHA (at least 0.3% of the total fatty
acids (FA)) and visual function at 12 months has been observed [2].
Alfa-linolenic acid (C18:3 n-3, ALA), an essential dietary fatty acid, is
the precursor of all n-3 LCPUFAs. Humans can convert ALA to eicosa-
pentaenoic acid (C20:5, EPA) and DHA, but, since conversion effi-
ciency is low, an adequate dietary intake is required [3]. Significant
amounts of EPA and DHA characterize fish and derivative fish oil, es-
pecially salmon, tuna, mackerel, anchovy, and sardines, while ALA
can be found in vegetable oils. Fish is an excellent source of energy,
high-biological value and highly digestible proteins, minerals (iodine,
selenium, calcium, iron, magnesium, phosphorus), vitamins (vitamin
A, vitamin D, vitamin E and vitamins B) and n-3 LCPUFAs. Few data
on fish consumption in pediatric age are present. In infants, DHA sta-
tus tends to decline during the complementary period because the
intake of breast milk or formula supplemented with LCPUFA de-
creases. However, it has been observed that each 10-g increment in
fish intake is associated with a 0.3 FA% increase in DHA status. More-
over, during this period DHA-enriched egg yolk or supplemented
follow-on formula may have some positive effects on short-term vis-
ual function [4]. On the market there are several EPA and DHA sup-
plements derived from fish oils or microalgae. Results from a
randomized, double-blind, placebo-controlled trial, on 1160 healthy
neonates randomized to receive supplementation with DHA or pla-
cebo during the first year of life, showed that the time to achieve-
ment of sitting without support was shorter in infants who received
DHA while no persistent later motor development milestones was
observed [5]. Considering that an adequate intake of 100 mg/die of
DHA is recommended during the first 2 years of life [6], if the diet
alone or including functional foods does not permit to reach this in-
take level, a specific DHA supplementation may be considered.
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Background
Sicily was the first Italian administrative region to introduce, as free
and active offer, rotavirus vaccination (RV) to all newborns into re-
gional immunizations schedule in 2013. Despite a vaccination cover-
age (VC) of 31% after the first year, a reduction in hospitalizations
due to rotavirus gastroenteritis (RVGE) of 41% among children aged
0-59 months was recorded [1]. Furthermore, a stable trend of intus-
susception compared to before anti-RV introduction period was ob-
served [2]. Notwithstanding, fear of adverse reactions was showed to
be main barrier to reach higher VC [3].The aim of this study was to
analyze the impact of anti-RV on RVGE and intussusception hospitali-
zations by Sicilian provinces after (2015-2016) and before (2009-
2012) universal mass vaccination.
Materials and methods
A pre-post study according to European Centre for Disease Preven-
tion and Control protocol [4] was conducted by analyzing data from
vaccination registries and hospital discharge records occurred be-
tween 1st January 2009 - 31st December 2016. Data during transi-
tional period (1st January 2013 and 31st December 2014) were
excluded from the analysis due to a progressive anti-RV availability
[4]. Cases of RVGE and intussusception were defined as all hospitali-
zations with an ICD-9-CM diagnosis code on any position of 008.61
and 560.0, respectively.
Results
In Sicily, overall anti-RV coverage was 41% between 2015 and 2016.
During the same period there was a reduction in RVGE
hospitalization rate of 46% compared with 2009-2012 (213 Vs 393
per 100,000). As expected, RVGE hospitalization rate dropped among
provinces with VC higher than 50% (Palermo, Trapani and Agrigento)
during 2015-2016 (Fig. 1 and Fig. 2). On the other hand provinces
with lower VC (Fig. 1) had lower (Messina) or medium (Enna and
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Caltanissetta) RVGE hospitalization rate reduction (Fig. 2). Moreover,
intussusception hospitalization rate (2015-2016 Vs. 2009-2012)
showed a trend not related to VC (Fig. 3), especially in the province
of Messina, where to a low VC corresponded a relevant increase in
intussusception hospitalization rate.
Conclusions
This study showed high impact of RV on RVGE rate reduction among
Sicilian provinces with VC higher than 50%. Moreover, the trend of
intussusception hospitalizations unrelated to VC by province but
similar to before anti-RV Sicilian data allows us to confirm the secur-
ity profile of available vaccine [2]. Furthermore the comparison be-
tween impact data before and after RV introduction will be useful to
monitor safety and effectiveness of vaccine [5].
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Background
The survey aims at the necessity to encourage both paediatricians
and teachers to apply an holistic vision during the practice of their
role, promoting not only physical but also relational, emotional and
social well-being of future adults.
Materials and methods
The leading project has been carried out in Tuscany first, and then
broadened to the whole nation.
The anonymous questionnaire handed out was a multiple answers’
test of 60 questions (likert 5) in digital format. The national surveyed
sample consists of 9784 teenager individuals.
The fields investigated are: vital and socio-demographic data of
the sample, diet and sport, perception to attention paid, psyco-
emotional distress, bullying and violence, sexuality, addictions,
use of internet and social media, traditional family, divorces and
same-sex parents.
Results
Fifty-one (51.2%) percent of the surveyed sample report a lack of at-
tention from teachers to their problems outside of the educational
setting. Fifty (50%) percent state of having experimented a strong
psycho-emotional distress and 15.3% declare of self-inflicting phys-
ical injuries because of it. Fifty (50.9%) percent have felt the need of
a psychological support but only 15.8% turned to a scholastic sup-
port service. Twenty-seven (27.9%) percent of teenagers see them-
selves overweight, more than 22% have not breakfast at home and
36.4% buy food at school, 52.5% practice some sport. On average,
they receive their first smartphone at 11 years old. 24.9% of them
prefer online social interactions to live ones. Seventy (79.2 %) percent
state that the parents’ divorce is a negative influence on a teenager’s
development. 72.4% think that divorce is preferable to a conflicting
cohabitation. Sixty (60.1%) percent of divorced parents’ sons agree
on feeling not listened to during the divorce. Sixty-six (66.7%) per-
cent are favourable to families composed by same-sex parents.
Thirty-three (33.3%) percent declare of being bullied at school, and
12.4% have been victim of cyber-bullying on social media at least
once. Thirteen (13.9%) percent of the kids assert that there are ag-
gressive behaviours within their families. Forty-three (43.7%) percent
witness to arguments between parents regularly. Sixty-two (62.2%)
percent of the surveyed sample declare of not having received any
sexual education within the family. 34.1% do not use contraceptive
methods during intercourse. Fourteen (14.6%) percent admit of hav-
ing received sexual offers from adults through dating apps and 3.2%
declare of having had intercourse for an economic profit.
Conclusions
This study highlights some themes which deserve to be examined in
greater depth: the need of a larger attention and openness to dia-
logue from adults. Adolescents not listened to find their points of ref-
erence in friends and social media. An altered perception of their
own body does exist in a high percentage. Some final considerations:
paediatricians and teachers should be enabled to have a specific and
up-to-date training on new family dynamics.
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The transition of adolescents and young adults with T1DM from the
pediatric centre to the adult centre has been carefully described in
the consensus statement of the 3 Italian Scientific Society dealing
with subjects with T1DM, i.e. ISPED (Italian Society for Pediatric Endo-
crinology), ISD (Italian Society of Diabetology) and AMD (Association
of Medical Diabetology) [1]. Both the Consensus and the National
Programme on the Diabetic Disease agree on the fact that transition
is a critical period in the life of the adolescents with T1DM with sig-
nificant psychosocial issues and risks of poor outcome. The possibility
of a poor adherence with the subsequent increased risk of bad meta-
bolic control and future complications has been well documented
[2]: previous studies have shown that physician continuity and intensive
care coordination can help improve patient transition to adult care [3].
In the US leaving pediatric care is associated with a 2.5-fold increase in
the odds of being in poor glycemic control at the follow-up visit com-
pared with those who stay in pediatric care [4]. Young adults should be
followed separately from the older patients with T2DM who may present
clinical complications discouraging the young patients to follow-up. A
questionnaire sent to all members of the SIEDP showed that the transi-
tion process is not homogeneous in the country. Although there is gen-
eral consensus on the transition age, i.e. 18 years, the pediatric
diabetologist may modulate the timing depending on the subject and
on local practice of adult care. In view of the known difficulties, both pe-
diatricians and diabetologists should agree on general principles of the
process that must be properly announced, gradually carried out and
shared by patients and care givers. The Italian Consensus has clearly de-
fined how during the first 6 months both pediatrician and diabetologist
should attend the clinics and monitor outcome. All phases of the
process should take place in a collaborative climate with sufficient time
to discuss all the aspects of the past and present disease. Telemedicine
should be considered when the adult care is not in the same hospital.
The challenge for the future will be the monitoring of all transition
processes throughout the country in order to improve it and create
shared strategies between pediatricians and diabetologists.
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In recent years Neisseria meningitidis serogroup (MenB) has been
highlighted as the main cause of meningococcal invasive diseases not
only in most temperate countries but in many parts of the world [1].
Many efforts were done to develop a safe and effective vaccine against
this serogroup in the last century. Capsular polysaccharide and outer
membrane vesicles (OMVs) vaccines were tested in clinical trials and dur-
ing outbreaks however they were not introduced into routine
immunization practice because of safety issues, protection largely re-
stricted to the vaccine strain and limited efficacy in young children [2].
Due to the failure of a conventional approach to develop a universal
vaccine against serogroup B, a new approach, termed reverse vaccinol-
ogy and based on genomics, has been employed since 2000. This ap-
proach was used to identify novel antigens for the development of a
new multicomponent vaccine (4CMenB) [3]. 4CMenB is composed by
four antigenic components, two of which are presented as fusion pro-
teins: Neisseria adhesin A (NadA), factor H-binding protein (fHbp) fused
with GNA2091, Neisseria heparin-binding antigen (NHBA) fused with
GNA1030 and OMVs from the New Zealand strain NZ98/254. Since 2013
4CMenB has been licensed in Europe, Australia, Canada and USA with
different immunization schedules.
Clinical trials involving adults, adolescents, children and infants
showed 4CMenB has a good immunogenicity and safety profile as
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well as a good acceptability among parents and heath care workers
[4,5]. Coverage estimates are similar to or better than other recently
approved vaccines, ranging from 66% in Canada to 91% in Unites
States. 4CMenB was also introduced during meningococcal outbreaks
in USA [6,7]. Some points still remain to be clarified such as the best
immunization strategy, the effect of 4CMenB on carriage, the long
term persistence of protective bactericidal antibodies titers, long
term safety outcomes, the possible emergence of N. meningitidis es-
cape mutants and the vaccine cost effectiveness.
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