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his is the first installation of our Pediatric

Journey Newsletter. We are so excited to

combine the expertise of not only our
Texas Tech Physicians but our community physi-
cians and staff.

As the pediatric leader for El Paso and our sur-
rounding region, it is important that we share the

MARIJUANA -
THE CHANGING
LANDSCAPE
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ublic attitude towards marijuana and the

pertaining laws in United States are under-

going historical shift. The pediatric health-
care providers should be prepared to address the an-
ticipated consequences for the mother-fetus dyad, the
neonate, and the growing child. Political climates rath-
er than scientific evidence of benefit or harm are at the
crux of state regulations for access to marijuana. Since
2005, the perceived risk of regular marijuana use has
declined from 40% to 20% 1 which is reflected in the
sharp rise in the acceptance and use of marijuana
products by not only adults but also adolescents. In
this article we review the legal perspective and the ef-

fects of marijuana use on the pediatric population.

LEGALIZATION: In 1996 California became the first
state to approve medical marijuana. In 2012, Colorado
and Washington were the first to legalize recreational
marijuana above 21years of age. To date, 31 states and
the District of Colombia have legalized medical mari-
juana and 8 of these states including District of Colom-
bia have also legalized recreational use. (Fig 1) As a re-
sult, a niche market for cannabis products was created
with gradual increase in the potency, including variety
of oral preparations. Ingestion is associated with in-

creased frequency of overdosing, evidenced by the

THE PEDIATRIC

JOURNEY

amazing and unique journey in managing pedi-
atric care. This will be a quarterly newsletter
that incorporates pertinent information as we

all embark on this pediatric journey together.

- CINDY STOUT,
CEO, EIl Paso Children's Hospital

FIG. 1- MARIJUANA REGULATIONS BY STATE
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surge in ER visits in Colorado.4

MARIJUANA & TEXAS: The Texas Compassionate Use
Act (Senate Bill 339) was enacted by the Texas Legisla-
ture in 2015 (84th Legislative Session). The only medical
condition covered is Intractable epilepsy. Only low-THC
Cannabis / CBD oil can be dispensed by registered dis-
pensing organization (3 in state now), which came into
existence recently from September to December 2017.
It was this year (2018) that the 1st patient in Texas re-
ceived medical marijuana. Only Texas residents can
avail, after prescription from a limited 20 registered
physicians under Compassionate Use Program (CUP).
We have no registered physician in El Paso, the closest
place is Amarillo, TX. For more updated information,
providers can visit

https://www.dps.texas.gov/rsd/CUP/index.htm.

MARIJUANA & THE BODY: The endogenous endocan-
nabinoids: anandamide and 2-arachidonoylglycerol
play a role in maintaining homeostasis through their
ubiquitous receptors in the CNS, connective tissues,
gonads, endocrine glands, and organs (CB1) and im-
mune system and associated structures (CB2). The can-

nabinoid receptors were not discovered until 1990.
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hat we are able to do at El Paso Children's

hospital goes beyond just procedures, it is

a story of changing the way pediatric care
is viewed for our region. We look forward to bring-
ing you this Pediatric Journey every quarter.

- DR. THOMAS MAYES,
Texas Tech Physicians of El Paso, Pediatric Chair

There are over 60 cannabinoids in marijuana with del-
ta-9-tetrahydrocannabinol (THC), the primary psycho-
active constituent and agonist to CB1, followed by can-
nabidiol (CBD), an antagonist to CB1and CB2. The ev-
idence of medical benefit of marijuana is very limited.
Marijuana may be useful in glaucoma, nausea,
AIDS-associated anorexia/wasting, chronic pain, in-
flammation, multiple sclerosis and epilepsy.3 Evi-
dence of the adverse effects, in both short term (im-
paired memory, impaired coordination during driving,
impaired judgement and paranoia/psychosis at high
doses) and long term (addiction, cognitive impairment,
diminished life satisfaction/achievement, chronic
bronchitis, and exacerbation of psychosis in schizo-
phrenia) is increasing. Recently, marijuana has been
shown to permanently alter brain development in ado-

lescent heavy users.3

MARIJUANA DURING PERINATAL PERIOD: The
mechanisms of cannabinoids effects on fetal develop-
ment are multitude from pre-conception to fetal
effects (Fig 2). The self-reported prevalence of mari-
juana use in pregnancy is from 2% to 5%.6 The half-life
of marijuana in fat tissue is long (V8 days). In pregnant
chronic users it can be detected in the blood for up to
30 days. THC crosses the placenta, which in conjunc-
tion with the slow fetal clearance, results in prolonged
fetal exposure, even after consumption is discontin-
ued. Data on the effects of other byproducts during
marijuana smoking including carcinogens and the
effects of passive smoking are lacking. A long-term
follow-up study of neonates exposed to marijuana in
utero showed multiple adverse effects including fMRI
evidence of altered neural activity during visuospatial

working and memory processing at age 18-22years.8

Contintued on next page >
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FIG. 2 - CANNABINOIDS ENDANGER FETAL/NEONATAL
DEVELOPMENT THROUGH MULTIPLE MECHANISMS
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Adapted from; “Friedrich, Joseph, et al. "The grass isn’t always
greener: The effects of cannabis on embryological developm-
ent.” BMC Pharmacology and Toxicology 17.1(2016): 45.”

MARIJUANA & BREAST FEEDING: THC the main com-
pound in marijuana, is present in human milk 8-times
then maternal plasma levels4. Its metabolites are found
ininfant feces, indicating that THC is absorbed and me-
tabolized by the infant4. Rapidly distributed and stored
in the brain and adipose tissue, has long t-1/2(25-57
hours) and stays positive in the urine of neonates for
2-3 weeks (varies depending on occasional vs chronic
use). Evidence of THC exposure on infant development
via breastfeeding alone is sparse and conflicting.
American Breastfeeding medicine, in a recent update
(clinical protocol #21, 2015) states that — “although the
data are not strong enough to recommend not breast-
feeding with any marijuana use, we urge caution”6. As
per last committee opinion by ACOG on July, 2015 -
“there is insufficient data to evaluate the effects of mar-

Barriers to successful
implantation

END
RESULT

ijjuana use on infants during lactation and breastfeed-
ing, and in the absence of such data, they discourage

marijuana use”.

MARIJUANA IN PEDIATRIC POPULATION: Marijuana
products have a diverse lingo for the adolescent popu-
lation, like naturally derived products called Shatters,
Budders, Waxes, while synthetic products popular by
name of spice and K2. With the new popularity, the
mode of abuse has also changed from just smoking to
now more popular vaping, ingestion (candies, cookies
etc.) and topical application. Although it is still illegal for
any one less then 21 to use marijuana (if not medically
prescribed) there are no guidelines or restrictions on
advertisement of marijuana products to this population.
The rise of edible marijuana products has also led to
easier access of highly concentrated products, leading
to more cases of marijuana toxicity. The proportion of
unintentional marijuana ingestions in patients younger

then 12 years of age has also increased significantly in
medical marijuana states.12 As per our local poison
control data, marijuana seems to be a common culprit
in pediatric population for calls to poison control.

MARIJUANA & THE AMERICAN ACADEMY OF PEDI-
ATRICS: In March, 2015 AAP published a 10-point rec-
ommendation for marijuana supporting decriminaliza-
tion, but opposing legalization.12 AAP supports strict
enforcement of all regulations limiting access, market-
ing and advertising to youth in states with legalized
recreational use. Further, AAP states that the develop-
ment of pharmaceutical cannabinoids should be pro-
moted along with the development of policies promot-
ing research on the medical use. Finally, AAP recom-
mends changing marijuana from a DEA schedule | to Il
to facilitate research.13

CONCLUSION: Marijuana is one of the earliest culti-
vated plants used over millennia in daily life. The
waxing and waning use in USA has been affected by
the changing economic and political climates. Its cate-
gorization in Schedule | and the war on drugs have re-
stricted research and limited our understanding of its
beneficial and harmful effects. The resultant back lash
movement, which ushered the rapidly spreading legal-
ization of both medicinal and recreational marijuana, is
causing societal acceptance and increased use in pop-
ulations particularly vulnerable to its harmful effects.
Is marijuana going to be a common public health issue
like tobacco or alcohol is yet to be seen. The health-
care providers must follow the rapidly changing
federal and state laws pertaining to marijuana, advo-
cate for more research and strive to increase their
knowledge to support their patients in the quest to
improve health.

(Special thanks to Dr. Borianna Parvez, Associate Professor of
Pediatrics at New York Medical College, for her contributions
and edits to the article)

(References available on request)

BACKTO SCHOOL.:

SEE YOUR PEDIATRICIAN!

f you're the parent of a young athlete, you're

likely familiar with sports physicals. You've

seen the ads for them: short wait times, no ap-
pointment needed, open seven days a week. But are
these "assembly line" physicals at schools and clinics
the best way to monitor your child’s health? Not at all.
With the kick-off of another school year and the start of
physical forms that were needed yesterday. Sports
physicals should be part of routine preventive care
done by a child’s primary care provider. Here’s why:
Better care, better cost, better access, and most im-

portant continuity of care.

Some schools and coaches recommend sports physi-
cals ataclinicin a school gym or at a retail-based health
center. This type of exam is often performed without the
child’s complete medical history and often without a
parent. The preventive care issues are rarely ad-
dressed. As pediatricians, we want to make sure we are
assessing the whole child and we're not just focusing on
the sports. Encourage families to schedule those phys-
icals/well child check-ups in your clinic.

-For more information visit:
http://www.uiltexas.org/files/athletics/forms/PrePhysFo
rm17-18.pdf.

LET THE PHYSICALS BEGIN

BY: RICARDO REYNA, MD COMMUNITY PEDIATRICIAN,
CLINICAL ASSISTANT PROFESSOR-PEDIATRICS TTUHSC
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OSTEOSARCOMA:
BORDERLAND
EXPERIENCE

MARY E. LACAZE, MD

-Medical Director Southwest University Pediatric
Blood and Cancer Center at El Paso Children’s
Hospital

-Division Chief of Pediatric Hematology
Oncology Assistant Professor, Department of
Pediatrics Texas Tech University Health Science
Center

steosarcoma is the most common malig-
nant bone tumor in children and adoles-
cents. There is a much higher incidence in
adolescence thought to be associated with accelerat-
ed growth. There are approximately 450 children in
the United States diagnosed annually. The most
common primary sites are the long bones, the distal
femur and proximal tibia. It can develop, however, in

virtually any bone.

The cause or etiology is unclear. Most cases appear to
be sporadic as opposed to a genetic condition. There
are, however, inherited or genetic conditions that do in-
crease risk, notedly Hereditary Retinoblastoma, Bloom
Syndrome, Li Fraumeni Syndrome, Diamond Blackfan
Anemia, Paget’s Disease, Werner Syndrome and Roth-

mund Thomson Syndrome.

Pain in the affected limb is the most frequent compli-
ant. There may also be swelling and limitation of move-
ment. Often times a child will have a “pathological frac-
ture” following an otherwise minor activity while partic-
ipating in a sport. A simple X ray can usually identify a
tumor. The patient, at that time, should be referred to
Southwest University Pediatric Blood and Cancer
Center at EPCH for further evaluation and treatment. A
further staging work up includes a MRI of the affected
limb, CT of the chest, Bone Scan, along with a biopsy of

the lesion.

Overall prognosis is greatly influenced as to whether
the disease or tumor is localized or metastatic, (disease
outside of the primary site). The most common site of
spread is to the lungs as disease is spread hematoge-
nously. Approximately 15-20% of patients will present
with metastatic disease at the time of diagnosis. Five
year overall survival is upwards of 80-85% for localized
disease as opposed to 25-30% for upfront metastatic

disease.

Treatment includes upfront chemotherapy, (neoadju-

vant), and surgery with subsequent adjuvant chemo-

therapy. Length of treatment is close to one year. Com-
plete surgical resection of the primary tumor with clean
margins is paramount for survival. A good indication of
chemotherapy sensitivity, thus prognosis, is the percent
of necrosis of the tumor at the time of resection. Most
patients are eligible for a limb sparing surgery, where
the tumor or affected bone is removed and the limb is
spared. A bone graft or type of prosthesis is used to
replace that which is resected. Although the limb is
spared, there can be restricted movement to various
degrees in the affected limb. An amputation of the limb,
although less common today, is unavoidable if the
tumor has invaded the joint capsule or is affecting sur-
rounding blood vessels or nerves. With newer and
better developments of prosthetic replacements, func-
tion can be restored to allow children to engage in most

activities including sports.

To date, EPCH, has cared for 23 children diagnosed with
osteosarcoma, seventeen of which were adolescents,
ranging in age from 13-18 years. Four patients did not
survive their disease. Five patients lost a limb. Three
out of the five adolescents who lost a limb were diag-
nosed this year and are still receiving chemotherapy.
Two patients are currently receiving experimental

therapy for refractory disease. Treatment of osteosarco-
ma is associated with both short and long term toxicities
from chemotherapy, as well as, functional disability as a
consequence of skeletal reconstruction after resection
of the primary tumor or the loss of a limb. These patients

need on going follow up care for years to come.

Itis only by participation in National Clinical trials that we
further cure rates for childhood cancer. We are proud to
be a center of excellence and an accredited member of
Children’s Oncology group, (COG).

The Children’s Oncology Group is the largest pediatric
clinical trials group in the world and has treated more
children with cancer than any other organization. There
are over 200 hospitals that are COG members. Every
trial or treatment plan is reviewed by experts who come
from COG as well as other agencies such as the National
Cancer Institute, and Internal Review Boards, along with
Safety Monitoring Boards. New clinical trials are taking
the best known treatment plan and seeing what might
make it better, whether that is adding a new drug, short-
ening the interval of giving the drug(s) or adding a specif-
ic targeted agent. Physicians can only have access to
state of the art treatment protocols by being a COG
member. We are the only children’s Hospital with COG
membership within a 500 mile radius.

September is recognized as Childhood Cancer Aware-
ness month. This September we wish to thank these chil-
dren and teens for their bravery and optimistic persever-
ance. They have been supporters and motivators to

each other and, undoubtedly, an inspiration to us all.

GO GOLD FOR CHILDHOOD CANCER
AWARENESS MONTH THIS SEPTEMBER!

OTHER WAYS TO SUPPORT CHILDHOOD
CANCER AWARENESS MONTH:

El Paso Children’s Hospital Hosts
Second Annual ST. BALDRICK’S
HEAD SHAVING EVENT in partner-
ship with Southwest University When:
September 22

Time: 10 a.m. - 2 p.m. For more
information email: marketing@elpas-
ochildrens.org

TOP GOLF PARTEE FOR A PURPOSE

When: September 29

Time: 8 a.m. - Noon

To find out how you can sponsor and
be part of this event call:
915-479-9623

WALK OF HOPE - El Paso Children’s
Hospital is the presenting sponsor for
the Walk of Hope Benefiting the El
Paso Candelighters Association:
When: September 29th Time: 5 p.m.
For more information call: 594-3349

ROYAL RUN FOR HOPE -
When: September 30
Time: 8 a.m. - Noon

To find out more information go to
www.royalrunforhope.org
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2018 PEDIATRIC GRAND ROUNDS

The First & Third Wednesday of Every Month

Breakfast: 7:.30-8 a.m. Grand Rounds: 8-9 a.m.

Academic Education Center (AEC), 2nd Floor, 4800 Alberta Avenue

SEPTEMBER 5TH, 2018

SEPTEMBER 19TH, 2018

OCTOBER 3RD, 2018

OCTOBER 17TH, 2018

NOVEMBER 7TH, 2018

NOVEMBER 21ST, 2018

Evaluation of Child with
Musculoskeletal Disorder

Myths and Facts about ADHD

Pediatric Gl- Inflammatory Bowel
Disease

Pediatric Genetic Health Care:
Are we there yet?

Pediatric Condition Falsification:
Fabricated and Fictitious llinesses
in Children

HOLIDAY

Ahmed Thabet Hagag M.D. &
Chetan Moorthy M'D. Pediatric
Orthopedics/Pediatric Radiology TTUHSC/EPCH

Anacani Fonseca, M.D. o
Pediatric Developmental Pediatrician
Texas Tech University Medical Science Center

Denease Francis, M.D.
Pediatric Gastroenterologist .
Texas Tech University Medical Science Center

Golder Wilson, M.D.
Geneticist
Medical City Specialist - Dallas, Texas

Sarah Zate, M.D.
Child Abuse Pediatrician
Texas Tech University Health Science Center

NO GRAND ROUNDS

Save the Date

2nd Annual

West Texas Down Syndrome Health Symposium

November 17th, 2018
7:30 a.m. - 3:30 p.m.

www.gigisplayhouse.org/elpaso
Down Syndrome Achievement Centers

Presented by:

@ o 4

educate. inspire. believe
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