
was playing nearby, forcefully fed the

infant with the offending potato piece,

which was later removed.

Comment

Choking from a foreign body can be fatal

if not recognized early. Normally a 2

month old infant does not have access
to solid food. The occurrence of foreign

body impaction in this age group is rare

and the diagnosis is elusive. Chevalier

[3] reported a 10 day old baby with a

safety pin lodged in the cervical esopha-

gus. In a review of 426 children with

esophageal foreign bodies, the youngest

patient was 25 days old and only 9 were
under 6 months of age [2]. This explains

why, with a vague initial history and an

infant who was easily endotrachealy

intubated, we failed to consider the

possibility of a foreign body as the cause

of respiratory failure.

Foreign bodies in the esophagus are

usually lodged in areas of natural con-
striction, such as the cricoid cartilage,

the aortic arch, the left main bronchus

and the diaphragm. The most common

site of impaction in children was the

cervical esophagus [5] at the level of the

cricoid cartilage, which is its narrowest

part. If large enough, foreign bodies can
compress the trachea and cause respira-

tory impairment [3]. The potato piece we

found was stuck in the hypopharynx. It

probably went down to the proximal

constriction of the esophagus at the

level of the cricoid cartilage. In that

position it also exerted pressure on the

trachea at its narrowest region (cricoid
cartilage). We assume that this hard

material exerted pressure on the endo-

tracheal tube as well, and thus impaired

air passage after intubation.

This case also illustrates the accident-

prone child of 2 years old and older. In
this instance, however, the victim was

the younger brother and not the toddler

himself, as reported in a previous review

[4]. The question of child abuse was also

raised, but was ruled out following

comprehensive interviews.

We believe that this unusual case

emphasizes the importance of the se-

quence of the ABC of resuscitation

regardless of etiology: Airway comes

first; if any problem arises during resus-

citation, one should Always go back to A.
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Simple bone cysts are benign fluid-

containing lesions that occur mainly in

children and adolescents ± before

skeletal maturity. Usually asympto-
matic, they are found incidentally or

following a pathologic fracture caused

by minimal trauma. Simple bone cysts

have been reported in almost every

bone. More than 95% of the cysts

involve tubular bones, with the prox-

imal humerus and femur comprising

90% of cases. The mean age of
presentation is 9 years. Solitary bone

cyst of the distal radius is very rare,

occurring mainly in adolescents and

young adults [1].

We report a case of a simple bone
cyst in the distal radius of an 18 month

old child. Since the age presentation and

location of the lesion were atypical for a

simple bone cyst, we considered meta-

bolic or neoplastic factors, or infection

as etiologic. The clinical course was

uncomplicated and ended with complete

spontaneous healing and disappearance
of the cyst.

Patient Description

An 18 month old child was referred to

the outpatient clinic after being treated

in the emergency room for a pathologic

fracture in the left distal radius that

occurred after a fall on an outstretched

hand. The X-ray revealed a Buckle-type
fracture through an osteolytic cystic

lesion in the metaphyseal region of the

distal radius [Figure A]. A thorough

physical examination revealed no

pathology except for the fractured left
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radius. Laboratory and imaging investi-

gation was normal but a bone scan

showed high uptake in the left distal

radius. The child was treated conserva-
tively with a long-arm plaster cast for 3

weeks until fracture callus was noted on

radiographic follow-up. Clinical and X-

ray follow-up demonstrated complete

resolution of the lesion at the 25 month

post-fracture visit [Figure B].

Comment

The differential diagnoses of a cystic

lesion in the distal radius of an infant
must include: osteomyelitis, monosteo-

tic fibrous dysplasia, chonodromyxoid

fibroma, non-ossifying fibroma, aneurys-

mal bone cyst, osteochondroma, and

calcium metabolism imbalance.

In the case presented here, the

diagnostic options considered were:

. Fibrous dysplasia ± a disorder

where normal bone is replaced by

fibrous tissue stroma. This non-heredi-

tary disturbance of bone development is

usually discovered in childhood and

adolescence. It occurs in monostotic

and polyostotic forms. In the monostotic
form, the femur, tibia and ribs are the

most commonly affected sites. The poly-

ostotic form appears in 20±30% of cases

and is more frequent in girls. Some cases

present an association of fibrous dyspla-

sia, precocious puberty, endocrine dis-

turbances and cafe-au-lait spots and is

referred to as McCune-Albright syn-

drome. The radiologic appearance is
typically a well-circumscribed, expanded,

central lytic lesion that occupies the

medullary canal and thins the cortex.

The lesion is usually diaphyseal, some-

times extending to the metaphysis. Its

appearance may resemble a simple bone

cyst but the density is greater than the

fluid of a cyst resembling ground glass.

. Aneurysmal bone cysts ± which
occur chiefly in the metaphysis of long

bones and spine. These usually affect

young adults but are very rare in infants.

The main radiographic presentation is of

an expanding lesion, multi-trabeculated

with a bubbling appearance, thin cortical

bone, eccentrically located, and some-

times destroying the adjacent cortex.
The lesion is often confined to the

metaphyseal side of the growth plate.

. Non-ossifying fibroma ± a fibrous

cortical defect that is not a real cystic

lesion, although it may have the appear-

ance of a bone cyst on X-ray. The lesion

is eccentric and affects the cortical area

of long bones, appearing as an ovally
shaped lytic area surrounded by a typical

sclerotic margin, usually at the metaphy-

seal area. This lesion is benign, and

treatment is unnecessary since it dis-

appears spontaneously. The lesion is

almost always discovered incidentally.

Sometimes a non-ossifying fibroma may

cause a pathologic fracture.

It is noteworthy that these lesions are
extremely rare in children under the age

of 2 years [1]. The radiographic features

of simple bone cysts are characteristic of

a benign lesion located in the metaphy-

seal region of long bones. Regular

sclerotic margins outlining the bone

cortex are centrally located and abut

the open growth plate. The cyst might
also be separated from the growth plate

and is found in the diaphysis.

The exact etiology of simple bone

cysts remains obscure. They usually

appear as solitary bony lesions. Simple

bone cysts that appear in the vicinity of

the growth plate are referred to as active;

they usually cause growth disturbances
and are more resistant to treatment

[2,3]. Inactive simple bone cysts that

move distally through the diaphysis of

the bone during skeletal growth have a

benign behavior and threaten the pa-

tient only because bone fragility as a

consequence of the bone cavity may

result in a pathologic fracture.

Porat [4] reported a simple bone cyst

of the distal radius in an infant. Although

the lesion was biopsied and surgically

treated, its biologic behavior was very

active and aggressive, resulting in recur-

rent pathologic fractures and a long

treatment course. In our case the clinical
course was simple and uncomplicated

despite its appearance at a very young

age (18 months), which is characterized

by high activity typical of this age group.

During childhood, about 15% of sim-

ple bone cysts heal without treatment,

but most persist or increase in size [1].

Treatment decision is based on radio-
graphic and clinical follow-up. The treat-

ment armamentarium is extremely

diverse, ranging from observation, pro-

longed bracing, steroid injections, multi-

ple perforations of the cyst's cortex,

curettage and bone grafting, to percuta-

neous autologenous marrow injections

[1].

The rapid growth rate at the distal

radius in the very young child may give

the false impression that the cyst is

expanding, and this may call for a more

Pathologic fracture of the distal radius through a simple bone cyst.
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aggressive approach by the surgeon

facing a growing lesion. This enlarge-

ment seems to be temporary and the

cystic cavity begins to decrease in size
after the third month post-fracture.

Conservative treatment should always

be the initial mode of treatment. Biopsy,

curettage, bone grafting, steroids or

bone marrow injection should be de-

layed for at least 3 months. Early

aggressive treatment may sometimes

result in unnecessary complications
and a more contemplative attitude is

recommended. Enlargement of the cyst

cavity beyond the period of 3 months, or

the need for a brace beyond 6 months

due to a cyst cavity threatening bone

integrity should be considered an in-

dication for a different treatment ap-

proach such as curettage and bone

marrow injection [5].
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A component of cytochrome P450,

CYP2C9, is an enzyme of major impor-

tance in the metabolism of S-warfarin.

Three allelic variants of this enzyme have

been identified: CYP2C9*1, CYP2C9*2

and CYP2C9*3. Alleles 2 and 3 differ
from the wild-type allele 1 by amino acid

substitutions Arg144Cys and Ile359Leu,

respectively. Both allelic variants pos-

sess decreased enzymatic activity and

hence metabolize warfarin at a slower

rate. Clinically, these two mutations have

been shown to cause increased suscept-

ibility to warfarin, manifested by abnor-
mally low dose requirements, as well as

by an increased rate of hemorrhagic

complications during treatment [1,2].

Surprisingly however, while individuals

heterozygous for alleles 2 and 3 were

over-represented among a group of

warfarin-treated individuals who re-

quired exceptionally low doses for the
achievement of anticoagulation, very few

patients homozygous for the CYP2C9*3

have been reported. One possible ex-

planation for this apparent paradox is

that patients homozygous for the

CYP2C9*3 variant allele are so sensitive

to the effect of warfarin that therapy is
withheld at an early stage.

We present a case in which achieving

effective warfarin therapy was difficult,

associated with a homozygous genotype

for the CYP2C9*3 allele. The potential

clinical utility of this novel genetic test is

discussed.

Patient Description

An 83 year old man was hospitalized due

to pulmonary congestion. He had a
history of ischemic heart disease and

congestive heart failure, and had under-

gone coronary bypass surgery 5 years

prior to his hospitalization. In addition,

he suffered from chronic atrial fibrilla-

tion and 2 years previously had sus-

tained a right hemiparesis with motor

aphasia. Additional medical problems

included hypertension, partial gastrect-

omy due to leiomyoma, and colectomy

due to carcinoma. The patient was
receiving chronic treatment with warfarin

at a weekly dose of 17.5 mg, as well as

verapamil, enalapril, aspirin, furosamide

and famotidine.

On physical examination fine crepita-

tions were noted on both lung fields.

There was no evidence of bleeding.

Laboratory tests showed a hemoglobin
concentration of 10 g/dl, and normal

levels of serum electrolytes. The INR

value on admission was 6.0. During

hospitalization the patient was treated

for congestive heart failure. Despite

discontinuation of warfarin therapy, INR

values continued to increase with no

accompanying deterioration in liver
function. There was no bleeding. The
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