
trunk flexed at the hips and both knees extended. Muscle tenderness was
restricted to the gastrocnemius-soleus muscles, and CK was elevated during all
episodes. Muscle biopsy in one case revealed active degeneration with necrosis,
myophagia, and ghost fiber formation, findings consistent with a viral infection.
Symptoms resolved within 1 week, and only 3 had recurrent episodes. Benign
acute myositis occurs mainly in boys, almost always in mid-childhood, and in
response to a viral infection, especially influenza. (Mackay MT, Kornberg AJ,
Shield LK, Dennett X. Benign acute childhood myositis. Laboratory and clinical
features. Neurology December (1 of 1) 1999;53:2127-2131). (Respond: Dr Andrew J
Kornberg, Department of Neurology, Royal Children's Hospital, Flemington Rd, Parkville,
Victoria, Australia).

COMMENT. This acute childhood muscle disorder, first described by
Lundberg A (Myalgia cruris epidemica. Acta Paediatr 1957;46:18-31), may initially
mimic a more serious cause of limb pain and refusal to walk - Guillain-Barre
syndrome. Benign acute childhood myositis (BACM) is differentiated by the
normal reflexes, normal muscle power, and elevated CK. The disease is
epidemiologically associated with viral outbreaks, especially influenza. Could
BACM sometimes explain the idiopathic myositis of childhood referred to as
"growing pains?"

Myositis, or inflammatory disease of muscle, may be acute, subacute or
chronic and occurs in two main forms: 1) caused by an identified virus (eg
influenza), parasite (eg trichinosis), or pyogenic bacterium (eg staphylococcus,
streptococcus) and 2) idiopathic but presumed to be inflammatory because of
histopathologic changes in the muscle (eg polymyositis, dermatomyositis).
Polymyositis is closely related to the rheumatic or connective tissue diseases
(rheumatic fever, lupus erythematosus, and polyarteritis nodosa). The muscle
biopsy in true myositis is characterized by exudation, infiltration by neutrophilic
leukocytes, and by degeneration of parenchymal and interstitial cells. (Adams RD
et al. Diseases of Muscle 2nd ed. New York, Harper and Row, 1962). The PCR may
now be used to define a viral etiology in cases where the diagnosis is in doubt. In
children presenting with BACM, a muscle biopsy is rarely required since the
symptoms are acute and remission rapid.

NEUROMUSCULAR DISORDER

CORTICOSTEROIDS IN BELL'S PALSY
The effects of corticosteroids on the early and late outcome of 42 children

(21 boys, 21 girls) with Bell's palsy (acute idiopathic facial nerve paralysis) were
evaluated in a prospective randomized study at the University of Istanbul, Turkey.
Patients were examined in the first 3 days after onset and at 4, 6, and 12 months
follow-up. In the group (n=21) that received methylpredisolone (1 mg/kg daily
for 10 days orally), complete recovery occurred in 86% and 100% at 4 and 6
months follow-up, respectively. In the control untreated group (n=21), 72% and
86% had recovered completely at 4 and 6 months, and all patients had recovered
by 12 months. No significant difference was found in the two groups, and the
steroid group exhibited no serious side effects. (Unuvar E, Oguz F, Sidal M, Kilic A.
Corticosteroid treatment of childhood Bell's palsy. Pediatr Neurol 1999;21:814-816).
(Respond: Dr Emin Unuvar, Munif Pasa Sok, 65:4; TR-34300 Haseki, Istanbul, Turkey).

COMMENT. In this large group of children with Bell's palsy, steroid therapy
begun within 3 days of onset had no significant effect on the outcome.
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