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the field of reading research and practice. Despite this, Hall seems
to attribute to me a view I do not hold. She claims that I argue
“that the NICHD's criteria for funding only reading research
proposals that meet rigorous scientific standards is narrow, given
the acceptance of descriptive research among educators.” But I am
completely in favor of using rigorous science to study reading.
What is narrow is the NICHD’s monolithic reliance on experimen-
tal design. Rigorous science includes descriptive research. The
NICHD'’s blanket rejection of this type of research as unscientific
is tantamount to rejecting entire disciplines outright, such as cul-
tural anthropology and animal ethology.

The NICHD's narrowness of scientific vision, expressed in its
highly influential National Reading Panel report, prompted
widely respected literacy Professor James W. Cunningham, of the
University of North Carolina at Chapel Hill, to ask: “What are we
to make of a report that so boldly lays claim to what science, rigor,
and objectivity are in reading research, and first denigrates, then
ignores, the preponderence of research literature in our field?”
This “preponderance of research literature” in the field of reading
largely includes descriptive studies that have questioned the
NICHD'’s views on phonics and phonemic awareness.

Pediatric health care workers interested in the current debate in
the reading field will benefit from the important critiques of
NICHD science that can be found in the writings of Coles,! Ga-
ran,?* and Krashen.>

Finally, Hall suggests that my criticism of Dr Lyon’s testimony
somehow runs counter to the good will of the dedicated volun-
teers of the International Dyslexia Association, the organization
she identifies herself with. I fail to understand Hall’s point. The
dedication of these volunteers is certainly no obstacle to appreci-
ating that supporting phonics and phonemic awareness is one
thing, but advocating coercive testing that puts children at risk is
quite a different matter.

STEVEN L. StRAUSS, MD, PHD
Franklin Square Hospital

Division of Clinical Neurophysiology
Baltimore, MD 21237
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Amoxicillin Dosage

To the Editor.—

We have read the clinical practice guideline about the manage-
ment of sinusitis published on the behalf of the American Acad-
emy of Pediatrics! and we particularly appreciated it, not only for
the efficacy, but especially for the scientific rigor.

Nevertheless, we were surprised by the prescription of amoxi-
cillin at the usual dosage (45 mg/kg/day) in 2 divided doses.
Amoxicillin should be prescribed, according to its pharmacokinet-
ics, in 3 doses. The 2-dose schedule has proved to be equally
effective in the eradication of group A Streptococcus in acute
tonsillitis but the pharmacokinetics of antibiotics in the tonsils is
different from the pharmacokinetics in the middle ear or in the
sinuses.? Moreover, amoxicillin has a very low minimum inhibi-
tory concentration (MIC) for group A streptococcus but a higher
MIC is required for Streptococcus pneumoniae. Finally there is no
article, to our knowledge, that demonstrates the same efficacy of a
2-dose schedule versus a 3-dose schedule of amoxicillin at the
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usual dosage in the treatment of sinusitis. From a clinical point of
view the difference between the 2 schedules is probably very
small, if any, because there is an important trend to spontaneous
resolution in these infections.>

The problem becomes more relevant when we look at the
possibility of an increase of S pneumoniae-resistant strains. As a
matter of fact in acute otitis media it has been demonstrated that
in lower doses amoxicillin <50 mg/kg/day, and long-lasting
treatments, >5 days, can facilitate the stay of penicillin-resistant S
pneumoniae strains in the pharynx.*

A concentration of antibiotic superior to the MIC for at least the
40% to 50% of time is required for an effective treatment of acute
otitis media.®> For this reason the dose of amoxicillin required for
most of the intermediate resistant strain of S pneumoniae should be
of 75 mg/kg/day divided in 3 doses of 25 mg/kg each.® It has
been demonstrated that in order to achieve the same results with
2 doses a higher dose is required (90 mg/kg/day).” These data are
derived from the treatment of acute otitis media but, as the au-
thors point out, in a sense the middle ear cavity is a paranasal
sinus as well.

GroraGio Lonco, MD

Ecipio Barsi, MD

Clinica Pediatrica

Istituto per I'Infanzia Burlo Garofalo
Trieste, 34100, Italy
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In Reply.—

We appreciate the letter from Drs Longo and Barbi regarding
the clinical practice guideline for the management of sinusitis.
They express concern regarding the recommendation of amoxicil-
lin at 45 mg/kg/day in 2 divided doses for the treatment of acute
sinusitis or acute otitis media. They point out that a concentration
of antibiotic greater than the MIC for at least 40% to 50% of the
therapeutic interval is necessary for an effective treatment of acute
otitis media. They note that a dose of amoxicillin at 75 mg/kg/day
in 3 divided doses or 90 mg/kg/day in 2 divided doses is neces-
sary for strains of Streptococcus pneumoniae that are intermediate in
susceptibility to penicillin. We agree entirely with their statements
and emphasize that the recommendation for amoxicillin at 45
mg/kg/day in 2 divided doses is made in the instance when the
practitioner is treating children without risk factors for antibacte-
rial resistance. Accordingly, it is assumed that in these cases the
minimum inhibitory concentration of the S pneumoniae will be
<0.1 ug/mL.

ELLEN R. WALD, MD

Pediatrics and Otolaryngology

University of Pittsburgh School of Medicine

Division of Allergy, Immunology and Infectious
Diseases

Children’s Hospital of Pittsburgh

Pittsburgh, PA 15213
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