











































































































































































































































































































































































































































































































Sexually Transmitted Diseaseg

Robert M. Siegel =N

1656

The incidence of sexually transmitted diseases (STDs) copt;
ues to rise in children and adolescents. As many as ha_lfgfaén.
lescents are sexually active by age 16 years, putting then =
risk for STDs. Groups at particularly high risk for STﬁt
include (1) those beginning sexual activity younger than ;
16 years, (2) those abusing alcohol or other drugs, (3) r:hilu:lrgE
who have been sexually abused, (4) adolescents with mult; lrI
sex partners, (5) adolescents with a previous history gf%ﬁ
STD, and (6) adolescents practicing “survival sex” (e.g., run.
aways, homeless children, and prostitutes). ’

The subject of sexual abuse in children is addressed iy
Chap. 49. About half of rapes occur in teen-agers; therefore
all teens who are evaluated for STDs should be questioned ag
to whether their sexual activity was consensual.

Symptoms of STDs vary depending on the infectious agent
stage of the infection, and the host. An STD evaluation should
be considered in a child or adolescent if (1) there are genital
complaints such as discharge or dysuria, (2) there is a history
of sexual activity, particularly if there are multiple sex part-
ners, (3) there is a history of STD exposure, or (4) if the teen
is pregnant.

. Specific etiologies

A. Gonococcal infection in adolescents. Gonorrhea may
present as asymptomatic infection, cervicitis, urethritis,
pelvic inflammatory disease, or disseminated disease. The
diagnosis is made by culturing the organism on a chocolate
agar such as Thayer-Martin medium. Treatment for gon-
orrhea depends on the site of infection and clinical syn-
drome.

1. Uncomplicated gonorrhea. Any of the following sin-
gle-dose regimens are adequate to treat adolescents for
uncomplicated disease:

a. Ceftriaxone, 125 mg IM
b. Cefixime, 400 mg PO
c. Ciprofloxacin, 500 mg PO
d. Ofloxacin, 400 mg PO

All adolescents with gonorrhea also should be evalu-
ated for Chlamydia infection and syphilis. It should be
noted that quinolones have no activity against syphils,
and there are no definitive data on the effectiveness of
cefixime on incubating syphilis.

9. Disseminated gonorrhea results from gonococcal
bacteremia and can yield petechial skin lesions, arthral-
gias, tenosynovititis, or septic arthritis. Treatment 18
for a minimum of 7 days. Initial therapy should be cef
triaxone, 1 g IM q24h; cefotaxime, 1 g IV q8h; cefti-
zoxime, 1 g IV q8h; or spectinomycin, 2 g IM q24h. The
regimen is continued until there is clinical improve:
ment (usually 2448 hours) and then changed to oral
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therapy as follows: cefixime, 400 mg PO bid, or
ciprofloxacin, 500 mg PO bid.

B. Gonococcal infections in children. Any child outside

of the newborn period with gonorrhea should be evaluated
for sexual abuse. Treatment of uncomplicated disease is
similar to that of adults except that quinolones should not
be used in children younger than age 16 years and the effi-
cacy of cefixime has not been proved in clinical trials.
Ce_ftrlaxone, 125 mg IM as a single dose, may be given in
children. It is reasonable to presume that cefixime in a
dose of 8 mg/kg (maximum 400 mg) is also effective. In
infants with ophthalmia neonatorum, ceftriaxone at 25-50
mg/kg IM or IV (not to exceed 125 mg/day) once daily for 7
days may be given. Infants with disseminated disease

should be given ceftriaxone at 25-50 mg/kg IM or IV once
daily for 10-14 days,

. Chlamydial infection in adolescents. Chlamydia tra-

chomatis is the most common cause of nongonococcal ure-

thritis and cervicitis and a [requent copathogen in pelvic

inflammatory disease. Diagnosis can be made by culture of

the suspected site or a rapid antigen test (note that rapid

antigen tests are not accurate enough for sexual abuse

evaluation). There is such a high prevalence of C. tra-

chomatis coinfection in individuals with gonococcal infec-

tion that those treated for gonorrhea also should be

treated for C. trachomatis. First-line treatment in adoles-

cents is either doxycyline, 100 mg PO bid for 7 days, or

azithromycin, 1 g PO in a single dose. Alternative regi-

mens include any of the following:

1. Erythromycin base, 500 mg PO qid for 7 days,

2. Erythromycin ethylsuccinate, 800 mg PO qid for 7
days,

3. Sulfisoxazole, 500 mg PO bid for 10 days, or

4. Amoxicillin, 500 mg PO tid for 7-10 days (in pregnant
teens)

. Chlamydial infections in children. Chlamydial infec-

tion from maternal-infant transmission is well described.
Most experts agree that this is an unlikely route beyond 3
years of age; therefore, any infection with C. trachomatts
beyond this age is likely from sexual activity. Culture is the
only test for C. trachomatis accurate enough for a sexual
abuse evaluation. Perinatal transmission of the organism
from mother to infant can lead to conjunctivitis or pneu-
monitis. Treatment in infants and children is ery-
thromycin, 30-50 mg/kg PO divided qid for 10-14 days.

. Syphilis. The diagnosis and treatment of syphilis depend

on the patient’s age and the stage of the disease. A defini-
tive diagnosis can be made by identifying spirochetes on
dark-field microscopy or direct fluorescent antibody test of
a specimen. The diagnosis, however, usually is made by
serology, either with a nontreponemal test, such as the
Venereal Disease Research Laboratories test (VDRL) or
RPR, or a specific treponemal test, such as the fluorescent
treponemal antibody absorption (FTA-ABS) test.
1. Congenital syphilis. All pregnant women should be
screened with a nontreponemal test prior to delivery,
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and both infant and mother ideally should be testeq

after delivery. An infant should be evaluated for con-

genital syphilis after delivery if the infant’s mother-

a. Had untreated syphilis

b.Had syphilis and was treated with ery-
thromycin

c. Was treated for syphilis within 1 month of
delivery

d. Was treated for syphilis and did not demon.
strate an adequate reduction in nontrepone.
mal antibody titer

e. Did not have a well-documented history of
treatment
Evaluation should include serology, long-bone X-ray

for evidence ol metaphysitis, and measurement of cere.

brospinal fluid for VDRL testing and cytology. Chest x-

ray and liver function tests also may be indicated.
Treatment for congenital syphilis consists of aqueous

crystalline penicillin G, 50,000 units/kg per dose [V

q12h during the first 7 days of life then q8h for a total

course of 10-14 days. If more than 1 day of therapy is
missed, the entire course should be restarted. If diag-
nosis is delayed and the child is treated after 4 weeks of
age, treatment consists of aqueous crystalline penicillin
G, 200,000-300,000 units/kg/day IV divided q6h for
10-14 days.
2. Syphilis in teen-agers

a. Early acquired syphilis. Syphilis of less than 1
year's duration (primary, secondary, or early latent)
should be treated with benzathine penicillin G
2,400,000 units IM in a single dose. For those who are
allergic to penicillin, doxycycline, 100 mg PO bid, or
tetracycline, 500 mg PO qid for 2 weeks, is an alter-
native.

b. Syphilis of greater than 1 year’s duration (or if
duration is unknown) should be treated with benza-
thine penicillin 2,400,000 units IM weekly for 3 con-
secutive weeks.

c. Neurosyphilis. CNS involvement with syphilis may
occur at any stage of illness. Any patient with CNS
symptoms should have the cerebrospinal fluid exam-
ined. The recommended regimen is aqueous peni-
cillin G 12,000,000-24,000,000 units/day divided q4h
for 10-14 days. Procaine penicillin, 2,400,000 units
IM daily, plus probenecid, 500 mg PO qid for 10-14
days, is an alternative. _

F Trichomoniasis. Infection with Trichomonas vaginalis 1s
frequently asymptomatic, particularly in males. Symptoms
in women often are most severe just prior to menstruation.
The diagnosis is made by examination of a wet mount
preparation of vaginal discharge or microscopic examina-
tion of the urine for the organism. Treatment consists of
metronidazole, 15 mg/kg/day divided tid with a maximum
of 250 mg/dose. Alternative regimens in adolescents are 2
g of metronidazole as a single oral dose or 500 mg bid for 7
days. Many clinicians empirically treat individuals for
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Trichomonas infection when treating for ;
coccal infection or Chlamydia. Bivr suspectad Bono
. Genital herpes simplex virus. Approximately 30 million
Americans have genital herpes infection. Primary disease is
often the most severe and may even require hospitalization,
and painful recurrences may occur. Although there is no
cure, antiviral therapy can reduce the illness’s severity. For
primary illness, therapy is acyclovir, 200 mg PO five times a
day for. 7-10 days. For those requiring hospitalization, IV
acyclovir at 5-10 mg/kg ¢8h for 5-7 days may be required.
Treatment regimens for recurrences are acyclovir at 200 mg
PO five times a day or 400 mg tid or 800 mg bid for 5 days.
. Bacterial vaginosis (BV) is caused by the replacement
of Lactobacillus species by anaerobic bacteria, such as
Gardnerella vaginalis and Mycoplasma hominis. BV gives
a white, homogenous discharge. Diagnosis is made by the
presence of clue cells on a wet mount of vaginal discharge
or a fishy odor with the addition of 10% KOH to the dis-
charge. Treatment regimens are metronidazole, 500 mg
PO bid for 7 days; metronidazole, 2 g PO once; or clin-
damycin, 300 mg PO bid for 7 days.
. Pelvic inflammatory disease (PID), infection of the
upper genital tract, is most frequently caused by Neisseria
gonorrhoeae, C. trachomatis or vaginal flora such as anaero-
bic bacteria. Empirical treatment for PID should be initiated
if the following criteria are met in the absence of another
explanation: (1) lower abdominal pain, (2) adnexal tender-
ness, and (3) cervical motion tenderness. Some experts sug-
gest that all teen-agers with PID be hospitalized to ensure
compliance and minimize the risk of complications such as
infertility. Hospitalization clearly is indicated if any of the
following factors are a concern: (1) pelvic abscess, (2) peri-
tonitis, (3) pregnancy, (4) an intrauterine device in place, (5)
the patient’s intolerance of oral therapy, or (6) no response
to outpatient therapy after 48 hours. The initial regimens
recommended by the Centers for Disease Control (CDC) are
the following:
1. Inpatient
a. Cefoxitin, 2 g IV g6h (or cefotetan, 2 g IV q12h) and
doxycyline, 100 mg IV or PO q12h or -
b. Clindamycin, 900 mg IV g8h, plus gentamicin load-
ing dose of 2 mg/kg IV followed by 1.5 mg/kg IV q8h.
2. Outpatient _ _
a. Cefoxitin, 2 g IV, and probenecid, 1 g PO, or cef!:nax-
one, 250 mg IM, and doxycycline, 100 mg PO bid, or
b. Ofloxacin, 400 mg PO bid, and either clindamycin,
450 mg PO qid, or metronidazole, 500 mg PO bid.
Therapy, regardless of the regimen, shnuld_last 14 dayg.
_ General considerations. Any adolescent mt}l an STD is
engaging in high-risk sexual activity and is at risk for preg-
nancy and other STDs. All teens treated for an STD should
be counseled on risk reduction. Human immunodeficiency
virus (HIV) testing also should be cpnmdered in thc:se who
are diagnosed with an STD. If possible, the patient’s sexu-
al contacts should be evaluated and treated.
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Assessment of Pubertal
Development Variations

Anita Cavallo

}querty dfépfi’r}d's_- on the gctixlration of the hypothalamic-pitu-
itary-gonadal axis, resulting in the maturation of the gonads
and increased steroidogenesis. The increased secretion of sex
steil_:'mids causes the development of secondary sexual charac-
teristics. A disturbance in the hypothalamus, pituitary gland,
or gonad can alter the onset and cadence of puberty. Pubarche
is the development of pubic and axillary hair, normally depen-
dent on the activation of the pituitary-adrenal axis (adrenar-
che), w1th+mcreased secretion of a weak adrenal androgen,
dehydroepiandrosterone sulfate (DHEAS). Although puberty
and adrenarche_ normally occur in close temporal proximity,
they may be dissociated when there is an abnormality in
either axis. The adrenal gland also can produce other andro-
gens and estrogens; thus, abnormal sex steroid production by
the adrenal gland may result in the clinical signs of puberty.

. Definitions

A. Precocious puberty is the onset of puberty before age
7.5 years in girls or 9 years in boys as a result of premature
activation of the hypothalamic-pituitary-gonadal axis
(central precocious puberty) or as a result of sex
steroid production without activation of the hypothalamic-
pituitary-gonadal axis (“pseudopuberty”). Pseudopu-
berty is related to exogenous sources of sex steroids (e.g.,
ingestion of oral contraceptives) or a gonadal or adrenal
lesion (e.g., tumor). Precocious puberty also may occur
because of gonadal maturation independent of the hypo-
thalamic-pituitary axis, such as found in McCune-Albright
syndrome (characterized by polyostotic fibrous dysplasia,
abnormal pigmented skin lesions, and precocious puberty),
familial male precocious puberty (testotoxicosis), and
human chorionic gonadotropin (HCG)-secreting tumors.

B. Premature pubarche is the onset of pubic hair before
age 7.5 years in girls and 9 years in boys, which may be due
to premature activation of the pituitary-adrenal axis by
increased secretion of DHEAS (premature adrenarche) or
increased androgen secretion by either the adrenal gland
or the gonad (virilization). The distinction between
adrenarche and virilization is described below.

C. Premature thelarche is the isolated appearance of
breast development in girls younger than 7.5 years old
without other signs of sexual maturation. _

D. Gynecomastia is the presence of glandular breast tissue
in the male. _ )

E. Menarche is the onset of menses, which usually is pre-
ceded by breast development but may be the first manifes-

tation of puberty in a girl.
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F. Delayed puberty is the lack of pubertal sjpong 5wl
years old or older or in a boy 14 years old or g] dera Birl |
G. Virilization is the abnormal appearance of S
androgen excess in either sex characterized by ace 1Igns of
linear growth, increased muscle mass, advanceq hge era
uration, acne, hirsutism, pubic hair, and clitorg] u:-] © M,
enlargement. Peni,
II. Normal puberty
A. Sequence of the physical changes of pyp
. . . PROerty. Ty
first sign of puberty is breast enlargement in gir|g S
ticular enlargement in boys (>2.5 em in length) rtli%
Tanner staging of puberty describes the progress; he
these changes (see Appendix G). Pubarche gen:_.’" of
. : ral
begins after onset of breast or testicular development S J
ﬁgﬁ;endix H for the normal sequence of physical mﬂt'ur?
B. Common misconceptions by patients and pareng

1. Pubertal onset. Most people relate puberty t, th
appearance of pubic hair, acne, facial hair, or change jE
voice in boys and to the appearance of pubic hair ¢
onset of menses in girls. As a result, puberty may p,
quite advanced without the child’s awareness.

2. Breast development. Initial breast development may
be unilateral, causing great but needless anxiety in the
child and parents.

3. Subareolar mass. Initial breast development may bhe
rather firm, described as a hard lump and often feared
to be a tumor or an abscess. Referral for biopsy or exci-
sion is not indicated.

4. Delayed puberty. Pubarche in boys generally does not
occur until genital development is at about stage 3;
thus, parents and child may be concerned needlessly
about delayed puberty.

5. Pubic hair. Frequently, normal body hair in the pubic
area is mistaken for pubic hair. The physician should
compare the texture and density of hair in the pubic
area with that of other body areas, mainly in the lum-
bosacral area and the legs. Pubic hair is thicker and
darker than body hair and is curly. Hypertrichosis
(excess body hair) is not related to abnormal sex steroid
production, although it may be found in Cushing’s syn-
drome. _

C. Physiologic pubertal gynecomastia. About two-thirds
of normal males during midpuberty develop some degree?
subareolar breast tissue, which may be transiently tender.

The tissue may be unilateral or bilateral and resolves W_lth];

out intervention within months to 1-2 years. The patien

and his parents should be advised of the condition's physt-

ologic and transient nature and counseled that the major

ity of boys at similar ages and pubertal stages experient

the same condition. St

III. Assessment of precocious puberty. Rapid progression =

precocious pubertal maturation is accompanied by cons! il

able advancement in bone maturation and significal Oy

reduced adult height in boys and girls. Noncentral causes 5
precocious puberty often need immediate referral for surge
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due to the possibili

g It-}-" {}f a 2 -

ovarian tumor). Hence, Gathologic origin (e.g., an adrenal or
at distinguishing among ¢ tgnostlc SRESgac ] s eines Ak
perinhoralleanses of oal entral causes of sexual precocity
of ggnadotrnpin-indEpendeI;l;;emFlt}’m and the characterization
Albright syndrome or nt precocious puberty (McCune-
A. Hi testotoxicosis) 4 s

. History. Important informati i i

tory taking is age of onset of e lnc!uded e s
and associated symptoms {pLIberty, rapidity of changes
symptoms). It is impurtanft €8, headaches, abdominal
early maturers, ne 0 search the family history fi

, neurofibromatos 1 J Kl
and congenital adrenal hype i ID&']'S, S L

B. Physncal exmninatinn,yﬁt'rf a}? o
Bation honld nohide uulculhﬁ visit, the physical exami-
Cha_p. 36), Btaginiz of Eonita u‘nlul the growth rate (see
pubic hair development, a ;Drrf'.l reast development and

(clitoral enlargement facial T::-I for signs of virilization
deticription of the Vﬂgi’nal T 1i11’r, acne, hirsutism), and
T e e h'ltll{.,flbd s appearance. (Immature
thicker and pale pink \Eith red; estrogenized mucosa is
disks and visual fic a pearly appearance.) Opti
: sual fields should b i pLs
intracranial tumor. Th ‘ e examined for signs of an

e nor. The skin should be examined for ¢
mal pigmentation (McCune-Albri necior aegor
bromatosis). In boys with ce tletlght ynnome;, o inh.
familial testotoxicosis testicu?arr FI'ECDmuuS Ppuberty or
unilateral enlargement sh Siiargement 1s viiaord
gen-secreting tumor. should be evaluated for an andro-

C. Laboratory and : -

s ry a 'nther tests. The initial history and
physical examination determine the d 2
?ddltlonal evaluations neec tandiiscopeof

. Bone age. A base]j.n '

ne age. e bone '
i& is:;lgmﬁcant advancement ;t.g Ehlg }llflltl:::il 1{;1';1111;1:?0?3?5.
: : _ c-
tiaof an immediate, more extensive laboratory evalua-
2. Sex steroid and gon i
ex adotr is sti
significant variabﬁity in tl'?é) 1:1]111;;;156? };esge p Stt:lll
gm_ladotrupins and sex steroids. It is important atysh e
reliable laborato e e
S ry measures of the pediatric ranges of
ormones. Pubertgﬂ levels of estradiol or testos-
terone are important diagnostic findings but d
localize the abnormality’s source (cgntra] *t.rgrnﬂt
gonadal or adrenal abnormality). Pubertal e
luteinizi y). rube levels of
uteinizing hormone (LH) and follicle-stimulating hor-
mone (FSH) indicate central precocious puberty; how-
ever, _prepubertal levels do not exclude central
precocious puberty, and a luteinizing hormone-rel
ing hormone (LHRH) stim lati o
ulation test may be neces-
- sary.
. Pelvic and abdominal ultrasound. A pelvic ultrasound
in girls ghows uterine development (fundus, cervix
endometrium) and the ovaries. A pubertal-appeariné
uterus_*wlth bilateral ovarian enlargement indicates central
precocious puberty or gonadotropin-independent preco-
I1r:5u:|us puberty. Ovarian cysts are nonspecific, as they may be
ound in healthy gq'ls. Hence, it is important to review the
ultrasound study with a radiologist experienced in pediatric
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ultrasound. Children with large ovarian cysts should not be
referred to surgery; instead, observation and frequent .
evaluation are indicated. An ovarian tumor can be detecteg
by ultrasound; a child with an ovarian tumor shoulq ,
referred immediately for surgery. An abdominal ultrasoypg
also may detect an adrenal mass, which requires immedia,
referral to surgery and endocrinology.

A significant advancement in bone age, pubertal levels
of sex steroids or gonadotropins, or rapid acceleration of
growth in a child with signs of precocious sexual maltura-
tion should prompt immediate referral to an endocring]o.
st

IV. Assessment of precocious thelarche. Onset of breast
development before age 7.5 years may be the first sign of cep.
tral precocious puberty. The evaluation’s approach and extent
depend on the child’s age and associated findings (vaginal
bleeding, pubic hair, virilization, cushingoid features).

A. Infancy. Transient breast development that may be pre
sent over several months frequently is observed in infants,
It generally becomes more evident when the child slims
down during the second year of life. The physician must
search for exposure to exogenous sources of estrogen. such
as cosmetic creams, vitamins, other nutritional supple-
ments, or the use of a progestin or progestin-estrogen com-
bination oral contraceptive in a nursing mother. Note that
oral contraceptives generally are not indicated for the
nursing mother; however, if used, a progestin alone is pre-
ferred over a combination product. The physician should
determine growth velocity and examine the infant for asso-
cated findings, mainly pubic hair, virilization, or cushin-
goid features. External genitalia zre examined for
estrogenization. The tvpical infant with idiopathic prace-

e T Ny G a1
=.|.‘ ]

cous thelarche has a normal growth rate, breasst bnddins
that mayv be sizable with no zraoler changes or assossiad
abnarmal features, and immature vasinal epithelinm. In
such cass. no addigons] svalneltions &re necessery &1 the
Imitial pressntafion, but the infant shonid be re-sxsmmad
in 34 months. The physician shonld inssroct the perent 0
retorn with the infant for another check-up I the miant
breast size eniarges rapidiv or pohic heir vagsnsel ds-
breast development must be sveinar=d thoroushiv Ininel
assessmen: Shonicd Inemde GSISTmMmEnon of SSTnn SoE
fin! =znd sonsdoropin oveis Ent bone soe. Pobers] oves
of =siradic] or Zonadorromins Or SOvenced hone Bge M E
mEense— Tt tee =S =5 mges TG IRSDOTIRE | @ 0] U

i
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V. Assessment of
precocious
A. aAkﬁ]ec; Onset of pubic hair dg:rltllarche .
Sion "”j“'hf%‘ and requires Pro; opment in infancy is alwa
Althiﬂxl’;g}ﬂ(:h is best done by rEF;rra:_lld thorough investjg};?
before agep?l‘%c{;{:;;usrpubarche is 1;11':«30{:,31.1:1S Egld?*‘-ringlogiSt
: - I's In g et o bi .
tio . girls a . pubic hai
blaﬁ("gfﬁ;:efn})llblc hair appe;: Eoylf;;i in boys by defini-
B. Associated fi péljrtlcular].‘f' In girls mewhat earlier in
the presence E l;ilgs. The child’s evaluati
S absence of signs of 'ﬂ'rila: ion depends on
1. No associ tp'-l erty, or cushingoid f 21 bHOD eithier
et ated findings. The ph easures,
idE”P'ith?ff’ep and serum DHEASp lgvsé?lf}? igould e
athic precocious ad : e child h
advanc renarche, b : )
puberta e DHEAS Tovel wil be
et U dELern:‘ should be re-exami el will be
O ine rapidi 1I'I_Ed in 3-4
EEI}“'tm for associated sigpilslg)fi bepmgTE?*Slon and to
11(:{:;;; ‘“grmq features. Frecocinuspuderty’ virilization, or
T ELP;:“G&' by slight acceleratiinr?narr:he Ly iR
2. Virilizaiiirgﬂmqﬂrﬁtm‘ L growu velacity
irilization. The presence of pubic hai .
s s & e Sl o e
look fug 3‘{ﬂluatmn and referral. The Lmn_‘leidmte and
testicula? erepRney between penile cll)wysllcmn —Rauld
sl an_s;ze. Pubic hair in a pre ube opment and
e panie by testicular Enlﬂl‘gemp ertal-age boy
= precocious puberty. Pubic hair ent suggests cen-
- er sex could be related to abnnrngid YR aton i
alucflon by the gonad (e.g.,duetoat LR heron Dro:
dg and (e.g., due to a tumor, hyper limqr) or the adren-
?7r51%-[aj hyperplasia). Semm’testustﬂfs e
-OH progesterone levels help in th e DHE.AS= and
: EDSIS' p in the differential diag-
. Cushingoid feature
. : s. The .
Sltﬁ with round facies, hypiﬁi?;fs;f aisomated e
and virilization in infancy or chi]dhonéls’ ypertension,
ﬁvaluatmn for adrenal hyperplasia or t requires urgent
0 _the labnr_atory tests above, serum l::g]r? nadte
u;mary cortisol, and dexamethasone su Eole o
should be performed, usually with sl
e sonealtation. y an endocrinology
. Assessment of dela
yed puberty. :
ZS 13{:51{ of breast developmgnt byr:{greﬁ%b;;;i dela%r i
lﬁeye agrse?lz;s 1nba girl, or lack of testicular en]agggmzinbses by
: 1n a boy, irrespective of th Yy age
pubic hair. As in precoci e presence or absence of
st s ecoc AR :
Elngpm}l] betweenI::entralloglslcF ggﬁi;t}%ef'zlecgﬁtlal tésk malt giciss
s include constitution jesitbentyg cauy
, al d .
hypogonadism; peripheral caus:éai}rrl lax&d hypogon Aol IRIE
gonadal falure clude el forms‘ofpainian:
. History. Important informati '
, q ation to obtain i ‘
iﬂ:;dezbti]i{i cl:ﬂd’s nutrition, body image lléezﬁiglu iﬂf
’ ity to smell, headaches, vis al’ ,
symptoms, excessive eXercis B problems, G
; , e, previous heigh
weights, an A 3 eights and
d growth rate. Family history should focus on



168

[I. The Problem Visit—Medical

_-_-_-_-—-_

delayed puberty and chronic illness; it is usually positive
for delayed puberty in cases of constitutional delay. .

B. Physical examination. In particular, the Physmlan
should establish the child’s growth rate and weight gain,
determine body proportions (arm span, upper-lower ratio),
stage breast or genital development and pubic hair devel-
opment, and examine the optic discs and visual fields.

C. Laboratory and other tests ‘ e .

1. Bone age. A baseline bone age is helpful in the diag-
nostic evaluation and estimation of final adult height.
In constitutional delay, bone age ig usually 2 or more
years delayed relative to chronologic age.

2. Sex steroids, gonadotropins, and other hormonal
levels. The hormonal events of puberty precede the
physical changes. Hence, pubertal levels of testosterone
or estradiol and of LH and I'SH may be found a clini-
cally prepubertal child. Prepubertal levels, however, are
not diagnostic and may require a follow-up LHRH test
to determine whether the hypothalamic-pituitary axis
1s activated to pubertal levels. In contrast, LH and FSH
levels above the normal range in a pubertal-age child
without signs of sexual maturation indicate primary
gonadal failure, such as in Turner’s syndrome,
anorchia, and Klinefelter’s syndrome. Serum prolactin,
thyroxine, and thyroid-stimulating hormone (TSH) ley-
els may be needed when there is concern about
acquired hypogonadotropic hypogonadism.

3. Other studies. A CBC with differential, erythrocyte
sedimentation rate (ESR), and a renal panel should be
obtained to rule out other possible chronic illness, such
as inflammatory bowel disease or other causes of mal-
absorption or chronic renal failure. Serum thyroxine
and TSH testing may be indicated if there is diminished
growth rate or other signs of hypothyroidism. A CT
scan or MRI of the brain may be necessary when there
are associated neurologic symptoms (e.g., headaches
and visual field defects) and in case of possible acquired
hypogonadotropic hypogonadism.

VIL Constitutional delay of puberty may be indistinguishable

from hypogonadotropic hypogonadism and primary gonadal
failure. A careful history should be obtained, including the
presence of headaches, visual problems, anosmia, chemother-
apy, or radiation therapy. Chronic illness, such as regional
11e1t1_5 or chronic renal failure, also must be excluded before
considering constitutional delay of puberty. In children with
constitutional delay of puberty, short stature is often the pre-
senting complaint in the prepubertal years. Typically, growth
rate 1s normal for the first 2-3 years; the height then crosses
percentiles and follows a growth curve below what is expect-
ed for midparental height. Thus, the pubertal growth spurt
fails to occur at the expected age. The family history is usual-
ly positive for delayed puberty, and all screening laboratory
tests are normal. Bone age 1s delayed by 1.5 or more years,
and serum testosterone or estradiol, LH, and FSH levels are
all prepubertgl. The approach may then be expectant depend-
ing on the child’s height and leve] of anxiety. The growth rate
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and pubertal progression should be monitored every 4-6
months. Constitutional delay commonly causes social adjust-
ment problems in boys, and testosterone treatment may be

indicated. In such cases, a referral to a pediatric endocrinolo-
gist should be made.
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Assessment of Abnormal
Linear Growth

Anita Cavallo TR

The assessment of growth at each pediatric v
important information about the child’s well-being. Gep
a normal velocity of linear growth and weight gain is ie?“m
tive of a healthy child. Conversely, deviations from n? e
velocities of growth and weight gain should alert the priﬁmal
care physician to a possible medical problem, such as n ilry
tional deficiency, recurrent or chronic illness, or endm}:-‘n.
disorders. Deviation from normal growth may be the Ulr}e
manifestation of an underlying medical problem in a healtﬁ )
appearing child. y:
. Charting and interpreting growth data. Standarg
growth charts (see Appendix E) are based on supine length
measurements up to age 3 years for the charts labeled
“Birth-36 Months” and standing height for the charts
labeled “2-18 Years.”
A. Common pitfalls in the measurement of length

(height)

1. In measuring standing height and plotting it on
the length chart, there may be a loss of as much as
2.2 cm from the supine to the upright measurement of
a young child. Hence, both the appropriate technique
and the correct chart must be used.

2. Poor technical skills in measuring, such as failing
to position the child properly or leaving on the child’s
shoes during the measurement, commonly result in
inaccurate measurements.

. Shifting growth during infancy. The correlation between
birth size and ultimate mature size is notoriously poor.
Crossing percentiles on a growth chart during infancy may be
normal as the infant shifts growth curves based on genetic
potential. Other causes of apparent shifting growth during
infancy are the following:

A. “Catch-up growth,” which begins shortly after birth

(e.g., in an infant born small for gestational age)

B. Slow down in growth, which tends to begin at 3-6
months of age

C. By age 2-3 years, most children have reached the growth
curve for their genetic potential. After 3 years of age, the
child maintains a steady growth velocity until the onset of
the pubertal growth spurt.

. Normal growth. Besides plotting growth parameters on the

growth chart, it is important to calculate growth velocity.

Generally, an interval of 3—4 months between two measure:

ments permits the physician to estimate accurately the anni”

alized growth velocity.

A. Normal growth velocity. Table 36-1 summarizes the
average expected growth velocities for both sexes. In eval-

isit Provideg
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Table 36-1. Normal range of growth velocity for boys and girls

i

Age Inches/year Centimeters/year
0-12 mos 9-11 18-26

12-24 mos 4-5 10-13

24-36 mos 2.25-4.25 6-11

3-6 yrs 2-3.25 0-8

6 yrs-puberty 1.6-3 4.5-7.5

Peak puberty 2.5-4.25 7.5-11

Source: Adapted from JM Tanner, PW Davies.

Clinical longitudinal standards for

height and height velocity for North American children. J Pediatr 107:317, 1985;

and PVV Hamill et “fl- Physical growth: National Center for Health Statisties
percentiles. Am oJ Clin Nutr 32:607, 1979.

uating possible growth disorders, the physician should con-
sult a sex-specific growth velocity chart,
B. Abnormal growth velocity

1. Decreased growth velocity. In a child 3 years of age
or older, a growth velocity of consisten tly less then 5 cm
a year 1s worrisome; 4 cm a year or less is definitely
abnormal and requires investigation.

2. Increased growth velocity. Although decreased
growth velocity is a considerably more common event.
increased growth velocity above the expected norm also
warrants investigation.

Genetic influence on stature. Numerous factors can alter
a child’s height (e.g., nutrition, age of pubertal onset, inter-
current illnesses). Genetic influence is also notably important
and must be considered in each child’s growth evaluation. The
child’s target height based on genetic potential is estimated
based on the biological parents’ heights as follows:

A. Determining the target height in centimeters for

girls. [(father’s height + mother’s height - 13)/ 2] = 5

B. Determining the target height in centimeters for
boys. [(father’s height + mother’s height + 13)/2] = 5
Children whose growth varies from the projected pattern

based on parental height need to be monitored closely—for
example, a prepubertal girl who has a normal growth velocity
but is too short for her genetic potential (not necessarily
below the third percentile on the height curve) should be eval-
uated for Turner’s syndrome even in the absence of obvious
stigmata.
Decreased growth velocity. The expected growth decelera-
tion in infancy for adjustment to the genetic potential has
been described in sec. I, and Chap. 37 addresses growth prob-
lems in the infant and young child. The remainder of this
chapter briefly outlines an approach to growth problems
beyond infancy. As a rule, a child’s growth stabilizes for genet-
ic potential by age 3 years; hence, persistently decreased
growth velocity after this age should be investigated.

A. Common causes of decreased growth velocity

1. Nutrition. Nutritional causes for poor growth are
important even after age 3 years, and a good nutrition-
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al history should be obtained. Nutrition is also impg,.
tant for the preteen and teen-age child who may i
have had dramatic weight loss but instead has failyre o
gain weight adequately with subsequent deceleration (f
linear growth. Examples of children with decreaggg
growth velocity due to nutrition are children wi,
anorexia nervosa and boys who want to remain ip ,
lower weight category for wrestling.

2. Chronic illness. Chronic renal failure, malabsorptigp
and recurrent illnesses also may cause significant linear
growth delay. Generally, weight gain in these cases algg
is compromised, and the child tends to be underweight
for height.

3. Endocrine disorders associated with poor growth
generally cause increased weight for height.

4. Constitutional delay. Children with constitutiona
delay have a normal growth velocity alter the second
year of life, but their height is generally below the fifth
percentile or within the normal range for age but below
the projected height based on midparental height. At
the time of puberty, they fail to have the growth spurt
that most of their peers exhibit, and puberty is delayed

5. Rigorous physical training. Strict training in g}rm;
nastics for more than 18 hours a week beginning before
puberty may decrease growth velocity to the extent that
the expected height may not be reached.

B. E;gﬁ;:; approach to a child with decreased growth

1. History and physical examination. A good medical
history to screen for risk factors of chronic illness is
essential. The physical examination should include a
neurologic exam, visualization of the optic fundi, and
assessment of the visual fields. |

2. Screening tests. Generally useful tests to rule out a
systemic disorder are a CBC with differential, erythro-
cyte sedimentation rate, serum chemistries (’fnr renal
function), and serum thyroxine and thyroid-stimulating
hormone (TSH) determinations. A baseline bone age is
often helpful to determine the current status and assess
the child’s progression. Other tests, such as metabolic
?S:Eilgagb;iﬁfigird;i evall_f{ation, sweat test, or tests
basis. Presently, certain téﬁ; :;g;]ecl f?n ins ll'ndlﬂd“uri
factor 1 (IGF-1) (previousl L e
[CRbitin: bobis sly named somatomedin C) or
ciently to be considirzﬁe E.?t e standqrdmed o
growth hormone deﬁcit:.-n‘ur quablE e o
e e e e et e

r, referral to an endocrinologist

should be considered : _
growth velocity:. ered for the child with decreased

VI. Accelerated growth velocity

A, ig?;illfe pUtEI‘ltlal- GI;"GWth acceleration in infancy to
B. Caloric eii:nemc potential has been described in sec. II.

eration in ]?Es' Overfeedmg n infancy may cause accel-

Although near growth and excessive weight gain.

B most infants grow appropriately with “feeding
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on demand” approach, this feeding technique often is mis-
interpreted by parents and health care providers. When a
bottle of formula routinely is offered to a crying infant in
place of other comforting measures, the baby accepts the
bottle even when not hungry, with resultant obesity.
Acceleration of linear growth frequently accompanies con-
tinued excessive weight gain.

C. Endocrine disorders. Acceleration of linear growth
without excessive weight gain should alert the physician to
other endocrine disorders. Excess growth hormone pro-
duction is rare in the young child but should be considered
in the older child or adolescent with abnormally rapid
g1_~owth. Excess thyroid hormone occasionally causes sig-
nificant growth acceleration, but the symptoms and signs
of hyperthyroidism are usually evident. More commonly,
excess sex steroids are implicated in growth acceleration—
for example, in both boys and girls, excess androgens may
be present due to congenital adrenal hyperplasia or a viril-
izing adrenal, testicular, or ovarian tumor. Precocious
puberty also causes growth acceleration (see Chap. 35).
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Failure to thrive may be defined as growth deﬂciency d

Inadequate nutrition. Determining the exact cause Dﬁze o |
complicated, and treatment poses a challenge to the pri L
care physician. It has been reported that 3-5% of pedﬂf”-'
hospitalizations are related to failure to thrive. About ggr;r_m
cases occur in children less than 18 months of age, and Et}?
incidence is higher in lower socioeconomic groups. ‘

. Growth deficiency may be broadly defined as growth he|gy,

two standard deviations for age and sex, including weight
height, and head circumference. Two operational definition;
of growth deficiency are (1) weight persistently below the
third percentile for age and out of proportion to height (the
most common type of growth deficiency) and (2) weight drop
across two major percentile lines in 6 months. Depressed
weight for age alone usually suggests acute malnutrition (fo
weeks to months); depressed weight and height for age sug.
gest chronic malnutrition. The best way to express growth
parameters is as a percentage of the median (fiftieth per.
centile) weight for age. Table 37-1 relates the degree of mal.
nutrition to the percentage of median weight for age.

Differential diagnosis. It is important to distinguish true

growf;h deficiency from other conditions associated with being

small.

A. Constitutional short stature is associated with an aver-
age or above average weight for height and may reflect a
genetic tendency to be short for age. Assessment of mean
parental height may be useful in distinguishing this condi-
tion from true growth deficiency. Parental height also may
reflect the nutritional status of parents, who may not have
reached their own full genetic growth potential.

B. Prematurity. Premature infants may be well below the
third percentile for all three growth parameters and
should be plotted on a special growth chart for premature
infants (see Appendix E) for the first year of life.

C. Congenital syndromes. Some children have limited
growth potential associated with particular syndromes,
including congenital cytomegalovirus (CMV) infection,
Down’s syndrome, and fetal alcohol syndrome. These chil-
dren may never “fit” on the standard growth curve even
though they may not be truly growth deficient.

. Pathogenesis. Failure to thrive is a complex and interactive

problem involving the biomedical, environmental, and psy:
chosocial features of a child’s experience. Most cases of
growth deficiency encountered in the outpatient setting are
related primarily to aberrations in the home and psychosocl

environment, but rarely is the process simply a matter ©
parental deprivation alone. Some infants and children with-
out an overt medical illness may have subtle neurologic col
ditions or behaviors that render them particularly difficult 10
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Table 37-1. Classification of growth failure

Degree of malnutrition Median weight for age

Mild 75-85% of fiftieth percentile
Moderate 60-74% of fiftieth percentile
Severe <60% of fiftieth percentile

Source: Adapted from WG Bithoney, H Dubow

itz, H Egan. Failure to

thrive/growth deficiency. Pediatr Rev 13:453, 1992

feed. If these children are cared for in a disorganized environ-
ment by a stressed or psychosocially limited caregiver, the
potential for growth deficiency is enhanced. Growth deficien-

cy results from insufficient calories to meet the body’s needs
and may occur by several mechanisms.

A. Inadequate intake of calories

1. Insufficient calories may be provided, resulting
from formula mixing errors, inadequate feeding fre-
quency, lactation problems, parental neglect, or
extreme poverty.

2. Insufficient caloric intake may result from anorex-
1a or oral-motor dysfunction (e.g., cleft palate, cerebral
palsy).

B. Excessive caloric loss usually is associated with GI
abnormalities, such as vomiting, reflux, rumination, mal-
absorption, or diarrhea.

C. Increased caloric requirements commonly are seen with
chronic infections and cardiac, respiratory, or metabolic
abnormalities.

D. Inadequate caloric use. The most common example of
inadequate caloric use is insulin-dependent diabetes melli-
tus.

. Risk factors. Neither the child nor the environment alone
determines the child’s growth outcome; however, each affects
and is affected by the other. Most cases of growth deficiency
involve the relationship between the child’s demands and the
capabilities of the child’s caregiver. Sorting out the relative
contributions of each can be very difficult. Potential risk fac-
tors for growth deficiency include the following:

A. Biologic conditions that may place a child at risk for
growth deficiency include congenital anomalies (cleft
palate, microcephaly), pre- and postnatal undernutrition
syndromes (fetal alcohol syndrome, congenital infections),
medically compromised prematurity (congenital heart dis-
ease, bronchopulmonary dysplasia), ongoing medical con-
ditions (cardiac, respiratory, infection with the human
immunodeficiency virus [HIV]), and behavioral or neuro-
logic problems (attention deﬁcit-hyperactmty.d1§ﬂrqer).

B. Environmental features that increase a child’s risk for
growth deficiency include child issues (difficult tempera-
ment—irritable and fussy or withdrawn and passive
infant), caregiver issues (eagily frustrated _:-md anxious
caregiver), disturbed interaction between child and care-
giver (both show withdrawal; negative, demanding behav-



176  Il. The Problem Visit—Medical

o

10rs; or both toward one another), abnormal feeding behg
iors in the child (disinterest: bizarre maneuvers with fq 4
and psychosocial stressors in the family (frequent Move.
single-parent family, isolation, recent traumatic eveni'
poor marital relationship). %
V. Diagnostic approach. The evaluation of a child suspected ¢ |
inadequate growth begins by determining whether the child ?I |
really growth-deficient or “just small.” The physician shoy; |
remember that 3% of all children at any age have a weight beloy
the third percentile (by definition). A diagnosis of growth def
ciency should be based on positive historical and physica] ﬁnd:
ings after careful clinical assessment and observation. Groy
deficiency secondary to nonmedical causes is not a diagnosis f
exclusion; both biological and environmental factors need ¢, he
addressed at the same time. The primary caregivers are key tq
providing an accurate history and ensuring successful long-terp
management; thus, they must be approached in a caring, nop.
Judgmental manner to ensure their complete cooperation in the
assessment of their child’s nutritional state and to avoid giving
them the impression that they are responsible.
VI. Clinical assessment
A. Age. I'eeding behaviors of children are related closely to
their developmental abilities, including motor, cognitive |
and psychosocial skills. Problems with attachment, sepa. |
ration, and individuation may lead to maladaptive feeding ’
and abnormal interactive behaviors between child and
caregiver that may exacerbate poor nutrition. By knowing |
when a child began to demonstrate growth deficiency, the |
stage of psychosocial development for that child may be ‘

determined. Recognizing the developmental stage of a
child with growth deficiency is useful in determining
appropriate intervention.
B. History. The single most important diagnostic procedure
in determining the etiology of growth deficiency in a child
is the history. It is optimal to have both parents presentto
observe their attitudes and interactions with each other, |
both verbal and nonverbal (supportive versus detached, |
angry, impersonal). The physician should observe each par- |
ent’s interaction with the child (affectionate and encour- |
aging versus negative or demanding) and look for
symptoms in the child often associated with family dys-
function (irritability, excessive crying, and sleep or discr-
pline problems). The physician should pay attention to the
parents’ attitudes toward the history-taking process
(tense, hostile, depressed, in a hurry to leave). A second,
third, or fourth history may be more revealing than the
first, especially if some trust has been established. The fol-
lowing are important components of the history:
1. The child’s age at growth decline onset by pareﬂtﬂl
history or growth chart
2. Birth history, including maternal age; health; pre- of
postnatal depression; prenatal care; drug, alcohol, of
tobacco use; length of gestation; birth weight; initi
feeding pattern; stool pattern; and early weight gain
3. Developmental milestones, including delays an
previous interventions

d
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4. Medical history of

ti_ans, and chronic illn
diarrhea)

8. Revl_ew nf_ systems, especially GI symptoms and CNS

6. Family history, including parents’ and siblings’
growth, familial disease (especially endocrine), and con-
genital abnormalities

7. l?sychusncial issues, including family constellation,
finances, extended family, social supports, substance
a_buse, physical or sexual abuse, recent changes in
lifestyle, _death of a family member, divorce, recent
move, or job change

8. Diet, including child’s caloric intake, 24-hour dietary
recall, 3-day food diary, bizarre or fad diets, parental
(mis)perceptions of the child’s needs, formula prepara-
tion, lfrcquen:::y of feedings, who feeds the child and how
the infant feeds, hottle propping, parental anxiety,
forced feeding, and consistency between the child’s age
and feeding behavior

previous illnesses, hospitaliza-
esses (otitis media, pneumonia,

. Physical examination. A thorough general physical

examination 1s crucial. Signs and symptoms of vitamin,

protein, or calorie deficiencies or a specific medical condi-

tion may be present. The physician also should note the
following during the physical examination:

1. General appearance, including appearing acutely ill
versus chronically ill, signs of poor hygiene or inflicted
trauma, or disturbed affect (apathetic, scared)

2. Growth. The physician should plot the following on
the appropriate growth charts: weight (unclothed),
height, head circumference, weight for height, and tri-
ceps skinfold thickness.

3. Development. If possible, the physician should admin-
ister the Denver Developmental Screening Test, which
should be delayed if the child is acutely ill or dehydrat-
ed.

. Careful observation of the child’s behaviors, especially

during feeding, and the child’s interactions with care-
givers, other children, and adults often provides clues to
interaction difficulties between the child and his or her
environment that contribute to growth deficiency.
Behaviors thought to be associated with disturbed psy-
chosocial functioning as the primary etiology of growth
deficiency include “radarlike gaze,” “frozen watchfulness,”
minimal smiling, decreased vocalization, resistance to
being held, tonic immobility of the arms (arms up and back
with elbows flexed), and self-stimulating rhythmic move-
ments.

. Laboratory. If the history and physical examination do

not suggest an underlying medical illness or organic cause
of growth deficiency, there is no rationale for doing an
extensive laboratory assessment. A limited number of lab-
oratory tests may be appropriate in certain circumstances,
including screens for iron deficiency and lead exposure
(especially if there is a history of pica or the child lives in a
high-risk area for lead exposure), urinalysis to look for
chronic urinary tract infection, tuberculin skin testing,
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HIV testing if suggested by history or high risk, anq
roid function if height is affected primarily. All othey | hy.
ratory tests should be done only if suggested by k; abo.
physical examination, or both. ‘Story,

Management. The primary goal in managing the

deficient child is to restore adequate nutrition. Ny

rehabilitation involves several concurrent processes.

A. Determining caloric requirements. To determine ¢,
child’s caloric requirements to restore growth, the Child*e

‘ : . 7 ; 8
length is measured, and ideal weight is determined for t},
height (fiftieth percentile for that height). The nmm:}
daily caloric intake needed to maintain that weight ;
determined and increased by 50% to provide for an acceﬁ
erated rate of “catch-up growth.”

B. Providing dietary counsel. Once caloric requirement,
are established, the physician or nutritionist should coyp.
sel caregivers about the appropriate dietary intake to megt
those needs, emphasizing particularly the quality apg
quantity of foods. Often, the parent can provide the neces.
sary calories by increasing the caloric density of liquids ang
foods offered (e.g., high-calorie supplemental drinks) rather
than increasing the volume of liquids. If the parent ang
child do not already participate in the Women, Infants, and
Children (WIC) program but qualify, they should be
referred for enrollment to help supply the needed nutrition,

C. Managing medical illness. Underlying medical disease,
such as infection or lead toxicity, should be addressed con-
currently with nutritional support.

D. Supporting the family. The primary care physician is
often a case manager and can serve as a liaison between
the family and other professionals, such as a community
health nurse, social worker, dietitian, and mental health
worker. The physician should provide guidance for parents
concerning appropriate developmental tasks for age, espe-
cially as they relate to feeding. Successful management of
any growth-deficient child means sustained weight gain
once the child has returned home. Frequent follow-up,
often every week initially, is essential. Frequent weight
checks help document progress but are just as important
as an opportunity for the physician to provide ongoing sup-
port and guidance for the family and to build with them a
relationship of trust.

E. Hospitalization. The decision to hospitalize a growth:
deficient child is not an easy one. Sometimes even a child
from a disturbed psychosocial environment may fail to gair
weight in the hospital, away from familiar surroundings.
1. Recommendations. Hospitalization should be strong

ly considered when the physician is concerned about
active abuse or neglect, severe (grade II or III) mal-
nourishment (weight <60% of median weight for age),
the presence of a significant medical illness that
requires intensive inpatient management, failure 0
intensive outpatient management to provide adequate
catch-up growth over a 6-month period, the family §
unreliability to follow through with outpatient plans, or
the child becoming lost to follow-up.

8TOowth.
tritiong)
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2. cGa?:;l'S 01; hospitalization include providing adequate
-atories lor catch-up growth; documentation of sus-
tained weight gain; providing better observation of
child and parent-child behaviors that may contribute to
growth deficiency; providing an organized program of
stimulation for the child; and providing interdiscipli-
nary eyalugtmn with nutrition, social services, nursing
and child-life services. ’ ’

3. EerctatlﬂnS; Documented weight gain in the hospital
1s not conclusive evidence that psychosocial problems
alone cause poor growth. Children with and without
specific medical illness have been shown to gain weight
in the hospital, though weight gain is often not immedi-
ate. Parents need to be cautioned against expecting a
quick solution. Often, infants require from a few days to
a week before establishing satisfactory weight gain.

VIIL Prevention. Ideally, physicians can prevent growth deficiency
n chlldren ‘b_y identifying risk factors early. This requires
ongoing anticipatory guidance for families of infants and chil-
dren concerning development, behavior, and feeding practices.
The physician should ask about biological and environmental
stressors at each regular well-child visit. Parents should be
counseled at each visit about appropriate feeding according to
the child’s age and until the next visit. They should learn not
only what the child should be eating, but how the child should
be eating (e.g., it is appropriate for a 1-year-old to try to feed
himself or herself and make a mess). The physician continual-
ly should monitor the psychosocial attachment between parent
and child, especially as it relates to feeding, and keep abreast
of new changes in the family (new baby on the way, recent sep-
aration of parents) as warning signs for the potential for feed-
ing problems to begin. Finally, it is important for the physician
to remember that a child with primary environmental reasons
for growth deficiency may at some point develop a medical ill-
ness that may be missed if the focus is exclusively on the psy-
chosocial aspects.
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Childhood obesity is a complex and increasingly comp
problem. Between 15% and 25% of all children in the Unitﬂn I
States are obese, a 50% Increase In prevalence since tﬁd
1960s. Multiple etiologies have been suggested, and Expe;te
still disagree about the magnitude of influence of the mans,
genetic and environmental contributors. Unfortunate miscon
ceptions about the etiology and natural history of obesity
exist, and many physicians erroneously assume that nothjp,
can be done for the obese child. 6

. Measures of body fat. Obesity is defined as an excegs of

body fat. Evidence in studies of adults suggests that the pre.

dominant distribution of body fat (abdominal versus pelvic)

may be more important in predicting obesity-related morhid.
ity than simply the degree of absolute fatness.

A. Weight alone is not a good measure of body fat. It is an
easy and reproducible measure that can be compared to
population standards but does not indicate body fat distri.
bution. Using weight alone, a very muscular child may be
mislabeled as obese.

B. Body mass index (BMI). The BMI (weight/[height?)) is
preferable to weight when measuring body fat content,
BMI can be compared to population standards, but like
weight, it does not indicate body fat distribution.

C. Skinfold thickness (SFT) is the preferred measure of
body fat content. Using skinfold calipers, a direct measure
of subcutaneous fat mass (usually in the triceps or sub-
scapular skinfolds) is obtained. The measurements are
reproducible, can be compared to population standards,
and indicate body fat distribution.

Definitions of obesity

A. Obesity is weight for height greater than 120% of the
ideal (controlling for sex and age) or a triceps SFT greater
than the eighty-fifth percentile.

B. Superobesity is weight for height greater than 150% of
the ideal or a triceps SFT greater than the ninety-fifth per-
centile.

. Classification of obesity

A. Exogenous (simple) obesity represents about 99% of cases
of childhood obesity and is characterized by obese children
who are tall for their age (usually height above the fiftieth
percentile for age) and have a normal to advanced bone
age, normal mentality, no physical abnormalities, and
often a family history of obesity.

B. Endocrine and genetic. Less than 1% of childhood obe-
sity is associated with an endocrine or genetic syndrome.
These children are short for their age, have a del‘a.‘f*"'d
bone age, may be mentally limited, often have assoglatﬂd
physical abnormalities, and rarely have a family history
of obesity.
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1. Endocrine syndromes include the following:

a. Hypercnrtl_sollsm (Cushing’s syndrome)

b. Hy_puthyrmdism

c. Primary hyperinsulinism

2. GEFE“E syndromes include the following:

a. rader-w;lll syndrome is characterized by severe
hl-’PEIjPhﬂgl& hypotonia, mental retardation, and
occasionally the pickwickian syndrome.

b. Bar dEt'B!edl syndrome. This autosomal recessive
S}mdl‘umg 1S chz_-tracterized by predominantly truncal
and proximal limb obesity, polydactyly, and genital
hypoplasia.

c. Cohen’s syndrome is characterized by mid-child-
hood onset of obesity, dysmorphic facial features, and
mental retardation. '

d. Alstrom’s syndrome is similar to the Prader-Willi
syndrome but with the onset of insulin-resistant dia-
betes commencing during puberty.

IV. Etiology of exogenous obesity
A. Energy homeostasis. Obesity results from excess energy

stored in the adipose tissue as fat and represents an imbal-
ance be!‘,wcen excess cnergy and energy expenditure.
Obesity is a problem of energy homeostasis rather than a
primary abnormality of the fat itself: obese people do not
have a different kind of fat than lean individuals.

B. Genetics versus environment. The problem of energy
homeostasis in obesity is more than simply consuming too
much food without expending adequate amounts of energy.
The 1dea that obesity is simply the result of an individual’s
lazy lifestyle and poor dietary choices has exacerbated the
widely held belief that nothing can help the obese person,
who is destined to remain overweight. Such assumptions
have not been substantiated in the literature. Diet and
exercise are important considerations in the development
of obesity, but multiple associated factors (e.g., gender,
genetics, family constellation, geography, and even season
of the year) probably play an important role as well. How
much of a role each factor plays for a particular individual,
however, is often very difficult to determine.

V. Natural history. Most obese children do not become obese
adults; childhood obesity accounts for only 10-30% of adult
obesity. The persistence of childhood obesity into late child-
hood and adolescence increases the likelihood obesity will con-
tinue into adulthood. Some believe that obese children with
early, rapid weight gain in the first few years of life; who have
obese parents, siblings, or both; or who have obese family
members who are continuing to gain weight may be at greater
risk for continuing to be obese into adulthood.

VI. Consequences. Obese children experience many of the same
morbidities associated with excess fat stores as do obese adults.
Almost all of these morbidities can be reversed with weight loss.
A. Cardiovascular abnormalities. Obesity is the most

common identifiable cause of hypertension in children.

B. Pulmonary abnormalities associated mth ObESit-y
include the pickwickian syndrome (hypoventilation, obesi-
ty, and congestive heart failure) and sleep apnea.
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C.

D.

E. Integumen

F. Psychiatric. T

n orthopedic al:?nnrmall_tles associated wj
El?;;?; are Cnxapvara, slipped ng:l'jltf}ll f:zlmnral Eplphysisr
Blount’s disease, and Legg-Ca_lve— gr e disease.
Endocrine. Hyperinsulmemla and resistance to insulip.
mediated glucose transport‘commonly are associated wit},
obesity. Chemical diabetes is rare. Increased adrenocopy;.
cotropic hormone (ACTH) can lead to premature adrepg,.
che, and an increase in somatomedin may accelerate hope
age. t. Overlapping skinfolds in obese individygs
tes for intertrigo and furunculosis.
here are no r:olr}_c‘lusive studies to show thgy

‘ldren have a poor self-image, are more depresseq
f}?:ieti};ir peers, or have other 1dgnt1f‘1ab]e Ps}fﬂhlfltric dic.
orders. Whether or not obese children are discriminated
against by their peers, teachers, or other adults is not
entirely known and is a source of great controversy.

are frequent si

VII. Outpatient approach. Physicians should identify obese
children and children at greatest risk for becoming obese g,
timely intervention can be initiated. |

A. History. The physician should note the following in the

history when evaluating an obese ::hild: _ |

1. Complete past medical 'hlfstmy, including birth
weight, weight gain pattern in infancy and early child.
hood, height pattern, developmental delays, and chron.
ic conditions

2. Family history may help identify exogenous obesity
The physician should determine the weight and height
of parents and siblings and cardiovascular risk factors
and morbidities in parents, especially if parents are
obese.

3. Dietary and nutritional history, including intake,
type of foods, mealtime behavior and structure, snack-
ing habits, and parental and child concerns about
weight (worried or nonchalant)

4. Psychosocial issues. The physician should look for
evidence that parents use food as a reward or to control
the child’s behavior and for signs and symptoms of
depression, anxiety, or boredom.

. Physical examination. The physician should determine

the following during the physical examination:

1. Growth patterns, including weight, height, weight for
height, and triceps SFT plotted on the appropriate
growth charts as well as distribution of body fat.

2, Development. The physician should determine if stig-
mata are associated with endocrine or genetic obesity

and note any mental deficiency, genital abnormalities,
or dysmorphic features.

3. Blood pressure

. Laboratory

1. Urinalysis. Glycosuria is the most common abnormal-
ity associated with obesity.

2. Nutritional indices. Cholesterol, triglycerides, 10V
density lipoprotein (LDL), and high-density lipoprotel
(HDL) should be measured. Abnormal levels requir®
further testing (e.g., fasting cholesterol).
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3. Other. Additional studies should be performed if indi-
cated by the history or physical examination (e.g., dys-
morphic appearance, mental deficiency) and might
include an oral glucose tolerance test, thyroid studies, or
karyotype.

D. Classification. The physician should determine whether
obesity is exogenous or endocrine/genetic.

E. Identification of morbidities

Management. The primary goal of managing the child with

exogenous obesity is to minimize morbidity without causing

untutward. effects from the treatment. Dietary restriction is
required in most cases, but the physician should be aware of
very restricted, low-energy diets in children, which may cause
side effects such as headaches, nausea, fatigue, or constipa-
tion. Severe measures for weight control in children, such as

Jaw wiring or gastric stapling, are never recommended.

Severely restricting caloric intake in young infants may cause

statural or brain growth impairment and is not appropriate.

A. Morbidities. The first priority of managing the obese child
is to identily and treat any morbidity associated with the
condition. Hypertension is usually mild and should respond
to dietary changes and weight reduction; significant hyper-
tension should be treated with medication. Orthopedic prob-
lems, especially slipped capital femoral epiphysis and sleep
apnea, require immediate attention.

B. Diet varies depending on the child’s age and the severity
of the obesity and should be designed to provide sufficient
quantities of carbohydrates, fat (especially essential fatty
acids), protein, minerals, and vitamins to fully meet lean
body mass and linear growth requirements. Fad diets, such
as protein-sparing diets, which are very low in calories,
should be avoided. An outpatient referral to a dietitian spe-
cialist often is warranted.

C. Activity. People who increase their activity levels main-
tain weight loss better than those who do not. There is no
evidence that obese children are less active than their lean
peers, but an exercise plan is recommended for all obese
children. Parents also should be involved in the exercise
program. When beginning an exercise program, it is help-
ful to start slowly and reward the child’s progress for even
modest increases in activity. Such positive reinforcement
can be a strong motivator for even more activity and helps
the child’s and the parents’ morale.

D. Behavior modification can help ensure long-term suc-
cess in the management of obesity. Older children can
learn to monitor their own food intake and activity and
how to obtain rewards other than food for their changed
behavior. It is helpful to explore with the children alterna-

tives to overeating. Psychotherapy is usually not necessary.

E. Family. The success of any weight control program
depends on family involvement. Parents are responsible

for most of the foods brought into the homer an:_i they
model both eating and activity behaviors for their children.
Parents must be involved in the management plan from
the beginning and may need as Ir}qch support and encour-
agement as the child. The physician should provide fre-
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quent follow-up in the office and use the Opportunity ¢,
educate parents and their children about healthy, lifelon
dietary habits. =

i
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———

Julie Jaskiewicz

S

Adolescent sexual activity is increasing in the United States.
Today, more than half of all adolescents 15-19 years of age
have been sexually active. Unfortunately, many teen-agers
delay seeking contraception until they have been coitally
active for many months and then often use contraception
inconsistently and ineffectively. It is important for the adoles-
cent’s primary care physician to counsel sexually active ado-
lescents about the prevention of unplanned pregnancy and
sexually transmitted diseases (STDs).

. The primary care physician’s role. The physician must

identily adolescents at risk for sexual activity, counsel them
about sexual behaviors, educate them about suitable contra-
ceptive methods and protection against STDs, and provide
access to contraception if requested. It is best to discuss sexu-
al interest, attitudes, and behaviors with an adolescent in an
open and nonjudgmental way, preferably before the young
person has initiated sexual intercourse. The benefits of delay-
ing coital activity should be stressed and reasons for the ado-
lescent’s desire to begin sexual activity discussed (e.g., peer
pressure, expectations). The physician then can help the ado-
lescent identify his or her own goals for safe sexual behavior
and emphasize that taking responsibility for sexual decisions
is a part of overall adult, responsible behavior. It is important
to encourage sexually active teens to involve their partners in
decisions regarding coital activity and contraception and to
consider the effect of their sexual activity on relationships
with partners and family. For the adolescent who already has
begun coital activity, the physician should provide appropriate
reproductive health care, including information about contra-
ceptive methods and prevention of STDs.

. Evaluation. Evaluating the adolescent for birth control

requires a careful history and physical examination to deter-

mine if the adolescent is at risk for and wants to prevent preg-

nancy, STDs, or both and can understand and accept
responsibility for appropriate contraceptive methods.

A. History. Adolescents and parents should be informed at
the beginning of the office visit that the adolescent has a
right to confidentiality except in life-threatening circum-
stances. The sexual history should determine the adoles-
cent’s sexual interest, knowledge about pregnancy,
contraception and STDs, current sexual behaviors, and use
of contraception. The physician can help choose the best
birth control option for an adolescent by identifying any
risk factors associated with available contraceptive meth-
ods. The sexual history should include the following:

1. General sexual history
a. Age
b. Reason for the visit
¢. Current sexual behaviors

185
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Table 39-1. Contraindications for oral contraceptive yge

Absolute Relative YRT > \
Pregnancy Hypertension ot
Coronary artery disease Vascular or migraine heaq
Cerebrovascular disease Sickle cell disease fche
Thrombophlebitis and Hyperlipidemia

thrombotic disease Collagen vascular disegge
Breast and uterine cancer Lactation

Active liver disease
Benign or malignant liver tumor

Previous cholestasis with pregnancy
Undiagnosed uterine bleeding

. » " =
Source: Adapted [rom JA Jaskiewicz, ER McAnarney. Pregnancy during adoles.
cence. Pediatr Rev 15:32, 1994,

d. Reasons for wanting contraception (desire tg
prevent pregnancy and STDs)

e. Partners, involvement of partners in contra
ceptive decisions, parental or guardian involve-
ment, values about sexuality or sexual activity

f. Past and present use of contraception (eg,
type, perceived benefits, problems)

g. Knowledge about contraceptive choices, con- |
cerns, perceived negative effects

h. Type of contraceptive desired, perceived will-
ingness of partner to use contraceptive method

i. Ability to comply with contraceptive method

2. Medical and gynecologic history

a. Menstrual history (menarche, frequency and dura-
tion of menses, dysfunctional bleeding, dysmenorrhea,
date of last menstrual period, date of last pelvic exam-
ination, history of abnormal Papanicolaou smear)

b. Prior sexual history (pregnancy, abortion,
STDs, and treatment of partners)

c. Psychosocial problems, including depression and
alcohol and drug use !

3. Review of systems should focus on the following
when considering oral contraceptives:

a. Absolute and relative contraindications (Table
39-1)

b. Conditions influenced by use of oral contra
ceptives (acne, contact lenses)

c. Medications and drug allergies ]

d. Cardiovascular risk factors (familial hyperlip-
demia, family history of early heart disease, smoking,
obesity) _ \ ‘ q

e. Psychiatric problems, including depression an
alcohol and drug use :

4. Psychosocial development and maturity
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III.

B. Physical examination. A careful physical examination
should be performed with special attention given to abnor-
malities that may limit contraceptive choices.

1S ;I;l};e general examination should include the follow-
a. Height and weight
b. Thyroid examination
c. Breast examination

d. Examination of the cardiovascular system (for
edema, pulses)

e. Exammatiun of the GI system (for liver size, ten-
dernes.s. evidence of chronic disease)
f. Examination of the skin (for acne, xanthomata)
g. Tanner staging (for sexual maturity)
2. Pelvic examination of the female should include
the following:

a. External, bimanual, and speculum examina-
tions
b. Specimen for Papanicolaou smear

c. Cultures of specimens for Neisseria gonor-
rhoeae, Chlamydia trachomatis, and others as
appropriate

3. Genital examination of the male should include the
following:

a. Testicular and penile examination
b. Cultures of specimens for STDs as above

C. Laboratory. All females should have a pregnancy test
before a birth control method is prescribed. Additional lab-
oratory tests should be done on an individual basis. Some
tests to consider include urinalysis, CBC, lipid screen, liver
function tests, sickle cell screen, and serologic test for
syphilis.

Contraceptive methods. The best contraceptive method

for an adolescent is one that he or she and partners will accept

and use consistently. Physicians should familiarize them-
selves with contraceptive methods suitable for adolescents
and be prepared to help the adolescent make an informed
choice for his or her situation. Contraceptive needs and pref-
erences may change over time, so the physician should con-
tinue to provide follow-up to make adjustments as necessary.

Table 39-2 gives the expected failure rates of some of the most

frequently used birth control methods for adolescents.

A. Abstinence. Any discussion of contraception with an ado-
lescent should start with abstinence, the most effective
and safe form of birth control available. Adolescents can be
encouraged to choose abstinence, but the provider must.be
ready to discuss alternative contraceptive .methuds with
the teen-ager who desires to be sexually active.

1. Advantages. Abstinence is the only 100% safe and
effective birth control method. It has no side effects and
is the best protection against STDs {“ez_lsy" to use).

2. Disadvantages. Abstinence has no disadvantages or
contraindications. ‘

B. Oral contraceptives. The combined estrogen-progesto-
gen oral contraceptive pill frequently is used by adoles-
cents. Combined oral contraceptives inhibit ovulation by
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Table 39-2. Contraceptive methods:

Lowest expected first-year failure rates

Type of contraceptive Failure rate (%)
Abstinence 0.0 e
Norplant 0.04

Oral contraceptives (combined) 0.1-0.5

Condom 2

Vaginal spermicides 3

Coitus interruptus (withdrawal) 4

Diaphragm and cervical cap 6

Vaginal sponge 6-9

Rhythm method 1-9

—_—

Source: Adapted [rom PK Braverman, VC Strasburger. Adolescent sexuality, I]
Contraception. Clin Pediatr 32:728, 1993. |

inhibiting the gonadotropin-releasing hormone (GnRH) ip

the hypothalamus, resulting in secondary ovarian suppres.

sion. More than 30 brands of oral contraceptives are avail.

able, including low-dose estrogen pills, which contain 30-35

g ol estrogen, and triphasic pills, which contain varying

amounts of hormones throughout the menstrual cycle. The

primary contraceptive estrogen is ethinyl estradiol.

1. Advantages. Oral contraceptives are highly effective
when used correctly, safe, and reversible; decrease men-
strual blood flow, the risk of ovarian and endometrial
cancer, the incidence of fibrocystic breast disease and
ovarian cysts, and the incidence of dysmenorrhea; and
provide some protection against salpingitis.

2. Disadvantages. Oral contraceptives require compli-
ance with a daily pill and do not protect against STDs.
Common side effects (often reduced after a few cycles)
include nausea, weight gain, breast tenderness, leg
cramps, fluid retention, depression, breakthrough
bleeding, headache, and acne. Rare side effects include
corneal edema (contact lens wearers), thromboembolic
events, stroke, and hypertension. Table 39-1 lists the
contraindications for using oral contraceptives.

. Mini-pill (progestin-only pill). The mini-pill is similar

to the combined oral contraceptive pill but contains only

progestin. Side effects and reduced efficacy limit its use In

adolescents, but this method could be considered in situa-
tions in which estrogen is contraindicated.

1. Advantages of using the progestin-only pill include
fewer estrogen-related side effects, such as reduced risk
of thromboembolic events and hypertension. Lactation
is not a contraindication.

2. Disadvantages of using the progestin-only pill include
increased failure rate and higher incidence of break-
through bleeding, amenorrhea, and hirsutism. It pro-
vides no protection against STDs. q

The condom is a mechanical barrier that covers the penis

during sexual intercourse. Only latex condoms should be
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recommended because natural membrane condoms do not

E‘{;?]t:“ ]f:ﬁf‘g}s'i STDS: When used with a spermicide (e.g.,

of m_;ﬁ" s trz‘asemt‘e{:tmn against pregnancy is close to that

Frolniiniy tﬁ WES.I Prupr—:r_use of condoms should be

Baced Tibes © adolescent, including using only water-

s and not using torn, damaged, or previ-
ously used condoms.

1. Advgmtages, Condoms are easily accessible and inex-
pensive, do not require a prescription, and have few
side 9ffe¢t$- Cﬂndqm use involves the male partner in
contraception choices and is the best method after
ab_stmence for protection against STDs.

2. Disadvantages. Condom use requires male participa-
tion in contraception and planning for sexual activity in
advance, Latex allergy occurs occasionally.

E. Vaginal spermicides are chemical contraceptives avail-
able in a variety of forms, such as creams, gels, foams,
tablets, and suppositories. (Nonoxynol-9 is the most fre-
quently used chemical.) Spermicides are most effective
when used with barrier contraceptives.

1. fful'«.runtﬂ_lgf\ﬂ:-e;r. Spermicides are easily accessible and
inexpensive and do not require a prescription; they
have few side effects.

2. Disadvantages. The efficacy of spermicides is limited
when used alone; there are no absolute contraindica-
tions.

F. Diaphragm and cervical cap. The diaphragm is a rub-
ber cap with a metal spring in the rim designed to fit over
the cervix and provide a physical barrier to sperm entering
the cervix. The cervical cap is a small, flexible latex cap
that uses suction to fit over the cervix. Both methods are
used with a vaginal spermicide. These methods are most
successfully used by older adolescents.

1. Advantages. Diaphragms and cervical caps used with
spermicide are effective and used only when needed,
protect against STDs, and have few side effects.
Spermicide is available without a prescription.

2. Disadvantages. Proper fit of diaphragms and cervical
caps is required, and the adolescent must feel comfort-
able inserting the device herself. Diaphragms and cervi-
cal caps require planning for sexual activity in advance
and increase the risk of urinary tract infection.
Occasional vaginal malodor and discharge are associat-
ed with this contraception method. Contraindications
are a severely retro- or anteverted uterus, allergy to
latex (cervical cap), and history of toxic shock syn-
drome. ;

G. The vaginal sponge is a disposable, doughnut-shaped
polyurethane sponge with a retrieval loop that contains 1
g of nonoxynol-9. Water is added prior to insertion, and the
device swells within the vagina to cover the cervix. .
1. Advantages. The sponge does not require a prescrip-

tion and is easier to insert than the diaphragm or cer-
vical cap; it is effective for 24 hours. : _

2. Disadvantages. The sponge has a variable failure
rate; can be difficult to remove; and is associated with

=
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H. Norplant is a new, subdermal progestin-only imp|ant

—
toxic shock syndrome (reported one case/9 mil];
users), vaginal malodor, and candidiasis. on
provides continuous contraception for up to 5 years tg‘?"t
Silastic capsules that release 30 ug of levonorgestre a-d
are inserted under local anesthesia in the upper arm %
1. Advantages. Norplant is highly effective and hpg i
estrogen side effects. Its effectiveness does not depend 00
compliance, and fertility returns quickly after I'emgva_]n
2. Disadvantages. Norplant's initial cost is high, ang it
provides no protection against STDs. Norplant’s i,
effects include irregular menstrual bleeding, weight
gain, and headaches.

. Other methods. Two methods commonly used by adoles.

cents are coitus interruptus (male partner withdrawa]
before ejaculation) and the rhythm method (periogic
abstinence around the time of anticipated ovulation)
Neither method is indicated for adolescents to prevent
pregnancy. Adolescents do not use these methods congis.
tently or correctly, and failure rates can be high (see Tabje
39-2). Most important, neither method provides protection
against STDs. Adolescents who desire to be sexually active
should be advised to use other forms of birth control.
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Genu Varum and Geny Valgum

Raymond C. Baker

E—

L.

Genu varum (bn_vg legs). During growth and development of
the lower extremities in children, physiologic bowing of the
lower exlr?mlyes_ IS common and usually resolves by age 24
months, Coexisting internal tibjal torsion exaggerates the
appearance of bowing. The physician should anticipate ques-
tions about physiologic bowing and tell parents that this is usu-
ally nurnjjai and requires no treatment. It is important, however,
to quantitate the degree of deformity at each visit to document
correction, which usually begins by age 18-24 months. A simple
clinical method of quantitation is measuring the distance
between the medial aspects of the knees while the child lies in
the supine position with thighs and legs adducted to the midline
and the medial malleol; touching (Fig, 40-1). If more than 10 cm
1s measured or the condition does not improve by age 24
months, the physician should consider orthopedic referral or

rudiumﬂphg of the knees to rule out other conditions such as
rickets or tibia vara (Blount’s disease).

. Genu valgum (knock knees). Genu valgum is less common

than genu valgum and occurs in the older child 3-6 years of
age. Although its etiology is not entirely clear, several factors
may contribute to genu valgum, including abnormal develop-
ment of the femoral condyles, lax medial collateral ligaments,
pes varus, and obesity. Genu valgum is quantitated clinically
by placing the child in the supine position with thighs and legs
adducted and measuring the distance in centimeters between
the medial malleoli of the ankles with the medial aspects of the
knees touching (Fig. 40-2). A distance greater than 10 cm at
any age indicates orthopedic referral. Genu valgum usually
resolves by age 6-8 years and rarely requires orthopedic inter-
vention. Again, the physician should anticipate questions from
parents and discuss the transient nature of the condition.

Selected Reacings
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Fig. 40-1. Quantitation of genu varum (bow legs).
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Fig. 40-2. Quantitation of genu valgum (knock knees).



Congenital Hip Dislocation

Raymond C. Baker ﬁ

Congenital hip dysplasia/dislocation (CHD) occurs in a ;

mately 0.1% of infants, with a predilection for Femg?; e
males of 5:1. In infants with a family history (first-degre o
ative affected) of CHD, the incidence is 10 times highere Tril
incidence of CHD is also higher in infants born in the bre :
position and infants with certain other congenital ﬂbnormg]:h
ties, including torticollis, clubfoot, metatarsus adductus, a y
hyperextension of the knee. 3l

I. Diagnosis and prevention of CHD in the newborn depend ¢

demonstrating hip instability. (Hip instability may lead tn
frank dislocation or subluxation.) Since early treatment UD[

CHD is crucial, infants must be screened on a regular basis

especially those at increased risk as above. Instability s

demonstrated by means of the Ortolani and Barlow tests.

A. Ortolani test. In this maneuver, the infant is examined in
the supine position. The examiner holds the infant’s pelvis
with one hand to stabilize it during manipulation. The
examiner then slowly and gently abducts the infant’s oppo-
site hip with the other hand, pulling the femur forward
and using the greater trochanter as a fulcrum as in Fig. 41-
1. In the infant with an unstable hip, the examiner will |
feed a sudden shifting sensation and may hear or feel a
“clunk” simultaneously as the hip reduces anteriorly.

B. Barlow test. In this maneuver, the infant is examined in
the supine position. The examiner holds the infant’s pelvis
with one hand to stabilize it during manipulation. With the
other hand, the examiner holds the infant’s opposite hip in [
the adducted, flexed position while exerting gentle pres- |
sure over the lesser trochanter as in Fig. 40-2. In the infant ‘
with an unstable hip, a similar “clunk” may be felt as the
hip subluxes posteriorly.

C. Diagnosis of hip dislocation in older infants. Beyond
6-8 weeks of age, the Ortolani and Barlow tests likely are
negative in infants with dislocated hips because the soft
tissues surrounding the hip have become tight with con-
tractures. In the older infant, signs of dislocation are the
following: .

1. Incomplete or asymmetric abduction of the hips
(normal hip abduction is almost 90 degrees) _

2. Leg length discrepancy with apparent shortening ?f
the affected side as measured either with the infant's
thighs and legs extended or the infant supine with hips
and legs flexed and legs adducted as the examiner 100kS
for asymmetry of the height of the knees

3. Thigh fold asymmetry

4. Trendelenburg’s sign (due to shortening and weak-
ening of hip stabilizing muscles) | A

II. Confirmation and treatment. The diagnosis of hip }nﬁt}fe

bility and dislocation are confirmed by hip ultrasound in t

196



41. Congenital Hip Dislocation

197

b

Fig. 41-1. The Ortolani test for hip instability.

e

Fig. 41-2, The Barlow test for hip instability.
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Fig. 111-3. The Pavlik harness. Treatment of hip instability consists of
brac:mg or splinting the hips in the abducted, flexed position, common-
ly with the use of the harness.

newborn and hip radiographs in the older infant. Infants in
whom instability, subluxation, or dislocation are demonstrat-
ed should be referred to the orthopedist promptly. Treatment
of hip instability or easily reducible dislocation in the new-
born period is usually uncomplicated and prevents subse-
quent dislocation and deformity. Treatment consists of
bracing or splinting the hips in the abducted, flexed position,
commonly with the use of the Pavlik harness as in Fig. 41-3.

i
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Evaluation of the Patient
with Intoeing

Raymond C. Baker

Intoeing (“pigeon toes”) in the infant and child is the most
common orthopedic complaint parents have for the primary
care physician durmg the course of well-child care. The most
prevalent causes of intoeing are (1) metatarsus adductus in
the young infant, (2) internal tibial torsion in the toddler, and
(3) femoral anteversion in the preschool and school-age child
Although all of these tend to resolve with growth of the child,
they should |_3e quantitated at each visit to document that res:
olution. A minority of patients with each of these deformities
may require special exercises or orthopedic referral for exces-
sive degrees of the deformity or failure to resolve.

. Physical examination is best performed with the child in

the prone position, thighs extended, legs flexed to 90 degrees,

and the examiner at the foot of the examining table (Fig. 42-

1). In this position, the three causes of intoeing can be differ-

entiated. As the examiner looks down on the bottoms of the

feet, the C-shaped foot of metatarsus adductus is apparent

(Fig. 42-2).

If the foot is straight, but there is internal rotation of the
long axis of the foot relative to the femur, internal tibial tor-
sion 1s present (Fig. 42-3).

If metatarsus adductus and internal tibial torsion are both
absent and there is increased internal rotation at the hips (usu-
ally to 90 degrees), femoral anteversion is present (Fig. 42-4).
Metatarsus adductus. The treatment of metatarsus adduc-
tus depends on the degree of the deformity.

A. Grade I. Stroking the lateral margin of the foot causes it
to straighten out. No treatment is necessary, and the con-
dition resolves spontaneously.

B. Grade II. Stroking does not straighten the foot, but the
forefoot can be stretched passively past neutral. The physi-
cian should demonstrate stretching exercises for the care-
giver and recommend them at each diaper change.
Metatarsus adductus should be checked for resolution at
each visit. If it does not resolve by age 5-6 months, ortho-
pedic referral is indicated.

C. Grade III. The forefoot cannot be moved passively past the
neutral position. This requires immediate orthopedic refer-
ral for serial casting (preferably by 2 months of age).

. Internal tibial torsion usually requires no specific treatment

and resolves spontaneously. When dja_gnosed, the degree of tor-
sion should be quantitated with a goniometer by measuring the
angle formed by the intersection of a line drawn through the
long axis of the foot and one drawn through the long axis of the
femur with the child in the prone position as above. At subse-
quent well-child examinations, the angle should be remea-
sured. If there is a significant decrease in the angle after the
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Fig. 42-1. Best iti i : tatd
_mtgﬂe_mg. est position for performing the physical examination for

Fig. 42-2. Metatarsus adductus.
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Fig. 42-3. Internal tibial torsion.

Fig. 42-4. Femoral anteversion.

child has been walking for 1 year, the problem usually resolves
without further treatment. If there is no significant resolution,
orthopedic referral is appropriate (for night splints). The habit
of sitting or lying on the feet with the hips and legs flexed and
feet internally rotated underneath (Fig. 42-5) exacerbates this
problem and should be discouraged.

IV. Femoral anteversion is seen usually in females and is the
most common cause of intoeing in preschool and school-age
children. In femoral anteversion, the hips usually can be
internally rotated 90 degrees easily while external rotation is
decreased or normal. The habit of sitting in the “W,” or “TV”
position (thighs flexed and internally rotated, ‘legs ﬂg:{:ed
90-120 degrees; Fig. 42-6), tends to exacerbate this condition
and should be discouraged. The child should be encouraged to
sit Indian-style. If the hips can be externally rotated more
than 25 degrees, the deformity can be gampensated for by age
12 years, usually consciously by the child. Orthopedic referral

'__.—. Wl TE ¥
-
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Fig. 42-5. These two position bat e,
. 42-5. , Sitions exacerbate internal torsi
discouraged. som and shenkd by

——

Fig. 42-6. The “W,” or “TV,” position exacerbates femoral anteversion
and should be discouraged.

is rarely necessary for this condition; however, if the child’s
gait is affected enough to cause frequent falls, referral to an
orthopedist is appropriate.
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Evaluation and Management of
Headaches in Children

David N. Franz

Headache is the most common neurologic complaint to face
the primary care physician, A straightforward diagnostic
strategy and therape_utic intervention are successful in the
majority of cases. Primary diagnostic concerns are to differ-
entiate neurologic from non-neurologic causes and differenti-
ate neurologic causes associated with significant morbidity
(e.g., malignancy, pseudotumor cerebri) from those that are
less serious (e.g., migraine). Most pediatric patients with
headache do not have a serious neurologic disorder: however
it is the clinician’s responsibility to identify children whose
headaches resull from a serious cause and to do so in a cost-
effective manner,

. History is the crucial element in the categorization of headache

and should be an active process—with questioning designed to
include or exclude specific entities—rather than just a rote
interrogation. Headache episodes first should be characterized
as accurately as possible with respect to frequency, duration,
and quality of pain. The physician should ask the patient and
parents questions that may help determine the source of the
headaches. Are there any provoking factors or patterns to the
attacks, such as ingestion of certain foods, particular activities,
or times of day? Are they of recent onset and increasing in sever-
ity or frequency, or chronic and nonprogressive? Is there an
aura, visual or sensory changes, fever, or stiff neck?

Complex neurologic symptoms such as diplopia, hemipare-
sis, or aphasia can indicate structural CNS disease. Children
who experience syncope or presyncope may have residual
headache following a syncopal event, which can lead to an
erroneous diagnosis of complicated migraine. Neurocardio-
genic syncope or arrhythmia should be considered in patients
with an altered level of consciousness.

Patients with headache from non-neurologic causes, such
as sinusitis or temporomandibular joint (TMJ) dysfunction,
often have pain involving the face, maxillae, or temporal
regions as opposed to having hemicrania or holocephalgia.
Associated fever, meningismus, or both raises the possibility
of subarachnoid hemorrhage or infection. These conditions
need not be fulminant, as with aneurysmal rupture or bacte-
rial meningitis. Venous angiomas and other types of vascular
malformations may intermittently leak small amounts of
blood (sentinel hemorrhage), producing ?PlSUdlC symptoms
and focal neurologic deficits. Affected children may appear
normal between events. The headache of subarachnoid }E&m-
orrhage is described classically as acute and severe (“the
worst headache I've ever had"). _

Subacute and chronic infectious processes (e.g., Lyme dis-
ease; fungal, mycobacterial, viral meningoencephalitis) should

203
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Table 43-1. Characteristics of headache pain in childrep
Serious Migraine e
Always in morning Any time of day T,
Awakens from sleep Better with recumbency, emes;
Worse with recumbency Obvious precipitants !
Early morning vomiting Family history of migraine
Persistent neurologic deficit Transient neurologic deficjt
Chronic progressive (increased Facial pain

severity or frequency) Stress

Polydipsia Complaints of tightness, aching
Short stature Bilateral band

Personality change
Immunosuppression

Valvular heart disease

“Worst headache I've ever had!”
Excessively stereotyped

Bruits

I1.

be considered, particularly in the immunosuppressed host o
one who has recently had a course of steroid therapy,
Headaches that awaken the patient from sleep or are relieved
by upright posture can be related to increased intracranial
pressure. Migraine sufferers usually prefer to lie down in a
dark room during an attack. Sleep disturbances such as brux-
1sm, snoring, enuresis, night terrors, and insomnia can be clues
to underlying causes, such as TMJ dysfunction, sleep apnea,
epilepsy, or a psychological disorder.

The physician should ask what has been tried for relief and
how the headaches have affected the child’s daily activities.
(Some patients with “severe” headaches have never missed
school or favorite activities as a result.) Changes in personal-
1ty, school performance, or emotional state may indicate an
ongoing encephalopathy. Issues of secondary gain, personal
stressors, potential drug abuse, and pregnancy should be con-
sidered when appropriate. Cocaine and amphetamine abuse
can produce headache, subarachnoid hemorrhage, toxic vas-
culitis, and stroke even when not taken intravenously (IV).
Refractive error (eyestrain) is rarely a source of significant
head pain. Likewise, allergies in the absence of rhinorrhea,
nasal congestion, and tenderness over the affected sinus(es)
are not commonly a source of headache pain. .

Table 43-1 classifies headache symptoms as serious (i.e,
potentially associated with serious neurologic pathology) and
migraine. _
Past medical history is important particularly to identify
conditions that may indicate an increased risk of neurologi¢
pathology or direct therapy, such as seizures, asthma, or renal
or cardiac disease. A positive family history of migraine o
severe episodic headache usually supports this diagnosis;
however, such a history can be obtained in up to 60% of the
general population. Head pain can be associated with certain
types of inherited epilepsy, which may not always produce




e

I11.
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major motor seizures. Certaj
may be familial as well,
Many prescription and
headache as a side effect:
beta-agonists, theophylline,
sympathomimetic deconge
ephedrine). Migraine suffer
cigarettes, are at increased

n cerebrovascular malformations

proprietary medications have
examples are psychostimulants,
caffeine, oral contraceptives, and
stants (ephedrine and pseudo-
ers, particularly those who smoke

risk for stroke, which is increased
further by oral contraceptive use. Tetracyclines and chronic

steroid use, especially when being tapered, have been associ-
ated with pseudotumor cerebri. :
Physical examination supplements the history in deter-
mining specific causes of headache pain. Blood pressure, heart
rate, height, and weight always should be recorded. These
may indicate the presence of systemic illnesses that may be
causing headaghe, such as hypertension, renal disease, or car-
diac arrhythmia. Children with a postural component to their
headache slmulc} have orthostatic blood pressure and heart
rate determinations. Obese individuals are at increased risk
for pseudotumor cerebri. Poor weight gain can indicate a mal-
absorptive or chronic inflammatory process. Failure to thrive
with preservation of linear growth can be a sign of a dien-
cephalic lesion or tumor (diencephalic syndrome). Short
stature and/or dwarfism can be associated with malforma-
tions of the posterior fossa or craniocervical junction.
Examination of the nasopharynx may reveal signs of sinusi-
tis; dental caries, abscess, or both; or tonsillar hypertrophy.
Otoscopic assessment rules out chronic or acute otitis media.
Cervical and temporal muscle spasm or tenderness may indi-
cate trauma or an overuse syndrome.
Neurologic examination. It is important for the physician
to take time to perform a careful ophthalmologic examination,
including visualization of the optic disc and fundus. Besides
papilledema, the fundus should be examined for spontaneous
pulsations of the retinal vessels as they cross the disc margin.
When present, spontaneous venous pulsations rule out
increased intracranial pressure. Their absence, however, does
not necessarily mean the reverse is true. Cranial nerves, deep
tendon reflexes, and cerebellar function, including tandem
walking, should be checked. Brisk but symmetric tendon
reflexes in the absence of extensor plantar responses (positive
Babinski sign) or other abnormal signs generally do not indi-
cate neurologic pathology. Weakness should be screened for by
checking upper extremity drift. Despite a careful neurologic
examination, most children with headache have a normal
neurologic exam when symptom-free. It is advantageous to
examine the patient when he or she is experiencing a
headache to increase the likelihood of uncovering abnormal
signs. : :
Lgll;uratury studies. Neuroimaging studies are the primary
consideration in evaluating a patient with headache, particu-
larly to exclude structural CNS disease. CT scans and MRI
are of low yield when performed indiscriminately in children
with uncomplicated headache. Conversely, head g_mr} cau‘sid
by potentially serious lesions may be clinically in 1st1nbgm§ s
able on rare occasions from migraine or other more enign
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Table 43-2. Indications for neuroimaging in headache pat;

leng
Focal neurologic deficit x

Alteration in mental status

Fever, stiff neck

Recent trauma

Prior history of neurologic disorder
Complicated migraine |
Postural headache (i.e., worse with recumbency) }
Acute progressive symptoms ‘
Age less than 5 yrs

_____-_-_-‘H\'--._

types of headache. There is no “cookbook” recipe tq define |
precisely which patients need neuroimaging; this judngnlt”f 1
made on clinical grounds and will continue to be for the fﬁrh |
seeable future. =

Table 43-2 lists factors that mandate neuroimaging i
headache patient. It is also appropriate to consider imaging iy
patients whose headaches seem atypical, have the potentia)),
serious symptoms listed in Table 43-1, or who have coney;.
rent systemic illnesses, such as congenital heart disease, A (7
scan, with and without contrast, is sufficient in most patienis
to screen for structural lesions. CT is quicker, less expensive
and superior to MRI in the acute detection of subarachnoid
blood. MRI is preferable for visualization of the brain stem,
craniocervical junction, and cerebral white matter. Small vas.
cular malformations may be better visualized on MRI, and
concurrent magnetic resonance angiography can further |
define larger vascular lesions. Small malformations still can
be missed on magnetic resonance angiography and require
traditional angiographic techniques.

EEG often is requested in evaluating headache patients,
but its usefulness is limited to identifying headaches that are
part of an underlying epileptic syndrome. EEG has no rolein |
the routine screening of children with headache. It has poor
sensitivity for intracranial mass lesions, and a normal EEG
does not exclude a structural lesion. Conversely, focal findings
on EEG (either epileptiform discharges or background slow-
ing) are an absolute indication for neuroimaging. Lumbar
puncture (LP) should be performed in children suspected of
having meningoencephalitis, pseudotumor cerebri, or su
arachnoid hemorrhage if clinically suspected even if no
apparent on neuroimaging. Prior to a LP, a mass lesion ﬁrntf
should be excluded using a CT scan or MRI. Performance ©
the LP should include opening and closing pressures. Nﬂl‘fzﬂuﬂ
CSF pressure in the lateral decubitus position is less than
mm of water, up to 250 mm of water in obese Pﬁfsﬂ?sfi
Additional studies may be indicated if there is evidence ©
coexistent systemic illness. AU e

VI. Migraine. Most children with headache have migrainé; esre
mates of the incidence vary widely. Recurrent, ,5‘:1"9“
headaches have been reported to occur in 83-77% of 1c:l111k1;'3,“:'l
Certainly, most migraine sufferers have their first attac T
childhood, which may be followed by a long period of qu
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cence stretching well into adulthood. The relapsing and remit-
ting char acter ‘?f migraine (plus the significant placebo effect
reported in migraine) not only confounds estimates of its
preyalence but also hampers the evaluation of therapies. A
variety of f:l_asglﬁcatiuns have been used for migrajile
Functionally, it is usually adequate to consider three typesg
classic, common, and complicated. Tension-type headaches
are now thought to be similar in pathogenesis to migraine;
therefore: treatment strategies should be similar. ,
A. Classic migraine consists of a stereotypic, usually visual
aura followed by throbbing hemicranial pain, nausea, and
vomiting.
B. Common migrqine generally is less severe, has no aura,
and may be described as a tight, bandlike holocephalgic pain.
C. Cpmpllcated migraine refers to headache associated
with complex neurologic symptoms, such as hemiparesis,
ophthalmoplegia, torticollis, visual loss, or unconscious-
ness, provided that these symptoms are not attributable to
another neurologic disorder.

Current thinking on the pathogenesis of migraine sug-
gests a disturbance of central serolonergic neurotransmis-
sion. Many, if not most, of the seemingly disparate
medications for migraine can be found to have direct or
indirect effects on central serotonin receptors.

D. Management. In addition to the “active” interventions of
pharmacotherapy, there are several “passive” aspects
essential to successful management of headache.

It is extremely useful for patients to keep a “headache
diary.” Patients note on a calendar the dates and times that
headaches occur and document intensity of symptoms
according to an arbitrary scale. (A sample scale is one num-
bered 1-10; 1 = least severe, and 10 = most severe.)
Patients should be asked to note any associated or precipi-
tating factors. If such factors can be identified, avoidance of
them in combination with the occasional use of simple anal-
gesics (e.g., acetaminophen) may be sufficient. Migraine
precipitants include exertion, emotional stress, bright
lights, pungent odors such as certain perfumes or cigarette
smoke, and a variety of foods. Common food offenders are
chocolate, cheese, caffeine, nitrates (as in processed meats),
and alcoholic beverages. Patients are counseled on poten-
tial migraine precipitants and then asked to note if any of

. these factors are associated with their ht_aadaches. These
factors then are avoided and any change In headache fre-
quency noted. In this way, a few culprits often can be impli-
cated. Stress reduction and biofeedback also may be useful.
Success with this method requires an ongoing commitment
by the patient and family and access to a qualified practi-
tioner (usually a clinical psychologist). '

VII. Pharmacotherapy of migraine 1s divided into abortive and
prophylactic measures. Talzll_est 43-3 and 43-4 summarize the
vari nts useful in pediatrics. ‘
Jarious agents e tment (see Table 43-3) should be admin-

istered as early in the attack as pr;smble. Simple anal-
gesics such as acetaminophen or ibuprofen should be
tried first. The nonsteroidal anti-inflammatory drug
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e

naproxen (Naprosyn, Anaprox, Aleve) 1S 'alsn gffectivﬁ
Patients with migraine who suffer vomiting with thg;,
attacks may try promethazine (Phenergan) suppositorieg
Sleep can be helpful in aborting more severe attacks,
diphenhydramine (Benadryl), which has sedative prope,.
ties, is readily available and can be given at home.

Intravenous ( if >2 year of age) or intramuscular (at any
age) prochlorperazine (Compazine) can be given in the
hospital setting. Chlorpromazine (Thorazine) given M
also has been advocated for abortive therapy. Patients
should be monitored closely for side effects of hypotensigp
and extrapyramidal reactions, such as oculogyric crisis anq
other dystonic symptoms and signs. Drugs with sedative
properties should not be given to patients in whom an
intracranial mass, hemorrhage, or infection have not been
excluded. Phenothiazine and antihlstamln_e drugs also
should be used cautiously in patients with epilepsy because
these agents can lower the seizure threshold.

B. Prophylactic therapy (see Table 43-4) should be consid-
ered in children with one or more migraines a week. The
goal is not to continue prophylaxis indefinitely but to
attain headache control for 6-8 weeks and then discontin-
ue medication. A daily dose of ibuprofen 10 mg/kg can be
given as prophylaxis and additional doses taken as needed
for acute headache, up to 40 mg/kg/day or 800 mg/dose.
Amitriptyline is inexpensive, effective, given in a single
daily dose, and generally well tolerated. Cyproheptadine
(Periactin) is preferred for very young children (<5 years)
with migraine, those with concomitant allergic symptoms,
and those intolerant of amitriptyline. Propranolol is effec-
tive but can cause lethargy and exacerbation of reactive
airways disease. Prophylaxis always should be tapered
rather than abruptly discontinued to avoid precipitating a
rebound headache. Beta-blockers must always be tapered
to avoid rebound hypertension or tachycardia.

VIIL In pseudotumor cerebri, there is increased intracranial pres-

IX. Referral. Neurologi

sure, presumably from an excessive volume of cerebrospinal
fluid (CSF). Patients with pseudotumor cerebri have postural
headache, vomiting, and papilledema without obstructive
hydrocephalus or an intracranial mass. Risk factors include
obesity, tetracycline use, cachexia, excessive intake of fat-solu-
ble vitamins, and chronic corticosteroid treatment, especially if
tapered too rapidly. Affected individuals may have associated
cranial neuropathies, most commonly of the sixth (abducens)
or seventh (facial) nerves. LP after appropriate neuroimaging
is both diagnostic and therapeutic. Sufficient CSF is drained to
bring the CSF pressure to a normal level (<200 mm of water).
Untreatec_i patients with pseudotumor cerebri may suffer per-
manent visual loss or blindness. When symptoms recur after an
initial LE treatment options include agents to decrease CSF
production, such as acetazolamide (Diamox) or furosemide
(Lasix), or surgical intervention to enhance CSF drainage.
Optic nerve fenestration usually is tried first: refractory cases
may require lumboperitoneal shunting. :

cal or neurosurgical consultation should
be sought for any child who has headache associated with
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focal deficits, is under 5 years of age, does not respond to
abortive or prophylactic interventions described above, or
who has head pain thought to be related to a nonmigrainous
etiology, guch as pseudotumor, infection, or hemorrhage.
Consultation also should he considered in any patient with

one or more of the serious Symptoms noted in Table 43-1 or

with a history of antecedent trauma or neurologic disorder
such as seizures.
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Febrile Seizures

Julie Jaskiewicz \

. Classification. Febrile seizures are subdivided i

Febrile seizures are defined broadly as seizures causeq
associated with fever. From a clinical perspective feg or
seizures must be subdivided based on their pathogenegis rile

ogy, and prognosis to manage the patient and educate air?;:fl
8

: . ; Nto thpe,
types: complicated febrile seizures (secondary febrile seizltf-]gf

idiopathic epilepsy triggered by fever, and simple foh.
seizures (which constitute the majority). Complicated feb?de
seizures, or secondary febrile seizures, are those with a ree -
nizable cause, including intracranial infection, exogenoug tg ‘
ins (e.g., Shigella or metabolites), and intracranial structurzi
abnormalities (e.g., vascular malformation or tumor).

The most common type of febrile seizure in the pediatri,
population is simple febrile seizure, which OCCUrs in an other.
wise healthy and neurologically normal child between ¢
months and 5 years of age. The seizure is generalized, usually
lasts less than 15 minutes, and is associated with a febrile .
ness. Shortly after the seizure, the child is neurologically nor-
mal and appears well. Because simple febrile seizures are
benign in childhood, making an accurate diagnosis and pro-
viding information and reassurance for parents are important,

Il. Evaluation

A. EEG and imaging. No single laboratory test, including
an EEG, is able to confirm a seizure’s occurrence or prove
that a particular seizure was the result of fever. The diag-
nosis of a seizure is made solely by interpreting the
description of the event. An EEG performed immediately
after a seizure may be normal, and unless the EEG is
extremely abnormal, its usefulness following a single
febrile event is limited. Since an EEG does not help distin-
guish between a first simple febrile seizure and the onset
of epilepsy brought about by fever, most neurologists do
not recommend an EEG following the first febrile seizure.
Likewise, because tumors are an unusual cause of seizures
in children, a CT scan or cranial MRI is not indicated in a
child with a normal neurologic exam following the first
typical simple febrile seizure.

B. Laboratory. Searching for the fever’s cause with appro-
priate laboratory tests is warranted and varies according to
the child’s age and clinical presentation. A CBC, blood cul-
ture, urinalysis, and urine culture should be obtained in
most children less than 2 years of age. A lumbar puncture
should be considered in all children with a febrile seizur,
especially in infants (<18 months), if meningitis is suspect
ed. Other laboratory tests, including serum electrolytes,
calcium, phosphorus, and magnesium, should be obtaine
only if an underlying metabolic disorder is suspected. oo

ITI. Natural history. Simple febrile seizures occur in 3—4%

children before school entry. The risk is three to four times
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greater 1f one parent had fe

brile sei ,
fever and the intercurrent seizures. Both the height of

A , llness have an impact on a child’
likelihood of having a febrile seizure. In somepchildren with :

very low threshold for selzures, even a low-grade fever may

trigger a simple febnlgz seizure. Most children “outgrow” their

tendency to have febrile seizures, and the frequency of febrile
infections and the height of fever with those infections dimin-
15hes‘w1th Increasing age.

A. Risk of Subsequen!-, simple febrile seizures. While the
risk of a second [ebrile seizure during the same febrile ill-
ness is low, up to 30% of children who have one febrile
seizure will have a second one with a subsequent febrile ill-
ness. Thi‘s risk is somewhat greater for children with a
family history of seizures if the first febrile seizure
occurred before 12 months of age or the seizure was pro-
longed or complex. Most febrile seizures recur within 6
months of the first seizure. If there is no recurrence with-
in 1 year of the first seizure, the child’s risk of a subse-
quent febrile seizure drops to only 10-15%.

B. Risk of status epilepticus with febrile seizures.
Status epilepticus associated with fever makes up about
one-fourth of all status epilepticus in children. There is no
evidence that brain damage is associated with febrile sta-
tus epilepticus. A neurologically normal child has only a
3% risk of a recurrence of febrile status epilepticus.

C. Risk of subsequent afebrile seizure disorder
(epilepsy). The child who has a simple febrile seizure has
only a slightly increased risk for developing epilepsy (in
contrast to the complicated febrile seizure, for which the
risk of developing epilepsy is significant). There is also no
link between the number of simple febrile seizures a child
has and his or her risk of developing epilepsy. Risk factors
associated with a higher risk of epilepsy in a child with a
febrile seizure are a prolonged (>15 minutes) febrile
seizure; atypical or focal seizure; two or more seizures in 1
day; a parent or sibling with epilepsy; and underlying neu-
rologic problems, developmental delay, or both. All of these
factors exclude the diagnosis of simple febrile seizure and
change the category of febrile seizure to complicated
seizures (secondary seizures), which have an increased
risk for subsequent epilepsy. _ _ . _

. Management. The mainstay of managing febrile seizures is

to differentiate the type of febrile seizure, determine the

cause of fever, promptly treat any specific inciting event, and
educate parents. _ ‘ ‘

A. Reassurance. With simple febrile seizures, the benign
nature of the event and the lack of progression to epilepsy
should be emphasized. In most cases, primary care physi-
cians are well-suited to manage simple febrile seizures in
the office. Some parents may be particularly anxious and
frightened by the seizure, especially recurrent febrile
seizures, and referral to a neurologist may be warranted
on occasion primarily to ease parental concerns. ‘

B. Medication. Treatment of simple febrile seizures with
anticonvulsant medication is not appropriate because the
side effects of medication often outweigh the benefits. Only
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two anticonvulsant medications—phenobarbital ang ...
um valproate—have been effective in preventing the rer.
rence of febrile seizures. Phenobarbital has signiﬁcarft 7o
e[_'fects in up to 40% of children, including irritability iﬂda
disturbance, hyperactivity, and learning and Cﬂncent’rst%ep
problems. Sodium valproate is not recommended fc:u:-i <
child less than 2 years of age, given the significan iy

dence of fatal liver failure associated with its use ip b
age group (up to 1 out of 800). 15
Parents vary in their ability to tolerate repeat
episodes of febrile seizures in their children. OCC&Siﬂnaﬁq
rectal diazepam (0.5 mg/kg q8h) during a febrile illnesg f.h
temperature higher than 38.5°C may be rem::-mmende%T
Some physicians prescribe prophylaxis to children who hag
neurologic abnormalities before their first febrile seizy;
especially to children at risk for febrile status Epiieptim:'

V. Outcome. Simple febrile seizures in young children are yg,.

ally benign. The greatest risk from a first simple febrile
seizure is an increased chance of having a second simple
febrile seizure, and even then, the consequences of a second or
multiple febrile seizures are minimal. Children with a simple
febrile seizure do not have an increased likelihood of death
brain damage, or learning or behavior disorders. One of the
greatest morbidities may be the family’s fear and anxiety
about dangerous effects on the child. Education and reassur-
ance are therefore critical.

Selected Readings

Freeman JM, Vining EPG. Decision-making and the child with
febrile seizures. Pediatr Rev 13:298, 1992.

Gerber MA. Berliner BC. The child with a “simple” febrile
seizure. Am J Dis Child 135:431, 1981.

Wallace SJ. The Child with Febrile Seizures. London: Wright,
1988.

Weiner HL, Bresnan MJ, Levitt LP. Pediatric Neurology for the
Houseofficer (2nd ed). Baltimore: Williams & Wilkins, 1982.
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Iron Deficiency
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Omer G. Berger

L

I1.

[ron deficiency occurs when the amount of iron in the body is
less than required for the normal formation of hemoglobin
iron enzymes, and other functioning iron compounds. Iron
dehmen'cy remains the most prevalent nutritional disease
worldwide. Although iron status in children has been Improv-
ing, iron deficiency is the most common nutritional deficiency
state in the age group 9 months to 3 years

. Pathogenesis. Iron deficiency in infants is due to rapid

growth and a low-iron diet. Iron stores are depleted by 4-6
months in full-term infants and by 2-3 months in premature
infants. Perinatal blood loss and exchange transfusions
increase Lhe risk of iron deficiency. The typical iron-deficient
child is 12-24 months old and consumes cow’s milk or juice
for the majority of his or her calories. Iron deficiency is rare
in a term infant taking iron-fortified formula.

Signs and symptoms of iron deficiency. Severe iron defi-
ciency may result in anemia with pallor, fatigue, and anorex-
1a. Most children have iron deficiency without anemia, which
may result in irritability, decreased attention span, and other
developmental disturbances presumably due to depleted iron-
containing enzymes and dopamine receptors.

. Diagnosis. Hemoglobin and hematocrit measurements are

the usual screening methods for iron-deficiency anemia.
Electronic measurement of RBC indices has improved the
CBC'’s sensitivity in detecting iron deficiency without anemia.
In the office or clinic, diagnosis can be made using the CBC,
RBC indices, and the red blood cell distribution width (RDW),
followed by a therapeutic trial of iron. The most sensitive and
specific test is serum ferritin.

Stages of iron deficiency. Iron deficiency is staged based
on the following laboratory test values (Table 45-1): ferritin,
percent transferrin saturation, zinc protoporphyrin, hemoglo-
bin, and RDW.

Prevention and treatment. In full-term infants, prevent-
ing iron deficiency is ensured by feeding children human milk
or iron-supplemented formula for the first year, with intake of
iron-containing solid foods at appropriate times. After age 6
months, breast-fed infants should receive supplemental iron,
1 mg/kg/day. Iron-enriched cereal should be a child’s first solid
food.

In premature infants, iron stores may be depleted by 2
months. Iron sulfate drops, 2 mg/kg/day of elemental iron
divided bid, should be added until adequate dietary iron
intake is established. _ .

For infants and toddlers with confirmed iron deficiency,
treatment with iron sulfate drops should be started at 34
mg/kg/day of elemental iron divided bid. A full dropper (0.6 ml)
of iron sulfate drops contains 15 mg of elemental iron; there-
fore, a 10-kg child should receive 0.6 ml of iron sulfate drops
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Table 45-1. Stages of iron deficiency

Normal Iron Iron-deﬁcien
depletion anemia &

Ferritin (ng/ml) >12 <12 <12
Transferrin >12 >12 <12

saturation (%)
Zine protoporphyrin 60 60 >85

(ug/dl whole blood)
Hemoglobin (g/dl) 11.5 11.5 <11
Red blood cell distri- <14.5 >14.5 >14.5

bution width (%)

(one full dropper) twice daily. After 5 days, hemoglobin increas.
es 0.25 g/day until a normal level is attained. Treatment shoylq
continue 2-3 months to allow iron stores to reaccumulate.

Selected Readings

Beutler E. The common anemias. JAMA 259:2433, 1987,
Lozoff B, Jimenez E, Wolf AW. Long term developmental outcome
of infants with iron deficiency. N Engl J Med 325:687, 1991,
Oski FA. Iron deficiency in infancy and childhood. N Engl J Med
329:190, 1998.

Yip R, Binkin JJ, Fleshood L et al. Declining prevalence of anemia
among low-income children in the United States. JAMA
958:1619, 1987.



Lead Poisoning in Childhood:
Screening and Evaluation
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Omer G. Berger

In 1991, the Centers for Disease Control (CDC) defined an ele-
vated blood lead level (PbB) as a confirmed concentration of
lead in whole blood of 10 ug/dl or more. Older buildings and
hopses In poor condition with interior and exterior lead-based
paint represent a significant hazard to children, especially
chlldren :Wlth compulsive hand-to-mouth behavior. Those at
hlngE§t 1'1_5]“ for lead poisoning are children age 6-36 months
who ln:'e In or f_requen[ old (pre-1960), dilapidated housing
and children living in older housing undergoing renovation.
Also at 1'15%( are children with parents or household members
who work in lead-related industries who may bring lead home

on their clothing and children with siblings with known lead
toxicity.

. Sereening

A. All children need a lead risk assessment at age 6 months
based on the above risk factors. If they are at high risk, a
PbB should be obtained. If the PbB is less than 10 pg/dl,
the infant is retested in 6 months; if the PbB is greater
than 10 pg/dl, the infant should be retested every 3 months
until the PbB declines.

B. If at low risk by history, lead testing should begin at 12
months of age. If the PbB is less than 10 ug/dl, the child is
retested at age 24 months.

C. For children older than 36 months, the PbB is rechecked
annually if elevated or if previous PbBs have exceeded 15
pg/dl.

Classification and recommended action. Lead intoxica-

tion is classified according to PbBs and divided into manage-

ment stages (Table 46-1).

. Management

A. Class IIB. Retest the child within 1 month (venous blood
is preferred). Finding the lead source is key; contact the
local health department for advice and action. Advise a
low-fat diet high in calcium, iron, and zinc. Advise vita-
mins with iron and weaning the child from the bottle.
Discuss pica and hazard reduction (e.g., reducing exposure
to lead paint and lead-contaminated dust). .

B. Class III. Retest the child with a venous sample within 1
week. Contact the health department and consider consul-
tation with or referral to a lead clinic. Assess t_he 'chﬂd fpr
signs and symptoms of lead to:gicity (e.g., perlqdlc vomit-
ing, frequent falling, and ataxia). Symptomatic children
should be removed from their environment and chelation

idered. _

C. té}iea;asp}iff?nﬁetest the child immediately. If he or she is
symptomatic, refer for immediate consultation and chela-

tion therapy.
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Table 46-1. Blood lead classification and management
Class Blood lead Action AT
(ng/dl)

I <9 None -,

ITA 10-14 Retest the child according to risk assessmeng

IIB 15-19 Take child’s history to assess lead source; ey,
cate parents and patient regarding djeL -
cleaning, etc.; consider iron deficiency,

I11 20-44* Complete medical evaluation; initiate nursing
and environmental assessment.

v 45-69* Begin medical treatment and environmental
assessment within 48 hrs.

\Y% >70 Admit the child for chelation therapy.

*Confirmed (venous sample preferred).

IV.

D. Class V. Admit the child for chelation therapy immediate-
ly; an assessment of the child’s environment and remedia-
tion should be performed.

Prevention is clearly the best treatment for lead poisoning.

The physician should ask about pica behavior and note exces-

sive hand-to-mouth activity, such as thumb- or finger-sucking

and fingernail biting. It is important for the physician to be
certain that patients and parents are aware of the danger of
lead toxicity and screened if at risk.

Selected Readings

Centers for Disease Control. Preventing lead poisoning in young
children. Atlanta: Centers for Disease Control, October 1991.
Committee on Environmental Health, American Academy of
Pediatrics. Lead poisoning: From screening to primary preven-
tion. Pediatrics 92:176, 1993.

Schonfeld D. New developments in pediatric lead poisoning. Curr
Opin Pediatr 5:537, 1993.




Sickle Cell Disease Episodes
and Infections

— Ppaul S. Bellet

[. Sickle episodes are classi
tion, and aplastic.
A. Vaso-occlusive sickle e

fied as vaso-occlusive, sequestra-

sy _episodes are due to intravase
sickling and commonly involve the bones, lungs, brain IQL&;

penis.

1. Bone pain. The most common vaso. - :
episode is acute bone pain. Usuaﬁl; dtfe?ﬁf Cs:'{-les l:(e} Sll'lcmie
cal findings, but !uual tenderness, s;ve]ling, and wgrn};?;};
1hE 0L es of the hands, feet, or both
(dactylitis) is common. If the bone is involved near a
joint, ﬂJ_Dlnt effusion may occur; however, septic arthri-
tis also should be considered. If fever occurs with bone
tenderness, bone infarction is mostly 1[ike]y but
osteomyelitis also should be considered. ’

Pam management must be individualized. Many
painful episodes can be managed at home with oral anal-
gesics. Doses described are initial starting doses: subse-
quent doses can be titrated up or down as needed. Mild
pain may be managed with acetaminophen, 15 mg/kg PO
q4h. Mild to moderate pain may be managed with aceta-
miqn_phen and codeine (1 mg/kg PO g4h); a nonsteroidal
anti-inflammatory drug (NSAID), such as naproxen (5
mg/kg PO tid or 250 mg PO q6-8h) or ibuprofen (10
mg/kg PO q4-6h or 400-600 mg PO q4-6h); or a combi-
nation of acetaminophen, codeine, and a NSAID.

For moderate to severe pain, oxycodone and aceta-
minophen (Tylox), ketorolac, oral morphine, sustained-
release oral morphine (MS Contin), or oral
hydromorphone hydrochloride (Dilaudid) may be used.
The dose of Tylox is one capsule PO q6h for children
8-12 years of age, and 1-2 capsules PO g6h for those
older than 12 years of age. Ketorolac may be given
30-60 mg IV as a loading dose and then 30 mg IV g6h
in the hospital. It can be used with around-the-clock
morphine or with prn rescue doses of morphine or
patient-controlled analgesia (PCA). It also can be given
10 mg PO q6h; morphine, 0.2 mg/kg PO g3h, can be
used as a rescue dose if needed. MS Contin can be used
in patients with prolonged pain episodes and should be
given around-the-clock q8-12h; the usual dose is 30 mg
PO q8h. In a child less than 12 years of age, a lower
dose may be given, such as 15 mg PO q8h, depending on
his or her tolerance and experience with morphine sul-
fate. Oral Dilaudid may be given in a dose of 0.05-0.10

mg/kg PO q3h.
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For severe pain, the episode may be treateg In t
emergency department with morphine sulfate 0 1E
mg/kg IV or IM g3h). If morphine is not Well-tulerat;g[is
Dilaudid (0.05 mg/kg IV or IM g3h) is an alternatjye. ;'
an adolescent, this dose is usually 2-3 mgfdt;sm
Demerol (1.0-1.5 mg/kg IM or IV q3—4h) is only usede'j-
the patient cannot tolerate morphine or Dilaugiq Th]
usual IV fluid is D5 1/2 normal saline at 1.0-1 5 timez
maintenance as cardiopulmonary and rena] statys
allow. The importance and necessity of IV hydratiop j,
an older sickle cell patient with an uncomplicated pain
episode who is not dehydrated and able to take org] flu-
ids are not well established. It is acceptable to hydrate
orally and give parenteral narcotics while determining
whether hospitalization is necessary. If the pain is not
relieved sufficiently following one or two doses of par-
enteral morphine, the patient usually requires hospitg
admission.

. Acute chest syndrome. An acute illness characterized

by chest pain and pulmonary infiltrate on the chest radi-
ograph is referred to as acute chest syndrome. Fever isa
variable finding. This syndrome has been attributed to
pneumonia, pulmonary infarction, pulmonary throm-
boembolism, fat emboli from necrotic bone marrow, and
rib infarction. Children with acute chest syndrome may
become hypoxic and extremely ill. In general, a CBC,
reticulocyte count, blood culture, chest radiograph, and
measurement of oxygen saturation by pulse oximeter
should be performed. Management consists of IV fluids:
effective analgesia; antibiotics if febrile; and close moni-
toring of vital signs, pulmonary status, and oxygenation.
A patient with suspected acute chest syndrome should
be admitted to the hospital.

. Acute CNS event. Acute vaso-occlusion in the brain

can result in a potentially fatal cerebrovascular acci-
dent, which may occur spontaneously or accompanying
a painful episode, viral infection, pneumonia, dehydra-
tion, aplastic episode, or priapism. Common neurologic
signs are hemiplegia, seizures, speech defects, visual dis-
turbances, and coma. The management of a CNS event
in sickle cell disease involves the following: (1) CT scan
to diagnose a ruptured cerebral aneurysm or other
intracranial hemorrhage, (2) exchange transfusion or
RBC apheresis on the ward as quickly as possible to
reduce hemoglobin S (Hb S) below 30% of total hemo-
globin, (3) an MRI and magnetic resonance angiography
when the patient is stable for further characterization of
the lesions, and (4) possible cerebral angiography.
Chronic transfusion therapy given once a month to keep
the Hb S level below 30% has been successful in reduc-
ing the risk of recurrent stroke. .

Priapism can occur in males of all ages. The penis
becomes swollen, edematous, and tender, and urination
may be difficult. Management for the first 24 hours
includes pain control, IV hydration, and a urinary
catheter placed for inability to void. If there is no
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with no obvious source in young children with sickle ce]] 4:
ease makes the distinction between serious bacterial infect;
and benign, self-limited viral infections a difficult problen i

On presentation with significant fever (>101° F), the c.h'l
with Hb SS or Hb S-B thalassemia (B? or B*) should hat.rlcl
CBC, reticulocyte count, and blood culture performeq EIa
most cases, ceftriaxone, 50 mg/kg IV or IM, should be gl:v :
even before any test results are available or other studies °n
formed (e.g., urinalysis, urine culture, x-ray). The decisinﬁef‘
hospitalize a child is based on the child’s age, clinical appe :
ance, height of fever, change in hematologic values from th?{
steady state, recent compliance with prophylaxis vaccines ané
penicillin therapy, and the parents’ ability to return promp|
if the child’s condition deteriorates. Most patients withoEt :
known source of infection managed as outpatients are g‘iveﬁ
amoxicillin, 40 mg/kg/day PO tid, for at least 3 days unti]
blood culture results are known. Every child should be re.
examined the following day. Prophylactic penicillin should be
begun when the antibiotic is finished.

Children with Hb SC are at increased risk for septicemia
although not as much as those with Hb SS. (One reason is that
the spleen remains functional for a longer period of time [the
first 3—4 vears of age] in patients with Hb SC.) It is controver-
sial whether Hb SC patients should be on daily penicillin.

Patients with Hb S-B* thalassemia probably have only a
slightly increased predisposition to infection with S. pneumo-
niae. The indications for hospitalization are the same as those
for children without hemoglobin abnormality (e.g., meningi-
tis, significant pneumonia).

Selected Readings

Gill FM. Sickle Cell Disease. In MW Schwartz (ed), Principles and
Practice of Clinical Pediatrics. Chicago: Year Book, 1987.

Lampkin BC, Gruppo RA, Lobel JS et al. Pediatric and oncologic
emergencies. Emerg Med Clin North Am 1:63, 1983.

Platt OS, Dover DJ. Sickle Cell Disease. In DG Nathan, FA Oski
(eds), Hematology of Infancy and Childhood (4th ed). Philadel-
phia: Saunders, 1993.

Rogers ZR, Morrison RA, Vedro DA et al. Outpatient management
of febrile illness in infants and young children with sickle cell
anemia. J Pediatr 117:736, 1990.
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Physical Abuse

Robert A. Shapiro

Child abuse is a problem virtually all primary care physici

encounter in their practice, Physiciar?s ar:?’equirelzl gjsr Z]taalzg
laws to report suspected physical abuse or neglect to the legal-
ly mandated agency in their community. Although the legal
definition of chllq abuse varies from state to state, the accept-
ed medical meaning of physical abuse includes any injury to
or death of a child less than 18 years of age resulting from the
intentional commission of an act(s) by the child’s caretaker.
The 'cqmmnnly accepted medical meaning of neglect includes
any injury to, suffering of, or death of a child younger than 18

years old resulting from the omission of an act(s) by the
child’s caretaker.

. Statistics. In 1993, there were nearly 3 million reports of

alleged child abuse—that is, 45 reports for each 1,000 children
in the United States. More than 1 million of those reports were
verified as abuse by children’s protective agencies. Twenty-five
percent of the reports were for physical abuse; 47% were for

neglect. There were 1,299 documented deaths in the United
States due to child abuse in 1993.

. Risk factors for abuse and neglect. Young children are the

most {requent victims of physical abuse and neglect because of
their greater dependence on adults compared to older children.
The likelihood of abuse increases for children born premature-
ly, with mental or physical handicaps, with temperamental or
needy behavior, or living in dysfunctional families. Caretakers
are more likely to abuse children if they were abused or neglect-
ed as children, are isolated, are impulsive, have poor parenting
skills, have unrealistic expectations for their children, are sub-
stance abusers, or suffer from mental illness. Awareness of risk
factors for abuse in families can enable the physician to main-
tain increased vigilance. Abuse is often diagnosed, however, in
families in which specific risk factors are absent.

. History. The history should document the circumstances sur-

rounding any suspicious injury, including how, when, where,
and with whom the injury occurred. Abuse should be suspect-
ed whenever the history (1) is inconsistent with the degree or
mechanism of trauma, (2) is incompatible with the child’s
developmental abilities, or (3) changes by the historian, who
is “fishing” for a valid explanation. Fictitious histories are
likely to be incomplete and may contain conflicting details.

Abuse should be considered when a caretaker claims no

knowledge of how an infant’s injuries occurred.

Specific injuries. The physician must _be aware nf unuspal

injuries that are the hallmarks of physical abuse, including

the following: M :

A. Bruises are the most common type of injury resulting from
physical abuse. There are distinguishing differences
between accidental and inflicted bruises. Accidental bruis-
es most commonly occur over body areas that lack
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Table 48-1. Color of healing bruises

g

Color Approximate age of bruise
Red or blue 0-5 days
Green 9-T days
Yellow 7-10 days
Brown 10-14 days
Resolved 14-28 days

Table 48-2. Length of time to cause
third-degree burns from water in adults

Water temperature (°F) Time to cause third-degree burn
122 D min

127 1 min

130 30 sec

140 D sec

150 2 sec

Source: Adapted from M Katcher. Scald burns from hot tap water. JAMA
246:1219, 1981.

which should be placed into a paper envelope (not plastic)
and labeled with the patient’s name and description of the
specimen’s source. The envelope must be locked in a
secure location until it is given to the police.

F. Head injury. The greatest cause of morbidity and mortal-
ity from child abuse is inflicted head injury, which may
occur after blunt trauma or as the result of severe shaking
(“shaken baby syndrome”). Presenting signs include
altered mental status, irritability, seizures, or respiratory
arrest. Signs of external injury are frequently absent in
shaken baby syndrome, but 80% of shaken children have
retinal hemorrhages. A CT scan of the head or MRI is diag-
nostic. Head ultrasound is inadequate for the diagnosis.

Evaluation. A platelet count, prothrombin time, partial

thromboplastin time, and bleeding time should be determined

in children with significant bruising to rule out a bleeding
diathesis. Abused children younger than 2 years old also
should have a skeletal survey to look for occult fractures,
which should include at least two views of each long bone, the

skull, and the spine. A so-called babygram is inadequate. A

bone scan can augment information obtained by the skeletal

survey and is particularly good for diagnosing rib fractures.

Young children with any neurologic abnormalities or retinal

hemorrhages in whom shaken baby syndrome 1s being consid-

ered require a MRI or CT scan of the head. If there is any
abdominal tenderness or bruising, SGOT, SGPT, and amylase
levels should be obtained in addition to appropriate imaging.

The physician also must consider diagnoses other than abuse

and perform the appropriate work-up to exclude a medical

explanation for the injuries found.
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VII.

VIII.

- Reporting. Physicians are required to report al] cas

pected child abuse to the local child protective Serviceessnrsus'
or the police. The physician need not accuse the § (.GPSJ
abuse but should notify them of his or her concerns gy, Y of
he or she is required by law to make a report. The ph

should inform the family using statements such ag theﬁfm
Ing: “Your child’s injuries seem too severe to have beep, cuug;

by the incident you are describing. I am concerned that g
. ) . Ome.
one may be hurting your child. Do you have any of these g
concerns?” e
If the examining physician believes that by notifying 4y
family the child’s safety may be jeopardized, the CPS Sgﬂ{.e
worker should be informed first. In all cases, the initjg] re i
is phoned to the CPS social worker and followed by g cgmp]ig&
written report. The report should describe the Injuriec
observed, the history given, and the reason for the rep{,:{'
Nonmedical terminology should be used throughout the
report so that social workers, police officers, and lawyers cafl
understand the findings and concerns. Physiciang are
immune from civil or eriminal law suits brought by the fami.
ly for making reports of alleged child abuse if the report js
made in good faith.
Follow-up. The physician must maintain objectivity through.
out the investigation and be available to social workers ang
police for questions. Court testimony also may be necessary,
Disposition. Once abuse is suspected, the child must be pro-
tected from further harm. The CPS social worker is responsi.
ble for the child’s safety and must secure safe placement, [f
the child’s home is unsafe and no other arrangements can he
made by the CPS social worker, the child can be admitted to
the hospital. Some states allow the physician to place a tem-
porary “medical hold” on a child’s discharge; other states
require an order by a juvenile court judge.

Selected Readings

Kleinman P Diagnostic Imaging of Child Abuse. Baltimore:
Williams & Wilkins, 1987.

Ludwig S, Kornbert A. Child Abuse: A Medical Reference (2nd ed).
New York: Churchill Livingstone, 1992.

Reece R. Child Abuse: Medical Diagnosis and Management.
Philiahdelphia: Lea & Febiger, 1994.
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Sexual Abuse

e

Robert A. Shapiro

e

Sexual abuse is the exploitation or ; 14
sexual activities. Sexual activitiesmirnlgzﬁg?)ﬁf gieoflstclli];l?tég
to exposure, fondling, and genital contact. Statutory rape in
Ohio is delined as sexual intercourse with a child younger
than 14 years old by a person 18 years old or older, but the def-
inition varies somewhat from state to state.

I. Statistics. Ihe prevalence of sexual abuse is difficult to
determine bEL‘HI-ISE much remains undiagnosed. In 1994, there
were 75?,000 reports of sexual abuse filed in the United
St.at‘es.. bmt:ual abuse has been diagnosed in children of all
ages, races, and socioeconomic groups. The perpetrator is
often a male family member, family friend, or neighbor who
has access to or authority over the child.

II. Presentation. Children who have been sexually abused
may act out sexual behaviors, experience sleep disturbances,
develop phrublas, perform poorly in school, or regress in their
behavior. _I‘hey may complain of genital-rectal symptoms,
such as pain, itching, redness, discharge, bleeding, enuresis,
or encopresis. Even though sexual abuse may have been
Dngning for months or years before diagnosis, however, many
children have no behavior changes or physical complaints.
Children may be brought to the physician for evaluation of
sexual abuse because of nonspecific family concerns or
recent disclosure by the child of abuse. If a report has been
made to the children’s protective services (CPS), a CPS
social worker may ask that the child be examined as part of
an investigation.

III. History. The purpose of the interview is to collect informa-
tion that validates the history of abuse, determine what test-
ing needs to be done, and begin the healing process for the -
child. Children who previously have been interviewed by a
CPS social worker will not need as complete an interview as
children being seen for the first time. The history should be
obtained in a calm, relaxed, and accepting manner. Before
referring to body parts, the physician should ask the child or
caregiver what words he or she uses when referring to the
genitalia ang pectum. The physician should encourage the
child to tell the story himself or herself withoujc asl_un_g
prompting or leading questions. During the interview, it is
important to tell the child that disclosing the abuse is the
right thing to do and that you will work to prevent the abuse
from happening again. If the perpetrator is a family member
or a close friend, the physician should be aware that the
child’s parents may not want to believe that the abuse has
decurred. If parental support is lacking, the child may recant

j‘lﬂ?ause of family pressures. The history should be document-
ed thoroughly in the child’s chart, and statements made by

the child should be delineated with quotation marks.
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IV. Forensic evidence

A. If the sexual assault occurred less than 72 hours
; . : a
the history suggests that seminal fluid, pubic hg;, Boapy |
or blood belonging to the perpetrator might he reésalwal
from the patient’s body, forensic specimen mllec{t’}’ereﬁ
required. The physician should refer the patient ; 0n g
ately to an emergency facility or similar site ¢4 17g{)ﬂedi.
forensic evidence collection. It is important to Iijn le of
the patient not to bathe or change clothes Priog tStl‘uct
examination. O the
B. If there is no possibility of forensic material being pre
and no acute injury is present, the physical examin St'?nt
can be scheduled at a convenient time and place. ‘Chiladmn
with acute injuries should be evaluated as soon ag Pﬂss'fn
to assess and document the degree of injury ang I'leed]flﬂ
treatment. or
V. Examination. The purpose of the examination is to look f;
supporting evidence of sexual abuse, screen for sexually tranﬁr
mitted diseases (STDs), and reassure the child and his o h;,
parents or other care providers.
A. Examining the genitalia
1. Prepubertal female. Examine the external genitalia
for signs of injury and infection. Assure the child that
nothing will be placed inside her vagina and that the
examination will not hurt. Position the girl in a supine
position with her knees out and soles together (frog leg
position) or in a knee-chest position. The child can lie
on an examination table or sit on the caregiver’s lap,
whichever makes her most comfortable. Examine the
perineum for injuries, condylomata, herpetic lesions,
bruises, tears, or discharge. Visualize the hymen by
holding onto the labia majora with the thumb and fore-
finger of each hand and retracting them laterally and
outward (toward the examiner). When done properly,
the introitis will open, and the inner hymeneal ring will
be visible. A vaginal speculum is contraindicated in
most prepubertal examinations. Examine the hymen
for indications of trauma. The inner hymeneal ring
should be smooth and uninterrupted, although there
may be congenital clefts at the 3 and 9 o’clock positions.
Many girls have a crescent-shaped hymen with little or
no hymen between 10 and 2 o’clock. Look for injuries,
such as tears and scars, or absence of the hymeneal tis-
sue. If the horizontal opening through the h}fmﬂf;_
appears to be large for age, look carefully for signs Od
injury to the lateral hymeneal edges. An enlarget
hymeneal opening without signs of trauma should n
be considered indicative of vaginal penetration. i
Less than 10% of prepubertal girls have genital ﬁnve
ings that are clear evidence for sexual abuse, 15% ha ;
findings that are suggestive but not diagnostic of abuse;
50% have nonspecific findings, and 30% have norm
genital examination findings. oit? o
2. Pubertal female. Inspect the external gemtﬂhﬂ.ble
acute injury, condylomata, herpes, and lice. If POSSlinEj
perform an internal speculum and bimanual exam

—
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tion and obtain routine cultures for STDg ;.. ..
. S - FIngd;

gestive of hymeneal injury can be confused r}gs%

normal adolescent anatomy, as virginal adnl:&sl!}' Wifh

have redundant folds and notching of the hynslclants G

3. Male. Inspect the genitalia for infection gp in?n,
B. Examining the rectum. Examine the rectumj}w‘
ma, including scars, bruising, or tears. Norma] OF tray. |
cific findings include anal tags, thick or smooth v N0nspe
et : . Jses skin :
midline, anal gaping with stool in the recta] il nthe |
tened or thickened anal folds, fissures, and delayeq L flay,
congestion of the perianal tissues. Suspicious or g, ve{"{u,e
. . ; : ; : stive

findings include immediate anal dilatation of 15g§?t
more without stool in the rectal vault, distorted o ir? 0
lar anal folds, immediate or extensive venous Cﬂngesti{f '
the perianal tissues, and scarring in the perianal are:: o
deep perianal laceration extending beyond the exter, A
S SR : nal

anal sphincter indicates penetrating trauma.

VI. STD testing. The algorithm in Fig. 49-1 will assist in degjg. |
ing when to culture for STDs. When obtaining Neisseriq gun:
orrhoeae and chlamydia cultures in prepubertal girls
highest yield culture is from the mucosa just proximal or dis-
tal to the hymen with type I Calgiswabs (moisten the swab:
first in sterile nonbacteriostatic saline). In pubertal females
the cervix must be cultured. Presumptive positive gunucnccaj |
cultures on Thayer-Martin medium must be confirmed hyat
least two confirmatory tests (biochemical, enzyme substrate,
or serologic). Chlamydia cultures should be obtained becaus
rapid chlamydia tests are inadequate for legal evidence.

VII. Treatment. Prepubertal children do not require prophylactic
antimicrobial treatment unless infection is thought to be like-
ly. Adolescents should be offered STD and pregnancy prophy-
laxis if the assault was within 72 hours of treatment.

A. STD prophylaxis includes:
cefixime, 400 mg PO once, or
ceftriaxone, 125 mg IM once, or
spectinomyein, 40 mg/kg (maximum dose 2 g) IM once

plus
doxycycline, 100 mg PO bid for 7 days, or
azithromycin, 1 g PO once, or
erythromycin, 10 mg/kg PO qid for 7 days (for prepubertdl
children under 100 Ib).

B. Pregnancy prophylaxis should be offered in all cases of
sexual assault that may result in pregnancy. Prophylaxs
consists of two Ovral tablets within 72 hours of the assault
followed by two more 12 hours later. 5

VIII. Reporting. All states require physicians to report suspect
sexual abuse.

___——-"--.-F

Selected Readings ol

Heger A, Emans S. Evaluation of the Sexually Abused Chﬂ%-_,A
Medical Textbook and Photographic Atlas. New York: Ox
University Press, 1992.



Ethical Issues in the
Outpatient Setting

//?llfri;tine L. McHenry
//7

Ethics is a systematic reflection about right character, right
conduct, or both in a given situation. Ethics uses principles,
rules, virtues, and values as guides in this systematic reflec-
tion. When these principles, rules, virtues, or values conflict,
an ethical dilemma results.

It is fairly easy to recognize ethical dilemmas in areas where
medical technology is used, such in as the newborn intensive
care unit or the pediatric intensive care unit, and where ques-
tions about withholding or withdrawing life-sustaining treat-
ment arise. Health care providers tend not to recognize ethical
dilemmas as frequently on a general pediatric ward or in the
outpatient department, however. Nevertheless, ethical dilem-
mas do exist in these areas, and health care providers must be
sensitive to their possibilities. This chapter addresses several
issues that pertain both to the inpatient and outpatient arenas.
. Informed consent is based on the ethical principles of respect
for autonomy, beneficence, and nonmaleficence. Everyone has
the right to informed consent.

A. The process of informed consent consists of the fol-
lowing components:

1. A competent individual as the decision maker (either

patient or surrogate decision-maker)

2. Disclosure of information to the competent individual,
including the following examples:

a. The patient’s condition, including diagnosis and
Prognosis

b. The nature and purpose of the proposed treatment

¢. The risks and benefits of the proposed treatment

d. Alternative treatments

e. Consequences if the proposed treatment is not accepted

f. Names of the health professionals who are to per-
form any procedure

3. Understanding of the information by the decision maker

4. Voluntary agreement by the decision maker

9. Authorization by the decision maker
B. Exemptions to informed consent. The following are

exemptions to informed consent.

1. Emergencies (e.g., an unconscious person in need of

medical treatment brought to the emergency department)

2. Waivers (e.g., a competent patient or surrogate deci-
sion-maker who specifically says he or she does not
want to know)

3. Therapeutic privilege (e.g., a physician who inten-
tionally withholds information from a patient with can-
cer because the physician thinks the information may
harm the patient. This exception is very controversial
and should not be used frivolously.)

235
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II. Religious exemptions. The First Amendment

“_\\\

Constitution grants religious freedom. This religious flf)ei;dt}he

is freedom of belief and practice as long as the practice 4
not infringe on the rights of or potentially harm an innocues
third party. In general, competent adult patients have ?}l'llt
right to reject recommended treatment based on religioyg >
other convictions. A dilemma arises, however, when pare o
reject recommended treatment for their child based op thngs
s e ; elr
own religious convictions. Parents are required to provid
“adequate” medical care for their children or face PUtEntiaj
criminal charges under state child abuse and neglect statute
The definition of “adequate” varies from situation to situatinrsll
A. Religious exemptions for treatment. When parep,
refuse medical treatment for their child based on religioys
conviction, a conflict arises between wanting to respect the
parents’ wishes to raise their child according to their rel;.
gious beliefs and doing what the health care provider
believes is in the best medical interest of the child. How
this conflict is resolved depends on the nature of the illness
(minor versus life-threatening), prognosis with and with.
out recommended treatment, and the nature of the recom.
mended treatment (conventional versus experimental),
B. Religious exemptions for immunizations. When par.
ents bring their healthy child to a physician for a well-child
visit and refuse immunizations based on religious convic-
tions, preserving the physician’s relationship with the par-
ents should take precedence over trying to coerce them into
agreeing to the immunizations. The physician should use
this time to educate parents about the recommended immu-
nizations. If this is done in a nonthreatening manner, par-
ents are more likely to bring their child back to the
physician for medical care. If, on the other hand, there is an
epidemic of a preventable childhood disease from which chil-
dren have become seriously ill or have died and the patient
has not been immunized, it may be in the best interest of
the child for the physician to obtain a court order to immu-
nize the child. In addition, the physician must be familiar
with the state’s statute regarding religious exemptions for
immunizations and admission to public school.

III. Confidentiality is based on the ethical principle and rule of

respect for autonomy and fidelity. It can be violated by delib-
erately disclosing confidential information without the per-
son’s permission or carelessly handling information.
A. Justified infringements to confidentiality. The fo
lowing areas are justified infringements to confidentiality:
1. Obligation to obey the law
a. Reporting child abuse, elder abuse, gunshot wounds,
stab wounds, sexually transmitted diseases _
b. Certain legal proceedings such as a malpractice claim
2. Obligation to protect the welfare of the com_.mtlﬂlt}:
Confidentiality may be breached to protect an innocer
third party if the individual who may be harmed 1 iden-
tifiable, the harm to be averted is serious, and disclosure
is the minimum required to protect the third party.
3. Obligation to protect the patient if the patient pré:
sents a clear danger to himself or herself.

N
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e

B. Areas of heightened : -y _
b stata statite confidentiality (usually specified
1. Drug and alcohol rehabilitation
2. Psychiatric treatment

3. Minors seeking birth contro] a T
4 HIV infoction nd abortion (in some states)

V. Mature minors and emancipated minors

A. M}?tlﬁrﬁ n('{llﬂ_ﬂ}‘& are 1{1dw1dualg 14 years of age or older
who have cecision-making capacity—that is, they are capa-
ble of understanding their diagnosis and ’prugnnsis Fhe
risks and benefits of proposed treatment., and conse-
quences if they refuse treatment. Mature minors are capa-
ble of giving informed consent to the same degree as an
adult. If the treatment does not involve serious risk. such
as treatment for a Streptococcal pharyngitis or senie, the
mature minor has the right to consent to such treatment
without parental consent. A mature minor would not. how-
ever, have the right to consent to treatment that involves
serious risk, such as organ transplantation. without the
consent of the minor’s parent or guardian.

B. Emancipated minors are individuals under the age of 18
years living on their own without parental support and not
subject to parental control. Historically, certain groups of
individuals have been considered emancipated, including
minors in the military, married minors, and in some states,
minors who are pregnant or have a child. In addition, col-
lege students living on their own may be considered eman-
cipated even if they depend on their parents to pay the
bills. Emancipated minors are considered adults in the
medical arena, and therefore, parental permission is not
required for treatment. The physician should be familiar
with the specifics of the “mature minor” and “emancipat-
ed minor” statutes in his or her state.

Selected Readings

Alderman EM, Fleischman AR. Should adolescents make their
own health care choices? Contemp Pediatr January 1993, P 65.

Beauchamp TL, Childress JF. Principles of Biomedical Ethics (3rd
ed). New York: Oxford University Press, 1989.

Etkind P Lett SM, Macdonald PD et al. Pertussis outbreaks in
groups claiming religious exemptions to vaccinations. Am J Dis
Child 146:173, 1992.

Holder AR. Minors’ rights to consent to medical care. JAMA
257:3400, 1987. 2l
Holder AR. Legal Issues in Pediatrics and Adolescent Medicine
(2nd ed). New Haven, CT: Yale University Press, 1985. |
Landwirth J. Religious exemptions in child abuse law. Infect Dis

Child December 1989, P 14. | ‘
Religion and medicine clash over deadly measles epidemic. Med

Ethics Adv 7:41, 1991. o
Sigman GS, O’Connor C. Exploration for physicians of the mature

minor doctrine. J Pediatr 119:520, 1991.
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The Evaluation of Fever
in Infancy

Sherman J. Alter

Children fmf"} Plrth to 36 months with fever of unknown
source comprise a large fraction of ambulatory pediatric ill
visits. While fever is frequently self-limited and the incidence
of serious bacterial infections (SBIs) in febrile children ; l
ativel%r é?w, seriI;)us infections may be present. The mi';tli;;:
mon s are bacterial meningitis s -
tract infection (UTI). B158, bacteremia, and uirinary
Proposed management strategies seek to identify infants at
low I'ISI:{ for SBI. It is assumed that the ability of very young
infants’ immune systems to defend against pathogens is lim-
ited and that this ability matures during the early months of
life. Such young infants, therefore, are at higher risk for seri-
ous infections than are older children. Because of this higher
risk, it is standard practice in many areas to admit febrile
neonates, perform a complete diagnostic evaluation for SBI,
angi administer pareqteral aptlbmtics until results of blood,
urine, aﬁnd ce;*ebr‘ospmal fluid (CSF) cultures are negative.
Recent investigations, however, have attempted to evaluate
the efficacy of managing fever even in young infants in an
ambulatory setting with or without empirical antibiotics.
Infants and young children usually are divided into two
groups based on age and the ability to clinically assess severi-
ty of illness: birth to 2 months and 3-36 months.
. Epidemiology. SBls include meningitis, bacteremia, UTI,
pneumonia, enteritis, and bone or joint infections. Depending
on clinical screening criteria and the definition of toxicity
used, febrile infants less than 60-90 days of age with temper-
atures of 38°C or higher rectally have a 1.4-17.3% probability
of having a SBI, including a 1.1-10.7% probability of bac-
teremia and a 0.5-3.9% probability of meningitis. The risk of
occult bacteremia in children 3-36 months of age is less,
reported to be from 3% to 11% with a mean probability of
4.3% in children with a temperature of 39°C or higher.
. Etiology. Etiologic agents of bacteremia in infants 2 months
of age and younger include group B streptococel, Sﬁf?“EptO_COCCI{S
pneumoniae, Salmonella sp., Escherichia coli, Neisseria
meningitidis, and Haemophilus influenzae type B. The bacte-
ria most commonly isolated from the blood of children age
3-36 months with fever without a source are S. pneumoniae,
H. influenzae type B, and N. meningitidis, accounting for
approximately 85%, 10%, and 3% of positive blood cultures,
respectively. Other pathogens associated with bHCtEI‘EIﬂlg
include Staphylococcus aureus, Streptococcus pyogenes, an
Salmonella species. : ek s :
Pathogens associated with bacterial meningitis in in ants in

the first 2 months of life include group B streptococci, E. coli

and other enteric gram-negative bacilli, and Listeria monocy-
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I11.

togenes. Patho L |

wes. rathogens typicall ' :
meningitis in older chiiilpren—yS.C;;s::ngo; Ezmnfls!umty “8Cquip,
and H. influenzae type B—also may. be F s m'enmgiﬁdfd
infants. The proportion of children with . . you :
caused by H. | Ith invasive’ g; =
b y . influenzae type B has decreased sjon: 1Seage
0 }mi:lespread use of the vaccine against this gmﬁf:&m]y dy
Clinical assessment and manageme t;rgamsm
method of identifying all children with SE’;.Is]1 h Iio reliable
oped. Screening criteria to identify infants and & 26en deve).
at low or high risk for SBIs, however have byoung Childrey
number _of investigators. These cri£eria m; etn used by ,
involve history, physical examination, and s eci?' ;:Dmm‘}"l}'
parameters that then are used to ideni.ify patll?ent At
no antibiotics and can be managed as outpatient 2 require
who require antibiotics either as an outpatient o = g
A. Young infants less than 3 months of ar: n%npap?“t*
ally, young infants with fever have been mang .d it
servatively because they are notoriously diffi gelt e
clinically and more prone to SBIs because oiP Lrtlh i
ture Immune systems, Febrile neonates (0-28 da . iglma-
considered high-risk patients. A sepsis evaluatiysn e
be performed, including CBC and differential g?o Sgnuld
ture, cytology and culture of CSF, urinalysis and cul?ru o
urine obtained by catheterization or bladder tap, sto ]re c{[
ture, and chest radiographs if indicated Anttimico guaj
therapy should be instituted in the hospitai .
Febrile infants 28-60 days old should have an assessment
of toxicity, careful physical examination, and laborato
testing performed as above. Low-risk, non—tmcic-appem-ir?
infants with normal CSF may be managed as outpatienti
and receive therapy with an antibiotic that will empirically
treat the presumed agents of bacteremia. The third-gener-
ation cel?halospnrin, ceftriaxone, at a dose of 50 mgkg IM
is a particularly suitable antibiotic due to its long half-life.
The child should return for re-evaluation within 24 hours.
Any child who cannot return for repeat evaluation should
be admitted to the hospital. At the return evaluation,
results of cultures should be reviewed. Ill-appearing infants
or those with positive blood or CSF cultures must be admit:
ted for therapy. A second intramuscular injection of ceftri
axone may be an option. Continued close observation and
mmed:iate return to the hospital if needed must always be
ensured.
_ Alternatively, some investigators have advocated select-
ing a subgroup of infants at low risk for SBI based on cer
tain criteria and managing them without antibiotics 85
outpatients. These low-risk criteria have been studied by
the Rochester group and include the following:
1. The infant appears generally well.
9. The infant has been previously healthy and has the fol-
lowing characteristics:
a. Was born at term (= 37 weeks gestation)
b. Did not receive parenteral antibiotics _
c. Was not treated for unexplained hyperbilirubinema
d. Has not received and was not receiving antimicrobl

agents
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4. Laboratory values

a. Peripheral blood WBC count 5.000-
b. Absolute band fum count <1,’500fu115'000/#1
c. <10 WBC per high-power field (40x magnification)

Ofl MICroscopic examination of a spun urine sediment

d. <5 WBC per high-power field (40x magnification) on
MICroscopic examination of a stool smear (for infants
with diarrhea)

Patients must be evaluated by a physician who is thor-
oughly familiar '._nrl_th caring for young children. Infants
who meet such clinical criteria appear to be at low risk for

SBI and may be candidates for outpatient management
with follow-up examination in 24 hours.

. 3-36 months. Well-appearing older children who are 3-36

months of age with a fever of less than 39°C without a
source need neither laboratory testing nor antibiotics.
Parents, however, must be instructed to return if fever per-
sists for more than 48-72 hours or if the child’s condition
deteriorates.

The appropriate and cost-effective evaluation and man-
agement of children with fever of 839°C or higher vary both
in the pediatric literature and in practice. Conservative
management consists of attempting to identify a subgroup
of febrile children at increased risk for SBI, specifically
occult bacteremia (OB), by obtaining a CBC, blood culture,
and urinalysis and culture (the latter on all females; males
less than 6 months of age). Chest radiographs and cultures
of stool are performed if indicated by the history. A child
with a WBC count > 15,000/ul is at increased risk for OB
and should receive expectant antibiotic therapy pending
culture results. Before penicillinase-producing H. influen-
zae became significant (and before Haemophilus immu-
nization), oral amoxicillin alone or procaine penicillin and
amoxicillin was commonly used. Currently, ceftriaxone, 50
mg/kg IM, is popular because of its long half-life and
extended coverage. Patients should be re-evaluated within
24 hours. Ill-appearing children or those with positive
blood cultures should be admitted for further treatment.

Alternatively, concerns about cost containment, the dra-
matically decreased incidence of OB due to H. influenzae
since the vaccine, and increased knowledge and experience
with OB have prompted practitioners to practice other
treatment options. The site of care and the relationship
between the physician and patient aﬁ'ec}: treatment deci-
sions. In a primary care setting with patients who are fol-
lowed on a regular basis, the practitioner may elect to
follow the patient clinically with no laboratory F"aiil:fftm:‘
(or blood culture only) in the non-toxic-appearing : 311 ;
If the fever persists beyond 2448 hours or tillien;i:::ien Cﬁ
not respond to antipyretics with improved appe

ance, further work-up may be appropriate. On the other
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hand, a physician evaluating a febrile infant mw.l-:mp.}q‘l o
him or her in an emergency room or urgent care setting jg
more likely to obtain a CBC q1t1d blood culture and treg
tly using the above criteria.
epriC}EailllL}(;r tnx?c—appearing child in this age range mys;
be admitted to the hospital following appropriate laborat.
ry evaluation, usually including a CBC, blood culturet, and
CSF evaluation. Toxicity general_ly is deﬁned as a CIU’{lcal
appearance consistent with sepsis (e.g., inconsolable irri.
tability, lethargy, signs of poor perfusion, h}']]uventlila'tmn,
cyanosis). Unfortunately, clinical assessment of toxicity ig
the least objective screening criterion available to the pri-
mary care physician and requires the most clinical experi-
ence. McCarthy attempted to quglntltate clinical toxicity by
developing the Infant Observation Scale, but the appear-
ance of toxicity is affected by .the presence of fever, _Sﬂme
children may appear toxic while their temperature is ele
vated. but become less ill-appearing, even playful and well-
appearing, after defervescence, leading to the common
practice of giving antipyretics to febrile children on arrival
in a care facility even before evaluation. Improved clinical
appearance with defervescence may pbw_ate the need for
lumbar puncture and hospital admission in some children.
No management strategy will identify all patients at risk
for SBI. Meticulous clinical assessment, judicious use of labo-
ratory testing, and close follow-up are warranted when caring
for the febrile infant or young child.
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Antibiotic Selection
and Compliance

Ra)_’?l_w{lq p B{lker

Many effective oral antibiotics with 4 broad
ity 'agamft ”lr.'gm:]'i"mﬂ causing the common
atric oulpatients are avajlable . : o e
depends on many factors, lh:::jr?'jr;,i;t ;rr: Ln:Lhmtc; of antibiotic
tivity of the probable etiologic rj.l-f:.mi.i.l. ;.Irn S IS Benis
AT N el A e 7 i S sdIsm; however, many sub-
jective lactors also must be considered. Acute otitis media and
skin infections are examples of common [iiut-* > = Gl
tients for which several choices of oral a1 e
For acute f"l'['m. media, Streptococeus pneumoniae, nontypeable
"’”"“’T’”’”"“’“ influenzae, and Moraxella catarrhalis are the
organisms Lhat should be considered when the antibiotic is
selected. Several antibiotics are appropriate, ihtrltlfliﬂg ;um;-}:i‘-
cillin (e.g., Amoxil), trimethoprim-sulfamethoxazole (TMP-
SMX) (Septra, Bactrim), erythromycin-sulfisoxazole (Pediazole)
cefaclor (Ceclor), amoxicillin-clavulanate (Augmentin) Cefixire
(Suprax), loracarbel (Lorabid), cefpodoxime (Vantin). cefurox-
ime axelil (Ceftin), and cefprozil (Cefzil).

The most common organisms involved in skin infections
(cellulitis, impetigo) are Staphylococcus aureas and Strepto-
coccus pyogenes, which can be treated effectively with several
antibiotics, including erythromyein (e.g., Ilosone), dicloxacil-
lin (Pathocil), cloxacillin (Tegopen), cephalexin (Keflex), cefa-
clor (Ceclor), amoxicillin-clavulanate (Augmentin), loracarbef
(Lorabid), cefpodoxime (Vantin), and cefprozil (Celzil).

The final choice therefore rests on the individual circum-
stance and features of a particular antibiotic that are most
likely to ensure compliance in the patient and effectiveness
against the organism. The following factors influence compli-
ance with antibiotic medications and should influence the
physician’s decision regarding the appropriate antibiotic.

spectrum of activ-
infections in pedi-

_diseases In outpa-
antibiotics are possible.

. Taste. In general, most antibiotics have a bitter taste (espe-

cially penicillins) poorly masked by flavorings. Possible excep-
tions are the cephalosporins, which taste better but are more
costly. Children vary in their willingness to accept unpleasant-
tasting medicine; therefore, it is prudent to ask the parent
how well the child accepts medicines and then consider the
taste factor if needed (i.e., prescribing a more costly antibiot-
ic that tastes better). A recent taste comparison (by adults)
ranked the overall taste of oral suspensions of a series of
brand name antibiotics as follows (from best to worst tasting):
Lorabid, Keflex, Suprax, Ceclor, Cefzil, Augmentin, V-cillin K,
Veetids, Vantin, Sulfatrim, Pediazole, and Dynapen. 3
Frequency of administration. Medications with a s ’grﬁ
half-life that must be given often may causc a p}'ubl?m wit
compliance. In general, the less often a med!{:ﬁmﬁn s given,
the more likely the parent is able to comply wit 'tt e ltggmmné
Antibiotics that require less frequent administration ar
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renal clearance abnormalities. Likewise, in children wi
nificant liver disease, drugs excreted in the bile shoyjqp. ¢
with caution (erythromycin, tet‘racychnes, Ch]ﬂl'amph-_ gy
Adverse reactions. The likelihood of an allergic “C0l,
other significant side effect should be considered, m 0
ful allergic history should be obtained. The follguwin. &
examples of drug effects that may affect antibiotic ;;}E?g are
A. Serum sickness-like reactions (3-5%) with cefaclor o
B. Erythema multiforme with sulfonamides

C. Nausea with erythromycin (should be given with food)
D. Diarrhea with amoxicillin-clavulanate (Augmentin)
Remembering the dose of antibiotics. Since most antik;
otics prescribed for the pediatric population are dosed }, o
on weight, Table 52-1 may be helpful in rememberin

: Ssme doses
commonly prescribed antibiotics. § doses of

_-_‘_-_-_-_‘_-_‘_"\—
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of Children i

Razmond C. Baker

. 5 tomatic th o —_—

: Ef;;fﬂ odion pms;_‘i'gfdyl;‘;ff;:ra l::.?“m:edlcatluns or treatments
oriotnms Bt that physician to alleviate patients’
ymp _ that do not affect the disease =
Symptomatic therapy is in contrast to medi SR ae

SRR SR : : ications or treat-
ments prescribed by physicians that effectively reverse a dis
ease process, such as antibiotics for bacte '}I gu?rae_a =
steroids for asthma. Since so many i!!ne::-- ,'.“? ,}in sedon oi
self-limiting and without specific trfs-ti:i r; o i inog s
therapy 3"’ often “‘F‘ only therapy a IJ"I{VHit_'FlLIt]rIIl':?intﬁtzﬁ:rt l:i
E::[EI:L{L:":;I;TLT:I::tl]IuL llrtlt:_r]rfn Ip:‘r'. hl]u- any other intervention, has
decision Lo use mml]i::utl'i M:H e .dm“dv“”mwﬁ’ however. The
lecis 0 use me 1ons Lo treat symptoms should there-
fore be mitigated by several factors.

A. Adyznn_tngus of symptomatic therapy

1. Subjective improvement with improved function

2. Ij’lam-lm_vuluu to the child (and parent)

3. Something for parents to do to lessen their feelings of
helplessness '
Positive course of action
S_'fmpmmatlc therapy may represent a compromise
with the parents’ demand for medication that will pre-
vent them from seeking lower quality medical care.

B. Disadvantages of symptomatic therapy

1. Symptomatic medications may be expensive. Over-the-
counter (OTC) symptomatic medications are usually
less expensive than prescription medications and
should be recommended whenever possible. The physi-
cian should be aware of the parents’ financial status
and method of payment when deciding whether to treat
and in choosing between OTC and prescription medica-
tions. The majority of medications for symptomatic
therapy are available OTC.

They are often relatively ineffective.

They have little impact on the course of the illness.
Some children resist taking medications of any kind.
Symptoms of advancing disease might be masked.

The false sense of security from the medication might
make a parent (or physician) less vigilant.

. Undesirable side effects.

. Symptomatic therapy may create a mind-set in the par-
ent that every symptom requires a medication. _
IL. The ideal symptomatic medication should be inexpensive
(especially OTC), palatable, nontoxic, readily available (espe-
cially OTC), easy to administer (e.g., infrequent dose sched-
ule, oral), and effective for the symptom being treated. Few
symptomatic medications fulfill all these criteria, making the
decision to treat a child with symptomatic therapy one that

Q=

PN DR W
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IV.

requires knowledge of the medication, the illness, the nat:.

mily. For the following symptoms, available g
f;i;gs E:edjgatiuns are described in terms of Effecﬁvw
(not effective or placebo, snrmewhat effective, or effepti.
availability, and putential side effects. Whenever POsSih1.
home remedies also are suggested that might be helpfy)
E,e ;}rade name medications are indicated by capitalizatioy

of the first letter of the medication (e.g., Benadryl),

B. Generic medications are medications having a]]
case letters (e.g., phenylpropanolamine).

C. Prescription medications are indicated by italic letter
(e.g., Viscous Xylocaine). |

Cough. Cou gh suppressants are somewhat effect.we and may

he appropriate for cough that results from respiratory trae

irritation due to viral inflammation and minor secretiong if
the cough interferes with the child’s normal activities, such a5

sleep and feeding. Cough suppressants should not be used i

bronchospasm or conditions 1n w:vhlc}! large amounts of secre.

tions are produced (e.g., cystic fibrosis).

A. Non-narcotic cough suppressants available include dex.
(romethorphan (e.g., Robitussin DM), which is somewhat
offective, and antihistamines, which may have minor cough.
suppressant activity (e.g., diphenhydramine, Benadryl).

B. Narcotic cough suppressants include codeine and
hydrocodone, usually in combination with other cold med-
ications, such as decongestants and antihistamines. While
the narcotic and synthetic narcotic cough suppressants (dex-
tromethorphan, codeine, and hydrocodone) are somewhat
effective, they are contraindicated in the infant younger than
6 months of age because of possible apnea, which has been
reported as a rare side effect of these drugs. The more expen-
sive prescription narcotics, codeine and hydrocodone, are not
usually indicated in children less than 6 years of age.

C. Expectorants (e.g., guaifenesin, Robitussin) theoretical-
ly should be helpful in cough by thinning secretions, mak-
ing cough more effective; however, these medications are
not effective and should be considered only for their place-
bo value.

Congestion refers to blockage of upper respiratory passages

secondary to viral or allergic inflammation. Treatment may

be indicated if the symptoms interfere with sleep and feeding

A. Topical decongestants are effective and relatively inex
pensive. Short-acting phenylephrine (e.g., Neo-Synephrine!
and long-acting oxymetazoline (e.g., Afrin) are available 10
both adult and pediatric strengths. They can cause rebound
symptoms (rhinitis medicamentosa) if used for too long at
a time, so their use in toddlers and children should be lim-
lteq to the f_'u's!: 3-5 days of the illness. They are O
traindicated in infants less than 6 months of age due !
pronounced rebound and marked nasal obstruction follow-
ing discontinuance that may occur in young infants ¥ ¥
may be obligate nose-breathers.

lower

B. Oral decongestants (epg., pseudoephedrine, Sudafed,

phenylpropanolamine) are also somewhat effective but le::s
S0 than topicals. They are generally safe for use in it g
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and c}'li]d:en over the age of 3-6 m
are often combined with antihistamin

es, co
sants, or both, and sold as colq medications. Bﬁuﬁ%ﬁ

tions available OTC, the physi-
opriate product for the symp-

onths. Decongestants

| cian must select the appr
tom(s) to be treated.

A humidifier or vaporizer may be helpful to the
ed infant to thin mucus and hydrate I'I]I?JCDUS merﬁg?agji
A cpol mist humidifier is preferred over a steam vaporizer,
'}‘]"h'chd.‘;.a" fca‘ld the curious child. In addition, cool mist
umidihiers usually hold more liquid than steam vaporiz-
ers and can run nonstop all night. Saline nose drops also
may be instilled in the congested infant’s nares to loosen
secretions for easier removal by a nasal aspirator
V1. Sore tl}ruat and sore mouth (stomatitis) ‘

A. TﬂfPlCﬂ] ﬂnﬂ]gﬂﬁit‘ﬁ [hfsn?.ncainu. diphenhydramine, lido-
caine, phenol) are effective, but for sore throat pain are dif-
ficult to 'uppll}r Lo the posterior pharynx, where the pain of
phnrynj{ltls 15 UH‘;‘“"F’ greatest. Some are available as a
spray (Chloraseptic spray), which may reach the posterior
pharynx in the cooperative older child, but are not easily
apphed to the younger child, Topical benzocaine (e.g.,
Cepacol, Chloraseptic) is available as lozenges and ade-
quately soothes pain of the tongue and anterior structures
of the mouth but is less effective in the posterior pharynx,

For the pain of stomatitis, topical analgesics are effective
but may be difficult to apply in the uncooperative younger
child, who is at the age most likely to get stomatitis. Topical
benzocaine (Oragel), lidocaine (Viscous Xylocatne), diphen-
hydramine (Benadryl), and a 1:1:1 mix of diphenhydramine,
Kaopectate, and 2% Viscous Xylocaine are all effective if
they can be applied. Sometimes a cotton- or sponge-tipped
applicator can be used to apply these liquids in younger chil-
dren; older children can swish and spit. These medications
should not be swallowed due to systemic effects. Oral anal-
gesics, such as acetaminophen and ibuprofen, may be some-
what effective if topical therapy is not feasible.

B. Home remedies for sore mouth and throat. Cold
applied topically is probably just as effective as the above,
although shorter-acting. Foods such as ice cream, Popsicles,
cold pudding, and cold liquids may be better tolerated by
young children and have the advantage of providing some
nourishment that may be needed in the child whose intake
is decreased due to the illness. Older children and teen-
agers may f{ind some relief by gargling with a warm saline
solution to soothe a painful throat.

VII. Earache. The pain of otitis media can be severe enough to
significantly interfere with sleep (both infant and parents’),
feeding, and play activities in the infant. Both topical and sys-
temic effective pain relief are available for the pain of otitis
media. Topical benzocaine (e.g., Auralgan) may be effective in
some children, but because of the viscous nature of the vehi-
cle, it may be difficult for parents to instill the product into
the ear canal sufficiently to contact the tympanic memb::ane,

the medication to be effective. A single

which is necessary for : : :
application by thrgphysician or nurse at the time of diagnosis
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VIIL

- ) <ician should then recomn
may be appropriate. The physicl LE Mmeng
orajlr analgesics for the parent tO administer at hom.

Satisfactory oral analgesia usually can be obtained with gegsa

minophen for mild pain and ibuprofen or codeine for -

severe pain (see below). _ | ‘ :
Sumginfantﬁ may find relief from warm mineral oil applied

topically as home remedy, but this ﬂshr:uld not b_e recom. |

mended if a perforation could be {Jg‘e-nent. (ear drainage) g

tympanostomy tubes are 11 place. Warm mineral oil may s, |

particularly helpful for mscld]e-nfjthe-nlght calls from anxjgyg
parents who have no oral analgesics available and may provide -
relief until the infant sees the physician the following morp.
ing. The wise physician (who also appreciates a gooq n_ight's
sleep) rocommends that parents keep an oral analgesic in the
home and know when and how to useit.

Nausea and vomiting (infectious origin)

A. Oral medications ol | he phenothiazine and antihistamine
calegories (e.g2., prur*!.-furpw'uzi ne, Compazine, promethazine,
Phenergan, diphenhydramine, Benadryl) for nausea and
vomiting exist and may he somewhat effective but are con.
(raindicated mm young children due to their neurologic side
offeets (drowsiness, dystonic reactions). Furthermore, they
are usually unnecessary, since vomiting is well-tolerated hy
voung children and usually self-limiting due to its infectious
etiology. In older children (over 6 years), these medications
may be considered in some situations. The physician should
be aware of young children in the home, however, and cau-
tion parents about appropriate security of these medications.

B. Home remedies. A more common practice in infants and
young children, however, is to discontinue solid intake and

replace with easily absorbed liquids to replace and maintain
body fluids and decrease gastrointestinal activity. For this
purpose, home remedies can be suggested, including clear
liquids such as soft drinks, Kool-Aid, or broth. Electrolyte
contents of the replacement fluid are not of great impor-
tance for the first 24-48 hours, and most vomiting has
ceased by this time.

IX. Diarrhea (infectious origin)

A. Oral medications for diarrhea are available, usually of the
opiate or anticholinergic categories (e.g., Lomotil, Immodium
AD, Donnagel, Paregoric) and ave effective in decreasing the
numbers and volume of stool output; however, they are con-
traindicated for young children for several reasons. Most
diarrhea is self-limiting and well-tolerated; the course of diar-
rhea in certain infectious etiologies may be prolonged; and
“third spacing” may occur. In older children and teen-ager
they may be used, especially to maintain normal activities.
Bismuth subsalicylate (e.g., Pepto-Bismol) is effective in Jarge
doses in enterotoxigenic diarrhea and in certain bacteri
diarrheas (see Chap. 27). :

B. Home remedies. It may be appropriate in infants with
diarrhea of infectious origin to institute a clear liquid diet
as above for similar reasons. Again, the electrolyte content
of the liquids is probably not important unless the diarrhed
exceeds 2-3 days’ duration. If diarrhea has been preS?ﬂt
longer than 2-3 days, glucose-electrolyte oral rehydratic”
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solutions (e.g., Pedial , e O
frequent amounts (dagjt F—',dReh_y dralyte, Ricelyte) rﬁmnnll,
an oay WElght} for 24 hours is appropriate. The
usually available in plain and flavored vari ties. or:im iy
dration is followed by return to a reg:Jne f al rehy-
some physicians recommend a non-!acmar et, . _tho'ﬂgh
mula (e.g., Isomil, Prosob o8c COE IR

At L T ee) for an additional few days

X. Constipation is a common complaint in infants and hl}idre
and may require intervention, although most consti c b &

self-l*jmiting: Before considering intervention. it issi:f.:a 1;1:;111?

Lo dll"f'ertranllatt: constipation (hard mnsister;cy} frnmpoinfre-

quent passage or apparent difficulty in stool passage.

(,gnmd_era_ih]e variability in frequency of bowel movements

exists in infants and children. Furthermore, infants, prior to

F..l!ﬂ[:ﬂ!-.‘-E-[U' lmlql. training, lack the mechanical advantage

offered by the sitling position to have howel movements. This

often results in a greater effort Lo pass a bowel movement that
may be interpreted by parents as constipation.

A. Mﬂfllt‘ﬂtlﬂjli:i- Many effective laxatives, mostly OTC, are
available. Stimulants usually are reserved for older chil-
dren rather than inlants, as they are usually unnecessary
and may be cramping. Examples of stimulant laxatives are
bisacodyl (Dulcolax), phenolphthalein (Ex-Lax, Feen-A-
Mint), u_nd senna ‘(Sunnkol}. Osmotic laxatives, which act
by‘drqwm_g water into the bowel, are less cramping and are
effective in older children (e.g., magnesium hydroxide,
Fleets sodium phosphate). Stool softeners (e.g., mineral
oil, docusate, Maltsupex, lactulose) and fiber medications
(e.g., Metamucil) may be indicated in some children depend-
ing on the etiology of their constipation.

B. Home remedies commonly are suggested for constipation,
especially in infants, and are somewhat effective. The addi-
tion of Karo syrup or molasses, 2-3 teaspoons per 4 oz, to
infant formula is a time-honored suggestion that may be
helpful. Other dietary manipulations include prune juice
(stimulant), which is helpful in infants, and increased dietary
fiber, such as bran cereals, popcorn, graham crackers, raisins,
prunes, figs, spinach, carrots, and beets, in older children.

XI. Pain. There is a tendency among physicians to underestimate
pain in infants and young children. Crying may be misinter-
preted as fear and anxiety, and physicians may fear masking
symptoms of advancing disease with effective pain manage-
ment. In fact, pain management is clearly indicated in infants
and children for the same reasons as in adults—to feel better
and allay anxieties that are commonly expressed as crying and
irritability in young children. The quantitation of pain in chil-
dren requires innovative techniques, such as using a scale of

1-10 or a spectrum of cartoon faces, to determine the degree of

pain management necessary. The parent 1S usually helpful in

determining the degree of pain in children by interpreting visu-
al cues and other signs that may elude the physician. :

A. Medications. Many effective pain medications are avail-

able for children and should be.select_ed based on the degree

of pain that is present. For mild pain, acetalpmc[?he.n. 15

mg/kg/dose qd-6h, or aspirin in similar CSes 18 &'CEive i1
infants and children. Aspirin 18 contraindicated for patients
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with influenza, varicella, reactive alrways disese.
bleeding diatheses. For moderate pain, ibuprefa. °
mg/kg/dose q6h (or other nonsteroidal anti-inf
agents), or codeine, 0.5-1.0 mg/kg/dose q4-6h, can he Alory
For severe pain, narcotic analgesics, orally or -
including morphine, meperidine (Demerol), and IB'H’&
phone (Dilaudid), are used with appropriate precauti.
and attention to underlying conditions that mjgh?hm
traindicate their use. Con-

B. Home remedies for mild pain include cold or heat a
topically (e.g., for musculoskeletal pain, cellulitis).

XII. Fever (infectious origin). The treatment of feyer as q

tom is controversial. There is evidence that fever of infectigy
origin may be beneficial by providing an environment unf;
vorable for the infecting organism. Fever also may prodyge
some subjective benefits, such as encouraging decreased actiy.
ity during the illness, and serving as an indicator of the il
ness's course. Furthermore, antipyretics are not without
toxicities. On the other hand, treatment of fever may Signif.
cantly improve the child subjectively, encouraging better orgl
intake. Treating fever may prevent febrile seizures, and
antipyresis decreases insensible water losses.

A. Medications. Fever of infectious origin virtually always
responds to acetaminophen in a dose of 15 mg/kg/dose PO or
PR q4-6h. Failure to respond usually is secondary to inade-
quate dosing, either because the dose was too small, the child
did not retain the dose, or heat loss was prevented by inap-
propriate wrapping. Aspirin is no longer recommended as an
antipyretic. Ibuprofen is not superior to acetaminophen for
fever reduction and is usually more expensive (the suspen-
sion form of ibuprofen, Children’s Advil Suspension,
requires a prescription). Ibuprofen, however, may last longer,
requiring less frequent administration.

B. Sponging with tepid water is probably not any more
effective than simply undressing the infant after an appro-
priate antipyretic has been given. If sponging is performed,
it must not be started until 20-30 minutes after an appro-
priate oral or rectal antipyretic has been given to avoid
shivering and an increase in the body core temperature.
The exception is in the treatment of fever that is not of
infectious origin, such as heat stroke, in which rapid low-
ering of body temperature is achieved solely with external
cooling without antipyretics.

Pplied
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Management of the Infant Born
to an HIV-Positive Mother

Raymond C. Baker

As the second decade of the acquired immunodeficien

3 ey - . cy syn-
E’EETJ; r‘ﬂt‘ffﬁﬁ ;i‘gg&igc?:izs,-_the :r;nde of transmission of
heterosexual activity and intr virus, (H1V) 15 shifting tt.:rwm:d

i . ‘ avenous drug use, resulting in

an increasing number of infants exposed prenatally and peri-
natally to HIV. The medical care of these infants is complicat-
ed by the fact that, although mother-to-infant transmission
oceurs in only about 25% of births, current laboratory evalu-
ations are limited in their ability to establish the presence of
infection in the infant in the early months of life. The stan-
dard HIV serology, which confirms infection in children over
2 years ol age through adulthood, is virtually always positive
in infants born to HIV-infected women due to passively
acquired antibody. Seroreversion cannot be relied on to estab-
lish the absence of HIV infection until at least 15 months of
life. More sophisticated tests, such as HIV culture and HIV
polymerase chain reaction (PCR), are necessary to confirm
infection in the early months of life. Because of this inherent
delay in making a definitive diagnosis, the primary care physi-
cian must treat infants born to HIV-positive mothers as
infected until testing proves otherwise.

. The evaluation and management of the infant born to an HIV-
infected woman begin with the prenatal and perinatal his-
tory, which should include specific HIV-related information
as follows:

A. Maternal history

1. Mode of HIV transmission to mother (sexual, drug
use, blood products)

2. Symptoms of HIV infection. The rate of HIV trans-
mission is higher in mothers with more advanced dis-
ease.

3. Sexually transmitted disease (STD) history and
prenatal STD screening. Maternal STDs are associated
with a higher rate of HIV transmission both to sexual

partners and infant.

4. HIV therapy during pregnancy. The rate ﬂ‘f' trans-
mission is lower in women treated with zidovudine dur-

ing the last two trimesters of pregnancy.
5. CD4 count. The rate of HIV transmission 1s higher

with lower maternal CD4 counts.
6. HIV status of other children. The rate of I—IIV trans-
mission is higher if previous children were HIV infected.

7. Length of gestation. The rate of premature delivery
is higher in HIV-infected infants.

B. ; ist
ie?:::g:ilgi? 13?.;1- and interval between rupture of

membranes and delivery.
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2. Type of delivery. Cesarean-section (C-section) B :
be associated with decreased intrapartum HIV tl'a.na. |
mission.

3. Delivery complications.

4. Apgar scores. Early symptoms in I'Hmeect,ed infants
are associated with prepartum transmission and a poorer
prognosis than intrapartum {ransmission.

The newborn physical examination should be thorough

with special attention to the following:

A. Birth weight. HIV-infected infants tend to have lower
birth weights.

B. Evidence of congenital cytomegalovirus (CMV)
herpes, syphilis, or toxoplasmosis, which may be assg.
ciated with HIV infection.

C. Head circumference. HIV-infected infants may have
smaller head circumferences.

Laboratory evaluation. The initial laboratory evaluation of

the perinatally-exposed infant depends on the availability of

laboratories with HIV culture and HIV PCR capabilities

Since the poal is to determine the presence of infection as s00n

as possible, HIV culture and HIV PCR should be performed

three times during the first 6 months of life: at birth-2
months (an HIV culture or PCR should not be performed on
cord blood due to the possibility of maternal contamination)

3-4 months, and 6 months. A positive PCR or HIV culture

should be repeated to confirm the diagnosis unless both are

pusliticife.. Other specific I-cllw testing that may be available
include immune-complex dissociated

I g;;il:s?]eciﬁc anti-HIVpantibndies. pashs D pecteland

these are not available, HIV serol ‘

confirmation should be performed at B?EE; ?Iﬂ?ﬁﬁfﬁﬁﬁg

until seroreversion occurs and is confirmed. In the infant wit}?

persistently positive HIV serology beyond 15 months of age

HIV infection is likely. Other laboratory tests that ma '

thSt HIV infection and can be performed at the same tfmiuag;

: de' HI{IVB??"“]C’B'{EE are quantitative immunoglobulins (elevat-
In infection), T cell subsets (HIV infection results i

decreased absolute CD4 count, decreased T4 to T8 SL:,' S mS

ggcieased percentage of T4 lyl’nphocytes), and CBCr?alr?é;?a,

HFL’:T Eﬁ?g;liih?“d thrombocytopenia may be associated with

Medi :

Esfaill?sa}iegl?ﬁﬂgement. In the period before HIV status is

a l'n.a\n‘?:lgm'l;w:n;3 infant should be presumed HIV-positive from

combining routigsrmi};?ligﬁdand undergo regular evaluation

ratory testing. 1ld procedures with expectant labo-

A. Routi -chi ;
for;f;;l:tweu child care examinations should be per-

regular intervals with special attenti i
ble early signs of HIV infectio 4 % attention O DA
chronic diarrhea, lymphade n, such as failure to thrive,
ial disease of the’mouth andngpathy, and recurrent monik

B. Intercurrent illnesses. HIV-infoctod |
a higher incidence of com -infected infants tend to B4
e common infections such as otitis media

ections, pneumonia, and R :

C. Immunizations (see sec VBUPD ortunistic lnf:ecthnS-
nization schedule o follo?.;r d‘ .1.a). The routine immv

ed except that the inactiva



of the live virus vaccj
ne sa%
D. Pneumocystis carinii tg,::sgw-‘pos:twe mother.
is. Most experts in pediatric Horg:?n}PC?) prophylax-
PCP prophylaxis in the infant b ection recommend
mother until the infant’s HIv orn to an HIV-positive
recommendations for PCP pro it«‘:}tu-? is known. Current
prim-sulfamethoxazole ¢ T%{Ppsy 25 are oral (I
choice), 0.5 ml/kg PO bid 3 dav -SMX) suspension (first
and Wednesday), or dapsonea?; a week (Monday, Tuesday,
qd, in r:h_lldren unable to to]eraf;?rll&;}éﬂlce). 2 mg/kg PO
E. Screening tests. During the period b MX.
known, infants should have perio efnrg HIV status is
Jowing routine screening for the fol-
1. Urine culture f
2 Toxoplasmois ‘:;g‘l;‘l:tﬂé? ta}::d 6 months
blood) and at 2-4 months irth (may be done on cord
3. Serologic testing for svohilic :
ative ingl}-. ) Eﬁtm.g fDr_ syphilis if not documented neg-
_ ¢ mother during her prenatal ¢ 1€
. Medical management of Hlv'iﬂfectezi : ;ﬂre and at bu:th
dren. While the medical management of HIV-infected imiats
and children is beyond the scope of lh“J' Sl
several principles that shuu‘lci‘ If)] ) ; I = hﬂ'ndbmk" tere e
i) ¢ followed in providing their
A. The HIV team. The pri o
; : primary care ic :
ed mf'apts and children ma; bf‘;ip;éfﬂ?s{m H-W-”']fe‘m—
fieg)endzng ek the physician’s individual abunfi‘iﬂ{fﬁﬁlﬁfﬁ’
interest, and support (from coll v e e T R
Because of the many needs ufe?agnl;ﬁ% r.nefglrmal et
both medical and psychosocial—the plflc;nﬂ ec;:ted b}}; HIV—
g}ust serve as the primary provider of carz?s xigﬁ ﬁs};&lgﬁ
inator of care. The core HIV team should include the pri-
mary care physician, nurse, and social worker ki
I 1 ith o ) working
closely with nutrition, psychology, and pharmacy profes-
sionals. Other disciplines often needed for consultation
include infectious disease, immunology, pulmonology
h?matologyéo_nc?lodgy, E}._lnd dentistry. Essential ancillary ser-
vices needed include '
B et ude pharmacy, laboratory, and radiology.
1. Rolutine well-child care
a. Immunizations. In addition to the substitution of
Ilf’V f:or OPV as above, other changes in the im?nﬁ-
nization schedule for HIV-infected infants include
yearly influenza immunizations beginning at 6
months of age, pneumococcal vaccine at age 2 years
an‘d about every 3 years thereafter, and tuberculin
skin testing as often as every 6 months depending on
the local prevalence of HIV disease and tuberculosis.
b. Nutrition and growth. Monitoring growth and
providing nutritional information are critical to the
successful management of the HIV-infected infant.
Increasing the caloric density of routine infant for-
mulas, special high-density formulas (e.g., Pediasure,
Ensure), and caloric additives such as Polycose may
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promote growth that has been slowed by the g
process. Each visit should include meaﬂuremdmea*en s
height, weight, head circumference, triceps Skinta of
thickness, and upper arm circumference, folq
c. Development. Careful monitoring of developp,
by routine developmental examination ang pen‘ﬁt
neuropsychiatric testing are the most sensitiye i C
cators of disease progression, which dictates thers.
peutic choices. Ta.
Intercurrent illnesses and opportunistic o
tions. HIV-infected infants and children have iﬂcrea::ci

susceptibility to all of the common illness of chilgp,
especially recurrent otitis media, pneumonia, Urinary
tract infections, skin infections, and viral infectigng
Careful attention should be paid to prophylactic demaj
care to avoid complications of dental infectjoy
Additionally, opportunistic infections, most common]y
PCP, CMV disease, toxoplasmosis, Mycobacterium auiun:;
complex, and pulmonary tuberculosis, should be g
sidered al each intercurrent illness and aggressively
pursued. ’
PCP prophylaxis with oral TMP-SMX suspension, (3
ml/kg PO bid 3 days a week (Monday, Tuesday, an(
Wednesday), is recommended in HIV-infected childrep
in the following circumstances:
a. History of previous episode(s) of PCP
b. CD4 percentage less than 20% of total periph.
eral lymphocyte count
c. CD4 count lower than 1,500/u] (1-11 months of
age), 750/ul (12-23 months), 500/ul (2-5 years), or
200/u] (6 years and older).
In children unable to tolerate TMP-SMX, alterna-
tives are oral dapsone (2 mg/kg/day) or aerosolized pen-
tamidine.

. Intravenous gamma globulin (IVIG), given month-

ly at a dose of 400 mg/kg/dose, has been shown to be

effective in prophylaxis of bacterial infections in some

circumstances including the following:

a. Hypogammaglobulemia

b. Recurrent, serious bacterial infections

c. Children who fail to form antibodies against
common antigens _

d. Children living in geographic areas of high
measles prevalence in whom measles antibody
has not developed after two doses of the mumps
measles, rubella (MMR) vaccine at least a month apart

Antiretroviral chemotherapy. The decision reg§fd‘

ing when to begin antiretroviral chemotherapy 1 #

complex one that does not yet have universal consé®

sus. Some or all of the following criteria are

determine when to initiate therapy with cul?“f““{

available nucleoside reverse transcriptase inhibit®

(zidovudine [AZT, ZDV], didanosine [ddI], zalcitabi?®

(ddC], stavudine [D4T], and lamivudine [3TC)):

a. Presence of an AIDS-defining illness.

b. Failure to thrive (crossing two percentiles).
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Progressive encephal
. Malignancy, R

Recurrent SepSsis Oor meninoit:
eningitis,
Thrnmbucytopenia_ 518

g{ﬂ“gﬂmmaglui}ulinemia.

: s 2%?;'?19_11;?E:rql:&a]swtﬁhahn 30'-’.17(*:: 12 mos), less

oW CDY e (?[)‘42}: t E_i.r‘_f 20 o (over 2 years).

than in adults: {heref Gl:ml-; L Higher
adults (200-500)) to b G e el (o
: ! ,' €gin antiretroviral therapy are
mnappropriate. Suggested guidelines for Initiating
£-111[ln_:t1‘2:1r::1l therapy in children are as follows: less
1000 at 12 yeas T fhan, 1 ear, less than

_ < yedls, less than 750/ul at 2-6 years,

. and less than 500/ul at older than 6 vears.

: 1 Otl‘_ler symptoms that may influence the decision to
begin Ltherapy independent of the CD4 count are the
presence of lymphoid interstitial pneumonitis, paroti-
Lis, splenomegaly, persistent oral candidiasis, recurrent
and/or chronic diarrhea, cardiomyopathy, nephro-
pathy, hepatitis, endocrinopathy, recurrent and/or
chronic bacterial infections (e.g., sinusitis, pneumonia),
recurrent herpes simplex and/or varicella-zoster infec-
Lion, neutropenia, anemia, and developmental delay:.

k. Other antiretroviral chemotherapeutic agents
currently being tested in adults include the non-
nucleoside reverse transcriptase inhibitors (nevirap-
ine and delavirpine) and protease inhibitors.

C. Psychosocial care. Social service plays an integral role in
the care in HIV-affected families. Counseling, interacting
with community social agencies to obtain services for fam-
ilies, and monitoring the family’s psychological and emo-
tional needs are necessary for the success of the HIV team.

D. Terminal/hospice care

SR TP RO
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Behavior Management
and Discipline

Janet R. Schultz

Five to fifteen percent of children exhibit significant behavior
problems associated with significant psychopathology. This
does not include the more common, often irritating or worri-

some behaviors or habits, such as te :
: ' i S temper tantru =
ing habits, thumb-suckjng’ P ms, picky eat

g, and reluctance to do homework.
that are not usually associated with significant psychopatholo-
gy. Nor does it include other common biobehavioral concerns
not usually associated with psychopathology, such as learning
diHFlbl]lll[‘IF, enuresis, and encopresis. Up to 50% of all families
in the United States have consulted their primary care provider
al some point for mental health services for their children.
With the growing role of primary care physicians as “gatekeep-
ers,” 1L 18 quite likely that a higher percentage of pediatric office
visits will have at least some component of behavioral concern.
. Barriers to uncovering behavior problems during
well-child care
A. Parents may try to tell physicians their concerns,

but they are not acknowledged.

B. Parents may not mention their concerns. Some stud-
ies indicate that about one-third of the time, parents do
not express their greatest concern about their child’s
health and development, behavioral or otherwise. Primary
reasons parents may not express their concerns to the
physician are the following:

1. They perceive physicians as too busy, not interested, or
not qualified to be of assistance with the problem.

2. They are embarrassed or fear they will be blamed for
their child’s problem.

II. Methods the physician can use to elicit behavioral

concerns from parents

A. Being supportive of parents, not critical

B. Being empathic to the parents and showing interest in
their child as a person

C. Asking about behavioral and emotional concerns
directly

D. Paying particular attention to the parent while he or
she talks about behavioral concerns by maintaining eye con-
tact and being verbally responsive (phrases and reflections
that show the physician is listening) during the interaction.
Good listening by physicians has been shown to elicit more
detailed illness-related information, disclosure of a larger
number of patient concerns, greater parent satisfaction with
office visits, reduction in parental concern, and increased
compliance with the physician’s recommendations.

II1. Goals of behavior management

A. Prevention of behavior problems through parent edu-
cation and intervention

263
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B.

C.

___-___--_"'--

Detection of early signs of growing behavior prop,
lems or the development of mild but bothersome behayiq,
patterns in which the physician can competently intervena
Detection and identification of psychopathology g,
behavioral problems warranting referral to a spe.
cialist. Many pediatric behavioral problems are heg
addressed by the joint efforts of the primary care physician
and the consulting specialist. General criteria for referrg
might include the following: _

1. The behavior(s), relationship(s), or emotional state(s)
terfere with everyday life in a recurrent, substantia]
way, or the quality of family interactions has become
predominantly negative. _ ‘

2. The type or severity of the concerns 18 outside the range
of the primary care physician’s expertise, which depends
on individual training, experience, and C_Dnﬁdence_

3. The type or severity of the pljmblem{s} 1s within the
range of the physician’s expertise, but resources, such
as time, ready availability, back-up, and, perhaps, desire
to treat these problems, are not present.

IV. Context of behavior. Behavior occurs in a complex context
that needs to be considered when attempting to change
behaviors. The following are important factors that have an
impact on management:

omm Towmp

Child's temperament

Child’s developmental level

Personality and general functioning of parents
Developmental level of the family (e.g., [irst child, last
child, settled marriage)

. Composition of and relationships within the family

Subcultural and cultural values

Particular life events for the family, including stres-
sors and helpful occurrences

There is no one right way to raise a child. Different

ways work for different families, but there are reliable
themes for successful behavior management.

V. General principles of behavior management
A. Child behavior usually is maintained by its conse-

gquences.

1. The sooner the consequence (positive or negative) fol-
lows the action, the more impact it will have.

2. Praise works best when it is specific (e.g., “Every ptece
of dirty clothes is in the hamper and all your books are
back on the shelf! That's what I call a good job cleaning
up!” is more instructive than “nice job” or “good girl").

3. Punishment should “fit the crime” in magnitude and
logic (e.g., a child who rides his bike in the street after
being forbidden to do so might lose use of his or her
bicycle for 3 days rather than losing television for a day)-

4. Whether a consequence is positive or negative should be
defined by the outcome, not by an a priori judgment.

Some beh:;wiors can be maintained by a parent’s scold-
ing the child if the attention is positive, even if the con-
tent is not, ’

. Consistency is very important and must be maintained

from parent to parent (e.g., if the mother does not allow
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a snack just before dinner, the father should not allow

it, even if the eriod ius . o
opportunity he hpas had Jtzbélglljvei?,;i ?ﬁgtir.lé‘; ii_he first
uation to situation (e.g., a tem er tant e Lo
cery should be handled the same way a tomoes 15t o,
is handled at home), and from time t tne o Lrm
calling should be handled tﬁ?sz:rnr:: L?a;'u;:ieuiifgl; :?tg:'e-
poon when the family i lone s 1 1son Sunday ater
matters less what thrgymd'n 'S Visiting). Sometimes it
: il € punishment is (within broad lim-
its) than if it is done consistently.

B Chlt, bk L e b o
says “T‘*;u'.ﬂ: will {ﬂuc!m-' ; E? . cEAlenchlcand
;L’m:' ora r'ilhf:ruqm?i[:b[.{” !:ﬂ'nf someone smaller than your-
SELT L atle smiles while discussing his son’s aggres-
(it r””h].f"r” on the playground). Threats are not effective
In managing behaviors and tend to leave parents feeling
frustrated.

C. Children learn much of their behavior by the exam-
ples set around them. The more important the model,
the bigger the impact. Examples include the behaviors of
parents, other adults, other children, and television char-
aclers.

D. Behavior occurs in a relationship. If the relationship is
positive, the child will behave better to please the adult (if
the adult shows it) than in a negative relationship. Often
before any major behavior change can oceur, some positive
activities need to be implemented. Suggestions include
15-20 minutes a day of playtime with the child during
which the child directs the play rather than the parent. The
parent should avoid demands or questions and simply make
descriptive comments on the child’s play during that spe-
cial time. (e.g., “The car crashed into the blocks”).

E. In general, punishment, especially physical punish-
ment, tends to suppress behavior briefly, not elimi-
nate the undesirable behavior (“I spank him and 15
minutes later, he’s back doing the same thing”). Punish-
ment alone rarely conveys what behavior is expected from
the child. Explanation (not complex reasoning or persua-
sion) and positive reinforcement (praise, tangible reward,
hug, attention) for the desired behaviors are far more
instructive.

VI. Discipline

A. Definition. The word discipline comes from the Greek
word “to lead.” Discipline is a teaching process, not a syn-
onym for punishment. It is the process by which a child
learns values; limits on behaviors in specific settings; gen-
eral rules of interaction; and other familial, cultural, and
societal expectations and rules. It can be thought of as the
process of “civilizing” or s_uciahzmg children. The process
is lifelong, and with the right parental direction, children
develop self-discipline, internalized controls on their own
behavior in the absence of an externally provided structure
or reacting to long-delayed consequences.

B. Age. Even as a newborn, the child begins to learn that cry-
ing has an impact on events, that certain things bring dis-
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comfort, and that others bring CGI‘I:IfDI"t and SatiSfactinn
The process of discipline changes with the developmeng,
age of the child, parents, and family.

. Aspects of developmentally targeted discipline

1. Environmental “engineering,” or structuring the
environment to be conducive to good behavior (e.g
removing breakable figurines from a child’s reach) '

2. Behavior management techniques matched ¢,
development

3. Recognizing normal developmental trends that
effect behavior (e.g., growing need for autonomy ang
accommodating that need)

4. Consistency of rules across settings or at least
clear discrimination between settings (“That may b,
okay at Grandma's, but at home, we don’t eat candy
before dinner.”)

. The more positive behavior management methods

are, the more positive the parent-child relation.
ship.

. General approach to behavioral problem solving

1. Identify the patterns. To do so, parents need to keep

a chart of whenever the designaled problem behavior

occurs by date, time, location, activily, persons present,

and outcome of the behavior.

Analyze the pattern to identify associated events and

consequences,

3. Generate alternatives, such as changing conse-
quences, addressing associated events (e.g., changing
nap times to avoid overfatigue) or teaching new, more
desirable behaviors.

4. Implement alternatives and evaluate their effective-
ness by continuing to chart behaviors.

-

. Specific techniques that can be used across devel-

opmental ages

1. Positive reinforcement is a powerful force for shap-
ing desired behaviors.

2. Differential attention is a powerful technique for
managing undesirable behaviors that do not hurt any-
one else. Parents often feel that ignoring undesirable
behavior is not enough or that other parents will judge
them harshly. If the interest is in outcome, many small
infractions of rules are best treated by ignoring, as long
as desirable behavior is reliably receiving positive atten-
tion. Behavior to ignore includes temper tantrums, non-

physical struggles with siblings, and noise-making
activities.

. Time-outs can be introduced after 2 years of age, sooner

or laiEer depending on verbal development.

1. Time-outs should be used only for specific behav-
lors. In the preschool range, there should only be a few,
important behaviors that are followed by time-out,
namely, when a child in this age range does something
significantly out of bounds (e.g., hits a sibling or parent).

2. The purpose of time-out is to remove the child from

opportunities for positive consequences, break the
behavior’s flow, and teach the child limits to behavior:
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3. Method. Parents should decide on a somewhat isolated
place where the child cannot see television or pl ith
toys but can be supervised by the parent S'tf' o ity
specified couch, chair, or stair-ste P . OItting on a

: ; p 1s often successful.

The child should be placed there calmly by th

with the word “time-out” used in some }x;fayto Falgalrfgt

event (e.g., “When you hit you get a t:’me*uu};‘”l Th: E

ent should not threaten (e.g., “Do you need a f;fme- p:i?r;

or “If you do that again, ;.-uu”fl have to go to rime-g:r';)

After introducing the rule, the time-out should be car.

ried out without delay and without bargainin

4. Timing. The child should sit in the r:lesignate':ig place for
about 1 minute per year of chronological age: rr?ust ar-
ents place children in time-out much too long A mec}?an-
ical digital or old-style baking timer is useful because it
makes the timing more objective for both parties.

6. Common pitfall—interacting with the child dur-
ing time-out. Parents should not interact with the child
during time-out. During time-out, the child should be
ignored. Parents should not allow themselves to be
engaged (in conversation, body gesture, or glance) by the
child clurlrn!?r ‘I.,hm period (e.g., “But Mom, why do I have
to srr.hum:—: Because you misbehaved, that’s why”).

6. Ending time-out. The parent should restate the rule
that was broken in a positive fashion (e.g., “We are gen-
tle witjz each other” or “We use words to show what we
want”).

7. Problem solving. What about with the child who
won’t stay in time-out? Often, children who have been
taught time-out at an early age learn to take “good”
time-outs, but some children introduced to the concept
later or more defiant children regardless of age of intro-
duction may refuse to stay in the designated time-out
spot. Sometimes, it is a direct result of parental incon-
sistency with or mishandling of time-outs (e.g., talking
to the child). Three options are suggested for the child
who refuses to sit in time-out:

a. The best option is to have a toy-free, hazard-con-
trolled room prepared as back-up. If the child does
not stay in a properly administered time-out spot, he
or she should be told, “Since you did not stay in the
chair, you’ll have to be by yourself.” The parent should
then lead the child to the room, leave the room’s
lights on, and close the door. All child behavior is
ignored, and 60 seconds later, the child is led by the
hand back to the chair for a full time-out. If the pl'!ys’}-
cian or parents feel uncomfortable about a child’s
being left alone with the door shut, a sheet of plywood
slid across the open door and held in place by the par-
ent is a good alternative. The rest of the procedure is
carried out the same way. The parent must nof inter-
act with child. If the child makes a mess, the child is
to return to the time-out chair, finish time-out, then
be led back to the room to clean up the mess.

b. The second option for parents whose child refuses to

" stay in time-out is to hold the child in the time-out
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chair. The parent should say, “Since you didn’t stqy ;,
time-out, I'll have to help you.” The child is returpeg
to the chair in a businesslike fashion. The parep
should be behind the chair reaching around to hglg
the child’s wrists firmly crossed in front of the chj)g
If the time-out chair has arms, the adult, from behjnq
the chair. can lay one arm across the child’s lap ang
grasp the chair arm firmly, ess?nttally creating a seat
belt. When the child’s struggling decreases, the par.
ent releases the hold with the statement, “Now finjsh
vour time-out.” This 1s repeated as necessary.

c. The least desirable of the three options for a chilg
who refuses to stay in time-out (but better than not
having any effective behavimr_ control) ii‘? spanking.
The parent says, “Stnce you did not stay in time-out,
I'll have to spank you.” The parent then spanks the
child twice with open hand on the child’s clothed but-
tocks and then returns him or her to the time-out
chair with the statement, “Now finish your time-out.”
This may need to be repeated. This recommendation
should be made only with careful consideration of the
family and parental anger control.

Usually several trials of any of the above teach the
child to stay in the time-out chair. In turn, applied cor-
rectly, time-out is a portable, safe way ol teaching chil-
dren when they have violated a major rule.

H. Spanking is controversial and, as addressed above, tends

to suppress behaviors, not teach desired behaviors.
Nonetheless, it is estimated that more than 60% of parents
spank their children. It is not uncommon for primary care
physicians to recommend spanking for behavior control.
Sometimes it is a good idea to address how to spank with
parents, rather than to pretend it does not occur. The child
should be spanked only on the clothed buttocks and never
on the head or face. An open hand should be the only thing
used—never paddles, extension cords, wooden spoons, or
other objects. One stern spank is more effective than mul-
tiple light taps. Spanking works best (if at all) when saved
for major infractions. The parent should wait until he or
she calms down rather than spank the child in anger. In
fact, the parent leaving the room to cool down can be

thought of as a sort of time-out equivalent and may be just
as effective without the spanking.

VII. Discipline guidelines by age of child

A. Toddlers and preschoolers. In the early years, much of

discipline is environmental engineering, which includes
baby-proofing for safety of the child and belongings, thereby
reducing the frequency of frustration-producing “no no’s.”
Behavior management also includes attending to the infant
or _todd]er s physical needs to reduce the trouble times of
fatlgue and hpn_ger. Physicians often can help parents exam-
ine their discipline methods, praise or complement them for
their specific behaviors, and help them generalize the con-
cept to problem-solve for their own specific family needs.
1. Under 18 mnp.ths. Teaching task: To teach the child
that the world is a safe, pleasant, reliable place in which
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his or her needs wil] b
ia:zu"ls1 }_|ha1.u|i:1 different cnnes:gliignTcgstEt’it;f; t;itesgme behav-
upmeit%lﬂfsl?l?; :I}fiﬁiﬂd nelp parents recall that devel-
posefully to irritate the pavente T TunE® DU
e € the parents. The toddler is
gnitively incapable of sophisticated analysis of a si
ation, including putting himself or h . “55515 oo
of the parent. Things a child does may irritate e re
St may irritate the par-
ent or “push his or her buttons” but th t i :
child does them. When parents atfr‘batls I;lqt why the
intent, they almost inevitably feel tlh:‘ Ez}hr'rlle15 o l;{ff
p‘ur_ns'hed to teach them not to defy arent:ﬂ n:]}-lft' ;
This is not helpful and may s 7 gUsHONIRY,
308 | y sel the stage for long-term
power struggles. The physician should help parents not
to expect too much. Instead, f;nvimnmentﬂlp lan e
key so that the child is safe to explore will;m?t unﬂmg l-s
surgl I"rtgﬂtrl'atinn on the part of adult or child T

Physical punishment should be avoided with chi
this age because the behaviors hﬂinguiadtfgi:l":tig ;};:z-ldg?
erally a result of normal development f.eg ur g to
explore; tendency Lo put objects in the muuth exgperi-
mentation with the world, including thruwing'thin 5)
Redirection of the child’s activity or physically mﬂv%n :
the child away from the forbidden object or activity ig
more educational and effective.

Language is not yet controlling for toddlers, so par-

ent:’s_shﬂuld be given the anticipatory guidance that “no,
no” 1s a temporary deterrent at best. There is a point in
development around 18 months at which some children
respond to any sort of linguistic command by speeding
up the behavior rather than stopping it. This is related
to neuropsychological development of language func-
tioning in which language may facilitate rather than
inhibit behavior.
. 18-36 months. Teaching task: The child begins to
learn that there are rules and limits and that he or she
can do and learn for himself or herself. The child begins
to learn to use words and to modulate self-expression.
The child can begin to learn to be independent.

Language is developing, but frustration tolerance is
very limited. Children this age can delay only for a
minute or so. When dealing with the rigidity and
inflexibility of this age (“I want what I want when I
want it”), it is helpful for parents to avoid head-on con-
frontation and use environmental engineering. Parents
should simplify routines, not offer too many (or too
complex) choices, and allow the Chlld to express thE
growing urge to be independent using self-help skills.
Positive statements of rules are more effective than
negative (e.g., “We walk in the house” rather than “no
running’”). , \

Frequent disciplinary issues include temper tantrums
and physical aggression, especially hitting apd biting.
Both are almost inevitably linked to the child’s frustra-
tion by an adult, the child’s limitations, a toy, or anoth-

er child.



270

—

IIT. The Problem Visit—Behavioral

3. 3-5 years. Teaching task: To help the child lear

__—‘\\

. . nt
words to delay gratification, avoid physical aggreszil;;e
and meet his or her own needs. :

Prevention of behavior problems becomes more ver.
bal at this level of development. Children can say “Ves »
not just “no” and “we” instead of just “me.” Rityals are
less necessary. Language is very powerful, and behayjy,
can be influenced by words such as “new,” “different »
“help,” and “guess.” Many preschoolers love to Pleas'e
and conform as far as they are capable. They can liste,
to spoken directions but need them to be specific (e.g
“We sit quietly in church”) rather than general (E.g_‘
“Be good”). This 1s a “me loo” age, and children a;é
motivated by the behavior of others, especially if they
see another child praised for desirable behaviors
Reasoning now enlers into discipline but cannot be
depended on. Fantasy is big al this age, and it can be
used by parents to engage cooperation by their entering
into the game (c.g., “Can the engineer drive the train all
the way back to the toy box?”). Indirect approaches often
work well—for example, a parent might get a child this
age Lo take off his or her outer clothing by guessing
what color his or her socks are (of course, by guessing
all the wrong colors first). Whispering or exaggerating
can be helpful too. The parent will be more effective if
he or she avoids asking the child to do something if the
intent is a command.

Especially when children are older than 4 years of
age, firm limits that are consistently and fairly adminis-
tered are important to help them limit their actions and
keep them safe. Many children feel far more secure with
clear limits at this age because their own feelings and
actions may scare them in their intensity. Clear, specific
expectations should be announced before entering new
situations. Time-outs should be used through this age
period but seasoned with a heavy allotment of praise,
rewards, and affection. Star charts and public admira-
tion are attractive at this age. Heroes are important too,
so parents should consider their exposure carefully.
Children this age will model their heroes’ behaviors.

If a preschool child does something wrong, it is espe-
cially helpful to have the “punishment fit the crime”
(e.g., if' a child leaves the toys all over the playroom, he
or she not only has to clean up the room but cannot use
the toys for 1 day). Similarly, a child who damages the
belongings of another should make up for it in some
way. Besides making sense to the child, this kind of
approach allows the child to regain some dignity
through restitution.

Preschool children who do not readily comply with
adults’ requests and commands are at greater risk for
de\feloplng behavior disorders during the school years.
This does not mean preschoolers should be always obe-
dient little automatons; however, parents should be
able to get their preschoolers to do what they need them
to do with a minimum of repetition and time-outs.

N T o R —
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B. School-age children.

Teaching ta

| fask: To hel ]

e?{freatatlopa outside the }]Jmﬂ;:l;d;g
€arning, working, socializing,

learn the behavioral
ch?in}?el their energy
and having fun into cons : ,
The sarfe behaxfi(:::;;lnstmc.twe directions.
child’s developmental 1pnnmpl'&S apply, but because of th
] S evel, there is e
d_el ay gratification. Praise and 1S greater capacity to
little further removed }n "T.‘ punishment also can be a
earned it. Unfortunately, ¢ }ma? from the behavior that
less often. with: sehool o 3:9“;1 parents tend to use praise
There s alsoatendency E}L c ;Fﬁdren than younger ones.
behaviors that led to the Purat:;,e outcomes more than the
quarter grades may be Préi%eléi iﬁ'mea—fur example, good
ing and working that led o Grra.i- t_.‘ha_n the daily study-
I'ime-outs may lose their uffecﬁ?:;em '
R_{:m(wul OB Prileds Deckmos ness a[ter_ﬂge 8 years.
kide a5 thoy ondine maore "5"1 more powerful for older
L orire orba s ﬁlm”g’lr}:rjllﬁgea and opportunities to
more powerful positive T'Ui;'l.rfu'[;urnfl']}gh Tnney bf.-cn_mes a
parental time is often equally nr-m;rL r i Hlm_l-age children,
018, the child makes Lis oo Lot .JIFE effective—for exam-
and earns an extra amount of lir:f LTIJF}’ e e e
cial activity with them, such as pl L'w: LBOTENLE O, 2 ol
e i : s playing Monopoly or anoth-
game that a parent might not otherwise ple
Anticipatory guidance at this age qh‘uurdd?. lud
warning against assuming that since cf;ildren 'llmfu ‘o e
so busy and tied up with friends that the ﬁi N gy
positive time with parents. The child n}n; nt:lr-1 ?ng_er e
with the parent at play and work. Doin Eta;k; tlnteract
cooperatively rather than in a par::illel fasgh' h ngElthEF
the relationship positive. This, in turn elt?n i Eﬁp
child to want to please the parer;t. Cummﬁnicgazfuagf Eht t
criticism or judgment threat is also imperative “P:sk?ut
questions is generally the least effective way of ‘111315:11'1'1'1‘Ig
about the child’s life. Rather, having quiet, positive ti e
together when the child can offer up small ;'epurts wit;]rzﬁi
criticism is more likely to help keep communication open
School-age children still need supervision. There 1s Elea}
evidence that children, especially ones who already have a
history of acting out, will engage in far more frequent, unac-
Eﬁ}iastil;le, and aggressive behaviors if left unsupervised at
e.
_ Preteens continue to need praise and generally respond to
it more than punishment or threats of punishment. Praise
has to be meaningful, not empty words. Genuine praise for
an accomplishment that the young person believes required
effort is a very positive act from the parent. Recognizing the
child’s particular struggles makes for powerful praise (e.g., a
ade Cin math that required hard study may be much more
praiseworthy than the A in social studies that did not require
as much effort). The values of friends become increasingly
important; the presence of a constant set of parental values
is an important balance. Values that are not lived but just
spoken, however, will be seen by the child as hypocritical
very rapidly. Parents and their own behaviors remain very
important to their children throughout development.
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Sleep and Bedtime Behavior

Janet R. Schultz

Few parents realize there is an element of learning involved
in sleep itself as well as in bedtime behavior. The gehavioral
factors and principles outlined in the previous chapter are rel-
evant insofar as both the development and consequences of
behavior need to be considered with regard to slgep,

. Newborns. Teaching tasks: To help the child differentiate

wakefulness from sleep and to slee
ing the day.

Newborns typically sleep 16-22 hours a day: not much will
make them sleep more or less. In the earliest days. babies tend
to drift between states of alertness. To help them learn to be
either completely awake or completely asleep, parents should
!mvu the t’.‘hll_(l 70 Lo bed IU_I‘ sleep rather than be held or kept
in a “pumpkin scat.” The infant should be “gotten up” when
he or she 1s awake, which also helps strengthen the associa-
tion between bed and sleep.

Similarly, at night, it is helpful for the child to fall asleep in
the place that will be the night’s bed. Since rocking the baby
to sleep 1s a pleasant ritual of parenthood, it may be difficult
for parents to follow the recommendation that, whenever pos-
sible, the infant be placed in the crib while still somewhat
awake but sleepy. Placing the drowsy child in the crib helps
the child learn to fall asleep on his or her own.

Things that improve the quality of sleep at night include
making sure the infant has been fed and burped, keeping the
room warm, darkening the room so that even if bedtime is
early in the evening, the room looks different than it does in
the daytime, and swaddling the infant. There is some evidence
that infants who have had more body contact during the day
(e.g., in a front baby-carrier) sleep better at night and that, by
contrast, infants who are not handled much have more diffi-
culty sleeping. There is little evidence that in the first 6
months of life, an infant can make himself or herself stay
awake.

Colic, of course, can complicate the bedtime ritual. In many
instances, parents shift into a “making it through mode dur-
ing their infant’s colic episodes, a totally understandable mind
set. Parents need to know that colic is not a result of disease or
poor parenting. It is also helpful for them to know that in gen-
eral, colic lasts no more than 8 weeks and is c!xrect:ly related to
the maturity of the child’s nervous and digestive systems.
Coping strategies include swaddling the child, using an infant
swing (motion), and recognizing that sometimes nothing but
time will stop the crying. Parents need adequate sleep at other
times of the day so that they can remain relatively calm dur-
ing the infant’s colicky episodes. Getting support and hands-
on assistance from other adults is useful (see Chap. 31).

p more at night than dur-

. 6-18 months. Teaching task: To help the infant learn to

soothe himself or herself to sleep without adult help.

273
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Babies in this age range need to have a short, s, 1
dictable bedtime routine; bedtime should be fairly corl:::' Pre.
As for younger infants, the baby should be put ip thmenf‘-
while still somewhat awake to learn to soothe himge|f e
self to sleep. O her.

After 6 months of age, some children can keep thep,

: &
awake, and many more still need to learn to soothe th
selves back to sleep when they wake up. Babies who are acem-
tomed to an adult soothing them to sleep, (e.g., falling astE-
while being rocked or cuddled by an adult) or have g histEEp
of illness that necessitated parental involvement dyrip %?'
night may need to learn to help themselves back tq sg]ee 3
Otherwise, when the child’s sleep lightens as a norma] part of
his or her sleep cycle and he or she reaches a relative]y wgkn
ful state, adult intervention may be required for the chi]d?
go back to sleep. The result is frequent wakenings Withnu?
nutritive or other needs.

If a bedtime routine has not been established, one should he
attempted, preferably for a week or more before intervenin
further in the baby’s sleep. Most babies who still need help
learning to put themselves back Lo sleep can learn to do thjs
in less than a week if parents are willing and committed. At
bedtime after feeding, the infant should be put in the crib
while still somewhat awake. The parent should not “disap-
pear,” but instead putter around the room for a few minutes
before leaving. The room should resemble the conditions that
will be present when the infant wakens later in the night. It
should be as dark or as light and as quiet or as filled with
music as it is likely to be later. Favorite comfort items, such as
a treasured toy or blanket, should be available. Whenever the
child begins to cry, the parent should wait 5 minutes (by the
clock) to respond. The parent then should check the child
briefly to make sure there is no cause for discomfort and leave
again. The child should be aware of the parent’s presence, but
the adult should not pick up, hug, or sing to the child. A few
words to the infant should be the extent of the interaction.
After the next 10 minutes (by the clock) of crying, the check-
ing procedure should be repeated until the child falls asleep in
the parent’s absence. On succeeding nights, the waiting peri-
od is gradually lengthened. The usual time of waking in the
morning and length of naps should be maintained during this
learning period.

A commitment should be made to try this method for 4-5
days. Parents should be warned that the first night is almost
always the worst because the child will continue to cry until
he or she unlearns the old pattern of expecting a parent to put
him or her to sleep and learns to do it himself or herself. If the
family lives in an apartment, it may even be necessary ¥
warn immediate neighbors that there may be some crying ﬂ“,d
why. A supportive call from the physician or the physicians
staff can be very helpful to parents, especially the first mort
ing after implementation. Rarely, an infant will cry until he 0
she vomits. If the infant does vomit, it should be treated Wi
a matter-of-fact clean-up and the process resumed. For s0m®
parents, keeping track of when the baby awakens and for ho¥
long is a way to measure progress and reassure them ¢

]'ﬁ"&g
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I11.

participation.

About 20-30% of infants 12—
sleeping throughout the night
used throughout this age ran
awakenings.

36 months of age have trouble
- The same basic plan can be
ge 1f the problem is frequent

; ers. Teaching task: To begi
recognize body clues of fatigue, become fomfnrtable wiﬁjntl'tig

separation of bedtime, and :

Behavicral diiription o ungt?sﬁgjbf?eiragnd fall asleep without

A. Resisting bedtime. As children move into toddler and
preschon? years, the emphasis shifts from getting the child
:ﬂef;TIIT]&]t{i;f rtﬂ getling the child to go to bed and stay

ot s age period, having a set bedtime and a well-
DbLEI}J].L'-:hEL‘l hurl_lee routine (ritual) are important for
Luur';hfm_; the children that it is safe and even pleasant to
separate frum the many Interesting, exciting, and comfort-
Ing “h—:‘”“”l--‘* of the waking environment. Physical needs
(e.g., "I want a glass of water!” and “I golta go potly”)
should be addressed during the bedtime routine.

Parents also need to understand that they can legislate
bedtime but cannot control sleep. The goal of behavior
management is to get the child to go to bed peacefully and
stay there so that the possibility of sleep is increased and
encouraged. It is often useful with a fearful or reluctant
child to promise to return to check on the child 5 minutes
after tucking the him or her in. The first few times, the
child will stay awake to make sure parents keep their
word, so it is important that parents not be waylaid by
other tasks or children. At the checking time, parents
should praise the child for staying in bed and tell the child
they will check again later. Generally after a few nights,
the child falls asleep sooner and the frequency of checking
can be reduced.

B. Not staying in bed. For “jack-in-the box” children who
pop out of their beds (and usually their bedrooms) as soon
as they are put to bed, it is imperative that parents be con-
sistent with management, or else this behavior can be hard
to eliminate. The child should not be allowed “just this
once” to stay up later, watch a television show, have a
snack, or read another book. Calmly and quietly, the par-
ent should take the child by the hand and walk the child
back to bed without reassurance or reprimanding. The
parent should tuck in the child and leave. This procedure
should be repeated each time the child gets out of bed. If a
few evenings of this procedure (applied consistently) does
not solve the problem, a behavioral program involving pos-
itive consequences for staying in bed should be imple-
mented—for example, parents should tell the: child they
will return in 5 minutes to check on the child. At that
point, if the child has stayed in bed, the child is praised and
gets a star or sticker on a chart. The parent needs to con-
tinue this process, extending the time waited to check on
the child, until the child is asleep. If the child remains in
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bed all night (except to get up to go to th
child gets a bonus in the mungling, pgr?;;hsf 00m),
favorite food for breakfast or watching cartq €aling ,
C breakfast. NS during

. Trouble falling asleep. If the child ha _

asleep but stays in bed, allowing tapes, Sb:t:nz?;ible fa”’“@
quiet activities can be helpful. Use needs to he ;nﬂr Other
because some children stay awake longer just tq gmtﬂred
things. Children who are afraid of the dark often Eth°5‘f
with a room light left on rather than just a ni.htul'weu
which can create scary shadows. Children in theg 4 'ght,

year age range love flashlights, which may help themtc} 7
some personal control over checking out fears, M s
times, children who have been roughhousing jusf b me
bedtime or had caffeinated drinks at bedtime ar: {:re
“wired” to sleep; reconsidering the evening routine ”3
intake can reduce or eliminate these problems. If 4 c}?'r;d
consistently does not fall asleep while in bed but stil] rét-
up the following morning at the necessary hour wit.}%uui
seeming tired, bedtime may need to be ruuaiusted,

D. Children who join their parents during the night
Parents need to evaluate their own feelings about this
behavior. Some like it, for a variety of reasons, although
they may not freely admit it to themselves. If there is a
desire to end this pattern, when the child comes to a par-
ent’s bed during the night, the parent should get out of
bed and quietly but firmly take the child back to bed. The
parent should check on the child’s comfort needs, tuck
the child in, say “good-night,” and return to his or her
own bed, again with the promise of returning to check on
the child in a few minutes. Generally, this will end the
behavior if consistently applied. The star chart and
bonus may be employed as well to reward positive conse-
quences for the desired behaviors. If a parent says that
he or she does not wake up when the child arrives and,
for this reason, cannot take the child back to bed consis-
tently, the parent should hang a string of jingle bells, a
couple of empty cans on a string, or other noisemaker on
the doorknob of the bedroom door. The door to the par-
ents’ bedroom should be kept closed or at least partially
closed so that opening it makes enough noise to wake the
parent. If a parent does not feel he or she can leave a
very fearful child (this reluctance tends to give the child
the idea there really is something to be frightened of),
the child should be in the child’s bed and the parent
should stay in the child’s room but not in the child’s bed.
The parent should sit on a chair near the bed for awhile
Then, gradually, each subsequent evening, the chair the
parent sits on can be moved closer to the door and final-

ly out the door.

IV. School-age children. Older children tend to have a more

adult pattern of having their sleep affected by daily tensions.
Avoiding disciplinary confrontations at bedtime, having dﬂ
slow-down time prior to bedtime, keeping to a routine at bed-
time, and positive quiet time with parents all can_help chlldrerf
relax and sleep. Fears are still common for this age group;
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however, while ghosts and monsters still play
istic fears regarding achie play a role, more real-

. wevement, world events, burglars. kid-
nappers, and social rejectj , burglars, kid

Older children may res y ge at bedtime.,

. _resist going to bed. If the bedtime 18
appropriate for the child’s school schedule or parents’ needs,

Cumpliance_can be improved b managin '

and rewarding desired behavinfﬁdlmvir?g Ectti}:r?ti(::sz;e?l?ee Egils
such as reading or listening to the radio for awhile, often
makes the child’s transition to heqd easier. Dawdling as a way
of delaying bedtime can be addressed by having the child “pay

hack” the time missed in bed by going to bed that much earli-
er the next night.

Selected Readi ngs

—————————

Guilleminault C (ed). Sleep and Its Disorders tn Children. New
York: Raven, 1987.

Kataria S, Su_r'unsnn MS, Trevathan GE. Persistence of sleep dis-
turbances in preschool children. Behav Pediatr 110:642, 1987,

Recommended Books for Parents

Ferber R. Solve Your Child's Sleep Problems. New York: Simon
and Schuster, 1985.

Leach P. Your Baby and Child. New York: Knopf, 1978.
Schaefer C, Petronko M. Teach Your Baby to Sleep Through the
Night. New York: Putnam and Sons, 1987.
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Normal weight gain is the greatest In the first year of life
(about 15 lbs). As children grow older, the growth Curve
becomes more gradual, and they tend to eat less While
expressing their personal tastes, preferences, and behavigpy]
inclinations more. Parents may be concerned about SOme of
their child’s eating changes and need reassurance from the
physician that their child is growing at a normal rate, T;
reassurance reduces the pressure parents impose on thej,
children to eat and makes mealtimes more pleasant and less
likely to result in major power struggles. The more the fo,q
becomes part of a power struggle, the more frustrated the pay.
ents and child are and the less likely the child is to eat the
desired quantity or selection of food.

. Toddler and preschoolers. During the toddler years, it js

not unusual for children to go on “food jags,” during which

they want to eat only a narrow range t_JI' foods over and over

Many parents may interpret this behavior as the child’s being

picky. It is an important time for parents to model good eating

habits by offering a variety of nutritious (not “junk”) foods.

Over time, most healthy children will not only eat an ade.

quate amount of food but also eat a relatively balanced diet.

During the preschool years, snacks remain an important

source of calories and nutrition. Appropriately chosen foods

offered at times and in quantities that do not interfere with
mealtimes are healthy additions.

If parents do not give in to their child’s food fads or become
anxious about their child’s picky eating, the child generally
will continue to grow well. Even though eating itself is usual-
ly a positive experience for the majority of healthy children,
mealtime behaviors are still subject to the normal principles
of behavior:

A. Insisting that preschoolers remain at the table more than
15-20 minutes may make mealtime unpleasant and increase
the likelihood of avoidance behaviors. Once the child leaves
the table, the child should not be allowed more mouthfuls or
to return to the table under most circumstances. It should be
made clear to the child that once he or she leaves the table
after eating, the meal is over.

B. A child should not be forced to eat. If the child chooses not to
eat, there ghould be no snack or other foods available until
the next time food is normally offered, whether a planned
snack time or meal. While a child’s particular dislikes can be
respected, it is often helpful for the child to be expected t0

- take a “hello” bite of a new or infrequently offered dish.

+ Coaxing children to eat can backfire. Children may eat
even less and learn that the way to guarantee their par
ents’ intense involvement with them is to avoid eating:

Coaxing a few, last bites can undo the whole attempt t
encourage eating,
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verbal coaxing should be dis-

: : ‘ parents become very invested
in behavioral Coaxing and spend excessive amounts of time

trying to make delectable and visually tempting food
Then, when t-hE‘Chlld doesn’t eat the food. the parent who
spent so much time preparing it is more lﬂ’{ely than ever to
be angry, frustrated, or worse, hurt or rejected

E. I‘.;-Iealtlmes should be pleasant times, without undue emo-
L;gn_al arousal (e.g., no exciting television programs or
yelling about events that occurred earlier in the day). The
focus should be on the behaviors desired from the child
rather 1h+an on his or her negative behaviors. Mealtime is
an e&;pecie}‘lly gpnd time for parents to use “differential
attention,” during which they pay attention to the child
when he or she eats and behaves in the desired fashion and

less or no attention during the periods when the child does
not.

F. Young f;‘]jil’dr'un often eat more when allowed to feed them-
selves. This independence can be facilitated by serving fin-
ger foods, providing child-sized utensils, and cutting
difficult-to-manage foods (meat, spaghetti) ahead of time.

G. Allowing children to help choose and prepare foods may
imcrease their intake. Even healthy but marginally attrac-
tive foods (e.g., bran muffins) tend to be eaten with more
enthusiasm if the child has been the chef and added his or
her own special touches.

H. When possible, parents should be discouraged from using
food as a reward, punishment, or threat (e.g., “If you don’t
eat this spinach, you won't get any dessert”). Especially in
families in which food has become an issue, this extra emo-
tional baggage tends to make things worse. Food should
not be linked to “good” or “bad” status.

I. For a resistant child, serving very small amounts (or allow-
ing the child to serve himself or herself) on a small plate
may make the task of eating less overwhelming. The child
always can have seconds.

J. Most preschoolers are “purists”—that is, they generally do
not care for foods that are mixed together as much as they
like the foods they can identify and separate. Hence, foods
such as casseroles and stews may be less appetizing than
the components served separately.

School-age children. Older children often have a different

issue with eating. There is strong evidence that some boys

and many more girls develop concerns about being overweight
while in the third to fifth grades. Many times, their parents
share some of their children’s fears, emphasize not becoming
fat, and model strong concerns for their own weight. Pressure
to meet model standards of appearance SUI'".IZ"OUIId the ch1_1d but
are particularly meaningful when there is_pressure in the
home. If obesity is a problem from the physician’s perspective,
minimizing the availability of junk food, reducing television
viewing (a sedentary occupation that tends to be associated
with snacking), and increasing physical activity are better
than dieting except In unusual cases. Emphasizing hea]ifhy
eating and exercise habits as a general health promotion
effort is better than overemphasizing appearance. If being
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underweight is the problem, careful behavioral ang intal

records need to be examined because school-age childrep, Cafl
develop eating disorders. Similarly, family dynamics anq gen.
eral attitudes about appearance, body type, and the child’s
performance are relevant.

Selected Readings ¥ 7=

Birch LL, Mailin DW. I don’t like it: I never tried it: Effects of
exposure on two-year-old children’s food preferences. Appetite
3:353, 1982.

Eppright ES. Eating behavior of preschool children. J Nutr gy
1:16, 1969,

Frank D, Silva M, Needleman R. Failure to thrive: Mystery, myth,
and methods. Contemp Pediatr 10:104, 1993. ’

Satter EM. The feeding relationship. o/ Am Diet Assoc 86:352
1986.

Satter EM. Childhood eating disorders. JJ Am Diet Assoc 86:357,
1986.

e —

Reqomméndec{ Books for Parents

Satter EM. How to Get Your Child to Eat . . . But Not Too Much.
Emeryville, CA: Publishers Group West, 1987.
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School-Related Problems

Janet R. Schultz

I. School readiness. Having a child begin school before he or

she is ready can contribute cognitively, emotion i

aﬂff l?ﬁ‘hﬂ‘-'lﬂf ﬂ!]}’ to problems, such asy’schonl ref?ilr!gl,sf};éfgrf"

enjoyment of school, poor school achievement, for both early
and later grades, and behavioral problems.

Many s(fhuuls OW Screen potential incoming kindergart-
ners, “”{ddbﬂlfne have special programs for children who do not
seem ready for school but are of chronological age. When par-
ents ask physicians about the readiness of their children for
school, the physician’s opinion should be based on several
sources of information, including the following:

A. The physician’s observation of the child and the
child’s relationship with the parent(s), specifically,
the ease of separation of child from parent, speech devel.
opment, and frequency of physical complaints. Can the
child copy a square, triangle, and circle? Can the child
print his or her first name? Can the child state his or her
first name, last name, address, and phone number?

B. The parent’s opinion and observations at home or
with other caregivers. Can the child play well with
other children? Does the parent trust the child in the
backyard alone, occasionally monitoring from inside the
house? Is the child trusted to stop at a street corner or
curb and wait for an adult? Can the child be trusted to
cross a low-traffic, good visibility street on his or her
own? Has the child shown interest in books or letters and
numbers?

C. The child’s history of separation from parents and
success in preschool settings. Preferably, the history
includes the opinion of the child’s preschool teacher
regarding readiness.

D. The child’s chronological age and sex. While the rela-
tionship between school readiness and these demographics
1s not perfect, generally a child does better in kindergarten
if his or her birthday is at least 4-6 months before the
beginning of school. Also, girls are usually ready for school
earlier than boys. _

E. The child’s developmental history. Has the child gen-
erally been in the average range of development, or has the
child been in the slower range? _

F. Knowledge of the proposed program for the child.
Kindergartens that emphasize academics demand greater
readiness than specially designed developmental programs
or more traditional kindergarten programs. School readi-
ness is in part a question of fit or match. _ _

G. Screening devices available. An easy screening device
for parents to perform is the Child Development Inventory
(Ireton, revised 1993), a series of true-false questions

requiring about 30 minutes or less to complete.
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I1. Homework is an area of recurrent tension in many hop,.
but should be viewed as a teaching opportunity. If Parem;
handle homework issues appropriately, completing homey,
serves two purposes: The child learns the academic Materig|
and about responsibility and organization at the same time

A.

B.

Homework is the child’s problem, not the parents’; henge
parents should not do the child’s homework or take py!
mary responsibility for seeing that it is completed.

After school, the parent and child shouldb look over papers
and materials sent home from school. It is a good time foy
praise, or at least encouragement, xvheneve; possil_ale. It is
useful for parents to join younger children in looking over
the homework for the evening, estimating how much time
assienments will take, and setting an order in which they
will be completed. Some families believe homework shoylg
be completed right after school so that the rest of the
evening is clear. Others believe the child should have g
break after a day of scholastic activity. When th:f: child does
homework is less important than ensuring consistency and
an established routine for doing it.

With many younger children, homework goes better if par-
ente ask to see each assignment as it is finished. Parents
should give positive feedback on accuracy and praise when-
ever possible. Older children who generally do their home-
work without parental intervention should have a choice
about showing each completed assignment to parents.
Emphasis should be on developing good study habits,
which means taking pride in work; having a quiet place to
study that is equipped with the child’s needs; and learning
to organize work, set priorities, and check for accuracy. For
some children, developing good study habits includes
learning how to break down assignments into manageable
pieces. Reviewing notes even when no exam is imminent
can be introduced at the junior high school level unless the
school’s academic demands indicate otherwise.

. Children generally do more homework and perform better

in school when their parents are in contact with teachers
and know the school’s expectations. Parent involvement
with the school and its activities (e.g., PTA, open house,
musical performances) is associated with better achieve-
ment by a child and enhanced self-esteem.

If an older child routinely has no homework, a telephone
call to the teacher may be in order. If a child does not com-
plete assigned homework, the teacher, parents, and often
the child need to be in communication. Some teachers pre-
fer that the problem of incomplete homework be hardled
between teacher and student only, which often serves to
remove the aspect of rebelling against parents out of the
struggle and emphasizes that homework is the child’s
responsibility, not the parents’.

Especially with younger students, parents may want t0
establish an assignment book between the teacher and
parent in which the child records assignments, which are
initialed by the teacher at the end of the day to confirm
accuracy. Parents initial assignments as they are finished
A reward system also may be implemented. In geneml.
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rewards are more helpful if th
rather than quarterly report
ter when the emphasis is plac
knowledge and pleasure ra

ey focus on short-term work
cards. Children perform bet-
ed on learning for the sake of

_ ther than for stars, stickers, and
money. Some children, however, ultimately need extrjinsic

re'}:rja;;s éﬂ itl};l? Intrinsic ones do not motivate adequately.

] en who do not do homework operate i
avoidance paradigm: The reward for 2 duinp 4 n aﬁ
is the avoidance of the task itself and having %heog}ee;:lzrxln
ito?ll;][;gsh;zegnoitger things. Sometimes, avoiding home-
ment, especiall rnx i abuut or dislike for the assign-

Y e ,t'he ‘Chﬂd does not understand it.
Sometimes, the child’s failure to complete work is an indi.
cation of ﬂmfiem“{ PfﬂblemS_r_ather than a cause of them.
Parent (or sometimes physician) contact with teachers
may help clarify the problem (see Chaps. 62 and 63)

[11. School refusal is a newer term for what previnuslsy was
called school .p}}nhm_. The terminology has changed because
school phobia implies a limited etiology (fear of school),
whereas school refusal implies that children avoid school for
reasons other than fear. The term does not include occasion-
al, deliberate acts of truancy, which is distinguished from
school refusal based on where the child stays when not at
school but should be. School refusers tend to be home or in
the care of lamily friends or relatives. Truant children are out
on the street or in the home of friends, usually without adult
supervision.

A. Etiology. School refusal is, in most respects, a problem of
avoidance. The child avoids the unpleasant or anxiety-pro-
voking situations of separating from home (and usually
parent) and attending, performing, and socializing in
school. Sometimes nurturance that accompanies any phys-
ical symptoms helps maintain the pattern; however, avoid-
ance tends to be the most powerful force underlying school
refusal.

B. Presentation. School refusers often present to primary
care physicians offices with physical symptoms, such as
stomachaches, headaches, or general malaise, rather than
with the complaint of school refusal. Often the symptoms
are vague, vary from day to day, and recur on Sunday
evenings or Monday mornings, having disappeared over
the weekend. If certain academic courses engender more
anxiety than others, the onset of symptoms may vary and
match the child’s class schedule. This behavior tends to be
more characteristic of older children.

C. Prevalence and patterns. The incidence of school
refusal is difficult to establish because many school
refusers are not diagnosed as such; it has been estimated
at 1-2%. Unlike many childhood behavior problems, school
refusal is not identified primarily in boys. Some studies
indicate equal incidence by sex; others suggest 1t may be
more frequent in girls. There are no clear socioeconomic
correlations or differences in occurrence by birth order.
School refusers are intelligent, and their achievement
scores are no different than those of their schoolmates.
The data are somewhat unclear, but there may be three
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peaks of school refusal: age 5-6 years {b_ean:_mg elemep,.

tary school), around 11 years (often during midd]e Schog

or transition into junior high), and around 14 years (g,

ning high school). Generally, the older the child, the g,

difficult the problem is to treat.

D. Onset. Although separation anxiety 1s a well-knowy Con.
tributor, there are other sources of school refygg tha
should be routinely considered. ‘

1. The onset of school refusal may be Im_ked to a clear Dre.
cipitant for the family or child, including a death_ , sep-
aration or divorce, birth of a 51b11.ng_, Or a change (f
teacher. Given the apparent association of transitjop
times with peaks of symptoms, new school routines
with unclear expectations and social challenges also
may be involved. . .

2. There are ‘“reality-based” considerations for schgq)
refusal as well—for example, a child may be the target
of an intimidating child (the class “bully”) or adult and
fear for his or her own salety. Similarly, children whse
lunches or lunch money are stolen regularly or wh,
must walk to school through neighborhoods with intim.
idating people (or animals) may develop aversions ang
fears. Some children may have motion sickness from
riding the bus or dislike the lengthy or unruly schog
bus ride with older children on board.

E. Detection of school refusals
1. Sometimes, the diagnosis of school refusal is clear

because the child says outright that he or she refuses to
go to school and clings to the parent when it is time to
go.

2. Sometimes, physical symptoms predominate, and the
physician must rule out physical illness first and then
consider school-related problems. The latter may be
suggested by patterns of symptoms relative to school
attendance and questions to the parent about school
(e.g., “Does your child’s illness usually keep him home
from school?” “How many days of school has the child
missed in the last month?” “Is the child usually better
on weekends until Sunday evening?”). Other oceur-
rences of mild illness that resulted in school absences,
especially associated with Mondays or the day of return
to school after holidays, should raise the index of suspi-
clon. Many cases of recurrent abdominal pain include
component of school refusal.

F. Managing school refusal
1. The most important part of treating school refusal is {0

get zhe_ child back to school as soon as possible. Getting
the child to return to school sometimes involves inter-
vention during the events that provoke fear or avoid-
ance in the child, especially if the events are clear. If the
fEE}T or avoidance is more generalized, returning the
child to 5'31'100! may take one of several formats, includ-
Ing the following: :
a. Sometimes Just hearing that the child should be 0
school motivates parents to get the child there. It
should be made clear, however, that the child is 1o
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faking symptoms so that there is no punitive edge to

the par ' acti TRY
out Ela'i?t?ll oss o Motivating parents by ruling
\ NeSss 1s most successful when the child
5 E)Eil"f not yet missed much school. =
g E": pz—iu‘ents and, at times, the physician should
contact school personnel to inform them that th
child is well enough to attend school d RS
their assistance. M SO
‘ any schools, especially element
schools, have dealt wi 4 £l
_ with such problems and have a
protocol, which usually involves having the parent
E?gnfnthe Fflﬁrlsféinﬁ clllild over to the teacher ang leav-
‘omptly. School pe :
reassurance and ﬁrmEe;:J RIS ISR e Do it
¢. If the school does not have a protocol and the child
has been out for several days already, a good propos-
al is for the child to come to school late and be there
only part of the day. The child always should leave
with the other children, which is much better than
repeating the problem pattern that often has hap-
pened already, namely that the child goes to school
with the children in the morning and leaves early.
Over a week, the child’s school day should be extend-
ed gradually until the child is there all day. Parents
or the physician should notify the school that the
child not be sent home. If the child is “too sick” to
stay in class, the child should remain at school,
preferably in the nurse’s office (without TV or posi-
tive reinforcement from a well-meaning nurse or sec-
retary). The physician should set an objective rule
with the school (e.g., a temperature higher than
100.4°F or vomiting) for sending the child home.

If the parent is not sure whether the child is too
sick to attend school, the same or a similar objective
rule should be enforced to avoid ambivalence.
Sometimes keeping breakfast light (but making sure
the child eats something) helps the child’s nausea or
motion sickness.

2. For several weeks, the child will need follow-up appoint-

ments to monitor his or her progress. The appointments,
however, should not be scheduled in such a way that they
interrupt school attendance. It also should be made clear
to parents that the purpose of the follow-up appoint-
ments is to monitor the child’s progress, not to “make
sure that nothing organic was missed.”

. Although the child may resume school attendance, the
physician should explain to the parent that school
refusal occurs for a reason that may still remgain. To
prevent recurrence and deal with what 1s bel‘upd the
symptoms’ development, the parent needs tu‘be in con-
tact with the school and consider the home situation to
determine major stressors and contributions.

. If the physician and parent together cannot identify the
problem’s source and determine how to address it, a
referral to a psychiatrist, psychologist, or other thera-
pist who addresses biobehavioral issues may be indicat-
ed. Similarly, if the child does not resume regular
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attendance promptly, a referral is indicated. The |

the child is out of school, the more difficult it ig E? EE:
the child to return. Children who have a history o
repeated episodes of school refusal are difficult tq treat
and should be referred as well.

Selected Readings

Durlak JA. School Problems of Children. In CE Walker, Mc
Robert (eds), Handbook of Clinical Child Psychology (2nd ed).
New York: Wiley, 1992,

Ireton H. Child Behavior Inventory. Minneapolis: Behavior
Science Systems, 1992,

Last CG, Francis G. School Phobia. In B Lahey, AE Kasdin (eds)
Advances in Clinical Child Psychology. New York: Plenum
1988.

Recommended Books for Parents

Rosemond, J. Ending the Homework Hassle. Kansas City: Andrews
and McMeel, 1990.
Sloane HN. The Good Kid Book: How to Solve the 16 Most

Common Behavior Problems. Champaign, IL: Research Press,
1988.
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Temper Tantrums

Janet R. Schultz

not all children have the lay-

ety of tantrum, most children hav

their parents see as tantrums, One Etjg?ghi?vﬂ h;tlt{:g%sgsf
parents report that their 1-year-olds have tantrums every day.
Another study suggests that children who have dail
tantrums at 2 years of age are likely to continue to have fre}i
quent tantrums at 9, and a third of them will continue to have
Lantrl.‘llms at 4 and v years of age. An estimated 5% of children
have “breath-holding spells” as part of their tantrums. The
prime candidates for recurrent tantrums are those 10% of
children whose temperament is sometimes described as “diffi-
cult” or, in a more positive light, “spirited.” These children
qft?n had a history of head-banging and head-bumping at ear-
lier ages and tended to express desires and needs in a physical
fashion. Delays in verbal development may increase the like-
lihood {)l;ltantlirums by limiting more acceptable means of get-
ting needs met.

. Preventing tantrums. In the toddler years, the goal should
be preventing tantrums rather than figuring out the best
response to them. Generally, tantrums occur when children
are particularly frustrated by limits set on their behavior, lim-
its placed on them by their own development, or the chal-
lenges of their environment.

Problem solving should begin with charting all temper
tantrums for several days. Parents should keep track of
tantrums by day, time, place, person present, activity at the
time of the tantrum, and what happened as a result of the
tantrum. Patterns usually emerge from these observations
and commonly indicate that the tantrums occur most often at
a specific time of day. This time of day should be considered in
terms of hunger; fatigue; and changes in the environment,
such as a decrease in the caregiver’s availability (e.g., during
dinner preparation) or an increase in activity and competition
for attention (e.g., older children coming home from school).
Sources of frustration operating at the time also should be
considered. : ]

Whatever the tantrums’ pattern, it anvides information as
to their prevention. Snack or nap times may need to be
altered; plans for entertaining small children while the parent
18 otherwise Qccupied may need to be madﬁ Often, better
environmental engineering (“baby-proofing®) heeds fo be
implemented to reduce the frequency of the child’s frustra-
tion. Often, parents can pay attention to the P{dttell'ﬂ and,
using their own observations of the child’s behavior, learn to
detect when tension is mounting. Parents then can prevent
tantrums by distracting the child with a less frustrgtmg or
safer activity. Other times, children need more physical out-
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lets for their energy. Verbal children need to he co

how to put their desires and reactions into words t, iﬁli]%d o

parents must be at least willing to listen. Generally , hth,

warnings of approaching transitions (e.g., “In q fo OUting,
we will have to stop playing and go pick up Jimf]'”"'ﬁ’"-
school”), and use of limited choices (e.g., “Do yoy, way
bunny or your tiger lo sleep with you?” rather thap e yo, s
ready for nap, now?”) help prevent tantrums. € Jou

II. Responding to tantrums. When tantrums cannot h |
vented, parents should try to appear calm and busineSshi re.
general, unless children are endangering themsely e.lp
encroaching substantially on the rights of otheps E[ |
screaming and kicking in church), the best approach 2 |
reduce the positive reinforcement children receive by h;,i;g ‘

¢

3 o

tantrums and ignore the negative behavior (e.g., by leayi
the room in which the tantrum is occurring). This mtf:::mswm
giving in to the child’s demands or paying attention o . |
child during the tantrums. If necessary, the child Canbi |
moved out of the public path (e.g., church). In this circum. |
stance, the parent should continue to remain calm and ,.
soon as the child is moved, resume ignoring the behayi,
When the child is calm, there is opportunity to discuss with
the child other ways to ask for things and to handle anger ang
frustration.

Children should not be allowed to hurt anyone, including
parents, during the tantrum. The intensity of their own feel.
ings often scares them. When children later realize they haye
done something genuinely hurtful, it may frighten them fur-
ther. Not being prevented from hurting someone else may
undermine a child’s sense of security in the parents’ ability to
protect him or her.

Many children respond well to positive attention, including
cuddling and soothing after the tantrum, but it should be
restricted to when the tantrum is over rather than used as a
means to get the tantrum to stop. Otherwise, the child may
learn to get these special reactions by throwing tantrums.

Selected Readings

Chess S, Thomas A. Temperament in Clinical Practice. New York:
Guilford Press, 1986.

Needlman R, Howard B, Zuckerman B. Temper tantrums: When
to worry. Contemp Pediatr 6:12-34, 1994.

Recommended Books for Parents

Crary E. Without Spanking or Spoiling: A Practical Approach 10
Toddler and Preschool Guidance. Seattle: Parenting Press
1979.

Leach P. Your Baby and Child. New York: Knopf, 1978.

Patterson GR. Living With Children. Champaign, IL: Research
Press, 1976.
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Toilet Training

Janet R. Schultz

Toilet training involves teaching children to recognize their

body's physical cues signaling the need to empty the bowel

and bladder_and encouraging them to maintain bowel and

bladde.r continence until the potty chair or toilet can be used.

. Readiness. Although having the first child on the block to be

toilet-trained seems to be important to a parent’s self-esteem,

a child’s ability to be toilet-trained depends largely on his or

her overall development level. Even the most skiliful trainer

cannot teach a child to reliably initiate independent toileting
if the child is not ready.

Generally, a child is ready for toilet training when he or she
is in the 24- to 36-month age range. The child should be show-
ing interest in the task before it is begun in earnest. Readiness
depends on motor, cognitive, and emotional maturation. The
following screening items are useful in determining if a child
is ready for toilet training. The child should be able to accom-
Pliﬁh at least eight of the following items before toilet training
is begun.

A. The child should be able to point to his or her (1) eyes, (2)
nose, (3) mouth, and (4) hair.

B. The child should be able to follow verbal instructions to (5)
sit down in a chair; (6) stand up; (7) walk with the parent
to a particular place, such as another room; (8) imitate the
parent in a simple task (e.g., playing “pat-a-cake”); (9)
bring the parent a familiar object (e.g., a toy); and (10)
place one familiar object with another (e.g., “Put your
teddy bear by the book™).

. Training techniques. The child should be trained for day-
time dryness and cleanliness before nighttime. Many children
who have regular bowel movements find 1t easier to master
bowel control first because bowel movements are less frequent
and give more warning to parent and child. Constipation com-
plicates learning and may contribute to refusal to use the toi-
let or potty for defecation. Children can learn to control bowels
and urination in either order or together.

It is often easier for the child to use a child-sized potty; par-
ents may accustom the child to using it by having the child sit
on it fully clothed. The potty then can be placed in the bath-
room, where the child is encouraged to sit on it while older
siblings and parents use the toilet (with or }wthout clothes on
the child). Once the child is comfortable with the potty, he or
she should be told (not asked) at inten:als_copvement to the
caregiver (45 minutes to an hour) that “it is time to go to the
potty” and brought to sit on it. To facilitate b_owel training by
capitalizing on the gastrocolic reflex, the child should sit on
the potty after meal(s). Parents also can add Slttll}g tlm'::is
when behavioral signals of impending defecation are noted.
Part of preparing for toilet training is noting behavior in chil-
dren thl;t F;;redicts urination or defecation (e.g., becoming
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quiet; straining or turning red in the face: i
of day; or timing near an event, such as B;&sstt?f atug; time

The child should be praised for sitting and py i/ ‘
he or she has a result in the potty. Stickers gliaalsed again jf
small candies can help the process. If the c};ild 5 Chartg ing
duce, he or she should be encouraged (“maybe nex?% M0t pro,
not made to sit more than a few minutes. If sitt‘hmeﬁ.’ ang
longer seems to help, the parent should come r ng Sl’EhtlH
books or toys to keep the sitting pleasant. Therg Sli—'lpared With
pumshment for “accidents” because toilet trainj ould be 0
building time, not a struggle of wills. TINE 1S a gl

Some children virtually train themselves when v
to proper equipment, whereas others take mo tg}]1 Sy
these skills. Reluct i o 10 leam

ant or very verbal children often b
from books such as I'm a Big Kid Now or Mr. R a
GoIzng to the Potty, about toileting. BT S bogl, |
t is generally easier to teach a bo ' itti
first and then move to standing. PUL);,EEDS llllls;lunaaﬁfr ?;Erlg = c}nwn
guards to accommodate the male anatomy. i
I11. Dlaper_s and training pants. Diapers can be used duri
the training period, but training pants generally t"acilll':Ing
learning because they are easier for the child to lower ilnﬁLE
pendently and give quicker feedback about wetness. Some d'E-
per services deliver training pants if parents do not wantlt&-
}vash them themselves. There are, of course, disposable trainrf
Ing pants available, which have the advantage of being ablety |
be ripped down the sides and removed like diapers if the child |
soils them. In warm weather, having the child naked from the |
waist down sometimes makes training easier, albeit messier
Diapers still can be used at night during training and, if they
are not used during the day, the child can make the discrimi-
nation between expectations relatively readily.

If the parents and children go out during training, parents
should be vigilant to keep sitting schedules and watch for non-
verbal (or verbal, if they are lucky) clues that the child needs
to visit a bathroom. They should come prepared with extra
clothes and treat accidents calmly. Many novices are more
comfortable if their parents bring a portable potty seat along.

By 36 months, around 80% of children are dry reliably
through the day. Almost all children who do not have urolog:
ic problems or major developmental delays are dry during the
day in time for school. Nighttime dryness may come later,
however.

—

Selected Readings

—

Azrin N, Fox R. Toilet Training in Less Than a Day. New York
Simon and Schuster, 1974.

Brazelton TB. A child-oriented approach to toilet training
Pediatrics 29:121, 1962. .

Matson JL, Ollendick TH. Issues in toilet training normal chil
dren. Behav Therapy 8:549, 1977.

Schmitt B. Your Child’s Health (rev ed). New York: Bantam

Books, 1991.
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Recommended Book_s_ for Parents

Brooks JG. I'm A Big Kid Now:
Parents and Child). Neenah, WI- Kimberly
Leach P. Your Baby and Child. New York: Kn

A Book About Toilet Training (For
-Clark Corp., 1993.
opf, 1978.




Sibling Rivalry

Janet R. Schultz \
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II.

Sibling rivalry is a universal issue dating back tq Caj
Abel. There are few families in which children cooperatn
are caring to each other all the time. Children who are ¢ s,
ative and caring all of the time are the exception rathe?ﬁer'
the rule, and many times, mutually aggravating heh, i
between or among siblings is a major challenge for parawur
These relationship problems may or may not l‘epresenteé] ts
function. More often than not, these behaviors become hah}'b:
maintained by their consequences, regardless of their originm

- Etiology. While the most well-known formulation of siblipg

rivalry is the theory of displacement from the sole (or at least
youngest) position, children can have rivalrous feelings abgy
older or younger siblings. In fact, the sibling may be stj]| iy
utero and evoke rivalrous feelings. Most research suggests
however, that the etiology may be the change in the parens.
child relationship (especially the mother-child relationship]
alter a baby is born. Even parents who try very hard not to he
different with their older child(ren) have been documented tg
have changes in expectations, time availability, and patience

(often related to “new baby fatigue”). Practically speaking,

behaviors that were once acceptable, even admired (e.g., mak-

Ing siren noises while playing with a toy fire engine) may now

be disruptive or forbidden. Things are different when a new

baby arrives!

Preventing sibling rivalry. Parents can do several things

to prevent sibling rivalry from occurring (proactive manage-

ment) or at least from becoming a significant problem (reac-
tive management), including the following:

A. Prepare older children for the new sibling’s arrival by talk-
ing, reading children’s books together, and reminiscing
about what they were like as infants, preferably with pic-
tures of their early days. Parents should describe what a
baby’s behavior will be like.

B. Friends and family often bring gifts for the new baby and
pay much attention to the new arrival to the exclusion of
the older children. Encourage extended family members to
pay attention to the older children and perhaps take them
for a few hours to help out. Gifts brought home from the
hospital “from the baby” also can help balance the atten-
tion being given. Paying attention to the older child’s new
status as a big brother or sister helps as well and should
include some new status symbol (e.g., staying up 15 min
utes later) and being included in the baby’s care (e.g., get
ting diapers, pushing the stroller, helping burp the bab_}'}-

. Avoid comparing children to each other, even for motivation

Accept siblings’ feelings about each other, even unpleasant

ones, and help the children put them into words. There

should be limits on behavioral expressions of their feeling,

however.

=Ie
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F. As soon as the second siblin

. Parents need to have

. With children less th

. Sometimes it is helpft

even if not always alunsg,me positive time with each child,
g 1s verbal, try to coach verbal
e.g., “May I have the train?”)
m, managing anger (e.g., “I'm
g me a brat”) instead of hitting
otiating (e.g., “I'll trade you the
ngs are perfect partners to prac-
ant to everyone outside the home.

: , an 5 years of age, put their names on
possessions In readily visible locations. In the prESE;DDl

years, a printed name develops into greater proof of own-

grship th_an _does use. It is easier for a child to share things
that are indisputably marked as the child’s own.

ways of requesting things (
instead of grabbing for the
really mad at you for callin
the other sibling, and neg
ball for the Barbie”). Sibl;
tice social skills reley

. Not all possessions need to be shared. Special toys can be

designated as for one child’s use only, but then the child
must play with them in a private place or when the other
child is not present. This practice often frees the child to
share other, less precious toys.

. Parents should not “play favorites.” Trying to avoid playing

favorites does not mean buying each child a pair of socks
because one child needs a pair; however, it does mean avoid-
mg.bghﬂwm*al expressions of emotional favoritism, such as
praising one child’s behavior or accomplishment while
ignoring the same or similar achievement in another.

Set limits on expressions of rivalry or other disagreements.
Parents should model these behaviors in their interactions
with the children. Possible rules include no hitting, break-
ing things, or calling names. Follow-through and conse-
quences are necessary.

. Parents should try to stay out of their children’s arguments,

especially the arguments of school-age children. When par-
ents involve themselves in the children’s arguments, chil-
dren sometimes learn that arguing is a way to engage
parents. There is rarely an easy solution for parents. If the
arguing annoys parents, they should tell the children to
resolve their differences quietly or in another place. If they
do not comply, the children can be sent outdoors or geo-
graphically separated. There is one exception to not becom-
ing involved in children’s arguments: If an argument
becomes physically aggressive, parents should stop the
fight, geographically separate the children, and treat them
as equally responsible. Physical fights left without interven-
tion tend to escalate and are often unfairly matched.

Like most behaviors, bickering can be addressed by the sug-
gested general problem-solving paradigm. Eﬂectwe togeth-
er are positive reinforcement for getting along and
“response cost” for arguing (i.e., awarding points for playing
cooperatively and getting along for specific periods of time
and penalizing them a certain number of points for arguing;
the remaining points are redeemable for a joint reward). -
1l for parents to tlm}k about their
own positions in their families of origin. Often, when two
parents interpret situations cr:'mmst.unt.ly clﬂemntly nn.d
have conflict over these views, it reflects their own experi-
onces as children, Other times, one of the children reminds
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a parent of his or her own sibling, himself or her If
former spouse; thus, reactions lose objectivity. 0rg
N. Tattling, a form of sibling rivalry, is a very Powerfy]
siblings use to “get even” with each other. A py, ol
allows “telling” only when the sibling or someone withthat
sibling could get hurt may prevent or minimize t the

- - attl;
response, such as “thank you for letting me kngw’*lgff‘
really bugs you when he does that, doesn’t it,” is ap equ;"

ly clear message to the tattling child that the parent i :
allowing himself or herself to be engaged in the power pl;;

Selected Readings e

___‘___-_-"—--.
Faber A. Mazlish E. Siblings Without Rivalry. New York: Ww
Norton, 1987. |

Schmitt B. When Siblings Quarrel. Contemp Pediatr 8:74-7;
1991. :

—

Recommended Books for Parents

—

Crary E. Kids Can Co-operate. Seattle: Parenting Press, 1988.

Kingsley EP. A Baby Sister for Herry. A Sesame Street/Golden
Press Book. New York: Western Publishing, 1984.

Leach P Your Baby and Child. New York: Knopf, 1978.
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Attention Deficit
Hyperactivity Disorder

Rosemary E. Schmidt

Hyperactivity is a common com lain '
physicians and professionals wﬂu dza?eﬁﬂhb{hgni?;ig'mr?
problems of school children. Usually, when an a mintnnue]rtljtf-rEl
made for the child, the school has contacted t}?ep d
: i : parent and
suggested having the child evaluated for hyperactivity due to
behmimr dlﬁmu‘ILms at school. The most common age at which
children are referred for evaluation is 6-8 years of age, when
the structured setting of school tends Lo 'hrjng this k‘ind of
behavior into focus. The term hyperactivity has been used var.
iously to describe a symptom, a symptom complex, and a spe-
cific disorder, which is now termed atlention deficit
hyperactivity disorder (ADHD).
. The definition for ADHD in the Diagnostic and Statistical
Manual of Mental Disorders (3rd edition, revised) (DSM-III-
R) is a disturbance of behavior of at least 6 months duration
that (1) began belore 7 years of age, (2) does not meet the cri-
teria for a pervasive developmental disorder, and (3) is associ-
ated with at least eight of the following behaviors:
A. Often fidgets with hands or feet or squirms in seat (in ado-
lesce)nts, may be limited to subjective feelings of restless-
ness '
Has difficulty remaining seated when required to do so
Is easily distracted by extraneous stimuli
Has difficulty awaiting turn in games or group situations
Often blurts out answers to questions before they have
been completed
Has difficulty following through on others’ instructions
(e.g., fails to finish chores). This difficulty is not due to
oppositional behavior or failure of comprehension.
Has difficulty sustaining attention in tasks or play activi-
ties
Often shifts from one uncompleted activity to another
Has difficulty playing quietly
Often talks excessively N4
Often interrupts or intrudes on others (e.g., “butts” in on

other children’s games) s _ _
Often does not seem to listen to what is being said to him

or her o
Often loses things necessary for tasks or activities at

school or at home (e.g., toys, pencils, books,_a:s,s_lgnm'ents)
Often engages in physically dangerous activities without
considering the possible consequences (e.g., runs 1nto the
street without looking). Thfg cilhl‘llcli duelz_ not engage in these
- the purpose of thrill-seeking. o
'I?}le?g:)iifﬂ;;]s al;e llgsted in descending order of ‘d15cr1m1-
nating power based on data from a natlon_al ﬁe'ld trial of the
DSM-TII.R criteria for disruptive behavior disorders. The

M EHUOW
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above criteria are considered to be met only if the behay..:
considerably more frequent in the child than in most Chilgll: is
of the same mental age. °n
II. Criteria for severity of ADHD
A. Mild. Few, if any, symptoms in excess of those required
: : g : t
make the diagnosis and only minimal or no Impairment %
school and social functioning. L

B. Moderate. Symptoms or functional impairment in
diate between “mild” and “severe.”

C. Severe. Many symptoms in excess of those requireg to
make the diagnosis and significant, pervasive impairme
in functioning at home and school with peers. =

III. The differential diagnosis for hyperactive behavior ;

extensive and may include the following: B

A. Specific learning disabilities

B. Adjustment disorders

C. Disorders of mood (dysthymia, depression)

D. Anxiety disorders

E. Pervasive developmental disorders such as autism

F. Absence seizures

G. Visual or hearing impairment

IV. Conditions that often accompany ADHD

A. Speech and language disorders

B. Enuresis

C. Sleep disturbances

D. Borderline intelligence

E. Coordination difficulties

F. Specific learning disabilities

G. Oppositional defiant disorder

H. Conduct disorder

I. Symptoms of depression or anxiety

V. Evaluation. The diagnosis of ADHD requires an extensive
history and physical examination, with particular atten-
tion to the neuropsychiatric examination. Both parents and
teachers should report on the child’s behaviors at home and
in the classroom. Several behavior rating scales are avail-
able for these purposes, including the Taylor Parent Behavior

Rating Scale and the Connors Teacher Rating Scale (Table 62-

1), commonly used because of its simplicity. Most children

should undergo specific IQ and achievement testing, such

as the Wechsler Intelligence Scale for Children and the

Woodcock-Johnson Psychoeducational Battery, to ensure

appropriate school placement. Psychological evaluation

may be necessary to identify behavioral components that may

affect treatment significantly. .

V1. Treatment for children diagnosed with ADHD must be tai-

lored to the child’s individual needs and may include appro-
priate school grade (re)placing, tutoring, language therapy,
and drug therapy. It almost always requires _behaﬂu‘ral man-
agement for the child and frequently the family. Medication 15
never the only intervention. The most commonly used dlt'lllﬁ
prescribed by the primary care physician are methylphent ais
(Ritalin) and dextroamphetamine (Dexedrine). The former

preferred because dextroamphetamines have a significal
abuse potential. Medications are usually begun with % SpEs
dose (2.5-5.0 mg) given at breakfast and lunchtime an gra
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ually increased until either satisfactory results are obta;
side effects develop (maximum dose, 1.0 mg/kg/day) 81 ned oy
effective dose is determined, the sustained-release Rita[ril 2

combination of sustained-release and short-acting RI'] o
may be more suitable depending on the circumstances R!tai!“
shows results very quickly, and therefore dosage -caltalm
adjusted weekly to monthly until the optimal dose js dn be
mined. Follow-up discussions and evaluations from teaciter‘
and parents are necessary to determine the drug’s efTect'EtS
ness. Although careful monitoring of growth is recommenéve-
it is usually not a long-term problem in the usual regnEd'
mended dose. If Ritalin is ineffective, the primary care ph £
cian in most instances should consider a i

_inon _ referral 2
specialist in childhood ADHD and behavior disorders.

—

Selected Readings

Adesman AR, Wender EH. Improving the outcome for childrep
with ADHD. Contemp Pediatr 8:122-139, 1991.

American Psychiatric Association. Diagnostic and Statistical
Manual of Mental Disorders-III-Revised. Washington, DC.
American Psychiatric Association, 1987.

Cantwell DP, Baker L. Differential diagnosis of hyperactivity,
JDCP 8:159, 1987.

Levine MD, Jordan NC. Learning disorders: The neurological
underpinnings. Contemp Pediatr 4:16, 1987.

Levine MD. Developmental Variation and Learning Disorders.
Toronto: Educators Publishing Service, 1987.

Silver LB. Controversial proposals to treating learning disabilities
and attention deficit disorder. Am J Dis Child 140:1045, 1986.

Taylor B. Syndrome of Overactivity and Attention .Deficit. In M
Rutter, BA Hersov (eds), Child and Adolescent Psychiatry (2nd
ed). Oxford, England: Blackwell, 1985.

Wechsler D. Wechsler Intelligence Scale for Children-Revised
Manual (WICS-R). New York: Psychological Corporation, 1974.

Woodcock RW, Johnson MB. Woodcock-Johnson Psychoeduce-
tional Battery. Bingham, MA: Teaching Resources Corporation,
19717.
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School Failure

Rosemary E. Schmidt

e iy e prachiving nschol often arereferrd
o , Olten at the suggesti f th
school, to determine the ¢a R Bt GETA0TH O S0k
obvious reasons due to their ;ﬁi si%ﬁztﬁ :, entSdT}?y ?]VEI'-I{?D]‘
may in fact be able to provide assistance E{f:x E]p )l’glclap
fying poor vision in a child too embarrassed or am% e{, l Snt'l'
he or she is having trouble to seeing the b]*u:kbl?rmgl 5 -mlt
ering a school bully who is intimidating atchildm;] it
light fairly easily in the office setling. More commnajl; c]c:me 5
er, the problem of underuchiuvcmentlis more com J[IE]E 4 ; fthwn
a learning disability or a sigmificant emotional E‘nl:;ébucthai
parents, in fact, do recognize, or at least Huspw::t Pfhuqer?ﬁu 3
iments to learning usually require the help of other ;'ofeaal?e ]
als to provide a diagnostic and therapeutic regimen ’ &
. Causes of school failure '
. Mental subnormality
. Disorders of communication (hearing, speech. or langus
%mntional disorders (e.g., child abusge, gepreésion) e
ruancy
. School refusal (school phobia)
Unrealistic parental or teacher expectations
Attention deficit hyperactivity disorder (ADHD) and learn-
ing disabilities
Lack of motivation (often without parental involvement to
encourage the child)
Environmental circumstances (e.g., unsupportive, chaotic
home; child not permitted to do homework due to baby-sit-
- gn g or work responsibilities; malnutrition)
. Poor teaching
K. Acute or chronic health problems
. Evaluation of a child’s poor school performance begins with
a careful history, including birth history, significant past med-
ical history, early developmental history, family history of
school achievement and mental abilities, psychosocial and
environmental history, and a review of systems. A detailed
physical examination should include a careful neurologic
examination with a search for “soft” neurologic findings and
difficulties in communication. Vision and hearing testing are
imperative. Other medical tests are ordered as indicated from
the history and physical examination (e.g., CBC to rule out
anemia, EEG, urinalysis, blood chemistries, thyroid studies,
urine chromatography, chromosomal analysis).

Information must be obtained from the child’s school to
determine the school faculty’s primary concerns, results of
previous testing, available resources, and suggestions for
improvement. An example of a form designed to obfain spe-
cific educational and behavioral information from the school
is indicated in Fig. 63-1. A commonly used standar dized ques-
tionnaire to obtain specific behavioral information from the

I omEpowy

_i—l
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SCHOOL PERFORMANCE RECORD
N
D:?: of Birth i
el rt Homeroom leacher e
School Phone ¢ :1:;:::31Tt'cher — ]
__-—I-hh_‘-‘-h‘-
Achievement: Reading Level Reading Method e

Subject| Gooa

vfrr Birc]y W_ ?[ry

Average | Passing |Failing || Subject | Good Sreny.

Average

Fisi1nq Fiilin

0o you think this child 15 workin

g up to his mental capacity?
What spectal placement or help has he had? =
What spectal provisions would you recocmend?
Is this special nelp or placement available?

PLEASE CHECK I'AJOR AREAS OF CONCERN IN BLOCK TO RIGHT OF ITEM

R
e,
B
e

LAHEE:EE; Ity followi 1 AT
: ulty following verbal adirections A, Difficulty determi —y
. D1ff1cu!tr following written directions in games > Al RTC i
C. Difficuity following the cnila's B. Tends to reverse printing

corversation letters, numbers
D. Difficulty unoerstanding the child's [C. Tends to reverse reading Tetters

words - ;whr.-rs. words q

« lends to draw or reag from

BEHAVIOR: left to right [
A. Disrupts classroom thru aggressive £. Other

behavior |

B, Difficulty coping with frustration

FORM & SPACE PERCEPTION

L. Difficulty establishing peer
relationships

U, Poor self-image

E. Poor group participation

%. Difficulcy witn puzzles, etc

4. Foorly spasced & messy papers

I, DiffTcuTey recognizing shapes,
letters, words

F. ﬁther

. Poor sense of girection

ATTENTION CENTER FUNCTIONS:

., Overactive

. Wnderactive

L. Poor awareness of self Tn space

F. Poor math concepts (Targer tnan,
smaller than, etc)

. Difficulty with spelling

C. Distractible

0. Overreacts to touch and/or nolse

E. Poor Attention Span

Poorly established hand dominance

F. Unable to organize indépendent work

_E, Other

sswll:hing
oor eye tracking (skips letters,
words, 1ines in reading

MOTOR SKILLS:

[A. Gross Fotor-Skipping/playgrouna
activities

B. Fine motor [writing)

C. Hesitant to participate in physical
ames and activities

Have psychological studies been done?
If so, may we please have & copy?

Iepression of home situation

. Clumsy - poor body coordination

[E. Other

Fig. 63-1. Sample school performance record.

child’s teachers is the Connors Teacher Rating Scale (see
Chap. 62). Behavioral information also should be sought from
parents to understand the child’s behavior in the home, and
that appraisal should be compared with behavioral and edu-
cational information from the school. There are also stan-
dardized tools, such as the Connors Parent Symptom
Questionnaire or the Taylor Parent Behavior Scale, for
btaining parental information. o
5 Minimgalppsychometric testing should inc_lude a basic intel-
ligence test, such as the Wechsler Intelligence Scale, aﬁl
achievement testing, such as the Wogdcocl;-Jo}lpgon Psyc g_
educational Battery. If serious learning disabilities are IS;W
pected, a learning skills test is mandatory. Public b
1029-119 requires all schools in the United States to el s
provide appropriate testing for children experiencing S‘iable
failure or pay for private testing if such testing is not aval

in the school district.
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If the work-up and treatme
cian should arrange a confer
results of testing and make
and school. The physician, fa
team to develop an individual

nt plan are complex, the physi-
ence with parents to review the
recommendations to the family
mily, and school must work as a

. ] educational plan that allows the
child to draw on his or her strengths to t:nlr)npensate for weak-

nesses. Strategies may include appropriate clacs -
tutoring, speech-language therapyf]gr nl?nedicatcit::': Lm?éaé:g&igh
ing for the child with ADHD. The physician should coordinate
the educational, therapeutic, consultative, and counseling ser-
vices necessary as the evaluation and treatment progress. The
physician should be an advocate for the child and the family in
the community and the provider of specific medical treatment.
Physicians must be aware of special referral sources in the
community, such as psychologists, speech-language patholo-
gists, and diagnostic centers, and select these as carefully as a
cardiologist or other specialist might be selected.

Selected Readings

Connors CK. Parent Symptom Questionnaire. Psychopharmacol
Bull 21:835, 1985.

Connors CK. Teacher Questionnaire. Psychopharmacol Bull
21:823, 1985,

Jordan NC, Levine MD. Learning disorders: Assessment and
management strategies. Contemp Pediatr 4:31, 1987.

Levine MD, Jordan NC. Learning disorders: The neurological
underpinnings. Contemp Pediatr 4:16, 1987.

Levine MD. Developmental Variation and Learning Disorders.
Cambridge, MA: Educators Publishing Service, 1987.

Silver LB. Controversial proposals to treating learning disabilities
and attention deficit disorder. Am J Dis Child 140:1045, 1986.

Taylor E. Syndrome of Overactivity and Attention Deficit. In M
Rutter, BA Hersov (eds), Child and Adolescent Psychiatry (2nd
ed). Oxford, England: Blackwell, 1985.

Wechsler D. Wechsler Intelligence Scale for Children-Revised
Manual (WICS-R). New York: Psychological Corporation, 1974.

Woodcock RW, Johnson MB. Woodcock-Johnson Psychoeducational
Battery. Bingham, MA: Teaching Resources Corporation, 1977.
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Fig. E-1. Girls: birth to 36 months, length and weight. (Adapted from
PVV Hamill, TA Drizd, CL Johnson et al. Physical growth: National

Center for Health Statistics percentiles. Am o Clin Nutr 32:607, 1979.)
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Fig. E-2. Girls: birth to 36 months, head circumference. (Adapted from
PVV Hamill, TA Drizd, CL Johnson et al. Physical growth: National
Center for Health Statistics percentiles. Am J Clin Nutr 32:607, 1979.)
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Fig. E-4, Boys: birth to 36 months, length and weight. (Adapted from
PVV Hamill, TA Drizd, CL Johnson et al. Physical growth: National
Center for Health Statistics percentiles. Am J Clin Nutr 32:607, 1979.)
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Appendix F. Blood Pressure Norms
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Appendix G. Tanner Stages
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Appendix H. Sequence of Sexual Maturity —
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Fig. H-1, Sequence of events at ‘n ol bottom):
puberty in girls (top) and boys (b0

trom WA Marshall, JM Tanner. Variations in the patterns of puberta

anges in boys. Arch Dis Child 45:22, 1970. Reproduced by permissio™



Appendix 1. Denver Developmental Screening Test-I1

335

—

Appendix |. Denver Developmental
Screening Test-l
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Fig. I-1. Denver Developmental Screening Test-II. (From WK .
Frankenberg, J Dodds, P Archer et al. The Denver II: A major revision
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Index

Abdomen
chronic pain of, 136

etiology of, 136, 137
history of, 136
physical examination for,
136-137
red lags suggesting organic eti-
ology in, 136, 137t
treatment of, 137-138
of newborn, 18
trauma to from physical abuse, 228
in well-child examination, 16
Abstinence, 187
Abuse, 227. See also Physical abuse;
Sexual abuse
Acetaminophen
dosage guidelines for, 305
for earache, 252
for fever, 254
for headache, 207-210
for pain, 253-254
for sore throat and mouth, 251
for vaso-occlusive sickle episode,
221
Acetazolamide (Diamox), 210
Achievement testing, 296
Acquired immunodeficiency syndrome
(AIDS), 255
Acute chest syndrome, 222
Acyclovir (Zovirax)
dosage guidelines for, 305
for genital herpes simplex virus,
159
Adenovirus
in bronchiolitis, 120
in pertussis, 125
in pneumonia, 127
Adolescent
anticipatory guidance for, 42
in early adolescence, 56-58
in late adolescence, 59-60
in middle adolescence, 58-59
chlamydial infection in, 157
extracurricular activities of, 12
gonococcal infection in, 156-157
interview of, 11-12
nutritional requirements for, 36
physical examination of, 19-20
school behavior of, 12
sexual behavior of, 11-12, 185-190
social and emotional aspects of, 56
STDs in, 185-186
syphilis in, 158
Adrenarche
precocious, 167
premature, with increased ACTH,
182
Adrenocorticotropic hormone excess,
182
Aeromonas infections, 133, 135
Affect, 17

Affricate phonemes, 66
Age, caloric intake requirements and,
37t
Albuterol (Proventil, Ventolin), 305
Allen cards, 22
Allergy
In conjunctivitis, 109
food, 38-39
history
in comprehensive pediatric inter-
view, 10
in ill-visit interview, 12
Alopecia, with tinea capitis, 92
Alstrom’s syndrome, 181
Amantidine (Symmetrel), 306
Amblyopia, 22
Aminoglycoside interactions, 246, 248
Aminophylline (Somophylline), 306
Amitriptyline, 200t, 210
Amoxicillin (Amoxil)
for chlamydial infection, 157
cosl of, 246
dosage guidelines for, 306
internctions of, 246
for otitis media, 98, 245
pediatric doses of, 247t
for pneumonia, 128
resistance to, 98
for sinusitis, 101, 102
Amoxicillin-clavulanate (Augmentin)
adverse reactions of, 248
dosage guidelines for, 306
for impetigo, 85
for otitis media, 99, 245
pediatric doses of, 247t
for sinusitis, 101
for skin infections, 245
Ampicillin
absorption of with food, 246
for gastroenteritis, 134
for pneumonia, 129
Anal examination, well-child, 17
Analgesia, patient-controlled, 221
Analgesics. See also specific drugs
for headache, 207-210
topical, for sore throat and mouth,
251
Anemia
iron deliciency, 217
screening for, 22
sickle cell, 221-224
Antibiotics. See also specific drugs
absorption of with food, 246
adverse reactions of, 248
antistaphylococcal, 87
broad spectrum, 245
for bullous impetigo of diaper area,
86
choice of, 245
cost of, 246
dose of, 248
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Antibiotics—continued
drug interactions of, 246
frequency of administration of|
245-246
for gastroenteritis, 134-135
pediatric doses of, 247t
physiologic interactions of,
246, 248
for pneumonia
inpatient, 129
outpatient, 128
prophylactic, for urinary tract
infections, 155
refrigeration requirement for, 246
for sinusitis, 102
taste of, 245
for urinary tract infections, 154
Anticholinergics, 252
Anticipatory guidance, 41
at 2 months, 4647
at 4 months, 47
at 6 months, 4748
at 9 months, 48-49
at 12 months, 49-50
at 15 months, 50-51
at 18 months, 51-52
at 2 weeks, 45-46
at 2 years, 52-53
at 3 years, 53-54
at 4 years, 54-55
at 5 years, 55
at 6-7 years, 55-56
for adolescent
early, 56-58
late, 59-60
middle, 58-59
components of, 42-43
for infant oral health, 62-63
for newborn, 44-45
in prenatal visit, 43—44
principles of, 41-42
for school-age children, 271
timing of, 42
for well child, 6-7
Antifungal agents, 85-86
Antihistamines
for allergic conjunctivitis, 109
for common cold, 105
for nausea and vomiting, 252
Antimicrobial drugs, 313
Antiparasitic drugs, 314-316
Antipyretics, 254

Antiretroviral chemotherapy, 258-259

Apgar scores, 256
Arrhythmia, headache with, 203
Arterial pulses, 16
Articulation
definition of, 64
development of
from 6-12 months, 65-66
from 12 months-3 years, 66
from 3-6 years, 66
from birth to 6 months, 64-65

referral guidelines for, 66
errors in, 66 ‘

Aspirin
contraindication for, 253-254
dosage guidelines for, 306
for pain, 253-254
Assessment, well-child, 6
Asthma, 117
crisis management for, 118
history of, 117
outpatient management of, 118
chronic mild, 118-119
chronic moderate, 119
chronic severe, 119
exercise-induced, 119
physical examination for, 117-118
precipitating factors in, 117
Asymmetric tonic neck reflex, 73-74
Atherosclerosis, prevention of, 37-38
Atopic dermatitis. See Dermatitis;
Eczema
Attention deficit hyperactivity disor.
der, 295
conditions accompanying, 296
criteria for, 296
definition of, 295-296
differential diagnosis of, 296
evaluation of, 296
treatment of, 296-298
Auditory acuity testing, 22-23
Auditory brain stem response (ABR),
22
Autonomy, adolescent, 11
Azithromycin
for chlamydial infection, 157
for STD prophylaxis, 234

Babbling, 65-66, 68
Babinski reflex, 19
Baby, preparing older child for, 292
Backward parachute reflex, 77, 78
Bacteremia, occult, 243
Bacteria
in conjunctivitis, 107-108
in gastroenteritis, 133, 134-135
in pneumonia, 127
Bacterial infections
serious (SBls), 241
high-risk group for, 243
low-risk criteria for, 242-243
in young infants, 242
tracheitis differentiated from croup,
123
Bardet-Biedl syndrome, 181
Barlow test, 196, 197f 2
Bayley Scales of Infant Development, 7
Beclomethasone (Vanceril, Beclovent),
306
Bed, not staying in, 275-276
Bedtime
behavior at
at 6-18 months, 273-275
in newborns, 273
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in school-age children,
276-277
in toddlers and preschoolers,
275-276
consistent routine at, 274
fears at, 276-277
resisting, 275, 277
Behavior
at 4 months, 47
at 6 months, 48
at 9 months, 49
at 12 months, 50
at 15 months, 51
at 18 months, 52
al 2 weeks, 46
at 2 years, 53
at 3 years, 53-54
at 4 years, b4
at 5 years, 55
at 6-10 years, 56
anticipatory guidance for, 43
bedtime, 273-277
consequence of, 264-265
examples for, 265
issues of in comprehensive pediatric
interview, 11
management of
goals of, 263-264
positive, 266
principles of, 264-265
mealtime, 278-280
in mental status examination, 17
modification of, for obesity, 183
in newborn, 45
parents’ actions and, 265
rating scales for, 296
in relationships, 265
Behavior problems
barriers to uncovering, 263
context of, 264
early detection of, 264
eliciting concerns about, 263
management of, 264-271
goals for, 263-264
prevention of, 263
school-related, 281-286
solving, 266
time-outs and, 267-268
Behavioral examination, newborn,
18
Benzathine penicillin G
dosage guidelines for, 310
for pharyngitis, 103
for syphilis, 158
Benzocaine
for earache, 251
for sore throat and mouth, 251
Beta,-agonist, 119, 121
Beta-blockers, 210
Bilirubin, total serum level, 143
Birth control. See Contraception; spe-
cific methods
Birth cries, 64

Birth history
in failure to thrive, 176
past, 9
Bisacodyl (Dulcolax), 253
dosage guidelines for, 306
Bismuth subsalicylate, 252
Bites
animal, 228
human, 228-229
Bladder exercises, 151-152
Blood
analysis in well-child screening, 6
lead concentrations in, 23
Blood pressure
norms for, 329-332
routine, 21
al 3-year visit, 19
Blount’s disease, 193
Body lal measures, 180
Body mass index (BMI), 180
Body surfoce, nomogram for estimat-
ing area of, 336
Body weight, caloric intake require-
ments and, 37t
Bone age
in delayed puberty, 168
in precocious puberty, 165
Bone pain, 221-222
Bordetella parapertussis, 125
Bordetella pertussis, 125
Bottle propping, 97
Bottle-fed infant
dental care of, 62
nutritional history of, 10
Bottle-feeding, 34
Bow legs. See Genu varum
Bowel
control of, 289-290
emptying for encopresis, 139-140
Brain growth velocity, 33
Breasl milk
iron supplements in, 37
nutritional requirements in,
33-34
protective value of, 33
water in, 36
Breast-fed infant, nutritional history
of, 10
Breast-feeding
dental care and, 62
jaundice associated with, 144
nutritional requirements with, 33-34
Breast(s)
development of
in childhood, 166
in infancy, 166
misconceptions about, 164
examination of, 20
of newborn, 18
in well-child examination, 16
Breath-holding spells, 287
Breech position, congenital hip dislo-
cation with, 196
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Bronchiolitis, 120

clinical course of, 120

diagnosis of, 121

etiology and pathophysiology of, 120

evaluation of, 120

prevention of, 121-122

treatment of, 121
Bronchodilator

for bronchiolitis, 121

for pneumonia, 128, 129
Bruises

accidental, 227-228

color of healing, 229t

from physical abuse, 227-228
Bullous impetigo, 87

of diaper area, 85, 86
Burn

from physical abuse, 228

third-degree, length of time to

cause, 229t

Caloric intake
excess, 38
increased growth rate with,
172-173
inadequate, failure to thrive with,
175
Caloric loss, excessive, 175
Caloric requirements
by age, body weight, sex, 37t
in failure to thrive, 178
increased, 175
Campylobacter gastroenteritis, 133,
134-135
Candida albicans diaper dermatitis, 85
Carbamazepine (Tegretol), 306
Cardiovascular system
abnormalities with obesity, 181
in well-child examination, 16
CBC, 217
CD4 count
in HIV-positive mother, 255
in infant of HIV-positive mother,
259
Cefaclor (Ceclor)
adverse reactions of, 248
dosage guidelines for, 306
for nonbullous impetigo, 85
for otitis media, 99, 245
pediatric doses of, 247t
for skin infections, 245
Cefadroxil (Duracef), 306
Cefixime (Suprax)
dosage guidelines for, 307
frequency of administration of, 246
for gonorrhea, 156, 157
for otitis media, 99, 245
Cefotaxime v
for gonococcal conjunctivitis, 107
for gonorrhea, 156
Cefoxitin, 159
Cefpodoxime (Vantin)
for nonbullous impetigo, 86

for otitis mecﬁm

pediatric doses of; 247t
for skin infections, 245
Cefprozil (Cefzil)
dosage guidelines for, 307
for nonbullous impetigo, 85
for otitis media, 99, 245
pediatric doses of, 247¢
for skin infections, 245
Ceftriaxone (Rocephin)
for gonococcal conjunctjy
for gonorrhea, 156, 157
for otitis media, 99
for PID, 159
for STD prophylaxis, 234
Cefuroxime, 129
Cefuroxime axetil (Ceftin)
dosage guidelines for, 307
for otitis media, 245
pediatric doses of, 247t
for sinusitis, 101-102
Cellulitis, facial, 112
Central nervous system event, 222
Cephalexin (Keflex)
dosage guidelines for, 307
for nonbullous impetigo, 85
pediatric doses of, 247t
for skin infections, 245
Cephalosporins
absorption of with food, 246
for bullous impetigo of diaper area
86
interactions of, 248
taste of, 245
Cereal, in first year, 34
Cerebrospinal fluid pressure, 210
Cervical cap, 189
Chelation therapy, 220
Chemoprophylaxis, 155
Chemotherapy, antiretroviral, 258-259
Chest x-ray, 120
Chief complaint, 12
Child abuse. See Physical abuse;
Sexual abuse
Child Development Inventory, 281
Child protective services (CPS)
reporting physical abuse to, 230
reporting sexual abuse to, 231
Chlamydia pneumonia, 127, 128
Chlamydia trachomatis
antimicrobial drugs for, 313
in neonatal conjunctivitis, 107
in pertussis, 125
Chlamydial infection
in adolescents, 157
in children, 157
Chloramphenicol interactions, 246,
248
Chlorpromazine (Thorazine), 208t,
210
Cholesterol
dietary intake of, 38
screening for, 37-38

itis, 107



Index 343

ke =
serum level in well-child care, 22
Choral hydrate, 307
Chronic illness, 172
Cigarelte burn, 228 )
Cipruﬂnxacin. 156, 157
Cleft palate, 97
Clindamycin (Cleocin)
dosage guidelines for, 307
interactions of, 246
pediatric doses of, 247t
for P1D, 159
storage of, 246
Clotrimazole (Lotrimin, Mycelex),
307
Cloxacillin (Tegopen)
absorption of with food, 246
for nonbullous impeligo, 85
for skin infections, 245
Codeine
in cough suppressants, 250
dosage guidelines for, 307
for earache, 252
Cognitive development tests, 71-72
Cognitive function, 17
Cohen's syndrome, 181
Coitus interruptus, 190
Cold, common, 105
diagnosis of, 105
treatment of, 105
Colic
bedtime behavior and, 273
infantile, 145
definition of, 145
evaluation and treatment of,
146-147
natural history of, 146
Colonic evacuation, 139-140
Comprehensive pediatric interview, 9
allergy history in, 10
developmental history in, 10
family history in, 10-11
history of present illness in, 9
immunization history in, 10
medication history in, 10
nutritional history in, 10
past medical history in, 9-10
review of systems in, 11
social and environmental history in,
11
Computed tomographic scanning
for febrile seizures, 212
for headache, 205-206
Condom, 188-189
Confidentiality, 236
of adolescent interview, 11
heightened, 237
justified infringements to, 236
Congenital syndromes, 21, 174
Congestion, 250-251
Conjunctiva infections, 107-109
Conjunctivitis
allergic, 109
chemical, 107

Chlamydia trachomatis, 107
gonococcal, 107
herpes simplex, 108
infectious, 108
Connor Parent Symptom
Questionnaire, 300
Connors Teacher Rating Scale, 296,
2971
for school failure evaluation, 300
Constipation
with chronic abdominal pain, 138
symplomatic therapy for, 253
Constitutional growth delay, 172
Contraceplion
chemical, 189
evaluation for, 185-187
laboratory tests for, 187
mechanical barrier, 188-190
medical and gynecologic history for,

186
methods of, 187-190
oral, 187-188

contraindications for, 186t
physical examination for, 187
primary care physician's role in,
185
Conversation, social rules of, 69
Cooing, 65
Cool mist humidifier, 251
[or croup, 123
Corynebacterium xerosts, 107
Cough
suppressants of, 250
symptomatic therapy for, 250
Cranial nerves
examination in well-child visit, 17
neuropathies of in pseudotumor
cerebri, 210
Cromolyn sodium, 109, 119
Croup, 123
membranous, 123
score, 124t
treatment of, 123-124
Crying
avoidable causes of, 146
at bedtime, 274
primary excessive, 145
Current medications, 12
Cushingoid features, 167
Cushing's syndrome, 181
Cyproheptadine (Periactin), 209t, 210
Cytomegalovirus infection
congenital, 174
in infant of HIV-positive mother,
258
David Decides about Thumbsucking
(Heitler), 63
Decongestants
for allergic conjunctivitis, 109
for common cold, 105
oral, 250-251
topical, 250
Defecation retraining, 140
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Dehydration, physical signs of, 134t
Demerol, 222
Dental care, infant, 61-63
Dental caries, 111-112
in infant, 61-62
Dental history, infant, 61
Dental oral trauma, 112
Dental plaque, infant, 61
Dentist, first visit to, 61, 63
Denver Developmental Screening Test
(DDST), 23, 71, 335
Dermatitis
atopic, 83-84
diaper, 85
treatment of, 85-86
moderate irritant, 85
severe irritant, 85-86
Dermatologic disorders, 83-93. See
also specific conditions
Desitin, 85-86
Desmopressin, 152
Development
at 2 months, 46
at 4 months, 47
at 6 months, 48
at 9 months, 48
at 12 months, 49
at 15 months, 50
at 18 months, 51
at 2 weeks, 45
at 2 years, 52
at 3 years, 53
at 4 years, 54
at 5 years, 55
at 6-10 years, 55
delays in
global, 72
identification of, 71
screening for, 23
in early adolescence, 56-57
monitoring for infant of HIV-posi-
tive mother, 258
motor and cognitive, 71-78
of newborn, 44
normal, anticipatory guidance for, 41
screening tests in well-child care,
23
stages of, anticipatory guidance for,
42
Developmental history, 10
Developmental milestones
in failure to thrive, 176
normal, 71
Dexamethasone, 123
Dextroamphetamine (Dexedrine)
for attention deficit disorder,
296-298
dosage guidelines for, 307
DHEAS level, 167
Diabetes
chemical, obesity and, 182
insulin-dependent mellitus
inadequate caloric use in, 175

Diaper dEITnﬂl;ith,BS\

chaling, 85
treatment of, 85-8g
Diaphragm, 189
Diarrhea, 252-253
Diazepam, 214
Dicloxacillin (Pathocil)
absorption of with food, 246
for nonbullous impetigg 85
for skin infections, 245 '
Didanosine, 258-259
Diet
for constipation, 253
in failure to thrive, 177
for obesity, 181, 182, 183
special concerns in, 37-39
vegetarian, 39
Dietary counsel, for failure to
178
Diethylcarbamazine (Hetrazan) 315
Differential attention, 265
Dimercaptosuccinic acid (DMSA) scan.
ning, 155
Diphenhydramine (Benadryl)
dosage guidelines for, 307
for sore throat and mouth, 251
Diphenoxylate-atropine interactions,
246
Diphtheria immunization, 6
Diplopia, 203
Discipline
at 4 months, 47
at 6 months, 48
at 9 months, 49
at 12 months, 50
at 15 months, 51
at 18 months, 52
at 2 weeks, 46
at 2 years, 53
at 3 years, 53-54
at 4 years, 54
at 5 years, 55
at 6-10 years, 56
age and, 265-266
anticipatory guidance for, 43
for behavior problems, 265-271
definition of, 265
developmentally targeted, 266
of newborn, 45
techniques of, 266
time-outs in, 266-268 .
Disciplining guidelines, by age of child,
268-270
Dislocation, congenital hip, 196-198
Docusate (Colace)
for constipation, 253
dosage guidelines for, 307
Down's syndrome
differentiation from failure to
thrive, 174
otitis media and, 97
Doxycycline (Vibramycin)
for chlamydial infection, 157

thrive,
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ST o
dosage guidelines for, 308 Environment
for PID, 159 awareness of, 67

for STD prophylaxis, 234
for syphilis, 158
Drugs, dosage guidelines for,
305-316
DTaP vaccine, 29
DTP vaccination
common side effects of, 26-29
false contraindications to, 28t
with Hib conjugate vaccine, 30
recommended schedule for healthy
infants and children, 261, 27t,
28t

Earache, 251-252
Ears
disease of. See specific disorders
of newborn, 18
in well-child examination, 15
Eating
behavior, 278
in school-age children, 279-280
in toddler and preschooler,
278-279
patterns of
establishment of, 36
psychosocial-developmental
issues relating lo, 42
Eczema
description of, 83
treatment for, 83-84
Electroencephalography
for febrile seizures, 212
for headache, 206
Electrolytes
replacement in gastroenteritis,
133-134
with sports activities, 39
Elimite (Permethrin), 314
Emancipated minors, 237
Emergency treatment, informed con-
sent and, 235
Emotional development, 56
Encopresis, 139
history of, 139
physical examination for, 139
treatment of, 139-140
Endocrine disorders, 163-190. See also
specific conditions
increased growth rate with, 173
obesity and, 182
in poor growth, 172
Energy homeostasis, 181
Enterobacter infection, urinary tract,
153
Enuresis
alarm, 152
nocturnal, primary, 151
history of, 151
physical examination and labora-
tory evaluation of, 151
treatment of, 151-152

hazards of, 42-43
in obesity, 181
Epiglottitis, 123
Epilepsy
with febrile seizures, 213
triggered by fever, 212
Epstein’s pearls, 110
Erythromycin estolate (Ilosone), 245
adverse reactions of, 248
for impetigo of diaper area, 86
for chlamydial infection, 157
for conjunctivitis, 107, 108
dosage guidelines for, 308
for eczema, 83
for gastroenteritis, 134-135
interactions of, 246, 248
for nonbullous impetigo, 87
pediatric doses of, 247t
for pertussis, 126
[or pharyngitis, 104
for pneumonia, 128, 129
for STD prophylaxis, 234
Erylthromycin ethylsuccinate
for chlamydial infection, 157
dosage guidelines for, 308
pediatric doses of, 247t
Erythromycin-sulfisoxazole (Pediazole)
dosage guidelines for, 310
for otitis media, 98, 245
for sinusitis, 101
Escherichia coli
fever with, 241
in urinary tract infections, 153
Ethical issues, outpatient, 235-237
Ethics, definition of, 235
Ethnic background, 97
Ethosuximide (Zarontin), 308
Exchange transfusion
for hyperbilirubinemia in term
infant, 143
iron deficiency and, 217
Exercise
asthma with, 119
nutritional requirements and, 39
obesity and, 181, 183
poor growth with, 172
Expectorants, 250
Exposures, 12
Extracurricular activities, 12
Extremities, 16
Eyes
disease of. See specific disorders
infections of, 107-109
of newborn, 18

Face, examination of, 15

Facial cellulitis, 112

Facial expression, 67

Failure to thrive, 174
biologic conditions causing, 175
clinical assessment of, 176-178
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Failure to thrive—continued
differential diagnosis of, 174
environmental factors in, 175-176
growth deficiency in, 174
laboratory evaluation for, 177-178
management of, 178-179
pathogenesis of, 174-175
physical examination for, 177
prevention of, 179
risk factors [or, 1756-176

Family
[inances of, 11
support of

for failure to thrive, 178
for obesity, 183-184
Family history
in comprehensive pediatric inter-
view, 10-11
in failure to thrive, 177
Fasting lipid profile, 22
Fat requirements, 38
Fatty acid requirements, 38
Fear
ahout school, 284
at bedtime, 276-277
Febrile seizures, 212
classification of, 212
evaluation of, 212
management of, 213-214
natural history of, 212-213
outcome in, 214
Fecal impaction, 139
Fecal soiling. See Encopresis
Feeding behavior
abnormal, in flailure to thrive,
175-176
assessment of, 176
warning signs for problems with, 179
Feeding guidelines, first year of life,
35t
Feeding practices
anticipatory guidance for infants,
62
in infant dental health, 61
Femoral anteversion, 201-202
positions exacerbating, 202f

Ferritin levels, 22
in iron deficiency, 217, 218t

Fetal alcohol syndrome, 174

Fever
clinical assessment and manage-

ment of
in infants 3-36 months, 243-244
in infants less than 3 months,
242-243
epidemiology of, 241
etiology of, 241-242
management strategies for, 241
in sickle cell anemia, 223-224
symptomatic therapy for, 254

Fiber

for constipation, 253

dietary, 38

Fifteen- and 18-month and 2-yeq, Via
its, 19 >
First Amendment, 236
Fluconazole (Dillucan), 308
Fluid
replacement in gastroenteritis
133-134
requirements with sports activitieg
39 '
Fluoride (Luride)
anticipatory guidance for infants
62-63
dosage guidelines for, 308
in infant dental health, 61
recommended daily intake in
infants, 62t
supplement of, 37
Fluorosis, 111
Follicle-stimulating hormone
in delayed puberly, 168
in precocious puberty, 165
Follow-up, well-child, 7
Fontanelle
anlerior, at 4 months, 19
examination at 4-month visit, 19
Food
allergies to, 38-39
antibiotic absorption with, 246
choice of, 279
jags, 278
junk, 279
solid, 34-36
Forensics, 232
Four-, 5-, and 6-year-old visits, 19
Fracture
mandibular, 113
from physical abuse, 228
Fricatives, 66
Fruits, 34
Frustration, 287
Fungal infection
in conjunctivitis, 107
in pneumonia, 127, 128
of scalp, 92-93
Furazolidone (Furoxone)
dosage guidelines for, 314
interactions of, 246
Furosemide (Lasix), 210
Fussiness, 145-147

Galactosemia screening, 21
Gamma benzene hexachloride
(Lindane, Kwell), 308
Gamma globulin product, 24
Gardnerella vaginalis, 159
Gastroenteritis
acute
etiology of, 133
evaluation of, 133
treatment of, 133-134
bacterial, 134-135
Gastrointestinal tract disorders,
133-147
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Gender, caloric intake requirements normal, 170-171
and, 37t slow down in, 170

Generic medication, 250
Genetic disorders screening, 21
Genetics, in obesity, 181
Genital examination, well-child, 16
Genitalia
abnormalities in urinary tract
infections, 153
determining sexual development
stage from, 20
examination for sexual abuse,
232-234
of newborn, 18
Genitourinary tract disorders,
151-159. See also specific
disorders
Gentamicin
for conjunctivitis, 108
for PID, 159
for pneumonia, 129
Genu valgum, 193, 194f, 195f
Genu varum, 193
Gesell Developmental Schedule,
12
Gestures, 67
Gingivostomatitis, acule herpetic,
113
Going to the Potly, 290
Gonadal failure, delayed puberty, 167,
168
Gonadotropin
in delayed puberty, 168
in precocious puberty, 165
Gonococeal infections
disseminated, 156-157
uncomplicated, 156
Gonorrhea
antimicrobial drugs for, 313
in children, 157
disseminated, 156-157
uncomplicated, 156
Grease burn, 228
Griseofulvin (Grifulvin V), 92
dosage guidelines for, 308
Interactions of, 246
storage of, 246
for tinea capitis, 92-93
Growth
abnormal linear, 170-173
abnormal rate of, 171
assessment of, 33, 170-173
catch-up, 170
charting and interpreting data on,
170
disorders of, 163-190. See also
specific conditions
monitoring in infant of HIV-positive
mother, 257-258
rate of
decreased, 171-172
in delayed puberty, 168-169
increased, 171, 172-173

spurt, 170
Growth charts
for boys, 325-327
for girls, 322-324
for premature infants, 328
Growth factors, 172
Growth failure
classification of, 175t
differential diagnosis of, 174
with failure to thrive, 174-179
Gums, 62
Gynecomastia
definition of, 163
physiologic pubertal, 164

Haemophilus conjunctivitis, neonatal,
107
Haemophilus influenzae
in conjunctivitis, 107-108
in otitis media, 98
In sinusilis, 101, 102
Lype B
in croup, 123
fever with, 241-242
immunization for, 6, 30
vaccine for, 243
Handwashing
to prevent bronchiolitis,
121-122
to prevent conjunctivitis, 109
Hazards, environmental, 42-43
Hb S-B thalassemia, 224
Hb SS, 224
Hg-blnckers, 138
Head
circumference of, 33
injury from physical abuse, 229
lice of, 89
of newborn, 18
in space reflex, 75
in well-child examination, 15
Headache
characteristics of, 204t
diary, 207
history of, 203-204
incidence of, 203
laboratory studies for, 205-206
migraine, 204, 206-207
neurologic examination for, 205
past medical history with,
204-205
pharmacotherapy for
abortive, 207-210
prophylactic, 210
physical examination for, 205
in pseudotumor cerebri, 210
referral for, 210-211
tension-type, 207

Health care coverage, family, 11
Health care providers, ethical issues

for, 235-237
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Health habits

in early adolescence, 57
in late adolescence, 59
in middle adolescence, 58
Health maintenance examination
schedule, 8
Health maintenance supervision
anticipatory guidance in, 41-60
screening tests in, 21-23
Hearing testing in well-child care,
22-23
Heart
of newborn, 18
in well-child examination, 16
Heat stroke, 254
HEENT disorders, 97-113
Height, 171
Helicobacter pylori disease
chronic abdominal pain with, 137
treatment of, 138
Hematologic disorders, 217-224. See
also specific disorders
Hematoma, eruption, 110-111
Hemoglobin, in iron deficiency, 217,
218t
Hemoglobin S
heterozygous, 223
homozygous, 223
Hemoglobin SC, 223
Hemoglobinopathy screening, 21
Hemorrhage, perinatal, 217
Hepatitis B vaccination, 6
common side effects of, 30-31
recommended doses of, 31t

recommended schedule for healthy
infants and children, 26t, 27t,

28t
Herpangina, 103
Herpes simplex virus
genital, 159
in gingivostomatitis, 113
Hib conjugate vaccines, 30, 31t
Hib vaccination, recommended
schedule, 26t, 27t, 28t
Hip
dislocation of, congenital, 196
confirmation and treatment of,
196-198
diagnosis of, 196
examination at 2-month visit, 19
instability of, 196-198
splinting or bracing of, 198
Hirschsprung’s disease, 139
History
adolescent interview in, 11-12
comprehensive pediatric interview
in, 9-11
goals of, 8
ill-visit, 12
nutritional assessment in, 33
prenatal interview in, 8-9
at routine well-child visit, 5
HIV culture, 255

HIV infection. See Hum
ficiency virus
HIV serology, 255, 256
for infant of HIV-
HIV team, 257
HIV-positive mother, m T
born to, 255-2§;ag1ng infapy
Holophrastic words, 68
Home remedies
for constipation, 253
for diarrhea, 252-253
for nausea and vomiting, 259
for pain, 254
for sore throat and mouth, 251
Home visit, postdischarge, 5-6
Homework, problems with, 282-983
Homocystinuria screening, 21
Hormonal levels, 168. See also Sex
steroid levels: specifi
Hospital procedure, 8 e cgent
Hospitalization
for croup, 123-124
for lailure to thrive, 178-179
for pertussis, 126
for pneumonia, 128
Human bites, 228-229
Human immunodeliciency virus
symptoms of, 255
testing for, 159
transmission mode of, 255
Human parvovirus infection, 223
Hydration
for eczema, 83-84
for pneumonia, 129
Hydrocodone, 250
Hydrocortisone, 83
Hydromorphone (Dilaudid)
for pain, 254
for vaso-occlusive sickle episode,
221, 222
Hydroxyzine (Atarax, Vistaril), 308
Hyperactivity, 295-298
Hyperbilirubinemia
classification of, 142
criteria for investigation of, 142-143
direct, 144
history of, 142
indirect, 143-144
physical examination for, 142
in term infant, 142-144
treatment of, 143, 144
Hypercortisolism, 181
Hyperinsulinemia, 182
Hyperinsulinism, 181
Hypertension
obesity and, 181
screening tests for, 21 .
Hypogonadotropic hypogonadism,
168
Hypothyroidism
congenital, screening for in
newborn, 21
obesity with, 181

an immuﬂﬂde-

poﬁiti‘-"ﬂ m{]th
er, 256

16?!
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[buprofen (Advil)
dosage guidelines for, 308
for earache, 252
for fever, 254
for headache, 207-210
for pain, 254
for sore throat and mouth, 251
[GF-binding proteins, 172
[1l-child visit
[or behavioral problem, 263-301
history in, 12
for medical problem, 83-259
I'm a Big Kid Now (Rogers), 290
Imipramine (Tofranil)
dosage guidelines for, 308
for nocturnal enuresis, 152
Immunization. See also Vaccines:;
spectfic lypes
active, 24
common side elfects and special
considerations in, 26-32
contraindications Lo, 25
government regulation of, 6
for infant of HIV-positive mother,
266-257
lapsed, 24
misconceptions about, 26
patient education on, 25
for pertussis, 126
for premature infants, 24
principles of, 24-25
religious exemption for, 236
requirements for, 3
" routine childhood, 24
in those not up-to-date, 25-26
uncertain status of, 24
for well-child, 6
Immunization history
in comprehensive pediatric
interview, 10
in ill-visit interview, 12
[Immunoglobulin, 32
Impetigo
bullous, 87
of diaper area, 85, 86
nonbullous, 87
Incontinence, urinary, 151-152. See
also Enuresis
Independence, 56
Infant
approach to physical examination
of, 14-15
bedtime behavior in, 273-275
colic in, 145-147
conjunctivitis in, 108-109
dental care for, 61-63
anticipatory guidance for, 62-63
dental history of, 61
evaluating fever in, 241-244
hyperbilirubinemia in, 142-144
language development in, 67-69
oral examination for, 61-62
primitive reflexes in, 72-78

shifting growth in, 170
temper tantrums in, 287
Infant formula
changing for colicky baby, 147
composition of, 317-318
cow's milk, 97
for infant of HIV-positive mother,
257-258
iron supplements in, 37
nutritional requirements in, 33-34
water in, 36
Infections
in conjunctivitis, 108
of eczema, 83
headache with, 203-204
with sickle cell anemia, 223-224
Inflammation, eczema, 83
Influenza virus
immunization for infant of HIV-
positive mother, 257
In pneumonia, 127
in sinusitis, 101
Informed consent
exemptions to, 235
process of, 235
Injury, from physical abuse, 227-229
Insulin growth factor I, 172
Intake visit, 4
Intelligence development, 71-72
Interim history, 9
Internal tibial torsion, 199-201
positions exacerbating, 202f
Intoeing, 199
femoral anteversion in, 201-202
internal tibial torsion in, 199-201
metatarsus adductus with, 199
physical examination for, 199
position for physical examination
for, 200f
Intravenous gamma globulin, 258
Iodoquinol (Yodoxin), 314
1Q testing, 296
Iron
deficiency of, 217
diagnosis of, 217
pathogenesis of, 217
prevention and treatment of, 217
screening for, 22
signs and symptoms of, 217
stages of, 217
dosage guidelines for, 309
stores of, 217
supplement of| 37
in first year, 36
Iron sulfate, 217-218
Isoniazid (INH), 309
Itch, 83

Jargon, 66, 68
Jaundice
with breast-feeding, 144
in hyperbilirubinemia in term
infant, 142-144
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Jaundice—continued
physiologic of newborn, 143

Jenner, Edward, 24

Jugular veins, 16

Ketoconazole (Nizoral), 309
Ketorolac, 221
Klebsiella urinary tract infections, 153
Knock knees. See Genu valgum
Korotko(I's sound, fourth, 21
Kwell lotion. See also Lindane (Kwell)
for pubic lice, 90
for scabies, 91
Kwell Shampoo, 89

Laboratory tests
for delayed puberty, 168
for headache, 205-206
for infant of HIV-positive mother, 256
for urinary tract infections, 153-154
Lactation, dietary needs during, 34
Lactobactllus infection, 159
Lacto-ovo-vegetarianism, 39
Lacto-vegetarian, 39
Lactulose (Cephulac)
for constipation, 253
dosage guidelines for, 309
for encopresis, 140
Lamivudine, 258-259
Language. See also Speech
delinition of, 64
delays in, audiology referrals for,
22-23
development of, 269
2-6 months, 66
6-12 months, 66-68
12-18 months, 68
18-24 months, 68-69
2-3 years, 69
3-6 years, 69
in newborns, 66
referral guidelines for, 69
early intervention for problems
with, 70
expressive, 64, 67
milestones in development of, 65t
normal development of, 64-70
in preventing behavior problems,
270
receptive, 64
Laryngotracheobronchitis, acute viral,
123-124
Law, obligation to obey, 236
Laxatives
for constipation, 253
for encopresis, 139-140
stimulant, 253
Lead poisoning
classification and recommended
action for, 219, 220t
definition of, 219
management of, 219-220
prevention of, 220

screening t"nr,zlsj\

in well-child care, 23
Leg length d_iscre;)ancy 198
Legal issues, 227-237
Length measurement, 179
Lice
head, 89
pubic, 89
Lidocaine, 251
Lifestyle, 181
Limits
consistent, 270
setting of, 43
Lindane (Kwell). See alsq Kwell Joy;
dosage guidelines for, 314-315 =
for Pediculosts capitis, 89
for scabies, 91
Lingual frenum, 110
Liquid diet, 252-253
Listeria monocytogenes, 241-249
Loracarbef (Lorabid)
dosage guidelines for, 309
frequency of administration of 248
for impetigo, 85 ‘
for otitis media, 99, 245
pediatric doses of, 247t
for skin infections, 245
storage of, 246
Lumbar puncture, 206
Lungs
of newborn, 18
in well-child examination, 16
Luteinizing hormone
in delayed puberty, 168
in precocious puberty, 165
Luteinizing hormone-releasing hor-
mone
in delayed puberty, 168
in precocious puberty, 165
Lymphatic system, 15

Macrolide, 246
Magnesium hydroxide, 309
Magnetic resonance imaging
for febrile seizures, 212
for headache, 205-206
Malabsorption, 172
Maltsupex, 253
Mandible, fracture of, 113
Mantoux skin test, 22
Maternal history, for HIV-positive
mother, 255
McCarthy Infant Observation Scale,
244
Mealtime atmosphere, 279
Mean corpuscular volume (MCV), 22
Meat, in first year, 34-36
Mebendazole (Vermox), 314-316
Medical management, for infant of
HIV-positive mother,
257-259
Medication. See also specific agents
dosage guidelines for, 305-312

N
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headache from, 205 ‘ |
history of in comprehensive pedi-

atric interview, 10
symptomatic, 249-250. See also
Symptomatic therapy _
trade name, generic, and prescrip-
tion, 250
Medicolegal issues, 227-237
Menarche, 163
Meninglsmus, 203
Meningitis ; :
bacterial pathogens associated with,
241-242
Haemophtilus influenzae, 123
in sickle cell anemia, 223
Mental retardation, 72
Mental status examination, 17
Meperidine (Demerol), 254
Metabolic disorders screening, 21
Metaproterenol (Alupent, Metaprel), 309
Metatarsus adductus, 2000
examination at 2-month visit, 19
treatment of, 199
Methylphenidate (Ritalin)
for altention deficit disorder,
296-298
dosage guidelines for, 309
Metronidazole (Flagyl)
dosage guidelines for, 309, 314
for PID, 159
for trichomoniasis, 1568
Microsporum infection, 92-93
Migraine headache, 206-207
classification of, 207
management of, 207
pharmacotherapy for, 207-211
Migraine precipitants, 207
Mineral oil
for constipation, 253
for encopresis, 140
warm, for earache, 252
Mineral supplements, 37
Minors
emancipated, 237
mature, 237
MMR vaccination
common side effects of, 29-30
contraindications to, 30t
recommended schedule for healthy
infants and children, 26t, 27t,
28t
Mood, 17
Moraxella catarrhalis
in otitis media, 98
in sinusitis, 101, 102
Moro’s reflex, 73
Morphine
for pain, 254
for vaso-occlusive sickle episode,
221, 222
Morphine sulfate, 222
Motor development, 72
milestones for, 72

primary delays in, 72

primitive reflex in, 72-78
Motor system examination, 17
Mouth

of newborn, 18

in well-child examination, 15-16
Mumps immunization, 6
Mupirocin (Bactroban)

dosage guidelines for, 309

for nonbullous impetigo, 85
Mycobacterium avium complex, 258
Mycoplasma hominis vaginosis, 159
Mycoplasma pneumontae, 120, 127, 128

Nalfeillin
absorption of with food, 246
for pneumonia, 129
Naproxen (Naprosyn)
dosage guidelines [or, 309
for headache, 207-210
Narcotic analgesics, 254
Narcotic cough suppressants, 250
Nasal sounds, 66
Nasolacrimal duct obstruction, 108
Nuasopharyngitis, 103
Nausea and vomiting, 252
Neck
of newborn, 18
in well-child examination, 16
Neglect, risk factors for, 227
Neisseria gonorrhoeae conjunctivitis,
107
Neisseria meningitidis, 241, 242
Neomycin allergy, 32
Neonatal conjunctivitis, 107-108
Neonatal history, past, 9
Neurocardiogenic syncope, 203
Neuroimaging
for febrile seizures, 212
for headache, 205-206
Neurologic complaints, 203-211. See
also specific conditions
Neurologic examination
for headache, 205
newborn, 18
in well-child visit, 17
Neurologic referral, 210-211
Neuromusculoskeletal disorders,
193-214. See also specific
disorders
Neurosurgical consultation, 210-211
Neurosyphilis, 158
Newborn
anticipatory guidance for, 44-45
bedtime behavior in, 273
fever in, 242-243
of HIV-positive mother, 256-259
language development in, 67
metabolic disorder screening in, 21
physical examination in well-child
visit, 18
physiologic jaundice of, 143
gerious bacterial infections in, 242



352 Index

Newborn period issues, 8
Nifedipine, 223
Nine-month visit, 19
Nitrofurantoin (Furadantin,
Macrodantin)
dosage guidelines for, 309
pediatric doses of, 247t
for urinary tract infections, 155
Nontreponemal test, 157-158
Norplant, 190
Norwalk-like viruses, 133
Nose
disease of. See specific disorders
of newborn, 18
in well-child examination, 15
Nucleoside reverse transcriptase
inhibitors, 258-259
Nursing personnel, 3
Nutrition, 33
at 2 months, 46
at 4 months, 47
at 6 months, 48
at 9 months, 49
at 12 months, 49-50
at 15 months, 50
at 18 months, 51-52
at 2 weeks, 46
at 2 years, 52
at 3 years, 53
at 4 years, 54
at 5 years, 55
at 6-10 years, 56
anticipatory guidance for, 42
guidelines for first year of life, 35t
indices for obesity, 182
for infant of HIV-positive mother,
257-258
for newborn, 44-45
in poor growth, 171-172
prenatal, 44
RDAs in, 33
special dietary concerns in, 37-39
sports and, 39
with vegetarian diet, 39
Nutritional assessment, 33
Nutritional history, 10
Nutritional requirements
for adolescent, 36
first year, 33-36
with sports activities, 39
for toddler and child, 36
Nutritional supplements, 37. See also
specific nutrients
in first year, 36
Nystatin (Mycostatin), 310

Obesity
childhood
body fat measures for, 180
classification of, 180-181
consequences of, 181-182
definitions of, 180
etiology of, 181

incidence of, 150\

management of, 18
natural history of, fgiaq
outpatient approach ¢,

182-183 ’
endocrine and genetic
exogenous, IBUE ' 180.-181
morbidities associated with, 183
nutritional concerns in, 38
in school-age children, 279

Ocular infections, 107-109

OfTice policy, 8

Ofloxacin

for gonorrhea, 156
for PID, 159

Ophthalmia neonatorum, 107-108

Opiates, 252

Opportunistic infections, HIV.

258 A

Oral conditions, 110-113

Oral contraceptives

estrogen-progestogen, 187-188
progestin-only, 188
Oral examination, infant, 61-62
Oral hygiene, 62
routines in infant dental health,

61

Oral polio virus vaccination, recom-

mended schedule for, 26t, 27t

28t

Oral rehydration solution composition

319

Oral trauma, 112-113

Oral-motor dysfunction, 66

Orthopedic complaints, 193, 196-198,

199-202. See also specific

conditions
obesity and, 182

Ortolani test, 196, 197f

Osmotic laxatives, 139-140

Osteomyelitis, 223

Otitis media

acute, 97
antibiotics for, 245
diagnosis of, 97-98
epidemiology of, 97
microbiology of, 98
pathogenesis of, 97
resolution of, 99
treatment of, 98-99

symptomatic therapy for,

251-252

Outpatient care, ethical issues of,

235-237

Ovarian cysts, 165-166

Ovral tablets, 234

Oxycodone, 221

Oxygen

for bronchiolitis, 121

for croup, 123

humidified, for pneumonia, 129
Oxymetazoline, long-acting, 250

]
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L s
Pacihers, 63
Pain. See also Headache
bnnulzzl-222
chronic abdominal, 136-138
5).-mpmmnlic therapy for,
253-254
Parainfluenza virus
in pneumonia, 127
in sinusitis, 101
Parasitic infections
medication guidelines for,
314-316
in pneumonia, 127
Parenting
at 2 months, 47
al 4 months, 47
at 6 months, 48
at 9 months, 49
at 12 months, 50
at 15 months, 51
at 18 months, 52
at 2 weeks, 46
at 2 years, 53
at 3 years, b4
at 4 years, 54-55
at 5 years, b5
at 6-10 years, 56
anticipatory guidance for, 43
in early adolescence, 57-58
in late adolescence, GO
in middle adolescence, 59
of newborn, 45
prenatal issues of, 44
Parents
agenda of, 41
child behavior and, 265
concerns of in prenatal interview, 8
eliciting behavioral concerns from,
263
involvement with school, 282-283
Paroxysmal fussing, 145
Partnership, physician-parent, 41
Past medical history, 9-10
in ill-visit interview, 12
Patient
general description of in physical
examination, 15
obligation to protect, 236
Pavlik harness, 198f
Pediazole
dosage guidelines for, 310
for otitis media, 98
pediatric doses of, 247t
Pediculosis capitis
diagnosis of, 89
epidemiology of, 89
life cycle of, 89
treatment of, 89
Pedulosis pubis infestation, 90
Pelvic examination
for adolescent, 20
for contraception, 187
Pelvic inflammatory disease (PID),

159
antimicrobial drugs for, 313
Pelvic ultrasound examination,
165-166
Pemoline (Cylert), 310
Penicillin
allergy to, 104
bitter taste of, 245
for impetigo of diaper area, 86
cost of, 246
for gonococcal conjunctivitis, 107
interactions of, 246, 248
procaine for neurosyphilis, 158
for sickle cell anemia, 224
Penicillin G
absorption of with food, 246
benzathine, 103, 153, 310
for gonococcal conjunctivitis, 107
[or pneumonia, 129
procaine, dosage guidelines for, 310
for syphilis, 158
Penicillin V
pediatric doses of, 247t, 310
for pharyngitis, 103
Pentamidine, 315
Peptic acid disease, 138
Perception, 17
Perinatal history, for HIV-positive
mother, 255-256
Peripheral vascular system, 16
Permethrin (Elimite; Nix)
dosage guidelines for, 314
for Pediculosts capitis, 89
for scabies, 91
Pertussis, 125
catarrhal, 125
convalescent, 125
epidemiology of, 125
immunization for, 6
laboratory tests for, 125
paroxysmal, 125
in pneumonia, 128
treatment of, 126
Pertussis vaccine
acellular, 29
adverse events occurring after, 29t
Pharyngeal vesicles, 103
Pharyngitis, 103
diagnosis of, 103
treatment of, 103-104
Pharyngoconjunctival fever, 103
Pharynx
disease of. See specific disorders
in well-child examination, 15-16
Phenobarbital, 214
Phenol, 251
Phenolphthalein, 253
Phenothiazine
for headache, 210
for nausea and vomiting, 252
Phenylephrine (Neo-Synephrine)
for common cold, 105
short-acting, 250
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Phenylketonuria (PKU) screening, 21
Phenytoin (Dilantin), 310
Phonemes, 66
Phototherapy, 143
Phthiriasis palpebrum, 90
Phthirus pubis, 90
Physical abuse, 227,
disposition of, 230
evaluation of, 229
follow-up on, 230
history of, 227
reporting of, 230
risk factors for, 227
specific injuries from, 227-229
statistics on, 227
Physical activity, 183
Physical aggression, 269
Physical examination
approach to, 14-15
for delayed puberty, 168
for headache, 205
newborn, 18
outline of, 15-17
for pubertal development, 165
in subsequent visits, 18-20
well-child, 6
Physical training, 172
Physician
approach to physical examination,
14
in contraception, 185
eliciting behavioral concerns from
parents, 263
in school failure evaluation, 301
in well-child visit, 3
Physician-parent partnership, 41
Pica, 219
Pickwickian syndrome, 181
Pigeon toes. See Intoeing
Playing favorites, 293
Plesiomonas gastroenteritis, 133, 135
Plosives, 65-66
Preumocystis carinii pneumonia pro-
phylaxis, 257, 258
Pneumeonia
bacterial, 127
chlamydial, 128
etiology of, 127-128
hospitalization for, 128
laboratory tests for, 127
mycoplasma, 128
pertussis in, 128
physical examination for, 127
in sickle cell anemia, 223
symptoms of, 127
treatment of, 128-129
viral, 127
Poliomyelitis vaccination, 6
active and inactive, 29
common side effects of, 29
for infant of HIV-positive mother,
256-257
Polycose, 257-258

Polymerase chain rem
for HIV testing, 255 SR

for infant of HIV-posit;
ok POsitive mUthEr‘
Polymyxin (Polysporin), 108
Positive reinforcement, 265
Postdischarge visit, well-chilq 5-6
Postpartum examinati loh:
P : mination, WEU-thJJd‘
Potty training, 290
Prader-Willi syndrome, 181
Praise, 271
Prednisone
dosage guidelines for, 310
for tinea capitis, 92
Pregnancy

prophylaxis for with sexual abuse
234 :
with sexually transmitted disegse
159 ;
testing for, 187
Premature infant
growth charts for, 328
iron deficiency in, 217
vaccinations for, 24
Premature pubarche, 163
Premature thelarche, 163
Prematurity, 174
Prenatal history
for HIV-positive mother, 255
past, 9
Prenatal interview, 8-9
Prenatal visit
anticipatory guidance during,
43-44
well-child, 5
Preschoolers
bedtime behavior in, 275-276
discipline guidelines for, 268-270
eating behavior in, 278-279
Prescription medication, 250
Present illness history, 9
Priapism, 222-223
Privileges, removal of, 271
Probenecid
for neurosyphilis, 158
for PID, 159
Problem visit
behavioral, 263-301
medical, 83-259
Problems
potential health, 8
previous, 8 .
Prochlorperazine (Compazine)
dosage guidelines for, 310
for headache, 208t, 210
Promethazine (Phenergan)
dosage guidelines for, 311
for headache, 208t :
suppositories for headache, 21
Propranolol (Inderal)
dosage guidelines for, 311
for headache, 209t, 210
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Protein sources, 34-36
Proteus infection

in conjunctivitis, 107

in urinary tract infections, 153
pseudoephedrine (Sudafed), 105
Pseudomonas conjunctivitis, 107
Pseudopuberty, 163
Pseudotumor cerebri, 210
Psychiatric problems, 182
Psvchological evaluation, 296
Ps}chametric testing, 300
Psychopathology, 264
Psychosocial care, 259
Psychosocial 1ssues, 177

in obesity, 182

in prenatal interview, 8-9
Pubarche, precocious, 167
Pubertal development

assessment of variations of,

163-169
clinical stages of, 333
definitions of, 163-164

normal, 164

Puberty
central precocious, 163
delayed

assessment of, 167-168
constitutional, 168-169
delinition of, 164
misconceptions about, 164
misconceptions about, 164
normal, 164
onset of, 164
physical change sequence in, 164
precocious
assessment of, 164-166
definition of, 163
history of, 165
increased growth rate with, 173
laboratory tests for, 165
pelvic and abdominal ultrasound
for, 165-166
physical examination for, 165
Pubic hair
lice infestation of, 90
misconceptions about, 164
Public Law 1029-119, 71, 300
Pulmonary abnormalities, 181
Punishment. See also Discipline
effect of, 265
physical, 268, 269
for school-age children, 271
Purified protein derivative (PPD) test,
21-22
Pyrethrins (A-200, RID)
dosage guidelines for, 314
for Pediculosis capitis, 89

Racemic epinephrine, 123

Radiologic evaluation, urinary tract,
154-1556

Rape, statutory, 231

Rapid streptococcal artigen test, 103

RBC indices, 217
Recommended dietary allowances
(RDAs), 320-321
Rectal examination
for adolescent, 20
for sexual abuse, 234
in well-child visit, 17
Rectum, newborn, 18
Red blood cell distribution width
(RDW), 22
in iron deficiency, 218t
in iron-deficiency anemia, 217
Red blood cell indices, 22
Reflerral
for language development, 69, 70
neurologic, 210-211
for school failure evaluation, 301
for speech therapy, 66
Reflexes
examination in well-child visit,
17
primitive, 72-78
Refractive errors, 22
Rehydration
for diarrhea, 253
for gastroenteritis, 133-134
Religious exemptions, 236
Renal failure, 172
Reporting
of physical abuse, 230
of sexual abuse, 234
Respiratory isolation, 126
Respiratory syncytial virus (RSV)
in bronchiolitis, 120
In pneumonia, 127
prevention of, 121-122
Respiratory tract
lower, disorders of, 117-129
upper, infections of, 101-102. See
also specific conditions
common cold, 105
Review of systems, 11
Reye’s syndrome, 32
Rh incompatibility, 143
Rhinovirus
in bronchiolitis, 120
in pneumonia, 127
in sinusitis, 101
Rhythm method, 190
Ribavirin, 121
Rickets, 193
Rifampin (Rifadin, Rimactane)
dosage guidelines for, 311
interactions of, 246
ROS. See Review of systems
Rotavirus, 133
Routine health maintenance supervi-
sion, 3—4
Routine visit, well-child care, 4-5
Rubella immunization, 6
Rubeola immunization, 6
Rules, 269
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S e
Qabin vaccine, 29
afet.
S atyﬂ months, 46
at 4 months, 47
at 6 months, 48
at 9 months, 49
at 12 months, 50
at 15 months, 51
at 18 months, 52
at 2 weeks, 46
at 2 years, 93
at 3 years, 53
at 4 years, 94
at 5 years, 59
at 6-10 years, 96
anticipatory guidance for, 4243
in early adolescence, 57
in late adolescence, 59
in middle adolescence, 58
for newborn, 45
prenatal, 44
Saline nose drops, 251
Salmonella gastroenteritis, 133, 134
Sarcoptes scabiei, 90-91
Scabies
diagnosis of, 91
epidemiology of, 90
history of, 90
life cycle of, 90
pathogenesis of, 90
physical examination for, 90-91
treatment of, 91
Scalding injury, 228
Scalp, fungal infection of, 92-93
School
adolescent behavior in, 12
performance at, 19
in early adolescence, 57
in late adolescence, 59
in middle adolescence, 58
performance record for, 299-300
problems related to, 281-286
readiness for, 281
refusal to go to, 283-286
School bully, 284
School failure, 299
causes of, 299
evaluation for, 299-301
School-age children
bedtime behavior in, 276-277
discipline guidelines for, 271
eating behavior in, 279-280
physical examination of, 19
Screening
for cause of fever in infants, 242
cholesterol, 38

in health maintenance supervision,

21-23

for infant of HIV-positive mother,
257

for lead poisoning, 219

for school readiness, 281

for well-child, 6

Security, teaching cm

Seizures, febrile, 212975 209
Selenium sulfide (Selsun) g
Senna (Senokot), 140, 25.";‘
Sensory system examinatiop 17
Sentences, 69 '
Septic arthritis, 223
Septicemia, 223, 224
Serologic testing for syphilic o=
Sex steroid lmre%s IR 261
in delayed puberty, 168
excesslggd increased growth rate,

in precocious puberty, 165
Sexual abuse, 231
examination for, 232-234
forensic evidence of, 232
history of, 231
nocturnal enuresis and, 151
presentation of, 231
reporting of, 234
statistics on, 231
STD testing for, 234, 233f
treatment of, 234
Sexual behavior, adolescent, 11-12,
185-190
Sexual development
anticipalory guidance for, 42
in early adolescence, 56-57
Tanner stage of, 20
Sexual maturity sequence, 334
Sexuality
in early adolescence, 57
in late adolescence, 59
in middle adolescence, 58
Sexually transmitted disease. See also
specific diseases
in adolescents, 185
antimicrobial drugs for, 313
etiologies for, 156-159
history of, 185-186
in HIV-positive mother, 255
incidence of, 156
pubic lice, 90
sexual abuse and, 156
examination for, 232-234
prophylaxis for, 234
symptoms of, 1566
testing for
algorithm, 233f
in sexual abuse cases, 234
Shaken baby syndrome, 229
Shigella gastroenteritis, 133, 134
Short stature, constitutional, 174
Sibling rivalry, 292
etiology of, 292
prevention of, 292-294
Sickle cell anemia
episodes in, 221-223
infection with, 223-224
Sickle episodes ; 3
acute splenic sequestration, 22
aplastic, 223
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vaso-occlusive, 221-223
Sinusitis, 101
acute, 101-102
complications of, 102
headache with, 203
subacute and chronic, 102
Six-month visit, 19
Skeletal system
examination of in well-child wvisit,
17
of newborn, 18
Skin
dry, 83-84
infection, organisms involved in,
245
newborn, 18
superinfection of, 83
in well-child examination, 15
Skinfold thickness (SFT), 180
Sleep
al 6-18 months, 273-275
disturbance of with headache, 204
in newborns, 273
in school-age children, 276-277
in toddlers and preschoolers,
275-276
Sleep apnea, 181
Sleeping
with parents, 276
trouble with, 276
Smoking, 97
Snacks, 36
Snellen charts, 22
Social and environmental history, 11
Social development
in adolescence, 56
in early adolescence, 57
in late adolescence, 59
in middle adolescence, 58
Sodium valproate, 214
Solid foods, 34-36
Spanking, 268
Spectinomycin
for gonorrhea, 156
for STD prophylaxis, 234
Speech. See also Articulation:
Language
definition of, 64
difficult to understand, 66
milestones in development of, 65t
normal development of, 64-70
Speech-language pathologist, 70
Spermicides, 189
Spinal nerve irritation, 17
Sports activity, 39
Standing ability, 76
Stanford-Binet IV, 72
Staphylococcus aureus
fever with, 241
impetigo with, 87
in neonatal conjunctivitis, 107
in otitis media, 98
in pneumonia, 127

skin, 83
Staphylocoecus conjunctiva, 107
Stature, genetic influence on, 171
Status epilepticus, 213
Stavudine, 258-259
Steam vaporizer, 251
Steroids
for asthma, 118
for croup, 123
nonfluorinated, for diaper dermati-
tis, 86
sex, 165, 168, 173
topical
for allergic conjunctivitis, 109
for eczema, 83
for scabies, 91
Varicella vaccine and, 32
Stomatitis, 251
Stool softeners
for constipation, 253
for encopresis, 140
Streptococcus infection
fever with, 241-242
in pharyngitis, 103
Streplococcus pneumoniae, 98, 101,
102
Streptococcus pyogenes
in otitis media, 98
in sinusitis, 101
Subarachnoid hemorrhage, 203
Subareolar mass, 164
Sucking, non-nutritive, 61
anticipatory guidance for infants, 63
Sulfacetamide, 108
Sulfadiazine, 315
Sulfisoxazole (Gantrisin)
for chlamydial infection, 157
dosage guidelines for, 311
pediatric doses of, 247t
Sulfonamides
absorption of with food, 246
adverse reactions of, 248
cost of, 246
interactions of, 246
storage of, 246
Superobesity, 180
Surface area nomogram, 336
Swaddling, 273
Symptomatic therapy
advantages and disadvantages of, 249
for congestion, 250-251
for constipation, 253
for cough, 250
definition of, 249
for diarrhea, 252-253
for earache, 251-252
for fever, 254
ideal, 249-250
key, 250
for nausea and vomiting, 252
for pain, 253-254
for sore throat and sore mouth,
2561
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Syncope, 203
Syntactical errors, 69
Syntax, 68, 69
Syphilis, 157
antimicrobial drugs for, 313
congenital, 157-158
in teen-agers, 158
testing for infant of HIV-positive
mother, 257

Tanner developmental stages, 333
Tattling, 294
Taylor Parent Behavior Rating Scale,
296
Taylor Parent Behavior Scale, 300
TB skin tests, 21-22
Td vaccination recommended sched-
ule, 26t, 27t, 28t
Teeth
avulsed, 112
delayed eruption of, 111
demineralized enamel on, 61
discoloration of, 111
ectopic eruption of, 111
eruption conditions of, 110-111
eruption hematoma of,
110-111
fractured, 112
intruded, 112
iron stain of, 111
loose, 112
natal and neonatal, 110
number of in infant, 61
trauma to, 112
discoloration with, 111
Teething, 110
Temper tantrums, 269
prevalence of, 287
prevention of, 287-288
responding to, 288
Temporomandibular joint dysfunction,
203
Terfenadine, 311
Testosterone, 168
Tetanus immunization, 6
Tetracycline
absorption of with food, 246
dental stain with, 111
dosage guidelines for, 311
interactions of, 246, 248
pediatric doses of, 247t
storage of, 246
for syphilis, 158
Tetramune, 30
Thalassemia, 223, 224
Thelarche, precocious, 166
Theophylline
for asthma, 119
interactions of, 246
Therapeutic privilege, 235
Thiabendazole (Mintezol), 314-315
Thigh fold asymmetry, 196
Thinking patterns, adult, 56

\\\

Thorax
of newborn, 18
in well-child examination, 14
Thought content, 17 ’
Three-year visit, 19
Throat
disease of. See specific disorders
sore, 251
Thyroid hormone, excess of, 173
Thyroid-stimulating hormone
in decreased growth rate, 172
in delayed puberty, 168
Tibia vara, 193
Time-outs, 270
declining effectiveness of, 271
ending, 267
method of, 267
pitfalls of, 267
for problem solving, 267-268
purpose of, 266
timing of, 267
Tinea capitis, 92
clinical presentation and differen-
tial diagnosis of, 92
diagnosis of, 92
management of, 92-93
Tobramycin, 108
Toddlers
bedtime behavior in, 275-276
discipline guidelines for, 268-270
eating behavior in, 278-279
nutritional requirements of, 36
Toilet training, 289
readiness for, 289
techniques for, 289-290
use of diapers and training pants
in, 290
Tongue tie, 110
Tonsillitis, 103-104
Tonsillopharyngitis, 103
Toothache, 112
Toothpaste, 62-63
TORCH titer, 144
Toxoplasmosis titers, 257, 258
Trace element supplements, 37
Trade name medications, 250
Training pants, 290
Transferrin saturation, 217, 218t
Trauma
abdominal, from physical abuse,
228
dental, 111
oral, 112-113
Treatment, religious exemption from,
236
Trendelenburg’s sign, 196
Trichomoniasis, 158-159
Trichophyton tonsurans, 92-93
Trimethoprim-sulfamethoxazole
(Bactrim, Septra)
dosage guidelines for, 311, 315
frequency of administration of,
246
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=
for gastment.eritis. 134, 135
for otitis media, 98, 245
for PCP prophylaxis, 257, 258
pediatric doses of, 247t
for sinusitis, 101
storage of, 246
for urinary tract infections, 155

Tuberculosis ,
in infant of HIV-positive mother, 258

screening for
for high-risk groups, 22
for low-risk group, 21-22
Twelve-month visit, 19
Two-month visit, 19
Two-week visit, 18-19
Two-year visit, 19
Tympanic membrane
in otitis media, 98
resolution of abnormalities of, 99

Ultrasonography, pelvic and
abdominal, 1656-166
Underachieving, 299
Urinalysis
for obesity, 182
obtaining sample for, 154
for urinary tract infections,
153-1564
in well-child care, 21
Urinary incontinence, 151-152. See
also Enuresis
Urinary tract infections
clinical presentation of, 153
evaluation for, 153-154
follow-up for, 164-155
incidence of, 153
pathophysiology of, 153
in sickle cell anemia, 223
treatment of, 154
Urine culture
for infant of HIV-positive mother, 257
in well-child care, 21

Vaccination. See Immunization
Vaccines, 24
common side effects of, 26-32
licensed in United States, 25t
live, 24
recommended schedule for healthy
infants and children, 26t, 27t
suggested schedule for, 28t
Vaginal spermicides, 189
Vaginal sponge, 189-190
Vaginosis, bacterial, 159
Valproic acid, 312
Vancomyein, 312
Varicella vaccination, 6
common side effects of, 31-32
contraindications to, 32
recommended schedule for healthy
infants and children, 26t, 27t,
28t
Vaso-occlusive sickle episodes, 221-223

VDRL testing, 158
Vegetables, 34
Vegetarian diet, 39

advantages of, 39

classifications of, 39
Vesicoureteral reflux, 1565
Virilization

deflinition of, 164

in precocious pubarche, 167

with precocious thelarche, 166
Viruses, conjunctivitis, 107-108
Vision testing

beginning of, 19

in well-child care, 22
Visual acuity

testing of, 22

at 3-year visit, 19
Vital signs

of newborn, 18

in well-child examination, 15
Vitamin D

requirements for, 37

supplement of, 37

in first year, 36

~ Vitamin supplements, 36, 37

Vocabulary development, 68
Voiding cystourethrogram, 155

Waiver, informed consent, 235
Water
fluoridation of, 62
requirements of
with exercise, 39
in first year, 36
in skin hydration, 83-84
sponging with for fever, 254
Water burn, 228
third-degree, length of time to
cause, 229t
Wechsler Intelligence Scale for
Children, 72, 296, 300
Wechsler Preschool Primary Scale of
Intelligence, 72
Weight
concern with, 279-280
as measure of body fat, 180
Well-child care
anticipatory guidance in, 6-7, 41-60
assessment in, 6
dental, infant, 61-63
follow-up in, 7
immunizations in, 6, 24-32
for infant of HIV-positive mother,
256, 257-268
intake visit, 4
for motor and cognitive
development, 71-78
nutrition in, 33-40
physical examination, 6
postdischarge visit, 5-6
postpartum examination, 5
routine health maintenance super-
vision in, 34
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Well-child care—continued
routine visit, 4-5
screening tests in, 6, 21-23
for speech and language develop-
ment, 64-70
Well-child visit
history in, 8-12

Words
categorizing, 68
combining, 68-69
first, 68

using to delay gratification, 270

physical examination in, 14-20
routine, 4-5
time requirements for, 3—4

Yersinia gastroenteritis, 133, 135

Zalcitabine, 258-259
Zidovudine, 258-259

Western Blot, HIV serology with, 256

Wheezing, 128

Woodcock-Johnson Psychoeducational
Battery, 296, 300

Zinc oxide, 85-86
Zinc protoporphyrin level, 217, 218t
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management.

+ The Problem Visit: Behavioral covers common topics in
behavioral and developmental pediatrics.

+ Ten Appendixes coalesce useful information for daily refer-

ence, including drug doses, growth charts, blood pressure
norms, and more.

Up-to-date references and reviews at the end of each chapter
lead you to further information for in-depth study on each topic.

Practical, authoritative, and current, Handbook of Pediatric
Primary Care is an indispensable guide to well-child care and
office management of common diseases and problems.

Like the popular Little, Brown Spiral® Manuals, the Little, Brown
Handbooks provide practical, accessible information in a pocket-
sized format when you need more specialized on-the-spot con-
sultation. Little, Brown Handbooks are the “Next Step” for resi-
dents and practitioners and offer the same “get-the-job-done”
reliability you expect from the Spiral® Manuals.

And don't forget:

The Pediatric Acute Care Handbook

Handbook of Pediatric Neurology and Neurosurgery
Handbook of Pediatric Emergencies

ISBN 0-316-07825-5

9.0 000>
Little, Brown and Company ‘NI

Boston, Massachusetts 02108 |

PEDIATRICS 9 "780316"078252



	20221202162040
	20221202162125
	20221202162153
	20221202162228
	20221202162247
	20221202162305
	20221202162336
	20221202162353
	20221202162407
	20221202162427
	20221205095825
	20221205100004
	20221205100059
	20221205100219
	20221205100257
	20221205100313
	20221205100349
	20221205100429
	20221205100453
	20221205100512
	20221205100540
	20221205100853
	20221205100943
	20221205101034
	20221205101112
	20221205101214
	20221205101251
	20221205101304
	20221205101325
	20221205101743
	20221205101801
	20221205101820
	20221205102000
	20221205102143
	20221205102242
	20221205102255
	20221205102313
	20221205102325
	20221205102511
	20221205102523
	20221205102729
	20221205102742
	20221205102808
	20221205102959
	20221205103019
	20221205103037
	20221205103059
	20221205103313
	20221205103329
	20221205103415
	20221205103746
	20221205103830
	20221205103911
	20221205104017
	20221205104042
	20221205104726
	20221205104739
	20221205104756
	20221205104818
	20221205104859
	20221205104912
	20221205104921
	20221205104931
	20221205104944
	20221205105025
	20221205105037
	20221205105056
	20221205105105
	20221205105115
	20221205105137
	20221205105149
	20221205105343
	20221205110114
	20221205110132
	20221205110153
	20221205110206
	20221205110423
	20221205110501
	20221205110517
	20221205111134
	20221205111655
	20221205112001
	20221205112016
	20221205112206
	20221205112220
	20221205112243
	20221205112304
	20221205112316
	давоми
	20221205112346
	20221205112358
	20221205112414
	20221205112437
	20221205112456
	20221205112511
	20221205115036
	20221205115305
	20221205115324
	20221205115336
	20221205115354
	20221205134658
	20221205134813
	20221205134839
	20221205134953
	20221205135011
	20221205135029
	20221205135046
	20221205135154
	20221205135259
	20221205135417
	20221205135432
	20221205135545
	20221205135625
	20221205135717
	20221205135751
	20221205135845
	20221205135902
	20221205140008
	20221205140018
	20221205140230
	20221205140245
	20221205140413
	20221205140427
	20221205140511
	20221205140553
	20221205140618
	20221205140639
	20221205140736
	20221205140759
	20221205140833
	20221205141051
	20221205141144
	20221205141241
	20221205141311
	20221205141321
	20221205141400
	20221205141423
	20221205141635
	20221205141707
	20221205145628
	20221205145643
	20221205145709
	20221205145736
	20221205145853
	20221205145913
	20221205145943
	20221205145958
	20221205150057
	20221205150114
	20221205150131
	20221205150145
	20221205150233
	20221205150248
	20221205150308
	20221205150340
	20221205150401
	20221205150418
	20221205150451
	20221205150506
	20221205150522
	20221205150540
	20221205150608
	20221205150618
	20221205150644
	20221205150702
	20221205150734
	20221205150744
	20221205152108
	20221205152309
	20221205152335
	20221205152527
	20221205152546
	20221205152600
	20221205152623
	20221205152844
	20221205152907
	20221205153127
	20221205153151
	20221206091258
	20221206091354
	20221206091409
	20221206091438
	20221206091455
	20221206091513
	20221206091530
	20221206091554
	20221206091632
	20221206091708
	20221206091721
	20221206091745
	20221206091756
	20221206091806
	20221206091819
	20221206091842
	20221206091854
	20221206091916
	20221206091928
	20221206091941
	20221206091957
	20221206092020
	20221206092033
	20221206092119
	20221206092129
	20221206092147
	20221206092206
	20221206092231
	20221206092247
	20221206092317
	20221206092332
	20221206092425
	20221206092606
	20221206092623
	20221206092640
	20221206092710
	20221206092727
	20221206100523
	20221206100537
	20221206100850
	20221206100905
	20221206101019
	20221206101058
	20221206101210
	20221206101227
	20221206101350
	20221206101406
	20221206101625
	20221206101651
	20221206101719
	20221206101738
	20221206101820
	20221206101857
	20221206101915
	20221206101928
	20221206101944
	20221206102002
	20221206102029
	20221206102045
	20221206102121
	20221206102138
	20221206102207
	20221206102228
	20221206102251
	20221206102306
	20221206102338
	20221206102352
	20221206102436
	20221206102448
	20221206102542
	20221206102608
	20221206102648
	20221206102659
	20221206102736
	20221206102749
	20221206102812
	20221206102825
	20221206102848
	20221206102901
	20221206104123
	20221206104154
	20221206104235
	20221206104355
	20221206104430
	20221206104523
	20221206104553
	20221206104633
	20221206104746
	20221206104808
	20221206104845
	20221206104902
	20221206104926
	20221206104955
	20221206105021
	20221206105118
	20221206105141
	20221206105241
	20221206105314
	20221206105337
	20221206105416
	20221206105430
	20221206105459
	20221206105518
	20221206105553
	20221206105608
	20221206105630
	20221206105645
	20221206110103
	20221206110144
	20221206110218
	20221206110342
	20221206110434
	20221206110525
	20221206110551
	20221206134050


