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Cover: Breton Girls, Dancing, Pont Aven, by Paul GAUGUIN (Copyright,
National Gallery of Art, Washington, DC; Collection of Mr and Mrs Paul
Mellon). Gauguin was a French Symbolist and lived from 1848 to 1903.
Gauguin traVeled the world as a seaman and pursued a career in banking
in Paris and Copenhagen before concentrating on his skills as a painter and

sculptor. He was determined to develop a new approach to painting through

which to symbolically express a thought or mood, in contrast to the impres-
sionist approach which sought to reproduce a scene through the exact
recording of every nuance of color and light. Completed in 1888, Breton

Girls Dancing, Pont Aven is one of Gauguin’s earliest works in this new
style. The themes of friendship, community, exercise, and appreciation of
nature depicted here are important elements in the total health and deVel-
opment of every child.
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Pediatrician’s Perspective
Observations of a Junior Pediatrician

A year in the practice of pediatrics
puts one a long distance from the
omniscience of chief residency. Yet,
the comfortable nonchalance of the
seasoned practitioner seems still well
ahead. Some cherished ideals and
notions have been sacrificed long
since to efficiency, although several
principles have weathered the first
year’s journey. New principles of
practice are observable to the eye
and may become essential to the
continuing traveler. It is a unique p0-
sition for observation-finished with
the practicing, yet still learning the
practice. From this position these ob-
servations are made: rules of practice
learned from a brief year of practicing.

History and Physical Examination
Are the Cornerstones of Diagnosis

Was it a lesson learned by rote in
the second year of medical school?
Yet, how quickly history taking can
become a pressured series of pat-
terned questions and the physical ex-
amination an exercise in attention de-
signed to arrive painlessly at a pre-
determined diagnosis. First, as trite
as it sounds, this patient or his or her
parent is trying to tell me what’s
wrong. I only need listen to what’s
being said instead of thinking about
the next question. And second, there
is always time for a thorough physical

The opinions expressed by the author are not
to be construed as official or reflecting the
views of the US Dept of the Army or the US
Dept of Defense.

examination. There is just not that
much area to cover.

Be Cautious in Assuming “It Is
Probably Nothing”

Children so often heal and recover
despite us that the assumption: “It’s
probably nothing,” seems a safe
gamble. Yet, it is unnerving to con-
sider: at what point do we become
comfortable with what we do not
know? A resident’s greatest fear-
not knowing-can too quickly be-
come a smile and a shrug of the
shoulders. Most problems have an
explanation that should be diligently
sought until an answer is found or
the problem resolves spontaneously.
We must always be uneasy about
unanswered questions in the care of
sick children.

Trust Your Intuition

Clinical judgement is the best di-
agnostic tool when initially examining
sick children. We must continually
learn to listen to the practiced voice
within that calls us to look at a patient
or a laboratory report or an x-ray film
again. Better to have looked too hard
or too often than to look back too
late.

Follow-up When Questions
Remain

The easy assumption is often made
that the parents will bring the child
back if he or she gets sicker or if
treatment fails. However, they may
not recognize either of these condi-

tions. Phone contact or frequent,
scheduled follow-up visits will often
provide the answers to questions un-
covered and unanswered at the first
encounter. It is essential that we have
the opportunity to answer those
questions. Serious disease does not
go away, but occasionally you have
to look several times to recognize it.

Remember That It Is the Rare
Physician Who Practices
Inadequate Medicine Intentionally

Most of us have convinced our-
selves that we are doing the best we
can for our patients in all situations.
But a younger physician can hide ig-
norance as readily behind the phrase
“where I trained” as an older col-
league might hide it by saying “in my
experience.” We can expect that
newer, carefully tested or older time-
proven methods should and will re-
place the treasured ways we have
learned in training.

Read the Textbook (or
Something!)

Habits learned early in practice will
stick, it seems. One habit should be
a scheduled time and specific goals
for regular study. It is probably not
safe to depend completely on sem-
iannual meetings to refresh and up-
date our knowledge base or to keep
our thinking processes sharp. Care-
fully planned and faithfully practiced
critical reading of texts, journals, and
reviews will keep that information
current and the tools to use it in good
repair.

Self-Evaluation Quiz-
CME Credit

As an organization accredited for continuing medical education,
the American Academy of Pediatrics certifies that completion of the
self-evaluation quiz in this issue of Pediatrics in Review meets the
criteria for two hours of credit in Category I of the Physician’s
Recognition Award of the American Medical Association and two
hours of PREP credit.

The questions for the self-evaluation quiz are located at the end
of each article in this issue. Each question has a SINGLE BEST

ANSWER. To obtain credit, record your answers on your quiz reply
cards (which you received under separate cover), and return the
cards to the Academy. On each card is space to answer the
questions in five issues of the journal: CARD 1 for the July through
November issues and CARD 2 for the De�ember through April
issues. To receive credit you must currently be enrolled in PREP or
a subscriber to Pediatrics in Review-and we must receive both
cards by June 30, 1990.

Send your cards to: Pediatrics in Review, American Academy of
Pediatrics, 141 Northwest Point Blvd, P0 Box 927, Elk Grove Village,
IL 60009-0927.

The correct answers to the questions in this issue appear on the
inside front cover.



as the patient’s advocate to seek out
a specialized center for this delicate
and precise surgical reconstruction.

tract studies are not necessary un-
less the condition is associated with
malformations in other systems.
Chromosomal studies are not nec-
essary unless this pattern of testicu-
lar descent signals possible mixed
gonadal dysgenesis. A voiding cys- SUGGESTED READING

tourethrogram, to evaluate the pres-
ence of a utricle, is unnecessary in
the first several months. This may be
required for the surgical corrective
stage. Patients should not be circum-
cised.

A pediatrician is obligated as
the patient’s advocate to

seek a specialized center for
this delicate and precise
surgical reconstruction.

Hypospadias
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The parents should be encouraged
to understand that this is a correcta-
ble anomaly, with surgery generally
done from 6 months to 18 months of
age as a one-stage reconstruction. In
most specialized centers, this can be
done as an outpatient surgery or with
a short duration inpatient hospitali-
zation if long distance travel is re-
quired. The complication rate is about
20% for severe hypospadias and less
than 5% for the more distally placed
meatus. These results are obtained
in specialized centers where many
hypospadias repairs are done and
surgeons are familiar with the modern
approach. A pediatrician is obligated
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Self-Evaluation Quiz

1. Hypospadias occurs most commonly as

A. Autosomal dominant condition of low pe-
netrance.

B. Autosomal recessive condition.

C. X-linked dominant condition of low pe-
netrance.

D. X-Iinked recessive condition.
E. Multifactorial (polygenic) condition.

2. Among the following, the condition least
likely to be associated with hypospadias in
an infant who, when examined, has no cvi-
dent abnormality of heart, gut, skeleton, or
central nervous system is:

A. An upper urinary tract anomaly.
B. An inguinal hernia.

C. An undescended testis.
0. A utricular divertriculum of the urethra.
E. Superficial chordee (curvature) of the

penis and deficiency of the ventral pre-

puce.

3. You are asked to see a 10-day-old infant
in whom the diagnosis of hypospadias was
made at birth and who has been vomiting
and losing weight for 2 days. Your findings
are consistent with mild dehydration in an
infant with penoscrotal hypospadias. Testes
cannot be felt. Among the following, the
most urgent study to be made is:

A. Intravenous pyelography.
B. Karyotype.
C. Determination of serum electrolyte levels.
D. Ultrasonography of the pelvic area.
E. An upper gastrointestinal radiologic

study.
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come obese, is a disorder that is
remarkably resistant to therapeutic
intervention. The irreversibility of adi-
pocyte hyperplasia and the increased
likelihood of persistence of pediatric
obesity into adulthood in the older
child suggest that early detection of
this propensity is highly desirable.
Such identification should be possible
through close monitoring of height
and weight velocities, close attention
to family history of obesity, and as-
sessment of patterns of fat distnibu-
tion. The pediatrician can play a vital
role in preventive medical cane by
closely monitoring patients and be-
ginning simple therapeutic measures
before severe obesity develops.
There is no reliable “algorithmic” ap-
proach to the successful manage-
ment of the obese child. The rate of
recidivism remains high, and signifi-
cant morbidity may be associated
with weight-reduction therapy. Pedia-
tricians should be aware of the com-
plex nature of obesity in childhood
and of the risks associated with its
treatment. When preventive or ther-
apeutic intervention is begun, the
child must be frequently evaluated to
ascertain that normal linear and cen-
tral nervous system growth contin-
ues. The adolescent, in particular,
must be scrutinized for the possibility
of precipitation of anorexia nervosa
on bulimia.
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Self-Evaluation Quiz

4. Each of the following is a true statement,
except:

A. Excessive body fat is stored by increasing
adipocyte size (hypertrophy) and/or num-
ber (hyperplasia).

B. Hypertrophy of fat cells predominates in

milder forms of obesity.

C. As the severity of obesity increases, so
does the likelihood of fat cell hyperplasia.

D. Weight loss causes a significant decrease
in the number of adipocytes.

E. After a child has obtained a fat cell num-
ber exceeding that of a normal adult, he
or she will always remain hyperplastic.

5. Which of the following is least likely to
be a true statement?

A. Twin and adoption studies show that obe-
sity is primarily determined by environ-
ment, not genotype.

B. The most accurate readily available
method of assessing fat mass is the skin-

fold caliper measurement of subcuta-
neous fat.

C. The predominantly abdominal distribution
of adipose tissue is associated with a
higher mortality than the gynecoid (pelvic)

pattern.
D. The endocrine abnormalities demon-

strated by obese individuals normalize
with weight reduction.

E. Pubarche/adrenarche tend to occur ear-
liar in obese children.

6. Which of the following causes of obesity
is typically associated with average, or

above average, height for age in children?
A. Hypothyroidism.
B. Hypercortisolism (Cushing disease).
C. Exogenous obesity.
D. Hypogonadotrophic hypogonadism.
E. Pseudohypoparathyroidism.

7. Each of the following is a true statement

pertaining to the treatment of obesity in chil-
dren, except:

A. Dietary therapy should generally be di-
rected toward slowing the rate of fat ac-
cretion rather than weight loss.

B. Less than 20% of teenagers using unsu-
pervised weight reduction diets have ad-
verse reactions.

C. Long-term studies of weight-reduced chil-
dren show that 80% to 90% eventually
return to their previous weight percent-
iles.

0. There is no documented role for pharm-

acotherapy.
E. Potential morbidity related to obesity is

an indication for more aggressive thera-
peutic intervention.
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124. The pediatrician should have

appropriate familiarity with the
possibility of occult blood loss in
teenage patients who are long dis-
tance runners (Recent Advances,
89/90).

Biliary Atresia
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transplantation. In this way, the most
scarce resources, infant donors, may
be used for the most desperately ill.
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Self-Evaluation Quiz

8. The “gold standard” for the differentia-
tion of obstruction from parenchymal jaun-
dice in an infant is:

A. Liver biopsy.
B. �“Tc-iminodiacetic acid scan.
C. Ultrasonography.
D. ai-Antitrypsin level.
E. Intravenous cholangiography.

9. Each of the following is a true statement
pertaining to biliary atresia, except:

A. Current treatment and prognosis are the
same for “correctable” and “noncorrecta-
ble” types.

B. There is a 10% to 15% incidence of as-
sociated congenital anomalies.

C. It is a congenital malformation.
D. The operation of choice is a modified

Kasai bilioenteric reconstruction.
E. Bile flow can be reestablished in 90% of

children if operated on before 1 0 weeks
of age.

10. Each of the following is a typical com-
plication following portoenterostomy for bil-
iary atresia, except:

A. Cholangitis.
B. Esophageal varices.
C. Hypersplenism.
D. Zinc deficiency.
E. Water-soluble vitamin deficiency.

11. Each of the following is a true statement
about liver transplantation, except:

A. Eighty percent of patients with biliary atre-
sia will have long-term success after sur-
gery and, therefore, never be candidates
for liver transplantation.

B. Cyclosponn immunosuppression has
markedly improved the survival rate.

C. Current survival rates are more than 70%
at 5 years.

D. The major threats to transplant recipients

are technical complications, rejection, and
infection.

E. There are insufficient pediatric liver do-
nors to fulfill the needs of the population
with biliary atresia.

Gastrointestinal Bleeding in Runners

Gastrointestinal Bleeding in an Adolescent Runner. Schoch DR et al. J Pediatr.
1987;1 11:302-304.
Decreased Iron Stores in High School Female Runners. Nickerson HJ et al. Am J
Dis Child. 1985;1 39:1 1 15-1 119.
Gastrointestinal Blood Loss and Anemia in Runners. Stewart JG et al. Ann Intern
Med. 1984;1 00:843-845.

Occult gastrointestinal blood loss has been documented in young, long-distance
runners. It had been previously recognized that iron deficiency occurred in runners.
The etiology of this “runner’s anemia” was postulated to be hemolysis, hematuria,
decreased iron absorption, and increased loss through sweat.

In controlled studies, racers whose prerace stool specimens had been negative for
� blood were found to have occult fecal blood loss after long distance races. Hemoccult

blood stool test results for most of these subjects were negative 72 hours after the
race. During the studies, these subjects did not alter their diets or take aspirin or
nonsteroidal anti-inflammatory drugs which might have induced enteric blood loss.
Hemograms demonstrated lower hemoglobin and hematocrit values in runners as
compared with controls; serum femtin concentrations were low as well.

Comment: The mechanism of gastrointestinal bleeding during marathon races is
not known. It is noticeably more common in younger runners who may have faster
race times. Splanchnic ischemia and stress gastritis induced by exertion have been
considered as possible etiologic factors in runner’s anemia.

It is suggested that before an extensive gastrointestinal evaluation is undertaken,
runners suspected of having this disorder receive nutritional and hematologic evalua-
tion, and logs of running activity should be kept in addition to having stool examinations
for occult blood. (LucilleMcLoughlln, MD, Children’s Hospital of New Jersey)




