Common
Symptoms of
Disease
in Children

R.S.Illingworth

Fifth edition



Commyc s of Disease
0

R. S.ILLINGWORTH
M.D,, FR.C.P,, D.P.H,, D.C.H.

Professor of Child Health
The University of Sheffeld

FIFTH EDITION

(REB3ZH)

BLACKWELL SCIENTIFIC PUBLICATION,S

OXFORD LONDON EDINBURGH MELBOURNE



© 1975 Blackwell Scientific Publications
Osney Mead, Oxford
85 Marylebone High Street, London, W1M 3sDE
9 Forrest Road, Edinburgh
P.O. Box 9, North Balwyn, Victoria, Australia.

All rights reserved. No part of this publication
may be reproduced, stored in a retrieval system,
or transmitted, in any form or by any means,
electronic, mechanical, photocopying, recording
or.otherwise without the prior permission of
the copyright owner.

.ISBN 0 632 00367 7

FIRST PUBLISHED 1967
SECOND EDITION 1969
THIRD EDITION 1971
FOURTH EDITION 1973
REPRINTED 1974
FIFTH EDITION 1975

Translated into Spanish, Greek, Italian and Dutch.

Distributed-in the United States of America by
J. B. Lippincott Company, Philadelphia,
and in Canada b
J. B. Lippincott Company of Canada Ltd., Toronto.
Printed and bound in Great Britain by
William Clowes & Sons, Limited
London, Beccles and Colchester -

.



. Preface to the fifth edition

1AM 453 e
In preparing this fifth edition I have completely rcvxse& the book,
makmg soo additions, with well over 100 new references. The
revision has been a major one.

I have added new sections on swcllmg of the face, swelling of
the scrotum, recurrent infection, oedema of the conjunctiva, oliguria,
retention of urine, cataract, indistinct speech, bow legs, ear dis-
chargc, hoarseness, trismus, nasal obstruction, diplopia, pain in the
face, inequality of limb length, and various types of skin reactions,
such as bullous, eczematous, acneform, ichthyotic, tclanglcctanc,
naevoid, photosensitive and pigmentary conditions. As befpre, it
was often difficult to distinguish symptoms from signs, and my
decisions as to what to include are open to criticism.

I have added a brief mention of certain important tropical
diseases, such as malaria and bilharzia, but obviously could not
include all of them. I have made a particular effort to include known
side effects of drugs, as a source of reference, including them in the
script and in a table at the end of the book: I regarded this as
important, for most of the symptoms described in this book, con-
stituting almost all the important symptoms which children can
experience, could be side effects of drugs. No one could remember
all these, but their frequency indicates how essential it is that proper
enquiry should be made about drugs taken (and possible exposure
to poisons) when establishing a diagnosis. I have used the official
names throughout, but have included principle trade names in the
reference list at the end of the book.

* There is an unlimited number of rare diseases, and it would not
be sensible to try to make a comprehensive list of them: but the
aim of this book remains as before, to guide the reader’s thoughts
when he is faced with symptoms in a child and is trying to make
a dlagnosls Once orie has thought of the possibility of a condition,
it is easy to look it up in any of the textbooks: but most textbooks
do not list symptoms in their index, so that they do not provide
the necessary help unless one can think of the particular disease
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X Preface to the fifth edition

which may explain the child’s symptoms. I have therefore given
brief summaries of most conditions, merely named other conditions,
but always tried to provide references to further reading and sources
of information. I may well be criticized for including some of the
rare diseases or for excluding others: I have tried to make this book
as useful as possible for doctors using it—who I hope will include
not only family doctors but anyone else responsible for the clinical
management of children.

As before I have tried to give non-disease before disease, as a
cause of symptoms, because it is so much more common than
disease: and I have again tried to name and distinguish the common
and important from the rare and unimportant. One is much more
likely to be right if one thinks of the common condition first: but
a puzzling child may have a rare condition, and I wanted to help
the doctor to think of such conditions when he has excluded the
common ones.

I have been greatly helped in the past by hclpful comments by
reviewers and correspondents: I should be most grateful for further
suggestions for the improvement of this book so that it can be made
more useful. »

R. S. Illingworth



Preface to the first edition

When I was talking to my thirteen-year-old child about my attempt
to write a book concerning the common symptoms of disease in
children, mentioning the difficulties which I was encountering, and
the fact that no one, to my knowledge, has attempted it, she said,
‘Isn’t that all the more reason why you should do it?’ I replied that
it may well be that the reason why others have not done it is the
fact that they had more sense than to try.

I have attempted to write a précis of the common symptoms of
disease in children because I felt that the family doctor, when faced
with a symptom in a child whom he is examining, would find it
useful when in difficulty-to refer quickly to conditions which have
to be considered. The textbooks, general or specialist, for the most
part do not deal with symptoms. For instance, I referred to a large
textbook of otorhinolaryngology for information about stridor, but
the word was not in the index. It is likely to take a family doctor a
long time to find a textbook which discusses the very common
cyanotic or apnoeic attacks of the newborn. The great majority of
the symptoms which I have discussed in this book are not, in fact,
mentioned in the index of the majority of textbooks, and many of

" the symptoms are not mentioned in the index of any of them. This
is not intended to be a criticism of textbooks. Discussion of symp-
toms would have greatly Icngthcncd them, and inevitably have
caused repetition.

. In consequence I have diseussed about a hundred common symp-
toms of disease in childhood. I have made no attempt to provide a
complete list of all the possible causes of a symptom, but I have
tried to pick out the important: causes, making it clear which I
think are the most common ones, and which I consider to be rare.

Though classifications are useful for memorizing, and though
they look neat and tidy, I have avoided them almost completely,
because of their inherent weakness in not giving thc common con-
ditions first.

xi



xii Preface

Where a symptom may be psychological or organic I have in-
‘cluded it, but where a symptom is entirely psychological I have
omitted it, because I have discussed psychological problems in my
books The Normal Child in His First Five Years* and The Normal
School Child.+ 1 have, however, included a section concerning
psychological manifestations of organic disecase, and the somatic
manifestations of psychological symptoms.

The book is confined to the subject of diagnosis. I have named,
common investigations which need to be carried out in order to
elucidate the problem—but again have made no effort to name them
all. (In a recent article on jaundice in the newborn, the author
listed 75 special investigations which should be carried out.) I have
not described the normal values of the mvcstlganons, nor the
methods of performing them: but I have named the investigations
in order that the family doctor would know some of the tests
which are necessary to establish the diagnosis, and would then know
when to refer the child to a special centre for study. I thought, fur-
thermore, that knowledge of the necessary tests would help him in
his talks with the parents. I have made a special point of emphasiz-
" ing the conditions which do require such special investigation.

There is inevitably a certain overlap between signs and symptoms
and I have allowed myself a little licence in interpreting the word
‘symptoms’. For instance, I have included a short section on en-
largement of the spleen. Admittedly an adult experiences discom-
fort when his spleen. is felt. My reason for including it, however,
was the frequency of splenic enlargement in children and therefore
its importance in the diagnosis of so many different discases.

I have assumed that the family doctor has basic medical know-
ledge. I have also had to assume that the family doctor does not
want or need profound knowledge on any subject. My notes may
well, therefore, be criticized for being superficial. They are deliber-
ately made so, because I did not feel that the family doctor would
want more. But I have throughout assumed that having looked
through a section of this book to read about a particular symptom,
he would then refer to one of the recognized textbooks for more

* The Normal Child, Sixth Edition, 1975, London, Churchill.
t+ The Normal School Child: his problems, physical and emotional, 1964,
London, Heinemann. .



Preface xiii

information. To this end I have listed principal sources of further
knowledge. For instance, as a general source of information on a
paediatric problem I have recommended Nelson’s Textbook of
Pediatrics.

In my opinion no one should attempt to make a diagnosis in-a
sick child without knowing what drugs he has already received.
The side effects of drugs are so frequent and far reaching, and the
number of drugs taken, whether prescribed by a doctor or other-
wise, is so great, that it is essential to know what medicines have
beéen given. I have mentioned the side effects of drugs in the relevant
sections, and summarized them in a special section.

At the risk of rcpetition, I have inserted a brief section about
commonly held misbeliefs in paediatric diagnosis—including such
a misbelief as the idea that convulsions are caused by tecthmg Iam
aware of the fact that there is a small amount of repetition in dif-
ferent sections. I decided to retain this for the convenience of the
reader. :

I hope that family doctors w;ll find this book useful in General
Practice. I believe that students will find this book useful for the
purposes of revision. It would not serve as a basic textbook for
them, but I believe that it would be uscful in conjunction with one
of the standard textbooks.

It is certain that many will think of causes of which I have not
thought, or of symptoms which should have been included. I should
greatly welcome comments and suggestions so that the book can be
improved if another edition is required.

I wish to thank my friends Dr Peter Wyon, Family Doctor, of
Thirsk, Yorks, Dr Frank Harris, Lecturer in Child Health, the
University of Sheffield, and my wife, Dr Cynthia Illingworth, for
reading every word of the script and for their most useful criticisms:
and to my secretaries, Miss D.Bain, Miss ].Grundy and Mrs
D.Ackroyd, for typing the drafts of this book.
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Failure to thrive

All those who are concerned with the cate of/childrenare répeatedly
faced with the problem of t child who refuses to gain weight'in

the approved mapner. It is s nsmgly difficylt to o a cpm-
p%;m p?%tﬁf is problem ' fﬁe stan % t§ In%a chagﬁcr
I

ave mptcd to put together the’ conditi hich*h#ve
to be G%acd when a child’s weigh¥ig¥in is %Z

As the probleém in the young l%)dy/xs di flerent fro ?hat in tﬁg o‘fdcr
child, it will -be conv%me 5045 "[t"in relatjop to age gt
ings, In the first pla c %mr ofie must decid whcthcr or fi
therc:\ls anything w g with"the child: 10 i

|n‘)7\\

Variations in normal physl%l wth _
SR L vX %
All children arc alﬁercnt So! are xrxal[ and some are big, some

are Ihln and som&*arefat. T ough nu Jgon has much to do with
this; ue to utritiott i the only factor. Many
factors are un qo&n It is dlﬂiculy)ahd u,sually impossib \%)
the lipe betwéen N drpnal and abno;mal‘/k chlldXP %?1 “bc po nﬂs.
below thé- avc}é fa&elght and’ h es below the average in
height, and yet bc normal. It is far 1mpo t that the child
should be ful rgy lassnude ding in
jote de. wyrl' [t::f %ﬁt he sﬁﬁld be avcr&c in wcxght%%&pl hc:gght
It i€ hiuck tmore hg_a\lt_hy to be below the average weight than above
it. All that one can say is that the furthe y from the average is
the child’s weight and height, the Jess llk%s to be ‘normal’. Le¢
A child may be unusyally small Yise he'tdkes after his mother
or father in that r A smal Id, ta after one of his
parcnts in physi al, bujld;"1s not only small in Reight (or in the case’
of a baby, in lcn \)”‘%ﬁt he is less than the average in weight. Asf
a rc,sqlt his appcn -is com, ’Enonl lcss The result is that parents‘?
re worqed ﬁéqause hé~has al smaller 1%;211;: than ugual, and

ey try o'k t%r ; im to take more. The fievitable resy[ef after
thc age/of six e month¥Nor sol is that he/ refuses. Hé Vomits

\
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2 /(;2? Common Symptoms of Disease i{/C/Jz’ldmf
the food which he is foR to take éé:g/u‘]st is will. He begins to

associate mealtimes with tears and unpleasantness, and becomes
conditioned against food, so that a troublesome vicious circle and
difficult behaviour problem results.

After the first year it is useful to be able to consult a table in order
to estimate the child’s eventual height. Such a table cannot always
be relied upon for accuracy, because so many individual variables
affect a child’s growth; but it may be a good guide which will

Table 1. Height in childhood in relation to expected adult height

Expected adult sft 150cm sft6in 165cm  6ft 180cm
height

Height of boys in cm in cm in cm
Age in years

1 25-8 6s-5 283 720 30°9 786
2 294 747 321 81:7 353 896
3 ‘318 808 35°1 89-2 381 970
4 344 873 378 96-1 412 1047
5 36-6 930 40°3 10273 439 111°6
6 387 984 427 108-4 46-6 118,4
7 407 103§ 448 1139 489 124°2
8 426 108-2 469 1190 ST°1 1299
9 446 11372 490 1244 §3°4 1357
10 462 1174 508 1291 55°5 140°9
Height of girls in ~ com in cm in cm

Age in years

1 270 68-5 283 72°0 32°4 82-2
2 31°1 792 342 871 374 95©
3 33°9. 86-0 37°2 94°§ 406 103°1
4 36°5 928 40°2  102°1 439 1114
s 390 991 430 1091 469 11970
6 41'3 1048  45'4 115'3 496 1259
7 43S 110°§ 478 . 121°§ 522 132°6
8 456 1157 50°1 1273 54'6 1388
-9 476 12079 52°4 1330 571 14571
10 - 49's 1257 544 1383 59'4  150°9

As a rough guide, the height on the second birthday is half the expected adult
height. Calculated from Tanner ¢/ a/. (1966). Example—7-year-old girl, height
435 inches. Probable.eventual height is 5 feet.



help the parent to understand the problem. Tables 2 and 3 show the
average weight and height of British children, while Table 1, based
on the work of Tanner, shows the percentage of eventual hcxght

reached at various ages.

An example of the value of such a table is as follows. A child of
three years was referred because of her small size, being 34 inches
high. Her mother was five feet tall and was relieved to hear that

Failyre to thrive

the girl could be expected to reach the same height as she had.

Table 2. Average height of boys and gitls

Boys
CENTILES
Age in years 10 50 90
in cm in cm in cm
o 2012 §1°4 213 54°0 223 566
1 287 728 300 763 314 797
2 326 827 342 869 35°9  9I'I
3 35'1 893 37°T 942 390 991
4 378 961 400 1016 42°1  107°I
5 40°2  102°2 42°6  108°3 45°0 1144
6 42§ 1080 45'1 1146 47°7 121-2
7 44'7 113’5 474 12008 s0'2 127§
8 468 1188 49'7 1262 526 133°§
9 488 1240 s1-8 1316 54'8 1393
10 so7 1288 .  §39 1368 §7°0  144'8
Girls
CENTILES
Age in years 10 ‘ 50 90
in cm in cm in cm
o 198 504 2009  §30 21,9 §5°6
1 2779 708 292 742" 306 777
2 320 813 337 856 354 898
3 347 881 366 930 385 979
4 374 949  39'S 1004 417 10§59
5 39'8  101°1 42:4 1072 446 11372
6 420 106-8 445  113°4 472 1200
7 442 112°4 470 119'3 497 1263
8 463 117°6 492 1250 §2°1  132°4
9 484 12229 514 1306 544 1383
10 so'§ 1283 1364 56:9 144°5

53°7



4 Common Symptoms of Disease in Children

Table 3. Average weight of boys and girls

Boys
CENTILES
Age in years 10 50 90
Ib kg Ib kg Ib kg
o T 617 2-8 772 3°5 9'04 41
oz5 - 1roy oI 1307 593 15:41 699
o' 14°99 6-8 17°42 79 2028 92
075 1759 798 2028 92 2343 1063
10 19°40 88 22°49 10°2 2579 11°7
2 24°25 . I1°0 280 127 32:19 146
3 28:00 12°7 32°41 147 3726 1679
4 31°52  14°3 3660 166 4211 19°1
5 3461 1577 4072 18§ 474 215
6 3814 173 45°20  20°§ 52:91 240
7 . 4189 190 4982 226 5929 269
8 4603 2079 §5°11  25°0 66-13 300
9 5048 2279 6o-6z 275 7363 334
10 55°56 252 6680 303 82:23 373
Girls
CENTILES
Age in years 10 50 90
Ib kg 1b kg Ib kg
o 6-28 2:85 750 34 8-71 3'95
02§ 106 481 1226 556 1413 6-41
o's 142 6-44 15-21 69 18:72 8-49
075 16+71 758 19-22 8-72 22°09 10702
10 | 1852 8:4 21-38 9°7 2469 11°2
2 2293  10°4 2689 122 3109 141
3 27°11 1273 31°§2  14°3 36:15 164
4 31°09 141 3593  16°3 41°44 188
5 35005 15°9 40'34 183 L 4717 214
6 388 176 4497 204 5379 24'4
7 4233  19-2 4982 226 6107 277
8 46-29 - 210 55°34  25°1 68-78 312
9 507 230 6107 277 78:04 354
10 §5°34  25°1 6856  31°1 90°39  4I°0

Tanner, J.M., Whitehduse, R.H., Takaishi, M. (1966). ‘Standard from Birth
to Maturity for Height, Weight, Height Velocity and Weight Velocity.”
Arch. Dis. Childb., 41, 613.



Failure to thrive 5

The next most common factor to consider when an apparently
well child is unusually small for his age is the birth weight, and in
particular the birth weight in relation to the duration of gestation.
The smaller the child is at birth, the smaller he is likely to be in
later years, and the larger he is at birth, the larger is he likely to be
in later childhood. There is evidence that the baby who is small at
birth in relation to the duration of pregnancy is likely to be even
smallet in later years than the child whose weight at birth corre-
sponded with the usual weight for the duration of gestation. It
seems as if the child’s growth potential was indicated by his un-
usually small growth in utero, and that his subsequent growth is cor-
respondingly less than that of most other children (Illingworth, 1975):

Many mothers are worried about the normal slowing down of
weight gain in the second half of the first year.. This is associated
with a falling off in appetite. It may caus¢ food forcing and
so food refusal. Others are worried by the small appetite of a child
who has a small build, because he takes after the mother or father
or has congenital heart disease or other condition which afects
physical growth. Again, this leads to forcing and so to food
refusal. Parents should know that children take all that they need
if given a chance, and that it is never necessary to try to make a
child eat. A poor appetite in a well child is almost always due to
food forcing. A poor appetite is most unlikely to cause defective

nutrition.

Defective physical growth from previous discase, now cured

There is evidence from work on animals that if gfowth is retarded
in early life, the growth remains defective later in spite of adequate
nutrition.

Many human infants who suffered major surgical' procedures in
the carly weeks, and who were excessively small in weight in that
period, are small in later years. (Eid, 1970.) The longer the growth
retardation persists before the cause is corrected, the greater is the
subsequent growth deficit. Umansky & Hauck (1962) showed that
children operated on for ligation of a patent ductus arteriosus, and
who were far below the average in size at the time of the operation,
did not usually catch up to the average height after the ligation. In
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fact only 20 per cent of 444 children showed a marked postopera-
tive acceleration of growth in height. It seems that there is a ‘critical
period’ in physical growth, and that after that a normal diet will
not restore the child to an average size.

For true dwarfism, see p- 22.

Other causes to consider.

The following is a useful classification of the causes of failure to
thrive:
Defective intake

Breast feeding without weight chccks

Artificial feeding

Fear of overfeeding
"Errors in preparing the feeds
Incorrect feeding of premature baby
Inadequate fluid in hot climates

Emotional deprivation; prolonged crying; child abuse

Chronic infection, e.g., urinary tract

Vitamin deficiency on synthetic diets

Bartter’s syndrome (p. 300)

Subdural haematoma (rare)

Pink disease (rare)
Defective Absorption

_ Fat. Steatorrhoea, including fibrocystic disease of the pancreas and

coeliac disease
Carbohydrate. Carbohydrate mtolcrancc Carbohydrate malnutri-
tion

Pro:in

Hirschsprung’s disease
Increased loss

Excessive perspiration. Overclothing

Vomiting

Diarrhoea
Errors of metabolism (all rare)

Renal acidosis

Hypercalcacmia

Nephrogenic diabetes insipidus



