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Preface

The previous editions of Pediasrics have been met with
overwhelming success, Medical students find the text con-
cise and well-proportioned; residents use it extensively for
review, and primary care providers consider it indispens-
able, particularly because of the inclusion of sections on
differential diagnosis and pediatric emergencics.

The rask of dealing with the impressive body of new
knowledge, yer maintaining the usefulness of the book, has
been monumental considering the decision to decrease the
size of the text by one-third. Every effort has been made to
deal with common and important problems in reasonable
derail. Complex issues have been presented from a concep-
tual point of view, assuming that if they cannot be presented

in a few simple words they are not worth the inclusion in a
text of this size.

The credit for any success that the present edition might
have goes to the distinguished and dedicated contributors.
My special thanks are due to the staff of Little, Brown
publishers, particularly Mr. Louis C. Bruno, Jr. for his ex-
pert assistance. Dr. Paul de Bellefeuille has provided excel-
lent suggestions and honored us by joining as a contributor.
The expert secretarial and managerial skills of Mrs. Macel
Thompson have been the greatest asset. To her and all those
who have made this 4th edition a reality, 1 am wuly in-
debred.

M. Z



Notice. The indications and dosages of all drugs in this
book have been recommended in the medical literarure
and conform to the practices of the general medical
community. The medications described do not necessarily
have specific approval by the Food and Drug
Administration for use in the discases and dosages for
which they are recommended. The package insert for
each drug should be consulted for usc and dosage as
approved by the FDA. Because standards for usage
change, it is advisable to keep abreast of revised
recommendations, particularly those concerning new
drugs.
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The Pediatrician, the
Child, and the Family

Infancy and childhood have implicit in them the beauty of

growthmddwclopnmandﬂxamicipaﬁmofﬂlcﬁl
ture — the exquisite blend of mature and nurture, the ge-
netic cndowment and the i impact of environment.
Pediatrics devores its attention fulfy as much to the well
child as to the sick child. It strives to preserve well-being or
to achieve it when it is lacking, mindful of the presem,
anticipating the adult 1o be. The achievement of optimal
health is an immediate targer of the anticipatory vears. The
definition of gptimal, of course, is primarily cultural; and
mormal is an clusive quality varying in the cye of the physi-
cian and with the circamstance of the indivichial paticnt.
We all, however, usc the concept of the normal child,
defining the concept in pieces if not in the whole, and we no
longer restrict the concept to physical growth and organic
development. It encompasses intellectual progress, emo-
tional balance, and social adjustment. The concept underlies
a perhaps pretentious goal, that of uniting all these com-
ponents into a whole, permitting happy progress for the
child, secking the development of a competent, refatively

independent being who, for the moment, is quitc depen-
dent in a scmng of parents, family, and comuminity, mch
defined by its varying customs and prejudices.

The role of the pediatrician in working toward this goalis
shaped and ordered by the consent and cooperation of
others. The physician’s directives may be i only
with the support of parents and school, and the pediatrician
must be willing to offer support to these others who play a
much larger role in the lives of most children. The physician
may begin to assist the youth more directly to establish
independence and personal identity during the time of mid-
dle and late adolescence. It is, however, bun assistance, and it
gives promisc of a successful intervention only to the extent
that the physician is able to recognize and to acknowledge
constructively the other powerful factors in the patient’s life.

Prenatal Peviod

The physical environment of a child may be said to begin at
the moment of conception, but, in fact, it stretches back into
infinity. Conception, however, can be reasonably accurately



dated, and somctime benween this accidental, casual, or
planned event and the delivery of the baby, the pediatrician
should encourage at least one prenatal visie for expectant
primiparous mothers and the fathers. Such a visit gives the
chance to explore the hereditary background, to establish
rapport, and to inquire into any: deviarion from normal in
the pregnancy. First-time parents are generally excited and
apprehensive. The discussion should be open bur might
include the material needs of the intant — clothing, bed-
ding. bathing, and feeding. Feeding is alwavs of particular
significance. Breast feeding is the method of choice the
world around, but to make it an inflexible demand would be
a mistake. The mother who breast feeds her infant resent-
tullv and because of pressure trom famiky or ph\'s’ician might
well have. an Unt,;blc intant with poor weight gain. The
circumstande should be encouraged but not be toreed. It is
better wyhpegaconented mother who bortle feeds than an
unhapp\ one wrestling with a hun[.,n baby at an inadequate
breast. Most women, however, anticipate nursing with joy
and require only positive reinforcement from - tamily,

triends, and health protessionals. The deprived families of

the do. +loping areas of the world need special services to
assurc proper advice concerning nutrition and health cdu-
cation.

The prenatal visit attords the opportunity to assess the
temperament and character of the parents. An inquiry into
their childhood experiences and feelings is often predictive
of their responses to the expected child. This rotal picture
will enable the physician to modity approaches to the prob-
lerns of an individual child in a particular family setting. The
decision concerning nursing, for ¢xample, is much facilita-
ted in such an interview. Small brochures or booklcts that
describe what can be expected of the baby during the first
weeks or months of life can complement such interviews
prenatally and postmatally, but they cannot substitute for the
live interaction of parent and health professional.

Nesuasal Period

The initial approach to the newborn infant requires, first,
the assessment of the child and the determination of nor-
mality and the discovery of abnormality, and, sccond, the
communication of that information to the parents. Then,
100, one must offer instruction about the baby and respond
to questions. A happy outcome for this interaction requires

empathy and a sense of this impressive moment in the lite of

the family. It requires the conscious cftort tor good rapport

if there is to be an important immediate impact and it

satisfactory continuous communication is to be achiceved
with the familv.

The physician must, if problems are discovered, be honest
vet sympathetic. It is not necessary to be harshly blunt or
determinedly objective all the time. Deception, however,
will taint the relationship and undermine confidence. The
parents must be given continuing support as they absorb the
initial blow, come to understand it, grieve for the loss that
the problem with their child imposes, and establish life
under the constraints of that problem.

First Year

Contact with the family is ordinarily most frequent during
the first vear of a child’s life. The first-time parent may be
somewhat more dependent and insecure; indeed, education-
al or social advantage does not assure sccurity. Each of us
needs direction and the reassurance of competence when the
parent’s role is assumed.

In particular, one must be ready to protecr and support
the self-esteem of the woman who becomes unsuccessful at
breast feeding. The physician should make the point that the
carly wecks at the breast are the most important emotionally
but that the mother may consider the use of supplementary
vottles, early introduction of solid foods, or carly weaning
with deliberate caurion but without guilt or a sense of
failure.

Circumstances such as this require access to the pedia-
trician. Some prefer a set telephone hour for discussion of
routine care and minor problems. Indeed, a weekly call by
the mother can be helpful during the first month at hon,
and a home visit at least once during this period has impor-
tant value for teaching the physician about the family and
establishing communication and a base for support. Follow-
up visits during the first vear have a number of purposes:

1. To examine carcfully for undiscovered congenital anoma-
lies or for carly signs of developmerital abnormality. A
checklist, assigning certain tasks to each visit, can help
prevent omissions or oversights.

2. To assess growth and development, using measurement
of the head size, height, and weight and inquiry into the
developmental milestones (see Chaps. 3, 4). Social and cul-
tural pressures are a major source of difficulty, for example,
neighborhood competition over the size and weighe of
contemporary babies. It may be difficult to persuade a
mother or grandmother that cach child has a constitu-
tional ideal and that one child may quite acceptably weigh
as little as 8 kg at 1 vear and another as much as 12 kg.
Height and weight charts depicting normal upper and
lower limits are mandatory in every ehild's medical record
and are valuable educational aids (see Chap. 3). The



estimate of the developmental progress of the infant is
vital to the carly discovery of problematic states. Each
such problem has prepossessing importance, but some
are casier to find than others. It is difficult; for example,
with “soft™ signs to appreciate carly that disabling but
elusive condition inaptly named minimal brain damage
" (see Chaps. 3, 4).

3. To counscl concerning the infant’s dict. A wide range of
variations is possible, but the diet must fulfill the criteria
of freedom from pathogens, adequacy in nutritional ele-
ments, and sufficiency without excess of vitamins. Poorly
tolerated foods must be withdrawn. The potential of food
sensitivity must always be considered, and constraint
must always be exercised when considering the introduc-
tion of any food other than breast milk. Some pedia-
tricians advocate beginfiing the use of a cup at 5 or 6
months and encourage the child’s hand feeding whenever
the child seems so inclined. It is a common practice in
developing countries to continue breast feeding for 2
years or miore sifice this may be the orily source of animal
protein for many infants. Socioeconomic factors that de-
lay the introduction of solid foods until late in the first
year need to be considered, and cultural factors should be
allowed full play within the constraints imposed by the
hasncnoodsofthe infant. There need certainly be no rush
to introduce solid foods, and there is a need to be cautious

about excessive parental devotion to particular regimens.

4. To administer immunizing agents that arc regionally ap-
propriate. Immunization against diphtheria, whooping
oough, tetanus, poliomyelitis, and measles should be in-
cluded for all normal children in all countries. Booster
shots should be planned at proper intervals. In addition,
BCG (antituberculosis immunization) and typhoid and
yellow fever scries are essential in many areas.

5. To provide the parents with an opportunity to ask ques-
tions and to discuss problems. A relaxed environment,
attentive listening, and a few judicious remarks will pro-
vide much useful exchange regarding the parent-child

. interaction and sociocultural attitudes.

+ 6. To educate regarding the prevention and treatment of
accidents and injury. This is in many arcas the principal
source of morbndxty and mortality in children past the age
of 2 years.

One can recognize the expression of certain tempera-
ments during the first year. Patterns of reaction and re-
sponse are being formed that can persist for better or worse
throughout life. Frequently these budding characteristics
may not be tolerable to parents. Among the most valuable
and enduring contributions of the physician are fostering
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the parents’ undctstandingofdxdﬁld’sbdnvi(x,dun

neling strengths in positive directions, and

handicaps to the extent possible so that they do not impede
progress toward realistic goals and ambitions. This'is not
psychotherapy; it is true mental hygiene. Good rapport with
the family can be of incalculable assistance at this level of*
support and primary prevention.

1103 Years of Age

The child from 1 to 3 years is an active, scemingly tireless
explorer, striving to examine and to define the world
through personal initiative and the use of all of the senses.
Accidents and poisonings are commoi. A discussion with
the mother about the potential of aspiration of foreign
objects and irigestion of noxious agents is essential; advice
regarding prevéntion of serious falls aid street accidents, a
must.

Pedal locomotion focuses the attention of pa.rmts on the
legs and feet of children of this age. Concern about bowlegs,
knock knees, and flatfect is frequeritly eipressed. Most such
conditions, perceived as abnormal, are truly phases in devel-
opment, and marly more are of coristitutional heritage
rather than signs of disease such as rickets. Shoe wedges and
other manipulative devices are often unnecessarily pre-
scribed. These interventions cannot substitute for sound
education and explanation. Forbearance and rapport make
good allies.

Speech is a major developmental feature. The child who is
not using phrases at 2 to 2% years of age becomes suspeet
for possible difficulties. Hearing problems must be con-
sidered early and appropriately investigated in any instance
of retarded speech. Always respect and explore a parént’s
concern about hearing regardless of the age of a child.

The office examination is frequently a wrestling match at
this age. The parent’s lap rather than table should be relied
on so that the child may feel more at ease. Reason, threats,
or bribes are not very effective. It is just as well, therefore, for
dlcparcnttormtmnﬁmﬂywhmneccssaryandforme
doctor to complete the examination swiftly.

Preschool and School Age

The nursery school, day-care center, and kindergarten have,
in recent years, given a further dimension to the early care of
children, particularly as women have asserted their appro-
priate societal role in a more determined fashion. Thé multi-
ple purposes and objectives of early childhood care and
educational settings offér advantages to évery social
level — 4 safe and secure haven for the children of working



mothers; a noonday meal, sometimes government funded,
to augment a perhaps limited dict; and an opportunity for
children to see and to hear thmgs, to take part in social
activities, and thus to leam in a circumstance in which they
.may not have had previous.cxperience and that the family
might not otherwise have been able to provide.

The child’s first approach to the school experience is a
crucial step. Children are expected to enter school at an
empirically established age in many countries. Educators
have too often been forced to plan in a manner that es-
tablishes the so-called average child as a statistical concept.

- Curricula are designed to deal with groups and not individ-
uals, Thus, many of the “slow™ are laggard not because of an
inherent lack of ability but, most often, because of individual
physical, emotional, or social handicaps compounded per-
haps by societal or institutionai limitations or, unhappily,
indifference or ignorance. These problems must be recog-
nized. Humiliation and inadequate performance in the first
grade of school can effectively establish a hostile, negative
attitude, replacing achievement satisfaction with failure and
too often resulting in school dropout and behavioral disor-
ganization.

A thorough preschool evaluation, including assessment

of visual and auditory acuity, therefore, is essential. Physical
and mental handicaps thar are to any extent distracting or
exhausting should be recognized and properly managed.
Children, whose defects may warrant special consideration
should be grouped for special classes or, if the circumstance
suggests, considered for continuation in the mainstream of
the childhood experience.
- Many children mighr benefit by an additional year in the
preschool setting. We sometimes tend to ignore the fact that
fusure success or failure is far more important than the age of
entry, into school and that the best for each child must be
individually determined. We must resist the tendency of
educational institutions to compress the child into preset
patterns and predetermined pathways.

The school, after all, controls as marty as 30 hours a weck
of the child’s time and constitutes the most compelling
demand on his attention outside the family and home. The
physician, therefore, should establish a comfortable and
cordial relationship with the schools in the vicinity and
should, as a child-oriented and an educated member of the
community, strive to improve the educational opportunities
for children. Talks, meetings, and personal communications
with the staffs can be useful in this regard. The provision of
appropriate pediatric care also requires full understanding of
the method of administration and the significance of psy-
chological tests commonly employed in the school system.
In any event, the onset of the school experience, at whatever

age in the life of the child, brings into play the need to
balance those forces that arc often in conflict: the desire for
ultimate success and the impulsive reach for immediate grat-
ification. The parent plays a major role here, and the child
may often be a pawn. The pediatrician can be the moderat-
ing influcnce, an intermediary, often providing the view that
preserves perspective for the child.

A great number of problems can evolve, then, during the
preschool and school years. Some of them are discussed
herc.

BRAIN INJURY. The spectrum extends from evident and
scvere cerebral palsy, with multiple-system involvement to
the extremely subtle conditions of cerebral dysfunction.

MENTAL RETARDATION. Recognition is easy in the severe
circumstance. However, quite common borderline handi-
cap may too often escape recognition until problems de-
velop in school. The child then is put at risk for the frustra-
tion of cfforts, becomes overwhelmed, resents the label of
failure, and adopts defensive measures inimical to his or her
best interests. The earlier an accurate appraisal, the sooner a
more suitable setting can be planned for that child. Still,
caution must be taken to assure that borderline manifesta-
dons of limited intelligence are truly organic and not psy-
chosocial in origin. There can be difficulty in this instance in
an abrupt transition from an illiterate or culturally con-
strained home to an alien, formal school semng (scc also
Chap. 4).

EMOTIONAL HANDICAPS. There are emotional problems
s0 overpowering that little energy remains for:the tasks of
daily living and leaming. The attempt to cope, to preserve
energy, may result in withdrawal into personal fantasies and
“model™ behavior. Quite the opposite may occur instead.
The expression of school phobia and the adoption of impul-
sive, disruptive behavior may trap the child in further diffi-
culty if the institutional or parental response is insensitive to
the true need and if, as a result, unenlightened discipline is
imy

In sum, these disabilities are diverse and seemingly infi-
nite in number and complexity and, added to the problems
caused by visual defects, hearing disorders, speech defects,
cardiac lesions, and epilepsy, among many others; alert at-
tention is required for the earliest possible detection and
integration of the management of the problem in a manner
least disruptive to the child’s and the family’s life. The pedi-
atrician as advocate may need to function at the interface of
child with family or family and child with school. Appro-
priate advocacy requires, first, recognition of the fact that
this is part of the role of the pediatrician and, after that, a
multitude of sensitivities and skills, not the least of which is
the ability to balance constantly the life requirements of each



of the persons involved. There may be conflicting nieeds and.
in the end, it is the child who is the patient and the child in
the context of the family who must be served first. Obwi-
ously, in the carly vears, school is one of the prime impera-
ves, bue, as time passes, the work of adolescence and the
struggle for identity and independence — the reach for the
furure — take center stage.

Adolescence

Adolescence (see also Chap. 22) is one of namure’s most
fascinating transtormarions, and it is fair ro characterize the
periad as frequently turbulent and tumultuous. Some chil-
dren may live it evenly with gradual evolution to maturity;
others may endure a tortured. laborious tme. There is,
however, a Gaussian distribution ro the quality of the expe-
rience. Cernainly the period is a proving ground for the
phvsician, and if there is inherent value in the continuiry of
the docror-patient relationship-trom mfancy on, it becomes
evident here. A heritage of positive experience with the
patient and the family will make possible valuabie inrerac-
tion during the time of adolescence.

Thefirst challenge perhaps is in the wide normal variation
in physical growth and development. This s, after-all. a time
of accelerared growth and of body transformation that her-
alds the unlcashing of sexual interest and desire and the
struggle for-emancipagon. Ir is imperative ro seck accepr-
ance by contemporaries, to set goals, to test values. ro ¢x-
plore life’s purposc, and to.decide on an occupation.

Adolescents may find some of the somanc and parallel
emotional transformarions overwhelming. Some may face
the change carlier than others, and those who must wair
need .2 sensitive, temporizing explanarion and reassurance.
In any event, when change ensucs, the new physical habitus
may approach that of the adult. but social acceptance in char
status will quite often lag considerably behind.

These are years of physiological and psychological stress
and organic vulnerability. Repeated thorough examinations
arc imporrant since psychic strains mav be diversely ex-
_pressed and somatization is not uncommon. Successful in-
tervention requires intimate knowledge of the individual.
Time must be taken to achieve this sensitivity; ifit is not, the
potential for the provision of good medical care is wo
readily lost. .

It is important to respect the adolescent’s need for privacy
and sclf-esteem. A first step involves exclusion of the parents
from:the examining room, a distinct, symbolic change after
all the vears of working with the child through interme-
diaries. The youth should be encouraged to take on direct
responsibility-for health- care and for communication with
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the doctor. The parent can. of course. be invited into the
examining room on the patient’s expressed desire or as a
chaperone ‘when thar s necessary. Cerrainly ir is viral o
include examination of the genitalia in both males and fe-
males. This should, of course, be sensitively done. Too many
physicians ot these procedures and. in so doing. lose the
opportunity to gain vital information, 1o reassure. and to
give positive messages regarding the body and human sexu-
aliry.

Indeed. arrention to physical needs should not be lost in
the social. behavioral context of adolescence. For example,
tuberculin test conversion increases in- frequency: urinary
tract infections increase in number, particularly in females;
and. also in females, anemta assoctated with the onset of
menses and aggravation of abnormal spinal curvarures be-
come more evident. There must. then, be attennon to a
changing frequency distribution of the kinds of problems
encountered. The thyroid gland must be palpared with care.
Recurrent headaches mav assume the classic patern of the
migraine or tension vanieties. Undiagnosed abdominal com-
plaints may develop the periodicity of peptic ulceror culnu-
nate in the bleeding of ulcerative colinis. Above all. ana-
tomical and physiological evidence of gonadal maruration
should be observed and recorded. These changes are most
likely ro cause anxierv. Be it the obvious acne or the con-
cealable masturbarion, the mvsteries are manv and the
confusions perplex and preoccupy. ‘

It is essential. therefore, to be ready and willing o discuss
all this openly with the adolescent. The wide variations in
onset and completion of the physical and emotional pro-
cesses of this period must be explained with conviction and
with honesty.

Agc itself is the first clue 1o the need to give this kind of
arention. Thysical change also alerts. Breast changes usually
precede menstruarion by about 2 vears. This allows ade-
guate tme to engage in anticipatory counseling. Variations
in height, from too short to too tall. require reassurance, as
do variations in the onset of nocrurnal emissions or of
menses. Mctrorrhagia, menorrhagia, dysmenorrhea, and
amenorrhea, both primary and secondary, present a variery
of concemns. Primary amenorrhea and short stature arouse
suspicion ‘of gonadal dvsgenesis. Sccondary amenarrhea
suggests pregnancy. Untorrunately, there may be reluctance
to do a “complere™ physical examination — particularly the
rectal and pelvic procedures in the female. There are those

-who advacare a rectal examination for everv child. Others

fear thar this is-destructive to the relationship one:is actempt-
Ing to preserve and a violation of:the exaggerared modesty
quite common ar this time. Nevertheless, these: examina-
tons are -often necessary, and .a personally secure, mature,



