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“Le Gourmet,”
painted
in 1901 by Picasso
(1881-1973)
during
his “Blue
Period,”
demonstrates
the natural
appetite
of the small child, who appears
well nourished
and even is eating
standing
up. Eating
problems
in children
are not inherent
in their stage of development
but are their response
to
adverse
environments.
The blue color, however,
suggests
a threat
to this
healthy
state. Child health professionals
must balance
this innate healthy
aspect of childhood
against
the environmental
threats
to their well-being
and be advocates
for the healthy
development
of children.
(This
painting
is
from the National
Gallery
of Art’s Chester
Dale collection
and is
reproduced
with permission.)
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PIR QUIZ
1. Graves

disease

ordinarily

is caused

by:
A. Autonomous
overproduction
of
hormone
by the thyroid
gland.
B. Excess production
of thyrotropin
releasing
hormone
(TRH)
in the
hypothalamus.
C. Excess production
of thyroid
stimulating
hormone
(TSH)
in
the pituitary.
D. Overproduction
of hormone
by
the thyroid
gland in response
to
autoantibodies.
2. The mother of a 13-year-old
girl reports that her daughter
has become
increasingly
restless and irritable
over the past several weeks and that
she has reported
palpitations
and a
rapid pulse. The mother
is receiving
thyroid
hormone
medication
for hypothyroidism
following
therapy
for
Graves disease. No abnormalities
are
found on physical
examination
of
the patient except for undue restlessness, a pulse of 130 beats/mm,
and
mild tremor.
The thyroid
gland is of
normal
size and consistency.
There
are no indications
of Graves
ophthalmopathy.
Of the following
findings
in this patient,
which would
rule out a diagnosis
of Graves disease most conclusively?
A. Absence
of ophthalmopathy.
B. A low level of TSH.
C. A low uptake of radioactive
iodine.
D. Presence
of antithyroid
antibodies.
3. The findings noted for the patient
described
previously
are most suggestive of:
A. Hashimoto
thyroiditis.
B. Ingestion
of thyroid
hormone.
C. Pituitary
adenoma.
D. Thyroid
adenoma.
4. Among
the following,
the least helpful step in the further
evaluation
of
the patient would
be:
A. Psychological
evaluation.
B. Serial measurements
of thyroid
hormone
levels.
C. Trial of propranolol
therapy.
D. Trial of propylthiouracil
therapy.
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NEONATOLOGY

Neonatal

Jaundice

weight
infants
and outcome
at 5 years of
age. Pediatrics.
1992;89:359-364
Watchko
iF, Oski FA. Kernicterus
in preterm
newborns:
past, present,
and future.
Pediatrics.
1992;90:707-715
Whitmer
DI, Gollan
JL. Mechanisms
and
significance
of fasting
and dietary
hyperbilirubinemia.
Semin
Liver Dix. 1983;
3:42-51

PIR QUIZ
5. George
is an Asian-American
male infant who was delivered
at term. He was
offered
the breast in the delivery
room
and has been breastfed
since. He was
discharged
with his mother
at 48 hours
of age, and she reports that George
has
been nursing
well an average
of 12
times each day. He became
icteric
at 72
hours of age. He returned
to your office
on day 5. You checked
his total serum
bilirUbin
and found it to be 19.6 mg/dL,
with a direct bilirubin
of 1.0 mgldL.
His
physical
examination
was entirely
normal, and his weight
was 50 g above
birth weight.
You advised
his mother
that:
A. She should stop breast feedings.
B. You would like to admit George to
the hospital
for close observation.
C. You would like to begin to investigate his liver function.
D. You would like to check his hematocrit and erythrocyte
smear today
and recheck
his bilirubin
and general
condition
the next morning.
E. You would
like to institute
home
phototherapy.
6. Rose is a preterm
infant who was delivered at 36 weeks’
gestation.
Her birth
weight
was 2600 g. She is breastfed.
Jaundice
was first noticed
at 72 hours.
Her serum bilirubin
was 10 mg/dL
when she was discharged
on the fourth
day. She has seemed to do well. When
you see her in your office at 4 weeks,
her weight
is 3320 g and her physical
examination
is normal
except that jaundice has persisted
and her total serum
bilirubin
is 16 mg/dL,
with a direct bilirubin of 0.8 mg/dL.
Your advice to her
mother is:
A. Her daughter should be admitted
to
the hospital
for further
evaluation
and phototherapy.
B. Her daughter should be monitored
for brain auditory
evoked
responses
for early signs of brain damage.
C. Her daughter
should
receive
an
exchange
transfusion.
D. She should not be concerned,
but
you would
like to see her in 2
weeks to see if the jaundice
is declining. If so, it will not be necessary to repeat the bilirubin
test.
E. She should stop breastfeeding
her
daughter
for 24 hours.
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7. Jimmy
weight

was delivered
at term. His birth
was 3170 g. His mother
had

been admitted
shortly
before her dclivcry and had no history
of antenatal
care.
Jimmy
became jaundiced
at 12 hours of
age, and a serum bilirubin
was 14 mg/
dL at that time. The most likely cause
of the jaundice
is:
A. Dehydration.
B. Gilbert syndrome.
C. Hemolytic
disease.
D. Hypothyroidism.
E. Sepsis.
8.

Cynthia
was delivered
at term. Her birth
weight
was 3300 g. She was put on the
breast in the delivery
room and has
been breastfed since. She was discharged
with her mother
at 48 hours.
She was noticed to be slightly jaundiced
at 96 hours. She was seen at 6 days for
jaundice,
at which
time her serum bilirubin was 15 mg/dL.
The following
day
she was seen again because her mother
reported
that she was feeding
poorly
and seemed floppy
and less responsive.
On physical
examination
she was found
to have a high-pitched
cry and some
arching
of her back with scissoring
of
her legs. Her serum bilirubin
was 18.4
mg/dL,
with a direct bilirubin
of 1.2
mg/dL.
You should:
A. Admit
her to the hospital
for immediate phototherapy
while
preparing
to perform
an exchange
transfusion
as soon as possible.
B. Admit her for observation
and evaluation for hemolysis.
C. Begin a diagnostic
evaluation
for inborn errors of metabolism.
D. Monitor
her for brain auditory
evoked

E.

responses.

Repeat her serum bilirubin
hours later in the hospital
room.

test 12
emergency

9. Useful
initial
diagnostic
studies to define hemolytic
disease in the newborn
include
each of the following
except:
A. ABO typing.
B. Blood smear.
C. Coombs
test.
D. Hematocrit.
E. Reticulocyte
count.
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PsychosomatIc

ISSUES

Disorders

fore the initial visit to review
treatment options
relative
to reimbursement.
If the insurance
company
or payor
is given an appropriate
explanation
of
the child’s
situation,
reimbursement
of some and possibly
all charges
may
be permitted.
However,
a detailed
plan of treatment
is imperative,
and it
must be communicated
in writing,
in
advance,
to the plan’s
medical
director (or designee).
However,
this approach
still may fail. A payor will
review
the profile
of the child and
the pediatrician’s
practice
pattern
to
determine
if a second
opinion
by an
independent
provider
may be warranted.
In other cases, the pediatrician will have no viable
option
other
than to refer the case to a specialist/
consultant
and serve as the coordinator of care. Once the treatment
plan
has been accepted
by the payor,
it is
critical
that the pediatrician
report on
the status of care and treatment
and
alter the plan if necessary;
that is,#{149}
document
that more visits are necessary. Recent
changes
in CPT codes
also will require
pediatricians
and
their staffs to increase
their understanding
of new service
codes as well
as to update
their knowledge
of managed care issues.

Conclusion
The evaluation
of children
and adolescents
who do not have obvious
organic findings
is both a challenge
and
an opportunity.
It is important
for the
pediatrician
to state firmly both the
nonorganic
and organic
nature
of
psychosomatic
symptoms
relative
to
illness,
identify
all significant
stressors, evaluate
communication
patterns, and provide
strong,
detailed
recommendations
for action.
Through
such an approach
the pediatrician
can
become
a partner
in resolving
concerns and returning
the patient
and
family
to health.
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PIR QUIZ
10.

Among
the following,
the symptom
that would
be most suggestive
of a
diagnosis
other than psychosomatic
illness is:
A. Abdominal
pain.
B. Chest pain.
C. Headache.
D. Persistent fatigue.
E. Syncope.

1 1. The least important
consideration
in determining
whether
the pediatncian
will undertake
treatment
of
a child who has a psychosomatic
disorder
should
be:
A. Ability
to counsel the patient
effectively.
B. Expertise
in family therapy.
C. Knowledge
of pain management
strategies.
D. Payment
sources.
E. Time constraints.
12. Among
the following,
the school
attendance
pattern that is most
likely to be beneficial for the child
who has a psychosomatic
illness is:
A. Full-day
attendance
at all
classes.
B. Full-day
attendance
excluding
physical
education.
C. Graduated return to full attendance.
D. Home
school provided by the
parents.
E. Home tutoring
provided
by the
school system.

in Review

VoL

15

No.

11

November

1994

