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[. Introduction

This pack contains most of the information you nem#énow about the organization of your pediatitrse. A separate
chapter is devoted to explain basic principleslimical examination in children. Another chapterdainical problems was also
added to translate the objectives and competentibe pediatric curriculum into real life patieericounters which students can expect.



The complexity of medical care, just as the comipfesf our surrounding world, is rapidly increasirithere is so much to
learn that students will often emerge confused amids the wood for the trees”. Therefore, we withghasize principles
and encourage the ability to direct personal lemynvith a problem-solving approach in preferencéh®"spoon-feeding”
of multitude of facts. We also want students torapph their studies with greater spirit of inquamd to enjoy the
intellectual challenge of scienc€his is based on the assumption that studentsatere adults who given the opportunity
will take maximum advantage of the environmentdwgedop their talents.

The principal need for future physicians lies ire thrimary care or generalist disciplines, whichludes pediatrics.
Knowledge of the basic principles of child heakhessential for all of the medical students, ef@mly a minority of them
will become pediatricians. This does not mean, hanehat the contributions of pediatric subspétiés or the importance
of their disciplines will be ignored or devalued.

The majority of teaching will take place at the Bgments of Pediatrics at the University ChildreRiespital. Your
summer practice will provide opportunity for gaigiadditional clinical experience. We hope and ekpeat you will enjoy
this period working with children and their parents

The student noticeboards are near to the Secr@fiiges on the % and & floor, respectively. Everything you need to
know about the course is displayed here. Pleasiehvihe noticeboard for information, timetablestaile of assessment,
etc.

Please, feel free to come and talk to any senionipee of your Teaching Staff if you have any proldenith the course or
want advice on reading, electives or careers irngpieck.

prof. MUDr. Laszlé Kovécs, DrSc.

MUDr. Adriana Sufliarska, CSc.

ll.Pediatric information pack for general medicstadents

A) General information

1) The teaching staff

15t Department of Pediatrics 2d Department of Pediatrics

Doc. MUDr. Marta Benedekova, CSc. Prof. MUDr. Ali€apellerova, DrSc.
Prof. MUDr. Laszlé Kovacs, DrSc. Doc. MUDr. Veronikahotska, CSc.

Prof. MUDr. Dagmar Michalkova, DrSc. Doc. MUDr. Zela Misikova, CSc.

Doc. MUDr.O’gaCerveaiova, CSc MUDrLudmila Koalova, CSc.
Doc. MUDr. Jozef MaSura, CSc. MUDr. Jozef Michallasc.

MUDr. Cubomir Barék, CSc. MUDr. Zuzana Pribilincovéa, CSc.
MUDr. Adriana Sufliarska, CSc. MUDr. Mikulas Zvolékys Csc.
MUDr. Jarmila Hornova MUDr. lvana Btpvéa

MUDr. Lubica Ticha MUDr. Regina Krastevova

MUDr. AndreaCermanska MUDr. Sabina Sufliarska

MUDr. lvana Letenayova MUDr. Andrea Skublova

2) Study literature
Required literature

e Behrman R.E., Kliegman R.: Nelson Essentials ofd®eck. Philadelphia, W.B.Sauders 1990



Recommended literature

Kapellerova A. a kolektiv.: Propedeutika detskédatstva. Bratislava, UK 1997

Houstek J. a kolektiv: Detské lekarstvo. Martiny@a/Avicenum 1984

Randuskova A. a kolektiv: kebné postupy v pediatrii. 2. vyd.Bratislava, UK 299

Kapellerova A. a kolektiv.: Vybrané kapitoly z jadde. Bratislava, UK 1993

Horansky V., Mojzi$ R., Slafkovsky A.: Pediatriar@irne]j starostlivosti. Liptovsky Mikulads, TeleMo#9
Niessen KH: Pediatrie. Praha, Scientia Medica 1996

Lissauer T, Clayden G. lllustrated Textbook of Ré&tts, Mosby London 1997

3.The pediatric course — rules and principles

A
You must be dressed tidily at all times and beeetpl to everyone on the wards.

B. When you go on to a ward for the first time, youstintroduce yourself to the nurses. It is impartarget into the
habit of discussing children with the nurses. Yan tearn a lot from your nursing colleagifegou are prepared to
do so

C. Be nice to children. Listen to their parents. Darihoy nurses and medical staff. HELP THEM!

D. You learn most about children by spending time whiem: mix with them as much as you can. Have ftigativem.
Read to them. Play with them. Enjoy them. Talk witair mothers and fathers. Learn how distressimbanfusing
it is to have an ill child. This cannot be leanmdrh textbooks.

E. One of the most important parts of the pediattiacdment is the time you spent actually seeinglofil on the
wards.Most doctors will not mind in the least if you dat mmediately know the biochemistry of inborn esrof
metabolism, but they will be irritated to find thaiu do not care about the patients!

. Always respect and protect confidential information

. Maintain utmost vigilance in preventing spread mfss infection within the wards. The following rsiland
procedures must be followed:

®

. stay away if you are carrying an acute infection

. always wash hands before and after examining ahildrespecially small infants

. remove rings, bracelets, etc. and wash hands aedrfas when handling neonates
. obey all "isolation” and "no entry” signs

. be especially aware of immunosuppressed children

O Q0T

A. Learn and maintain positive working attitudes aetdvior

to children: Minimize their pain, discomfort and embarrassmerttefpt their uncooperative behavior Take into ac¢oun
special children’s needs and vulnerability

to parents: Understand their often irrational behavi&how respect to their opini@emonstrate friendliness, interest and
unfailing courtesy

to yourselves:Prepare yourselves for continuing educatidever be afraid to seek help where appropriate

to colleaguesAlways treat colleagues ethically, honestly andhwiburtesy

B) The pediatric course

1) Overview of the course for general medicine stuhts

The program includes 4 semesters of pediatri@&a(rzud gh class) and is delivered by a variety of teachirghads
including lectures, clinical practices, seminard aalf-directed learning. In addition to this, stlidents will participate a
three-months pediatric clerkship during the finahs

Lectures will be delivered at the first weeks of each seiere@able). They cover the most important topicpexiatrics,
which are essential for practical teaching. Stusleatticipating at the clinical practice are expddb be familiar with the
topics delivered.

Year Semester Lectures Pediatric
Practice



class Winter (Introduction) 24 hours 20 hours

4N class  Summer 20 hours 20 hours

5th class  Winter 24 hours 20 hours

5th clags  Summer 24 hours 20 hours

6th class  Either Winter or (seminars) 330 hours
Summer

2) Pediatric practice - N and gN year

The objective of the courses is to develop clinazal communication skills in various areas of peitia

Clinical teaching is arranged in one-week blocksrduthe 4 and 4" years at the Departments of Pediatrics of the
University Children’s Hospital on the Kramére.

Summer practice at an “away” hospital provides ppastunity for gaining additional clinical experien

Each pediatric block consists of five clinical méahilisted on the schedule below and posted oD#partment’s
noticeboard.

Each module focuses on a group of diagnosis anditbons, which are most frequent in and specificd@iven
pediatric age group (newborns, toddlers and childre

Students should show up on the appropriate Depattagetion not later than 8.30 a.m. as specifietherschedule.

In the g year summer semester, teaching begins with a senmirthe & floor Library.

Students are expected to come to the modules withdsbasic theoretical knowledgreorder to properly approach
and understand clinical cases. Self-learning &efore strongly encouraged. Those, without necggsesic
knowledge of any of the topics of interest ardsit of disqualifying themselves and being askedépeating the
module.

During each pediatric block, each student will et detailed case report. This should include apbetes medical
history, results of thorough physical examinatiappropriate laboratory results and, most imporyaatidetailed
discussion and differential diagnosis of the giease (simple copying of textbook chapters is sisodizcouraged!).
At the last module, the essence of the case replbiie orally presented to colleagues and disadisgih the teacher.
Students qualify focredit by attending all five modules, demonstrating neagsknowledge and skills in examining
patients and presenting the detailed case repoyt.chnical practical missed has to be compenshé&fdre a
designated time limit.

3) Pediatric practice — topics for individual learring

Pediatric Practice — Ah class winter semester

Topic

1 Characteristics of various  Psychomotor development — screening. Growth andhtei
age groups during childhood Preventive pediatric care. Psychological approachahild.

2 Pediatric history Practical guidelines to colledbrmation from parents and

children.

3 Clinical examination of Observation, palpation, percussion, auscultatispecific
infants findings in children.

4 Clinical examination of Basic diagnostic and therapeutic procedures. Btvading,
children urine collection, investigation of stool. Microbagjical

investigation. Parenteral treatment — drugs, iljast
infusions, transfusion.



5

Nutrition.

Nutritional requirements. Breast feediRrgrmula feeding.
"Milk kitchen”. Human milk bank — "lactarium”.

Pediatric Practice — 4h class summer semester

Topic

Acute respiratory infections  Acute laryngitis. Aeddronchitis. Wheezing. Pneumonia.

Physical examination, laboratory and X-ray findings

Treatment.
Recurrent and chronic Bronchial asthma. Cystic fibrosis. Bronchiectasias.
respiratory diseases Hemosiderosis. Physical examination, laboratory&mdy

findings. Treatment.

Acute and chronic diarrhea Clinical evaluation and laboratory findings. Treatrh—

in infants

Failure to thrive

diet, enteral and parenteral rehydration, tota¢ptaral
nutrition

Clinical evaluation, laboratomdings, functional tests,
treatment.

Hematology and oncology Anemia — clinical and labory findings, differential

diagnosis, treatment. Specific problems of pediatri
oncology. Acute leukemia, Hodgkin disease, non-Htadg
lymphomas.

Pediatric Practice — éh class winter semester

Ward

Toddler

Internal

Newborn

Cardiology

Toddler or
internal

Topic

Somatic and psychomotor development. Fgeéfiever. Fits.
Immunization

Metabolic disorders. Diabetes. Obesitypbtytycemia. Growth
retardation

Physiological newborn. Small-for-date ba®mall-for-weight
baby. Respiratory distress syndrome. Oxygen argiregdsry
treatment

Evaluation of the cardiovascular syst@mngenital heart
defects

Respiratory infections. Pneumonia. Obstructive bhiiis.
Asthma. Laryngitis

Pediatric Practice — %h class summer semester

1

2

Ward

Toddler

Internal

Topic Seminar

Feeding disorders. Diarrhea. Vomitus. Congenital heart defects
Dehydration. Acid-base balance. Rickets,

tetania. (Doc. Benedekovd)

Urinary tract infections. Vesicoureteral Urinary tract infections.
reflux. Nephritis, nephrotic syndrome. Obstructive uropathies. (Doc.

Evaluation of urine Cerveiova)



3 Newborn Anemia. Jaundice. Congenital defects. Fluid and acid-base balance.
Interpretation of blood tests. Dehydration - rehydration.

(Prof. Kovacs)
4 Internal Intoxication. Headache. Abdominal pain. Disorders of adolescence

Enuresis. Hypertension.
(Prof. Michalkova)

5 Toddler Final evaluation — credit ECG in infants. Arythmias
or
internal (Doc. MaSura)

4) Pediatric clerkship — éh year

The aim of the clerkship is to gain familiarity tvithe common and important problems that affedtotm and the
psychosocial consequences that arise to themsaetheir families.

The tree-months clerkship will be divided betwebnical pediatrics (1 month), pediatric infectiodiseases, pediatric
primary care and basic perinatal care, as it isguban the pediatric noticeboard.

e Students should show up on the ward not later 8@ a.m.

e As much as possible should be spent taking aneaptivt in the activities of the host departmergttkihg and
examining all children who are admitted to the vgaadd assisting the physicians (who will undoulytéei grateful
for the student’s assistance!).

e Students should see the patients whom they hadkedevery day. They should write their own folloy-notes in
the patient’s chart and, whenever possible, accagnpatients in any investigation they might be hgvie.g. ECG,
chest X-ray, USG, etc.). They will be expected attipipate at daily rounds with the attending phiasi and
occasionally will be asked to report clinical finds and laboratory results on their patients.

¢ During the pediatric clerkship, each student shewuitk a detailed case report on a patient sheealdrked. This
should include a carefully taken history (medicaWelopmental/social), results of thorough phys@amination,
appropriate laboratory results, detailed discusaiwhdifferential diagnosis of the case (simpleyig of textbook
chapters is strongly discouraged!). Essential gadfithe report will be orally presented by thedstut and discussed
by his/her fellow colleagues at the credit session.

e Students qualify focredit by attending the course, demonstrating necessamylkdge and skills in examining
patients and presenting case report (a specialt seskion will be arranged to discuss each casat)e Any time
missed should be compensated before a designatedifit.

5) Pediatric skills and competencies

During the pediatric course, students should mastetain basic skills and competencies of pediatdre. Group 2.
Students are, however, not expected to performegires, which are technically more difficult than ddults and to
practice them on children will cause distress (@r@u Far more important is to understand the etiims and ponder the
justification of the various investigations requestHowever, if a student is given the chance tdetake any practical
procedure, she/he should size the opportunity.

Pediatric skills that should be performed (Group 1)

e Medical history taking in pediatrics— communicatikills

¢ Clinical and neurological evaluation of newborns

Clinical evaluation of toddlers, assessment of peyrotor development Measurement of body weighttaight and
use of the appropriate nomograms for age

Determination of bone-age and pubertal developriignTanner)

Measurement of body temperature (rectal, axillar)

Measurement of vital functions (pulse rate, respisarate)

Blood pressure measurement of the upper and lombslin various age groups
Microscopic evaluation of urine

Stool test for pH and reducing substances

Calculation of food caloric content



Blood counts and differential blood counts

Determination of blood groups

Interpretation of chest X-ray, intravenous urogsaphd cystography

Examination of throat and methods of taking baotegical swabs

Various methods of drug application

Clinical evaluation of newborn

Creation of simple genetic pedigree, interpretatibnormal karyotype and its abnormalities

Calculation of fluid and electrolyte requirememsalehydrated infants with 1) acute gastroenteaitid 2) diabetic
ketoacidosis

Skills that should be observed (group 2)

Oral feeding techniques

Nasogastric tube feeding

Intravenous fluids into veins of the head and ewities
Application of oral drugs to newborns and infants
Sweat test for diagnosing cystic fibrosis

Methods of blood drawing

Biopsy of bone marrow

Immunization, Mantoux test

Methods of urine collection

Lumbar punction

Brain and abdominal ultrasound

Resuscitation of the newborn, primary neonatal care
Breast feeding/formula feeding — weight test betord after feeding
Basic neonatal care — phototherapy, neonatal sagen

6) Pediatric Lectures

4th year, Winter Semester

Introduction. History of Pediatrics. Preventiveear  Prof. Kapellerova

Pediatrics
Medical history. Physical examination Doc. Lehotska
Main characteristics of newborn. Physiological Doc. Lehotska

changes in newborn period.
Breast-feeding. Formula feeding Prof. Kapellerova

Characteristics of different age groups. Nutritadn Doc. MiSikova
toddlers and children. Psychomotor development

Puberty. Doc. Misikova

Low birth weight newborn. Signs of prematurity. BRasDoc. Lehotska
neurological examination of newborns and infants.

Urinary system. Physiological characteristics and  Doc. Lehotska
examination. Body fluids.

Cardiovascular system. Anatomical and physiologicdDoc. MiSikova
characteristics. ECG, X-ray.

Respiratory system. Anatomical and physiological Prof. Kapellerova
characteristics. Examination.

Blood — physiological characteristics during Doc. MiSikova
childhood.



4th year, Summer Semester

Acute Diarrhea, Dyspepsia — simple and toxic, Doc. Lehotska
Rehydration.

Total parenteral nutrition Doc. Lehotska
Anemia — diagnosis, differential diagnosis and Doc. MiSikova
treatment

Hemorrhagic disease. Doc. Misikova

Leukemia. Hodgkin disease. Non-Hodgkin lymphomas .Di§ikova

Failure to thrive — etiology, signs, symptoms and  Doc. Lehotska
treatment

Malabsorption. Disorders of liver, gallbladder and  Prof. Kovacs
pancreas

Peptic ulcer. Disorders of the colon. Prof. Kovacs
Acute respiratory infections. Pneumonia Prof. Kegrela
Recurrent respiratory infections. Foreign body Prof. Kapellerova
aspiration

Chronic respiratory disease. Bronchial asthma.i€ystProf. Kapellerova
fibrosis. Bronchiectasias.

5th year, Winter Semester
Hypertension Prof. Kovéacs
Physiology of the Neonate Doc. Benedekova

Urgent Situations in Neonatology, High-Risk Neonat®oc. Benedekova

Low-Birthweight Neonate Doc. Benedekova
Asphyxia & Respiratory Disorders in the Newborn DBenedekovéa
Hemolytic Disease of the Newborn Doc. Benedekova
Mental Anorexia & Puberty Prof. Bidk
Diabetes mellitus & Obesity Prof. Michalkova
Disorders of the Thyroid & Parathyroid Glands Dodsiova
Congenital Adrenal Hyperplasia Doc. Misikova
Growth Disorders Doc. MiSikovéa
Disorders of Connective Tissue Dr. Mozolova
Disorders of Connective Tissue Dr. Mozolova

5ih year, Summer Semester

Glomerulonephritis. Nephrotic syndrome. Doc. Lehatsk



Congenital Disorders Caused by a Single-Gene Prof. Kovacs

Mutation
Chromosomal Abnormalities Prof. Kovacs
Urinary tract infections. Vesicouretral Reflux Daehotska

Peptic & Duodenal Ulcer, Disorders of the Large Prof. Kovacs
Intestine

Congenital Heart Disease with a Left-to-Right Shunt Doc. Benedekova
Congenital Heart Disease without Shunting Doc. Bekeda
Congenital Heart Disease with a Right-to-Left Shunt Doc. Benedekova
Heart Failure, Therapy of Congenital Heart DiseasesDoc. MaSura

Acute and Chronic Renal Failure Doc. Lehotska

C) Examination questions for general medicine studds

Learning is largely determined by assessment. ieedcskills are assessed at the end of each pedisimck and at

completing the [ year pediatric attachment. Summative assessmemtediatric knowledge is accomplished at oral
examinations. Each student is expected to pass ffediatric exams:

e at the end of thetﬁyear winter semestéintroduction to pediatrics)
e at the end of the fifth yed€linical pediatrics)and
o following the pediatric clerkshifFinal state examination in pediatrics)

1) Introduction to pediatrics - Examination questins
Questions A

e Basic nutrients in the food of children (proteiligids, carbohydrates, minerals, water) requirermamtd importance,
Importance of vitamins in infants

e Breast feeding — its importance for the normal dtgsment of a child, Colostrum, intermediate andur@human
milk, Rules of appropriate breast feeding, Obstaled contraindications of breast feeding

e Comparison of the composition of human and cow nfwWkaning, Formula feeding (when to begin it and bho
perform), Formula feeding (various types of forns))jaCorrect eating habits in toddlers and children

e Various age periods during childhood, Newborn peralefinition and characteristics, Toddlers —migfin and
characteristics, Infants — definition and charasties, Preschool children — definition and chagdstics, School age
children — definition and characteristics

e Growth during childhood (growth rate, body propams), Puberty (staging according to Tanner), Evalnaf
psychomotor development

e Medical history — principles in children. What dine parts of the child’s medical history?, Histerieading
complaints, History in infants (specific aspecBgrsonal history

e Prenatal care, Processes of adaptation during mevidesiod, Physiological changes during early néainzeriod,
Low-birthweigth newborns, Hypertrophic and postnataewborn

e Vaccination

Questions B

e Development of brain and sensor functions, Develamof language and psychosocial relations, Devaéy of
fine motor skills, Development of gross motor skilClinical and laboratory signs of locomotion dises

e Special anatomic and physiological features ofréspiratory system in children, Symptoms and sajnespiratory
diseases

e Anatomic and physiological features of the uropoict, Symptoms and signs of the diseases afribygoetic
system

e Characteristics of fetal circulation and its chadgeng newborn period

e Symptoms and signs of disorders of the gastroinigstystem



Acid-base balance and its disturbances, Body fimid mineral composition and its disorders, Develepnof
immune system in children

Hypo and hyperfunction of adrenal cortex durindatod (main symptoms and basic examination), Hygpak
hyperthyroidism in children (main symptoms and basvestigation), Anterior pituitary (functions abdsic
investigation), Sexual differentiation and its dibers — intersex, hermaphroditism, pseudohermajitisod
Special anatomic and physiological features ofgéarointestinal system in children

Values of blood elements during childhood, Iron abelism. Its importance in child nutrition

Status presens generalis, Aspexy in children, Atesibon in children, Percussion in children, Paipatin children
Care of newborn after birth, Evaluation of newbafter birth, Definition of labor, miscarriage, faulrm newborn,
premature newborn, perinatal mortality rate

Screening in newborns and older children

Questions C

Assessment of nutritional state, Physical exammatif the gastrointestinal system, Liver functiests, Examination
of stool, Investigation of gastrointestinal functjomaging methods of the gastrointestinal travtektigation of
pancreatic functions

Basic principles of physical examination of thepiestory system, Tests of respiratory function,ay-mvestigation
of the respiratory tract. Assessment of chest X-ray

Physical examination of the cardiovascular sys¥éal signs and blood pressure measurement, Austooit of the
heart, heart murmurs, Special diagnostic methodaidiology in children, Characteristics of ECGidgrvarious
periods of childhood

e Urine analysis, Kidney function tests, Imaging noeth of kidney and urinary system
» Neurological examination of the newborn, Imagingmoes in pediatric neurology

Enteral tube feeding, gastric lavage and rectainené.umbar puncture, Punctures (generally, exeepbar
puncture), Injections (basic rules and types ofiagfion, complications), Infusions and transfusion
Diagnostic tests in immunology

Care of chronically ill child

Milk bank, Milk kitchen

Areas of general pediatrician’s work

2) Clinical pediatrics - Examination questions

Infections of the upper airways, Acute laryngigaobronchitis, Pneumonias, Atypical pneumoniaalyir
mycoplasma, chlamydia), Allergic respiratory dissasChronic respiratory diseases, Dyspnea, Sti@mugh, Cystic
fibrosis, Foreign bodies in the airways

Anemia, Disorders of white blood cells, Acute lyrbfastic leukemia, Hodgkin disease, Idiopathic thiborytopenic
purpura, Anaphylactoid purpura, Lymphadenopathynbiehagic disorders, Splenomegaly, Disseminated
intravascular coagulation, Disorders of the immsystem

Cyanosis, Arythmias, Heart failure, Congenital defeof the heart with a right-to-left shunt, Coniggindefects of the
heart with a left-to-right shunt, Congenital degeof the heart without a shunt, Endocarditis & ngrditis, Systemic
hypertension

Diseases of the esophagus and the stomach, Diseabesliver and the pancreas, Obstipation, Hyiieubinemia,
Hepatomegaly, Intestinal parasites, Vomiting, Byliatresia, Malabsorption, Hypertrophic pyloricrsisis,
Esophageal atresia, Differential diagnosis of axiaggAbdominal pain, Rickets

e Dehydration, Diarrhea with severe dehydration &#lalyte disturbances in Infants, Acid-base disesde
e Urinary tract infections, Hematuria, Proteinuridp@erulonephritis, Nephrotic syndrome, Acute refadlre,

Vesicoureteral reflux, Obstructive uropathies, Bactia, Hemolytic-uremic syndrome, Polyuria andyplgsia

e Hyperpyrexia, Principles of antibacterial therapgpsis
e Poisoning, Exanthemas, Atopic eczema, Disordemibgrty
e Low birthweight neonate, Birth injury, Hemolyticsdiase of the newborn, Neonatal asphyxia, Hemoxltiggase of

the newborn, Infant of a diabetic mother, Respisatbistress syndrome

¢ Juvenile rheumatoid arthritis, Connective tissigedses, Rheumatic fever
o Pituitary hypofunction. Diabetes, Hypoglycemia, @enital adrenal hyperplasia, Hyperthyroidism, Hyyyobidism,

Disorders of sexual differentiation, Diseases efdldrenal glands, Growth retardation, Disordersatdfium
metabolism

e Genetic diseases — monogenic diseases, Genetasdise chromosomal abnormalities
e Headache, Convulsions, Meningitis, Meningoencefibalclinical manifestations, Cerebral palsy, Adte

consciousness

3) Final state examination - Examination questions

Work of the primary care pediatrician (primary, @edary and tertiary prevention), Ethical approachdspitalized
child and his parents, Complex care of childrespatcial environmental risk, Abuse and neglect dfiotn



e Peculiarities of medical history in toddlers, Patal and infant morbidity and mortality, Breastde®y and its
importance, Formula feeding, Feeding in older abifg Nutritional requirements of a sick child, Adstence,
Imaging procedures in pediatrjc&creening in pediatrics

e Rational antibiotic treatment, Glucocortocoid treaht and its complications, Oxygen therapy (priles@and
complications)Side effects of drug therapunctures and guidelines for their use

e Postnatal adaptation of fetal circulation, Pediaind neurological evaluation of newborns, Lowtbireight
newborns, Infections of fetus and newborn, Emergeace in newborns, Asphyxia syndrome (early aie fiarms),
Jaundice in newborns, Hemolytic disease of newh®leeding disorders in newborns, Birth traumatism

e Chromosomal abnormalities, Evaluation of chromosoaral prenatal genetic diagnosis, Inborn errors of
carbohydrate metabolism, Inborn errors of amind awétabolism, Autosomal-dominant disorders, Autoslom
recessive disorders, X-linked disorders

e Peculiarities of immune response during infancy emitthood, Allergic diseases (diagnosis and treai Atopic
dermatititis

e Outbreak of infections - epidemiological measurepéediatric collectives, Fever — causes and priesipf antipyretic
treatment, Sepsis, Manifestations of infectiougakées on skin and mucous membranes, Vaccinatiectibus
mononucleosis, Syphilis and AIDS in children, Detosas and pyodermias in toddlers

e Evaluation of the cardiovascular system in congghiéart disease, Age related normal ECG findindsddlers and
children, Cardiac murmur (functional and organidifferential diagnosis of cyanosis, Edemas (etiglatjfferential
diagnosis), Congestive cardiac failure, Disturbamferate and rhythm of the heart, Congenital haisgase with
left-to-right shunt, Congenital heart disease wight-to-left shunt, Congenital heart disease withehunt,
Inflammatory heart diseases, Hypertension in irsamid children

e Epistaxis a adenoid vegetation, Stridor, Foreigdid®in the respiratory tract, Acute diseases efughper respiratory
tract, Sinobronchial syndrome, Anginas, Acute s#tnd its complications

e Congenital diseases of the respiratory tract, Caughits treatment, Acute hypoxia, Bronchial asthAwaute and
chronic respiratory failure, Acute bronchitis, Boblpneumonia and atypical pneumonia, Tuberculasihildren,
Bronchiectasis, Atelectasis and emphysema, Cyistiodis, Hemosiderosis of the lung

e VVomiting, Abdominal pain, Melena and hematemesmdenital gastrointestinal anomalies, Pylorostenddicer
disease, Congenital megacolon, Acute appendigitistussusception, Inflammatory bowel disease aldsdrption
syndrome, Parasitic infections, Vitamins nutritibreqjuirements, Obesity, Failure to thrive and ani, Differential
diagnosis of jaundice, Hepatitis and liver failubesorders of gall bladder and pancreas

e Congenital anomalies of the urogenital system, Eatin of renal function, Acute and chronic reralure,
Characteristic laboratory findings in diseasedhefkidney and urinary bladder, Nephrotic syndroAwjte and
chronic glomerulonephritis, Hemolytic-uremic synair@, Urinary tract infections, Vesicoureteral reflux
Tubulopathias, Enuresis

e Fluid and electrolyte disorders (diagnosis andttneat), Poisons and intoxications

e Developmental changes of blood elements, Anemiasdification, diagnosis and treatment), Methemioiglemias,
Transfusion and its complications, Leukemia indtah, Malignant lymphoma (Hodgkin disease), Histtosis X,
Coagulation disorders, Purpuras, Hemophilia

e Growth disorders, Diabetes insipidus, Thyroid dé&sa Diseases of the parathyroid gland, Ricketdetadia,
Disorders of sexual development, Diabetes mellilygoglycemic conditions

e Unconsciousness, Headache, Syndrome of intracraygertension, Meningitis and meningeal syndromgactranial
bleeding, Seizures (fits) in children, Cerebrakpal

e Disorders of the locomotor system, Rheumatic felavenile chronic arthritis, Connective tissue asss,
Myopathias, Osteomyelitis, Congenital dysplasi¢hefhip

l1l. Clinical evaluation in children

History taking, physical and developmental exaniamgtassessment and management of clinical
problems.

1. The uniqueness of childhood

Human beings are constantly changing but the ratesimuch greater in infancy and childhood than at anyther time
of life.

e The growth rate of the body, especially the bragreatest in infancy and emotional and cognifivections develop
most rapidly at this time.



e Adverse factors, including disease and deprivatiawe disproportionately bigger effects duringyefé, which may
be irreparable. On the other hand, the rate ofirepa catch-up growth is greatest in the younddchi
e Optimum development demands full physical, emofiana psychological support.

It is important that children have caring parentsownderstand them and give them adequate time.inipertance of
nature and nurture is greatest in infancy.

1.2.Children are different from adults in their physiaad physiological developmentence their reactions to disease or
drugs. Their different metabolism and emotionaivitgtrequires a clinical, therapeutic and persceggproach, which varies
according to age.

e Thus the adolescent may be treated as an adwt as firug dosage or clinical investigation is eoned. However,
their emotional development requires slightly diéfet handling with particular awareness of senisigls and
hostilities.

e The preterm infant requires a highly specializedvwdedge of their immature physiology on the onechand a very
different clinical approach because of the impdbsilof verbal communication.

It follows, therefore, that an understanding of thege of normal developmental stages and of noptmgdiological values
(e.g. hemoglobin, blood pressure, ECG, thyroid fiomc etc.) is essential for interpretation of dathtained on
examination/investigation.

It should, therefore, come as no surprise to findhat as children are developing organisms, problenmsnd illnesses in
them are very different from those of adults.

e Genetic disorders; anomalies of growth and devetagnproblems of perinatal origin; communicablesdise;
nutritional disorders and social problems dominatenpared with the emphasis in adult medicine wisahore on
acquired degenerative, malignant, endocrine addnmhatory disease.

e At the same time, there is also the continuumloéds from childhood into adulthood to always cdasi

Social relationships.Very young children are totally dependent uponitadand the quality of care partly determines their
total development. Full assessment of the childtriake in the total family, its lifestyle and lewafl concernlt is important
that the doctor develops the insight required t@ertaese assessments.

e Child health is concerned with families. In additi the child's illness, the parents' anxietiestalways be sought
and dealt with. Social and behavioral problemsadeege part of contemporary pediatric practices Thild may be
used as the family's means of consultation abait thwn problems.

e Children learn to live with one another and adutisjevelop their faculties and skills and to rel&t one another
through play. The doctor must, therefore, know howssess play and be able to record it.

e School forms a very important part of the chilifs in molding learning, understanding and socral anoral values.
The doctor must be aware how to obtain informagibaut the school performance of the child and latedo the
school doctors. Teachers can provide a tremenduoosiat of information for doctors.

2. The clinical method: general comments

This is the method that processes a clinical probieto a diagnosis and a program of managementderdo resolve
(wherever possible) the initial problem and to idfgrand deal with social and psychological aspects

2.1.In common with other branches of clinical medicihe clinical method has 4 principal parts:

o History taking
e Physical examination

e Clinical assessment
e Management

Together, these four elements provide the corputh@fproblem orientated approach to clinical medicihat has been
termed the SOAP approach

Subjective/history
Objective/ examination
Assessment

Plan of management

2.2 The hypothetico-deductive approadRecent years have witnessed educational thedgrieg the realms of clinical




problem solving. Becoming dispensed with is thdarothat providing all questions are asked andoactiigh examination
made, a diagnosis will emerge.

Instead, as it was repeatedly shown, physiciams tlee immediate outset of the doctor/patient entmugenerate a set of
diagnostic_hypotheseshich, through questioning and specific examingtiare tested, revised and challenged. It is the
central role of the initial testable hypothesed tmstitutes the key to effective problem solving.

This approach differs from the conventional apphoat routine data collectior'a blank mind ritualistically collecting
information might miss important clues that woutbeywise be generated by an "inquiring mir{elstein).

2.3 A clinico-pathological model for paediatric protyig the hypothetico-deductive process should expthagnostic
theories for main problenend any associated problemderms of mechanism@nmediate underlying patho-physiological
process(es) or developmental variation), etiolaggt, often, socio-environmental determinats.

3. Guidelines for history taking in children

Children are frightened of new situations, espécibbspitals, and the doctor’s first encounter iigc@al. The type of
relationship which is established on this occasitay well be the pattern for many years to comis. ilnportant, therefore,
to have as good contact as possible.

Don't forget, first impressions are usually thokattlast.

Arrange to see the child initially in the presencef one or both parents.

The interactions between parent(s) and child can te observed and assessed.

Depending on the child's age, it might also berdbk to see him/her on their own.

Always introduce yourself, shake hands with theepte and, if the child seems to appreciate it, With too.

It is important to have toys within easy reachhsat the young child can keep himself amused whiehistory is
being taken. At the same time, it will be posstiol®bserve how he manipulates the toys and assess af his motor
skills.

The interview should be as unhurried as possible artime given to allow the mother/father to say althat they have
to say, within reason. The child will also be obsging the doctor and medical students during this peod and forming
his own assessment.

e When talking to or examining the child it is bestie on the same level, either by sitting on a tostrir or kneeling
at his side; children always appreciate being thtke

o Direct statements are preferable to questions,wbifiten threaten the child.

e Be natural and spontaneous in your approach tohie. Be accepting of children as they are - é.g.child is
negativistic or shy begin by talking with the parés). Avoid too direct comment or "correction staents" about his
behavior. Make plenty of statements but few questi®©ften a child will "answer" an "open-ended'testaent more
easily.

4. History taking

The history is extremely important in evaluatingldfens' illnesses and problems. The process #tataut to obtain and
integrate relevant and accurate information iskfginning of the hypothetico-deductive process Hed$ out to make a
diagnosis from a presenting problem:

Without a diagnosis there can be no sound basisnfomagement!

4.1. History taking has another important function, ofteverlooked: to understand the social, emotiomal health
predicament of the child and famil€onsidering these aspects is essential for tatgragement, whatever the problem. On
occasions, the problem itself might even be cabgeghomalies in the social background, e.g. chilgsa.

4.2. Other than in the older child, who can usuallyegan excellent history, much of the informationlected during
history taking in pediatrics has to be obtainedtigh parents, guardian, relatives or friends. hhggai story second (or even
third) hand will often contain bias and inaccuracighich should always be borne in mind wheneveonsistencies are
seen to exist.

4.3. For newborn babies with a problem, the histonthaf clinical problem is even more atypical - it alby being the
history of the mother's pregnancy and labor (aaa@md environmental history of the young infaily to evaluate the
reliability of the mother or other person as a e#siit is usually better than your first impressibis a wise rule to assume
that the mother is always right until proven othisev Occasionally, her history is deliberately mdgling but with practice
it is possible to be suspicious of this and to perthe reasons why she is behaving in this wayefample, when the child



is the victim of non-accidental injury.

4.4.When indicated let children tell their story in ithewn words. Wherever possible, children shoulslagls be included
in history taking: they should not feel left outid also important never to underestimate a chden story. It is, after all,
their problem which is being discussed (!) and oidgldren are, in their naivety, often very relalhistorians and better
than their parents.

4.5.0bsessional inquiry about all bodily functiongdss important than in adults since it detractmftbe flow of the story
and, in many instances, is irrelevant to the proble

Irrelevant questions often generate boredom in lobild and parents.

4.6. Systematic inquiry is more a recording of certaénspnal and family details, notably details oftnifieeding practices,
early development and school, social aspects, lpggth and immunization histonp carefully takenfamily history is
always needed. Not only will all these elementdsadsa reaching a diagnosis but they will also hée pediatrician
understand the impact and significance to the dnild family of the problem.

Always listen to the mother, she should know best!

The following two examples illustrate this importaoncept:

Example 1:A 28-week prematurely born baby boy was ventilatedsfaoveeks for hyaline membrane disease.
Three months after hospital discharge he devel@euld cough associated with an upper respiratoagtt
infection. Had the baby not had such an eventfahatal course the parents would not have been aeda@s
they appeared to be. Because the lungs had daeker affected, any chest problem was, inevitabsguace of
major concern - hence the parental anxiety overt wioalld otherwise be considered a rather triviahptom.
Without a detailed birth history this should novbdeen evident!

Example 2:A 9-year-old girl was brought to see a doctor becafisddominal pain. The parents seemed more
concerned than the child. Family history revealsat-the child's uncle had died of cancer of thensith and
whose initial symptom was abdominal pain. The pateanxiety was, therefore, eminently justified.tNdut a
carefully taken family history, the seemingly exsige parental concern would not be understood!

4.7. The pediatric clinical history: conceptual frameludevery history must include, as well as detailshef presenting
problem, social milieu and prenatal history, eadyelopment (including feeding), immunization retqgrast health and
general health.

4.8 There are several approaches to the history tad@ogiences. The following is a recommended sequahpediatric
history taking:

A. Initially record details of the presenting problem.
B. Then collect the child's personal details in tH&feing order:

social history

family health

birth history

previous illnesses

immunization record

development (including progress in school)
current health

With all the above information now available rettiorthe presenting problem to fill in any relevaaps.

5. The clinical method

5.1You must be able to examine thieur ages of childhood’ newborn, infant, toddler, older child/adolescent.

5.2 The examination needs to be conducted with theosittrgentleness and avoiding pain. Traumatic praesdsuch as
looking at a throat should be left to the end. Gudds do not endear the doctor to the child neitbes a cold stethoscope.
It is important, therefore, to maintain warm haads stethoscope.

5.3. The examination of children is dependent upon distahg mutual trust. Always explain to the child ¢ld enough)
while carrying out the physical examination. It @dso help sometimes to actually show the childtwioa are asking him
to do, for example, finger-nose testing. The keystiacess is patience, understanding, sympathylegess and humor.



With babies under nine months old this is easilyuered as they are trusting individuals. It is besget fairly close to them
- about two or three feet away - and engage th&nton with your face. A smile and appropriateéses are very effective
in evoking responses. Much of the examination caproceeded with whilst keeping the child's attanfixed in this way.

At about the age of nine months, infants becomeedgmsive of strange adults and often react agaidéect approach. It
is always worthwhile trying to earn their smile ac@ioperation but difficult to achieve it, espelyiaf the child has been
examined by a not sufficiently sympathetic doctefdoe. Sometimes it is best not to look directlytta¢ child but to

concentrate on the parents and to talk to them wigidan Children of three and four years may be nresponsive to the
direct approach.

5.4.0ne of the best ways of obtaining a child's tisigb demonstrate your relationship with the pagntf the child sees
that the doctor relates well and respects the nmathe father, he will respond in a similar waythé child cries, try to find
out why - it may be because he is afraid, becaeses tin pain, because you hurt or frighten him,ause he has been
conditioned by previous experience or because heatdolerate separation from mother.

5.5. Rather than the more formal testing in adults talschave to be opportunists when looking at chitdidf the child is
asleep, seize the opportunity to examine his abdoamel auscultate his chest. These two proceduregasily be done
without moving the blankets and sheets much, délaMuch of the physical examination will be dedddyy observation:

e |s the child sick or well?
e Does the child look well nourished, normally grown?
¢ Does the child behave normally?

5.6. In approaching the child for the examination, yousibe prepared to be flexible and not adhere rigid order of
examination but do what he will permit. Two or meeparate examinations may be needed at timesehibfexamination
is complete. Time spent in winning confidence iswasted.

Watching the child is paramount at all ages, esplgcihe youngest (listening becomes more impotter).

Observation of the mother/child interaction is ayportant part of the examination. A tremendous amean be learnt by
noting the frequency of respiration the amount mkrcostal indrawing, the shape of the chest amedsymmetry of
movements etc. Much can be learnt from watchingrtfemt's spontaneous movements inside the incubBbe infant with

preservation of the exquisitely fine individual der, face and eye movements in the newborn pesidittély to have an
intact central nervous system.

5.7.The formal method of examining adults in the sepgiosition is fine for the older child and very pgunfant but older

infants and toddlers object to lying down. Theyl theeatened and often cry if placed in this positilt is sometimes wisest
to examine them in the upright position and thisyrba the only way in which an abdomen can be exadiiithe very

apprehensive infant and toddler may well be mostlyeexamined sitting on his mother's lap with hack to the doctor.

With a little practice it is possible to examine @lbdomen very satisfactorily in this position.

Infants and toddlers do not like to be undressetitis sometimes best, therefore, to undertakewdtation underneath the
vest or, occasionally, through it. With practiceedaarns how to discriminate the rare adventiteusnds which arise from
an infant's vest or T-shirt.

6. Sequence of clinical examination

To be meaningful the clinical examination has togeed in a logical order:
A) First note the state of "clinical wellbeing" before you touch the child. Stand back and use gges and your ears:

o Is the child desperately ill/sick/fairly well?
o Any breathing difficulties?

Nutritional State: underweight/overweight: short/normal/tall. Includea chart, height (length) and weight, and alteda
each a centile point. If not included at this stigese will be forgotten.

Level of consciousnesalert, tired, asleep

Behavior: appropriate for age: miserable/co-operative/overathappy etc. Watch play. Smell of breath suchiras
ketoacidosis.

Level of hygiene(e.g., dirt under nails, presence of napkin deitimatColor. Pallor. Breathlessness. Jaundice.nOgss,
peripheral or central. Temperature (this is an siweprocedure and can be left until later if nlveady recorded by the
nurse).Finger clubbing. Lymph gland enlargement. Skirocolashes, bruises and other injuries.




In practice the physical examination is a continsiguocess starting from the minute the child imdee the first time.
Observation throughout history taking is an essamart of the examination. Observation always s palpation or
auscultation!

B) Evaluation of the systems
Continue with the system(s) suspected at beingudt from the clinical history.

Head and Neck:Note the size and shape of the head. Measure thammma occipito-frontal circumference. It is
essential to plot this circumference on the certiilart for the first two years at intervals, alomigh estimation of
height and weight centiles.

For older children, single measurements and ocealijoplotting on head circumference centiles migtrelevant in
some cases, such as those children with neurolqmichlems.

Fontanelles: Feel for size and tension. Sutures can be easilyaple at birth. Wide sutures indicate increased
intracranial pressure and prominent. ridges indigaemature fusion of the suture(s).

Ears: Note abnormalities of shape or position. Auroscapiamination, if any, should be left until the esidthe
physical examination.

Face Dysmorphisms such as in Down's syndrome. Somelfapfgearances are diagnostic of certain conditint
as hypothyroidism and Cushing's syndrome. Loolbfaising and other signs of injuries.

Eye: Subconjunctival haemorrhages, inflammation of ¢hejunctiva and dysmorphic features such as epi@ant
folds; jaundice.

Mouth: Number and state of teeth; presence of oral thmmltosal pallor and state of mucosal hydrationsgmee
of rash; color of the tongue as a means of assegsheentral cyanosis.

Skin: look for rashes: erythematous or purpuric, raisedlai: cafe au lait spots: scratch marks: bruisesther
injury: birthmarks: naevi etc. Exanthema of commiofectious diseases (especially measles, chickerguk
meningococcaemia ).

Cardiovascular system
Approach is the same as for adult patients, althahgre are certaispecial points

¢ Inspection for jugular venous pressure should adimyattempted though, practically, this is extigrdéficult to
elicit in small children. In young children the bhéal pulse may be easier to examine than thelralisays feel the

femoral pulses.

Don't forget to always measure the blood pressihies should usually be done at the end of thenéxation unless
the child is in suspected circulation failure whiemust be taken immediately. The cuff size musappropriate,
more than two thirds the length of the humerus. Wy find it easier to locate the systolic pressuith your fingers
than by auscultation. If auscultation is difficidtmply state the systolic pressure. (Mention & thild was crying).

Respiratory system

Special points:

With younger children you may find it easier if tbigild is on mother's lap or, to listen to the hagkh his arms
around her neck.

Signs of respiratory distress in young infants amitdren include grunting; tachypnoea; intercostalession or
indrawing. Chest expansion is best determined wsimgasuring tape.

Has the child got a cough and stridor? Look atstegpe of the chest.

Is there a pectus carinatum (pigeon chest); pextaavatum (depressed chest); Harrison's Sulcusugson can be
omitted in neonates and young infants, especiitys thought to upset the child. Vocal fremitssot a sign of
great value in children.

e When auscultating use the diaphragm of the stetipescStart at the apices and work down to the bases

e The quality of the breath sounds in young infagstsften more harsh (bronchial rather than vesigular



The abdomen

The ideal position to examine the abdomen is withahild lying down on a couch. Unfortunately, antoer of small
children have different ideas! If necessary, exanon the mother's lap. Make sure you have warm didfzen
digits are definitely out!

Look for: obesity; hernias (child standing); inspectionha genitalia is not required unless clinically rated
(except in baby boys where it is important alwaypélpate the testes); abdominal distension; bkitshape
(any gluteal wasting); napkin rash (in small bapi8g careful if you suspect tenderness. Alwaysfaskif it
hurts anywhere. If it does, start the palpatiothatopposite end of the abdomen.

Rectal examination is NOT part of the normal phaksexamination in children.

Always respect the child’s modesty: the abdomenldralways be covered with a blanket and neverefiosed!

Ear, nose and throat

This part of the examination has been left towdhdsend because young children do not like havied tears and
throats examined.

e Enlargement of some lymph nodes in the neck (aoihis common.

e To examine the ears, sit the child on mother's lamektell her to put one hand around his chestpther round his
forehead and to hold him against her. Pulling tin@g slightly out and back helps to visualize yrapanic
membranes. Do not force the speculum into the nsdaitirest it at the entrance.

When inspecting the throat, try to get the chibdisoperation to open his mouth voluntabilyt do not examine the
throat of a child with possible epiglottitis! A tongue depressor is not usually required andisheot be used unless
absolutely necessary. Look at the tonsils, thdimrggize and for any exudate. A useful play igéb the child to pant
"like his/her dog".

Central nervous system

It is not always practical or possible to carry athorough CNS examination. In children as younga® or three an
"adult" CNS examination can almost be done dependimthe child's cooperation and the examinatiqerageh. In
younger children ingenuity and great patience isedafor to perform a modified QVS examination. Aass of
observations is obtained simply observing the cildlay.

Initial inspection should include play, behaviavyél of consciousness, abnormal movements.
The head is important, especially in infants. Helacimference, shape, fontanelle size, settingye$ @nd ears.
Cranial Nerves

o Is there squint?
o Does the child focus correctly?
o Are there any ‘wandering' movements? Is there gatagmus?

Ocular Movements: It will not be possible to get a younger child tioedtly move his eyes to left or right therefore
compromise by holding a doll or toy on one sidevéhaomeone hold his head) and he may demonstrate ey
movements by following. Alternatively, rotate hisdd when his eyes are focussed upon you and tHeyewiain
fixed upon you. Lateral and medial movements catebied easily by this means.

Facial Weaknessi.ook for facial asymmetry especially during cryiogsmiling.

Hearing and Speech:Ask mother if she is concerned about the childaring and observe how he responds to
sounds in his environment.

o note whether his response to speech of otherparegriate for his age.

o does he talk normally for his age? Is speech eagiyligible? Can he put words together in comkioraof 2,
3 or more?

o one should be able to test the hearing of a cliisixomonths and older. Divert attention with a fhan object
and get an assistant (out of sight) to gently slzakadtle or a bunch of keys when the child withttowards the
sound.

The formal "distraction” test of hearing is perfoed at 8 months.




Tongue: Getting the child to show his tongue is part odip&ic folklore. If he does this you will get atter view of
the pharynx and tonsils.

The limbs: It is difficult to get a ahild to co-operate in ardered limb examination. Therefore, observe thid at
play.

Tendon reflexes:these are often difficult to detect in young creéldl Time will be needed to find the correct pasiti
of the limbs for this purpose. Gentle but adeqpaisuasion of the tendon is needed.

Remember always to test the primitive reflexesfamnits and older children if neurological problearg suspected.

Upper limbs: does he use both hands; can he coordinate hismamis; are they the same size; is there any ewdenc
of stiffness/laxity of the joints?

Lower limbs: does he walk; is the gait normal; has he a limgpiordination appropriate for his age?

More objectively, if co-operation is possible (ahé age is right) assess the power and tone. Askddraw pictures
or write. Get him to kick or throw a ball.

Remember to assess the possibility of scoliosikgphosis especially in infants and adolescents.

Developmental examination:

This must always be dondlor the older child an inquiry about school perfance and overall assessment of
intelligence is adequate. For detailed developni@stsessment a specialist examination is needed

7. Summary of clinical problem(s)

The findings (relevant positivand negativeof the history and examination are now brouglgetber as an _assessment
(summary to dafe This is an essential, though all too frequentlgrtnoked, part of the clinical method. The assessrok
the clinical problem must be written down clearyhrief sentences. Included in this assessmentidib@ua clearly stated
diagnosis or, if not reached differential diagnosis

For example:A five months old little boy, previously well arfdlly immunized, admitted with a two day
history of fever unresponsive to erythromycin ararggetamol and progressive drowsiness. Examination
reveals irritability, neck stiffness and a full tanelle. Meningitis, probably haemophilus, is thlely
diagnosis.

It is important. not to jump to conclusions andnmake hasty spot diagnosedometimes the clinical features alone are
sufficient to give a pathophysiological diagno®g]. chest infection. Microbiological investigatiomight be needed to
verify the etiology. More often than not, howevére clinical assessment is crucial in reaching agmsis. It should
provide foundations for the plan of management.

8. Plan of management

Three components make up this concluding partettimical method:
1. To establish the diagnosis
Is there already a diagnosis from the history atairgnation? Is there a need for further invest@aito confirm or

make a diagnosis. If so, what further investigatiane required. Do not forget that the history ardmination are
also investigations!

2. Treatment of the various problems that emerge out of therthais.

A diagnosis is not treated — its component problams An important clinical skills to learn is how to dect a
diagnosis into its component parts.

3. Communication: Telling children and parents about the problemstaowl they will be dealt with.
These principles underlie a responsible and igetli approach to clinical management! They needtaahreinforcement.
1. Establishing the diagnosis — the need for furthemvestigations

Additional investigations might be needed to canfia clinical impression. These further investigagiawill usually be
directed to the main problem (its pathophysiologyg atiology and, on occasions, its social and psiggfical associations)



and to its possible complications.

Conceptually, the only difference between the pigge"history and examination" and "further invgations" is the nature
of the investigations - "further investigations'mgily being more laboratory, electrophysiological iorage orientated.
“Routine” investigations are to be discouragddiey can create problems, cause pain or discorafwitbe a drain on
budgetary resources.

The following catechisms should be borne in minegmdver contemplating further investigation (Asher1):

It is a salutary exercise in mental discipline tatechize oneself when ordering any medical invastg,
saying:

o Why do | order the test?

o What am | going to look for in the result? If Idiit, will it affect my diagnosis?
o How will this affect the management of the casePtWi§ ultimately benefit the patient?"

High medical standards should not be equaled wgh technology, which is itself appropriate for pal small minority of
patients.

8.2. Treatment

Whenever possible - diagnosis should always pred¢esimenit But sometimes in clinical emergencies, e.g. shock
suspected meningococcal disease, treatment wilh kabe anticipatory. Without a diagnosis it isfidiflt to organize an
orderly problem list. Treatment can be considenetivd categories

o "general" problemsand

o "specific to particular problems"

General problems:this includes aspects such as diet, need for dstchnd monitoring measures such as temperatoa] bl
pressure, pulse rate, respiratory rate etc., aspédare largely undertaken by nurses which, thaften taken for granted,
are as essential to achieve the best possible aleglitcome as are more specific radical aspecieatment. These are all
essential and may even be viewed as continuingalimvestigationsthough, for convenience, they are best considased
part of the treatment schedule. They will alwaysaken into account in the day evaluation of chhjgroblems.

Specific to particular problems: The key to this is the identification of problethsit require treatment. These can best be
defined by referring to the clinical/pathologicabdel for clinical illnesses. It is good practicelisting problems to always
consider two possible limbs:

a. pathophysiological" (medicaBnd
b. psychosocial

In this way social and psychological implicatiorfsaa illness will always be considered:
8.2.1. Medical problems (examples)

I. Is there a problem that might relate to thenediate mechanism(pathophysiology) responsible for an illness
which can be reversed or modified, as in

e treating hypothyroidism with thyroid hormone.
¢ treating idiopathic epilepsy with anticonvulsants.

2. s there any problem involvingtiology (the root cause) that can be specifically deat vés in:

e repair of a large ventricular septal defect in arfant with intractable heart failure .
¢ using penicillin to treat pneumococcal pneuminia.

3.Is there a problem that reflecte@mplication of a disease process, as in:
e dehydration caused by gastroenteritis and treatét wral rehydration
solutions.

It is to be realized, that in real day-to-day dalipractice the precise diagnosis will often netrbade for several
days after the problem has initially presented, imgathe results of further investigations. Thetial specific



problem list will, therefore, not be complete. Somay have to be speculative, tentative or anticiyatfor example,
a child with typical clinical features of acute psfreptococcal infection suspected and treateld pénicillin several
days before the results of the ASLO is returned.

8.2.2. Psychosocial problems
For example:

e Genetic counseling in a baby born with a cleft pala
e School performance ia child with epilepsy.

8.3. Communication

This much neglected aspect of the clinical methidenoprovides the greatest challenge and is fretfy#ime most difficult
to learn. It is currently the focus of a lot ofén¢st in medical education.

With experience, and provided rules are followadgdosis and treatment of illnesses and problenchildren are often
straightforward - although often demanding in masté certain technical skills.

Less easy is how to explain illness and its saama psychological consequences to children and plaeénts (often of very
diverse social and educational backgrounds).

e How to tell parents that their newborn baby has D®syndrome.
e How to tell a child of 9 and its parents of a diagis of leukemia.

Students must be aware of the importance of thpeasbut they will not be expected to be competerdll aspects of
communication skills. This is left more to the mpaduate phase of learning. But an awareness ohertance as part of
management is essential.

9. Examination of neonates

Every newborn baby must be given a thorough exatoimavithin 24 hours of birth. Before this time aepminary
examination and assessment will already have baam @n the labor ward (by a midwife/obstetricigdatrician) to
detect major problems which might need immediatenéibn.

9.1. This more leisurely newborn examination which ypitally undertaken in an otherwise healthy newbbaby,
providing the initial assessment soon after birds Hbeen satisfactorily completekdas essentially to satisfy_main
objectives(some of which will inevitably overlap with the éar assessment at birth):

a. to ascertain 'general clinical wellbeing

b. to (further) document the effects of any birth treeuwhich might have taken place

c. to detect any covert or ovestrors of morphogenesis (congenital abnormalities)yet noted, or even overlooked.
Covert errors will include, for example, heart mumnhand congenital hip dislocation

d. to further detail any abnormality(s) noted at bisthich was not considered to require special adonge the
neonatal unit (e.g. small cleft palate)

e. to record weight, length and head circumferenceskitdfold thickness, the principal measurementghyfsical size
and to determine growth and nutritional statuselation to gestational age (e.g. large or smalefates)

9.2. Examine the baby in the following order:

a. First observe the general condition of the babyingdn particular the color, breathing, state ohsciousness,
posture, dysmorphic features and state of nutrition

b. Listen to the heart sounds with the bell of théhgtecope and then feel for the femoral pulsess @ielpful if (a) and
(b) are performed before any other systematic exatioin as the latter may induce discomfort or apyand make the
former examinations difficult to interpret.

c. Preferably head to toe approach with a special aesipton the following:

. Size of the head; degree of tension of the fontaraed separation of sutures.

. Dysmorphic features of the head and neck.

. Inspection of the back and the limbs. Count nunaobeligits.

. Abdominal examination, including inspection of tmabilicus, looking specifically for signs of inflarmation
or sepsis. Genitalia inspection.

. CNS assessment, including primitive reflexes, galrtene and level of alertness.

. Feel for the palate with the little finger, makeesthe finger nails are cut short; hands have dyréaen
washed in any case.
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7. Lastly, test for dislocation of the hips. This exaation should be left right until the end becaitseduces

discomfort and crying.
8. Complete the physical examination by reviewingrm@aining systems.

Note: The Guthrie heel prick test performed on”hdiays for PKU and congenital hypothyroidism should,
conceptually, be considered a part of the newbaxanménation, searching in this instance for ' hidden
metabolic and endocrine problems.

10. The clinical presentation

To be able tgresent a clinical problem coherenityan important skill to be learned during theniclal years. lis the basis
of good clinical practiceMastery will reap its rewards in the student yebrg this facility is acquired only with constant
practice.

10.1. The following scheme should be followed (with apmiate flexibility) when presenting a child on ang
teaching round or seminar

First: Introduce the child — name, age and the preseptibigiem(s)
Then: Summarize the child's relevant personal history:

o family and social

o birth and neonatal (including feeding) - developimen

o past health - immunization - current health

Now, return to summarize the presenting problem(s)

Report relevant points of the examination

e}

general considerations
system(s) considered relevant to clinical problem
remainder of examination

[e]

[¢]

Give an assessment of clinical problem(s)

o summarize relevant history and examination at thre tof admission
give a diagnosis/differential diagnosis as consideat presentation.

[¢]

Discuss management

o describe any further investigations needed to leat@blished a diagnosis.

o outline the initial problems needing treatment.

describe briefly the general aspects of treatmedtthen refer to treatment of each problem in and their
outcome up to the day of presentation.

what were the social and psychological consequenfcéhe problem and its treatment?

what explanations were given to the child and pafen

if the child has been sent home, what arrangent&vs been made for continuing care?

what problems were met within this follow-up proma

[¢]

O O O O

These guidelines must be read

alongside the detailed account of the clinical noetkdescribed above!

IV. Clinical problems in pediatrics

Introduction

These clinical problems translate the objectived anmpetencies of the pediatric curriculum intol rife patient

encounters which students can expect. The briafcali vignettes represent typical presenting comfdaencountered in
pediatric practice. These have been kept briektuesas "triggers”, giving only enough detail farther investigation or
discussion. Most of the problems are designed itausite discussion of appropriate differential diages and initial



evaluation or management.
Clinical problems were arranged into the followsegtions:

Introduction

Health supervision

Growth and development

Behavioral problems

Nutrition

Issues unique to adolescence
Issues unique to the newborn
Medical genetics/Congenital malformations
Common ilinesses

Therapeutics

Fluid and electrolyte management
Poisoning- prevention and treatment
Pediatric emergencies

Health supervision

1. You are evaluating a five day old infant prior ieaharge from the nursery. What advice would yoae ghe parents
regarding feeding, sleeping, and general careaif tlew baby? When should they expect to see yourdatine
care"?

2. A healthy ten month old is starting to cruise anll pimself up on furniture. What advice would ygive the parents
to make the house safe?

3. A four month old infant develops a fever of 40 @ dnssiness six hours following her second DiTaRenunization.
Parents are concerned about whether this childidmeceive any further immunizations.

4. A six month old child is known to be immunosuppesssHow should her immunization schedule be madttfie

5. A six month old infant develops fever and then aggalized seizure eight hours following DiTePer immzation.
What are the considerations for modifying futureriomizations?

6. In the nursery, parents are informed that bloodia¢e be drawn from their newborn for "screenirgjgg Describe
to the parents what these are.

7. Parents ask you the most appropriate time to saieidgiren for anemia. Please discuss your answer.

8. The parents of a one year old are considering venéthhave their child attend a nursery. They wdildel to discuss
the risks and benefits with you.

9. Athree year old boy is seen in your clinic forra{gindergarten exam. What is involved in this eagibn?

Growth and development

1. A three month old full term infant has gained 428ngs since birth. Her height velocity is normalr idarents want
to know if this is adequate. What would you te#mfr?

2. Afifteen month old has no recognizable words. Rigrare concerned and wonder if he needs speeapthélow
would you respond?

3. An infant rolled over at four months and sat wiisiatance at six months, but at one year he islemalstand or sit
alone. His parents are quite concerned and aklsifs normal. Explain your answer.

4. The parents of a nine month old infant are conakbreeause she is not sitting. She has mildly ire@done and
scissoring of her lower extremities. She can geasgitle, but does not reach for objects. She andshas a social
smile. What would you tell her parents?

5. A six month old has a head circumference in thé p@trcentile, height in the fifth percentile, andight in the fifth
percentile (baby was at 50th percentile for all sueaments at three months). Is further evaluatiarramted at this
time?

. The mother of a ten year old girl wants to know wishe might start her periods. What would youtteff?

7. Atwelve year old boy complains that he is the sgirperson in his class. He is 130 cm. He wanksdwv if he
should take a "growing medicine". How would youpresd to his question?

. The parents of an eight year old girl want to kriaw tall she will be. What will you tell them?

9. A nine month old boy is seen in your office whaide to pull to a standing position, crawl, graspeots with thumb

and forefinger, and says "Mama" and "Dada". Higeptr are concerned that he's not as big as themonéh old next
door. How will you respond to their concerns?

()]
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Behavioral problems

1. Athree year old is to start nursery school burtdsyet toilet trained. How would you counsel higgnts?
2. A sixteen month old has had several episodes atlmeolding and cyanosis that leave him limp féeva seconds.
They occur when he is angry or upset. What is ywmaroach to this problem?
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10.

11.

12.

A one month old baby is not yet sleeping throughrityht. Parents are surprised at this. What wgaoldtell them?
A five year old boy is still wetting the bed at htgDiscuss your approach to this.

A two year old "refuses to eat". What is importemyour evaluation?

A fifteen year old boy who had been an honor stugereported for truancy. He seems withdrawn faimparent
sand friends. He quits the soccer team after a ¥igh his coach. Describe your approach.

The parents of a seven year old boy receive droafl the child's teacher because he is havingaditfy following
directions and behaving in class. She feels halsm®rt attention span. How should you proceed?

A fourteen year old girl runs away from home footdays after a fight with her parents. Discussaaaaable initial
approach. Who would you call for help?

A seven year old girl complains of a stomach adweal times a week, often keeping her home framoaikc It is not
associated with vomiting, diarrhea, or fever. Hoauwd you approach this?

A ten month old who used to go contentedly to takybsitter now cries when her mother leaves. Whaatlavyou tell
her mother?

After being hospitalized for pneumonia a three y#drgirl begins to wet her pants, talk "baby takkihd ask for the
bottle. Her parents are quite distressed and seekadvice. How would you counsel them?

The parents of a two year old ask how to contreirtion's temper tantrums. Describe how you wodtitess this
situation.

Nutrition

1.

10.

11.

12.

The mother of a newborn asks you if it's imporfanther to breast feed her baby. At twenty-four tsquost delivery,
she doesn't feel she's making enough milk. Disgags advice to this mom including differences beswéormula
and breast feeding.

. The mother of a six month old needs to return tistime work. She has enjoyed breast feeding, bueady to switch

to formula. She asks if this is okay for her babdgw would you counsel her?

. A two month old infant is seen in your office fautine follow-up. Mom asks about the need for vitam

supplements. Discuss when and what supplementsdshewwonsidered.
A four month old infant has been exclusively brdadt The parents would like advice regarding wteeproceed
with solid foods. Explain your answer. What if ihéant had been formula fed?

. A'two year old girl eats a limited variety of fodd/hat is your advice to her parents?

A five year old boy has been seen in your officedfgre-kindergarten physical. Although previousiyhe 50th
percentile for height and weight, he is now atQBth percentile for weight and has remained abfta percentile for
height. How would you counsel him and his family?

A thirteen year old female wants to "go on a datti asks your advice. How would you evaluate anmhsel her?
A sixteen year old female is brought to your offiseher mom because of a 10 kg weight loss ovelattesix
months. Describe the important aspects of the tyistod physical exam and how these relate to yitarential
diagnosis.

The health conscious parents of a one year old eisk if they can switch her to nonfat milk as they concerned
about obesity and heart disease. How would you slithem?

A six month old is not growing or gaining weightid baby is taking 200 ml of formula every thredoar hours.
How would you evaluate whether this intake is adee®

A one year old child is still drinking formula. Reats ask if they can transfer from formula to cawikk. How would
you counsel them?

Discuss your approach to fluoride supplementatioyoiur community.

Issues unique to adolescence

1.

A fourteen year old female is seen in the clinithwier mother for acute onset of dysuria and uyifi@quency.
Describe your approach to this patient includingrapriate interviewing techniques, physical exaragdostic
studies, initial management, and advice to herrpgare

A fifteen year old boy is brought to your clinic his parents after he threatened to "take a bufipillg'. He seems
depressed in affect, and on initial evaluationiis@ally stable. Explain your approach to this ygunan, including
important history, physical exam findings, diagnostudies, management principles and advice tpéisnts.

A seventeen year old female sees you for a preeusity physical. Describe your approach to histphysical exam,
and guidance/counseling.

. A sixteen year old boy presents to your clinic witilyuria and weight loss over the past three welBkscribe the

important aspects of the history and physical exdiagnostic considerations, differential diagnoaisj basic
management principles.

The mother of a thirteen year old female expressasern that her daughter has not yet had the ohse¢nses.
How would you counsel her?

A sixteen year old male presents with fever, fagigand sore throat for four days. Discuss what@sé physical
exam and lab data will help establish a diagnosis.

. A fourteen year old female well-known to your preetmakes an appointment to see you alone regasditegire for



contraception. What advice would you give her? Wdrather rights to confidentiality? What are yasponsibilities
to inform her parents?

8. A fourteen year old male presents for a footbadirgpphysical. What are the important points toezdm the history
and physical exam?

9. Late one Sunday night, a previously healthy fiftgear old male is brought to you by his parentsrdit returned
home from a party confused and combative. Desgiloe approach to this clinical problem.

Issues unique to the newborn

1. Aten day old infant presents to your clinic beeog"yellow skin color”. Pregnancy and neonatalrse were
uncomplicated. The baby was discharged to homé®first day of life. Describe your approach testhaby.

2. The mother of a four week old infant phones at Qq0n. and says her baby has had a temperatutayadiind that
the fever is now 40 C. Describe important pointhisfory, physical exam, diagnostic consideratiand basic
management principles.

3. You are called to the nursery to see a two dayrdiht who has developed duskiness and tachypnesatios past
four hours. Describe your initial approach andetihtial diagnostic considerations.

4. You are called to the nursery to evaluate a twa ltdiinfant who has developed respiratory distrB&scribe your
approach and differential diagnostic considerations

5. A full-term infant is noted to be jaundiced at 48.rs of age in the nursery. Total bilirubin is 20@0l/l. What tests
would be helpful to further evaluate this baby? Whaour differential diagnosis?

6. A newborn infant is noted to be irritable and jigtevomits, has diarrhea, and develops seizureigctiWhat would
be of most concern to you regarding mother's hi8tor

7. The parents of a healthy newborn are distressedéhaill be receiving a vitamin K shot. They aleguest that
nothing be put in his eyes. Describe your apprdachis family's concerns.

8. A baby is found to have a clavicular fracture afiith. The exam reveals crepitus and irregulanitgr the fracture,
movement of the arm is painful, and the Moro refleabsent on that side. Describe your explanatfdahe problem
to the parents and your initial approach.

9. A baby has an Apgar score of 5 at one minute aatdfi®e minutes. Describe what this means.

10. A full term 48 hour old baby is noted to have aayafized rash consisting of small yellow papuleson
erythematous base, most prominent on the trunk tVghhis and how should it be treated?

11. A 24 hour old infant has not passed a meconium.dbscuss possible explanations.

12. A term newborn weighs 4800 grams. What complicatimight this infant experience?

13. A mother with no prenatal care and a history ofn@ubstance abuse has just delivered a baby. $gkatal
concerns do you have about caring for this infant?

14. A full term newborn weighs 2200 grams. What factaight have contributed to this infant's small 8ize

15. Describe how you would determine SGA or prematurgiing a Dubowitz exam.

16. A baby presents a two months of age because tleafgare concerned that he is "floppy". Describé ypproach to
this infant and discuss the differential diagnosis.

Medical genetics/Congenital malformations

1. Athree year old girl presents for evaluation afurgent pneumonia (five times in two years). As yooceed with the
history, you learn she has also had chronic diacrBée is at the fifth percentile for height andghe Develop a
differential diagnoses based upon history and ghysixam findings. What particular genetic diseasst be
considered? Construct a family pedigree if her éonather's sister) and cousin (mother's brothéilschave the
same condition.

2. A newborn infant of a family you have known for yg&#& noted to have prominent epicanthal folds,|keaas,
hypotonia, short, broad hands and feet, brachydgpdiad a heart murmur. Mom notes that the babgk$adifferent”
from the other three siblings at birth. Explain yapproach investigating this baby's medical cooditHow would
you discuss this problem with the parents?

3. The parents of a two year old boy with developmiesitay report a history of mental retardationéweral male
members of their family. What diagnosis needs todiesidered and what diagnostic screening wouldugm®

4. A newborn female is noted to have redundant neirtkeskd puffy hands. What diagnostic test would petform and
what additional abnormalities would you screen for?

5. The mother of a newborn tells you she has takenyibia throughout her pregnancy and wants to kndwatveffect
this may have on her baby. Discuss your answer.

6. You are asked to evaluate a baby in the nurseryisvemall for gestational age and microcephalicatMjuestions
would be important to ask the mother?

7. You are meeting with parents expecting their fitstd. They reveal that the mother's first cousas bystic fibrosis
and wonder if their child might be affected. Whdvigae would you give them?

8. A mother of a two year old child with sickle celsdase is pregnant and wants to know about thefiikure
children having the disease. How would you couhse?



9.

The mother of one of your patients calls to sayistmegnant. Prenatal ultrasound reveals a cHild appears to be
affected with spina bifida. She wants to know tin@lications of the disease. How would you counsePWhat
precautions need to be taken at the time of de¢liad neonatal period?

Common illnesses

Problems are listed in several categories accotditige presenting sign or symptom

Cough

1.

A twelve year old child presents with a three diagdry of cough, chest pain and fever of 39,80 Kark reveals
bilateral crackles. Chest radiograph shows diffagerstitial markings. Cold agglutinins are pendiBgscuss your
differential diagnosis. Explain the most likelyatigy, and basic management.

A six week old afebrile infant presents with corgtiwitis, staccato cough, and tachypnea. Exam ie\skateral
crackles and wheezes, and mild reactions. Cheistgiagh shows patchy densities and hyperinflat@hat is the
likely diagnosis? Explain the most etiology andibasanagement.

A six month old former 28 week preemie presentf WiRl symptoms, increasing cough, wheezing, andyfattea.
Exam reveals increased work of breathing with otimas, poor air exchange, wheezing on auscultatind baby has
perioral cyanosis. Chest radiograph reveals baaferihilar streakiness and hyperinflation. Discowst likely cause
and basic management.

. A four year old presents with cough for 3-4 dayifofeing a URI and fever to 41 C for twenty four heuExam

reveals crackles on the right. What would you ekplee chest radiograph to show?

. A two year old child presents with abrupt onsetadfigh, wheeze and tachypnea. He is afebrile. Exaeafs

diminished air exchange and wheezing on the rigfhiat is the most likely cause?

A one month old infant with a one week history ofigh and congestion now presents with paroxysnesugh
associated with blue spells. The baby is afellam of the chest is normal between paroxysmsWRE is 28,000
with 14 S and 86 L. Chest radiograph is normal. Whéhe likely etiology of her problem and whatwia be your
initial approach?

. A seven year old presents with two weeks of coughrasal congestion following an upper respiraiofgction. The

cough is worse at night and frequently awakens Himmother says he has also developed "bad breatedt is
your assessment of this child, and what would h& pasic management of the problem?

An eleven year old presents with frequent episadesugh, worse with colds, and then associateld soime
shortness of breath. She had previously taken ragdicfor this which gave her a headache and madéebl|
"hyper". She requests better therapy. What is tbst fikely diagnosis and how would you proceed?

A sixteen year old presents with cough and shostoébreath following exertion. This is affectinig lability to play
soccer. How would you proceed?

Fever

1.

n

A two week old presents with fever of 40 C . Heamxis unremarkable. What are your concerns? Disgpsopriate
basic management.

A seven month old girl presents with a fever tdb38, mild irritability, and poor feeding. How woujagu proceed?
A seven month old presents with fever to 41 C dnrifitability, and poor feeding. Your differentidlagnosis
includes urinary tract infection; how would you peed if this is the case?

An eight year old presents with fever of 40,5 C heddache. Exam is remarkable for nuchal rigiddgscribe your
concerns, appropriate work-up and basic management.

A six month old has had a high fever for three dayd an otherwise normal exam. On day four he Breakin an
erythematous maculo-papular rash and his fevedisageclines. What illness does this child haveWhiauld you
treat him?

A seven year old girl presents with cough, corgzajunctivitis and fever of 41 C for twenty fourdrs. She then
begins to break out in a macular rash which startser head and spreads to the rest of her bodyexden is also
remarkable for gray-white, tiny dots seen on harchiimucosa. What disease is this? How should titda¢ed? Is
there preventive therapy available?

A 4 year old boy presents with a five day histofyever and rash. He has received acetaminophemiacticillin
without improvement. On exam he is irritable witteenperature of 41 C, bilateral conjunctivitis,angled cervical
nodes, puffy hands, and a maculo-papular rashuBssthe differential diagnosis and outline a ptarevaluating the
patient.

Sore throat

1.

A six year old presents with high fever, headasbeg throat, and a sandpaper rough, red rash \Bleigan in the
axillae and neck and has become generalized. Exaemiarkable for pharyngitis, anterior cervicalrazjgathy,
circumoral pallor and the rash. What is this chiltiagnosis and what is the etiological agent? Kloauld this be
treated?



2. A nine year old presents with a sore throat andrfe¥ 39,5 C. Exam reveals slight anterior cervaddénopathy and
very red throat (no exudate). What is your difféi@rdiagnosis and how would you proceed?

3. A fourteen year old female presents with malaiseef, headache and sore throat. Exam reveals edl&rgsils with
exudate, pharyngeal petechiae, posterior cerviaeapathy, and splenomegaly. A colleague founddkave strep
throat and gave her ampicillin three days ago;n&ve has a diffuse, erythematous rash. Discussrdiiteal diagnosis
and initial management.

Otitis/Ear pain

1. An eighteen month old male presents with feveriatdbility (pulling at his ear) after four day$ ORI symptoms
without fever. What is the most likely cause of teeer? What might you expect on physical exam? ldbewuld he
be initially managed?

2. A two year old has had six episodes of otitis médiaich you have diagnosed and treated) over teefpae months.
Parents ask about the treatment options at thig.pgdhat factors need to be considered?

3. A fifteen month old was diagnosed with otitis mettieee weeks ago. Today on exam his tympanic memeldomks
dull, gray, and has poor movement. What are yozomenendations?

Upper respiratory infections

1. Athree year old presents with runny nose, nasagestion, mild irritability, and fever of 39 C ovre past
forty-eight hours. What is the most likely diagreand how would you treat this?

2. An eleven year old has spring time nasal congestiwhitchy eyes which have become more of a prololezn the
last three years. Suggest diagnosis and considesdir initial management.

3. A sixteen month old presents with swollen eyesafeler of 40,5 C. Exam is remarkable for an ipp@aring toddler
with periorbital edema and erythema. Discuss yagbsis and describe initial management.

Abdominal pain

1. A ten month old presents with bouts of irritabildyring which he draws up his legs and appeare to pain. He has
become lethargic and mildly febrile. What would yinalude in the differential diagnosis? Describevheould you
proceed.

2. Athree year old has had forty-eight hours of fevemiting, and diarrhea. Describe your approadhéodifferential
diagnosis. Discuss management principles basedagnasis and physical exam findings.

3. A fourteen year old male presents with onset oéseabdominal pain six hours ago. He then develfpezt and has
vomited three times. He has had no diarrhea. Baiow right-sided. Discuss your approach to thteepa What
additional considerations do you have if the patieere female?

4. An eight year old female presents with several atidal pain, pruritic lesions on the buttocks anddo extremities,
and joint swelling. Discuss your differential diagns.

5. The mother of a fourteen month old baby's feelatadominal mass when washing the baby's stomachglarbath.
What concerns do you have? What would you telhtlo¢her?

6. A six year old presents with fever and abdominah paloody diarrhea and a few scattered petecliaeuss the
differential diagnosis and initial approach to thagient.

Diarrhea

1. A one year old presents with vomiting and diarrfeeahree to four days. Discuss appropriate evanand
treatment.

2. Athree year old presents with a three day histéryatery, foul-smelling stools, flatulence and eexda. At least two
other children who attend the same daycare havaingthr symptoms in the past month. What etiolagents need
to be considered in the differential diagnosis?

Constipation

1. A six year old presents with chronic abdominal palisix weeks duration. Discuss your initial appro#o this
patient.

Skin problems

1. A four year old female presents to your clinic wéti itchy rash over her trunk and extremities. Exaweals raised,
erythematous lesions with serpiginous borders diched centers. The lesions are evanescent apdhvsire.
What is appropriate diagnosis and treatment?

2. A four year old presents with a dry, erythematdatasy rash involving the antecubital and popliteesae, wrists and
ankles. Discuss the diagnosis and appropriateffera

3. An eighteen month old presents with many goldetoyelcrusted-weeping lesions which seem to be siimga
according to the child's parents. Discuss theikignosis and management considerations.



4. Afive year old boy presents with a dog-bite to theek. How would you care for this?
5. An eight year old presents with a painful, swollerythematous, indurated forearm. Exam also rezedllary
adenopathy on the same side. What is the likelgrdisis? How should this be managed?

Limb/joint pain

1. A 15 year old girl injured her ankle while playibgsketball. What advice would you give for acute®a

2. An athletic 12 year old boy complains of knee paliren running and playing soccer. Discuss the pless#uses and
an approach to problem.

3. A 14 month old girl presents with acute onset okfeand refusal to walk. Discuss your initial exalan of this child.

4. A five year old presents with a swollen, red krigiscuss diagnostic considerations and describe gpproach to this
child.

5. A four year old presents with a one week historynaitiple joint pain and swelling. Discuss yourfdiential
diagnosis.

CNS problems

1. A fourteen year old girl presents to the ER wittight-sided headache which she describes as "tihst Weadache
I've ever had." She reports seeing "flashing ligptsor to the onset of the headache. Discuss yutial assessment
and treatment of this patient.

2. A nine year old boy is sent to the school nursesstimes a week for headaches. His mother bhinmggo the
pediatrician for evaluation. Discuss your assessmkthis child.

3. A sixteen year old with a history of seizures wantknow if he can get a driver's license. Whati@elwould you
give him?

Heart murmur

1. On routine physical exam, a five year old girlasifid to have a heart murmur. The murmur is sysoiat best heard
along the left sternal border. It does not radiBiscuss your approach to the patient. How would gistinguish
between an innocent and a pathologic murmur?

Lymphadenopathy

1. Aten month old girl is evaluated because of resnitrpneumonia and failure to thrive. She has coregla course of
amoxicillin without improvement. On physical exashge has oral thrush, diaper dermatitis, cough aaiithry and
inguinal nodes. Describe your approach to the ed@ln of this patient. What types of disease aremost
concerned about?

2. A six year old, previously healthy, female presemith a 3 by 5 cm, tender anterior cervical lympde. Discuss the
differential diagnosis and basic management priasip

Splenomegaly

1. A ten month old boy is seen for his first pediatiigit. On exam he is fussy with a low grade femed has a spleen
palpable 6 cm below the costal margin. Discuss pamproach to the evaluation of this patient.

2. Aten year old boy with known sickle cell diseas@dted to have significant splenomegaly. Discags goncerns
and approach to this patient.

Hepatomegaly

1. Afour year old child presents with nausea, vongitiiever and fatigue. On physical exam he hasadieterus and a
tender liver edge palpable 3 cm below the costagmaDiscuss your plan for evaluating this patient

Impaired vision

1. The parents of a four month old are concerned tsecslie has "crossed eyes". How will you evaluasepidtient?
2. You are unable to see a red reflex when examiriagyes of a newborn. Discuss the causes and ppuwach to the
patient.

Impaired hearing

1. Atwo year old boy has had 4 episodes of otitiiapast year. His parents complain that he dotgk.tDiscuss your
concerns. What would you tell his parents?

Hematologic

1. Atwo year old presents with a nosebleed and p&tean her concerns extremities. She is afebritbtha exam is



2.

3.

otherwise normal. She recently recovered from a. Didcuss the differential diagnosis and basic rganeent of this
child.

A four year old boy presents with fever, irritatyiliand pallor of several days duration. On exatmnshe has
petechiae and a palpable liver and spleen. Disaussdifferential diagnosis and initial assessnarthis patient.

On a routine health supervision visit, a 1 yearhadg is found to have Hgb 8.8, Hct 27 with MCV &8scuss your
approach to the diagnosis and treatment of thig.chi

Hematuria

1.

2.

3.

A ten year old boy complains of "dark urine" anbdemdache. Urinanalysis demonstrates proteinurgtuss your
diagnostic approach to this patient.

A four year old boy is brought to the pediatriclzacause of "puffy eyes". He is afebrile. He regergtovered from a
"cold". Discuss your evaluation and differentiggihosis

A two year old girl being evaluated for a febrillaéss is found to have 1+ ketones and 1+ proteimer urine.
Assuming the remainder of the urinalysis is norrde¢uss your assessment.

Therapeutics

1.

2.
3. Afour year old girl has her first urinary tracféation. Urinalysis shows "many" WBCs and numerougile, rod

10.
11.

12.

13.

A three year old has right otitis media and a fefe39,4 C. Discuss your initial approach to tHidla.
An eighteen month old has conjunctivitis. She &baite and has no eyelid erythema. Discuss yoatrrent.

shaped bacteria on an unspun specimen. Descrilseénjtial management of this child.

. A six year old boy has been coughing for 3 days.ddiugh is especially prominent at night. His atstikevel has

decreased and he seems more tired. He is afebdlbas diffuse wheezes on examination of the lubgsuss your
initial assessment and treatment.

A thirteen year old has had a cough and chest gimd for one week. He had a low grade fever atahget of the
illness. He has no past history of respiratory fgois. Describe the basic management of this prablem

A ten year old complains of nasal congestion, smm@at and headache. She notes that this has hmeblam every
fall for the past 3 years, but this year her symm@re worse than before. Describe your initial agement and
treatment plan.

. A two year old has been scratching his arms anslflmgseveral weeks. He has patches of erythentaabitious

excoriations on the extensor surfaces of his amddegs and also in the antecubital fossae. Howdvgou treat
this?

A four year old has had a runny nose for one weleknow has a golden yellow, crusting, slightly eggrash in his
nostrils and on his face. What is your diagnosi lsesic management?

An eleven year old has a sore throat and a postipiel streptococcal test. Discuss your assessamehinitial
management.

A fifteen year old has had a sore throat, swollete@or and posterior lymph nodes and splenome@lg.also has
had a positive rapid streptococcal test. Explainryoeatment plan.

A known asthmatic complains of worsening cough whéezing, unresponsive to inhaled albuterol. Howld/gou
proceed?

A six year old started swimming lessons at the pagl one week ago. He now complains of earaches ld&esbrile.
He complains of pain when his right ear is touchdid.right external ear canal is filled with a plent discharge.
Discuss your diagnosis and initial treatment plan.

A mother brings her child in for her eighteen momthintenance visit. The family plans to go campimthe Rocky
Mountains in July and the mother asks questionsitaibgect repellent and sunblock. What advice wgold give
her?

Fluid and electrolyte management

A six year old girl is admitted for elective surgeBhe weighs 28 kg. Write an order for her IV dkiprior to surgery.
A two year old has sustained a severe closed mgay iand is comatose. He weighs 14 kg. What faateed to be
considered in writing his daily fluid orders?

. A seven month old infant has had fever, vomiting diarrhea for the past 24 hours. How would ycteheine

whether to admit the patient to the hospital foffliyids or treat as an outpatient?

An infant weighing 8 kg is estimated to be 12% dirhyed. What is the calculated deficit and how #hdibe
replaced? What IV solution(s) should be used? Wimdratory tests should be ordered?

A two month old infant is brought to the Emergenaoym because of seizures. History reveals thatlkehhd
diarrhea for five days and has been fed only waterapple juice. What might be the cause of thruses and how
should they be treated?

. A nine month old infant has diarrhea and signs oflerate dehydration. His electrolytes reveal Naz, ¥& 5.6, Cl-

122, Bicarb 12. During IV rehydration the patieasta generalized seizure. What is the probableeaafithe seizure?



7.

8.

How should it be treated?

A nine month old infant has vomiting and diarrhida.has dry mucous membranes and decreased teadng a
urination. He is taking fluids well. You decidetteat him as an outpatient. What type of fluid vebybu use and
what instructions would you give to the parents?

A nine year old child with diabetic ketoacidosishhe following electrolytes: Na+ 132, K+ 5.4, €83, Bicarb 4. As
the fluid deficit is corrected, what is likely tappen to the serum K ? How should this be treated?

Poisoning - prevention and treatment

1.

0o

An eighteen month old boy is found in the garagegbing and choking. A jar of paint thinner is spillon the floor
and on his clothing. What advice would you giveite parents over the phone? Should they give Ipedérat is the
most serious toxicity of this ingestion/exposure?

. A'two year old boy is brought to the Emergency rdora coma after his mother returned from next dowat found

him unsupervised and unresponsive in his room. \Whastions would you want to ask the mother? Howldvgou
evaluate the patient?

. You receive a phone call from the mother of a 2yHar old child who was found eating Mom's preneitaimins.

She thinks he may have swallowed 16 tablets. Whtditel toxic component of prenatal vitamins? Whataedwould
you give the mother?

. After a fight with her boyfriend, a sixteen yead gjirl takes 30 acetaminophen tablets. She reffug$o her mother

six hours later when she is feeling nauseated. \ighthe appropriate management of this adolescent?

. Athree year old is brought to the Emergency ro@talise of weakness, diarrhea, and drooling. Hédéad playing

unsupervised in the garage. He is found to havegam pupils and bradycardia. What is the mostijikwuse of
these symptoms and how should the patient be tfeate

. A four year old girl with juvenile rheumatoid aritis develops fever, deep, labored breathing, vimgjtand diarrhea.

She complains of ringing in her ears. Discuss tledgble cause of these symptoms.

. A three year old child is evaluated in clinic besawof irritability, decreased appetite and interemt abdominal pain.

In your assessment, you detect delayed developmarigularly of language, and a mild anemia. Hoawid you
further evaluate this child?

. Discuss the anticipatory guidance given to themaref a one year old during a health supervisisit.v
. A child comes to the Emergency room after ingeséinginknown quantity and type of her grandmothgit's. What

findings in the physical exam will help to identitye type of pills?

Pediatric emergencies

1.

10.

11.

A three year old child presents to the Emergenoyraith acute onset of stridor and tachypnea. Risgour
approach to this patient, including important aspet the history and physical exam, the differ@rdiagnosis, and
management principles.

. A four month old baby presents to the Emergencymragth a fever of 30 C and petechiae. Discuss ingmbrareas of

the history and physical exam. Discuss your difiéeg diagnosis.

. A three year old boy presents to the Emergency ne@ma 48 hour history of cough, increasing whagzand

shortness of breath for the past two hours. Disdifferential diagnosis and describe general mamage principles.

. A fourteen month old presents to the Emergency radtim a history of symmetric convulsive activityathasted 2-3

minutes.

. The child was sleepy initially but is now awake abert. She has a temperature of 30 C and hascimhrigidity.

She has been a previously well child. Immunizatiaresup to date. List other important points tockhia the history
and physical exam, detail appropriate diagnosststand outline treatment. Provide an explanatiothfe parents.

. What if this child was still somewhat somnolent &imel exam did reveal nuchal rigidity? Describe hbig

presentation alters differential diagnosis anddasnagement.

. A four year old boy presents with brief loss of soilmusness and vomiting after falling off a sixtfelide. How

would you evaluate him and what are your concerns?

. The mother of an 18 month old calls to say herdchds pulled a just-poured hot cup of coffee dowmfthe table

which spattered across his face and chest. Whaoarerecommendations?

. A four year old girl is brought to the Emergencpmofor acute onset of tachypnea, dyspnea and cobgih began

while she was attending a friend's birthday parhe children were eating cake and ice cream whesymeptoms
began. There were peanuts and small candies daltee Explain your initial concerns and describbeasonable
approach to her evaluation and management.

A six year old presents with dog bites to the fawnd upper arm. Discuss your concerns and basicgearent
principles.

A four year old male is being seen because of @ ttwoat. On exam you find bruises on his facelzuk in various
stages of healing. Explain your concerns and agproa



12. A two year old presents to the emergency room aftesiking her arm during a fall. The child was ssi&months
ago with a broken leg. What are your concerns? \Wtaluation should occur next?




