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Introduction

Definition:
A Message to Every Parent Who’s Ever
Taken a Child to the Doctor

How many times have you returned with your child from the pedia-
trician’s office, only to realize that you remember little of what was
said to you during the visit? Perhaps it was because your mind was
numb from staying up late taking care of your sick child, or possibly
you were so worried about your child’s illness that you could only
focus on a few things that were discussed during the visit. Maybe you
just accept that your doctor is knowledgeable, and the only issue of
concern to you now is that your child gets better.

If any of these scenarios sound familiar, you are not alone. In my
thirty-seven years of practice, I've seen medicine change dramatically,
and that has impacted the type, length, and tenor of the pediatric
office visit. Traditionally, families stayed with the same pediatrician
throughout childhood, so they became comfortable with each other

over the years. Now, with the emergence of managed care, families
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may change doctors as often as their employers change insurance
plans. This can result in a game of “musical doctors,” with the parent
having to adapt to the styles, routines, and personalities of different
doctors all too frequently.

Also, in the past, parents often relied on a helpful nurse to explain
everything after the doctor left the room and to answer questions that
came up. Now, nurses are just as busy as doctors, and it’s less likely
that you’ll develop any better relationship with them, as you may see
different nurses or nurse assistants at every office visit.

Perhaps the biggest change, though, is the length of the office visit.
Doctors nowadays are more pressed for time than ever. Once they’ve
established the appropriate diagnosis, they frequently deliver the
treatment plan quickly, bombarding the parent with information.
Consequently, the parent leaves the office with only a vague idea of
what is going on.

Adding to the problem is that parents are often leery of questioning
medical advice. Questions that should be asked often don’t get asked.
As a result, important areas of concern are not addressed—or worse,
the treatment is misinterpreted or misunderstood.

Too often, I've heard parents say, “You mean he was supposed to finish
the medicine even though he was feeling better?” or “I didn’t know I was
supposed to bring my daughter back for a follow-up” or “I thought I was
to continue giving my child only clear liquids until the diarrhea had
completely cleared.” The consequences of these misunderstandings may
be minimal in some cases, but other times the result is a recurrence of the
original illness or the development of a complication.

[ wrote this book because I don’t want that to happen to your child.
[ want you to feel like you can ask your doctor questions even if you

think they might seem silly. It’s critical that you understand your
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child’s condition fully and that you have all the information you need
to help your child get better.

The book is organized into three parts. The first deals with condi-
tions specific to newborns—those that show up at birth or in the
hospital. The second consists of the most common conditions experi-
enced by children and adolescents. Finally, there is a section on ques-
tions to ask when choosing a pediatrician. The book is organized
alphabetically by disease, with a series of questions listed for each
condition. You don’t need to become a physician to help your child
get better, you just need to know the right questions to ask.

In addition, there are reference answers listed for each question to
supplement information obtained from your own pediatrician. The
reference answers are supplied by the pediatric specialist physicians at
Medical City Children’s Hospital in Dallas, Texas. Each of these
specialists is an expert in his or her own medical field. The answers
provided are an excellent source of information to better understand
your child’s condition and how to manage it.

I hope you’ll bring this book with you to every office visit. Use it
after the doctor has given you the diagnosis and formal treatment
plan. If you forget or get distracted, call back later, book in hand, and
use the questions to fill in the blanks to your understanding. Take
plenty of notes, so along with the specialist reference answers, you will
have something to refer to when the memory of the doctor’s verbal
commentaries has faded.

How will your doctor feel about your newfound inquisitiveness?
Many parents worry that questions such as these might irritate or
alienate the doctor. [ couldn’t disagree more! When it comes to caring
for your sick child, you have every right to ask whatever questions you need

to clarify what the illness is and how you should treat it.
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In reality, the questions in this book and the reference answers
provided are meant to complement the office visit and will only
enhance the effectiveness of what the doctor is trying to accomplish.
Most pediatricians want parents to leave with as much knowledge
about the child’s illness as possible. Indeed, it is my sincere hope that
this book will enhance the relationship between you and your child’s
doctor and that you have many productive and healthy visits down

the road for years to come.
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Common Conditions in Newborns







ARM PARALYSIS
(Brachial Plexus Palsy)

Definition: Paralysis or weakness of the arm muscles.

1. How did this condition occur in my baby?

Brachial plexus palsy is caused by a stretch injury of the nerves
supplying the muscles of the upper extremity (brachial plexus) during
delivery. Recognized risk factors include large birth weight, breech
position, prolonged labor, difficult delivery, shoulder dystocia, and
neonatal distress.

The causes of this stretch are due to the forces of labor, especially
in cases of shoulder dystocia, and extraction maneuvers. Greater
trauma occurs with forceful arm extraction maneuvers during a breech
delivery. Exactly how much stretch is needed to produce permanent

injury in any infant is not known.

2. Is my baby experiencing any discomfort?
No. This condition is caused by injury to the nerves supplying strength
and sensation to the arm. Typical symptoms include asymmetric

infantile reflexes and decreased spontaneous movement of the affected
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arm. If the child appears to be in pain, other conditions such as fractures
of the clavicle (collarbone), humerus (upper arm bone), and shoulder
should be ruled out with an X ray. Bone and/or joint infections should

also be ruled out by blood tests, if pain is present.

3. What tests are needed to further define the condition?
X rays and blood tests may be required to rule out other conditions
that can cause your child to have decreased movement of one
extremity. Usually, no further tests are needed once the diagnosis has

been made.

4. What is the treatment, and will physical therapy be
needed?
Initial treatment includes protecting the involved limb by pinning the
sleeve to the shirt or wrapping it to the body for the first several weeks.
As soon as your child can tolerate it, gentle range of motion exercises
should be started. These can typically be performed at home by the
parents. Many infants will recover spontaneously on their own in the
first six to eight weeks of life, and many will progress to a normal result.
Those infants who do not initiate recovery until after three months of

age may require future surgery to optimize the function of the arm.

5. How long will it take for the condition to be
corrected, and will there be any residual weakness
or decreased function of the arm?

If recovery is to occur on its own, it most commonly begins in the

first six to eight weeks of life. If little or no active motion of the

affected arm begins before three months of age, surgical procedures

are commonly necessary to maintain motion of the shoulder, elbow,
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and wrist. Even after surgery, some residual decrease in function is

very likely.

6. Should a neurologist or an orthopedist be
consulted?

Consultation with an orthopedist should be initiated as soon as the

diagnosis is made. Often, an orthopedist will assist in ruling out other

conditions and in establishing the diagnosis in a newborn with

decreased spontaneous movement of an arm.

7. When do you wish to see my baby again for this
condition?

Your orthopedist will need to reassess the child every few weeks to

ensure that the parents are performing the range of motion exercises

properly and for signs of recovery. The decision whether to perform

surgery or continue nonoperative treatment is usually made at three

months of age.

RODERICK CAPELO, MD
Orthopedics



BIRTH DEFECT

Definition:  Any structural difference in the baby’s
body. Also called congenital anomaly or
congenital malformation.

1. What are birth defects?

Birth defects are changes in the normal structure of the body that are
present when the baby is born. They may be minor problems, like a
small extra finger or a large birthmark, or significant problems, such

as a missing limb or an abnormal heart.

2. What causes birth defects?

Some birth defects are caused by genetic problems such as chromosome
abnormalities or mutations (changes) in a particular gene. Other defects are
caused by exposure to a toxin during pregnancy. Alcohol, the acne medicine
isotretinoin (Accutane), and methyl mercury are recognized as causing birth
defects if the fetus is exposed to these substances early in the pregnancy.
Some birth defects are multifactorial; they have many factors that cause

them, some of which are genetic and some of which are environmental.
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3. What sort of tests should be done on my child?
The specific tests that your physician may perform will depend on
what part of the body is affected. Typical tests include ultrasounds of
the head and abdomen, X rays, CT or MRI scans, and echocardio-
grams (ultrasounds of the heart). These tests are done to determine
how serious the problem is and whether there are other problems.
Your child may get some or all of these tests.

Genetic testing is done to try to determine the cause of the birth
defect. These may include an analysis of the baby’s chromosomes, tests

for specific mutations, or tests of the baby’s metabolism.

4. What is the treatment for birth defects?

The treatment depends on the birth defect. Some do not need treat-
ment. Some can be treated easily while the baby is in the nursery or
soon after birth. Many require monitoring by a specialist, and some

can only be fixed using surgery.

5. No one else in the family has this problem; why
did it happen to my child?

About one out of every twenty babies (5 percent) are born with
some sort of birth defect. There are many things that have to go
right in order for babies to be born normal. Sometimes this just
doesn’t happen. Much of the time it is impossible to say why a
particular baby has a birth defect. Sometimes a problem can run in
a family without causing difficulty until a baby is born with a serious

version of it.
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6. Do we need to consult with a geneticist or any
other specialist?

Yes. All babies with birth defects can benefit from seeing a doctor who

specializes in genetics. The geneticist will help determine whether the

problem is isolated or whether there is a larger “syndrome.” It is always

helpful to have the input of a geneticist before undergoing genetic

testing. He or she can also help find out whether the problem runs in

the family and what your chances are of having another affected child.

7. Will my next child have birth defects?

Whether birth defects will happen in another child depends on what the
defects are and what caused them. All pregnancies have a risk of about 5
percent (one in twenty) that the baby will have a birth defect. Having one
child with a birth defect increases your chances of having another. The first

step is to have a firm diagnosis of the problem in your affected child.

8. How early can birth defects be diagnosed?

Large birth defects, such as spina bifida, can be detected in the late
first trimester of pregnancy. As pregnancy progresses and the fetus gets
larger, other birth defects can become apparent. If your doctor knows
you have one child with a particular problem, then the doctor can
specifically look for that problem. Some birth defects, such as cleft
palate, are very difficult to diagnose before birth. All birth defects can
be diagnosed after birth, but some are not found until the child is

older, or unless they cause a problem.

9. Is there a way to prevent birth defects?
Every pregnancy is at risk for birth defects. There is no guaranteed way

to eliminate all of them, but you can reduce the risk. Here are some
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ways to reduce your risk of having a child with birth defects:

¢ Be as healthy as possible before you get pregnant. Control
chronic illnesses and start taking prenatal vitamins or at least
folic acid supplements.

e Plan and space out your pregnancies and get good care during
your pregnancy.

¢ Do not smoke or drink alcohol while pregnant. Do not use any
medications without talking to your doctor. Remember that
everything that you put in your body also is going into the
baby’s body.

¢ Seek out information about your personal risk from a geneticist
if anyone in your family has a birth defect or has had a child
who died or required surgery before one year of age. The same
applies to someone who comes from a culture in which people
marry within the extended family or someone who has had two

or more pregnancy losses.

10. Will in vitro fertilization prevent birth defects?

No. There are some fertility treatments that can be used to avoid a
particular birth defect or genetic condition, but there is never a guar-
antee that a child will be normal. It has also been found that artificial
reproductive techniques have a higher than normal incidence of certain
problems in the baby. One of these problems is hypospadias, which is an
abnormality of the penis. Another problem is called an imprinting
defect. This is an abnormality in the way the early embryo manages the

genetic material that can lead to some specific genetic syndromes.

ANGELA SCHEUERLE, MD

Genetics



BLOOD INFECTION
(Bacterial Sepsis)

Definition: A serious condition caused by multi-
plying bacteria in the bloodstream.

1. What caused this condition?

Infections due to bacteria in the bloodstream may occur during the
birthing process when bacteria from the birth canal get onto the
newborn’s skin, nose, mouth, and eyes. These bacteria can then get
into the lungs and/or bloodstream to cause the infection.

Another way that the newborn may become infected is by bacteria
infecting the placenta and getting into the infant’s bloodstream
through the placenta and umbilical cord. The most common bacteria
that cause neonatal infections are Group B streptococcus, Listeria mono-
cytogenes, and Escherichia coli (E. coli). Occasionally, viruses such as

herpes or cytomegalovirus may also cause infections in the newborn.

2. What problems does it pose?
Infections in newborns can be relatively minor, causing problems such

as mild breathing issues, decreased temperature, or low blood sugar.
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They can also be life-threatening or fatal, resulting in severe

breathing concerns, decreased heart function, and/or seizures.

3. What tests are needed to further define the condition?
The growing of the bacteria or virus on a culture, which is a test performed
by applying samples of the baby’s blood onto a plate with nutrients,
confirms the presence of an infection in the blood. In addition to blood,
samples of the airway secretions; swabs of the eyes, nose, and skin; urine;

and spinal fluid (spinal tap) may also be collected and tested in this manner.

4. How is blood infection treated?

Antibiotics are used to kill the bacteria causing the infection. Some
viral infections can be treated with antiviral medications. The labora-
tory tests (culture) will confirm which medications are most effective
in treating the infection. In serious infections, other medications and
treatments may be necessary to assist with breathing, to help the heart

function properly, and to control seizures.

5. Do we need to consult with a neonatologist (newborn
specialist) or an infectious disease specialist?

Very minor or “suspected” infections can be treated by the pediatrician.

If the infection is significant or other support is needed, then referral to

a neonatologist and/or an infectious disease specialist should occur.

6. How long will it take for my baby to recover from
this illness?

Infections that are confirmed in the bloodstream will require a

minimum of seven to fourteen days treatment with intravenous (IV)

antibiotics. If the infection is in the spinal fluid, the antibiotics may
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be required for up to twenty-one days or more. Depending on the seri-
ousness of the infection, the time for recovery may extend beyond the

end of taking antibiotics.

7. Will this condition weaken my baby in any way in
the future, and will there be any long-term ill
effects caused by it?

In serious infections or infections that involve the spinal fluid or the

brain, there can be long-term effects, such as movement abnormalities,

mental retardation, cerebral palsy, or hearing loss. There may be some
continuing lung abnormalities due to the use of a breathing machine.

Occasionally, the blood infection also infects a joint or bone. This could

result in an injury to that joint or a limitation of the growth of the bone.

8. How long will my baby have to stay in the hospital
as a result of this disorder?

At least seven to fourteen days will be required, as the antibiotics to

treat the infection have to be given through an IV. In serious infec-

tions with complications it may be a month or longer.

9. After discharge from the hospital, what kind of
follow-up will be needed?

Infections that did not require significant levels of support other than

antibiotics may be monitored under routine care by the pediatrician.

If there are complications, especially of the brain and nervous system,

developmentalists or neurologists (specialists that monitor the devel-

opment of the brain) may be recommended.

CLAIR SCHWENDEMAN, MD
Neonatology



CEPHALOHEMATOMA

Definition: A swelling of the scalp caused by a
hemorrhage under the outer layer of bone
in one area of the skull.

1. What caused this condition?
The swelling associated with this condition is a result of the scalp
tissues being injured during the delivery process.

There are several types of swelling of the scalp that can occur,
based on the depth of the swelling and/or the amount of bleeding
involved. The different types of swelling are caput succedaneum,
cephalohematoma, and subgaleal hematoma. Most types are more
common with vaginal deliveries than cesarean sections.

Caput succedaneum: Superficial layers of the scalp with swelling
and bruising that generally improves significantly prior to discharge
from the hospital.

Cephalohematoma: Bleeding between the outer layer of the scalp
bone and the lining of the bone. It is more contained and does not

spread past the edge of the bone. It is often present along with caput
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succedaneum. When the superficial swelling goes away, it is more iden-
tifiable. The affected areas are soft and may be on one or both sides of
the scalp. They may take several months to completely dissolve. As
they go away, they may have a crunchy or crackly feeling to them.
Subgaleal hematoma: Bleeding that occurs deeper under the skin
layers, but above the outer layer of the bones. This swelling can be
seen all around the scalp and may push the ears forward slightly. Due
to the amount of bleeding that can occur, it requires close monitoring

and occasionally blood transfusions.

2. Is it potentially dangerous?

Cephalohematomas and subgaleal hemorrhages can be potentially
dangerous depending on the amount of bleeding that occurs. Some
cephalohematomas can also include fractures of the skull and bleeding

inside the bones of the skull.

3. Does this condition represent any possible injury
to the brain?

The majority of the time, there is no injury to the brain, as all the

bleeding is small and outside of the skull. Rarely, when there is bleeding

that occurs inside the skull, the brain may be at risk for injury.

4. What tests are needed to further define the condition?
The majority of the time, nothing needs to be done except a physical
examination and observation. When there are concerns for larger
amounts of bleeding, a blood count may be performed. In rare
instances of concern for a skull fracture or bleeding on the inside of
the skull, X rays of the skull and/or a CT scan of the skull and brain

may be performed.
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5. Are there any other potential problems that can
occur in the future?

In the first week of life, the baby may have to be watched more closely
for jaundice that needs treatment. The risk for significant jaundice
increases with the amount of bleeding and the destruction of the red
blood cells within the swollen area. If there are fractures of the skull,
most do not need treatment. Also, bleeding inside the skull generally
does not need surgery unless it is progressive and causes excessive pres-

sure on the brain.

6. Over what period of time can we expect this
condition to improve?
Caputs generally improve within several days. Cephalohematomas

may take up to six months to resolve.

7. How often will you need to see my baby for
follow-up after discharge from the hospital?

In most cases there is no needed special follow-up for this swelling. If

there are concerns about jaundice, a daily blood test may be needed

for several days after discharge from the hospital. In severe cases where

there are skull fractures or bleeding inside the skull, follow up with a

neurosurgeon (surgeon of the brain) may be necessary.

CLAIR SCHWENDEMAN, MD
Neonatology



CHROMOSOMAL ABNORMALITIES

Definition: A type of genetic condition caused by
large changes in genetic material. Most
often found in children with multiple
birth defects or complex problems
starting from birth.

1. What are chromosomes?
Chromosomes are the structures in all the cells of our body that store
our genetic information. They are large pieces of deoxyribonucleic

acid (DNA). Human beings normally have forty-six chromosomes.

2. What features does my baby have that make you
suspect this kind of disorder?

Your baby has physical features that are unusual for your family. These

may be major differences, like missing eyes or an abnormal heart. Or

the different features may be minor, like ears that are not in the right

place or short fingers. The specific features vary depending on which

chromosome is involved.
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3. How did my baby develop this type of condition?

Most of the time, chromosome problems happen during formation of
the egg or sperm. Sometimes a chromosomal rearrangement happens
soon after conception in the early embryo. Rarely, the chromosome
problem is inherited from a parent. When it is inherited, the parent

may have a similar problem, or the parent may be unaffected.

4. What tests are needed to further define the
disorder?

The most common test is a chromosome analysis, or karyotype. This
is done using a blood sample. About a teaspoon of blood is collected
and sent to a cytogenetics lab (the kind of lab that looks at chromo-
somes). The lab will process the sample, take pictures of the chromo-
somes, count them, and look at them closely. The lab is looking for
large changes in the chromosomes, such as a missing or extra piece.
This type of test does not see small changes in the genetic material.
The chromosome analysis takes ten days to two weeks.

Fluorescence in situ hybridization (FISH) is a way of looking at
smaller pieces of genetic material. Depending upon your baby’s
specific features, a FISH test may be ordered. A newer type of test is
the Chromosome Microarray Analysis (CMA), which can also test for
changes in smaller pieces of genetic material. It may be ordered rather
than a FISH test.

5. What kind of impairments can occur as a result of
this condition?

If your baby has a physical abnormality, like a missing hand or foot,

there will be impairments because of that. Most chromosome abnor-

malities cause some amount of mental retardation. The retardation
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can be severe. Large chromosome abnormalities, which involve
significant changes in the genetic material, can cause death in

infancy or childhood.

6. Is this disorder treatable?

There is no cure for chromosome problems. There is no way to take
out the abnormal chromosome and put in a normal one. However,
your child will get whatever treatment is needed. Treatment may
include physical therapy or heart surgery and will be determined by
the specific needs of your child.

7. Is it possible that any of our future children might
be born with this disorder?

When a baby has a chromosome problem, it is typical to test both
parents. If the parents both have normal chromosomes, the risk of
giving birth to another affected child is not increased; the risk is the
same as it is for anyone. (There is never zero risk.) If one parent has a
chromosome abnormality, the chance of having another child affected
with a chromosome problem is at least fifty-fifty. Depending upon
what the chromosome problem is, the chance of having an affected

child may be as high as two out of three.

8. Do we need to consult with a geneticist or any
other specialist?

Yes. Your baby should be seen by a doctor who specializes in genetics.

The geneticist can help get testing done and talk to you about what

to expect from your child. The geneticist can also discuss your chances

of having other affectecd children and may be able to put you in touch

with other families who have children with the same problem.
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9. What kind of special plans should be made to care
for the baby once we arrive home?

Your baby will need all the routine pediatric care, including immu-
nizations. If your baby has special health needs, like tube feedings, you
should be taught about that at the hospital. Sometimes babies with
chromosome problems are not expected to live very long. You may
choose to enroll your baby in a hospice program. Hospice programs
support you and the baby so that the family can have a good quality of

life, even if your baby’s time within the family is short.

10. When do you wish to see my baby again for this
condition?

It is likely that your baby will have many different doctors. There will

also be occupational and physical therapy, and your baby may need

surgery. Your pediatrician can help coordinate all the different doctors.

ANGELA SCHEUERLE, MD

Genetics



CLEFT LIP/CLEFT PALATE

Definition: A birth defect consisting of a cleft defor-
mity of the lip and/or the palate.

Author’s Comment: Fortunately, the medical repair of this type of
birth defect, which can appear so intimidating at birth, is amazingly

good and far superior to the cosmetic corrections of the past.

1. What caused this condition to occur in my child?

The condition is due to multiple factors. Cleft lip with or without
a cleft palate can be an inherited condition, but more commonly is
the result of a developmental break in the fusion of the facial
segments. Exposure to heavy metals, deficiencies of vitamin B12
and folate, and environmental factors can all play a part in causing
these deformities. The condition can be associated with more
complex facial syndromes but is less common than singular presen-

tation alone.
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2. Did something I did or did not do during my
pregnancy contribute to the cause?

Expectant mothers who do not take prenatal vitamins and do not

receive prenatal care are associated with a higher increase in compli-

cations in the newborn period as well as structural deformities at birth

(congenital anomalies). However, because cleft lip/cleft palate is such

a complex anomaly, it is very difficult to pinpoint the cause or directly

relate causation to something the mother did or did not do.

3. When do we need to see a plastic surgeon that
specializes in the repair of this type of problem
(craniofacial surgeon)? Will the surgeon show me
pictures of children with this deformity who have
had the repair procedure(s)?

When the diagnosis is made, often based on a prenatal ultrasound, the

parents should seek the advice and consultation of a craniofacial/cleft

surgeon. This allows the family to be prepared for the delivery and to
get most of their questions answered prior to the hustle and bustle of
the postnatal period.

The surgeon should see the infant at two weeks’ discharge from the
hospital for a complete examination to evaluate the presence of other
problems. A surgeon should be able to show before and after pictures
of surgeries he or she has performed. Additionally, many practices can
get you in touch with parents of other children with cleft lip and/or
palate deformities so that you can get the information you need on a

parent-to-parent basis.



22 1001 Healthy Baby Answers

4. What kind of surgery or reconstruction
procedure(s) will be needed to repair this
deformity, and when will they occur?

Children with cleft lip and/or palate deformities often undergo a series
of operations within the first two years of life. This usually first
includes a lip repair (possibly with a nasal correction at the same time)
at around three months of age. The surgery can be delayed if the child
is born prematurely or is of slight stature. The child should be at least
ten weeks old, weigh 10 pounds, and have a hemoglobin (measurement
of the blood count) level of 10 before undergoing this surgery.

The palate is then repaired between six to twelve months of age
depending on the surgeon. Many surgeons repair the palate in one
stage at or near twelve months of age to promote good speech.

Each surgeon should have a protocol that works for him or her and
is specific to each center. It is recommended that you seek a surgeon
associated with a respected and affiliated center so that the child can
receive complete care from team of specialists, including a speech
pathologist, pediatric dentist, geneticist, pediatric anesthesiologist,
and pediatric ear, nose, and throat specialist. These people will be
closely integrated into the child’s care.

After the first year, there can be additional operations depending on
the severity of the cleft and the resulting facial changes during growth.
Many issues present themselves over time as the child grows. The face
often becomes asymmetric and deficient on the cleft side. Operations
can include a bone graft into the cleft at the level of the gum line, a
nasal procedure to improve breathing and straighten the nose, and even
jaw surgery to improve the bite and facial balance. Further surgeries are
performed on an individual basis. The goal is to keep the child’s facial

features as symmetric and functional as possible throughout growth.
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5. What are the dangers of the surgery?

Surgery on children carries the same or similar dangers as surgery on
adults, such as bleeding, infection, scarring, and persistence of the
asymmetries. Other issues include persistent holes in the palate
(fistulas) and palatal dysfunction that may lead to speech impedi-
ments, most specifically a nasal voice or inadequate functioning of
the soft palate and the upper part of the throat (velopharyngeal
insufficiency).

Many dangers are unpredictable because they depend on the age of
the child and the level of the original deformity. As with other condi-
tions, life-threatening risks are associated with any surgery and are
closely related to anesthesia. Therefore, it is important to have an
anesthesiologist specially trained in the care of children to do the

surgical cases.

6. How will the deformity impact my child’s
functioning, and what can be done to overcome it?

In children with cleft lip and palate deformities, the scars are often
visible. The impact of this deformity is hard to address. Of course, the
child will be aware of his or her differences from other children, and
this awareness usually begins between the ages of two and four years
old. I tell all of my patients that we all have scars of some form.
Addressing the scars directly helps the child deal with these differ-
ences better. Consistent parent and family support, open dialogue as
the child gets older, and the child’s inclusion in surgical and care deci-
sions as he or she is able all help diminish the negative effects of the

congenital deformity.
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7. Is there a greater likelihood that my child will have
more learning differences or speech problems than
other children?

Children with cleft lip (but not cleft palate) have no greater incidence

of speech or learning differences than other children. However, when

the palate is involved, the risk of speech issues significantly increases.

These children should be followed yearly, if not more frequently, for

speech issues throughout their growth.

In 10 percent to 15 percent of cases, children with a cleft palate
may require further surgery to improve their speech. As far as learning
differences go, it is hard to tell the likelihood that they will occur, as
there is not much data available in this area. Since children with cleft
palate also have a higher incidence of hearing problems, it is these
hearing issues that can lead to learning difficulties because the child
cannot always hear what is going on in the classroom. Once fixed,

these issues resolve.

8. If we have future children, what are the chances
that they will be born with this same type of
disorder?

The incidence of having a child with a cleft lip/palate deformity is

about one in seven hundred. If either parent or a first-degree family

member has the deformity, the risk increases. If you have one child
with the deformity, the risk of subsequent children having a clefting
deformity also increases. Because of these increased risks, genetic
counseling is recommended prior to having further children so

parents can have a complete understanding of these risks.
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9. What kind of follow-up will be needed for this
condition?
Children with cleft lip and palate deformities require consistent
follow-up with the cleft palate team throughout their growth, which
is usually until their high school graduation. Because there are
changes during growth, the final effects of the deformity are not seen
until growth is complete. Different stages of a child’s development
require different surgical, orthodontic, and therapeutic interventions.
Each member of the team may need to see the child independently,
but the entire team should follow up yearly. It is key that the child is
cared for by a team of physicians and health care specialists who are
trained specifically in the care of the cleft patient, as this regimen of

close follow-up is mandatory.

DAVID GENECOV, MD

Craniofacial Surgery



CLUBFOOT

Definition: A type of structural deformity of the foot
present at birth.

1. What caused this condition to occur?

“Clubfoot” is a term that describes a complex, abnormal structural
alignment of the bones and joints of the foot and ankle. It most likely
represents abnormal development of many tissue types below the
knee. The exact cause of clubfoot is still debated. It is likely caused by
multiple factors, including genetic and environmental factors.
Proposed theories of the cause of clubfoot include molding of the foot
while still in the womb (in utero molding), primary muscle problems,
primary bone deformity, primary blood vessel lesion, intrauterine viral
infection, primary nerve lesion, and abnormal stiffening of the tissues.

The actual cause is likely a combination of these factors.

2. What exactly is structurally wrong with the foot?
The appearance of clubfeet are created by both the malalignment of
the bones at the joints and the altered shape of the bones. In addition,
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the muscles, ligaments, tendons, and connective tissue (fascia) of the
foot and ankle are contracted, or shortened. The result is a rigid foot

that is turned downward and inward.

3. How is it treated, and how successful is the treatment?
The goal of treatment is a painless, flexible foot that strikes the
ground in proper position when walking. Regardless of the severity or
rigidity, the initial treatment is nonoperative, using repeated sequen-
tial castings, also called “serial castings.” The goal of this kind of treat-
ment is to limit the amount of surgery required.

Nonoperative treatment involves weekly serial castings to promote
gradual correction of the foot over six to eight weeks. Following this
casting regimen, nearly all children require a short outpatient surgical
procedure to fully correct the foot. Then a special brace is worn full
time for eight to nine months and part time for two to three years.

The ability to completely correct the clubfoot deformity depends on
each child’s unique initial severity and rigidity, the age at which treat-
ment is started, the skill of the orthopedic surgeon, and the definition
of complete correction. Although the position of the foot may be
dramatically improved with treatment, nearly all patients with clubfoot
have a difference in calf size, foot size, and possibly overall limb length
compared to unaffected limbs. Eighty percent of children have a pain-

less functional foot following serial manipulation and casting.

4. Will my child be able to walk and exercise
normally following treatment?

Most children who undergo successful nonoperative treatment are

able to walk normally. Because this is an abnormality of most of the

tissues below the knee, some difference between normal limbs will
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always be observed. In a fully corrected foot, light exercise is generally

well tolerated.

5. Do you think that there will be any limitations or
disadvantages athletically because of this condition?
Again, the goal of nonoperative treatment is a painless, supple, prop-
erly positioned foot. Generally, there is some residual stiffness and
weakness compared to normal limbs. Depending on the initial severity
and degree of correction achieved and maintained, there will likely be

some degree of limitation athletically.

6. When do we need to see an orthopedic surgeon?
Consultation with a pediatric orthopedic surgeon should take place
when the diagnosis is made. Serial manipulation and casting should be

initiated as early as possible, preferably within the first week of life.

7. After discharge from the hospital, what kind of
follow-up will be needed for this condition?

If consultation with your pediatric orthopedic surgeon did not occur

prior to discharge from the hospital, your child should be seen in the

office in the first week of life. Weekly follow-up visits for manipula-

tion and casting will be necessary for the first six to eight weeks.

Periodic follow-up will be necessary throughout childhood.

RODERICK CAPELO, MD
Orthopedics



HEART DISEASE-CONGENITAL

Definition: Abnormalities of the heart or conduction
system that occur at birth.

1. What is wrong with my baby’s heart, and what
problems does the defect cause?

A congenital heart defect is a birth defect of the heart. Many
different types of defects exist. The most common type of defect is a
hole in either the upper or lower wall of the heart. Both of these
defects result in an excess amount of blood flow to the lungs. Other
defects include abnormalities with the heart valves, resulting in the
heart muscle having to work harder than normal to pump blood to

the lungs or body.

2. Is the condition potentially dangerous?
Many congenital heart defects are minor and present no significant
risk whatsoever to the child. However, some types of defects can be

dangerous or even life threatening.
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3. What tests are needed to further define the condition?
The most common test is an echocardiogram. This test uses sound
waves to visualize the structures of the heart. In almost all cases, a
clear diagnosis can be made based on the findings of an echocardio-
gram. Other tests that are often performed include pulse oximetry
(checking the oxygen level in the blood), electrocardiography
(assessing the heart’s electricity), and a chest X ray to visualize both

the heart and lungs.

4. Will my baby need surgery, and is the condition
correctable?

The majority of congenital heart defects are minor in nature and require

no specific treatment whatsoever. More serious defects may require

surgery. Fortunately, in this day and age almost all congenital heart

defects are correctable with surgery and have excellent outcomes.

5. Will any heart medicines be needed to treat this
problem?

Most minor congenital heart defects do not require any medications

whatsoever. More significant defects may require medications.

Typically, medicine is used either to improve the pumping function of

the heart or to relieve the lungs of any excess fluid.

6. Do we need to see a pediatric cardiologist and, if
so, when?

Your pediatrician will determine whether it is necessary to see a pedi-

atric cardiologist. Some types of minor congenital heart disease may

not require a referral to a specialist. However, if a more significant

heart defect is suspected, usually a referral is made at that time.
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7. Will my baby become blue (cyanotic) from this
condition?

Certain types of heart defects result in a blue appearance to the skin,
termed cyanosis. This blue appearance results from an inadequate
amount of oxygen in the blood, usually due to the blood failing to pass
from the heart to the lungs. Blood with a normal amount of oxygen
has a red or pink appearance to it, but blood lacking oxygen is blue.
In general, heart defects resulting in cyanosis are fairly unusual and

are usually noticed at or shortly after birth.

8. After I leave the hospital, what danger signs do 1
look for that would indicate that my baby is having
a problem related to this condition?
Rapid breathing is one sign that might indicate a potential heart
problem in a baby. This is usually caused by excessive blood flow to
the lungs, although occasionally it may be due to a lower than normal
oxygen level in the bloodstream. Other signs that might indicate a
potential heart problem in a baby would include unusual color
changes, such as a bluish or pale appearance to the skin, poor appetite,

or unusual irritability.

9. Do I need to limit my baby’s activities in any way
after we go home?

Most babies diagnosed with heart problems do not need any limitation

on their activities whatsoever. However, check with your doctor as the

recommendation may vary based on the seriousness of your child’s

heart condition.
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10. After discharge from the hospital, when do you
wish to see my baby again concerning this
condition?

Usually, follow-up will be determined by the type of heart condition

that your baby has been diagnosed with. Minor heart defects may only

require reassessment at routine visits. More significant heart condi-

tions may require more frequent checkups.

W. PENNOCK LAIRD, II, MD
Cardiology



HYPOGLYCEMIA

Definition: Low blood sugar.

1. What caused this condition to occur?

Hypoglycemia occurs when the baby’s blood sugar (glucose) is low,
with a measure that is less than 40 mg/dL to 45 mg/dL. Low blood
sugar is due to a disruption or abnormality in the baby’s blood sugar
regulatory system and is most common in the first two hours after
birth. Much of the time, it is corrected with early feeding and
continued monitoring for the first twenty-four hours.

Babies born to mothers with diabetes or babies that are large for
their age may have a more significant decrease in the blood sugar
levels and need monitoring of the blood sugar level for several days.
In rare cases, severe and quite prolonged low-blood sugar levels may

require surgery, special diet, and/or medication.
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2. Is hypoglycemia dangerous, and will it have any
permanent impact on my baby’s health?

In the majority of cases, when brief and treated promptly, there are no

permanent effects of low blood sugar on the baby. However, untreated

or prolonged blood sugar levels may lead to brain injury.

3. What tests are needed to further define the condition?
In most cases, a simple measurement of the blood sugar level by a
machine at the bedside is all that is necessary. Sometimes a confirma-
tion of the low measurement by the bedside machine will need to be
performed. This is done by collecting a small amount of blood from
the baby and sending it to the laboratory. In the rarer cases of severe
and prolonged low blood sugar, blood levels of various hormones may

be needed and may take several days to return.

4. How are we going to treat it, and are there any
side effects that might occur from the treatments?
In most cases, the low blood sugar level is treated with either feedings
alone or in combination with intravenous (IV) sugar solutions.
Infrequently in more severe cases, medications may be also given

either as an IV or by mouth. There are generally no side effects.

5. How long will the condition take to correct?

In infants that are born to mothers without diabetes and are normal size
for their age, normal blood sugar levels will generally be obtained within
three to six hours of birth and monitoring may continue for up to
twenty-four hours. In infants that are born to mothers with diabetes or
are large for their age, the ability to maintain normal blood sugar levels

without treatment and monitoring may take three to five days or longer.
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6. Is there a chance the condition might come back
following discharge from the hospital, and is there
any special need for follow-up?

As long as the baby is feeding normally, the vast majority of babies

will not have any recurrence of low blood sugar, and no special follow-

up is needed. In the rare cases of severe and prolonged low blood
sugars where surgery, medications, and/or a special diet has been
required, those infants will need continued monitoring at home and
follow-up with pediatric endocrinologists, doctors that specialize in

disorders of hormone levels or metabolism.

7. Does hypoglycemia predispose my baby to
developing diabetes or any other sugar metabolism
disorder later in life?

Infants born to long-standing diabetic mothers may have a genetic

predisposition to developing diabetes. Infants born to mothers with

high blood sugars during the pregnancy or mothers with later onset
diabetes are not at an increased risk for developing diabetes later in life,

but may be at higher risk to be obese in the preteen and teenage years.

8. Will future babies that I might have be more
inclined to have hypoglycemia? Is there any
precaution that I can take to prevent it from
happening again?

Mothers that have high blood sugars or diabetes, either when not pregnant

or just when pregnant, will continue to have infants that are at higher risk

for low blood sugars after birth. Monitoring of blood sugars during preg-
nancy as needed and maintaining good control of the blood sugar levels

prior to and during the pregnancy will decrease the risk of the infant.
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9. After discharge from the hospital, when do you
wish to see my baby again for this condition?

In the large majority of babies, there is no need for special follow-up.

Babies should have demonstrated that they can maintain normal

blood sugar levels for a period of time prior to discharge and are

expected to continue to do so.

CLAIR SCHWENDEMAN, MD
Neonatology



HYPOSPADIAS

Definition: When the opening normally at the end of
the penis is located on the undersurface
of the penis.

1. What caused this condition to occur?

There are multiple possible causes with genetic, environmental, and
hormonal factors influencing development of the penis. No one is
certain as to the exact cause of this condition. The incidence of
hypospadias has been increasing worldwide over the past few decades.

The incidence is approaching 1 percent of newborns.

2. What tests need to be done to further define the
condition?

Typically, the diagnosis is made on physical examination of the newborn.

The majority of boys with hypospadias will need no further evaluation to

help plan a treatment course. If your child has an undescended testicle

along with hypospadias, blood testing to evaluate for an endocrine

problem or other developmental conditions should be performed. Some
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cases of severe hypospadias may also require such testing. It is not recom-
mended to perform newborn circumcision in patients with hypospadias as

the foreskin may be useful in reconstruction at a later date.

3. What kind of symptoms or problems can occur as a
result of the condition?
The penis has basically two functions: urination and sex. Children
with uncorrected hypospadias may be impacted in either or both of
these categories. Penile curvature (chordee) associated with hypospa-
dias may make penetration painful or difficult to achieve. Depending
on the location of the urethral opening, urinating while standing may
be impossible to perform without significant spraying and deflection
of the urine stream. If the hypospadia is corrected, there should be no

future problems in either area.

4. Will it need to be corrected? If so, when and how?
Almost all cases of hypospadias require surgical treatment, although
some of the most minor hypospadias may not require any interven-
tion. Many pediatric urologists will recommend surgery to be
performed after four months of age.

There are over two hundred described techniques that are used for
hypospadia repairs. Your physician will discuss the technique that will
be best suited for your son’s particular anatomy. There has been much
advancement in technique over the past years, and now hypospadia

repair is almost always done as a day surgery on an outpatient basis.

5. Do we need to see a urologist and, if so, when?
The timing of urologic consultation is up to you and your pediatrician.

Hospital consultation may be warranted if there are concerns or
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uncertainty about the diagnosis. Otherwise, outpatient consultation is
completely appropriate and can be performed anytime between zero

and two months of age.

6. Is there a possibility that there will be a problem
later on in sexual or urinary function?

As discussed above in question #3, there can be impact on both sexual

or urinary function in patients with hypospadias. If the problem is

corrected early in life, it is unlikely that there will be any future issues

in either of these areas.

7. When do you wish to see my child again for this
condition?

After the initial consultation with your urologist, either scheduling

for correction or a follow-up visit for your child at around two months

of age may be recommended. This will be influenced by the degree of

hypospadias and any other medical issues that your child may have.

ADAM G. BASEMAN, MD
Urology



INTESTINAL INFLAMMATION
(Necrotizing Enterocolitis)

Definition:  An acute inflammation of the inner lining
of the bowel with the presence of
membrane-like areas and superficial

ulcerations. Also called NEC.

1. What caused this condition?

In most cases, the baby was born early or premature and has been given
some type of feeding. The lining or barrier of the intestinal tract has been
injured, and this injury has allowed bacteria to get into the wall of the
intestine. The bacteria cause an infection, injury, or weakness to the

intestinal wall and an inflammatory reaction in those areas.

2. What tests need to be done to further define the
condition?

The confirmatory signs of necrotizing enterocolitis (NEC) are seen on

X rays of the abdomen. When NEC is suspected, a culture (test for

bacteria in the bloodstream), a complete blood count (CBC), and a

test to determine the level of inflammation (CRP) may also be
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performed on the infant’s blood. A series of X rays of the abdomen and
blood are done for several days to monitor this condition. A consulta-

tion with a pediatric surgeon may also be requested.

3. What potential dangers does NEC pose?

NEC is a serious concern and will cause some setback in the baby’s
condition. There are “mild” causes of NEC involving a limited portion
of the intestine that improve in twenty-four to forty-eight hours of
starting treatment. There are other cases of NEC that involve exten-
sive areas or all of the intestine and are progressive. These cases
require surgery with possible removal of intestine and are life threat-
ening. When all of the intestine is involved, there may be no treat-

ment possible, and it is then a fatal condition.

4. What is the treatment for NEC, and how long will

it take for my baby to recover?
The treatment for NEC is stopping any feedings, starting antibiotic
therapy, administering medications to stabilize the blood pressure and
blood components (e.g., platelets and plasma) to prevent bleeding,
and supporting breathing. Often a pediatric surgeon will be requested
to evaluate the baby. Monitoring with repeat X rays of the abdomen,
blood testing, and physical examinations are performed, often as
frequently as every six hours.

A surgery is needed if a hole (perforation) occurs in the intestine or
if the baby is not getting better. If surgery is performed, frequently a
section or sections of intestine may be removed and the ends of the
intestine brought up to and through the abdominal wall. The surgeon
may decide to place a piece of rubber drain in the abdominal space if

the infant is unstable and will not tolerate a major operation.
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The length of recovery may vary from ten to fourteen days in the
cases that respond to medicines, to a prolonged (years long) depend-
ence on IV fluids in cases where there has been extensive involve-

ment or removal of intestine.

5. Are there any potential side effects of the
treatment?
There are many side effects that are related to the infection and
inflammation from the NEC. Several of the antibiotics used to treat
the infection require blood levels to be monitored and may result in
some hearing loss if too high (due to toxic effects of the antibiotics on
the nerve function within the inner ear). Breathing failure, kidney
failure, low blood pressure, and bleeding problems are common issues
that occur with NEC. When needed, surgery may be performed in a
less than stable situation. Blood and fluid losses due to bleeding
abnormalities and inflammation may further worsen the situation.
Decreased blood pressure and flow could also cause injury to the brain.
The baby may need prolonged IV nutrition, which could lead to
liver injury, a need for stable IV access, and subsequent infections of
the bloodstream. A complication that may occur four to six weeks
after the infant recovers is a narrowing in the intestine that requires

surgery to correct.

6. Is it possible that this condition could get worse?

When NEC is first suspected or diagnosed, it is difficult to predict if it
will respond or progress despite adequate treatment. Close observation
of the baby is needed in the first twenty-four to forty-eight hours after
beginning treatment. Often the condition does get more serious

before improving.
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7. Do we need to consult a neonatologist (newborn
specialist) or gastroenterologist (specialist of the
digestive system)?

Neonatologists should be consulted and assist in or assume the care of

a baby with NEC or suspected NEC. A pediatric surgeon is often

consulted as well. A gastroenterologist is generally not required during

the critical period and may become involved after recovery if the baby
is not able to grow on feedings or if concerns of liver injury from long-

term IV nutritional support is present.

8. Will I be able to breastfeed my baby during this
illness?

No. The stoppage of any feeding, breast or formula, takes place when

NEC is suspected or confirmed. Resting of the intestinal tract and

antibiotics are the main therapies for NEC. The baby may not be able

to feed for a minimum of seven days in suspected NEC. If NEC is

confirmed, a minimum of ten to fourteen days is required.

9. After discharge from the hospital, what kind of
follow-up will be needed?

If a narrowing in the intestinal tract is suspected or if there is evidence

of an intestinal blockage, an X ray test with dye and consultation with

a surgeon will be necessary. If there are continued issues regarding how

well the infant is able to digest and absorb feedings or if the infant is

sent home on IV nutrition, then a gastroenterologist may be neces-

sary. Attention to developmental issues is also important.

CLAIR SCHWENDEMAN, MD
Neonatology



JAUNDICE

Definition:  Yellow appearance of the skin caused by
bile pigment deposits in the skin.

1. What is jaundice, and what caused it to appear in
my baby?

Jaundice is a common condition occurring in newborn babies. It is a
yellowish skin discoloration caused by a waste product in the body
called bilirubin. Bilirubin is produced when certain proteins and red
blood cells are destroyed, which is a normal process that happens early
on after birth. Newborns are more likely to be jaundiced due to
increased destruction of red blood cells and the body’s slow processing

of bilirubin due to an immature functioning liver.

2. Is jaundice dangerous?

In the majority of cases, jaundice is not a life-threatening or serious
condition. The bilirubin levels can get high enough that treatment is
needed. In most cases the treatment is relatively simple with special

lights (see question #5).
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If the bilirubin level gets to a serious level, then an exchange of the
baby’s blood (exchange transfusion) may be necessary. Fortunately,

this is a rare occurrence.

3. What tests are needed to further define the condition?
Most of the time, a meter will first be placed to the baby’s forehead as
a screening test. If the meter level is elevated, then it will be neces-
sary to do a blood test to measure the bilirubin level. A test for the
blood type of the infant is generally necessary to determine if it is
compatible with the mother’s blood type, but most of the time this is
done on blood from the umbilical cord at the time of delivery. If there
is a concern about rapid destruction of the red blood cells, a blood

count may be necessary.

4. What is considered to be a danger point for the
bilirubin level?

The actual level that treatment is started is dependent on the baby’s age
at birth, the number of days since birth, and whether or not there are
conditions causing increased and more rapid red blood cell destruction.
If the bilirubin level is rising quickly or approaching 20 mg/dL or more,
therapy is generally started. Levels above 25 mg/dL have been associ-
ated with deposits of bilirubin (staining) on portions of the brain in

some babies. This staining can lead to brain damage and lifelong injury.

5. If my baby’s bilirubin level exceeds the danger
point, what kind of therapy will be given and will
it correct the problem?

The main therapy is phototherapy. The baby is given eye protection

and is placed with minimal clothing under special blue lights. These
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lights help in the removal of bilirubin. Phototherapy usually lasts from
two to five days.

If the baby is dehydrated, IV fluids may be started to correct the
dehydration. Sometimes, breast-feeding and breast milk may not be

given while the baby is under treatment for the jaundice.

6. Is phototherapy safe, and will there be any bad
consequences afterward?

Phototherapy with appropriate eye protection has no serious side

effects. Sometimes babies pass more stools while under phototherapy.

Also since they are uncovered, some will require a heating source to

prevent them from getting cold.

7. How often do we follow the bilirubin level, and
will we continue to follow the level at home
following discharge from the hospital?

If there are concerns, the bilirubin level is generally followed daily.

This continues until the bilirubin level stabilizes or starts to drop.

There may be a need for ongoing blood levels after discharge as the

jaundice can persist for the first several weeks.

8. Can my baby become anemic from this disorder?

No, not from the jaundice itself. Jaundice is more severe in babies
when there is a process that causes rapid or increased destruction of
the red blood cells. There may be an incompatibility between the
blood types of mother and baby, a defect in the red blood cells, or
excessive bleeding or bruising that could cause the anemia and also

make the baby more likely to have jaundice that requires treatment.
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9. Is there anything else we need to know concerning
this condition and its management?
Bilirubin is mainly passed from the body in the stool. Good feedings
and ensuring good hydration in the first two to four days of life can
decrease the risk of significant jaundice.
Very high levels of jaundice can lead to a condition called
kernicterus. This is when parts of the brain are stained by the
bilirubin. Kernicterus leads to cerebral palsy and lifelong abnormali-

ties of the nervous system.

10. After discharge from the hospital, what kind of
follow-up will be needed?

As discussed earlier, some babies require continued monitoring of the

blood levels after discharge. This may be daily for several days. Some

babies may require readmission to the hospital for treatment with

phototherapy. Your pediatrician will instruct you on the frequency for

the blood tests on discharge from the hospital.

CLAIR SCHWENDEMAN, MD
Neonatology



KIDNEY ENLARGEMENT
(Hydronephrosis)

Definition:  Swelling of the kidney as a result of
obstruction to the flow of urine.

1. What caused this condition?
Hydronephrosis in most babies is a minor condition that goes away on
its own. It likely represents increased urine production by the fetus
prior to delivery that goes away with time.

Occasionally, hydronephrosis may be due to an obstruction that is caused
by abnormal development of the ureter (the tube that carries the urine from
the kidney to the bladder). Hydronephrosis may also represent the backwash

of urine from the bladder to the kidney known as vesicoureteral reflux.

2. What tests are needed to further define the
disorder?

In most cases, ultrasound imaging is used to discover kidneys that are

hydronephrotic. Once a kidney has been determined to be

hydronephrotic, depending on the age and gender of the baby, a bladder

X ray should be performed to look for backwash of urine up to the kidney
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(vesicoureteral reflux) or blockage in the urethra if the child is male.

In other instances where the condition is quite severe, a nuclear medi-
cine renal scan should be performed to rule out obstruction of the kidney.
An obstruction might require surgical intervention to preserve the kidney.

If the hydronephrosis involves both kidneys, then further evalua-
tion with a standard blood test should be performed in the hospital or

office to make sure that kidney function is normal.

3. Is this condition causing my baby any pain or
discomfort?

If the kidney is significantly swollen (dilated) or it is obstructed, the baby

may have pain, nausea or vomiting, or even blood in the urine. However,

most degrees of hydronephrosis do not cause any pain or discomfort.

4. Is it correctable, and will surgery be necessary?

Most hydronephrosis is minor and will resolve or improve on its own
as the baby gets bigger. However, if the dilation is significant or
severe, then this may represent an obstruction of the kidney that will
require surgery to resolve the obstruction. If the dilation of the kidney
is related to vesicoureteral reflux, and if the reflux does not resolve as
the baby gets older, then correction of the reflux may be necessary.

Blockage of the male urethra must be corrected with surgery.

5. Will it predispose my baby to kidney disease or
infection in the future?

Most hydronephrosis does not predispose the kidney to disease or infection;

however, if the dilation is related to vesicoureteral reflux, reflux is a risk

factor for developing both bladder and kidney infections. If the dilation is

severe and involves both kidneys, then kidney disease is a possibility.



50 1001 Healthy Baby Answers

6. Do we need to consult a urologist and, if so, when?
Once the diagnosis of hydronephrosis is made, the urologist should be
consulted to review the X rays, perform a complete history and phys-
ical examination of the baby and then determine if any other further
studies are necessary. While this is generally not an urgent condition,
if the child is having pain, significant infections, or it involves both

kidneys, then the urologist should see the child immediately.

7. How will the condition be monitored following
discharge from the hospital, and what tests will
need to be done?

An ultrasound and further studies are usually recommended approxi-

mately four to six weeks following discharge. Depending on whether

or not the hydronephrosis is severe, a renal scan may need to be
performed. If the hydronephrosis involves both kidneys, then a stan-
dard blood test would need to be performed to determine kidney func-
tion. If the child has not had an evaluation for vesicoureteral reflux,

then a bladder X ray test would be necessary.

8. What danger signs should we look for after leaving
the hospital that would indicate that the kidney
problem might be getting worse?

The most common symptoms associated with severe hydronephrosis

or an obstructed kidney is abdominal, side, or back pain and vomiting.

Fever may represent a urinary infection.
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9. After discharge from the hospital, when do you
wish to see my baby again?

After the child is discharged, we will normally see the child back in

our office for an ultrasound and further studies approximately four to

six weeks later. See question #7 for details.

DAVID EWALT, MD
Urology



LUNG RUPTURE
(Pneumothorax or
Pneumomediastinum)

Definition:  Free air in the chest cavity.

1. What has caused this condition?

There was a tear or rupture in the air sacs (alveoli) in the lungs. This
tear allowed air to escape out of the lung and into either the space
between the lung and the chest wall (pneumothorax) or into the
tissues along the blood vessels (pneumomediastinum).

Pneumothorax is relatively common in newborn babies, occurring
in approximately 1 percent of all newborns.

Many babies have no symptoms. Others have symptoms related to
the compression of the lung(s) by the leaked air and need treatment
and/or supplemental oxygen. Babies that have other breathing prob-
lems and require breath assistance from a breathing machine are at

potentially higher risks to develop air leaks in their lungs.

2. How is it treated?
In a lot of cases when the baby is otherwise healthy and without symp-

toms, observation is all that is needed and the tear will heal itself and
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the air be reabsorbed. In cases where the air leak is larger and the baby
is having symptoms, the air may need to be pulled out (aspirated) by
putting a needle in the baby’s chest wall.

After the air in the chest cavity is pulled out, the needle is
removed, and the baby is monitored for recurrence. If the leak
continues or if the baby is on a breathing machine for support, a
drainage tube (chest tube) is placed in the chest wall to continuously
drain the air until the leak heals.

Many babies that have symptoms due to the free air will also
require extra oxygen to keep their oxygen levels in an acceptable
range. During this time, your baby may be breathing faster than
normal or harder than normal and not be able to feed by mouth.
This may require feedings via a tube, or the feedings withheld and IV
fluids started.

3. How long will it take to correct itself?

This depends on the size of the leak. Many babies with small leaks that
seal over rapidly are better in twelve to twenty-four hours, sometimes
without symptoms. Babies that require needle aspiration or drainage
tube placement may require two to three days or more to close the tear

and allow the lungs to heal.

4. Do we need to consult with a neonatologist
(newborn specialist) or a pediatric surgeon?

If the baby has symptoms or requires aspiration, drainage tube place-

ment, or extra oxygen, a neonatologist is often involved in the care.

Babies that are just breathing a bit fast or have no symptoms are often

watched in newborn nursery by the pediatrician. It is rare that a

surgeon or surgery is needed.
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5. What tests need to be done to further define the
condition?

An X ray of the chest is the test that absolutely confirms that a pneu-
mothorax or pneumomediastinum is present. It can also provide some
information as to how much air and compression on the lungs has
occurred. Prior to the chest X ray, you may be able to suspect an air
leak by listening to the chest and hearing decreased breath sounds on
the side with the leak. You can also place a light on the front of the
chest (transillumination), which may indicate air has leaked out of

the lung and accumulated in the chest.

6. What kind of future complications can we
anticipate as a result of this illness?

The majority of babies will have no long-term effects from the air leak

itself. The rupture or hole will heal by itself. Any future complications

are most likely to occur if the baby is premature or there was another

lung problem that required treatment.

7. Are the lungs left weakened from this condition
and, if so, in what way?

No, the lungs will heal the tear and recover in almost all cases. If

there were other lung problems that were also present, some

breathing abnormalities could persist until the lungs are healed from

those conditions.
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8. After discharge from the hospital, what kind of
follow-up will be needed?
As the rupture or tear in the lung is healed at the time of discharge,

just routine follow-up with the pediatrician is necessary.

CLAIR SCHWENDEMAN, MD
Neonatology



MECONIUM ASPIRATION

Definition: When the newborn or fetus inhales
meconium (first stool) into the lower
respiratory tract.

1. What caused this condition?

The baby had a bowel movement while still inside the mother’s
uterus. Meconium is the name for the first stools that a baby passes.
The meconium gets into the fluid surrounding the baby and can be
swallowed into the lungs or breathing passageways prior to or at the
time of birth. Babies that are under stress or go beyond their expected
due date have a higher incidence of passing meconium while still in
the uterus. Generally, meconium aspiration is seen in babies that are

not premature.

2. Is this condition dangerous, and what kind of
damage can it cause?
If the meconium gets into the airways leading to the lungs, it causes a

blockage of the passageways. This stops or impedes the flow of air into
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and out of portions of the lungs. This can lead to low oxygen levels or
a buildup of carbon dioxide.

If significant, this disruption in the functioning of the lungs can
lead to a continued high blood pressure in the blood vessels leading to
the lungs. When this occurs, there is further inability of the lungs to
get oxygen into the bloodstream and to remove carbon dioxide due to
blood bypassing the lungs.

Another common complication of meconium aspiration is the
development of a hole in the lung(s). This is called a pneumothorax.
Air escapes from the lung into the chest cavity and is trapped between
the chest wall and lung. As the air builds up, it compresses the lung

and again disrupts normal lung function.

3. What tests are needed to further define the condition?
The presence of meconium is noted when the water is broken either
naturally or by the obstetrician. The fluid will have a greenish
discoloration. The thickness and degree of discoloration indicates
the amount of meconium present. After the baby is born chest X rays
will confirm the findings of meconium aspiration if present. A
sample of blood called a blood gas along with oxygen-level moni-
toring (pulse oximeter) will show low oxygen levels and disturbances

in lung functioning.

4. What is the treatment?

Prevention is the main treatment. If meconium stained fluid is
noted, the obstetrician may infuse sterile salt water into the uterus
to dilute the meconium. At the time of delivery, the obstetrician will
attempt to clean out the nose and mouth prior to the delivery of the

rest of the baby. The baby may then have a breathing tube passed
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into the trachea, the main passage to the lungs, and suction applied
while it is removed.

If the baby has further or continued problems, then additional oxygen
and/or a breathing machine may be needed. If a breathing tube is
needed, the instillation of a medication called surfactant may be given
through it to help break up the meconium and improve the function of
the lungs. If the baby has significant breathing concerns, a ventilator
called an oscillator may be used.

If the baby develops a pneumothorax, or hole in the lung(s), a
drainage tube may be needed. This drainage tube is called a chest
tube, and it is placed between the ribs on the side of the air leak to

prevent the lung from collapsing.

5. What side effects can occur from the treatment?
The most common early side effect is a hole in the lung(s) from air
being trapped by the meconium or from the degree of ventilator
support required to get acceptable oxygen and carbon dioxide levels.
It is treated as mentioned above.

The lungs can be injured from being on the ventilator. They may
develop an inflammatory reaction to the irritation of the meconium
and being on the ventilator and high oxygen concentrations. If this
occurs, it may delay coming off of the ventilator and additional
oxygen. This inflammatory response can occasionally lead to the baby
having feeding problems due to increased work of breathing and
needing extra oxygen at the time of discharge.

Infrequently, a baby may have severe meconium aspiration along
with severe elevations in the blood pressure in the blood vessels

leading to the lungs. This may require treatment with a heart-lung

bypass (ECMO).
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6. How long will it take for my baby to show
improvement?

Most babies get better in seven to ten days. A baby with severe meco-

nium aspiration may require a longer hospital stay, potentially up to a

month, to be well enough to be discharged.

7. What complications can develop?

The more frequent complications are the same as the side effects from
being treated. Holes in the lung (pneumothoraces) or the failure of
the blood pressure to lower in the lungs after birth (pulmonary hyper-
tension) may be present and complicate the meconium aspiration.
Occasionally, babies may have some inflammation in their lungs that

delays their improvement.

8. Can pneumonia develop?

Pneumonia caused by bacteria is not associated with the meconium
aspiration itself. Infection may occur in any patient that has a
breathing tube in place and receives ventilatory support for a period

of time, especially longer than fourteen days.

9. Will this condition weaken my baby’s lungs for the
future?

Both the presence of meconium and being on a breathing machine

with exposure to high concentrations of oxygen can cause an inflam-

matory response in the lungs. In some cases this can lead to delayed

recovery and some lung abnormalities for the first several months of

life. Most babies with mild-to-moderate meconium aspiration will not

have any long-lasting lung problems.
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10. After discharge from the hospital, what kind of
follow-up will be needed?

In most cases, your child’s pediatrician will be all that is necessary. In

severe cases of meconium aspiration, the baby may be at more risk for

developmental delays and a developmental specialist may be required.

CLAIR SCHWENDEMAN, MD
Neonatology



PNEUMONIA—NEONATAL

Definition: Infection of the lungs in the newborn
period.

1. What caused this condition?
In the majority of cases, bacteria has gotten into the lungs causing an
infection. This can be the only site of the infection, or pneumonia
can be present when there is a generalized infection of the blood-
stream also.

The bacteria can get into the baby’s lungs from the placenta, during
the delivery process, or after birth. Occasionally, the pneumonia may
be caused by viruses or other infectious agents such as chlamydia, a

sexually transmitted infection.

2. How dangerous is this condition, and what
complications can occur?

All infections in newborns can be serious and potentially life threat-

ening. Depending on the severity of the pneumonia, the baby may

only have fast breathing with need for additional oxygen or could
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require support with a breathing machine and high levels of addi-

tional oxygen.

3. What is the proposed treatment?

As with all bacterial infections, antibiotics need to be started as soon
as any infection might be suspected. The antibiotics will ultimately
cure the infection. As pneumonia can cause the lungs to not function
normally, the baby may need additional oxygen or support with a
breathing tube and breathing machine. The length of antibiotic treat-

ment in the hospital is at least seven days and may be more.

4. What potential side effects can occur from the
treatment?

Most antibiotics have little to no side effects. Some antibiotics may

require blood levels performed to make certain they are in a range to

treat the infection, but not cause side effects. If some type of breathing

support is needed, holes in the lungs (pneumothorax), or injury to the

lungs can occur.

5. How long will it take for my baby to improve once
the treatment has begun?
Generally, the newborn will begin to get better twenty-four to forty-

eight hours after the antibiotics have been given.

6. What additional diagnostic tests should my baby
have?

A chest X ray, blood count, and blood culture are done on babies with

suspected pneumonia. Other blood tests that may be done are a meas-

urement of inflammation, c-reactive protein, and a blood gas, which
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determines how well the lungs are functioning. If a breathing tube is
required, a sample of the secretions from the airways may be sent to

determine if bacteria are present or not.

7. After the condition is resolved, will my baby be
more prone to respiratory tract infections in the
future?

No.

8. Do we need to consult with a neonatologist
(newborn specialist) or a pulmonologist (lung
specialist)?

If the baby requires additional oxygen or breathing support, a neona-

tologist is consulted. Some babies that have very mild cases or

“suspected” pneumonia may stay in the regular newborn nursery under

the pediatrician’s care.

9. What kind of follow-up will be needed with you in
the future?

For mild to moderate cases of pneumonia, routine follow-up with the

pediatrician is all that is necessary. In severe cases, a developmental

specialist may also monitor your child’s progress.

CLAIR SCHWENDEMAN, MD
Neonatology



RAPID BREATHING
(Respiratory Distress
Syndrome/Transient Tachypnea)

Definition:  Rapid breathing in the early days of life
due to immaturity of the lungs or
decreased absorption of fetal lung fluid.

1. What caused this condition?

Rapid breathing (tachypnea) is a sign of an abnormality in the lungs.
Causes for the rapid breathing can be lung fluid that did not clear
quickly (transient tachypnea of newborn), inadequate levels of a
substance (surfactant) in the lungs that prevents them from collapsing

(respiratory distress syndrome), or infection (pneumonia).

2. What is actually taking place in the lungs?

The lungs are stiffer than normal and have a decreased ability to get
oxygen into the bloodstream and carbon dioxide out. In some cases,
there may be gradual collapsing of the small air sacs that, as it

progresses, makes the condition worse.
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3. How does it differ from pneumonia?
Pneumonia is caused by an infection. This condition is caused by
either too much fluid in the lungs after delivery or decreased amounts

of a chemical that stops the air sacs in the lungs from collapsing.

4. What tests are needed to further define this condition?
Chest X rays are the main test, but many of these conditions can
appear the same on chest X ray. Often the way the baby acts after
several hours will determine whether there is just fluid or if there is
collapse occurring. Since infection is always a concern, a blood count
and blood culture are also almost always done. A blood gas to deter-

mine how well the lungs are functioning is also frequently performed.

5. How dangerous is this condition, and can we
expect a complete recovery?

If there is extra fluid only, the condition is mild, and the baby gener-
ally starts to get better several hours after treatment. If there are
decreased amounts of surfactant present, then the baby will most
likely need some type of breathing support. Decreased surfactant is a
more significant condition with potentially more complications and a
longer need for treatment. In both conditions the affected newborn

generally makes a complete recovery.

6. What kind of treatment will be needed, and are there

any potential negative side effects from the treatment?
In most cases either additional oxygen support and/or breathing
support with a machine will be needed. An artificial form of the
chemical to prevent lung collapse, surfactant, will be given to babies

meeting levels of support to warrant its use. If artificial surfactant
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replacement is needed, then a breathing tube will be placed into the
baby’s airway (trachea), and the chemical will be given directly into
the lungs. The breathing tube may then be removed or kept in place
and a form of breathing support will be started. This breathing support
can either be through prongs that go in the baby’s nose or by a
breathing machine (ventilator) attached to the breathing tube.

As with any abnormality in the lungs and need for breathing assis-
tance, a hole can develop in the lung(s) that allows air to escape from
the lung into the chest cavity (pneumothorax). As this air accumu-
lates, it may compress the lungs and cause further worsening of the
breathing condition. Many of these leaks require a drainage tube
(chest tube) placed into the chest to remove this trapped air.
Occasionally, these leaks can also occur within the lungs (pulmonary
interstitial emphysema), under the skin, or around the heart. These

may require different drainage tubes or special ventilators to treat.

7. How long will my baby need to stay in the hospital?

Depending on the severity and whether it is excess fluid or low levels of
surfactant, the baby may stay in the hospital from three days to several
weeks. Infants with excess fluid and mild surfactant shortage respond
quickly and will have shorter stays. In all cases, the breathing concerns

have to be resolved and the baby feeding by mouth prior to going home.

8. Will the treatment or the disorder weaken the
lungs in the future and predispose my baby to
future respiratory tract problems?

In most babies that are close to their due date or at their due date

there are minimal long-term effects on the lungs. The majority of

these babies will have no further respiratory concerns.
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9. Will I be able to stay in the hospital until my baby
is fully recovered?

The usual hospital stay for a mother is two to four days, depending

on the type of delivery. Babies with excess fluid have a better chance

of being able to be discharged with the mother. Mothers of infants

with surfactant immaturity will most likely be discharged prior to the

baby’s recovery.

10. Will any treatment be needed at home following
discharge, and, if so, who will help me
administer it?

[t is unusual for babies that are not very premature to require any

treatments after discharge. More premature babies may require

supplemental oxygen, intermittent breathing treatments, or rarely,
additional breathing support. Parents of babies with these needs will
be trained prior to discharge and often spend one to two days and
nights in the hospital with their baby prior to discharge. Sometimes
a home nurse may assist or check in regarding the care of the baby

after discharge.

11. Do we need to consult with a neonatologist
(newborn specialist) or a pulmonary (lung)
specialist?

Most babies with breathing issues that require them to be transferred

to the neonatal intensive care unit will be cared for by a neonatolo-

gist. Pulmonary specialists are generally consulted near discharge if

the baby is going to require breathing support at home.
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12. Is this hospital capable of dealing with this
disorder, or does my baby need to be
transferred to another hospital that is more
capable of dealing with difficult illnesses?

This depends on each hospital’s capabilities and pediatrician’s comfort

level in treating sick newborns. Many smaller hospitals will attempt to

take care of babies with excess fluid that just need additional oxygen
and are stable or improving. If the baby’s condition is getting worse
and breathing support is needed, that is generally done at larger hospi-
tals that have special areas called neonatal intensive care units

(NICUs) and neonatologists (newborn specialists).

13.  After discharge from the hospital, what kind of
follow-up will be needed?

This is dependent on the age of the baby at birth. If the baby was near

its expected birth date, then usually care with the pediatrician is

needed. The more premature the baby was will increase the potential

need for pulmonology and developmental specialty care.

CLAIR SCHWENDEMAN, MD
Neonatology



SEIZURES—NEONATAL

Definition: Convulsive fits or spasms during the first
month of life.

1. What is a seizure?

A seizure is a clinical event (episode) that is the result of excessive
activity of a group of nerve cells (neurons) in the brain. There are
many different types of seizures (staring, turning the body to one side,
jerking of the arms and legs, etc.). The type of seizure a baby has
depends upon the baby’s age and the part of the brain that the seizure
is coming from. Also, the cause of the seizure may determine the type

of seizure a baby has.

2. What causes seizures in babies?

Anything that can cause the brain not to work normally can cause a
seizure. Common causes in babies include not getting enough blood and
oxygen to the brain, bleeding in the brain, infections of the brain,
strokes (when the blood flow to a part of the brain is cut off), metabolic

problems (such as low blood sugar or calcium), abnormalities in how
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the brain is formed, inherited problems, or drug withdrawal (such as if
the mother used certain drugs or alcohol during the pregnancy—espe-

cially on a regular basis). There are other less common causes as well.

3. How are seizures treated, and how effective is the
treatment!?

Treatment depends upon the cause of the seizure. For example, if the
blood sugar is too low, giving sugar typically solves the problem.
Sometimes it is necessary to give medication to stop the seizures. The
more commonly used medications include diazepam (Valium),
lorazepam (Ativan), phenobarbital, and phenytoin (Dilantin). The
effectiveness of these medicines at stopping seizures is mainly
dependent upon the cause of the seizures. Similarly, how long the baby
will need to stay on the medication(s) is often dependent on the cause

of the seizures.

4. Are there any side effects to the medicines used in
the treatment?

Like any medication, there is always the possibility of side effects. In

general, these medications are quite safe. The most common side

effect is sleepiness (sedation). This will usually go away once the baby

gets used to the medication (typically in three to seven days).

5. What potential harm can the seizures have, and
can they cause brain damage?

Many times, it is the presence of brain damage (such as stroke, infec-

tion, bleeding in the brain, trauma, and malformations of the brain)

that cause the seizures. In these cases, it is the underlying problem

that causes brain damage, not the seizure. In some instances, however,
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especially if the seizures are very long (greater than fifteen to thirty

minutes), or they are very frequent, they may cause brain damage.

6. What tests do we need to do to establish any
possible underlying cause?

What testing your baby may need will be determined by the circum-
stances around your baby’s seizures. It is likely that your baby will have
some blood and urine tests. If it is found that your baby has low blood
sugar and giving your baby some sugar solves the problem, then no
other testing may be needed. If the doctor is worried about infection,
it is likely that he or she will do a spinal tap. If the blood tests are
normal and there is not an obvious cause for the seizure, it is likely
that your doctor will want to look at your baby’s brain, either with a
CT or MRI head scan. Your doctor may also want to get a brain wave

test (electroencephalogram or EEG).

7. Do you think that the seizures will recur, and what
are the possibilities that my baby will outgrow them?
Whether or not the seizures will recur is in large part due to the cause of
the seizures. Babies that have had lack of blood or oxygen to brain,
strokes, trauma, and conditions where the brain did not form normally
tend to have seizures that can be hard to stop and often come back later
in life. Babies that are normal except for a family history of seizures in
early life or that have had low blood sugar or calcium as the cause of their

seizures often do very well, and the seizures typically do not come back.

8. Do we need to consult with a neurologist?
This depends on the cause for the seizures. Babies that have low blood

sugar or low calcium as the cause for their seizures do not typically
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need to be seen by a neurologist. When more serious conditions like
stroke, trauma, abnormalities in brain formation, or lack of oxygen

occur, follow-up with a neurologist is a good idea.

9. Are there any precautions we need to take when
we go home, such as connecting my baby to an
apnea monitor?!

In most cases, unless there are complicating problems (breathing

problems, swallowing problems, etc.), there is no need for special

monitoring or precautions. Typically, treating your baby as you would

any other newborn is all that is needed.

10. When do you wish to see my child again
regarding this condition following discharge?

When your baby needs to return for follow-up will be dependent on
the cause of your baby’s seizures. Normally, we will see your baby two
weeks after discharge from the hospital. If you see a neurologist in the
hospital, he or she will arrange for follow-up if needed. Many times, if
follow-up is required, he or she will ask to see your baby one to three
months after discharge, but again, this will be determined in large part

by the cause of your baby’s seizures.

ROY D. ELTERMAN, MD
Neurology



UNDESCENDED TESTICLE(S)

Definition: When one or both testicles do not
descend completely into the scrotum.

1. What caused this condition?

There are many theories as to what causes an undescended testis. Some
include decreased intraabdominal pressure during the third trimester of
pregnancy to push the testis from the abdominal cavity to the scrotum.
Some feel that there may be a decreased amount of male hormone such
as testosterone during the descent of the testis. However, there is no

unifying theory or answer to the cause of undescended testes.

2. Is there a danger of sterility or any other problem
as a result of this condition?

If the testicle is undescended only on one side, the fertility rate is the

same as a normal population. If there is an undescended testis on both

sides, the most current data suggests that fertility is only approxi-

mately 65 percent to 70 percent. Testis cancer risk is elevated in adult

men who have a history of an undescended testis.
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3. Will an operation be necessary to correct this
condition and, if so, when?

If the testicle is not in the scrotum by approximately nine months of

age, then an operation is necessary to position the testicle in the

scrotum where it will grow and develop normally. If the testicle is

nonpalpable (cannot be felt on examination of the body), then the

operation is usually performed at approximately six months of age.

4. When do we need to consult a surgeon?
Generally if a child has an undescended testis, we would like to see the child
at a time convenient for the family. Any time between two and six months

of age is a good time to have a surgeon initially evaluate the situation.

5. Are there any medicines that can be used to help
bring down the testicle(s)?
No.

6. Are there any danger signs that I should look for?

Yes. Most boys who have an undescended testis have a small hernia that
coexists with the undescended testis. If there appears to be swelling or
tenderness in the groin area suggestive of a bulge or hernia, then this
would suggest that the surgery should be done immediately, as this type of
hernia can potentially damage or cause loss of the testicle. Rarely an

undescended testis can twist (testis torsion) and cause swelling and pain.
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7. Following discharge from the hospital, when do
you wish to see my baby again?
After discharge, we would like to re-examine the baby in two to three

months.

DAVID EWALT, MD
Urology
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ACNE

Definition: A chronic inflammatory disease of the
sebaceous (oil) glands characterized by
pimples and pustules occurring primarily
on the face, back, and chest.

Author’s Comment: There is no need for a teenager to grow up with
severe scarring due to acne. Today there are good treatments that can

minimize the long-term cosmetic ill effects caused by this condition.

1. What causes this condition to occur in my child?

Acne is triggered by hormone changes in adolescence. Children
with acne have oil (sebaceous) glands that tend to produce more
sebum (oil). They also have pores that tend to plug more easily.
These plugs are made of sebum and dead skin cells. When the pore
becomes plugged, bacteria are trapped in the pore, and the pore
becomes inflamed, resulting in a pimple. Genetics also plays a role,
and some families are more prone to develop acne than others.
Unlike what many people think, acne is not due to dirt or not

washing your face enough.
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2. Is there any way to predict how bad it will get?

Signs that a child may develop more severe acne include earlier age of
onset, family history, and being male. As a general rule, males tend to
have more severe acne than females. The earlier acne starts (i.e.,
before age thirteen), the more severe it may be. Children prone to
develop bad acne often have family members who had severe or scar-
ring acne. The presence of deeper, tender, cyst-type acne lesions or
scarring is a sign of more severe acne, and children with these signs

should seek treatment early.

3. What can I do to prevent it from getting worse?
Face washing is not enough. The best thing you can do is to start
treatment early. In general, it takes eight weeks for any acne treatment
to start working, so if you do not see any improvement from your
child’s over-the-counter acne treatment after eight weeks, you may
need to consider prescription treatment.

Your child should avoid squeezing pimples; this makes the pore
more inflamed and increases the risk of scarring. Children should also
not scrub their faces harshly or use abrasive cleansers, since this can
inflame the skin more. Things that touch or fit tightly against the skin
can plug pores, so your child should keep his or her hair, hands, head-
bands, caps, hair products (gels, hair sprays, etc.), and sports gear off
of the face, forehead, shoulders, and back as much as possible.

Products (moisturizers, sunscreens, cosmetics) used on the face and
body should be oil free and noncomedogenic (proven not to cause
acne). If possible, teens should avoid jobs in places such as fast food
restaurants or auto shops, where the skin will be in contact with oil or

grease that can aggravate acne.
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4. Does diet affect acne?

This is an area of much debate. In general, there are no specific foods
that are proven to worsen acne. It is always a good idea to limit junk
food as much as possible, but this may not have any bearing on your
child’s acne. If there is one particular food that consistently seems to

worsen your child’s acne, then avoiding that food may help.

5. What skin cleanser should be used?

A mild, nonabrasive, nondrying cleanser applied with clean hands or
a clean washcloth and warm (not hot) water once or twice daily is
recommended. For acne, medicated cleansers containing either
benzoyl peroxide or salicylic acid can be used, but they may cause skin
irritation or dryness, especially if used in combination with prescrip-
tion acne medications. Astringents are usually not needed, but may be

helpful for teenagers with very oily skin.

6. What about Retin A, benzoyl peroxide, and topical
antibiotics?
Retinoids (Tretinoin [Retin A, Renova, or Avita], adapalene
[Differin], and tazarotene [Tazorac]) are vitamin A—derived medica-
tions and are some of the most effective acne medications that we
have. They come in cream or gel forms. Retinoids gently exfoliate the
dead skin cells and prevent the first step of acne formation, which is
the plugging of the pores. By keeping the pores open, pimple forma-
tion is prevented.
Retinoids are effective for all types of acne lesions. Like most acne
medications, they are best used on a consistent basis on the entire
acne-prone area (rather than spot-treating individual pimples only).

Using the medication on all acne-prone areas helps to prevent future
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pimples from forming. Retinoids work well alone or in combination
with other therapies but should be applied sparingly and no more than
once daily to limit dryness and irritation, which are common side
effects. Because they can make the skin more sensitive to the sun,
sunscreens and sun protection should be used. They should not be
used by teens who are pregnant.

Benzoyl peroxide is another standard acne therapy. Like the
retinoids, it is effective for all types of acne lesions and may be used
alone or in combination with other therapies. It has antibacterial as
well as antiplugging effects. Benzoyl peroxide is available as a wash or
as a leave-on topical (a cream or gel applied to the skin). Dryness is a
common side effect and can usually be prevented by applying a gentle
moisturizer and stopping the medication for a few days. Some individ-
uals may develop a skin allergy to this medication, so if severe redness
or irritation develop, you should consult your child’s doctor. Benzoyl
peroxide may bleach clothing, towels, or bedding.

Topical antibiotics decrease the acne-causing bacteria
(Propionibacterium acnes) on the skin but have no effect on plugging of
the pores. They work best for inflammatory acne (red bumps, pus
bumps, and cysts). It is best not to use topical antibiotics alone as a
single therapy. Using topical antibiotics in combination with a
retinoid or benzoyl peroxide improves the effectiveness of the medica-
tions and makes it less likely that the acne bacteria will develop resist-

ance to the antibiotic over time.

7. What about oral antibiotics?
For teenagers with severe inflammatory acne that does not respond to
topical therapy alone, oral antibiotics can be very helpful. As with

topical antibiotics, oral antibiotics do not prevent plugging of the pores,
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so they are not helpful for noninflamed acne lesions, such as black-
heads, and are best used in combination with a retinoid or benzoyl
peroxide. They should not be used alone as the only acne therapy.

The most commonly used oral antibiotic is the tetracycline family
(tetracycline, doxycycline, or minocycline). In general, oral antibi-
otics are used for a period of several months until the acne is improved
and can be controlled with topical medications alone, but use for
longer periods of time may be required for some individuals. Courses
of less than one month are generally not effective.

These medications are usually well tolerated but can cause nausea
if taken on an empty stomach. They can also cause sun sensitivity,
so sun protection and sunscreen use is important when taking these
medications. For females, taking any oral antibiotic can increase the
likelihood of developing a vaginal yeast infection; signs of this
include vaginal itching or irritation and a whitish discharge. Oral
tetracyclines should not be taken if your child is pregnant. It is
common for teenagers to prefer the convenience of oral antibiotics,
so they may be tempted to stop their topical medications. For best
results, it is very important that they continue using their other

medications as prescribed.

8. What about Accutane (oral isotretinoin)?

Oral isotretinoin (Accutane) is the most potent medication currently
available for acne. Because this medication can cause birth defects if
taken by a pregnant female and because laboratory monitoring is
required, this medication should be reserved for severe acne only. It is
most effective for severe cystic or scarring acne that has failed to
respond to at least three months of maximal combination therapy (oral

antibiotic plus a topical retinoid and another topical medication). All
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patients must be entered into a registry by a physician registered to use
this medication, and females must use two methods of birth control to
prevent pregnancy. It is not effective for females with hormonal types

of acne, such as acne related to polycystic ovary syndrome.

9. When should we consider a dermatologist?

If your child’s acne has not responded to over-the-counter therapy or
to the medications prescribed by his or her primary care physician,
consultation with a dermatologist would be recommended. If your
child has severe or scarring acne, if severe acne runs in your family, or
if your child develops significant acne at a very young age, you may

want to consider seeing a dermatologist sooner.

10. When do you want to see my child again
regarding this condition?

Because most acne therapies require a minimum of eight weeks to
start working, follow-up two to three months after starting therapy is
generally recommended. Earlier follow-up may be needed if prob-
lems, such as irritation or other medication side effects, develop. A
temporary worsening of the acne four to six weeks after starting
treatment is not uncommon and is considered normal; medications
should be continued, and the acne typically gets better over the next

several weeks.

K. ROBIN CARDER, MD
Dermatology



ANEMIA

Definition: A condition of reduced red blood cells in
the circulatory system.

Author’s Comment: This is always a worrisome condition in child-
hood. Anemia can make children sluggish and decrease their capacity
to perform. There is no reason why the cause of anemia cannot be

fully established and appropriate treatment rendered if necessary.

1. What causes this condition to occur in my child?
Anemia occurs when there are not enough red blood cells to meet the
needs of the child. Red blood cells carry oxygen to the various parts
of the body. There are three reasons why a child may become anemic.

The first cause is bleeding. If the child is losing red blood cells from
the body, whether it is from chronic nosebleeds or from bleeding in
the gastrointestinal tract, eventually the red blood cell count will go
down, and the child could become anemic.

The second reason why a child may become anemic is if the body is
unable to produce sufficient amounts of red blood cells. The most

common reason in childhood is a lack of sufficient iron in the diet. This
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occurs most frequently in children between the ages of one and two who
have had a diet made up primarily of cow’s whole milk. If the child is
not getting sufficient iron in the diet, then the child is not able to make
sufficient red blood cells. This can result in severe anemia.

The third reason why a child may become anemic would be if the
red blood cells that the child produced do not survive in the body for
a normal period of time. Normally, once red blood cells are made, the
red blood cells will last in the body for approximately three months.
There are a number of conditions that could cause the red blood cells
to break down earlier than normal. In general, these are called
hemolytic anemias. There are many different types of hemolytic
anemia. Some types are inherited and are not correctable. Some types

occur after certain viral illnesses and will eventually get better.

2. What tests are needed to better define the condition?
The first step is to measure the amount of hemoglobin and red cells in
the body. Then, the physician or the laboratory technician will look
at the red blood cells under the microscope. This will often give the
physician a clue as to what is causing the anemia.

The physician then might order a number of different tests to deter-
mine the diagnosis. For instance, if the physician feels that the child
may be losing blood, the physician may order special tests on the stool
to look for any signs of blood. The physician also might want to
measure the amount of iron in your child’s body. There are many tests

that can better define the reasons for anemia.

3. How is it treated, and is it correctable?
The treatment for anemia depends on its cause. If the anemia is due

to bleeding, then the cause for the bleeding must be determined, and
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corrective action will be taken. If the anemia is due to an insufficient
amount of iron in the diet, then the patient will be placed on supple-
mental iron, and often a change in diet is warranted. Some types of
anemia are not correctable, though the most common forms of anemia

are easily correctable.

4. Are there any potential side effects of the treatment?
There is always the possibility of side effects with any treatment, but
in general, the treatment of anemia is well tolerated. Certain oral iron
preparations may cause some temporary discoloration of the teeth or
some belly pains or some constipation. Often, the physician can

change the type of iron supplementation to meet your child’s needs.

5. What symptoms will my child have as a result of
the condition?

In general, the symptoms of anemia are not seen in childhood until

the anemia is fairly severe. The signs of anemia generally include

fatigue and lack of energy.

6. Do we need to consult a hematologist (blood
disorder specialist)?

Most pediatricians are able to diagnose and treat the more common

causes of anemia in childhood. Sometimes the pediatrician will request a

consultation from a pediatric hematologist for advice in treating anemia.

7. How often will my child need to be tested in the
future to see if the condition is improving?
This depends on the cause of the anemia. If the anemia is due to iron

deficiency, then the child will be tested several times in the first year



88 1001 Healthy Baby Answers

or two to make sure that the condition is improving. In other cases of
anemia, the scheduling for repeat testing will depend on the cause of

the anemia.

8. When do you wish to see my child again regarding
this disorder?

The frequency of visits to the doctor for the treatment of anemia will

depend upon the cause of the anemia. In general, several trips to the

doctor will be required in the first six months to a year if the anemia

is due to iron deficiency.

CARL LENARSKY, MD
Hematology



APPENDICITIS

Definition: Inflammation of the appendix in the large
intestine.

Author’s Comment: Whenever a child complains of severe abdom-
inal pains, it is likely that the parent is concerned that the child may
have appendicitis. If abdominal pain develops suddenly and the child
continues to complain, the doctor should be contacted. It is impor-
tant that the diagnosis of this condition be established early to avoid

having the appendix rupture, which causes more serious problems for

the child.

1. How did this condition develop in my child?

The appendix is a leftover of development where the small and large
bowel are joined in the right lower quadrant of the child’s abdomen.
It is hollow, and it opens into the large bowel. The opening is small
and susceptible to being clogged by a stool ball (called a fecalith), or
it can swell shut when the child has a viral illness somewhere else in
the body. The opening of the appendix is surrounded with the same

lymphoid tissue that swells in your child’s neck when he or she gets a
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viral illness. The appendix normally has bacteria in its hollow center
that are evacuated with the stool. If the opening is blocked, however,
the bacteria continue to grow but cannot escape. Pressure builds up,
and the bacteria can invade the wall of the appendix, weakening it. If
left untreated, the appendix can “rupture,” spilling the infection into

the wider abdomen.

2. Are there further tests to be done to more fully
establish the diagnosis?

The most common test is a CT scan of the abdomen and pelvis.
Sometimes a sonogram can also identify appendicitis. There is no
single test (or combination of tests) that is 100 percent accurate, so
the decision to perform an appendectomy is based on a combination
of blood and urine tests, radiology images like a CT scan, and exami-
nation by an experienced surgeon. Sometimes, if the diagnosis is in
doubt, your child may be admitted to the hospital for a period of

observation and/or repeat testing.

3. What is the treatment for this condition?

The definitive treatment is to remove the appendix with an opera-
tion. This may be done through an incision in the right lower quad-
rant of the abdomen or with a laparoscope (which uses three small
incisions, one of which is in the belly button). If the appendix has
already ruptured and a pus pocket (abscess) has formed around it, the
best treatment may be to drain the pus and treat the child with antibi-
otics first and remove the appendix later (sometimes six weeks later).
Many children require intravenous fluids and antibiotics for several

hours prior to the operation so they tolerate the anesthesia better.
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4. What compli