Board Review Week of July 27th ANSWERS

Disorders of Cognition, Language, Learning and Attention/ Psychosocial Issues
Question 43
An 8-year-old boy is inattentive at home and school, has difficulty completing his homework, and is failing reading. Physical examination findings are normal, he has friends at school, and the family has been living in their newly built home for the past 3 years. You begin to discuss a diagnosis of attention-deficit/hyperactivity disorder, and his mother asks you what tests you will perform to try to determine the cause of the problem.

Of the following, your BEST response is that you will order

a) a lead level
b) an electroencephalogram
c) computed tomography scan of the brain
d) no tests at this time
e) thyroid studies
ANSWER D

Attention-deficit/hyperactivity disorder (ADHD) is a common, yet heterogeneous disorder that has a complex etiology; genetic, environmental, and biologic factors all play roles. For example, ADHD is associated with both genetic syndromes such as fragile X and intrauterine toxic exposures such as fetal alcohol syndrome. It also has been shown in family and twin studies that ADHD is more common in close family members of those diagnosed with the disorder. 

Research continues into the neurobiologic basis of ADHD. Evidence is increasing that alterations in the frontal lobe and frontal subcortical connections play a significant role in the disorder. Affected children also have difficulties with executive functioning, such as organization, impulse control, and inattention, that are common in other disorders involving impaired frontal lobe function. 

Although not necessary for all children, a full psychoeducational evaluation likely is necessary before ADHD can be diagnosed in the boy in the vignette. The boy also may have a learning disability or an environmental cause of his academic difficulty, such as a chaotic home environment or significant social stresses. 

ADHD is diagnosed clinically using American Psychiatric Association Diagnostic and Statistical Manual of Mental Disorders-4th ed (DSM-IV) criteria; routine medical testing is not necessary. Lead intoxication is associated with cognitive dysfunction, including inattention and hyperactivity, but it is not a significant cause of ADHD. A lead level should be obtained if any concerns for lead exposure are established. Thyroid dysfunction also may cause cognitive changes, but other information from the history or physical examination should prompt the request of these studies. Electroencephalography or computed tomography of the brain is unlikely to provide clinically useful information in a child who has no history of seizure, significant brain injury, or neurologic findings on examination.

Question 91
You and your colleagues are discussing implementation of routine developmental screening in your office.

In your research, you have found that

a) early identification is effective in improving educational outcome
b) most developmental screening tests have a sensitivity of approximately 90%
c) screening for behavioral and developmental concerns requires separate questionnaires
d) subsequent screening is not necessary after children pass two screening tests
e) the use of developmental screening tools requires extensive staff training
ANSWER A
Developmental or behavioral disabilities are seen in approximately 15% to 18% of children in the United States. The American Academy of Pediatrics recommends that pediatricians use validated screening tools at each health supervision visit, but time constraints and other pressing issues can make it difficult to comply with this recommendation. However, early intervention has been shown to be effective in improving long-term educational and vocational outcomes for children who have developmental or behavioral disabilities as well as preventing teen pregnancy and criminality. 

The hundreds of assessment measures available in the United States can add to practitioners' confusion when choosing a screening test. Different tools are used in varying age groups and have different screening focuses (behavioral versus developmental versus psychosocial). However, children who have disabilities and are not identified on an initial screening are likely to be identified at subsequent screenings, and children who are overidentified likely have unique needs even though they might not qualify for special services. 

Although separate questionnaires are available for behavioral and developmental screening, tools also are available to screen for both areas in the same questionnaire. Screening should be performed at all health supervision visits, even if the child has passed several screening tests. Developmental screening is simple and can be completed by parent questionnaire or administered by staff who have minimal training

Question 123
You diagnose attention-deficit/hyperactivity disorder in a 10-year-old boy and recommend treatment with methylphenidate. His mother asks about potential adverse effects of the treatment. 

Of the following, the MOST common adverse effect of treatment is

a) delayed sleep onset
b) depression
c) hallucinations
d) tics
e) weight gain
Answer A
Most children who receive medication for treatment of attention-deficit/hyperactivity disorder (ADHD) are prescribed stimulant medications, such as methylphenidate or dextroamphetamine. Stimulants generally are considered safe, with generally mild and short-lived adverse effects. The most common adverse effects are decreased appetite, irritability, and delayed sleep onset. Approximately 15% to 30% of children experience motor tics, most of which are transient and do not represent an absolute contraindication to continuing with the medication. Although stimulants do not cause Tourette syndrome, they may unmask the tic symptoms. 

The safety profile of stimulants is being reviewed, and in February 2006, the United States Food and Drug Administration placed a black box warning for cardiovascular risk, including sudden death and stroke, especially in children who have underlying heart disease. 

Other medications for ADHD include atomoxetine and tricyclic antidepressants. Atomoxetine is a norepinephrine reuptake inhibitor that had a similar adverse effect profile to stimulants in clinical trials, but has been associated with nausea, hepatic injury, and risk of suicidal ideation. Tricyclic antidepressants typically cause sedation and related anticholinergic adverse effects such as dry mouth and constipation. 

If the child in the vignette experiences delayed sleep onset, the condition can be managed by changing the timing of the medication dose or decreasing an afternoon dose. Depression and hallucinations are rare adverse effects of stimulant medication. Tics are less common than changes in sleep onset. A child who receives stimulant medication for treatment of ADHD is more likely to have weight loss or lack of weight gain related to decreased appetite than weight gain.

Question 139
You diagnose attention/deficit/hyperactivity disorder in an 8-year-old girl and initiate therapy with a daily morning dose of long-acting methylphenidate. Her mother asks about using stimulant medication after school, on weekends, and during the summer. 

Of the following, your BEST response is that

a) an after-school dose is not necessary with a long-acting form of methylphenidate
b) dosing outside school hours allows parents to monitor medication effect
c) immediate-release medication should be used during holidays
d) summer dosing increases the risk of tolerance to medication
e) weekend dosing should be decreased by 50%
Answer B
Children who have attention-deficit/hyperactivity disorder (ADHD) commonly have difficulty attending to and completing tasks both at home and school. Families may resist giving medication outside of school hours because they assume that the same degree of attention needed in a school setting is not necessary in the child's other settings. However, best results from stimulant medication therapy have been noted when children receive medication in all of their typical settings. Additionally, parents will be more aware of medication adverse effects and adequacy of dosing if they observe the child when he or she is taking the medication. 

An after-school dose of medication may be necessary for the child to perform successfully in after-school and home activities if the medication effects have worn off at the end of the school day. There is no need to change the type or the dosing of medication used during weekends and holidays. Continuous dosing throughout the year does not make a child more tolerant to stimulant medications, and drug holidays are not necessary.

Question 171
You are evaluating a 6-year-old boy who has Duchenne muscular dystrophy. He is doing well in a regular classroom and will be attending second grade in a different school next year. On physical examination, you note a healthy-appearing boy who has pseudohypertrophy of the calf muscles and uses a Gower maneuver (Item Q171A) to rise from the floor. 

In gathering information to help this child's transition to a new school, you are MOST likely to ask about

a) augmented communication resources
b) recent pulmonary function testing
c) signs of sleep apnea
d) the number of floors in the school
e) wheelchair use
Answer D
The time of diagnosis and medical, social, and educational transitions are common stress points for parents in the life of their child who has a developmental disability. The need for increasing medical equipment and assistance, such as braces, a wheelchair, or a gastrostomy tube, may cause significant stress. Similarly, entering kindergarten, middle school, junior high school, and high school each present challenges. A child likely needs re-evaluation of school services provided at those times and may require significant testing or accommodations for differing physical facilities. 

For the ambulatory boy in the vignette, the most likely difficulty he will encounter is numerous stairs in a multilevel school that may be tiring for him to climb and descend. He is healthy and is unlikely to have problems with sleep apnea or need pulmonary function tests until his disease has progressed further. Likewise, at his present level of function, he does not need a wheelchair or communication device. However, most children who have Duchenne muscular dystrophy need educational support for related learning disabilities that may manifest over time.

Question 4

A mother reports that her 5-year-old son has struggled through his recently completed kindergarten grade. His behavior during this year has included disruption of his class, especially during the reading periods. The mother has made efforts to read and work with him at home, but she is fearful that he will have reading problems in first grade. You tell her that one of the best predictors of a child having reading problems in the first grade is a(n):
A. Disinterest in playing rhyming games.

B. Failure to recognize letters.

C. Inability to relate pictures to a story text.

D. Inability to retell stories.

E. Unwillingness to listen to a long story.
Answer B
During an office visit, ask parents of 3- and 4-year-old children about their child’s interest in and ability to recite

nursery rhymes or play rhyming games. Not reciting nursery rhymes at 4 years of age and the inability to recognize words that rhyme by 5 years of age may reflect early problems with PA. Do 4-year-old preschool-age children recognize letters in their name? By the end of kindergarten, does the child recognize all upper and lower case letters of the alphabet and know the sounds of many of the letters? Alphabet recognition at this age is critical; it is entry into the reading process. In fact, the single best predictor of developing reading problems entering into first grade is letter recognition. For children already in school, difficulty decoding single words or unfamiliar words, slow reading, and problems with spelling are highly suggestive of a reading disability. At the beginning of first grade, children should begin attempting to sound out words and regularly identify the first sound in a word. As the year progresses, they should recognize the ending sound and medial sounds. Although fluency is not expected at this point, children should be reading by the end of first grade.
Question 1

Of the following investigations, which one is most critical in the evaluation of a child who has “school failure”?

A. Audiologic evaluation.

B. Lead screening.

C. Psychometric testing.

D. Questionnaire that probes for mood disorders.

E. Thyroid function studies.
Answer C

Psychological testing is essential in the assessment of academic failure. Perhaps more importantly, such testing helps to ensure the development of an IEP that is guided by knowledge of a child’s academic strengths and weaknesses. Although the IDEA legislation mandates IEPs for all children who have disabilities, including a multidisciplinary evaluation for learning-related conditions, the ease with which a student receives testing from a school varies by the school and the child. In most cases, families can insist on testing as part of any educational plan that involves holding their child back a grade in school. Families can advocate for their child’s well-being better by being thoroughly informed of the educational process and rights to testing for possible learning disabilities. Physicians who know how to guide families through their school systems can be invaluable in this process. 

Laboratory studies are not part of a routine evaluation for school failure, although younger children may benefit from a complete blood count and blood lead screening. Other tests may be indicated by findings on the history or
physical examination, such as thyroid screening.

Question 13
A 7-year-old boy comes to your office with complaints of daily bedwetting for 2 months. He was completely toilet trained by 4 years of age and had been dry at night except for occasional (about once per month) minor bedwetting until recently. He denies daytime enuresis, dysuria, frequency, urgency, fever, abdominal pain, or constipation. He has no history of urinary tract infections. His physical examination reveals weight and height at the 75th percentiles and no abnormalities.

Of the following, the MOST important next step in this child's evaluation is to obtain

a) abdominal radiography
b) renal ultrasonography
c) serum electrolyte measurement
d) urinalysis
e) voiding cystourethrography
answer D

After achieving daytime and nighttime dryness, most children experience occasional episodes of nocturnal enuresis until the age of 5 to 6 years. Boys generally achieve dryness later than girls, and some boys continue to experience occasional bedwetting episodes to the age of 7 to 8 years. Indeed, about 15% of 7-year-old boys experience occasional bedwetting, although the symptoms resolve spontaneously in most. 

History, physical examination, and urinalysis can identify the cause of new-onset nocturnal enuresis for most children who have secondary nocturnal enuresis (ie, achieved general nighttime dryness once toilet trained). A simple review of recent voiding patterns and general lifestyle issues may disclose the cause of the bedwetting in many patients. It is vital to consider the common causes of new-onset bedwetting, including psychosocial stress, urinary tract infection, and new disease (eg, diabetes mellitus or insipidus). For children who have normal findings on history, physical examination, and urinalysis, imaging studies such as abdominal radiography, renal ultrasonography, and voiding cystourethrography are unlikely to aid in determining the cause of bedwetting. Measurement of serum electrolytes rarely is warranted at the outset if the history, physical examination, and urinalysis results are normal. 

If a specific cause is identified (eg, urinary tract infection), treatment of the primary condition often results in resolution of the bedwetting. However, behavioral or pharmacotherapy may be required for many children in whom a primary cause cannot be identified and who experience unabated episodes of enuresis. Therapeutic options include counseling, hypnosis, urine alarm, imipramine, no treatment, or desmopressin. Counseling may be helpful if the child's bedwetting is due to psychosocial stress, but it has mixed results. Behavioral therapy such as hypnosis also induces resolution in some patients but success is very dependent on the expertise of the therapist. Results also have been mixed with urine alarms. Success requires strict compliance, but if the child and parents are motivated, many children experience at least a moderate reduction in bedwetting episodes. Anticholinergic medications (eg, oxybutynin) or medications that have anticholinergic properties (eg, imipramine) that alter bladder physiology in favor of prolonged filling and decreased contractions are most successful in children who have underlying bladder dyssynergy. Common adverse effects of imipramine include dry mouth and constipation. Rarely, it may cause blood pressure changes or arrhythmias. Common adverse effects of oxybutynin include gastrointestinal symptoms and urinary retention. Finally, intranasal desmopressin may improve water reabsorption during the nighttime, but the ability to concentrate the urine is not impaired in most children who experience bedwetting, thus limiting the overall effectiveness of this medication. Common adverse effects of desmopressin include gastrointestinal symptoms, headache, flushing, and rarely, hyponatremia.

Question 200

An 8-month-old infant often falls asleep while his mother is feeding him. He tends to sleep longest during the day and wakes frequently during the night. The parents are sleep-deprived and ask for your assistance in getting the infant to sleep more during the night.

Of the following, your BEST suggestion is to

a) instruct the parents to feed the infant promptly when he awakes at night
b) instruct the parents to keep the child awake more during the day
c) prescribe diphenhydramine for the infant at night to help him sleep
d) reassure the parents that this is a phase that will pass and recommend a follow-up evaluation in 2 months
e) recommend that the infant sleep with the parents to minimize nighttime disturbances
Answer B

At birth, infants typically sleep about 18 hours per day, with sleep split evenly between the day and night. By approximately 6 to 15 months of age, most children sleep about 10 to 12 hours at night and take two daytime naps. Spontaneous awakenings are normal and occur often during periods of rapid eye movement sleep. The ability of infants to settle (return themselves to sleep) usually develops around 3 to 4 months of age. Nighttime feedings and prolonged attention at night may prolong nighttime awakenings. To encourage night settling, day sleeping should be limited to 3 to 4 consecutive hours. Infants should be placed in their own cribs to fall asleep and be allowed to calm themselves. Nighttime feedings should be short, with little stimulation.

The infant described in the vignette needs to be stimulated during the day to encourage him to stay awake for longer periods of time. Telling the parents that this is just a phase will not help the baby learn to sleep for longer periods at night. The parents should be instructed to decrease caloric intake during the night and not to feed the infant immediately when he wakes at night. Giving diphenhydramine at night will not aid the infant in developing an inherent circadian rhythm, and its safety has not been established in infants. Suggesting that an infant sleep with the parents may increase the risk for infant suffocation or strangulation. However, for parents who choose to share a bed with their child, certain guidelines should be followed to minimize risk: use a firm mattress, never use alcohol or drugs, never use cigarettes (babies of mothers who smoke have a higher risk of dying from sudden infant death syndrome), do not place bed against the wall, and do not use heavy and bulky blankets.

Question 251
You are seeing a new patient who is 11 years old and has Duchenne muscular dystrophy. His uncle died of the disorder 2 years ago. His mother asks to see you privately and tells you that her son does not know his diagnosis; she asks that you refer to his "walking problem." On physical examination, you note that the boy is in a wheelchair and is unable stand without support. You ask to speak with the mother after evaluating the boy. 

Of the following, you are MOST likely to tell her that

a) he likely knows his diagnosis

b) you agree to her plan

c) you are recommending psychological evaluation for the boy

d) you are referring the family to child protective services

e) you are required to tell the boy his diagnosis

Answer A

Family members of a child who has a serious illness grieve for their child's illness and the loss of normal childhood. Denial is common, and physicians can help families accept a diagnosis while maintaining hope for improvement or recovery. It is important to ask about the parent's understanding of the diagnosis. Although family responses vary, based on history and culture, most parents require time to process and review new information, especially when they are being given an unexpected and unwanted diagnosis. 

The boy in the vignette likely knows his diagnosis because he has an uncle who recently died with the same disorder. His mother is trying to protect him from the diagnosis and herself from having to discuss the diagnosis and prognosis with him. A primary care physician can facilitate discussions regarding diagnosis and prognosis in cooperation with the family. Appropriate supportive personnel differ for specific situations, but social workers, counselors, community support groups, and clergy are examples of people who may be supportive to the family during this process. 

Although there is no requirement to tell the boy his diagnosis, doing so would be beneficial. Therefore, working with the mother to achieve this goal is desirable. Counseling may be appropriate for both child and family members, but there is no specific need for psychological evaluation. Likewise, there is no need to refer the boy to child protective services unless he is not receiving appropriate care. Rather than agreeing to the mother's plan, the clinician should help her discuss the diagnosis with her son.

Question 180
A 6-month-old infant is hospitalized for recurrent apneic events. Notes in the history indicate multiple hospitalizations and emergency department visits, although no apnea alarms have been recorded in the presence of medical personnel. The alarms have occurred only when the mother is alone with the baby. The respiratory therapist now reports that she walked into the room as the alarm was going off and found the mother holding her hands over the baby's mouth and nose.

Of the following, the MOST important immediate step is to

a) arrange for video camera surveillance of the child?s hospital room to document any repeat incidents

b) confront the mother after safely removing the infant from her care

c) consult child psychiatry on behalf of the family

d) consult social services to investigate the case

e) notify the child's father by phone of the incident

answer B
Munchausen syndrome by proxy refers to the production of signs or symptoms of factitious illness in the child by the caregiver. The morbidity and mortality rate is high for this type of child abuse. For this reason, when the physician is faced with a possibility that symptoms and signs of illness in a child may be induced or fabricated by a caregiver, the primary concern is the safety of the patient.

One of the first steps in assessment for Munchausen syndrome by proxy is to observe the relationship between the occurrence of symptoms or signs and the presence or absence of the caregiver. In some cases, such as suspected airway compromise, acute life-threatening events, repeated poisoning, or suspected failure to give medication, the use of covert video surveillance has been proven to be useful, although its use is controversial. When Munchausen syndrome by proxy is proven or strongly suspected, as described for the infant in the vignette, the infant should be removed to a safe environment, after which clinicians should notify child welfare authorities, local law enforcement, and hospital security, as applicable. It is neither safe nor effective to confront the parent in the child's presence without ensuring the child's safety and the safety of the medical team. Because the event was witnessed, video surveillance is unnecessary and may place the infant at risk for further harm. Psychiatry consultation and social services referral both are indicated and helpful, but should be deferred until the child?s safety is assured. Similarly, contacting the child's father may be deferred for a brief period of time.

Question 228
An 18-year-old adolescent comes to your office for her precollege health supervision visit. She tells you that she is especially concerned about dating safety issues and sexual assault because a friend recently was assaulted.

Of the following, you are MOST likely to counsel her that

a) alcohol use is commonly associated with date rape

b) forceful verbal resistance is ineffective in avoiding rape

c) most assailants are not known to their victims

d) most sexual assaults take place outdoors in public places

e) sexual assailants are easy to recognize

answer A
Dating violence is defined as "the threat or perpetration of an act of violence by at least one member of an unmarried couple on the other member in the context of dating" (McIntosh 2005). This broad definition of partner violence includes sexual assault, physical assault, and emotional abuse. By the late teen years, it is estimated that 30% to 60% of adolescents, both male and female, may have been subjected to dating violence, with as many as 25% experiencing extreme violence, such as rape or assault with a weapon. Personal risk factors for adolescent dating violence include the use of alcohol or other drugs; a previous history of physical abuse, interpersonal violence, or forced sex; minority race; history of pregnancy; partner of the same sex; and poor academic performance. A history of family violence or family sexual abuse, aggressive personality, and lack of adult supervision also are risk factors. Risk factors associated with the perpetration of dating violence are similar to risk factors for victimization by dating violence. The most significant risk factor is previous experience with violence.

Sexual assault and rape are two extreme forms of sexual violence and may present both psychological and medical emergencies. Research has shown that two thirds to three quarters of all adolescent rapes and sexual assaults are perpetrated by an acquaintance or relative of the adolescent victim. Older adolescents are more likely to become victims during social encounters (eg, a date), and younger adolescents are more likely to be victimized by a member of their extended family. It is estimated that 10% to 30% of offenders assaulting children are strangers, and about one third to one half are family members. Such intrafamilial sexual abuse may come to light in adolescence when a victim realizes that these are abnormal occurrences and seeks help. Adolescent victims are more likely than adult victims to have used alcohol or drugs but are less likely than adults to press charges and seek medical care.

There are many myths about rape and sexual assault. Some facts that may be helpful in counseling adolescents to avoid rape and sexual assault are that most sexual assault perpetrators appear normal and are young and married; they are not easy to spot. Most rapes are planned, and the majority take place in the victim's or perpetrator?s house. Rape occurs at all ages and with both sexes. Rape is a violent crime, with most perpetrators carrying a weapon or threatening violence. Forceful verbal resistance, physical resistance, and fleeing are associated with rape avoidance; nonforceful verbal resistance and no resistance are associated with rape. Injury rates have not been shown to be higher in women who used forceful resistance. Pediatricians should counsel both male and female adolescents regarding sexual assault prevention and help them identify high-risk situations to avoid. Screening of adolescents for sexual victimization should be part of a regular health history.

Question 149
A 17-year-old girl presents to your school-based clinic with her 3-day-old newborn for an early discharge follow-up visit. The young mother looks very tired and is tearful. She states that she is trying to breastfeed but has to supplement the feeding with a bottle because she "doesn't have any milk."

Of the following, the MOST appropriate course of action is to

a) call the infant 's grandmother immediately to come to the office
b) recommend that she stop breastfeeding
c) schedule a same-day visit with a lactation consultant in the office or hospital
d) schedule another follow-up visit in 1 month
e) suggest that she attend prenatal classes for her next pregnancy
answer c
Although prenatal visits or classes are ideal for pregnant teens, they often are inaccessible and may not be reimbursed by insurers. Several types of prenatal visits with physicians or prenatal classes are directed toward the postnatal issues of infant care. Many parents who can afford to pay for such visits may seek a prenatal consultation, and some physicians do not charge for such visits in order to attract new patients to their practice. The goals of the visit are to establish rapport; gather basic information about the family, pregnancy, and plans for delivery and infant feeding; and disseminate information about the pediatric practice and the medical home. Additionally, providing support to the parents and identifying high-risk situations (both medical and social) are important.

Group prenatal visits, connected physically and temporally with childbirth preparation classes or given in community centers, community health entities, or even high schools, may be ideally suited for the adolescent mother. The goals of these visits are to discuss fears and concerns of the mothers; offer referrals for lactation support, child care, and other resources; teach basics of infant feeding and bathing; address early developmental issues such as colic and non-nutritive sucking; and reinforce the importance of immunizations and the concept of the medical home.

For the young mother described in the vignette, community resources such as referral to a lactation consultant at the hospital where she delivered or in the community, low-cost infant care classes, videotapes of infant care topics, and child care resources for resumption of school or work are important. Cessation of breastfeeding almost never is indicated. Calling the grandmother to help may be appropriate if there are signs of postpartum depression, as might rehospitalization or referral to a mental health professional, but such action is unlikely to empower the young mother. Recommending a prenatal visit for subsequent pregnancies does not help the mother with her current difficulties in caring for her infant. Delaying a follow-up visit for 1 month is inappropriate for a breastfed infant who has risk factors for poor weight gain and for this mother, who is at risk for postpartum depression.

Question 107
The parents of 9-month-old twins ask you if they should be concerned about the vast behavioral differences between the children. They explain that the boy whimpers when he is hungry, but the girl has a vigorous scream. The boy plays quietly while his diaper is changed, but the girl is constantly moving. Finally, the girl tends to display her emotions with strong intensity, while the boy is more easygoing.

Of the following, your BEST response is that

a) the behaviors the infants display are typical of twins
b) the behaviors the twins display are due to their different temperaments
c) the girl 's behavior is indicative of a developmental disorder that should be monitored closely
d) the parents need behavioral counseling to improve their parenting skills
e) the parents should respond to both infants similarly
Answer B
Knowing an infant's temperamental characteristics helps to develop an optimal approach to early child care. A difficult child is described as one who has an inborn temperament that makes parenting a challenge. Approximately 15% of children are considered to be temperamentally difficult, and traits such as distractibility, negative mood, or stubbornness can be seen in both sexes. Studies of twins and adoption studies indicate that genetics play a role. These children have trouble with change and tend to be self-directed. If an infant has a difficult temperament or a child is slow to warm to others, the pediatrician can guide parents in gradually introducing the child to new events in advance of the actual situation. Some studies have suggested that temperamentally difficult children are most vulnerable to behavioral problems in early and middle childhood, but with parental counseling and other therapeutic measures, most children improved markedly by adolescence.

When assessing a child's temperament, it is important to examine "goodness of fit" in terms of how compatible the child is to his or her environment. The parents of a child who has a difficult temperament need to be educated that the child's behavior is not intentional but rather temperamentally driven. They need to use behavior management strategies to handle misbehavior. For example, the parents of an impulsive, easily distracted child should intervene early before the child's behavior escalates.

The behavior of the infants described in the vignette is not typical twin behavior; rather, it is indicative of differences in temperament between the two children. Therefore, the parents need to respond to each child according to his or her different temperamental traits. The parents need to be aware of the broad spectrum of normal temperaments in children. There is no indication from the vignette that the female child is displaying developmental issues. The parents of an extremely difficult child may benefit from referral to a mental health professional but the vignette does not state that the parents find the twins' behaviors that challenging.
