ANSWERS TO Board Review Week of August 3rd
More Disorders of Cognition, Language, Learning and Attention/ Psychosocial Issues

1.Question 220 (2006)
You are seeing a 2-year-old boy who has Down syndrome for a health supervision visit.  Physical examination reveals a moderately hypotonic boy who has typical facial stigmata of Down syndrome.  His parents ask about his likely abilities and functioning as an adult.

Of the following, your BEST answer is that their son likely will

a) attain an eighth-grade reading level

b) be unable to live independently as an adult

c) father children

d) have mild-to-moderate mental retardation

e) have significant difficulty with social skills

ANSWER: D

Most adults who have Down syndrome have mild (intelligence quotient [IQ] range of 50 to 70) or moderate (IQ range of 35 to 55) mental retardation, although a smaller group may have severe mental retardation (IQ range of 20 to 40).  Individuals who have higher cognitive function (mild mental retardation) may be able to live and work independently.  They likely are able to read at the third to sixth grade level.  They may marry and parent children, although it is important for families to know that most men who have Down syndrome are infertile.

Individuals who have moderate mental retardation likely read at the first to third grade level, live in a supervised group home, and work in a sheltered work environment.  They need to be taught life skills such as hygiene and handling money and should be in a vocational or life skills educational track in high school.  It is unlikely for them to marry or be able to parent children.

Individuals who have severe mental retardation likely have survival sight-reading skills (eg, stop sign, exit).  They need assistance with life skills and a supervised and highly supportive living environment.  They may be able to work in a very sheltered workshop and will not marry or parent children.
The outcome for the boy described in this vignette depends on his intellectual ability, but he is likely to have mild-to-moderate mental retardation and may be able to live independently as an adult.  He is unlikely to attain an eighth grade reading level.  Because most men who have Down syndrome are infertile, he is unlikely to have children.  Social skills are a relative strength for individuals who have Down syndrome, and socialization is unlikely to pose a significant problem for the boy in the vignette.

2.Question 236 (2006)

You are seeing an 8-year-old girl who is receiving special education services in the school system because of a diagnosis of mental retardation.  Her teacher is concerned because she rocks in her chair when she is upset.  On physical examination, she does not make eye contact with you or respond to questions.  Her mother has been reading about autism and asks you whether her daughter has autism.

Of the following, your BEST response is that

a) behaviors such as rocking are uncommon in children who have mental retardation

b) children who have autism do no have mental retardation

c) her daughter cannot be diagnosed with autism because she is older than 3 years of age

d) language delays are more severe in children who have mild mental retardation than in those who have autism

e) social interaction is more impaired in children who have autism than in those who have mental retardation

ANSWER:  E

Distinguishing between mental retardation and autism may be difficult, and the two conditions may coexist.  When they coexist, the condition that causes greater impairment should be the primary diagnosis.

Mental retardation refers to a limitation in cognitive functioning (intelligence quotient <70) accompanied by commensurate limitations in adaptive function, with problems originating before age 18 year.  Children who have mental retardation exhibit language delays consistent with their overall cognitive function.  Adaptive behavior consists of conceptual, social, and practical skills that are used in daily life.  Individuals who have mental retardation may exhibit repetitive or self-stimulatory behaviors such as rocking, hand-waving or spinning.
Children who have autism have significant delays in language and social skills that are more severe than any limitation that would be predicted based on intelligence testing.  Compared with children who have mental retardation, children who have autism have more severe language delays, especially in the functional use of language.  Some children who have autism have a delay or lack of development of spoken language; others have good vocabulary but use language in unusual ways, such as echolalia, stereotyped phrases, and impaired prosody (abnormal rhythm, stress, and frequency of speech that impairs communication).  Most have deficits in pragmatic language, especially in the ability to participate in a dialogue.  Common social imitations include impaired use of nonverbal behaviors (eye-to-eye gaze, facial expression), difficulty in developing peer relationships, disinterest in sharing interests or activities with other people, and lack of social or emotional reciprocity.
More information is required to answer the question asked by the mother in the vignette regarding her child’s diagnosis.  The behavior or rocking in her chair is consistent with both autism and mental retardation.  Children who have autism also may have a diagnosis of mental retardation based on their intelligence and adaptive functioning.  Children who have autism must exhibit symptoms consistent with the diagnosis before age 3 years, but they may be diagnosed at an older age.  Language delays may be significant with both mental retardation and autism, but children who have autism have more difficulty with the functional use of language.  Social interaction is more impaired in children who have autism than in those who have mental retardation.

3.Question 108 (2006)
A 10-year old boy has been diagnosed with a language-based learning disability; he has significant difficulty with reading.  His parents would like information on how to increase his chances of success in the classroom.

Of the following, your BEST response is that they should

a) arrange for a specialized ophthalmologic examination

b) arrange for his texts to be available as books on tape

c) request that he be retained in his present grade for language-based classes

d) request that his teacher increase his reading homework

e) request transfer to a private school

ANSWER: B

Although a child who has a learning disability may have a normal or above-normal intelligence quotient, he or she has difficulty with a specific area of learning.  Areas of difficulty are varied, but generally can be divided into verbal (with both a visual and an auditory component) and nonverbal.  Verbal learning disabilities are more common; most children have difficulty with phonologic processing or understanding the letter-sound associations of words.  Most affected children also have difficulty with spelling.
The boy described in the vignette has a language-based learning disability.  Requesting accommodations to decrease his dependence on written language-based learning can be a great help.  Helpful strategies include books on tape, review of written material in class or in small group settings, and provision of opportunities for discussion of material in class.
Specialized ophthalmologic evaluations sometimes are performed for children who have reading difficulty.  Tinted lens or other ocular solutions may be prescribed, but these have not been shown to be beneficial.  Although some private schools offer special assistance for children who have learning disabilities, most children receive more services in the public school system under the Individuals with Disabilities Education Act.  Grade retention is not appropriate for a child who is struggling in only one academic area.  Remediation may focus on phonologic skills, but increasing his reading homework is unlikely to be helpful.

4. Question 43  (2008)
The parents of a 12-year-old boy are concerned about his changing behavior. He was previously a straight A student, but now he is getting Cs in most of his classes. He no longer wants to be with his friends after school, and he recently quit the basketball team. On weekends, he sleeps much of the day, and when awake, he stays alone in his room. Findings on his physical examination are normal. He appears apathetic and speaks softly in a monotone.

Of the following, your MOST appropriate next step is to
a) evaluate him for attention-deficit/hyperactivity disorder

b) recommend that he rejoin his basketball team
c) refer him for educational evaluation
d) refer him for mental health evaluation
e) schedule a follow-up evaluation in 1 month
ANSWER:  D

The boy described in the vignette has behavioral manifestations of depression. It is not unusual for youth to have occasional feelings of sadness, but it is important to consider if the child is truly depressed and if there is impairment of daily functioning. The Diagnostic and Statistical Manual of Mental Disorders edition IV criteria for major depressive disorder (MDD) are depressed or irritable mood, decreased interest, or decreased pleasure that lasts for at least 2 weeks accompanied by changes in both cognitive and physical functioning. Dysthymic disorder is a less severe type of depression that involves chronic symptoms that last for at least 1 year. Approximately 2% of school-age children and 4% to 6% of adolescents have MDD at some period. Prior to puberty, there is equal prevalence in boys and girls. After puberty, there is a 2:1 ratio of girls to boys for major depressive disorder after puberty.

The following two questions are recommended for MDD screening by the United States Preventive Services Task Force: "Over the past 2 weeks have you ever felt down, depressed, or hopeless? " "Have you felt little interest or pleasure in doing things?" Depending on the answer to these questions, additional screening or diagnostic tools or referral to a mental health specialist may be necessary. Based on the history of changes in affect of the boy described in the vignette, referral for mental health evaluation is appropriate. It is important to note that suicide is the third leading cause of death among children and adolescents and that depression is an important risk factor for suicide. The goals of treatment for MDD are to ensure the child's safety and establish good communication between the child and his or her parents.

The overt sadness exhibited by the boy in the vignette is not characteristic of attention-deficit/hyperactivity disorder. Having him rejoin the basketball team without addressing his mood would not treat the underlying problem. Although his grades have declined recently, this is not unusual in MDD, and other findings on the history are not supportive of a learning disability that requires educational evaluation. Having the boy return for follow-up in 1 month without any appropriate treatment places him at possible emotional risk.
5.Question 8 (PIR 2005)

A learning disability is best defined as:

a) a discrepancy between the child’s learning potential (intelligence quotient) and actual academic achievement

b) academic “laziness”

c) confusion between “P”s and “Q”s and between “B”s and “D”s

d) global slow learning due to decreased intelligence

e) inability to process information taught in a formal classroom environment

ANSWER:  A
The federal definition of LD is: “Specific learning disability means a disorder in one or more of the basic psychological processes involved in understanding or in using language, spoken or written, which may manifest itself in an imperfect ability to listen, think, speak, read, write, spell, or to do mathematical calculations. The term includes such conditions as perceptual handicaps, brain injury, minimal brain dysfunction, dyslexia, and developmental aphasia. The term does not include children who have problems that are primarily the result of visual, hearing, or motor disabilities, or mental retardation, emotional disturbance, or of environmental, cultural, or economic disadvantage.” The concept of LD focuses on a discrepancy between a child’s academic achievement and his or her apparent capacity to learn. Often it is determined by discrepancies between intelligence quotient (IQ) and achievement scores or discrepancies among achievement scores (low reading with normal math is most common). Frequently, LDs are comorbid with other conditions that impair school performance. Some children appear to “develop” LDs

when areas of weakness are uncovered by increasingly complex academic tasks. LDs may present early or go unrecognized until later. LDs usually are not outgrown, but children may develop strategies that accommodate or ameliorate the effects of their disability. Children whose intelligence is above average can have LDs and experience school failure. Diagnosing a LD requires psychological testing. Delay in recognizing LDs may result in repeated failure, from which children never may recover their motivation to succeed academically, even if their LD eventually is recognized and accommodated.
6. Question 123 (2009)
A 14-year-old boy has been receiving occupational therapy due to weakness in his graphomotor (eg, handwriting) skills. During the school annual Individualized Education Plan (IEP) meeting, his mother asks about alternative strategies that could be used to help him compensate for his area of weakness.

Of the following, the BEST alternative strategy is to

a) allow him to use print rather than cursive writing for his notes

b) have a class scribe write notes for him
c) have him use a word processor/laptop computer
d) have him use audio books
e) provide preferential seating near the blackboard
ANSWER:  C

As students who have learning difficulties progress in their education, the emphasis changes from remediation to accommodation. Accommodation encompasses modifications in how tasks are given to students so that affected children may complete the same school work as other students. Such accommodations allow students who have learning issues to present their knowledge without being affected adversely by their disabilities.

The boy in the vignette, who has weakness in his graphomotor skills, should be allowed access to electronic devices such as a laptop computer to help accommodate his area of weakness. The use of a class scribe will not foster his independence in taking his own notes. Allowing him to print instead of writing in script may make his notes neater to read, but it will slow his ability to take notes efficiently. Preferential seating near the blackboard may be helpful for a student who has a visual acuity problem, but it will not help this student's handwriting.

Audio texts are useful for students who read slowly. Other potential accommodations allow a change in timing, formatting, setting, scheduling, response, or presentation of the assignment or test. Such accommodations do not alter what the test or assignment measures in any significant manner. Examples of such accommodations include a Braille version of a test for a student who is blind or taking a test alone in a quiet room for one who has attention-deficit/hyperactivity disorder.
7. Question 75 (2007)
You diagnose attention-deficit/hyperactivity disorder in a 10-year-old girl. She is growing well, and physical examination findings are normal.

Of the following, the MOST appropriate test to confirm the diagnosis is

a) brain computed tomography

b) brain magnetic resonance imaging
c) electroencephalography
d) no test at this time
e) positron emission testing
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 significant roles in the disorder. Affected children have difficulties with executive functioning, such as organization, impulse control, and inattention, that are common in other disorders involving impaired frontal lobe function. 

Neurodiagnostic studies such as magnetic resonance imaging, electroencephalography, computed tomography scan, and positron emission testing may be used in research settings, but they are not used routinely in the evaluation of children who have ADHD. Such studies may be appropriate if there are specific concerns regarding risk for seizure, brain malformation, or brain injury.
8.Question 3 (PIR 2004)
For which of the following audiologic tests is a 2-year-old child frequently sedated?

a) behavioral observation audiometry

b) brainstem auditory evoked response

c) conditioned play audiometry

d) conventional audiometry

e) tympanometry

ANSWER:  B

The BAER also is referred to commonly as an auditory brainstem response, auditory evoked potential, or brainstem evoked response or potential. The BAER measures neurologic function through the level of the lower brainstem. This is not a measure of hearing. However, inferences regarding hearing thresholds can be made from BAER testing, and auditory thresholds can be estimated. This test can be completed on a child of any age, but the child must lie quietly with eyes shut. Otherwise, muscular interference occurs, making it difficult to observe and interpret the response. Thus, sedation often is required for young children and infants. Four surface electrodes are placed on the child’s head: one on each earlobe and two on the forehead. Initially, a click stimulus is presented to one ear, which causes a particular brainwave to occur. This brainwave has seven identifiable waveforms, which are labeled as I through VII. Wave V is the most robust. The intensity of the stimulus is decreased during the procedure, which diminishes wave V until it no longer is identifiable. This is labeled the point threshold. By using a click stimulus, a threshold is obtained in the 2,000 to 4,000-Hz range only. A frequency-specific tone burst is used to obtain other frequencies. The tone burst also elicits a specific brainwave, which can be tracked as the intensity of the

stimulus is decreased. As with clicks, the point at which the brainwave no longer is identifiable is labeled as the threshold. Use of both types of stimuli allows estimation of hearing thresholds. One of the primary limitations of BAER testing is that neurologic abnormalities may make interpretation difficult, if not impossible.

9. Question 5 (PIR 2004)

You have been asked to give a lecture on sensorineural hearing loss (SNHL) to the pediatric residents.

Which of the following statements are you most likely to include in your remarks?

a) Electrophysiologic measures can differentiate between sensory and neural causes

b) Examination of the outer and middle ears will reveal structural abnormalities

c) It is pathognomonic of SNHL that affected children hear normally at birth

d) Most SNHL is the result of an abnormality of the eighth cranial nerve

e) Normal findings on behavioral observation audiometry rule out SNHL

ANSWER:  A
A sensorineural HL (SNHL) affects the inner ear (cochlea) or auditory nerve (eighth cranial nerve). Most SNHLs are sensory and restricted to the cochlea and do not result from an abnormality to the auditory nerve. Routine audiometric testing does not differentiate between a sensory loss and a neural loss.

Electrophysiologic measures (brainstem auditory evoked response [BAER] and otoacoustic emissions [OAE]) must be used to differentiate between sensory and neural causes. A SNHL cannot be identified on routine physical otoscopic examination. In SNHL, the outer and middle ears generally appear unremarkable on physical examination. Bone conduction thresholds are within 10 dB of air conduction thresholds (Fig. 2C). In rare instances, an SNHL can be neural, which means that the deficit is at the level of the auditory nerve. These HLs typically arelabeled auditory neuropathy (AN) or auditory dyssynchrony

(AD). Behavioral responses of AN/AD range from normal detection of sounds with difficulty hearing in a noisy environment to total lack of auditory awareness. In addition, children who have AN/AD generally

do not respond well to traditional forms of audiologic management, such as hearing aids. Preliminary case reports indicate positive outcomes with cochlear implants. SNHL, just like CHL, can be congenital or acquired. SNHL can vary in degree from borderline normal to a profound HL.

Disorders of Congenital Sensorineural or Conductive

Hearing Loss

● Craniofacial and Skeletal Disorders

— Achondroplasia

— Crouzon syndrome

— Marfan syndrome

— Pierre Robin

— Pyle disease

● Integumentary and Pigmentary Disorders

— Knuckle pads and leukonychia

● Eye Disorders

— Mo¨bius syndrome

● Miscellaneous Somatic Disorders

— Turner syndrome

Progressive Hearing Loss Disorders

● Sensorineural Progressive Hearing Loss of Later Onset

— Craniofacial and Skeletal Disorders

y Roaf syndrome

y Van Buchem syndrome

— Eye Disorders

y Alstrom syndrome

y Cockayne syndrome

y Fahr corneal dystrophy

y Flynn-Aird

y Norrie syndrome

y Optic atrophy and diabetes mellitus

y Refsum syndrome

— Nervous System Disorders

y Acoustic neuromas

y Friedreich ataxia

y Hermann syndrome

y Myoclonic seizures

y Sensory radicular neuropathy

y Severe infantile muscular dystrophy

— Endocrine and Metabolic Disorders

y Alport syndrome

y Amyloidosis, nephritis, and urticaria

y Hyperprolinemia II

y Hyperuricemia

y Primary testicular insufficiency

● Sensorineural or Conductive Progressive Hearing Loss

— Craniofacial and Skeletal Disorders

y Albers-Scho¨nberg disease

y Engelmann syndrome

y Osteogenesis imperfecta

y Paget disease

— Endocrine and Metabolic Disorders

y Hunter syndrome

y Hurler syndrome
10. Question 75 (2008)
A 5-year-old girl recently was diagnosed with an autistic disorder and mental retardation. Her parents are upset by her lack of progress in her special education program and seek your guidance in treating her autism. At a parent support group, they were told about the use of complementary and alternative medical approaches to therapy. They ask whether they should pursue these interventions.

Of the following, your BEST response is to

a) explain to the parents that alternative treatments have been demonstrated to be ineffective

b) explain to the parents that they must consider the benefits, risks, and evidence regarding efficacy for each treatment
c) refer the parents for psychological counseling to deal with their guilt feelings
d) suggest the parents discuss the alternative treatments with the special education teachers
e) tell the parents that they should not expect much progress because their daughter has both mental retardation and autism
ANSWER:  B

Complementary and alternative medicine (CAM) is used frequently among children who have chronic illness or disability such as mental retardation or autism. Many parents become frustrated with biomedical therapies due to uncertainty of a cure and lack of an active role in the care plan. They also may be attracted to an approach that they perceive to be more "natural. " 

A number of CAM therapies have been advocated for children with developmental disabilities, including those who have autism, but to date no results from controlled trials support their efficacy. For example, there is no scientific evidence that vision therapy (eye exercise) or "patterning" (series of exercises promoted to enhance development) is effective in remediating pediatric developmental and neurologic conditions. Sensory integration therapy also lacks evidence-based research, although parents may report benefit for a child who has a high degree of sensory defensiveness. Other CAM therapies with no proven efficacy such as the use of hyperbaric oxygen or chelation may involve potential risks to the child as well.

The pediatrician is in a unique situation to help families evaluate CAM therapies and provide guidance regarding their benefits, risks, and evidence of efficacy. In particular, families should be informed about placebo effects and the need for controlled studies, as well as potential adverse effects. Discussion of CAM should not be referred to the child's special education teacher. Dismissal of CAM therapies as generally ineffective may be interpreted as a lack of sensitivity to the family's perspective. Referring the family to a counselor may help them discuss frustrations but would not address their question regarding the use of alternative therapies. Although the child has both mental retardation and autism, the clinician should be sensitive to the family's desire to have the child meet her cognitive potential.
11. Question 107 (2008)
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.

12. Question 139 (2008)
The mother of one of your patients is in the process of getting a divorce and has just moved into a small apartment. Due to her new work schedule, she has not been able to unpack the boxes left in the kitchen. She brings her 4-year-old daughter to your office because the child cut herself with a knife trying to open one of the unpacked boxes. The mother is visibly upset. After you bandage the daughter 's injured hand, you sit down to talk with the mother.

Of the following, you are MOST likely to

a) explore what support system the mother has to help her family settle into their new home

b) recommend that the mother place her child in time-out for playing with the knife
c) recommend that the mother have a psychiatric evaluation
d) refer the mother to parenting classes
e) tell the mother that you are obligated to report her to the child welfare agency
ANSWER:  A

Injuries are the leading cause of death and disability in children and young adults. Injuries often occur when parents are under stress and not observing the child directly. Situations that often are associated with accidents are hunger and fatigue in the hour prior to dinner, mother's pregnancy, illness or death in the family, changes in regular child care, tension between parents, and sudden changes in the environment. Divorce often leads to economic and emotional stress, and for many women, it means returning to work or moving to more affordable housing, which may cause additional stress on the child.

The woman described in the vignette is under substantial stress. The pediatrician can be most helpful by identifying support systems in the woman's family or community to assist her during this difficult time. This can promote her ability to provide a stable, nurturing home for her child. If necessary, the pediatrician also can provide age-appropriate anticipatory guidance regarding injury prevention.

Time-out is effective immediately after an inappropriate behavior, not at this later time. Because this mother does not display signs of psychopathology, she does not need a psychiatric evaluation. Parenting classes may be indicated if these problems persist, but advising the mother to attend parenting classes at this time may increase her stress. There is no evidence of child maltreatment or neglect that requires reporting of the mother for child abuse.

13. Question 155 (2008)
One of your 2-year-old patients has prolonged crying and screaming episodes every time her parents deny her access to something she desires. The mother reports that the girl often throws herself on the floor, kicking and thrashing about for long periods of time. She asks you how she should handle her daughter's behavior.

Of the following, your BEST suggestion is that the parents should
a) consider giving in to the girl only when she is outside of the home to avoid a major tantrum

b) give the daughter 10 minutes of time-out for each temper tantrum
c) move the girl to a safe place if needed and ignore her when she has a tantrum
d) offer the child a treat if she calms down
e) physically restrain the child until the tantrum is over
ANSWER:  C

Almost every child has temper tantrums at some time. Tantrums occur when a child is frustrated beyond his or her ability to manage feelings. Studies show that up to 80% of toddlers have a weekly tantrum. The parents should be asked about the events that tend to lead to a tantrum, what behaviors occur during the tantrum, how they respond, and what the outcome is. An appropriate behavioral management plan may be developed if the parents understand the developmental issues that lead to a tantrum.

If a tantrum results from a child being frustrated by a task, distracting or redirecting the child to a task in which he or she can succeed may be helpful. If a tantrum occurs at a regular time, such as before meals or prior to going to bed, parents need to be advised that the child's physical state (hunger, fatigue) may be a factor. A routine and structured environment (eg, regular meals and bedtimes appropriate for age) may help decrease the child's tantrums. For tantrums resulting from the child being denied access to a desired object, as described for the child in the vignette, ignoring the behavior is the most appropriate response. Parents should be cautioned that the first response to this action may be escalating tantrum behavior. Such behavior tends to last a few days and eventually decreases and disappears.

Management of tantrums requires setting of limits, which should include positive reinforcement for appropriate behavior (time-in) and negative reinforcement or removal from a situation for undesired behavior. Parents should be consistent in their response to tantrums both inside and outside the home and not give in to the child or offer a treat, which serves as reinforcement of the tantrums. It is important to determine that the child is not in danger of hurting himself or herself during the tantrum. Children should be left alone in a safe place until they can calm down. Such a procedure should not entail a fixed amount of time; the purpose is to allow the child to self-regulate his or her behavior. As soon as the child calms down, the parent may engage the child in social interaction and provide praise for the calmer state.

The use of physical restraint may frustrate or possibly injure the child. Time-out is a management technique that is used to address specific behaviors that are under the child's control (eg, biting). Experts recommend that the time-out last 1 minute per year of the child's age. The child who has notable oppositional behavior that occurs in multiple settings with multiple caregivers and results in impairment of functioning may require referral for behavior management.

14. Question 104 (2009)

A 16-year-old girl who attends boarding school in your community comes to your office because she is feeling depressed. You see her alone for the visit, and she relates that she feels suicidal at this time and has a plan to kill herself.

Of the following, the BEST description of your obligation to alert her parents to her situation is that

a) no parental notification is necessary because she is a mature minor

b) no parental notification is necessary because she is an emancipated minor
c) parental notification is necessary due to billing issues
d) parental notification is necessary due to her serious threats of self-harm
e) parental notification is prohibited by the Health Insurance Portability and Accountability Act
ANSWER:  D

Confidentiality and consent issues related to adolescents are often complex and problematic. Confidentiality is defined as an agreement between the patient and clinician that medical information will not be shared without the patient's explicit permission. For the girl described in the vignette, confidentiality must be breached with parental notification due to the serious nature of her threat to herself. Such breaching of confidentiality also would be necessary if she posed a threat to others.

Parental notification is not necessary for billing purposes. However, confidentiality may be breached inadvertently by billing procedures, such as parents receiving an explanation of benefits document. The physician should explain such possible breaches and work with the adolescent to avoid them.

Informed consent has the vital components of being given voluntarily, the patient having all of the information necessary to make an informed decision, and the individual being capable of making a decision based on the information provided. All states require parental consent for medical care for minors, with some notable exceptions, including emergency care; care for the "emancipated minor"; and care related to certain conditions such as pregnancy, sexually transmitted infections, contraception, substance abuse, and mental illness. The exceptions vary by state. An emancipated minor is a legal status existing for minors who are living apart from parents and are financially independent, but this designation varies among states, and some states do not have this legal designation. Marriage, parenthood, military service, and living independently are common criteria for the emancipated status. Generally, this status allows a minor to consent for all health care. A "mature minor" is one who is deemed by a physician as capable of giving the same degree of consent for treatment as an adult, provided the treatment is low-risk. The mature minor rule may be used in states where no state law regarding minor consent exists. The girl described in the vignette is not financially independent from her parents and, as a result, cannot be considered emancipated. Because her condition and treatment are not low-risk, the mature minor principle would not apply.

The Health Insurance Portability and Accountability Act (HIPAA) of 1996 protects the confidentiality of adolescents who are considered minors under some circumstances. Parents and guardians have control over health information access for nonemancipated minors, except in situations in which minors are able to consent to their own health care. HIPAA defers to state laws that allow or prohibit disclosure of confidential information to parents. HIPAA allows a physician to disclose information to a parent if a state law requires the physician to do so. If the state law permits, but does not require, disclosure to a parent, HIPAA allows the physician discretion to disclose. If state law prohibits the disclosure of information to a parent, disclosure must not be made without the minor's permission. If there is no state law in place, the physician has discretion to disclose or not to a parent. For the girl described in the vignette, disclosure is necessary due to the health threat, not by any HIPAA regulation.

The Center for Adolescent Health and the Law has published a compendium of state laws that addresses confidentiality and consent and allows clinicians to determine the specifics of the law in their own state of practice.

15.  Question 201 (2007)
The mother of a 14-year-old boy arranges to meet with you privately before the boy's annual health supervision visit. She is concerned because he is quiet, has no athletic interests, and has only a few friends. He is content to spend the weekend shopping, cooking, reading, and listening to music. Although he doesn't like school, he is an honor student. The mother also tells you her husband's youngest brother recently disclosed his homosexuality and wants to introduce his male partner to the extended family. 

Of the following, while counseling the mother, you are MOST likely to include a statement that

a) compared with heterosexual peers, gay high school students are more likely to abuse substances

b) self-awareness of sexual orientation is established by age 5 years

c) sexual orientation is culturally determined

d) sexual play with same-sex friends is a clear marker for homosexuality

e) she should explain to her son that he is free to choose his sexual orientation

ANSWER:  A

Pediatricians should be aware that some adolescents may have concerns about their sexual orientation or that of siblings, friends, parents, or other relatives. Likewise, parents may have questions or concerns about the sexual orientation of their children. The term "sexual orientation" refers to an individual's pattern of physical and emotional arousal toward other persons. Homosexual individuals are attracted to persons of the same sex. Gender identity is the knowledge of oneself as being male or female. Sexual orientation is not synonymous with sexual activity or sexual behavior. Homosexual individuals may engage in sexual activities/behaviors with persons of the same or opposite sex. Sexual orientation, which is biologically based, is not determined by any one factor, but by a combination of genetic, hormonal, and environmental influences. Theories that adverse life events (eg, abnormal parenting, sexual abuse) influence sexual orientation have not been substantiated. Homosexual youth are at a higher risk of school drop-out, homelessness, and substance abuse. They also are more likely to be threatened at school. Homosexual males are more likely to attempt suicide than heterosexual males. 

Although sexual orientation is believed to be established in early childhood, a time when homosexual individuals experience a sense of being different, a self-awareness of homosexual identity develops during the adolescent years. Cultural taboos or social intolerance may inhibit homosexual disclosure and behavior, but same-sex experimentation in early adolescence is not uncommon and is not a marker for homosexuality. Sexual behavior/activity is a choice; sexual orientation is inherent and is not a choice. 

Sexuality education should be an integrated component of comprehensive health care and the longitudinal relationship that pediatricians develop with children, adolescents, and their families. During the early adolescent years, both adolescents and their parents will have questions about puberty and sexuality that offer counseling opportunities. Important points for pediatricians who are counseling parents about their adolescent's emerging sexuality are listed in (Item C201A). 

Parents should be encouraged to allow their fifth and sixth grade children to participate in school sexual health education programs that provide information about puberty and balance abstinence messages with decision making, including contraception and sexually transmitted disease prevention strategies. Successful programs provide opportunities for young adolescents to practice communication and negotiation skills and include information about access to services.about puberty and balance abstinence messages with decision making, including contraception and sexually transmitted disease prevention strategies. Successful programs provide opportunities for young adolescents to practice communication and negotiation skills and include information about access to services.


