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Back to School, Backpacks, and 
What You Need to Know About Scoliosis

by Carolyn Sax, MD

     Scoliosis is defined as curving of the spine from 
side to side.  Most children with scoliosis develop 
this curvature during the rapid growth spurt that 
takes place at the onset of puberty.  Rather than 
growing straight up and down, the spine grows with 
a curve to the side, either in one place, causing a ÒCÓ 
shape; or in two places, causing an ÒSÓ shape.
     There is no specific cause for scoliosis in the ma-
jority of children.  It does not result from bad pos-
ture, slouching, heavy book bags, or sleeping in the 
wrong position.  However, the tendency to develop 
scoliosis does run strongly in families.  Children 
with a family history of scoliosis should be watched 
particularly closely.  Uncommonly, scoliosis can be 
the result of another problem such as a difference in 
leg lengths, cerebral palsy, or, very rarely, a tumor of 
the spine.
     Scoliosis is relatively common, occurring in 
about three percent of adolescents.  Of this group, 
only about 10 percent will be considered at risk for 
severe scoliosis and require any form of treatment.  
In other words, 90 percent of adolescents who de-
velop scoliosis will never require any treatment for 
it.  Scoliosis significant enough to require treatment 
is much more common in girls than in boys. 

     Scoliosis can continue to progress while a child 
grows, or it can develop and then stay stable.  Once 
present, it rarely improves significantly. The younger 
the child, and the further he or she is from puberty 
when the scoliosis begins, the more likely the scolio-
sis is to progress further.
     The most concerning curves are those that pro-
gress rapidly.  Mild and moderate curves stop pro-
gressing once a child has stopped growing.  Pediatri-
cians can predict when children will stop growing 
based on where they are in puberty and by the ap-
pearance of the age of their bones on x-ray.  Unlike 
mild and moderate curves, severe curves can con-
tinue to progress after growth has stopped.  The goal 
of scoliosis screening and treatment is to prevent se-
vere curves from forming.  Only children determined 
to be at risk for severe curves are considered for 
treatment with a brace.
     Most children with scoliosis do not have any as-
sociated pain or other symptoms.  The scoliosis is 
usually diagnosed on physical exam, either at the 
pediatricianÕs office or during a school screening.  
Since 1980, school screening for scoliosis has been 
mandated by the Commonwealth of Massachusetts 
for children in grades 5-9.  Children who are identi-
fied as potentially having scoliosis are referred to 
their pediatricians for further assessment.  Because 
school-screening programs do not want to miss any-
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one with a curve, it is very common for these pro-
grams to refer children who will be found by their 
pediatricians to be normal.  At Hyde Park Pediatrics, 
all patients are checked for scoliosis at every well-
child exam. 
     Contrary to what many believe, heavy backpacks 
do not cause scoliosis.  However, they certainly do 
cause muscle aches and strains.   The American 
Academy of Pediatrics recommends that backpacks 
weigh not more than 10-20 percent of a childÕs 
weight.  To avoid back and neck strains, your child 
should be instructed to choose a backpack with 
broad, padded straps and to wear the backpack over 
both shoulders.  Backpacks on wheels are also a ter-
rific option.
     ÒStand up straightÓ is great advice, but it will not 
prevent scoliosis.  As your pediatricians, we will 
carefully examine your childÕs back, watching for a 
developing side-to-side curve of the spine.  If scolio-
sis is detected, we will monitor closely and refer to 
an orthopedic specialist if your child begins to de-
velop a significant curve.                                         

Iron DeÞciency Anemia
By Kara Ryan, MD

     Iron-deficiency anemia is the most common nutri-
tional deficiency of childhood.  Children who fail to 
receive adequate iron in their diets to support growth 
and development will develop iron deficiency.  Iron 
is required by the body to produce red blood cells, 
which carry oxygen through the bloodstream to the 
tissues.  When children do not have adequate iron, 
they may become anemic.  Anemia means that the 
number of red blood cells in the child's body is be-
low normal.
     Most children with anemia have no symptoms. 
However, even asymptomatic anemia can cause sub-
tle developmental delays and decreased school per-
formance.  Children with anemia significant enough 
to cause symptoms may be pale, tired, irritable, feed 
poorly, and have greater difficulty fighting 
infections.  

Who is at risk?
     Children whose diet is low in iron are at risk for 
iron deficiency.  The highest levels of dietary iron 
are found in animal proteins.   Vegetarians and par-
ticularly vegans are at increased risk of iron defi-
ciency.  Iron is passed from a pregnant mother to her 
fetus late in pregnancy, so premature infants are at 
very high risk for iron deficiency and should take an 
iron supplement for the first year of life.   CowÕs 
milk is very low in iron and actually blocks the abil-
ity to absorb iron from other foods, so excessive 
milk intake can also cause iron deficiency.  Menstru-
ating females lose iron in their menstrual blood with 
each period, so they are also at risk for iron defi-
ciency.
 Prevention
1) Encourage breastfeeding for the first 4-6 months.  
The iron in breastmilk is in an ideal form to be ab-
sorbed by an infantÕs body.  At 4-6 months, begin 
iron-fortified cereals.
2) For pre-term infants, supplement with iron drops 
until 12 months of age.
3) Non-breastfeeding infants should  take iron-
fortified formulas until 12 months of age.
4) When introducing solids, consider pureed meats, 
iron-rich foods, and foods with Vitamin C, which 
increases the bodyÕs absorption of iron. 
5) Children age 1-5 years should limit milk intake to 
24 ounces per day or less.
6) Limit juice intake and sweets.  These decrease a 
childÕs appetite for healthy foods that contain iron.
Screening
     In the office we routinely check for anemia with a 
finger-stick test that measures the hemoglobin level 
(an indicator of the number of red blood cells).  
These finger sticks are performed at the 1-, 2-, and 3-
year-old well visits and yearly again once a girl has 
started menstruating.  We also review each child's 
dietary history to evaluate risk for iron-deficiency 
anemia.
Treatment
     If we find that a child is anemic, we will provide 
counseling on an iron-rich diet, which includes 
meat, fish, poultry, raisins, dried fruits, beans, 
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green peas, sweet potato, peanut butter, and en-
riched cereals and breads.  To absorb iron effi-
ciently, children should also have a serving of fruits 
high in Vitamin C each day.  Milk does not contain 
iron, so it is best to limit milk intake to 24 ounces per 
day or less so that children will have an appetite for 
iron-rich foods.
     In some cases, we may have your child take daily 
iron supplements for 2 to 4 months to increase his or 
her iron stores.  Typically we will recheck the child's 
hemoglobin level 4 to 6 weeks after initiating iron 
therapy to document an increase in the hemoglobin 
level.
     Our goal is to ensure that each child we care for 
consumes a healthy, iron-rich diet that will prevent 
iron-deficiency anemia.  If anemia develops, we 
hope to diagnose and treat it before any harm is 
done.                                                                         

The Scoop on Croup
by Debra Simons, MS, PNP

     Croup is a very common childhood illness that 
generally occurs during the fall and winter, and most 
often affects children three months to five years of 
age.  Croup is usually caused by a virus (most often 
parainfluenza, influenza, or adenovirus), which pro-
duces swelling of the vocal cords, voice box (lar-
ynx), and windpipe (trachea).  A croup episode usu-
ally lasts about three to five days.
     The illness usually begins like a cold, with runny 
nose, dry cough, and low-grade fever.  Children then 
develop the characteristic odd-sounding cough, 
which is often described as tight, low-pitched, and 
Òbarking.Ó  This barking cough usually first develops 
at night, several hours after the child has gone to 
sleep.  It may be accompanied by a harsh, high-
pitched sound on the in-breath called stridor .  This 
inspiratory noise occurs when the opening between 
the vocal cords becomes narrowed.  As a result, chil-
dren with croup may work harder to breathe and may 
also develop a hoarse voice due to the swelling of 
the vocal cords.

     Breathing warm, moist air can help your child to 
relax the vocal cords and liquefy accumulated mu-
cus, thereby increasing the size of the airway and 
reducing the stridor and barking cough.  Turn on the 
hot water in the bathroom shower and sit with your 
child in the steamy bathroom for about 15 minutes.  
Then bundle your child up and take him or her out-
side into the cold night air, which will further help to 
reduce airway swelling.  Stay outside for a few min-
utes.  If it is not cold outside, you can stand with 
your child in front of the open refrigerator freezer 
instead.  These two actions, in combination, often 
work very well to alleviate the airway swelling that 
is the hallmark of croup.
     Once your child is breathing comfortably, you 
may put him or her back to sleep.  A dose of aceta-
minophen or ibuprofen can help to relieve the fever 
and sore throat that often accompany croup and re-
duce inflammation further.  Upright positioning in 
the crib or bed may also help to keep symptoms at 
bay.  Some parents prefer to sleep in the same bed 
with a croupy child in order to monitor the breathing.  
If the stridor and barky cough return, repeat the 
steamy air/cool air process.
     If stridor persists after the steam/cold-air treat-
ment, or if your child is drooling or having difficulty 
swallowing, please call the office, whatever the time 
of night.  If your child turns blue, becomes uncon-
scious, or stops breathing, call 911 immediately.

     Please call our office in the morning if your child 
has had a difficult night or continues to have stridor 
or a barky cough during the day.  Often the second 
and third nights are worse than the first, and croup 
can last up to a week.  We will evaluate your childÕs 
airway and breathing and may give a dose of oral 
steroid in order to speed the reduction of airway in-
flammation.  Rarely, a child with croup may require 
a short hospital stay for monitoring and supportive 
care.
     Additional strategies for relieving the symptoms 
of croup include using a humidifier in the bedroom 
and providing warm, clear fluids to drink.   Antibiot-
ics are not helpful, since croup is a viral process.
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     Croup is contagious for about the first three days 
of the illness and until the fever is gone.  Once your 
child feels better, he or she may return to school or 
daycare.  Most children with croup can be cared for 
at home without our help, but we are always happy 
to speak with you by phone or see your child in the 
office if you are concerned.                                     

Heads-Up on Head Lice
 by Joy Egbertson, PA-C

     With the return of each new school year comes 
the inevitable homecoming of head lice, bane of 
every parentÕs and school nurseÕs existence.  Here 
are some demystifying facts about this perennial but 
Òhair-raisingÓ childhood visitation and some excel-
lent advice about prevention and treatment.
     Head-lice infestation (pediculosis capitis) is very 
common among preschool and elementary school-
aged children and their families.   Head lice are win-
gless parasitic insects that find their way to the hair 
and scalp of humans.  Personal hygiene and cleanli-
ness in the home or school have nothing to do with 
acquiring head lice.  Lice are most commonly trans-
mitted by close personal contact (especially head-to-
head contact) with someone who already has head 
lice, and less frequently by lice that have crawled 
onto clothing or belongings.   Contrary to popular 
belief, head lice do not hop, jump, or fly from person 
to person.
     Adult lice are the size of a sesame seed and are 
tan to grayish-white.  An adult louse survives by 
feeding on the blood of its host; off the body, it will 
die within two days.  To perpetuate its life cycle, the 
adult lays eggs(called nits)very small, oval, and 
yellow-to-white in color that firmly attach to the hair 
shaft close to the scalp, where they mature and even-
tually hatch.  The most common symptom of head 
lice infestation is intense itching of the scalp.
     Treatment for head lice involves using a pedicu-
licide, an over-the-counter medication that kills lice 
(examples are Nix, Rid, Pronto, and Clear).  These 
agents usually contain the insecticides pyrethrin or 
permethrin.  Following application of the pediculi-

cide, the hair must be carefully and thoroughly 
combed with a fine-tooth comb to remove lice and 
nits.    Frequent rechecking of the hair for nits, fine-
tooth combing, and manual removal of tightly at-
tached nits are the most effective methods for pre-
venting recurrence.  Retreatment with the pediculi-
cide may be advisable in resistant cases. 
     Here are some common pitfalls to the effective 
eradication of headlice:

!   Making the hair too wet before applying pediculi-
cides, thereby diluting the medication.
!   Using a cr•me rinse or conditioner before apply-
ing the pediculicide.
!   Failing to leave the pediculicide on the hair and 
scalp as long as directed.
!   Re-shampooing the hair after applying the pedicu-
licide.  DO NOT rewash hair for 1-2 days after 
treatment.
!   Failing to use enough pediculicide:  extra-long 
hair may require two bottles to saturate the hair 
completely.
!   Inadequate fine-tooth combing to remove lice and 
eggs.  A new comb called the LiceMeister has metal 
teeth that are very close together and is more effec-
tive than the plastic combs that are packaged with 
pediculicides.
     If the pediculicide does not kill all live/crawling 
lice within 24 hours, then resistance is possible.  A 
pediculicide acts by killing live lice but is unable to 
penetrate the eggsÑhence the necessity of combing 
out the nits.  Do not treat infected children more than 
three times with the same pediculicide; instead, 
check with your healthcare provider.
     As an alternative to pediculicides, techniques that 
suffocate the lice can be an effective treatment.  
Saturate the hair and scalp with olive oil, and wrap 
the head tightly with plastic wrap or a snug-fitting 
shower or bathing cap.  Leave on for at least eight 
hours.  Then remove the wrap or cap, and wash the 
hair with shampoo (Prell works very well).  Several 
shampoos may be necessary to remove all of the oil.  
Apply a vinegar ÒrinseÓ to the hair (vinegar helps to 
loosen nits), and wrap the head in a vinegar-soaked 
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towel for 30-60 minutes.  Then begin the fine-tooth 
combing process.  Vaseline or mayonnaise can be 
used in place of olive oil, but many reports suggest 
that these are less effective than olive oil and much 
more difficult to remove in the shampooing process.  
Warming the olive oil slightly may also make its ap-
plication easier. 
     Spraying or ÒbombingÓ the house with pesticides 
is not recommended.  Fumigants and room sprays 
can be toxic if inhaled or absorbed through the skin.  
Soak combs, brushes, and plastic hair ornaments 
(barrettes, headbands, etc.) in pediculicide and hot 
water for one hour.  Vacuum carpeting and uphol-
stery in the home and family car to pick up loose 
strands of hair.  Dispose of the vacuum bag.
     Most children can be treated effectively without 
extra attention to their clothing or bedding.  If you 
wish, you can wash sheets, blankets, pillow cases, 
and any clothing worn in the previous 48 hours in 
hot water and dry in a hot dryer.  Some experts ad-
vise that items that have come in contact with an af-
fected childÕs head that canÕt be washed should be 
dry-cleaned or placed in airtight plastic bags for ten 
days.  However, these additional steps may or may 
not be helpful.  Treatment of dogs, cats, or other pets 
is not necessary.  Unfortunately, there is no product 
that prevents getting head lice.
     Other household members who are not infested 
need not be treated, since treatment does not prevent 
becoming infested.  Instead, check all family mem-
bers for lice and nits every 2-3 days while there is an 
active case in the house.  Children under two years 
of age should NOT be treated with pediculicides.  
Instead, remove crawling bugs and nits by hand.
     Many people think of head lice as gross, icky, and 
disgusting.  Try to look at them as tenacious, annoy-
ing little insects that, while sometimes difficult to 
eliminate, are not dangerous to humans or pets.    
     For additional information and details, please 
visit our website at www.hydeparkpedi.com.          

Developmental Milestones of 
Early Literacy

by Anthony Compagnone, MD

     As part of our Reach Out and Read program at 
Hyde Park Pediatrics, we hope to provide ongoing 
education for parents on how to recognize the read-
ing milestones their children are achieving and what 
they can do to promote enjoyment of books and read-
ing.  This is the Þrst in a series of articles on that 
topic.
     Between six and twelve months of life, babies 
will begin to reach for a book and bring it to their 
mouths.  They are capable of sitting upright and with 
a steady head in their parentÕs lap, and will turn 
pages with an adultÕs help.  They will look with in-
terest at pictures and may vocalize as they pat at the 
pictures.  At this age, babies prefer pictures of faces.
     What parents can do:  Hold your child comforta-
bly, with a face-to-face gaze.  Follow your babyÕs 
cues for ÒmoreÓ and Òstop.Ó  Point at and name pic-
tures.
     Between 18 and 24 months, a toddler can turn 
board-book pages easily, one at a time.  He or she 
can carry a book around the house and may use 
books as transitional objects.  A child at this age can 
name familiar pictures and fill in words of familiar 
stories.  He or she will often ÒreadÓ to a doll or 
stuffed animal and recite parts of well-known stories.  
The attention span of a toddler can be highly vari-
able.
     What parents can do:  Relate books to your 
childÕs experiences.  Use books in routines, particu-
larly at bedtime.  Ask, ÒWhatÕs that?Ó, and give your 
toddler time to answer.  During reading, pause and 
let your child complete the sentence.
     By two to three years of age, children learn to 
handle paper pages and will go back and forth in 
books to find favorite pictures.  They are capable of 
reciting whole phrases or even whole stories and 
may read familiar books to themselves.  Children at 
this age protest when the reader gets a word wrong 
in a familiar story.
     What parents can do:  Keep using books in rou-
tines, and read at bedtime.  Be willing to read the 
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same story over and over.  Frequently ask, ÒWhatÕs 
that?Ó   Relate books to your childÕs personal experi-
ences.  Provide your child with crayons and paper.
     From age 3 years and up, children begin to dem-
onstrate competent book-handling skills and can turn 
paper pages one at a time.  They can listen to longer 
stories and can retell a familiar story.  They under-
stand what text is and will move their finger along 
the text.  They like to ÒwriteÓ their name and will 
begin to move toward letter recognition.
     What parents can do:  Ask your child, ÒWhatÕs 
happening?Ó  Encourage writing and drawing.  Let 
your child tell the story.                                           

Reach Out and Read provides new books for 
patients six months to Þve years.  WeÕre hoping to 
continue to offer some reading materials for our 
older patients as well, those from six years to 
early teens; however, our current supply of do-
nated books is running low.  If you have any 
GENTLY used books for children in this age cate-
gory that you can no longer use, weÕd be de-
lighted to share them with our older Òeager read-
ers.Ó  Please contact our Reach Out and Read 
On-site Coordinator, Mary Foley, RN, at 617-361-
1470.  Mary will be happy to let you know what 
our current needs are.                                     

Halloween Safety Tips
by Elisabeth DiPietro, MD

     Halloween is a fun and exciting time of year for 
kids, and to help ensure they have a safe holiday, 
here are some helpful suggestions:

All Dressed Up with Someplace to Go
! Plan costumes that are bright and reflective.  Make 
sure that shoes fit well and that costumes are short 
enough to prevent tripping, entanglement, or contact 
with flame.
! Consider adding reflective tape or striping to cos-
tumes and to trick-or-treat bags for greater visibility.
! Because masks can limit or block eyesight, con-
sider non-toxic makeup and decorative hats as safer 

alternatives.  Hats should fit snugly to prevent them 
from sliding over eyes.
! When shopping for costumes, wigs, and accesso-
ries, look for and purchase those with a label clearly 
indicating that they are flame-resistant.
! If a sword, cane, or stick is part of your child's cos-
tume, make sure it is not sharp or too long.  A child 
can easily be injured if he stumbles or trips.
Pumpkin Perils
! Small children should never carve pumpkins.  
Children can draw a face with markers, then parents 
can do the cutting.
! Votive candles are safest for candle-lit pumpkins.
! Lighted pumpkins should be placed on a sturdy 
table, away from curtains and other flammable ob-
jects, and should never be left unattended.
Home Safe Home
! Remove from the porch and front yard anything a 
child could trip over, such as garden hoses, toys, 
bikes, and lawn decorations.
! Parents should check outdoor lights and replace 
burned-out bulbs.
! Wet leaves should be swept from sidewalks and 
steps.
! Restrain any pets that might become excitable by 
strangers.
On the Trick-or-Treat Trail
! A parent or responsible adult should always ac-
company young children on their neighborhood 
rounds.
!Provide flashlights with fresh batteries to all chil-
dren and their escorts.
! If your older children are going alone, plan and 
review the route that is acceptable to you.  Agree on 
a specific time when they should return home.
! Remind Trick-or Treaters:
    " Stay in a group and communicate where they 

will be going.
    " Carry a mobile phone for quick communication.
    " Go only to homes with a porch light on.
    " Remain on well-lit streets, and always use the 

sidewalk.
    " If no sidewalk is available, walk at the far edge 

of the roadway facing traffic.
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    " Never cut across yards or use alleys.
    " Never enter a stranger's home or car for a treat.
    " Cross the street only in established crosswalks 

and as a group.
" Don't assume the right of way.  Motorists may 
have trouble seeing trick-or-treaters. Just because 
one car stops, doesn't mean others will!

Healthy Halloween
!  A good meal prior to parties and trick-or-treating 
will discourage youngsters from Þlling up on Hal-
loween treats.
! Consider purchasing non-food treats for those who 
visit your home, such as coloring books or pens and 
pencils.
! Wait until children are home to sort and check 
treats. Though tampering is rare, a responsible adult 
should closely examine all treats and throw away 
any spoiled, unwrapped, or suspicious items.
! Try to ration treats for the days following Hallow-
een.
   Best wishes to all for a safe and happy Halloween!                                              

Dental Pearls of Wisdom

     This issueÕs Dental Pearl addresses the issue of 
cavities in breast-feeding babies.

Do early-childhood cavities occur 
in breastfed infants?

     Yes.  Frequent, on-demand breastfeeding may be 
associated with early-childhood cavities.  This occurs 
most frequently in a baby who sleeps with the mother 
and is reaching for the breast all night.  In combina-
tion with sugary foods and drinks, on-demand breast-
feeding, without good oral hygiene, may lead to early-
childhood cavities.

What can be done to prevent cavities
 in breastfed babies?

     Brush the babyÕs teeth twice a day with a smear of 
fluoride toothpaste if he or she is at risk for cavities 
(frequent, overnight, on-demand feedings or other risk 
factors), or wipe the babyÕs gums after feedings if no 
teeth have yet erupted.
     Spacing of breastfeeding also helps to prevent 
cavities by minimizing the conditions that cause den-

tal plaque.  Spacing of feedings also allows the pH of 
the mouth to return to normal (lower acidity) after 
feeding, therefore making it less hospitable for bacte-
rial growth.                                                                  

Attention, Please!

Health-form Hints
     Before forwarding health-related forms for school, 
camp, or sports to our office for a doctorÕs signature, 
please remember to complete your portion of the 
form.  This will prevent confusion for us and submis-
sion delays for you.
     Hold on to the health forms that we provide you at 
your childrenÕs annual well visits.  These forms are 
good for a year; if they are lost, we must unfortunately 
charge a fee to replace them.  The charge to replace 
lost health forms is $10 for replacement within 5 busi-
ness days; $15 within two business days; and $20 for 
same-day service.  We are happy to make copies of 
your childÕs health form at the conclusion of your 
visit.  Just ask any of our front-desk staff for this serv-
ice.

A word about walk-ins
     We do our best to provide same-day appointments 
for any child in need of a visit, even on very busy days 
and under emergency circumstances.  As a result, we 
are unable to offer prompt service to patients who 
walk in without an appointment.  To avoid any incon-
venience to yourself and us, please call the office be-
fore bringing any ill child in for a visit.  The advance 
notice will allow us the greatest ability to serve ALL 
of our patients well.

Flu vaccine is in!
     We have begun offering flu vaccine to all patients 
who wish to receive it and will provide doses at all 
routinely scheduled well-child visits throughout the 
fall and winter.  For those who do not have routine 
visits scheduled, please call the office or visit the web-
site for the dates of our upcoming flu-shot clinics.  
Please remember that you need to check with your 
insurance carrier to be sure that flu vaccine is a cov-
ered benefit of your plan this year, and whether or not 
a copay is required.                                                     
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