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Dear Attendees:

Our conference theme is Childhood Obesity and includes prevention and treatment strategies and updates for 
pediatricians on the latest research and recommendations in treating this current epidemic.  We also have updates 
on other pediatric issues such as immunizations, use of pro-biotics, mitochondrial disease, ADD advocacy issues, 
depression and eating disorders.  Our keynote lecture, the James M. Watson Memorial Lecture, will be presented 
by Martin A. Finkel, DO, FACOP, FAAP.
You will note the conference title includes Coming Home.  The Board of Trustees wanted to welcome the return 
of our esteemed Emeritus Members, to share with our new pediatricians the wealth of their knowledge.  We of the 
ACOP are truly family; which seems appropriate, as we have dedicated our lives in the care of children and their 
health.  Therefore, this year we added Emeritus Member speakers each morning to enlighten all pediatricians with 
their expertise and experiences.  
The American College of Osteopathic Pediatricians is committed to teach, inspire and train both students and residents 
with the Conduit for Success. We have specific lectures for both students and residents. All conference attendees 
are welcome to attend these lectures.  We have lectures on how to handle stress in residency, how to negotiate 
contracts and lectures on writing grant applications.  We have hands-on lectures on Osteopathic Manipulation, as 
these are always very popular.
In addition to our educational conference, we have a Gala event planned for Saturday evening. Formal attire is 
recommended. We promise you this is something you don’t want to miss!
ACOP is an advocate of AOA President, Dr. Peter Ajluni’s Fit For Life Campaign. Please join us for a 5K Fun 
Run/Walk early Saturday morning in keeping with this initiative.
We hope you will join us for a truly outstanding conference.

Thank you and welcome to Savannah!

Nancy Monaghan Beery DO, FACOP FAAP, Program Chair
Jacqueline Kaari DO, FACOP, Program Vice-Chair
Neil S. Levy, DO, MBA, FACOP, Director of CME Programs
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The ACOP’s Continuing Medical Education (CME) is 
designed to meet the objectives and purposes of the 
College and the needs of the membership.

An objective of the ACOP is “to foster measures and 
conduct activities to increase the effectiveness of the 
specialty of pediatrics and pediatric education at all 
levels.”  The ACOP Committee on CME has as its 
main function the implementation of programs that 
will improve the quality of health care for children.
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at the CME Meeting, educational needs are identified.  
The scope of pediatric topics presented in the CME 
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Accreditation and Designation
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regarding this conference. Registration can be made on-
line at www.acopeds.org, by fax at 804-282-0090 or by 
mail using the form provided. Registration will NOT be 
taken over the phone.  Class participants are required 
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10 minutes after starting time. 
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 The American College of Osteopathic Pediatricians 
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Osteopathic Pledge of Commitment
As members of the osteopathic medical profession, in an effort to instill loyalty and 
strengthen the profession, we recall the tenets on which this profession is founded — the 
dynamic interaction of mind, body and spirit; the body’s ability to heal itself; the primary 
role of the musculoskeletal system; and preventive medicine as the key to maintain health.  
We recognize the work our predecessors have accomplished in building the profession, 
and we commit ourselves to continuing that work.

I pledge to:

Provide compassionate, quality care to my patients; 

Partner with them to promote health;

Display integrity and professionalism throughout my career;

Advance the philosophy, practice and science of  
       osteopathic medicine;

Continue life-long learning;

Support my profession with loyalty in action, word and deed;  
		  and 

Live by each day as an example of what an osteopathic  
		  physician should be.
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thursday,  April 10, 2008

6:00 - 8:00 pm	 Industrial Symposium Sanofi Pasteur—Wine & Cheese Refreshments 
Influenza / Immunization Update

	 Michael E. Ryan, DO, FACOP

friday,  April 11, 2008

6:30 - 7:30 am	 Registration / Breakfast with Exhibitors / Posters

7:30 - 8:00 am	 Emeritus Breakfast Lecture 
Difference in Pediatric Reimbursements. Then and Now.

	 David W. Leopold, II, DO, FACOP

8:00 - 9:00 am	 Pre-, Pro-Biotics

	 Carol Lynn Berseth, MD

9:00 - 10:00 am	 Could It Be Mitochondrial Disease?

	 Bruce H. Cohen, MD

10:00 - 10:30 am	 Break with Exhibitors and Posters

10:30 - 11:30 am	 Sports Medicine

	 David D. Dyck, Jr., DO

11:30 am - 12:30 pm	 Peer Support and Advocacy for Individuals with ADHD—Grounded in
	 Evidence-based Science

	 Andrew R. Adesman, MD; Mrs. Marie S. Paxson

12:30 - 1:30 pm	 Box Lunch with Exhibitors / Posters

1:30 - 2:15 pm	 James M. Watson Memorial Lecture

	 Martin A. Finkel, DO, FACOP, FAAP

2:30 - 4:30 pm	 Conduit for Success

				   Session A	 Session B

	 2:30 - 3:30 pm 	 Student Meeting	 Resident Meeting (NRC) 		
				   Abstract and Poster Development

	 3:00 - 3:30 pm		  National Residency Club 
				   Grant Writing (Students may attend)

					    Robert G. Locke, DO, FACOP, PA

	 3:30 - 4:30 pm	 Residency Panel	 Residency Directors	
		 	 Day in the Life

				   of a Resident 

6:00 - 7:30 pm	 Reception with Exhibitors / Posters 



saturday,  April 12, 2008

6:00 - 6:50 am	 Fun Run / Walk - Forsyth Park

7:00 - 8:00 am	 Breakfast with Exhibitors / Posters

8:00 - 8:30 am	 Emeritus Lecture  
Then…and Now, A Reminiscence of 60 Years

	 Arnold Melnick, DO, FACOP

8:30 - 9:00 am	 Fit for Life
	 Peter B. Ajluni, DO

9:00 - 10:00 am	 Childhood Obesity: Where We Are and Strategies To Change 
Our Direction: Population-wide Determinants and Population-
wide Solutions

	 Karyl Thomas Rattay, MD, MS, FAAP, FACPM

10:00 - 10:30 am	 Break with Exhibitors / Posters

10:30 - 11:30 am	 Obesity Prevention and Treatment in Primary Care:
	 The “How To” in the Office
	 Sandra G. Hassink, MD

11:30 am - 12:30 pm	 Panel: Addressing the Obesity Epidemic Through an 
Integrated Health System Approach

	 Marta Diaz-Pupek, DO; Sandra G. Hassink, MD; 
Karyl Thomas Rattay, MD, MS, FAAP, FACPM

12:30 - 1:30 pm	 Lunch and Business Meeting

1:30 - 4:30 pm	 Conduit for Success

		  Session A	 Session B

	 1:30 - 2:30 pm	 Student Meeting	 Assessing Stress, Strain 
		  and Coping in Pediatrics  
		  and Combined Residents 
		  Lorraine Brewer, DO, FAAP

	 2:30 - 3:30 pm	 Students May	 National Residency Club 
	 Visit Exhibits	 Contract Negotiations  
		  Jennifer D. Burgar, JD

	 3:30 - 4:30 pm	 Resident Panel	 National Residency Club  
		  Organizational Meeting 
		  My Vietnam Pediatric  
		  Rotation, New and Old Virus 
		  Sarah MacLeish, DO

		  Students May Attend 	 Pediatrics in the Philippines 
	 NRC Meeting	 Nathanael S. Brady, DO

6:30 pm	R eception

7:30 pm	 Gala and Award Presentations  
Distinguished Service Award, Pediatrician of the Year Award, 
Student Club of the Year, Research Grant Awards



SUNDAY,  April 13, 2008

7:30 am - 8:00 am	 Emeritus Breakfast Lecture  
Pediatrics – How We Have Changed

	 Benjamin L. Cohen, DO, FACOP

8:00 am - 9:00 am	 Depression

	 Deborah O. Mulgrew, DO

9:00 am - 10:00 am	 Eating Disorders

	 Deborah O. Mulgrew, DO

10:00 am - 11:00 am	 Conduit for Success – General Session
	 Pediatric OMT (POMT) Training  

for Students/Residents/Fellows

	 Robert W. Hostoffer, Jr., DO, FACOP

11:00 am	 Adjournment
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	 Carol Lynn Berseth, MD

9:00 - 10:00 am	 Could It Be Mitochondrial Disease?

	 Bruce H. Cohen, MD

10:00 - 10:30 am	 Break with Exhibitors and Posters

10:30 - 11:30 am	 Sports Medicine

	 David D. Dyck, Jr., DO

11:30 am - 12:30 pm	 Peer Support and Advocacy for Individuals with ADHD—Grounded in
	 Evidence-based Science

	 Andrew R. Adesman, MD; Mrs. Marie S. Paxson

12:30 - 1:30 pm	 Box Lunch with Exhibitors / Posters
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6:00 - 7:30 pm	 Reception with Exhibitors / Posters 



Friday,  april 11, 2008

7:30 - 8:00 am

Difference in Pediatric Reimbursements. Then and Now.
David W. Leopold, II, DO, FACOP

The participant will:

1.	 Hear a personal review of the progress of the ACOP from the 
speaker’s perspective with the objective of providing a backdrop for 
where the ACOP is today.



Friday,  april 11, 2008

8:00 - 9:00 am

Pre-, Pro-Biotics
Carol Lynn Berseth, MD

The participant will:

1. 	Have a better appreciation for the consideration to add these products 
to infant formula.

2. 	Form a better understanding of what is a pro- and pre-biotic.

3. 	 Begin to understand how infant development will be affected by the 
addition of pre- and pro-biotics.



Friday,  april 11, 2008

9:00 - 10:00 am

Could It Be Mitochondrial Disease?
Bruce H. Cohen, MD

The participant will:

1.  Be introduced to the basic concepts of human energy production in 
both healthy and diseased mitochondria.

2. 	Review current diagnosis and treatment of  
mitochondrial disease.

3. 	Be introduced to United Mitochondrial Disease Foundation (UMDF) 
and area chapters.



Friday,  april 11, 2008

10:30 - 11:30 am

Sports Medicine
David D. Dyck, Jr., DO

The participant will:

1. 	Discuss common sports medicine injuries relating to the pediatric 
population.

2. 	Learn a practical approach to exercise training in the pediatric 
population.



Friday,  april 11, 2008

11:30 a.m. - 12:30 pm

Peer Support and Advocacy for Individuals with ADHD—
Grounded in Evidence-based Science
Andrew R. Adesman, MD; Mrs. Marie S. Paxson

The participant will:
TBD



Friday,  april 11, 2008

1:30 - 2:15 pm

James A. Watson Memorial Lecture
Martin A. Finkel, DO, FACOP, FAAP

The participant will:

1. 	Develop an appreciation of medicine’s response to child sexual abuse 
and the challenges of such.

2. 	Provide an overview of the systems challenges and community 
response still needed to address the issue and prevention of child 
sexual abuse.

2.	 Understanding the “Disease of Sexual Victimization”

3. 	Develop an appreciation for the role and responsibility of the primary 
care physician in addressing sexual abuse within there practices.



Martin A. Finkel, DO, FAAP
Medical Director 
Professor of Pediatrics



James M. Watson, M.D., D.O. Memorial Lecture

• D.O. in 1915, Los Angeles college

•M.D. in 1924, University of Bern 

•Chief of the Osteopathic section of the Parent Teachers Association 
Clinic of Los Angeles

•1928 Chief of Osteopathic pediatric services at  newly opened Los 
Angeles County Hospital 

•Formed the first Osteopathic pediatric practice group which formed 
the nidus of leaders that founded the ACOP, developed the certifying 
board and directed the activities of the College



James M. Watson, MD, DO Memorial Lecture

•Colleague Dr. Magrill described Dr. Watson: “as a source of 
inspiration to all who came in contact with him. He devoted 
himself to pediatrics and was truly the father of the Pediatric 
College. His wisdom and counseling served to stimulate interest 
in our group among the newer and older members”



Child sexual abuse the emergence of new “disease”



A historical & developmental perspective on medicines discovery of a 
”new disease”

• What were the forces which created 
an environment to facilitate this 
discovery?

– 1962 C. Henry Kempe, MD paper: The 
Battered Child Syndrome in Pediatrics 
paved the way

– 1978 Kempe paper: Sexual abuse another 
hidden pediatric problem, Pediatrics

– Parallel developments in social work, 
mental health, rape crises movement, law

– AAP Section on CAN formed in 1989

“Finally we cannot neglect the fact, that at a  
time which was particularly full of intellectual 
and technical ferment, medicine also benefited 
from a more favorable climate for observing 
reality and spreading of  new ideas”

15th & 16th centuries, Zanobbiu



A historical & developmental perspective on medicines discovery of a 
“new disease”

• What happens when a new 
“disease” is discovered?

“Public admiration is mixed with suspicion, as 
expenditures and expectations rise, 
simultaneously with calls for regulation and 
accountability”
Pellegrino 1979



A historical & developmental perspective on medicines discovery of a 
”new disease”

• Describing a new clinical entity
– observations of clinical cases by individual physicians
– grouping of cases with similar symptoms into classes 

leads to recognition of clinical entities
– pursuit of treatment modalities
– evaluation of therapeutic efficacy The disease of sexual 

victimization

“ The scientist takes off from the manifold observations of 
predecessors, and shows his intelligence , if any , by his 
ability to discriminate between the important and the 
negligible, by selecting here and there the significant 
stepping stones that will lead across the difficulties to new 
understanding. The one who places the last stone and steps 
across to the terra firma of accomplished discovery gets all 
the credit. Only the initiated know and honor those whose 
patient integrity and devotion to exact observation have 
made the last step possible”

Zinsser, 1940



A historical & developmental perspective on medicines discovery of a 
”new disease”

• Physicians begin to conduct 
examinations of alleged child 
sexual abuse victims

– motivated by desire to understand the 
medical sequel to sexual abuse

– grapple with the interpretation of findings
– search for ways of improving visualization 
– searching for ways to preserve and 

objectively document observations

• Wading into unchartered waters
– Any physician examining a child for 

sexual abuse in decades of the late 
70’s and early 80’s was a pioneer

• few colleagues to validate 
observations

• minimal literature to guide physicians
• no diagnostic criteria



A historical & developmental perspective on medicines discovery of a 
”new disease”

• Child protection and law 
enforcement communities seek 
alliance with medicine

– doctors share observations amongst colleagues and 
develop study groups sporadically around country

– doctors share observations with colleagues at 
increasingly frequent conferences on child abuse

– doctors show willingness to learn from colleagues 
in child protection, mental health and law

• Core of “Experts” surface
– Requisites to becoming an expert

• Willing to examine a patient who is alleged to 
have been sexually abused

• Overcome genitaphobia
• Developing working knowledge of sexual 

victimization and willing to take history from 
child victim

• Willing to enter the lions den to defend basis 
on which diagnosis is based



A historical & developmental perspective on medicines discovery of a 
”new disease”

Genitalia are placed under the 
microscope

“Where the telescope ends, the 
microscope begins. Which of the two 
has the greater view”
Victor Hugo,1830



Medical history in child sexual abuse

Obtaining a medical history and 
integration into the formulation 
of a medical diagnosis



Making the diagnosis

“The fruit of healing grows on the tree 
of understanding. Without diagnosis 
there is no rational treatment. 
Examination comes first, then judgment, 
and then one can give help.”

-Carl Gerhardt, 1873



Why the importance of the medical history?

“the patient who comes to us has a 
story that is not told, and which as a 
rule no one knows of. Therapy only 
really begins when we understand 
that wholly personal story. It is the 
patient’s secret, the rock against he 
is shattered. If I knew his secret 
story, I have the key to the 
treatment. The doctor’s task is to find 
out how to gain that knowledge.“

-Carl Gustav Jung, 1961





What is the gold standard for the best outcome following an 
investigation?

• Prosecution?

• Therapeutic?



Defining roles

• Whose information is better?
– LE, CPS, Medical
– Differing roles, differences in approach 

results  in obtaining information that 
is quantitatively and qualitatively 
different

• Why would LE object to doctors 
asking questions?
– Afraid of inconsistencies
– Defense cry’s foul when consistency 

amongst historians resulting in 
“layering on”



Factoid

It is inherently traumatic for 
children to have to recount 
the details of their 
experience and thus they 
should only have to tell it 
once.

• Basis for such?



Not the first step in making the diagnosis!



Who is this man?
What is his relevance to medicine?



Willie Sutton

Q: Why do you rob banks?

A: Because that’s where the money is.

Sutton’s Law: The idea of looking for the obvious, before going 
further a field, when diagnosing.



What is more likely to provide clarity and certainty to what a child 
might have experienced?

• Medical history
• Physical examination
• Laboratory tests
• Forensic evidence



The Medical Model of Diagnosis:
tried and true

• Understanding pathophysiology of a disease entity
• Understanding the clinical expression of a disease
• Developing clinical skills in eliciting medical history
• Formulation of a preliminary diagnostic impression
• Physical examination to confirm diagnostic impression
• Use of diagnostic tests to augment physical examination



Diagnosing and Treating Physician:
applying concept to child sexual abuse

• What does this mean in practical terms
– one of the important exceptions to hearsay

• How does one establish this relationship
• Documenting child's understanding of relationship



The Nuts & Bolts of the Medical History

 
 
 
 

   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Obtaining & documenting the medical History: principles

• Non leading, non suggestive developmentally appropriate 
interaction

• Medical history obtained whenever possible independent of 
caretaker

• Verbatim record of questions asked and child’s response



What is more difficult?

• Making sense of a child’s history
• Interpreting the physical findings

Both take considerable skill and the 
ability to recognize that there are 
limits to how definitive one can be.

It depends!!!!



What is more difficult?

• Few clinicians are skilled in obtaining medical histories 
regarding sexual victimization
– How two’s of asking questions in non-leading and not 

suggestive manner not well developed
• Medical documentation in CSA is generally inadequate

– Written and visual documentation frequently incomplete

Finkel, M.A. & Ricci, L.R. (1997). Documentation and 
preservation of visual evidence in child abuse. Child 
Maltreatment, 2(4), 322-330. 



Child Sexual Abuse:
Definition

•Sexual assault involving physical force when the child is a 
victim - the rape model

•Sexual contact or interaction between a child and another 
person of any age in which the child’s participation has been 
obtained through undue means such as threats, bribery, 
intimidation, enticement or coercion



Child Sexual Abuse:
Definition continued

“The involvement of dependent, developmentally immature 
children and adolescents in sexual activities which they do not 
fully comprehend, to which they are unable to give consent or 
that violate the social taboos of family roles.”



Why a medical examination?

To assess and address the medical and psychological impact of 
suspected sexual abuse

– Abnormality
– Normality

Every suspected child victim deserves the opportunity to have a 
comprehensive medical evaluation by a skilled and knowledgeable 
clinician



Components of a Diagnosis

• Medical history/verbal evidence 
• Medical evidence of injury
• Sexually transmitted disease
• Forensic evidence



Dynamics of Victimization:
Contextual framework

• 1. Engagement
• 2. Sexual interaction
• 3. Secrecy
• 4. Disclosure
• 5. Suppression





Disclosure

• Planned disclosure
• Accidental disclosure
• Elicited disclosure



Disclosure Phase: Accidental

• Neither the child nor the perpetrator prepared to share secret
• Revealed because of external circumstances

– Sexually stylized behaviors
– Spontaneous age inappropriate statements
– Observation by a third party
– Ano-genital trauma
– Sexually transmitted disease  
– Pregnancy



Disclosure Phase: Purposeful

• Conscious decision to tell
• Reason for disclosure
• Child’s expectation
• Planned intervention



Disclosure details

• Most kids never tell about those kinds of experiences why did 
you decide to tell? 

• What do you want to happen now that you told?
• Most kids find it difficult to tell about those kinds of 

experiences what made it so difficult for you to tell?
• How do you feel now that you told?
• If you could say something to the person who did that what 

would want to tell them?
• Whose idea was it to do this stuff?





Engagement Phase

• Access and opportunity
• Enticement
• Deception



Engagement

• Who was the person(s) who did something that just didn't seem 
ok?

• How do you know this person(s)? 
– What were the circumstances that allowed access? Caretaking 

role of individual?
• Where did this happen the first/subsequent/last time(s)?



Engagement

• When was the first/last time something happened?
-With young children who cannot provide specific date’s questions then try 

to relate an experience to an important life event such as a birthday, 
starting or ending school, a family trip, before or after a holiday help 
narrow the time.

• How often did it happen? Why did it stop?





Sexual Interaction Phase

• Progressive sequence - variable rate
• Interaction most consistent with child's developmental age
• Exposure - fondling - oral genital- penetration
• Most perpetrators have little intent to physically injure the child



Sexually Abusive Behaviors:
The Spectrum

• Genital exposure
• Observation of a child
• Kissing
• Fondling
• Masturbation
• Fellatio
• Cunnilingus

• Penile penetration of vagina 
and/or anus

• Digital penetration of vagina 
and/or anus

• Vulvar coitus
• Pornography



Sexual interactions and progression

• Did the person who did this have name for what he/she was 
doing?
– Coercion, deceit, threats, rewards and/or bribery

• What was the first thing the person did that just didn't seem 
ok? 
– Details of the first inappropriate sexual interactions and 

the progression of the sexual contact over time.



Sexual interactions and progression

• Questions that elicit specific details surrounding sexual 
interactions with a focus on signs and symptoms that may 
have medical significance and provide insight into the 
potential for physical injury or contracting an STD.

– When that (insert specific) happened how did that feel?
– Effect feelings/body or both?
– If physical discomfort bother while/after or both?
– Every feel that sensation before/again?
– Notice anything that made you know you were hurt?
– Clean afterward? 



Idiosyncratic Historical Details:

•Body image concerns

•Age inappropriate descriptions of        
sexual activities

•Post fondling dysuria

•Post sodomy burning

•Excited utterance





Girls Who Disclose Sexual Abuse:  What Do They Tell Us?

Introduction:  Idiosyncratic historical details provided by sexually 
abused girls help medical professionals diagnose abuse, yet little 
information is available about these.

Objective: Describe types and frequencies of urogenital 
symptoms/signs reported by girls who disclosed direct genital 
contact and explore factors associated with this reporting.  

Methods: We reviewed medical records of 3 to18-year-old girls 
who disclosed sexual abuse by direct genital contact for urogenital 
symptoms/signs, type of genital contact (oral, object, digital, or 
genital), time interval between last perpetrator contact and physical 
examination, age and sexual maturity at the time of last 
perpetrator contact, genital findings, and other medical diagnoses.  
Regression analyses were performed to determine factors most 
predictive of symptom/sign reporting.



Girls Who Disclose Sexual Abuse:  What Do They Tell Us? 

Results: 

Many girls reported multiple types of genital contact; 33% 
reported oral/object-genital contact, 72% reported digital-
genital contact and 55% reported genital-genital contact.  
Sixty percent of girls reported experiencing > 1 
symptom/sign; 53% of the total sample had genital pain, 
37% dysuria, and 11% genital bleeding. Symptoms/signs 
were highly associated with genital-genital contact: 48% of 
girls reporting genital-genital contact had dysuria compared 
to 25% of girls not reporting genital-genital contact, 72% 
had genital pain/soreness compared to 32% not reporting 
genital-genital contact, and 16% had  bleeding compared to 
4% of those not reporting genital-genital contact.  Using 
regression analysis, the strongest factor predictive of 
symptom reporting by girls was genital-genital contact. 



Girls Who Disclose Sexual Abuse:  What Do They Tell Us?

Conclusion:  Sexually abused girls who experienced direct 
genital contact frequently reported symptoms related to the 
abusive episode. These symptoms were most frequently 
reported with genital-to-genital contact. This information 
sheds some light on the mechanism of injury leading to 
symptom reporting and can be used to further study 
symptoms/signs reported by sexually abused girls compared 
to the general population.



IN or ON: 
Reconciling discrepancies

Determining the child's perception of their experience
– use of Ortho anatomic model

Addressing any discrepancy between child's perception 
and their examination findings
– educating the judge and jury



IN or ON: 
Reconciling discrepancies



Anal penetration

Dilation of Anal Sphincter 
with Downward Pressure by 

Convex Side of Penis

Midsagittal View of Anus



Secrecy Phase

• Primary task of perpetrator
• Eliminates accountability
• Enables repetition



Secrecy Phase: continued

• Child persuaded or pressured to maintain secret through:
– Rewards
– Embarrassment
– Fear of punishment
– Fear of abandonment or rejection
– Threats

• Elicit statements made to the child regarding secrecy, 
threats, intimidation and/or child's perceived consequences
– Did the person who did this want you to tell?

• Anticipatory guidance: substitute surprises for secrets







Suppression PhaseSuppression Phase

• Limits access, interaction and information
• Increasingly abusive verbal threats by perpetrator
• “Ganging up” on child to recant
• Perpetrator undermines credibility of child











Looking back



Formulating a Diagnosis: basic tenets

• Objectively state the facts
• Do not exaggerate the meaning of a particular finding
• Know the limitations of what can be said
• Do not co-mingle hearsay and clinician obtained history when 

formulating a diagnosis
• State limitations
• Presume that diagnosis will be challenged
• Make sure that every statement is defensible and rests on sound 

scientific footings 



Formulating a Diagnosis: 
basic tenets

• Utilize the diagnosis section to explain and educate those who will 
have access to the report

• Issues for which an explanation can be helpful 
– Why evidence does not exist when history of injury
– Why evidence does not exist when child states that an object 

was placed inside them
– How a child can acquire a sexually transmitted disease without 

genital to genital contact





Common Case Scenarios

• Medical history/behaviors are clear and descriptive of inappropriate 
sexual contact but no physical diagnostic residual is present. 

• Medical history/behaviors are clear and descriptive of inappropriate 
sexual contact with symptom-specific complaints reflective of 
genital and/or anal trauma.



Common Case Scenarios

• Medical history/behaviors are clear and descriptive of 
inappropriate sexual contact and physical diagnostic 
residual is present (i.e. acute/healed injuries, STD, other 
physical forensic evidence)

• Medical history/behaviors are suspicious and/or concerning 
that child either experienced something inappropriate 
and/or exposed to something inappropriate and the 
examination is without physical diagnostic residual.



Less Common Case Scenarios

•A child presents with a concern by a caretaker without 
historical or behavioral details to support the concern. 

•A sexually transmitted disease is diagnosed in a young child, 
and no explanation for how the child contracted the disease is 
evident following a complete investigation. 

•Upon examination, the clinician identifies a healed injury with 
no prior suspicion of abuse and for which no historical or 
behavioral indicators are presented. 



Less Common Case Scenarios

•Witnessed inappropriate sexual interactions without physical 
diagnostic residual.

•Medical findings that mimic sexual abuse upon evaluation 
are found to be associated with medical conditions and not 
the result of abuse.

•Concerns arising in family with custody/visitation 
arrangements in young child requiring genital care.

•A child presents with fabricated or misinterpreted behaviors 
and/or a history alleging sexual abuse. 



Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of 
inappropriate sexual contact but no physical diagnostic residual is 
present.

The medical history presented by this 9 y.o. white female 
reflects her experiencing progressive engagement in a 
variety of inappropriate sexual activities initially 
represented to her in a caring and loving context and 
progressing to utilize treats. Although she did not complain 
of experiencing any physical discomfort following the 
genital fondling, oral genital contact or the touching of her 
uncles genitalia she has expressed a concern which merits 
attention. She told me that she was worried that she 
thinks that people can tell that she had to do those 
disgusting things just by the way that people look at her. 
She also provided historical details  of contact with “icky 
stuff” coming from her uncles penis placing her at risk for 
contracting a sexually transmitted disease. I have 
evaluated her the possibility of such and will initiate 
treatment and follow-up should anything be positive.



Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of 
inappropriate sexual contact but no physical diagnostic residual
is present. cont...

Her physical examination does not demonstrate any acute or 
chronic residua to sexual contact nor would be anticipated to 
in light of the her denial of discomfort associated with the 
contact. Her body image concern is common among children 
who experience sexual abuse. I do not believe there is any 
alternative explanation for this child’s history of progressive 
engagement in sexual activities, threats to maintain secrecy, 
detailed description of a variety of sexually explicit 
interactions and concerns about body image other than from 
experiencing such. The most significant impact of sexual 
victimization is psychological. She should be seen 
immediately by a clinical child psychologist to assess the 
impact of her sexual victimization and develop a therapeutic 
plan. 



Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of inappropriate 
sexual contact with symptom-specific complaints reflective of 
genital and/or anal trauma.

This 5 y.o white female provided a detailed medical history 
reflecting genital to genital contact and discomfort associated with 
such. Although her perception of the genital to genital contact as 
demonstrated on an anatomic model of the genitalia involved 
penetration into her vagina, her examination indicates that any 
genital to genital contact that occurred was limited to the structures 
of the vaginal vestibule. Following the genital to genital contact she 
provided a history of discomfort in the form of dysuria. Her review 
of systems was negative for any alternative explanation for dysuria. 
The symptom of dysuria temporally related to the genital to genital 
contact reflects trauma to the periurethral area as a result of 
rubbing. The trauma incurred to the distal urethra was superficial 
and has since healed without residual as anticipated.



Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of inappropriate 
sexual contact and physical diagnostic residual is present (i.e.
acute/healed injuries, STD, other physical forensic evidence)

This 6 year old white female provided a clear and detailed history 
reflecting her experiencing genital to genital contact and being
coerced into placing her mouth on her fathers genitalia. The genital 
to genital contact was perceived by her to involve penetration into 
her vagina. She provided a history of bleeding and pain following 
the genital to genital contact. Although her disclosure of abuse
occurred 1 month following the last contact her physical 
examination demonstrates residual to such in the form of a healed 
transection of the posterior portion of the hymen extending to the 
base of its attachment. Cont…



Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of 
inappropriate sexual contact and physical diagnostic residual is
present (i.e. acute/healed injuries, STD, other physical forensic 
evidence) cont…

This finding is diagnostic of the residual to the introduction of a 
foreign body through the structures of the  vaginal vestibule, 
the hymenal orifice and into the vagina. She did not complain of
physical discomfort associated with the history of oral genital 
contact although she stated that the alleged perpetrator peed in
her mouth placing her at risk for a sexually transmitted disease.



Looking back











saturday,  April 12, 2008

6:00 - 6:50 am	 Fun Run / Walk—Forsyth Park

7:00 - 8:00 am	 Breakfast with Exhibitors / Posters

8:00 - 8:30 am	 Emeritus Lecture  
Then…and Now, A Reminiscence of 60 Years

	 Arnold Melnick, DO, FACOP

8:30 - 9:00 am	 Fit for Life

	 Peter B. Ajluni, DO

9:00 - 10:00 am	 Childhood Obesity: Where We Are and Strategies To Change 
Our Direction: Population-wide Determinants and Population-
wide Solutions

	 Karyl Thomas Rattay, MD, MS, FAAP, FACPM

10:00 - 10:30 am	 Break with Exhibitors / Posters

10:30 - 11:30 am	 Obesity Prevention and Treatment in Primary Care:
	 The “How To” in the Office
	 Sandra G. Hassink, MD

11:30 am - 12:30 pm	 Panel: Addressing the Obesity Epidemic Through an 
Integrated Health System Approach

	 Marta Diaz-Pupek, DO; Sandra G. Hassink, MD; 
Karyl Thomas Rattay, MD, MS, FAAP, FACPM

12:30 - 1:30 pm	 Lunch and Business Meeting

1:30 - 4:30 pm	 Conduit for Success

		  Session A	 Session B

	 1:30 - 2:30 pm	 Student Meeting	 Assessing Stress, Strain 
		  and Coping in Pediatrics  
		  and Combined Residents 
		  Lorraine Brewer, DO, FAAP

	 2:30 - 3:30 pm	 Students May	 National Residency Club 
	 Visit Exhibits	 Contract Negotiations  
		  Jennifer D. Burgar, JD

	 3:30 - 4:30 pm	 Resident Panel	 National Residency Club  
		  Organizational Meeting 
		  My Vietnam Pediatric  
		  Rotation, New and Old Virus 
		  Sarah MacLeish, DO

		  Students May Attend 	 Pediatrics in the Philippines 
	 NRC Meeting	 Nathanael S. Brady, DO

6:30 pm	R eception

7:30 pm	 Gala and Award Presentations  
Distinguished Service Award, Pediatrician of the Year Award, Student Club of the Year,

	 Research Grant Awards



SATURDAY,  april 12, 2008

8:00 - 8:30 am

Then…and Now, a Reminiscence of 60 Years
Arnold Melnick, DO, FACOP

The participant will:

1.	 Hear a personal review of the progress of the ACOP from the 
speaker’s perspective with the objective of providing a backdrop for 
where the ACOP is today.



SATURDAY,  april 12, 2008

8:30 - 9:00 am

Fit for Life
Peter B. Ajluni, DO

The participant will:

1. 	Discuss the similarities in the theme of the AOA and the ACOP. 

2. 	 Discuss the ways the AOA and ACOP can work together on this theme.

3. 	 Discuss the ways the AOA and ACOP can make a difference together 
against obesity.



SATURDAY,  april 12, 2008

9:00 - 10:00 am

Childhood Obesity: Where We Are and Strategies
To Change Our Direction: Population-wide Determinants

and Population-wide Solutions
Karyl Thomas Rattay, MD, MS, FAAP, FACPM

The participant will:

1.	 Describe the epidemiologic trends in overweight for children and 
adolescents

2.	 Specify the prevalence of overweight and obesity in children and 
adolescents, in both the population as a whole and in specific ethnic/racial 
groups, 

3.	 Distinguish between the definitions of “overweight” and “obesity” in the 
pediatric and adolescent populations

4.	 Describe the genetic, environmental, and developmental influences on the 
etiology of obesity

5.	 Understand and be able to consistently describe the 5-2-1-Almost None 
messages

6.	 Describe what is going on in Delaware in non-clinical settings (schools, 
child care and in the community) to support change on childhood 
overweight



SATURDAY,  april 12, 2008

10:30 - 11:30 am

Obesity Prevention and Treatment in Primary Care:
	 The “How To” in the Office

Sandra G. Hassink, MD

The participant will:

1.	 Discuss the key concepts of the new national recommendations for 
addressing childhood overweight and obesity

2.	 Discuss the key concepts of a clinical protocol

3.	 Describe the advantages and limitations of using the BMI-for-age charts 
as a screening tool to evaluate risk of overweight and overweight in 
children and adolescents

4.	 Detail the common co-morbidities associated with overweight and 
obesity in children and adolescents

5.	 Use the clinical protocol to screen or diagnose these conditions

6.	 Discuss strategies for management of comorbid conditions

7.	 Demonstrate behavior change strategies to promote healthy behaviors



Psychological MorbidityPsychological Morbidity
►►Additional psychological conditions Additional psychological conditions 

with may impact treatmentwith may impact treatment
ÁÁ ADHD/ADDADHD/ADD
ÁÁ Bipolar IllnessBipolar Illness
ÁÁ Adjustment DisorderAdjustment Disorder
ÁÁ Oppositional Defiant DisorderOppositional Defiant Disorder



Depression and ObesityDepression and Obesity
►► In adolescents 7In adolescents 7--12 grade depressed 12 grade depressed 

mood predicted followmood predicted follow--up obesityup obesity
►► Baseline obesity did not predict followBaseline obesity did not predict follow--up up 

depressiondepression
ÁÁ Data from the National LongitudinalData from the National Longitudinal Study of Study of 

Adolescent Health (Add Health), a nationally Adolescent Health (Add Health), a nationally 
representative,representative, comprehensive, schoolcomprehensive, school--based based 
study of youth in grades 7 to 12 study of youth in grades 7 to 12 

►► Elizabeth Goodman, MDElizabeth Goodman, MD*,*, et PEDIATRICS Vol. 110 et PEDIATRICS Vol. 110 
NoNo. . 3 September 2002, pp. 4973 September 2002, pp. 497--504504



Obesity Trajectory and Depression/ODDObesity Trajectory and Depression/ODD

►► Chronically obese children had significantly higher rates ofChronically obese children had significantly higher rates of
oppositional defiant disorder, and (for boys) depression. oppositional defiant disorder, and (for boys) depression. 
ÁÁ No difference among groups in gender, family structure, No difference among groups in gender, family structure, 

parenting style, family history of mental illness, drug abuse, parenting style, family history of mental illness, drug abuse, 
crime, or traumatic events. crime, or traumatic events. 

►► Chronic and childhood obesity were associated with Chronic and childhood obesity were associated with 
having uneducated parents and low family income. having uneducated parents and low family income. 
ÁÁ Study of children over a 4 year period in AppalachiaStudy of children over a 4 year period in Appalachia

►► Mustillo S et al PEDIATRICS Vol. 111 No. 4 April 2003, pp. Mustillo S et al PEDIATRICS Vol. 111 No. 4 April 2003, pp. 
851851--859859



Health related quality of lifeHealth related quality of life

►► Obese children and adolescents likelihood of Obese children and adolescents likelihood of 
having impaired health related quality of life 5.5 having impaired health related quality of life 5.5 
greater than healthy child/adolescentgreater than healthy child/adolescent
ÁÁ Reported lower pediatric health related quality of life Reported lower pediatric health related quality of life 

cores in all domains,cores in all domains, physical, psychosocial, physical, psychosocial, 
emotional, social,emotional, social, and school functioningand school functioning than than 
healthy children and adolescents  healthy children and adolescents  

►► Parents scores were even lower than children'sParents scores were even lower than children's



Health related quality of lifeHealth related quality of life

►► Obese children and adolescents with OSA Obese children and adolescents with OSA 
reported lower quality of life scores than reported lower quality of life scores than 
other obeseother obese childrenchildren

►► HealthHealth--related QOL did not vary by age, related QOL did not vary by age, 
sex, SES, or racesex, SES, or race

►► BMI BMI zz score among obese children and score among obese children and 
adolescents was inversely correlated adolescents was inversely correlated 
with physical functioning.with physical functioning.

►► Schwimmer JB,et alSchwimmer JB,et al JJAMA.AMA. 2003;289:18132003;289:1813--
1819. 1819. 





SATURDAY,  april 12, 2008

11:30 am - 12:30 pm

Panel: Addressing the Obesity Epidemic
Through an Integrated Health System Approach

Marta Diaz-Pupek, DO; Sandra G. Hassink, MD; 
Karyl Thomas Rattay, MD, MS, FAAP, FACPM

The participant will:

1.	 Discuss the 4 stages for addressing childhood obesity as outlined in 
the new recommendations

2.	 Discuss the Nemours Delaware approach and experience of 
addressing childhood overweight in the primary care setting 
(Prevention, Stage 1 and Stage 2)

3.	 Use tools for implementing the recommendations in the primary care 
setting

4.	 Discuss the experience of a Delaware physician in implementing 
practice changes and utilization of practice tools

5.	 Discuss the Nemours Delaware approach for addressing childhood 
overweight treatment (Stages 3 and 4)



SATURDAY,  april 12, 2008

1:30 - 2:30 pm

Assessing Stress, Strain and Coping in Pediatrics
and Combined Residents

Lorraine Brewer, DO, FAAP

The participant will:

1. 	See if stress and strain still exists post duty hour  
regulations. 

2. 	 See if there are differences in stress, strain and coping mechanisms by 
year of training or program.



Assessing, Stress, Strain Assessing, Stress, Strain 
and Coping in Pediatric and Coping in Pediatric 
and Combined Residentsand Combined Residents
Lorraine Brewer, DO, FAAP, FACOPLorraine Brewer, DO, FAAP, FACOP

Associate Director, Pediatric Residency ProgramAssociate Director, Pediatric Residency Program
Children’s Mercy Hospitals & ClinicsChildren’s Mercy Hospitals & Clinics

Assistant Professor of PediatricsAssistant Professor of Pediatrics
University of MissouriUniversity of Missouri--Kansas City School of MedicineKansas City School of Medicine



IntroductionIntroduction
ÂÂ Patient care Patient care 

responsibilities, the responsibilities, the 
work environment, and work environment, and 
complying with complying with 
educational and training educational and training 
requirements can requirements can 
contribute to contribute to 
occupational stress and occupational stress and 
strain among residents.strain among residents.



ÂÂ The term The term 
“resident” goes “resident” goes 
back to the days back to the days 
when trainees when trainees 
actually lived actually lived 
at the hospital.at the hospital.



ÂÂ Residents today are world travelers.  Residents today are world travelers.  
They have been to places to which They have been to places to which 
most of us only dream of going.most of us only dream of going.



ÂÂ Advocacy is important Advocacy is important 
to this generation of to this generation of 
trainees.  trainees.  

ÂÂ They are committed to They are committed to 
making a difference in making a difference in 
the lives of children the lives of children 
here and abroad.here and abroad.



ÂÂ In 2003 the ACME In 2003 the ACME 
established duty hour established duty hour 
regulations which limit regulations which limit 
the time residents the time residents 
spend in the hospital.spend in the hospital.11

ÂÂ Studies conducted since the implementation have Studies conducted since the implementation have 
focused on the attitudes toward the changes,focused on the attitudes toward the changes,22
workload and perceived learning,workload and perceived learning,33 and the effect and the effect 
of the regulations on the reduction of of the regulations on the reduction of 
sleeepiness.sleeepiness.44

1. 

BackgroundBackground

www.acgme.org, accessed 7-2-07.  2. Friedlander. Clin Ortho & Related Research, 
2006.  3. Haney et al. BMC Med J, 2006.  4. Surani et al. Sleep Med, 20007.

http://www.acgme.org/


ÂÂ In 1991, using instruments that assess mood, In 1991, using instruments that assess mood, 
hassles and coping, Archer et alhassles and coping, Archer et al55 concluded that concluded that 
time demands and indebtedness were major time demands and indebtedness were major 
stressors for residents.stressors for residents.

BackgroundBackground

5. Archer et al.  Academic Medicine, 1991.



ÂÂ Other studies described deterioration in vitality Other studies described deterioration in vitality 
and increased difficulty in carrying out daily and increased difficulty in carrying out daily 
activities because of physical and emotional activities because of physical and emotional 
problems during the first year of residencyproblems during the first year of residency66

BackgroundBackground

6. Raj et al. Canadian Med Assoc J, 2000.



ÂÂ A 1998 survey of interns found a high rate of A 1998 survey of interns found a high rate of 
perceived mistreatment (53%).perceived mistreatment (53%).77

ÂÂ Public humiliation and belittlement by more senior Public humiliation and belittlement by more senior 
residents on >3 occasionsresidents on >3 occasions

ÂÂ Sexual harassment experienced by 15.3% of males Sexual harassment experienced by 15.3% of males 
and 63% of females on at least one occasion and 63% of females on at least one occasion 

BackgroundBackground

7. Sectish et al.  Pediatrics, 2004.



ÂÂ AlexanderAlexander88 suggested in 1985 that the reduction suggested in 1985 that the reduction 
in erratic work hours and sleep deprivation in erratic work hours and sleep deprivation 
could be an effective coping strategy.could be an effective coping strategy.

BackgroundBackground

8. Alexander et al. J Med Ed, 1985



ObjectiveObjective

ÂÂ The  primary objective of our study was to The  primary objective of our study was to 
assess resident stress, strain and coping in the assess resident stress, strain and coping in the 
post duty hour regulation era.post duty hour regulation era.

ÂÂ Secondary objectives were to determine if there Secondary objectives were to determine if there 
are differences among Pediatric and Med/Peds are differences among Pediatric and Med/Peds 
residents based on year of trainingresidents based on year of training



Materials & MethodsMaterials & Methods

ÂÂ Participation of Pediatric and Med/Peds Participation of Pediatric and Med/Peds 
residents in this IRB approved study was residents in this IRB approved study was 
ÂÂ VoluntaryVoluntary
ÂÂ Did not affect their status in the Did not affect their status in the 

residency programresidency program



Occupational Stress Occupational Stress 
Inventory Inventory -- Revised (OSIRevised (OSI--R)R)99

Occupational Roles (Stress)Occupational Roles (Stress)
--Role Overload (RO)Role Overload (RO)
--Role Insufficiency (RI)Role Insufficiency (RI)
--Role Ambiguity (RA)Role Ambiguity (RA)

Personal StrainPersonal Strain
--Vocational Strain (VS)Vocational Strain (VS)
--Psychological Strain (PSY)Psychological Strain (PSY)
--Interpersonal Strain (IS)Interpersonal Strain (IS)
--Physical Strain (PHS)Physical Strain (PHS)

Personal Resources (Coping)
--Recreation (RE)Recreation (RE)
--Social Support (SS)Social Support (SS)
--Self Care (SC)Self Care (SC)
--Rational/Cognitive (RC)Rational/Cognitive (RC)

140 item 140 item LikertLikert scale instrument, scale instrument, 
3 Domains with 14 subscales3 Domains with 14 subscales

--Role Boundary (RB)Role Boundary (RB)
-Responsibility (R)  Responsibility (R)  
-Physical Environment (PE)Physical Environment (PE)

9. Osipow. Psychological Assessment Resources, 1998.



CopingCoping
Strong copingStrong coping
Average copingAverage coping
Mild deficit copingMild deficit coping
Lack of coping skillsLack of coping skills

Good

↓
Bad

ÂÂ The raw scores were converted to TThe raw scores were converted to T--scores scores 
and then categorized into 4 levels of stress & and then categorized into 4 levels of stress & 
strain and coping abilitystrain and coping ability

Occupational Stress Occupational Stress 
Inventory Inventory -- Revised (OSIRevised (OSI--R)R)

Stress & Strain (S&S)Stress & Strain (S&S)
Relative absence of S&SRelative absence of S&S
Normal S&SNormal S&S
Mild maladaptive S&SMild maladaptive S&S
Maladaptive S&SMaladaptive S&S



Occupational Roles (Stress) &  Occupational Roles (Stress) &  
Personal Strain (Strain) QuestionnairesPersonal Strain (Strain) Questionnaires

TT--ScoresScores

>70>70
strong probability of maladaptive stress, strong probability of maladaptive stress, 
debilitating strain, or both; debilitating strain, or both; 
reported in ~ 2% of the normative samplereported in ~ 2% of the normative sample

6060––6969 mild levels of maladaptive stress and strainmild levels of maladaptive stress and strain

4040––5959 within one standard deviation of the mean within one standard deviation of the mean 
(interpret as normal)(interpret as normal)

<40<40 relative absence of occupational stress or relative absence of occupational stress or 
psychological strainpsychological strain



Personal Resources QuestionnairePersonal Resources Questionnaire

TT--ScoresScores

<30<30 Significant lack of coping resourcesSignificant lack of coping resources

3030--3939 Mild deficits in coping skillsMild deficits in coping skills

4040--4949 Average coping resourcesAverage coping resources

>50>50 Increasingly strong coping resourcesIncreasingly strong coping resources



Results     Results     
Demographics (N=54)Demographics (N=54) N (%)N (%)

Year BornYear Born 1946 1946 –– 19641964
1965 1965 -- 19791979

1980 1980 –– PresentPresent

1 (2)1 (2)
41 (76)41 (76)
12 (22)12 (22)

Year of ResidencyYear of Residency 11stst Year PedsYear Peds
22ndnd Year PedsYear Peds
33rdrd Year PedsYear Peds

All Years Med/PedsAll Years Med/Peds

SingleSingle
Relationship/Married No ChildrenRelationship/Married No Children

Married with Child/ChildrenMarried with Child/Children

MaleMale
FemaleFemale

< $50,000< $50,000
$50,000 $50,000 -- $100,000$100,000

$100,000 $100,000 -- $200,000$200,000
$200,000 $200,000 -- $300,000$300,000

19 (35)19 (35)
14 (26)14 (26)
14 (26)14 (26)
7 (13)7 (13)

Marital StatusMarital Status 20 (36)20 (36)
17 (32)17 (32)
17 (32)17 (32)

GenderGender 17 (32)17 (32)
37 (68)37 (68)

Current Medical School LoansCurrent Medical School Loans 7 (13)7 (13)
4 (7)4 (7)

32 (59)32 (59)
11 (21)11 (21)



Medical School Loan DebtMedical School Loan Debt
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Most Problematic Stress & StrainMost Problematic Stress & Strain
Stress and StrainStress and Strain CopingCoping

Peds Peds 
PGYPGY--11

Physical and Psychological Strain,Physical and Psychological Strain,
Responsibility, Role Overload,Responsibility, Role Overload, Role Role 
AmbiguityAmbiguity

Self Care, Self Care, 
Rational CognitiveRational Cognitive

Peds Peds 
PGYPGY--22

Physical and Psychological Strain, Physical and Psychological Strain, 
Responsibility, Role Overload,Responsibility, Role Overload,
Interpersonal StrainInterpersonal Strain

Self Care, Self Care, 
Rational CognitiveRational Cognitive

PedsPeds
PGYPGY--33

Physical and Psychological Strain, Physical and Psychological Strain, 
Responsibility,Responsibility, Role Overload, Role Overload, Role Role 
BoundaryBoundary

Self Care, Self Care, 
Rational CognitiveRational Cognitive

Med/PedsMed/Peds
PGY 1PGY 1--44

Physical and Psychological Strain, Physical and Psychological Strain, 
Responsibility,Responsibility, Role Overload, Role Overload, 
Interpersonal StrainInterpersonal Strain

Self Care, Self Care, 
Rational CognitiveRational Cognitive

Common themes are bolded.



Results:Results:
Occupational Roles (Stress)Occupational Roles (Stress)

ÂÂ Over 10% of the residents reported mild to Over 10% of the residents reported mild to 
strong maladaptive stress scores for half of the strong maladaptive stress scores for half of the 
six subscales. (Role Overload, Role Boundary, six subscales. (Role Overload, Role Boundary, 
Responsibility); with 44% having mild to strong Responsibility); with 44% having mild to strong 
maladaptive Tmaladaptive T--scores for the Responsibility scores for the Responsibility 
scale. scale. 



ÂÂ Some residents reported mild to maladaptive Some residents reported mild to maladaptive 
strain for all of the subscales.  strain for all of the subscales.  

ÂÂ Over 20% of the residents reported maladaptive Over 20% of the residents reported maladaptive 
scores for scores for PscyhologicalPscyhological Strain and 37% Strain and 37% 
reported maladaptive scores for Physical Strain.reported maladaptive scores for Physical Strain.

ÂÂ The Interpersonal Strain subscale had 10 The Interpersonal Strain subscale had 10 
missing responses with the majority in the PGYmissing responses with the majority in the PGY--
1 year.1 year.

Results:Results:
Personal Strain (Strain)Personal Strain (Strain)



ÂÂ Least effective coping scores were in the Self Least effective coping scores were in the Self 
Care (26%) and the Rational/Cognitive (11%) Care (26%) and the Rational/Cognitive (11%) 
subscales.subscales.

ÂÂ 98% of the residents reported average to strong 98% of the residents reported average to strong 
coping resources for the Recreation and Social coping resources for the Recreation and Social 
Support subscales.Support subscales.

Results:Results:
Personal Resources (Coping)Personal Resources (Coping)



Maladaptive Level Maladaptive Level –– Percentage of Percentage of 
ResidentsResidents
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ÂÂ The OSIThe OSI--R allowed us to identify the most R allowed us to identify the most 
common sources of stress, the most prominent common sources of stress, the most prominent 
areas of personal strain, and to assess our areas of personal strain, and to assess our 
residents’ success in developing coping residents’ success in developing coping 
mechanisms.mechanisms.

ÂÂ Guided by our results, trained facilitators held  Guided by our results, trained facilitators held  
focus groups to further explore common focus groups to further explore common 
themes.  Residents were grouped by class and themes.  Residents were grouped by class and 
program.program.

ResultsResults



ÂÂ Residents’ views on responsibility varied by year Residents’ views on responsibility varied by year 
of training.  Interns felt the strongest personal of training.  Interns felt the strongest personal 
responsibility for care of patients.responsibility for care of patients.
ÂÂ “It’s a personal responsibility “It’s a personal responsibility –– more than a job responsibility.  more than a job responsibility.  

I check up on people when I go home.  Really…if you do that, I check up on people when I go home.  Really…if you do that, 
the next morning is not so bad”the next morning is not so bad” PGYPGY--11

Occupational Roles (Stress):Occupational Roles (Stress):
ResponsibilityResponsibility



ÂÂ PGYPGY--3s and MP3s and MP--4s felt responsible for team 4s felt responsible for team 
members as well as patients.members as well as patients.
ÂÂ “You are responsible for what those under you do and when “You are responsible for what those under you do and when 

you have an intern that you don’t trust, it is scary.”you have an intern that you don’t trust, it is scary.”

Occupational Roles (Stress):Occupational Roles (Stress):
ResponsibilityResponsibility



ÂÂ ““You never let it go.  Even at home, in my sleep or on that You never let it go.  Even at home, in my sleep or on that 
one day off a month, I think about what I should have done, one day off a month, I think about what I should have done, 
or what I did.  It’s like constantly swimming.”or what I did.  It’s like constantly swimming.” PGYPGY--22

ÂÂ “I guess I thought there would be more learning, I feel like I “I guess I thought there would be more learning, I feel like I 
am responsible for  what I learn and I think someone else am responsible for  what I learn and I think someone else 
should take care of that and be sure I am learning everything I should take care of that and be sure I am learning everything I 
need to know.”need to know.” PGYPGY--22

Occupational Roles (Stress):Occupational Roles (Stress):
ResponsibilityResponsibility



ÂÂ Occurred due to the transition from student to Occurred due to the transition from student to 
resident for PGYresident for PGY--1s. 1s. 

ÂÂ The struggle between faculty and resident roles The struggle between faculty and resident roles 
was a contributing factor for the supervising was a contributing factor for the supervising 
residents.residents.
ÂÂ “You are stuck in the middle between the other residents and “You are stuck in the middle between the other residents and 

the attending.  You have to hope you do the right thing and the attending.  You have to hope you do the right thing and 
that it all works out”that it all works out” PGYPGY--22

Occupational Roles (Stress):Occupational Roles (Stress):
Role AmbiguityRole Ambiguity



ÂÂ Financial responsibilities were a common theme Financial responsibilities were a common theme 
as a source of stress in all groups contributing to as a source of stress in all groups contributing to 
Role Overload.Role Overload.
ÂÂ “It’s hard to take care of things when you are here all the “It’s hard to take care of things when you are here all the 

time.  I had trouble with my loans, and was faxing everything time.  I had trouble with my loans, and was faxing everything 
to the NICU to get it straightened out.  I was on critical and to the NICU to get it straightened out.  I was on critical and 
don’t have regular business hours. So don’t have regular business hours. So –– how do you take care how do you take care 
of these things?”of these things?” Med/Peds residentMed/Peds resident

Occupational Roles (Stress):Occupational Roles (Stress):
Role OverloadRole Overload



ÂÂ Physical Strain was almost unanimously related Physical Strain was almost unanimously related 
to length of time worked. to length of time worked. 
ÂÂ “Physically I am tired and exhausted.  I cannot get beyond “Physically I am tired and exhausted.  I cannot get beyond 

that.”that.” PGYPGY--33
ÂÂ “I have slept in the car in the garage before driving home.  I “I have slept in the car in the garage before driving home.  I 

just did not think I would make it otherwise and I knew I just did not think I would make it otherwise and I knew I 
would not get any sleep if I stayed here.”would not get any sleep if I stayed here.” PGYPGY--22

ÂÂ “When I am tired and alone, it just makes everything that “When I am tired and alone, it just makes everything that 
happens seem ten times worse.”happens seem ten times worse.” PGYPGY--33

Personal Strain (Strain):Personal Strain (Strain):
Physical StrainPhysical Strain



Personal Resources (Coping)Personal Resources (Coping)

ÂÂ Least effective coping skills were present in the Least effective coping skills were present in the 
areas of Self Care and Rational/Cognitive.areas of Self Care and Rational/Cognitive.
ÂÂ “There is no way and not time to do anything else.  I eat “There is no way and not time to do anything else.  I eat 

wrong when on call, I never exercise and don’t go to the wrong when on call, I never exercise and don’t go to the 
bathroom until I absolutely have to.”bathroom until I absolutely have to.” PGY2PGY2



ÂÂ Support for and from each other were noted in Support for and from each other were noted in 
the groups.the groups.
ÂÂ “We work together as a team.”“We work together as a team.” PGYPGY--11
ÂÂ “Right now, these guys are my friends, I see no one else.”“Right now, these guys are my friends, I see no one else.”

PGYPGY--33

Personal Resources (Coping)Personal Resources (Coping)



ÂÂ In the PGY 2 focus group they almost In the PGY 2 focus group they almost 
unanimously stated that if they had to do it over unanimously stated that if they had to do it over 
again, they would have chosen a different career.again, they would have chosen a different career.
ÂÂ “I know why I started this…but it seems blurry to me now.  “I know why I started this…but it seems blurry to me now.  

I don’t think it is worth it.”I don’t think it is worth it.” PGYPGY--22

ResultsResults



ConclusionsConclusions

ÂÂ Occupational stress and personal strain Occupational stress and personal strain 
persists after the introduction of duty hour persists after the introduction of duty hour 
regulations and exists among residents regulations and exists among residents 
at all levels of training. at all levels of training. 

ÂÂ External factors such as medical school debt External factors such as medical school debt 
add to a resident’s level of personal strain.add to a resident’s level of personal strain.

ÂÂ The sense of responsibility varies from The sense of responsibility varies from 
year to year.year to year.



ÂÂ Intervention programs to improve residents Intervention programs to improve residents 
feelings of stress and strain must include feelings of stress and strain must include 
considerations for financial counseling and considerations for financial counseling and 
variation between years of training.variation between years of training.

ÂÂ Further research should explore the Further research should explore the 
relationships between personal debt, relationships between personal debt, 
occupational stress and poor coping skills to occupational stress and poor coping skills to 
feelings of regret over choosing a career in feelings of regret over choosing a career in 
medicine.medicine.

ConclusionsConclusions



SATURDAY,  april 12, 2008

2:30 - 3:30 pm

Contract Negotiations
Jennifer D. Burgar, JD

The participant will:

1. 	 Introduce the audience to the nature of medical contracts. 

2. 	 Introduce the audience to the negotiable components of the contract.
3. 	 Introduce the audience to the successful completion of a contract.



SATURDAY,  april 12, 2008

3:30 - 4:30 pm

My Vietnam Pediatric Rotation, New and Old Virus
Sarah MacLeish, DO

The participant will:

1. 	Be aware of the condition of pediatric health care in Vietnam.

2. 	Be aware of the clinical presentation, diagnosis, and treatment of 
Dengue fever.

3. 	Be aware of the clinical presentation, diagnosis, and treatment of 
Enterovirus 71 Hand, Foot, Mouth disease.



SATURDAY,  april 12, 2008

3:30 - 4:30 pm

Pediatrics in the Philippines
Nathanael S. Brady, DO

The participant will:
TBD



SUNDAY,  April 13, 2008

7:30 am - 8:00 am	 Emeritus Breakfast Lecture  
Pediatrics – How We Have Changed

	 Benjamin L. Cohen, DO, FACOP

8:00 am - 9:00 am	 Depression

	 Deborah O. Mulgrew, DO

9:00 am - 10:00 am	 Eating Disorders

	 Deborah O. Mulgrew, DO

10:00 am - 11:00 am	 Conduit for Success – General Session
	 Pediatric OMT (POMT) Training  

for Students/Residents/Fellows

	 Robert W. Hostoffer, Jr., DO, FACOP

11:00 am	 Adjournment



SUNDAY,  april 13, 2008

7:30 - 8:00 am

Pediatrics - How We Have Changed
Benjamin L. Cohen, DO, FACOP

The participant will:

1.	 Hear a personal review of the progress of the ACOP from the 
speaker’s perspective with the objective of providing a backdrop for 
where the ACOP is today.



SUNDAY,  april 13, 2008

8:00 - 9:00 am

Depression
Deborah O. Mulgrew, DO

The participant will:

1.	 Be able to describe the signs and symptoms of pediatric depression.

2.	 Be able to list the pharmacologic and non-pharmacologic treatment 
options.

3.	 Be able to formulate an appropriate treatment plan.



SUNDAY,  april 13, 2008

9:00 - 10:00 am

Eating Disorders
Deborah O. Mulgrew, DO

The participant will:

1.	 Be able to recognize the signs and symptoms of pediatric eating 
disorders.

2.	 Be able to describe the salient features of anorexia nervosa and 
bulimia.

3.	 Be able to list appropriate treatment options for pediatric eating 
disorders.

4.	 Be able to formulate an appropriate treatment plan.



SUNDAY,  april 13, 2008

10:00 - 11:00 am

Pediatric OMT (POMT) Training
for Students/Residents/Fellows
Robert W. Hostoffer, Jr., DO, FACOP

The participant will:

1. 	Be introduced to the basic pediatric OMT that is applicable to the office 
setting.

2. 	Be introduced to the use of the POMT module as a training device for 
students and residents.

3.	 Be introduced to the use of OMT in pediatric respiratory disorders.

4. 	Be introduced to neonatal OMT and neonatal anatomy.
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