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Introduction

Welcome to the Community Health Improvement Center. We are very happy that you have chosen us for your primary care needs. Our mission at CHIC is to provide affordable and accessible quality health care services to the medically underserved population of Macon County.

The purpose of this packet is to introduce you to our pediatric services, to provide you with information about what to expect with your pediatric office visits, and to provide you reference for certain pediatric health-related situations. We hope to continually update this packet (and provide it online), so please offer your suggestions and check often for updated versions. If you have questions, please look at this packet, before calling. You may find what you need here, but if after looking, you are still concerned please do not hesitate to give us a call. The most current version will always be available online (http://www.chic-clinic.org).
Office Information

Address:





General Clinic Hours:
Community Health Improvement Center

Monday – Friday, 8 am to 5 pm

2905 North Main Street



Extended hours throughout the week

Decatur, Illinois 62526

Phone: 217-877-9117

Web: http://www.chealthctr.org
Insurance and Payments:

C.H.I.C. accepts Medicaid (including Kid Care and All Kids), Medicare, Township, some private health insurances, and IL Breast & Cervical Cancer and Stand Against Cancer programs. No patient desiring to be seen is ever turned away for an inability to pay.
Pediatric Providers:

Colleen Bowles, DO

Yetunde Bucknor, MD

Vineeta Chandra, MD

Christopher Hebertson, MD

Lisa Smith, PNP

Sandra Yockey, MD
After Hours:
Please know that we want to be available to you whenever your child is in need. If you have concerns during hours when the clinic is not available, please review this packet. In most cases, issues can wait until the following morning. Our hope is that reviewing the information in this packet will help direct your decision making. If you want your child to be seen immediately we would recommend one of the local emergency rooms or urgent care centers (see more in “emergencies” section). If the issue is a clear emergency, do not hesitate to activate 911 or take your child to the closest emergency department. If your concern is urgent and not resolved by the information found in this packet, call the clinic at 877-9117 and your call will be forwarded to the on-call provider. If you have any problems with the after-hours messaging service, please let us know.
------------------------------------------------------------------------------------------------------------
Acute Care Visits

Acute-care office visits are defined as 15-20 minute appointments where “acute” medical needs are addressed (i.e. colds, ear infections, GI complaints, etc.). Please make every effort to treat these encounters as they are intended to be. If your concerns require more time for evaluations/education (i.e. chronic medical condition, ADHD concern, etc.), please be prepared that we may ask you to reschedule an appointment with us that would give us more time to meet your child’s needs. With that being said, please do not hesitate to bring up ANY concerns you may have during any visit. 
Every effort will be made to set up same-day appointments for acute medical care visits. During the busier winter months appointment slots may not be readily available, but we will make every effort to see your child in a timely matter. Do not delay necessary medical care, but please review the information in this packet, ask to speak with your primary provider, or leave a message with their nurse before making a trip to the emergency room (unless it is a clear emergency).  
------------------------------------------------------------------------------------------------------------
Newborn Visits

These visits are initial check-ups with your newborn infant. We are sure you will have a ton of questions. We always encourage both parents to attend this initial visit together, and bring a list of any questions you may have with you. In addition to the newborn check, we will also discuss how the clinic operates. Please bring any documentation you were given from the birth hospital with you to this visit.
------------------------------------------------------------------------------------------------------------
Well Child/Adolescent Visits
The focus of the well child and adolescent visit is continued observation of your child’s development and growth. The recommend well child exam intervals are: 2 months, 4 months, 6 months, 9 months, 12 months, 15 months, 18 months, 2 years, 3 years, 4 years, 5 years, 6-7 years, 8-10 years, 11-12 years, 13-15 years, and 16-18 years. Again, we encourage both parents to attend and to bring a list of any questions you may have with you.

------------------------------------------------------------------------------------------------------------
Part II - Emergencies
Always remember that if you feel that your child is in danger or is need of immediate medical attention, call 911. Furthermore, remember that you know your child better than anyone else. If you have a concern and you want him/her to be seen immediately, you always have the option to go to your nearest emergency room for evaluation.  Please keep us informed when your child has received emergency care.

Area Emergency Departments
Decatur Memorial Hospital




St. Mary’s Hospital
2300 North Edward Street




1800 East Lakeshore Drive
Decatur, Illinois





Decatur, Illinois 62521
217-876-2900






217-464-2966

Illinois Poison Control Center
1-800-222-1222

Area Urgent Care Centers (Only for Non-Emergent Needs)

DMH Express Care North




DMH Express Care West

3131 N. Water Street





1663 W. King St.

Decatur, IL 62526





Decatur, IL 62522

217-876-5320






217-876-5820

DMH Express Care East




DMH Express – Corporate
4847 US Route 36 East, Suite B (near Mt. Zion)

2120 North 27th St
Decatur, IL 62521





Decatur, IL 62526
217-864-6505






217-876-4940
------------------------------------------------------------------------------------------------------------
Part II – Emergencies - Dehydration, Severe

Dehydration in infants/children can occur quickly and no matter how much you try to keep your child hydrated (see the Decreased Fluid Intake section) there are times he/she may need intravenous (IV) hydration. Dehydration in infants/children can occur with any illness (vomiting, diarrhea, colds causing decrease intake, etc). If your child has any of the below symptoms of severe dehydration activate EMS or take him/her to the closest emergency department.

Signs of severe dehydration include:

· Very irritable to lethargic mental status
· Intense thirst
· Very dry mucus membranes (mouth, tongue, etc.)
· Absent tears and sunken eyes
· Capillary refill (the amount of time it takes normal skin color to return after pushing on it with your thumb) >4 seconds
· Very decreased urine production (>8 hours for infants, >12 hours for children) or absent urine production 
------------------------------------------------------------------------------------------------------------
Part II – Emergencies - Respiratory Distress

During the winter months, respiratory distress is one of the most common reasons parents take their young children to the emergency department. Children in severe distress need to be taken to the ER immediately, or call 911. 
 Respiratory distress is defined by the following:
· Difficult or labored breathing is also known as respiratory distress

· Respiratory distress usually progresses from mild to severe, but sometimes it can occur very rapidly

· Mild distress – rapid breathing rate

· > 60 times/minute if less than 2 months
· > 50 times/minute if between 2 months and 12 months
· > 40 times/minute if between 1 to 5 years

· > 30 times/minute if between 6 to 12 years

· > 20 times/minute if more than 12 years old

· Moderate distress

· Rapid and labored (heavy) breathing rate

· Retractions (child’s ribs or neck muscles are seen when they breath)

· Flaring of the nostrils with each breath

· Grunting heard when infant exhales

· Severe distress

· Severe retractions and difficulty breathing

· Child may develop weak, slow breathing or child may stop breathing

· Child may develop a blue color to skin (around mouth or hands/feet)

------------------------------------------------------------------------------------------------------------
Part II – Emergencies - Seizures

During a seizure, most children lose consciousness, fall down, become stiff, and have jerking of the arms and legs. In children, they can generally be classified as febrile (occurring with a fever) or non-febrile. Witnessing your child having a seizure can be very disturbing; however, please know that in most cases your child will be fine. Remember to try and remain calm. Call 911 for seizures lasting more than 3-5 minutes and take them to the ER for evaluation or call the clinic for advice.
------------------------------------------------------------------------------------------------------------
Part III – Questions Concerning Newborns and Infants

It is completely normal to have multiple questions about caring for your newborn baby and infant. This is true regardless if you are new parents, or well trained. One universal rule we always tell parents is that every baby is unique. Not every baby has the same needs and responds in the same manner, so take the advice that grandparents, friends, family, and physicians will be offering with this in mind. Ultimately, as a parent, you will know your baby better than anyone. If something doesn’t feel right, or in the same way if something does feel right, learn to rely on this intuition. 
If you ever have questions, or concerns, hopefully you will find resources in this packet to help when we are not available. Always feel free to call if you are having concerns about your newborn or young baby.
------------------------------------------------------------------------------------------------------------
Part III – Feeding

Feeding issues are often the biggest concern for new parents. In this section, we will discuss some basics about feedings. In general, remember that babies should receive all that they need to adequately grow from the breast and bottle until 12 months of age.

Poor feeding is often the first and most sensitive measure if your child is very ill. The reverse is also true – if your baby is ill, but continues to feed (even though it may be less) the illness is probably going to be mild.

Part III – Bottle Feeding – Breast feeding is the optimal source of nutrition for your baby, but commercial formulas are perfectly acceptable
1. Formula preparations

a. Three main types – milk-protein, soy-protein, and elemental formulas

b. There is little difference between brands (any brand will be adequate)

c. Three preparations – powder, concentrated liquid, and ready-to-serve

i. Concentrated – mix 1:1 with water

ii. Ready-to-feed – do not add water

iii. Powdered – mix 2 oz of water with each “scoop” of formula
2. Switching formulas and milk allergies

a. Please avoid switching formula types without speaking with us

b. Switching to soy is sometimes needed for the following:

i. Cow’s milk allergy – usually manifested as blood in the stool

ii. Acquired lactase deficiency with severe diarrhea

iii. Vegetarianism

c. Switching formula for excessive crying, spitting, or gas is rarely helpful

3. Whole cow’s milk, 2% milk, and skim milk

a. Avoid whole cow’s milk prior to 12 months of age

b. Avoid 2% and skim milk prior to 2 years of age

4. Vitamins and iron

a. Use iron fortified formula to prevent anemia

b. Iron-fortified formulas contain all the vitamins requirements needed

c. Fluoride supplementation is needed if you do not use city water
5. Water to mix with formula

a. Most city water is safe for formula preparation

b. Run the cold water for 1 minute, and then heat to room temperature

c. Use distilled, bottled, boiled (10 minutes), or filtered water if:

i. Child is immunocompromised

ii. Untested well water or city water with recent contamination

iii. When preparing a batch of formula

6. Extra water

a. Babies do not need extra water, formula contains all they need

b. Excessive water can rarely cause seizures

c. Do not give any water the first month of life

7. Amount of feeds

a. Average amount a baby takes per feed is weight/2 (i.e. 8 pound baby should not be given more than 4 ounces a feeding)
b. Average amount a baby takes over 24 hours is weight x 2 (i.e. 8 pound baby should take about 16 ounces over 24 hours)

c. It is normal for your baby’s appetite to change throughout the day. 
d. If he/she stops feeding or loses interest, the feeding should be stopped.

e. Maximum amount of formula/day is about 32 ounces
f. Overfeeding can cause vomiting, diarrhea, or excessive weight gain
g. Discard any formula left in the bottle at the end of each feed

8. Frequency of feeds

a. Generally, feed your baby when they are hungry

b. Birth to 3 months – feed every 2-3 hours, then every 3-4 hours
c. Usually babies set their own schedule by 1 to 2 months of age

9. Length of feeds

a. Feedings should not take more than 20 minutes
b. If it takes longer, check the nipple – nipple should drip 1 drop/second
c. If the feedings continue to take longer than 20-30 minutes, let us know

10. Eliminating nighttime feedings
a. Newborns need to be feed 2-4 times/night
b. Babies usually stop their nighttime feedings by 3 to 4 months of age

c. Keep daytime feeds to at least 2 hours and gradually stretch to 3 hours

d. Awaken your baby if he/she naps longer than 3 hours to feed

e. Place your baby in the crib drowsy, but not asleep

f. Don’t bottle feed or rock until asleep

g. Make nighttime feedings “boring” (no lights, quick, and don’t talk)

11. Formula temperature

a. Most infants prefer formula at body temperature

b. Make sure formula is not so warm that it may burn your baby’s mouth

12. Formula storage

a. Should use right away or store in refrigerator for 48 hours maximum
b. Formula left at room temp for more than 1 hour should be discarded

13. Cereals and other solids

a. Babies should be given their first solid foods between 4 and 6 months

b. Start with cereals ( vegetables ( fruits (new item every 2-3 days)
c. Solids do not necessarily increase sleeping through the night

14. Burping

a. It is not harmful, it is not always necessary

b. It doesn’t decrease crying, it does decrease spitting up

c. Can be done 2 times (or more) per feeding

d. If no burp after 1 minute, discontinue

15. Baby bottle tooth decay

a. Do not place bottle in crib with your baby

b. Sleeping with the bottle is strongly associated with tooth decay

16. Nipples and bottles

a. Any commercial nipple and bottles are fine

b. Washing with soap and water or placing in dishwasher is adequate
Part III – Breast Feeding
1. Frequency of feedings to encourage milk supply
a. Every 1½ to 2½ hours for the first month

b. Wake your baby to feed during the day if he/she sleeps longer than 3 hours

c. You can allow one 5 hour delay/night

2. Length of feedings to encourage milk supply

a. Offer both breasts with each nursing

b. Spend 10 minutes on first side, and up to 15 minutes on the second
c. Alternate which breast is used first

3. Signs of adequate milk supply

a. 3 or more good-sized, yellow-colored, seedy stools/day

b. 6 or more wet diapers/day

c. Note: stooling/wet diapers may be prolonged during first few days of life

d. Baby is satisfied after feeds

e. Breasts feel full before feedings and soft after

4. How to increase milk supply

a. Adequate sleep (take naps)
b. Reduce stress (ask for help) and relaxed environment

c. Adequate fluids (1 quart of milk and 1 quart of water each day)

d. Increase frequency of nursing, and decrease pacifier use
e. Pump the breasts for 10 minutes after each feeding

5. Supplemental formula

a. Do not supplement during the first month, unless discussed with us

b. After nursing is well established, offer bottle of pumped breast milk each day – this allows others to feed and bond with the baby
6. Extra water

a. Extra water is never needed

b. Excessive water can rarely cause seizures

c. Do not give any water the first month of life

7. Severe engorgement

a. Swelling is common during the first 48-72 hours after birth

b. Nurse the baby more frequently

c. Express a little milk before nursing
d. Pump your breasts between feeding if they are painful

e. Apply moist heat or take a hot shower and massage breasts

8. Sore or cracked nipples

a. Clean with warm water after each feeding (avoid soap)
b. Coat and lubricate nipple and areola with breast milk
c. Apply 100% lanolin (ask your pharmacist) after feeds

d. Help your baby latch on to as much of the areola as possible

e. Prevent the breast from pulling out of the baby’s mouth during feeds

f. Start feedings on the side that is least sore

g. Limit feedings to 10 minutes on sore side

9. Mother’s medications

a. Review the American Academy of Pediatrics’ list and/or discuss your concerns with us - http://aappolicy.aappublications.org/cgi/content/full/pediatrics;108/3/776

b. Some safe drugs

i. Tylenol, Motrin

ii. Penicillins, Erythromycin, Cephalosporins

iii. Stool softeners

iv. Antihistamines

v. Decongestants (Pseudoephedrine may decrease milk supply)
vi. Mild sedatives

vii. Cough drops, nose drops, eye drops, and skin creams

viii. Aspirin and sulfa drugs after baby is 2 weeks old

10. Sick infant

a. Breast milk is always beneficial to any infant (sick or not)

b. See above statement about poor feeding
c. Continue to attempt breast feeding if your baby has vomiting/diarrhea

11. Sick mother

a. Continue breast feeding if it is possible

b. Prevent transferring the illness to your baby by good hand washing

c. Contradictions to breast feeding are rare:

i. HIV infection

ii. Herpes simplex on nipple or areola

iii. Substance abuse

iv. Tuberculosis

------------------------------------------------------------------------------------------------------------
Part III – Crying Baby
The crying (or “colicky” baby) can cause frustration to the best parents. The cause of crying in an infant can range from serious illness to colic. The most important thing to remember is to try and develop a technique to sooth your baby, and try and have someone available to help you when needed. We strongly recommend the book “The Happiest Baby on the Block” by Harvey Karp for information on soothing techniques.
We recommend calling or going to emergency department, if the following:

1. Your baby has cried constantly (no breaks) for more than 2 hours straight
2. Your baby has a very sick, weak, or moaning cry

3. Your baby’s soft spot is bulging

4. If you are exhausted and no one is available to help you

5. If you are afraid you might hurt your baby
Recommended techniques to help with your crying baby
1. Try feeding your baby – hunger is only one cause of crying, and I would not recommend feeding your baby every time he/she cries. 

2. Hold and comfort your baby

a. It is impossible to spoil your baby in the first four months
b. Cuddle your child in a rocking chair

c. Rocking a child in a cradle/swing/vibrating chair

d. Going for a stroller ride

e. Use a pacifier or message your baby

3. Cry to sleep

a. Place your baby in a quite environment if the above techniques fail after 30 minutes

b. If after 10-15 minutes, your baby is still crying try your soothing techniques again 
4. More night-time sleep

a. Try to keep your baby from sleeping too long during the day

b. Generally, awaken your baby after 3 hours during the day

5. Rest for the parent

a. Get rest and help for yourself
b. If the source of the crying is “colic”, most of the hard crying starts to resolve by 2-3 months. “Colicky” babies do tend to be more sensitive to their environment

------------------------------------------------------------------------------------------------------------
Part III – Diaper Rash

Diaper rashes are very common in infants and young children. In most cases, they are not anything of concern and if they persist just give us a call and we will see your child. See the “Rashes” section for information about concerning rashes.

Recommended techniques to help with your baby’s diaper rash

1. Change your baby’s diaper frequently

a. Skin exposure to stool causes most diaper rashes

b. As soon as you see a rash, start changing his/her diaper frequently
c. You may need to wake up and change the diaper in the evening

2. Rinse with warm water

a. Rinse your baby’s skin with warm water with each change
b. Avoid the use of soaps, which can impede healing

c. Avoid using diaper wipes during rashes

3. Increase air exposure

a. Dryness reduces the chance for yeast infections
b. Apply the diaper loosely to allow air exchange

4. Yeast infections

a. Rash is usually bright red and doesn’t respond to the above
b. Apply Lotrimin cream (over-the-counter) four times a day

c. Call if rash is persistent 

5. Raw skin

a. Use sitz baths for 10 minutes, 3 times a day for very raw rashes

b. Add 2 tablespoons of baking soda to a tub of warm water

6. Avoid baby powder – absorbs moisture
------------------------------------------------------------------------------------------------------------
Part III – Fever In A Baby Younger Than 3 Months
Whenever your baby is not acting right, not feeding well, or feels warm take his/her temperature (we recommend purchasing a reliable baby thermometer – no need to use a rectal thermometer – soon after your baby is born). If your baby is less than 3 months, and his/her temperature is greater than 100.4 degrees Fahrenheit (no need to add a degree when checking under the arm, or elsewhere) or less than 96.8 degrees Fahrenheit, please call the office (no matter what time). Fever in a young baby is something we always want to know about.
Sometimes the only way we know that your baby is very sick is by the presence of a fever. The older your baby gets, we can use other signs to help determine his/her illness. For this reason, sometimes we have to go “looking” for the fever source in young babies. After calling our office, he will most likely need to be seen within a timely matter. This may include sending you to the emergency room and in most cases tests will need to be done to make sure your baby is doing well.

------------------------------------------------------------------------------------------------------------
Part III – Jaundiced Newborn

Jaundice is a very common condition in newborns (completely normal in >50% of babies). It is a condition that causes the skin and whites of your baby’s eyes to be yellow. It is a result of your baby’s inability to “handle” the normal breakdown of his/her blood cells and the accumulation of a substance called bilirubin. We monitor your baby’s jaundice (or bilirubin) level, because too much bilirubin can be associated with problems with your baby’s developing brain and nervous system.
We recommend calling or going to emergency department, if the following:
1. Your baby is very yellow and he/she is less than 24 hours old
2. It has been longer than 8 hours since your baby’s last wet diaper

3. Your baby has a fever (temperature >100.4 or lower than 96.8)

4. Your baby is acting “sick”

How we deal with jaundice

1. During your newborn check with us, we will evaluate your baby’s jaundice

2. If we are concerned we will draw blood to check your baby’s bilirubin level

3. Based on the level we may:

a. Continue to observe, daily (most jaundice resolves)

b. Set up home phototherapy 

c. Admit your baby to the hospital for IV fluids, phototherapy, and tests

What you can do, and not do, to help clear the jaundice

1. Increase the frequency of your feedings (bottle or breastfeeding)

2. No need to place your baby in the sunlight

3. No need to supplement your breastfed baby with formula

------------------------------------------------------------------------------------------------------------
Part III – Spitting Up
Spitting up (or reflux) is very common among newborns and infants. In most cases, it is completely harmless and the only “problem” is the constant mess. Remember that your infant’s stomach is only about the size of his/her fist. Spitting up is usually related to the speed and volume of your baby’s feedings. If your baby is a frequent “spitter”, we will monitor his/her weight closely. If he/she is gaining weight well there is usually no need to offer medical treatment, and babies usually out grow their reflux by 6 months of age.
We recommend calling or going to emergency department, if the following:
1. You notice blood in your baby’s spit-up 
2. Spitting up caused your baby to choke, turn blue, pass out, and/or stop breathing for longer than 20 seconds
3. Your baby is persistently vomiting very forcefully (projectile across room)

Recommended techniques to help with your baby’s spitting up

1. Decrease size of the feeds, and feed more frequently
a. Bottlefed – give one ounce less/feed and only feed for 20 minutes

b. Breastfed – nurse on one side and pump on the other

2. Longer feeding interval – wait at least 2½ hours between feeds

3. Loosen diapers

4. Keep your baby upright after feeds
5. Avoid using a pacifier and make sure nipple is functioning well – constant sucking can keep stomach full of air

6. Burping is usually not as affective as smaller feeds
7. Thickening formula with cereal may help, but discuss this with us first

------------------------------------------------------------------------------------------------------------
Part IV – Questions Concerning Specific Symptoms
By no means is the information found in this section (or the rest of the packet) intended to be a complete discussion on these conditions. However, many of these conditions are frequent concerns in the “middle-of-the-night” and we want to provide you with immediate access for any questions you may have. 
------------------------------------------------------------------------------------------------------------
Part IV – Abdominal Pain

Abdominal pain is pain or discomfort located between the bottom of the ribcage and the groin. Abdominal pain in infants can be manifested as crying only, and you should review the section on the “Crying Infant” for more information. 

We recommend calling or going to emergency department, if the following:
1. Your child is younger than 2 and complaining of severe intermittent pain
2. Pain is very severe, causes screaming or constant crying and getting worse, fast
3. Your child is refusing to walk because of the pain

4. Pain has been constant for more than 2 hours
5. Blood in the stool

6. Any possibility of poisoning
7. Recent injury to your child’s abdomen

8. Your child has significant response (severe pain) when you push on his/her right side, scrotum, or testicle (don’t ask if it hurts when you push, look at his/her reaction)

We recommend calling during office hours for an appointment in 24-48 hours 

1. Urinary tract symptoms (i.e. pain on urination)

2. Child has vomiting and/or diarrhea

3. If your child could be constipated

4. If your child has a sore throat

5. Association with your teenage girl’s menstrual cycle

6. Intermittent pain longer than 24 hours

7. Recurrent problem (weeks-months) – call to schedule a complete exam

Recommended help for abdominal pain:
1. Have your child rest
2. Offer plenty of clear fluids (water, flat soft drinks, or ½ strength juice)

3. Prepare for vomiting

4. Encourage a bowel movement

5. Avoid all medicines
------------------------------------------------------------------------------------------------------------
Part IV – Asthma Attack
If your child is having difficulty breathing, please review the “Respiratory Distress” section and follow the recommendations for evaluation.

If your child has been diagnosed with asthma, we will we work together on his/her management. This includes keeping us informed of recurrent symptoms, trips to the emergency room, and medication status. Asthma is a chronic condition that often requires daily intervention, even when your child is doing well. 

We will individualize your child’s asthma management together based on the “Spotlight” system (Green, Yellow, and Red zones). We recommend that you keep a copy of this plan at home and at school. Do not hesitate to follow the plan when your child’s symptoms are changing. If your child is old enough to use a peak flow meter, using it often will help monitor his/her status.
In general, the plan below is acceptable for any known asthmatic.

· Green Zone
· Peak flow rates are 80 percent to 100 percent of your personal best
· Breathing is good

· No coughing or wheezing

· No chest tightness

· No shortness of breath

· Can sleep and play

· Take your preventive medications as usual
· Yellow Zone

· Peak flow rates are 50 percent to 80 percent of your personal best
· Coughing, wheezing

· Short of breath, tight chest

· Has a cold
· Waking up at night with symptoms (cough)

· Usually need to double your preventative medicine and start using rescue medicine (Albuterol) every 2-4 hours as needed

· If no relief from rescue meds, call for appointment or advice
· Red Zone
· Peak flow <50 percent of personal best
· Medicine is not helping
· Signs of “Respiratory Distress” (see section)
· Call or go to emergency room

------------------------------------------------------------------------------------------------------------
Part IV – Cold/Congestion
Colds, or upper respiratory infections, are the most common illnesses in children. They are infections caused by viruses, and can cause any combination of fever, runny nose (clear, cloudy, yellow, or green), cough, hoarseness, red eyes, and/or swollen lymph nodes in the neck. It is estimated that most healthy children get at least six colds per year. With each cold lasting at least 7-10 days, that is at least 60 days out of the year that you can expect a healthy child to be ill. Most colds will resolve on their own within 1 week, and treatment should be supportive (i.e. lots of fluids, Tylenol/Motrin for pain/fever).
We recommend calling or going to the emergency department, if the following:
1. Your infant/child is showing signs of Respiratory Distress
2. Your child has a very high fever (>105 degrees Fahrenheit)

We recommend calling during office hours for an appointment in 24-48 hours 

4. Your child has an earache

5. Pain over the sinuses

6. Persistent fever, longer than 3 days

7. Persistent thick nasal discharge, longer than 10 days

8. Your child has persistent yellow discharge from the eyes

Recommended help for colds/congestion:

1. Everyone in contact with your child should wash their hands often
2. Blowing/suctioning the nose – especially in younger infants, this is the best treatment for cold/congestion
3. Nasal washes – mix ¼ teaspoon of salt to 8 ounces of water, use 2-3 drops of the solution in each nostril and then have the child blow their nose, or use a bulb suction for young infants – use as often as necessary
4. Use Tylenol/Motrin for fevers

5. Warm chicken broth for sore throats

6. Cough drops or ½ to 1 teaspoon of corn syrup for coughs
7. Rinse eyes frequently with wet cotton balls for red eyes

8. Encourage plenty of fluids, it is normal for your child’s appetite to decrease

9. Avoid over-the-counter cold medicines 
------------------------------------------------------------------------------------------------------------

Part IV – Diarrhea
Diarrhea can be defined as an increase in frequency and/or looseness of stool. Frequency is usually the strongest indicator of the severity of diarrhea. Diarrhea is most often caused by a viral illness, and treatment is aimed at preventing dehydration. Review the “Severe Dehydration” section for more information on distinguishing when dehydration is a medical emergency. 
Breastfed infants – no matter what your breastfed baby’s stool looks like, it is probably in the range of “normal” as long as there is no mucus or blood present. It is normal for breastfed babies to stool after every feeding.
We recommend activating EMS (calling 911), if the following:
1. Your child has severe watery diarrhea (multiple per hour) and/or he/she is exhibiting symptoms discussed in the severe dehydration section.

We recommend calling or going to emergency department, if the following:
1. There has been a decrease in urine output
a. Longer than 8 hours in children younger than 1 year

b. Longer than 12 hours in children older than 1 year

2. Your child is younger than 1 year of age, and he/she has had more than 8 stools in the last 8 hours

3. If there is blood in the diarrhea

4. Persistent/continuous abdominal pain for longer than 2 hours 
We recommend calling during office hours for an appointment in 24-48 hours

1. Diarrhea has persisted for longer than 2 weeks
2. Few flecks or streaks of blood in the stool

3. There is mucus or pus in the stool

4. Your child has had associated fever for longer than 4 days
Recommended help for diarrhea

1. Remember, avoiding dehydration is the key
2. In general, continue to feed your child formula/normal diet during the illness
3. Be aware that juices/sugary foods can make diarrhea worse

4. If you have a young infant, you may use Pedialyte for 6-12 hours if he/she is not tolerating breast of formula feeds

5. Diarrhea is usually contagious, everyone around the child should wash their hands
6. See the Vomiting section, if it is associated with diarrhea

7. Do not give medicine for diarrhea
8. Time is the best healer for diarrhea
------------------------------------------------------------------------------------------------------------
Part IV – Earache/Ear Infections
Earaches/ear infections are a common pediatric complaint, and infections are a common cause of earaches in children. They are defined as pain or discomfort in or around the ear. In younger children, earaches/ear infections may be manifested as fussiness and/or sleeplessness, and often are associated with upper respiratory infections and fever. In general, earaches/ear infections are not emergencies and you can wait to call for an appointment until the morning. The majority of earaches/ear infections are caused by viruses and antibiotics are not necessary (especially, if your child is older than 1 year of age).
We recommend calling or going to emergency department, if the following:
1. Pain is so serious that your child is persistently screaming

2. There has been injury to the ear

3. Your child has associated fever, stiff neck, and headache
4. The area behind your child’s ear is very red and swollen
We recommend calling during office hours for an appointment in 24-48 hours

1. Persistent fever and earache

2. Associated fever and upper respiratory tract infection (cough/congestion)
Recommended help for earaches/ear infections

1. Be aggressive with Tylenol/Motrin during the first 24-48 hours
2. Apply warm compresses (or heating pad or hot water bottle)

3. Avoid ear drops until we examine your child’s ear

4. Air travel is perfectly safe

5. Swimming is safe as long as the ear drum is not perforated

6. Prevention:

a. Your child should avoid any smoke exposure
b. Reduce your young infant to colds (i.e. day care, large crowds)
c. Breast feed your baby, if possible

d. Avoid bottle propping (hold your baby at 45 degrees during feeds)

e. Let us know if your child snores or has continuous nasal secretions
------------------------------------------------------------------------------------------------------------
Part IV – Fever
Fever is the body's natural response to infection. We recommend that all parents purchase a thermometer to be able to record a temperature when needed. Fever is defined as a temperature greater than 100.4 degrees Fahrenheit. Do not concern yourself with adding a degree based on the manner of which the temperature is taken. In general, if your child is ill, feels warm, and has a temperature above 100 degrees they likely have a true fever. Fever itself is not an emergency. If you child is less than 3 months, than review the "Fever In A Baby Younger Than 3 Months" section, and give us a call. In general, the height of the fever doesn't correlate with the seriousness of the illness. They way your child is acting is the most important indicator of illness.
Listed below are some benefits of fever: 
1. Fever helps fight infection and is a response of the immune system

2. Fever can shorten the duration of illness

3. Fever usually causes no symptoms when it is below 103

4. Fever causes no permanent damage until it reaches 107 or 108 degrees Fahrenheit

We recommend activating EMS (Call 911), if your child has fever and the following: 
1. Your child is limp and unable to move
2. Your child is unconscious or very difficult to awaken
3. Your child has purple spots or dots on the skin

We recommend calling or going to ED, if your child has fever and the following: 

1. Your child is less than 3 months of age
2. Your child has a temperature greater than 105 degrees Fahrenheit

3. Your child is constantly crying and inconsolable
4. Your child cries if your touch him or her
5. Your child has a stiff neck

6. Your child is experiencing significant "Respiratory Distress"

7. Your child is drooling and unable to swallow

8. Your child had a seizure (see Seizure section)

We recommend calling during office hours for an appointment in 24-48 hours

1. Fever has persisted longer than 3 days
2. Fever went away for longer than 24 hours, and has since returned

3. Your child has pain or burning when urinating
Recommended help for fever

1. Treat fever with extra fluid and less clothing, often when the fever is below 102 this is the only treatment necessary
2. Give Tylenol or Motrin for fevers greater than 102 degrees Fahrenheit (see the Medications section for dosing and usage)

3. If the fever gets higher than 104 degrees Fahrenheit after Tylenol or Motrin is given and your child is still uncomfortable you can sponge your child with lukewarm water
4. Do not ever give children Aspirin, unless directed by a physician
5. Rectal temperatures are not necessary
------------------------------------------------------------------------------------------------------------
Part IV – Fluid Intake, Decreased
It is very common, and expected, for children to decrease their oral intake when they get ill. The important thing to monitor is their hydration status. Review the section on "Dehydration" if you are ever concerned about your child's oral intake. One of the most common causes of decreased oral intake is sores in the mouth or sore throat.
We recommend calling or going to ED, if your child has decreased fluid intake and the following: 

1. There is evidence of "Severe Dehydration"

2. Your infant is too weak to suck
3. Your child has refused to drink ANYTHING for more than 8 hours
4. Your child has persistent "Fever"

Recommended help for decreased fluid intake

1. Give your child what he/she wants - realize that if he/she has diarrhea some foods/fluids may make diarrhea worse, but the important thing is that he/she is drinking/eating something

2. Don't worry about solid food intake, fluid is more important

3. If his/her mouth is sore, offer cold liquids and avoid citrus juices
4. If your infant has congestion, keep his/her nose as clear as possible

5. Offer small frequent feedings/fluids (as often as every 10-15 minutes, if necessary)
6. If vomiting - start with 1 teaspoon to 1 tablespoon of fluid, every 10 minutes – after 4 hours of no vomiting, double the amount each hour – if your child vomits, rest your child’s stomach for one-hour before restarting
------------------------------------------------------------------------------------------------------------
Part IV – Immunizations
It is our opinion that immunizations are the keystone to healthy children. Immunizations have done more to prevent childhood death and morbidity than probably any other advancement in medicine. An essential portion of your child’s routine visits will be spent discussing immunizations. There are rare instances when we will not recommend having your child receive immunizations. Please voice any concerns you have with immunizations with us, and we will work together to provide the best healthcare for your child. 
Brief immunization schedule:

1. DTaP (Diphtheria, Tetanus, and Pertussis): 2, 4, 6, 12 months, and 4 to 6 years

2. H. influenzae type B: 2 months, 4 months, 6 months, and 12 months

3. Hepatitis A: 2 years and 4 years; or 12 months and 18 months

4. Hepatitis B: 2 months, 4 months, and 12 months

5. HPV (Cervical Cancer): 3 dose series for girls aged 9 to 26 years of age

6. Influenza: Yearly after 6 months of age

7. Measles, Mumps, and Rubella: 12 months and between 4 to 6 years

8. Meningococcal: 11 to 12 years of age

9. Pneumococcal: 2, 4, 6, and 12 months, and yearly for certain children
10. Polio: 2 months, 4 months, 6 months, and between 4 to 6 years

11. Rotavirus: 2 months, 4 months, and 6 months
12. Varicella: 12 months and 4 to 6 years of age

------------------------------------------------------------------------------------------------------------
Part IV – Immunization Reactions
Immunizations are overall very safe. However, as with any medical treatment, there are risks of reactions ranging from mild to severe (including death). 
We recommend activating EMS (Call 911), if your child has had a recent immunization and the following: 
1. Your child has developed difficulty breathing or swallowing
2. Your child is limp, very weak, or not moving 

3. Your child is unresponsive or difficult to awaken
We recommend calling or going to ED, if your child has headache and the following: 

1. Your child has a fever higher than 105 degrees Fahrenheit
2. Your child has a high-pitched, unusual cry
3. Your child has cried more than 3 hours straight

4. Your child has purple or blood-colored spots/rash

5. There is redness around the injection site larger than 2 inches, redness has been present for more than 48 hours after injection, or there is red streaks from the injection site

We recommend calling during office hours for an appointment in 24-48 hours

1. Fever longer than 3 days
2. Definite pain and tenderness around site for longer than 3 days

Recommended help for immunization reactions
1. Fever is very common after any immunization. Give Tylenol or Motrin for fevers higher than 102 degrees Fahrenheit. Call if any of the above conditions are associated with fever.
2. DTaP reactions:

a. Pain, tenderness, swelling, and redness for 24 to 48 hours

b. Fever for 24 to 48 hours

c. Drowsiness, or poor appetite for 24 to 48 hours

d. Painless lump at site 1 to 2 weeks later is very common

3. Measles reactions:

a. Fever (often high) and rash 7 to 10 days after injections

4. Mumps or Rubella reactions:

a. Reactions are rare

5. Polio reactions:

a. Reactions are rare

6. H. influenzae reactions:

a. Reactions are rare
7. Hepatitis B reactions:

a. Reactions are rare

8. Influenzae reactions:

a. Fever and pain at the injection site is the most common reaction

b. Influenzae vaccine will not cause the flu

9. Chickenpox reactions:

a. Pain or swelling is the most common reaction

b. “Chickenpox-like” rash can occur in some children – not contagious
------------------------------------------------------------------------------------------------------------
Part IV – Rashes

Rashes are a very common complaint in children. This section will only briefly discuss them. Rashes are defined as lesions on the skin that can be localized or widespread and can have a number of appearances. In general, if your child is well (eating and acting normally) and has a rash, there is usually little to worry about (exceptions below). If the rash persists longer than 2-3 days, come see us.

We recommend activating EMS (Call 911), if your child has a rash and the following: 
1. Rash started in the last 2 hours and there is difficulty breathing
2. The rash is flat and purple or blood-colored spots and your child has fever

3. Your child can not sit, stand, or walk because of weakness

We recommend calling or going to ED, if your child has rash and the following: 

1. The rash is flat and purple or blood-colored spots 

2. The rash is solid red and very tender to touch
3. Your child has had high fever for more than 5 straight days
We recommend calling during office hours for an appointment in 24-48 hours

1. Your child has had associated fever
2. Your child has a sore throat

3. Rash has been present for more than 48 hours

4. The rash is very itchy and bothersome to the child

Recommended help for rashes
1. If the rash doesn’t bother the child (non-itchy), no treatment is necessary
2. If the rash is itchy, wash the skin with soap and water and apply calamine lotion or baking soda solution (1 teaspoon/4 ounces of water)

3. You can try hydrocortisone 1% (over-the-counter), but realize that some rashes can get worse with steroid creams

4. Encourage your child to not itch the rash (cut their nails short)

5. Avoid contact with other children and pregnant women
------------------------------------------------------------------------------------------------------------
Part IV – Sore Throat
Sore throats are defined as pain, discomfort, or raw feeling of the throat – especially when swallowing. It is a common childhood/adolescent complaint, and the most common cause is a viral infection. Young children may demonstrate a sore throat only by eating/drinking less. Sore throats caused by Strep infections are rare in children younger than 3 years of age (or adults older than 30 years of age).
We recommend calling or going to ED, if your child has sore throat and the following: 

1. Your child (older than 1 year) has fever and is drooling, spitting, and/or refusing to swallow
2. Your child is experiencing significant respiratory distress
3. Your child is unable to open his/her mouth fully

We recommend calling during office hours for an appointment in 24-48 hours

1. Your child has had a sore throat for more than 24-48 hours
Recommended help for sore throats
1. Provide pain relief
a. Children over 1 year of age: offer warm chicken broth or apple juice

b. Children over 4: offer hard candy or lollipops

c. Children over 6: gargle with warm fluids or an antacid solution

d. Give Tylenol/Motrin

2. Offer a soft diet (i.e. milk shakes)
------------------------------------------------------------------------------------------------------------
Part IV – Vomiting

Vomiting is yet another very common complaint in children. Most vomiting (forceful emptying of the stomach vs. reflux which is an effortless spitting up of stomach contents) is caused by a viral infection and often precedes diarrhea. It is important to monitor your child’s hydration status during episodes of vomiting.
We recommend calling or going to ED, if your child has vomiting and the following: 

1. Your child is less than 3 months of age and has vomited (not spit-up) 3 or more times
2. It has been longer than 8 hours since your child’s last urination

3. The vomit contains blood, or is bright green
4. Your child is difficult to awaken
5. Your child has had a head injury within the last 3 days
6. Your child has recently injured his abdomen
7. Any possibility of poisoning

We recommend calling during office hours for an appointment in 24-48 hours

1. Your child has been vomiting for more than 48 hours
2. Your child is taking daily medications for chronic condition(s)
3. Vomiting is a recurrent problem with your child

Recommended help for vomiting
1. Small amounts of clear fluids for 6-8 hours (avoid solid foods)
2. You can use Pedialyte for infants, and any non-carbonated fluid for older children

3. Start with 1 teaspoon to 1 tablespoon of fluid, every 10 minutes – after 4 hours of no vomiting, double the amount each hour – if your child vomits, rest your child’s stomach for one-hour before restarting
4. Offer bland foods after 8 hours without any vomiting. Remember the BRAT diet (Bananas, Rice, Apples, and Toast)
5. If breastfeeding, offer feedings often (and smaller amounts)

6. Avoid medicines to try and treat the vomiting. We rarely prescribe anti-nausea medicines to children because many of them can cause serious side effects.
------------------------------------------------------------------------------------------------------------
Part V – Antibiotics

The advent of antibiotics in the past 60 years changed the face of modern medicine, and in particular has contributed highly to the survival rate of children. They are wonderful drugs, and are still an essential aspect of medicine. It is our desire to briefly discuss what antibiotics do and the appropriate use of antibiotics in children. 

What is making my child sick? There are two main types of “germs” that can contribute to your child’s illness – viruses and bacteria. Each is very different, and as a result treatments are different. Bacteria are living organisms, which can cause illness (not all bacteria are “bad” and many are useful). Viruses are essentially “non-living”, and can not survive on their own. Although these “germs” are very different, they can cause identical illnesses (i.e. each can cause ear infections, “sinus” infections, or pneumonia).
What are antibiotics? Antibiotics are medications that can be given by mouth, by the vein or as an injection, be put directly on the skin/mouth/eyes, or even per rectum at times. They are medications that are directed towards bacteria by either killing them directly, or stopping reproduction. They only “work” against bacteria and have no affect on viruses.
When do we give antibiotics? Physicians prescribe antibiotics when they are confident that bacteria are contributing to the source of infection(s). It is not uncommon for children to have an illness caused by a virus, and then get a bacterial infection afterwards (this is very common cause of ear infections). 

Why is it harmful to overuse antibiotics? Taking an antibiotic for colds, or other viral illnesses, not only won’t work it can cause dangerous side effects. Remember that antibiotics “kill” all bacteria, including those that are helpful. Unnecessarily killing helpful bacteria, especially in the intestines, can cause abdominal pain and/or diarrhea. However, the most dangerous side effect is that overusing (or using incorrectly) antibiotics are leading to bacteria that are becoming resistant. This resistance is becoming a major problem, and it is becoming more and more difficult to treat serious bacterial infections.
Why was I not given an antibiotic, for my sick child? We know that it can be frustrating at times to come to the doctor and not be given anything to give your child. However, please remember the items that are discussed above. Sometimes, the best thing your doctor can do for your child (and the community) is to not give a prescription for an antibiotic, especially when it is unnecessary. Voice your concerns with us, and we can always work together to make him/her more comfortable during their illness. 
Important things to remember about antibiotics:
· Antibiotics only treat bacterial infections. Letting an illness caused by a virus run its course is often the best medicine. Come see us if your child’s illness persists, or you are concerned that your child has a bacterial infection.

· Always take your antibiotics as prescribed. Complete the entire course, and in particular do not stop because you are feeling better.

· Don’t save antibiotics for “next time”.

· Never use another person’s antibiotics
Part V – Refills

Feel free to call the office during office hours for refills on any chronic medications. As a general rule, we do not prescribe new medications over the phone (especially antibiotics). Please do not call, requesting us to call in something if we have not seen your child recently. 

Asthma/Chronic Medication Refills
It is our desire to meet with all of our patients with asthma, or other chronic illnesses, often. During our visits we will discuss action plans, and plans for medication uses. If you are well established with us, and need refills feel free to call us anytime. If it has been a number of months, please do not expect us to refill emergency medications (i.e. Albuterol/Diastat) without being seeing. If your child is in respiratory distress and doesn’t have Albuterol, we would feel more comfortable having them evaluated by us in the office or in the emergency room or urgent care center if after-hours.
Part VI – Reference – Adolescents
Books:

1. A Parent’s Guide to Building Resilience in Children and Teens: Giving Your Child Roots and Wings - By Kenneth R. Ginsburg, MD, MS Ed, FAAP, and Martha M. Jablow

2. Caring for Your Teenager - By the American Academy of Pediatrics, Donald E. Greydanus, MD, FAAP, Editor-in-Chief and Philip Bashe

3. Less Stress, More Success: A New Approach to Guiding Your Teen Through College Admissions and Beyond - By Kenneth R. Ginsburg, MD, MS Ed, FAAP, and Marilee Jones

4. The What's Happening to My Body Book for Boys, by Lynda Madaras and Dane Saavedra - This book discusses puberty and sexuality for Boys.

5. The What's Happening to My Body Book for Girls, by Lynda Madaras and Dane Saavedra - This book discusses puberty and sexuality for Girls.
Websites:

1. GeneralPediatrics.Com Adolescent Medicine Section for Patients - http://www.generalpediatrics.com – Wealth of online resources.

2. Virtual Pediatric Hospital - Adolescence: A Guide for Parents - http://www.virtualpediatrichospital.org
------------------------------------------------------------------------------------------------------------
Part VI – Reference – Behavior/Mental Health and Parenting
Books:

1. ADHD: A Complete and Authoritative Guide - By the American Academy of Pediatrics, Michael I. Reiff, MD, FAAP, Editor in Chief, with Sherill Tippins

2. Be Nice but Firm: A Down-To-Earth Approach to Child Management, by Walter M. Block, M.D. 

3. Encounters with Children: Pediatric Behavior and Development, by Suzanne Dixon & Martin Stein

4. How to Talk So Kids Will Listen and Listen So Kids Will Talk, by Faber & Mazlish

5. Raising a Thinking Child: Help Your Young Child to Resolve Everyday Conflicts and Get Along With Others, by Myrna Shure and Theresa Foy DiGeronimo

6. Siblings Without Rivalry, by Faber & Mazlish

Websites:

1. All Kinds of Minds - http://allkindsofminds.org/ - Resource on learning and behavioral issues
2. Children and Adults Living With ADHD - http://www.chadd.org – Resource and support for those with ADHD.

3. Internet Mental Health - http://www.mentalhealth.com/ - Large site with numerous resources.

------------------------------------------------------------------------------------------------------------
Part VI – Reference – Children

Books:
1. Caring for Your School-Age Child: Ages 5 to 12 - American Academy of Pediatrics

2. Guide to Your Child's Sleep - American Academy of Pediatrics

3. Guide to Your Child's Symptoms - American Academy of Pediatrics

Websites:

1. DrGreene.com – http://www.drgreene.com – Wonderful online resource for general pediatrics and child health

------------------------------------------------------------------------------------------------------------
Part VI – Reference – Newborn, Infants, and Young Children
Books:
1. Baby & Child Health - The Essential Guide From Birth to 11 Years - By the American Academy of Pediatrics Jennifer Shu, MD, FAAP, Editor in Chief

2. Caring for Your Baby and Young Child: Birth to Age 5 - 4th Edition - By the American Academy of Pediatrics Edited by Steven P. Shelov, MD, MS, FAAP, and Robert E. Hannemann, MD, FAAP 

3. The Happiest Baby on the Block: The New Way to Calm Crying and Help Your Newborn Baby Sleep Longer by Harvey Karp 

4. The Parent Soup AZ Guide to Your New Baby - By Dr. Alan Greene

5. Touchpoints by Berry Brazelton
Websites:

1. Parents As Teachers – http://www.parentsasteachers.org – a wonderful organization which provides early development integration for all children. Highly recommended.

------------------------------------------------------------------------------------------------------------
Part VI – Reference – Pregnancy and Birth

Books:

1. From First Kicks to First Steps: Nurturing Your Baby's Development from Pregnancy through the First Year of Life - By Dr. Alan Greene
2. Heading Home With Your Newborn: From Birth to Reality - By Laura A. Jana, MD, FAAP and Jennifer Shu, MD, FAAP
------------------------------------------------------------------------------------------------------------
Part VI – Reference – Toddlers

Books

1. Guide to Toilet Training - By the American Academy of Pediatrics, Mark L. Wolraich, MD, FAAP, Editor-in-Chief, with Sherill Tippins
2. The Happiest Toddler on the Block : The New Way to Stop the Daily Battle of Wills and Raise a Secure and Well-Behaved One- to Four-Year-Old by Harvey Karp, Paula Spencer
3. The Mother of All Toddler Books (Mother of All) -- by Ann Douglas
4. The Parent Soup A-Z Guide to Your Toddler - By Dr. Alan Greene

------------------------------------------------------------------------------------------------------------
Disclaimer/Terms of Use
The information contained in this packet is intended only for patients of the Community Health Improvement Center (CHIC) and is not to be construed as final medical recommendation, or as final professional advice. Neither the author(s), CHIC, its affiliates or agents, or any other party involved in the preparation or publication of the works presented is responsible for any errors or omissions in information provided in this packet or any other results obtained from the use of such information. Readers are encouraged to confirm the information contained herein with other reliable sources and to direct any questions concerning personal health care to licensed physicians or other appropriate health care professionals.

This packet may include book recommendations and/or hyperlinks to websites maintained or controlled by others. CHIC is not responsible for and does not routinely screen, approve, review or endorse the contents of or use of any of the products or services that may be offered at these websites.

The information contained in this packet and/or website is not intended or implied to constitute medical advice or diagnosis or treatment, or to be a substitute for medical advice. Clinicians and other health care professionals are advised to consult other sources and confirm the information contained within this packet and/or site. Consumers are cautioned that this packet and/or site are not intended to provide medical advice about any specific disease that they may have or treatment they may need. They are advised to seek the advice of a qualified healthcare provider regarding any health-related questions they may have, and they should never disregard medical advice or delay seeking help as a consequence of something they have read in this packet and/or web site.

------------------------------------------------------------------------------------------------------------
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