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Life stressors increase obesity risk in young girls                              
CNN.com  April 17, 2012

When young girls live in a stressful home where violence, depression or other disruptions are common they 

are more likely to become obese by age 5, compared to children 

raised in more stable homes. And when preschool girls witness 

a couple of bad events at once, they have an even higher risk 

of becoming obese, according to research presented in this 

week's medical journal Pediatrics.

The study did not find the same obesity patterns in boys. 

Researchers aren't sure why, but suspect that it's because 

boys may cope with stress, in part, by being more physically 

active.

So why are girls gaining weight when home life is stressful?

"Potentially families who are experiencing these stressors may be managing the eating habits of their 

children in a different way," says study author Shakira F. Suglia, Epidemiologist and Assistant Professor at 

Columbia University in New York.

But she says that's not the whole story.

Suglia and fellow researchers studied the records from the Fragile Families and Child Wellbeing Study that 

looked at mother-child pairs from 20 major cities in the United States. They identified 1,605 preschoolers 

and found that almost 60% of them had experienced at least one of the following stressors: domestic 
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violence, hunger, moving frequently or living in a shelter, a father in prison, a depressed mother or one who 

abused alcohol or drugs.

The experts suggest that one of the reasons these factors tie into weight gain in girls has to do with how a 

mom relates to her child. If a mother is depressed or there is violence in the home, for instance, she may 

not be emotionally available to take care of the child.

"Food may be used in excess as a tool for consoling or pacifying emotional needs of the child by the parent 

or to self-soothe by the child," the study explains.

And often when people are stressed they reach for comfort foods that tend to be fatty or sweet and full 

of calories. But the researchers point out that even if a child mimics mom's unhealthy eating patterns that 

this does not account for all of the weight gain.

Another possible explanation is that the child is experiencing the same stressors as the mom and that this 

is affecting her biologically. The child's stress response system gets out of whack - producing high levels 

of stress hormones which scientists suspect are linked to gains in belly fat and compulsive eating. And if 

mom isn't available to teach her child how to handle a stressful situation and develop what researchers call 

self-regulation, children tend to gravitate towards things that bring instant gratification - like sweets and 

high fat foods.

"They are not only learning that they like to eat certain things [unhealthy foods] but that this could also be 

a way to manage stress,” says Suglia.

Previous studies in children have found that, when facing these stressors, girls tend to internalize their 

behavior more than boys. They often withdraw, feel depressed and sad. Boys, on the other hand, more 

often externalize their behavior by becoming aggressive, impulsive, and having trouble sitting still. The 

researchers in this recent study did not look into the reasons for the differences in weight gain between 

boys and girls; they simply found that it existed. They say more studies are needed to further explore 

these sex differences.

Scientists know that if you're an obese child then you're more likely to be an obese teen and in turn, an 

obese adult. And being too heavy can be harmful to our health potentially leading to heart disease, stroke, 

type 2 diabetes, high blood pressure and certain cancers. Experts point out that addressing the factors 

that increase the odds for childhood obesity is imperative.

Suglia says that when pediatricians and primary care doctors talk to families about obesity prevention, that 

the discussion needs to go beyond eating habits and exercise. Doctors should ask about what's going on in 

the home and offer families referral services and programs to help them cope with the stressors in their 

life.



What are the potential problems with ovarian cysts?

Expert answer

Thanks for your question. In general, masses on the ovary are called cysts while 

growths on the cervix or uterus tend to be called polyps. Ovarian cysts are 

fairly common in women and often do not cause any symptoms at all, however, 

they sometimes can cause pain or pressure in the pelvic area. These cysts 

typically do not affect menstrual bleeding.

For more information about your specific condition and whether you can expect 

any serious problems, I encourage you to talk more with your doctor. To describe 

pelvic masses in general, I consulted with Dr. Jennifer Gunter, an OB-gyn at 

Kaiser Permanente in San Francisco, California, and author of the forthcoming 

book "The Preemie Primer: A Complete Guide for Parents of Premature Babies -- from Birth through the 

Toddler Years and Beyond." She shared the following information:

The expected course of ovarian cysts varies with a woman's age, the size of the cyst, whether there is a 

family history of ovarian cysts, and whether the cyst is fluid-filled, appears to be a solid mass of tissue, or 

has both fluid and solid components. Small fluid-filled cysts are part of the normal functioning of the ovary. 

A developing egg looks like a small cyst and after ovulation the corpus luteum that is left behind can also 

look like a cyst. Women who have polycystic ovarian syndrome may have many small cysts at one time.

On the other hand, cervical or uterine polyps are overgrowths of tissue. Cervical polyps can usually be seen 

during a pelvic exam (they typically have no symptoms, but can sometimes cause spotting between periods). 

Cervical polyps are almost always harmless, with the risk of cancer being less than 1 percent. Cervical 

polyps are typically removed only if they are large, causing 

irregular bleeding, or if there is an abnormal Pap smear or 

a persistently positive HPV (human papillomavirus) test. 

Removing a cervical polyp is a relatively simple procedure 

that can be performed in the office.

A uterine polyp is an overgrowth of the lining of the 

uterine cavity (called the endometrium). They can cause 

irregular spotting between periods or they may be 

asymptomatic. Endometrial polyps are typically identified 

during the evaluation of abnormal bleeding and may be 

found either on ultrasound or by endometrial biopsy, an 

office procedure that samples the lining of the uterus. 

Endometrial polyps are removed to treat the abnormal bleeding but also because of the potential risk of 

cancer. For women between the age of 25 and 45 this risk is less than 5 percent; between the ages of 45 

and 65 the risk that an endometrial polyp will contain a cancer is about 9 percent and over the age of 65, 

32 percent of endometrial polyps will be cancerous.
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Speed, Ecstasy tied to teen depression

CNN.com  April 19, 2012

The short-lived high teenagers get from using amphetamines or the club drug MDMA - better known as 

Ecstasy - could lead to longer-lasting depression later on, a new study suggests.

Researchers in Canada interviewed 3,880 teenagers from low-income neighborhoods in Québec. Compared 

to their peers who used neither drug, teens who reported taking MDMA or amphetamines at least once in 

the tenth grade had 70% and 60% higher odds, respectively, of experiencing depression symptoms in the 

eleventh grade.

Using both drugs nearly doubled the odds of depression.

The findings don't show a cause-and-effect 

relationship between drug use and later 

depression, but they do come close. Unlike much 

previous research, the study controlled for a 

wide range of factors that might influence both 

drug use and depression, including problems at 

school and at home, a prior history of depression 

and anxiety, the strength of a teen's social 

networks, smoking and alcohol use.

"This doesn't ensure causality, but that's the 

closest we can get with this kind of study," says Jean-Sébastien Fallu, Ph.D., a study coauthor and an 

associate professor of educational psychology at the University of Montréal, in Quebec.

The only way to establish cause and effect would be to create a randomized controlled trial in which one 

group of teens took MDMA or amphetamines and a similar group took placebo pills, but that would be 

impossible for ethical reasons, says Jeffrey T. Parsons, Ph.D., the chair of psychology at Hunter College, in 

New York City.

Other researchers have reported similar links between MDMA and amphetamine use and subsequent 

depression, says Parsons, who was not involved in the new study.

"We're starting to be convinced that this, in fact, causal," he says.

The study was published this week in the Journal of Epidemiology and Community Health.

The use of MDMA and amphetamines - including methamphetamine, or meth - is increasingly common among 

youths, and not just those who frequent clubs and rave parties, the authors say. In this group of teens, 8% 

said they used MDMA and 12% said they used amphetamines (or "speed") in the tenth grade, when they 

were 15 or 16 years old. Seven percent of teens said they used both drugs at least once.
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Notably, the authors did not specifically ask the kids about prescription stimulants such as Adderall (also 

known as amphetamine salts) or Ritalin, both of which are prescribed for attention deficit hyperactivity 

disorder (ADHD) and can have amphetamine-like effects when taken in high doses or otherwise misused.

Studies have shown that children with ADHD are more prone to depression.

When the tenth graders were interviewed again in the eleventh grade, 15% reported symptoms of 

depression, such as feelings of hopelessness and sadness, loss of appetite, and trouble concentrating. The 

fact that using both MDMA and amphetamine increased depression risk more than using either drug alone 

suggests that the two drugs may interact in harmful ways, the authors note.

The study does have some important limitations. Although the authors did their best to control for the use 

of other drugs (including alcohol and marijuana), they can't completely rule out the possibility that such 

drugs are contributing to the association, Fallu says.

In addition, the study may present an incomplete picture because it excluded high-school dropouts and 

focused on relatively young teens who are likely to be experimenting with drugs rather than using them 

regularly. The link between drug use and depression may be different - and perhaps stronger - among older, 

frequent users and teens who aren't in school, Fallu says.

Factors associated with screening for sexually transmitted infections

Stephanie L. Skala, BS, Gina M. Secura, PhD

Objective

The purpose of this study was to determine predictors of the completion of free annual sexually 

transmitted infection screening among sexually active young women of ≤25 years old.

Study Design

We analyzed survey data from 2607 sexually active women who were                                                               

enrolled in the Contraceptive CHOICE Project, a prospective cohort                                                                   

study. We evaluated demographic characteristics, sexual risk behaviors,                                                             

relationship characteristics, and contraceptive methods. Receipt of a                                                                   

home- or clinic-based test kit within 56 days of the 12-month survey                                                                  

constituted a completed screen. A multivariable model to predict                                                                       

screening completion was created with the use of Poisson regression                                                              

with robust error variance.

Results

Fifty-seven percent of the women completed the screening. Screening completion was associated most 

strongly with a college education or higher (adjusted relative risk, 1.2; 95% confidence interval, 1.1–1.3) and 

home-based testing (adjusted relative risk, 1.3; 95% confidence interval, 1.2–1.5).



Conclusion

Free and home-based testing increased screening rates among young women. To meet annual testing 

guidelines, the availability and use of home-based testing kits should increase.

American Journal of Obstetrics & Gynecology  Volume 206, Issue 4 , Pages 324.e1-324.e6,                

April 2012

Using Hemoglobin A1c for Prediabetes and Diabetes Diagnosis in 
Adolescents: Can Adult Recommendations Be Upheld for Pediatric Use?
Laura M. Kester, M.D., Hilde Hey, Ph.D

The obesity epidemic has resulted in more young people having                                                                          
high-risk profiles for the development of type 2 diabetes.                                                                         
Screening to promote earlier diagnosis and treatment of type 2                                                                             
diabetes is of significant importance, as untreated disease                                                                                    
leads to metabolic, microvascular, and macrovascular complications.                                                               
However, the choice of screening methodology in adolescents is                                                                          
controversial, and implementation of screening protocols is not uniform.                                                             
Expert panels have recommended the use of glycated hemoglobin (A1c)                                                             
for the diagnosis of prediabetes and diabetes, based on the facts that the A1c assay has technical 
advantages and correlates well with the risk of microvascular diabetes. However, these recommendations 
are based strictly on data from adult studies and lack any input based on pediatric research. The pediatric 
research that has been published on the topic indicates that using adult cutoff points for A1c values to 
predict prediabetes or diabetes significantly underestimates the prevalence of these conditions in the 
pediatric and adolescent population. Therefore, we call for further investigation of the role of A1c for the 
diagnosis of prediabetes and diabetes in adolescents before its adoption as a principal diagnostic method in 
pediatric populations. We contend that a more comprehensive diabetes evaluation, along with A1c, remains 
necessary for screening adolescents at high risk for prediabetes and type 2 diabetes. Collaborative 
multicentered studies of prediabetes and type 2 diabetes in the obese pediatric population are especially 
needed to determine the A1c cutoff points, as well as other diagnostic measures, that best predict 
diabetes-related comorbid conditions later in life.

Journal of Adolescent Health  Volume 50, Issue 4 , Pages 321-323, April 2012
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ONLINE FIRST

Recent Progress in Understanding Pediatric Bipolar Disorder
Benjamin I. Goldstein, MD, PhD, FRCPC 

Bipolar disorder is one of the most severe psychiatric illnesses, 
particularly when onset occurs during childhood or adolescence. 
With recent empirical evidence, questions regarding the existence 
of bipolar disorder among children and adolescents have given way 
to questions regarding prevalence. There are substantial risks 
inherent in misapplying diagnoses and treatments of bipolar 
disorder when not warranted and in withholding these diagnoses 
and treatments when they are warranted. As with adults, the 
course of bipolar disorder among children and adolescents diagnosed using unmodified diagnostic criteria is 
characterized by recovery and recurrence, functional impairment, suicidality, and high rates of comorbid 
psychiatric and medical problems. Discrepancies between increasing billing diagnoses and a stable 
epidemiologic prevalence of bipolar disorder suggest the possibility that diagnostic criteria are not being 
systematically applied in some clinical settings. Introducing new diagnoses may exacerbate rather than 
mitigate concerns regarding misdiagnosis and excessive use of mood-stabilizing medications. Several 
medications, particularly second-generation antipsychotics, are efficacious for treating acute manic 
episodes of bipolar I disorder. However, less is known regarding the treatment of other mood states and 
subtypes of bipolar disorder. Psychosocial treatments provide a forum in which to educate children and 
families regarding bipolar disorder and its treatment, and may be especially beneficial for reducing 
depressive symptoms. Offspring of parents with bipolar disorder are at increased risk of developing the 
illness, as are youth with major depressive disorder and certain psychiatric comorbidities. Preliminary 
findings regarding biomarkers offer hope that, in the future, these biomarkers may inform diagnostic and 
treatment decisions.

Arch Pediatr Adolesc Med. 2012;166(4):362-371.

Part time medicine and birth of the new normal
by DIKE DRUMMOND, MD | in PHYSICIAN @ KevinMD.com

One of the most common stressors for physicians is the sheer toxicity of what are considered full time 
hours. While the rest of the world considers full time to be 40 hours a week, we all know a full time doc 
starts at 80 plus, if you include all the hours you must be available on call.

In physician surveys, schedule flexibility and the ability to function as a part time doctor are always sited 
as highly desired burnout prevention measures. However, until recently, the ability to actually be a part 
time doctor in a group of full-timers was frowned upon and maligned, not to mention the fact that part time 
slots used to be hard to find. Times are changing.
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The 2011 Physician Retention Survey by the American Medical Group Association (AMGA) and Cejka Search 
is showing a breakthrough in the availability of part time work for doctors. The numbers are so impressive, 
I believe we are witnessing a change in the definition of the successful physician. Medicine appears to be 
accepting part time to be a legitimate practice option in critical mass. The 2011 survey covered 14,366 
physicians in 80 practices, which had from three to more than 500 doctors each.

The survey shows in just the last six years,

Part time male doctors tripled

Female doctors working part time increased by 50%

I believe these statistics herald the emergence of a new normal in                                                                       
the definition of what it means to be a successful physician. This will                                                                       
have a positive effect on the health of thousands of doctors in the                                                                    
years ahead.

Here are the actual numbers from the survey:

• 22% of male doctors worked part time in 2011, up from 7% in 2005

• 44% of female doctors worked part time in 2011, up from 29% in 2005

Two demographic forces are driving this part time doctor trend – and I suspect a third is working in the 
background as well.

1. More women physicians in the workplace. The balancing of the genders in our profession has caused a 
sea change in the availability of less than full time employment. Women have a healthier perspective on the 
stress of full time work and they graduate residency in the prime years to start a family. These two trends 
lead to an instant increase in the demand for part time work. If you want women physicians on staff you 
simply must offer part time options.

2. An aging population of men doctors. These men are looking to scale back their practice to be a part 
time doctor rather than retire. The economic crash of the last several years has definitely added to this 
slow down in physician retirements.

3. Here is the hidden factor I think is also in play. I will call it the emergence of the “new 
normal.” Back in the day when women first started to show up in medicine and began to legitimately request 
a part time option for their participation, we all remember the grumbling from the old guard.

“Why do we even let ‘em into medical school in the first place.”

“We don’t hire women here because they go part time sooner or later.”

If the truth be told, I still see this grumbling from time to time in doctor-only websites where the MD can 
remain anonymous.

That was the “old normal.” Work like a dog, until you die — full time or nuthin’ — if you can’t hack it you 
simply weren’t tough enough and didn’t deserve it.
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Now our doctor sisters are creating this new normal, where it is all of a sudden ok to be a part time doctor, 
to put your family first for a while, to have a life. Amazing!

So with the new normal of the part time doctor option becoming just plain normal, both women and men can 
go part time to raise a family, as alternative to retirement, or in any other situation where a lower work 
load would support a higher quality of life.

This new normal can be a part time doctor — balanced and healthy and empathetic — everything you might 
have imagined your life could be when you made the decision to become a doctor in the first place.

Makes total sense, and I welcome everyone to define your own new normal.

One of the keys to this whole cascade is the ability for everyone to be ok with you being a member of your 
medical group as a part time physician.

And it looks like the new normal is reaching critical mass.

The same survey showed 75% of groups in 2011 offered a four-day workweek, and 30% allowed job-sharing.

We have a ways to go and these percentages are a welcome change from not that many years ago. I 
honestly think we are witnessing the birth of a new normal.

Is a new normal with regards to a doctor’s workload emerging? If you work part time, how has that help 
your quality of life as a modern physician?

Dike Drummond is a family physician and provides burnout prevention and treatment services for 
healthcare professionals at his site, The Happy MD.

Bullies are not born, they are raised
by KATIE HURLEY | in PHYSICIAN | @ KevinMD.com

People often wonder what causes children to bully.  Why is it that some children feel the need to hurt and 
humiliate other children?  What do they really stand to gain from this cruel behavior?

Some studies indicate that some (not all) bullies have naturally aggressive and/or hyperactive personalities 
from the start. Some.  But that doesn’t mean that all “spirited” kids will bully while all “mellow” kids will be 
perfectly empathic and kind.  Those are just a couple of traits that have been identified in some bullies.

The truth is that bullies are not born into this world.  Bullies are raised.

Bullying, at its core, is a learned behavior that is used in response to                                                                  
stress. Bullying is an attempt to gain superiority or control over                                                               
another.

Bullies do tend to have a few things in common:

• Immature social skills

• Lack of compassion and empathy
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• Poor impulse control

• Watch more aggressive TV shows and play more aggressive video games

Due to immature social skills, bullies tend to view threats where there are none and identify other kids as 
hostile when they are not.  Accidentally bump into a bully in line at the cafeteria, and a fight might erupt 
based on a snap judgment. Due to lack of compassion and empathy, bullies have difficulty understanding how 
others feel and they are unable to accurately decode situations in which other kids are actually attempting 
to show empathy toward them.

Although it can be difficult to find compassion for a bully, particularly when your child is the target of one, 
there is generally a reason behind the bullying.  That’s not to say that bullies should not face consequences.  
They should.  And zero tolerance is the only way to truly eradicate bullying.

It can be useful, however, to understand some of the reasons why kids become bullies:

1. Strained parental relationships.  Bullies often lack warm, caring, and involved parents.  Parents of 
bullies tend to be highly competitive and place unreasonable demands on their children to be superior to 
other kids (academically, socially, athletically, etc.).  These parents often have prejudices based on race, 
sex, wealth, and achievements.  They teach their children to compete at all costs, and to win by whatever 
means.

2.  Inconsistent discipline.  Bullies often lack consistent discipline at home.  Their parents tend to have 
difficulty setting limits and/or struggle to hold them accountable for their behavior.

3. Poor academic performance.  Some kids bully in response to academic stress.  When they struggle in 
the classroom and feel that they are not being helped, they may begin to lose hope.  When hope is lost, 
children act out.  This can translate to bullies seeking “revenge” on the higher achieving kids.

4. Unsupportive peer networks.  Children who are isolated and feel disliked or unsupported by peers often 
turn to bullying to gain some social control.  Their distorted thinking causes them to believe that controlling 
other kids = having friends.

5. Child abuse.  There is ample evidence that children who are physically abused by their parents turn 
around and bully other kids.  These same kids are likely to develop anxiety, depression, and drug & alcohol 
problems and will probably abuse their own kids later in life.  Abuse is cyclical.

6.  Victims of bullies.  Many bullies have actually been victims of bullies at another time.  Due to lack of 
support, poor social skills, and relying on learned behaviors, these kids use bullying behaviors to try to gain 
superiority and control so that they will no longer be victimized.

7. Low self-esteem.  When you add up all of the possibilities, it should come as no surprise that bullies 
tend to struggle with self-esteem.  The outward behaviors they choose to show mask their true inner 
feelings.  They lack self-confidence, struggle to fit in, and are often ridiculed and marginalized by their 
own parents and/or siblings.

There are steps we can take to avoid raising bullies.  I can’t stress to you enough the importance of building 
positive relationships with your children.  They need to feel loved, supported, and heard by their parents.  



They will make poor choices at times and fail where we wish they would succeed, but they are our children, 
and we need to love them anyway.

Below are a few tips to work on building those positive relationships:

• Praise them often.  Praise their big accomplishments as well as the little things that make them great 
every day.

• Listen when they need to be heard.

• Help them problem solve.

• Encourage positive peer relationships.

• Build positive sibling relationships.  Avoid comparisons, as this breeds                                                               
unhealthy competition among siblings.

• Set limits and hold them accountable for their behavior.

• Teach empathy every day.

• Carve out special time with each child and spend that time doing something                                                       
that you both enjoy.

• Talk often, even when you think they are not listening.

• Stay calm; model appropriate conflict resolution skills.

• Decrease exposure to violent TV, movie, and video content.

• Be present.

There is some good news in all of this.  Bullies are not born; bullies are raised.  We have the opportunity to 
raise children who will choose to be empathic, kind, and loyal friends.  All we have to do is teach them those 
skills.

How has bullying touched your life?

Katie Hurley is a psychotherapist who blogs at Practical Parenting. This post also appeared at Confessions 
of a Dr. Mom.
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