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Lenses to Ease the Strain From Staring at Screens

By MICKEY MEECE   NEW YORK TIMES  March 15, 2012

If I moved my computer monitor close enough to see the screen clearly, it was nearly in my lap. If I left 

the monitor where it should be, I had to lean forward awkwardly. During my annual eye exam, I told my 

optometrist about my workstation discomfort and the strain it was causing my eyes, neck and back.

Eyestrain, headaches, blurred vision, dry eyes, and neck and shoulder 

pain are common complaints of someone experiencing computer vision 

syndrome, according to the American Optometric Association.

If you optimize your work environment for comfort and still have 

problems, the solution may be another pair of glasses, the association 

says. Normally, I’d be skeptical of a trade association suggesting that 

I buy more of their wares. But studies have found that a majority of 

people who work on computers or hand-held devices experience some 

vision problems, the association said.

With 31 percent of those over 18 saying that, on average, they now 

spend at least five hours a day on a computer, tablet or smartphone, it 

appears that these symptoms will only become more common.

Many of those people need special-purpose glasses with lenses adjusted to bring the computer screen 

sharply into focus. The problem with computer work is twofold, said Gary Heiting, an optometrist and 

associate editor of AllAboutVision.com, a consumer information site.
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“During computer use,” Dr. Heiting said, “our eyes not only have to stay focused but also have to stay 

properly converged for long periods of time,” referring to the ability to move both eyes inward. The glasses 

people use for driving or the ones they use for reading books often have the wrong focal point for 

computer use or are ill-suited for computer use.

This convergence fatigue can cause eyestrain and blurred vision, just as focusing fatigue does, he added. 

What is more, computer workers blink much less frequently than they would during a face-to-face 

conversation, and that leads to dry eyes at work.

Computer vision syndrome originated with office work, but the popularity of mobile devices is now straining 

the eyes in a different way, according to Dr. James E. Sheedy, director of the Vision Performance 

Institute at Pacific University in Oregon.

To avoid strain on mobile devices, Dr. Sheedy said, make the print size larger, read for shorter periods and 

employ the 20-20-20 rule. For every 20 minutes of using the device, take a 20-second eye break and look 

at something beyond 20 feet. “This gives your eyes time to relax,” he said. “It’s almost like flexing your 

muscles.”

If that does not work well enough, consider the glasses. Computer glasses can take several forms, 

according to Dr. Heiting, depending on the patient’s age and visual needs. “Resist the temptation to buy 

over-the-counter reading glasses for use as computer glasses,” he said.

For adults under 40 who have not yet experienced the normal age-related loss of near-focusing ability, 

called presbyopia single-vision lenses are typically used for computer glasses, Dr. Heiting said. For people 

with presbyopia, doctors often prescribe single-vision, bifocal, trifocal or progressive lenses (without 

lines), depending on the wearer’s need, he added.

Dr. Heiting prefers single-vision eyeglasses specifically prescribed for computer and desk work. “This is 

what I wear myself with great success,” he said. Most computer glasses will cause blurred or limited 

distance vision and should not be worn for driving or other tasks that require clear distance vision, he 

added.

But some people may prefer bifocals customized for computer and desk work. Lens adjustments might 

include a larger-than-normal reading zone that is placed higher in the lens to eliminate head-bobbing. For 

people with more advanced presbyopia, special-purpose bifocals may be a good option. The top part of the 

lens is for using a computer (intermediate vision) and the bottom part has added magnification for reading 

or using a cellphone.

Trifocals for computer work typically have a larger-than-normal intermediate zone placed higher in the lens 

for more comfortable viewing of the computer screen, but they still contain a small zone in the top of the 

lens for distance viewing.

People who do not like the line on their lenses calling attention to their need for bifocals (and their age) 

may find relief with progressive lenses. There are two types of progressive computer lenses: those 
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prescribed for computer use for older adults who are presbyopic and those prescribed for younger adults 

who are not.

Young adults are sometimes prescribed progressive lenses with a limited amount of added magnification for 

intermediate and near vision to reduce the amount of focusing the eye has to do to see a computer or 

smartphone clearly for long periods of time.

Presbyopic computer users can find specially designed progressive lenses from Carl Zeiss Vision, including 

the Zeiss Business and Gradual RD lines, the Shamir Office lens from Shamir (which also sells a fatigue-

relief lens) and the Seiko PCWide from Seiko Optical.

But you certainly don’t have to look for custom glasses. You can make do with frames and lenses at your 

local or national eyeglass store as I did.

During my exam, the doctor tested me for near- and farsightedness, as usual, but then he asked me how 

far I wanted the computer from me — I said about an arm’s length away. He moved the eye chart to a 

distance of about 20 inches away.

After the usual routine (“Can you see better with No. 1 or No. 2, 3 or 4?”), he jotted down the prescription 

for computer glasses. I thought we were finished, but then he asked, “Do you read printed documents as 

well while you are working at the computer?”

I said I did, and that I also often reached for my smartphone and my tablet. I could see where this was 

going, and it would cost me: not only did he recommend computer glasses, but he also thought they should 

be bifocals.

I headed to a nearby LensCrafters and found some frames on sale. (I did not care how stylish the glasses 

were, as they would never leave my office.) I also added an antireflective coating to my bifocals to cut 

down on glare, which is a must for computer work.

As I sat for my fitting, the technician said, “Oh, you must be a computer engineer.”

“I wish,” I said as I read the receipt. Even with the lenses discounted by half, I still owed $288. “How much 

would they have been without the bifocals?” I asked.

He said I would have saved $70.

After a few weeks of wear, the computer glasses worked as promised. I moved the monitor away from my 

lap and I can now sit back comfortably in my ergonomic chair. The bifocals, on the other hand, are taking 

some getting used to because it is now hard to read the keyboard.

The good news is that LensCrafters has a 90-day unconditional guarantee, so I may be headed back for a 

refund or a replacement pair without the bifocals.
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Ouch, the truth hurts!  This articles just fortifies my existing belief that we should not do 

satisfaction surveys on the days we are doing vaccinations on our Ronald McDonald Care Mobile.        

The reality is just this, sometimes we inflict pain to help in healing. It has to be done…

JAS

Hospitals Aren’t Hotels

By THERESA BROWN  NEW YORK TIMES  March 15, 2012

(Pittsburgh)  YOU should never do this procedure without pain medicine,” the senior surgeon told a 

resident. “This is one of the most painful things we do.”

She wasn’t scolding, just firm, and she was telling the truth. 

The patient needed pleurodesis, a treatment that involves 

abrading the lining of the lungs in an attempt to stop fluid 

from collecting there. A tube inserted between the two 

layers of protective lung tissue drains the liquid, and then an 

irritant is slowly injected back into the tube. The tissue 

becomes inflamed and sticks together, the idea being that 

fluid cannot accumulate where there’s no space.

I have watched patients go through pleurodesis, and even with 

pain medication, they suffer. We injure them in this controlled, short-term way to prevent long-term 

recurrence of a much more serious problem: fluid around the lungs makes it very hard to breathe.

A lot of what we do in medicine, and especially in modern hospital care, adheres to this same formulation. 

We hurt people because it’s the only way we know to make them better. This is the nature of our work, 

which is why the growing focus on measuring “patient satisfaction” as a way to judge the quality of a 

hospital’s care is worrisomely off the mark.

For several years now, hospitals around the country have been independently collecting data in different 

categories of patient satisfaction. More recently, the Centers for Medicare and Medicaid Services 

developed the Hospital Consumer Assessment of Healthcare Providers and Systems survey and announced 

that by October 2012, Medicare reimbursements and bonuses were going to be linked in part to scores on 

the survey.

The survey evaluates behaviors that are integral to quality care: How good was the communication in the 

hospital? Were patients educated about all new medications? On discharge, were the instructions the 

patient received clear?

These are important questions. But implied in the proposal is a troubling misapprehension of how unpleasant 

a lot of actual health care is. The survey measures the “patient experience of care” to generate 

information important to “consumers.” Put colloquially, it evaluates hospital patients’ level of satisfaction.
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The problem with this metric is that a lot of hospital care is, like pleurodesis, invasive, painful and even 

dehumanizing. Surgery leaves incisional pain as well as internal hurts from the removal of a gallbladder or 

tumor, or the repair of a broken bone. Chemotherapy weakens the immune system. We might like to say it 

shouldn’t be, but physical pain, and its concomitant emotional suffering, tend to be inseparable from 

standard care.

What’s more, recent research suggests that judging care in terms of desirable customer experiences could 

be expensive and may even be dangerous. A new paper by Joshua Fenton, an assistant professor at the 

University of California, Davis, and colleagues found that higher satisfaction scores correlated with 

greater use of hospital services (driving up costs), but also with increased mortality.

The paper examined patient satisfaction only with physicians, rather than hospitals, and the link between 

satisfaction and death is obviously uncertain. Still, the results suggest that focusing on what patients want 

— a certain test, a specific drug — may mean they get less of what they actually need.

In other words, evaluating hospital care in terms of its ability to offer positive experiences could easily put 

pressure on the system to do things it can’t, at the expense of what it should.

To evaluate the patient experience in a way that can be meaningfully translated to the public, we need to 

ask deeper questions, about whether our procedures accomplished what they were supposed to and whether 

patients did get better despite the suffering imposed by our care.

We also need to honestly assess our treatment of patients for whom curative care is no longer an option.

I had such a patient. He was an octogenarian, but spry, and he looked astoundingly healthy. He’d been sent 

to us with a newly diagnosed blood cancer, along with a promise from the referring hospital that we could 

make him well.

But we couldn’t. He was too old to tolerate the standard chemotherapy, the medical fellow on duty told him. 

When I came into his room a little later he said to me, with a stunned and yearning look, “Well, he made it 

sound like I don’t have a lot of options.” The depth of alienation, hopelessness and terror that he was 

feeling must have been unbearable.

The final questions on the survey ask patients to rate the hospital on a scale from worst to best, and 

whether they would recommend the hospital to family and friends. How would my octogenarian patient have 

answered? A physician in our hospital had just told him that he would die sooner than expected. Did that 

make us the best hospital he’d ever been in, or the worst?

Hospitals are not hotels, and although hospital patients may in some ways be informed consumers, they’re 

predominantly sick, needy people, depending on us, the nurses and doctors, to get them through a very 

tough physical time. They do not come to us for vacation, but because they need the specialized, often 

painful help that only we can provide. Sadly, sometimes we cannot give them the kind of help they need.
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If the Centers for Medicare and Medicaid is to evaluate the patient experience and link the results to 

reimbursement, it needs to incorporate questions that address the complete and expected hospital 

experience. It’s fair and even valuable to compare hospitals on the basis of how well they maintain 

standards of patient engagement. But a survey focused on “satisfaction” elides the true nature of the work 

that hospitals do. In order to heal, we must first hurt.

No more annual Pap smear: New cervical cancer screening guidelines

By Otis Brawley, Special to CNN  March 14, 2012

Editor's note: CNN conditions expert Dr. Otis Webb Brawley is the chief medical officer of the American 

Cancer Society, a world-renowned cancer expert and a practicing oncologist.

(CNN) -- Q: The U.S. Preventive Services Task Force is releasing new guidelines on cervical cancer 

screenings. What's changed?

A: In the 1930s, cervical cancer was the deadliest women's 

cancer in America. At that time, it killed more women each year 

than breast or lung cancer.

But over the past 80 years, there has been a tremendous 

decline in the death rate from cervical cancer because of 

improvements in treatment and screening. Today, death from 

cervical cancer is relatively rare in the U.S.

In 2009, about 4,000 American women died of cancer of the 

cervix. A review of the medical history of these women showed 

that the overwhelming majority had never had cervical cancer 

screening, and most who did were screened more than 10 years 

before diagnosis.

This week, the Preventive Services Task Force is announcing new recommendations for Pap tests to screen 

women for cervical cancer. The American Cancer Society (ACS), the American Society for Colposcopy and 

Cervical Pathology (ASCCP) and the American Society for Clinical Pathology (ASCP) have also teamed up to 

publish screening recommendations. Both the task force and the collaborative groups reviewed scientific 

literature and came to similar conclusions.

It is hoped that these guidelines will lead to less confusion for health care providers and the public.

The new guidelines advise women to reduce the number of tests they receive over their lifetime. This will 

ensure that women receive the benefits of testing while minimizing the risks.
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Most surprising of these recommendations is that women under age 21 should not be tested. But it makes 

sense -- many sexually active women under 21 will develop a human papillomavirus infection, or HPV, which 

can lead to cervical cancer. If HPV is detected, it is usually treated. However, treatment can lead to 

cervical incompetence and miscarriage years later. And most infections that are not treated subside within 

nine months without residual effects.

The task force has also recommended that women over 21 undergo a Pap test screening every three years, 

instead of annually. This, too, fits with what we know about this disease: HPV can take more than a decade 

to progress to cervical dysplasia or cancer.

Now to the basics. The ACS-ASCCP-ASCP recommendations include these changes from the previous ACS 

guidelines:

• All women should start screening at age 21. No longer is screening recommended three years after 

starting vaginal intercourse.

• Women aged 21 to 29 should get a Pap test (conventional or liquid-based) every three years. The 

statement specifically recommends against annual Pap testing. The former guideline called for a 

conventional Pap test every year, or a liquid-based Pap test every two years, for this age group.

• For women 30 and over, Pap tests should be done every three years. The guidelines recommend against 

annual or more frequent Pap testing for this age group. The previous guidelines said women 30 and over who 

have had three normal Pap tests in a row may be tested less often -- every two to three years.

• Combining the Pap test with HPV testing every three to five years is the preferred strategy for women 

aged 30 and older.

• Screening is not recommended for women 65 or older who have had three or more normal Pap tests in a 

row and no abnormal Pap test results in the past 10 years, or who have had two or more negative HPV tests 

in the past 10 years.

Additional recommendations are also included in the proposed guidelines:

• Women who have a normal Pap result and a positive HPV test result should repeat both tests or receive a 

gene test called genotyping that determines if they have HPV 16 and 18. These types of HPVs are known to 

cause 70% of cervical cancers. There is no immediate need for a colposcopy. (HPV 16 and 18 are the most 

common causes of cervical dysplasia and cervical cancer.)

• Women with a mildly abnormal Pap result (called ASC-US) and a negative HPV test result should follow up 

with either HPV testing plus a Pap test, or HPV testing alone, at intervals of three years or longer.

• Women who have been vaccinated against HPV should begin cervical cancer screening at the same age as 

unvaccinated women, i.e. at age 21.



Grieving kids say schools could be better at helping

By Kim Painter, Special for USA TODAY  March 14, 2012

It has been three years since Elizabeth and Sarah Bruno's dad died suddenly. But their teachers at Angelo 

L. Tomaso School in Warren, N.J., are still letting the girls, ages 11 and 9, know that if they are feeling sad 

and need a break during the school day, they can take it. Elizabeth says she hasn't needed it 

lately, but she appreciates the offer.

Support from the school started immediately after Marc Bruno 

died, and "it's been wonderful," says Sandy Bruno, 49, his widow.

But a new survey suggests many grieving kids don't get as much 

help as they'd like from schools, even as they draw strength from 

friends and families and struggle with sadness and feelings of 

isolation.

For the survey, 531 children and teenagers who had lost a parent 

or sibling filled out questionnaires at community bereavement centers. Since the kids were getting services, 

they might not represent all grieving children. But the survey is the first of its kind, says Chris Park, 

president of the New York Life Foundation, which did the poll with the National Alliance for Grieving 

Children.

"A number of schools are doing a great job," says Andy McNiel, executive director of the alliance. But 

nearly half the kids gave their schools a "C" grade or lower for helping them deal with their loss; nearly one 

in four assigned an "F."

"It just breaks my heart to hear that," says Sandy Austin, a counselor at Green Mountain High School in 

Lakewood, Colo. Austin helps organize student B.I.O.N.I.C. (Believe It Or Not, I Care) teams to reach out 

to peers who are grieving, sick or otherwise in need. She says students benefit when they know they can 

turn to at least one adult at school.

But "the reality is that most educators have no training specifically directed at how to help students who 

are grieving," says David Schonfeld, director of the National Center for School Crisis and Bereavement at 

Cincinnati Children's Hospital. "Many are afraid they are going to say the wrong thing, and as a result they 

say nothing."

Among other survey findings:

• 75% said they were sad. "Even when they get support, the sadness doesn't disappear," says McNiel. The 

kids were, on average, two years past a family member's death.

• 72% said the death made them feel "life is not fair." These kids "are now aware of something about life 

that other kids are not," McNiel says. "That makes them feel different."
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• 39% worry a surviving guardian will die. "If they can't get 

their parents on the phone at the end of the school day, they 

worry," Park says.

But most of the kids also said they expected to have good 

lives, felt that friends and families had been helpful, and 

agreed that they "just want to be treated like everyone else." 

Some reported trouble eating, sleeping or with grades, but 

most did not. Some wanted more people to ask about their 

deceased family member; others wanted fewer questions.

"Sometimes my friends are afraid to talk about my dad," says 

Mara Purnel, 13, of Cathedral City, Calif., whose dad died two 

years ago. "But I like talking about my dad because we have so 

many good memories." She says she was comforted when 

friends sent gifts on the first anniversary of her dad's death.

"No survey can show you what any individual child needs," says 

Kathleen McCue, author of How to Help Children Through a 

Parent's Serious Illness. "You have to talk to that child." She 

says more people do reach out to grieving children than in the 

past: "We are doing better."

First-Ever Acne Treatment Guidelines for Children Revealed

By: BRUCE JANCIN, Family Practice News Digital Network   Family Practice News  March 15, 2012

WAIKOLOA, HAWAII – New acne management recommendations from the American Acne and Rosacea 
Society are the first guidelines to specifically address pediatric acne.

"Acne is a common problem, and the presentations and 
differential diagnosis differ among the various ages of 
childhood and adolescence. We had a strong desire to 
increase recognition and improve management of pediatric 
and adolescent acne across the spectrum of primary and 
specialty care," explained Dr. Lawrence F. Eichenfield, 
cochair of the guideline-writing panel comprised of 
general pediatricians, pediatric dermatologists, and acne 
experts.

Choose words carefully

Words that might help a grieving child:
• I’m sorry your mom died.
• Tell me about your dad.
• What do you miss the most?
• Would you like to talk about it?
• I cannot know how you feel, but I 
remember how I felt when my (family 
member) died.

Words that might hurt:
• I know just how you feel.
• You’ll get over it.
• Don’t think about it.
• You are the man/woman of the house 
now.
• Don’t cry.

Source: Children’s Grief 
Education Association

Resources:
www.ChildGrief.org
www.AChildInGrief.com
www.childgrieve.org
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The comprehensive guidelines provide a simple and efficient classification scheme 
in which acne is categorized as comedonal, inflammatory/mixed, or 
nodular, and graded as globally mild, moderate, or severe. The guidelines 
offer detailed algorithms for the treatment of each category.

The treatment algorithms are flexible, with multiple options available 
based upon considerations including financial cost and treatment history.

Regimen complexity is another major consideration. Treatment adherence 
in pediatric and adolescent acne patients is notoriously a much bigger 
problem than in adults. Simple, once-daily combination products addressing 
multiple acne pathogenic mechanisms are advantageous.

Adolescent Acne

The treatment algorithm for the adolescent with mild comedonal or inflammatory/mixed lesions begins with 
two broad options for initial therapy. Both are topical regimens. The first consists of monotherapy with 
benzoyl peroxide or a topical retinoid, which can be an inexpensive option. The second is topical fixed-dose 
combination therapy, which can cost far more but achieves faster clearance, Dr. Eichenfield said at the 
seminar sponsored by Skin Disease Education Foundation (SDEF). Recommended combinations include 
benzoyl peroxide with a topical antibiotic or retinoid.

Alternatively, the panel noted that topical dapsone can be used either as initial monotherapy or in place of a 
topical antibiotic. The panel was in agreement that a topical antibiotic should only be prescribed in 
conjunction with benzoyl peroxide in order to help prevent the emergence of bacterial resistance, he said.

Doxycycline and other oral antibiotics are to be reserved for treatment of moderate to severe acne, and 
their use should be limited to 3-6 months, according to the guidelines.

"An oral antibiotic alone is substandard care now. It needs to be accompanied by a topical retinoid, a 
retinoid/benzoyl peroxide, or retinoid/topical antibiotic combination to minimize resistance," Dr. 
Eichenfield said.

The guidelines note that it is appropriate for primary care physicians to immediately refer an adolescent 
who presents with severe acne to a dermatologist. Many such patients will be best-treated with oral 
isotretinoin, he noted.

Preadolescent Acne

Preadolescent acne arising in children aged 7-12 is common and considered normal. It typically begins with 
comedones over the forehead and midface, with truncal lesions being far less common.

Treatment follows the same algorithms as adolescent acne, with the caveat that most preadolescent 
therapy is off-label, since, until quite recently, nearly all treatment studies were restricted to patients 
aged 12 years and older. Therefore, in formulating a treatment strategy for preadolescents, the panel had 
to shift gears and switch from the evidence-based approach emphasized elsewhere in the guidelines to 
expert consensus, said Dr. Eichenfield, professor of clinical pediatrics and dermatology at the University of 
California, San Diego.



Infantile Acne

Infantile acne generally doesn’t show up until after the first several months of life. It is comedonal, 
although papules, pustules, nodules, and cysts may also be present. Infantile acne can do significant lasting 
damage, and treatment is warranted.

Neonatal Acne

Acne developing within the first 6 weeks after birth is classified as 
neonatal acne. However, the erythematous papules and pustules located 
on the face, neck, scalp, and torso are not true acne. The skin lesions, 
also known as neonatal cephalic pustulosis, are associated with skin 
colonization by Malassezia globosa and M. sympodialis. It is a self-
limited condition, although it may clear faster if treated using topical 
ketoconazole cream or another anti-yeast medication.

Among the other issues addressed in the report are diet and acne, the 
appropriate use of the various classes of medications, when and how to 
use oral contraceptive pills for acne, the important distinction between 
neonatal and infantile acne, how to prescribe the big gun – isotretinoin – in young patients, and when to 
refer a child with acne for a endocrinology workup, said Dr. Eichenfield.

He explained that acne arising in mid-childhood – age 1-7 years – is a red flag for an increased risk of an 
endocrinologic disorder. Referral to a pediatric endocrinologist is warranted if a child displays any 
abnormalities in height and growth, blood pressure, or displays signs of early sexual maturation. Dr. 
Eichenfield picks up the phone personally, he said, to talk to the pediatric endocrinologist, and to make sure 
the child won’t wait long for an endocrinologic evaluation.

Publication of the guidelines is pending, he noted. In the meantime, physicians can obtain an introduction to 
the guidelines, including full details of the treatment algorithms, while earning 1 hour of CME credit by 
viewing a 56-minute video featuring Dr. Eichenfield and other guideline panelists at 
www.acneandrosacea.org.

The acne guidelines project was supported by the American Acne and Rosacea Society.

Dr. Eichenfield reported receiving research support or serving as a consultant to Galderma, Johnson & 
Johnson, Medicis, Stiefel, Valeant, and Ortho-McNeil (Jansen Pharmaceuticals).

The new guidelines have not yet been published… I will update you when they are available…

JAS

Obese kids have hard time sticking to low-carb diet
By Amy Norton   Reuters Health  March 14, 2012

When it comes to managing children's obesity, cutting portion sizes and cutting carbohydrates can work 
equally well -- though carb control is tough for many kids, a new clinical trial finds.
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Many adults have tried to win the battle of the bulge by shunning 
carbohydrates, especially highly refined or starchy carbs like white bread 
and potatoes.

But much less has been known about how those eating plans work for kids, 
including whether they are safe and nutritionally sound -- since low-carb 
diets tend to be relatively high in fat.

For the new study, researchers randomly assigned 100 obese 7- to 12-
year-olds to one of three eating plans: one that followed the conventional 
wisdom of portion control; a low-carb diet; or a reduced glycemic load" 
plan that cut down on certain carbs that typically cause surges in blood sugar -- like white bread, 
sweets and white potatoes.

Over one year, all three plans worked equally well in controlling kids' weight gain. The difference, 
researchers found, was that the low-carb plan was tough to stick with.

"All of these plans can work," said lead researcher Shelley Kirk, of the Heart Institute at Cincinnati 
Children's Hospital Medical Center.

"But the low-carbohydrate one was really challenging for kids to follow," Kirk told Reuters Health. The diet 
still helped control kids' weight, she said, because they followed it to an extent -- reducing carbs and 
calories, but not to the strict limits of the low-carb plan.

All of that, Kirk said, suggests that a modified version of low-carb could work well for at least some kids.

And the diet based on reduced glycemic load was essentially that: Certain carbs were "unrestricted" -- 
including fruit, vegetables low in starch and 100-percent whole grains. More limits were placed on starchy 
carbs, but they were still allowed.

Over one year, children in all three diet groups had similar improvements in their body mass index (BMI), a 
measure of weight in relation to height, after accounting for the fact that they were still growing.

Typically, a child will grow 2 inches per year before puberty. So for an obese child, simply maintaining the 
same weight over a year is a "success," Kirk said.

A growing child might not see a big weight loss, but what matters is improving "weight status" and overall 
health, Kirk said.

In this study, published in the Journal of Pediatrics, kids in all three diet groups ended up with healthier 
cholesterol levels. The low-carb group had a dip in triglycerides, another type of blood fat. And kids who 
focused on portion control or cutting glycemic load had signs of better blood sugar control.

The bottom line, according to Kirk, is that there are options.

For instance, kids could start by trimming carbs to "jumpstart" their weight loss, then switch to portion 
control for the longer haul -- which means more freedom in the foods kids eat, but keeping overall calories 
in check.

In the end, it comes down to negative calorie balance," or burning more calories than you consume.



So kids need not only a healthy eating plan, but daily exercise too, Kirk said.

The children in this study were part of a hospital-based weight loss program. And it's not clear if their 
results would translate widely into the real world."

But other hospitals across the U.S. offer programs for obese children, Kirk noted. And in other cases, your 
family doctor may be able to help.

In any case, Kirk said, parents should get some kind of professional guidance in managing their kids' weight, 
rather than going it alone.

And parents should also be prepared to make diet and lifestyle changes themselves.

"One of the hardest things is that families need to change," Kirk said." So think about the eating plan that 
the entire family can follow and stick with."

SOURCE:  Journal of Pediatrics, online March 1, 2012

Telling students it’s okay to fail helps them succeed — study
By Valerie Strauss  The Washington Post  March 14, 2012

Telling children that it is perfectly normal to sometimes fail at school can 
actually help them do better academically, according to newly published 
research.

The results of three experiments by French researchers are not definitive 
but they are intuitive; kids who don’t feel overwhelming pressure to do well 
all the time are more likely to feel free to explore, take academic chances 
and not fall apart if they make a mistake.

The first experiment explains how the three were conducted: 111 sixth-
graders were all given very difficult anagram problems. A sub-group of the 
students who were told that learning can be hard and that they should expect to sometimes fail did better 
on a test measuring working memory capacity than students in two other groups who did not have the same 
failure-is-okay discussion. Working memory capacity is said to be a good predictor of reading 
comprehension, problem solving and other aspects of academic achievement.

The findings are explained in article called “Improving Working Memory Efficiency by Reframing 
Metacognitive Interpretation of Task Difficulty,” by Frederique Autin and Jean-Claude Croizet of the 
University of Poitiers and the National Center for Scientific Research in Poitiers, France. The article was 
published in the Journal of Experimental Psychology: General by the American Psychological Association.

In a news release about the article, Autin was quoted as saying: “We focused on a widespread cultural 
belief that equates academic success with a high level of competence and failure with intellectual 
inferiority. By being obsessed with success, students are afraid to fail, so they are reluctant to take 
difficult steps to master new material. Acknowledging that difficulty is a crucial part of learning could stop 
a vicious circle in which difficulty creates feelings of incompetence that in turn disrupts learning.”
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And Croize was quoted as saying, “People usually believe that academic achievement simply reflects 
students’ inherent academic ability, which can be difficult to change. But teachers and parents may be able 
to help students succeed just by changing the way in which the material is presented.”

Gene Discovery Gives Clues to a Childhood Cancer

90% of neuroblastomas hit kids under 10, but they're more likely to survive than teen patients

HealthDay News  March 13, 2012

A newly discovered genetic mutation is more common in teens and young adults than infants with a nerve 

tissue cancer called neuroblastoma.

The gene with the defect is called ATRX. While this defect was found in many 

teens and young adults with neuroblastoma, none of the infants with the 

disease who were tested had this genetic defect. This is important because 

babies are the ones who most commonly develop neuroblastoma. And, in 

babies, the disease tends to take a much less aggressive course.

"In infants, neuroblastoma is often treatable. In older patients, it tends to 

be more clinically aggressive," said study co-author Dr. Alberto Pappo, 

director of the solid tumor division at St. Jude Children's Research Hospital 

in Memphis, Tenn.

"About 90 percent of neuroblastomas happen in children less than 10 years 

old. When it happens in teens and young adults, they usually tend to have poorer clinical outcomes. They 

relapse over and over again. They can survive for many years with the disease, but they ultimately die of 

the disease," Pappo noted.

The discovery of the mutation in the ATRX gene is an "exciting, but preliminary finding. We still need to 

try to determine if this mutation is associated with any significant differences in survival," added Pappo.

Results of the study are published in the March 14 issue of the Journal of the American Medical 

Association.

Overall survival rates for neuroblastoma are 88 percent for babies under 18 months at the time of 

diagnosis, 49 percent in children between 18 months and 12 years and just 10 percent in teens and young 

adults who are diagnosed with the disease, according to background information in the study.

Because the disease takes such a different course depending on a patient's age, researchers have long 

suspected that there are likely different subsets of neuroblastoma, and that different genetic mutations 

may account for the differences in prognosis by age.



To see if there were any identifiable differences, the researchers conducted what's known as whole 

genome analysis on tumor samples from 40 infants, children, teens and young adults with advanced 

neuroblastoma. The researchers then looked to see if there were any similarities.

The investigators found that mutations in the ATRX gene were present in 100 percent of teens and young 

adults. Just 17 percent of children under age 12 had this same mutation, and none of the infants tested had 

it.

To confirm these findings, the researchers tested tumor samples from an additional 64 people who had 

advanced neuroblastoma and found that the ATRX mutation was identified in 33 percent of adolescents and 

young adults and 16 percent of the children under age 12. Again, no evidence of this mutation was found in 

infants with the disease.

When the two groups were combined, the ATRX mutation was present in 44 percent of teens and young 

adults and 17 percent of children.

Pappo said this finding will likely spur more research, and could potentially be used to develop a screening 

test to determine who might have more (or less) aggressive cancer. And, eventually, there's a possibility 

that by reprogramming the ATRX gene, doctors could alter the cancer cells. But, he cautioned that the 

study's findings are preliminary and any practical uses are a long way off.

Commenting on the study, Marc Symons, an investigator at the Center for Oncology and Cell Biology at the 

Feinstein Institute for Medical Research in Manhasset, N.Y., noted that "most cancers are not thought of 

as being a single disease, and it's important to characterize the subclasses."

And, Symons added, "This is a preliminary study that highlights their discovery of the ATRX mutation in a 

specific population. It opens the way to potential new therapeutic targets," explained Symons, but fixing 

this type of genetic mutation is very challenging, he explained.

Dr. Rosanna Ricafort, director of the pediatric stem cell transplant program in the division of pediatric 

hematology/oncology at the Children's Hospital at Montefiore in New York City, agreed that the findings 

are preliminary. "This is an interesting study, but more and larger studies need to be done before we'll 

have the ability to translate what's been learned into improving diagnosis and directing therapies."

The most important factor, she said, is knowing whether people who have this mutation have more or less 

aggressive cancer. "This study has identified the mutation, but doesn't correlate it with outcome. It's a 

good first step in our understanding of the disease, but we need to understand the long- and short-term 

outcomes in people with this mutation," she added.

This isn't the first study to link genetic similarities in neuroblastomas. Another study, reported in 2009 in 

the journal Nature, compared the genes of people with and without neuroblastomas and found that a 

specific "copy number variation" -- a kind of genetic trait -- doubles the risk of a child developing the 

disease.



SOURCES: Alberto Pappo, M.D., director, solid tumor division, St. Jude Children's Research Hospital, 

Memphis, Tenn.; Marc Symons, Ph.D., investigator, Center for Oncology and Cell Biology, Feinstein Institute 

for Medical Research, Manhasset, N.Y.; Rosanna Ricafort, M.D., director, pediatric stem cell transplant 

program, division of pediatric hematology/oncology, Children's Hospital at Montefiore, New York City; 

March 14, 2012, Journal of the American Medical Association

Few Sexually Active Women Get Chlamydia Test

About Two-Thirds of at-Risk Young Women Miss Test for Fertility-Robbing STD

By Daniel J. DeNoon

WebMD Health News  March 13, 2012 

 Nearly two-thirds of sexually active young women don't get regular chlamydia tests, a CDC study finds.

That means more than 9 million young American women don't know whether they've been infected, study 

leader Karen Hoover, MD, MPH, said in a teleconference from this week's 

National STD Prevention Conference in Minneapolis.

And the odds of being infected are pretty high: Chlamydia is the 

most common STD, as well as the most common reportable infection 

in the U.S.

"There were 1.3 million reported cases of chlamydia in 2010, but the 

CDC believes the actual number is more than twice that -- 2.8 million 

new cases each year in the U.S.," Gail Bolan, MD, director of STD 

prevention at the CDC, said at the teleconference.

Among women, nearly 5% of 19-year-olds and more than 1% of 15-

year-olds are infected. Men are at least as likely to be infected. But 

it's women who suffer the most severe consequences. That's because 

chlamydia infection often is silent -- without symptoms -- until the infection becomes more serious.

Left untreated, 10% to 15% of women will get pelvic inflammatory disease (PID). And up to 15% of those 

women will be left infertile. And some will die from chlamydia-related ectopic pregnancy.

The CDC recommends an annual chlamydia test for any sexually active woman age 25 and younger. Women 

over age 25 should get annual tests if they have a new sex partner or have multiple sex partners. Routine 

screening isn't recommended for men.

When diagnosed, chlamydia is easily treated. But treatment isn't permanent, as Kelly Morrison Opdyke, 

MPH, and colleagues found in another conference presentation.
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Opdyke's Cicatelli Associates Inc. team studied 63,774 people who tested positive for chlamydia from 

2007 to 2009. They found that 25% of men and 16% of women have a new chlamydia infection when 

retested within six months.

And those are just the people who get another test. People who show up for screening tests tend to be 

healthier than those who don't. Yet only 11% of men and 21% of women got that chlamydia retest in the 

Opdyke study.

Those who test positive for chlamydia are supposed to get a repeat test three months after 

treatment. Sex partners should be evaluated and treated as well.  Women are at increased risk for 

reinfection if their sex partners have not been treated appropriately.

Unfortunately, you might not be able to rely on your health care provider to offer you that test.

California Department of Health researcher Holly Howard, MPH, and colleagues studied six of their state's 

large family planning clinics. They found that only 70% of patients were retested for chlamydia or for 

gonorrhea, the second most common STD.

When the clinics installed pop-up reminders on patients' computer records -- using existing billing software 

-- the retesting rate went up to 86%.

To remind patients to ask for chlamydia retests, SUNY Buffalo researcher Gale Burstein, MD, MPH, and 

colleagues used a simple email system. Four to five weeks after testing positive for chlamydia or gonorrhea, 

students got an automated email reminder. That was followed by a personal email and, if needed, a 

telephone call.

What happened? Retest rates for chlamydia went from 16% to 89%.

"We must not only increase chlamydia screening rates but ensure re-testing," Bolan said. "And we must 

encourage and support individuals' efforts to protect themselves. This may mean abstaining from sex, 

reducing the number of sex partners, or proper condom use."
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