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There are two societal phenomena
that frustrate me to the point of
hanging up my stethoscope and

converting my garage into a boat-building
shop. The first of these is the expanding
collection of behavioral dysfunctions
among America’s children that are often
mislabeled attention-deficit disorders. The
other is the overweight epidemic among
those same children.

In both cases, we pediatri-
cians have accepted a hefty
share of the challenge to fab-
ricate medical solutions for
what are primarily societal
problems. 

We didn’t invent televi-
sion, fast food, divorce, or
overscheduled two-income
families, but because the
tsunamis generated by these
realities are threatening to
drown a generation of chil-
dren, those of us committed
to their welfare are logically
viewed by ourselves and others as front-
line soldiers.

But do we pediatricians have the
weapons to wage these wars? 

And where should the battles be fought?
One of the lead stories in last month’s

PEDIATRIC NEWS suggested that we can

learn to counsel and administer behavioral
treatments in our offices that will be ef-
fective against obesity (“Getting Through
to Overweight Kids,” p. 1). 

The pediatricians in the article may be
making a difference for some of their pa-
tients, but I am skeptical about the ap-
plicability of their techniques for the rest
of us, who are accustomed to the much
higher success rates typical of asthma and

pyelonephritis.
Only 37 of 73 families

completed the counseling
program, and the investiga-
tors admitted they didn’t
know how many families
were initially asked to par-
ticipate but declined. 

Although I’m sure I could
learn to do a better job of
counseling, I have been talk-
ing—and listening—to par-
ents about obesity and inac-
tivity for several decades
using similar techniques and

have had frustratingly few successes.
But before I pack it in and retreat to my

workshop, I feel I should give the chal-
lenge of obesity one more try. 

Robert E. Holmberg Jr., M.D., a mem-
ber of the American Academy of Pedi-
atrics’ task force on obesity, wrote in a re-

cent editorial that, to be effective against
the overweight phenomenon, we pedia-
tricians must venture out of our offices
and “embrace the community pediatric
perspective and methods” (AAP News,
July 2005, p. 32).

As one would expect from the clear-
thinking, common-sense pediatrician
from Maine that he is, Bob offers nine
specific ways that a physician can “work
with the community to develop projects
to improve physical activity, nutrition
and prevent [my italics] overweight in
our children.” 

I really like the concept of prevention
because my attempts at mopping up the
damage aren’t working. Furthermore, I
am pleased that his first suggestion is to
“focus locally,” because I’m a think-small
kind of guy.

But he also suggests that I form a “small
steering group” and then a “community
coalition” and eventually participate in
my “coordinated school health council.”
Whoa! Bob! 

This is beginning to smell like a whole
mess of meetings. You must not be read-
ing my column very closely. I don’t do
meetings.

I knew that getting out of my office to
battle obesity was going to take me away
from what I do best, but this is sounding

very uncomfortable. 
Am I going to have to listen patiently

while other concerned citizens voice their
occasionally lame ideas? 

Does this mean that instead of writing
orders and prescriptions that are carried
out without question, I might be writing
grant applications that someone will edit
and someone else might deny? 

Bob, Bob, I’m all for a community team
approach, but can’t I please still be the cap-
tain?

I’m afraid I already know the answers.
But damn it, the overweight crisis has re-
ally gotten to me, and I don’t want anyone
to accuse this old dog of not being able to
learn a few new tricks. 

Since I’m getting paid diddly-squat for
counseling in the office anyway, I might as
well go forth and embrace that commu-
nity pediatric perspective at a few meetings
out of the office where I won’t get paid
anything. 

That wood I bought for the new boat
should probably season in the garage for
a few more years anyway. ■
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Getting Out of the Office

In 2003, the American Academy of Pedi-
atrics recommended a minimum vitamin

D supplementation of 200 IU daily for all
infants, due to concerns about a rising
number of cases of vitamin D deficiency.

Although most pediatricians may follow
these guidelines, we at Johns Hopkins
continue to see cases of severe vitamin D
deficiency in children.

One of the biggest risk groups for vita-
min D deficiency is infants
who are solely breast-fed. In-
fants who are breast-fed and
don’t receive supplemental
vitamin D are at increased
risk of developing a defi-
ciency. Those breast-fed in-
fants who are dark-skinned
are at an even greater risk,
since dark skin will decrease
the conversion of active vit-
amin D in the skin sec-
ondary to sunlight.

Another risk factor is de-
creased sunlight exposure.
This is more of a risk factor today because
of concerns about skin problems. Of
course, you don’t want infants to burn, be-
cause their skin is so sensitive—so parents
understandably cover them up. But this
limits the vitamin D they can process
from sunlight.

In addition, solely breast-fed infants who
are born during winter tend to go outside
less often, so even the minimal amount of

sun exposure they might get at other times
of the year may not happen.

Although the most striking cases of de-
ficiency are in children who have multiple
risk factors, deficiency can occur in a breast-
fed infant who does not have any risk fac-
tors but who does not receive daily sup-
plemental vitamin D. An additional but rare
risk factor is vitamin D deficiency in the
mother, which means that the baby’s stores

of vitamin D are especially
low. This leads to rickets and
softening of the bones,
among other things.

The reason deficiency oc-
curs in breast-fed infants is
that human milk has very
small amounts of vitamin D,
so it can not give a baby the
amount that he or she needs.

If an infant is solely breast-
fed, we recommend he or
she receive 400 IU of vitamin
D, which is easy to get from
any over-the-counter chil-

dren’s vitamin supplement. Likewise, in-
fants who are not solely breast-fed are at
risk because formulas in the United States
contain 400 IU of vitamin D per liter, and
even for an older infant, it would be diffi-
cult and not advisable to consume that
much formula or milk in a single day.

The official AAP recommendation is that
a child needs 200 IU of vitamin D daily, but
most endocrinologists recommend 400 IU.

We think that 400 IU is better than 200 IU
because the literature has shown that con-
suming 200 IU per day maintains a serum
vitamin D level at or above 11 ng/mL, and
we prefer to see a serum vitamin D level of
at least 20 ng/mL for optimal bone health.

Formula-fed babies are somewhat more
protected than breast-fed babies. But we rec-
ommend that all children take vitamin D
supplementation unless they are receiving
400 IU of vitamin D from a combination of
formula and other vitamin D rich foods in
their diet. We in the pediatric endocrinolo-
gy division see no contraindication to giv-
ing a vitamin that has 400 IU of vitamin D
throughout life for any child without risk for
hypercalcemia or hypercalciuria.

Any children or adolescents who do not
receive sun exposure because they are
bedridden, for example, or children who
don’t ingest enough vitamin D fortified
milk or cheese products daily due to lactose
intolerance or food allergies should receive
400 IU of vitamin D supplementation. Chil-
dren on certain seizure medications also are
at risk for vitamin D deficiency. In addition,
all children are candidates for an iron-free
multivitamin, even those who go outside
and play and are healthy. The decision for
iron in the vitamin is up to each child’s pe-
diatrician. If an older healthy child is not
compliant with taking a vitamin every day,
I am less likely to push for it if an evalua-
tion of the child’s diet shows that he or she
consumes a lot of dairy products and

spends plenty of time outside—on a sports
team, for example.

I believe that vitamin D supplementa-
tion is especially important early in life, un-
til the child is consuming vitamin D from
food sources other than milk or formula,
or through sun exposure. The AAP rec-
ommendation is to start vitamin D sup-
plementation within the first 2 months. I
see no harm in starting quite early, al-
though I might advise waiting a few weeks
so the newborn can adjust to breast-feed-
ing or bottle-feeding. Starting vitamin D
supplementation within the first month is
ideal, but by the end of the second month
of life, my recommendation is that a child
should definitely be on a supplement.

Most endocrinologists aim for a vitamin
D level above 20 ng/mL, so we recommend
more vitamin D than the AAP currently
recommends. For information on the
AAP’s guidelines and policy statements,
visit www.aap.org. There have been many
articles written about the risk of vitamin D
deficiency specifically in solely breast-fed,
dark-skinned infants because they are at es-
pecially high risk. However, even fair-
skinned individuals are at risk. Physicians
must be broad-minded and realize that
without supplementation, all infants are at
risk for vitamin D deficiency. ■
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Vitamin D Supplements Are Underused
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