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Physical Fitness in Children

It is difficult to define physical fitness in one line. A physically fit person not 

only carries out his/her daily cores with enthusiasm, without getting tired or 

exhausted, but can also easily carry out more  strenuous activities like travel 

and picnics or playing games. The physically fit person is able to meet even 

greater work demands under some exceptional unexpected circumstances 

(e.g. running to catch a bus, hardships enforced by natural calamities). 

Physical fitness has various components [Table  1]. All these are required 

to a varying degree in our day to day life. Those in competitive sports need 

to develop specific skills more. For example, the marathon runner requires 

high levels of cardio-respiratory and muscular endurance while the other 

components may be average but those competing in discus or javelin throw 

or put-shot need high level of strength and power and a good level of agility, 

flexibility and muscular endurance while the speed and the cardio-respiratory 

endurance may be of average level. But sports medicine is for special people 

attended by special consultants. We are concerned with the physical fitness 

of the population at large. There are some others like co-ordination, balance, 

reaction time which are more important in competitive sports. All needed 

day to day to a varying degree

Table I
SEVEN BASIC SKILLS OF PHYSICAL FITNESS

1. Strength – Max force by mm group

2. Power – Large force generated rapidly (Speed +Strength)

3. Speed – Rapid movement of body/parts

4. Agility – Rapid shift of direction of movement – balanced

5. Flexibility – Range of movement at joints

6. Muscle Endurance – Repeated movement without fatigue

7. Cardio-Respiratory Endurance – Sustained prolonged 

movement of whole body (Efficient O2  transport and utilization). 

Physical fitness has many advantages – reduced risk of obesity,

diabetes, hypertension, ischemic heart disease, psycho-social instability.

A lifetime of fitness should be the goal of every person and its foundation

must be laid down in childhood.
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The American Academy of Pediatrics and the American Heart Association 

have published the scales for assessment of physical fitness of young athletes 

aged less than 18 years - boys and girls separately. The scales also give 

four levels of the performance viz. average, good, high and excellent. 

During 2005-06, Smt.Snehlata S.Shah Pediatric Basic Research Fund Trust 

carried out a randomized survey of the physical fitness of 710 boys and 

675 girls aged 10-14 years from various schools in Vadodara. It was observed 

that very few children performed at the average or higher level [Table II]. 

The weights, heights, mid-arm circumference, skin fold thickness (fat) and 

the hip and waist measurements were also taken. 11% of the children had 

high BMI and 30% had high fat content for their age.

Table II
Percentage of boys and girls with physical fitness 

below the minimum level expected in each of the seven components

The (USA) President's 'Committee on Physical Fitness, Sports and 

Nutrition' recommended in 2008 that everybody should be involved 

daily in physical activity of moderate to severe intensity for about an hour. 

USA is a vast country – 3 times the area of India and with a population 

which is less than 1/3 of India. They have vast open places for children to play. 

Our problem is that whatever open spaces we have are slowly replaced 

as residential or commercial areas. A juvenile court magistrate had observed. 

that in the post-war period, the rate of juvenile delinquency in London 
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was considerably reduced because many houses were destroyed as a result 

of aerial bombing and the children had open spaces for play and adventure. 

We should take a lesson from this and ensure that every area has an open 

space or garden for children to play safely and for adults to walk and do 

some physical activities.

Lack of time is another impediment in undertaking physical activities. 

The explosion of knowledge during the last few decades really needs extension 

of the period of formal learning. But we have been pushing it down! 

According to the educationists, the pre-primary education should aim at 

developing the basic skills while the formal education should start around 

the age of seven. These days, even the pre-nursery child is taught basic 

reading! The immature child is so heavily burdened in completing the home 

work that there is hardly any time to play, and whatever spare time he may 

have is spent in front of the 'idiot box'. We need to set our priorities right.

What should children do?

There is a difference between 'play' and 'exercise'. Play is a physical activity 

undertaken for the enjoyment that one gets out of it. Physical fitness, 

team spirit, handling tension and anxiety, leadership qualities and 

socialization are its side-benefits Pre-school children (before the age of 

5-7 years) should be given facility, opportunity and encouragement 

to have a free play involving running, jumping, throwing and kicking, ball. 

Swings, se-saw, merry-go rounds, jungle-jims and such other facilities do not 

need a lot of space. If the parents spare an hour with the child for these 

activities it will have an additional advantage of establishing good bonding 

with the child.A school-age pre-adolescent (up to 12-14 years) should 

participate in team games that involve running (langadi, kho-kho, hockey, 

cricket), group exercises (PT, dumbbells, lezim) calisthenics and yoga.

After the age of 12-14 years children should start exercises to build up the 

various components of physical fitness and play a variety of sports – not stick 

to only one.

Epilogue

Physical fitness is the basis of lifetime health and it should start right from 

the pre-nursery stage. The common man requires average fitness and 

activities that give average physical fitness do not require a large space
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and are not very expensive. Parents need to ensure that children play for

about an hour everyday; but the city fathers must see that in every section of 

the city, there are areas where children can play safely are available.

We pediatricians and family physicians should routinely enquire with the 

parents about the time spent by their children in watching TV and in physical 

activity and counsel them about how lifetime fitness program should

start in childhood.  
Arun Phatak

atphatak@yahoo.com

Disabled ?  No! - Differently Abled!

Over the years there have been several incidents at work and outside work 

that have touched me. Whenever I talked to Dad about the clinical ones, 

every time he suggested that I pen down my thoughts. 

Recently saw a 16 year old young boy (D.G) in the joint neurology clinic. 

D.G had acute total asphyxia perinatally and has severely damaged basal 

ganglia (marked signal changes in basal ganglia bilaterally). As a consequence, 

he has 4 limb dyskinetic cerebral palsy, GMFCS V (in the recent past I would 

have called it dystonic quadriplegic C.P but now make a conscious effort

to give a 'proper' diagnosis as per the European classification- consensus in 

2006). D.G's dyskinesia was  quite marked to the extent that his upper 

limbs are put in a welcro loop attached to his wheelchair. Cognitively D.G is 

at a much higher level compared to his motor function. He is gastrostomy fed 

but also takes small amounts orally.   He is in school full time!! It would be very 

unusual for any child not to go to school no matter how severe the degree

of disability is. It is a matter of child's right to education and meeting peer 

group.  Socially- D.G enjoys going out to various programs and 

outings/holidays. He has good comprehension but is unable to speak.

He communicates by eye pointing, nodding his head and using his 

communication aid which is marvelous.

Towards the end of last year D.G was very unwell with swine flu and

ended up in PICU- (he probably would not have been taken to PICU if

his quality of life was not thought to be good). His movement disorder 

worsened following this illness. He was tried on benzhexol but this gave 
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him side effects. Oral baclofen had not helped in the past. D.G said 

he was functionally back  to his pre-swine flu level.

D.G actively participated in communication during the consultation. 

In fact most of the communication and questions were directed to him rather 

than his father and he responded appropriately to them. The communication 

aid is like a laptop attached to his wheelchair in front of him. Using the sensors 

on his wheelchair head rest, D.G chose the correct screen and typed on

the screen using his head. It was very heartening to watch this. He was ever 

so cheerful! The neurology consultant mentioned about deep brain 

stimulation as a possibility that could be explored to help with the movement 

disorder. I was surprised when D.G's father told him that ultimately it 

would be his (D.G's) decision what he wanted to do, he was getting old enough 

and in a few years would be living independently/away from parents!  

D.G seemed excited with the idea!

Yet again I realised the advantages of having a health care system 

like NHS. D.G's equipment was funded by the NHS. This is in addition to the 

disability living allowance he gets and the carer's allowance that his parents 

get. My thoughts drifted to the children in India and I felt sad for them.  

I wish some day we can make their lives more enjoyable and treat them as any 

other person, valuing their life rather than pitying them.

 Vishakha Phatak MD (Ped), MRCPCH, 
Specialty Registrar in Pediatric Neurodisability, NHS, UK   

Clinical Tips in Pediatric Cardiology 

There are few tips and points  that need to be carefully considered 

while evaluating and examining  children with  heart disease. Admittedly,

 this examination is tricky; but one gets better with practice. It is rewarding 

to take some time first to pacify the wailing infant, or reassure the anxious 

child. A hastily performed, casual examination may later prove to be an 

embarrassment – e.g. missing dextrocardia! Also, make the most of every 
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opportunity to correlate clinical findings with the subsequent final diagnosis, 

whenever available. e.g. a third heart sound in a child can be 'physiologic'.

The Increasing Need to Recognize Heart Disease

The commonest congenital malformations in humans are those of the 

cardiovascular system (congenital heart defects (CHD)). The availability 

of precise diagnostic tools, and of effective treatment (e.g. prostaglandin 

infusion and surgery) has transformed the clinical recognition of CHD 

from a 'merely' academic exercise to a vital need and responsibility 

of clinicians, esp. in the NICU / PICU. Timely suspicion is key to confirmation 

of the diagnosis (usually by non-invasive-imaging), and is the first step 

towards management.

Clues at a glance: What to inspect

CHDs are frequently associated with extracardiac anomalies; the face 

and limbs are common sites where dysmorphic features can be readily 

recognized. Although identifying Down syndrome generally is not a problem, 

even this common chromosomal anomaly may present a diagnostic challenge 

in the neonatal period, or in its mosaic forms. Deafness in the young infant 

(e.g. congenital rubella syndrome) may not yet have been obvious even

 to the mother. Identifying syndromes has implications regarding prognosis 

and recurrence risk. Some patients with serious CHD appear deceptively 

'stable' until they crashl.

What Not to Leave to Inspection alone

Recognizing cyanosis by naked-eye examination alone is prone to error. 

“Duskiness” or a faint cyanotic hue is all that is present in many important 

clinical scenarios. If possible, it is best to check the oxygen saturation by pulse-

oximetry, now commonly available. Pulse-oximetry documentation of a 

normal saturation is recommended as part of the pre-discharge examination 

for all well newborns. Again, retrospective correlation of the observed 

color tinge with the recorded saturation is instructive.

Feel the Pulse

If one is to suspect coarctation by detecting the feeble lower limb pulses

 in an infant, one must first be conversant with the quality of lower limb pulses 

in normal infants. Avail all clinical learning opportunities. Checking the lower 
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limb pulses is also an essential part of the well newborn pre-discharge 

protocol. It should be performed after the ductus arteriosus is expected to 

close. The pulse should preferably be checked long enough to detect any 

irregular rhythm. Remember to measure the blood pressure.The most 

neglected part of the pediatric CVS examination is the recording of blood 

pressure. A range of cuff sizes for the arm and thigh should be available; 

and every child should have BP measured at least once a year.

In general, murmurs are overrated

The finding of murmurs alone would have poor correlation with significant 

structural heart disease. Murmurs can be commonly heard as part of normal 

physiology (e.g. physiologic peripheral pulmonary stenosis; Still's murmur; 

venous hum) or in benign pathology (e.g. small VSD). On the other hand, 

several critical congenital heart defects do not have precordial murmurs. 

e.g. Transposition of the Great Arteries (TGA); and Total Anomalous 

Pulmonary Venous Return (TAPVR) with obstruction; Both these conditions 

require surgical repair in the neonatal period, so timely clinical suspicion 

(based on other findings) is of paramount practical importance. Also, 

the loudness or intensity of the murmur may not correlate directly with 

the severity of the condition. Small VSDs produce pan systolic murmurs 

harsher and much louder than the soft ejection systolic murmurs of large 

VSDs. A diastolic flow murmur following a third heart sound can be the most 

striking finding in a patient with a large VSD – a fact not emphasized 

enough in our training. 

Auscultatory findings of the CVS can be obscured by extensive adventitious 

sounds from the respiratory system – a not uncommon occurrence in practice. 

Such a child needs re-examination of the CVS after improvement. Auscultation 

of the CVS should routinely include not only the precordium on the left side, 

but also the right side of the chest, the axillae, the infraclavicular areas, 

and the back.

The child is not just a little adult

One must remember that infants do not exhibit many findings typically 

found in older patients. Raised jugular venous pressure or peripheral edema 

would be very insensitive signs of heart failure in infants. With a little practice, 

it is possible to be able to recognize clinical findings such as diaphoresis, 
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bounding pulses, hyperdynamic precordium, cardiomegaly etc. 

in appropriate clinical settings.

Weigh the findings

It is important to discriminate findings based on their 'weight'. 

Diastolic murmurs are always pathological; whereas systolic murmurs 

without accompanying thrills could also be 'innocent'. Central cyanosis, 

unlike 'acrocyanosis', always signifies serious disease – whether cardiac 

or otherwise.

Is there heart disease?

The symptoms and signs of respiratory and cardiac disease overlap, 

and sometimes co-exist. Some patterns are useful to help categorize patients. 

Cyanosis (or 'desaturation') out of proportion to the respiratory distress 

(chest wall retractions) characterizes cyanotic CHD. Differential saturations

in the limbs cannot be attributed to a purely respiratory cause. (Here, one 

must look for cyanotic CHD or Persistent Pulmonary Hypertension of 

the Newborn (PPHN)).

Conclusions

Clinically, one (including the most experienced cardiologists) cannot 

arrive at an anatomic diagnosis of structural heart disease at the bedside. 

The patient with clinical signs of a large VSD could turn out to have a large 

perimembranous VSD, or a large inlet VSD, or even a “Swiss-cheese septum”, 

and so forth. The purpose of the clinical CVS examination is clear: to identify 

patients with a high probability of having heart disease, and to subject these 

to further studies. It may also be prudent to definitively rule out heart disease 

in some situations, e.g. PPHN. The possibility of acquired heart disease 

(e.g. valvular; cardiomyopathy; Kawasaki disease etc.) is also evident by many 

cardiac and extracardiac signs. In all, looking at the larger picture

(i.e. interpreting carefully made findings in the context of the given situation), 

is the answer to minimizing diagnostic pitfalls. One needs to develop 

a personal, problem-oriented (should that be solution-oriented!), 

flexible format of examination; and adhere to it.
Dr Mukesh Singh

MD DNB FNB

Consultant Pediatric Cardiologist
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The A to Z of positive Parenting

Good Communication : Never before have communication skills  have been 

more important. Most problems in families are often linked to lack of 

appropriate communication. How parents speak to and how they listen to 

their kids and each other  is one of the keys to successful parenting. Children 

at their young age   are not able to express and communicate their true 

feelings easily: hence communication becomes further more important. 

Use a soft voice, smile, make an eye contact and ask rather than demand 

a compliance – you would have done well. Effective and empathetic 

communication  brings parents and their kids closer to each other 

and facilitates love and emotional bonding in the families.

Habits : Parents are best suited to effectively mould the personal habits 

of their children in a positive direction. If you spoon feed your child when 

she is three years old or tie her shoe laces when she is seven, she is going 

to struggle when she has to look after herself. Rational help is always welcome 

and there has to be a limit  so that it does not cross over to become an over 

protection and over provision. Explain to your kid  the need to develop  good 

personal habits-such as brushing the teeth at bedtime regularly, at an early 

age.  A little help, some concern and a  gentle push are all that what is needed!

Instill Values : Human values have assumed  importance in today's world  

and  nurture your child towards universal human values  at as early as the age 

of two to three years. Be it being  love, kindness, sympathy, helpfulness, 

non violence and positive thinking  - these  all traits are of eternal value. 

Become a role model for your child. Remember your moods and actions are 

bound to affect your child. Young children tend to learn quickly by observing 

what is happening around them. Look after yourself physically, mentally, 

emotionally and spiritually to make yourself a  happier person and 

a better parent.

Joys of Parenting :  Forget the power struggles, arguments and conflicts 

of parenting. Do not feel powerless in your attempts to raise  perfect child. 

Nurture your child with love, tenderness and warmth with a mix of discipline. 

Create a feeling of trust and harmony within the family. Enjoy the togetherness 
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of your kids, cuddle them up, take them for a walk to the park, have meal 

together as often as you can, read a story book at the bedtime. Brace yourself 

up  for one of the most joyous relationship of your life.

Keep the   Balance :  A balanced and sensible upbringing goes a long 

way in  rightful rearing up of children and promote their intellectual, 

emotional, social and moral development.  When you give your child 

an increasing degree of freedom and autonomy, there is need to balance

it with right mix of responsibility too.  The child needs to know  what is right 

and wrong, safe and unsafe, allowed  and not allowed, reasonable and 

unreasonable.  Balanced options  make the child learn the boundaries 

and   define their limits.

Love Actually : Though it may sound clichéd,  but being loved unconditionally 

and completely is a vital pre requisite for  developing  a strong  relationship 

within the family. Besides few other things children need love in form of  

quality time ,verbal and physical affection if they are to develop inner 

strengths and competencies. Never attach any strings and conditions 

to love with your child. Try to create happy memories. Have fun together. 

That's how you as a parent can provide a loving environment to your child.

Moments of Emotion :  To seek attention, children may behave badly  

and have emotional outbursts  such as tantrums and aggressive behavior. 

This way they tend to seek comfort from parents when they need it. Few kids 

may be more difficult to handle than others and sometimes  their negative 

and challenging behavior may often be their plea for  help for a better 

understanding by their care givers. Listen to their feelings and let them know 

that some one understands them. Repeated or uncontrolled outbursts 

need a firm approach and a tough stand  without yielding to pressures 

and may need a professional help and a counseling  for a better outcome.

Negotiate :  Do not consider negotiation as a sign or weakness, giving in 

or a compromise. When ever faced with a difficult situation, don't react 

immediately – stop, think and analyze and then negotiate. Give some choices 

to your child so that a 'no' is less likely answer. Ask- Do you want to wear that 

green T shirt or a blue T shirt ? Don't ask - Do you want to wear green T–shirt ? 

Offer suggestions but  let the child make her own decisions, unless you think  
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that your over riding her choice is of vital importance for  her well being 

and safety.

Optimism : Optimism is a dynamic feeling that focuses upon possibilities 

and opportunities  in our daily lives. The way the parents provide 

their feedbacks or criticism impacts upon the development or optimism 

or pessimism.  The seeds of optimism are sown when there is a focus on 

the child's effort and performance rather upon his ability or lack of it  

to do a certain task. Neither  exaggerate negative outcomes and failures 

nor view everything as permanent. Present yourself by being optimistic 

so that the kids can learn to be positive and optimistic themselves.

(To be Continued……)
Dr. Niranjan Shendurnikar

drniranjan@rediffmail.com


