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AbstrAct
Down’s syndrome (DS) is the most common 
chromosomal abnormality seen in live born 
children and it is the most common genetic 
cause of intellectual disability. It is associated 
with abnormalities in many body systems, 
some of which can cause life threatening 
complications. This article aims to cover the 
important aspects to cover when seeing children 
with DS for their routine follow- up in the 
neurodevelopmental or general paediatric clinic.

IntroductIon
Down’s syndrome (DS) occurs in 1 in 
every 1000 live births1 and is the most 
frequent chromosomal abnormality seen 
in liveborn infants. It is caused by having 
an extra full or partial copy of chromo-
some 21 in some or all of the body’s 
cells. DS is associated with a wide range 
of health conditions affecting multiple 
body systems. It is important that the 
care of children with DS is standardised 
so that complications are not missed. The 
Down Syndrome Medical Interest Group 
(DSMIG) has very useful guidelines for 
when and what type of screening should 
occur.

GenerAl prIncIples
 ► Children with DS should ideally be cared 

for by a paediatrician with expertise in DS 
(this could include a community paediatri-
cian, paediatrician with a neurodisability 
interest or general paediatrician).2

 ► Children should be reviewed regularly in 
the first year of life, then yearly after this. 
Table 1 gives a suggested timetable for 
follow- up. Some of this care may be deliv-
ered in a nurse led clinic.

 ► Children with DS should have access to 
a multidisciplinary neurodevelopmental 
team including speech and language 
therapy, physiotherapy, paediatric cardi-
ologist (in the neonatal period), paediatric 

ophthalmologist and audiologist. A range 
of other medical specialist and allied 
healthcare professionals should be avail-
able if required.2

 ► Children with DS should be screened for 
common associated conditions including 
cardiac, hearing, vision, thyroid dysfunc-
tion, growth, development and sleep 
disordered breathing. See figure 1 for the 
DSMIG recommended screening, taken 
from the personalised child health record 
DS insert. Box 1 contains a link to the 
DSMIG website and other useful sources 
of information.

 ► At transition, care coordination should 
be taken on by a clearly defined person, 
usually a General Practitioner2.

There can be a lot to cover when seeing 
children with DS during their regular 
review. We have summarised some 
important points that should be covered 
at different age points in table 1. During 
the majority of regular appointments, a 
‘full review’ is needed; please see box 2 
for details of what to cover in the history 
and examination at each appointment.

complIcAtIons of ds
Table 2 is a summary of some of the key 
complications seen in DS. In the following 
section, we will discuss these in more 
detail. It is important for anyone seeing 
children with DS to be aware of these.

development
Children with DS usually have delayed 
early development. The Personal Child 
Health Record Book DS insert contains 
useful tables to give indications of the 
typical ages for developmental milestones.

Intellectual disability in children with 
DS ranges from mild to profound.3 Speech 
and language difficulties are usually 
more pronounced than other areas, with 
greater difficulties in expressive language 
compared with receptive language.3 Defi-
cits in working memory are also more 
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marked. Studies have shown that children with DS 
who are offered a ‘rich’ developmental environment 
can have significantly improved IQ scores.3 This 
should be offered from birth.

neurological
Seizures occur in around 5%–6% of patients with DS, 
40% of these patients present in infancy.4 The most 
common types of seizures are infantile spasms and then 
tonic clonic seizures with myoclonus.4 Children with 
DS have a relatively better prognosis and response to 
treatment than other causes of infantile spasms.5

mental health and neurodevelopmental disorders
In the past, psychiatric and neurodevelopmental disor-
ders in children with intellectual disability were mini-
mised or felt to be a consequence of the underlying 
developmental disorder. We have since come to acknowl-
edge the high prevalence of these issues in people with 
DS with at least half of all children and adults experi-
encing a major mental health issue during their lives.5 
The most common issues include general anxiety, 

obsessive- compulsive behaviours, neurodevelopmental 
disorders, depression and sleep related disorders.5 Chil-
dren with DS are particularly sensitive to changes in 
their environment, including chronic illness or loss of 
a family member, death of a household pet or absence 
of a teacher.5 New behavioural symptoms can also be a 
manifestation of an underlying medical disorder such as 
hypothyroidism, sleep problems or bowel related issues.

Autism spectrum disorders (ASD) are present in 
around 16% of children with DS, much higher than 
in the general population.6 Compared with other 
children with ASD, children with DS and ASD tend 
to have similar difficulties with communication and 
repetitive and stereotyped behaviours, but better 
reciprocal social interaction skills and less peer related 
and emotional problems.6

Symptoms of ADHD are also prevalent in children 
with DS. If inattention, impulsivity and hyperactivity 
are disproportionate with the mental age and result in 
significant impairment to academic or social develop-
ment, then this diagnosis should be explored.

Table 1 Suggested timetable of follow- up for children and young people with Down’s syndrome

Age MDT members   Key points

6 months Paediatrician and MDT Full review*
Discuss genetics, if parents need advice regarding recurrence for future pregnancies, 
then referral to clinical genetics is advised
Encourage routine immunisations and annual influenza vaccine
Examination should include an examination of vision

1 year Paediatrician and MDT Full review*
Ensure that you enquire about sleep related upper airway obstruction
Give information about cervical instability, cardiovascular, ENT and eye examinations
Enquire about behavioural issues and offer advice
Consider referral to Early Years education

2 years Paediatrician and MDT Full review*
Ensure you enquire about behaviour, educational input, cervical spine instability. 
Examination should include signs of cervical spine instability (ensure able to flex and 
extend neck normally), cardiovascular, ENT and eye examinations

3–5 years annual review Paediatric and MDT Full review*
Consider complex developmental problems and coexistent neurodevelopmental 
disorders
Some patients without complex health issues may be appropriate for nursing review 
after 5 years of age

6 years and yearly after this Nurse Full review* including dental care, access to services, financial issues, immunisations
In pubertal girls, enquire about menarche and menstrual management

School leaver review  
(age 16–18 years)

Nurse and Paediatrician Full review
Requirements for ongoing care, further education or adult placements, fertility and 
need for contraception
Testicular examination—discuss if self- examination is appropriate or alternative 
arrangement as testicular tumours are more common in Down’s syndrome
Prepare full medical report for GP, carers and young person
Ensure heart auscultated
In Scotland, discuss guardianship (must be done well before 16 years)
Refer to adult learning disability team
GP will be coordinator of care usually. Refer to RCGP adult Down’s syndrome specific 
annual check list19

*Please refer to box 2 for what to include when doing a ‘full review’.
MDT, multidisciplinary team; RCGP, Royal College of General Practitioners.
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cardiac
DS is the most common genetic condition associated with 
congenital heart disease (CHD)7 with CHD diagnosed in 
approximately 50% of children.8 Atrioventricular septal 
defect is the most common defect followed by atrial septal 
defects, ventricular septal defects and tetralogy of Fallot. 
All neonates with DS should be seen by a cardiologist and 
have an echocardiogram within the first 6 weeks of life, 
preferably within the first 2 weeks in high risk infants.9 
Children with DS can develop pulmonary hypertension 
and develop right sided problems secondary to airway 
and respiratory problems.10 In later childhood, mitral 

valve prolapse and aortic regurgitation can develop. The 
DSMIG recommends yearly cardiac auscultation to iden-
tify emerging cardiac problems.9

Figure 1 The suggested health checks in the PCHR DS insert as recommended by the DSMIG. BMI, body mass index; DS, Down’s syndrome; 
DSMIG, Down Syndrome Medical Interest Group; PCHR, The Personal Child Health Record Book.

Box 1 Guidelines, resources and important sources 
of information

 ► DSMIG website. https://www.dsmig.org.uk/ gives details 
of recommended routine medical surveillance and DS 
growth charts.

 ► Down’s Syndrome Association/DSMIG have produced a 
series of downloadable patient/parent information sheets 
about common health issues. Downloadable at http://
www.downs-syndrome.org.uk/for-families-and-carers/
health-and-well-being/health-series/

 ► The Personal Child Health Record Book (PCHR) Down 
Syndrome inserts. A 32- page supplement for the 
red book, produced by the DSMIG, updated January 
2020, 5th edition. Downloadable at https://www.
healthforallchildren.com/wp-content/uploads/2020/02/
A5-Downs-charts.pdf

DSMIG, Down Syndrome Medical Interest Group.

Box 2 Full review, what to include in history and 
examination

History
 ► Parental concerns.
 ► Growth and feeding.
 ► Gastrointestinal symptoms.
 ► Cardiac symptoms.
 ► Hearing and vision.
 ► Unusual or recurrent infections.
 ► Immunisations.
 ► Symptoms of cervical spine instability.
 ► Upper airway symptoms and sleep disordered breathing.
 ► Behaviour.
 ► Developmental milestones.
 ► Social support, benefits, disability living allowance (DLA), 
respite.

 ► Education.
 ► Dental hygiene and registration with a dentist.

Examination
 ► Full system examination.
 ► Development.
 ► Plotting height, weight (and head circumference) on 
Down’s syndrome growth chart.

 ► Examine for cervical spine instability (ensure the patient 
can fully flex and extend their neck, abnormal head 
posture).
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endocrine
Delayed growth and short stature are common 
features of DS. A suggested mechanism for this is 
growth hormone deficiency, secondary to hypo-
thalamic dysfunction.10 DS- specific growth charts 
should be used to ensure children are following an 
appropriate growth trajectory. Routine use of growth 
hormone is not recommended, as it does not improve 
developmental outcomes.11 Up to ¾ of children with 
DS are overweight or obese.12 The underlying causes 
are thought to be linked to increased leptin, more 
sedentary behaviour, unfavourable diet and lack of 
exercise.12 Increasing weight gain usually starts after 
around 2 years of age.12

Patients with DS are more likely to have low bone 
mineral density, due to factors including low phys-
ical activity, decreased muscle mass, malabsorption 

syndromes, antiepileptic medication, low calcium 
and vitamin D3. Enhanced physical activity is recom-
mended to optimise bone health.10

Vitamin D deficiency is more common due to a 
variety of mechanisms including poor intake of vitamin 
D, reduced sunlight exposure, poor absorption from 
coeliac disease and increased breakdown associated 
with anticonvulsants. No specific recommendations 
exist to advise supplementation in children with DS; 
however, there is an argument that it is beneficial to 
optimise growth and musculoskeletal development.10

Hypothyroidism in people with DS can be congen-
ital or acquired. In a study of 85 people aged 0–25 
years with DS, 33% developed hypothyroidism in a 
15- year period.13 Around 50% also have subclinical 
hypothyroidism, indicated by high thyroid stimulating 

Table 2 Summary of the complications of DS

System Complications Relevant information

Neurological Learning disability
Epilepsy
Neurodevelopmental disorders

Early developmental impairment varies from mild to profound in children with DS
Infantile spasms are the most common type of seizure seen
Increased incidence of ASD/ADHD

Psychological Behavioural difficulties and mental illness Enquire about mood in older children

Cardiac Congenital heart disease, most commonly 
AVSD
Mitral valve prolapse
Aortic regurgitation

Routine echocardiogram within 6 weeks of birth
Monitoring for development of cardiac failure in those with diagnosed cardiac 
conditions
Yearly cardiac auscultation and low threshold for cardiac referral if symptoms/
signs of cardiac disease develop

Endocrine Hypo/hyperthyroidism
Propensity for obesity
Growth retardation
Low bone mineral density
Vitamin D deficiency

Follow recommended screening protocol
Careful dietary control
Refer to appropriate growth chart
Ensure physical activity and adequate vitamin D intake supplementation if 
necessary

Reproductive Infertility Discussing fertility is important in patients of childbearing age

Haematological Haematological malignancy
Thrombocytopenia

Acute myeloid leukaemia and acute lymphoblastic leukaemia, both usually 
present by 5 years of age

Gut Feeding issues
Congenital GI defects
Constipation
Coeliac disease
Hirschsprung disease

May need additional support with breastfeeding
Particularly duodenal atresia, other GI stenosis or atresia more common
Treat as any other child
Routine screening not recommended, low threshold for testing if symptoms 
present
Consider diagnosis

Vision Refractive errors
Nystagmus
Congenital cataracts
Glaucoma
Squints

Follow suggested screening schedule and have a low threshold to refer if 
concerns occur outside of this

ENT Sleep apnoea Enquire about sleep disordered breathing at every review, with an oxygen 
saturation study if symptoms present

Hearing Sensorineural hearing loss
Otitis media with effusion

Follow suggested screening protocol

Immune Immunodeficiency At risk of serious infection
Routine vaccinations, yearly influenza vaccine and one off pneumococcal 
polysaccharide vaccine. Some high- risk infants will qualify for RSV vaccine

Respiratory Lower respiratory tract infections Treat underlying conditions

Musculoskeletal Craniovertebral instability Ensure symptoms are checked for during every review

Maxillofacial Delayed dentition Delayed dentition is normal for children with DS
Ensure child is registered with a dentist and parents are brushing teeth. Teeth 
brushing can be more difficult due to sensory sensitivities

ASD, autism spectrum disorder; AVSD, Atrioventricular septal defect; DS, Down’s syndrome; GI, Gastrointestinal ; RSV, Respiratory syncytial virus.
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hormone (TSH) but normal T3/T4.14 Hyperthyroidism 
is also seen more frequently than in the normal popu-
lation.10 Children need yearly screening from the age 
of one, more frequently before this.

Delayed puberty is a common feature of DS in both 
sexes.10 Girls can get delayed menarche and adren-
arche. Boys have been reported to have ambiguous 
genitalia, cryptorchidism, micropenis and small testes.

Haematological
Children with DS have a 150- fold increased risk of 
myeloid leukaemia (known as myeloid leukaemia of 
DS), it is nearly always diagnosed before 5 years of 
age and it is preceded by transient leukaemia of Down 
Syndrome (TL- DS), (previously known as transient 
abnormal myelopoiesis) as an infant.15 Children with 
DS also have a 30 fold increased risk of acute lympho-
blastic leukaemia.15

Gastrointestinal
Hirschsprung disease affects around 2% of children 
with DS.16 If children fail to pass meconium after birth 
and have recurrent issues with constipation, vomiting 
and abdominal distention then consider a possibility of 
Hirschsprung disease or an as yet undiagnosed gastro-
intestinal stenosis.

Gastro- oesophageal reflux occurs frequently due 
to reduced lower oesophageal tone and being slower 
to be able to sit up. Consider aspiration pneumonia 
if children present with chronic cough and recurrent 
pneumonia.16

Coeliac disease is present in around 5% of the DS 
population;17 there are some advocates of including 
regular screening in the surveillance programme, using 
either regular coeliac serology or human leukocyte 
antigen (HLA) screening. This is not currently recom-
mended by the DSMIG and testing should be guided 
by clinical symptoms and risk (eg, positive family 
history).

Visual
Refractive errors, squints, abnormalities in accom-
modation, nystagmus, congenital cataracts and 
infant glaucoma are all more common in children 
with DS.9 Examination of the child’s visual system 
should be taken at each review, including in younger 
children looking for squint, abnormalities in gaze, 
visual behaviour and attention. They should have a 
formal ocular/visual assessment by an orthoptist and 
ophthalmologist or optometrist at 18–24 months, 
but if abnormalities are evident before this, earlier 
referral should be made.9 One- third of children will 
have a ocular/visual defect detected at this time.9 Due 
to the high prevalence of visual disorders, there is 
a specific screening programme recommended (see 
table 2).

ent
Obstructive sleep apnoea is seen in half to three quar-
ters of children with DS. Predisposing anatomical 
abnormalities including midface hypoplasia, large 
tongue and mandibular hypoplasia combined with 
relatively large tonsils and adenoids, leads to airway 
obstruction.18 Sleep- related breathing disorders result 
in nocturnal hypoxaemia, which can result in pulmo-
nary hypertension. The presence of a CHD compounds 
this risk. See box 3 for the symptoms of sleep disor-
dered breathing.

Children with DS should have screening for a sleep- 
related breathing disorder by enquiring about the above 
symptoms. The DSMIG recommend yearly screening 
with overnight oximetry until 5 years of age, but this 
will be guided by local availability. Those with suggestive 
symptoms should have overnight oximetry and referral to 
ENT. Those whose results are abnormal, or there is suspi-
cion of a false negative should have a more detailed sleep 
study with polysomnography including oximetry, airflow, 
effort and CO2 measurement. Adenotonsillectomy may be 
of benefit and continuous positive airway pressure can be 
used to treat it.

Hearing
Over 50% of people with DS have a significant hearing 
impairment, with sensorineural and or conductive hearing 
loss being present at all ages.9 Otitis media with effusion 
is the most common cause of conductive hearing loss.9 All 
babies should have a full audiological assessment at 6–10 
months of age and a regular programme of screening 
should be in place after this (see table 2).

Infections
Children with DS are at increased risk of infections, 
due to abnormalities of their immune systems and 
anatomical differences. Immune system abnormalities 
include mild to moderate T and B cell lymphopaenia, 
with abnormal T cell proliferation, reduced response 
to vaccination and defects of neutrophil chemotaxis.19 
Infections may be serious and present atypically 
compared with non- DS children.

Box 3 Symptoms of sleep disordered breathing

 ► Snoring.
 ► Sleep disturbance and odd sleeping positions (such as 
hanging over the side of the bed).

 ► Daytime sleepiness.
 ► Nocturnal sweating.
 ► Mouth breathing and halitosis, dry mouth on waking.
 ► Chronic rhinorrhoea.
 ► Swallowing difficulties.
 ► Recurrent upper respiratory tract infections.
 ► Nausea and vomiting.
 ► Headache.
 ► Persistent or secondary enuresis.
 ► Cyanosis and apnoea.
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Anatomical abnormalities of the airway like laryn-
gomalacia and tracheomalacia, impaired clearance of 
secretions, increased gastro- oesophageal reflux and 
aspiration are the mechanisms leading to increased 
lower respiratory tract infections. The ENT abnormal-
ities in the above section also predispose to respiratory 
tract and ear infections.

Lower respiratory tract infections are a frequent reason 
for children with DS to be admitted to hospital, and the 
most common reason to be admitted to intensive care.

In children with history of recurrent, severe or atyp-
ical infections a referral to the local immunology team 
should be considered. They may advise longer antibi-
otic courses, additional vaccination and occasionally 
prophylactic antibiotics.

Vaccination
Normal routine vaccinations are recommended plus 
consideration of annual influenza vaccine and pneu-
mococcal polysaccharide vaccine.

musculoskeletal
Inflammatory arthritis is 18–21 times more common 
in people with DS,9 and the diagnosis is often missed 
due to having a higher pain threshold, so there should 
be a low index of suspicion. People with DS have lower 
muscle tone and hyperflexibility.10

There is an increased susceptibility of people with 
DS to get craniovertebral instability due to hypotonia 
and ligamentous laxity. This occurs between atlas 
and axis (atlantoaxial subluxation) and also between 
occiput and atlas (occipito- atlantal subluxation).

Warning signs of craniovertebral instability include9

 ► Neck pain.
 ► Abnormal head posture including torticollis.
 ► Reduced neck movement.
 ► Deterioration of manipulative skills.
 ► Deterioration of gait and frequent falls.
 ► Increased fatigability on walking.
If these signs are present and no alternative is found to 

explain the symptoms, a cervical spine x- ray in flexion 
and extension should be performed.9 There is no good 
evidence that x- rays in asymptomatic children are useful.

General approach
The DS charities advocate a ‘people first’ approach to 
our language around people with DS. Using certain 
terminology such as ‘Down’s baby/child’ or describing 
DS as a ‘disease/handicap or illness’ are incorrect. 
Instead, saying that a they are a ‘baby with Down’s 
syndrome’ and describing it as a ‘condition’ are factu-
ally correct and more sensitive.

Children with DS may have additional communi-
cation needs, so it is important to speak clearly and 
if possible use visual aids. Remember that a child’s 
parents know the most about their child and are a 
valuable source of information, particularly when they 
are acutely unwell, always listen to the parents!

clInIcAl bottom lIne
 ► Children with DS can develop a range of medical disor-

ders linked to their condition, and it is important that 
clinicians caring for children in the community are aware 
of these complications.

 ► Screening pathways exist to monitor for abnormalities in 
the following systems: cardiac, hearing, vision, thyroid 
dysfunction, growth, development and sleep disordered 
breathing.
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provenance and peer review statement has been included.

Twitter Rebecca Amy Dalrymple @becksdrd

Acknowledgements Many thanks to Varshali Swadi and Jo Hughes from 
Down Syndrome Scotland, who reviewed the article and advised further 
changes.

Contributors RAD came up with the concept of the article and wrote the 
article. NM, SH and LHS edited and added to the article.

Funding The authors have not declared a specific grant for this research from 
any funding agency in the public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient consent for publication Not required.

Provenance and peer review Not commissioned; externally peer reviewed.

ORCID iD
Rebecca Amy Dalrymple http://orcid.org/0000-0001-5065-3251

REFEREnCES
 1 Morris JK, Alberman E. Trends in Down’s syndrome live births 

and antenatal diagnoses in England and Wales from 1989 to 
2008: analysis of data from the National Down Syndrome 
Cytogenetic Register. BMJ 2009;339:3794:b3794.

 2 Services for children and young people with Down syndrome, 
RCPCH paediatric service specification. Available: https://www. 
dsmig.org.uk/wp-content/uploads/2015/09/Draft-servcei-spec.pdf

 3 Pulina Fet al. Chapter 3: Cognitive profiles in individuals 
with Down Syndrome. In: International review of research in 
developmental disabilities. state of the art of research on Down 
syndrome. Elsevier: London Academic Press, 2019.

 4 Arya R, Kabra M, Gulati S. Epilepsy in children with Down 
syndrome. Epileptic Disord 2011;13:1–7.

 5 Munir K. Mental health issues and Down syndrome. National 
Down syndrome Society website. Available: https://www.ndss. 
org/resources/mental-health-issues-syndrome/

 6 Richards C, Jones C, Groves L, et al. Prevalence of autism 
spectrum disorder phenomenology in genetic disorders: 
a systematic review and meta- analysis. Lancet Psychiatry 
2015;2:909–16.

 7 Paulo V, Di Carlo D, Digilio M. Cardiovascular disease in 
Down syndrome. Current Op in Paed 2018;30:616–22.

 8 American Academy of Pediatrics. Committee on Genetics. 
American Academy of pediatrics: health supervision for 
children with Down syndrome. Pediatrics 2001;107:442–9.

 9 Down syndrome medical interest group guidelines. Available: 
https://www.dsmig.org.uk

 10 Hawli Y, Nasrallah M, El- Hajj Fuleihan G. Endocrine 
and musculoskeletal abnormalities in patients with Down 
syndrome. Nat Rev Endocrinol 2009;5:327–34.

 11 Annerén G, Tuvemo T, Carlsson- Skwirut C, et al. Growth 
hormone treatment in young children with Down's syndrome: 
effects on growth and psychomotor development. Arch Dis 
Child 1999;80:334–8.

copyright.
 on M

ay 22, 2023 by guest. P
rotected by

http://ep.bm
j.com

/
A

rch D
is C

hild E
duc P

ract E
d: first published as 10.1136/archdischild-2020-319814 on 15 January 2021. D

ow
nloaded from

 

https://twitter.com/becksdrd
http://orcid.org/0000-0001-5065-3251
http://dx.doi.org/10.1136/bmj.b3794
https://www.dsmig.org.uk/wp-content/uploads/2015/09/Draft-servcei-spec.pdf
https://www.dsmig.org.uk/wp-content/uploads/2015/09/Draft-servcei-spec.pdf
http://dx.doi.org/10.1684/epd.2011.0415
https://www.ndss.org/resources/mental-health-issues-syndrome/
https://www.ndss.org/resources/mental-health-issues-syndrome/
http://dx.doi.org/10.1016/S2215-0366(15)00376-4
http://dx.doi.org/10.1097/MOP.0000000000000661
http://dx.doi.org/10.1542/peds.107.2.442
https://www.dsmig.org.uk
http://dx.doi.org/10.1038/nrendo.2009.80
http://dx.doi.org/10.1136/adc.80.4.334
http://dx.doi.org/10.1136/adc.80.4.334
http://ep.bmj.com/


Best practice and Fifteen- minute consultations

Furnell C, Finlay F. Arch Dis Child Educ Pract Ed 2022;107:88–94. doi:10.1136/archdischild-2021-32262394

 12 Bertapelli F, Pitetti K, Agiovlasitis S, et al. Overweight and 
obesity in children and adolescents with Down syndrome—
prevalence, determinants, consequences, and interventions: a 
literature review. Res Dev Disabil 2016;57:181–92.

 13 Karlsson B, Gustafsson J, Hedov G, et al. Thyroid 
dysfunction in Down's syndrome: relation to age and thyroid 
autoimmunity. Arch Dis Child 1998;79:242–5.

 14 Tüysüz B, Beker DB. Thyroid dysfunction in children with 
Down's syndrome. Acta Paediatr 2001;90:1389–93.

 15 Bhatnagar N, Nizery L, Tunstall O, et al. Transient abnormal 
myelopoiesis and AML in Down syndrome: an update. Curr 
Hematol Malig Rep 2016;11:333–41.

 16 Holmes G. Gastrointestinal disorders in Down syndrome. 

Gastroenterol Hepatol Bed Bench 2014;7:6–8.

 17 Mårild K, Stephansson O, Grahnquist L, et al. Down syndrome 

is associated with elevated risk of celiac disease: a nationwide 

case- control study. J Pediatr 2013;163:237–42.

 18 Ram G, Chinen J. Infections and immunodeficiency in Down 

syndrome. Clin Exp Immunol 2011;164:9–16.

 19 Health checks for people with Learning disabilities toolkit. 

Royal College of general practitioners. Available: https://www. 

rcgp.org.uk/clinical-and-research/resources/toolkits/health- 

check-toolkit.aspx

Wellbeing at work

Flexibility

Caroline Furnell, Fiona Finlay  

Flexibility can mean many things. An 
unusual yoga pose or the ability to take the 
afternoon off for your child’s nativity play. 
In medicine, the concept implies adapta-
tion depending on need and situation.

Most paediatricians know what is 
expected of them, but when asked to be 
flexible, their expectations may be chal-
lenged. Those with firm boundaries may 
resist being flexible, colleagues perceiving 
them as being ‘difficult’ or resistant to 
change. In fact, their response may protect 
them from feeling overwhelmed and enable 
them to keep working in the long term.

Others enjoy variety and unexpected chal-
lenges, the unpredictability of some subspe-
cialties suits them. However, they may need 
to ensure that they do not take on too much. 
Compassion fatigue or burnout may occur as 
a result of fielding the many things ‘thrown 
at’ them if they do not sometimes say no.

If a doctor is comfortable with their work 
load and well supported, most will do their 

best to be flexible and adapt to meet the 
needs of their patients and colleagues; but 
when work load is excessive and stress 
levels are high, this is more difficult. Para-
doxically, these are the times when flex-
ibility and openness to change are most 
needed.

The pandemic has highlighted just how 
flexible some doctors can be, moving to 
different departments and doing different 
roles. This experience will undoubtedly have 
widened their perspective on the National 
Health Service and those that work within 
it.

Listening to colleagues, providing 
support and supervision, and encouraging 
and offering flexibility as a positive benefit 
rather than a response to crisis are surely the 
way forward.
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