Paediatric questions with Dr.Gold

“Always start with good news, tell bad news towards the end and then 

finish up with good news”
Should not say ‘it is serious disease’ in Paediatrics

Relevant questions mean < 1 minute

1. Mrs.Jones brings her son, 5 years old with a history of developing fever over the past 4 days.  He has pain in the right leg, just below the knee.  The boy has progressive developed a limp.

Task:
Relevant history


Ask PE and Ix from the examiner


Discuss the management with mum
His brother kicked him at his legs few days ago while they played football at home.  He complaints of pain, cannot sleep well.  Before this problem started, he has been well.

Focused History:
trauma




Infections: sore throat, skin infection, scratch mark




Has he been well?




ABO allergy: Has he had any allergic reaction to any 






Antibiotics?




Any episodes of limping before?

Physical exam:
v/s, GA




HEENT: any tonsil enlargement, redness, pharynx




Leg: signs of inflammation, joint limitation, tender




Skin: any lesions, wound, rash

Investigations:
FBE, CRP (and/or ESR), X-ray, 




Bone scan (confirmation test)




+/- sepsis work up

Treatment:

Admit to the hospital




IV line should be insert




IV ABO commenced: Flucloxacillin

· >5 years old IV for 4-6 days then oral

· <5 years old IV for at least 21 days

Hello Mrs.Jones, I’m Dr.Sira.  What is your child’s name? (Jo)  I understand that Jo has pain at his right leg with fever and now developing limping, is that correct?  I would like to ask you several questions, regarding to his conditions.  

Did he have any trauma before the pain?  (His brother kicked him few days ago while they played football together.)  

Had he complained pain after that straight away?  (no, next morning)  

Did he start limping after that? (no, few days later)  Has he ever had limping before? (no)

Did he compliant sore throat or skin infection anywhere else? (no)

So has he been well?

Has he had any allergic reaction to anything before?  (no) 

How about allergic reaction to any antibiotics or other medications? (no)

May I examine the patients? (What do you want to do?)

General appearance (normal), vital signs (temp 39) throat (normal) 

Heart and lungs are O.K? (yes)  Abdomen, is there any mass? (no)

Any lymph nodes enlargement? (no)

I’ll go to look at the right leg, are there any signs of inflammation? Redness, swelling, warmness of the joint and affected area? (no)  

Is there any tenderness below the knee joint? (yes)

How about range of motion? (the child denies to move his knee fully due to pain)

I would like to do some investigation for Jo’s condition.  I would send him to have an X-ray and take some blood sample from him.

What is the result of an X-ray of the right leg? (normal)

How about FBE result? (Hb is normal, leukocytosis with WBC 15,000)

CRP (high, 60) ESR (not done)

I would like to do a bone scan to confirm the diagnosis. (Bone scan confirms osteomyelitis)

I’ll go back to explain to the mother.

Mrs.Jones, from your explanation about Jo’s condition as well as my examination and investigation, I’m afraid to tell you that Jo is most likely to have a condition called ‘Acute osteomyelitis’, which is an infection of the bone.  Have you ever heard about that?  Osteomyelitis is an infection of the bone that caused by trauma or infection in somewhere else in the body and need to be treated by intravenous antibiotics and Jo has to be admitted into the hospital.

Is it serious?

It is not serious at the moment as we treat him in this early stage, the result would be good and he should do very well with the treatment.  

How long does he have to stay in the hospital?

It depends on his response to the treatment.  Normally, we give antibiotic injection to a child who is over 5 years old for about 4 to 6 days, if the child responses well, we can change to oral antibiotics.  In Jo’s case, it might be about the same time but still it depends on his response.  

It is probably involved more bone scan during the treatment to see how the response is and orthopaedic consultation might be also involved.

Are there any complications?

Yes, septic arthritis might happen in some cases but as we start treatment early in Jo, it is less likely to happen to him  

I understand that it sounds to be serious to have intravenous antibiotics and be admitted.  Don’t be worried too much at this stage, after the treatment starts, Jo should do very well.  

Do you have any other questions? 

2. A 4 years old boy, bed wetting at night.  He had dry during daytime since he was 2.5 years old.  Urine test is negative 

Task:
Relevant history for 1 minute


Explain to the mother and outline your management
Growth and development is fine, height and weight are in the normal range

FH:  Father had the same problem when he was 6 years old

History:

FH



Growth and development, is everything normal?



Is he constipated?



(Bully at school?)

Management:
Confirm that it is normal.

Advice that he is too young for specific treatment and use of pull-up might be introduced


Hello, I’m Dr.Sira, what’s your name?  (Call me Mrs.Smith)

I understand that you’re frustrated about your child’s bed wetting but the fact is he is 4 years old and it is normal.  It is usually occurred in a deep sleep so he can’t help it.  It is not his false and he shouldn’t be blamed.  Normally, it tends to happen more in boy and it runs in the family.  As you told me, his father had the same problem even when he was 6 years old.  Don’t worry, about 50% of 3 years olds wet their pants as do 20% of 4 years old.  The problem will usually reduce 10-15% each year old increase, so it will eventually go away.  

What should I do for him now?

All right, you can try using a special absorbent pads beneath the bottom sheet rather than using a nappy and don’t punish him when he wets the bed.  Do not wake him up at night to go to toilet, try to make him feel comfortable when he’s sleeping.  You don’t have to stop him drinking after the evening meal and a night light might help if he wakes up and goes to toilet by himself.  Another thing is make sure that he has a shower or bath before going to school.  

Can I use nappy?

I don’t really recommend you to use nappy but if you really want, you can try pull-up nappy, which is easy for your boy to take it off if he goes to toilet at night.  

Are there any special treatments for this?

There are several methods but the bed alarm system would be the most effective.  There is a small bakelite chip that attached to the child’s briefs by a safety pin.  A lead connects to the buzzer outside the bed, which makes a loud noise when urine is passed.  The child would wake, switch off the buzzer and go to the toilet.  However, this method works well in older children, especially from 7 years old so your child is too young for this.  As I tell you, it is normal for your child’s age so no treatment is needed now.

When should I consider bed-wetting as a problem?

About 6 or 7 years old if regular bed-wetting still occurs and causes distress.

3. A father who is a business banker, brings his 2.5 years old child to see you because his daughter losses appetite.  She has 2 siblings, 10 and 12 years old, both of them are eating well.  He’s worried that he didn’t take care of her very well.

Task:
Relevant history


PE 


Management the case and explain to the father.
History:

Any other concerns?  Family problem? 



Has the child been well?  



Growth and development?

PE:

GA, Growth chart, percentile of height and weight

Hello, I’m Dr.Sira, what do you want me to call you? (Mr.Smith)

All right, I understand that you concerns about your daughter’s appetite, what’s her name? (Lucy)  Has she been well? (yes)

Does she drink a lot of juice or milk? (no, she doesn’t drink or eat as much as she did)

Can you remember her birth weight?

What is her growth and development? (good)

Is she constipated? (no)

Do you know what she eats at the childcare? (not really)

How does your wife feel about this problem?

Do you have any other concerns?

I’d like to examine the child.  (What do you want to know?)

GA (normal) weight and height and I would like to see the growth chart.  (60 percentile for her age)

Any other abnormal findings on examination? (no)

I’ll then explain to the father and show him the growth chart.

All right Mr.Smith, I understand that you concern about Lucy’s eating habit.  However, let’s see from this growth chart, her growth and development is within normal range.  And you can see from the normal pattern here, the growth rate slows down in 2nd year of life so they don’t need food as much as in the 1st year of life and drop in appetite as we call them ‘fuzzy eater’.  As same as what happen with Lucy, she doesn’t want as much energy as when she was 1 so she loss her appetite as well.  As long as her growth as development is still in a normal range, there is no need to be worried.

What can I do for her?

You can do many things such as allow her to eat what she likes and serve her small proportion, try to reduce your expectation.  Don’t give her so much milk and juice and avoid argument over food.  You might try to serve her some finger food, would be fun for both of you and give time to enjoy meal, don’t be hurry.  Remember, a healthy child will eat when they are hungry and let her choose what she likes.  Showing independency is important for toddler development as well.  

Can she have cereal for lunch?  She seems to eat ‘Coco Pops’ a lot.

Yes, she can as long as she wants to eat and she likes.  Variety of food is not a big concern in her age.  Do you still have any other concerns?

4. Mother brings a 5 years old boy with complaints of periorbital oedema for 24 hours and decreased urine output.  The child had “school sore” three weeks ago, which was treated with topical medications.

Task:
Take a relevant history from mother


Ask the examiner for the finding and investigation results


Discuss the management and prognosis with the mother
Relevant history:
Has he been well?




What is the colour of the urine?

Do you think he puts on weight or look a bit puffier than usual?  Is there oedema somewhere else?




Any other infections?

Physical examination:
GA, V/S (esp. BP), Body weight (increased?)  

HEENT: puffy eye




Lungs: any crepitus




Abdomen: any fluid




Extremities: Pitting oedema

Investigations:

Urine examination (haematuria, proteinuria, specific gravity)




Blood urea (increased)




GABHS antigens




Electrolyte, esp. K




FBE +/-

APSGN = discoloured urine + periorbital oedema + oliguria

Hello Mrs.Jones, I’m Dr.Sira.  I understand that your child is not well for 24 hours, apart from puffy eyes, do you notice oedema or swelling anywhere else on his body? (no)

What is the colour of his urine? (darker)

Do you feel he looks puffy or put on weight? (no)

Has he been well before? (yes)

I’d like to ask for examination findings.  (What do you want to know?)

GA (look sick), V/S BP (130/95) that’s high for his age

HEENT (periorbital oedema)  Lungs, any crepitus? (no)

Abdomen, any oedema (no)  Legs (slightly pitting oedema)

I’d like to know the investigation results.  (What do you want?)

Urine examination (Proteinuria 1+, haematuria 3+) specific gravity (1.30) very concentrated

FBE (normal) Blood urea (high) Blood electrolyte esp. K (upper normal limit)

GABHS antigens (not done)

I’ll then back to Mrs.Jones.

Mrs.Jones, we found that your child has an inflammation of the kidney, which is related to the school sore that he had few weeks ago.  I need to admit your child into the hospital, monitor his water work and treat the kidney inflammation.  At the same time, I would suggest him to have bed rest, reduce salt and protein in his food as well as fluid restriction.  We’ll monitor his blood pressure as well as his urine output.  I’ll also give him diuretics, which will help lower his blood pressure as well as increase his urine output.

Is it serious?

Not with a proper treatment and usually it’s self-limiting.  The prognosis is very good, about 95% of the affected child will recover completely.  

When he will recover?

It might take several days but the resolution is variable.  He should do well after we start the treatment.  

Does he need any antibiotic?

Depends on his blood test result.  If we can still find bacteria in his blood, I will start antibiotics, does he have any allergy to ABO? (no)  Well, if there is no bacteria left, we don’t need ABO in his treatment.

Will he get bad kidney in the future?

Unlikely.  As I told you this disease has very good prognosis, so don’t worry too much.  He should do very well in few days.

Are there any questions you would like to ask?  Thanks.

5. Father brought 3 years old with complaint of fever and bruising, you did a blood test on this child

FBE shows decreased Hb, decreased WBC, decreased platelets, child’s mother is overseas at the moment.  

Discuss the result with the child’s father and advise him on the management.

DDX is aplastic anemia and acute leukemia, have to do bone marrow biopsy to get definite diagnosis.  

Cause of aplastic anemia: 
Post-infection





Drug





Chemical substances

Transfusion might be needed, depends on degree of anemia

1st treatment is medication:
steroid





Erythropoietin





Testosterone

Spontaneous resolution happens in post-infection.

Bone marrow transplantation is the last source

Mother needs to come back, not for BM compatibility test, but as the child will go through treatment with uncertain prognosis, the child need support from both parents.

6. 5 years old child with recurrent otitis media, was treated with amoxicillin by your colleague.  The child had ear ache 3 times in 6 weeks.  The child also had snoring and mouth breathing history.  His mother comes to you with another relapse.  O/E tympanic membrane was bulging and red, child was febrile.  Mother wants to know alternative treatments, surgery and medication. 

Task:
Advise the mother about the treatment options


No history taking or physical examination

There are 2 problems in this child:

1. Recurrent OM with ear pain

2. Snoring and mouth breathing, might be chronic upper airway obstruction.

· Look at nose for allergic rhinitis

· Look at throat for tonsil and adenoid

Have to r/o mastoiditis if any mastoid tenderness ( CT scan and refer ENT

Management is relief pain and management the chronic OM and chronic upper airway obstruction.

Relief pain by simple analgesic (Paracetamol), might perform myringotomy ( tympanostomy tube.  Treat infection by ABO then considering adenoidectomy ( tonsillectomy when the infection is subsided.  Remember to check hearing test after infection is subsided.  

7. 18 month-old Susan, had otitis media, treated by ceftriaxone for 1 week, comes to see you after 2 weeks.  

At 1st visit, she was irritated so you couldn’t examine her properly but you heard a murmur in the heart.  Now, 2nd visit, Susan has no fever, murmur grade2/6, soft, mid-systolic, not radiating, no signs of heart failure.  Her drum is not inflamed now.

Task:
Ask the examiner for cardiovascular findings

Explain the mother about your finding

(the murmur is grade 2 systolic murmur at left sternal border, decrease in inspiration and increase when lying down)

Examination of heart

1. Cyanosis

2. Dyspneoa

3. Tachycardia

4. BP

5. Is the pulse normal?  Character and time

6. Any displaced apex?

7. Is there any added sound, ejection click?

8. Any split S2

9. Where is the murmur conducted?

10. Increase or decrease in inspiration, lying down, sitting forward

11. Characteristic of murmur

12. Time of murmur

Comparison between VSD and innocent murmur

Innocent murmur

· Acyanosis

· ( in inspiration

· ( when lying down

· no action require, just reassurance that it can be heard when the child has fever or sick and will disappear in high school age, no treatment required.

VSD  

· pansystolic murmur

· conduct in axilla

· full pulse

· heard at the back, thrill at substernal edge

· High pitch murmur

· If apex beat is shift, full pulse, it is significant shunt and load S2 shows pulmonary hypertension

· Need ABO prophylaxis for procedure and need refer to paediatric cardiologist.

Apart from reassurance mother, have to check up hearing 3 months (audiometry).

8. A 12 years old girl, has her first period, last 10 days.

Task:
Take a relevant history


Ask the physical finding from the examiner


Outline your management on this girl

Questions to ask:

· Has the child been well?

· How many pads per day?

· How old was the mother’s menarche?

· Any growth spurt or pubic hair?

· Associated symptoms: anemia, cramping pain

Might talk to mother that she is now starting her period, you should advise about sexual education.  Do you want to do that by yourself or you want me to do that?

If period continues, use a lot of pads and having signs of anemia ( investigation

If continue for 3 weeks, start investigation

In this case, if the period starts to be less and less, use less pads, no signs of anemia, can advise and follow up in 1 week.  

9. 8 months old baby boy, brought by parents as he has fever and irritability and had previously 3 episodes of otitis media.  Mother is upset because she has to take time off from work often.

O/E:  
red bulging tympanic membrane


Tonsil is slightly enlarged and inflamed

Task:
Ask clarify questions


Discuss management

Clarify questions

· Is the child in the childcare?

· Is the baby premature?

· FH of allergy or frequent infection or immunological deficiency


Supperative OM, breast feeding would be protective.


ABO for 2 week + analgesic


F/U 2 week to make sure that no effusion, and do hearing test in 6 weeks

Might need myringotomy if fluid is sustained and impaired hearing, have to consult ENT for this and might have tympanostomy tube for drainage

Also think about IgG deficiency 

Might start ABO prophylaxis for prevent the recurrent and if persistent nasal obstruction, might be sinusitis as well.

If mother is too busy, discuss social welfare.

Give Amoxy+Panadol+nasal spray, tell mother the child is likely to be better in 12-24 hours, bring him back tomorrow.  If still not improve, consider drain.

10. 11 month-old infant, referred by maternal child nurse because she fails the hearing test but the mother doesn’t think that the baby has hearing loss.  

Task:
Brief relevant history


Relevant PE and Ix from the examiner


Talk to the parents about Dx and Mx

No FH of hearing loss, normal pregnancy, term and normal delivery.  The baby had a hearing test at 8 months, it was abnormal so that repeat again at 11 months.  Milestones are normal.

PH:  2 ear infections at 7 months (right) and then 6 weeks later (left)

PE:
Ears – intact tympanic membrane but Rt. Is red and dull

Questions to ask:

· Pregnancy history:  any infections such as rubella

· FH of hearing loss

· Development:  When did the baby bumble?  What make you think that the baby can hear you?  When did the baby response to your voice?

· Did the baby have any antibiotics?  What were they?  (Gentamicin for UTI is ototoxic)

· Is there any mouth breathing?

Physical examination:

· Head contour and size:  microcephaly from Rubella

· Throat: cleft palate?  Tonsil?

· Ears:  is the formation normal?  Is TM mobile?

Differential diagnosis:

1. Acquired hearing loss

· Permanent

· Temporary: Post OM (glue ear) * most common

2. Major cognitive problem: Mental retard

3. TORCH eg. Rubella

Management

· Send the baby to do audiometry by 2-3 weeks, by the time to get the result, the baby might get better if it’s temporary.

· Refer to ENT surgeon if the anomaly exist

· No role for ABO

11. 5 years old boy soiling his pants for the last 6 weeks.  His friends at school tease him and called him ‘stinky’.  

Task:
Relevant history and PE from the examiner


Discuss management with the mother

Start toilet training at 2.5 year

Questions to ask:

· How often he passes his bowel?

· Has he been constipated?

· Is the stool hard?

· FH of constipation

· Diet history: junk food, high fatty food

Physical examination:

· Abdomen:  any distension?  Fecal lump?

· Anal area:  skin tag, anal fissure, any evidence of trauma (child abuse), sign of spina occulta

Diagnosis:  fecal impaction with diarrhea incontinence

Treatment:

· Empty bowel: 
mycolax enema






Stool softener






Laxative (Parachoc, Senokort)

· Regular the bowel ( 2-3 times a day, 5 min

· Good diet ( high fibre, more fluid

· Follow up 1 week

· Investigation is not necessary but might do abdominal X-ray

12. Parents brought a 3 years old kid with recent URTI 10 days ago.  The child developed purpuric rash (picture of a bottom with rash), abdominal pain and ankle swelling.  

Task:
Diagnosis (No history, findings, investigation)


Management


(May 2005, Melbourne)

HSP:  Reaction of the immune system to the blood vessel and it is temporary, nearly all of them make a complete recovery.  

Need to admit the child to observe urine output, BP and complication such as:

· Intussusception: crampy abdominal pain, vomiting

· Arthritis

· Very severe rash

· Oliguria, HT and then ARF but it is uncommon.  If happens, treat by furosemide

In mild situation ( no need to admit

Give steroid, the child would be better in 24 hours, admit for 1-2 days then if gets better, discharge and continue steroid for couple of weeks.

Is it serious?

No, it’s not serious at the moment and we start treatment to prevent it becomes serious.  Nearly every child has complete recovery.

^^^^^^^^^^^^^^^^^^^^^^^^^

Questions to ask:

· Has the child been well before?  Has he been tired or paled? 

· Do you feel the child has fever or hot?

· Does he have nausea or vomiting?

· Does he get bruise easily?

· Does he compliant any joint pain?

· What is the colour of his stool? (melena?)

· Is there any blood disorder in the family?

Physical examination:

· GA: look sick?

· Vital signs: fever? 

· Heart: murmur?

· Abdomen: tender, rebound?

· Extremities: oedema?  Rash? Joint swelling? Ankle swelling( inflammation or oedema?

· Other areas of bruise, purpuric rash?

Investigation:

· FBE: anemia, thrombocytopenia?

· Bleeding time, coagulation 

· UA: haematuria, proteinuria

· Renal function: urea/creatinine, urine protein estimation

Treatment

· No specific treatment, mostly self-limiting within 1 to 4 week, generally excellent prognosis

· Supportive: rest and analgesia

· Corticosteroids: may reduce the duration of abdominal pain but have to exclude complication such as intussusception, appendicitis, bleeding

· Others: rare

· Immunosuppression or plasmapheresis and antihypertensive drug might be used in severe renal impairement

· Surgical intervention if appendicitis or intussusception occur.

Differential diagnosis:

1. HSP (Henoch-Schonlein Purpura)

2. Meningococcal septicemia ( same rash but the child looks sick with high fever

3. Leukemia ( pallor and tiredness

4. ITP ( thrombocytopenia, purpura related to mild trauma

5. Viral infection

6. Child abuse

(GP p.291, 408; OHCS p.275; Paed. Handbook p.515, 262)

13. 23 year-old primipara, a child developed jaundice in the first 24 hours, billirubin 244/6.  The child is otherwise well, feeding well and alert.  Mother wants to go home ASAP.

Task:
Clarify questions

Ddx newborn jaundice


Explain to mother and decide on management.

(Feb 2004, Melbourne)

Questions to ask:

· Is the baby term?

· What is the mother’s blood group? (O+)  What is the baby’s blood group? (A+)

· Is the baby anemic? (ask for FBE)

· What is the coomb’s test result? (positive)

Jaundice in the first 24 hours is abnormal until proven otherwise.  

My baby looks normal, can we go home?

I’m afraid to say that your baby can’t go home right now, I need to admit the baby to make sure that the baby stay well and follow up the billirubin level.  It’s higher than normal now so we’ll put him/her under UV light and check the billirubin again.  Most of the time it gets better but if not, we have to do a blood transfusion for him/her to reduce this billirubin level.  

It sounds serious?

It’s not serious at the moment, we treat to prevent it becomes serious in the future.

What is the cause?

What happen is your blood group and your baby’s blood group is different and this cause destruction of the RBC.  The RBC is broken down so the baby turns yellow.  

14. 6 years old boy brought by his mother to you, GP, as he was reported by teacher as having difficulties because of disruptive behaviour.  

Task: 
Take relevant history


Make a diagnosis and outline your management

(April 2005, Adelaide)

Questions to ask:

· Development history: talking, walking (ADHD ( walk fast, talk slow)

· Learning achievement

· FH

· Normal pregnancy

· Hearing or vision impairement

· Family problem: alcohol

Physical examination:

· GA: clumsy, untidy hand-writing

It is not clear to me that he is a naughty boy or he had problem with learning and concentration or ADHD.  I need more information from school, school report.  There is a checklist for diagnosis of ADHD (both parents and school).  

If it’s ADHD, refer to child psychiatrist to arrange behaviour strategies but it’s rare to diagnose ADHD at the 1st visit., need another appointment.

Ddx: 

· Naughty boy

· Deaf

· Conduct disorder

· Depression 

· Child abuse

ADHD sometimes associated with obstructive sleep apnea.

18. You are an intern in ED.  A 4/12 old baby brought by very anxious mother to the hospital for few hours of becoming drowsy, not eating and drinking well.  No wet nappies for few hours.

Task:
Ask clarified questions and findings from the examiner


Management



(May 2004, Adelaide)

Questions to ask:

· Has the child been well?

· Is he/she alert or smile?

· Did he/she have diarrhea, vomiting, fever, rash, flu-like symptoms?

Findings:

GA: 
(drowsy)

V/S:
Esp. BP, temp, PR, RR 

Signs of dehydration, fontanelle (a bit depressed)

HEET*:
Ear & throat are very important!!

Lungs, abdomen just in general

Stiff neck (if negative, not exclude meningitis)

Management is ADMIT and SEPTIC WORK-UP

If urine is +ve ( no need to do lumbar puncture

If the child is very sick ( LP is indicated

19. A 2 years old girl, presents with just nocturnal cough for few months

Task:
Take relevant history from the examiner


Ask relevant findings from the examiner


Talk about diagnosis and management with the mother



(May 2004, Adelaide)

Questions to ask:

· Other allergies

· Blocked nose, runny nose

· Mouth breathing, snore at night

· FH

· Does anyone smoke in the house?

· Have the child had bronchiolitis or been admitted in the hospital?

· Was there a fever at that time?

· Does she cough when running around?

Finding:

· Is she failure to thrive?

· Ear, throat, nose (swelling of the tuberlae, tonsil a bit enlarged

· Lungs: Hyperinflation, rib retraction? Prolonged expiration?

DDX:
Asthma


Post-nasal drip

Management:

· Asthma is intermittent and reversible airway obstruction.

· Trial of asthma treatment ( Ventolin when having cough

· If stop the cough ( Dx Asthma and can use preventer

· If < 1 year, there are not so many smooth muscles, so no bronchospasm, called ‘bronchiolitis’.

20. A 7 year-old child brought by ambulance, was observed fitting in school.  He is quite O.K. now but he has wetty pants.

Task:
Relevant questions and findings


Explain to father and management

Questions to ask:

· Has he had this before?

· Development?

· Did he loss consciousness?

· Jerk ( generalized or partial

· FH (uncle has epilepsy)

· Any vomiting and/or fever?

· PH of febrile convulsion?

Findings:

· Cutaneous signs: 


· neurofibroma (Café au lait spot)

· Hemangioma (redness on face)

· Neurological signs esp. motor, power, reflex**

Ix:  EEC

It’s probably that your son has epilepsy.  Seizure happened due to the part of the brain is hyperactive and affects the whole brain.  We’ll do a brain wave recording to see whether there is abnormal brain wave or not.

No medication after the 1st episode

F/U clinical signs 2-3 months

21. A 2 years old female child, who was normal delivered at term, has been found to stop breathing and then fitting, precipitating by tantrum.  EEG is normal (done because she had jerk of limbs at the end of episode)  

a. Explain to the parents

DDX: 
Breath Holding attack`


Iron def. Anaemia (if pale > blue, Hx of cow milk)

EEC: reassure but not exclude epilepsy

If pallor, might do ECG and FBE

Management:

· Re-emphasize that it’s not harmful

· Ignore, walk away when she has tantrum

· Shouldn’t say ‘try to avoid situation’, it’s not practical.  Must stress on stressing that it’s not harmful

22. You are a Paediatric resident in RCH, a 12-month old girl has been admitted 1-2 days due to diarrhea for few days ago with history of diarrhea 10 mothins/day with 5% weight loss.

a. Ask questions and finding from the examiner

b. Discuss management and explain to the parents

She has blood and mucus in stool, 1-2 vomiting and temperature < 38, ( urine output,

Parents run mild bar.

Findings:

· Dry, Fontanelle – not sure

· PR: rapid, BP 75/50, ~4% dehydration

· Abdomen: no mass, soft, no anal excoriation
Questions to ask:

· Vomiting

· Blood-mucus in stool?

· Introduction of new food, cow milk, solid or just breast-feeding?

· Occupation of the parents

Physical findings and Ix:

· Signs of dehydration

· Abdomen ( any distention?

· Stool exam and culture**

Management in this patient

· Blood + mucus in stool ( bacterial colitis ( always send for stool microscopic and culture

1. Oral rehydration

a. Drink more

b. Add gastrolyte or if can’t drink, try 

c. NG feeding by bolus of gastrolyte~10% of fluid requirement (5-10 ml/kg)

2. Lactose-free formula

3. Notify health department because parents are carrier ( need treatment by ABO (?) + can’t handle food until treated.  Health department will follow up and arrange for that.

This case is more likely to be Salmonella than Shigella (more acute and more blood) and both of them are self-limited; no ABO

If high fever ( ABO

Acute diarrhea, the most important is gastrolyte and oral hydration

23. Mrs. Brown bring a 3 year-old son, has been in good health, attended childcare.  He has several loose watery motions.  From his welfare record, > 50 percentile of height and weight.  Normally, he drinks 500 ml cow milk/day, now 300 ml/day.  PE is normal.  No history taking.  

a. Tell mother what the problem is

b. Management

It appears that your child has gastroenteritis caused by viral infection, he might probably picked up from the childcare.  It is very common condition and he’s going to be alright, particularly his drinking is OK.  What we need to do is stop the milk for 24 hour to rest the gut and allow to recovery digestive ability the gut to be back in normal functions.  I’ll give him gastrolyte which helps turn off the diarrhea and feed him more fluid to correct the dehydration.

Main management:

1. Reassure that it’s common and not dangerous

2. Stop milk for 24 hours and replace by fluid rehydration

3. Gastrolyte

24. A 4 month-old baby has been well, growth and development is good, now presenting with low-grade fever, runny nose and coughing.  Father’s father died of pneumonia and worried about his son.  O/E: noisy sounds throughout the chest.  Baby looks well, not cyanosed.  Last few days, not feeding well and dry nappy.  

a. Relevant history and finding from the examiners

b. Advice father about diagnosis and management

Questions to ask:

· Signs of dehydration

· Capillary return

· Find out how bad: hyperinflation, RR, nasal flaring, chest sucking, cyanosis during feeding? ( to find out if the baby should be admitted or not

· Sleeping well?  If hypoxia ( irritable

Don’t ask about prematurity (Hx told that has been well), breast-feeding or rash ( irrelevant

If this child is moderate to severe so management would be:

1. Admit

2. Oxygen

3. Observe feeding if not good ( NG feed ( IV

If mild, no need to admit but if <6 wk, admit

When father asks about pneumonia as his brother died from pneumonia, ask about

What happened at that time?

What is the cause of pneumonia?  Cystic fibrosis? (Victorian kids have screening test at birth so no need to worry)

How old was he?  How many years ago?

Has he been sick before? (might be immunocompromised host)

DDX



Bronchiolitis

VS
Pneumonia
Rhinitis, cough


esp. cough


(
Signs of airway obstruction
present



(
Temperature


low



high

GA



better



more severe

Breathing


noisy


       RR: tachypnea, grunting

Hyperinflation


present



absent

Chest exam


noisy chest


quiet chest

It’s not necessary to take CXR

Do CXR when the S/S is not typical and if the baby doesn’t get better.

If bronchiolitis can’t get better ( think about cystic fibrosis

25. 8 year-old Bill has several episodes of ‘switching off’ in the class for few weeks.  Mother brings him to see GP

Task:
Questions and findings from the examiner


Tell mother about Dx and management

Mother’s sister has similar problem, normal development, good in school, PE: well

Questions to ask:

· Previous history: delayed development, growth, school performance, mental retard?

· FH of epilepsy, other episodes of generalized seizure

· Previous episode of epilepsy

· Loss of consciousness or fell down

Finding:

· Normally can’t find anything

In 8 years old DDX is vago-vagal spasm and small percentage can have generalized seizure as well.

If 3 years old, is more likely to be generalized epilepsy with absence and neurological deficit

DDX:
Breath holding attack


Cardio-vascular event


Mental retardation


Day dreaming

Management:

· Na valproate: it’s good to prevent developing generalized seizure

26. A 4.5 year-old child, seeing you in GP clinic with her father.  She’s been previously well but been unwell for the last 4 days.  Her feeding is not good, irritable and becomes drowsy in the last 24 hours with presence of maculo-papular rash on the trunk.  She is dehydrated with temperature of 40 degree.  No neck stiffness and BP is 90/50 mmHg.

a. Relevant question

b. Discuss management

DDX:
Septicaemia


Viral exanthem


Kawasaki disease: strawberry tongue, LN, exudates on throat, cardiac finding


Scarlet fever: sand-feeling rash (?)

Management is

· Explain that your child has high fever and look not good, more likely to be bacterial infection or severe viral infection.

· A shot of ABO (Ceftriaxone) IM or IV, then refer to the hospital by ambulance

Sick kid, drowsy, high fever:

· Bacterial infection

· Severe viral infection, Kawasaki disease, Roseolla infantum (?)

If thinking about severe septicaemia or if haemorrhagic rash (meningococcal) ( give a shot of ABO and refer to ED by ambulance

27. A 8-year old girl, brought to you by her mother, concerning that she is the shortest in the class, otherwise well and healthy.  Her birth weight is 2.5 kg.

a. History and findings from examiner

b. Dx or DDX and explain

Questions to ask:

· Growth chart, development

· Height and weight of parents and sibling

Physical examination:

· Percentile in the growth chart and height for age

· Stigmata of Turner’s syndrome

Investigation:

· Bone age*: left wrist X-ray > 20 bones

· Chromosome study* (Short stature in girls is Turner’s syndrome, unless proven otherwise**)

· TFT

· FBE, ESR, U&E, LFT

· GH

DDX:
Turner’s syndrome


Hypothyroidism


Familial short stature (FH)


Constitutional delay in maturation


Might be Coeliac disease, Crohn’s disease (rare)

Short stature counseling:  Height is not the main issue in life.  Nothing’s wrong with short stature.  There are many things such as how good person she is, how honest she is, these are more important than her height.

Turner’s syndrome: Condition in which one of X chromosome is not normal.  Do you know what is chromosome?  The X chromosome is one of the sex chromosomes, which are X and Y, in a normal girl, there are 2 X chromosomes.  Turner’s syndrome, which is one of the causes of short stature, in this case the girl has one of the X chromosome abnormal. (can be XO, XX abnormal, XXX) 

In Turner’s syndrome, it’s less likely that the girl will have period, might need HRT, and might adopt children in the future.  Stem cell or ovarian transplantation is still on-going research and might help.( Reproductive therapy that might help, it’s not impossible.

28. Mrs. Smith has just separated from her husband, comes to see you with suspicion that her 2 year-old daughter might be sexual abuse by her new partner.  The child doesn’t want to go back to her father’s house.

a. Management

The main thing to do is doing nothing!  Shouldn’t contaminate the history by asking the child questions or do physical examination.  These things need to be done by expert (Gatehouse Centre)

Ask general questions to the child, not sexual abused questions and do general PE, including find the evidence of possible child abused.  

· Would you like to stay with your dad?  If not, why don’t you like your dad?  

Contact child protection or human service department.  

I understand that it’s very upsetting to you.  This thing is beyond my responsibility, I’d refer your child to Gatehouse centre.  People there are expert in child sexual abused, they will take sample from you child and find evidence to prove your suspicion.  They will take care of your concern and I’ll follow up you with the Gatehouse centre after everything is done.  

Should I contact the police?

Not necessary now, the Gatehouse centre will take care of that and if need to, they’ll arrange for you.

If the child doesn’t want to stay with her father and cannot isolate her from her step-father ( can admit the child for protection.  Anyway, the first thing is refer to Gatehouse centre and they have their guideline for this.

If it’s child abused case, GP or HMO can do PE and record on the chart ( bruise, anal excoriation.

29. You are a local GP, 150 km from the nearest Paediatric Centre.  The lady brings her daughter, 9, who has been diagnosed with DM type1 for 18 months.  You’ve been asked to continue Mx for her.  No further Hx.

Management:

1. Check BS record book

2. Check HbA1C every 3 months

3. Check the injection site

4. Check blood pressure

5. Check Urine sugar

6. Follow up her with endocrinologist, dietician and children diabetic clinic at least once a year

7. Other issues:

a. Sick Mx

b. Exercise

c. Travel Mx

d. Eating ( don’t skip meal

e. Review school report

Ask mum if she’s coping alright

Complication review from 10 or 12 years old

30. A 4 year-old boy got bee sting, presents with wheezing and hypotension.

a. Management

Management:

· Oxygen

· Adrenaline IM or IV

· Antihistamine/steroid 

· Salbutamol NB

Advice to the father

You child has severe allergic reaction to bee sting.  

Advice Epipen for next attack

Antihistamine tablet if mild reaction

Find the allergen

Refer to Paediatric immonologist

31. Mrs. Brown brings her 5 years old girl with s/s of dysuria and going to toilet many times.  About 6 months ago she had the same symptom and got better.  She also noticed greenish d/c from her child’s vagina.

a. Clarify questions and relevant PE from the examiner

b. Explain Dx and Mx

Ddx: 
Vulvo-vaginitis


UTI


FB (profused, bloody d/c, foul smell)


Sexual abuse


Pin worm


Constipation

Questions:

· Is she constipated?

· PH of UIT

· FH of urinary tract abnormality, FB anywhere else

· Amount of d/c, smelly?

· Does she scratch at night-time?

· Hx of eczema

PE:

· GA, V/S (temp)

· Abdomen

· Genital area: signs of irritation, trauma

· D/c: colour, amount, smell

You child has a condition what we called ‘vulvovaginitis’, have you heard about that?  It’s an inflammation of the genital area.  Also we need to exclude the infection of the urinary tract by testing her urine sample.  (mid stream urine)

How can it happen?

The skin of the girl in her age is very thin and sensitive to many irritants such as soap, detergent, synthetic clothes.  Wetness of the area and poor hygiene can also cause this.  Improper toilet habit might be a cause as well.  The toilet is usually too high for the girls in this age so the way she sits causing the urine goes back to the genital area and wet her panties.  

Mx:

· Supervised toilet habit: might change to sit facing the toilet

· Dry the area

· Zinc-based cream might help, Ergoderm

If the problem is still persist, come back to see me in 3 days.  Pamphlet & F/U

32. Mrs. Papo.. (Mediterranean name) brings her 4 years old boy who is a little bit pale.  FBE shows MCMC, Hb is 10.5.  Iron study shows normal level of ferritin and iron.

a. Explain Dx

b. Mx and talk about relevant issue to the mother

1st issue is the right Dx ( Thal minor

· Explain about gene

· Need 2 abnormal genes to have disease

If 1 gene is abnormal ( Thal minor

If 2 genes if abnormal ( Thal major

If parents has thal minor (both) ( chance of having 2 abnormal genes

2nd issue is the right conclusion ( confirm by testing

· Child’s blood or

· Parents’ blood

3rd issue is the clinical symptoms of the child

· No symptoms, just a little bit decreased Hb

4th issue is genetic implication:

· Other family members

· If wants more kids, there is a risk and need to be checked

Another cause might be lead poisoning

********************************************************************

These are lecture notes from Dr.Gold’s tutorials.  If any information is wrong, please let me know.  Wish you all the best.
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