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P2;Q1:
a) Under-5 mortality in South Africa: 
i. List the 5 leading causes of under-5 mortality in South Africa, and their relative contribution (as a percentage).





(5)
ii. Identify one cause you would prioritise for intervention and list five appropriate interventions. 







(5)

Write short notes on: 
b) The merits and weaknesses of the Growth Monitoring and Promotion Strategy as practiced at the primary health care level.





(10)
c) Breastfeeding as a child survival strategy in South Africa.



(10)

d) Kangaroo Mother Care under the headings: principles, advantages and application in a hospital setting.








(10)

Memorandum for Question One

a) i)
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ii)  Appropriate interventions should be judged to be feasible, relevant, logical and likely to have an impact on the condition chosen.

Possible interventions could be:

1. For HIV:

· Improved prevention of mother to child transmission of HIV

· Early diagnosis of HIV infection [ routine HIV PCR testing at 6 weeks of life]

· Improved access to antiretroviral therapy for children

· Community education to encourage early presentation to health facility for symptomatic infants

2. For Low birth weight:

· Improve nutritional status and general health of mothers-to-be 

· Encourage early booking / presentation to antenatal care

· Improve training of midwives on management of low birth weight infants

· Increase implementation of strategies such as Kangaroo Mother Care

3. For Diarrhoea:

· Community education on the constitution and use of sugar-salt-solution

· Teaching of strategy like IMCI (Integrated management of childhood illness) to improve assessment and management of dehydration

· Educate community on preventative strategies e.g hand washing

· Increase breastfeeding rates

4. For Lower respiratory tract infection:

· Improve breastfeeding rates

· Teach care-givers danger signs of LRTI

· Expand IMCI training with focus on management of child with chest symptoms

· Encourage community to seek care early

5. For Malnutrition:

· Community programmes to support breastfeeding mothers to improve exclusive or predominant breastfeeding rates

· Implement more widely Baby-Friendly Hospital Initiative with emphasis on 10 steps to successful breastfeeding

· Increase nutritional intervention for growth faltering at primary health care clinics

· Improve food security ( e.g child grants)

b) Growth Monitoring and Promotion

Merits:

· Allows early pick-up of growth faltering in children

· Simple equipment (scale) should be readily available

· Is an opportunity for nutritional counseling ( to caregiver)

· Makes nutritional supplementation relatively accessible to children who require it

· Prevents development of malnutrition

Weaknesses:

· Health care workers don’t always follow protocol ( ie not weighing or plotting sick children)

· Facility based ( may not reach children who don’t access care)

· Health care workers may not intervene despite abnormal growth

· Resources may limit strategy (e.g lack of food supplements)

c) Breastfeeding as a child survival strategy

· Reduces risk of diarrhoeal disease

· Reduces risk of ARI (acute respiratory infection) 

· Both of above are important contributors to under-5 mortality in SA

· Coupled with appropriate complementary feeding, breastfeeding reduces malnutrition

· Malnutrition is underlying factor in 50 -60% of under5 deaths

· Need to weigh risks vs benefits in mothers who are HIV positive, may still be lower risk of death in situation where safe formula feeding is not possible 

d) Kangaroo Mother Care

Principles:

· Care of the preterm infant by prolonged skin to skin contact with the mother  as an alternative to incubator care

· exclusive breastfeeding

· allows early discharge

Advantages:

· Effective thermal control

· Improved breastfeeding

· Increased bonding between mother and baby

· Increased weight gain 

· Reduced infection

· May reduce stay in hospital

· Reduces overcrowding in newborn units

Application in hospital setting:

· Initiated in hospital

· Mother carries baby in kangaroo position (skin to skin for as many hours a day as possible)

· May be practiced intermittently

· An alternative to incubator care

· Usually instituted in stable, preterm infants 

· Ideally implemented in a ward where both mothers and infants are together 

Infant may be discharged early

P2;Q2:
Write short notes on: 

a) Notification of an adverse event following immunization.



(10)

Definition of an Adverse event following immunization (AEFI): A medical incident that takes place after an immunization, causes concern and is believed to be caused by the immunization.

Examples of AEFI’s include:

1. All injection site abscesses.

2. All cases of BCG lymphadenitis

3. All deaths that are thought by health workers, or the public, to be related to immunization.

4. All cases requiring hospitalization that are thought by health workers, or the public, to be related to immunization.

5. Other severe or unusual medical incidents that are thought by health workers, or the public, to be related to immunization.
· An AEFI may upset people to the extent that they refuse further immunizations resulting in children becoming more likely to get a vaccine-preventable disease, become seriously ill, disabled, and even die. 

· AEFI surveillance, therefore, helps to preserve public confidence in the immunization programme. 

To increase immunization acceptance and improve the quality of services, the surveillance of severe AEFIs must be an integral part of immunization programmes. Therefore AEFI’s in South Africa are notifiable, and upon notification are investigated in detail.

Types of AEFI include

1. Coincidental AEFI: A medical incident that would have occurred whether the individual had received an immunization prior to the incident or not. Response is re-assurance on vaccine safety

2. Programme-related AEFI or programme error: A medical incident that was caused by some error in the transportation, storage, handling, or administration of vaccine. Response is to correct the error (isolated or systematic)

3. Reactions:

Serious: A reaction that results in death or hospitalization. Response is medical.

Mild: A reaction that is not "serious". Response is medical.
b) The use of pulse oximetry in children’s wards. 




(10)

Hypoxaemia (lack of oxygen in the blood) is a major cause of child deaths. A pulse oximeter provides vital information about a sick child. It is the best way to tell if a child needs oxygen, and must be available in all children’s wards in South Africa. The normal oxygen saturation (SpO2) is 95-100%. Children with an SpO2 less than 90% are hypoxaemic and need to be given oxygen. All children should be screened for hypoxaemia using a pulse oximeter at the time of admission to the ward.

Pulse oximeters should be used to monitor: 

· Every child or neonate at admission (not just those with pneumonia/respiratory distress) 

· Any child on oxygen or at risk for needing oxygen (deterioration with respiratory distress, apnoea, or decreased level of consciousness) 

Using a pulse oximeter: 

· Have the child sitting comfortably in the parent’s lap 

· Attach the oximeter probe to the finger or toe of the child 

· Wait until there is a consistent pulse signal (this may take 20-30 seconds) 

· Record the SpO2 on a monitoring chart. 

· If the SpO2 is less than 90% the child should receive oxygen. 

Giving oxygen 

· If the SpO2 is less than 90% the child should receive oxygen 

· Use nasal prongs or a nasal catheter at a flow rate of 0.5-2 litres per minute

· Ensure that the SpO2 rises

· After initiating oxygen, record the SpO2 and oxygen delivery on a monitoring chart 

Daily monitoring using pulse oximetry 

· It is the child’s ACTUAL OXYGEN REQUIREMENT that indicates how sick the child is, rather than the ‘sats’ measurement on its own

· At least once a day all children who are receiving oxygen should be tested using pulse oximetry 

· Oximetry should be used regularly to monitor any child who develops worsening respiratory distress, apnoea, any deterioration in consciousness or any other clinical sign of deterioration 

Discharge planning 

· Pulse oximetry can be used to determine when it is safe to send a child home. In most circumstances it is unsafe to send a child home when their SpO2 is less than 90%. 

c) Management principles for a child with a major burn.



(10)

Definition of a major burn:

· Major burn: > 10% partial and/or full thickness burn, or 5% full thickness burn

· Inhalational injury, electrical, chemical burns

· Burns involving face, neck, hands, feet, perineum

· Septic, infected wounds

· Circumferential burns of the chest and limbs

· Burns with associated injuries

· Infants (neonates and children < 1 year)

· Burns in patients with concomitant disease or injuries

The following principles apply:

1:  The usual A, B, C of resuscitation steps should be followed

· Airway, Breathing, Circulation, Warmth 

· Anti Tetanus Toxoid (ATT)

2:  All children with major burns must be admitted with the following being done

3:  At admission, consent for skin grafting must be obtained

4:  Fluid intake must be started immediately and calculated according to burn size

There are FOUR fluid requirements in a burnt patient:

1. Resuscitation fluid

2. Replacement fluid for ongoing losses from the burn site

3. Maintenance

4. Other fluids to compensate for other losses e.g. blood

5:  Adequate pain relief must be provided and includes:

1) Regular analgesia: Most children will require regular analgesia for the first few days, or a lot longer.

2) Analgesia before/with dressing changes. Some children require dressing changes under general anaesthetic

6:  The wound must be managed correctly 

3) Clean

4) Leave blisters for 2 - 3 days

5) Dress with appropriate antiseptic cream

6) Change of dressings daily, preceded by a shower (preferably) or a bath

7) Large burns’ dressings should be changed under general anaesthetic in theatre

7:  Adequate (extra) nutrition must be provided

· Burnt children require increased calorie and protein intake to promote healing. Enteral feeding CAN and MUST be aggressively pursued as soon as possible. Involve a dietician early. Extra microntrients must be given.

8:  Relevant blood parameters must be monitored regularly

· Albumin level reflects BOTH the severity of the burn (ongoing losses) AND the efficacy of feeding. If albumin is low review the nutritional management. Haemaoglobin, platelet and white cell levels are important, as well as renal function tests.

9: Antibiotics must be used wisely

· Beta haemolytic Streptococcus and Pseudomonas need treatment as they adversely affect wound healing and graft success. Prophylactic antibiotics are not recommended. pus swabs should be taken regularly to monitor wound colonisation
10:  Wounds must be grafted when necessary and as soon as indicated

8) Full thickness burns should be excised and grafted as soon as resuscitation is complete

9)  Partial thickness burns and burns that you are unsure of are best treated conservatively. If they are not healing after 14-21 days, they will need grafting

d) Obtaining consent in paediatrics.






(10)

Obtaining consent in paediatrics is a normal part of good clinical practice. Any health intervention (no matter how minor or major) practiced on a child should be done with the participatory consent of the child or her de facto caregiver. Certain procedures require informed consent which is:

· The free and voluntary consent to a specific procedure or treatment programme, which the health user (or his/her caregiver/next of kin) gives after being informed of the treatment options, benefits and risks by a health care worker.

· Consent must always be in writing; if not possible, then verbal consent must be witnessed and documented.

Regulatory frameworks guiding informed consent in children include:

The Constitution 

10) National Health Act

11) Children’s Act

12) TOP Act

13) The Sterilisation Act

14) The Mental Health Care Act

15) Criminal law (Sexual Offences Act)

16) Occupational Health and Safety

17) Health Professions Council Regualtions

18) Local Institutional Procedures

Key points from the new Children’s Act include:

19) The “best interests” of the child are paramount

20) For most interventions requiring informed consent, the age at which the child may consent is 12 years, under 12, the next of kin or proxy should provide consent

21) For termination of pregnancy a child who is pregnant at any age is able to consent to the TOP

22) The maturity of the child and his/her insight into his/her illness and required interventions should also be taken into consideration when taking consent.

P2;Q3:
Write short notes on:
a) The problems with BCG vaccination in HIV-infected South African children.

(10)
b) Contra-indications to performing a lumbar puncture, including reasons for each. 
(10)
c) The vulnerability of the HIV-exposed but uninfected child.



(10)
d) Hypokalaemia in paediatrics under the headings:
i. Common causes



. 




(5)
ii. Indications for intravenous potassium administration



(3)

iii. Method of safe administration of intravenous potassium 



(2)
Answers

a) - Lower efficacy by about half in preventing TBM and miliary TB.

    - Increase in local and systemic adverse effects: significant localized   

       lymphadenopathy, abscess formation and disseminated BCGosis.

    - Later risk of reactivation of latent BCG disease with progressive 

       immunosuppression.

    - BCG vaccination is contra-indicated in HIV positive children. Implementing a delay in BCG  

       administration until a negative HIV-PCR result is available would be an answer to 

       avoid this problem. However efficient systems are not in place for this and this may 

       cause a disruption of the immunization  schedule, and is thus not recommended at 

       present. One should rather aim for improving the efficacy of the PMTCT programme.                                                                   

                                     --------------------------------------------------

b)  risk of tentorial herniation        

              - suspected raised intra-cranial pressure      

               - brain abscess                                         
               - papilledema on clinical examination                                              
              - focal findings on neurological examination, history of focal seizures                                                 

     risk of bleeding into spinal canal             

               -  low platelet count                                                            
               - haemophilia                                                                     
               - coagulopathy, disseminated intravascular coagulation              

     haemodynamic instability, risk of aggravating shock                                                                             

             - haemorrhagic rash, suspected meningococcal septicaemia

               - shock, LP can be delayed by some hours 

     risk of spreading sepsis 

               - infected skin over the area for lumbar puncture 

                                                                                           (4 marks for groupings, 6 for detail)   

                              --------------------------------------------------

    c)   - Exposure to virus impacts on their immune system.

   - Reduced transfer of IgG antibodies in the 3rd trimester.

   - Exposure to more pathogenic organisms in the home environment from family   

      members:TB, CMV, hepatitis C, human herpesvirus 8.

   - Perinatal exposure to antiretroviral medication.

   - Higher infant mortality if mother of child dies within his/her 1st year of life.

   - Infant mortality also higher with lower maternal CD4 count, higher maternal viral  

      load.

   - Likely to not be able to breastfeed and get advantages (nutritional and   

      immunological) thereof.       

   - Higher risk of admission in first few months of life.

   - Slower infant growth with higher maternal viral load.

   - Economic impact of HIV on the family in which the child is growing up.

     Mother unable to find employment.

   - Risk of their mother and father dying, orphanhood. Premature progression from  

     puberty to adulthood as in child-headed households.

   - Increased emotional distress. Effects on friendships and socialization.

   - Educational possibilities might be reduced, home environment less conducive to  

     learning, too many home responsibilities. Learning disabilities.

   - Living with the stigma of AIDS in the family. Forced secrecy about the condition.  

     Having HIV-infected siblings.                                                                                                     

                                                                                          (any 10) 

d) i. Potassium loss in the stool: diarrhoea, vomiting, prolonged nasogastric drainage

 Inadequate intake: severe malnutrition

 Transcellular shift: metabolic alkalosis (excessive vomiting: pyloric stenosis),          

                            insulin administration

 Renal loss: diuretic use in cardiac failure or nephrotic syndrome,                       

                  renal tubular acidosis

 Skin loss: burns, cystic fibrosis

           ii. IV replacement probably only necessary if K+ < 2,5mmol/l.                                  

  Definitely indicated if K + <2 mmol/l and symptomatic: severe hypotonia and ileus,  

  arrhythmias (rare).

          iii. K+ must always be diluted before IV administration.                                                     

 Never use a concentration >40mmol/l with a peripheral line, must not be given  

 fast (<0,3mmol/kg/hr), otherwise requires a central line and ECG monitoring. 

 Drip must not extravasate extravascularly.

 Oral (enteral) K+ absorption is fast and safe, and oral potassium should be given  

 if it is difficult to achieve IV access.                                                            

P2;Q4:
Write short notes on:
a) Managing a hypoglycaemic newborn infant.





(10)
b) The differential diagnosis and approach to a 2 year old child presenting with bow legs (genu varum).








(10)
c) The differential diagnosis and management of a 2 day old infant who presents with bile stained vomiting.








(10)

d) A mother is concerned about her 9 month old infant’s ability to hear.  List the possible causes of deafness and the implications this would have on his development.

(10)

Answers

Question (a)

Managing a hypoglycaemic newborn infant:

a. 2 main principles
· Establish & treat the cause
· Get the sugar level up
Ensure ABC’s ok – esp if symptomatic (eg seizure)

Establish & Treat cause

a) Insufficient intake of glucose – TREAT by increasing fluids administered/ensure IV working etc

a. Inadequate feeds or fluids given

b. Tissued drip

c. Vomiting

b) Inadequate stores – TREAT by ensuring adequate dextrose provided (don’t need to rely on stores)

a. Growth restricted

b. Premature

c. Liver insult (asphyxia)

c) Increased usage

a. Sepsis - Antibiotics

b. Resp distress – support eg CPAP to limit work of breathing

c. Hypothermia/ hyperthermia - incubator

d. Cardiac failure – Rx underlying cause/lasix etc

d) Abnormal utilization (hormonal) acute – TREAT – provide adequate dextrose

a. Infant Diabetic mother

b. Exchange transfusion

c. Mum on IV dextrose

e) Persistent

i. Hormonal: 

ii. ↓ cortisol, ↓growth hormone – TREAT – replace eg hydrocortisone

iii. ↑ insulin (islet cell adenoma, persistent hyperinsulinaemic hypoglycaemia of infancy) – TREAT – diazoxide, somatostatin, ENDOCRINE REFERRAL

b. Metabolic: glycogen storage disease, glalcatosaemia – REFER – soy feeds

Investigate according to Hx & Examination

Hormone levels to be measured at time glucose is low

Get the Sugar level up:

a) calculate mg/kg/min glucose intake (formula: ml/kg/d x %dex x 0.007, or chart)

b) increase total mg/kg/min intake

a. either increase concentration of dextrose in fluids (10%, 12.5%, 15% - anything ≥15% Dextrose needs to run thro a central line)

b. or increase volume of fluids (‘day ahead”)

c. if on feeds, increase frequency of feeds (ie from 3hrly to 2 hrly)

c) if level very low – can bolus 2ml/kg 10% D/W PROVIDED is followed by increase mg/kg/min of fluids

d) Do not exceed 15mg/kg/min glucose intake.  If more needed to maintain sugar – consider medication + specialist referral

a. Glucagon

b. Hydrocortisone

c. Diazoxide

Question (b)

Differential Diagnosis & Approach to 2yr old with Bow Legs

a. Differential Diagnosis
i. Physiological (can be normal up to 2 years.  Usually resolves with in 6-12 months of independent ambulation)
ii. Metabolic
· Nutritional rickets
· Vit D resistant rickets
· Hypophosphatasia
iii. Skeletal dysplasias
· Metaphyseal dysplasia
· Achondroplasia
· Enchondromatosis
iv. Asymmetrical growth
· Physeal injury (trauma, tumour, infective)
· Blounts Disease (idiopathic tibia vara)
b. Approach
i. History
· Birth/prem
· Nutrition
· Family history
· Trauma
· Infections
ii. Examination
· Plot all growth parameters.  Upper vs lower segment ratio; arm span. Obesity
· Dysmorphic features
· Other limbs, symmetry; uni vs bilateral abnormality
· Joint – swelling, redness, signs previous trauma/infection
· Other signs rickets (Delayed closure fontanelle, enlarged costochondral junctions, craniotabes, hypotonia, frontal/parietal bossing, Harrisons sulcus)
· Delayed milestones
iii. Special Investigations – as indicated by history & clinical exam
1. X-Rays
2. Metabolic work up
a. Ca, PO4, Alk Phos
b. PTH +/- 25 OH vit D
c. Urine (Ca, amino acids, glucose)
c. Management

· Depends on clinical findings & investigations
· Multidisciplinary (renal, endocrine, genetics, orthopaedic, physio etc)
· Treat underlying condition (eg Vit D)
· Refer to appropriate specialist
· Orthotics vs surgery – specialist
Question (c)

Differential diagnosis & management of 2 day old with bile stained vomiting

Is a neonatal emergency

Malrotation until proven otherwise

a. Differential diagnosis
· Malrotation
· Volvulus
· Intestinal atresia (duodenal, jejunal, ileal, colonic)

· NEC
· Hirschsprungs
· Meconium ileus
· Micro-colon
· Imperforate anus
b. Management - Immediate
· “ABC” – resuscitate if shocked (Normal saline for fluid bolus if needed)
· Nil by mouth
· IV line & fluids (NNL/10% dextrose) – monitor blood sugar
· Nasogastric tube (or repogal) on open drainage +/- low pressure suction
c. Management – Ongoing

· History: Antenatal scans/abN noted/polyhydramnios, family Hx (CF), asphyxia, type feeds given, other medications given, stools passed (any, colour, blood), mother diabetic, gestational age
· Examination: Shock/perfusion/pallor etc, dysmorphic features; abdominal distension, patent anus
· Investigations (guided by above)
1. AXR – including lateral 
a. Look for abnormal gas pattern, air in rectum, dilated loops, perforation/free air, pneumatosis
2. Contrast study provided baby clinically stable (usually on discussion with surgeons)
d. Management cont

· SURGICAL REFERRAL - May need laparotomy

· Correct gas, electrolyte or coagulation abnormality

· Possibility baby will have extended period of no feeds thus consider PICC line for TPN

· Antibiotics as clinically indicated

Question (d)

Causes of deafness & implications on development in 9 month old
a. Causes

· Sensorineural

1. Hereditary (syndromes eg Wardenberg)

2. Congenital 

a. Infection (eg CMV, rubella)

b. CHARGE syndrome

3. Perinatal

a. Perinatal asphyxia

b. Hyperbilirubinaemia

4. Acquired

a. Bacterial meningitis

b. Mumps

c. Head injury

5. Toxic

a. Drugs – aminoglycosides, furosemide

6. Other

a. Muchopolysaccharidoses

· Conductive

1. Congenital abnormality of middle/external ear (eg Goldenhar Syndrome)

2. Craniofacial malformation

3. Otitis Media

4. Perforated tympanic membrane

5. Foreign body/wax

6. Tympanosclerosis

7. Mass in external/middle ear (eg histiocytosis)

b. Implications on development

· Depends on nature (uni vs bilateral; sudden vs gradual onset) & degree (mild, mod, severe) of hearing loss as well as age of onset & age of identification

· Underlying or associated medical conditions may also affect development thus overlap

· Hearing & Speech
1. Early stages should be chuckling, babbling, own “conversations” – may not have done 
2. Should localize sound & respond to name (even if spoken quietly) – won’t if hearing impaired
3. By 9 months should be vocalizing deliberately – won’t do if hearing impaired
4. “Learning” – limited by inability to hear

· Social/Emotional/Behavior
1. Less animated interaction with mother
2. Not respond to “no” 
P2;Q5:
Write short notes on:

a) Presentation and diagnostic features of autism.




(10)

Children with autism present in the pre-school years with communication problems, problems with socialization and appear to be in a world of their own. 

Diagnostic features include

· Markedly abnormal or impaired development of social interaction 

· Markedly abnormal or impaired development of communication

· Markedly restricted repertoire of interests and activity

· Marked impairment in the use of non-verbal communication such as eye gaze, facial expression, body posture and gestures

· Little interest in friendships

· Prefer solitary activities 

· Self-injurious behaviour and Self stimulation

· Impaired awareness of others and little concept of the needs of others

· Spoken language and non verbal communication may be delayed 

· Stereotyped, repetitive or idiosyncratic use of language

· Speech may be abnormal in pitch, intonation, rate, rhythm or stress. 

· Language comprehension may be delayed

· Inability to understand humour or non-literal aspects of speech

· Onset of disorder early in early preschool years

· Insistence on the preservation of sameness

· Many children have mental retardation, although some may be of normal or above average intelligence.

· Children who learn to speak normally and have normal or above normal intelligence but other features of Autism have Aspergers syndrome.

b) Diagnosis and management of exercise induced asthma.



(10)

The diagnosis is made on history, baseline spirometry or PEFR and exercise challenge.

Because the asthma occurs after exercise it does not limit activity and may be missed. Ask if the child feels breathless after stopping exercise.  With stop and go sports the child may develop asthma during sport. Also enquire about a diagnosis of asthma or other symptoms of asthma as it usually occurs in children who have chronic asthma

A baseline spirometry or PEFR is important and may also indicate chronic asthma. 

An exercise challenge is done by asking child to run for 6 – 8 minutes while inhaling air through the mouth. The workload should increase the child’s heart rate to 80% predicted maximum for age. A fall in PEFR of 15% or greater is regarded as diagnostic of Exercise Induces Asthma (EIA)

As 70 – 80% of children with EIA have underlying persistent asthma, and 20 – 30% have signs of asthma only after exercise treatment will depend on which group they fall into.

If the child has underlying persistent asthma this needs to be managed with controller therapy in the usual step wise fashion of inhaled corticosteroids, leucotriene antagonists, Long acting B2 stimulants. 

For isolated EIA and pre-exercise for chronic asthma pre-exercise treatment with one of the following will help prevent EIA, Short acting B2 stimulants, Leukotriene receptor antagonists or Long Acting B2 stimulants for lengthy sporting activities.

c) Management of partial seizures in children. 





(10)

It is important to obtain a very good history of the seizure to ensure it is a partial (focal) seizure. Partial seizures most commonly affect children over 6 years.  If the seizure is focal with retained consciousness then it is a Simple partial seizure. It is a Complex partial seizure if it is a focal seizure with spread of the seizure to involve the whole cerebral cortex, resulting in an altered level of consciousness. Episodes last 30 seconds to a few minutes.  Automatisms (purposeless mannerisms) are common. Temporal lobe seizures are partial seizures. Children experience an initial aura of rising epigastric discomfort or nausea often accompanied by fear, panic and autonomic phenomena (pallor or flushing of the face)
Children with partial seizures should have a CT scan performed to exclude an intracranial lesion. Neurocysticercosis and tuberculoma’s are common. 

Treatment should be commenced if seizures are recurrent. The first line therapy is Carbamazepine. Treatment should be slowly titrated to 15 – 20mg/kg/day in 2 – 3 divided doses. Second line treatment is Sodium valproate. If these are not effective the child should be referred to a paediatrician to commence 3rd line treatment which is lamotrogine. 

Temporal lobe epilepsy can be resistant to medical therapy and specialist assessment may be required. 

Benign focal epilepsy of childhood consists of focal motor twitching which initiates from sleep and occurs in children form 3 – 10 years. It is often benign and needs no treatment. Diagnosis can be confirmed with a specialist and patient managed in a district hospital or by a GP. 

d) Management of TB meningitis. 






(10)

If the diagnosis of TB is made treatment is required for a full 9 months. (If diagnosis is not certain commence treatment until confirmed) If combination drugs do not give the required dosage, adjust by using individual drugs. 

First 3 months – 4 drugs taken daily for 7 days a week

Rifampicin oral 20mg/kg/day

Isoniazid oral 20mg/kg/day

Pyrazinamide oral 40mg/kg/day

Ethionamide oral 20mg/kg/day

For Next 6 months – 3 drugs taken daily for 5 days a week

Rifampicin oral 20mg/kg/day

Isoniazid oral 20mg/kg/day

Ethionamide oral 20mg/kg/day

Steroid therapy

Prednisone oral 4mg/kg as a single dose for 4 weeks then taper to stop over 2 weeks

Monitor neurological status for focal signs and raised intracranial pressure, these complications are common. Ensure that the child has an urgent CT scan and neurosurgical consult if these develop. If hydrocephalus develops a 

Non-communicating hydrocephalus must be treated surgically. Communicating hydrocephalus may be managed medically or with serial lumbar punctures

An airencephalogram is required to differentiate communicating from non-communicating.

Communicating hydrocephalus – Acetazolamide, oral 50mg/kg/24 hours in 3 divided doses PLUS Fursosemide, oral 1mg/kg/24 hours in 3 divided doses for first month. Taper slowly over 2 weeks if intracranial pressures has normalized. 

Attend to nutritional status, NG feeding may be needed. 

If there are neurological deficits, physiotherapy will be required.

Ensure that the child receives a full 9 months of supervised treatment with the correct dosages. This may require prolonged hospitalization.
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