DCH:

P2;Q1
1 Write short notes on

a) The prevention of pneumonia in infants. 




        (10)

b) The advantages of breast milk. 





        (10)

c) The clinical features, course and management of primary herpetic gingivostomatitis.







        (10)

d) The minimum measures that should be in place once a malnourished child is deemed ready to be discharged from hospital. 


        (10)
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a) Pneumonia is one of the top 5 killers of children < 5y in developing countries.

Key prevention strategies include:

1. Socio-economic(housing/overcrowding)

2. Nutrition

3. Smoke free(cigarette and other indoor air pollution)

4. IMCI strategy(standardized case management)

5. Immunisation:

· Hib

· Conjugate Pneumococcal vaccine

· Pertussis

· measles

· Influenza

· Varicella

· RSV immunoglobulin and monoclonal antibody to targeted groups of infants(premature and chronic lung disease)

6. Education

· teach parents the signs of respiratory distress

· seek help timeously

· clear instructions on danger signs and when to return

· personal hygiene practices

7. Micronutrient supplementation

· vitamin A

· zinc

8. Prevent TB and HIV infection in infants and children.

9. Promote maternal health and education

b)

1. Nutritional benefits

2. Infection protection

· gastro

· enhances vaccine responses

· immunoglobulin transfer

· reduced risk for NEC

· reduced otitis media

3. Protection from allergies

4. Lactoferrin increases iron absorption

5. Reduction in illness

· decreased wheezing

· SIDS

· Increased survival

· Reduced morbidity in HIV-infected children

6. Enhances cognitive development

c) 

· Usually represents primary infection with Herpes simplex type I

· Route of infection- infected saliva from an adult or child

· Incubation: 3-6 days

· Young healthy children- aged 6months – 5 years, immunocompromised children e.g. HIV –infected , leukaemia, transplant patients

· The acute disease lasts 5-7 days: abrupt onset high fever, anorexia, listlessness. Inability to eat properly.

· Multiple, painful, shallow ulcers that may coalesce in the mouth and oropharynx. Associated with marked gingival erythema and cervical lymphadenopathy.

· Symptoms last 10-14 days. 

· Viral shedding may last longer. No scars or sequelae.

· Virus may go into latency with ~ 50% individuals experiencing reactivation as herpes labialis (except immunocompromised- picture may look like primary)

Management

· Mouth rinses

· Hand washing

· Paracetamol

· Topical analgesics

· Encourage fluids and soft solids

· Systemic antivirals (Acyclovir) only indicated in immunocompromised patients

· Communication with the mother on illness.

· Clear instructions on why and when to return if deterioration.

d)

	Item
	Task

	Catch up growth
	Nutritional assessment

	(use IMCI)
	Continue breast feeding

	
	Nutrition advice to the mother

	
	Food preparation advice

	
	Access supplementary feeding scheme

	
	Vitamin A supplementation

	
	On-going growth monitoring at clinic

	Local clinic
	Health checks(at 5,14 and 30days)

	
	RTHC utilisation and completion

	
	IMCI guidelines in place

	
	Immunisations

	
	Follow-up on outstanding test results(HIV and TB cultures)

	
	Recognise and treat any illnesses

	
	Educate on ORF and diarrhoea management

	Referral
	Recognise failure to respond to interventions 

	
	Refer if inadequate response

	Food security
	Encourage home vegetable garden

	
	Supplementary feeding scheme

	Maternal wellbeing
	Health, nutrition and confidence

	Empowering 
	Involvement and communication with mother

	Emotional support
	Promote emotional and mental wellbeing in child 

	
	Promote emotional and mental wellbeing in mother

	Community projects

(income generating)
	e.g. beading, knitting, recycling



	Support groups
	Community involvement.


P2;Q2:

2
Write short notes on

a) The community component of the integrated management of childhood illness (IMCI) programme.






        (10)

b) The revised national immunisation schedule and the likely impact of the recent changes on paediatric mortality and morbidity in South Africa.       (10)

c) The criteria for initiating anti-retroviral treatment in children.

        (10)

d) The rationale and process of clinical audit.



        (10)
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a) Community IMCI principles:






(2)

· addresses important causes of childhood mortality and morbidity

· empowers care givers through promoting key family practices

· promotes linkages communities and services


· key family practices focus on behavior change at household level

Key Family Practices: 4 categories; 16 practices 



(8)

(Note: In RSA setting it is important to include key PMTCT messages)

A Growth Promotion and Development 

· Exclusive breastfeeding for 6 months

· Feed children energy and nutrient rich complementary foods, continue breastfeeding up to 2 years or longer

· Ensure children receive adequate amounts of micronutrients (VIT A and iron) thought diet or supplements

· Promote mental and social development thought talking, playing and providing a stimulating environment

B Active Management (Appropriate Home Care)

· Continue to feed and offer more fluids, incl breast milk, to children when sick

· Appropriate home treatment for infections

· Prevent child injuries and accidents

· Prevent child abuse and take action if it occurs

· Ensure men actively participate in child care and are involved in family’s reproductive health

C Disease Prevention

· Take children for immunizations as scheduled before 1st birthday 

· Dispose of children’s feces safely & wash hands after defecation, before preparing meals and feeding children

· In malaria endemic areas make sure children sleep under insecticide treated mosquito nets

· Prevention and care of HIV/AIDs affected people incl orphans (NB Integrate key PMTCT messages i.e. know mom & child’s status, do PCR and give bactrim at 6 weeks of age, etc)

D  Care Seeking

· Recognise when sick child needs treatment outside of home and seek care from appropriate providers

· Follow health workers advice about treatment, follow-up and referral

· Ensure every pregnant women has adequate antenatal care (incl 4 ANC visits, tetanus vaccination, family support at delivery and during postpartum and lactation period – NB knows her HIV status and receives PMTCT)

b)

Schedule:








(6)

At birth: 

BCG, OPV (0)

At 6 weeks:
OPV (1), RV (1), Dta-P/IPV/Hib (1), Hep B (1), PCV7 (1)

At 10 weeks:
OPV (2), Dta-P/IPV/Hib (2), Hep B (2)

At 14 weeks:
OPV (3), RV (2), Dta-P/IPV/Hib (3), Hep B (3), PCV7 (2)

At 9 months:
Measles vaccine (1), PCV7 (3)

At 18 months:
Dta-P/IPV/Hib (4), Measles vaccine (2)

At 6 years:
Td Vaccine

At 12 years:
Td Vaccine

Rationale:







(4)

The recent changes are the inclusion of rotavirus and pneumococcal vaccines. This will prevent current known mortality and morbidity related to rotaviral diarrhoeal disease in infancy and pneumococcal disease (pneumonia and meningitis), the latter being especially relevant for children with HIV/AIDS.

Write short notes on:

c)  Children being considered for ARV must meet both medical and psychosocial criteria before starting therapy. ARV initiation must occure within 2-4 weeks of entry into an ARV site.







(2)

Medical criteria for urgent ART initiation (as of Feb 2009):


(5)

· All children under 2 years of age OR

· Any child over 2 years with a CD4 %<15 or a CD4 count <100 OR

· All children with unexplained loss of weight OR

· All children hospitalized with an HIV-linked condition (including TB) OR

· Other (non-urgent): Modified WHO stage 2 or 3 disease 

Psychosocial criteria:







(3)

· An identifiable adult who is able to administer medication

· Demonstrated reliability in the adult caregiver i.e. has attended three or more scheduled visits to an HIV clinic and the Immunisation record of the child is up-to-date

· Disclosure to another adult living in the same house is encouraged so that there is someone else who can assist with the child’s ART

d)

Mortality audit is the structured clinical audit of all children dying in hospital (including casualty and outpatients, and those who are pronounced “dead on arrival”)) that enables a thorough assessment of the quality of care that children receive in the health system/service.  Clinical record audit implies structured or random clinical record audits using an appropriate audit tool to review case records of any child managed at any point at the health facility to assess adherence to case management guidelines and policies. Clinical and mortality audit is considered an important component of quality improvement and is essential in maintaining of core standards of care children receive at a health facility. 







(2)

For a clinical audit / mortality review to be successfully implemented there are two vital requirements: 

· Dedicated individuals willing to spend time and effort to make the process happen

· A carefully structured system where roles and responsibilities are well-defined and case management guidelines are in place.

It consists of two main activities:

1. The data collection process

For example, in RSA the Child PIP process requires a separate register to be kept of children who die, monthly tally sheets for admission and death counts, and information on each death on the death data capture sheet. Code lists (for cause of death and modifiable factors) are used. 


(2)

2. The actual mortality review process

This consists of 4 components:

1. 24 hour review: each death reviewed and summarized by doctor within 24 hours by the attending doctor and nurse to ensure all necessary information is captured at a time when it is available.

2. Preparatory meeting: Doctor and nurse in charge of unit perform a detailed analysis of all deaths with possible case selection for presentation at the mortality review meeting; compilation of monthly statistics for presentation at meeting

3. Mortality review: Weekly to monthly depending on load: whole paed dept including clinic staff – presentation of statistics, case discussions and task reviews; assign and minute new tasks, ensure completion of all data forms

4. Epidemiology and Analysis: 5 monthly/annually: Managers and clinical staff – for broader problem identification, trend assessment, for proposed solutions and recommendations

(4)

The mortality review meeting must be well organized. Concise and professional case presentations are followed by group discussions to establish by consensus the main cause of death and search to identify for modifiable factors. The meeting should be never become a “witch hunt” and should be confidential. The assessment and management of the patient at each level (clinic and hospital) should be assessed against standard norms of practice (clinical guidelines such as EDL). Problems with the process of caring for children in the hospital, the referring clinics, and the communities must be identified and prioritised and plans be made and documented to address each problem. Tasks arising out of discussions around cases should be assigned and minuted and progress with these tasks should be reviewed at the start of the nest meeting. Managers should be invited to attend and participate in the meetings and receive minutes of the meetings.
Indicators and targets can then be selected to measure and portray improvements over time.


(2)

P2;Q3:
a) Down Syndrome:

Explain the condition. Discuss the featutres of the condition. The mode of inheritance and explain that blood should be taken for chromosomal karyotyping and that parents should be tested if there is a translocation. Chromosomal abnormality – extra chromosome 21 in 92% of kids – a total of 47 chromosomes. (Chromosomal non-disjunction occurs in 80-90% of Trisomy 21cases during maternal meiosis. 5 % have a  translocation involving chromosome 21 and chromosome 13, 14, 15, 21, 22). When the parents are investigated, in 20-40% of cases a parent will have a balanced translocation. 3 % of cases are due to mosaicism, some cells display trisomy 21, but others have a normal karyotype). Discuss the implications for future pregnancies, that there is a recurrence risk and that mom should have an amniocentesis and sonar at 16 weeks. The patient may have a cardiac abnormality and needs to be screened, hence, an ECG, CXR and echo is warranted. The patient will have developmental delay, learning disabilities and will be floppy and attain milestones later. The patient’s IQ will be low. The patient can live up to 3rd -4th decade. You can refer her to support groups and for genetic counselling. 

                                                                                                                                  (10)

b) Organophosphate poisoning

    i) There are muscarinic, nicotinic and CNS features

    MUSCARINIC- diaphoresis, emesis, urinary and faecal incontinence, tearing,               drooling, bronchorroea, miosis (pinpoint pupils), hypotension, bradycardia.

NICOTINIC – muscle weakness, fasciculation, tremors, hypoventilation, tachycardia.

CNS- malaise, confusion, delirium, seizures, coma                                                   (3)

ii) Management:

Know the number of your local poison centre – can contact them                              (1/2)

Blood for red cell cholinesterase to confirm the diagnosis                                          (1/2)

Basic supportive care – ABC

Check fluids, electrolytes, and ventilation if necessary                                                (1/2)

Activated charcoal for gastric contamination                                                               (1/2)

ATROPINE – 0,01mg/kg as a bolus every 15 min , titrate according to response. Atropine 0.01mg/kg/hr can be given as an infusion  titrate according to response 

Monitor blood pressure, pupil size, heart rate

Watch for side effects of atropine – tachycardia, hypertension, hyperpyrexia and hallucinations.                                                                                                                (2)

GLYCOPYRROLATE – can be used as well. Does not cross the blood brain barrier therefore has a better side effect profile than atropine. Start with 0.02 mg/kg/hr to a maximum of 0.08mg/kg/hr as an infusion.                                                                    (2)

Can use Toxogonin or Obadoxime 

It is notifiable                                                                                                                (1/2)

Write short notes on 

c) Management of hyperkalaemia (K+ >6,5)

Aim: to stabilize the heart to prevent life threatening arrhythmias and to remove potassium from the body.

- Stop all solutions and or medications containing potassium.

- Calcium – stabilizes the cell membrane of heart cells preventing arrhythmias.

   10% Calcium gluconate – 50mg/kg or 0,5mls/kg slowly over 2-10 minutes OR

   10% Calcium chloride (1oomg/ml) – give 20mg/kg/dose very slowly IVI. Not to     be       given with bicarbonate.

- Sodium bicarbonate – 1 -2 ml/kg of 8,5% solution. To be given slowly over 10 min.

- Salbutamol – 4ug/kg/dose over 20 minutes. Can be repeated 6 hourly

Can also be given via aerosol – 2,5 mg/kg/dose

- Dextrose and insulin – 0,5g/kg of glucose with 0,3 -0,5 units of insulin per gram of glucose

- Kayxelate – 1 g/kg as an enema

                                                                                                                      (10)

d) BCG adenosis –

Definition: the development of ipsilateral regional lymph node enlargement after BCG vaccination. It can occur as early as two weeks to eight weeks after vaccination. Enlarged lymph nodes could be axillary, cervical or supraclavicular nodes. The enlarged nodes could be suppurative or non-suppurative.                                                                 (2)

Management.

The management is controversial. It is notifiable as an adverse reaction.

Medical: 

Non-suppurative BCG associated-lymphadenitis resolves spontaneously over several months. Anti-TB drugs do not alters its course but can have adverse effects. So reassure and aim for expectant follow-up.                                                                              (2)

Suppurative  BCG associated-lymphadenitis – can use anti-TB drugs. If on aspirate diagnose M.bovis – BCG disease hence, can use 3 drugs Rifampicin, INH, Ethambutol; if concerned that the patient may have dual disease i.e. TB and  BCG – disease can use 4 drugs during the initiation phase then stop PZA after the 2nd month. There is an increased risk of disseminated BCG disease in HIV-infected individuals. Medical treatment has a relapse rate of 14% with a risk of fistulation.                                                            (2)

Needle aspiration – can be undertaken if the node is fluctuant and to prevent spontaneous perforation with sinus formation. It also shortens duration of healing. Not indicated for non-suppurative lymphadenitis.                                                            (2)

Surgical excision – curative and will reduce the healing. Not recommended for non-suppurative lymphadenitis. In suppurative lymphadenitis can be a treatment modality if needle aspiration fails especially in the case of matted and multiloculated lymph nodes or when suppurative nodes have drained with sinus formation.                                      (2)
P2; Q4:

Write short notes on:

1. Three major causes of mortality in adolescents and interventions that could institute to reduce mortality in this age group.

Causes of mortality:

HIV/AIDS

Road traffic accidents

Homicide / Suicide

Drowning

Mortality related to lack of self esteem and high risk behaviour.

Interventions - START

Sports promotion – recreation, life skills





Teenage sexuality





Alcohol avoidance





Road safety





Tobacco & drug avoidance





Accessible adolescent friendly health care

2. Measures that could be promoted (instituted) to reduce the negative impact of hospitalization on children.

Physical: 
Child friendly wards – colours, decorations etc

Separate children from adults, 

Play room  

Outdoor play area

Emotional: 
Promote lodger mother’s - board and lodging for mothers



Provide “security blanket” – individual soft toy, facecloth etc 

Unrestricted visiting hours

Provide photo of mom, dad or important caregiver

Social:

Unrestricted visiting hours



Play activities – free and structured

Intellectual:
Structured stimulation programme



Access to play 



Support for school activities – hospital school if feasible

Management: short admissions



Minimize procedures



Appropriate analgesics, sedation



Staff behaviour



Dress

3. You are on call in the nursery of a regional hospital. An inexperienced colleague in a poorly resourced district hospital 3 hours away requests advice on what to do for a 2 day old infant with a birth weight 1,6kg, an Hb of 10g/l and a TSB of 289 (mol/l. What is your assessment and detail the advice you offer to your colleague?

Early onset jaundice with a very high TSB and low Hb suggests a heamolytic process.

At this level will require an exchange transfusion so arrange to transfer the baby to the closest centre with the capacity to do this. 

Mother must accompany baby or if this is not possible blood for group, coombs and crossmatch.

Consent

Meanwhile start feeds and maintain hydration

Correct any underlying factors that may increase risk of kernicterus ie hypoxia, hypoglycaemia, hypothermia, acidosis, sepsis

Initiate phototherapy

In view of high likelihood of haemolysis give empiric dose of Gammaglobulin IVI 500mg/kg over 1 hour

Consider transfusion with albumin and a stat dose of phenobarb

4. Describe the bedside tests you would perform in a preschool child with a two day history of jaundice and provide the rationale for each test.

Urine dipstix for:

Bilirubin

to confirm jaundice / possible obstruction



Urobilinogen

to exclude obstruction



Leukocytes

to exclude urinary tract infection



Nitrites

to exclude urinary tract infection

Haemoglobin



to exclude haemolysis

Stool “bakkie test” 


to exclude obstruction

P2;Q5:

Write short notes on

a) The definition, clinical presentation and causes of neonatal hypoglycaemia.










        (10)

b) The clinical diagnosis of acute rheumatic fever (modified Jones criteria) and the prevention of further attacks of acute rheumatic fever.

        (10)

c) Atopic eczema, including the relevant history to support the diagnosis, its investigation and management.





        (10)

d) The management of primary enuresis.




        (10)

[40]

a)

Definition: 

A neonate presenting with a blood sugar less than 2.5 mmol/L


(1)

Causes:

Prematurity

Small for Gestational Age

Infant of a diabetic mother

Respiratory distress

Hyperinsulinism

Post dates

Sepsis/Septicaemia

Temperature instability

Birth asphyxia

Rhesus iso-immunisation

Feeding difficulties

In-born errors of metabolism






(6)

Clinical Presentation:

Apnoea

Jitteriness / Irritability

Seizures

Poor feeding

Respiratory distress

Lethargy/Hypotonia







(3)

b) Modified Jones Criteria

Evidence of recent streptococcal infection:

-Elevated ASOT or other Strept Antibody Titre

-Pos throat swab for Group A beta haemolytic Strept

Plus two major criteria or one major and two minor criteria

Major Criteria

Carditis

Polyarthritis 

Erythema marginatum

Subcutaneous nodules

Sydenham’s chorea

Minor Criteria

Fever

Polyarthralgia in the absence of Polyarthritis

Elevated acute phase reactants

-ESR or CRP

Prolonged PR interval in the absence of Carditis

Presence of Sydeham’s Chorea can be used to diagnose Acute Rheumatic Fever 

without evidence of recent streptococcal infection




(5)

Acute Rheumatic Fever Prevention / Prophylaxis

Antibiotics:

Benzyl Penicillin G 1 200 000 U every 4 weeks IMI 




OR

Penicillin V 250mg BD PO



OR





Sulphadiazine
0.5g dly PO if <27kg

                             1g dly PO if >27kg

If Penicillin and Sulphadiazine allergy:

Erythromicin 250mg BD PO

Duration of Prophylaxis:

Acute Rheumatic Fever with Carditis plus residual heart disease: Lifelong prophylaxis

Acute Rheumatic Fever with carditis but no residual heart disease: 10 years or well into 

adulthood 

Acute Rheumatic Fever without Carditis:  5years or until 21years of age
(5)

c)

History

Itching, scaly, and crusty rash, that maybe dry with or without weeping areas.

Positive family history

Exacerbating factors: foods, contact with pets or pollen




(3)

Investigations:

Skin prick test for food and aero allergens

RAST for food and aero allergens






(2)

Management:

Drug Treatment

Itching and scratching: Antihistamines: eg Promethazine

Dryness: Emmolients like Aqeuos cream

Inflammation: Hydrocortisone 1% to face, betamethosone 0.1% to body

Infection: Erythromicin; Povidine Iodine cream

Non-Drug Treatmeant

Avoid triggering factors, use neutral soaps, cut nails short, avoid sunlight and use 

sun screens












(5)

d)Enuresis

Definitions:

Enuresis:

The persistent of voiding of urine into clothes or bed occurring two to three times weekly, or for a duration of three months with the presence of distress and an impact on social functioning in a child older than 5 years.  This may be nocturnal, diurnal or both.  

Primary enuresis:  never continent of urine.

Secondary enuresis:  loss of previously attained continence.




(2)

Management

Non Drug Treatment

Bell systems

No punishment or scolding, positive reinforcement

Behaviour modification

No Diapers

Restrict fluid intake, especially at night

Drug Treatment

Imipramine

Desmopressin

Oxybutinin










8)

