P3;Q1:

	Jannie, a 9 month-old infant, is brought to the hospital by his grandmother after experiencing a 5 minute generalised tonic-clonic seizure at home about an hour ago. She states that the infant felt feverish before the seizure and that his nose was running since the previous day. Jannie is conscious and awake, but irritable. You note the coryza but find nothing else wrong. Jannie’s weight and height are appropriate for his age. His temperature is 38.7oC, respiratory rate 28 breaths per minute and pulse 120 beats per minute.


a) You believe that Jannie has had a simple febrile seizure. However before making the diagnosis what emergency condition are you obliged to exclude and/or treat for?
(1)

· Bacterial meningitis

b)  What investigation would specifically exclude this emergency condition and what would your choice of empiric treatment be?





(2)

· Lumbar puncture

· Ceftriaxone or cefotaxime-1st choice-80-100 mg /kg/day

c)  Identify FOUR features in this scenario that support your diagnosis of a simple febrile seizure?









(4)

· Age group(6months-6years)

· Pyrexial (temperature 38.70C)

· Duration of seizure typically <5 minutes(but must be<15 minutes)

· Type of seizure(generalised)

· Source of sepsis evident outside the CNS (URTI)

d) What further information, which you could obtain through taking a history, may add support for this diagnosis?







(1)

· May have a family history of febrile seizures

· May have had a similar event previously with fever

· Only 1 seizure in 24 hour period

· No focal features (no Todd’s Paresis)

· Previous normal development

e) Jannie’s grandmother wants to know what caused the fit. What do you tell her?
(2)

· Reassure and  advise- very common in young children

· He has a cold with fever and the fever has precipitated the seizure by acting on the brain to reduce the seizure threshold.

· He is not seriously ill

· seizure itself not damaging

· the cause of the fever will be determined and treatment given if needed

f) She asks if the fit is likely to recur in the future. What is your response?

(2) 

· There is a small chance that he will fit with fever again in the future (roughly 30% chance) but a bigger chance (>70%) that he won’t. He is however younger than 1y.

g) She wants to know if this means Jannie will develop epilepsy when he is older. What is your response?








(2)

· No he does not have epilepsy neither is he at increased risk for it in future

· The risk for developing epilepsy is the same as any other person i.e. 1%

· The fever caused Jannie’s seizure. Epilepsy is not caused by fever

· If the seizure was prolonged or complex then the chances would be increased.

h) Does a febrile seizure cause any permanent damage? Explain.


(2)

· Because they are short, simple febrile seizures do not cause any damage-full recovery with no permanent damage is the rule. 

· It is the fever that caused the seizure.

· Complex febrile seizures have a more guarded prognosis

· Any seizure that is prolonged (approaching 30 minutes) is associated with a significant risk of cerebral blood flow dysregulation, brain cell death and oedema.

· Prolonged seizures may be complicated by hypoxia, death, aspiration

i) What advice will you offer the granny about preventing a seizure in future? 
(2)

· It can be difficult to prevent a febrile seizure but…

· Recognise warning signs of illness early

· Start by removing clothing, tepid sponging and lots of cool fluids

· Keep Paracetamol locked away safely at home to use at first sign of fever/illness

· If these measures do not help bring the fever down she should go clinic

· teach first aid for seizure

· She should place him out of danger of injury lying on his side

· Do not attempt to place anything into his mouth

· Once the seizure stops she should take him to the local health facility for medical evaluation and treatment.

· If the seizure does not stop on its own in 5 minutes she should take him to the health care facility where the seizure will be terminated

j) Should a child who has a febrile convulsion have immunisations? Explain. 
(2)

· Yes.

· It is the fever that causes the seizure, the brain is normal.

· Immunisations protect against fever-producing infections

·  Even though some children develop a fever following immunisation and a small number will have a febrile seizure. But this highly unlikely to lead to any permanent harm. Would be a good idea to give some Paracetamol after the immunisation,

	As you complete your discussion, the infant vomits and begins to convulse in front of you; his eyes roll back, his body stiffens, followed by rhythmic generalised tonic-clonic movements of his limbs.


k) List the immediate next steps in your management. 




(3)

· Airway should be cleared of secretions and open

· Turn him into the recovery position to allow drainage of any secretions

· Ensure adequate breathing- provide oxygen via face mask

· Administer suitable shorter-acting antiepileptic agent to stop the seizure

· Check blood dextrostix and treat if low

· Remove excessive clothing, can give rectal paracetamol

.      

l) Name 3 suitable shorter-acting antiepileptic agents that could be used to stop the seizure; indicate the possible routes of administration of each.


(3)

· Lorazepam 0,1 mg/kg IV OR BUCCAL, 

· if no IV access available:-Diazepam 0,5 mg/kg PR (NOT IMI)  or IV

· Midazolam 0,5 mg/kg BUCCAL or 0.2mg /kg INTRANASALLY or IV

· Clonazepam IV

	The fit stops spontaneously after 3 minutes and Jannie appears to be breathing well.


m) List FOUR features of an atypical febrile seizure.



       
(4)

· Focal in nature

· Prolonged(>15minutes)

· Multiple seizures within illness

· post ictal state associated with focal neurology or Todd’s Paresis

· outside age range

n) What bedside test should be done immediately and why?



(2)

· Dextrostix: hypoglycaemia is a potent brain damaging but easily correctable cause of seizures at any age. Prolonged seizures can lead to hypoglycaemia. The sooner it is detected and managed the better the neurological outcome.

	You re-examine Jannie. He is still pyrexial. His chest is clear and he is well perfused. He is awake and crying, his fontanelle feels normal and there is no rash.


o) List THREE laboratory tests that you will consider performing and justify each.
(3)


a. Blood culture to rule out sepsis


½ mark for test and ½  for reason

b. Electrolytes: disturbances e.g. sodium can cause seizures

c. Obtain CSF by lumbar puncture to exclude meningitis. 

d. Urine dipstix to exclude UTI as the source of fever and infection

e. Full blood count may indicate infection

f. CRP-if high may indicate bacterial infection

p) Describe the dosage, mechanism of action and side effects of an anti-pyretic you may use.










(3)

Paracetamol

Dosage: 10-15mg per kilogram bodyweight, which can be repeated 4-6 hourly, not exceeding four doses per 24 hours for not longer than 48 hours. Maximum dose is 4g/day for all.

Mechanism of action: Works centrally to restore the set-point of the hypothalamic thermoregulatory centre. And inhibit the synthesis of prostaglandins (cox-II inhibitor) and hence blunts the inflammatory response to infection.

Side effects: Nausea, vomiting, diarrhoea, hepatic toxicity and necrosis which unchecked can lead to liver failure. Renal tubular necrosis also possible.
 

q) What TWO other measures could you take to reduce the fever.


(2)

Unclothe

Tepid sponging

Ensure adequate hydration, cool fluids may be helpful

 [40]

P3;Q2 

	Mary is a 10 year old, Grade 4 learner. Her teacher is concerned as she seems to have difficulty concentrating at school and frequently complains of being tired. Mary’s mother brings her to the Paediatric Outpatients Clinic for a check-up. 

Mary’s anthropometric measures are as follows:

Weight: 51 kg,  >97th centile , z score 2.38

Length: 130 cm, 10th  centile, z score -1.35

Body mass index: 30.2, z score 3.31


a) How is the body mass index calculated? 





(2)

b) How is overweight and obesity defined in children?
 



(2)

c) Outline what you know to be the burden of obesity in South African children and compare this with Western/developed countries.





(4)

d) Briefly outline THREE relevant questions you would ask on history, and explain why each of these pieces of information would be useful in your evaluation of Mary.

(6)

e) List FOUR specific signs you would examine for, or measure, related to Mary’s presenting problems and her anthropometric findings.





(4)

f) List THREE special investigations you might request and indicate the value of each? (3)

g) List some key principles/interventions in the management and control of obesity: 




i) for a child like Mary







(4)



ii) at the community (public health) level




(4)

h) List THREE possible barriers to Mary achieving a satisfactory outcome. 

(3) 

i) List TWO immediate and FOUR later possible adverse consequences or complications that Mary may be at risk for.







(6)

j) List TWO reasons why doctors may be ineffective in managing children with obesity (2)   


[40]

a) How do we define overweight and obesity in children? 


(2)

For children  > 2 years:

Overweight BMI > 85th centile

Obesity BMI > 95th centile, Z-score > 2 or BMI > 30 kg/m2 
b) How do we calculate body mass index? 





(2)

BMI = weight(kg) /( Length(m) x length(m)) 

c) Outline what you know to be the burden of this problem in South Africa and in Western/Developed countries






(4)

20-40% in western world overweight +obese

The most common nutritional disorder in developed world

Mexico and South America rapid increase

Increasing also in SA

Highest in Africa

Especially urban, black women highest risk

Youth Risk Behaviour Study


17 % of adolescents overweight


4.2 % obese

National Household Food Consumtion Survey


17 % 1-9 years in urban areas overweight

d) Briefly outline the most relevant questions you would ask on History and why this information would be useful in your evaluation of Mary


(6)

Duration - acute or chronic


Tumour vs diet


Headache, vomiting, diplopia



Intracranial tumour eg craniopharyngioma


Drugs



cause


Schoolfailure



Depression / syndrome eg Prader Willi


Hypotonia as baby and hyperphagia



Prader Willi


Activity



cause


Diet/snacks/fast foods/cooldrink



cause


Thirst/poliuria



Diabetes, complication


Snoring



complication


Family history 



Policystic ovary syndrome

e)  List specific important signs you would look for on further clinical examination related to her presenting problem and anthopometry



(4)

BP

Distribution of fat

? Cushingnoid

Facial hair, acne

Sexual development

Acanthosis nigricans 

Cor pulmonale (Right ventricle hypertrophy, hepatomegaly, chest increase AP diameter, oedema)

f)  Are there any special investigations you would request and why?

(6)

Fasting glucose, HbA1c 


Diabetes, complication

Fasting lipid studies


complication

Thyroid studies


hypothyroidism

Cortisol


Cushing

Calcium, phosphate


Pseudohypoparathyroidism

s-leptin


cause

If indicated

Chromosomestudies


Turner and Down

FISH probe for Prader Willi

MRI


Tumour

O2 sat during sleep


Complication

Echo if suspected cor pulmonale

g)  List some broad principles in the management of obesity 




i) for a child like Mary






(3)



Increased activity at least an hour/day



Decrease TV viewing, games and internet browsing to max 2 hours/day

Healthy eating habits

· Provide plenty of vegetables, fruits, and whole-grain products. 

· Include low-fat or non-fat milk or dairy products. 

· Choose lean meats, poultry, fish, lentils, and beans for protein. 

· Serve reasonably-sized portions. 

· Limit sugar-sweetened beverages. 

· Limit consumption of sugar and saturated fat. 

Avoid drugs like prednisone, risperidone, sulponylureas, valproate, tricyclic antidepressants

Consider drugs like metformin, statins, anti-hypertensives, SSRIs, Methylphenidate if attentention deficit disorder

Address depression and low self esteem if present.

Involve family in the management

Aim at the start is not to lose weight but stop gaining weight



ii) at the community level






(3)



Community awareness 




Concerning dangers/health problems of overweight and obesity




Correct diet, healthy eating habits, danger of junk food




Increased physical activities



Only healthy foods in snack shops at school



Opportunity for physical activities during school hours

h) Three possible barriers

Not motivated, depressed, low self esteem

Little support from family

Unrealistic expectations from health workers

i) List 6 possible complications of obesity.      (6)  

Type 2 diabetes

Hypertension

Hyperlipidemia

Metabolic syndrome

Obstructive sleep apnoea with cor pulmonale

Orthopaedic problems

Emotional and psychosocial problems

Asthma

Cholecystitis

Pancreatitis

Fatty liver cirrhosis

Cardiovascular disease

Virilization

Pseudotumor cerebri

j) Two reasons why doctors ineffective

Not trained or experienced

Need a team approach (dietician, psychologist, support groups)

[40]

P3;Q3:
	6 month old Tumelo arrives in your casualty with a 3 day history of diarrhoea and vomiting. There is no blood in his stools. His mother reports that he has a fever and is refusing to feed. He is lethargic, has a respiratory rate of 52 breaths per minute. Breathing appears shallow.


a) 
What signs of dehydration would you look for on clinical examination, and how would this help classify the degree of dehydration present?


 
(3)

	Tumelo is confirmed to be severely dehydrated.

A venous blood gas is obtained and a urea and electrolyte sent off. The results are:

pH 7.19, pCO2 20mmHg (2.6 kPa), HCO3 6.5mmol/l, base excess -18mmol/l

U&E: Sodium 159mmol/l, potassium 2.1mmol/l, Chloride 112mmol/l, TCO2 5mmol/l, urea 18mmol/l, creatinine 92umol/l.


b)
Interpret the above results






(3)

c) 
Discuss the pathophysiology of this type of dehydration?      

(3)

d)
 How does the brain protect itself during this type of dehydration?

(2)

e)
What are the complications of this type of dehydration?      


(3) 

	Tumelo has another large vomit and loose stool. You are now concerned he has features of shock


f)
What features would indicate shock?





(3)

g)
How will you manage Tumelo’s shock and subsequent rehydration? Show your calculations and indicate what fluid(s) you would use(Tumelo weighs 6 kg) (9)

g) 
How would you manage Tumelo’s potassium? Show your calculations.    
(3)

h) 
What would you monitor during this stabilization period?                           
(2)

	You struggle to obtain intravenous access. An intraosseus line is inserted.


i) 
Briefly describe the procedure/technique of inserting an intraosseus line (location, tools, insertion technique).



       



(5)

Tumelo recovers and is fed 

j)
What drug/medication would you prescribe to reduce the severity of this episode, and also the likelihood of another episode of diarrhoea in the near future? Indicate the dose, frequency and duration.




 

(2) 

	After a 48 hour stay Tumelo is on full feeds, his diarrhoea is resolving, he is drinking and tolerating oral fluids well and now weighs 6,6kg, and you are preparing his discharge letter


k)
Prior to discharge, what advice would you give Tumelo’s mother to try to prevent a complicated episode of diarrhoea occurring again in the future

(2)












[40]

3. a) Signs of dehydration – dry mucous membranes, sunken fontanelle, decreased skin turgor, acidotic deep rapid respiration (Kussmaul’s breathing), altered loss of consciousness, listless, irritability, oliguria, weight loss, hypotension, cool peripheries, thready pulse, tachycardia, delayed capillary refill. Can be classified as moderate to severe or in percentage 10% dehydrated.                                                                 (3)                                                                                                                   

b) Hyperchloraemic metabolic acidosis

    hypernatraemic dehydration with hypokalaemia and prerenal dysfunction            (3)

c) pathophysiology – water deficit exceeds Na+ deficit. Occurs if the patient is unable to ingest adequate water during his diarrhoeal episode. The inadequate intake is due to emesis, lack of excess water or anorexia.                                                                      (3)

d) The brain produces idiogenic osmoles. This increases the intracellular osmolality and therefore prevents loss of water from the intracranial cells.                                          (2)

e) Bleeding in the brain (usually occurs during treatment phase) – can have subdural, subarachnoid, and parenchymal bleeds.

- seizures and coma

- central pontine myelanosis

- saggital sinus thrombosis

- renal vein thrombosis

- strokes                                                                                                                         (3)

f) signs of shock – low BP, tachycardia (early), cold peripheries, pallor, oliguria, abnormal mentation

compensated shock- mild agitation, confusion, skin pallor, cold peripheries, decreased   capillary filling time                            

uncompensated shock- falling BP, very slow capillary refill, tachycardia, cold peripheries, acidotic breathing, decreased cerebral state and absent urine output. (3)

g) Hypernatraemic dehydration:

   bolus: normal saline: 20mls/kg  - 120mls as a bolus can be repeated   

              No Ringers Lactate – to hypotonic                                                             (2)

   rehydration: 10% X 10 X 6(wt) = 600mls                                                            (1) 

   maintenance:                 100 X 6= 600mls                                                             (1)

   insensible losses:  20mls/kg (6) = 120mls                                                              (1)

  TOTAL:                                      = 1320mls                                                            (1)

Need to rehydrate slowly over 48 hrs 

1320 mls/48hrs =  27,5 mls/hr  = 28 mls/hr run via an ivac pump or through a dial a flow       

                                                                                                                                      (1)                                                                                          

½ Darrow’s solution would be the fluid utilized (1)

Aim to decrease the sodium by 10mmol   in 24 hours or 0.5-1mmol/hr.                        (1)                                                                                                          

NB: gave some lee-way with regard to maintenance. Some units use 120mls/kg, 100mls/kg and others 150mls/kg in the first year.   

h) Patient is hypokalaemic . K+ is <2.5 mmols so can correct intravenously

½ Darrow’s solution has 17 mmol K+ in 1000 mls, therefore 8,5 mmol K+ in 500 mls. 

10% KCl has 2mmol K+ per ml. so if 10 mls KCl  is added to every 500mls then 28,5 mmol K+ in 500mls of ½ Darrow’s solution. if the fluid is run at 28 mls/ hr then

      500mls = 28,5 mmols K+

        28mls/hr = x

So x = 28,5mmols X  28mls/hr  

                       500mls   

        = 1,596mmols/hr   divided by he wt 6kg

        = 1,596mmols/hr   

                    6kg                         

        = 0,266mmols/kg/hr

Should not be more than 0.3mmols/kg/hr.

Can give oral potassium as well                                                                   (3)

i) Monitor

blood pressure, urine output, weight, electrolytes especially Na+ and K+, and presence  of seizures                                                                                                   (3)

j) Intraosseus line insertion

Equipment: alcohol swabs, 18-guage needle with a trochar or an equivalent ( at least 1,5cm in length), 5 ml syringe, 20ml syringe, infusion fluid.

Identify insertion site. Avoid fractured bones. Can use upper tibial or lower femoral  sites. Landmarks: 2-3cm below tibial tuberosity OR anterolateral surface of lower femur 3cm above lateral condyle.

Clean the site. Take universal precautions. Wear gloves

Insert needle 90 degrees to skin pointing away from joint space. Advance until a ‘give’ is felt as the cortex is penetrated. Attach 5 ml syringe, aspirate and flush to check position. Attach 20 ml syringe and give bolus. Infusate can then be attached to intraosseous line.                   

                                                                                                                                      (5)

k) Zinc sulphate <10kg give 10mg per day for two weeks

                           >10kg give 20 mg per day for two weeks                                          (2)

l) Educate mom on the signs of dehydration. She should be concerned when the diarrhoea has blood in it, the child becomes sleepy, lethargic or irritable, the child has 5 or more vomits in 24 hrs and is not tolerating any feeds, the diarrhoea continues for more than 7 days. She should also be advised about hand hygiene and to wash her hands after nappy changes. If the child is formula fed than adequate sterilization of the utensils should be advised. She should be educated on how to make ORS at home : 1l water , 8 tsps sugar and ½ tsp salt. This solution should be given slowly with a teaspoon. It tastes vial so some juice could be added to enhance the taste.                                                           (3)

P3;Q4:
	You are the medical officer working in a district hospital. Keketso, a two year old girl, is brought to you with a history of a generalised tonic-clonic seizure lasting for about 30 minutes. Her family returned from a two-week visit to Mozambique the previous day. Keketso has been growing well and has never been admitted to hospital before.  You suspect she has malaria.

Keketso has a temperature of 38.8oC. She is pale with clammy extremities. She is drowsy but has no focal neurological signs. Her respiratory rate is 42 per minute with fine crackles bilaterally on chest auscultation. Her heart rate is 112 per minute and she has a soft systolic murmur, with a gallop. There is mild abdominal distension with a 4 cm liver and 2 cm spleen palpable.

 


a) 
Grade the severity of Keketso’s illness.





(1) 

b) 
List THREE features of the stage (grade) of disease that Keketso exhibits. 

(3)

c) 
How will you confirm the diagnosis?






(2)

c) 
Identify TWO investigations that in your battery of tests may assist you in grading the severity of Keketso’s illness, and indicate what they may show


(4)

e) 
Explain the pathophysiology of Keketso’s:


(i)  pallor










(2)


(ii) clammy extremities








(2)


(iii) gallop









(2)


(iv) splenomegaly








(2)

d) 
What is the incubation period of malaria?





(1)

e) 
Outline your non-pharmacological (non-drug) management of Keketso’s illness. 
(5)













f) 
Briefly describe pharmacological treatment of both complicated and non-complicated malaria










(8)

g) What will influence your decision to refer Keketso to a regional or tertiary institution?












(2)

h) Outline THREE measures that could have prevented Keketso being infected. 
(3)

i) Apart from children what other population groups are at high risk of malaria

(2)

j) In what part of South Africa is malaria endemic




(1)
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4. a)Causes of Malaria

Plasmodium falciparum, ovale, vivax, and malariae




(2)

b)Incubation Period

P.  falciparum:  Seven to twenty one days

Others: May take longer than 21 days 






(2)

c)Malaria Prevention

Non-Pharmacological

Notifiable disease!

Prevent insect bites between dusk and dawn

-insecticide treated nets, coils, screens and pads

-insect repellents applied to skin

-long sleeved shirts and long trousers

-socks and shoes

Visit endemic areas during cold and dry seasons

Children less 5years to avoid malaria endemic areas!

Pharmacological

Mefloquine  (for eight days before, continue throughout until 4 weeks after return)

Doxycycline (for 24hrs before, continue throughout until 4 weeks after return)

Chloroquine plus proguanil (less effective)





(4)

d)Grading:

Severe or Complicated Malaria







(1)

e)Clinical Manifestations of Severe or complicated Malaria 

Convulsions or altered mental state

Hypoglycaemia

Anaemia with or without Cardiac Failure

Respiratory distress

Shock and Metabolic Acidosis

Jaundice, bleeding, Acute renal failure, and ARDS(less common)



(3) 

f) Investigations

Investigation


Severe Malaria

Malaria smear for parasites: 
>5% RBC Infected 

FBC: 



Hb<6g/dL, PLT <50 x 109/L

Blood Glucose


<2.2mmo/L

Acidosis 


lactate>5mm/L or Bicarb<15mmo/L


(8)

g) Non-drug management of Severe/Complicated Malaria

Admit to high care or ICU

Monitor Vitals: Temperature, Pulse Rate, Blood Pressure, Respiratory rate and Oxygen Saturations

Control seizures

Do not overhydrate

Monitor Blood Glucose and correct hypoglycaemia with intravenous glucose

Transfuse if very low haemoglobin (<7g/dL)

Ventilate if indicated








(8)

h) Pharmacological Treatment of Malaria

Non-Complicated Malaria

Quinine for 7-10 years, if patient  <8 years, add Clindamcin for 7 days.

If patient  > 8years:  Doxycycline

Artemether/lumefantrine

Complicated Malaria

Intravenous Quinine for 2-3 days, then change to oral once patient able to swallow

(ECG monitoring whilst patient on Quinine)

Add Clindamycin if patient < 8 years or Doxycycline if patient>8 years

For concurrent bacterial septicaemia: Ceftriaxone

For Fever: Paracetamol








(10)

i) Decision to refer 

Children under two years of age

Patients who have had a splenectomy

Failure in clinical improvement within 48-72 hours

Children with P.vivax or P. ovale malaria for primaquine after initial chloroquine treatment










(2)
P3;Q5:
You are the medical officer responsible for the children’s ward in a 250 bed district hospital. You recently introduced regular mortality meetings and on reviewing the first year’s data you establish the following:

	Total admissions:                   1 299

Number of deaths: 

    97




Mortality rate:
                         7.5%

Total modifiable factors:
  267



Features of the children who died:

Age distribution 
< 1 month

  6%




1 – 12 months
            65%




1 – 5 years

21%

Nutritional status
Normal

            27%




Under weight

29%




Severe malnutrition
36%




Unknown

  4%

HIV profile

HIV –ve

  8%

Exposed

35%





Infected

39%

Not tested

  3%




Unknown

15%

HIV Clinical stage
Stage 1

  4%

Stage 2

  2%




Stage 3

18%

Stage 4

47%




Not staged

19%

Unknown

10%

PMTCT prophylaxis
Received

27%

Not received

19%




Not indicated

  6%

Unknown

48%

Cause of death:
Acute Respiratory Infection 25%
Diarrhoea
           16%




Suspected PJP
13%

TB


12%




Septicaemia 

  9%

Quality of records:
No folder

10%

Folder complete
62%




Folder inadequate
27%



Modifiable factors:
At home

28%

Clinic


30%




Casualty/OPD

10%

Ward


33%




Caregiver

29%

Administrator

20%




Clinical staff

51%


a) Based on the mortality data, what could you surmise about the state of the PMTCT programme in your district? Explain 






(4)

b) Based on the mortality data, what could you surmise about the state of the HAART in your district? Explain

 






(2)

c) Outline EIGHT critical measures that need to be undertaken to minimize the contribution of HIV to child mortality in your district?






(8)

d) Of the children who died more than one in three children were severely malnourished. Describe THREE measures that you will promote at (each of)  the community, clinic and hospital levels to reduce the contribution of malnutrition to child mortality.

(9)

	From the above data it is apparent that 38% of children died of respiratory diseases other than TB. On further analysis, you establish that the case fatality rate for acute respiratory infections is 15%.


e) What is meant by “case fatality rate”?





(1)

f) What will you do to reduce the case fatality rate from acute respiratory infections?(4)

g) Many hospital clinical records were considered inadequate. How will you address this?











(2)

h) Identify FIVE factors occurring at the community level, i.e. at home or the clinic, that are most likely to be modifiable?







(5)

i) How will you address modifiable factors within the hospital?


(5)
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a. Based on the mortality data, what could you surmise about the state of the PMTCT programme in your district? Explain




(4)

Poor programme

High seroprevalence level as at least 74% of children who died were HIV infected or exposed.

Poor PMTCT programme

only 6% of babies did not require AZT/NVP, 

27% required and received prophylaxis 

19% required but did not receive prophylaxis.

b. Based on the mortality data, what could you surmise about the state of the HAART programme in your district? Explain




(2)

ART programme functioning but probably not effective 

most children are assessed re clinical stage of HIV (71%) 

but they have advanced disease (stage 4 & PCP). 

No data on the actual number of children on ART.

c. Outline EIGHT critical measures that need to be undertaken to minimize the contribution of HIV to child mortality in you district? 



(8)

Aim to reduce the HIV infection rate in women.

Aim to prevent unwanted pregnancies in HIV+ women.

Strengthen PMTCT programme to prevent perinatal infections in children.


ANC VCT


PMTCT regimen or HAART to mom


PMTCT to baby


Appropriate feeding choice


Follow up plans

Reinforce & support infant feeding choice

Strengthen paediatric ART programme to ensure early initiation of ART in HIV infected children.


PCR at 6 weeks Or following cessation of breast feeding


Cotrimoxazole to HIV+ infants from 6 weeks


Follow up plan – clinical review & CD4 levels


Early initiation of HAART

Effective documentation of HIV exposure or infection

Ongoing counseling & support to enhance compliance with Mx plan

Active participation of family in ongoing Mx  

Effective clinical capacity & referral systems

d. Of the children who died more than one in three children were severely malnourished. Describe THREE measures you will promote at EACH of the community, clinic and hospital level to reduce the contribution of malnutrition to child mortality.








(5)

Community: 
promote breastfeeding



Growth monitoring



PEM scheme & food supplementation



Facilitate access to relevant social grant

Clinic:

Growth monitoring



Deworming 

Vitamin A supplementation

Hospital:
Growth monitoring



Effective management of chronic diseases

WHO 10 steps for management of severe malnutrition

From the above data it is apparent that 38% of children died of respiratory diseases other than TB. On further analysis you establish that the case fatality rate for acute respiratory infections is 15%.

e. What is meant by case fatality rate?





(1)

The proportion of individuals with a specific disease who die from that disease.

f. What will you do to reduce the case fatality rate from acute respiratory infections?









(4)

EPI & nutrition

Promote early health seeking behaviour through education of caregivers re dangers signs.

Promote use of IMCI and appropriate case management at clinics.

Ensure use of STG in hospital.

Ensure access to appropriate drugs and technology (O2, SpO2 monitors) in hospital.

g. Many clinical records were considered inadequate. How will you address this?

(2) 

Staff education on role of clinical record

Introduce and insist of use of standardized clinical record for children.

Promote use of RTHC.

h. Identify FIVE factors occurring at the community level, ie at home or the clinic, that are most likely to be modifiable?




(5)

Poor levels of education and health practices. 

Failure to recognize the severity of the illness.

Delayed presentation to the clinic secondary to poverty and lack of transport.

Failure to implement IMCI – inadequate infrastructure, staffing, skills, attitude.

Late referral to hospital.

j. How will you address modifiable factors within the hospital?

(5)

Establish norms and standards for staff, facilities and equipment.

Develop a management forum to discuss/address administrative issues within and between the clinical units (children’s ward, OPD and maternity). Should include staff from clinical, admin and management areas. 

Develop an assessment and triage protocol for children attending A&E.

Introduce standardized clinical records.

Insist on use of STGs

Feedback on select indicators

Appropriate supervision & support

