DCH PAPER 2: March 2010
P2Q1:

Write short notes on:

a) Zinc supplementation in diarrhoeal disease

b) Indications for testing an infant or child for cystic fibrosis

c) Warning signs of malignancy in children

d) The management of a child admitted with suspected cholera

a)

· Zinc is an  essential micronutrient(1) that protects cell membranes from oxidative damage
· Potential mechanisms in gatsro(4)

a. Improves absorption of water and electrolytes by intestine (undefined/poorly defined mechanism ?inhibits cAMP-induced Cl- secretion)
2Faster regeneration of gut epithelium
3Increases levels brush border enzymes
4Enhanced immune response with increased clearance of pathogens
· Supplementation reduces duration and severity of acute and persistent diarrhoea (1)

· Also reduced likelihood of 2nd episode(1)

· Dose: 20mg/day >6 months age/10m<6mo (1) for 10-14 days(1)

· WHO recommend as standard of care for all children with diarrhoea and should be prescribed(1)

(b) Maintain high index of suspicion if one or especially if combination of 2 or more features:

1. any child with family history(affected sibling)

2. child with positive newborn screening test(IRT)

3. FTT with chronic diarrhoea/steattorhoea

4.Meconium ileus in neonate

5. intestinal atresias/meconium peritonitis in neonate

6. infant with conjugated bilirubinaemia

7. Unexplained liver disease

8. recurrent LRTIs especially if associated with FTT

9. RTI with pseudomonas or staph grown on sputum

10. clubbing/bronchiectasis

11. nasal polyps

12. Hypochloraemic metabolic alkalosis
c)


Pallor plus bleeding(1)

Bone pain(1)

Localised persistent/unexplained lymphadenopathy>1cm(1)

Hepatosplenomegaly with ymphad/pallor/bruising/petechiae(1)

Unexplained neurological signs incl fx raised ICP(1) new onset squint/focal neurology(1)

An unexplained mass abdomen/testes/neck(1) limbs(1)

Persistent systemic fx/unexplained LOW, fever, apathy, wt loss(1)

Eye changes :any leucoria, squint, proptosis, loss/double vision(1)

(d) Suspect cholera if: Recent travel from Zimbabwe or Limpopo province or contact with someone who has traveled there with/without diarrheaOR Profuse watery diarrhoea: “rice-water stools” rapidly leading to dehydration and electrolyte disturbances, with or without other clinical features include: low-grade fever, vomiting, hyponatraemia(1)

Initial management and Investigations:

· Manage dehydration according to standard protocols

· Treat shock with boluses of N/Saline or Ringers Lactate(1)

· Rehydrate with ½ DD according to degree of dehydration(1)

· Send stool for MC&S and state clearly on the form “Suspected cholera/outbreak specimen” so that it can be cultured on specific media(1)

· The stool must reach the lab within 2 hours else refrigerate

· Send serum electrolytes including Cl- and Ca2+(and blood gas if severe dehydration)(1)(If hyponatraemic manage accordingly)(1)

· Isolate and barrier nursing if strongly suspect cholera(1)

· Prescribe Zinc [20mg daily (10mg dly<6mo) for 2 weeks(1)  and Vitamin A according to protocol

Antibiotic choice:

· Prescribe antibiotics in cases of severe dehydration only(1)
	Children

Age>8 years
	Doxycycline 4mg/kg/dose stat

	Children

Age<8 years
	Ciprofloxacin 10mg/k/dose bd X 3 days 


(1)

If cholera confirmed: Notify (1)

Prevention(1)
· hand washing

· strict personal hygiene

· boiling/disinfecting of all  water used for drinking, washing utensils and food preparation

· isolation and barrier nursing in hospital

P2Q2:  

Write short notes on:

a) Snoring in children - why is it significant, complications and management

b) Causes of hyperactive behaviour in young children.

c) What would make you consider that an acutely ill neonate is suffering from an inborn error of metabolism?

d) The causes, complications and management of masturbation in young girls.

a) Snoring may indicate upper airway obstruction resulting in raised Co2 & decreased O2

The complication of the raised PCo2 and decreased O2 include:

· Pulmonary hypertension

· Right ventricular hypertrophy

· Fatigue 

· Concentration

· Intelligence 

· Abnormal facies

The management includes :

Investigations to find the cause of the obstruction

· ENT examination

· Polysomnography which demonstrates the physiological changes taking place during sleep and will demonstrate effects of the snoring.

Treating the cause:  

· Tonsillectomy 

· Adenoidectomy

· Other causes of obstruction

· Encourage weight loss.
· Nasal prongs ( CPAP) can be used with hypotonia

b) Causes of hyperactive behaviour in young children. 

1. Poor parent child match ( when a normal child may be perceived by the parent as being hyperactive)

2. Medical – e.g.  restlessness due to hypoxia in children with chronic lung disease of cyanotic congenital heart disease.

3. Sleep Apnoea syndrome

4. Medication e.g. antihistamines or anticonvulsants.

5. Intellectual disability – the academic demands are too high for the child.

6. Genetic conditions e.g. Fragile X syndrome.

7. Autism

8. ADHD

9. Toxins e.g. lead poisoning.

10. Nutritional – iron deficiency anaemia

c) What would make you consider that an acutely ill neonate is suffering from an inborn error of metabolism? 

Family history

· Consanguinity

· Neonatal deaths

Onset of the disease

· After the introduction of a protein feed

· After a febrile illness

· After missing a feed

· Funny smell

Physical examination of the child

· Abnormal physical appearance e.g. abnormal hair texture

· Hepatomegaly

· Jaundice

· Acidotic breathing

· Seizures

· Abnormal movement

· Floppiness.

Urine

· Reducing substances

Blood

· Acidotic

· Ammonia

· Hypoglycaemia

d) The causes, complications and management of masturbation in young girls.

Causes

· Normal pacifying behaviour

· Infections  or previous infection

· Irritation due to sensitivity reactions e.g. bubble bath

· Awareness of the genital area to previous stimulation 

· Child abuse

· Boredom/ emotional problems.

Complications

· Trauma 

· Secondary infection

· False diagnosis of child abuse leading to family stress

· Social rejection if badly managed

Management

· Physical examination to exclude abuse

· If an infection is present find the cause

· Take swabs if the is a discharge

· If there is a history of irritants counsel parents 

· Premarin cream if the area is very sensitive.

· Distract the child when she masturbates.

P2Q3:

Write short notes on:
a) The diagnostic features and management of post traumatic stress disorder in children.

b) Your approach to a 13 year old girl who requests advice on contraception.

c) The differential diagnosis, natural history and management of undescended testes.

d) The clinical consequences and hospital management of near drowning.

a) Diagnostic features:

Flashbacks





Changes in sleep pattern





Changes in appetite





Separation anxiety

Regression in milestones or behviour

Behavioural changes

Principles of management:
Debriefing to prevent / minimize PTSD

Monitoring to early features

Anxiolytic drugs eg Valium

Psychotherapy

b) Teenagers are sexually active albeit infrequently and seeking advice shows some degree of responsibility that must not be discouraged.

Important to maintain confidence and confidentiality.

Access to contraception from the age of 12 years does not require parental consent but does require appropriate counseling and a full medical assessment.

Promote abstinence from risky sexual behaviour but recognize need to help avoid negative behavioural consequences.

Contraceptive options in adolescents:

a. Barrier methods (condom, jelly etc) – best for occasional sexual encounters but poor compliance as requires foresight, organization and communication with partner

b. IUD at this age associated with high prevalence of STIs and PID

c. Oral contraceptive associated with low compliance

d. Injectable contraception is contraceptive of choice

Full physical assessment.

Counseling re compliance side effects of drugs etc

c) Differential diagnosis:

Cryptorchidism






Retractile testes

Ectopic testes

Anorchia

Natural history:


Tendency for testes to descend







30 – 40% undescended at 30 weeks GA







3 – 4% undescended at term







0.3-0.4% undescended at 1 year

Management:


Confirm diagnosis






Reassurance






Conservative – wait & see






Surgical repair if still undescended at 2 years

d) Admit for 48 hours of observation

Manage according to clinical features (HYPER)

H
hyper-hydrated

Water overload – ingestion & absorption

Fluid restriction

Diuretic

V
hyper-ventilation

Pulmonary oedema / pneumonia

Oxygen progressing to CPAP & IPPV

Fluid restriction & diuretics

Antibiotics

P
hyper-pyrexial

Respiratory infection & central dysfunction






Antibiotics

Antipyretics

E
hyper-excitable

Hypoxia, cerebral oedema & neurologic deficit 






Phenobarb

R
hyper-rigid


hypoxia, cerebral oedema & neurologic deficit






mannitol

P2Q4:

a) A child is referred from school after failing Grade 1 for a second time. List and categorise possible causes.

b) Annotate the normal neurodevelopmental milestones of an eighteen month old baby.

c) You start a new job at a rural hospital. The perinatal mortality rate at the hospital is 60/1000. The under 5 mortality rate for the area is 90/1000 and the infant mortality 70/1000. The stillborn: neonatal death ratio is 1:1.

i. Define perinatal, infant and under 5 mortality rate. 
(3)

ii. What is South Africa’s under 5 mortality rate?

(1)


iii. What is the likely quality of newborn and paediatric care at this hospital? Motivate your answer.




(2)

iv. List 4 interventions that could have a significant impact on reducing     childhood mortality in this region.



(4)

d) Tabulate the age of consent for each of the following, based on the new Children’s Act (of 2005) and other pertinent legislation:

i. Age of majority (becoming an adult)

ii. Incapable of consenting to sex

iii. Capable of consenting to sex

iv. Surgical procedures 

v. Medical procedures

vi. Terminating a pregnancy

vii. Sterilization

viii. Access to contraceptives

ix. HIV testing

x. Child can be prosecuted
P2Q5:

Write short notes on:

a) Causes for blood in the stool in a 9 month old infant

b) Advice you would offer to a mother who is worried that her baby does not get enough breast milk
c) The management of allergic rhinitis in children

d) The management of primary enuresis in a 6 year old boy.
Blood in the stool of a 9 month old infant
Congenital  -   Meckel’s diverticulum

Polyps or fissures

Rectal prolapse

Constipation

Intestinal obstruction – Intusseseption

                                             Volvulus

Infective – Dysentery

                     Bilharzia

                     Amoebiasis

Cow’s milk allergy

Blood diseases – Thrompocytopenia

                                DIC

Hemolytic Uraemic Syndrome

Foreign body in rectum

Drugs and toxins

Breastfeeding

Reassure mother – breastfeeding is best for baby

                                  breastmilk will not be too weak or too watery

Educate regarding technique – show how baby should latch

                                                          empty at least one breast per feed

                                                          baby will usually not sleep through early on

Practical guidance – If baby appears satisfied after feeding,

                                       If baby sleeps for 2 to 4 hours,

                                      If baby has 6 wet nappies per day,

                                       If baby gains weight,  milk is enough.

                                      Not necessary to express to see how much milk she has.

                                       Don’t use formula to see if baby is still hungry.

Evaluate mother’s diet; advice about getting enough rest.

Examine baby for physical problems that could make feeding difficult.

Allergic Rhinitis
Assess patient holistically – eye symptoms, asthma.

Identify allergen – history, skin-prick testing,CAP Rast

                                   phadiatop if no useful history.

Antihistamines – first generation not recommended

                                second generation eg loratadine

                                not effective for nasal blockage 

Intranasal steroids – most effective all-round medication

                                       proper instruction regarding technique

                                       maximum dose

Oral or injected steroids should not be used.

Leukotrine receptor antagonists – less effective than intranasal steroids

                                                                may be effective as monotherapy in mild cases in young

                                                                children.

Allergen immunotherapy best left to allergen specialists.

Primary Enuresis
Good history to confirm diagnosis – primary or secondary

                                                                   diurnal or nocturnal

Exclude other etiological factors – UTI, constipation, chemical urethritis, diabetes

Invasive or costly studies contraindicated.

First step behavioral treatment(child’s cooperation essential)

       Void before bedtime

       Alarm clock set for 2 to 3 hours after falling asleep

       Small rewards(increasing for longer dry periods)

       No punishment

Alarm system eg bell and pad.

Pharmacotherapy second line

     DDAVP (also for special occasions eg sleepover, school trips)

     Imipramine( high relapse rate)     







