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CPOW week Sept 2022

7 Nights

81 Admissions

43 Respiratory related admissions
(53%)

38 Pre-school respiratory related
admissions (47% of all admissions)




* 3 month old
2 day history — coryzal and cough

e Over last 24 hours:
* Increased work of breathing
* Decreased feeding

e 3 year old brother has ‘head cold’

* On examination:
Bright and alert
Snuffly
Scattered creps and wheeze
Mild subcostal indrawing
Clinically well hydrated







NICE Guidelines:
‘Diagnose bronchiolitis if the child has a coryzal prodrome
lasting one to three days, followed by:

* Persistent cough and

* Tachypnoea and/or chest recession and

* Wheeze and/or crackles on chest auscultation’




Key elements of clinical assessment:

Apnoeas?

High Risk
patient?

Admission criteria:
* 02 sats persistently < 92% in room air

Persisting severe respiratory distress e.g.
marked recession, RR >60, grunting

Apnoeic spells [observed or reported]
Need for frequent suction

Failed trial of feeding or intake < than
50%




Focus on
supportive care




Sebastian Jason Gray,” ' lan D Wacogne,” ? Damian Roland" 3*

Gray SJ, Wacogne ID, Roland D
Fifteen-minute consultation: Safety netting effectively
Archives of Disease in Childhood - Education and Practice 2019;104:226-230.




e 2 year old

2 day history of ‘rattly’ cough and
pyrexia

* Normally well

* No known allergies

* On examination:

* Appropriately annoyed
Wet ‘rattly’ cough
Mildly tachypnoeic
No significant indrawing
Focal creps at right base




Community
Acquired

Pneumonia




High Risk

Groups




All children with a clear clinical diagnosis of pneumonia should
receive antibiotics as bacterial and viral infections cannot be
reliably distinguished from each other...







Poll 1: Which antibiotic would you give first line?

1. Co-amoxiclav
2. Azithromycin
3. Amoxicillin

4. Clarithromycin

5. Other
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Poll 2: Which antibiotic would you give first line
if the patient had a penicillin allergy?

1. Co-amoxiclav
2. Azithromycin
3. Amoxicillin

4. Clarithromycin

5. Other




Poll: Which antibiotic would you give first line?

1. Co-amoxiclav
2. Azithromycin
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4. Clarithromycin

5. Other

NDC 0781-6022-46
Clarithromycin for
Oral Suspension,
USP

ach teaspoonful (5 mL)
contains 125 mg of
clarithromycin in a fruit-
punch flavore d aqueous
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R only

mL (when mixed)




UK

Paediatric

Antimicrobial
L\ Stewardship

A network for health professionals (including doctors, nurses,
pharmacists) to exchange lessons learned from judicious antimicrobial
use
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Welcome

The UK Paediatric Antimicrobial Stewardship (UK-PAS) network’s mission is to create a network of health professionals (including doctors, nurses, pharmacists, clinical
scientists, managers, commissioners and the public) to exchange lessons learned from judicious antimicrobial use and to conduct local, regional and international projects
destined to ensure safe and effective use of antimicrobials in neonates, children and young people and help address the spread of antimicrobial resistance.

https://uk-pas.co.uk




NOT a routine investigation in
children with suspected CAP

Children with signs and
symptoms of pneumonia who
are not admitted to hospital
should NOT have a CXR

Consider if poor clinical response
to treatment after 48 hours or
concerns re potential
complications

Follow up CXR should only be
considered in those with collapse
or persisting symptoms




* 18 month old
3 month history of cough

Parents describe a persistent wet
cough

No history of wheeze/atopy

No other history of note

On examination:
e Thriving
e Occasional wet cough
e Otherwise examines well




Poll 3: What is the most likely diagnosis?

1. Asthma

2. Cystic Fibrosis

3. Persistent Bacterial Bronchitis
4. Ciliopathy

5. Immune-deficiency




PBB???




e 4 year old

* 2 day history of coryzal symptoms
and cough

e Qver last 24 hours — increased

work of breathing

* On examination:
e Coryzal
* Tachypneoic

* Bilateral expiratory wheeze on
auscultation

* Mild — moderate in-drawing




Poll 4: What is the most likely diagnosis?

. Viral induced wheeze
. Exacerbation of asthma

. Community acquired
pneumonia

. Need further information

. Other










VIW Vs Asthma

Challenging in this age group —
Various phenotypes suggested including EVW and MTW

Difficult to reliably distinguish between groups and who will respond to
particular therapies

ERS, BTS/SIGN and GINA all vary slightly in recommendations

RBHSC Respiratory team consensus opinion based on recommendations
in these guidelines...




Acute exacerbations of wheeze....

Oral Steroids
1. All children with a diagnosis of asthma and acute wheezing unless very mild.
2. Older children with acute wheezing (>5yrs)
3. Younger children (1-5yrs) with acute wheezing severe enough to warrant admission to hospital

4. Younger children (1-5yrs) with a second episode of wheeze in the same season

Dex Vs Pred




Controller therapy....

Inhaled Corticosteroids
1. All children with asthma

2. All children with more than one episode of wheezing in the same season

3. Consider in children with wheeze with a strong (1%t degree) family history of atopy or asthma.

Start as a ‘therapeutic trial’

Children <1 should probably not receive oral steroids or
inhaled corticosteroids without very careful thought




Controller therapy....
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pressurised inhalation solution

Beclometasone dipropionate

hould always
n tolescents
16 yoars of age and older are taking total
daily doses of 1000 micrograms or more,
and must always be used by childron and
sdolescents 15 years of age and younger
ibed

PREVENTER

@/
Lo

5t Trinity
200 actuation:




NDC 55111-763-03
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Montelukast Sodium
Oral Granules, 4 mg*

For Pediatric Patients 6 months to
5 years of age.

PHARMACIST:
DISPENSE THE
ACCOMPANYING
il AFLET




f\CF A PEDIATRICA

RING THE CHILD]

Getting the basics right resolves most cases of uncontrolled and
problematic asthma

Eric P. de Groot (e.p.degr wdy J. Kreggemeijer’, Paul L P. Brand™*




MDI through loose fitting mask
Nebuliser through loose fitting mask
MDI through tight mask in crying child

. Nebuliser through tight fitting mask in
crying child

MDI through tight mask in quiet child
MDI through tight mask in quiet child

. Nebuliser through tight mask in quiet child

. Nebuliser through tight mask in quiet child
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GREENER ASTHMA TREATMENT:
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Over to Catherine....




Thank you....

Any questions?

. @SimEdRBHSC




