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First patient

ÅAlex

ÅAge 4 years

ÅNew onset limp

ÅPreceeding febrile 

illness 1 week ago



ÅThe most discriminating clinical 

finding/investigation in a child with a new 

onset limp is:

ÅTemperature

ÅUltrasound of the hip

ÅBlood culture

ÅAbility to weight bear



Limp

ÅPick up rate for pathology is high

ÅNever dismiss a child with a limp

ÅNever stop until youôve found a cause for a 

limp

ÅNo joint swelling = no arthritis



has leg pain and a new onset limp.

Always check the 

testes



ÅInfant Chloe has reduced movement in her 

arm at age 8 weeks



ÅJamie, age 2 years new onset limp



ÅDo not give oral antibiotics to children with 

a limp



This may evolve into:

ÅA tumour

ÅInfection

ÅOrthopaedic

ÅAn inflammatory disorder in evolution (6 

weeks)

ÅMost children with 6 weeks of joint pain get a 

bone marrow test before they have a course 

of steroids ïwith good reason

ÅIt is only transient when it goes away



Septic arthritis vs transient synovitis

ÅTo differentiate between septic arthritis and 

transient synovitis, 

ÅHistory of fever

ÅNon weight bearing

ÅESR > 40mm/hr

ÅSerum WBC > 12 x 109/l

Å3 of these, probability of septic arthritis is 93%

Å4 of these, probability of septic arthritis is 99%



Assess, look for fever, pallor, 
and which joint involved

< 24 hrs if infected MS send 
in. Otherwise wait 24 hrs

> 24 hrs, FBC and film, CRP, 
think US but not essential

Persistent ïgo find 
pathology. Do not discharge

Refer to Paeds any stage you think it is septic



ÅTransient synovitis is only transient when it 

goes

ÅDocument about pallor, and organomegaly

ÅDonôt discharge

ÅNo antibiotics

ÅOnly post strep when you know it was post 

strep



Learning points ïacute 

Limp

Worry until you find a cause

Do not discharge

Diagnosing a malignancy is a 

possibility



Next please

ÅAfter the MMR fiasco, Gemmaôs mother wants to 
discuss the HPV vaccination programme, and her 
childôs egg allergy.

ÅThe UK is behind much of the Westernised health 
services in some of its childhood vaccination





Vaccination programme





Role of HPV

ÅHPV DNA in 99.7% of cervical cancers

ÅPersistent infection is a prerequisite of 

neoplasia

ÅHighest risk within 6 months ïwhere there is 

less protection from screening

ÅHPV may cause IEN in vulva, vagina and 

anus



Comparing the vaccines

Cervarix

ÅActive against 

oncogenic HPV 16 

and 18

ÅEfficacy = 100% 

ÅNovel adjuvant

Gardasil

ÅActive against 

oncogenic HPV 16 

and 18 and low risk 

group (6&11) 

Å? ŷ protection against 

genital warts

ÅEfficacy 100%

ÅAluminium adjuvant

Contraindication = vaccine hypersensitivity





Commonly asked questions?

ÅWho benefits ïHPV ïve women

ÅHow long does it last = 5 years

ÅWhat about boys?

ÅLittle benefit if high coverage in women

Å? Impact on Ca anus, penis or H&N

ÅOlder women?

Å95% protection if HPV neg,

Å44% protection if 44% of all women

ÅCurrent vaccination protects for 70% only therefore 

continue cervical screening









Safety and Efficacy of an Attenuated Vaccine against Severe Rotavirus Gastroenteritis

Guillermo M Ruiz-Palacios, Irene Pérez-Schael, F Raúl Velázquez, Hector Abate, et al. Boston: 

Jan2006 Vol. 354, Iss. 1; pg. 11, 14 pgs







Learning points ï

vaccinations

ÅVaccination is the single medical intervention to 

change the face of paediatric disease

ÅHPV vaccination ïno brainer

ÅThe UK vaccination programme is in the 20th

century

ÅVery very few contraindications to vaccination





ÅSophie age 6 months, 

has severe eczema and 

mother wants advice on 

weaning.

Next pleaseééé.



ÅFood allergy like urticaria or 
anaphylaxis

ÅOral allergy syndrome
IgE mediated 

immediate 
reaction

Åeczema

ÅAllergic colitis

ÅInfantile colic

ÅGORD

ÅAllergic dysmotility

ÅEnteropathy

Non IgE 
mediated ï

delayed 
manifestation







Warning signs in severe infantile eczema 



Severe eczema in child < 1 year

Start creams, 
bath regime

See weekly, 
look for red 

flags

Determine 
steroid 

dependency

If > moderate 
daily, then 

dietary 
modification





Steroid  dependency ladder
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Strong

ÅElocon daily

ÅElocon alt days

Mod

ÅBetnovate

ÅSynalar 1:4

Mild

Åeumovate

Å1% 
hydrocortisone



Cows milk 
formulae

ÅAllergic

ÅCheap

Åtastes nice

Partially 
hydrolysed

ÅSoy not an 
option

ÅQuestionable 
effectiveness

Whey 
hydrolysate

ÅPalatable but 
allergic

Åe.g. Pepti

Caesin
hydrolysate

ÅFirst line for 
food allergy

Åe.g. 
nutramigen

Elemental

ÅUnpalatable

ÅExpensive

ÅFirst line if 
breast 
feeding

Åe.g.neocate

ÅNutramigen
AA



Under 6 
months

ÅCreams and bath regime

ÅChange formula

Breast 
feeding

ÅCreams and bath regime

ÅThink food allergy ïmaternal dietary 
modification with vit D

Over 1 
year

ÅCreams

ÅSteroids and tacrolimus

ÅOnly change diet if other symptoms



Å1% not licensed

ÅAvoid sun exposure

ÅAvoid on infected skin



NICE made easy

1 
ÅEmoillient

2
ÅEmoillient and 1% hydrocortisone

3

ÅEmoillient, moderate potency, 
tacrolimus, bandages

4

ÅEmoillient, potent, tacrolimus, 
phototherapy or systemic therapy



Steroid ladder
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Strong

ÅElocon daily

ÅElocon alt days

Mod

ÅBetnovate

ÅSynalar 1:4

Tacrolimus

ÅProtopic

ÅElidil

Mild

Åeumovate

Å1% hydrocortisone



ÅñThe evidence from this study supports neither a delayed 
introduction of solids beyond the fourth month nor a delayed 
introduction of the most potentially allergenic solids beyond 
the sixth month of life for the prevention of eczema. 
However, effects under more extreme conditions cannot be 
ruled outò

Å Solid Food Introduction in Relation to Eczema: Results from a Four-Year 
Prospective Birth Cohort Study.

Å Journal of Pediatrics. 151(4):352-358, October 2007 

Å FILIPIAK, BIRGIT, ZUTAVERN, ANNE, MD, MPH, KOLETZKO, SIBYLLE, VON 
BERG, ANDREA, BROCKOW, INKEN, MD, MPH, GRUBL, ARMIN, BERDEL, 
DIETRICH, REINHARDT, DIETRICH, BAUER, CARL, WICHMANN, H.-ERICH, 
MD, PHD, HEINRICH, JOACHIM





If exclusively breast feeding

Breast 
feeding

No eczema

Donôt restrict 
diet to avoid 

allergy

Marked and 
significant 
eczema

Stop 
dairy/soy



Should I avoid a dairy formula?

Cows milk 
formulae

ÅAllergic

ÅCheap

Åtastes nice

Partially 
hydrolysed

ÅSoy not an 
option

ÅQuestionable 
effectiveness

Whey 
hydrolysate

ÅPalatable but 
allergic

Åe.g. Pepti

Caesin
hydrolysate

ÅFirst line for 
food allergy

Åe.g. 
nutramigen

Elemental

ÅUnpalatable

ÅExpensive

ÅFirst line if 
breast 
feeding

Åe.g.neocate

ÅNutramigen
AA



ÅThis state increases 

sensitisation

ÅCan we prevent 

asthma?





Learning points ï

Eczema

ÅDonôt ignore the role of food allergy in 

children < 1 year but only if extensive.

ÅBe wary about advice to breast feeding 

mothers

ÅSteroid ladders ïstart on upper rungs



Next please

ÅJamie, age 18 months, attends wheezing yet again, 

3rd time this month

http://www.imdb.com/gallery/ss/0120363/fcstil_1161a.jpg.html?seq=11


ÅThis is a prelude to inevitable asthma

ÅThis condition responds to oral steroids

ÅThere is benefit in treating gastro-

oesophageal reflux

ÅBurst therapy with inhaled steroids for 3 days 

is acceptable



Regarding asthma therapies

ÅInhaled steroids my reduce height velocity

ÅInhaled steroids = montelukast in efficacy 

and response

ÅLABA can be used as monotherapy in 

moderate asthma

ÅEnvironmental modification e.g. HDM 

reduction may decrease steroid requirement



Viral induced wheeze

ÅThrough the winter months, >90% of infants< 1year 

will wheeze

ÅViral associated wheeze is not the same as 

bronchiolitis

Å>20% of all children are atopic

ÅViral associated wheeze is wheeze with viruses but 

no symptoms in between



Why so much inconsistency?

Asthma ï
older child

Multi-
trigger 

wheeze

Pre school 
viral 

associated 
wheeze



Does dexamethasone help in bronchiolitis?



Oral Steroids probably wonôt work in infants 

< 1 year

ÅIs this viral induced?

ÅIs this bronchiolitis?

ÅWill it stop them getting 

asthma?

ÅWhat other options are 

there?

ÅWhat about episodic 

inhaled steroids?

ÅWhat about 

montelukast?

ÅWho needs admitting?







Treating the wheeze in viral associated wheeze

ÅBronchodilators 

Å8 RCTôs (total 313 children) ïno overall benefit with 

bronchodilators ïwas this an issue of delivery

ÅSR on ipratropium vs. beta2 agonists showed no clear benefit

ÅInhaled steroids

Å3 CT (total 122 children, using budesonide at the start of the 

URTI, led to less symptoms but no effect on hospital admission

ÅOral steroids 

ÅRCT, n=217, no benefit with prednisolone

ÅLeukotriene-receptor antagonist

ÅRCT, n=220, start montelukast at start of wheeze ï30% less 

visits to the doctor, but this was group was age 2-14yrs

Bottom line ïtry salbutomol, deliver it well.



Preventing therapy for viral wheeze

ÅRegular inhaled steroids

ÅBudesonide n=57, no clear benefit

ÅNasal corticosteroids

ÅRCT n=50, no effect on nighttimes cough

ÅLeukotriene-receptor antagonist

ÅRCT n=549, those who took regular 

montelukast experienced fewer exacerbations 

ïhow many of these children had asthma





Asthma and wheeze



Spacer or nebuliser

ÅSurprisingly no evidence that nebulisers are 

better.

ÅNo difference in hospital admission



Role of atrovent/ipratropium

ÅWorks better as an add on therapy

ÅDoes not work as prophylaxis

ÅThere is not good evidence to support itôs use 

as a single agent.



ASTHMA - ? A DIFFERENT 

DISEASE TYPE

Asthma ïolder child

Multi-trigger 
wheeze

Pre school viral 
associated wheeze

Bronchiolitis



Montelukast versus inhaled steroids

Å2 RCTôs to answer this question:

ÅFluticasone 50mcg bd vs. montelukast 5mg 

od is marginally better ïbetter FEV1 and 

less symptoms

ÅHigh dose budesonide vs. low dose 

budesonide vs. montelukast





Inhaled steroids are definitely better than:

ÅPlacebo

ÅTheophylline

ÅSodium chromoglycate



ÅNo benefit in increasing the dose of 

beclomethasone e.g.. Bd to tds

ÅDoubling dose can reduce height velocity

ÅLABAs improve symptoms and lung 

function but not as monotherapy



Does it make you shorter? Unclear......

Calpin C, Macarthur C, Stephens D, et al. Effectiveness of prophylactic inhaled

steroids in childhood asthma: a systematic review of the literature. J AllergyClin

Immunol 1997;100:452ï457

Systematic review ïno implication on growth

1996 ïbudesonide group reduction by 1cms

RCT found that children receiving budesonide grew less 

than children receiving placebo over 3 years (1 RCT, 

3195 children aged 5ï17 years; mean difference in 

growth per year: ï0.43 cm
Pauwels RA, Pedersen S, Busse WW, et al. Early intervention with budesonide

in mild persistent asthma: a randomised, double-blind trial. Lancet

2003;361:1071ï1076



Implication on height





Realise that early regular inhaled steroids for viral associated wheeze has no 

effect on the natural history of asthma or wheeze in later childhood ( IFWIN trial, Murray 

CS et al, Lancet 2006; 368:754-62)





Practical advice

ÅYou must always use 

a spacer that fits

ÅGood spacer 

technique is superior 

than a home 

nebuliser



Treatment plan for viral associated wheeze (pre-school)



Learning points ï

wheeze

ÅPreschool wheeze Í asthma

ÅAvoid oral steroids in viral induced wheeze in infants

ÅUncertain benefit with montelukast; episodic IS?

ÅInhaled steroids more efficacious than montelukast

ÅInitial effects on final height





ÅShane has been 
complaining of 
abdominal pain for 
months. Heôs been in 
pain now for 3 weeks 
and hasnôt been to 
school.

ÅHis trips to A+E 
resulted in a 
diagnosis of 
constipation

Next pleaseééé



Evidence to date

Å13% of normal children have abdo pain

Å4% of all GP paediatric visits

Å8% of all children consult the GP for pain

ÅLots of children have unnecessary 

investigations

ÅIBD presents late in childhood ïmainly 

through lack of awareness



Should I take a urine sample

ÅBottom line ïNO!



Should I consider constipation?

Constipation is painless

Children soil when they are impacted

Impaction is painless

NO!



Red flags in history of RAP

üPain localised from umbilicus +/- radiation

üChanges in bowel habit

üVomiting

üAwakens child at night????

üDysuria

üRectal bleeding

üConstitutional symptoms

üAge < 4, >15

üRelevant family history



Red flags on physical examination of RAP

üDocumented weight loss

üFaltering height

üPubertal delay

üAnal fissure & perianal fissure

üOrganomegaly

üExtra intestinal manifestations e.g. joints, 

eyes.





Helicobacter tests in paediatrics

ÅNo role for them esp. for assessing 

abdominal pain.

ÅOnly in combination with endoscopy

ÅOnly the UBT has adequate accuracy

ÅStool antigen ïnot predictive enough





If no red flags, you probably haveé.



IBS pain

RAP

Epigastric �±
non ulcer dyspepsia


