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Background: There is current evidence in the medical literature that vitamin/trace element deficiency is common in children with Autistic Spectrum Disorder(ASD). The restrictive eating patterns of children with ASD increases the risk of vitamin/trace element deficiencies. Currently we have no data on the prevalence of these deficiencies in the ASD or the general paediatric population of the North West of Ireland.

 Objective: To determine the prevalence of zinc and vitamin A deficiency within the ASD population of the North West of Ireland.

Methods: Parents of children with ASD in the North West of Ireland (n=150) were invited to take part and 74 children aged 2-18 years under went blood sampling. The control group consisted of 72 well children, aged 2-18 years attending paediatrics for routine bloods. Children on vitamin supplements were excluded. Informed written consent was obtained. Samples were analysed for zinc and vitamin A levels according to standardised laboratory procedures.

Results: The ASD and control group had 65(87.8%) males, 9(12.2%) females and 40 males (55.6%), 32(44.4%) females respectively. There was a significantly greater proportion of males in the ASD group (pearson chi2=18.83, p value=0.000). The mean zinc(mol/L) and vitamin A level(g/L) for the ASD group were 11.68 and 350.56 and for the control group 11.63 and 319.23 respectively. Zinc levels were not statistically different between the two groups (p=0.858, 95% CI= -0.56 to 0.67). Vitamin A levels were significantly lower in the control group (p=0.027, 95% CI= 3.68 to 58.98) but this is likely secondary to age as a confounder.

	Table of demographics and Zinc and Vitamin A levels in Study Groups

	 
	ASD Group
	Control Group
	Pearson Chi squared
	p value
	95 % Confidence Interval

	Males n= (%)
	65 (87.8)
	40 (55.6)
	18.83
	0.000
	N/A

	Females n= (%)
	9 (12.2)
	32 (44.4)
	N/A
	N/A
	N/A

	Mean Age (Yrs)
	9.99
	6.43
	N/A
	0.000
	2.22 - 4.9

	Mean Zinc Level (mol/L)
	11.68
	11.63
	N/A
	0.858
	-0.56 - 0.67

	Mean Vitamin A Level (g/L)
	350.56
	319.23
	N/A
	0.027
	3.68 - 58.98


Conclusions: Children with ASD in the North Western area of Ireland have mean Zinc and Vitamin A levels within the normal range. It is important that the findings of this study are relayed to health professionals and to parents of children with ASD so that informed decisions on vitamin supplementation can be made.

ARE APLS FORMULAE FOR ESTIMATING WEIGHT APPROPRIATE FOR USE IN CHILDREN ADMITTED TO PICU

C Flannigan1, T Bourke1, A Sproule1, M Terris1
1Paediatric Intensive Care Unit, Royal Belfast Hospital for Sick Children, Belfast, Northern Ireland

Aims: As children in the developed world continue to become heavier the traditional formula of ‘Weight = (Age+4)x2’ has been shown to consistently underestimate their weight.1 In 2011 Advanced Paediatric Life Support (APLS)2 revised their formulae to provide higher estimated weights. Consequently this study has been undertake to determine if the new APLS formulae are appropriate for use in PICU patients where failure to thrive is more common than in the background population.

Methods: Data was provided from the Paediatric Intensive Care Audit Network (PICANet) on 82,794 admissions to Paediatric Intensive Care Units in the United Kingdom over a five year period between 2006 - 2010. 10,081 patients (5622 male, 4459 female) between the age of term and 15 years had weights documented and were included in the study.

Results: The formula ‘Weight=(0.5 x age in months)+4’ for use in the 0-11 months overestimates weight for PICU admission between 8.6-20%. The formula ‘Weight=(2 x age in years)+8 for use between 1-5 years underestimate weight between 1-5%. The formula ‘Weight=(3 x age in years)+7 for use in 6-12 years overestimates weight between 3.3-17.2%. 

Conclusion: The APLS formulae overestimates weight in children admitted to PICU <1 year and >5 years, but provide good estimation of mean weight between 1-5 years. Relying on mean weight alone will result in significant error as the 95% confidence intervals for all age groups are wide. It is therefore recommended that the mean weight should only be used as a starting point for estimation and that the 95% confidence interval for age should be used to aid how much to safely increase or decrease the estimate from the mean depending on visual inspection of the child.

 

1. Luscombe MD, Owens BD. Weight estimation in resuscitation: Is the current formula still valid? Arch Dis Child 2007;92:412-15. 2. Advanced Paediatric Life Support: the practical approach.5th Edition. Wiley-Blackwell, 2011.
TOO MUCH OR TOO LITTLE? AN AUDIT OF RENAL IMAGING FOLLOWING URINARY TRACT INFECTION

S Glackin1, A Masuri1, H Greaney1
1Paediatric department, , Sligo General hospital, Sligo, Ireland

AIM:  To investigate our current standard for renal imaging in the Paediatric Department in Sligo General Hospital from June to December 2011 in those with Urinary Tract Infections (UTI)s in comparison to International guidelines.

BACKGROUND: NICE guidelines suggest:

1) Less than six months: Ultrasound is recommended. Micturating Cystourthrogram (MCUG) is indicated only in those with atypical or recurrent UTI.

2) Older than six months: Children with atypical or recurrent UTIs should have a renal ultrasound. There is no indication for MCUG.

3) A dimercaptosuccinic acid (DMSA) scan should be performed within four to six months in those less than three years with an atypical or recurrent UTI or in an older child with recurrent UTI.

METHOD:  All children less than fifteen years who had UTIs confirmed by Laboratory urinalysis between June 2011 and December 2011 were identified. We included samples from the Emergency Department, Paediatric Ward, Paediatric Outpatients and those from GPs.  A retrospective chart review was performed.  We looked at age, sex, mode of presentation, response to antibiotics, history of UTI, previous renal imaging, family history, prophylactic antibiotic use, and any follow up renal imaging.

RESULTS:  We identified fifty-two children with confirmed UTIs.

Twenty had a renal ultrasound. Four were less than six months. Twelve were between six months and three years. Four were older than three years. Of the sixteen older than six months, seven had recurrent UTI. Five had an atypical UTI. Three were abnormal. All three were older than six months.

Of the seventeen with normal renal ultrasounds, five had further investigations.

Four had MCUG, three had DMSA scans. Two had both DMSA and MCUG.

CONCLUSION:  We are overinvestigating UTIs with renal ultrasounds, DMSA and MCUG when compared with the NICE guidelines.

NICE guidelines, www.nice.org.uk/CG54 AAP guidelines, aappolicy.aappublications.org 
DEVELOPING A CLINICAL OUTCOME ASSESSMENT TOOL TO INFORM THE MANAGEMENT OF FEEDING PROBLEMS IN YOUNG CHILDREN
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Background
Feeding problems in children are common, multi-factorial and best managed by multi-professional teams. Most outcome measures are based on carer reports, restricted to defined feeding problems or single measures.

Aim
To develop a clinical assessment tool to profile feeding problems and predict outcomes in children.

Methods
Children attending feeding clinics in Belfast (January 2010-May 2011) were assessed using a questionnaire based on the Dysphagia Severity Score System (Dick JA, 1998). 10 clinical parameters were scored ranging from 0 (no concern) to 5 (severe problem). Each child was independently assessed by a second observer using clinical records. Linear weighted kappa analysis was performed to examine validity and reproducibility.

Outcome (review/discharge) was available for 80 children. Logistic regression analysis assessed each parameter in relation to outcome.

Results
128 patient encounters had two independent scores completed. Age range from 0 to 12 years, (median 13 months). Linear weighted kappa analysis revealed substantial agreement between independent scores for all parameters. Growth 0.894 (standard error 0.039), oromotor patterns of movement 0.859 (0.043), oromotor sensation 0.887 (0.033) oppositional behaviours 0.735 (0.051), carer anxiety 0.820 (0.038), nutritional adequacy 0.909 (0.026), aspiration potential 0.877 (0.066), chest status 0.814 (0.069) food appropriate 0.886 (0.027) and bowel habit 0.878 (0.037).

Overall, the ability of the assessment tool to predict outcome was good (ROC curve 0.81). Nutritional adequacy was significant for outcome (p 0.01). Oro-motor patterns of movement and chest status both approached significance for predicting outcome (p 0.074 and p0.016 respectively.)

Conclusion
The feeding assessment tool is valid, reproducible and relevant to clinical practice.

Dick J. ‘Dysphagia Severity Score' System: Clinical Outcomes in Paediatric Dysphagia. International Journal of Language and Communication Disorders 1998; 33 Suppl: 268-72. 
NUTRITION AND LUNG FUNCTION IN A TERTIARY CYSTIC FIBROSIS CENTRE

N Lagan1, A Walsh1, L Kelly1, M Morgan1, F Healy1, D Slattery1
1Respiratory, Children's University Hospital, Temple St, Dublin, Ireland

Background: In cystic fibrosis poor nutritional status is associated with poor lung function.

 

Objectives:
1. To evaluate the nutritional status of the children with cystic fibrosis (CF) patients attending our teritary service.

2. To compare nutrition with lung function.

3. To compare results with international CF centres.

 

Method: A chart review was preformed on 86 patients with CF attending our centre. Data collection included height, weight, BMI centiles, nutritional supplements, dose of lipase iu per kg/day, if taking an acid blocker. Lung function was analysed using forced expiratory volume in one second (FEV1)% predicted and forced vital capacity. Mean and median FEV1 calculated using the three highest values over the last one year, to prevent bias from pulmonary exacerbations. The patients had their BMI calculated and plotted on centile charts for the average paediatric population. Our 86 patients were categorised into 4 groups; <24months, 2-6years, 7-12 years, and 13-17 years. Nutrition and lung function were assessed in the groups that could perform the latter.

 

Conclusion: Nutritional status in group <24month (n=8, 9.3%) demonstrated 75% (n=6) had a weight >50th centile. 2-6years (n=18, 21%) revealed 44% (n=8) had a weight >50th centile. In the 7-12years group (n=36, 42%) 58% (n+21) BMI >50th centile, and 13-17yr age group (n=24, 27%), 25%(n=6) were >50th centile and 16% (n=4) were <9th centile.

6-12years mean FEV1 97% , median 98.3%. Those with a BMI <50th centile mean FEV1 and median was 89%, 88% respectively. 13-17 years mean FEV1 63.5%, median 74.6% and in those with BMI < 50th centile, mean FEV1 70% and median 60%.

Our results compare favourable with CFF registry report results.

COMPLIANCE WITH INTERNATIONAL CYSTIC FIBROSIS CARE GUIDELINES IN A TERTIARY REFERRAL PAEDIATRIC CLINIC
N Lagan1, A Walsh1, L Kelly1, J Maye1, F Healy1, D Slattery1
1Respiratory Department, Children's University Hospital, Temple St, Dublin 1

Objectives: The objective of this study was to assess the compliance of a multidisciplinary cystic fibrosis (CF) clinic at a tertiary paediatric centre with international best practice guidelines and compare with international data.

Methods: We compared the percentage of cases attending our CF clinic that complied with 7 clinical care guidelines recommended by the CF Foundation (CFF) (USA). We then compared our results to data reported by the CFF. We also assessed adequacy of clinic consultations with members of the multidisciplinary CF team as recommended by the CF Trust (UK).

Conclusions: The percentage of the 90 patients attending our centre who met guidelines was similar or superior to the figures reported by the CFF in 2010 as follows; ≥4 clinic visits 98% (vs 63% CFF), ≥4 respiratory cultures 95% (vs 45% CFF), ≥2 pulmonary function tests if ≥6 years old 98% (vs 82%), influenza vaccine if ≥6 months old 96% (vs 73% CFF), fat-soluble vitamin levels measured 94% (vs 81% CFF), oral glucose tolerance test if ≥10 years old 94% (vs 19% CFF) and serum liver enzyme measurement 94% (vs 72% CFF).

The vast majority of patients received consultations with the multidisciplinary CF team as recommended by the CF Trust as follows: full care patients reviewed every 3 months by CF nurse specialist (95%), physiotherapist (85%), dietician (94%) as well as access at each clinic to a clinical psychologist (91%) and social worker (88%) if needed. Our clinic does not however have routine access to a specialist CF pharmacist. In conclusion, the majority of patients attending a tertiary paediatric CF clinic in this study receive care in accordance with international best practice guidelines.
THE SHORT STAY PAEDIATRIC ASSESSMENT UNIT – AN ALTERNATIVE MODEL OF ACUTE PAEDIATRIC CARE

A James1, O Akinlabi1, A Finan1, A Leahy1, N Van Der Spek1, G Whyte2
1Paediatrics Department, Cavan General Hospital, Cavan, 2Audit Department, Cavan General Hospital, Cavan
AIM:  A dedicated Paediatric Assessment Unit (PAU) opened alongside the paediatric inpatient unit in Cavan General Hospital in July 2011. The aim of this unit is to improve the care pathway for non trauma-related urgent paediatric attendances to the hospital.

The goals of the service:

• to ensure an appropriately staffed child-focused environment for the assessment of acutely ill children

• to reduce paediatric activity in the constrained ED

• to facilitate a short-stay model of care thereby reducing inpatient admissions.

An audit was carried out over the first 4 months’ activity and outcomes were compared to the traditional ED model of assessment of acute paediatric presentations.

METHODS:  Data on each PAU attendance was recorded prospectively.

Data collected included age, referral source, presenting complaint, time registered, time triaged, time seen by a doctor and outcome.

Paediatric admission figures for the same 4 month period were compared with 2006.

A patient satisfaction questionnaire was also developed to assess patient response to the PAU service and facilities.

 

RESULTS:  The number of paediatric patients seen in PAU/ED has increased by 38% over 5 years from 2006 to 2011. From August to November 2011, 766 PAU attendances were audited.

• Average time from registration to triage was 20 minutes.

• Average time from triage to time seen by doctor was 29 minutes with 88% of patients being seen within one hour. This showed an improvement from 75% in 2006.

• Overall admission rates of medical patients have been reduced from 35% in 2006 to 26% in 2011.

The patient questionnaire showed high levels of satisfaction with both the environment and care provided in the PAU.

 

DISCUSSION:  This preliminary review indicates that the PAU ambulatory model benefits both patients and staff in ensuring an appropriate environment and a cost-efficient means of managing the acutely unwell child.

 
DETECTION OF ABNORMALITIES WITH SPINAL ULTRASOUND IN CHILDREN: A 5-YEAR RETROSPECTIVE STUDY
M McGovern1, S Mulligan1, O Carney2, D Wall3, E Moylett1
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Aims:
To examine the indication for and outcome of spinal ultrasound (SUS) in the investigation of children with possible underlying spinal pathology.

 

Methods:
All patients that underwent SUS in University Hospital Galway (UHG) over a 5-year period (2006-2011) were identified. Patients were excluded based on age (>14 years old excluded) and indication for imaging (occult spinal pathology included). Clinical markers/indicators for SUS (e.g., sacral dimple), SUS results and information on further imaging were all accessed from the computerised radiology software in UHG. Statistical analysis was performed using SPSS18.

 

Results:
SUS was performed on 226 patients meeting study criteria, data were analysed for 216. Mean age at imaging was 196.5 days (159 <6 months; 34, 6-12 months; 23, >12 months). A single clinical indication was recorded for 174 ultrasound requests, ≥ 2 indications (swelling/tuft/pigmentation/skin tag/dimple) for 42 requests. Of those with a single cutaneous indication, 149 (85.6%) had a simple sacral dimple. Nineteen of 216 (8.8%) ultrasound images were abnormal: spinal dysraphism 7, subcutaneous lipoma 5, coccygeal sinus 4, superficial haemangioma 2, and syrinx 1. Examining single vs. multiple indications, multiple clinical indications were statistically 6 times more likely to have spinal dysraphism compared to those imaged on the basis of a single marker (p, 0.022). Despite accounting for 68.9% of the indications for SUS, spinal dimple alone yielded only 2 cases of dysraphism from the 149 SUS performed for this reason, statistical analysis showed it no more likely to reveal dysraphism when compared to all other indications (p, >0.05).

 

Conclusion:
From our data, multiple clinical indications are statistically more likely to indicate dysraphism than singular indications; also a simple sacral dimple alone is a poor indicator of spinal pathology. SUS remains a useful tool in the initial assessment of the spine in children.

PNEUMOCYSTIS CARINII PNEUMONITIS (PCP) PROPHYLAXIS TREATMENT IN PAEDIATRIC PATIENTS WITH ACUTE LYMPHOBLASTIC LEUKAEMIA

P O'Hare, 1Paediatric Oncology, Royal Marsden Hospital, London, UK

This is a retrospective review of Pneumocystis Carinii Pneumonitis (PCP) prophylaxis in 165 paediatric patients who completed treatment for Acute Lymphoblastic Leukaemia, on the UKALL2003 protocol.  According to the protocol, co-trimoxazole should be used as first line therapy to prevent PCP pneumonia, and in cases of intolerance, dapsone or pentamidine can be used as alternative treatment options.

 

164 patients were commenced on co-trimoxazole at commencement of treatment for ALL, and one patient was commenced on dapsone due to concerns regarding a history of trimethoprim allergy.  22 (13.4%) of patients did not tolerate co-trimoxazole, with 20 cases of intolerance attributed to cytopenia.

 

Of the 22 patients who discontinued co-trimoxazole, 20 patients (87%) have documentation of G6PD status being investigated, all of which were negative for G6PD deficiency.

 

The first 5 patients to require 2nd line therapy were commenced on pentamidine, with 'cytopenia' cited as the cause of co-trimoxazole intolerance for all of these patients.  One patient was subsequently changed onto dapsone due to difficulty tolerating pentamidine administration.

 

17 patients were commenced on dapsone as 2nd line therapy for PCP prophylaxis, with 'cytopenia' cited as the cause of co-trimoxazole intolerance in 15 patients.  In one case, intolerance was secondary to allergy, and non-compliance was the rationale for intolerance in the other case.

 

5 of the 17 patients who were commenced on dapsone as 2nd line treatment, did not tolerate dapsone, and so were changed onto the third line treatment of pentamidine.  Of these five patients, one had persistent neutropenia, two developed methaemaglobinaemia, and two patients were susepected of developing dapsone syndrome.

 

Only one of 165 patients was suspected of developing pneumocystis pneumonia. Retrospectively this patient was found to be non-compliant with co-trimoxazole, and subsequently changed onto dapsone.

 

This review demonstrates that current PCP prophylaxis treatments are effective, and for the majority of patients, co-trimoxazole is well tolerated.  

Medical Research Council Working Party on Leukaemia in Children, UK national randomised trial for children and young adults with Acute Lymphoblastic Leukaemia (ALL) UKALL 2003 Version 6 June 2008 www.ctsu.ox.ac.uk/projects/leuk/ukall2003
SIMBA STUDY: UNDERGRADUATE MODULE IN SIMULATION TRAINING AND BASIC LIFE SUPPORT TO IMPROVE UNDERGRADUATE CONFIDENCE IN PAEDIATRICS
H Bruell1, F McElligott2, S Vaish1, A Savage3, A Nicholson1, EJ Molloy1, 1Paediatrics, RCSI, Dublin, Ireland
2Neonatology, National Maternity Hospital, Dublin, 3Resuscitation, Children's University Hospital, Dublin, 
Introduction:

There are significant differences in resuscitation algorithms for children versus adults. We aimed to enhance confidence of our students in the assessment and management of sick children by developing a simple program with emphasis on Basic Airway management, CPR, and clinical assessment and treatment of children using the A/B/C/D/E system.

Method:

The course consisted of three parts in small group sessions (10-15 students):

BLS, basic Airway management, Cardiac arrest management, lasting (1.5 h);

DVD and serious illness scenarios on traditional mannequins (2h); Serious illness scenarios in the Simulation baby laboratory (0.5 h).

All participants were given a pre course hand out. The course was led by qualified APLS instructors and student confidence was evaluated by a pre and post course questionnaire.

Results:

Questionnaires were returned by 140 of 154 students. Pre course 18.8 % of the students would not feel confident to approach a situation with a sick child outside the hospital versus only 3.2 % after the course. Three times more Students felt confident to manage a sick child outside the hospital. Confidence in assessing and managing common paediatric problems in the hospital, increased by up to 22 %, with the greatest increase regarding children with respiratory and cardiac problems.

75% of the students liked the mixture of lectures and practical sessions and 11% would like only scenario teaching. Overall more than 80% felt they benefitted from all the different parts of the course. Confidence to approach, assess and manage a sick child increased by an average of 18.5%.

Conclusion:

Medical students found the interactive resuscitation training useful. Formalized simulation and resuscitation training improved medical student confidence and equipped them for in and out-of –hospital paediatric management.

REVIEW OF ORAL ANTIBIOTIC CHALLENGES IN AN IRISH PAEDIATRIC OUTPATIENT SETTING

M Kelleher1, J O'B Hourihane1
1Dept of Paediatrics and Child Health, University College Cork, Cork, Ireland 

Aim

The rate of reported allergic reaction to antibiotics in the paediatric population is high. Avoidance of first line antibiotics leads to prescription of alternative antibiotics with subsequent increased cost, increased risk of Adverse Drug Reaction and plays a role in the development of antibiotic resistance. Formal graduated oral antibiotic challenges necessitate an inpatient day admission with all its associated costs. We report on a series of 16 patients who have had an oral antibiotic challenge in our outpatient department on day of first clinic visit.

Methods

When patient attended at clinic a detailed clinical history was taken. If deemed appropriate an SPT (skin prick test) was carried out with either oral antibiotic suspension, or IV suspension. If SPT was negative an age and weight appropriate oral dose of the implicated antibiotic was administered. The child was then observed for one hour. If there was no immediate reaction then the child was discharged from clinic with a three day course of the antibiotic in question. Parents were followed up by telephone contact.

Results

There were 16 oral antibiotic challenges performed in clinic. Mean age of child was 5.5years (SD±3.2years). Allergic symptoms reported include rash (14), respiratory symptoms (2) and limb swelling (1). Implicated antibiotics were Penicillin (4), Amoxicillin (3), Co-Amoxiclav (2), Ceflacor (5) and Azithromycin (1) and Erythromycin (1). No child reacted to initial in-clinic dose and there were no reported delayed reactions to the at-home administration of the antibiotic.

Conclusion

We have demonstrated that children with a history of suspected antibiotic allergy, whom we deem to have a non-suggestive history, and who have a negative SPT, can safely undergo oral antibiotic challenge in an outpatient setting. This has benefits for individual and institution providing, a cost and time efficient method of out ruling antibiotic allergy.

CHILDREN IN HOSPITAL IN IRELAND - WHAT DO THEY EAT AND WHAT DO THEY WEIGH?

A Flinn1, AP Macken1,2,3, W Cullen3, D Leddin3,4, C Dunne3, CS O'Gorman1,3
1The Children's Ark, University Hospital, Limerick, Ireland
2National Children's Research Centre, National Children's Research Centre, Dublin
3Centre for Interventions in Infection, Inflammation & Immunity , Graduate Entry Medical School, University of Limerick, Limerick, 4Dalhousie University, Dalhousie University, Halifax, Canada

Aims: Overweight and obesity in children is a growing problem in Ireland. Many parents are unaware when their child is overweight or obese. Our objectives were to examine parents' perceptions of a healthy diet and their children's BMI; and to evaluate the food offered to paediatric inpatients in our unit.

Methods: A retrospective questionnaire was distributed to 95 patients and their families admitted over one month in summer 2010. Patients 2-14 years old admitted overnight or longer were eligible for inclusion. BMI centiles were calculated using CDC (Centre for Disease Control and Prevention) guidelines.

Results: 95 questionnaires were completed for 53 male and 42 female patients; 75 by the child's mother. The mean age was 7.0 years. 78 BMI values were calculated: 21/78 were overweight or obese, including 10/42 males and 11/36 females and 14/21 whose parents thought that their child's weight was normal. Of the 35 parents who reported that their child had had dinner in the hospital, 21/35 (60%) had been given chips and only 4 had fruit/vegetables. Recommended daily intake for fried foods is 1-2 times/week and to have fruit/vegetables at least 4 times daily. 46 parents brought food into hospital for their child; 14 brought take-away food. In-patient intake of dairy products was low (<3 servings daily), including only 2 children who had a serving of dairy at lunch. 52.7% of parents thought that >/=4 servings of fruit/vegetables daily was appropriate. 80% of parents thought that children need full fat rather than low fat milk.

Conclusion: This study highlights the problem of child obesity in Ireland and parental underestimation of this problem. Clinicians need to improve the nutritional value of food served to children in hospital and use hospital admissions as opportunities to promote healthy eating habits.
References:
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A RANDOMISED CONTROLLED TRIAL OF POLYETHYLENE BAG AND EXOTHERMIC MATTRESS VERSUS POLYETHYLENE BAG ALONE FOR THERMOREGULATION IN PRETERM INFANTS IN THE DELIVERY ROOM: THE BAMBINO TRIAL
LK McCarthy1,2,3, EJ Molloy1,2, JFA Murphy1, AR Twomey1, CPF O'Donnell1,2,3
1Department of Neonatology, The National Maternity Hospital, Holles St, Dublin 2, 
2The National Children's Research Centre, Crumlin, Dublin 12, 3School of Medicine & Medical Science, University College Dublin

Hypothermia is associated with increased mortality in newborn preterm infants. While polyethylene bags (PB) increase mean temperature, many infants remain cold on admission to the neonatal intensive care unit (NICU) despite their use.

AIMS:  To determine whether placing very preterm infants in PB on an exothermic mattress (EM) in the delivery room (DR) results in more infants with temperatures of 36.5 - 37.5°C on admission to the NICU.
METHODS:  Infants < 31 weeks' gestation were randomised to treatment with or without EM in the DR by opening sealed opaque envelopes just before birth. All infants were placed in PB under radiant heaters and were transferred to the NICU in warm transport incubators. Those randomised to EM remained on it for transfer. Infants' rectal temperature was measured on admission. We estimated we would need to recruit 118 infants.
RESULTS:  The external data safety monitoring committee recommended stopping recruitment after analyzing data from 59 infants due to a significant difference in primary outcome between the groups. We present data for 72 infants enrolled when this recommendation was made. While the groups were well matched for demographic data, infants randomised to EM were admitted to the NICU later (Table 1). Fewer infants randomised to EM had temperatures within the target range [15/37 (41%) v 27/35 (77%), p= 0.002] and more of them had temperatures >37.5°C [17/37 (46%) v 6/35 (17%), p= 0.009] on admission to the NICU (Table 2, Figure 1). 

CONCLUSIONS: In newborn very preterm infants, using EM in addition to PB in the DR resulted in more infants with temperatures outside normal range and more hyperthermia on admission to NICU.
	 
	Bag & mattress (N=37)
	Bag

(N=35)
	P value

	Gestational age (wks)*
	28 (2)
	28 (2)
	0.584

	Birth weight (g)*
	1085 (360)
	1194 (386)
	0.222

	Male#
	22 (59)
	24 (69)
	0.421

	Antenatal steroid exposure#
	37 (100)
	35 (100)
	0.985

	Caesarean section#
	22 (59)
	21 (60)
	0.863

	Maternal temperature (°C)*
	36.7 (0.5)
	36.8 (0.6)
	0.455

	Maternal temperature > 37.5°C#
	4 (11)
	5 (14)
	0.653

	DR temperature (°C)*
	22.9 (1.8)
	22.4 (1.3)
	0.193

	Respiratory support#
	37 (100)
	35 (100)
	0.985

	Intubated in DR#
	4 (11)
	6 (17)
	0.437

	Time from birth to NICU adm* (mins)
	24 (7)
	19 (7)
	0.008


Table 1. Demographic data.

DR = delivery room, NICU = neonatal intensive care unit, adm. = admission

Data are *mean (SD) or #n (%)
	 
	Bag + mattress (N=37)
	Bag

(N=35)
	P value

	Adm rectal temp 36.5-37.5 (°C) #
	15 (41)
	27 (77)
	0.002

	Adm rectal temp (°C)*
	37.4 (0.9)
	37.0 (0.5)
	0.017

	Adm rectal temp > 37.5°C#
	17 (46)
	6 (17)
	0.009

	Adm rectal temp < 36.5 °C#
	5 (14)
	2 (6)
	0.264

	Surfactant use#
	24 (65)
	23 (66)
	0.279

	Inotrope use#
	9 (24)
	6 (17)
	0.453

	Intubated during admission#
	26 (70)
	25 (71)
	0.516

	Chronic lung disease#
	11 (30)
	6 (17)
	0.251

	Abnormal cranial ultrasound#
	1 (3)
	3 (9)
	0.276

	Death before discharge#
	3 (8)
	5 (14)
	0.657


Table 2. Results
Adm = admission, temp = temperature, NICU = neonatal intensive care unit

Abnormal cranial ultrasound = IVH ≥ grade 3, PVL or post-haemorrhagic hydrocephalus

Data are *mean (SD) or #n (%)

 
 

TIMING OF INTERVENTIONS IN THE DELIVERY ROOM: HOW DOES REAL-LIFE COMPARE WITH NEONATAL RESUSCITATION ALGORITHMS?
LK McCarthy1,2,3, CJ Morley4, PG Davis4, COF Kamlin4, CPF O'Donnell1,2,3
1Department of Neonatology, The National Maternity Hospital, Holles Street, Dublin 2, 2, The National Research Centre, Crumlin, Dublin 12, 3School of Medicine & Medical Science, University College Dublin, 4Department of Neonatology, The Royal Women's Hospital, Melbourne, Victoria, Australia

The International Liaison Committee on Resuscitation (ILCOR) recommends that newborns are warmed and have their breathing & heart rate (HR) assessed within 30 seconds (s) of birth. By 60s, respiratory support should be provided if appropriate and pulse oximetry considered. High-risk infants are video recorded in the delivery rooms (DR) at the National Maternity Hospital, Dublin, Ireland (NMH) and the Royal Women’s Hospital, Melbourne, Australia (RWH).

Aims: To determine the time taken to perform interventions in the DR; and the proportion of infants who had these interventions performed within the time frame recommended by ILCOR.

Methods: Using video recordings, we measured the time taken (from birth and from arrival on the resuscitation trolley) to warm, assess the heart rate (HR), attach a pulse oximeter and provide respiratory support to each infant. We then determined the number of infants who had these interventions completed by 30 & 60s, and the median time taken to perform each intervention.

Results: We reviewed recordings of 103 infants [median (IQR) gestational age 30 (28, 35) weeks & birth weight 1295 (1000, 2335) g], 31 from NMH and 72 from RWH. Six infants were not on the trolley within 30s. By 30s, 6/53 (11%) were in polyethylene bags and 2/103 (2%) had their HR determined. By 60s, 34/53 (64%) were in polyethylene bags; 32/103 (31%) had their HR determined; 34/83 (41%) received respiratory support; and 62/100 (62%) had an oximeter attached. Five infants (5%) did not have their HR determined while in the DR. In general, it took longer than recommended to perform each intervention (see Table).

Conclusion: Newborns were not managed in the DR at our hospitals within the time frame recommended by ILCOR. The 30-second intervals recommended may be too short.

Table: Results
	 
INTERVENTION
	 
TIME FROM BIRTH (s)
 
	 
TIME FROM ARRIVAL ON TROLLEY (s)
 

	Placed on table under radiant heat
N=103
	17 (12,22)
	N/A

	Placed in polyethylene bag
N=53
	46 (36,75)
	27 (19, 54)

	HR first determined (auscultation, palpation or oximeter)
N=98
	72 (57,91)
	53 (43, 73)

	Pulse oximeter sensor applied & connected
N=100
	54 (38, 67)
	34 (27, 48)

	Data visible on pulse oximeter screen
N=93
	78 (65, 101)
	59 (49, 98)

	Respiratory support provided (Facial O2, CPAP or PPV) N=80
	65 (41, 117)
	49 (27, 102)


All data is median (IQR)

 

DISTRIBUTION OF BRAIN INJURY ON MRI SCAN CORRELATES WITH TROPONIN-T LEVELS IN INFANTS WITH NEONATAL ENCEPHALOPATHY
DU Sweetman1, AF Zainal Abedin2, S Smith1, V Donoghue3, M Culliton4, A Twomey1,2, T Grant5, EJ Molloy1,2,6, 1Neonatology, National Maternity Hospital, Holles Street, Dublin, 2Paediatrics, University College Dublin School of Medicine and Medical Sciences, Dublin, 3Radiology, National Maternity Hospital, Holles Street, Dublin, 4Biochemistry, National Maternity Hospital, Holles Street, Dublin, 5Biostatistics (C-STAR), School of Public Health and Population Science, University College Dublin, Dublin, 6Paediatrics, Royal College of Surgeons in Ireland, Dublin
BACKGROUND: Troponin-T is a sensitive marker of asphyxia in term infants, indicating the myocardial injury sustained in perinatal global hypoxic-ischaemia(1). The clinical severity of neonatal encephalopathy (NE) secondary to hypoxic-ischaemia correlates with higher serum Troponin-T levels. The distribution of brain injury following perinatal hypoxic-ischaemia is variable and dependent on the type of insult sustained. A basal ganglia (BG) pattern of brain injury is associated with an acute and profound asphyxial insult whereas watershed (W) injury is seen more commonly with partial prolonged asphyxia(2,3). Theoretically a more significant elevation in Troponin-T could be expected with an acute & profound asphyxial insult.

OBJECTIVE: To examine the relationship between serum Troponin-T and the distribution of brain injury on MRI scan following perinatal hypoxic-ischaemia.

Methods: Serum Troponin-T was sampled in term infants with NE in a tertiary referral neonatal centre from Oct 2006 to Dec 2010. MRI brain scans were performed on all infants between day 5-10 and retrospectively scored by a paediatric radiologist (blinded) using the Barkovich score(4). The distribution of brain injury was compared to the maximum serum Troponin-T.

RESULTS: Fifty infants (8 severe, 33 moderate, 9 mild NE) had serum Troponin-T measured and MRI brain scans performed, of which 18 were normal and 32 abnormal. Receiver Operator Curve (ROC) analysis showed Troponin-T to be predictive of basal ganglia injury, with an Area Under the Curve (AUC) of 0.661. The optimal cut off value of Trop-T for prediction of basal ganglia injury was 0.145 ng/ml but it was not significantly predictive of watershed or combined injury. The lower the Trop-T value, the higher the chance of abnormality in the watershed area.
	Table of ROC analysis of Troponin-T and MRI brain injury in NE

	 
	BG Score
	W Score
	BG/W Score

	Result
	Normal
	Abnormal
	Normal
	Abnormal
	Normal
	Abnormal

	n=
	35
	15
	25
	25
	18
	32

	Troponin-T AUROC
	0.661
	0.353
	0.466

	95% Confidence Interval
	0.501 - 0.821
	0.198 - 0.508
	0.301 - 0.632

	Optimal Cut off value of Troponin-T (ng/ml) for prediction of brain injury
	>0.145
	<0.205
	N/A


CONCLUSIONS: In term infants with NE, elevated Troponin-T predicts injury in the basal ganglia distribution. Acute hypoxic-ischaemic injury perinatally is associated with basal ganglia changes and Troponin-T may be a marker of insult acuity.
 

1. Güneś T, Oztürk MA, Köklü SM, Narin N, Köklü E. Troponin-T levels in perinatally asphyxiated infants during the first 15 days of life. Acta Pediatrica 2005;94:1638-1643 2. Miller SP, Ramaswamy V, Michelson D, Barkovich AJ, Holshouser B, Wycliffe N et al. Patterns of brain injury in term neonatal encephalopathy. J Pediatr 2005;146:453-460 3. Myers RE. Two patterns of perinatal brain damage and their conditions of occurence in primates. Adv Neurol 1975;10:223-34 4. Barkovich AJ, Hajnal BL, Vigneron D, Sola A, Partridge JC, Allen F et al. Prediction of neuromotor outcome in perinatal asphyxia: evaluation of MR scoring systems. Am J Neuroradiol 1998;19:143-149 

PROBIOTIC USE IN VLBW INFANTS. HOW HAS USE CHANGED THE INCIDENCE OF NECROTISING ENTEROCOLITIS, SEPSIS & FEED INTOLERANCE?

C Campbell1, A Doolan2, P O'Conner3, 1Department of Neonatology, The Coombe Women & Infants Hospital, Dublin, 2Department of Neonatology, The Coombe Women & Infants Hospital, Dublin, 
3Department of Neonatology, The Coombe Women & Infants Hospital, Dublin, 
Background:Necrotising enterocolitis(NEC) is an inflammation of the large bowl wall, leading too necrosis. Its the leading cause of mortality & morbidity in very low birth weight infants(VLBW)(1).Probiotics are live micro-organisms which have been shown to significantly reduce the incidence of NEC(2). We aim to evaluate the effect of probiotics at reducing the incidence of NEC and late onset sepsis in VLBW infants.

 

Methods:Infloran (Lactobacillus acidophilus,Bifidobacterium bifidum)was administered via milk to all VLBW infants in the Coombe Women and Infants University Hospital commencing in December 2010. Data regarding demographics, morbidity & mortality were collected prospectively & compared to a cohort of infants from the previous year. Data was analysed using PSAW Statistics 18.

 

Results:The cohort consisted of 175 infants, 80 received probiotics & 95 in control group. Rate of NEC was 8.4% control, 11.4% probiotics; 62% of those in control group were surgically treated, 44% in probiotics group. ELBW: 18.9% control group contracted NEC, 17.9% probiotics. Mortality due to NEC was 33.3% on probiotics or 37.5% not. The number of episodes of sepsis was 0.48(SD=0.699) vs0.52(SD=0.886) in control p= 0.777. Rate of feed intolerance was 0.37(SD=0.485) on probiotics & 0.31(SD=0.463) in control, p=0.062.

 

Discussion:Both groups had similar rates of NEC, including the ELBW infants. There was a tendency towards less surgical NEC in the probiotics group.Infants who developed NEC were more likely to have had delayed initiation of feeds and as a consequence Infloran delayed due to severity of illness.There was no observed increase in rate of sepsis or other adverse events.

 

Many thanks to HRB for contributing to funding.

 

1. AlFaleh K, Anabrees J, Bassler D, Al-Kharfi T. Probiotics for Prevention of Necrotizing Enterocolitis in Preterm Infants (review). Cochrane Database Syst Rev. 2011; 16:(3) 2. Deshpande G, Rao S, Patole S, Bulsara M. Updated Meta-analysis of Probiotics for Preventing Necrotizing Enterocolitis in Preterm Neonates. Pediatrics. 2010; 125(5) 
TOWARDS A NATIONAL NEONATAL BED-MANAGEMENT SYSTEM

A Bowden1, A Twomey1, 1National Neonatal Transport Prgramme ( NNTP) Dublin, Ireland

AIMS: To report on the first year (Sept 2010-Sep 2011), of a study of national neonatal bed availability/occupancy rates and numbers/types of inter-hospital 

neonatal transfers in Ireland. This is intended to provide the basis for a future neonatal bed management system.

METHODS: All 20 neonatal units enter their data prospectively via a confidential, self reporting audit tool, specifically developed by NNTP on its website. Data include: daily number of neonates in each unit, levels of neonatal care provided, reasons when units are closed for admissions and details on all neonatal transfers including team, destination, origin, reason, timing and clinical status. All the collective data for the first year of the study was reviewed.

RESULTS: 100% response rate. 301 beds nationally are designated as Neonatal Beds, 57 (19%) as Intensive Care , 54.5 (18%) as High Dependency Care and 189.5 (63%) as Special Care. This designation is not at HSE level and lacks definition. Table 1 outlines the average daily bed numbers/occupancy rates. Units were closed to outside admissions on average 83 days (23%) of the year (range 2% -79%). There were 1010 neonatal transports during the study period, of which 479 (47%) were deemed “critical”. Of these, the NNTP conducted 286 (60%). 109 (23%) of non-NNTP critical transfers occurred outside the NNTP service hours and 26 (5%) cases were too urgent to await the NNTP.

CONCLUSIONS: The number/level/designation of neonatal beds in Ireland is not appropriate for activity. A national strategy is required to address this issue. The need to extend the NNTP to 24 hours is reinforced. This project has been a very successful collaboration between all 20 neonatal units and the NNTP. It highlights the importance of the standardisation and continued collation of data to monitor trends over time. It is a significant step towards a national neonatal bed management system.

Table 1: Average Daily Numbers/Occupancy Rates

	National Neonatal Bed Numbers and Occupancy Rates
	For all 
20
Neonatal Units
	For all 8
Regional Tertiary Units
	For all 12
Non -Tertiary  Units

	Designated Neonatal Beds
Average Daily Numbers (Occupancy Rates)
	     301    254 (84%)
	213
188 (88%)
	88
66 (75%)

	Designated Intensive Care Beds
Average Daily Numbers (Occupancy Rates)
	57
26 (46%)
	46
24 (52%)
	11
2 (18%)

	Designated High Dependency Care Beds
Average Daily Numbers (Occupancy Rates)
	54.5
52 (95%)
	49.5
44 (88%)
	          5
8 (160%) 

	Designated Special Care Beds
Average Daily Numbers (Occupancy Rates)
	189.5
176 (93%)
	117.5
120 (102%)
	72
56 (77%)

	Average Daily Occupancy Rates of Individual Units
	31%-108%
	81%-101%
	31%-108%


 

BIRTH WEIGHTS OF IRISH VERY LOW BIRTH WEIGHT INFANTS

E Houlihan2, C Gormley2, C Gaffney1, N McCallion1,2
1Paediatrics, Rotunda, Dublin, Dublin
2Neonatology, RCSI, Dublin, Dublin

BACKGROUND: Premature infants are often described in terms of birth weight with respect to borders of viability, growth restriction and long-term outcome. Standard centile charts based on UK data have been in use since the 1990s, and newer WHO growth charts have been released in the last few years. Birth weight can be affected by gestation, in utero environment and genetics. There are no recent published centiles based on an Irish population of preterm infants.

AIM: to describe the distribution of birth weights at different gestations in Irish very low birth weight infants delivered at the Rotunda Hospital between 2002-2012.

Methods: All infants from 24-34 weeks gestation with a birth weight above 500g were included in the study. Demographic data on gestation ,birthweight, gender and multiplicity were collected from the Unit database. Results were analysed according to gestation, and the effects of gender and multiplicity investigated.

RESULTS: Data on 1231 infants was obtained. The birth weight, gestational age, sex and the presence of multiple births was recorded with regards to each infant. There were missing data on 30 of these infants in at least one of the variable fields. As expected, birth weight rose with gestational age and females weighed less than males. Singletons had higher birth weight than multiple after 26 weeks gestation, but this only reached significance at 27 weeks. Overall, weights corresponded well with published data, although mean values for infants at 30-32 weeks were less than mean published values.

CONCLUSION: Overall infant birth weights for Irish VLBW infants followed the published centiles.

CONGENITAL ADRENAL HYPERPLASIA IN REPUBLIC OF IRELAND – SHOULD WE BE SCREENING?

CM McDonnell1, A Carroll1, M White1, PD Mayne2, NP Murphy1
1Endocrinology & Diabetes, Children's University Hospital, Dublin, Ireland
2Biochemistry, Children's University Hospital, Dublin, Ireland

AIMS: Controversy persists regarding the efficacy of neonatal screening for detecting congenital adrenal hyperplasia [CAH]. The French national newborn screening program [1996 – 2003] reported that screening preceded clinical diagnosis in 42.3% of neonates. A recent two year prospective audit in the UK identified an incidence of 1 in 18,000 newborns with 70% of those with salt wasting crisis likely to be identified by newborn screening. This study reviews the presentation of all cases of congenital adrenal hyperplasia within the Republic of Ireland in the first decade of the 21st century to ascertain whether a case exists for the introduction of CAH to the Irish Newborn Screening programme.

METHODS: Case records of all children diagnosed between January 1st 2000 and December 31st 2010 were reviewed. Diagnosis was confirmed by raised serum 17OH progesterone level or characteristic urinary steroid profile. Clinical features, biochemical findings, treatment and outcome of all cases were reviewed.

RESULTS: Forty two children [Male=21] were diagnosed over the decade studied [average 3.8 cases annually, range 1-6/year]. Fourteen of 42 [33%] were diagnosed in the first seven days of life which would precede a screening result [8 females with virilised genitalia, 4 males]. A further 15/42 children [14 male, 1 female] presented with salt losing crisis after the first week of life. The average incidence of CAH was calculated as 1 per 26,000 births which is an incidence of 0.44 per 100,000 population less than 14 years old.

CONCLUSION: Two thirds of children presenting with CAH in the Republic of Ireland between 2000 and 2010 would have been identified earlier through a newborn screening programme. The incidence of CAH is comparable to countries where newborn screening has been implemented successfully.

 

GENERATING A REFERENCE DATASET FOR NEWBORN TRANSEPIDERMAL WATER LOSS USING THE BASELINE STUDY

M Kelleher1, A Irvine2, D Murray1, J O'B Hourihane1, BASELINE Team1
1Dept of Paediatrics and Child Health, University College Cork
2Clinical Medicine, Trinity College Dublin

AIM:

Trans-Epidermal Water Loss (TEWL) is a simple non-invasive measurement of inside-out skin barrier function. TEWL increases when skin barrier is damaged. Skin barrier dysfunction is implicated in many dermatological disorders including Atopic Dermatitis (AD). We, and others, have shown how increased changes in TEWL in infancy predate and predict development of AD. We report on the results of 1636 infants who have had TEWL measured in the first 96hours of life and establish normal values for Newborn TEWL.

METHOD:

Infants recruited into the Cork BASELINE Birth Cohort Study between July 2009 and October 2011 had a TEWL measurement in the first 0-96 hours of life. This was carried out, in an environmentally controlled room in the maternity hospital. Measurements were taken on the volar surface of the forearm after skin had been exposed and acclimatised. TEWL was measured using an open chamber device (Tewameter® TM 300; Courage+Khazaka Electronic, Cologne, Germany). Three measurements were taken and the average of three was recorded.

RESULTS:

1636 neonates had TEWL measurement within 96 hours of birth. 1609 were term infants and had a mean TEWL value of 7.37±3.65gwater/m2/hr. The mean age of reading was 44.57±20.87 hours. The gestational age of infants ranged from 34.9weeks of 42.6weeks (mean 40weeks±1.22weeks). There was no correlation between TEWL measurement and gestational or post natal age at measurement. 795 infants had been washed prior to measurement (48.6%) with no significant difference in reading between those who had and had not been washed, nor what they were washed with (water only/soap/emollient) 46% of mothers and 34% of fathers reported atopic symptoms (asthma/eczema/rhinitis/food allergy), none of which affected infant TEWL.

CONCLUSION:

We have produced the largest cohort of newborn TEWL values to date. This data has given us a normal value of TEWL for use in this and other studies.

HOME ENTERAL FEEDING REVIEW

S Boland1, F Ward1, O Hensey2
1Nutrition and Dietetics, Children's University Hospital, Temple Street, Dublin 1, Ireland
2Medical Consultant, Children's University Hospital, Temple Street, Dublin 1, Ireland

AIMS: The primary aim of this research was to establish the number of patients discharged from the Children’s University Hospital (CUH) on home enteral tube feeding (HETF) and the discharge destinations for each. A second aim was to identify the dietetic follow-up offered to this patient group following discharge.

METHODS: Children were included in the audit if they were commenced on or continued on enteral feeding during their CUH admission and discharged between 2005 and 2010. A short answer questionnaire was circulated to dietetic departments nationally to establish follow up and support for HETF paediatric patients in the community.

RESULTS: Two hundred and eighty-eight patients were discharged from CUH on HETF between 2005 and 2010. Sixty-one percent of patients were discharged home and 39% were transferred to other hospitals or care centers nationally. Approximately 4% who were referred to the dietitian during their admission did not have formal dietetic follow up arranged post discharge. CUH were responsible for the long-term dietetic follow up of 27% of patients discharged (n=78). Telephone reviews and out-patient clinic reviews were the first and second most common form of dietetic contact for these patients (52% and 37%, respectively) and 76% of patients reviewed required an alteration to their HETF regimen. Twenty-seven dietetic departments with paediatric services responded to the questionnaire. Fifty-two percent reported that they do not have a community service to refer paediatric patients on HETF to for follow-up. The cumulative number of community based paediatric patients on HETF receiving follow up by hospital-based dietetic departments nationally was estimated to be 463.

CONCLUSIONS: These results suggest that inconsistencies exist in the level of dietetic support for children discharged on HEFT. A community based HEFT team may ensure more consistent follow-up for this patient group and reduce the level of input currently provided by acute hospital based services.

A COMPARISON OF IRISH AND UNITED KINGDOM FOOD AND BEVERAGE CUES IN CHILDREN'S TELEVISION PROGRAMMES.

P Scully1, O Reid1, A Macken1,2,5, M Healy3, J Saunders3, D Leddin4,5, W Cullen5, C Dunne5, C O Gorman1,4,5
1The Children's Ark, University Hospital Limerick, Limerick, 2, National Children's Research Centre, Dublin, 3C-Star, University of Limerick, Limerick, 4, Dalhousie University, Halifax, Canada
5Centre for Interventions in Infection, Inflammation & Immunity, Graduate Entry Medical School, Limerick
Aims: A well-described factor contributing to the rise in paediatric obesity is the number of hours spent watching television. The aim of this study was to investigate the frequency and type of food and beverage placement in children specific television broadcasts and to compare placements on Irish and UK television stations.
Methods: Content analysis for five weekdays of children-specific television broadcasting on both Irish (RTE) and UK (BBC) television channels was carried out giving a total of 82.5 hours. For the purposes of comparing Irish and UK placements analysis was restricted to between 06.00 and 11.30. Data was coded by two analysts into a database and transferred to SPSS for further analyses. Food and beverage placements were coded based on type of product, product placement, product use, and characters involved.

Results: 754 (78.5%) food-related cues and 206 (21.5%) beverage-related cues were recorded. The most frequently recorded food-specific cue was for sweet snacks (14.3%), with sugar-sweetened drinks (21.4%) being the most common beverage-specific cue. 32.3% of cues involved an act of ingestion, while 32.6% of cues took place within the family home. Human characters (48.8%) were most commonly associated with food placements, with adult associated cues (46.3%) most prevalent. When Irish and UK placements were compared it was found that Irish programming was associated with greater frequency of ingestion acts (42% v 24%), cues within the family home (39.7% v 24.4%), cues involving human characters (65.8% v 15.7%), but with fewer cues involving children (11.6% v 27.5%).

Conclusions: The findings from this study provides further evidence for the prominence of unhealthy foods and beverages in children's programming and has the potential to help provide guidance for health care professionals, and programme makers in designing measures that help provide a healthier portrayal of food and beverage in children's television.

A COMPARISON OF IRISH AND UNITED KINGDOM EXERCISE CUES IN CHILDREN'S TELEVISION PROGRAMMES

O REID1, P SCULLY1, A MACKEN1,2,5, M HEALY3, J SAUNDERS3, D LEDDIN4,5, W CULLEN5, C DUNNE5, C O'GORMAN1,4,5
1The Children's Ark, University Hospital Limerick, Limerick,3C-Star, University of Limerick, Limerick, 
5Centre for Interventions in Infection, Inflammation & Immunity, Graduate Entry Medical School, University of Limerick, Limerick

AIM: Studies have demonstrated the health effects of television watching on children’s lifestyle, behaviours and health. Many have look at the content of cues by which children are exposed to. Very few have focused on looking at exposure to exercise cues. The aim of this study was to investigate the frequency and type of exercise placement in children specific television programmes and advertisements.

 

METHOD: Content analysis of 5 weekdays of children-specific TV broadcast on both Irish (RTE) and UK (BBC) children’s TV stations was conducted. Programmes were recorded during a week in July 2010 from 06:00 to 11:30, totalling 82.5 hours. Data was screened and coded by two analysts into a database and transferred to SPSSv15 for further statistical analyses. Exercise cues were coded based on type of activity, media presentation of activity, and consequence of activity.

 

RESULTS: 769 exercise cues were recorded in 82.5 hours of television analysed, most commonly portrayed as both visual and verbal media (311) followed by visual only (215) and verbal only (169). Exercise was classified as informal in 93.7% and formal in 7.5%, and mild-moderate intensity in 69.3% and severe-intense in 2%. The reasons for exercise included health-related (including health promotion) was seen only in 5.2%, with social and excitement reasons being the most popular, 37.3% and 29.4% respectively. The majority of exercise cues had negative connotations (52%, e.g. injured due to exercise) and positively connotations in 11% of cues (e.g. feeling good after exercise). The most common types of exercise included dancing (21%) and water sports (9%).

 

CONCLUSION: This study highlights the lack of exercise promotion in children’s television programmes and advertisements. The failure to encourage positive lifestyle choices is a missed opportunity in promoting a healthy lifestyle for children.

 
TISSUE DOPPLER IMAGING QUANTIFIES EARLY CHANGES IN PRETERM MYOCARDIUM

K Armstrong1-4, E Molloy1,3,4, O Franklin2
1Neonatology, National Maternity Hospital, Dublin, 2Cardiology, Our Ladies Children's Hospital Crumlin, Dublin, 3Research, National Childrens Research Centre, Dublin, 4Paediatrcis, Royal College of Surgeons Ireland, Dublin

Introduction

Haemodynamic changes occurring during the fetal - neonatal transition may have an impact on global myocardial function in the first week of life. Tissue Doppler imaging (TDI) offers a novel technique to accurately measure changes in systolic and diastolic function in preterm infants.

Aims

To use TDI as a modality to assess myocardial function in preterm infants during the first week of life compared to gold standard measures

Methods

Preterm infants less than 32 weeks gestation born were recruited with ethical approval/written consent obtained. Echocardiography was carried out by a single observer (KA)using the GE Vivid I machine with a 7MHz probe,on Day1,3-4 and Day7. Clinical parameters were recorded at time of echocardiogram.Standard M mode echocardiography was used to determine systolic measures of shortening and ejection fraction.Myocardial velocities were obtained using a pulsed wave doppler sample from the lateral mitral/tricuspid annuli and intraventricular septum from an apical four chamber view.Peak systolic(S'),early diastolic(E’)and late diastolic(A’)velocities were recorded.

Results

One hundred and forty echocardiograms were performed on sixty preterm infants with structurally normal hearts. Gestational age range–23+6  - 31+6 weeks.There was a significant increase in heart rate (p=0.002)and systolic blood pressure over the first week of life(p= 0.001.)There was an increase in myocardial velocities across all measurements in the first week of life, with right ventricular early systolic and late diastolic velocities increasing significantly (p<0.002)There was a significant increase in the left ventricle late diastolic velocities(p=0.036)In all preterm infants peak velocities were higher in the right ventricle than the left. There was no significant difference in shortening/ejection fraction over the first week.

Conclusion

TDI offers a reliable measure of myocardial velocities over the first week of life. Even when the current gold standard measures of shortening and ejection fraction showed no significant changes in myocardial contractility, TDI demonstrated significant changes in both RV and LV systolic and diastolic velocities

 

PROPRANOLOL THERAPY FOR CUTANEOUS INFANTILE HAEMANGIOMAS INITIATED SAFELY AS A DAY CASE PROCEDURE WITH TARGETED CARDIAC SCREENING

E McSwiney1, M Murphy2, D Murray1, 3
1Department of Paediatrics, Cork University Hospital, Cork City, Ireland
2Department of Dermatology, Cork University Hospital, Cork City, Ireland
3Department of Paediatrics, University College Cork, Cork City , Ireland

Aims

Propranolol is emerging as the treatment of choice for high risk infantile haemangiomas. Current protocols recommend overnight admission for initiation of propranolol as well as baseline investigations including electrocardiography and echocardiography. Two previous studies demonstrated that it is safe to commence propranolol for the treatment of infantile haemangiomas without overnight admission. Our study examined the safety profile of propranolol using a simplified day case initiated protocol.

Methods

We evaluated 20 consecutive patients commencing propranolol as a day case for the treatment of an infantile haemangioma over an eighteen month period. Investigations were carried out according to our local protocol. Patients were observed for two hours following administration of the first dose of propranolol (0.5 mg/kg orally). If no adverse effects were observed patients were discharged on a daily dose of propranolol of 1 mg/kg, increased to 2 mg/kg on day 4. Patients were reviewed on the day ward on day 8.

Results

Except for capillary blood glucose measurement no patient required venepuncture for additional blood investigations. As all patients had a normal clinical examination none required echocardiography. An electrocardiogram was performed on just one patient. No adverse reactions were observed following administration of propranolol. All patients were discharged home on the same day. No serious adverse events were reported at follow-up on day 8. All patients have thus far tolerated propranolol therapy.

Conclusion

We demonstrate that propranolol can be safely initiated for the treatment of infantile haemangiomas in a daycase setting with targeted cardiac screening.

GUIDELINES VS. CLINICAL ACUMEN IN UTILIZATION OF NEUROIMAGING FOR HEAD INJURY PATIENTS IN THE EMERGENCY DEPARTMENT

EL Larkin1, I Okafor1, 1Accident and Emergency, Children's University Hospital - Temple St., Dublin

Aims: To assess the efficacy of clinical judgement for judicious use of neuroimaging regarding diagnosis in actionable traumatic brain injuries that present or are transferred to the Temple St. Emergency Department (ED).

Methods: Utilizing the Xiros and Symphony systems, the total attendance in ED, the number of patients diagnosed with head injury and their age category were obtained for a full calendar year. CT scans ordered from the ED were classified by rational for scan, including for head injury, ventriculo-peritoneal shunt, and neurological investigation; as well as, by age group. The number of patients seen in ED was compared to those diagnosed with head injury, and those with head injuries that were admitted or scanned were compared amongst age groups.

Results: There were 48,386 individual presentations to ED in Temple St. during the specified year, 2,598 (5.387%) of which were diagnosed as head injuries. Only 10.51% of all head injuries seen were admitted, and 5.39% received a CT scan. Within the same time frame, 282 CT scans were ordered from the ED, only 50% of which can be attributed to head injuries. When broken down by age group, those less than two years old were more likely to be admitted (10.25%) than two to ten year olds (9.03%), and those older than ten years of age were far more likely to be admitted (15.71%) or scanned (11.47%) than either of the younger age groups.

Conclusions: In comparison to published data from other tertiary neurosurgical referral centres, Temple St. has a low CT scan rate with age distributions remaining proportionally equivalent. If consultant led authorisation of CT scanning were shifted to protocol or guideline based, it is likely that admission rates would decline in the younger age groups, but the number of CT scans would increase.

References: Faul M, Xu L, Wald MM, Coronado VG. Traumatic Brain Injury in the United States: Emergency Department Visits, Hospitalizations and Deaths 2002 – 2006. Atlanta (GA): Centers for Disease Control and Prevention, National Center for Injury Prevention and Control; 2010. Centers for Disease Control and Prevention (CDC), National Center for Injury Prevention and Control. Report to Congress on mild traumatic brain injury in the United States: steps to prevent a serious public health problem. Atlanta (GA): Centers for Disease Control and Prevention; 2003. Blackwell CD, Gorelick M, Holmes JF, Bandyopadhyay S, Kuppermann N. Pediatric Head Trauma: Changes in Use of Computed Tomography in Emergency Departments in the United States over Time. Annals of Emergency Medicine, 2007;49(3):320-324. Mehta, S. Neuroimaging for paediatric minor closed head injuries. Paediatric Child Health, 2007;12(6):482-484. Holmes JF, Borgialli DA, Nadel FM, et al. Do Children With Blunt Head Trauma and Normal Cranial Computed Tomography Scan Results Require Hospitalization for Neurological Observation? Annals of Emergency Medicine, 2011;58(4):315-322. Dunning J, Daly JP, Lomas JP, Lecky F, Batchelor J, Mackway-Jones K. Derivation of the children's head injury algorithm for the prediction of important clinical events decision rule for head injury in children. Arch Dis Child, 2006;91:885-891. Palchak MJ, Holmes JF, Kuppermann N. Clinical Judgement Versus a Decision Rule for Identifying Children at Risk of Traumatic Brain Injury on Computed Tomography After Blunt Head Trauma. Pediatric Emergency Care, 2009;25(2):61-65. Kirsch TD, Hsieh YH, Horana L, Holtzclaw SG, Silverman M, Chanmugam A. Computed Tomography Scan Utilization in Emergency Departments: A Multi-State Analysis. Journal of Emergency Medicine, 2011;41(3):302-309. Schachar JL, Zampolin RL, Miller TS, Farinhas JM, Freeman K, Taragin BH. External validation of the New Orleans Criteria (NOC), the Canadian CT Head Rule (CCHR), and the National Emergency X-Radiography Utilization Study II (NEXUS II) for CT scanning in pediatric patients with minor head injury in a non-trauma center. Pediatric Radiology, 2011:41(8)971-979. Crowe L, Anderson V, Babl FE. Application of the CHALICE clinical prediction rule for intracranial injury in children outside the UK: impact on head CT rate. Arch Dis Child, 2010:95;1017-1022. Nigrovic LE, Schunk JE, Foerster A, et al. The Effect of Observation on Cranial Computed Tomography Utilization for Children After Blunt Head Trauma. Pediatrics, 2011;127(6):1067-1073. National Institute for Health and Clinical Excellence (2007) Head Injury. CG56. London: National Institute for Health and Clinical Excellence.
A RETROSPECTIVE AUDIT OF INVASIVE GROUP B STREPTOCOCCAL INFECTION IN BABIES IN NORTHERN IRELAND 2008-2010

J Lewis1, S Magowan1, G Ong2, N Porter3, R Ashe4, S Craig5
1Paediatrics, Royal Belfast Hospital for Sick Children, Belfast, 2Microbiology, Royal Maternity Hospital, Belfast, 3Guidelines and Audit Implementation Network(GAIN), Stormont, Belfast, 4Obstetrics, Antrim Area Hospital, Antrim, 5Neonatology, Royal Maternity Hospital, Belfast, UK
Aims: The aims were to determine (1) the burden of Group B Streptococcal (GBS) disease in neonates in Northern Ireland and (2) identify adherence to Royal College of Obstetricians(RCOG) 2003 guidelines on preventing GBS.

Methods: The cohort included all babies born in Northern Ireland (excluding the Erne hospital) that had GBS positive blood or CSF cultures between 2008-2010. Cases of GBS sepsis were identified from the microbiology databases in the 5 Health and Social Care Trusts. Data was collected onto pre-prepared proforma, from mother and baby notes and inputted into Excel®.

Results: Live-births in 2008-2010 in Northern Ireland (excluding Erne) were 73691. 35 infants had Early Onset Group B Strep (EOGBS). Population incidence of EOGBS = 0.475/1000. 35 were blood culture positive and 3 CSF culture positive. 27 were cultured on day 1 of life (21 within first 6 hours), 5 during day 2 of life and 3 after day 2 all of whom had blood and CSF positive. Gestation range was 26 + 4 weeks to 41 + 5 weeks with 23 infants greater than 38 weeks. Birth weight ranged from 772-4430g with 11 infants less than 2.5kg.

Risk factors:
ROM >18 hrs 9/35

Preterm labour <37 wks 7/35

Fever in labour >38 oC 5/35

Incidental finding of vaginal GBS carriage in current pregnancy 5/35

GBS maternal bacteriuria this pregnancy 1/35

14 patients had no risk factors and didn't receive antibiotics pre-delivery. 10 had 1 risk factor and 3 of these patients received antibiotics. None of the 4 with 2 risk factors received antibiotics and all 4 with 3 risk factors did receive antibiotics.

Conclusion: Northern Ireland has an EOGBS incidence rate of 0.475/1000 live-births, similar to the overall 2000-01 UK/Ireland BPSU survey incidence of 0.48/1000 but markedly less than the NI specific incidence of 0.73/1000 live-births. The data also suggests that adherence to RCOG 2003 guidelines could be improved.

A 25 YEAR EXPERIENCE OF MEMBRANOPROLIFERATIVE GLOMERULONEPHRITIS TYPE 2 (MPGN II) IN A REGIONAL PAEDIATRIC NEPHROLOGY CENTRE

S MAGOWAN1, J STEVENSON1, M O'CONNOR1, M CONVERY1
1Nephrology, Royal Belfast Hospital for Sick Children, Belfast, N.Ireland
Aim

To describe the presentation and clinical course of children with MPGN II in a regional paediatric nephrology centre in the past 25 years (1986-2011).

Methods

Retrospective case note review of patients with renal biopsy proven MPGN II.

Results

Twelve patients were identified of which 9 were female. The average age at diagnosis was 8.5 years (4-12 yrs). At presentation, 4 children had isolated macroscopic haematuria, 1 child had nephritic syndrome, 2 children had nephrotic syndrome and 3 children had mixed nephritic/nephrotic features (2 missing data).One child had bilateral drusen detected 18 months before developing renal problems. Low C3 levels and normal C4 levels were found in 9/10 patients. C3 nephritic factor was positive in 3/9 patients. A preceding illness occurred in 9 patients, 7 having upper respiratory tract infections(URTIs). Four children had hypertension requiring medication. Two children required dialysis at presentation – 1 child remained on dialysis until renal transplant 3 years later and 1 child required dialysis on 2 subsequent occasions due to relapses each triggered by viral URTIS but subsequently recovered renal function. Methylprednisolone was given to 4 patients and half of these were also treated with cyclophosphamide. Four patients had renal transplants – one 3 years after diagnosis, one 4 years after diagnosis and one 25 years after diagnosis. One patient has had two renal transplants-the first within 5 years of diagnosis and the second 15 years later.

Discussion

The clinical presentation of MPGN II varied widely including one child who had bilateral drusen before any renal problems. The majority had C3 hypocomplementaemia but C3 nephritic factor was positive in 3/9 patients, considerably less than the >80% C3 nephritic factor positivity in MPGN II reported elsewhere. Four patients required transplantation (3-25 years after diagnosis). MPGN II is a rare disease with considerable variation in presentation and clinical course.

SPECIFIC ALLERGEN IMMUNOTHERAPY USE IN IRELAND IN 2012: AN IRISH PAEDIATRIC SURVEILLANCE UNIT (IPSU) STUDY

E Neary, J Hourihane, 1Department of Paediatrics, Cork University Hospital, Cork, Ireland

Background
Approximately 15% of UK children have allergic rhinitis(AR) and our unpublished data suggest similar prevalence in 6-9 year olds in Cork County. While majority achieve good control of symptoms with standard therapy (nasal inhaled corticosteroids, oral/topical antihistamines), poor symptom control is all too common. Subcutaneous and sublingual allergen specific immunotherapy (SIT) is well-established in Europe and elsewhere but not in Ireland or UK. A recent UK report1 estimated that just 1% of affected children are on SIT, an effective disease modifying, rather than disease-controlling treatment. We believe that this figure will be even lower in Ireland.

Aims
We audited current paediatric practice of immunotherapy use in Ireland against international guidelines to determine SIT use in Ireland for AR and other disorders including patient selection, SIT modalities and adverse events.

Methods
A 9 item questionnaire1 was sent to all paediatricians in Ireland, North and South identified via IPSU mailing list.

Results
Seventy-six responses were received. Those whose patient cohorts are unsuitable for SIT (neonatology, cardiology etc.) were excluded (N=33). Currently 14% of paediatricians (N=6) are prescribing SIT, with a total of 46 children receiving SIT, primarily sublingually. Three university affiliated hospitals account for 50% of cases. Less than 0.01% of potential cases of AR are been treated with SIT. Fifty-six percent of patients have asthma, primarily perennial asthma. Adverse events were reported in less than 1% of cases and no adverse event was major.

Conclusion
SIT is safe and efficacious but its current use rate in Ireland is extremely low, but reassuring is not confined to specialist services only. Comorbid asthma is frequent without increasing adverse events despite international guidelines suggesting this population should be excluded from SIT, consistent with UK findings1. We hope that this audit will raise awareness of SIT use in Ireland for AR and related disorders.

 

1. G. H. S. Vance, S. Goldring, J. O. Warner, et al. A national audit of pollen immunotherapy for children in the United Kingdom: patient selection and programme safety. Clinical &Experimental Allergy, 2011 (41)1313–1323. doi: 10.1111/j.1365-2222.2011.03803.

A STUDY OF THE VALUE OF A SLEEP EEG RECORD IN PREDICTING SEIZURE RECURRENCE IN CHILDREN WITH A SINGLE AFEBRILE SEIZURE

J Chukwu1, 2, P Gallagher3, B McCoy3, D Webb3
1Clinical Research Unit, National Children's Research Centre, Crumlin, Dublin, Ireland
2Molecular & Cellular Therapeutics, Royal College of Surgeons in Ireland, Dublin, Ireland
3Neurology, Our Lady's Children's Hospital, Crumlin , Dublin, Ireland

Aims:
To determine the value of a sleep EEG recording in predicting the risk of epilepsy in children with a single afebrile seizure.

Methods:
We undertook a retrospective review of 69 children who underwent sleep EEG recordings in 2007 following their first afebrile seizure. Parents were sent a questionnaire on seizure recurrence, diagnosis of epilepsy, anti-epileptic medication use, further EEGs and school progress.

Results:
52 out of 69 (75%) questionnaires were completed and returned. 23/52 (44%) of the children have had one or more further seizures – 7/25 (28%) with normal sleep EEG recordings and 14/21 (67%) of those who had abnormal sleep EEG recordings. 6/52 (12%) of the respondents had suspicious EEG and 2 of these had further seizures. 12/21 (57%) of those with abnormal sleep EEGs compared with 5/25 (20%) of those with normal EEG have had multiple further seizures.

Pearson-Chi Square revealed a significant relationship between abnormal EEG and the development of further seizures (p < 0.01). The odds of having further seizures if the EEG was abnormal was 4.9 (95% C.I 1.5 – 16.1).

19/52(37%) have been on anti-epileptic drugs (AED); 15/21(71%) of those with abnormal EEG and 4/31(13%) of those with normal or suspicious EEG (p < 0.001; Odds Ratio = 16 (95% C.I = 4 – 69). 14/51(27%) were still on AED; 52% of those with abnormal sleep EEG and 3/30(10%) of those with normal or suspicious sleep EEG (p < 0.01).

Conclusions
Sleep EEG is a useful tool in predicting the risk of developing epilepsy in children with first afebrile seizure.

 

Pohlmann-Eden B & Newton M (2008) First seizure: EEG and neuroimaging following an epileptic seizure. Epilepsia 49(Suppl. 1): 19- 25 2008. Hauser A, Beghi E (2008) First seizure definitions and worldwide incidence and mortality. Epilapsia 49(Suppl 1): 8-12 Schreiner A, Pohlmann-Eden B (2003) Value of early electroencephalogram after a first unprovoked seizure. Clin Electroencephalogr 34:140-144 Hauser A, Beghi E (2008) First seizure definitions and worldwide incidence and mortality. Epilapsia 49(Suppl 1): 8-12 van Donselaar C, Schimsheimer R, Geerts A, Declerk A (1992) Value of the electroencephalography in adult patients with untreated idiopathic first seizures. Arch Neurol 49:231-237
REGIONAL REVIEW OF PAEDIATRIC RADIOALLERGOSORBENT TESTS® (RAST) OVER 5 YEARS IN IRELAND: AN EPIDEMIOLOGICAL STUDY IN A DEFINED BIRTH COHORT.

N Feeney1, N Barrett, RK Philip
1Graduate Entry Medical School, Limerick Department of Biochemistry,&Paediatrics, University hospital limerick ,Ireland

AIMS: 1. To analyse the paediatric RAST results and determine the local prevalence of sensitivities, 2. To analyse the test requests patterns from Hospital and Community settings and to compare the results yielded, 3. To develop guidelines towards ImmunoCap® test panel selection incorporating local sensitivity prevalence.

METHODS: Regional General Hospital (A) Biochemistry laboratory provided centralised RAST analysis for the whole of Mid-West of Ireland. All successful RAST requests from 0-16 year population were analysed between January 2004 to February 2009 excluding those not born in the Regional Maternity Hospital (B), by tallying hospital numbers and birth date, to gain true birth cohort reflection of sensitivity patterns. Both total and allergen specific IgE levels were tabulated. Based on the RAST prevalence pattern we have suggested local guidelines for the recently introduced ImmunoCap panel.

RESULTS: Total of 3033 successful sample requests for RAST during the 62 month study period qualified for analysis (Immulite 2000). Standardised classification system for allergen specific allergy levels showed mean total IgE of study population at 314.75 kU/L and median of 52kU/L (expected elevated levels in a possible symptomatic patient sample). 76.8% of tests originated in hospitals and 23.2% from primary care. Most commonly tested allergen was house dust mite (1595) followed by Timothy grass (1155) and at 3rd place food panel 5 comprising egg white, milk, cod fish, wheat, peanut & soya bean. With standardised cut-off levels high and very high levels were noted frequently for egg 5.5%, dust mite 19%, timothy grass 14%. Horse, Cat, Dog, Brazil nut, Hazelnut, Birch and Aspergillus fumigates also gave high specific sensitivities. Our new ImmunoCap test guidelines incorporated information from RAST audit.

CONCLUSION: Our paediatric RAST analysis provided regional allergen specific sensitivity pattern in Ireland. Frequency of sensitivities noted through panel tests would assist clinicians in choosing appropriate allergens to be requested thus reducing cost and enhancing clinical relevance.

A POINT PREVALENCE STUDY OF ANTIMICROBIAL USE IN TWO IRISH TERTIARY PAEDIATRIC HOSPITALS.

P Cummins1, B McCarthy2, R Cunney2, A Oza3, P Gavin1, 2
1Pharmacy Department, Our Lady's Children's Hospital Crumlin, Dublin, 2Pharmacy Department, Children's University Hospital, Temple St., Dublin, 3Microbiology Department, Children's University Hospital, Temple St., Dublin, 4Infectious Disease Department, Our Lady's Children's Hospital Crumlin, Dublin

Introduction:
In 2011, as part of the European Surveillance of Antimicrobial Consumption (ESAC) project funded by the European Centre for Disease Control, Our Lady's Children's Hospital Crumlin (OLCHC) and Children's University Hospital Temple Street (CUH) took part in a national point prevalence study involving thirty-three Irish hospitals.

 

Aim:
To gather data on the amount and type of antimicrobials prescribed in Irish tertiary paediatric hospitals.

  

Methodology:
Point prevalence studies were carried out in both paediatric hospitals in September & October 2011. ESAC methodology and modified data collection forms were used. Data collected included: patient demographics; diagnoses; antimicrobial therapy; indication; documentation of reason for therapy; and stop or review dates. Data was analysed by the Health Protection Surveillance Centre. Results from CUH and OLCHC were compared with each other and with national data.

 

Results:
Overall prevalence of antimicrobial use was 41% in OLCHC and CUH. Prevalence of antimicrobial use was greater in paediatric hospitals than the national average in Irish hospitals of 34% but was within the desired target range. Amoxicillin-clavulanate was the most commonly prescribed antimicrobial in both paediatric centres. Proportions of prescriptions for community- and hospital-acquired infections were similar in both hospitals. Prescribing quality indicators such as documentation of indication, stop or review dates, allergy status, and proportion of patients given single dose surgical prophylaxis differed between centres.

 

Conclusion:
The national point prevalence study allows comparison of antimicrobial prescribing between the two paediatric hospitals. Antimicrobial usage was similar between the two hospitals and within recommended target range. Results can be fed back to prescribers with the aim of improving prescribing practice.

ASSESSMENT OF SERVICES INPUTS FOR CHILDREN WHO PRESENTED WITH MENTAL HEALTH ISSUES TO THE NATIONAL CHILDREN’S HOSPITAL, TALLAGHT.

E Low1, C McGrath2, S Skirka1, C Farrell2, D Coghlan1
1Department of Paediatrics, The National Chidren's Hospital, Dublin, Ireland
2Department of Child Psychiatry, The National Chidren's Hospital, Dublin, Ireland

Aim: To assess the level of input provided by multidisciplinary teams to children with mental health issues.

Method: Data were retrieved from inpatient medical notes of all children requiring acute psychiatric admission to the paediatric wards from 1st January to 31st December 2011. Results were categorized according to age of presentation and clinical presentation.

Results: A total of 117 (80 female, 37 male) children admitted under the on-call Paediatrician, required consultation from the Child Psychiatrist. Their median (range) age was 14 (4 to 20) years. Forty-seven percent (55/117) of children were admitted for deliberate self-harm (DSH); 23 with physical harm and 32 with substance overdose. Other presentations included children with challenging behaviours, eating disorder, anxiety, depression, psychosis, conversion disorder and obsessive compulsive disorder.

The level of supervision for children with DSH is dependent on the initial risk assessment performed in the Emergency Department (ED). Approximately 80% of children required special supervision. Most children presented to the ED out-of-hours and were managed by a multidisciplinary team. All children with DSH and those with related psychosocial stressors were referred to the medical social worker for further assessment.

The median length of hospital stay was 2 (1 to 47) days. Fifty-eight percent (68/117) of children were discharged to their respective local Child and Adolescent Mental Health Service (CAMHS) and 17% (15/117) were followed up by the Liaison Child Psychiatry team at the National Children’s Hospital, Tallaght. Nine percent (10/117) of children were referred to other inpatient CAMHS; their median length of hospital stay was 6 (1 to 21) days.

Conclusion: In Ireland, suicide remains one of the leading causes of death among adolescents aged between 15 to 19 years. From our study, approximately 50% of children presented with symptoms associated with DSH. Implementation of the Vision for Change document is imperative.

Conflict of Interest: None

A 10 YEAR REVIEW OF ANNUAL SCREENING FOR AUTOIMMUNE DISEASE IN CHILDREN WITH TYPE 1 DIABETES AT CORK UNIVERSITY HOSPITAL
L Stallard, R Moxley, S MP O'Riordan
1Department of Paediatric Diabetes and Endocrinology, Cork University Hospital, Cork, Ireland

AIMS: 
To estimate the prevalence of autoimmune disease including: autoantibodies for type 1 diabetes (DM1) , coeliac and thyroid disease and compare current screening practises with International Society for Pediatric & Adolescent Diabetes (ISPAD) Guidelines.

METHODS: 
A retrospective chart review over the past 10 years was undertaken to determine the prevalence of autoimmune disease and rate of annual screening of 393 children in Cork University Hospital (CUH). DM1 was confirmed by screening with the following autoantobodies: GAD65, Islet cell Ab and Insulin Ab. Thyroid disease was defined as an elevated TSH >10mmol/L with a low T4. Coeliac disease was defined as positive endomyseal Ab and TTG >30U/ml.

RESULTS: 
From 393 children with DM1, 340 (160 male) were age eligible (<18years) with a mean age 12.67 +/- 4.12. Over a 10years period, screening for GAD Ab was undertaken in 93 (27.1%), Islet Cell antibody 42 (12.4%) and Insulin Ab 29 (8.4%) and 31.1% had been screened for at least one antibody.

Coeliac screening was undertaken in 300 (88%); 28 (7.8%) were diagnosed with coeliac disease and commenced on a gluten free diet. Thyroid screening was undertaken in 301 (88%) children and 25 (4.5%) revealed high TSH. Eighty five of 340 (25%) children were screened for anti TPO antibodies and 18 (20%) were positive. Annual screening in the last 12 months revealed 224 (66%) were screened for coeliac disease and 231 (68%) were screened for thyroid disease.

CONCLUSION: 
In this DM1 population there is a high prevalence of both coeliac disease (7.8%) and autoimmune thyroid disease (4.5%) and these are consistent with internationally quoted figures: 2.5-7% coeliac and 4-12% thyroid disease. Current practice in the Paediatric Department in CUH is in line with ISPAD guidelines; however the introduction of a monthly annual review clinic is warranted.

 

AUTOANTIBODIES IN TYPE 1 DIABETES : ARE WE DIFFERENT?

R Dhar1, K Nugent1, CM McDonnell1, NP Murphy1
1Department of Endocrinology,Children's University Hospital ,Dublin,Ireland

INTRODUCTION: 
Type 1 Diabetes Mellitus (T1DM) is an autoimmune disease in which pancreatic islet beta cells are targeted for T cell destruction. Distinct islet auto antibodies against antigens insulin, GAD65, IA2 and ZnT8 have been identified The presence of autoantibodies has been shown to be predictive of reduced beta cell mass. International data suggests that 85-90% of patients with newly diagnosed T1DM are positive for at least one of the above antibodies.

AIM: 
To study the prevalence of autoantibody positivity in our population of children with newly diagnosed T1DM over a five year period. (2007 to 2011).

METHODS: 
Details of all children newly diagnosed with T1DM were collected using the Endocrinology department database and chart review was undertaken. Children diagnosed elsewhere whose care was transferred to our centre and children who had Non Type 1 diabetes were excluded.

RESULTS: 
136 children were diagnosed with T1DM in our centre, of which 37 (27%) presented in diabetic ketoacidosis (DKA). Age at diagnosis ranged between 10 months and 15.7 years. The male to female ratio was 1:2. Other autoimmune conditions (coeliac disease, hypothyroidism, addisons ) were present in 11%. Ninety six percent (n=130) were tested for one of the three antibodies. Seventy six percent (99/130) were positive for one antibody, 30 positive for two, 5 positive for all three antibodies.

The most common antibody found was anti GAD (60%).

 

CONCLUSION: 
Positive autoantibodies are helpful in confirming the presence of Type 1 diabetes and their absence in raising the possibility of monogenic diabetes. The absence of pancreatic islet autoantibodies at diagnosis can be predictive for maintained beta cell function during the two years after diagnosis. The incidence of autoantibody positivity in our population is lower that reported internationally but the recently described additional anti Zn transporter 8 is not currently part of the screen.

DIFFERENTIATING REAL FROM PERCEIVED FOOD ALLERGY IN CHILDREN USING AN IRISH BIRTH COHORT STUDY: BASELINE

M Kelleher1, A Irvine2, D Murray1, J O'B Hourihane1, BASELINE Team1
1Dept of Paediatric and Child Health, University College Cork 
2Clinical Medicine, Trinity College Dublin

AIM:

Food allergy in childhood is common, with reported prevalence of between 6-9% in children under3. Parental perception of food allergy is much higher which can result in many infants having unnecessary dietary restrictions imposed. The BASELINE study is Irelands first Birth Cohort Study with 2185 infants enrolled.

METHOD:

BASELINE Parents are advised to report any incidence of suspected food allergy to Study Team and are specifically questioned about food allergy symptoms at each visit. EuroPrevall criteria are used to assess initial queries. If history of symptoms given is unlikely causative for food allergen, parents are advised to reintroduce the food at home with follow up contact made. If history is likely causative then children are assessed clinically. Skin Prick Test (SPT) is performed. If negative, parents are advised to reintroduce implicated food. If positive, Specific IgE is taken and an Oral Food Challenge (OFC) is carried out.

RESULTS:

To end of February 2012 there were 191 reports of suspected food allergy. 182 were successfully followed up. 117 were deemed “Unlikely Causative” and 94 reintroduced the implicated food at home safely. 65 queries were deemed “Likely Causative” and all but four had positive SPT. Sensitisation rate was 33.5% of reported queries (61/182). 46 children have had oral food challenges to date with an 89% positive challenge rate (41/46). In the ‘Unlikely Causative’ group eczema was present in 41/117(35%) whereas in the ‘Likely Causative’ group eczema was present in 42/65(65%) p=<.0001

CONCLUSION:

The prevalence of true food allergy is substantially lower than that of reported allergy. We have shown how a simple internationally validated diagnostic schedule for diagnosing food allergy in children is applicable to an Irish population with more than 50% of queries successfully reintroduced at home. Eczema is more prevalent in those children with confirmed food allergies, upheld by challenge.

TO EVALUATE THE EXPRESSION OF CD64 ON NEUTROPHILS IN PRETERM AND TERM INFANTS WITH LATE AND EARLY ONSET SEPSIS

O WALSH1, N BRADY2, D MURPHY2, D CORCORAN1
1Neonatal Department, Rotunda Maternity Hospital, Dublin 1
2Medical Sciences Laboratory, Rotunda Maternity Hospital, Dublin 1

AIMS: 

Neonatal sepsis is a clinically challenging entity as the signs can be both variable and non-specific. Current laboratory parameters are of limited utility. There is thus a need for improved diagnostic indicators in sepsis. CD64, a neutrophil membrane glycoprotein, may be one such candidate as it is markedly up regulated during infection and has been demonstrated to be a potentially sensitive and specific marker of sepsis in both adults and neonates. The objective of this study is to confirm and extend the findings of this research.

METHODS: 
Neutrophil CD64 measurements were made on 93 neonates, of whom 40 were controls, and the remainder (the potentially septic group n=53) were those who presented with signs of, or who had risk factors for, sepsis. The results were compared with other laboratory parameters commonly used in the septic work-up. Samples were analysed by flow cytometry on the Beckman Coulter FC500 using the commercial kit Leuko64TM.

RESULTS: 
Of the potentially septic group, 4 patients (0.75%) were eventually diagnosed as septic. Three cases were confirmed bacterial sepsis, and one case was clinical sepsis with a negative blood culture. Significant positive correlations were found between neutrophil CD64 expression and both CRP and the percentage band cell count (p < 0.001).

CONCLUSIONS: 
Results suggest that neutrophil CD64 expression is non-inferior to CRP as a marker for infection (sensitivity =100% and specificity= 92%) and is superior to the full blood count and the absolute neutrophil count. Further investigations into its diagnostic utility are warranted.

THE CORRELATION BETWEEN C-REACTIVE PROTEIN AND SERIOUS BACTERIAL INFECTION IN THE EMERGENCY DEPARTMENT: AN OBSERVATIONAL CASE-CONTROLLED COHORT STUDY. 
MJ Barrett123, T Harney1, SJ Yeung1, K Laffan3, E Clarke3, S Darcy3, T Grant4, L Melody1, P Fitzpatrick1, S Cashman1, C Howard1, Z Iqbal1, F Taib1, S McCoy1, S Walsh1, R O'Sullivan123
1Paediatric Emergency Research Unit, Emergency Department, Our Lady's Children's Hospital, Crumlin, Dublin
2National Children's Research Centre, Our Lady's Children's Hospital, Crumlin, Dublin
3Department of Paediatrics, University College Dublin.
4Public Health and Population Science, Woodview House, University College Dublin 

INTRODUCTION
C-reactive protein (CRP) is commonly used in the investigation of children with febrile illness.  However there is patchy evidence determining the association between CRP levels and serious bacterial illness (SBI: bacterial meningitis, bacteraemia, urinary tract infection, pneumonia, etc).

 
METHODS
All patients (Group A) attending the Emergency Department (ED), with a CRP ³ 100 (mg/L) were studied over a 2 year period (November 2007 – October 2009). A random sample of age-controlled matched patients with CRPs less than 100 (Group B), from the same time period, were also analysed. Data relating to the patient’s attendance, further laboratory and radiological investigations, and final diagnosis were collected and examined.  We divided our results according to CRP values, to attempt to elucidate the relationship between increased CRP levels and severity of illness.

 
RESULTS
	 
	Group A (>100)
	Group B (<100 >20)
	Group C (< 20) 

	NUMBER
	570
	248
	248

	AGE
	 
	 
	 

	< 2 years
	245 (43%)
	96 (39%)
	99 (40%)

	2-8 years
	205 (36%)
	100 (40%)
	97 (39%)

	>8 years
	120 (21%)
	52 (21%)
	54 (21%)

	INVESTIGATIONS
	 
	 
	 

	Blood culture +
	26/444 (5.8%)
	3/162 (1.8%)

1 contaminated
	2/102 (2%)

2 contaminated

	Lumbar Puncture+
	4/46 (8.6%)
	0/4
	0/5

	DIAGNOSIS
	 
	 
	 

	UTI
	118 (20%)
	27 (10%)
	3 (1.2%)

	Sepsis/Bacteraemia
	8 (1.4%)
	2 (<1%)
	0

	Meningitis or meningitis/septicaemia
	7 (1.2%)
	0
	0

	ADMISSION
	472 (82%)
	129 (52%)
	97 (39%)


 
CONCLUSION
Children presenting to the ED with markedly raised CRP (≥ 100) are significantly more likely to have SBI. We suggest that clinical decision making in children with very elevated CRP should be led by senior clinicians. Further statistical analysis of this entire cohort will provide likelihood ratios for serious infection relative to age in relation to CRP levels at presentation.

CONTINUOUS SUBCUTANEOUS INSULIN INFUSION RESULTS IN IMPROVED GLYCAEMIC CONTROL COMPARED TO MATCHED GROUPS ON MULTIPLE DAILY INJECTION THERAPY.

G Batchelor, C Corkey, N Flanagan, Paediatric unit, Daisy Hill Hospital, Newry.

1Paediatric unit, Daisy Hill Hospital, Newry, Northern Ireland

AIM

To compare the HbA1c of diabetic children one year pre and one year post commencement on continuous subcutaneous insulin infusion therapy (CSII) with diabetic children on multiple daily injection therapy (MDI) over the same time period to see if CSII improves diabetic control.

METHODS

27 children and adolescents with type 1 diabetes had HbA1c levels monitored 3 monthly for one year pre and one year post commencement on CSII. The statistical mean HbA1c levels were calculated to give pre and post HbA1c levels. Comparison was then made with the index cases on CSII against two control groups. The first control group was matched for age and sex. The second control group was matched for sex and date of diagnosis.

RESULTS

The average HbA1c level improved one year after starting CSII, whereas the average HbA1c level declined in both comparison groups over the same time period.  Index cases had a mean pre-CSII HbA1c of 8.12, decreasing to 7.67 1 year post commencement on CSII.  Group 1 had a pre HbA1c of 8.43 and post HbA1c of 8.90.  Group 2 had a pre HbA1c of 8.61 and post HbA1c of 8.87.

CONCLUSION

Our findings suggest that mean HbA1c levels decreased on starting CSII in keeping with the findings of other centres1. In addition our study compared those on CSII to matched individuals on MDI and illustrated improved control in those on CSII, whereas those remaining on MDI showed a reduced level of control.

Reference 1. Sustained benefits of continuous subcutaneous insulin infusion. C R Hughes et al. Arch Dis Child 2012; 97:245-247.
A RANDOMISED TRIAL OF SINGLE DOSE ORAL DEXAMETHASONE VERSUS MULTI-DOSE PREDNISOLONE IN THE TREATMENT OF ACUTE EXACERBATIONS OF ASTHMA IN CHILDREN WHO ATTEND THE EMERGENCY DEPARTMENT

JJ Cronin1,2, S McCoy1,2, S Nally2, G Crispino-O'Connell2, S Walsh1, R O'Sullivan1,2,3
1Paediatric Emergency Research Unit, Our Lady's Children's Hospital, Crumlin, Dublin 12, Ireland
2National Children's Research Centre, Our Lady's Children's Hospital, Crumlin, Dublin 12, Ireland
3Department of Paediatrics, University College Dublin, Dublin 4, Ireland

AIMS

The aim of this open-label trial is to examine whether a single dose of dexamethasone is non-inferior to a 3-day course of prednisolone in the treatment of exacerbations of asthma in children who attend the Emergency Department (ED).

 

METHODS

Participants were identified on ED presentation. Eligibility for inclusion was confirmed, informed consent was obtained and, where possible, assent from the patient. Patients were randomised to receive either a stat dose of oral dexamethasone 0.3mg/kg (max dose 12mg) or prednisolone 1mg/kg/day (max dose 40mg) for 3 days. Otherwise standard treatment was administered.

 

Following discharge from the ED, patients were clinically reviewed on Day 4, and by telephone on Day 14. The primary outcome measure was the Pediatric Respiratory Assessment Measure (PRAM score) at Day 4. Secondary measures include relapse rate, requirement for more steroids, number of salbutamol therapies, and vomiting.

 

A sample size of 232 subjects will be sufficient to reject the null hypothesis - that the population means of both groups are equal with a probability of 0.9. The Type I error probability is 0.05.

 

RESULTS

To date 174 individual asthma exacerbations (85 prednisolone, 89 dexamethasone) have been included involving 164 patients. Demographic details and exacerbation severity are equal across both groups. Nine patients did not attend follow-up on Day 4. The mean PRAM score at Day 4 in the prednisolone and dexamethasone groups were 0.92 and 0.85 (out of 12) respectively (mean difference, -0.079; 95% C.I. -0.49 to 0.34).

 

CONCLUSION

In this randomised trial of steroids in acute asthma in children there is no significant difference between the performance of dexamethasone and prednisolone. At current rates we will complete recruitment in April 2012 and full results will be available at the conference.

 

CHILDREN WITH NEWLY DIAGNOSED COELIAC DISEASE HAVE DEFICIENT VITAMIN D LEVELS.

PM Moran1,2, A Carroll2, U Murtagh1, E Robinson1, C McDonnell2, N Murphy2, S Hussey1
1Gastroenterology, Hepatology & Nutrition, Our Ladys Childrens Hospital, Crumlin, Dublin, Ireland
2Endocrinology, Childrens University Hospital, Temple St., Dublin, Ireland

Aim
Recent studies in both the UK and in Ireland have showed insufficient vitamin D levels in paediatric and adult populations1,2. We postulated that children newly diagnosed with coeliac disease would have lower vitamin D levels then the general paediatric population. The aim of our study was to determine the levels of vitamin D in children with newly diagnosed coeliac disease.

 

Method
This prospective study was approved by the Research Ethics Committee at OLCHC, Crumlin. Parents of children undergoing upper GI endoscopy for suspected coeliac disease (between June and Dec 2011) were invited to participate. A questionnaire assessing dietary habits, vitamin supplementation and approximate sunlight exposure was filled and serum samples were taken to measure 25-hydroxyvitamin D (25OHD) levels. Patients ultimately not found to have coeliac disease or other pathology were used as controls. There was an even distribution of controls vs coeliac cases across the six month period. Results were analysed using Microsoft Excel (2007) and results were compared using the unpaired Student’s t-test. Normal values for serum 25OHD were taken from the American Academy of Paediatrics guidelines3.

 
Results
21 patients with coeliac disease and 13 controls participated. Both groups had deficient mean Vitamin D levels. The mean Vitamin D levels were 44.05nmol/L(SD + 16.3) and 43.4nmol/L(SD +15.0) for the coeliac and controls groups respectively. There was no statistical difference between the two populations(p=0.45). Across the entire group the most significant factor was children drinking fortified milk who had a statistically higher Vitamin D levels compared with children drinking regular milk 50.2nmol/L(SD+7.1) vs 41.8nmol/L(SD+15.5)(p = 0.049)

 
Conclusion
Children with coeliac disease have deficient Vitamin D levels and supplementation should be considered. However their levels are similar to their peers highlighting the importance of Vitamin D supplementation in all Irish children. Consumption of fortified milk may help augment Vitamin D levels.

 

1. Ahmed SF, Franey C, McDevitt H, et al. Recent trends and clinical features of childhood vitamin D deficiency presenting to a children's hospital in Glasgow. Arch Dis Child 2011;96:694–6 2. Hill TR, Flynn A, Kiely M, Cashman KD. (2006) Prevalence of suboptimal vitamin D status in young, adult and elderly Irish subjects. Ir Med J Feb; 99(2):48-49 3.Prevention of rickets and vitamin D deficiency in infants, children, and adolescents. Wagner CL, Greer FR, American Academy of Pediatrics Section on Breastfeeding, American Academy of Pediatrics Committee on Nutrition. Pediatrics. 2008 Nov; 122(5):1142-52.
A RANDOMISED CONTROLLED TRIAL TO IMPROVE USE OF VITAMIN D DROPS IN INFANTS

FC Caulfield1, AD Doolan2, MSP Sheridan-Pereira3
1Medical Sciences, University College Dublin, Dublin, Ireland
2Neonatology, Coombe Women and Infants University Hospital, Dublin, Ireland
3Paediatrics, Trinity College Dublin, Dublin, Ireland

Aims: 
In May 2010 the HSE recommended that all infants should be given a daily Vitamin D supplement for the first year of life. Recent research from the Coombe Women and Infants University Hospital showed that maternal knowledge in this area was poor (1), leading to low rates of compliance. This study aimed to determine whether additional oral information about the recommendation improved compliance.

Method: 
A randomised controlled trial was conducted in the Coombe Women and Infants University hospital. New mothers were recruited on the day of discharge from the hospital. 273 women of 297 approached agreed to participate. 135 were randomly assigned to the intervention group and 138 to the control group. The intervention group had a 10 minute education session with the researcher, had their questions answered and received the standard information leaflet. The control group only received the leaflet. Both groups were followed up by questionnaire 4 weeks after discharge.

Results: 
125 participants completed the follow-up questionnaire (45.8% response rate) 83.9% (n=52) of the intervention group and 88.9% (n=56) of the control group reported giving their babies a Vitamin D supplement. It may be important to note that 16.8% of participants cited the researcher as their only source of information about Vitamin D.

Conclusion: 
While overall compliance rates were better than previously reported, this may be a result of the low response rate, or bias caused by participation in the study. There was no significant difference in supplementation between the groups. Oral reinforcement of Vitamin D recommendations in infants was not shown to improve compliance.

1. Doolan et al, 2010, IMJ, in press.
LOW LEVELS OF VITAMIN D IN CHILDREN WITH INFLAMMATORY BOWEL DISEASE

U Murtagh1, E Robinson1, M Hamzawi1,2, K O Driscoll1, A Broderick1,2,3, S Hussey1,2,3
1National centre for Gastroenterology, Hepatology and Nutrition, OLCHC, Dublin, Ireland
2National children's research centre, OLCHC, Dubliln, Ireland
3School of Medicine and medical science, UCD, Dublin, Ireland

 

Objectives and Study: Vitamin D has immunoregulatory properties that could modulate inflammation in IBD. Vitamin D deficiency in childhood contributes to poor bone health in later life. Emerging evidence suggests that in some populations, children with IBD also have low Vitamin D levels. All Irish children with IBD are cared for at a single national referral centre. However, there are no data on the Vitamin D status of children with IBD in Ireland and there is currently no national Vitamin D supplementation policy.

To objective of the study was to determine the prevalence of and risk factors for vitamin D insufficiency in Irish children with inflammatory bowel disease (IBD).

 

Methods: A retrospective review of children with IBD who had a serum 25-hydroxyvitamin D (25(OH)D) levels checked between October 2010 and April 2011 was performed. Demographic details, IBD phenotype, disease duration, disease activity, current medications and inflammatory markers were recorded. Vitamin D deficiency was defined as a level < 50nmol/l; severe deficiency was defined as < 30nmol/l. Levels between 51 and 75nmol/l were considered insufficient.

 

Results: 116 children underwent Vitamin D testing during the study period. The median 25(OH)D level from 116 children was 35.1nmol/l (range 19.8-92.6). Only 5 children (4.3%) had levels >75nmol/l. 40 children (34.5%) were severely deficient, 54 (46.6%) were moderately deficient and 17 (14.7%) were 25(OH)D insufficient. There was no association between 25(OH)D level and disease type, classification, location, activity or medications.

 

Conclusion: The majority of children in Ireland with IBD are Vitamin D deficient, with many being severely deficient. Vitamin D levels should be monitored routinely in children with IBD. A protocol for routine empiric Vitamin D supplementation of children with IBD should be considered.

 

COMPLIANCE WITH HSE POLICY ON VITAMIN D SUPPLEMENTATION FOR INFANTS FROM BIRTH TO 12 MONTHS

J Schram1, N Metwally2, F Yousif2, ST Quinn2
1Department of Clinical Nutrition and Dietetics, Tallaght Hospital, Dublin
2Department of Paediatric Gastroenterology, Tallaght Hospital, Dublin

Aims: 
Vitamin D deficiency in infancy has re-emerged as a public health concern in Ireland and has long term implications for bone health as well as other chronic diseases. In May 2010, the HSE issued a national policy implementing the Food Safety Authority of Ireland’s recommendation that ‘all infants from birth to 12 months should be given a daily supplement of 5µg (or 200I.U) Vitamin D’. This study aimed to assess compliance among parents of young infants with HSE policy on vitamin D supplementation.

Methods: 
A questionnaire was randomly distributed to 228 parents of infants aged 0-12 months attending the National Children’s Hospital between September 2011 and February 2012. Information regarding vitamin D supplement use and which healthcare professional advised on vitamin D supplementation was obtained. The HSE information leaflet on vitamin D supplementation was provided to all parents who completed the questionnaire.

Results: 
Twenty-six questionnaires did not meet the inclusion criteria for age and were excluded. Of the 202 valid questionnaires received, 59% (n=120) were on vitamin D supplements. Of these, 66% (n=79) were taking the recommended dose. Therefore 39% of the total group surveyed were correctly adhering to recommendations. Of those not on vitamin D supplements, 61% (n=50) of parents were not aware of HSE policy while 39% (n=32) were informed but chose not to comply. Vitamin D information was received from Public Health Nurses (40%), Midwives (38%), Paediatricians (11%), GP’s (7%), Other (4%).

Conclusion: 
Parents illustrate a poor awareness of the importance of vitamin D supplementation among infants under 12 months with only 39% giving the recommended daily dose. As 25% of parents surveyed (n=50) were not aware of this HSE policy, a nationwide public awareness campaign is needed. Further research with healthcare professionals involved in maternal and infant health is also required.

MOLECULAR TESTING OF NASOPHARYNGEAL SPECIMENS HAS POTENTIAL AS A DIAGNOSTIC TEST FOR MENINGOCOCCAL DISEASE.

TW Bourke1, J McKenna2, DJ Fairley2, PV Coyle2, MD Shields1
1Centre for Infection and Immunity, Queen's University Belfast, Belfast, Northern Ireland
2Regional Virus Laboratory, Royal Group of Hospitals, Belfast Northern Ireland

Background

Molecular testing of nasopharyngeal specimens for Neisseria meningitidis (NM) is not widespread because of the risk of detecting asymptomatic carriage. We present our experience of testing nasopharyngeal specimens for NM using Loop Mediated Isothermal Amplification (NM LAMP).

Methods

Children presenting to our hospital with suspected meningococcal disease (MD) have a ‘meningococcal pack’ of investigations taken including blood for culture, Taqman PCR & NM LAMP and a throat swab for NM LAMP. We compare the results of the throat swab with laboratory confirmed meningococcal disease over a 12 month period.

Results

160 children had a meningococcal pack completed. 14 had laboratory confirmed MD (14 Taqman PCR, 3 blood culture, 1 CSF culture positive). There was one false negative (throat swab negative; blood culture, Taqman PCR and clinical picture positive) and one false positive (throat swab positive; blood culture, Taqman PCR negative, probable nasopharyngeal carriage) figure 1. This gives NM LAMP testing of nasopharyngeal specimens a sensitivity of 92.8% (95% CI: 76 to 98) and a specificity of 99.3% (95%CI: 97.7 to 99.8)

	 
	MD
	Not MD

	TS LAMP +
	13
	1

	TS LAMP -
	1
	145


Figure 1. Throat swab result compared with final diagnosis
Conclusions

LAMP technology is simple and inexpensive and could be applied in the near patient setting. Testing of nasopharyngeal specimens using LAMP has potential as a relatively non-invasive diagnostic test for MD. We believe the potential to diagnose this life threatening disease early outweighs the risk of detecting asymptomatic carriage (which is relatively low in young children).
McKenna JP, Fairley DJ, Shields MD et al. Development and Clinical Validation of a Loop mediated isothermal amplification (LAMP) method for the rapid detection of Neisseria meningitidis. Diagn Microbiol Infect Dis. 2011;69:137-144 Bourke TW, Fairley DF, Shields MD. Rapid diagnosis of meningococcal disease.. Expert review in anti-infective therapy. 2010;8:1321-3 
THE ROTUNDA HOSPITAL NICU REDUCES HEALTHCARE ASSOCIATED BLOODSTREAM INFECTIONS TO ZERO.

E. Woolhead., C. McDermott., T. Clarke.
1Neonatal Unit, Rotunda Hospital, Dublin, Ireland

In 2009 The Rotunda Neonatal Intensive Care Unit (NICU) compared poorly with the Vermont Oxford Network regarding Healthcare Associated Infections but above average when compared with Irish neonatal units overall.

Aim

To reduce the incidence of healthcare associated bloodstream infections in NICU infants > 48 hours of life to zero.

Methods

Hand hygiene and vascular access were areas prioritised coupled with renewed staff education. Blood culture sampling technique was evaluated with the aim of eliminating contaminated samples. The fifteen month period, January 2009-March 2010 (Group 1) prior to the introduction of practice changes was examined and compared with the following fifteen months, April 2010-June 2010 (Group 2).
Results

There was a 77% reduction in positive blood cultures and a 40.2% decrease in sepsis work-ups (including blood cultures) between the groups. Sepsis work-up costs resulted in minimum savings of €23,784 which excludes staff costs, prolonged antibiotic treatment, total parenteral nutrition, increased ventilatory support and intensive care/high dependency facilities. Zero positive blood cultures were achieved in five of the last eight months studied.

Conclusions

The Rotunda NICU demonstrates major improvements by additional staff education and critically reviewing current practices resuling in cost savings and improved outcomes for sick/premature infants.

AN AUDIT OF THE USE OF PICC LINES IN PRETERM INFANTS (<33WKS) IN A TERTIARY NEONATAL INTENSIVE CARE UNIT
A Nosherwan, I Gill, H Walsh, S Knowles, A Twomey, National Maternity Hospital Holles Street, Dublin 
Aim: 

To audit the frequency of use, indications for placement and complications associated with PICC (peripherally inserted central catheters) line placement in a single tertiary NICU.  

Method: 

A prospective review of all PICC lines inserted over a month period. Data was obtained from a number of sources including clinical notes of the operator, nursing notes, radiology reports and laboratory results. 

Results: 

A total of 71 lines were placed in 53 infants. In all, 40% (53/131) of infants < 33 wks admitted to our NICU has a PICC line placed. The mean gestational age (GA) was 27.7+/-2.3 weeks and mean birth weight (BW) was 1030 +/- 332g.The indications for insertion was administration of PN (86%), administration of Inotropes (11%), and administration of other medications (3%). The mean age at insertion was 7+/-6 days and the average duration of placement was 6 +/- 5 days. Lines were inserted in the upper limb in 85 % of cases. Sterile technique was observed in all cases when inserting the line and 86% were only accessed once per day under strict sterile protocol. 35 % were correctly placed when checked radiologically but 65% required manipulation after insertion. Of those manipulated, a follow up x-ray was only performed in 64 %.  58% of the lines were removed electively, 17% because of occlusion, 15% because of mechanical issues (dislodgement, extravasation) and 10% because of suspected sepsis. The infection rate of PICC lines was 13 per 1000 catheter days. In the 6 cases with confirmed sepsis, 5 were due to CONS. When comparing infants who developed a line associated infection with those who did not, there was no difference in terms of GA, BW, age and site of insertion and duration of line placement. Babies who had lines removed because of mechanical complications generally had lines removed 4 days earlier. 

Conclusion: 

PICCs are commonly used. There is a high rate of associated complications with occlusion of lines and mechanical problems accounting for most of these. Our NICU is reviewing whether the routine use of Urokinase or the Heparinisation of infusates should be considered. Attention has been directed to ensure that line position is reconfirmed by Xray after manipulation. Our infection rate still remains high when compared to rates quoted internationally. 

Reference:

1. Sengupta A, Lehmann C, Diener-West M, Perl TM, Milstone AM. Catheter duration and risk of CLA-BSI in neonates with PICCs. Pediatrics. 2010 Apr; 125(4):648-53. Epub 2010 Mar 15.

2. Pittiruti M, Hamilton H, Biffi R, MacFie J, Pertkiewicz M. ESPEN Guidelines on Parenteral Nutrition: central venous catheters (access, care, diagnosis and therapy of complications). Clinical Nutrition. 2009 Aug; 28(4):365-77.

3. Paauw JD, Borders H, Ingalls N, Boomstra S, Lambke S, Fedeson B, Goldsmith A, Davis AT. The incidence of PICC line-associated thrombosis with and without the use of prophylactic anticoagulants. JPEN J Parenteral Enteral Nutr. 2008 Jul-Aug; 32(4):443-7.

4. Njere I, Islam S, Parish D, Kuna J, Keshtgar AS. Outcome of peripherally inserted central venous catheters in surgical and medical neonates. J Pediatric Surg. 2011 May; 46(5):946-50.

5. Bulbul A, Okan F, Nuhoglu A. Percutaneously inserted central catheters in the newborns: a center's experience in Turkey. J Matern Fetal Neonatal Med. 2010 Jun;23(6):529-35.

THE DEMOGRAPHICS AND FOLLOW UP OF CHILDREN ON HOME ARTIFICIAL NUTRITION SUPPORT IN BELFAST

G Armstrong1,2, S Jain2, K McConnell1,2, L Nilson1,2, MC Stewart1,2
1Department of Child Health, Centre for Medical Education, Queens University Belfast, Belfast, UK
2Royal Belfast Hospital for Sick Children , Belfast Health and Social Care Trust, Belfast, UK

Background:

Home artificial nutrition support (HANS) provides essential support for many children, but has implications for follow-up. Specialist multi-disciplinary feeding clinics have been proposed, but to date care of children on HANS has often been fragmented, with no clear treatment goals.

 

Aims:

To examine characteristics of children on HANS to identify gaps in services and inform future planning.

 

Methods:

1) Review of information collected on electronic British Artificial Nutrition Survey (eBANS) for all children within Belfast Health and Social Care Trust.

2) Detailed examination of medical records of preschool children on HANS attending a specialist feeding clinic to obtain information on monitoring and follow-up.

 

Results:

1) Seventy nine children were receiving HANS (prevalence around 1 in1000). Age ranged from 7 months - 18 years.

Most common underlying primary diagnosis was cerebral palsy (8), renal disease (8),

cystic fibrosis (7), congenital heart disease (7), and gastro-oesophageal reflux (6).

The majority were fed via nasogastric tube (57), fifteen via gastrostomy, four via jejunostomy and one via nasojejunal tube.

Primary indications for HANS were to improve nutritional status (41), oromotor dysfunction (17), faltering growth (16).

 

2) Nine preschool children (< 4years) on HANS were identified from clinic records. Most had regular follow-up by a multi-disciplinary team but there were deficiencies in growth monitoring, micronutrient screening and in clear and agreed treatment goals.

 

Conclusion:

Given the prevalence of children on HANS, care should be delivered through multidisciplinary clinics, standards put in place for follow-up and individual care plans agreed at onset and reviewed.

WATERBIRTH VERSUS LANDBIRTH: A 10 YEAR COMPARISON STUDY

K Tanney1, R Jess2, M Hogan1
1Neonatal Unit, Craigavon Area Hospital, Portadown, Northern Ireland
2Midwifery-Led Unit, Craigavon Area Hospital, Portadown, Northern Ireland

Aims: Waterbirth, a popular mode of delivery, has been offered to women with low-risk pregnancies in the midwifery-led unit of a Northern Ireland district general hospital since August 2000. Recent Cochrane review has not shown associations with neonatal thermo-dysregulation, infection and respiratory distress as historically speculated, finding no difference between land and waterbirth Apgar scores, neonatal unit admissions and infection rates. To assess waterbirth outcomes in this hospital, we carried out a retrospective comparative study over the 10-year period.

Methods: Details of “low-risk” babies admitted to the neonatal unit from the midwifery-led unit between 2000 and 2010 were reviewed using maternity records, admission diaries and clinical charts. Comparisons were made between land and waterbirth admission rates, Apgar scores and diagnoses.

Results: 6109 babies have been delivered in the midwifery-led unit since August 2000; 27% by waterbirth. 2.2% of waterbirth and 2.5% of landbirth babies required NICU admission (not significant). 40% of waterbirth admissions and 31% of landbirth admissions were secondary to respiratory distress (RDS, TTN or pneumonia). Polycythaemia comprised 25% of waterbirth and 17% of landbirth admissions. 5% of landbirth admissions were due to neonatal encephalopathy. Mean Apgar scores and sepsis rates were equal for land and waterbirths.

Conclusion: This unit finds no increased admission rate for waterbirth babies. Although a greater percentage of waterbirth admissions were due to respiratory distress and polycythaemia, none were due to neonatal encephalopathy. Findings of recent Cochrane review are echoed; waterbirth offers a safe mode of delivery for women with low-risk pregnancies.

 

Cluett ER, Burns E. Immersion in water in labour and birth. Cochrane Database of Systematic Reviews 2009, Issue 2. Art. No.: CD000111. DOI: 10.1002/14651858.CD000111.pub3 
PAEDIATRIC HEAD INJURY: SIX MONTHS AT THE NATIONAL NEUROSURGICAL CENTRE

JC Duddy, T Mandiwanza, U Okafo, J Kehoe, D Allcutt, J Caird, D Crimmins, MT Sattar
1Dept of Paediatric Neurosurgery, Children's University Hospital, Temple Street, Dublin, Ireland

Aims
The aim of this study was to determine the number of head injury referrals to the Paediatric Neurosurgery On Call service in the Republic of Ireland during a six month period. It was also aimed to determine the reasons for referral, and the aetiology and pathology of paediatric head injuries.

 
Methods
All referrals to the neurosurgery on-call service were recorded prospectively from July to December 2011. All relevant clinical and radiological findings and patient demographic details were recorded and analysed.

 

Results
There were 103 telephone referrals during the study period. Of these, 79 (77%) were accepted for transfer while 24(33%) remained in the referring hospital. Of the 79 accepted for transfer, 7 required neurosurgical intervention. 70(68%) patients had imaging performed prior to referral (51 CT Brain, 10 Skull XR, 7 C-spine XR) while 31(32%) did not. 69(67%) patients were male and 34(33%) patients were female. The most common mechanism of injury was fall from height. 48 injuries occurred in the home, while 47 occurred in a public place. 8 patients sustained head injury as a result of road traffic accidents. 42(65%) patients aged under 6 were injured at home, while 8 (22%) patients aged over 6 sustained head injury at home.

 
Conclusion
In the present series, the majority of patients in the paediatric population who sustained a head injury did not require neurosurgical intervention. Children aged under 6 were more likely to be injured at home. We would advocate imaging of patients prior to referral to the Neurosurgery service.

 

 

COMPARISON OF UNDERGRADUATE MEDICAL AND NURSING STUDENT NUMERACY SKILLS

TW Bourke1, D ODonoghue1, A Burns1, A Bell1, MD Shields1, MC Stewart1
1Centre for Medical Education, Queen's University Belfast, Belfast, Northern Ireland

Background

The GMC requires that all medical students are competent in drug prescription. Despite specific teaching on drug prescribing and administration within undergraduate curricula drug errors remain common. One third of paediatric medication errors involve an incorrect calculation.

Aims

We wished to evaluate and compare the numeracy skills of medical and nursing students in the context of drug prescribing and administration.

Method

Fourth year paediatric medical students and 3rd year children’s nursing students were invited to complete a series of calculations involving drugs commonly used in paediatric practice.

Results

Eighty six students agreed to participate [68 medical, 14 nursing and four who did not indicate their discipline]. The median score for medical students was 82% [IQR 63% to 90%] and for nursing students was 67% [IQR 48% to 83%]. Only 11 students answered all questions correctly with the majority of students scoring less than 80% [figure 1]. Students who had completed the inter-professional drug prescribing workshop scored better than those who did not although this did not achieve significance. There was also a trend towards higher scores in medical students and in students who had completed A-level mathematics.

Conclusions

Basic numeracy problems in medical students have implications for safe clinical practice. Current undergraduate curricula fail to identify and address this important topic. Involvement in inter-professional workshops may improve safe drug prescribing and administration although additional specific training in numeracy skills is also required.

Wong ICK, Wong LYL, Cranswick NE. Minimising medication errors in children. Arch Dis Child 2009 94: 161-164 General Medical Council. Tomorrow's doctors. London: General Medical Council, 2009 
MEASLES OUTBREAK 2011: DISASTER AVERTED?
BA Shogbesan, M McKay, I Okafor, J Doyle, O Oyefeso
1Emergency Department, Children's University Hospital, Temple Street, Dublin, Ireland

Introduction:
According to HPSC, at the start of 2011 there were more than 10,000 cases of measles and four related deaths in 18 European countries in the first 6 months.

In 2011 we saw a worrying rise in the number of measles cases attending the Children’s University Hospital, Temple Street; representing a considerable risk to the significant number of Irish children and teenagers who are not fully vaccinated against measles.

MMR vaccination has been proven to be effective in protecting children against measles even after exposure to the disease. This study investigated the spread and infectivity of measles and the impact of the public health drive to vaccinate to avert what could have easily become a Public Health disaster.

Method:
A prospective study of school age children who presented to the ED with clinical features and laboratory diagnosis of Measles (IgM, IgG and RNA) was undertaken. Data was analyzed to reveal prevalence of measles in the period between the outbreak earlier in the year compared to the period after the school resumption.

Result:
 84 children were serologically positive for Measles (65.4% male, 34.6% female) between the June and November,showing considerable increase on  2009 and 2010 figures:  which were  1 case and 0 cases respectively. The age ranges were from 0-4(63%); 5-7(11%); 12-16 (15.4%). There was a noticeable increase in the prevalence pattern before school resumption (38%) which dropped significantly in the months following resumption (7.1%).

Conclusion:
Analysis of the data demonstrated a significant decrease in the number of presentations from mid August when the epidemic was at its peak to late September/ early October. This was a brought about by the early intervention of public health drives which included Public health information and education ensuring active parental participation, active vaccination service at G.P practices, increased opportunistic vaccination and school mass vaccinations.

HYPOGLYCAEMIA WORKUP'S IN NEONATES

N Mc Grath1, E Ryan,2, N Murphy,2, D Corcoran1,2
1The Rotunda Hospital, Rotunda, Dublin, 2Children's University Hospital, Temple St, Dublin

INTRODUCTION

Hypoglycaemia is very common in the neonatal period and is documented in 14- 25% of all NICU admissions. Diagnostic workup for hypoglycaemia is expensive but is required where hypoglycaemia is severe or prolonged. We currently have no guidelines for when a baby should be investigated.

AIM

To review the results of hypoglycaemia workups “Newcastle Workups” preformed over a 5 year period 2007-2011 at the Rotunda hospital and to review 1) the criteria used for preforming the workup ( mg/kg/min, glucose requirement), 2) the completeness, 3) the diagnostic yield and to devise a guideline for performing a workup.

METHODS

A retrospective chart review of all babies who had a hypoglycaemia workup over a 5 year period 2007-2011.

RESULTS

Twenty three babies had a workup, 14 male, 9 female. Thirteen babies (56%) did not have their glucose requirement calculated. Sixteen babies (69%) had an incomplete work up sent. Seven babies had repeat Newcastle workups sent. Four babies with severe hypoglycaemia had a diagnosis of hyperinsulinism and all had increased glucose requirements (10.4,10.1,13.5 and 16.8mg/kg/min). One baby had a diagnosis of hypopituitarism. As endocrine causes are the most common cause of severe hypoglycaemia in the neonatal period we reviewed the clinical presentation of babies with known hyperinsulinism, hypopituitarism and congenital adrenal hyperplasia presenting to Temple St hospital. All neonates with hyperinsulinism had severe hypoglycaemia. Twenty-eight % of patients with hypopituitarism presented in the neonatal period. No patient with congenital adrenal hyperplasia presented with neonatal hypoglycaemia.

CONCLUSION

Transient Neonatal hypoglycaemia is very common. Investigations for hypoglycaemia are costly and require significant sample volumes. Calculation of the infants glucose requirement is essential. If workup is indicated then sampling should be complete. A preprepared pack with blood bottles and forms is cost effective and we have now devised this pack and guidelines for performing a workup in our unit.
1)Postnatal Glucose Homeostasis in Late- Preterm and Term infants, Committee on Fetus and Newborn, American Association of Paediatrics. 2)Incidence and etiology of hypoglycaemia in Neonatal Intensive Care admissions, Journal of Chinese Clinical Medicine 2009, 6: vol4, no 6. 3)Stanley CA, Baker L. The causes of neonatal hypoglycaemia. NEngl J Med 1999,340:120. 4)Hypoglycaema, Paediatrics in Review 

PULMONARY HAEMORRHAGE IN VERY LOW BIRTH WEIGHT INFANTS : 10 YEARS EXPERIENCE IN TERTIARY NICU

A Nosherwan1, K Bermejo1, E Molloy 1,2,3, 1National Maternity Hospital Holles street Dublin 
2Royal College of Surgeons Ireland, Dublin, 3University College Dublin Dublin

AIMS:

To study the clinical course, associated neonatal morbidity and mortality following pulmonary haemorrhage (PH) in VLBW infants.

METHODS:

Infants less than 1500gms who developed pulmonary haemorrhage were identified from the hospital database. PH was classified as mild, moderate or severe based on amount of tracheal blood aspirate, respiratory acidosis, increase in FiO2 requirements and need for blood products. Time to stabilisation was defined as normalisation of respiratory acidosis, reversal of ventilatory and oxygen requirements to pre-PH stage.

RESULTS:

Total of 1206 VLBW infants were admitted in our NICU over 10 years (2002 to 2011). Incidence of PH was 3 %( n=40) in this group. There was equal number of male and female infants and mean gestational age (SD) was 26+/-1.8 weeks with mean Birth weight of 0.8 +/-0.2 kg. Cause of preterm delivery was fetal distress n=7, maternal PET n=8, Placental abruption n=5, maternal sepsis n=10 and preterm labour n=10. Eleven of those mothers received antenatal steroids. Eight babies had evidence of intrauterine growth retardation and six babies were septic at birth. Four cases had histological confirmation of chorioamnionitis. Five patients required cardiopulmonary resuscitation at birth. The mean age at PH was 58 +/- 60 hours. Sixteen patients received prophylactic surfactant at mean age (SD) 8 +/- 4 minutes. Two patients had mild, nine had moderate and twenty nine had severe PH. Ten cases were treated with surfactant with acute PH. Half of the infants had a PDA. Eighteen patients were coagulopathic at the time of PH. Twenty seven patients developed grade III-IV IVH around the time of PH. Twenty-one babies died (53%) and none had received antenatal steroids. In the surviving infants, ten developed CLD and six had Bayley Mental Developmental Index <70.

CONCLUSION:

Our institutional incidence of pulmonary haemorrhage and outcome is similar to other reports in the literature. Comprehensive evidence base management strategies are required to optimise care of the VLBW infants who develop PH to standardise care.

1. Tomaszewska M, Stork E, Minich NM, Friedman H, Berlin S, Hack M. Pulmonary hemorrhage: clinical course and outcomes among very low-birth-weight infants. Arch Pediatr Adolesc Med. 1999 Jul;153(7):715-21. 2. Pandit PB, O'Brien K, Asztalos E, Colucci E, Dunn MS.Outcome following pulmonary haemorrhage in very low birthweight neonates treated with surfactant. Arch Dis Child Fetal Neonatal Ed. 1999 Jul;81(1):F40-4. 3. Olomu N, Kulkarni R, Manco-Johnson M. Treatment of severe pulmonary hemorrhage with activated recombinant factor VII (rFVIIa) in very low birth weight infants. J Perinatology. 2002 Dec; 22(8):672-4. 4. Aziz A, Ohlsson A Surfactant for pulmonary hemorrhage in neonates. Cochrane Database Syst Rev. 2008 Apr 16;(2):CD005254. 5. Cetin H, Yalaz M, Akisu M, Karapinar DY, Kavakli K, Kultursay N. The use of recombinant activated factor VII in the treatment of massive pulmonary hemorrhage in a preterm infant. Blood Coagul Fibrinolysis. 2006 Apr; 17 (3):213-6. 6. Ko SY, Chang YS, Park WS. Massive pulmonary hemorrhage in newborn infants successfully treated with high frequency oscillatory ventilation. J Korean Med Sci. 1998 Oct;13 (5):495-9. 

POSTERIOR REVERSIBLE ENCEPHALOPATHY SYNDROME: REPORT OF THREE CASES, NEUROIMAGING AND LITERATURE REVEW
RF Power1, D Rea2, E Phelan2, B McCoy1, D Webb1
1Child Neurology Department, OLCHC, Dublin
2Radiology Department, OLCHC, Dublin
Aims: Posterior reversible encephalopathy syndrome (PRES) is a clinical and radiological syndrome of heterogeneous aetiology, first described in 1996. It typically presents with an insidious onset of headache, confusion and altered awareness, often with visual disturbance and seizures. It is associated with characteristic neuroimaging findings. The clinical and radiological findings of three children presenting with PRES over a one year period are reported.

Methods: A literature review was performed of peer reviewed journals. The clinical records of children with a diagnosis of PRES, from January to December 2011, were analyzed retrospectively.

Results: Three children on immunosuppressant therapy for primary diagnoses of fulminant idiopathic liver failure, primary acute lymphoblastic leukaemia (ALL), and relapsed ALL, presented with PRES. They all had sub acute presentations suggestive of stroke. Lesions were not confined to a single vascular territory and frontal lesions were noted. The common factor linking the cases and a diagnosis of PRES was hypertension. All three patients recovered rapidly.

Conclusions: PRES should be included in the differential diagnosis of patients on immunosuppressant therapy, presenting with new neurological symptoms and signs. PRES is not limited to the parieto-occipital region. Screening for and treatment of hypertension in patients on immunosuppressant therapy is likely to offer a favourable outcome in patients with PRES. Radiological improvement lags behind clinical recovery. Despite increasing recognition of the syndrome, the exact incidence is as yet unknown.

COMPLIANCE WITH ACUTE ASTHMA GUIDELINES: AN AUDIT FROM AN EMERGENCY DEPARTMENT SETTING
F Yasin1, C Martin1, T Bolger1
1Department of Paediatric Emergency Medicine, Adelaide and Meath Hospital, Incorporating The National Children's Hospital, Dublin-24, Ireland

BACKGROUND/AIM:
Asthma guidelines which each Emergency Department (ED) adopts should be followed closely to ensure clinical improvement and consistency of outcome. We measured the compliance with local acute asthma protocols in our Paediatric ED.

METHOD:
We retrospectively reviewed charts of all acute asthma patients in ED from January through March 2011. Clinical findings were noted to assess severity of exacerbation, as defined in local protocol. Patients were assigned three categories: mild-to-moderate, severe, and life threatening. Management of groups was compared with protocols. We also examined quality of interventions by detailing time to first nebulization, discharge advice and follow up plans.

RESULTS:
140 patients attended ED with acute asthma. Median age was 5 years. Retrospective categories in cohort were, life threatening: 6(4%), severe: 70(49%) and mild-to-moderate: 64(45%) cases. Respiratory effort was recorded in all of life threatening, 88% of severe, and 60.5% of mild cases. Less patients with life threatening features had their speech and mental status recorded than those with severe exacerbations. Treatment protocol adherence was evident in severe and life threatening cases. 56% of mild-to-moderate cases were treated as severe exacerbation. 50% of life threatening cases received first nebulization immediately after triage. 10% of severe cases were first nebulized within 10 minutes, a further 54% cases were managed within 10-60 minutes. Among severe cases, 41% were discharged. 1 patient re-attended ED within one week. 54% of discharged patients had discharge advice. No specific asthma action plans were given.

CONCLUSIONS:
While adherence to guidelines was good in severe cases, we demonstrated variation in approach in mild/moderate cases. Documentation of clinical findings was disappointing. Discharge advice was lacking an action plan. We plan to develop a proforma for initial presentation and a written action plan. This will standardize our care and facilitate regular audits for this common condition.

 

 

 

TRENDS IN PAEDIATRIC ACUTE ASTHMA MANAGEMENT IN THE REPUBLIC OF IRELAND: A COMPARISON BETWEEN COMMUNITY AND HOSPITAL PRACTICE
JJ Cronin1,2, J Pollock1,2, S McCoy1,2, T Grant3, N Breen5, S Walsh1, R O'Sullivan1,2,4, 1Paediatric Emergency Research Unit, Our Lady's Children's Hospital, Crumlin, Dublin 12, 2National Children's Research Centre, Our Lady's Children's Hospital, Crumlin, Dublin 12, 3Center for Support and Training in Analysis and Research (CSTAR), University College Dublin, Dublin 4, 4Department of Paediatrics, 5Department of General Practice, University College Dublin, Dublin 4

AIMS: The prevalence of childhood asthma in Ireland is amongst the highest in the world.1 Evidence-based guidelines for the management of acute paediatric asthma have been shown to improve care in a variety of centres internationally.2-4 The authors are anecdotally aware of varying practices in management of this condition in different settings.

We aim to compare the management of this condition by Emergency Physicians (EPs), Paediatricians and community-based General Practitioners (GPs).

METHODS:  A standardised online anonymous survey was conducted of senior EPs, Paediatricians and General Practitioners (GPs) in Ireland. 15% of GPs nationally were chosen using a computerised randomization method. A postal survey was sent to those GPs for whom an email address was not available.

RESULTS:  We received 344 responses, giving an overall response rate (RR) of 52.3% (EP: 48/71, RR=67.6%; Paediatricians: n=82/160, RR=51.3%; GP: n=213/421, RR=50.6%).

There was a significant difference between the specialities in the use of guidelines and discharge asthma action plans (Table 1).
	 
	Clinical Practice Guideline
	Asthma Action Plan

	Paediatricians
	76.2%
	63.2%

	Emergency Physicians
	51.4%
	24.0%

	General Practitioners
	19.4%
	14.1%


Over 70% of paediatricians and EPs use spacer devices for mild and moderate episodes; 78% of GPs use spacers for mild episodes, however this drops to 38% for moderate episodes. Paediatricians and EPs differed in their choice of first-line intravenous bronchodilators with paediatricians choosing salbutamol (48.3%) most frequently and EPs choosing magnesium (48.3%). Whereas almost all respondents felt that severe asthma should be referred to an ED, over 85% of paediatricians and EPs felt that moderate attacks should be referred compared to 13.7% of GPs. Over 90% of all respondents would welcome a national guideline on the management of acute paediatric asthma exacerbations.

CONCLUSION:  This is the first study of its kind internationally to compare management of this important and common condition across the relevant specialties. The results of this survey support the development of a national guideline for acute paediatric asthma management.

 

1. Worldwide variation in prevalence of symptoms of asthma, allergic rhinoconjunctivitis, and atopic eczema: ISAAC. The International Study of Asthma and Allergies in Childhood (ISAAC) Steering Committee. Lancet 1998;351(9111):1225-32. 2. Reynolds BC, Beattie TF, Cunningham S. The impact of national guidelines on the assessment and management of acute paediatric asthma presenting at a tertiary children's emergency department. Eur J Emerg Med 2007;14(3):142-6. 3. Haahtela T, Tuomisto LE, Pietinalho A, Klaukka T, Erhola M, Kaila M, et al. A 10 year asthma programme in Finland: major change for the better. Thorax 2006;61(8):663-70. 4. Dalcin Pde T, da Rocha PM, Franciscatto E, Kang SH, Menegotto DM, Polanczyk CA, et al. Effect of clinical pathways on the management of acute asthma in the emergency department: five years of evaluation. J Asthma 2007;44(4):273-9. 

CORRELATION BETWEEN EARLY BODY COMPOSITION AND THE INCIDENCE OF INFANT WHEEZE

E Daly1, J Hourihane1, L Kenny1, M Kiely1, A Irvine1, DM Murray1
1Dept. of Paediatrics, Cork University Hospital, Cork, Ireland

Introduction:

 

Wheeze is a common cause of hospital attendance the first year of life. A positive association between childhood obesity and asthma has been established in older children. This association has not been established in the first year of life.

 

Aim:

 

To examine the association between weight for length (WFL) at birth, 2 months and 6 months and the incidence of infant wheeze.

 

Method:

 

Infants were recruited to the Cork BASELINE Birth Cohort Study antenatally. Outcomes were assessed using parent questionnaires at 6 months using modified ISAAC criteria. We used adjusted logistic regression and multivariate analysis to examine associations between WFL z-scores at 0, 2 and 6 months with incidence of wheeze, dry cough at night and inhaled steroid use.

 

Results:

 

A high prevalence of wheeze-related events was identified among the 1,151 infant participants. 28% of parents reported observing (1) wheeze. A further 13% noted a (2) dry cough at night, while 6% and 2% had received (3) inhaled bronchodilators and (4) inhaled corticosteroids, respectively. No significant association was seen between WFL data at birth and infant wheeze. Significantly higher mean WFL z-scores at 2M of age were found in those with wheeze, t(1,138) = -2.96, p = 0.003. Higher mean WFL z-scores at 2M were also evident among those with dry cough at night, t(1,138) = -2.52, p = 0.012. Importantly, three out of the four outcomes explored had a statistically significant correlation with higher mean WFL z-scores at six months.

 

Conclusions:

 

Infant adiposity at birth does not have an effect on wheeze incidence, however increased WFL in early infancy is an independent risk factor for wheeze- related events.

 

THE EFFECT OF ICELAND’S 2010 VOLCANIC ASH CLOUD ON CHILDHOOD ASTHMA SYMPTOMS IN BELFAST: MORE THAN JUST DISRUPTED HOLIDAY PLANS?
HE Groves1, J Maney2, M Shields1
1Paediatric Respiratory Department, Royal Belfast Hospital for Sick Children, Belfast, Northern Ireland
2Accident and Emergency Department, Royal Belfast Hospital for SIck Children, Belfast, Northern Ireland

Background
Airborne dispersion of ash resulting from volcanic eruptions can impact health on a local and global scale. The respiratory effects are well documented, with studies in Japan and Equador demonstrating increased rates of acute exacerbations of asthma and increased attendances to emergency departments following volcanic eruptions.

Aim
To establish if the ash cloud produced by the 2010 Eyjafjallajökull volcanic eruption in Iceland was associated with increased accident and emergency (A&E) attendances in Belfast due to childhood asthma symptoms.

Methods
A retrospective review was conducted of all attendances with acute asthma symptoms to the Royal Belfast Hospital for Sick Children A&E during April and May 2010. Dates of Belfast airport closures secondary to the Eyjafjallajökull volcanic ash cloud were obtained from the National Air Traffic Service.

Results
The distribution of daily A&E attendances with asthma symptoms was symmetrical (normally should follow a Poisson distribution) and there was no significant autocorrelations between daily A&E attendances. Simple T-test comparisons were therefore used.

The mean daily A&E attendances were; airport open 3.7 / day, airport closed 4.4 /day. There was no statistically significant difference in attendances with acute asthma symptoms on days following airport closure secondary to the volcanic ash cloud when lags of 1,2,3 and 7 days were studied {Lag 1 day, P=0.68, lag 2 days, P=0.96, lag 3 days, P=0.64 and lag 7days P= 0.78}.

Conclusion
It is probable that levels of volcanic ash over Belfast, although significant enough to disrupt air travel, were too low to impact on childhood asthma symptoms. The true effect of the Eyjafjallajökull ash cloud in children with asthma remains uncertain, however, in Belfast, it seems most likely the largest impact was disrupted holiday plans!

SURVEY OF REFERRALS AND PRACTISES IN NEWBORN PAEDIATRIC OUTPATIENT DEPARTMENTS (POPDs).

O WALSH1, K GORMAN1, TA CLARKE1, D CORCORAN1
1Neonatal Department, Rotunda Maternity Hospital, Dublin 1

Aims: 
To review referrals to and practises in newborn POPDs to determine (a) if there were guidelines and (b) if there was a variation between different Irish hospitals.

 

Methods: 
A questionnaire which was developed and piloted in the Rotunda Hospital was distributed to paediatric trainees at study days in February 2012. NCHDs were asked to reply, using their most recent experience as neonatal NCHDs in maternity units, and also to provide potential ideas for improvement.

 

Results: 
47 NCHDs (SHOs, Registrars and SPRs) replied. Only 9% were aware of written guidelines, although 49% noted there was an agreed usual practice. There was large variation in referral to POPD and subsequent follow up of many neonatal conditions, e.g. percentage of newborns admitted to a Special Care Baby Unit (not a Neonatal Intensive Care Unit) who were referred to POPD ranged from an estimated 1 to 100%. Reported follow up of infants born between 32 to 36 weeks gestation ranged from 6 weeks in some units, up until 1 year in others. However, there is general agreement that neonates < 32 weeks are followed up from 6 weeks until 2 years corrected GA depending on their progress.

 

There is significant variation in follow up of non-haemolytic jaundice, with 53% receiving no POPD follow up; later discharge in some hospitals may account for this difference. In 25% of hospitals undescended testes are referred to GPs for follow up, while 75% see these at POPD, often more than once. Worryingly, in 15% of hospitals infants of mothers with thyroid disease are not followed. 70% of NCHDs highlighted the need for POPD to run more efficiently, with the main suggestions being better guidelines and midwife-led clinics.

 

Conclusion: 
Our study highlights the importance of developing guidelines for referral to newborn POPDs. The lack of current guidelines, particularly for junior NCHDs, is potentially dangerous. Unnecessary referral to POPD and follow up is inconvenient for families and increases the workload of hard-pressed staff.

PSYCHOSOCIAL PRESENTATIONS IN A BUSY PAEDIATRIC EMERGENCY DEPARTMENT.

T Haque, J Doyle, M Mckay, I Okafor
Emergency Department, Children's University Hospital, Dublin, Ireland


Aims: 
To analyse emergency psychosocial presentations to Temple Street Hospital ED in a given year and to determine the utilization of resources and outcomes in these cases.

 

Method: 
Utilizing Symphony systems, total number of psychosocial attendances in E.D was obtained for a full calendar year. The data was classified according to gender, age group, referral sources, time of presentation, attending E.D resources and discharge outcome.

Results: 
There were 796 individual psychosocial presentations to E.D in Temple Street Hospital during the year 2010.It was 2% of the total presentation in E.D. Overall number of males (53%) was higher than the females(47%). 42% cases were presented between 09:00 to 17:00 hours and 58% cases came in out of this period. Majority of cases came in via parents/guardian(80%) and G.P referral(8%) ,2% were referred by Garda and only 1% were referred by the Social worker. 60.5% patients were seen by the S.H.O, 24.3% by Registrars and rest by the Consultants. According to the discharge outcome 45% were discharged home and were advised to review PRN, 14% were admitted in Temple Street Hospital, 25% were referred to OPD, 3% were referred to the G.P and about 50% were referred to social worker.

Conclusion: 
The Children First document stresses the importance of vigorous child protection practices in Irish hospitals. This audit show the level of burden of child protection cases in a busy ED and the resources needed to manage them.

LUMBAR PUNCTURE (LP) IN INFANTS AND CHILDREN WITH SUSPECTED MENINGITIS: REGIONAL TRENDS OVER 15 YEARS

 Z Barosum1, E Kieran1, J Powell2, N Barrett3, N OConnell2, RK Philip1
1Paediatrics, University Hospital Limerick, Limerick, Ireland
2Microbiology, University Hospital Limerick, Limerick, Ireland
3Biochemistry, University Hospital Limerick, Limerick, Ireland

Background & Aims: 
Lumbar puncture (LP) has long been considered as a useful tool to assist in the diagnosis of meningitis. We aim to study the trends of successful lumbar punctures in an Irish Regional hospital and to further analyse, timing of LP, microbiological and serological positive yield and the potential impact on treatment.

Methods: 
A retrospective analysis of laboratory data of all successful lumbar punctures for suspected meningitis among the 0-15 year age group was performed from July 1996 to December 2010 at University Hospital Limerick. Repeat studies and samples received from the Regional Maternity Hospital were separately analysed. CSF studies done for other conditions were excluded. HIPE data on Meningitis admission details as well as supportive laboratory data were collated. Hospital Audit committee approval for the analysis was obtained.

Results: 
1460 successful LPs were performed from July 1996 to December 2010. Of these 646 procedures were from July 1996 to December 2000 and 464 samples obtained from January 2001 to December 2005. Only 350 lumbar punctures were performed from 2006 to 2010. Of those with CSF analysed, 967 patients (65%) were 2 years or younger. 53% of LPs were performed at night time. Only18 patients had bacterial meningitis confirmed by CSF (2.2%) from 2001 to 2010 and 85% were infants. Only among 15% of cases LP was performed before the use of antibiotics. Nisseria meningitidis B and Streptococcus pneumoniae were the leading causes of meningitis (38% & 27% respectively). Among those who had CSF studies with confirmed meningitis, blood PCR was positive in 77% of cases while PCR in CSF was positive in 100% of cases.

Conclusion: 
Incidence of bacterial meningitis is decreasing mainly due to effective vaccination programmes. Lumbar puncture, even in the post-vaccination era with early use of empirical antibiotics, still has a role in the diagnosis of meningitis.

CHILDREN WITH CHEST PAIN-A CAUSE FOR ANXIETY BUT IS IT AN EMERGENCY?

G Mujtaba1, J Awan1, C Martin1
1Paediatric Emergency Department, Tallaght Hospital, Dublin , Ireland

Aims

Chest pain (CP) in children can be a source of anxiety for parents, patient and physicians.A thorough history and physical examination can determine the cause and differentiate patients who require acute intervention from those who can be managed with advice and reassurance.

To review the presentation, and management practice of children presenting with CP to a tertiary level teaching hospital with chest pain over a 12 month period.

Methods

Retrospectively data was collected on all children attending the emergency department (ED) who were documented as complaining of of chest pain.

Results

134 children were identified as presenting with chest pain (0.4% of total attendances) mean age: 11.66 years [range: 3-16years. 80(60%) were male. Median duration of chest pain was 2 days and half of children presented in first 48 hours of pain onset. Documentation of the history was poor with no respiratory symptoms mentioned in 48% of cases, and no documentation of specific cardiac symptoms in up to 88% of cases. No documentation of substance abuse in any case and no documented previous history of heart disease in 60%.

Documentation of the Examination was better, 93% had no murmur and 99.3% had normal O2 Sats on arrival.
Investigations-ECG was performed in 82% and was abnormal in 6% but not diagnostic of pathology. Chest X-ray was performed in 77% .FBC was abnormal in less than 1%. Troponin was done in 17% and none of the patients had abnormal result. D-Dimer was raised in only 2patients and performed in 6.

Only 1 child had a cardiac diagnosis which was picked up on the history .8% required admission and 9.7% required OPD Follow up.

Conclusions

Review of 1 year of ED visits revealed that CP in children is a reasonably common complaint and is associated with significant resource utilization. We would feel that a complete history and examination should be enough to reassure the doctor and family and that investigations should be reserved for patients at risk. We would like to review our current approach to this problem.

SIMBA STUDY: UNDERGRADULATE MODULE IN SIMULATION TRAINING AND BASIC LIFE SUPPORT PART 2: SIMULATION TRAINING AS AN ADJUNCT TO CLINICAL ATTACHMENTS IN PAEDIATRICS.
F McElligott1, H Bruell2, S Viash2, A Nicholson23, EJ Molloy1245
1National Maternity Hospital, Holles St, Dublin, 2Royal College of Surgeon's, Dublin, Ireland
3Children's Univeristy Hospital, Dublin, 4University College Dublin, 5Our Lady's Children's Hospital, Dublin

Introduction:  
Medical education has been greatly enhanced by technology, not least by the development of simulation 'patients'.  Training in real-time with simulated clinical signs promotes development and institution of practical management, without the fear of causing harm.  We aimed to evaluate confidence levels and personal preference, as well as overall satisfaction with the module.

Methods:  
Students received pre-course reading material and three teaching sessions.  The final session was a half an hour sessions in groups of 6, in which the students worked in teams to assess, diagnose and treat a simulation baby, followed by case discussion.  Students completed anonymous questionnaires pre-course, post BLS and post simulation sessions.

Results:  
105 students completed the post simulation session questionnaire.  There were 32 postgraduate entry students, of whom 7 were masters graduates and 2 were PhD graduates.  76 students indicated that they had benefited from sessions 1 and 2, and 77 students felt it was an advantage to have done the first two sessions before the simulation baby sessions.  Rated on a scale of 1-10, students confidence level increased by approximately 1.98 from before to after the simulation baby sessions.  51 students indicated that following their simulations baby sessions, they would change their study balance significantly towards clinical work rather than bookwork.  76 students listed that they would like 2 or more further hours teaching using the simulation baby, and 91 reported the simulation baby to be a better teaching tool that the mannequins.

Conclusion:  
The introduction of the SIMBA module was well received amounst medical undergraduates.  Students gave positive feedback on the progression of the module and, in particular, on the simulation baby session.  Basic life support is perceived by medical students to be an important part of the curriculum. Technological advances of simulation patients greatly add to paediatric undergraduate training and enhance overall experience.

1. McCoy CE, Mechine M, Anderson C,Kollen R, Langdorf MI, Lotfipour S.Prospective randomized crossover study of simulation vs. didactics for teaching medical students the assessment and management of critically ill patients. J Emerg Med. 2011 Apr;40(4):448-55 2. Ten Eyck RP, Tews M, Ballester JM. Improved medical student satisfaction and test performance with a simulation-based emergency medicine curriculum: a randomized controlled trial. Ann Emerg Med. 2009 Nov;54(5):684-91 3. Schwartz LR, Fernandez R, Kouyoumjian SR Jones KA, Compton S. A randomized comparison trial of case based learning versus human patient simulation in medical student education. Acad Emerg Med. 2007 Feb;14(2):130-7

PERCENTAGE FAT MASS AT TERM AND 2 MONTHS OF AGE IN PREMATURE AND TERM INFANTS 

AM Brennan1, M Kiely2, J Wilkinson3, A Khashan4, D Murray5, BP Murphy6
1Department of Clinical Nutrition, Cork University Maternity Hospital, Cork, 2School of Food and Nutritional Sciences, University College Cork, Cork, 3Department of Clinical Nutrition, Cork University Hospital, Cork, 4National Perinatal Epidemiology Centre, University College Cork, Cork, 
5Department of Paediatrics and Child Health, University College Cork, Cork, 6Department of Neonatology, Cork University Maternity Hospital, Cork

Aims: Aggressive nutrition and accelerated growth in the early postnatal period have been associated with the development of increased adiposity and adverse metabolic outcomes, i.e. cardiovascular disease and diabetes in adult life. Research relating to growth in preterm infants has focused on weight gain and not on the composition of that weight gain. An infant-sized air-displacement plethysmograph (PEA POD Infant Body Composition System) can now be used for the measurement of the relative proportions of lean mass (LM) and fat mass (FM) in infants. The aim of this study is to compare % FM in premature infants and healthy term infants at term equivalent and 2 months CGA as a measure of the composition of their growth.

Methods: As part of 2 longitudinal observational studies, 47 preterm VLBW (birthweight 1.20±0.21 kg, GA 29.3±2.1 weeks) infants and 806 term infants (birthweight 3.50±0.46 kg, GA 39.9±0.5 weeks) had body composition assessed by PEA POD at term equivalent and 2 months CGA.

Results: The boxplots show the median and interquartile ranges, ranges and outliers for healthy term infants and VLBW infants and at term equivalent (Fig. 1) and 2 months CGA (Fig.2).

 

Fig.1. % FM at Term/Term Equivalent Fig. 2. % FM at 2 months /2 months CGA

 

Preterm infants had significantly higher %FM when compared to healthy term infants at term equivalent and 2months CGA.

	 
	% FM Mean (SD)

	
	Term Infants
	VLBW Infants
	P value

	
	n=806
	n=47
	 

	
	 
	 
	 

	Term Equivalent CGA
	11.02 (4.12)
	12.48 (4.64)
	0.012

	2 months CGA
	21.2 (4.35)
	23.54 (5.08)
	0.009


% FM Mean (SD)

Term Infants VLBW Infants P value

n=806 n=47

 

Term Equivalent CGA 11.02 (4.12) 12.48 (4.64) 0.012

2 months CGA 21.2 (4.35) 23.54 (5.08) 0.009

 

Conclusion: Preterm infants have higher % FM at term equivalent and two months CGA which may be due to nutritional management during their in-patient stay.

 

NUTRITION AND BODY COMPOSITION IN PREMATURE INFANTS 

AM Brennan1, M Kiely2, J Wilkinson3, A Khashan4, BP Murphy5
1Department of Clinical Nutrition, Cork University Maternity Hospital, Cork, 2School of Food and Nutritional Sciences, University College Cork, Cork, 3Department of Clinical Nutrition, Cork University Hospital, Cork, 4National Perinatal Epidemiology Centre, University College Cork, Cork, 5Department of Neonatology, Cork University Maternity Hospital, Cork
Aims: In preterm very low birthweight infants (< 1.5 Kg-VLBWI) early aggressive nutritional management is promoted to avoid extra-uterine growth retardation. However, early accelerated growth has been associated with increased adiposity, cardiovascular disease and diabetes in adult life. The aim of this study was to assess effect of early nutrition on VLBWI body composition.

Methods: In a longitudinal observational study, 40 preterm VLBWI (weight 1.23±0.21 kg, gestational age 29.3±2.2 weeks) had their daily (parenteral and enteral) nutrient intake recorded and their cumulative intake (g/kg/d) of protein, lipid and carbohydrate calculated from birth to 34 weeks corrected gestational age (CGA). Measurement of the relative proportions of lean mass (LM) and fat mass (FM) in infants was assessed by air displacement plethysmography (PEA POD Infant Body Composition System) at 34 weeks CGA, term equivalent and term+2 months CGA. Linear regression model was performed to assess the effect of nutrient intake on body composition at 34 weeks CGA. Statistical analyses were performed with StatData.

Results: The boxplots show the median and interquartile ranges, ranges and outliers for % FM at 34 weeks CGA, term equivalent and term + 2 months CGA. Mean (SD) % FM increases significantly from 12.03(4.35) at 34 weeks to 18.35(4.89) at term equivalent to 23.31(5.24) at term + 2 months CGA (See Fig.1). Protein intake mean (SD) was 2.96 (0.47)g/kg/d, lipid intake was 5.18 (1.04)g/kg/d and carbohydrate intake was 14.02 (2.28)g/kg/d. Averaged energy intake was 113.8 (19.4)kcal/kg/d and protein:energy ratio was 2.64 (0.17) from birth to 34 weeks CGA. 

Conclusion: Preterm infants have increasing % FM from 34 weeks CGA to Term+2 months CGA. Current protein intake failed to meet current ESPGHAN recommendation for preterm infants. Better understanding of alterations in body composition particularly in relation to protein intake is essential to ensure optimal growth in preterm infants.

 

THE PERCEPTION AND IMPACT OF A 'BREAKING BAD NEWS' MODULE ON PAEDIATRIC MEDICAL STUDENTS

F McElligott1, A Nicholson23, EJ Molloy1245, 1Neonatology, National Maternity Hospital, Dublin, 
2Paediatrics, Children's University Hospital, Dublin, 3Paediatrics, Royal College of Surgeons, Dublin, 
4Paediatrics, University College Dublin, 5Neonatology, Our Lady's Children's Hospital, Dublin

Introduction:  
Although communication is an integral part of medical practice, it is also the source of 20-50% of patient complaints'.  Breaking bad news is a challenge across all disciplines yet little time is devoted to formal training and practice at any stage of medical training.  We aimed to improve medical student confidence in delivering bad news in an appropriate and sensitive manner.

Method:  Students received a one hour teaching session including didactic teaching, discussion, a video example and scenario group work.  Students completed an anonymous questionnaire after the session, which assess their basic demographics, aspects of breaking bad news (BBN) and their confidence in BBN before and after the session.

Results:  
90 students completed the questionnaire, of whom 48 were female, and 42 were undergraduate-entry.  89/90 had previously considered that BBN might be an important part of their future jobs however only 58/90 had previously considered that BBN might consume a lot of time in their future jobs.  62 had witnessed professionals breaking bad news to either patinets or family memners in their training, and most commonly this was in adult medicine (N=32), paediatrics (N=29), oncology (N=14) and general surgery (N=14).  The average change in confidence in BBN following the session was +2.51.  Students rated the session, on average, as 7.55/10 for usefulness and 8.1/10 for interest.

Discussion:  Training in the communication skill of BBN is useful and of interest to medical students. Identifiying strategies to employ whilst breaking bad news, and engaging in role play, improves their confidence.
1. Daniel AE, Burn RJ, Hararik S. Patients' complaints about medical practice. MJA 1999; 170: 598-602 2. Barrett MM. Effects of breaking bad news on patient's perceptions of doctors. J R Soc Med. 2002 July; 98(7): 343-347 3. Garg A, Buckman R, Kason Y. Teaching medical students how to break bad news. Can Med Assoc J 1997: 156;1159-64
NEW NEONATAL NUTRITION GUIDELINES

AM Brennan1, R McCarthy2, A O'Reilly Marshall3
1Department of Clinical Nutrition, Cork University Maternity Hospital, Cork, Ireland
2Department of Clinical Nutrition, National Maternity Hospital, Dublin, Ireland
3Department of Clinical Nutrition, University College Hospital Galway, Galway, Ireland

Aims: Nutrition in early life is important, to minimise morbidity during the neonatal course and to help optimise longterm health and development. Furthermore, standardised feeding regimens are advocated as a means to reduce the incidence of necrotising enterocolitis. Unfortunately there is a lack of standardised nutrition guidelines available and insufficient neonatal dietitian posts in Ireland. Our aim was to address this deficit and develop evidence-based neonatal nutrition guidelines, available nationally, in order to standardise and optimise neonatal nutrition and improve outcomes.

Methods: Joint collaboration of neonatal dietitans from Cork, Dublin and Galway. Guidelines prepared based on current evidence, scientific expertise and clinical experience from various units including Cork University Maternity Hospital, National Maternity Hospital, Dublin and University College Hospital Galway. Guidelines designed to be easily accessible and user friendly.

Results: Comprehensive guidelines, covering all aspects of neonatal nutrition including parenteral nutrition, enteral feeding, micro-nutrient supplementation, feeding problems and post-discharge nutrition. The guidelines are web-based ensuring ease of access for all those caring for infants as in-patients or out-patients and facilitating up-dating as new evidence emerges.

Conclusion: Optimising nutrition is critical to optimise neonatal outcome. These new neonatal nutrition guidelines will help this to be achieved for all neonates.

RANDOMISED CONTROLLED TRIAL OF INTRANASAL FENTANYL VERSUS INTRAVENOUS MORPHINE IN THE EMERGENCY DEPARTMENT TREATMENT OF SICKLE CELL PAIN: STUDY PROTOCOL

MJ Barrett1,2,3, J Cronin1,2, A Murphy1,2, S McCoy1,2, J Hayden1,2, S Nic an Fhaili2, T Grant4, A Wakai5, C McMahon6, S Walsh1,2, R O'Sullivan 1,2,3
1Paediatric Emergency Research Unit, Emergency Department, OLCHC, Dublin, 2National Children's Research Centre, OLCHC, Dublin, 3Department of Paediatrics, UCD, Dublin, 4CSTAR, Public Health and Population Science, UCD, Dublin, 5Emergency Care Research Unit (ECRU), Midlands Regional Hospital, Tullamore, Co. Offaly, 6Haematology Department, OLCHC, Dublin

Background: Children with sickle cell disease (SCD) frequently and unpredictably present to the emergency department (ED) with pain. The painful event is the hallmark acute clinical manifestation of SCD, characterised by sudden onset. 

Aim:  To establish if 1.5mcg/kg of intranasal fentanyl (administered via a Mucosal Atomiser Device, MAD™) is non-inferior to intravenous morphine 0.1mg/kg in severe SCD-associated pain.

Methods: This study is a randomised double-blind double-dummy active control trial of children (weighing greater than 10kg) between one year and 21 years of age with severe SCD pain. Severe pain is defined as rated seven or greater on a 0 to 10 age-appropriate numeric pain scale or equivalent. The trial will be conducted in a single tertiary urban paediatric ED. Each patient will receive a single active agent and a single placebo via the intravenous and intranasal routes. All clinical and research staff, patients and parents will be blinded to the treatment allocation. The primary endpoint is severity of pain scored at 10 minutes from administration of the study medications. Secondary endpoints include pain severity measured at 0, 5, 15, 20, 30, 60 and 120 minutes after the administration of analgesia, proportion of patients requiring rescue analgesia and incidence of adverse events. The trial ends at 120 minutes after the administration of the study drugs. A clinically meaningful difference in validated pain scores has been defined as 13mm. Setting the permitted threshold to 50% of this limit (6mm) and assuming both treatments are on average equal, a sample size of 30 patients (15 per group) will provide at least 80% power to demonstrate that INF is non-inferior to IV morphine with a level of significance of 0.05.

Discussion: This RCT will inform the role of intranasal fentanyl 1.5mcg/kg in the acute treatment of severe painful sickle cell crisis in children in the ED setting.

‘WHY NOT TREAT THE PAIN, DOCTOR?’THE PAEDIATRIC EMERGENCY DEPARTMENT REALITY OF SICKLE CELL PAIN.

MJ Barrett1,4,5, S McCoy1,4, C McMahon 2, R Geoghegan2, A Wakai3, S Walsh1, R O'Sullivan1,4,5
1Paediatric Emergency Research Unit, Department of Emergency Medicine, OLCHC, Dublin
2Department of Haematology, OLCHC, Dublin
3Emergency Care Research Unit, Midlands Regional Hospital, Tullamore, Co. Offaly
4National Children's Research Centre, OLCHC, Dublin
5Department of Paediatrics, University College Dublin 

INTRODUCTION

Although children with painful sickle cell crises (PSCC) frequently present to the Emergency Department (ED), pain in sickle cell disease is frequently under-recognised, under-treated and treatment may be delayed. The aim of this descriptive study was to evaluate pain assessment and management in children presenting to the ED with PSCC.

METHODS

A 10-month prospective descriptive study of acute ED pain management of PSCC. Pain was assessed by the triage nurse or physician using a validated age appropriate pain scale (Faces, Legs, Activity, Cry, Consolability (FLACC) Scale; Manchester pain ruler).

RESULTS

	 
	Entire Cohort (N=85)
	Severe Pain* Cohort (N=49)

	Age
	8 years (IQR 6-12.5)
	9 years (IQR 6.8-13)

	Gender
	46 male:39 female
	25 male:24 female

	Time Pain Assessed
	0 minutes
	60 minutes
	0 minutes
	60 minutes

	No. of patients, with Pain Assessed
	85
	71
	49
	42

	Pain score (out of 10)
	7 (IQR 5-8.25)
	5(IQR 2.5-8)
	8 (IQR 8-10)
	6(IQR 4-8)

	Worse or unchanged pain score at 60 minutes
	24/71 (34%)
	9/42 (21%)


There were 85 presentations in 57 patients with PSCC (Table 1). Sixteen (19%) patients had no pre-hospital analgesia.

*severe pain defined as ≥ 7/10 on appropriate pain scale

Fourteen (of 85; 16%) patients were not reassessed at 1 hour post-pain intervention. One third had no 
improvement in their pain despite the analgesic administration. The subgroup with severe pain had a median drop of 2 points on the pain scale at 60 minutes. The type of analgesic administration in 25/49 patients with severe pain deviated from the hospital protocol, with none of the 25 receiving an opiate as per protocol.

CONCLUSION

PSCC pain is under-treated, under-monitored and adequate treatment of pain is delayed in our ED. Worryingly, patients with severe pain appear at highest risk for treatment protocol violation. This is predominantly related to lack of parenteral opiate administration. An educational intervention, with/without the inclusion of an easily administered, fast-onset and short-acting opiate e.g. intranasal fentanyl, may decrease the time from ED arrival to effective pain relief.

A PROSPECTIVE REVIEW OF NITROUS OXIDE SEDATION EVENTS FOLLOWING THE INTRODUCTION OF A PAEDIATRIC PROCEDURAL SEDATION PROGRAMME IN A TERTIARY PAEDIATRIC EMERGENCY DEPARTMENT

S McCoy1,2, D Barrett1, S Walsh1, R O'Sullivan1,2,3
1Paediatric Emergency Research Unit, Department of Emergency Medicine, Our Lady's Children's Hospital, Crumlin, Dublin, 2National Children's Research Unit, Our Lady's Children's Hospital, Crumlin, Dublin, 3Department of Paediatrics, University College Dublin, Dublin 

AIMS:  Introduction of a structure Paediatric Procedural Sedation (PPS) Programme facilitates Emergency Department (ED) staff in the safe and efficacious practice of PPS in the ED. Studies in children have shown nitrous oxide to be an effective agent for reducing pain during painful procedures1, and it can be delivered painlessly through inhalation. Its quick onset of action and recovery makes it ideal for use in the Emergency Department (ED).2

METHODS:  Nitrous oxide was introduced into our institution in July 2011, as part of a structured PPS programme in the ED. All ED staff (doctors and nurses) must complete the sedation programme before being involved in any sedation event. Each of our sedation events are prospectively recorded on a specific paediatric emergency department sedation checklist and recorded data is then entered into a Microsoft Access® database.

RESULTS:  Sixty three sedation events have been recorded over a 6-month period (June-December 2011). The majority of patients were male (36:27 M:F) with an average age of 6 years (range 17mths – 15yrs). The indications for sedation were as follows:

 

Indications Events

Joint Manipulation - 12

Suturing (Laceration Repairs) - 34

Removal of Foreign Body - 12

Other - 5

 

In 63 sedation events we have recorded a total of 12 (19%) adverse events: most commonly, vomiting (7.9%) and agitation (3.2%).The majority of procedures were performed by ED staff, however some required a specialist to perform the procedure: Plastic Surgery (5 procedures), General Surgery (2 procedures) and Orthopedics (1 procedure). Since the introduction of sedation in the ED, we have had other disciplines with the hospital avail of this service, patients whom without this service would have required hospital admission for general anaesthesia.

 

CONCLUSIONS:  The introduction of nitrous oxide as a sedative agent for procedures in children in our ED has been successful. With low adverse event rates which are comparable to international experience and no serious adverse events have been noted3.

REFERENCES:   1. Australian and New Zealand College of Anaesthetists and Faculty of Pain Medicine. Acute Pain Management: Scientific Evidence: Australian and New Zealand College of Anaesthetists and Faculty of Pain Medicine, 2005. 2. Krauss B. Continuous-flow nitrous oxide: searching for the ideal procedural anxiolytic for toddlers.[comment]. Annals of Emergency Medicine 2001;37(1):61-2. 3. Pitetti R., Singh S. and Pierce M. C. Safe and Efficacious Use of Procedural Sedation and Analgesia by Nonanethesiologists in a Pediatric Emergency Department. Archives of Pediatrics and Adolescent Medicine 2003;157:1090-1096. 

IMPLEMENTATION OF A PROCEDURAL SEDATION PROGRAMME IN A TERTIARY PAEDIATRIC EMERGENCY DEPARTMENT

S McCoy1,2, D Barrett1, S Walsh1, R O'Sullivan1,2,3
1Paediatric Emergency Research Unit, Department of Emergency Medicine, Our Lady's Children's Hospital, Crumlin, Dublin, Ireland 
2National Children's Research Centre, Our Lady's Children's Hospital, Crumlin, Dublin, Ireland
3Department of Paediatric Medicine , University College Dublin, Dublin, Ireland

AIMS

In the conduct of Paediatric Procedural Sedation (PPS) within the Emergency Department (ED) the combination of powerful drugs, variable competency levels and high staff turnover carry the potential for sedation-associated adverse events. Yet, currently, there is no set programme for education and accreditation of Irish ED staff in PPS. We describe the introduction of a structured educational programme for PPS within the ED for all ED clinical staff.

 

METHODS

Prior to the introduction of the PPS programme in July 2011 a Sedation Committee was established comprising a core group of senior nurses and a Consultant in Emergency Medicine. The committee developed the PPS programme including key educational elements (Sedation Manual; Lecture; treatment order form and checklist; Parent Information Leaflet) and credentialing through multiple-choice questions (online and open-book), bedside teaching (2 scheduled practice sessions) and 2 competency assessments (final clinical/moulage).

 

RESULTS

Since its inception (July 2011) a total of 48 ED staff members have started the PPS programme:

 

• 17 doctors (9 Registrars and 8 Senior House Officers) with 7 fully credentialled;

• 26 nursing staff (1 Clinical Nurse Manager (CNM) 3, 5 CNM2, 1 Advanced Nurse Practitioner (ANP) and 19 staff nurses) with 12 fully credentialled.

 

CONCLUSIONS

The introduction phase of our ED PPS, the first of its kind in Ireland, has been successful. As a result of the multidisciplinary development process, the programme will likely have broad applicability in different types of ED, and potentially other clinical areas, caring for children.

VENTRICULAR INDEX AND LEVENE INDEX IN VLBW INFANTS

l Abul1, A Al-Atabi1, A Roche1, A Tarrant2, S Ryan2, M Boyle1,2, N McCallion1,2
1Paediatrics, Rotunda, Dublin, Ireland
2Neonatology, RCSI, Dublin, Ireland

BACKGROUND
IVH is a common complication of prematuriy, and monitoring for post haemorrhagic ventricular dilatation after IVH is required. Criteria for intervention are based on either the Levene index( LI, a measurement in mm), described and quantified in the early 1980s, or the ventricular index (VI, a ratio of ventricular to brain size) which was developed for use in infants >40 weeks gestation. There is a lack of information on normative values for preterm infants in 2012.

AIMS 
To assess the normal distribution of previously described cranial ultrasound measurements; Levene Index and Ventricular Indexat different gestational ages (<32weeks) and birth weights in uncomplicated pre-term infants without serious intracranial haemorrhage or pathology.

METHOD 
Retrospective study of preterm infants delivered <32 weeks gestational age (GA) between 2008-2012 who have routine cranial ultrasounds taken. Scans reviewed and measurements of levene index and ventricular index calculated. Infants with severe haemorrhage (grade 3 or 4 IVH) or missing data were excluded. Measurements were plotted against gestational age (GA).

RESULTS 
Measurements of 221 cranial ultrasounds (CUS) were included. It was found that the Levine index appears to generally increase with gestational age. There is no change with VI depending on the gestational age and so a constant normal value is appropriate to use.

CONCLUSION 
We found that while the ventricular size had a positive correlation to gestational age, however the VI ratio remained similar at different gestations. The study will be expanded in the future to investigate the correlation between the VI and centiles of birth weight and head circumference.

HIV INFECTION AND MISSED OPPORTUNITY FOR EARLIER DIAGNOSIS - ARE WE FULLY AWARE?

Niazy Al-Assaf, Cilian O Maoldomhnaigh, Patrick Gavin, Mary Waldron, Karina Butler, Department of Infectious Diseases, Our Lady’s Children’s Hospital, Crumlin, Dublin
Introduction:

Pediatric HIV infection reduced following the introduction of a programme for the prevention of mother-to-child transmission. However, diagnosing HIV positive children born outside Ireland remains a challenge. 

Case Report:

An 11-year-old African boy was admitted due to intermittent fevers, anorexia, vomiting, weight loss and polyuria. He was alert but listless and appeared unwell with posterior pharyngeal candidiasis and marked scarring from chickenpox. Past medical history was unremarkable. Laboratory findings:- Hb7.3 g/l; serum albumin: 27g/L(nl>36g/L); urea:8.9mmol/L(nl < 6 mmol/l); creatinine164mmol/l (nl<80 mmol/l); 24-hour urine protein>300mg/dl; CRP:66mg/L; abdominal ultrasound: enlarged echogenic kidneys. Permission for kidney biopsy was refused. HIV antibody test:positive; HIV viral load:>100,000 copies/ml; CD4 count:1%(absolute count 7x106/L). A diagnosis of HIV associated nephropathy and possible candidal oesophagitis was made. It transpired that, three years previously using a different name, he had been hospitalized with pneumonia, oral HSV and mild oral candidiasis (Serum IgG:39.7g/L; CD4 cells:30%(absolute count, 590x106/L). HIV testing was planned but he defaulted and was lost to follow-up. 

This case highlights the consequence of missed opportunities for earlier HIV diagnosis. Most children (63%, local data) had progressed to AIDS by the time of diagnosis. Physicians’ awareness of the diversity of clinical presentation of HIV is required.

DIAGNOSIS, IQ, ADAPTIVE BEHAVIOUR AND SPEECH AND LANGUAGE PROFILES IN YOUNG CHILDREN WITH AUTISM SPECTRUM DISORDER OVER TIME

M Anglim1, M Barry1, P Ackermann1, M Kashif1, A Moran1, A O'Connell1, S Guerin2
1St Frances' Clinic, Children's University Hospital, Temple Street, Dublin, Republic of Ireland
2School of Psychology, University College Dublin, Dublin , Republic of Ireland

AIMS: 
The aim of the study was to determine the stability and/ or change in diagnosis of Autism/ Autistism Spectrum Disorder (ASD), I.Q, Adaptive behaviour, as well as Receptive and Expressive language functioning overtime in a cohort of children.

METHODS: 
A clinical sample of preschool children (n=65) attending a paediatric hospital in Dublin were diagnosed with ASD during 2003-2006 (Time 1; mean age 4 years) and were seen for review assessments in 2008 (Time 2; mean age 8 years) as part of a multidisciplinary research project. Standardized instruments were used during the review assessment, including DISCO, ADOS, I.Q, Vineland-II and a range of formal Language tests.

RESULTS: 
On review assessment diagnostic stability for an ASD diagnosis (Autism or ASD) was 98% using either the Disco and/ or ADOS (97% scored on the DISCO and 85% scored on the ADOS). For this clinical group there was a statistically significant increase in I.Q., Adaptive Behaviour and Receptive and Expressive Language from Time 1 to Time 2.

CONCLUSIONS: 
Results of this study add to the current body of research indicating both stablility and change in functioning among preschool children with ASD over time.

NUTRITIONAL RICKETS - AN EMERGING DIFFERENTIAL DIAGNOSIS IN CHILDREN WITH FALTERING GROWTH

G Armstrong1, 2, MC Stewart1,2
1Department of Child Health, Centre for Medical Education, Queens University Belfast, Belfast, UK
2Royal Belfast Hospital for Sick Children, Belfast Health and Social Care Trust, Belfast, UK

Background and aims:

Weight faltering affects approximately 1 in 10 children, but only a small proportion have an identified organic cause. We describe an uncommon case of faltering growth due to nutritional vitamin D deficiency.

Method:

An 18 month old girl was referred to a multidisciplinary feeding clinic with faltering weight gain. She was born in Northern Ireland to parents from sub-Saharan Africa.

Assessment identified history of prolonged breastfeeding, inadequate dietary intake, especially calcium, but age appropriate oromotor skills. Weight had increased along the 50th centile for the first twelve months of life, but fallen to 0.4th centile at eighteen months. Clinical examination was normal apart from varus deformity of her legs, and mild gross motor delay.

Investigations:

Corrected calcium 2.21mmol/l (2.25-2.75), Phosphate 0.80 mmol/l (0.80-1.55), ALP 861 U/l (145-320).

Vitamin D level 17nmol (50-100 normal, 25-49 insufficient, < 25 deficient).

X-xays:

Figure 1

A diagnosis was made of nutritional vitamin D deficiency rickets. Management included dietary advice, calorie supplements, vitamin D supplementation (using ergocalciferol), with close monitoring of biochemical bone profile. Over 3 months complete resolution occurred of the initial clinical, biochemical and radiological abnormalities.

Conclusion:

Increasing ethnic diversity in the UK means that more children are at risk of organic causes of faltering weight. Specialist multidisciplinary feeding clinics facilitate comprehensive assessment and management of feeding problems and weight faltering. In addition they have potential to support primary health care professionals in targeting high risk infants and children, with early appropriate referral for intervention.

AN UNUSUAL CAUSE OF HEPATOMEGALY IN INFANCY

J BAKHT, 1Paediatrics, MWRHL, Limerick, Ireland

Pathological Hepatomegaly is not common in childhood. Etiologies include infections, hematological disorders, malignancies and storage disorders. We discuss a rare cause of hepatomegaly in a 12 month old girl presenting with atypical febrile convulsions due to a urinary tract infection in whom clinical and radiological hepatomegaly was a coincidental finding.

Liver biopsy ultimately yielded the diagnosis of benign nodular hyperplaisia of the liver.

CHRONIC CONSTIPATION CAUSING OBSTRUCTIVE NEPHROPATHY IN A DELAYED TODDLER

MJ Barrett1, S Macken2
1SpR, Emergency Department, Children's University Hospital, Temple Street, Dublin
2Developmental Paediatrics, Children's University Hospital, Temple Street, Dublin

BACKGROUND: In a European study, Yong and Beattie found that 34% of parents in the United Kingdom reported their children aged 4-7 years had at least intermittent difficulties with constipation.[1] Severe constipation causing urinary tract obstruction and nephropathy is very rarely found in the current literature.

CASE REPORT: This 2 year 4 month old presented to the Emergency Department as an irritable toddler with a grossly distended non-tender abdomen and distended bladder. The physical examination was consistent with his developmental delay without other signs of clinical dehydration.

Abdominal X-ray showed stool throughout the rectum and colon with bladder distension (Figure 1). Initial labs revealed renal failure: creatinine level 140 micromoles/L, urea 27 millimoles/L, sodium 133 millimoles/L and potassium 5.6 millimoles/L. A catheter was inserted and 460mL of urine was drained.Manual evacuation of the rectum resulted in large impacted faeces being removed.

After initial stabilisation and ward transfer, his renal function corrected rapidly within the first 12 hours (Urea 22.6 and creatinine 71) and returned to normal by day 4 of admission. Further investigations including abdominal X-ray, renal ultrasound and micturating cyst urethrogram were normal. There was no polyuric phase and the post admission course was unremarkable.

The proposed main cause of urinary tract obstruction in our patient was compression of the bladder by the over distended rectum caused by constipation/impaction. There are very few similar cases described in the literature. One case of 4 year old boy with a history of abdominal distension, encopresis and incontinence of urine. After manual evacuation his renal function returned to normal.[2] A 17 year old male with longstanding constipation presenting with obstructive uropathy due to faecal impaction requiring large-bowel resection with normalisation of renal function.[3] To the best of our knowledge this case represents the youngest described case in current medical literature.

1. Yong D BR. Normal bowel habit and prevalence of constipation in primary-school children. Ambulatory Child Health. 1998;4:277-82. 2. Kaneti. Case profile: urinary retention due to fecal impaction in a child. Uroradiology 1984;13:307. 3. Ruoss KA, O'Sullivan R. Chronic constipation causing obstructive uropathy in an adolescent male. Pediatr Emerg Care 2008;24:462-3. 

IF IT’S ANAPHYLAXIS, THEN TREAT IT AS ANAPHYLAXIS!

AM Hayes1, R Gardner1, WM Fitri1, W Baharuddin1, R Sharkey1, R Chee1, C Martin1, T Bolger1
1Paediatric ED, AMNCH, Tallaght, Dublin 24


INTRODUCTION: Anaphylaxis and allergy is a significant cause of mortality in the developed world. It accounts for approximately 1,500 deaths per year in U.S.A. Competent management of anaphylaxis starts with the accurate diagnosis of the condition. However, there is no universal consensus on the diagnosis of anaphylaxis, and many different definitions have been described. There has been an observed increase in the number of children with the diagnosis of anaphylaxis who have to carry injectable adrenaline.

AIMS: Our aim was to examine how the diagnosis of anaphylaxis was made, by whom and describe the management plans put in place for these patients

METHODS: A consecutive, random sample of patients attending the ED for any medical or surgical complaint were interviewed and a history of asthma, allergy and anaphylaxis was sought. The questionnaire gathered data on the clinical presentation, investigations, medical practitioner involvement and subsequent treatment. Information on siblings of the attending patient were sought and included in the study.

RESULTS: Out of 156 families approached, 151 agreed to participate and we identified 135 index cases and 164 siblings for which clinical data was collected. 41/299 children had been diagnosed with allergy. 7 children had been prescribed an injectable adrenaline device. 5/7 anaphylactic children were investigated and treated by an allergist. 3/7 children were prescribed adrenaline by non-allergists with variable adherence to the guidelines. Only 1/7 had the adrenaline available at the time of interview. 4 children gave histories consistent with anaphylaxis but had not been prescribed adrenaline

DISCUSSION: We have demonstrated significant variation in management of children with anaphylaxis with under and over treatment present. There was a more consistent approach among those seen by allergy specialists.

PROCALCITONIN IS A USEFUL BIOMARKER IN SUSPECTED MENINGOCOCCAL DISEASE

TW Bourke1, K Dunlop2, JM Bell1, PV Coyle1, MD Shields1
1Centre for Infection and Immunity, Queen's University Belfast, Belfast, Northern Ireland
2Ulster Hospital, Dundonald, Northern Ireland.

BACKGROUND

Serum procalcitonin (PCT) is an excellent biomarker for early invasive bacterial disease in children. We present a study evaluating PCT as a diagnostic marker for meningococcal disease (MD).

METHODS

Blood was obtained from children presenting to our hospital with suspected MD. Receiver operator characteristic (ROC) curves were used to compare PCT, CRP and WCC as predictors of MD

RESULTS

55/104 children presenting with suspected MD had sufficient serum for PCT analysis. 22/55 had confirmed MD. The area under the ROC curve for PCT was 0.92 (95% CI: 0.77 to 0.98), CRP was 0.63 (95% CI: 0.45 to 0.78) and WCC was 0.73 (95% CI: 0.55 to 0.86), Fig 1. The AUC for PCT was significantly larger than either CRP (p=0.005) or WBC (p=0.021). PCT level as a predictor of meningococcal disease had a sensitivity of 82% and specificity of 82%, using a cut-off 1.01 ng/ml and a sensitivity of 68% and specificity of 82%, using a cut-off 2 ng/ml.

CONCLUSION

In children with suspected MD, PCT is significantly better than CRP or WCC for the prediction of this disease.
Dunlop KA, Coyle PV, Jackson P, Patterson, CC, Shields MD. Respiratory viruses do not trigger meningococcal disease in children. J infect. 2007;54: 454-458. Van Rossum AMC. Procalcitonin as an early marker of infection in neonates and children. Lancet Infect. Dis. 2004;4:620-630
PERIPHERALLY INSERTED CENTRAL CATHETER (PICC) RELATED SUPERIOR VENA CAVA SYNDROME POST PATENT DUCTUS ARTERIOSUS (PDA) LIGATION
M Boyle1, D Corcoran1, M Cotter1,2, A Foran1
1Neonatology, Rotunda Hospital, Dublin, Ireland
2Department of Haematology, The Children's University Hospital, Dublin, Ireland

Aims: To assess incidence, management and outcomes of Superior Vena Cava (SVC) syndrome in post PDA ligation patients in the Rotunda Hospital. Peripherally placed percutaneous central venous catheters are used routinely in postoperative paediatric cardiac patients. Following placement, catheter-related thrombosis occurs in 8% to 45% of paediatric patients1. Although uncommon resultant SVC syndrome significantly complicates management of premature infants.

Methods: A review of two cases of SVC syndrome secondary to PICC related thrombosis in patients post PDA ligation. Infants who had a PDA ligation from March 2011 to March 2012 were identified from the National Neonatal Transport Programme database and charts were reviewed.

Results: 5 patients had PDA ligation within the study period. Average gestation at birth was 25+4 weeks and average birth weight was 0.754kg. Surgery was performed at an average weight of 1.027kg and 26.8 days (corrected gestational age of 29+2 weeks). 9 PICC lines were inserted; mean of 1.8 per patient with removal following a mean of 12.5 days. 2 cases of catheter related thrombosis, post PDA ligation, resulted in SVC obstruction. Both patients had a PICC in situ at the time of surgery. SVC thrombosis was detected at a mean of 15 days post operatively. Both patients had more complicated post operative courses. Thrombolysis was contraindicated in the first patient and anticoagulation unsuccessful with subsequent death due to multisystem failure.

Conclusions: Post-surgical catheter related thrombosis is well documented. SVC syndrome can infrequently result as a complication, which may cause chylothorax, hydrocephalus, and severe respiratory compromise leading to high morbidity and mortality2. Management is difficult, thrombolysis post-operatively bears risks and heparinising lines is ineffective. With a trend towards fewer PDA ligations those performed may be on more unwell infants. Increased awareness in neonatal units may allow for earlier diagnosis and thrombolytic therapy to prevent progression of the syndrome.
1.Beck C, Dubois J, Grignon A, et al: Incidence and risk factors of catheter-related deep vein thrombosis in a pediatric intensive care unit: A prospective study. J Pediatr 1998; 133:237-241 2.Sharoni E, Erez E, Birk E, et al: Superior vena cava syndrome following neonatal cardiac surgery. Pediatr Crit Care Med 2001; Jan 2 (1):40-3  

A REPORT OF TWO CASES OF GLUCOCORTICOID ASSOCIATED CARDIAC DYSFUNCTION IN NOONAN SYNDROME
M Boyle1, M Cotter1,2, O Franklin1,3, A Foran1,2
1Department of Neonatology, Rotunda Hospital, Dublin, Ireland
2Department of Haematology, The Children's University Hospital, Dublin, Ireland
3Department of Cardiology, Our Lady's Children's Hospital, Dublin, Ireland

Aims: To review the potential exacerbating factors of cardiac function in two cases of Noonan syndrome. 

Methods: Two similar cases of PTPN11 gene mutation confirmed Noonan syndrome were selected for review based on their clinical course.

Results: Case 1.Male infant born at 35+3 weeks with antenatal diagnosis of bilateral pleural effusion. Noonan syndrome was suspected based on history and dysmorphic features. Transferred to The Children’s University Hospital on day 10 for management of malrotation; echo revealed structurally normal heart with mild pulmonary hypertension. Day 24 monocytosis and splenomegaly noted. Day 25 echo demonstrated increasing left ventricular hypertrophy (LVH) with normal function. Day 27 diagnosed as having Juvenile Myelomonocytic Leukaemia (JMML)1 ,a rare association of Noonan Syndrome, and commenced on treatment with methlyprednisolone. Day 32 repeat echo showed severe LVH with near obliteration of the left ventricle. Rate of acceleration queried to be secondary to glucocorticoids. Patient died day 32 secondary to multisystem organ failure.

Case 2. Male infant born at 37+6 weeks with antenatal diagnosis of right side pleural effusion. Noonan syndrome suspected based on chylothorax and dysmorphic features. Day 1 profound hypotension resistant to multiple ionotrope support, chest drain inserted and commenced on ionotrope resistant hypotensive dose of hydrocortisone. Echo day 1 demonstrated moderate biventricular hypertrophy and structurally normal heart. Day 9 developed renal failure and subsequently transferred to The Children’s University Hospital for further management. Day 15 echo demonstrated severe left ventricular hypertrophy with significant cardiac compromise. Despite maximum efforts he continued to deteriorate and died on day 17.

Conclusions: Noonan syndrome is an uncommon condition with an association of hypertrophic cardiomyopathy in 20% to 30% of patients2. In this case series complications of Noonan syndrome treated with glucocortocoids may have exacerbated cardiac function to an irreversible degree. This should be considered in the management of these patients

1. Kratz CP, Niemeyer CM et al. The mutational spectrum of PTPN11 in juvenile myelomonocytic leukemia and Noonan syndrome/myeloproliferative disease. Blood. 2005;106:2183–5. 2. Noonan JA. Noonan syndrome and related disorders. Prog Pediatr Cardiol. 2005b;20:177–85. 
PROTEIN INTAKES, BLOOD UREA NITROGEN AND BODY COMPOSITION IN PREMATURE INFANTS 

AM Brennan1, M Kiely2, J Wilkinson3, BP Murphy4
1Department of Clinical Nutrition, Cork University Maternity Hospital, Cork, Ireland
2School of Food and Nutritional Sciences, University College Cork, Cork, Ireland
3Department of Clinical Nutrition, Cork University Hospital, Cork, Ireland
4Department of Neonatology, University College Cork, Cork, Ireland

Aims: To assess the impact of protein intake on blood urea nitrogen (BUN) and body composition (BC) (assessed by PEAPOD) at 34 weeks corrected gestational age (CGA) in VLBW infants.

Methods: Longitudinal observational study with actual daily nutrient intakes and weekly/fortnightly BUN from second week of life (WOL) up to 34 weeks CGA, anthropometry, ponderal index (PI; 100(g/cm3)) and BC at 34 weeks CGA. Criteria for inclusion into the current analysis were gestational age (GA) at birth of 26-32 weeks and birth weight (BW) ≤ 1.5kg. Descriptive and multivariate linear regression analysis was completed using PASW V18.

Results: N = 21 infants, of which 12 were female. Mean (SD) BW was 1.18 (0.23) kg and GA was 28.8 (2.1) weeks. Protein intakes increased from 2.92 (0.48) in WOL 2 to 3.7 (0.19) g/kg/d in WOL 5. BUN at WOL 3 or 4 was 5.44 (2.1) mmol/L and was not associated with mean daily protein intake over the first three WOL. Mean PI was 2.57 (0.24) g/cm3; fat mass (FM) and fat free mass (FFM) were 0.25 (0.11) and 1.64 (0.30) kg, respectively, corresponding to %FM and %FFM of 12.4 (4.1) and 87.6 (4.1). BUN at WOL 3 or 4 was associated with FFM (β 0.526; R2 0.475; P = 0.013), FM (β 0.647; R2 0.573; P = 0.002) and PI (β 0.463; R2 0.214; P = 0.053), correcting for BW.

Conclusions: Protein intakes were lower than recommendations, despite aggressive nutritional support. The most important determinants of body composition at 34 weeks CGA were BW and GA. BUN around the time of the body composition assessment was independently associated with FFM, FM and PI but not with energy or protein intake. Detailed assessment of nutrient intake, sequential biomarkers of nutritional status and body composition data are required in preterm infants to assess adequacy of nutritional support.

CHILDREN AND THE SEA

J Chan1, A Cleary1, C MacDonnell1, L McKenna1, J O'Neill1, J Meehan1, A Murphy1, E Roche1
1Department of Paediatrics, School of Medicine, Trinity College Dublin, Dublin, Ireland

AIMS

Our children love the sea! Ireland, being a country surrounded by water is heavily involved in both occupational and recreational aquatic activities. However drowning is a major international public health problem. Worldwide, over 300,000 people die as a result of drowning every year. Children under the age of 5 years have the highest mortality rates. Our aim was to gather data on Irish children regarding their participation in sea related recreational activities, water safety knowledge and skills and any dangers they may have encountered at the sea.

METHODS

We formulated a questionnaire composed of 18 questions regarding age, gender, level of swimming experience in the sea, level of life saving training, parents swimming skills, participation in recreational water activities and dangers encountered at sea. We surveyed 443 students between the ages of 5-18 years from two different coastal schools in Ireland during the months of April and May 2011.

RESULTS

We found that 80% (n=353) of participants stated that they could swim with over 80% stating they had taken swimming lessons and 85% (n=375) stating that they had participated in sea-related recreational activities. Less than 20% of children in all age groups had completed a life saving course. Recreational water activities were popular among all age groups with the most popular seasports in order of frequency being canoeing, kayaking, surfing and sailing. A total of 40% (n=177) of all the children surveyed reported have felt in danger at the sea with jelly-fish and near drowning incidents being the most common culprits.

CONCLUSION

The sea is a great source of enjoyment and recreation for children the world over. Proper guidelines and resources to enhance safety at sea are an essential part of our quest for optimal global child health.

HYPERNATRAEMIC DEHYDRATION IN NEONATES ADMITTED TOA DISTRICT GENERAL HOSPITAL IN TEH NORTHWEST OF IRELAND

JJ Clarke1, CB Imrie2
1Paediatrics, Southern Health and Social Care Trust, Craigavon, Northern Ireland
2Paediatrics, Western Health and Social Care Trust, Derry, Northern Ireland

AIMS: To identify the incidence, common factors associated with and describe the management of hypernatraemic dehydration in neonates admitted to Altnagelvin Area Hospital, a District General Hospital in the Northwest of Ireland.

METHODS: Blood results of all infants less than 1 month of age admitted to the paediatric ward in Altnagelvin Area Hospital between 1 January 2008 and 31 December 2010 were examined. Infants were included if serum sodium was greater than 145mmol/L. Infants were excluded if they had underlying medical condition.

RESULTS: In a three year period, 17 infants were admitted to Altnagelvin Area Hospital with hypernatraemic dehydration, an incidence of 2.0 per 1,000 live births. 10 (58.8%) of the infants were delivered by medical assistance, compared to overall hospital rate of 44.9%. Mean maternal age was 29.6 years (Range 19 – 38 years), all mothers were non smokers and abstained from alcohol during pregnancy. The average age of the infants on admission were 4.1 days (range 3 – 8 days). Mean sodium on admission was 151 (range 146– 163). 7(41.1%) of the infants were treated with intravenous fluids, mean duration of fluid therapy 30.8hours (Range 10 – 51hours). During rehydration therapy, the average sodium correction was 0.27mmol/hr (0 – 0.84mmol/hr). 11 (68.8%) of the infants were seen by the lactation midwife during their acute admission, however 5 (29.4%) weren’t seen by the lactation midwife. 4(33.3%) of the infants seen by the midwife were not exclusively breastfed on discharge. Of the 16 infants admitted breastfeeding only 9 were breastfeeding on discharge, a reduction of 43.75%.

CONCLUSION: Altnagelvin Area Hospital has a hypernatraemic dehydration rate of 2.0 per 1,000 live births. Instrumental delivery may increase the risk of hypernatraemic dehydration. Many mothers in our cohort of breastfeeding infants admitted with dehydration, bottlefed their infants on discharge from hospital, despite support from the lactation midwife.

THE ROLE OF THE BLOOD GAS MACHINE IN PROVIDING ROUTINE BLOOD RESULTS IN THE NEONATAL UNIT

UMF Robinson1, JJ Clarke1, R Tubman1
1Regional Neonatal Intensive Care Unit, Royal Maternity Service, Belfast

AIM: To measure the accuracy of blood gas machine electrolyte and haemoglobin results, in order to determine if they can be used in clinical practice in the Regional Neonatal Unit (NICU).

METHODS: Arterial or capillary samples were analysed by the NICU blood gas machine with contemporaneous samples sent to the laboratory for routine analysis. 50 blood samples were taken and analysed for sodium, potassium and haemoglobin concentrations. The results obtained by the blood gas machine were compared to the laboratory results for each of the blood parameters using Bland-Altman plots.

RESULTS: The Bland-Altman Plots show the differences between the laboratory and gas machine results were:

Sodium

o95% Limits of Agreement: –4.5 to +4.8

oMean Difference (bias): +0.1

Potassium

o95% Limits of Agreement: –1.34 to +0.87

oMean Difference (bias): –0.24

Haemoglobin – a small sample size was compared to due to high number of unreportable samples

o95% Limits of Agreement: –2.5 to +1.7

oMean Difference (bias): –0. 4

CONCLUSION: Serum sodium and potassium concentrations measured using the NICU blood gas machine are generally very similar to lab values. This significantly reduces the turn-around time for the result, and potentially reduces the cost of frequent laboratory testing in stable babies. Smaller volumes of blood are required for gas machine analysis. Values at the extremes of the range do need to be confirmed by laboratory analysis. Further investigation into the accuracy of the haemoglobin results is required using a larger sample size.
Bland JM, Altman DG. (1986). Statistical Methods for Assessing Agreement between Two Methods of Clinical Measurement. Lancet i, 307-310.

DEVELOPMENT AND EVALUATION OF A WARD-BASED CLINICAL PHARMACY SERVICE ON A NEONATAL INTENSIVE CARE UNIT (NICU)

C Conway1, E Conyard1, R Lynch2, 1Pharmacy Department, Our Lady of Lourdes Hospital, Drogheda, Co Louth, 2Pharmacy Department , Louth County Hospital, Dundalk, Co Louth, Neonatal Intensive Care Unit of Our Lady of Lourdes Hospital, Drogheda, Co Louth 

Background:  Several international documents highlight the benefits of ward based clinical pharmacy services.1-9 The 2007 NPSA document “Safety in doses – Medication incidents in the NHS” indicates that severe medication errors may be three times more common amongst children than in adults.10 Therefore a clinical pharmacy service was piloted on the 16-bedded NICU.

Aims:  To evaluate the clinical significance of interventions made by a pharmacist on “medicines management”2 and assess the perceptions of healthcare professionals.

Objectives: 

1. Literature review

2. Develop a clinical pharmacy Standard Operating Procedure for NICU.

3. Implement a clinical pharmacy service; evaluate clinical significance and level of risk of interventions.

4. Evaluate the perceptions of healthcare professionals on NICU to new service.

5. Recommend on future clinical pharmacy requirements in NICU.

Methods:  The pharmacist attended the NICU to review prescriptions in accordance with a pre-defined SOP over a three month period. Activities were categorised into interventions* and other activities.11 All interventions were assessed by a clinical pharmacist for both clinical significance and level of risk.12,13 A random sample of these interventions was also assessed by a NICU/PICU pharmacist and a consultant neonatologist for validation. An anonymous questionnaire was circulated to healthcare professionals in the NICU to assess their perception of the new service.

Results: 110 patients were reviewed and 73 interventions made; the incidence rate for interventions was 5.4/100 patient care days and 9.1/100 reviewed prescriptions. Dosing errors accounted for 47.9% of all interventions. Over 69% of the interventions were considered significant and 11.1% very significant. The clinicians’ acceptance rate of the interventions was 91.8%. The majority of responders to the questionnaire agreed that the presence of the ward pharmacist improves medication safety and the quality of care.

Conclusion:  The clinical significance of the interventions made demonstrates the requirement for a permanent specialist clinical pharmacist in the NICU.

 

* An intervention was defined as any recommendation made by a pharmacist with the intent to change treatment or monitoring.

References: 1. Review of clinical pharmacy services in Northern Ireland. Department of Health, Social Services & Public Safety; 2001. 2. Audit Commission. A spoonful sugar – medicines management in NHS hospitals [monograph on the internet]. London: Audit Commission; 2001 [cited 2007 Dec 14]. Available from: http://www.audit-commission.gov.uk/Products/NATIONAL-REPORT/E83C8921-6CEA-4b2c-83E7-F08954A80F85/nrspoonfulsugar.pdf 3. Scottish Executive Health Department. The right medicine – A strategy for pharmaceutical care in Scotland [monograph on the internet]. SEHD; 2002 [cited 2008 Feb 14]. Available from: http://www.scotland.gov.uk/Resource/Doc/158742/0043086.pdf 4. Remedies for success. A strategy for Pharmacy in Wales. Welsh Assembly Government; 2002. 5. A Scottish Prescriptions – Managing the use of medicines in hospitals. Audit; Scotland; 2005. 6. Building a safer NHS for patients: Improving medication safety. DoH UK; 2004 Jan. 7. Getting the right start: National Service Framework for Children, Standard for Hospital Service. DoH UK; 2003. 8. Audit Commission. Acute hospital portfolio – Medicines management. London: Audit Commission; 2002. 9. Department of Health & Children. Building a Culture of Patient Safety – Report of the Commission on Patient Safety and Quality Assurance [monograph on the internet]. Dublin: Government of Ireland; 2008 Jul [cited 2008 Oct 17]. Available from http://www.epsqa.ie/publications/pdf/patientsafety.pdf 10. NHS National Patient Safety Agency. The fourth report from the Patient Safety Observatory. Safety in Doses: Medication Safety Incidents in the NHS [monograph on the internet]. 2007 Jun [cited 2008 Feb 14]. Available from: http://www.npsa.uk/nrls/alerts-and-directives/directives-guidance/safety-in-doses/ 11. Barber N, Batty R, Ridout D A. Predicting the rate of physician-accepted interventions by hospital pharmacists in the United Kingdom [report]. Am J Health Sys Pharm 1997 Feb 15; 54:397-405. 12. Eadon H. Assessing the quality of ward pharmacists' intervention. Int J Pharm Pract 1992; 1:145-7. 13. NHS National Patient Safety Agency. A risk matrix for risk managers [monograph on the internet]. 2008 Jan [cited 2010 Aug 13]. Available from: http://www.npsa.uk 
ROUTINE CERVICAL ASSESSMENT AT ANOMALY SCAN MAY REDUCE NOENATAL MORBIDITY AND MORTALITY ASSOCIATED WITH PRETERM BIRTH.

D Crosby1, E McNamee1, S Daly1
1Coombe Women and Infants University Hospital, Hospital, Dublin, Ireland

BACKGROUND

A large meta-analysis suggested that routine transvaginal measurement of the cervix should be performed at anomaly scan. It concluded that vaginal progesterone administration to asymptomatic women with a sonographic short cervix reduces the risk of preterm birth and neonatal morbidity and mortality (1)

METHODS

We reviewed 11 years of data at the Coombe Women and Infant’s University Hospital, Dublin and identified deliveries between 19 and 34 weeks gestation. We reviewed the database for neonatal outcome.

RESULTS:

There were 94,646 singleton pregnancies over 11 years. Of those, 1,775 delivered between 19 and 34 weeks. The mean birth weight was 1,455 grams (SD 668 grams). The mean gestational age was 30.0 weeks (SD 2.3 weeks)

OUTCOMES:

There were 113 neonatal deaths. Of note, 96 were less than 24 weeks gestation. 1,573 neonates were admitted to the special care baby unit (SCBU) or neonatal intensive care unit (NICU). 89 neonates were transferred to the post natal ward.

CONCLUSION:

Consideration should be given to providing an assessment of cervical length as it may reduce the morbidity and mortality associated with preterm birth.
1) Romero R, Nicolaides K, Agudelo AC et al. Vaginal progesterone in women with an asymptomatic sonographic short cervix in the midtrimester decreases preterm delivery and neonatal morbidity: A systematic review and meta-analysis of individual patient data. AJOG December 2011.

CHALLENGES IN MANAGING MOVEMENT DISORDERS SECONDARY TO KERNICTERUS – A 21ST CENTURY PROBLEM

BHA Crowe1, S Tirupathi1, A Livingstone2, CT Lundy1
1Department of Paediatric Neurology and Neurodisability, Royal Belfast Hospital for Sick Children, Belfast, 2Community Paediatrics, Child Development Centre, Antrim, Northern Ireland

AIMS: Movement disorders secondary to kernicterus remain an ongoing problem.1 Individual factors may render infants particularly susceptible to bilirubin neurotoxicity, following even moderate hyperbilirubinaemia.2 Managing resulting motor disorders may be particularly complex. We describe a case illustrating the challenges.

METHODS: A four-year-old girl with severe four-limb dystonia (GMFCS level 5) and profound hearing impairment secondary to kernicterus recently underwent multidisciplinary assessment. History included preterm delivery at 34 weeks’ gestation complicated by twin-to-twin transfusion and moderate jaundice coinciding with hypoalbuminaemia and sepsis. At three years of age she suffered a life-threatening episode of status dystonicus requiring admission to PICU. At assessment she was noted to have severe dystonic posturing of her face and limbs and early knee contractures. She was bradykinetic with little interaction, yet studied her surroundings intently. She was currently taking oral baclofen and diazepam as tone-modifying agents.

RESULTS: A trial of the anticholinergic trihexyphenidyl was commenced aiming to reduce dystonia symptoms. Response was apparent at one month with a reduction in drooling and by four months there was a marked reduction in tone facilitating new purposeful movements in her upper limbs and the ability to smile and interact. She is being slowly weaned off diazepam to prevent withdrawal, as benzodiazepine dependence in such children is recognised.3 Intrathecal baclofen and deep brain stimulation as possible future treatment options are being considered.

CONCLUSION: Managing movement disorders secondary to kernicterus remains particularly challenging in the modern era and may involve the full spectrum of available treatment modalities from oral medication to neurosurgical intervention. Careful consideration of possible treatments, a holistic approach and specialist neurodisability input is required to allow children and families affected by this potentially devastating condition to achieve best possible quality of life.

 

 
1. Maisels, MJ. Neonatal hyperbilirubinaemia and kernicterus – not gone but sometimes forgotten. Early Hum Dev 2009 Nov; 85 (11): 727-32. 2. Hansen, TWR. Prevention of neurodevelopmental sequelae of jaundice in the newborn. Dev Med Child Neurol 2011; 53 (Suppl. 4): 24-28. 3. Fairhurst CBR, Gringras, P. Nitrazepam dependence in severe dystonic cerebral palsy. Dev Med Child Neurol 2012; 54 (Suppl. 1): 82. 
DEVELOPING SERVICES FOR YOUNG ADULTS WITH MOVEMENT DISORDERS – TO TRANSITION AND BEYOND?

BHA Crowe1, J Parkes2, AP Cosgrove3, CM Duffy3, CT Lundy1
1Department of Paediatric Neurology and Neurodisability, Royal Belfast Hospital for Sick Children, Belfast, Northern Ireland
2School of Nursing and Midwifery, Queen's University Belfast, Northern Ireland
3Department of Orthopaedics, Musgrave Park Hospital, Belfast, Northern Ireland

AIMS: There is a lack of cohesion in service provision for young adults with movement disorders. This is a pressing problem, faced by 514 young people aged 12-20 with cerebral palsy in Northern Ireland.1 This report demonstrates the challenges faced by teenagers when looking for a service that will meet their needs.

METHODS: We present a case series of young people with movement disorders who had a recent re-evaluation and change in treatment plan.

RESULTS: A 17-year-old female with left-sided hemiplegia (GMFCS I) had pain and dystonic posturing of her arm when mobilising or completing AS level schoolwork. She underwent targeted botulinum toxin injections and commenced oral trihexyphenidyl with excellent results.

A 14-year-old female with right-sided hemiplegia (GMFCS I) found activities of daily living difficult secondary to an extremely flexed right wrist posture and dystonia. She commenced trihexyphenidyl and received botulinum toxin injections with immediate effect.

A 16-year-old male with right-sided hemiplegia (GMFCS III) had right hip pain causing disturbed sleep and troublesome spasticity in his upper limb. He commenced oral baclofen and underwent botulinum toxin injections which were beneficial.

A 13-year-old male with cerebral palsy (GMFCS V) had painful spasms of his left hip leading to disrupted sleep. Botulinum toxin injections resulted in marked reduction in pain, better sleep and improved quality of life.

A 15-year-old male with cerebral palsy (GMFCS level V) had severe, painful extensor dystonic posturing and could only tolerate his wheelchair for 30 minutes at a time. He commenced trihexyphenidyl and underwent botulinum toxin injections to his erector spinae muscles with positive results.

CONCLUSION: These cases illustrate that re-evaluation of young adults with movement disorders allows individuals to continue to achieve their potential, maximise independence and optimize quality of life. This type of service should be delivered with a multidisciplinary approach ensuring co-ordination between relevant services.

 
1. Parkes, J, Hill, N, Platt, MJ. Northern Ireland Cerebral Palsy Register. Funded by the Public Health Agency, Northern Ireland. 
EVOLVING TRENDS IN THE EARLY RESPIRATORY MANAGEMENT OF PREMATURE INFANTS.
E Crowley1, A Walsh1, PM Filan1
1Department of Neonatology, Cork University Maternity Hospital, Cork, Ireland.

 
Aims: Recent evidence suggests a CPAP orientated approach to respiratory support of premature infants may be as effective as early intubation and prophylactic surfactant1,2. The aims of this study are to 1) investigate if our approach to the early respiratory management in premature infants has changed. 2) describe the current short term (<48 hours old) respiratory management of premature infants in our unit.

Methods: Infants born at CUMH in 2008 and 2011 and with birthweight < 1250 g were included. The neonatal medical record and Badger discharge database were retrospectively reviewed. Clinical demographics and respiratory management in the delivery suite (DS) for both years was recorded. Subsequent management in the first 48 hours was recorded for the 2011 cohort.

Results: Clinical demographics for 2008 (n=58) vs 2011 (n=47) are; median birthweight (g) 1005 (737-1100) vs 995 (860-1145), median gestation (wks) 28 (26-29) vs 27 (26-30), male gender 52% vs 51%. In 2008 31 (53%) infants were intubated in delivery suite and 6 (10%) were intubated and ventilated at less than 48 hours old. In 2011 16 (34%) were intubated in delivery suite and 13 (28%) were ventilated at less than 48 hours old. In subgroup analysis of infants < 1000g; 2008 (n=28) and 2011 (n=24). Of these 19 (68%) and 13 (54%) were intubated in delivery suite in 2008 and 2011 respectively. 2 (7%) and 5 (21%) were subsequently intubated before 48 hours.

Conclusion: Our delivery suite management for infants < 1250g and for the subgroup < 1000g has changed since 2008 with fewer infants intubated in delivery suite. However the percentage of babies ventilated before 48 hours of life has not changed.
1.COIN trial investigators. Nasal CPAP or intubation at birth for very preterm infants. N Engl J Med 2008; 358(7): 700-8. 2.SUPPORT Study Group. Early CPAP vs surfactant in extremely preterm infants. N Engl J Med 2010; 362(21): 1970-9. 
PULMONARY EMBOLISM IN A PAEDIATRIC EMERGENCY DEPARTMENT
E Crowley1, S McCoy1, J Cronin1, S Walsh1, B Nolan2, S Finn3, R O' Sullivan1
1Paediatric Emergency Research Unit (PERU), Department of Emergency Medicine, Our Lady's Children's Hospital Crumlin, Dublin 12, Ireland
2Department of Haematology, Our Lady's Children's Hospital Crumlin, Dublin 12, Ireland
3Deparment of General Paediatrics, Our Lady's Children's Hospital Crumlin, Dublin 12, Ireland

INTRODUCTION
Pulmonary Embolism (PE) is a rare but potentially fatal condition in children. Evaluation of PE is especially challenging in children due to variable presentation with many episodes of PE clinically silent. We present two cases of PE presenting to our department recently.

METHODS
A retrospective review of case notes, radiological reports and laboratory data.

RESULTS
Case 1
A 13 year old male presented with shortness of breath (SOB), cyanosis and weakness. The patient had a previously diagnosed dilated right sided iliac vein. On arrival, O2 saturations were 55% on room air (RA), the patient was tachycardic, tachypnoeic with cool peripheries. Initial blood gas showed a metabolic acidosis. An Ultrasound (US) of pelvis showed a saccular dilatation affecting the majority of the right external iliac vein, containing a 6cm diameter mobile thrombus. CTPA demonstrated extensive bilateral pulmonary emboli. The patient underwent emergency cardiac angiography with injection of Ateplase into right and left pulmonary arteries. Subsequently a caval filter was placed.

Case 2
An 11 year old female presented with 8 days of diarrhoea, progressive lethargy and SOB. There was a past history of anal haemangioma as an infant. Initial O2 saturations were 79% on RA with raised JVP, tachypnoea, tachycardia with marked sternal recession. A single haemangioma (1cm) was noted on her right posterior iliac crest. Initial investigations showed a compensating metabolic acidosis. US of abdomen and pelvis demonstrated a pelvic vascular malformation. CTPA revealed a saddle embolus, occupying approximately 50% of the diameter of the main pulmonary arteries.

Both patients were anticoagulated with heparin and discharged on Warfarin.

CONCLUSION
PE is a rare cause of acute respiratory distress in children. Consider PE as an aetiology in atypical clinical presentation, especially where a child has a background history of vascular malformation.

SLEEP IN THE TERM NEWBORN ADMITTED TO SCBU WITH JAUNDICE
R Crowley, I Korotchikova, G Boylan, CA Ryan
1Department of Neonatology, Cork University Maternity Hosptial, Cork, Ireland

Aims 60% of term babies develop jaundice in the first week of life and many are admitted to the special care baby unit (SCBU) for phototherapy on day 2-3 of life. The absence of sleep wake cycling (SWC) soon after birth has been associated with a poor neurodevelopmental outcome.1 Little is known about EEG patterns of babies with jaundice undergoing phototherapy. The aim of this study was to recruit full term babies admitted to SCBU with jaundice on day 2-3 of life and to compare SWC in this group to a control.2
 

Methods Institutional ethical approval was received. This was a prospective cohort study conducted over a four month period in the SCBU at Cork University Maternity Hospital. Babies undergoing phototherapy on day 2-3 of life who fulfilled the inclusion criteria were noted and consent was sought. Collected data included video-EEG recordings and all relevant demographic information. The total amount of active (AS) and quiet sleep (QS) was calculated in each EEG recording. Data from a previous study on healthy neonates was used for comparative purposes.2 Appropriate statistical analyses were performed.

 

Results Parental consent was sought for 18 candidates and was obtained for 10 babies (55% success rate). The median percentage of time spent in each sleep state in the study group (n=5) was 39% in QS, 48% in AS, 10% in Indeterminate sleep (IS) and 3% in the Awake (Aw) state. The median percentage in the control group (n=29) was 39.6% in QS, 53.1% in AS, 2.5% in IS and 4.8% in Aw state. There are no significant differences in SWC between the group with jaundice and the control group.

 

Conclusion This is a novel, previously unexplored study on sleep wake cycling in babies with jaundice under phototherapy.

 
1. Pezzani C, Radavanyi-Bouvet MF, Relier JP, Monod N; “Neonatal electroencephalography during the first twenty-four hours of life in full-term newborn infants”, Neuropediatrics 1986 17(1): 11-8 2. Korotchikova I, Connolly S, Ryan CA, Murray DM, Temko A, Greene BR, Boylan GB; “EEG in the healthy term newborn within 12 hours of birth”, Clinical Neurophysiology 120 (2009) 1046-1053 
LATE ONSET LISTERIOSIS IN TWIN INFANTS: A RARE PHENOMENON AND A LESSON TO BE LEARNED

S Curry1, J Kearns1, K Dunne1, E Moylett1
1Academic Department of Paediatrics, National University of Ireland, Galway, Ireland

AIM: To describe the clinical case of listeriosis in late preterm twin infants (dichorionic) during the neonatal period. National numbers for human cases of neonatal and adult listeriosis, as reported by the National Salmonella, Shigella and Listeria Reference Lab [NSRL] of Ireland over the past 5 years are also reported.

METHODS: Medical records for twin infants with listeriosis were reviewed and relevant clinical information obtained. Appropriate maternal and formula cultures were performed as indicated. The annual reports for the NSRL at University Hospital Galway were reviewed over a 5 year-period (2006-2010) to highlight all invasive isolates of Listeria monocytogenes including any additional cases of neonatal listeriosis.

RESULTS: A 15-day old female infant (twin 1, corrected gestational age 37 weeks) presented to the Emergency Department accompanied by the GP, acutely unwell, pale, with loose offensive stools and a generalised blanching macular rash. A full septic evaluation was performed, empiric antibiotics were commenced. Within 24 hours L. monocytogenes was isolated from blood and stool cultures. Twin 2 presented 24 hours following the index case; she had a milder clinical illness on presentation, L. monocytogenes isolated from blood and stool cultures. Both infants were successfully treated; cerebrospinal fluid was sterile for both. Maternal stool cultures and culture of infant formula obtained during the acute admission were negative for L. monocytogenes; no placenta, intra- or post-partum maternal culture data available. On review of the NSRL database, 2006-2010 inclusive, 39 human isolates of L. monocytogenes are reported, one placental isolate, with no neonatal isolates.

CONCLUSION: L. monocytogenes is an extremely rare neonatal pathogen. As with group B streptococcus infection affecting twin infants, it is clinically indicated to electively admit and assess the second twin if invasive bacterial infection is diagnosed in one

2011 MEASLES EPIDEMIC: THE CHILDREN'S UNIVERSITY HOSPITAL TEMPLE STREET STORY

 R Dhar1, S Coughlan2, R Cunney3, J Cleary3, C Reilly4, PJ Gavin1
1Infectious Diseases, Children's University Hospital, Dublin, 2National Virus Reference Laboratory , University College Dublin, Dublin, 3Microbiology Departmrnt, Children's University Hospital, Dublin, 
4Microbiology Department, Children's University Hospital, Dublin, 5Infection Control Team, Children's University Hospital, Dublin

Introduction: 
Although substantial progress has been made towards eradication of measles, from late 2009onwards measles virus transmission has increased in the European Region. Such that, measles outbreaks were reported in 36 of 53 European member states in 2011.A similar resurgence of measles cases occurred in Ireland in 2011.

Aim: 
To describe the epidemiology of the 2011 measles epidemic in the Children’s University Hospital (CUH) Temple Street.

Methods: 
Measles cases were identified by retrospective review of data from local microbiology and National Virus Reference Laboratories, Health Protection Surveillance Centre, local infection control surveillance and Emergency Department, from January through December 2011. Measles was diagnosed by standard clinical and/or laboratory Guidelines for Control of Measles in Ireland criteria. Charts were reviewed for additional data.

Results: 
From January through December 2011, 89 children were diagnosed with measles at CUH, Temple Street. Diagnosis was confirmed by serology or PCR in 60 cases. Sixteen children less than one year old, 25 between 1 -2years, 14 between 2-5years and 34 between 5-16years old. Median age of cases, 34 months (range, 3months to 15yrs 9 months). Male to Female ratio, 1.6:1. Seventeen (19%) children were admitted (PICU, 1) and 1 child died. Only 19 (21%) of measles cases were fully vaccinated.

 

Conclusion: Measles continues to be a significant health problem in the community as we fail to reach the target vaccination uptake of 95% in most HSE areas.

A RETROSPECTIVE AUDIT ASSESSING INITIAL MANAGEMENT AND DOCUMENTATION OF CHILDREN PRESENTING WITH GASTROENTERITIS TO A PAEDIATRIC EMERGENCY DEPARTMENT.

C Diskin1, C Martin1, T Bolger1
1Paediatric Emergency Department, Adelaide and Meath Hospital incorporating the National Childrens Hospital, , Tallaght, Dublin, Ireland.

Aims: 
The primary aim was to assess management of children presenting with gastroenteritis to a Paediatric Emergency Department that subsequently required admission. The secondary aim was to review documentation of clinical assessment, decision making and treatment in the clinical record.

Method: Charts were identified using clinical record from June 1st 2011 and one person reviewed 80 
charts. Eight patients were excluded on account of another diagnosis being identified later, presence of a significant co- morbidity or aged less than one month.

Results: 
At triage, all patients had temperature and heart rate recorded in triage, 98% had blood glucose taken and 70% had respiratory rate recorded. Commencement of oral trial was documented in 4% of cases, immediate medical review in 13% and no action documented in 83%.

The most frequent occurring symptom was vomiting; occurring in 97% of patients and 59% reported diarrhoea.

Contact history was documented in five clinical records and travel history in one.

In 46% of cases reviews, no reference was made to any of the following three clinical signs capillary refill time (CRT), respiratory pattern and skin turgor. CRT was not documented in 54%, respiratory rate in 79% and skin turgor in 87%. In 31% of cases there was no documentation of any clinical findings of dehydration and 62% of patients were not classified according to their degree of dehydration. Of those who were classified 58% were mildly dehydrated, 31% moderately dehydrated and 11% severely dehydrated.

Management instigated at initial review included oral fluids (53%), intravenous rehydration (47%). No child received nasogastric fluids. In children continuing oral fluids, expected intake was never documented. Intravenous fluid bolus was given in 15% of cases.

Conclusions: 
Although a limited study, it appears that documentation of clinical process is poorly documented making it difficult to assess management of gastroenteritis.

 

Gastroenteritis, Clinical Practice Guideline, Royal Children's Hospital Melbourne; last accessed online 6th March 2012, 20:48 at http://www.rch.org.au/clinicalguide/cpg.cfm?doc_id=12364
GP LETTERS: GOOD, BAD OR INDIFFERENT?

JM Donnelly1, S Sperstad1, D Slattery1, F Healy1
1Respiratory , Children's University Hospital, Dublin, Ireland

The Respiratory department in Temple St receives over 20 new referrals a week. Letters vary significantly in quality and detail. Triaging of these patients is based entirely on these letters. This is of concern when the waiting time for a new appointment is at 6 months.

Aim To assess the quality of referral letters received, and evaluate if a pro forma sent to GPs would provide more appropriate information for triaging new referrals.

Methods 100 letters which were awaiting an appointment were assessed for 29 data points. These included presence/type of cough, inhaler use, and symptom severity. A pro forma referral letter was then sent to the GP of 65 of the patients. Referrals from consultants were excluded. The letter contained 12 possible points of data to aid in triage including, presence of wheeze, use of inhalers, atopy.

Results 70% of children had  been commenced on inhalers before referral. 13% of children were on 1 inhaler, 35% on two and 18% on three inhalers or medications.61 were prescribed Salbutamol prior to referral. Vaccination history was provided in only 7% of children, allergy history in 23%, and eczema history in 13%.

Within 2 weeks of posting the pro forma letter over 50% of GPs had returned the letter. On average there were 6.89 new points of relevant data in the letter compared with 4.2 points of information on the original letters. The pro forma provided new information on cough in 38%, cough type in 57%. New information on the use of ICS and the presence of wheeze was provided by 40% of letters.

We have found there that the quality of GP referral letters does vary enormously and that the use of a pro forma letter provided more clinically relevant information for the triage of respiratory referrals to our clinic. This is a practice we may utilise in the future.

CF Nutrition. Where are we?

JM Donnelly1, S Sperstad1, F Healy1, D Slattery1
1Children's University Hospital, Temple St, Dublin 1

Background: 
Nutrition plays a vital role in maintaining the health of patients with CF and each of our patients are regularly seen by our dieticians to ensure adequate nutritional intake. International guidelines recommend that all parents with CF have a BMI on or above the 50th centile.

Aim: 
To asses the overall nutritional status of our CF population.

Method: 
Charts of all 86 patients were reviewed and their most recent height weight and BMI recorded. These results were plotted onto a centile chart for the average population. Nutritional supplements was also recorded. Results were then assessed to see what percentage fell into each centile group i.e. >98th centile, > 91st centile etc for height weight and BMI. These results were then compared to international standards for a paediatric population.

Results: 
None of our patients are using NGT nutritional support while 21 [24.4%] have PEG tubes. 44% of patients had a weight great than or equal to the 50th centile. 30% were greater than or equal to the 25th centile. 46.6% of patients had a BMI of greater than or equal to the 50th centile, 29% greater than or equal to the 25th centile. In comparison the average BMI age 5-9 years was 15.9 in 2009 nationally, our current average of 16.4 which shows some improvement. The average BMI in the 10-14 year group however has slightly decreased from 17.8 to 17.2. The most recent data available from the UK is the 2009 annual report which showed that the median BMI centile among children age 2-15 was 51.8.

Conclusion: 
46.6% of patients now have a BMI on the 50th percentile. This reflects similarly with the UK population. There are perhaps changes which can be made to increase the number of our patients who are reaching this nutritional target.

IMPORTANCE OF HANDOVER PRACTICES IN THE PAEDIATRIC UNITS OF NORTHERN IRELAND

C Duncan1, N Lipscomb2
1&2Paediatrics, Erne Hospital, Enniskillen, UK

AIMS

To present national standards for patient handover and to outline a recent audit of handover practices in each paediatric unit in Northern Ireland.

METHODS

Telephone survey of juniors on call for paediatrics in November 2011 to ascertain handover practices using guidelines set out by the BMA Junior Doctors Committee in 2004 as a standard.

RESULTS

The majority of units use a printed patient list to structure their handover. This includes the senior clinician on call & the junior doctors of the night & day teams, and in half of the units, the senior nurse on duty. Most have a dedicated room but only half hold access to a phone or computer with which to access results. Regional & local resources e.g. beds, PICU availability are rarely discussed.

CONCLUSIONS

Following the introduction of EWTD in 2009, doctors have been limited to a 48 hour working week. The impact on training opportunities remains unclear but this has made an appreciable difference to the day to day running of a paediatric department with several different teams looking after the same patient over a 24 hour period. This necessitates effective, efficient handover.

Most units in Northern Ireland follow a similar structured format in a group discussion following a patient list. However facilities appear limited and nursing staff only have input in half of the units. The discussion of the most unstable patients needs to be formalised.

REFERENCES 1.Safe handover, safe patients, Junior Doctors Committee, BMA 2004 2.Perceived impact of EWTD on UK doctors. Bulletin of the Royal College of Surgeons of England Volume 91, Number 4, April 2009 , pp. 132-134 3.The Review into the Impact of the EWTD on Quality of Training (Temple Review), Royal College of Physicians, 2010 

A 3 YEAR AUDIT OF THERAPEUTIC HYPOTHERMIA IN HYPOXIC ISCHAEMIC ENCEPHALOPATHY

S Durnin1, S Mulvany1, I Krebit1, N Al-Assaf1, A Foran1
1Department of Neonatology, Rotunda Hospital, Dublin, Ireland

Introduction
Hypoxic ischaemic encephalopathy (HIE) is from a perinatal hypoxic insult causing cerebral ischaemia. HIE is associated with an increased risk of death or poor neurodevelopmental outcome. Therapeutic hypothermia is currently the only therapy available. Studies involving over 1,000 infants have demonstrate that hypothermia reduces the risk of death and cerebral palsy and is most beneficial to moderate HIE 1-4.

Aim
To audit adherence to clinical guidelines in the management of hypoxic ischaemic encephalopathy5.

Methods
A retrospective chart review of cases involving therapeutic hypothermia in the Rotunda Hospital from 1/1/09 until 31/12/11. Information collected included: length to onset of cooling, duration in target temperature, speed of rewarming and clinical outcomes.

Results
21 neonates born at a median of 40 weeks gestation and weighing a median of 3.5kg were cooled. Cooling was started at a median of 4.2 hours after birth and median rewarming was 13 hours. Three neonates were rewarmed in less than 12 hours. Seven neonates had severe HIE, three of whom died and the other four had abnormal MRI’s. Fourteen neonates had moderate HIE, all survived and five had abnormal MRI’s. 28% of the temperature recordings were not within range which was on average was outside of the target temperature for 20 hourly checks during the 72 hour cooling period.

Conclusion
Therapeutic hypothermia is complying with the correct inclusion criteria. Stricter adherence to temperature control is required during cooling with gradual rewarming (≥12hrs). To improve compliance, servo controlled mattresses are being introduced and educational sessions highlighting the importance of gradual rewarming and strict temperature control will be implemented. We hope to compile data with the National Maternity Hospital and the Coombe Hospital in the coming months, ideally to expand to a national audit of therapeutic hypothermia. The Rotunda Hospital will be re-audited in 6-12 months to evaluate the impact of the changes advocated in this audit.

1. Moderate hypothermia in neonatal encephalopathy: efficacy outcomes. Eicher D, Wagner C, Katikaneni L, Hulsey T, Bass W & Kaufman D. Pediatric Neurology 32, 11-17, Jan 2005 2. Whole-Body Hypothermia for Neonates with Hypoxic–Ischemic Encephalopathy. Shankaran, Laptook, Ehrenkranz, Tyson et al (NICHD). N Engl J Med; 353:1574-1584, Oct 2005 3. The TOBY Study. Whole body hypothermia for the treatment of perinatal asphyxial encephalopathy: A randomised controlled trial. Azzopardi D, Brocklehurst P, Edwards D, Halliday H & Levene M. BMC Pediatrics, 8:17, Apr 2008 4. Selective head cooling with mild systemic hypothermia after neonatal encephalopathy: multicentre randomised trial. Gluckman P, Wyatt J, Azzopardi D, Ballard R, Edwards A, Ferriero D et al. (CoolCap Study Group). Lancet 365:9460 Pg 663-670, Feb 2005 5. Hypothermia and perinatal asphyxia: Executive summary of the National Institute of Child Health and Human Development workshop. Higgins R, Raju T, Perlman A et al. J Pediatr, 148:170-5, Feb 2006
CLINICAL AUDIT ON THE MANAGEMENT OF ACUTE EXACERBATION OF ASTHMA IN CHILDREN AGED 2 YEARS AND OLDER

M Eltayeb1, S Elkashif2, A Altaib3
1,2&3Paediatrics Department, Letterkenny General Hospital, Letterkenny, Co Donegal
 

Objective: 
to establish if the management of children over 2 years admitted with acute exacerbation of asthma is adhering to the British National clinical guideline on the management of acute exacerbation of asthma (BTS).

Methods: 
we carried out a retrospective study between November 2010 and March 2011.Total of 31 children was included.

Results: Severity of asthma was not recorded at all; PEF measurement was attempted in 12.9% of the children.96.6% children received inhaled β2 agonist via a nebulizer. 41.6% of those who receive oral steroid did so after more than 2 hours .36.3% of those who received oral steroid in hospital did not receive the recommended dose. Aspects of discharge planning: inhaler technique was documented as checked in 13(41.9%), written action plan provided was documented only in 1(3.2%).

Conclusion: the following weakness were found: failure to determine severity of asthma, PEF rate was rarely used, inhaled β2 agonist via PMDI +spacer should have been used instead of a nebulizer as most of children had mild to moderate asthma. Also delay, inappropriate dose of oral steroid and poor discharge planning were noted. Re audit will be performed following advice of more adherences to the BTS guideline.

 

 

British guideline on the management of acute exacerbation of asthma.
REVIEW OF REFERRALS TO A TERTIARY NEONATAL OUTPATIENT DEPARTMENT OVER A ONE MONTH PERIOD

D Finn, R Haydar
1Neonatology, Coombe Women and Infants University Hospital, Dublin, Ireland

Aims:

The Coombe Women and Infants University Hospital is one of the largest providers of women and infant health care in the Republic of Ireland. There are approximately 9,000 births every year. The baby clinic provides daily clinics staffed by senior house officers and neonatal nurses. Along with planned appointments arranged at discharge for some newborns the clinic provides a 'drop in' service for babies born in the hospital up until 6 weeks of age. 'Drop ins' may be self referrals or referred by General Practitioners or Public Health Nurses. Our aim was to ascertain the numbers attending the clinic, who was referring the patients and the reasons for their referrals.

Methods:

A record was kept of all those attending the clinic between 4th October 2011 and 4th November 2011 (23 clinic days). A chart review was carried out at a later date.

Results:

During this period 438 babies were seen in clinic. 272 were booked appointments and 166 were 'drop ins'.
Of the booked appointments 236 were analysed. 134 were 6 week checks, 49 bloods, 18 term checks on premature babies, 7 two week follow up of premature babies, 11 were GP referrals and 17 were being followed up for feeding issues.

Of the 'drop ins' 133 were analysed. 96 were self referrals. 42 were referred by Public Health Nurses and 7 were referred by GPs. The most common referrals were feeding issues (28), weight loss/ suboptimal weight gain (15) and jaundice (17).

Conclusion:

438 babies were seen in the Coombe Baby Clinic in a one month period. A large number of those were seen without pre arranged appointments. If guidelines were devised for General Practitioner and Public Health Nurse referrals a greater number could be seen in pre arranged appointments which would benefit patients and baby clinic staff alike.

 

BILATERAL TOTAL PARENTERAL NUTRITION PLEURAL EFFUSIONS IN A 5-WEEK-OLD MALE

C Flannigan1, T Bourke1, K Keown1, M Terris1
1Paediatric Intensive Care Unit, Royal Belfast Hospital for Sick Children, Belfast, Northern Ireland

Case Presentation: A five-week-old male infant was admitted to the paediatric intensive care unit with small bowel obstruction secondary to an inguinal hernia. His post-operative course was complicated by suspected migration of his left internal jugular central venous catheter into branches of the inferior thyroid artery and mediastinum. This resulted in bilateral pleural effusions which were biochemically and visually similar to the total parenteral nutrition (TPN) he was receiving. After drainage of the pleural effusions he made an uneventful recovery.

 

Discusssion: In this patient, bilateral pleural effusions occurred several days after TPN was commenced via this left internal jugular venous line. The demonstration of contrast within small arterial vessels on the linogram suggests that at least one lumen of the catheter had migrated into a minor artery. We suspect that this tip migration also allowed fluid to pass into the mediastinum and from there into both pleural cavities. Mediastinal widening preceding hydrothorax has been reported in this context indicating that communication between the right and left pleural spaces is possible.1
An important differential in this case was bilateral chylothoraces, due to thoracic duct injury during the surgical procedure. Triglycerides are present in both TPN and chyle and therefore cannot reliably differentiate between the two.2 Biochemical analysis of the pleural fluid must be conducted to compare the electrolyte and glucose profile with the fluid being infused. Chylothorax can be confirmed by the presence of chylomicrons with high levels of triglycerides and the absence of large quantities of glucose or electrolytes.2 A ratio of pleural fluid glucose to serum glucose of >1 suggests that the effusion may be caused by the infusion fluid.1
1. P Duntley, J Siever, M L Korwes, K Harpel and J E Heffner. Vascular erosion by central venous catheters. Clinical features and outcome. Chest 1992;101:1633-1638 2. Wolthuis A, Landewé RBM, Theunissen PHMH, Westerhuis LWJJM. Chylothorax or leakage of total parenteral nutrition? Eur Respir J 1998; 12:1233–1235 
A FOUR YEAR REVIEW OF PATIENTS ADMITTED TO PAEDIATRIC INTENSIVE CARE IN NORTHERN IRELAND WITH MENINGOCOCCAL SEPTICAEMIA: PICU CARE 

C Flannigan1, T Bourke1, K Keown1, M Terris1
1Paediatric Intensive Care Unit, Royal Belfast Hospital for Sick Children, Belfast, Northern Ireland

Aims: To assess the care delivered to critically ill children with meningococcal septicaemia in Northern Ireland.

 

Methods: All patients admitted to PICU in Northern Ireland with meningococcal septicaemia between 19/9/08 and 11/7/11 were identified via departmental discharge records and their medical notes were analysed.

 

Results: 1116 patients were admitted to PICU during the review period of whom 18 had meningococcal septicaemia. Predicted mortality on admission was 8.1% [calculated using the Paediatric Index of Mortality 2 (PIM2) score].This was similar to the actual mortality of 11.1%. The mean length of admission was 3.2 days (range 1 - 7 days) and the mean duration of ventilation was 2.2 days (range 0 - 5 days). Seven patients required further fluid resuscitation after admission to PICU (59% as 0.9% saline and 31% as 4.5% albumin). 11 patients required blood products. Eight patients were not shocked, four patients had cold shock with normal or high blood pressure, three patients had cold shock with low blood pressure and three patients had warm shock. Vasoactive agents were generally used in keeping with published guidelines. Central venous pressure (CVP) was monitored in 81.3% of patients with a central line. Echocardiogram was performed in only two patients. The use of mixed central venous oxygen saturation (ScvO2), pulse pressure variation, passive leg raising, IVC ultrasound or lactate clearance was not documented in any patient. Steroids were only administered to one patient with inotrope resistant shock although there were other cases where it may have been appropriate.

 

Conclusion: Tools to assess volume status, cardiac function and cardiac output are not being used to their full potential in our unit. We plan to develop a check list to be used in conjunction with current guidelines to prompt increased use of these valuable tools in guiding resuscitation in severe meningococcal disease.

ARE CHILDREN WITH SEVERE MENINGOCOCCAL DISEASE ADEQUATELY RESUSCITATED BEFORE ADMISSION TO PICU? A REVIEW OF FOUR YEARS EXPERIENCE IN NORTHERN IRELAND

T Bourke1, C Flannigan1, K Keown1, M Terris1
1Paediatric Intensive Care Unit, Royal Belfast Hospital for Sick Children, Belfast, Northern Ireland

Aims: To assess the care delivered to children with severe meningococcal disease prior to admission to Paediatric Intensive Care.

 

Methods: We conducted a retrospective review of all children with meningococcal disease admitted to PICU at the Royal Belfast Hospital for Sick Children between 19/09/08 and 11/07/11.

 

Results: 1116 patients were admitted to PICU during the review period of whom 18 had meningococcal disease. Their median age was 12 months (range five months to eight years). 13 had septicaemia and five had both septicaemia and meningitis. 13 were transferred from a district general hospital while five were admitted directly from the emergency department. 15 patients were intubated and ventilated prior to admission. All 18 had peripheral access, one had intraosseous access, two had central access and six had arterial access. Patients received a mean volume of 49 ml/kg (range 20 - 80ml/kg) of fluid resuscitation prior to admission (97% as 0.9% saline and 3% as 4.5% albumin). Eight patients required vasoactive drugs prior to admission with two of these requiring two agents. Of the 10 patients who did not receive inotropic support, three had received more than 40 ml/Kg and seven required intubation. All patients received appropriate antibiotics. Eight patients haematology and four patients biochemistry results were not checked/available prior to transfer. Two patients did not have a calcium or magnesium level sent and a further two patients had documented low levels that were not replaced.

 

Conclusion: Initial fluid resuscitation and antibiotic administration was appropriate in all cases. There was inconsistency in subsequent fluid and inotrope administration. There was inadequate management of electrolyte disturbances in a number of cases. To improve compliance we plan to provide feedback to the local teams and to develop a pre-transfer check list to be used in conjunction with current guidelines.
NEONATAL BLOOD TRANSFUSION – CAN WE MAKE IT SAFER?

LA Funston1, M Hogan2
1Paediatric department, Craigavon Area Hospital, Craigavon, Northern Ireland

 

Aim

Blood transfusion policies are changing and practice differs across neonatal units. Due to increasing transfusion errors highlighted by SHOT it is essential to ensure safety when administering blood products. This is important for preterm babies as many require blood transfusions in the neonatal period. A specific blood transfusion booklet was designed and implemented in the Southern Health and Social Care Trust in 2010 for babies less than four months of age. This had the aim of providing a more standardised approach to blood transfusion documentation, highlighting areas such as indication for blood transfusion, consent and was the desired outcome achieved. Our aim with this audit was to assess how well the blood booklet was being completed and identify areas for improvement.

 

Method

A retrospective audit of the completion of the blood transfusion booklet within the neonatal unit in Craigavon Area Hospital was carried out. This was for all blood transfusions between October and December 2010.

 

Results

A total of 11 transfusion episodes were included. This highlighted a need to improve the prescribing of blood products so the prescription chart was revised to include a column for volume and duration of transfusion in mls/hour. It also indicated a need to formally document whether the desired outcome as a result of blood transfusion was being achieved.

 

Conclusion

Blood transfusions are potentially hazardous and therefore it is important that blood transfusion practice is as safe as possible. Having a specific blood transfusion booklet for neonatal blood transfusions provides a readily available record of blood transfusions given and a standardised approach with clear indications for transfusion, documentation of consent, guidance for prescribing blood products and a reminder to assess whether the transfusion has had the desired effect. Our hope is that this will consequently result in safer blood transfusion practice.

 

USE OF EMERGENCY BLOOD IN THE NICU OVER A 5-YEAR PERIOD (2007-2011)

 C Gaffney1, N Mc Callion1
1NICU, Rotunda, Dublin, Ireland
2NICU, Rotunda, Dublin, Ireland

BACKGROUND: 
Blood transfusion is a critical and important element of neonatal intensive care medicine. Currently, most red blood cell transfusions involve small-volume or “top-up” transfusions which are given to mainly preterm infants for anaemia secondary to repeated phlebotomy or cardiorespiratory instability. Occasionally cases of acute blood loss require use of emergency blood for rapid transfusion.

AIMS: 
To investigate the use of emergency O Rhesus negative blood in the NICU in the Rotunda over a 5-year period (2007-2011) and look at:

(a) Indications for use

(b) Type of blood used

(c) Volumes infused

(d) Adherence to existing hospital guidelineS.

METHODS: 
Retrospective chart reviews and analysis of blood transfusion laboratory records over a 5-year period (2007-2011) in the Rotunda. Data collected on infant demographics, indications for emergency blood use, type and volume of blood product used and any associated adverse events.

RESULTS: 
23 infants received emergency blood in the NICU over the 5-year period. All infants received plasma reduced red cells in CPDA additive solution aged 5 days old or less The most common indication for use of emergency blood was shock/acute blood loss. Other indications included pulmonary haemorrhage, TTTS, exchange transfusion and anaemia. 13/23 (56%) of infants received emergency blood on day of life (DoL)1. 15/23 (65%) of infants received volume expanders prior to transfusion. All cases used appropriate blood volume doses as per the guidelines.

CONCLUSIONS: 
Use of emergency O Rhesus negative blood while not a common occurrence in the NICU can be an important element of neonatal resuscitation. In the cases of hyperbilirubinaemia and severe TTTS it is a life-saving measure. It is important to consider the risks associated with uncrossmatched red cells and that they should only be administered in an emergency situation. This audit shows that existing hospital guidelines are serving well to facilitate good transfusion practice.

 

 

Neonatal Transfusion Practice. N A Murray, I A G Roberts. Arch Dis ChildFetal Neonatal Ed 2004;89:F101-F107. Transfusion of Blood Components to Infants under Four Months: Review and Guidelines. JM O'Riordan, J Fitzgerald, OP Smith, J Bonnar, WA Gorman for the National Blood Users Group . IMJ Supplement June 2007 Volume 100 number 6. Neonatal Administration & Transfusion of Specific Blood/Blood Components. Rotunda Hospital Guideline. Issued 19th October 2011
Tuberous Sclerosis A Rare Presentation of Neonatal Seizure

K Gorman1, A Bouldin1, N Al-Assaf1
1Neonatal Intensive Care Unit, Rotunda Hospital, Dublin, Ireland

 

Introduction

Tuberous sclerosis is a multi-system neurocutaneous disorder, manifesting during infancy and childhood. However, it is not well described in neonates.

 

Aim

To highlight a case of tuberous sclerosis which presented as seizures in the neonatal period.

 

Method

A female infant was born by SVD at 37+4 weeks gestation. Her mother was a 23 year old primagravid. During the pregnancy, the mother smoked 30 cigarettes and 3-4 bags of heroin a day and diazepam. The baby was admitted to the Special Care Baby Unit at 45 hours of life for treatment of neonatal abstinence syndrome with no clinical signs of seizures. She was treated for 11 days on a reducing dose of Oramorph.

 

She presented to Paediatric Outpatient at 11 ½ weeks with a 10 week history of right sided twitching of face, arm and leg. These episodes were occurring on a daily basis, lasting 1-2 minutes. The mother denied any family history of seizures or metabolic disorders although she was not in contact with the father.

 

Cranial ultrasound revealed abnormal subcortical white matter and left lentiform nucleus focus of echogenicity. EEG was mildly abnormal with broad sharp waves bilaterally. MRI Brain showed periventricular nodules and cortical hypointensity suggestive of tubers. A Woods lamp exam showed hypopigmented patches on the back. The mother noted similar lesions on the father. Furthermore, she divulged that he had seizures and was taking seizure medication.

 

In view of the findings and the newly revealed family history, a diagnosis of tuberous sclerosis was made.

 

Conclusion

The age-dependent appearance of the most characteristic stigmata of tuberous sclerosis limits the usefulness for the diagnosis in the neonate. Therefore, it is important to remember tuberous sclerosis as a rare cause of neonatal seizures.
Late Onset Sepsis in premature infants. Who got it right?

K Gorman1, M Dominguez1, C Kirkham1, N Mc Callion1, 2
1Neonatal Intensive Care Unit, Department of Paediatrics, Rotunda Hospital, Dublin 
2Royal College of Surgeons in Ireland

Aim:

To prospectively assess staff prediction of culture positivity at the time of septic screen in VLBW infants suspected of having late onset sepsis.

Introduction

Premature infants are at risk of late onset sepsis occurring after the first 5 days of life. The diagnosis of infection in preterm infants is difficult, because of the non-specific presentation and the lack of early accurate diagnostic tests Best practice is to stop antibiotics at 48 hours where blood cultures are negative. In practice, staff clinical impressions at the time of septic screen may modify the duration of antibiotics even when blood cultures are negative.

Methods

This was a prospective study involving anonymous staff questionnaires filled out by both nursing and medical staff at the time of septic screens performed for suspected late onset sepsis in the NICU of Rotunda Maternity Hospital, Dublin from October 2009 to 2010. Eligibility criteria was defined as premature infants (< 34 weeks gestation) and > 5 days old undergoing septic work up due to suspicion of infection.. Staff opinion on the likelihood of positive BC was correlated with laboratory results and treatment course.

Results

Total of 60 surveys collected in the twelve month period. Information is available from 56 septic work ups carried out on 37 infants during twelve month period on infants who fulfilled the criteria. There was no difference between doctors and nurses with regard predicting blood culture results, both positive and negative cultures.

Conclusion

Staff opinion at the time of late onset septic work up was moderately predictive of blood culture results. There was no difference between nursing and medical staff prediction of blood culture result. Contrary to expectations, antibiotic duration is predominantly determined by blood culture rather than by initial impressions by staff.
NICOTINE POISONING: POTENTIALLY FATAL WITH A CLASSIC PROFILE
A Grewal, N Flanagan, C Gaston
1Paediatrics, Ulster Hospital, Dundonald, Northern Ireland

Background:

From 2006 to 2008, the American Association of Poison Control Centers (AAPCC) reported nearly 14,000 injuries caused by tobacco products among children, most of these exposures (90%) were due to the ingestion of cigarettes or cigarette butts.1  Yet, the knowledge that a child who has eaten a part or whole of a cigarette can be at grave risk, does not seem to have reached the general public. We would like to present this case to raise professional and public awareness of the serious nature of nicotine poisoning.

Case Report:

We present the case of a 1 year old infant who attended the Emergency Department (ED) with acute cardiorespiratory compromise with apnoea and shock. History was unremarkable and parents denied intake of a noxious agent. Initial management covered sepsis but then excluded an acute surgical abdomen as he developed bilious vomiting, a distended abdomen and decreased bowel sounds. Blood tests were normal including blood glucose and venous gas. Symptoms resolved suddenly after 4 hours of presentation with supportive treatment only. The infant was observed overnight and remained clinically well.  The next day parents asked ‘Could this have anything to do with the cigarette butt he ate?’ An immediate search of toxbase suggested that the clinical findings matched nicotine toxicity. An extra blood sample taken at the initial resuscitation showed high Nicotine and Cotinine levels confirming the diagnosis of acute nicotine poisoning.

Take home messages:

1. Good clinical practice is to keep following APLS guidelines for a resuscitation even if the underlying cause is not known.

2. When the clinical findings don’t fit- Retake the history. “Keep an open mind”.

3. In acute unexplained illness, preserve extra samples for toxicology screen.

4. Be aware- Cigarette ingestion can be fatal in a child!
1.Bronstein AC, Spyker DA, Cantilena LR Jr., et al. 2007 Annual Report of the American Association of Poison Control Centers' National Poison Data System (NPDS): 25th Annual Report. Clin Toxicol (Phila). 2008;46(10):927–1057)

 

SUBSTANCE ABUSE AMONGST ADOLESCENTS IN MODERN SUBURBAN IRELAND

C. Halbgewachs1, H. Ismail1, K. Purewal1, S. Culkin1, V. Sands1, Z. Al Hadad1, E. Barrett2, A.M. Murphy3, E. Edna Roche3
1Department of Paediatrics, School of Medicine, Trinity College Dublin, Dublin, Ireland
2Department of Child Psychiatry, Adelaide and Meath Hospital, Trinity College Dublin, Dublin, Ireland
3Department of Paediatrics, National Children's Hospital, Trinity College Dublin, Dublin, Ireland

Introduction

The substances known to be abused by teenagers include alcohol, cannabis, inhalants, sedatives and other illicit drugs. The European School Survey Project on Alcohol and Other Drugs (ESPAD) suggests that alcohol abuse in particular is a bigger problem in Ireland compared to both Europe and USA.

Purpose

The aim of our study was to determine the prevalence and type of substances being abused by contemporary Irish adolescents and to explore the options available for combating this problem.

Materials and Methods

A CRAFFT questionnaire, validated and specifically designed as a screening tool for substance abuse in adolescents was administered to all patients aged between 10 and 16 years (parental consent permitting) admitted to a busy general paediatric hospital for any reason over a 7 day period in January 2011. A random selection of 24 charts of Irish children admitted to the same paediatric hospital because of substance abuse issues over the 12 month period of 2009 were reviewed and the following data recorded; type of substances abused, frequency of substance abuse, method of access to the substance and presence of substance abuse risk factors.

Results/ Conclusion

The results from the CRAFFT questionnaire showed that out of the 33(16 female, 14 male) adolescents surveyed, 2(6%) reported scores that suggested a potential substance abuse problem. From our chart reviews we found that the two most common substances abused are alcohol (46%) and cannabis (17%). The most commonly combined drugs are alcohol (86%) and cannabis (57%). The majority of patients receive the substances from their home/family (43%) or friends (48%). Furthermore, the presence of substance abusing risk factors (78%) in patients outweighed their absence (22%). Prevention of adolescent substance abuse should involve targeting risk factors on an individual and environmental level.

VARICELLA ZOSTER INFECTION COMPLICATED BY MENINGOCOCCAL SEPSIS, MENINGOCOCCAL MENINGITIS AND SUBDURAL COLLECTION, A CASE REPORT

TIY HASSAN, B JAMAL, I AHMED
1Paediatrics Department, Midwestern regional hospital, Limerick, Ireland

Aims: 
To highlight the possible and potentially fatal complications of varicella zoster viral (VZV) infection.

Method: 
We report the first case in the literature of chicken VZV infection by meningococcal septicaemia, meningococcal meningitis and a subdural collection.

Results: 
A 3 month old, previously well and developmentally normal male child presented with skin 
rash following contact with varicella zoster infection. His initial inflammatory markers were high. His blood culture grew Nisseria Meningitidis for which he was treated with intravenous antibiotic. As he continued to spike temperature; a lumbar puncture was performed. This showed a picture consistent with bacterial meningitis. CSF PCR was positive for N. Meningitidis as well as for VZV. On day 7 of admission he developed generalized seizures which was found to be secondary to bilateral subdural collection. He was assessed at 10 month of age and found to have no residual disabilities. Chicken Pox complicated by meningococcal sepsis and meningitis is well reported in the literature; however we found no report with all these complications in a single patient.

Conclusion:

Although mostly mild illness, clinicians should be aware with the possible fatal complications of VZV infection.

 

1. Travaglini et al ; varicella zoster viral infection complicated by Nisseria Meningitidis bacteremea in two children Euro J Pediatr (2001) 160: 399-403. 2. Young LS et al; a simultaneous outbreak of meningococcal and influenza infections N Eng J Med 287: 5-9) 3. Danchaivijitr N, Miravet E, Saunders DE, Cox T, Ganesan V.; Post-varicella intracranial haemorrhage in a child Dev Med Child Neurol. 2006 Feb;48(2):139-42. 4. Marcus KA, Halbertsma FJ, Ten WE; Fatal intracerebral hemorrhage caused by varicella-induced thrombocytopenia Pediatr Infect Dis J. 2007 Nov;26 (11):1075,. 5. Carmen E. et al; Haemorrhagic Varicella; Phil J Microbiol Infect Dis 1988; 17(2):64-65 6. Ulloa-Gutierrez R, Dobson S, Forbes J.,Pediatrics. 2005 Jan;115(1):e112-4.Group A streptococcal subdural empyema as a complication of varicella. 
INTRAVENOUS BETA2 AGONIST, AMINOPHYLLINE OR MAGNESIUM SULPHATE; WHAT IS THE BEST SECOND LINE TREATMENT FOR ACUTE SEVERE ASTHMA IN CHILDREN??

A REVIEW OF EVIDENCE

TIY Hassan1, A Gandhi2, 1Paediatrics SpR, Paediatrics Department, Midwestern regional hospital, Limerick, 2Consultant Paediatrcian, Good Hope Hospial,Heart of England NHS Trust, Birmingham ,U.K

Aims: To answer the question, in children with acute severe asthma, what is the best second line treatment; intravenous beta2 agonist, Aminophylline or Magnesium Sulphate, (MgSo4).

Methods: A literature review using the words: Aminophylline/Salbutamol, Magnesium Sulphate/ Asthma and child done looking at the Cochrane library and clinical databases (MEDLINE, EMBASE, CINAHL, AMED, BNI).

Results: Fourteen articles were found of which 4 were relevant. The first a randomised control trial (RCT) compared IV MgSo4, Terbutaline and Aminophylline in acute severe asthma (Table 1). The authors used improvement in clinical Asthma severity score (CASS) as a measure of response to treatment. They found that MgSo4 is superior with best response and least side effects.

The second study, a RCT, compared a single bolus of Salbutamol to a continuous Aminophylline infusion. No significant difference between the two groups was found over the first two hours; however the Aminophylline group had a shorter hospital stay.

A third paper studied if the addition of intravenous terbutaline provides any clinical benefit as a second treatment in acute severe asthma. Again CASS was used as outcome measure. No statistical significance between the two groups was found although outcome measures revealed a trend toward improvement in the terbutaline group.

A Cochrane review looking for the usefulness of Aminophylline in acute severe asthma found that the addition of intravenous Aminophylline to beta2-agonists improves lung function within 6 hours of treatment. However they found no apparent reduction length of hospital stay.

Conclusion: There is evidence of the effectiveness of the different second line treatments but limited evidence that one is superior to other. A single study suggests MgSo4 as the most effective. Large well designed trials are needed to accurately answer this question. Till then any of the three treatments can be used depending on individual unit experience and preference.
Table 1

	  
	Terbutaline
	Aminophylline
	Magnesium Sulphate

	Mode of delivery
	IV Bolus ( single dose)
	IV bolus plus maintenance
	IV Slow infusion

	Setting
	HDU/ICU
	HDU/ICU
	HDU/Ward

	Monitoring
	ECG/ Electrolytes HR/RR/O2 Sat
	ECG/Electrolytes HR/RR/O2 Sat
	HR/RR/BP/O2 sat

	Electrolyte monitoring
	twice daily
	Twice daily
	Not required

	Ages 
	1 month – 18 years
	not licensed under 6 months
	Not licensed under 2 years


 

	Author
	ages
	Aims
	Study
	Outcome measures
	conclusion

	Singhi S et al(7)
	1-12 years
	Comparison Aminophylline Vs Mg O4 Vs Terbutaline
	Prospective study involving 100 subjects
	Improvement of Clinical Asthma severity score, least side effects
	Mg SP4 was more effective than terbutaline and Aminophylline in treating patients with acute severe asthma  unresponsive to standard first line treatment.

	Roberts G et al(8)
	1-16 years 
1999 and 2001 from DGHs in the  (U.K)
	IV Salbutamol bolus Vs Aminophylline infusion
	randomised

double blind study, 44 subjects
	Improvement of CASS, Least side effects
	no significant difference in the effectiveness of a bolus of salbutamol and an

aminophylline infusion in the first 2 hours of treatment. Overall, the aminophylline

infusion was superior as it significantly reduced the length of stay in hospital.

	Bogie AL (9) et al
	1-17 years old boys 
	intravenous Terbutaline Vs Intravenous Normal saline
	Randomized double blind study,49 subjects were enrolled
	Improvement of CASS, LOS in hospital and least duration of nebulized Salbutamol
	 


 Table 2 

References

1. Parr JR et al; A survey of consultant practice: intravenous salbutamol or aminophylline for acute severe childhood asthma and awareness of potential hypokalaemia European Journal of Pediatrics, May 2006, vol./is. 165/5(323-5), 0340-6199;0340-6199

(2006 May), 2. F E Babl, Paediatric acute asthma management in Australia and New Zealand: practice patterns in the context of clinical practice guidelines, Arch Dis Child 2008;93:307–312.   doi:10.1136/adc.2007.125062, 3. BTS/SIGN guidelines accessed 28/6/2011. http://www.brit-thoracic.org.uk/Portals/0/Clinical%20Information/Asthma/Guidelines/sign101%20June%202011.pdf. 75-76, 4. MitraA ,Minerva Pediatrica, August 2003, vol/is. 55/4(369-75), 0026-4946;0026-4946 (2003 Aug), 5. Strauss RE et al, Pediatrics, February 1994, vol./is. 93/2(205-10), 0031-4005;0031-4005 (1994 Feb), 6. Glover ML; Machado C; Totapally BR, Journal of Critical Care, December 2002, vol./is. 17/4(255-8), 0883-9441;0883-9441(2002 Dec), 7. Singhi S.;Bansal A.; Chopra K.; Grover S,  Pediatric Critical Care Medicine, May 2011, vol./is. 12/3 SUPPL. 1(A1), 1529-7535(May 2011), 8. Roberts G et al, Thorax, April 2003, vol./is. 58/4(306-10), 0040-6376;0040-6376 (2003 Apr), 9. Bogie AL; Towne D; Luckett PM; Abramo TJ; Wiebe RA, Pediatric Emergency Care, 01 June 2007, vol./is. 23/6(355-361), 07495161, 10.Mitra A; Bassler D; Goodman K; Lasserson TJ; Ducharme FM, Cochrane Database of Systematic Reviews, 2005, vol./is. /2(CD001276), 1361-6137;1469-493X (2005), References 1. Parr JR et al; A survey of consultant practice: intravenous salbutamol or aminophylline for acute severe childhood asthma and awareness of potential hypokalaemia European Journal of Pediatrics, May 2006, vol./is. 165/5(323-5), 0340-6199;0340-6199 (2006 May) 2. F E Babl, Paediatric acute asthma management in Australia and New Zealand: practice patterns in the context of clinical practice guidelines, Arch Dis Child 2008;93:307–312. doi:10.1136/adc.2007.125062 3. BTS/SIGN guidelines accessed 28/6/2011. http://www.brit-thoracic.org.uk/Portals/0/Clinical%20Information/Asthma/Guidelines/sign101%20June%202011.pdf. 75-76 4. MitraA ,Minerva Pediatrica, August 2003, vol/is. 55/4(369-75), 0026-4946;0026-4946 (2003 Aug) 5. Strauss RE et al, Pediatrics, February 1994, vol./is. 93/2(205-10), 0031-4005;0031-4005 (1994 Feb) 6. Glover ML; Machado C; Totapally BR, Journal of Critical Care, December 2002, vol./is. 17/4(255-8), 0883-9441;0883-9441(2002 Dec) 7. Singhi S.;Bansal A.; Chopra K.; Grover S, Pediatric Critical Care Medicine, May 2011, vol./is. 12/3 SUPPL. 1(A1), 1529-7535(May 2011) 8. Roberts G et al, Thorax, April 2003, vol./is. 58/4(306-10), 0040-6376;0040-6376 (2003 Apr) 9. Bogie AL; Towne D; Luckett PM; Abramo TJ; Wiebe RA, Pediatric Emergency Care, 01 June 2007, vol./is. 23/6(355-361), 07495161 10.Mitra A; Bassler D; Goodman K; Lasserson TJ; Ducharme FM, Cochrane Database of Systematic Reviews, 2005, vol./is. /2(CD001276), 1361-6137;1469-493X (2005) 

DOES PALIVIZUMAB PROPHYLAXIS REDUCE HOSPITAL ADMISSION FOR BRONCHIOLITIS IN CYSTIC FIBROSIS CHILDREN LESS THAN 2 YEARS OLD

O Oni, TIY Hassan, B Elnazir, P Greally
1Department of Paediatrics Respiratory Medicine, National Children Hospital, Dublin

Aims: To search the litrature looking for evidence;  if available; that Palivizumab prophylaxis reduces hospitalization for RSV bronchiolitis in children with Cystic Fibrosis (C.F)

Methods: A literature survey was conducted in Feb 2011. Pubmed, Cochrane library and Ovid were searched from 1990- 2011 using the terms “palivizumab prophylaxis in children with cystic fibrosis”.

Results: 12 publications were found. 2 review articles only were relevant. There is no published relevant randomised control trial. However, results from the 2 studies suggest there may be some potential benefit,albeit minimal and confounded by the level of evidence and potential bias of an observation study.

Giebels et al published in 2008 a retrospective chart review spanning eight years 1997-2005 of children diagnosed with CF before 18 months. Of 76 children identified, data was collected on 75. Thirty five received palivizumab coming into their first RSV season while 40 did not. Amongst those that were treated, 3 were hospitalised and none was positive for RSV. In the controls, 7 were hospitalized with 3 being positive for RSV. Those treated had fewer hospital days per patient (mean +/- SD: 0.8 +/- 3.07 days) as compared to controls (mean +/- SD: 1.73 +/- 4.27 days).However this difference did not reach statistical significance.

The palivizumab outcomes registry data from 2000-2004 in the U.S which was reported by Speer et al identified 91 CF children who got palivizumab injection, none of whom was hospitalised as the result of RSV infection.

A survey of palivizumab use for infants with Cystic fibrosis in the UK involving 34 centres, identified 3 centres that provide RSV prophylaxis with palivizumab for their infants.

Conclusion:

Prophylactic palivizumab has shown no clear benefit to preventing RSV infection and hospitalisation in infants with cystic fibrosis.(Grade C). An adequately powered multi-center randomised control trial is required.
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SEVERE VITAMIN B12 DEFICIENCY, AN UNUSUAL CAUSE OF DEVELOPMENTAL REGRESSION, A CASE REPORT

TIY Hassan, S Gallagher
1Midwestern Regional hosptital, Limerik, Ireland

Aims: To highlight vitamin B12 deficiency as a treatable cause of developmental delay & /or regression.

Methods: We report a case of an infant with chocking episodes and developmental regression. This was found to be due to severe vitamin B12 deficiency. On screening, two siblings were found to have similar problem but to a lesser degree. They all responded well to treatment.

Results: A three month old girl presented with chocking episodes. She had no respiratory or gastroenterology symptoms. She was found to have developmental regression. She was able to fix and follow, however on admission she was noted to have lost that. She was born at home, received no developmental check and no vaccinations as per mum’s wish. Initial investigations revealed macrocytic anaemia. Further investigations showed low vitamin B12 deficiency. Vitamin B12 levels were low and Methylmalonic acid & Homocysteine levels were very low, consistent with severe vitamin B12 deficiency. Mum was a strict vegan. Her two brothers also were found to have similar problem. She responded very well to treatment when seen at age of 12 months.

Conclusion: Vitamin B12 deficiency is a recognized cause of developmental regression. It is easily to diagnose and treat. Methylmalonic acid and Homocysteine are more sensitive in diagnosis of vitamin B12 deficiency than serum vitamin B12 alone. Once diagnosed screening siblings is important especially in vegan families.
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CONGENITAL HEMIHYPERTROPHY AND DEVELOPMENT OF IPSILATERAL RHABDOMYOSARCOMA: A CASE REPORT

TIY HASSAN1, RK PHILIP1
1Depaetment of Paediatrics, University Hospital Limerick, Limerick, ireland

Aims: To highlight a rare association of congenital hemihypertrophy with subsequent development of craniofacial rhabdomyosarcoma (RMS).

Methods: We report a case of RMS in a 20 month old girl known to have hemihypertrophy with no features of Beckwith Wiedmann Syndrome (BWS) or Proteus Syndrome.

Results: A 20 mo female, under investigations for right sided hemihypertrophy, presented with right sided facial swelling and a redness of the right eye. A diagnosis of perioabital cellulitis was made. She was found to have intraparotid and anterior cervical lymphadenopathy on ultrasound scan. Ophthalmology review revealed an epithelial defect of 80% over the right cornea. This did not respond to treatment. A brain MRI revealed a large 6 cm right pterygoid fossa mass invading the sphenoid bone into the orbit, middle cranial fossa and along the carotid sheath, compressing the pons. This was found later by trans-nasal biopsy in referral centre to be an embryonal RMS.MRI Spine showed multiple signal abnormalities thoracic and lumbar vertebrae confirming bone marrow infiltration. CT brain, neck and chest confirmed previous findings and an abdominal USS was normal. The patient started on chemotherapy and is now stable on palliative treatment. Sarcomas are a heterogeneous group of tumors that are presumed to arise from a primitive mesenchymal cell. RMS Can arise in many anatomic locations and can resemble fat, fibrous tissue, and muscle. These are rare; 4-7 % of all childhood cancers. Samuel described a case of poorly differentiated pelvic RMS in an adolescent with congenital leg asymmetry (1). Frederick B et al compared Congenital anomalies in 115 child with RMS. They found congenital associations in 37 of 115 (32%) of them. An analysis of sex, age, site, and histology of cases with or without congenital anomalies showed no significant differences (2). Our patient did not meet the criteria of Proteus syndrome by Cohen et al (3).

Conclusion: RMS is the most common soft tissue tumour of childhood. Association with hemihypertrophy should merit exclusion of hemihypertrophy syndromes for future prognosis and follow up.

RESURGENCE OF STREPTOCOCCUS PYOGENES AS A NEONATAL PATHOGEN?

L Heavey1, M Pinnamaneni1, E Moylett1
1Academic Department of Paediatrics, National University of Ireland, Galway, Ireland

 

Aim: To highlight the importance of Streptococcus pyogenes (Gp A Strep/GAS) as a significant pathogen in neonates and young infants.

Methods: Since July 2011 to the current time, three cases of GAS (2 invasive GAS, iGAS cases) infection occurred in infants < 3 months old as presented to University Hospital Galway (UHG). Medical notes were reviewed and relevant clinical information obtained. Risk factors for acquisition of iGAS were highlighted. Molecular typing was preformed on invasive isolates. Where indicated, maternal swabs were obtained.

Results: Infant one (77 days old, male) was dead on arrival, presumed Sudden Infant Death, brief illness 12 hours prior to presentation. GAS, emm ST 63.0, T-type 4, opacity factor positive was isolated from cerebrospinal fluid, peritoneal fluid, urine, liver and renal tissue on post-mortem cultures. Infant two (7 days old, male) was admitted following a brief illness < 24 hours, pale, limp and unresponsive on arrival, bulging fontanelle and fixed dilated pupils. Despite resuscitative attempts the infant died within 24 hours of presentation, GAS, emm ST 1.0, T-type 1, opacity factor negative was isolated from blood culture, CSF not sampled. Infant 3, (11 days old, female) presented with erysipelas of groin and periumbilical area. GAS was isolated from umbilical and groin swabs, blood culture was sterile. Infant successfully treated with benzylpenicillin. Both mothers of infants 2 and 3 were identified as carriers of Group B streptococcus (GBS/streptococcus agalactiae) during pregnancy, neither received intrapartum antibiotic prophylaxis.

Conclusion: iGAS infection remains a relatively uncommon cause of neonatal sepsis when compared to GBS. However, invasive infection has a high mortality rate and appears to be as severe as that in the pre-antibiotic era1. It is an important differential to remember in any case of neonatal sepsis.
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ACCIDENTAL CHILDHOOD POISONING AND ADVICE ON DISCHARGE

TE Hendley, 1Paediatric Emergency Department, Adelaide and Meath Hospital, incorporating the National Children's Hospital, Dublin, Ireland

Background. In 2009, 85 children died of accidental injury or poisoning in Ireland1. Pharmaceutical and household products are responsible for the majority of cases of poisoning and children ingest poisons for a number of reasons including curiosity, poor supervision and a desire to imitate adults.

Aim. To evaluate the incidence of poisoning, the type of poisoning and also the documentation of advice on discharge.

Methods. A retrospective study of the incidence and type of poisoning presenting to the Children’s Emergency Department (ED) in the Adelaide and Meath, incorporating the National Children's Hospital in a six month period from April to September 2010. Children from birth to 15 years of age were included. The poisonings had to be accidental and not deliberate.

Findings. Sixty seven children with suspected poisoning attended the ED in the 6 month period. 82% of children were aged 1-4years of age. 15% were aged 5-9 and 3% were aged 10-14. Male to female ratio was 48% to 52%. Most children had no symptoms and received no treatment. 9% required admission to hospital and were discharged the following day. Medications were thought to have been ingested by 33%, household or gardening products by 50% and coins by 17%. There were no fatalities during the study period. One child presented on two occasions. 16% of cases had been given advice on discharge from the ED on the safety of poisons in the home. Eleven cases had documented advice, eight had the words “advised” written and three had specific safety instructions.

Discussion. This audit highlights the paucity of advice on poisons prevention given to parents of children who have attended the ED with poisoning. Education and advice is needed in the ED and GP setting. Simple information leaflets should be given to parents on discharge of the child from the ED.

1. State of the Nations Children 2010, Department of Health and Children.
TWO YEAR AUDIT OF GRAM NEGATIVE BACILLUS BACTEREMIA IN OUR LADYS CHILDRENS HOSPITAL CRUMLIN (OLCHC) (2010-2011)

L Ibrahim1, M Dominguez1, R Rush2, N O'Sullivan2, P Gavin1, K Butler1
1Infectious Diseases, OLCHC, Dublin, Ireland
2Microbiology, OLCHC, Dublin, Ireland

Aim

Gram negative bacillus (GNB) bacteraemia is associated with a significant mortality rate and early intervention with appropriate antimicrobials is key to optimising outcome. The objective of this study was to document the incidence of GNB bacteraemia in the various populations of patients in OLCHC and to characterise the episodes to provide local information to inform treatment guidelines.

Methods

Cases were identified though search of the microbiology database in OLCHC. Retrospective chart review of any patient with GNB isolated from blood culture was carried out. Data pertaining to etiologic agent, antimicrobial susceptibility, treatment strategy to include antimicrobial use and time to initiation of appropriate therapy and patient outcome were extracted and descriptive statistics applied.

Results

A total of 103 episodes of GNB bacteraemia were identified in 82 patients over the 2 year period. Almost half (48.5%) of these patients were under the age of one at the time of positive blood culture while 25% were between the ages of one and five. The most common organisms identified were E.coli (28.6%) and P.aeruginosa (17.4%). Nearly 40% of the episodes consisted of haematology-oncology patients. A total of 52 isolates were identified in this population, of which 6 were not susceptible to the Piperacillin-Tazobactam (PTZ) and Gentamicin(Gent) antibiotic combination. Five isolates were resistant to both PTZ and Gent - 4 were S. Maltophilia which is intrinsically resistant to both and the 
remaining one was an E. Coli. One isolate of K. Pneumoniae was PTZ intermediate and Gent resistant.

Conclusions

The incidence of gram negative bacteraemia was higher than expected reflecting the high risk population at OLCHC. The majority of patients were under the age of five. The most common gram negative organism causing bacteraemia is E.coli. Although first line antibiotics in the febrile neutropenia protocol include PTZ and Gent, clinical correlation and assessment is vital as prompt change to a different antibiotic may be necessary with possibility of resistant isolates.

 
CLINICAL AUDIT ON BABIES ADMITTED TO PAEDIATRC UNIT IN THE MID WESTERN HOSPITAL WITHIN SEVEN DAYS OF BIRTH

I. Ahmed, Z. Iqbal, E. Sasaki

Dr Z Iqbal, Dr. I Ahmed, Dr. E Sasaki
1Paediatrics, MWR Hospital, Limerick, Limerick

AIM

To identify risk factors predicting readmission of neonates within 7 days of birth following their discharge and to implement guidelines to reduce this.

INTRODUCTION

Reducing the duration of hospital stay after birth can help mothers and infant recover in a familiar home environment; decreasing the risk of iatrogenic infections and cutting down on hospital costs. However, Concerns have also been expressed about potential disadvantages of early discharge: This audit aims to identify risk factors for readmission and to implement local guidelines to reduce this readmission rates

METHOD

All babies less than 1 week old either admitted to, or assessed at paediatric unit Regional hospital, Limerick between January 2009 and December 2010 were included. Data was analyzed on birth weight, gestation, age at discharge from maternity hospital, age at admission to Regional hospital, source of referral, reasons for referral, feeding, interventions, and length of stay.

RESULT

We managed to obtain case notes for --- babies out of the --- who were admitted during this time. 44 babies (88%) were discharged from maternity unit within 48 hrs of birth and 23 babies (46%) were discharged from maternity unit within the first 24 hrs. Poor feeding, weight loss and physiological jaundice accounted for majority of admissions. Further poor feeding and weight loss were more common in first born, in early discharge group and in breast-fed babies

RECOMMENDATIONS

Mothers deciding to breast feed their babies need support.

It may be a good idea to delay discharge check until 24 hours after birth and all mothers going home should have discussion prior to discharge regarding how confident they feel about feeding their baby and do they have any feeding concerns.

NEONATAL DIAGNOSIS OF MUCOLIPIDOSIS TYPE II IN AN IRISH CHILD

A.Kahlil 1/ O.O’Leary 1 / K. Obasi 1 / A-M Murphy1/ E. Twomey2/ J.Twomey 1

1. Neonatal Unit, Regional Maternity Hospital Limerick, 2. Radiology Department, CUH, Temple Street, Dublin

BACKGROUND:

Mucolipidosis type II ( I-Cell Disease) is a very rare autosomal recessive disorder of lysosomal storage. Worldwide it affects approximately 1 in 640,000 live births. It is one of the genetic disorders know to occur in the consanguineous Irish traveller population. I-Cell disease is caused by a mutation in the GNPTA gene- responsible for the production of UDP-N-acetylglucosamine-1-phosphotransferase-which has been mapped to chromosome 4q21-q23. Clinical features are progressive growth failure, severe developmental delay, coarse facial features and gingival hypertrophy. Characteristic radiological findings include osteopenia, dystosis multiplex, with cloaking of the long tubular bones. 

The condition is progressive, fatal and non treatable. 

AIM:

Our aim is to report the first case of I-Cell disease in a now 3month old male infant born to non-consanguineous, non-traveller Irish parents.

METHOD:

We present the case history with clinical photographs, physical exam and radiological findings and biochemical and molecular investigations that lead to the diagnosis of I-Cell Disease.

RESULTS:

The infant boy was born at 39+3/40, by vacuum assisted delivery, weighing 2.66KG.  Antenatal scan at 31/40 showed unexplained polyhydramnios and short femur length. Amniocentesis preformed at 33/40 showed normal karyotype. At birth baby was noted to have coarse facial features, gingival hypertrophy, skeletal deformities with fixed flexion of the hands and legs, with overlapping long fingers and toes, hypospadias and hirsuitism. He developed unconjugated hyperbillirubinaemia requiring phototherapy and a petechial rash on day1. FBC showed Plts 38 with normal HB and WCC, normal coag screen. Radiological findings; diffuse osteopenia, widespread subperiosteal new bone formation with ricketic like changes in the long bones.  Urine GAG screen was normal, Lysomal enzymes- Alpha-mannosidase 6589 umol/l/h (20-100), Beta-hexosaminidase A+B 20070 umol/l/h (600-3500). Results are consistent with a diagnosis of I-cell disease.

CONCLUSION:

To our knowledge this is the first case of I-Cell disease in an Irish non-traveller child.

ANALYSIS OF RETINOPATHY OF PREMATURITY REQUIRING TRETMENT IN VERY LOW BIRTH WEIGHT/EXTREM LOW BIRTH WEIGHT BABIES.

A KAHLIL1, A.M MURPHY1, O O`LEARY1, T STACK1, C SREENAN1, R.K PHILIP1
1NEONATAL UNIT.REGIONAL MATERNITY HOSPITAL. LIMERICK.

BACKGROUND;

Proliferative retinopathy occurs primarily in premature LBW infants as a result of incomplete vasculogensis of the retina at the time of birth. It can be mild, self limiting with no visual defects, or it may be progressive leading to retinal detachment and blindness.

AIM;

To review the number of babies weighing less than 1500g, and or Gestational age of < 32/40 who developed ROP that required treatment, paying particular attention to the infants weighing less thank 1Kg.

METHODS;

Retrospective chart review of babies born in the Regional Maternity Hospital Limerick between Jan 2007 and Dec 2011 with ROP requiring treatment.

RESULTS;

During the study period a total of 225 infants with a birth weight <1500g and/or gestational age <32/40 were admitted to the neonatal unit. All these infants were screened for ROP as per unit guidelines. 93.3% (N=210) infants were <32/40, and 83% (N=187) <1500g, of these 28% (N=64) infants weighed less than 1Kg.

There were 10 infants (4.4%) who developed ROP requiring lasertreatment, and one infant also requiring additional surgery-9 of these infants were in the ELBW category.

The Vermont Oxford Network in 2010 reported a rate of ROP of 4%, this was comparable to our 4.4% rate in Limerick.

CONCLUSION;

Incidence of severe ROP requiring treatment is more prevalent in the ELBW infants.

Twelve year old girl presenting with pre renal failure leading to a diagnosis of congenital diaphragmatic hernia (CDH).

G McCall, SV Kamath, JI Hughes
1Department of Paediatrics, Daisy Hill Hospital, Newry, Northern Ireland

Introduction

The incidence of CDH is 1:2000 to 1:5000. Up to a quarter of patients are diagnosed with CDH after the neonatal period1. CDH is a result of abnormal closure of pleuroperitoneal folds during the 1st trimester. Diagnosis after the neonatal period can be difficult, due to vague respiratory or gastrointestinal symptoms.

Case presentation

A previously well 12 year old girl presented to a district hospital with a two day history of vomiting and abdominal pain. She was born at 32 weeks gestation without any respiratory compromise. There was no history of trauma.

On examination she was dehydrated with generalised abdominal tenderness. Initial blood chemistry revealed dehydration and pre renal failure which was appropriately corrected. Renal ultrasound showed an enlarged right kidney with mild hydronephrosis and an absent left kidney. She also had reduced air entry at the right base without any associated respiratory symptoms. A chest radiograph showed dense opacification of the right lower lobe. A subsequent chest ultrasound scan suggested a pneumonia with no effusion. She continued to vomit which became bilious, surgical assessment was inconclusive. In view of her continuing abdominal symptoms, chest signs despite absence of respiratory symptoms, the possibility of a diaphragmatic hernia was considered. She underwent a CT of chest and abdomen which revealed a large diaphragmatic hernia on the right containing large and small bowel, omentum and liver.

She underwent surgical correction of the Bochdalek defect, without bowel resection and had a good outcome.

Conclusion

This case illustrates an unusual presentation of CDH in a teenage girl with no previous medical history. Delayed presentation of CDH should be suspected in cases of unexplained respiratory and/or gastrointestinal symptoms and abnormal chest radiograph findings.USS appearance of pneumonia can be mistaken for abnormally placed liver.Prognosis is usually good with correct diagnosis and prompt surgical correction.

1) Brissaud et.al Arch Pediatr Aug 2004
THROMBOTIC AND THROMBOEMBOLIC COMPLICATIONS OF CENTRAL VENOUS ACCESS IN CYSTIC FIBROSIS PATIENTS : A CASE SERIES

NK Kandamany1, MT Tariq1, BE Elnazir1, PG Greally1

1Cystic Fibrosis Department, Adelaide and Meath National Children's Hospital, Tallaght, Dublin, Ireland


Objectives:

To describe the diagnostic and treatment course of 3 cystic fibrosis patients with unusual and potentially fatal thrombotic and thromboembolic complications of indwelling central venous access systems.

Methods:

Patient demographics, histories, biochemical data and imaging were compiled retrospectively through in-patient hospital documentation and hospital laboratory and radiological systems. Cardiology data was obtained from echocardiography reports and vascular data was obtained from pulmonary catheter laboratory reports.

Conclusions:

This novel case series addresses several important diagnostic and therapeutic issues arising from the hypercoagulability of cystic fibrosis patients and their need for long-term venous access. In addition to discussing the potentially fatal complications of indwelling central venous access devices, this case series also highlights an emerging challenge arising from the improved life expectancy of cystic fibrosis patients today.

1) Venous thromboembolism(VTE) in cystic fibrosis. Takemoto CM; Paediatric Pulmonol 2012 Feb;47(2):105-12 2) Prevalence of thrombophilia and catheter-related thrombosis in cystic fibrosis. Barker M, et al; Paediatr Pulmonol; 2005 Feb;39(2):156-61 3) Endovascular Port-a-cath Insertion in a Patient With Cystic Fibrosis and Occluded Superior Vena Cava. Vasc Endovascular Surgery, 2009 Jun-Jul;43(3):280-3. Epub 2009 Jan 21. Ahmed Ali, MD, FRCS, Hany Zayed, MD, MRCS, Jason Wilkins, FRCR,Hilary Wyatt, MRCP, and Hisham Rashid, MSc, FRCS 
ROLE OF ULTRASOUND FOR IMAGING SACRAL DIMPLES

S Kapur1, S Subiramanian1, S Bali1
1Paediatrics, Antrim Area Hospital (NHSCT), Antrim, N. Ireland

Aim

To assess whether current practice of spinal ultrasound to detect occult spinal dysraphism or a tethered spinal cord is in guidance with the updated (2006) recommendation from Royal College of Radiologists. To assess whether change in current referral practice would reduce the number of unnecessary referrals for spinal ultrasounds therefore producing a more time and cost efficient service on the postnatal ward.

 

Methods

61 lumbo-sacral spine sonograms were identified that had been performed on children in the first year of life, over 2-year period in a District General Hospital. Data collected included: indication for examination, date of birth, date of examination, age at ultrasound examination, findings, including, where relevant, other imaging findings.

Result

We reviewed the 61 ultrasound scan results and requests. We found a total of 53 spinal dimples, 2 lumbar dimples and 6 ‘others’ with isolated cutaneous markers on clinical examination. None of the children had abnormal neurological examinations. None of the children with spinal dimples had any underlying spinal abnormality that was detected by ultrasound. Two children had findings which were felt to be variations of normal. One child with lumbar pit was noted to have a long thickened nerve root and MRI spine showed a filum terminale fibrolipoma but no spinal dysraphism. The other child with a sacral dimple had a mild dilation of the central canal consistent with mild hydromyelia

Conclusion

In our practice, simple dimples, as an isolated abnormality, are not useful markers of spinal dysraphism or tethered cords. These results are similar to other studies1. We suggest a new imaging protocol, resulting in improved referral process and reduction in unnecessary scanning appointments and Hospital visits.

1. Robinson AJ, Russell S, Rimmer S. The value of ultrasonic examination of the lumbar spine in infants with specific reference to cutaneous markers of occult spinal dysraphism Clin Radiology: 2005;60,72-77 
NUTRITIONAL IMPLICATIONS OF SELECTIVE EATING IN A CHILD WITH AUTISM SPECTRUM CONDITION

KK Keown, JB Bothwell
1Community Paediatrics, Carlisle Centre, Belfast Health and Social Care Trust, Belfast, Northern Ireland

Aims

It is important to assess the quality rather than just quantity of food intake in children. Restricted dietary intake is frequently encountered in children on the autism spectrum. This case presentation illustrates some of the nutritional implications of a restricted diet.

 

Method

Dietary intake in relation to quantity and quality is routinely recorded for all children attending the Autism Assessment Service (AAS) within Belfast Trust.

Where dietary issues are identified either in quantity or restricted selection, a 3 day food diary is completed with nutritional analysis.

Blood investigations, which include assessment of vitamins and trace elements are completed.

Appropriate dietary supplementation co-ordinated by dietetics is initiated alongside early intervention for autism.

 

Results

A four year old boy attending the AAS was identified as having a restricted dietary intake with excessive amounts of carrot juice taken (>2.5Litre/day).

Orange skin colouration was noted particularly in the skin creases.

Growth parameters were <91st centile for weight, >50th centile for height and head circumference.

Blood investigations showed a markedly elevated serum Carotene level of 4.05 (normal range 0.1-1.6) and abnormally low Vitamin D, and Vitamin A levels.

 

Conclusions

A normal growth chart does not necessarily indicate that a child is adequately nourished.

A detailed food intake in relation to both quantity consumed and range of foods taken should be recorded, particularly in children on the autism spectrum.

Physical examination is an integral part of assessment in children presenting to autism services.

BRONCHIOLITIS IN THE MOLECULAR AGE

KK Keown, TB Bourke, CF Flannigan, MT Terris, MS Shields
1Paediatric Intensive Care Unit,Royal Belfast Hospital for Sick Children, Northern Ireland

Aims

Modern molecular methods currently used in the regional virus laboratory for detecting respiratory viruses can estimate viral load accurately. It has been suggested that high viral load or co-infection with multiple viruses may increase risk of severe disease. These methods can also detect emerging viruses, the clinical significance of which is often unclear.

We wished to review all cases of bronchiolitis admitted to pICU to identify the aetiology and estimate the viral load, comparing this to a control group of patients with bronchiolitis managed at ward level.

 

Methods

We carried out a retrospective review of all cases of bronchiolitis admitted to pICU between the 1st of September 2011 and the 15th of January 2012. We also collected data on 15 randomly selected RSV positive bronchiolitis patients managed on the ward.

 

Results

159 children were admitted to pICU during this period of whom 19 had bronchiolitis. Nine children were RSV positive. Median of 3.5 x106 [range 3.0 x 105 to 3.5 x 108] copies of RSV virus per ml of secretion. This median value is ten times greater than median copy number of 15 RSV positive ward patients [median 8.3 x 105, range 1.7 x 103 - 5.2 x 107]. Eight of the remaining 10 children had significant co morbidity. Six had co-infection with more than one virus. These included rhinovirus type 1+2, bocavirus and parainfluenza type 4.

 

Conclusions

Children admitted to pICU with RSV bronchiolitis had very high viral load, compared to those managed on ward. Children with non-RSV bronchiolitis were mostly infected with more than one virus. Further study is required to establish if access to viral load on presentation can be used to predict severity. Four children had emerging viruses. The pathogenicity of these viruses is not well understood, our data indicates that they may be implicated in severe disease.

AN ABDOMINAL MASS IN A PREMATURE NEWBORN TRIPLET CAUSING CONSUMPTIVE COAGULOPATHY AND ANAEMIA
OK Kozdoba1, DC Corcoran1, BP Paturi1, AF Foran1, JG Gillick2, SR Ryan3
1Neonatal Medicine, Rotunda Hospital, Dublin, Ireland
2Paediatric Surgery, Children's University Hospital, Dublin, Ireland
3Radiology, Children's University Hospital, Dublin, Ireland

A newborn premature (GA 29+2 weeks) baby girl triplet (birth weight 780gm) developed significant abdominal distention and blue discoloration of abdominal wall within the first hour of life. Blood tests showed profound anaemia (Hct 0.28l/l, Hb 94g/l) which suggested intraabdominal bleeding. Abdomen became very distended, tense with shiny abdominal wall and engorged veins. An abdominal US revealed large loculated cystic mass attached to mesentery 6cm in diameter. Subsequently the baby developed coagulopathy ( PT 16.9sec,APTT 68.7sec,Fibrinogen 0.42g/l) and thrombocytopenia (Platelets 66) with further drop in Haemoglobin ( Hb 98g/l). She required multiple transfusions of Red Cells, Platelets, Fresh Frozen Plasma and Fibrinogen in order to maintain homeostasis. As meconium hadn’t been passed within first 10 days, a barium follow through was performed in order to rule out bowel obstruction and to assess gut motility. It showed significant delay in passage, but no signs of obstruction. Despite that, the infant had difficulty establishing feeds and was TPN dependent. She remained ventilated on minimal settings (PIP 16,PEEP 6,RR 35,FiO2 25%).The infant had normal ECHO and normal Cranial US as well as normal US of internal organs including liver, spleen, kidneys, adrenal glands. An MRI of the abdomen showed well defined multicystic mass (7.8×5.3×4.8cm) possibly arising from mesentery and containing haemorrhage. This could represent a haemorrhage into lymphangioma or teratoma. Discussion: Mesenteric cysts are rare intraabdominal lesions that may vary in presentation from an asymptomatic mass to an acute abdomen. Although a surgery is the only definitive treatment, in our case it was deferred due to the small size of the baby. Withdrawal of care was considered, but as the baby had no other congenital abnormalities and was easy to ventilate the decision was made to continue with life support until the baby’s weight is 1.5kg and then attempt the surgery .
References: Chung MA, Brandt ML, St-Vil D, Yazbeck S. Mesenteric cysts in children. J Pediatr Surg. 1991 Nov;26(11):1306-8. Department of Surgery, Hopital Sainte-Justine, Montreal, Quebec, Canada. Mollitt DL, Ballantine TV, Grosfeld JL. Mesenteric cysts in infancy and childhood. Surg Gynecol Obstet. 1978 Aug;147(2):182-4. 
RETROSPECTIVE STUDY OF A HIGH INCIDENCE OF HYPOGLYCAEMIA IN PAEDIATRIC PATIENTS PRESENTING WITH GASTROENTERITIS

SY Lim1, LO Tan2, CP Hor3, L Almarsomi 1, S Harty 1, P Bhushan 1
1Department of paediatrics, Our Lady of Lourdes Hospital, Drogheda, Ireland
2Department of paediatrics, Midland Regional Hospital, Mullingar, Ireland
3Department of paediatrics, University Malaya Medical Centre, Petaling Jaya, Malaysia

A) Aims

1. To identify the causative organisms

2. To identify other variables (severity of dehydration, underlying metabolic cause) associated with the development of hypoglycaemia

B) Method

A retrospective study of patients from 1 month old to 14 years old presenting to the paediatric emergency department at Drogheda from 1 January 2010 to 30 September 2010 with gastroenteritis associated hypoglycaemia (< 3.0 mmols/l) were included in the study. Cases were selected using HIPE and laboratory records. Information collected include social demographic profile, duration of symptoms, investigations (biochemical profiles, stool culture and Newcastle workup), treatments received and follow up. Cases of hypoglycaemia which occurred in neonates in special care baby unit were excluded.

C) Results

1. 50 patients were included in the study

2. Status of hydration: mildly dehydrated (16, 32.7%), moderately dehydrated (21, 42.9%), Severely dehydrated (4, 8.2%), Fair hydration (8, 16%)

3. 82% of our study population had no past history of hypoglycaemia while 98% of patients reported family history of hypoglycaemia.

4. Average dextrostix reading upon arrival at emergency department was 2.42 ± 0.4

5. Only 36% of the patients had their stool samples sent for laboratory investigations. Six of the nine samples sent grew rotavirus, while all the 13 samples sent for culture and sensitivity shown negative results.

6. There were no statistically significant correlations between hypoglycaemia in patients with gastroenteritis and metabolic markers (insulin, c-peptide, cortisol, growth hormone, intermediary metabolites, acylcarnitine, urine organic acid and ACTH).

7. All those who were moderately and severely dehydrated received bolus of intravenous fluid resuscitation, as well as 88% of those who were mildly dehydrated.

8. 94% of patients were admitted to the ward for one to three days.

D) Conclusion

There are no statistically significant correlations between hypoglycaemia in children with gastroenteritis and metabolic disorder. There is an association between rotavirus infection and hypoglycaemia (p value <0.05).

 

 

1. Glyn-Jones R. Blood sugar in infantile gastroenteritis. S Afr Med J. 1975 Aug 23;49(36):1474-6. 2. Reid SR, Losek JD. Hypoglycemia complicating dehydration in children with acute gastroenteritis. J Emerg Med. 2005 Aug;29(2):141-5. 3. Liebelt EL. Clinical and laboratory evaluation and management of children with vomiting, diarrhoea, and dehydration. Curr Opin Pediatr. 1998 Oct;10(5):461-9. 4. Goldman RD. Validation of the Clinical Dehydration Scale for Children With Acute Gastroenteritis. Pediatrics Vol. 122, No. 3, September 2008, pp. 545-549. 5. Colletti JE, Brown KM. The management of children with gastroenteritis and dehydration in the emergency department, Emerg Med. 2010 Jun;38(5):686-98. 

A RARE COMPLICATION OF VARICELLA INFECTION: DEEP VEIN THROMBOSIS WITH OSTEOMYELITIS: CASE REPORT

SY Lim1, LO Tan2, J Fitzsimons1, 1Paediatric department, Our Lady of Lourdes Hospital, Drogheda, 
2Paediatric department, Midland Regional Hospital, Mullingar, Co Westmeath
Introduction:  The incidence of varicella infection in Ireland is seasonal, reaching a peak from January to April. Varicella can cause serious complications and prolonged hospitalization, even in previously healthy children1.

Case presentation:

A 3 years old boy presented to the emergency department complaining of left hip pain and left lower limb swelling for 1 day. He had a 5 days history of fever with a generalized vesicular eruption appearing in crops, consistent with varicella infection. He was not weight bearing. His immunisation was up to date. He had no history of thromboembolic disease or previous varicella infection.

Investigations showed CRP of 209 mg/L and sickle cell trait. Blood culture grew Staphylococcus aureus.

He was initially treated with IV cefuroxime, IV flucloxacillin and IV gentamicin due to suspicion of osteomyelitis.  The swelling on the left thigh got worse on the second day of admission. Doppler ultrasound showed extensive thrombus on the left superficial femoral vein and popliteal vein. Echocardiography and thrombophilia screen was normal. He was commenced on low molecular weight heparin.  MRI of the left lower limb on the 9th day of admission showed segmental thrombotic filling defect with features of osteomyelitis of the femur. He received two weeks of IV antibiotics in total.  He did not further develop any thromboembolic complication during his hospital stay. He was discharged on the 15th day of admission with oral warfarin for the next month.

Discussion:  Deep vein thrombosis is a rare complication of varicella infection2,3,4,5. It was postulated that Varicella Zoster virus causes protein C and protein S deficiency which in turn causes thrombotic complications6,7,8.  Venous thrombosis and septic emboli may occur in children with osteomyelitis caused by Staphylococcus aureus9,10,11,12,13.  In a case series from Dallas, 10 of 35 patients with osteomyelitis of the proximal upper or lower extremity, pelvis, or spine developed deep venous thrombosis12.

 

1. Chan JY, Tian L, Kwan Y, Chan W, Leung C. Hospitalizations for varicella in children and adolescents in a referral hospital in Hong Kong, 2004 to 2008: a time series study. BMC Public Health. 2011 May 23;11:366. 2. Choi WY, Cho YK, Ma JS. Herpes zoster complicated by deep vein thrombosis: a case report. Korean J Pediatr 2009; 52: 607-610 3. Gogos CA, Apostolidou E, Bassaris HP, Vagenakis AG. Three cases of varicella thrombophlebitis as a complication of varicella zoster virus infection. Eur J Clin Microbiol Infect Dis 1993;12:43-5. 4. Bodensteiner JB, Hille MR, Riggs JE. Clinical features of vascular thrombosis following varicella. Am J Dis Child 1992;146:100-2. 5. Ali MS, Kutty MS, Corea JR, Kutty K. Iliofemoral thrombosis in a case of chicken pox. Angiography 1984;35:577-8. 6. Nguyên P, Reynaud J, Pouzol P, Munzer M, Richard O, François P. Varicella and thrombotic complications associated with transient protein C and protein S deficiencies in children. Eur J Pediatr. 1994 Sep;153(9):646-9. 7. Baur A, Pouyau R, Meunier S, Nougier C, Teyssedre S, Javouhey E, Floret D, Gillet Y. Varicella-associated purpura fulminans and deep vein thrombosis: a pediatric case report. Arch Pediatr. 2011 Jul;18(7):783-6. 8. Dogan M, Acikgoz M, Bora A, Başaranoğlu M, Oner AF. Varicella-associated purpura fulminans and multiple deep vein thromboses: a case report. J Nihon Med Sch. 2009 Jun;76(3):165-8. 9. Gonzalez BE, Teruya J, Mahoney DH Jr, et al. Venous thrombosis associated with staphylococcal osteomyelitis in children. Pediatrics 2006; 117:1673. 10. Gorenstein A, Gross E, Houri S, et al. The pivotal role of deep vein thrombophlebitis in the development of acute disseminated staphylococcal disease in children. Pediatrics 2000; 106:E87. 11. Walsh S, Phillips F. Deep vein thrombosis associated with pediatric musculoskeletal sepsis. J Pediatr Orthop 2002; 22:329. 12. Crary SE, Buchanan GR, Drake CE, Journeycake JM. Venous thrombosis and thromboembolism in children with osteomyelitis. J Pediatr 2006; 149:537. 13. Hollmig ST, Copley LA, Browne RH, et al. Deep venous thrombosis associated with osteomyelitis in children. J Bone Joint Surg Am 2007; 89:1517.

PAEDIATRIC SURGERY  - A GENERAL HOSPITAL EXPERIENCE

K Ahmed1, E Fahy1, A Lowery1, W Khan1, R Waldron1, K Barry1
1Surgery, Mayo General Hospital, Castlebar, Ireland

Aims
Plans to centralize paediatric surgery in Ireland have potentiallly significant implications for service provision and surgical training. This study aims to assess the workload of paediatric surgery in a general hospital over a 5 year period

Methods
Paediatric surgical admissions and procedures at Mayo General Hospital from January 2006 to December 2010 were reviewed. Data was obtained from the hospital inpatient enquiry system and theatre logbooks

Results
4,255 surgical procedures were performed in paediatric patients, accounting for 7.4% of the total surgical workload. 2578 (65%) of these cases were elective and 1403 (35%) of paediatric surgery was performed in the emergency setting. Paediatric appendicectomy was the most commonly performed procedure (n=544) with a complication rate of 2.5%. There were no paediatric surgery related mortalities. 

Conclusions
Paediatric surgery represents a significant part of the surgical workload. There is a continued need for general paediatric surgery provision in this regional setting supported by access to specialist centres for complicated paediatric surgery. 

 

PROTEIN INTAKE IN VERY LOW BIRTH WEIGHT INFANTS IN THE FIRST WEEK OF LIFE

R Mc Govern1, B Paturi1, N Mc Callion1, C Mc Dermott1, L Clooney2
1Neonatology, Rotunda Hospital, Dublin, Ireland
2Pharmacy, Rotunda Hospital, Dublin, Ireland

Objective

Protein is an essential macronutrient, it builds and repairs body tissue which is necessary for growth and healing. Premature infants are particularly vulnerable to inadequate intake of protein. Premature infants have very little nutrient storage. The smaller and more immature infants are associated with greater protein losses. Recent research has shown protein malnutrition affects neurodevelopmental outcome despite this limiting protein intake in ELBW or sick neonates is common practice due to fear of acidosis therefore we wanted to audit our current practice with regards to VLBW receiving protein. Early (<5days) protein is associated with better growth and neurodevelopmental outcomes compared to late(>5days). The local protocol indicates protein intake is reduced or stopped if serum urea > 8mmol which is not supported by recent research. The aim of our study was to assess how much protein is given in the first seven days of life in very low birth weight infants in our NICU and compare urea levels.

Method

It was a retrospective study of 20 babies less than 1500g admitted to the NICU between September 2011 to November 2011. The protein intake and urea for the first seven days of life was recorded.

Results

5% of all neonates were started on less than 2g/kg of protein on day one. 3.5% started on 2g/kg on Day1. Only 1.5% reached 3.5g/kg of protein before day 7 therefore 85% did not reach 3.5g/kg before Day 7. There is no strong correlation between urea levels and protein intake.

Conclusion

Among the 20 infants studied none reached the recommended enteral protein level of 3.5g/kg/d to 4g/kg/d for birth weight less than 1500g. Since the retrospective study we have changed our local protocol to reach 3.5g/kg/d to 4g/kg/d in the first 5days of life. We plan to reaudit 6months after the new protocol is implemented.

 

 

 

 

Wessel J:The Importance of Protein for the Very Low Birth Weight Preterm Infant,NICU Currents,March 2011 Volume2,Issue 1 Poindexter BJ: Early provision of parenteral amino acids in ELBW Infants: Relationship to growth and neurodevelopmental outcome at 18 months corrected age J Pediatr 2006; 148:300. William W. Hay, Patti Thureen:Protein for Preterm Infants: How Much is Needed? How Much is Enough? How Much is Too Much?Pediatr Neonatol. 2010 Aug;51(4):198-207 

HYPOGLYCAEMIA IN NEONATES ADMITTED TO NICU. ARE WE ADHERING TO GUIDELINES?

N Mc Grath,, P Shukla,, C Mc Dermott,, N Al Assaf
1(1) The Rotunda Hospital, Dublin, Ireland

Introduction

Transient hypoglycaemia in neonates is common. Studies have shown the incidence of hypoglycaemia to be between 14 – 25% in NICU admissions. We currently have a detailed guideline in our hospital on how to prevent and manage hypoglycaemia. Key points in our guideline are the prevention of hypothermia and the establishment of early feeding.

Aim

To review all neonates admitted to the NICU over a 6 month period January to August 2011 with hypoglycaemia. Objectives were to (1) identify risk factors (2) determine if management was in concordance with existing guidelines and (3) identify if changes in current practice are required.

Results

22 Babies were admitted to the NICU over this period with hypoglycaemia. Five babies had their HQ checked early (< 1 hour of age). Nine babies (40%) had IUGR. The majority of infants (64%, n=14) were hypothermic on admission including 8 SGA infants. 9/22 (41%) babies were not fed in the 1st hour of life. Time to 1st feed in these babies ranged from 70 minutes to 6 hours (average of 3 hours 10 minutes).

Conclusion

Health care professionals have the responsibility for assessment, prevention and management of hypoglycaemia in the neonate. The delay in commencing feeds was highlighted in our audit. Our policy clearly states that in order to prevent hypoglycaemia in ‘at risk babies’ they must be kept warm. Despite this hypothermia was a very common problem occurring in 65% of those admitted with hypoglycaemia. Our audit identified the need for education sessions among both medical and nursing staff on the management of hypoglycaemia but also management of hypothermia as a matter of urgency and education sessions have commenced. We plan to re-audit in 3 months.

 

MISDIAGNOSED HUMERAL FRACTURE IN A NEONATE

N Mc Grath,, S Ryan,, A Foran
1The Rotunda Hospital, Dublin, Ireland

Introduction:

The humerus is second only to the clavicle as the most commonly fractured bone associated with birth trauma. Neonatal humeral fractures result from rotation or hyperextension of the upper extremity during delivery. A complete transverse midshaft fracture at the medial third of the humerus is the typical fracture site and type. Supracondylar fractures which are very common in paediatrics are rare in neonates and carry significant potential for neurovascular compromise.

Aim:

To highlight a case of a misdiagnosed fracture in a neonate as a result of artefact.

Method:

A case report of a male infant was born at 26+6 weeks gestation at our hospital by emergency section for maternal pre-eclampsia. He was ventilated in theatre for respiratory distress and his x-ray on arrival to the NICU to check his ET tube position revealed a suspected fully displaced right supracondylar fracture.

Results:

The paediatric orthopaedic team in a tertiary paediatric hospital was contacted as immediate consultation is advised in the case of a displaced supracondylar fracture. We decided to x-ray the right arm. This suprisingly revealed no fracture. The appearance of a fracture on the initial x-ray was as a result of artefact from the tubing of the blood pressure cuff.

Conclusion:

This case highlights the importance of not diagnosing a fracture on an x-ray taken for another purpose. The humerus is not optimally seen on a chest radiograph and therefore views of the humerus should be taken before diagnosing a fracture.

SEPSIS IN PRETERM INFANTS DELIVERED BY ELECTIVE LSCS

C Gormley1, E Houlihan1, C Gaffney2, N McCallion1,2
1Neonatology, RCSI, Dublin, Ireland
2Paediatrics, ROtunda Hospital, Dublin, Ireland

Background: 

Preterm infants are at an increased risk of developing early-onset sepsis, and preterm labour is a risk factor for developing sepsis. Most preterm infants are given intravenous antibiotics following delivery. Elective or semi-elective delivery of preterm infants by caesarian section (LSCS) is not necessarily a risk factor for sepsis where there are no other septic concerns. Nonetheless, many infants are routinely treated with intravenous antibiotics.

Aim: 
Review the incidence of early onset sepsis or suspected early onset sepsis in infants delivered prematurely by LCSC for a non-spetic indication (maternal PET).

Methods: 
Retrospective chart review of all VLBW infants under 34 weeks gestation who were admitted to the NICU in the Rotunda Hospital between the 2008-2011 inclusive who were delivered by LSCS for maternal PET. Infant demographic data were recorded. All blood cultures, CRP and full blood counts from the first week of life were obtained and the results analyzed.

Results: 79 infants of <34 weeks gestation and <1500g were identified who had been delivered by LSCS for maternal PET. All had septic work ups on admission to the NICU and were treated with minimum 48 hours of antibiotics. The septic screens included FBC, CRP and blood culture results at both 48 hour and 5 days. On review of all 79 septic screens, none of the infants had positive blood cultures at either 48 hours or 5 days. Similarly, none of the infants displayed any signs indicative of early-onset sepsis on full blood count or CRP level. Mild deviations were observed in some of the haematological results, but these can explained by the effects of PET on the infant.

Conclusion: 
None of the infants studied had any evidence of sepsis on septic screen but all were treated with IV antibiotics because of prematurity due to LSCS for maternal PET.

REVIEW OF OSTEOSARCOMA AND EWING’S SARCOMA IN CHILDREN <16 TREATED IN THE ROYAL BELFAST HOSPITAL FOR SICK CHILDREN SINCE 2000.

E McGovern1, A McCarthy2
1Various Departments, Royal Group Of Hospitals, Belfast, N.Ireland
2Paediatric Oncology, Royal Belfast Hospital for Sick Children, Belfast, N.Ireland

 

Aim

The aim of this audit is to gain information on the incidence, age at diagnosis, gender ratio, tumour location, presentation, treatment and outcome of patients under the age of 16 who were diagnosed with and treated for a malignant bony tumour in Royal Belfast Hospital for Sick Children (RBHSC) since 2000.

Methods

Patient lists were formed by searching the hospital’s oncology databases and records held by the haematology/oncology research nurse.

Results

In total there were 28 patients.

13 (46.4%) were Ewing’s sarcoma and 15 (53.6%) were osteosarcomas.

50% were male.

The age ranged from 5-15.

The femur was the most common primary site (36%).

Surgical techniques included total or partial limb amputation and limb sparing resection.

All patients with Ewing’s sarcoma were enrolled in the EURO-EWING’s 99 trial. Osteosarcoma patients were not formally enrolled in a trial, but 13/15 patients had their treatment based on the EURAMOS trial and 2/15 patients on the EORTC 80931 trial.

28.6% are still receiving treatment for their primary malignancy. 32% have completed all treatment and have not suffered a recurrence. 28.6% have passed away. 11% (3 patients) are currently receiving treatment for a relapse, 2 of whom are receiving palliative care.

Outcome has been compared to histological response to pre-operative chemotherapy.

Conclusion

This a regional audit from the single centre in Northern Ireland. The review spans over only 11 years. Many of the typical features of osteosarcoma and Ewing’s sarcoma as described in the literature were observed in this review. Patients with poor response to initial chemotherapy, metastatic disease at diagnosis or disease recurrence continue to fare badly. Clinical trials testing new chemotherapeutic agents and novel targeted therapies are constantly on-going.

BORJESON-FORSSMAN-LEHMANN SYNDROME, DIAGNOSIS AND MANAGEMENT

C Murphy1,3, AM Murphy1,3, E Cullen1,3, M Mavinkuru1,3, SA Lynch2, S Smith1,3, N Irving1,3, M O Sullivan1,3, SS LIM1,3, E Roche1,3
1Department of Paediatrics, Trinity College Dublin, Dublin, Ireland
2National Centre for Medical Genetics, Our Ladys Hospital for Sick Children, Dublin, Ireland
3Department of Paediatrics, National Childrens Hospital, Dublin, Ireland

Aims

Börjeson-Forssman-Lehmann syndrome is a rare x-linked dominant condition associated with severe learning disability, short stature, obesity, gynaecomastia, hypogonadism and dysmorphic features, long ears, tapering fingers and short toes. The disorder is due to mutation of the PHF6 gene on the X chromosome. The purpose of this report is to describe the phenotype of Borjeson-Forssmann-Lehmann in adolescence with particular reference to the medical complications and dysmorphic features. In addition we wish to highlight the features useful for diagnosis of this underrecognised condition.

 

Methods

Clinical history, detailed physical examination and clinical photography were carried out for a 15 year old male presenting to Paediatric services with obesity and learning disability. Screening for endocrine abnormalities was carried out. The diagnosis of Börjeson–Forssman–Lehmann Syndrome was made, confirmed by molecular genetic testing.

 

Results

He was born to non-consanguineous healthy Irish parents. Medical and family history was unremarkable. He had a raised BMI of 29, height 3rd to 10th centile; physical examination is remarkable for gynaecomastia, large ear lobes, tapering fingers and hypogonadism. Endocrinological investigation revealed growth hormone deficiency. He has a learning disability and dyspraxia and is attending main stream school with assistance.

 

Conclusion

The fundamental key to clinical diagnosis is recognition of combination of obesity, learning disability and subtle dysmorphic features such as large ears and tapering fingers. We conclude that this is an uncommon condition but may be under diagnosed in males in adolescent years, these patients can gain significant benefit from growth hormone therapy and counseling of family.

16p11.2-p12.2 MICRODELETION SYNDROME: A RARE ENTITY

C Murphy1,3, AM Murphy1,3, SA Lynch2, M Mavinkuru1,3, E Roche1,3
1Department of Paediatrics, Trinity College Dublin< Dublin, Ireland
2National Centre for Medical Genetics, Our Ladys Hospital for Sick Children, Dublin, Ireland
3National Childrens Hospital, Dublin, Ireland

Aims

16p11.2-p12.2 microdeletion syndrome is a rare condition associated with autism, developmental delay and obesity. This diagnosis is confirmed by array comparative genomic hybridization. As described the syndrome is caused by deletion of a band from p11.2 on the short arm of chromosome 16. The purpose of our report was to describe the adult phenotype and highlight diagnostic clues for rare undiagnosed causes of learning disability and obesity.

 

Methods

Clinical history, detailed physical examination and clinical photography were carried out for a now 16 year old female presenting to Paediatric services in childhood for developmental delay, speech delay and developmental dysplasia of the hip and in adolescence with obesity, learning disability and pubertal delay and was diagnosed with a 16p11.2-p12.2 microdeletion syndrome by the Genetics service.

 

Results

The fourth child to non-consanguineous Irish Caucasian parents, physical examination is remarkable for short stature in 3rd to 9th centile and weight on 98th centile with stria on abdomen, webbing of neck and low hairline. She has amenorrhea but all endocrine investigations are within normal limits. She has a history of headaches which revealed benign intracranial hypertension with blurring of optic discs and is treated with acetazolamide. She is currently in mainstream school and has mild learning disability.

 

Conclusion

The early reports of this microdeletion syndrome describe children with autism. However more recently an association with obesity and primary amenorrhea has been identified which are fundamental clues in diagnosis. Further reports are required to delineate this condition.

 

REVIEW OF CYCLICAL VOMITING SYNDROME IN MID WESTERN REGIONAL HOSPITAL LIMERICK FROM JANUARY 2000 TO DECEMBER 2011.

K Odumusi1, M Mahony1, AM Murphy1, C Obi1, A Kahlil1, J Bakht1
1Paediatric Department, Mid Western Regional Hospital, Limerick, Ireland.

BACKGROUND 

Cylical vomiting syndrome is a chronic disorder characterised by recurrent episodes of vomiting separated by symptom free periods.

AIM

To review the epidemiology , history, investigations and treatment of children diagnosed with cyclical vomiting syndrome in Mid Western Regional Hospital Limerick from January 2000 to Dec 2011.

METHODS

Retropective study of the cases that met the criteria for the diagnosis of cyclical vomiting syndrome during the study period.

RESULT

Age of onset ranged from 5 to 13 years. 80% of patients were female. There was an average of 18 months delay in diagnosis. Average duration of vomiting episodes was 5 days. 60% of patients had abdominal x-ray and upper GI study while 50% had OGD done. 60% were treated with ondasetron while 80% had proton pump inhibitor.

CONCLUSION

Cyclical vomiting syndrome is a disabling condition with an unknown etiology with female predominance. There is often a delay in the diagnosis and a large expenditure on investigations before the diagnosis is made.

ALTERED NEONATAL LEUKOCYTE PHENOTYPE: ENHANCED REACTIVE OXYGEN INTERMEDIATES BUT   DIMINISHED MONOCYTE AND NEUTROPHIL  SURFACE ANTIGEN EXPRESSION AND ENDOTOXIN TOLERANCE
C Onwuneme1,2,3, HO Eliwan1,2, FM O'Hare1,3, RWG Watson2, A O'Neil2, EJ Molloy1,2,4
1Neonatal Intensive Care Unit, National Maternity Hospital Holles Street, Dublin, Ireland
2UCD School of Medicine and Medical Science, University College , Dublin, Ireland
3Paediatric Intensive Care Unit, Children's University Hospital, Temple Street, Dublin, Ireland
4, Royal College of Surgeons of Ireland, Dublin, Ireland

INTRODUCTION: Neonates have altered immune function and are susceptible to gram-negative sepsis.

AIM: To examine monocyte and neutrophil function in neonates compared to adults.

METHODS: Whole blood adult (n=5) and neonatal samples from umbilical cord blood (n=5) following normal delivery were analysed for monocyte and neutrophil (PMN) expression of TLR4, CD11b and ROI production in response to Lipopolysaccharide (LPS; Endotoxin) by flow cytometry.

RESULTS: Adults had increased TLR4 and CD11b endotoxin responses on both monocytes and neutrophils. Neonatal neutrophil ROI production was increased at baseline and with LPS compared to adults. CD11b was significantly increased on neutrophil at baseline and in response to LPS. There were no significant differences in monocyte expression of CD11b and TLR4 between adults and neonates. (Table 1)

CONCLUSION: At birth, neonates have increased PMN ROI production compared to adults but have diminished CD11b and TLR4 LPS responses. This partial endotoxin tolerance may prevent maternal –foetal allograft rejection in utero with decreased migration of PMN and monocytes while retaining enhanced antibacterial function (ROI).
	Table 1: Neutrophil and Monocyte surface expression of TLR4, CD11b and ROI production in response to LPS. All results are Mean channel fluorescence displayed as mean +/-SEM  


	 


	 
	TLR4
	ROI
	CD11b

	 
	Monocyte
	PMN
	PMN
	PMN

	 
	LPS
	LPS
	Con
	LPS
	Con
	LPS

	Adult
	3108+/-246
	2763+/-523
	50360+/-2745
	56968+/-738
	29159+/-6558
	96818+/-16577

	Neonate
	2436+/-476
	1772+/-181
	80375+/-4335
	85512+/-5832
	16921+/-5271
	50265+/-12650

	p value
	<0.01
	<0.03
	<0.0001
	<0.0002
	<0.05
	<0.04


 

 

INCREASED HYPOVITAMINOSIS D IN PRETERM VERSUS TERM MOTHER INFANTS PAIRS
C Onwuneme1,3,4, B Diya1, R McCarthy1, M Kilbane2, A Carroll3, N Murphy3, MJ McKenna2, EJ Molloy1,4,5
1Neonatal Intensive Care, National Maternity Hospital, Dublin
2Metabolism Laboratory, St Vincent's University Hospital, Dublin
3Dept Endocrinology, Children's University Hospital, Dublin
4UCD School of Medicine & Medical Sciences, University College Dublin
5Royal College of Surgeons of Ireland.

Background and Object: Routine supplementation of all newborns with vitamin D has recently commenced in Ireland since completion of this study. The object of this study was to assess vitamin D (25OHD) status in maternal and term umbilical cord samples and from term and preterm infants.

Methods: 25OHD levels were evaluated from maternal and umbilical cord samples from term and preterm (< 32 weeks gestation) pregnancies and evaluated by radioimmunoassay. 
Results:  192 samples included term (49 maternal, 57 cord samples and 16 infant samples at 6 weeks follow up) and preterm (24 maternal and 21 neonatal samples at birth, 17 samples before commencing Abidec and 8 samples at discharge).  The mean (+/-standard deviation) of maternal preterm 25OHD level was significantly decreased (p <0.01; (0.95 CI 2.4:20.3) compared with maternal term samples. Although both term and preterm infants had significantly reduced 25OHD levels at birth all reached sufficiency on follow up. (Table 1)

Conclusions: Pregnant mothers and newborn infants have 25OHD deficiency which may be related to our northerly latitude and climactic conditions. Preterm maternal 25OHD levels were significantly lower compared with term maternal levels and there were no differences in neonatal samples. Low 25OHD level in pregnant women may play a role in premature labour/delivery. Preterm and term Infants with low 25OHD levels at discharge and 6 wks follow up respectively, demonstrated levels within the normal range after 200IU/day vitamin D3 supplementation.

	Table 1. Comparison of S-25-OH D levels (nmol/L) among normal term maternal/infant and preterm maternal/infant pairs (Mean ± SD)Preterm Maternal vs Term Maternal *p <0.01; (0.95 CI 2.4:20.3). Preterm Infant vs Term Infant #p <0.13 


	 


	Vit D level (nmol/L)
	Maternal
	                                        Infant                            

 
	p value

 

	 
	 
	0-24h
	Pre-Abidec

 
	Discharge

 
	6 wks

 
	 

	Preterm
	31.5+/-16

 
	27.2+/-19

 
	36.7+/-22
	68.5+/-31

 
	NA
	<0.01*
 

	Term

 
	42.8+/21

 
	19.8+/-4.7

 
	NA

 
	NA

 
	63.6+/-14.9

 
	0.13#
 


SLEEP DISORDERS IN CHILDREN

JE O'Connell1, T van Haafteen1, S Irwin1, M McKenna1, A McGrath1, F Zaki1, AM Murphy2
1Department of Paediatrics, Trinity College Dublin, Dublin, Ireland
2Consultant Paediatrician, Mid Western Regional Hospital, Limerick, Ireland

Background: Sleep disorders are a common finding in children, but are largely under recognised. It is known that sleep disorders can have a detrimental effect on intellectual, physical, developmental, and psychosocial health. It has also been shown to contribute to an increased risk of obesity and can negatively impact family dynamics and parent’s relationships with their children.

 

Aims: To determine the prevalence of ICSD-2 sleep problems in children attending the outpatient department at a referral hospital in Dublin, Ireland.

 

Methods: 100 surveys were distributed over a four-week period to parents or caregivers of children attending the OPD. The following variables were recorded: age, sex, race, medical history, family history of sleep disorders, ICSD-2 sleep disorders, any current or previous treatment, social habits of the family, and the influence of the sleep disorder on family quality of life.

 

Results: 64 surveys were completed (30 males, 34 females). The mean age was 5.8 years (range: 2mo-16yrs). Sleep problems were reported in 94% (n=60). The most common problems were: Night waking (55%, n=35); Cry out in sleep (54%, n=34); Restless in sleep (45%, n=29); Snoring (33%, n=21). According to age, the following were the most common: Age 0-5yrs: Cries out at night; 6-12yrs: Snoring; and 12-18yrs: Night waking.

 

 Conclusion: It is recognised that sleep problems in childhood can have a detrimental effect on development, behavior and academic achievement. This study looked at the prevalence of sleep disorders at a children’s out patient department. We found that 94% of those surveyed reported at least one sleep problem. Interestingly, 14% (n=9) of parents reported that their child’s sleep problem negatively affected the dynamics of the family. Whilst most sleep ‘issues’ in children are not significant medical concerns, and indeed could be considered normal in childhood, we feel that a heightened level of awareness is needed amongst parents and health care professionals, to firstly identify treatable problems, and also, to encourage good sleep hygiene.

 

PERTUSSIS IN YOUNG INFANTS –CLINICAL PRESENTATION, COURSE AND PREVENTION

A O'Riordan1, J Cleary2, R Cunney2, A Nicholson1
1RCSI department of Paediatrics , Childrens University Hospital, Dublin, Ireland
2Department of Microbiology , Childrens University Hospital, Dublin, Ireland

Background:

Pertussis is highly contagious vaccine-preventable illness. It presents with severe symptoms and complications in infants under 3 months and may present diagnostic challenges.

 

Aims:

To review all cases of pertussis under 3 months presenting to the Childrens University Hospital in 2011 to see mode of presentation, severity, epidemiological factors, speed of diagnosis and commencement of erythromycin therapy .

 

Methods:

We looked at all notifications of pertussis to NDSC (National Disease Surveillance Centre) to assess national trends in 2011. We also analyzed all admissions with pertussis under 3 months of age with respect to number of siblings, sick contacts, length and nature of symptoms, time to isolation, commencement of antibiotic prophylaxis, length of stay in hospital , whether high dependency or intensive care were required, results of swab tests and PCR testing and subsequent outcome.

 

Results:

National figures showed a marked increase in the number of confirmed pertussis cases with trebling of cases in 2 years. The infants included in this study ranged from 4 and 10 weeks. Their presenting complaints were most commonly the development of cyanosis and aponic episodes on a background of between 3 and 17 days of coughing. Three required ventilation and admission to the PICU with a duration of between 3 and 8 days. There was a consistent lag between the presentation of infants and commencement of a macrolide, with no antibiotics being administered in A&E and administration beginning at between 4 and 24 hours after arrival.

 

Conclusions:

Pertussis in young infants is a severe illness often requiring prolonged hospitalization and HDU/PICU admissions. Diagnosis is essentially a clinical one and thus requires a high index of suspicion. Due to its highly contagious nature macrolide therapy should commence as soon as possible to contain spread and expedite recovery. Higher immunisation uptake rates are essential for its prevention

 

ROLE OF RESPIRATORY SYNCITIAL VIRUS (RSV) IMMUNOPROPHYLAXIS FOR INFANTS WITH SEVERE OSTEOGENESIS IMPERFECTA (OI): A REGIONAL AUDIT.

RK Philip1, S Qadri
1Department of Paediatrics, University Hospital , Limerick, Ireland

BACKGROUND & AIMS:

Respiratory illnesses could be very serious, even life threatening among neonates and infants with severe forms of osteogenesis imperfecta (OI). Respiratory syncitial virus (RSV) bronchiolitis could deteriorate the respiratory status of infants with severe OI increasing length of stay (LOS) and often needing paediatric high dependency unit (PHDU) or paediatric intensive care unit (PICU) care. Immunoprophylaxis using Palivizumab - a monoclonal antibody to RSV F protein could prevent RSV bronchiolitis for severe OI infants. We aimed to audit our local practice and national data.

METHODS:

We conducted a retrospective chart review of infants with severe OI in the Mid-West of Ireland from 2005 to 2010, all of whom received Palivizumab in addition to the standard care for OI with early bisphosphonates. From national computerised Hospital In-Patient Enquiry (HIPE) data information on all infants in Ireland with OI admission and RSV positive bronchiolitis was tabulated. LOS and bed days use nationally were determined. Information of immunoprophylaxis for national OI cohort was obtained from the national provider of Palivizumab. Hospital audit committee approval was sought.

RESULTS:

No infant in the Mid-West of Ireland with severe OI who have received Palivizumab developed RSV bronchiolitis (n=5). Nationally 17% of non-prophylaxed infants with OI developed RSV positive bronchiolitis among the 121 admissions. Increased LOS, bed days consumption and PICU admission were observed among those with dual pathology of severe OI and RSV infection.

CONCLUSION:

Infants with severe forms of Osteogenesis Imperfecta seems to benefit from RSV immunoprophylaxis with Palivizumab

CASE REPORT: A RARE CASE, FROM A FAR PLACE.

CA PITAN, A DELAHUNT, D MCDONALD
1PAEDIATRICS DEPARTMENT, NATIONAL CHILDRENS HOSPITAL, DUBLIN, IRELAND
2DIETETICS DEPARTMENT, NATIONAL CHILDRENS HOSPITAL, DUBLIN, IRELAND
3PAEDIATRICS DEPARTMENT, NATIONAL CHILDRENS HOSPITAL, DUBLIN, IRELAND

AIM: we report a case of protein energy malnutrition (PEM). Baby S was admitted via the accident and emergency of the National Childrens Hospital, Tallaght at 4 months of age. She presented with a 4 week history of non-bloody diarrhoea, decreased oral intake and poor weight gain.

METHOD: a case report study of Baby S, a 4 month old baby girl who recently arrived in Ireland having being adopted by Irish parents from Ethiopia. Prior to arrival in Ireland she had undergone health screens to exclude retrovirus and hepatitis B and C.

RESULTS: Baby S presented with facies and physical examination consistent with marasmus, a form of PEM. Investigations demonstrated metabolic acidosis, electrolyte imbalance and hypoalbuminemia; stool culture positive for salmonella. Management included correction of metabolic imbalance and significant dietetic involvement with re-feeding, use of semi elemental formula and micronutrient supplementation.

CONCLUSION: This patient presented with marasmus, a rare primary presentation in the Irish population. We believe this case is important in highlighting the changing disease profile in our population. This presents a challenge to us as professionals in terms of specific disease recognition and management, and is an important consideration in planning medical and allied professional resources.

CAFFEY'S DISEASE IN INFANTS; MIMIC OF INFECTION, TRAUMA AND NON ACCIDENTAL INJURY
C Purcell 1, M Dominguez 2, K Butler 1, 2, E Twomey 3, P Gavin 1, 2
1Infectious Diseases, Childrens University Hospital, Temple Street, Dublin, Ireland
2Infectious Diseases, Our Ladies Hospital for sick children, Crumlin, Dublin, Ireland
3Department of Radiology, Childrens University Hospital, Temple St, Dublin, Ireland

Introduction: 
Caffey's Disease ('infantile cortical hyperostosis') is an uncommon, benign proliferating disease of infancy, characterised by irritability, bone pain and radiographic bony changes. Diagnosis may be delayed as differential diagnosis includes conenital syphilis, hypervitaminosis A, scurvy, bone tumours, trauma and non accidental injury.

Methods: 
Rotrospective chart review of 2 cases of Caffey's disease

Results: 
Case1: an 11-week old twin boy presented with a 3 week history of worsening lower limb pain and swelling over his shins. Examination revealed bilateral, tender bony prominences of the anterior tibiae. Radiographs showed symmetrical dense subperiosteal new bone foramtion. Maternal history was notable for syphilis, diagnosed and treated in a previous pregnancy. Maternal syphilis serology (RPR negative, TPPA positive 1/80) was consistent with successful treatment. Infant syphilis serology suggested passive transfer of maternal antibody. A diagnosis of Caffeys disease was made and the infant was managed symptomatically.

Case 2: a 3-week old girl with in utero HIV and Hepatitis C exposure, presented with lower limb pain after a suspected injury while being played with by her siblings. Radiographs showed periosteal reaction and a possible fracture. Despite a history of similar transient phenomenon in older family members, non accidental injury was considered. Medical social work review was reassuring. Ophthalmology review was normal. Radiographs showed multi focal involvement of the mandible, right humerus, tibia, ulna and scapulae. A diagnosis of Caffeys disease was made

Conclusion: Increased awareness of Caffey's disease and recognition of characteristic radiologic changes, may avoid diagnostic confusion and unecessary investigation of this otherwise self-limiting condition. Confounders in the history, as in these cases, can mislead and delay diagnosis.

 

THE OUTCOME TO DISCHARGE OF A COHORT OF INFANTS BORN WITH AN ISOLATED GASTROSCHISIS

J R Purna1, C Hensey2, R Mahony3, P MacParland3, A Twomey1
1Neonatology, National Maternity Hospitl, Dublin, 2Paediatrics, Sligo General Hospital, Sligo, 3Obstetrics and Gynaecology, National Maternity Hospital, Dublin, 4Obstetrics and Gynaecology, National Maternity Hospitl, Dublin, 5Neonatology, National Maternity Hospital, Dublin

Objective: 
To review the outcome to discharge of infants with an antenatal diagnosis of isolated gastroschisis.

Study Design: 
Retrospective review of all cases born with an isolated gastroschisis in the National Maternity Hospital over an eight year period.

Results: 
Of 31cases identified antenatally, all cases were liveborn. The mean gestational age was 37+/-1.3 weeks and mean birthweight was 2688g+/-453g.16(52%) were male, 22(71%) infants achieved vaginal delivery and only 11(35%) babies delivered during normal working hours. Detailed follow up was available on 27(87%)infants. The mean time from birth to transfer to a paediatric surgical centre was 3+/-1.0hours and the mean time to initial surgery (either primary repair or placement of a silo) was 4+/-1.6hours. 23(85%) infants were diagnosed with simple gastroschisis (ie bowel intact, continuous and uncompromised) and the remainder were complex (ie bowel perforation, necrosis or atresia). 5(18%) were large defects with the presence of other organs apart from an intact bowel outside the abdomen. Of the 23 infants with simple gastroschisis, 13(57%) had primary closure. While infants with simple gastroschisis who underwent primary closure commenced oral feeds earlier, established full enteral feeds earlier and had shorter hospital stays compared to those who had a silo placed, there differences were not significant. Infants with complex gastroschisis took twice as long to commence feeds (24days vs. 12 days, p=0.001), twice as long to establish full enteral feeds (43days vs. 22days, p=0.01) and had longer stays in hospital (61days vs. 29days, p=0.001) compared to those with simple gastroschisis. 6(22%) developed intestinal failure (need for >28 days of parenteral nutrition) and 3(11%) required an unplanned re-operation.25(93%) survived to discharge. Two died, one of NEC and one from perfortaion.

Conclusion: 
Survival rate to discharge is high. Infants with simple gastroschisis do better than those with complex gastroschisis. In our cohort, undergoing a primary repair did not appear to confer an advantage.

OSTEOGENISIS IMPERFECTA IN A DEFINED BIRTH COHORT: REGIONAL EXPERIENCE AND THE NEED FOR A NATIONAL PLAN.

S Qadri1, AM Murphy2, RK Philip3
1Department of Paediatrics, University Hospital Limerick, Limerick, Ireland

BACKGROUND & AIMS: 
Osteogenisis Imperfecta (OI) an inherited metabolic bone disorder,caused by mutations in genes encoding type 1 collagen resulting in bone fragility and multiple fractures.We aim to analyse the clinical characteristics of OI within a 10 year regional birth cohort in Ireland & highlight the management challenge& need for National level referral & treatment structure.

METHODS: Case notes of patients with OI being followed up in the University Hospital Limerick,from (2002-2011), were reviewed by two non-primary clinicians for clinical characteristics, radiological findings, results of molecular genetics & management & treatment received abroad.

RESULTS: Case1: Female type III OI born at term,now is 10 years with short stature & respiratory problems. Case2: Male type IV OI,Multiple antenatal&postnatal fractures.now is 6 years. Case 3: Male type III OI, presented at birth with multiple fractures& typical features & significant ligamentous laxity. Presently is 4 years. Case 4: Female type V OI, born by CS at term,diagnosed at 9 weeks, presented to orthopaedics with fractures,later developed crush fractures of vertebrae; presently ìs 3 years. Case 5: Female type IV,born by CS at term with antenatal suspicion of skeletal dysplasia. Presently is 2 years with associated developmental delay. Case 6: Male type IV , followed up since 27 weeks gestation and intrauterine death due to non-immune hydrops at 34 wks.

Our patients receive pamidronate infusion on a 3 monthly basis,& 4 of 5 are enrolled in shared care with Metabolic bone diseases unit at Sheffield & travel abroad 2-4 times per year. Against the published incidence of OI as 1 in 20,000 live births our observed incidence of severe OI itself in an Irish birth cohort is 1in 8,000, ie 0.125%

CONCLUSION: Survival has improved significantly over the last decade. As more children are surviving nationally there is a need for development of a specialised comprehensive metabolic bone diseases unit providing a structured quality of care, avoiding travel abroad,with potential health economic benefits.

JUNK FOOD - CAN IT CAUSE ACUTE PANCREATITIS?

A Reynolds, S Gormally
1Department of Paediatrics, Our Lady of Lourdes Hospital, Drogheda, Ireland

BACKGROUND: Pancreatitis is a very rare disorder in childhood. The commonest aetiologies include trauma, medications, biliary abnormalities, genetic mutations and systemic disease. A large proportion of cases are idiopathic. We present a case of pancreatitis in a patient with an underlying eating disorder, and discuss the association between these two conditions.

 

REPORT: A thirteen-year old boy presented with a 2-day history of severe abdominal pain and vomiting. There was no history of trauma or drug use. There was no family history of gastrointestinal disease. Examination revealed that he was in shock and had generalized abdominal tenderness and guarding. He was diagnosed clinically as acute appendicitis with perforation. However on laparoscopy his appendix appeared normal. 
The following day an abdominal ultrasound demonstrated acute pancreatitis. A CAT Scan revealed that 50% of the patient’s pancreas was necrotic and there was evidence of early pseudocyst formation. A MRCP (Magnetic Resonance Cholangiopancreatography) demonstrated a normal biliary tree. 
Triglyceride and calcium levels were normal. Serology for Mumps, EBV, Mycoplasma and Yersinia was negative. Tests for mutations in genes associated with pancreatitis (SPINK1, PRSS1 and CFTR) were normal. Subsequent enquiry revealed a several year history of a diet consisting of only 'Skittles', chocolate, crisps, cola and burgers. This boy had a stormy clinical course and required aspiration of his pseudo cyts and eventually a partial pancreatectomy

 

CONCLUSION: Acute pancreatitis in childhood is an usual condition and often the aetiology is unclear. Feeding disorders such as anorexia nervosa and bulimia have rarely been described as a cause. Given the negative results of extensive investigations, this child’s pancreatitis was attributed to his bizarre diet.
A 19-Year-Old Man with Recurrent Pancreatitis. Shah U, Shenoy-Bhangle AS, N Engl J Med 2011; 365:1528-36. Recurrent Acute Pancreatitis in Anorexia and Bulimia. Morris LG, Stephenson KE, Herring S, Marti JL, J Pancreas (Online) 2004; 5(4):231-234. Chronic Pancreatitis in a Patient with Malnutrition Due to Anorexia Nervosa. Wesson R, Sparaco A, Smith MD, J Pancreas (Online) 2008; 9(3):327-331.
A CASE REPORT: CHRONIC INFANTILE NEUROGIC CUTANEOUS AND ARTICULAR SYNDROME IN A INFANT WITH DOWN SYNDROME

B Scanlan, O Killeen, 1Gastroentrology, OLCH, Dublin, 2Rheumatology, OLCH, Dublin, Ireland

Chronic Infantile Neurologic Cutaneous and Articular(C.I.N.C.A.) Syndrome also known as Neonatal-onset multisystem inflammatory disease is a rare condition which has never been reported in Down's Syndrome.

Our Case presented with a recurrent rash and fever and subttle arthritis which triggured repeated treatment with antibiotics prior to his diagnosis. While genetic comfirmation has proven ellusive he responded to quickly to treatment with biologic agents and relapsed once they had to be held due to primary varicella infection he relapsed.

A Thorough search of medical databases has not uncovered a similar case and the importance of outruling a rare syndrome even in the context of another pre-existing diagnosis is outlined

SYMPTOMS AND NUTRITIONAL STATUS OF PAEDIATRIC COELIAC PATIENTS AT DIAGNOSIS

J Schram1, M Roddy1, ST Quinn2
1Department of Clinical Nutrition and Dietetics, Tallaght Hospital, Dublin, Ireland
2Department of Paediatric Gastroenterology, Tallaght Hospital, Dublin, Ireland

Aims: The diagnosis of coeliac disease (CD) among children with atypical symptoms is increasing. This study aimed to describe the presenting symptoms and nutritional status of Irish paediatric coeliac patients at diagnosis.

Methods: A retrospective review of medical records of children with CD attending the dietetic outpatient department. Clinical data collected included age-at-diagnosis, presenting symptoms, anthropometry, biochemistry, and coeliac-associated conditions. Children’s height and BMI were converted to z-scores to allow comparison across all ages. Statistical analysis was performed using Mini-tab.

Results: Fifty-two children with a mean age-at-diagnosis of 7.3 years (range 1.3-17.9 years), were included in this study. Presenting symptoms are illustrated in table 1. Twelve percent (n=6) were asymptomatic at presentation and were identified through screening of high risk patients. Thirty-one percent (n=16) had one or more coeliac-associated conditions including type-1 diabetes (n=12), Down syndrome (n=3), and hypothyroidism (n=3).
	Table 1. Symptoms at presentation

	 
	 
	 
	 

	Symptom
	Total (n=52)
	Boys (n=21)
	Girls (n=31)

	 
	 
	 
	 

	 
	 
	 
	 

	Constipation
	16 (31%)
	5 (24%)
	11 (35%)

	Diarrhoea
	17 (33%)
	6 (29%)
	11 (35%)

	Abdominal Pain/Distension
	23 (44%)
	7 (33%)
	16 (52%)

	Low iron (Hb<11g/dl)
	6 (12%)
	4 (19%)
	2 (6%)

	Failure to thrive
	8 (15%)
	2 (10%)
	6 (19%)

	 
	 
	 
	 


Mean height z-score was +0.209, with a positive correlation between age-at-diagnosis and height z-score seen (p=0.00). Children diagnosed at a younger age were more likely to present with FTT (p=0.02) and stunted height (p=0.00). Mean BMI score was +0.417, with 9% underweight, 66% healthy BMI, and 25% overweight/obese. tTG levels ranged from 0.1- >100 (of which 8%<1.9, 44%>100).

Conclusion: These findings demonstrate the changing mode of presentation of paediatric CD. The presence of constipation in 31% of patients, and the finding that 91% of patients were either of healthy BMI or overweight/obese, highlights the need for health care professionals to consider CD in patients with atypical symptoms.

ORGANOPHOSPHATE POISONING IN CHILDREN: A CASE REPORT FOCUSSING ON PRESENTATION, MANAGEMENT AND PATHOPHYSIOLOGY

C Sinton, B Trainor, 
1Paediatric Department, Altnagelvin Area Hospital, Londonderry, Northern Ireland

Background

Acute organophosphate poisoning is rare in the UK and it is recognised that the typically described clinical syndrome produced in adults often does not occur in young children. Organophosphates are most commonly used as pesticides and cause toxicity following absorption via the skin, mucous membranes, respiratory or GI tracts. They act by inhibiting acetylcholinesterase activity and stimulating muscarinic and nicotinic receptors. Presentation can vary from mild with excess salivation, nausea, headache and muscle weakness to severe with convulsions, coma, cardiac disturbance and death.

Clinical Case

A 3 year old boy presented to the A&E department of our hospital following ingestion of an unknown substance stored in a child's fruit drink bottle, one hour previously. The substance had been supplied by a local farmer and was thought to be possibly sheep dip. The patient was pale, drowsy and vomiting on presentation. Subsequent investigations revealed hypokalaemia and he developed excess salivation. Once the ingested substance was confirmed as organophosphate we sought advice from both the Tox Base consultant and call and regional PICU, neither of which had any experience in treating children with organophosphate poisoning. Following Tox Base advice we administered Atropine 20 mcg/kg for treatment of bronchorrhoea and a rapid improvement in his overall condition was observed. Tox Base had also advised the use of Pralidoxime as an antidote if required but the effect of Atropine was sufficient.

Conclusion

Considering there is very little experience locally of dealing with paediatric organophosphate poisoning it is important that the symptoms and management are known. It is a potentially fatal condition that requires rapid recognition and treatment. It is also important to be aware of the benefits of atropine in management, not only for symptomatic relief of bronchorrhoea, but for treatment of overall clinical picture as was the case for our patient.

Coggon D; Work with pesticides and organophosphate sheep dips. Occup Med (Lond). 2002 Dec;52(8):467-70. Jeyaratnam J; Acute pesticide poisoning: a major global health problem. World Health Stat Q. 1990;43(3):139-44. Ohtani T, Iwanami A, Kasai K, et al; Post-traumatic stress disorder symptoms in victims of Tokyo subway attack: a 5-year follow-up study. Psychiatry Clin Neurosci. 2004 Dec;58(6):624-9. Beach JR, Spurgeon A, Stephens R, et al; Abnormalities on neurological examination among sheep farmers exposed to organophosphorous pesticides. Occup Environ Med. 1996 Aug;53(8):520-5. Toxbase.org/Poisons-Index

A FIVE YEAR REVIEW OF ANNUAL ABDOMINAL ULTRASONOGRAPHIC FINDINGS IN A REGIONAL PAEDIATRIC CYSTIC FIBROSIS CENTRE

S Skirka1, M Wajda1, M Mahony1, B Kenny1, 2, B Linnane1

1Paediatric Department, Mid-Western Regional Hospital , Limerick, Ireland 
2Radiology Department , Mid-Western Regional Hospital , Limerick , Ireland

Aims: To assess the value of annual liver ultrasound scanning (LUSS) in children with cystic fibrosis (CF), to correlate these LUSS findings with liver function test values, to asses the usefulness of liver function test as a screening tool and to review the use of ursodeoxycholic acid as a form of treatment for CF associated liver disease (CFALD).

Methods: A retrospective audit of available LUSS reports from children who were registered with the Mid-Western Regional Hospital CF unit in Limerick from 1st January 2006 to 31st December 2010. The following details were documented from each LUSS report: echotexture of the liver, splenic size, portal venous flow, changes from previous scans and incidental findings. Additionally, correlating levels of AST, ALT,γGT and ALP were recorded. The use of Creon and/or ursodeoxycholic acid at the time of each scanning was also noted.

Results: Two-hundred and eighty-seven LUSS reports were available for analysis. There was no reported deterioration in 91% of LUSS and liver abnormalities did not appear to correlate with age. The most common finding was a speckled appearance (70% of LUSS), followed by normal (6%), heterogenous (9%) and coarse (3%) appearance of the liver. Splenomegaly was reported on 6 occasions; when recorded, portal flow was normal in 100% of cases. Fourteen children whose LUSS showed deterioration were already on ursodeoxycholic acid at the time of scanning. Levels of AST, ALT,γGT and ALP were rarely greater than twice the upper limit of normal and AST was the enzyme most commonly raised. Of note, there was no correlation between these enzyme levels and LUSS abnormalities.

Conclusion: Our findings suggest that current practice of performing annual LUSS as part of routine screening in children with CF is not as useful as previously considered. Furthermore, liver function test appears to have a low sensitivity for identifying early CFALD, while ursodeoxycholic acid may have no impact on the development and progression of CFALD.

 

 

1. V. Diwaker. Et al. Liver Disease in children with cystic fibrosis. Paediatric Respiratory Reviews 2001: 2, 340-349 2. Dominique Debray et al. Best practice guidance for the diagnosis and management of cystic fibrosis-associated liver disease. Journal of Cystic Fibrosis Volume 10 Suppl 2 (2011) S29–S36 3. Eleonora D. T. Fagundes et al. Validation of the Williams ultrasound scoring system for the diagnosis of liver disease in cystic fibrosis. Jornal de Pediatria - Vol. 80, No.5, 2004 

SHOULD AIR INSUFFLATION TO AID LOCATION OF GASTRIC TUBE TIP LOCATION IN NEONATES BECOME STANDARD PRACTICE?

J McAloon1, L Speirs1, R Beckett1
1Neonatal Unit, Antrim Area Hospital, Antrim, Northern Ireland

Aims: Recently Quandt has reported experience of inability to locate feeding tube position in 20% of neonatal x-rays, improvements on this by insufflating air prior to check x-ray and recommended adoption of this practice (1, 2). Our impression was of lesser difficulty in the Antrim NICU than this published data and we were not convinced of the benefit of automatically introducing a novel practice. Consequently we conducted this review to quantify our experience and assess whether air insufflation or other intervention could be beneficial.

Method: Using admission records, all babies admitted to Antrim NICU over a six month period from August 2011 to February 2012 were audited. X-rays were viewed on NIPACS (online digital viewing system). Infants were excluded from analysis if they were born outside Antrim hospital or if there was no tube present on the first X-ray. We used Quandt’s method to assess the tube tip position. Each x-ray was assessed independently by two individuals and results were correlated.

Results: 157 infants were admitted during this period. A total of 88 x-rays fitted into the inclusion criteria and were analysed. The tube tip was locatable in 90%, 67 in the stomach and 13 outside. Tube tip was unlocatable in 8 because of x-ray truncation.

Conclusions: Our experience of difficulty in locating feeding tube position is less than has been published. We cannot confirm that routinely insufflating air should become a standard adjunct to practice. Truncation of x-rays was a contributory factor to difficulty and we will be discussing this with our radiology colleagues.
1. Quandt D, Brøns E, Meyer Schiffer P, et al. Improved radiological assessment of neonatal feeding tubes. Arch Dis Child Fetal Neonatal Ed. Published online Feb 6, 2012. doi:10.1136/archdischild-2011-301158. 2.Quandt D, Schraner T, Butcher HU, et al. Malposition of feeding tubes in neonates: is it an issue? Journal of Pediatric Gastroenterology and Nutrition. 2009; 48:608-11.

THE USE OF AN IPAD IN THE MANAGEMENT OF ILL CHILDREN

A Sproule1, C Flannigan1, J McAloon2
1Neonatal Department, Royal Jubilee Maternity Hospital, Belfast, Northern Ireland
2Paediatric Department, Antrim Area Hospital, Antrim, Northern Ireland

Background: Utilising an emergency drugs calculator on a smartphone has been demonstrated to improve the speed, accuracy and confidence of prescribing in a paediatric emergency1. This knowledge prompted the introduction of an iPad into the resuscitation area of the paediatric ward in Antrim Hospital in order to facilitate use of the software2.

Aims: To assist evaluation of the benefits for clinical practice of providing this technology in a district general hospital and to ascertain the views of the staff on using the facility.

Method: Over a two week period in July 2011, all ward staff were invited to use the iPad to prescribe a salbutamol infusion and maintenance fluids for a simulated patient. They subsequently completed a questionnaire of their experience.

Results: Completed questionnaires were received from 13 healthcare workers ranging from consultant paediatricians to auxiliary nursing staff. All participants completed the prescriptions correctly using the iPad in a median time of 2 minutes (range 1-4 minutes).

Conclusions: All participants were able to complete both prescriptions correctly and efficiently when using the iPad. Staff generally felt the addition of the iPad was helpful and that it would improve the standard of care delivered to ill children on the ward.

 

1. Flannigan C, McAloon J. Students prescribing emergency drug infusions utilising smartphones outperform consultants using BNFCs. Resuscitation 2011;82:1424-7. http://www.resuscitationjournal.com/article/S0300-9572(11)00450-3/abstract 2. Flannigan C, Terris M, Flannigan S. PICU calculator. ITDCS Ltd. iTunes 2011. http://itunes.apple.com/gb/app/picu-calculator/id404431842?mt=8 
20 YEARS CASE REVIEW ON HEPATOBLASTOMA IN NORTHERN IRELAND
V SUNDARAJAN1, A MCCARTHY2
1Specialty Registrar, Childrens Haematology/ Oncology unit, Royal Belfast Hospital For Sick Children, Belfast, United Kingdom
2Paediatric Oncologist, Childrens Haematology/ Oncology unit, Royal Belfast Hospital For Sick Children, Belfast, United Kingdom

Aim:

To look at the incidence, management and outcome of Hepatoblastoma over 20 years period in Northern Ireland.

Methods:

A retrospective audit conducted in December 2011. The data was collected from medical notes of all childrens diagnosed with Hepatoblastoma from Jan 1991 to Nov 2011 (14 patients), using an Audit proforma sheet.

Results:

Age at presentation: <2 years- 11 patients (79%), 2 to 15 years- 3 patients (21%).

AFP level: High in all patients ranging from 12,589 to 3,140,000 KU/L.

Platelet count: Abnormally high- 8 patients (57%), Normal- 6 patients (43%).

LFT: Deranged- 11 patients (79%), Normal- 3 patients (21%).

Clotting screen: Normal- 11 patients (79%), Deranged- 2 patients (15%), Not performed- 1 patient (7%).

Staging: Pretext II- 7 patients (51%), Pretext III- 3 patients (21%), Pretext IV- 3 patients (21%), Awaited- 1 patient (7%).

Diagnosis: Non Metastatic Hepatoblastoma- Standard risk 8 patients (58%) and High risk 3 patients (21%), Metastatic Hepatoblastoma 3 patients (21%).

Pre-op chemotherapy: SIOPEL one- 1 patient (7%), SIOPEL three- 8 patients (57%), SIOPEL four- 5 patients (36%).

Chemotherapy treatment: On time- 11 patients (79%), Delayed- 3 patients (21%).

Timing of surgery from initial diagnosis: 10 patients (70%) 2-4 months, 2 patients (15%) 4-5 months, 2 patients (15%) awaiting.

Type of Surgery: Orthotopic liver transplant- 3 patients (21%), Partial hepatectomy- 9 patients (64%), Awaiting- 2 patients (15%).

Associated syndrome: Present (Beckwith-Wiedemann syndrome, Fanconi syndrome and 2 parents had familial polyposis coli)- 4 patients (30%), Absent- 10 patients (70%).

Post-op chemotherapy: SIOPEL one- 1 patient (7%), SIOPEL three- 7 patients (50%), SIOPEL four- 3 patients (21%), Not applicable- 1 patient (7%), Awaited- 2 patients (15%).

Complications of chemotherapy: Yes (Hearing loss)- 3 patients (21%), Nil- 11 patients (79%).

Outcome: Remission- 10 patients (70%), Died- 2 patients (15%), Undergoing treatment- 2 patients (15%)

Conclusion:

The survival rate was 83.5%.The worldwide overall survival rate for children with Hepatoblastoma is 70%.

A “ONE IN A MILLION” CASE OF PULSATING THORACOABDOMINAL MASS

LO Tan1, SY Lim2, F Sharif1, 3
1Department of Paediatrics, Midland Regional Hospital, Mullingar, 2Department of Paediatrics, Cavan General Hospital, Cavan, 3Senior lecturer, Royal College of Surgeons in Ireland, Dublin

Introduction

Ectopia cordis is a rare congenital malformation where the heart is located partially or totally outside the thoracic cavity. 

Case presentation

Baby G was born at term by emergency caesarean section due to prolonged fetal bradycardia. He required positive pressure ventilation for 2 minutes initially due to poor apgar score. He subsequently required blow by oxygen intermittently due to cyanosis.

Baby G is conceived by in vitro fertilisation. Dating scan at 14 weeks was reported as normal. At birth a large pulsating mass at the thoracoabdominal area was noted.

Initial blood gas showed metabolic acidosis. A bolus of normal saline was given. Oxygen saturation improved to 99% in room air 1 hour after birth.

In view of lower thoracolumbar abdominal defect, ectopic placement of the umbilicus, deficiency of the diaphragmatic pericardium, deficiency of anterior diaphragm and intracardiac abnormalities, a diagnosis of ectopia cordis - Pentalogy of Cantrell was made.  He was transferred to the cardiac unit in the tertiary hospital. Echocardiogram showed dextrocardia, double outlet right ventricle, sub aortic ventricular septal defect and severe right ventricular out tract obstruction. He was sent home on propanolol, with weekly oxygen saturation check. He is awaiting further surgical intervention pending the required weight gain.

Discussion 

Ectopia cordis comprises 0.1% of congenital heart diseases 1. The estimated prevalence of ectopia cordis is 5.5-7.9 per million live births 2, 3. Up to 80 percent of affected fetuses will have associated intracardiac defects 4, 5, 6, 7, 8.  Pentalogy of Cantrell is a rare and complex malformation caused by failure of cephalic body folding 4. Associated abnormalities are craniofacial defects, trisomy 18, 13, and 21, and cystic hygroma 4, 9, 10. The surgical correction of these defects is complex and it generally requires a staged closure, but a single stage repair has also been reported, with success 2, 11, 12, 13 .

 

1. Sadłecki P, Krekora M, Krasomski G, Walentowicz-Sadłecka M, Grabiec M, Moll J, Respondek-Liberska M. Prenatally evolving ectopia cordis with successful surgical treatment. Fetal Diagn Ther. 2011;30(1):70-2. 2. Kabbani MS, Rasheed K, Mallick MS, Abu-Hassan H, Al-Yousef S. Thoraco-abdominal ectopia cordis: Case report. Annals of Saudi Medicine 2002; 22: 366-8. 3. Ghritlaharey RK, Gupta G, Kushwaha AS, Chanchlani R. Ectopia cordis thoracalis with cystic hygroma, syndactyly and cleft lip and cleft palate. J Indian Assoc Pediatr Surg 2007; 12:54-5. 4. Monteagudo A. Prenatal sonographic diagnosis of fetal abdominal wall defects, UpToDate.com, September 2011. 5. Alphonso N, Venugopal PS, Deshpande R, Anderson D. Complete thoracic ectopia cordis. Eur J Cardiothorac Surg 2003; 23:426. 6. Amato JJ, Zelen J, Talwalkar NG. Single-stage repair of thoracic ectopia cordis. Ann Thorac Surg 1995; 59:518. 7. Hornberger LK, Colan SD, Lock JE, et al. Outcome of patients with ectopia cordis and significant intracardiac defects. Circulation 1996; 94:II32. 8. Morales JM, Patel SG, Duff JA, et al. Ectopia cordis and other midline defects. Ann Thorac Surg 2000; 70:111. 9. Kumar B, Sharma C, Sinha DD, Sumanlata. Ectopia cordis associated with Cantrell's pentalogy. Ann Thorac Med. 2008 Oct;3(4):152-3. 10. Bick D, Markowitz RI, Horwich A. Trisomy 18 associated with ectopia cordis and occipital meningocele. Am J Med Genet 1988;30:805-10. 11. Ghritlaharey RK, Budhwani KS, Srivastava J. Thoracoabdominal Ectopia Cordis: A Report of Two Cases. Journal of Clinical and Diagnostic Research. 2011 June, Vol-5(3): 631-634. 12. Lampert JA, Harmaty M, Thompson EC, Sett S, Koch RM. Chest wall reconstruction in thoracoabdominal ectopia cordis: using the pedicled osteomuscular latissimus dorsi composite flap.Ann Plast Surg 2010; 65:485-9. 13. Samir K, Ghez O, Metras D, Kreitmann B. Ectopia cordis, a successful single stage thoracoabdominal repair. Interact Cardiovasc Thorac Surg 2003; 2:611-3. 

MAY-THURNER SYNDROME PRESENTING WITH DETERIORATING MID-LINE VULVAL OEDEMA FROM VARICES IN A 14 YEAR OLD FEMALE

D Wall1, B Kenny2, B Ramsay1
1Dermatology, HSE - Mid Western Regional Hospital, Limerick, Ireland
2Radiology, HSE - Mid Western Regional Hospital, Limerick, Ireland

A 14 year old girl presented with a 2 year history of an itchy vulvar rash that flared intermittently. Oral prednisolone had no effect when prescribed, with good effect, two months previously for a truncal rash. On examination, the vulval skin was erythematous, oedematous and lichenified and a provisional diagnosis of vulval dermatitis was made. Patch testing was negative to British Standard battery.

 

Despite treatment with twice daily application of 0.05% w/w clobetasone butyrate (Eumovate) ointment, Epaderm ointment and daily Hydromol soaks, her symptoms and labial oedema, in particular, deteriorated over the subsequent three months. Labial biopsy revealed a moderate, superficial, dermal, chronic inflammatory cell infiltrate only, however, gastroenterology opinion was sought to out rule subclinical Crohn’s disease. Vaginal and adnexal varices were visible on ultrasound examination. MRI demonstrated compression of the left common iliac vein by the accompanying artery (May-Thurner syndrome) with collateral venous drainage via the uterine veins, and consequent variceal dilatation of the vaginal and vulval venous plexus.

 

May-Thurner syndrome typically presents in the context of left lower extremity deep venous thrombosis which can occur in 77% of cases  1. It has a female preponderance and mean age at presentation is 40 years, although it has been reported in patients as young as 15 months of age1, 2. To our knowledge, no cases have been reported as presenting as vulval dermatitis. Midline presentation of pronounced, recalcitrant vulval oedema may represent a form fruste of Crohn’s disease. Treatment of this necessitates systemic immunosuppression, to help avoid permanent vulval lymphoedema. We wish to draw attention to May-Thurner syndrome as part of a differential diagnosis for mid-line oedema that should be excluded prior to embarking on potentially hazardous treatment.

 

1. Moudgill N, et al. May-Thurner syndrome: case report and review of the literature involving modern endovascular therapy. Vascular. 2009 Nov-Dec; 17(6):330-5. 2. Lee KM et al. May-Thurner syndrome found incidentally after left femoral catheterization in a pediatric patient. Pediatr Blood Cancer. 2010 Dec 1; 55(6):1191-4.
DRESS (DRUG REACTION WITH EOSINOPHILIA AND SYSTEMIC SYMPTOMS): AN IMPORTANT DRUG REACTION THAT EVOLVES OVER TIME

D Wall1, M Mc Aleer2, R Watson2, E O'Mahony3, B Ramsay1
1Dermatology, HSE - Mid Western Regional Hospital, Limerick, Ireland
2Dermatology, OLCHC, Dublin, Ireland
3Paediatric Neurology, HSE - Mid Western Regional Hospital, Limerick, Ireland

An 8 year old girl, with myoclonic astatic epilepsy, developmental delay & psoriasis was admitted with cough, fever, vomiting & an itchy, generalised, maculopapular eruption [figure 1]. Medication included levetiracetam (four months), rufinamide (years) & ethosuximide, (three weeks). Toxic erythema (TE) 20 to ethosuximide was suspected, supportive treatment with emollients & antihistamines prescribed, ethosuximide withdrawn & a resulting improvement permitted discharge.

Unfortunately, admission was required one week later with fever, exacerbation of the rash, coated tonsils and cervical lymphadenopathy. Presumed tonsillitis now appeared the most likely cause of the TE & was treated with clarithromycin. The dose of levetiracetam was increased & diazepam introduced for seizure prophylaxis. Viral screen, throat swab and ASOT were negative & twice daily application of 0.05% w/w clobetasone butyrate (Eumovate) cream was added to the emollient regime & antihistamine prescription. Further decline, however, necessitated ICU admission and ultimately, transfer to a National centre. Laboratory findings demonstrated acute hepatitis, renal impairment & transient peripheral eosinophilia. A diagnosis of drug reaction with eosinophilia and systemic symptoms (DRESS) was made & treatment with systemic corticosteroids & supportive care resulted in full recovery.
DRESS is a severe hypersensitivity syndrome with an estimated incidence of 1 in 1000-10,000 exposures to drugs such as anticonvulsants & sulphonamides1. It typically presents 2-6 weeks after introduction of the offending drug, with fever in 85% & cutaneous eruption in 75%, potentially progressing for weeks, despite drug withdrawal1. Visceral involvement is most commonly hepatic & associated with ~10% mortality1.
DRESS associated with non-aromatic anticonvulsant medication is unusual and, to our knowledge, has only been reported in association with ethosuximide on one previous occasion when a rising human herpes virus 6 antibody titre, absent in this case, was described2.
1. Revuz J, Valeyrie-Allanore L. Drug Reactions. In: Bolognia JL, Lorizzo JL, Rapini RP, eds. Dermatology, 2nd edn. Mosby; 2008. P310-311. 2. Conilleau V, Dompmartin A, Verneuil L, Michel M, Leroy D. Hypersensitivity syndrome due to 2 anticonvulsant drugs. Contact Dermatitis. 1999; 41:141-144. 

IPA Abstract
A NEW LOCUS FOR EPISODIC ATAXIA

O Walsh1, D Webb1, J Conroy2, R Murphy3, C Mc Donagh3, J Casey4, R Regan2, S Ennis4, SA Lynch5
1Neurology Department, OLCHC, Dublin, Ireland
2National Children's Research Centre, OLCHC, Dublin, Ireland
3, AMNCH, Dublin, Ireland
4School of Medicine and Medical Sciences, UCD, Dublin, Ireland
5National Centre for Medical Genetics, OLCHC, Dublin, Ireland

Objective: To identify a gene for autosomal dominant Episodic Ataxia (EA) in a novel Irish family.

 

Introduction: Episodic Ataxia comprise a genetically heterogeneous group of neurological conditions characterised by spells of ataxia, nystagmus & slurring of speech. The duration of clinical attacks vary from minutes to days. The various subtypes (EA1 to EA6) are differentiated by clinical presentation. Mutations in KCNA1, CACNA1A, CACNB4 and SLC1A3 are responsible for the development of EA1, EA2, EA5 and EA6 respectively. A locus has also been mapped for EA4 (1q42).

 

Methods: A three-generation Irish family with autosomal dominant EA was identified. All previously known genetic loci for EA have been excluded in this family. Presentation occurred in early childhood and symptoms are controlled by Clonazepam (a GABA agonist). Genome-wide linkage analysis was performed on 8 members of the family (6 affected, 2 unaffected) using the Illumina Human CytoSNP12 array. Following pruning the data, linkage analysis was performed using MERLIN on ~30,000 SNPs.

 

Results: Parametric analysis revealed three linkage regions on chromosomes 1, 7 and 20 with LOD scores of 1.8. These regions represent novel loci for EA. These results in addition to some of the novel features of the phenotype suggest that this family represent a new subtype of Episodic Ataxia.
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POSTERIOR CIRCULATION STROKE IN CHILDHOOD

O Walsh1, M Mc Coy1, D Rea2, D Webb1
1Neurology Department, OLCHC, Dublin, 2Radiology Department, OLCHC, Dublin

Objective: To highlight the clinical presentation, radiological assessment and outcome of posterior circulation stroke in childhood.

 

Method: A previously healthy 16 month old boy presented with a short history of irritability, vomiting and a five minute right sided focal motor seizure followed by secondary generalisation.

He had no significant medical history and no history of trauma. He had a normal neurological exam apart from heel-toe ataxia.

 

A pre and post contrast CT brain revealed a left posterior parietal lobe infarct. This was confirmed as acute on diffusion weighted and apparent diffusion coefficients (ADC) sequences of his MRI brain. MRA of his head and neck was normal and a thrombophilia screen, ECG and echocardiogram did not reveal a cause. He was treated with aspirin and phenytoin and returned to his baseline within a week of presentation.

 

Ten days later he represented with a left hemiparesis and ataxia following a short history of irritability and drowsiness. A repeat MRI brain revealed bilateral posterior circulation strokes, and a fat suppressed T1 weighted MRI of his neck revealed a left vertebral artery dissection. Subcutaneous heparin was commenced. A screen for collagen vascular disorders was negative, and he made a complete recovery within 7 days. He remains symptom free 5 months after his stroke.

 

Conclusion: The annual incidence of paediatric arterial ischaemic stroke is 7.9 per 100,000 children per year1. Posterior circulation stroke (PCS) is less common than anterior circulation and adult studies suggest risk factors and recurrence risk may be different2. There is a high association with vertebral artery dissection even in the absence of a history of trauma and this may be particularly true for young children. Radiological evaluation should include fat suppressed T1 weighted MRI of the neck and or cerebral angiogram3.
1. Giroud M, Lemesle M, Gouyon JB, et al. Cerebrovascular disease in children under 16 years of age in the city of Dijon, France: a study of incidence and clinical features from 1985 to 1993. J Clin Epidemiol 1995; 48:1343 2. Chaves CJ, Caplan LR, Chung CS et al. Cerebellar infarcts in the New England Medical Center Posterior Circulation Stroke Registry. Neurology 1994;44:1385-1390 3. Posterior circulation stroke in childhood. Ganesan et al., Neurology, November 2002; 1552-1556 
A RARE CAUSE OF NYSTAGMUS

O Walsh1, D Webb1
1Neurology Department, OLCHC, Dublin, Ireland

Aim: To highlight a rare cause of nystagmus in infants

 

Method: A case report of an eight month old girl from the travelling community referred with failure to thrive, gross motor developmental delay and nystagmus. According to her mother there was no known significant antenatal or family history. She never fixed and followed and had jerky eye movements from a few weeks old. She was not yet rolling and had persistent head lag. She was reaching for and grasping toys but not yet transferring. She was only beginning to babble but her hearing appeared intact. She was not dysmorphic and had no neurocutaneous stigmata. Her weight and length were well below the 0.4th centile despite being well nourished, and head circumference just above it. She had hepatosplenomegaly, horizontal nystagmus with some visual interest and very poor central tone.

 

Results: Bloods revealed a mild mixed acidosis only. Metabolic work-up was negative. She had a normal MRI Brain and electroretinogram, but slightly prolonged visual evoked responses and mild peripheral hearing loss. Skeletal survey showed diffuse increased density in bony skeleton with loss of cortical medullary differentiation, diagnosing osteopetrosis. Questioning of grandparents unveiled three older first cousins with Carbonic Anhydrase II deficiency, a rare autosomal recessive disorder which causes mild osteopetrosis, renal tubular acidosis and cerebral calcification. Two of whom underwent bone marrow transplants as children but with only minimal improvement. Current management consists of sodium bicarbonate replacement therapy with regular monitoring for complications, including fractures and cranial nerve entrapment secondary to the osteopetrosis.

 

Conclusion: This is a very rare cause of nystagmus which highlights the absolute importance of a thorough history from more than one family member in the case of children from the travelling community.

CLINICALLY SIGNIFICANT PATHOGENS AND ASSOCIATED FEV1 MEASUREMENT IN OUR PAEDIATRIC CYSTIC FIBROSIS POPULATION

A Walsh1, N Lagan1, L Kelly1, S Deignan1, DM Slattery1, F Healy1
1Respiratory Department, Children's University Hospital, Dublin, Ireland

Objectives: 
Our objective was to assess the cohort of patients attending our paediatric cystic fibrosis (CF) clinic for colonisation with 6 clinically significant pathogens and to determine if lung function differed between these groups.

Methods: 
We reviewed the results of all sputum samples over the previous 12 months on the cohort of paediatric CF patients attending our centre. We recorded colonisation with any of the following: Staphylococcus aureus (SA), methicillin-resistant Staphylococcus aureus (MRSA), Stenotrophomonas maltophilia (SM), Acinetobacter species, Pseudomonas aeruginosa (PA) (mucoid, non-mucoid or multi-drug resistant (MDRP)) and Burkolderia cepacia complex (BCC). We then correlated sputum results with mean forced expiratory volume in the first second percent predicted (FEV1).

Conclusions: 
Seventy of 90 paediatric patients attending our CF clinic were old enough to have reliable measurements of FEV1. Correlation of sputum culture reports with FEV1 was as follows: 38/70 (54.3%) colonised with SA with mean FEV1 of 85%, 7/70 (10%) colonised with MRSA with mean FEV1 of 67%, 23/70 (32.9%) colonised with PA with mean FEV1 of 75%, 6/70 (8.6%) colonised with SM with mean FEV1 of 81%, 3/70 (4.3%) colonised with Acinetobacter species with mean FEV1 of 87%, and 1/70 (1.4%) colonised with BCC with mean FEV1 of 76%.

Analysis of PA data revealed 13/23 (57%) colonised with non-mucoid PA (mean FEV1 86%), 10/23 (43%) colonised with mucoid ± non-mucoid PA (mean FEV1 70%) and no patient colonised with MDRP. 
In conclusion, CF patients with mucoid PA and MRSA constitute a small proportion of our total clinic cohort but have lower lung function and must be closely monitored.

SCREENING FOR CYSTIC FIBROSIS RELATED COMPLICATIONS IN A PAEDIATRIC POPULATION - HOW DO WE COMPARE?

A Walsh1, N Lagan1, Z Edworthy1, L Kelly1, F Healy1, DM Slattery1
1Respiratory Department, Children's University Hospital, Temple Street, Dublin, Ireland

Objectives: 
To assess if our tertiary paediatric cystic fibrosis (CF) centre is adhering to best practice guidelines for screening for CF related complications as outlined by the CF Foundation (CFF).

Methods: 
Retrospective review of annual screen reports of the 90 CF patients attending our paediatric tertiary centre in 2011.

Conclusions: 
All patients attending our centre (n = 90) had liver function tests performed in 2011 and all children ≥ 5 years old (60/90, 67%) had a liver ultrasound performed. All patients (6/90, 7%) whose liver ultrasound was concerning for cirrhosis were referred to a paediatric hepatologist. Annual vitamin D levels were performed on all patients and dexa scans were performed on all patients ≥ 10 years old with BMI ≤ 9th centile or those who had significant doses of oral steroids in the previous year (11/90, 12%).

Annual fasting blood glucose levels were performed on all patients < 8 years old and an oral glucose tolerance test was performed on all children ≥ 8 years old. HaemoglobinA1c was measured in 84/90 (93%) patients in 2011. Renal function was checked on all patients both at annual screen and on each hospital admission, weekly if treated with aminoglycosides.

Our dedicated CF psychologist attends CF clinic weekly and in addition reviews patients at her own clinic separately if needed. Our CF psychologist reviewed 59/90 (66%) patients in 2011, of which 36/59 (61%) had needle phobia and 33/59 (56%) had feeding related issues as reasons for review.

Our tertiary paediatric CF service compares favourably with CFF guidelines and figures. Our team does however lack a dedicated specialist CF pharmacist. This need is being addressed.
IDIOPATHIC PULMONARY HAEMOSIDEROSIS (IPH) - A RARE ENTITY

A Walsh1, G Canny1
1Respiratory Department, Our Lady's Children's Hospital Crumlin, Dublin, Ireland

Introduction: IPH is a rare cause of diffuse alveolar haemorrhage (DAH) of unknown aetiology. It is characterized by the triad of haemoptysis, pulmonary infiltrates on CXR and iron deficiency anaemia. The estimated incidence is between 0.24 and 1.23 cases per million. Anaemia without any pulmonary symptoms may be the presenting feature of IPH, especially in young children. Over a 15 year period only 3 patients with IPH were identified at this hospital.

Case 1: A 3 year old girl presented with severe, recurrent anaemia. Haemosiderin laden macrophages were identified on BAL. A good response to steroids and azothioprine occurred and she is now symptom free off treatment.

Case 2: A boy with Down’s Syndrome and congenital heart disease presented with severe anaemia. Recurrent bouts of pulmonary haemorrhage occurred from which he succumbed despite steroid therapy.

Case 3: A 4 year old girl presented with recurrent episodes of severe anaemia. A lung biopsy revealed haemosiderin laden macrophages but no capillaritis. Despite treatment with oral/IV steroids recurrent bleeds occurred necessitating treatment with azathioprine, hydroxychloroquine, IV/PO cyclophosphamide, 6MP and more recently IVIG.

Conclusion: As illustrated by the above cases the clinical course of IPH is extremely variable and some patients continue to have pulmonary haemorrhage despite aggressive therapy. Initial use of high dose corticosteroids in acute episodes of IPH has proven to decrease the frequency of pulmonary haemorrhage and is considered the treatment of choice. Other forms of immunosuppression have been used in patients who fail to respond to steroids or develop unacceptable adverse effects. The lack of prospective studies or large registries makes the evaluation of short and long-term prognosis difficult to assess. The most frequent cause of death is related to acute respiratory failure secondary to massive DAH, or chronic respiratory failure and cor pulmonale due to severe pulmonary fibrosis.
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