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The paediatric patient in the
family doctor’s practice
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* » GP (POZ) childcare up to the age of 18

* child health check-up
* vaccinations

» Sport activities and prophylaxis
» Frequent problems reported by
patients

» rhinitis, cough and upper respiratory tract infections
» lower respiratory tract infections

* no increase in weight

» iron deficiency/anemia (in infants)

* abdominal pain, diarrhoea, vomiting

» allergies

» skin changes

e urinary tract infections

* injuries and fractures
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Child health check-up in Poland

» Patronage appointment -1-4 week of life
» Appointment - 6-9 week of life (+vaccination)
» Appointment 3-4 month of life (+vaccination)
» Appointment 6 month of life (+vaccination)
» Appointment 9 month of life
» Appointment 12 month of life
* Appointment 2 y.o.
* Appointment 4y.o.
* Appointment Sy.o.
* Appointment 8-9 y.o.
e Appointment 12-13y.o.
e Appointment 15-16y.o.
» Appointment 18-19 y.o. (transition)
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- Miejsce urodzenia: szpital L1 dom [ inne [

Crmaczenie podmiotu wykonujgeego doatalnosé lecemiczg. ...

Ukonczony tydzien cugzy ...

Porod: spontaniczny [ indukowany [

pojedynczy L1 mmogi (10 dzecko, ktore z kolei. ...

sitami natury [

zabiegowy: kleszeze [1 wvacuum [ pomoc recema [

operacyjny (ciecie cesarskie): nagle [0 elektywne O

Wskazania do porodu zabiegowego albo operacyjnego:

nicprawidlowe polozenie/ulozenie plodu [0 nieprawidlowa czynnosé skurczowa

macicy L] stan septyczny [  krwawicnic w | okresie [

Ohbjawy zagrodemia plodu. ..o e

Czas trwama lokresu...................... czastrwama lokresu. ...

. Phyn owodniowy: przejreysty L1 meny O ziclony O zobiy 01 krwisty [

cochnacy O brak [

odphynal: w czasie porodu [ vereennne BodzEin przed porodem

Sposob tagodzema bolu porodowego. ..

10. Leki stosowane w czasie porodu. ..o

11. Pobrano krew pepowinowsy: tak [ nie [

B T

Drata. ...

Oenaczenie osoby sprawujgee] opicke

V. 5TAN NOWORODKA PO URODZENIU

LT o I s
L Y L e |

Ocena wg skali Apgar:

Urodzemiowa masa ciata ...
Dhugosc caala ...
Obwod glowy ...
Obwod klatks prersiowey ...

.£m

cee =B [FEmaceyE na selce cenlylowe))

e O (zaznacryd oa Salce centylowe)

cm

Minuta #ycia: 1.

11,

Czynnosc serca

Oddech

Mapiecie migsni

Odruchy

Labarwienie skory

RALEM pkt.

{odchylenia w hadaniu):

6. Postepowanie z noworndkiem po urodzemu:

odiluzowanie
OSUSTenlE

zaOpatrZzenie Pepowiny

profilaktyka zakazema przedniego odomka oka

podanie witaminy K
podanie tlenu
sziuczna wentylacja
intubacja

ISR SETCE

cewnikowanie naczyn pepowinowych

O O O o oodofdd o

7. Krew pepowinowa (tgtnica, vlap: pH ... .. BE _______nme._ ...

. ':i-ﬂ‘l'IJr-il.l:_'iEl | mierzonma na prawe] konceyme game), mgdey 2. a 24, godee dyem) .o
Y. Echo serca (gdy saturacya pomizeg Bl . ..ot e

11. Kontakt noworodka z matka | skora do skary™: tak [ nie O

Czas trwamia................, jezel kroce) niz 2 godziny powad preerwama:...............

12. Czy dziecko zaczelo ssaé piers; tak 0 mie O

3

Oznaczenie osoby spravujace] opicke

Condition of
the newborn
at birth
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KALENDARZ SZCZEPIEN DZIECI | MLODZIEZY NA 2025 ROK ump.-qma:“f}ﬂ
AGE: miesiac = months, lat=years X X X
VACCINE
Szczepienie
przeciw
Grudlicy BCG -TB - tuberculosis
WZW B Hepatitis B

Rolawinuzom Botavirus

EHONICY, 1eZeCcowm
Wluslecom  Diphteris, ST OHEESAARD G

Policnmyelitis
Haemophilus influe

HIlD

L ADEELED
serotype B m
&>

PIICLETIONOKOM FlI'IHI..II'I'IHEH

%EE:EEE&M“‘:E' Measles, mumps, rubella

A=Y Human papillomavirus
LA bend | Mend CWy

Emnwmmmn-'aningummi -
Grypie  influenza
Cspiewietzne]  chickenpox
COVID-19

w2 Tick-borme encephalitis (TBE)

npox immunizations for

COMPULSORY FREE RECCOMENDED - PAID BY PARENT

children in Poland for
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Siatka centvlowa masy ciala chlopciow w wieku 3-18 lat
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Source: Z. Kutaga, M. Litwin, A. Grajda, B. Gurzkowska, A.
Swigder-Lesniak, A. RozdzyriskaSwigtkowka, M. Gozdz, M.
Wojtyto i zespoty badawcze projektow OLAF i OLA, Normy

rozwojowe

wysokosci | masy ciata, wskaznika masy ciata, obwodu talii i
cisnienia tetniczego dzieci i mtodziezy w

wieku 0-18 lat, ,Standardy Medyczne Pediatria”, Warszawa
2015, nr 1, tom 12, Suplement 1.

Siatka centvlowa wysokosci ciala chlopedow w wieku 3-18 lat
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TASK

Find percentiles for weight, height, BMI and BP
percentile on the centile grid for:

A) a 13-year-old boy weighing 40 kg and 155 cm tall, with a
measured blood pressure of 126/83 mmHg
B) a 5-year-old girl weighing 23 kg and 101 cm tall with a blood
pressure measurement of 117/65 mmHg

A) 10-25c,25¢, 5-85¢, 90-95¢/>99c
B) 75-90c, <3¢, >97c ~ >99¢/50-90c or ~ >99¢/90c
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Source: Z. Kufaga, et al
»otandardy Medyczne Pediatria”,
Warszawa 2015
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,otandardy Medyczne Pediatria”,

Source: Z. Kutaga, et al
Warszawa 2015
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i —n wysokosé (cm)—> 1361 1405 14493 1498 1547 1591 1634 1361 1405 1449 1498 1547 1591 | 1634
T S 50 105 106 107 108 109 110 1T 61 61 62 62 63 63 63
L CemviewpTotetdedle 0 . - « 90 118 119 120 121 122 123 124 70 71 71 72 72 73 73 |
10 97 F A 95 122 123 124 125 126 127 128 73 74 74 75 75 76 76
939 963 987 1013 1040 1063 1087 939 963 987 101,3 1040 1063 1087 : 99 129 131 132 133 135 136 137 78 79 80 80 81 82 83
90 90 N N 92 93 93 54 55 55 55 55 56 56 ; 99+5 mmHg 134 136 137 138 140 14 142 83 84 85 85 86 87 88
100 101 101 102 102 103 103 63 63 63 64 64 64 64 | "1 | 12 wysokos¢(cm)— 1415 1463 1511 1565 1619 667 1715 1415 1463 1511 1565 1619 1667 1715
103 103 104 105 105 106 106 66 66 66 66 67 67 67 ‘ 50 107 108 109 1M 112 113 114 61 62 62 63 64 64 65
108 109 109 110 1 112 112 70 70 71 71 72 72 72 90 121 122 123 124 125 126 127 71 72 72 73 73 74 74
99+5 mmHg 113 114 114 115 116 117 117 75 75 76 76 77 77 77 95 124 125 126 128 129 130 131 74 74 75 76 76 77 77
4 wysdkoié (cm)—> 1003 1029 1055 --1084 1113 1139 116,5 1003 1029 1055 1084 1113. 1139 1165 99 132 133 135 136 138 139 141 79 80 81 82 82 83 84|
50 92 93 93 94 95 95 96 55 56 56 56 56 57 57 99+5 mmHg 137 138 140 141 143 144 146 84 85 86 87 87 88 89i
90 103 103 104 104 105 105 106 64 64 64 65 65 65 66 13 wysokoéé (cm)—> 1483 1533 1583 1639 1 604 1744 1794 1483 1533 1583 1639 1 694 1744 1794
95 105 106 107 107 108 109 109 67 67 67 68 68 68 68 = 50 109 110 112 13 14 115 117 62 63 63 64 65 65 66|
99 111 112 112 113 114 115 116 71 72 72 72 73 73 74 ' 90 123 124 125 126 127 129 130 72 73 73 74 74 75 76
99+5 mmHg 116 117 17 118 119 120 121 76 77 77 77 78 78 79 95 127 128 129 131 132 133 134 75 76 76 77 77 78 79;
5 wysbkos¢ (cm)—> 1062 1090 1119 1152 1184 1213 1241 1062 1090 1119 1152 1184 121,33 1241 : 99 135 137 138 140 141 143 144 80 81 82 83 84 85 86i
50 94 95 95 9 97 98 98 56 56 57 57 57 58 58 . l 99+5 mmHg 140 142 143 145 146 148 149 85 86 87 88 89 90 9]
90 105 106 106 107 108 108 109 65 65 66 66 66 67 67 - 14 wysokos¢ (cm)— 1555 1601 1649 1701 1753 1800 1847 1555 1601 1649 1701 1753 180,0 184|,7
95 108 109 109 110 111 12 112 68 68 68 69 69 69 70 % 50 112 113 114 115 16 117 119 63 64 64 65 65 66 66
99 114 115 115 16 117 118 119 2 73 73 74 74 75 75 ' 90 126 127 128 129 130 131 132 73 74 74 75 75 76 7}3
99+5 mmHg 119 120 120 121 122 123 124 77 78 78 79 79 80 80 s | 95 130 131 132 133 134 136 137 76 77 77 78 78 79 8IO
6 wyspkosc (cm)—>  111,9 1149 1180 1215 1250 1281 1312 1119 1149 1180 121,5 1250 1281 1312 99 138 140 141 143 144 146 147 82 83 83 84 85 86 87
50 96 97 97 98 99 100 101 57 57 58 58 58 59 59 99+5 mmHg 143 145 146 148 149 151 152 87 88 88 89 90 91 9?
90 107 108 109 109 110 1M m 66 66 67 67 67 68 68 15 wysokos¢ (cm)—> 1609 1652 1695 1743 179 1834 1877 1609 1652 1695 1743 1791 1834 1 8i7,7
95 110 BN 12 113 114 114 115 69 69 69 70 70. 70 71 50 14 115 16 117 118 119 120 64 65 65 65 66 66 67
%E 99 17 117 18 119 120 121 122 73 74 74 75 76 76 77 . 90 128 129 130 131 132 133 134 74 75 75 76 76 77 1’7
@ 99+5 mmHg 122 122 123 124 125 126 127 78 79 79 80 81 81 82 ‘ ; 95 132 133 134 135 136 137 138 77 78 78 79 79 8 80
7 wyspkos¢ (cm)— 1174 1207 1239 1276 1312 1345 1 377 1174 1207 1239 1276 1312 1345 1377 5 99 141 142 144 145 146 148 149 83 83 84 85 86 87 5;37
50 98 99 99 100 101 102 103 58 58 58 59 59 60 60 : 99+5 mmHg 144 145 146 147 148 149 150 89 90 90 91 91 9p 92
90 110 110 11 112 113 13 114 67 67 68 68 68 69 69 16 wysokosé (cm)—> 1642 1682 1723 1768 1813 1854 1894 1642 1682 1723 1768 1813 1834 1]89,4
95 113 114 114 115 116 117 118 70 70 70 71 71 71 72 50 115 116 117 118 119 120 121 65 65 65 66 66 6y |67
99 19 120 121 122 123 124 125 74 75 75 76 77 77 78 90 130 131 132 133 133 134 135 75 75 76 76 77 70 78
99+5 mmHg 124 125 126 127 128 129 130 79 80 80 81 82 82 83 ‘ 95 134 135 136 137 138 139 140 78 78 79 79 80 80 81
8 wysokos¢ cm)—> 1226 1260 1295 1334 1 373 1408 1443 1226 1260 1295 1334 1373 1408 1443 . 99 143 144 146 147 148 149 151 83 84 85 86 86 g7 83
50 100 101 101 102 103 104 105 58 59 59 60 60 60 61 J 99+5 mmHg 148 149 151 152 153 154 156 88 89 90 91 91 Ep) 93
90 112 113 113 114 115 116 116 68 68 68 69 69 70 70 ' 17 wysokosé (cm)—> 1660 1699 1738 1782 1826 1 865 1903 1660 1699 1738 1782 1826 1865 1903
95 115 116 117 118 119 120 120 70 71 71 72 72 73 73 50 16 117 118 119 120 121 122 65 65 66 66 67 $7 68
99 122 123 124 125 126 127 128 75 76 77 77 78 78 79 90 132 132 133 134 135 136 137 75 76 76 77 77 78 78
9b+5 mmHg 127 128 129 130 13 132 133 80 81 82 82 83 83 84 95 135 136 137 138 139 140 141 78 79 79 80 80 1 81
9 wylokos¢ (cm)— 1272 1309 1347 1389 1431 1469 1 506 1272 1309 1347 1389 1431 1469 1506 99 145 146 147 148 150 151 152 84 85 85 86 87 R7 88
50 102 102 103 104 105 106 107 59 60 60 60 61 61 62 99+5 mmHg 150 151 152 153 155 156 157 89 90 90 91 92 52 93
90 114 115 116 116 17 118 119 69 69 69 70 70 71 71 Uwaga! Zgodnie z klasyfikacja European Society of Hypertension i Polskiego Towarzystwa Nadciénienia Tetniczego, u miodziezy od 16. rz.nalezy stosolwac'
95 117 118 119 120 121 122 123 7 72 72 73 73 74 74 klasyfikacje cisnienia tetniczego taka jak dla dorostych, tzn. wartoscia progowa dla rozpoznania nadcisnienia tetniczego jest 2140/90 mmHg
99 124 126 127 128 129 130 131 76 77 78 78 79 80 80
%9+5 mmHg 129 131 132 133 134 135 136 81 82 83 83 84 85 85
10 | wylokos¢(cm)—» 1315 1355 1395 1440 1485 1525 1 s6,5 131,5 1355 1395 1440 1485 1525 1565
50 103 104 105 106 107 108 109 60 60 61 61 62 62 63
90 116 117 118 119 120 120 121 69 70 70 71 71 72 72
95 119 120 121 122 124 125 125 72 73 73 74 74 75 75 .
99 127 128 129 131 132 133 134 17 78 79 79 80 81 81
d9+5 mmHg 132 133 134 136 137 138 139 82 83 84 84 85 86 86
Source: Z. Kufaga, et al
| | - S—— s § ST AND ARDY -_ﬂ-w___ BN e “Standardy Medyczne Pediatria”
| ‘ : . o STANDARDY . , MEDYCZNE , _ ‘ Warszawa 2015
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Adjudication of fitness to practise sport in Poland

Rozporzadzenie Ministra Zdrowia z dnia 27 lutego 2019 r. - to assess the
health status of children and adolescents up to 21 years of age and of
athletes between 21 and 23 years of age to practise a particular sport.

Who:
- sports medicine doctor
- doctor with a certificate of completion of an introductory course for
specialisation in sports medicine
- primary care physician
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Adjudication of fitness to practise sport in Poland

For children and adolescents up to the age of 19, the certificate can be issued by
the GP based on a preventive medical examination (health check-up) and the
medical records in his/her possession.



'@;@J Prophylaxis

Planned visits to the GP are preventive in nature and aim to:

the supervision of the child's normal development during this extremely sensitive period of his or her
life and the prevention of diseases that may interfere with this development;

taking a systematic medical history and carrying out a medical examination, which makes it possible
to detect at an early stage the initially subtle symptoms of a child's developmental disorders and
illnesses, and to begin treating them quickly, so that they have the least possible negative impact on
the child's development;

* 1mplementing immunizations, which are the most effective way of preventing serious infectious
diseases;

» setting the optimal feeding regime for the baby and for the situation, as well as the right diet for a
breastfeeding mother;

» setting out rules for caring for and playing with the baby to ensure harmonious and appropriate
mental and physical development (it is very important to build a good relationship between parents
and child and between siblings, and the GP can play a big role in this).
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Food pyramid Physical activity

Overweight and obesity prevention
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Rhinitis, cough and upper respiratory tract infections — most common

reason for patients to see a doctor

Dry cough: the most common cause in a child is a viral
infection of the respiratory tract in the initial phase, other
more common causes of dry cough in children are allergies
(for example to grass pollen or house dust mites), asthma,
foreign body aspiration. Such causes of cough, especially
chronic cough, should not be forgotten: psychogenic
(nervous) cough, post-infectious cough, reflux cough
(associated with gastroesophageal reflux disease).

Wet cough: most often associated with the second
phase of an upper respiratory tract viral infection, but
can also be a symptom of bronchitis or pneumonia. The
cause of a wet cough in older children may be sinusitis;
the secretions that appear in the paranasal sinuses flow
down the back wall of the throat, irritate it and stimulate
the cough reflex. Sometimes the wet cough is so intense
that it provokes the child's vomiting reflex or even
vomiting. This Is particularly the case with young
children, who are unable to expectorate the lingering
phlegm effectively and consequently swallow it, which
can cause abdominal pain or vomiting.
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Rhinitis, cough and upper respiratory tract infections — most common
reason for patients to see a doctor

Treatment:

* Ensuring that the child is adequately hydrated = daily fluid requirements

» Taking care of the right temperature and humidity in the baby's room. An optimal temperature (18-
20°C) and humidity (40-60%) can help relieve coughs, especially dry coughs. A humidifier or simply
hanging laundry In the bedroom or dampened towels on the radiator overnight is a good solution,
especially in winter when the heating dries out the air in the house.

* Use of honey. Honey has cough-relieving properties comparable to cough syrups. Drinking tea or
water with honey can soothe an irritated throat and make expectoration easier

» Correct positioning of the child during sleep. Use an extra pillow under the head and shoulders to
prevent secretions running down the back of the throat and waking the child up during the night. In
the case of a wet cough: patting on the back and ... laughing. When done correctly, patting will make
expectoration easier and is best done after a saline inhalation.

* Frequent hand washing. Prevents the spread of infection.

* Avoiding cigarette smoke. Smoking near the child can irritate the upper respiratory tract and
exacerbate the cough.
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Calculate the daily fluid requirements of a child during an
upper respiratory tract infection weighing 35 kg.

 first 10 kg of body weight - 100 ml/kg
» over 10 kg up to 20 kg body weight - add 50 ml/kg
 for every additional kilogram of body weight over 20 kg - add 20 ml/kg.

1800 ml
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M/ reason for patients to see a doctor

Treatment:
* nebulisation with 0.9% NaCl and/or 3%/2,2% NaCl

 nasal spray with isotonic/hypertonic sea

 nasal spray with anti-edema and anti-inflammatory effects (xylometazoline)

 thorough nasal cleansing

 nasal ointment/spray for nasal mucosa irritation (vitamin ointment)

» antihistamines (?) (dimetinden, clemastine) / pseudoephedrine drugs

* In case of fever, antipyretics (paracetamol, ibuprofen, metamizole)

* In case of pain, analgesics (paracetamol, ibuprofen, metamizole and topically acting, e.g.
lidocaine)

* nasal steroid, e.g. mometasone
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Calculate the dosage of antipyretics - ibuprofen and
paracetamol - for a 2-year-old child - 18 kg.

» Paracetamol 15mg/kg every 6 hours p.o./p.r./i.v.
* |buprofen 10mg/kg every 6-8 hours p.o./p.r.

» (Calculate an additional quantity of syrup: 200mg/5ml and 120mg/5ml

270 mg—-11,25ml; 180mg — 4,5 ml



Acute Otitis Media

» Acute otitis media is an inflammatory
process involving the mucosa and
structures of the middle ear that
develops suddenly, with general and/or
local signs of acute inflammation and the
presence of purulent discharge in the
tympanic cavity.

* Recurrent acute otitis media is
diagnosed when a patient has 3 or more
cases of the disease in 6 months or 4 or
more cases in 12 months.



Acute Otitis Media

* Acute otitis media usually precedes rhinitis and
symptoms of upper respiratory tract infection.
Typical symptom Is ear pain, but this is absent In
more than 20% of patients. In infants, otitis is
indicated by fever, crying, sleep disturbance,
vomiting may occur, sometimes diarrhoea or
leakage of purulent discharge from the ear.




Acute Otitis Media

*Subjective symptoms indicative of otitis media,
such as pain and ear discharge, are too insensitive
to exclude acute otitis media if they are not
detected.

* The diagnosis of acute otitis media should be
established based on the simultaneous: the
occurrence of acute symptoms and the
visualisation on otoscopic examination of lesions
(redness, protrusion) indicative of acute otitis
media.




Acute Otitis Media

* Analgesic treatment, ibuprofen or paracetamol,
used in all cases of acL
lbuprofen, as long as tr
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Acute Otitis Media

The immediate use of an antibiotic in acute otitis media is recommended:
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*|n other cases of uncomplicated acute otitis media, it is recommended to withhold antibiotics
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for 48-72 hours and administer concomitant treatment with an
'ment and possibly prescribing it if there is no improvement

ti-inflammatory and analgesic



Acute Otitis Media

Amoxicillin is the antibiotic of choice for the treatment of acute otitis media. Dosage:
90mg/kg/24h in 2 divided doses (>40 kg 1.5-2g every 12 hours).

The treatment time for uncomplicated acute otitis media can be shortened to 5 days Iin
adults and children over 2 years of age, while it should be 10 days in children under 2
years of age.

f a late-type allergic reaction to amoxicillin occurs, cephalosporins should be used in
the treatment: cefuroxime axetil for 5 days, and in children under 2 years of age for 10
days and in more severe cases. ceftriaxone for 3 days given intravenously or
iIntramuscularly.

A late-type allergic reaction to all beta-lactams or an immediate reaction to any beta-
lactam is an indication for treatment with the macrolide - clarithromycin for 10 days.

Azithromycin should not be used in the treatment




Acute Otitis Media

» |f there is no response to amoxicillin or an early recurrence of the infection (up to 7
days after the end of treatment), it is recommended to use:- amoxicillin with clavulanate
for 10 days- ceftriaxone administered parenterally once dalily for 3 days.
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also known as streptococcal sore throat

infections account for approximately 70-85% of causes of acute
yngitis and tonsillopharyngitis in children over 3 years of age.

ney are most commonly caused by rhinoviruses, coronaviruses,

adenoviruses, Epstein-Barr viruses, Coxsackie viruses, Herpes simplex
viruses and influenza and paragrpa viruses.

The
vast

pacteria responsib

e for 15-30% of infections in children are, in the

majority of cases: Streptococcus pyogenes (group A beta-haemolytic

streptococci), while group C and G streptococci are found much less

frequent

Acute pharyngitis and

causes O
consultat

Vv, In 5-11% of cases.

tonsillopharyngitis is one of the most common

visits to the GP, in some countries, reaching approximately 200
ons per year per 1,000 people

ne Incubation period for viral pharyngitis is usually 1-6 days, and
infection occurs by the droplet route and by contact with nasopharyngeal

secretions from the affected person (also contaminating hands)

iz otreptococcal pharyngitis .
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Modified Centor Criteria (Mclsaac)

Fever 1
Tonsillar Exudate 1 Modified Centor score
Points  Probability of Strep Management

Absent COUQh L 1 or fewer <10% No antibiotic or culture needed

: - 2 1M1-17%
Anterlor CerVICal LAD 1 Antibiotic based on culture or RADT

3 28—-35%

Age 3-14 years 1 40r5 52% Empiric antibiotics
Age 15-44 years 0 Wikipedia

Age >44 years -1



Streptococcal
pharyngitis

*|In order to limit the spread of
infection, a patient with
streptococcal pharyngitis or
tonsillitis should not have
contact with other people in
Kindergarten, school or at work
for a period of 24 hours after
taking the effective antibiotic.



Streptococcal pharyngitis

*For the treatment of acute pharyngitis and tonsillitis
caused by Streptococcus pyogenes
phenoxymethylpenicillin should be used orally.

*|In the event of poor patient co-operation or difficulty
INn taking antibiotics orally, it Is recommended a
single intramuscular administration of benzathine
benzylpenicillin.

*|n the corrected treatment of streptococcal
pharyngitis and tonsillitis, the following can be used:
cefadroxil or cephalexin.

*|In streptococcal pharyngitis and tonsilllitis,
macrolides should be reserved only forpatients with
Immediate hypersensitivity to beta-lactams




Scarlet fever

e Affects children between five and 15
years of age

* The signs and symptoms include a sore
throat, fever, headache, swollen lymph
nodes, and a characteristic rash

* The rash occurs as a result of capillary
damage by exotoxins produced by
S.pyogenes.



Bronchitis

*Acute bronchitis (AR) Is a respiratory infection whose predominant
symptom is a cough, dry or with expectoration of secretions, lasting no
longer than 3 weeks, which may be accompanied by auscultatory
symptoms such as wheezing, rhonchi or coarse crackles (rales).



Bronchitis

*Acute bronchitis is diagnosed on the basis of clinical symptoms, primarily
coughing, which may be accompanied by rhonchi, coarse crackles (rales) or
wheezing. When acute bronchitis is suspected and no symptoms of pneumonia
are found (such as tachycardia (in adults above 100/min), tachypnoe (in adults
above 24/min), body temperature > 38 degrees C and focal auscultatory
changes) no further diagnosis Is necessary.

[n patients with acute bronchitis who present with wheezing, coughing attacks
and/or dyspnoea, or symptoms related to allergen exposure, a diagnosis for
asthma Is recommended.

*The diagnosis of influenza virus infection can be made on the basis of clinical
examination during an epidemic increase in cases with high fever, cough and
headache.



Bronchiolitis

* Acute bronchiolitis is diagnosed on the basis of clinical symptoms
indicating narrowing of the small airways Iin the form of expiratory
dyspnoea, wheezing, rales and hypoxia, appearing for the first time in life
N the course of arespiratory infections in children under 2 years of age.

*/n cases of acute bronchiolitis in children not requiring hospitalisation,
laboratory tests are generally not necessary as it does not affect the
clinical course and prognosis. In children with bronchiolitis, admitted to
hospital, additional investigations aim to exclude other conditions, such as
pneumonia, to assess the severity of the disorder and epidemiological

considerations.




Bronchiolitis —
when refer to the
hospital”?
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nen deciding whether to hospitalize
|dren with acute bronchiolitis, the

mber of breaths per minute,

ntercostal retraction, the degree of
nemoglobin oxygen saturation and
rIsk factors for the severe course of
the Infection should be considered

* Risk factors mainly include chronic
respiratory and cardiovascular

diseases, iImmune deficiencies and
difficulties in hydration
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Age

Newborn
0-5 months
6—-12 months

1-3 years

3—9 years

6—-10 years
11-14 years
15-20 years

(beats per minute)
Range!®*

100—160.°6!

90-150
80-140
80-130
80-120
70-110
60-105
60-100

130
120
110
105
100
90
80
80

Normal respiratory rate
(breaths per minute)

30-50
25-40
20-30
20-30
20-30
15-30
12-20

1230371

Vitals - children

Normal heart rate

Typical example Rangel*®! Typical example

40
30
25
25
25
20
16
20

AGE RR
<2 mo >60
2-12 mo >20
2-5 Y0 >40
>5 YO0 >30

Wikipedia

Kawalec, Kulus




Bronchitis/Bronchiolitis

* [n acute bronchitis, routine performance of additional tests is not justified

* [n acute bronchiolitis in children treated at home, routine performing
radiological, biochemical and microbiological tests is not justified

 Routine use of the antibiotic I1s not recommended In acute bronchitis or
bronchiolitis.

*For cough prolonged beyond 14 days, It may be advisable to administer a
macrolide, especially If pertussis Is suspected. In young children with a
productlve cough persisting for more than 4 weeks without a decreasing
trend a diagnosis of chronic bacterial bronchitis iIs made and then the

administration of an antibiotic (amoxicillin with clavulonic acid or
macrolide) for 10 to 14 days.



Bronchitis/Bronchiolitis

* The routine use of bronchodilators (betaZ2-mimetics or cholinolytics) In
acute bronchitis Is not recommended. The use of these drugs may be
considered In patients with acute bronchitis who are found to be
wheezing, If the benefits of their use are likely to outweigh the risk of
adverse eftects.

* |n Individual cases of acute bronchiolitis short-term use of epinephrine or
betaZ2-mimetics may be considered.

*Hypertonic salt solutions (3% NaCl) may facilitate airway clearance
probably by rehydrating secretions and reducing mucosal oedema

eSaturation 7?77 <90%



Pneumonia

* The diagnosis of pneumonia in children is made on the basis of clinical
symptoms. Radiological examination iIs indicated when complications are
suspected.

 Most sensitive and specific symptoms for pneumonia in children are:
tachypnoe, fever above 38 degrees C, Intercostal retraction, and by
auscultation the presence of crackles especially unilateral. Failure to

identify these symptoms significantly reduces the likelihood of pneumonia
In children.



Pneumonia - etiology

Tabela |. Etiologia pozaszpitalnego zapalenia ptuc w zaleznosci od wieku [1]

Wiek Etiologia

Noworodki Paciorkowce grupy B
Enterobacteriaceae
(do 20 dnia zycia) ,
Cytomegalowirus
Newborns up to 20 days Listeria monocytogenes
3 tydzien — 3 miesigc Chlamydia trachomatis
RSV, wirus paragrypy
3 weeks to 3 mo Streptococcus pneumoniae
Bordetella pertussis
Staphylococcus aureus
4 miesigc — 4 rok zycia RSV, wirusy grypy i paragrypy, adenowirusy, rinowirusy - Viral
Streptococcus pneumoniae
4 mo to 4 yo Haemophilus influenzae
Mycoplasma pneumoniae
5-15 rok zycia Streptococcus pneumoniae Rekomendacje postepowania w
Mycoplasma pneumoniae Egiﬁ%ﬁgﬁfgkaieni“h ukdadu
S5yo to 15 yo Chlamydophila pneumoniae Hryniewicz et al




Pneumonia - indications for referral to hospital

severe course (symptoms of sepsis or shock),

circulatory failure,

respiratory rate >70/min in infants and >40/min in older children,

heart rate >160/min in infants or >140/min in older children,

leucocytosis >20,000 or <3,000,

Pa02 <60 mmHg, Sa02 <92% and PaCO2 >50 mmHg,

neurological symptoms, disturbbances of consciousness and convulsions,
dehydration and other water-electrolyte disturbances,

laboratory findings indicative of significant infection and inflammation,
extensive pulmonary lesions and pleural reaction on radiological
examination,

coexistence of other serious diseases, e€.9. asthma, heart defect,

age <6 mo,

poverty and psycho-educational problems.



Pneumonia - treatment

* |n alleviating cough in out-of-hospital pneumonia in children, proper care

and, above all, providing a supply of cool, moist air is necessary.
* The use of antihistamines is not recommended in children with community-

acquired pneumonia, as their benetficial effect has not been proven (?)



Pneumonia — treatment 3 weeks to 3 mo

Out-of-hospital pneumonia in children aged between 3 weeks and 3
months:

- cefuroxime: 75-100 mg/kg/day or 100-150 mg/kg/day in more severe
infections, In divided doses given every 8 hours intravenously;

- amoxiclllin with clavulanate in divided doses given every 6-8 hrs, so that
the dose of amoxicillin is 100 mg/kg/day intravenously;

- In severe, life-threatening cases, the administration of cefotaxime (50-
180 mg/kg/day in divided doses given every 6-8 hours) or ceftriaxone (50-
00 mg/kg/day given as a single daily dose), in combination with cloxacillin
(100 mg/kg/day in divided doses given every 6 hours) intravenously;

- If the clinical picture is suggestive of atypical disease, a first-line drugmay
be a macrolide

|




Pneumonia — treatment 3 mo to 5yo

Out-of-hospital pneumonia in children aged between 4 months and 5
years :

mild course and without high fever, and in particular in a child vaccinated
with pneumococcal conjugate vaccine, the omission of antibiotics may be
considered

- amoxicillin 75-90 mg/kg/day is recommended for outpatient treatment in
3 doses every 8 hours orally;

- In milder cases treated on an outpatient basis, the duration of treatment
of out-of-hospital pneumonia can be shortened to 5 days; in more severe
forms, treatment for 7-10 days



Pneumonia — treatment 5 yo to 15 yo

Amoxicillin, ampicillin are recommended

In more severe forms of infection, it Is recommended to combine an beta-
lactam antibiotic with anti-pneumococcal activity (amoxicillin/ampicillin,
ceftriaxone, cefotaxime) with a macrolide

In children weighing more than 40 kg, amoxicillin should be administered
orally at a dose of 75-90 mg/day In three divided doses (i.e. every 8
hours), or In the hospital setting ampicillin intravenously 1-2 g every 6
hours;

In children weighing less than 40 kg, amoxiclillin i1s administered orally at a
dose of 75-90 mg/kg/day in three divided doses (i.e. every 8 hours), and in
more severe cases, intravenous ampicillin at a dose of 100-200mg/kg/day,
in four divided doses (i.e. every 6 hours, no more than 4g/day);



Pneumonia — Adjusted treatment

» Adjusted treatment applies to the following situations:

* |ack of improvement or clinical deterioration after first-line treatment,

* recurrence of pneumonia (recurrence of symptoms after a period of
resolution),

 allergy to beta-lactam antibiotics.

Lack of improvement after treatment may be due to the following reasons:
resistance of the microorganism to the antibiotic used, non-adherence to the
antibiotic dosage recommendations, occurrence of complications of
pneumonia; misdiagnosis of bacterial pneumonia; concomitant medical
conditions.



Pneumonia — Adjusted treatment

* [f no improvement is found after first-line antibiotic treatment, chest
radiography is recommended, and in case of further ambiguity, a CT scan
'S recommended.

* The choice of a second-line antibiotic depends on the age of the child, the
antibiotic therapy used so far and the antibiotic therapy to date and the
complications identified.

» Corrected treatment in children between 5 and 15 years of age: in case of
relapse or use of an antibiotic within the last month for any reason, the use
of amoxicillin-clavulanate (7:1 or 14:1) is recommended, so that the dose
of amoxicillin is 90 mg/kg/day in 3 doses every 8 hours.



Pneumonia — Adjusted treatment

f there Is no clear Improvement after amoxicillinfampicillin  or
amoxicillin/clavulanate and a suspected atypical etiology clarithromycin
should be used:

In children weighing less than 40 kg at a dose of 15 mg/kg/day Iin 2 doses
every 12 hor

azithromycin at a single daily dose of 10 mg/kg/day (not to exceed 500
mg/day) and then for 4 days 5 mg/kg/day (not to exceed 250 mg/day)

In the case of intolerance or non-immediate allergy to amoxicillin, use:

- cefuroxime axetil orally in children weighing less than 40 kg at a dose of
20-30 mg/kg/day In 2 doses every 12 hours not exceeding 500 mg/day;

N severe cases of out-of-hospital pneumonia in children, use ceftriaxone
or cefotaxime

In cases of Immediate allergy to amoxicillin, use clarithromycin
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Child does not gain weight or falls (!) off

blood (cow's milk protei
antibodies (suspicion of

Fallure to thrive

during child hea

the centl
th check-

e grid - noticed by parents or GP at visits

Ups, vaccinations.

Interview and physical examination

Recommendations:

»Keep a feeding diary - please weigh your baby before and after feeds - record values in a
notebook. Please record feeding times and duration of feeds.

» Suspected gastro-oesophageal reflux - offer magnesium alginate, simethicone orally

»Additional tests: CBC, creatinine, urea, ALT, AST GGTP, albumin, electrolytes: Na, K, Ca, P;
thyroid hormones: TSH, T4, (fT3); urinalysis and urine culture, stool culture, test for occult

n allergy), occasionally: total IgA and anti-transglutaminase

" coeliac disease), sweat chlorides (diagnosis of cystic

fiorosis),examine the karyotype (genetic abnormalities).

» Chest X-ray and abdominal ultrasound complete the diagnosis.
» Refer to cardiologist - ECHO



i» Iron deficiency/anemia (in infants).
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Interview and physical examination!!! Pregnancy

Preventive laboratory tests in children at risk:

* Newborns born prematurely - 1-2 months of age

» [nfants 9-15 months of age

» Children 2-5 years of age

» @irls 13 years of age and every 1-2 years thereafter

* Boys 1 x during pubertal growth spurt



414 Iron deficiency/anemia (in infants),
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ABSOLUTE INDICATIONS FOR IRON RELATIVE INDICATIONS FOR IRON
PROPHYLAXIS: PROPHYLAXIS:
1-2 mg/kg/24h (from 3 months of age - i.e. after 1-2 mg/kg/24h

completing 8 weeks to the end of 1 year of age):
» Children born prematurely
« Babies born at term with a low birth weight of

» Recurrent respiratory and gastrointestinal
infections

 Period of rapid growth

2.2.5kg
»  Children from multiple pregnancies * Impaired appetite
»  Children with reduced haemoglobin levels in * Atendency to bleeding
the neonatal period * Heavy menstruation
» Children at risk of perinatal blood loss » Children who are overweight or obese

» Children of mothers with anaemia during
pregnancy



i2 Iron deficiency/anemia (in infants).
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TREATMENT

Dietary modification, if necessary - pharmacological treatment:

v"Iron deficiency without anaemia - iron 3 mg/kg/orally 1 dose in the evening maximum 150-
200 mg - one month after starting treatment - morphology + ferritin and possibly CRP, if
ferritin increases - continue for 2-3 months - 3 months after starting treatment - morphology,
ferritin and CRP - then 3 months after finishing treatment - morphology, ferritin and CRP.

v" If there was no increase in ferritin or anaemia developed one month after starting treatment
- assessment of adherence and side effects. Increase dose to 6-7 mg/kg (but still max. 150-
200 mg/24h). Consider referral to the ward (intravenous iron supply, diagnosis for
malabsorption and other causes of iron deficiency).
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abdominal pain, diarrhoea, vomiting
allergies

skin changes (atopic dermatitis, chicken pox,
shingles, erythema infectiosum, roseola)
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Symptoms

Diagnosis criteria
Additional tests, labs
Treatment
(Complications)

g
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» Haematological tests: peripheral blood count with platelets, peripheral blood count with platelet
count and platelets, reticulocytes, red blood cell sedimentation reaction (ESR).

» Bilochemical and immunochemical tests: sodium, potassium, ionised calcium, irontotal iror
binding capacity (TIBC), transferrin concentration, glycated haemoglobin concentratior
(HbAlc), urea, creatinine, glucose, glucose load test, total protein, proteinogram, albumin, C-
reactive protein (CRP), wuric acid, total cholesterolcholesterol-HDL, cholesterol-LDL,
triglycerides (TG), total bilirubin, direct bilirubin,alkaline phosphatase (ALP), aspartate
aminotransferase (AST), alanine aminotransterase (ALT), gammaglutamyltranspeptidase
(GGTP), amylase, creatine kinase (CK), total acid phosphatase (ACP), rheumatoid factor (RF),
antistreptolysin O (ASO), TSH, HBs-AgHBs antygen, VDRL, FT3, FT4, PSA - Total prostate
specific antigen

» Urinalysis: general urinalysis with evaluation of physical, chemical properties and microscopic
evaluation of the sediment, quantitative determination of protein, quantitative determination of
glucose, quantitative determination of calcium, quantitative determination of amylase.

» Faecal examination: general examination, parasites, occult blood - by Immunochemical
method.

» (Coagulation tests: INR, APTT, fibrinogen.

»  Microbiological examinations: urine culture with antybiogram, throat culture with antybiogram,
stool culture for Salmonella and Shigella, SARS-CoV-2 antigen test.




Electrocardiography (ECG) at rest.
Ultrasound: of the thyroid and parathyroid glands, salivary gland, of the kidneys, ureters,

urinary bladder, of the abdomen and retroperitoneal space, including initial evaluation of

the prostate gland, of peripheral lymph nodes.

X-ray: chest in AP and lateral projection, bone: spine, limbs and pelvis In AP and lateral
projection, skull, sinus, abdominal.

Referral to: gastroscopy, colonoscopy, computed tomography of the lungs.

Additionally:

Ferritin, vitamin B12, folic acid, anti CCP, CRP rapid quantitative test, anti-HCV
antibodies, total immunoglobulin E (Igk), specific immunoglobulin E (IgE): inhalation:
hazel, alder, birch, grasses, rye, mugwort, house dust mites, dog, cat, altenaria; oral:
milk, eggs, wheat, soya, peanuts, hazelnuts, fish, seafood - shellfish, carrots, apple, H.
pylori antigen in faeces - cassette test, H. pylori antigen in faeces - laboratory test, strep-

test.
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Red flags
abdominal pain that awakens the child at night,

» disorders concerning bowel movements (constipation, diarrhea especially
with an addition of blood or pus),

* pain located far from the umbilicus, especially changing in character to acute
and/or radiating to the back or lower extremities, accompanying pain,

» adecrease in the child's weight or inhibition of further weight gain and
growtn,

» other general symptoms, I.e. fever or subfebrile states, weakness, joint pains,
delayed puberty, positive family history of inflammatory bowel disease or
other chronic gastrointestinal diseases.

* Immune deficiency
e Jaundice
» swallowing disorders
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Usually caused by acute gastroenteritis (rota, adeno, norovirus), accompanied by

diarrhea, vomiting.

Equally often, abdominal pain is caused by constipation — interview is very important

when examining a child.

Symptom treatment: adequate oral hydration, painkillers (paracetamol, metamizole,

sometimes ibuprofen); antispasmodic drugs (e.g. dro
can add to the treatment probiotic, simeticone when -

Consider ondansetron (medicine to prevent ' and v
for hospitalization - be very ca

problems with oral fluids and no indication

nausea and vomiting) only if

Recommend easily digestible diet, give up sweets and juices.

Additional tests can be considered: basic blood tests - CBC, CRP, ALT, AST, bilirubin,
general urinalysis, stool for parasites, stool culture, abdominal ultrasound.

Always check the peritoneal symptoms and the presence of hernia

‘averine - from 6 years old), you
'he abdomen Is bloated.

there are

utious.
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Remember the glass test!

Usually reddened papules or
patches, itching and burning.

In an acute reaction you can use
up to 4 times the dose.

Next, think steroids (prednisolone
1 mg/kg) and adrenaline (10ug/kg
max 0,5mg; I.m. or s.c.)!
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Drug Age

Dimetindene (15 2" month
Hydroxyzine (15 2"year/12" month
Clemastine (1% 2" year

Cetirizine (2" 2" year
Levocetirizine (2" 2" year
Loratadine (2"9) 2" year
Desloratadine (2"9) 2" year
Rupatadine (2"9) 2" year

Bilastine (2"9) 6" year




Y% Other "rashes of childhood™ * -

CheCk:

* measles,

* rubella,

» erythema infectiosum - fifth disease, slapped cheek syndrome,
* roseola - sixth disease,

* chickenpox,

* herpes zoster,

* herpes simplex,

e Infectious mononucleosis



Urinary Tract Infections
(UTIs)

In all children up to 5 years of age with fever
without an identifiable cause and in children
with symptoms suggestive of urinary tract
infection or with risk factors for urinary tract
infection, urinary tract infection should be
suspected and urinalysis performed.



Urinary Tract Infections
(UTIs)

The following methods of urine collection in children are
recommended:

» for general examination by any method

 for microbiological testing:

= from the central stream,

= py bladder catheterisation or suprapubic puncture,
directly into a sterile container. Urine should be collected
after thorough toileting around the urethral orifice.



Urinary Tract Infections
(UTIs)

Significant bacteriuria is considered to be the presence of bacteria in
the urine in the amount of:

« 104 CFU/mlin a urine sample collected by catheterisation

« 103 CFU/mL in a urine sample collected by epicutaneous puncture

« >10° CFU/mlin a urine sample collected from the mid-stream



Urinary Tract Infections (UTIs)

In all children under 3 months of age with a urinary tract infection, hospitalization Is
suggested and the initiation of parenteral antibiotic therapy.

In children with UTls aged 3 months and older, the choice of treatment, depending

on the patient's general condition, should Include: oral, Intravenous or sequential
(intravenous followed by oral) therapy. In patients at low risk of severe disease (sepsis)

It Is suggested to consider outpatient treatment and oral therapy.



Urinary Tract Infections (UTIs)

For the empirical treatment of UTI in children under 3 months of age a third-generation

cephalosporin or the combination of an ampicillin and anaminoglycoside.

For the empirical treatment of UTI in children aged 3 months and older the antibiotics of
first choice are: cephalosporin Il or lll generation, amoxicillin+clavulanic acid (only in
situations of confirmed sensitivity), ciprofloxacin (according to the limitations of age).

Time of treatment: 7-14 days for acute pyelonephritis and 3-5 days for cystitis.



Injuries and fractures

* History of the circumstances of the injury (low- or high-

energy?);

.p

nysical examination - identify area of pain, heat,

sensation of touch, swelling, bruising or Subcutaneous

°*1n

ALS

(arnlca ointment, alumini

f necessary, elevation o
the limb for 7--
there is a susp

i
4 days may be recommended, or x-rays if
icion of fracture (+ referral to surgeon).

u

morrhage and joint mobility.

nead injury, neurological assessment of the patient Is
necessary.

* Prescribe systemic analgesic treatment (paracetamol,
lbuprofen), local anti-oedema and analgesic treatment

M acetate, ibuprofen).

ne limb and avoidance of use of
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THANK YOU

michal.szyszka@wum.edu.pl
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