08.45-08.50 – Friday 8th May 2015
Keeping up with Contamination: An audit of paediatric blood cultures

Power RF1, O’Leary OA1, Powell J2, Power L2, Linnane B1

1Department of Paediatrics, Children’s Ark, University Hospital Limerick, Limerick

2 Microbiology Department, University Hospital Limerick, Limerick
Aims: 

False positive blood culture results pose a diagnostic challenge to clinicians, often with financial and clinical consequences. Blood culture contamination rates higher than 6% have been reported in children, exceeding established guidelines of 2 to 4%. This audit aimed to determine the contamination rate of blood cultures taken from children in the emergency department(ED) and on the paediatric wards. 

Methods:

A retrospective audit was undertaken of all blood cultures taken in children less than 14 in the ED and in the Children’s Ark from July to January 2014. 

Results: 

There were 659 blood cultures taken in children less than fourteen years of age in the six month period. Table 1 highlights the results. The majority of blood cultures were taken in the ED: 523 (79.36%). 479 (72.68%) blood cultures were taken in the under-five age category, of which 25 were positive, with a contamination rate of 4.38% (21/479). 

Table 1: Blood culture contamination

	Ward
	Total
	Neg
	Pos
	Contamination rate n (%)

	ED
	523
	499
	24
	19 (3.6%)

	Inpatient wards
	103
	96
	7
	6 (5.8%)

	Caterpillar Day ward
	28
	26
	2
	2 (7.14%)

	Paediatric HDU
	4
	4
	0
	0

	Butterfly CF ward 
	1
	1
	0
	0

	Total
	659
	626
	33
	27 (4.09%)


Conclusions: 

There was a high rate of blood culture contamination in the paediatric department for the six month period audited. There were higher contamination rates on the wards than the ED, which differs from previous studies. The majority of positive blood cultures and the highest rate of contamination were in the under 5 population, perhaps highlighting the difficult phlebotomy in this age category. We plan on implementing measures to improve blood culture sampling for all paediatric staff and re-auditing in 6 months.

08.50-08.55 – Friday 8th May 2015
REVIEW OF PAEDIATRIC VIRAL MENINGITIS CASES IN UNIVERSITY HOSPITAL LIMERICK  2010-2015 

Dr Ruth Martin1, Dr Aileen Conway2, Dr Joanne O Gorman2 ,Dr Nuala O Connell1,  Dr Lorraine Power1

1: Department of Microbiology and Serology, University Hospital Limerick.

2: National Virus Reference Laboratory, UCD, Belfield, Dublin 4.

Aims:

The aims of this study were to review the aetiology of viral meningitis in paediatric patients presenting to  University Hospital Limerick (UHL)  over a five year period , to determine the  additional diagnostic yield of  non-CSF samples in  cases of Enterovirus infection and to identify  the impact of result availability on antimicrobial prescribing.

Methods: 

A retrospective data extraction for samples submitted between January 2010 & January 2015 for  UHL patients age 0-16 years  was carried out by the  National Virus Reference Laboratory (NVRL) UCD.  A clinical chart review was conducted at UHL for confirmed Enterovirus meningitis cases and antimicrobial use recorded. 

Results:

CSF samples from 207 patients were tested and in 20% (n=42) a pathogen was identifed. Enterovirus was the most common virus isolated (62% n= 26),and in three cases a dual pathogen was found.  Of the 180 patients with Enterovirus RNA “not detected” in CSF only 11% ( n=20) had additional matched specimens sent. From these cases Enterovirus was identified in a matched sample in  15% (n=3 patients). There was however wide variation in the type of specimen received. Of the 29 patients with positive CSF for Enterovirus, antimicrobial information was available for 15 patients. The average duration of antibiotic treatment was 3.6 days (range 1-9) days. 9 patients were also treated with acyclovir pending CSF result for average 3 days( range 1-7).
Conclusions:

Our review supports existing guidelines which recommend that CSF and paired non CSF samples should be sent to improve the diagnostic yield for viral causes of meningitis. In UHL however the majority of patients had no additional samples sent. Targeted protocols may  help to address this issue and  to standardise sample-type collection.  This study also highlights the need for rapid availability of CSF results to facilitate the early discontinuation of unwarranted antimicrobial therapy.

08.55-09.00 – Friday 8th May 2015
A REVIEW OF URINE TOXICOLOGY REQUESTS AT UNIVERSITY HOSPITAL LIMERICK

MK Pathan, Ophelia Blake*, Barnie Conmy*, AM Murphy

Dept of Paediatrics, University Hospital Limerick,

*Dept of Biochemistry, University Hospital Limerick

!

Introduction:

At the UHL, urine toxicology is performed by the biochemistry department. Tests are ordered by physicians within the hospital and peripheral GP’s. The screen tests for 7 substances and/or its metabolites: Amphetamines, THC (Cannabis), Cocaine, Benzodiazepine, Barbiturates, Methadone and Opiates. Each test costs about Euro15, uses enzyme immunoassay methods, and runs for about 20minutes.

Aim:

Our aim was to review urine toxicology screen requests carried out at UHL over a 36month period of January 1st 2012 to December 31st 2014, for ages 0-18yo.

Methods:

A list of all the toxicology screens (N=2215) over the 3 year period was obtained from the laboratory database. Details of requesting physician/department, patient demographics was obtained and recorded.

Results:

A total of 2215 toxicology screens were carried out between Jan 2012 to Dec 2014. Of these, 107 were positive (4.8%). Of that positive results, 23% of those tests were requested by paediatricians and the remainder by A+E staff, psychiatrists or GP’s. 41% of the positive results were male, 32% were female and 27% were unknown. 5% of boys were positive for more than 1 substance, and approximately 2% of girls tested, were positive for more than 1 substance; during the same screening test. THC (Cannabis) was the most positive tested substance with 47% positive results.

Benzodiazepines were the least positively tested, with a result of 3%.

Conclusion:

During the 3 years of urine toxicology tests carried out at UHL biochemistry department, only 4.8% of the tests were positive, with a majority in males, and THC (cannabis) being the most common substance detected.

09.00-09.05 – Friday 8th May 2015
WHAT MATTERS TO ME? - FLIPPING HEALTHCARE IN PAEDIATRICS

J Henderson1, P Stewart2, A Keaney3
1Royal Belfast Hospital for Sick Children, ST6 Paediatrics, Belfast, Northern Ireland
2Royal Belfast Hospital for Sick Children, ST7 Anaesthetics, Belfast, Northern Ireland
3Royal Belfast Hospital for Sick Children, Consultant Anaesthetist , Belfast, Northern Ireland

Aims
To meet the emotional and psychological needs of children admitted to hospital.

Method
From October 2014, each child admitted to the Royal Belfast Hospital for Sick Children’s Paediatric Intensive Care Unit (PICU) had a laminated “What Matters to Me (WM2M)” card displayed at the bedside, completed by either the parents or the child. This was a simple way to formally transfer more personal information, from one member of staff to another. On the reverse, there was a feedback questionnaire to grade the use of the cards from “very good” to “very poor”.

Results
Across an initial 18 weeks, 85.7% of patients received a WM2M card. 54.8% of the WM2M cards had feedback taken from parents, patients and nursing staff. A total of 39.5% found the cards “very good” (26.3% parents/patients and 13.2% nursing staff). 60.5% found the cards “good” (28.9% parents/patients and 31.6% nursing staff). No one selected “poor” or “very poor”.

Other wards took on the project after hearing positive comments from staff and families. This also included patients going to theatre. The Institute for Healthcare Improvement (IHI) presented a short presentation on the project after they heard about the cards, during a keynote speech at their 26th Annual National Forum in Orlando Florida.

Conclusions                                                                                          
Instead of asking our patients “What’s the matter with you?” we also ask them “What matters to you?” The IHI call this “flipping healthcare”. Children are to be recognised as NHS consumers in their own rights. There should be less barriers to accessing their views and experiences1 of which we hope our WM2M cards have help to do.

1.Improving Patient Experience for Children and Young People. A report by the patient experience network for NHS England (PEN)

09.05-09.10 – Friday 8th May 2015

TWO CASES OF APPARENTLY SPONTANEOUS IDIOPATHIC CHILOTHROACES IN CHILDREN. CASE REPORTS AND REVIEW OF LITERATURE.
K Keown1, C Hart1, S Callaghan1, M Shields1, 2, G Doherty1
1Paediatric Respiratory Medicine, Royal Belfast Hospital for Sick Children, Belfast, Northern Ireland, 2Department of Paediatrics and Child Health, Queens University Belfast, Belfast, Northern Ireland

Aims

To present two case reports of spontaneous idiopathic chylothorax in children and perform a literature review of previously reported cases. We aim to highlight the challenges of management and valuable lessons learnt in a tertiary Paediatric Respiratory Unit.

Methods

Two school aged female children presenting with progressive symptoms of breathlessness and lethargy were found to have large pleural effusions, biochemical analyses confirmed chylothoraces, which were bilateral in one child. Thorough investigation failed to yield an underlying cause in either case.

Results

Both children underwent drainage and attempted medical management with MCT diet, Parenteral nutrition and Octreotide therapy. Both children had a prolonged period of conservative management with multiple side effects encountered. Ultimately surgical intervention with thorascopy and mechanical pleurodesis was required in both cases, each with eventual successful outcomes.

Conclusions

Chylothoraces outside the neonatal population are rare with occurrence almost exclusively following cardio-thoracic surgery or after significant trauma. In both these cases which were apparently idiopathic, the chylotoraces were also refractory to conservative medical management.  Review of literature (Pudmed, Embase and Cochrane Libray), has identified fewer than ten previously reported cases of idiopathic spontaneous chylothoraces in children outside of infancy.1-3 This case series raises questions regarding the role of conservative medical management of unexplained atraumatic chylothoraces in children and our experience would suggest that early surgical intervention may be an appropriate management strategy.

1. Kumar A, Bin Asaf B, Chugh K, Talwar N. Thoracoscopic Ligation of Thoracic Duct for Spontaneous Chylothorax Indian Pediatrics 2013; 50: 796-798. 2. Epaud R, Dubern B, Larroquet M/ Theraputic strategies for ideopathic chylothorax. Journal of Ped Surgery 2008; 43 461-465 3. Achildi O, Smith BP, Grewal H. Thoracoscopic ligation of the thoracic duct in a child with spontaneous chylothorax. J Laparoendosc Adv Surg Tech A 2006; 16: 546- 
09.10-09.15 – Friday 8th May 2015

THE ESTABLISHMENT OF A MULTIDISCIPLINARY PEDIATRIC BIOCHEMISTRY MEETING AT UNIVERSITY HOSPITAL LIMERICK

Javaid Saeed, Anne-Marie Murphy ,  Clodagh O'Gorman , Ophelia Blake
Department of Paediatrics, Department of Biochemistry, University Hospital Limerick

Introductions 

The interface  between clinical and laboratories staff is brought with difficulties due to logistic  time pressure differing work styles and practices .This can compromise the flow of information related to patient care and can contribute to adverse  outcome in the long-term.

Liaison between clinical and laboratory staff is particularly important in some specialties especially pediatric endocrinology and metabolic medicine. In an effort to improve interaction and  increase information  knowledge and skill sharing  the chemical pathologist ,pediatric endocrinologist and metabolic paediatrician in university hospital limerick establish  a meeting where such exchange of information could  occur

Aims

 To describe the establishment of a multidisciplinary biochemistry pediatric  meeting at University  Hospital  Limerick

Methods/Results

Meetings were held at monthly interval on the 1st Monday of each month between 12-13 hours. A list of patients for discussion was created at each meeting and given to biochemist with clinical history and results were discussed at the subsequent meeting. Outcome were documented in the patient files .A total of 7 meetings have been held up to date

Conclusion

Mutual benefit has been seen by both clinical and lab staff involved regarding their respective practices
09.20-09.25 – Friday 8th May 2015
CHOOSING PAEDIATRICS - A REVIEW OF THE PAEDIATRIC INTERNSHIP IN CORK UNIVERSITY HOSPITAL
S Hurley1, S Durnin1, J Hourihane1, 2
1Paediatric Department, Cork University Hospital, Cork, Ireland
2Department of Paediatrics & Child Health, University College Cork, Cork, Ireland

Introduction:
Following reformation of the intern year a Paediatric intern post was created in Cork University Hospital (CUH) in 2010. 1  With one intern in the department at any one time the number of interns able to complete a paediatric internship is limited to between four and six in any one year.

Aims: 
This study sought to identify the motivating factors behind securing a paediatric internship, as well as, identifying the factors that influenced their career decisions surrounding Paediatrics.

Methods:
The study included Paediatric interns in CUH between July 2010 and December 2014. Interns completed a nineteen point questionnaire through an online survey. The survey focused on their motivation to secure a Paediatric internship, prior exposure to Paediatrics, the influence completing the internship had on their desire to be a paediatrician and factors affecting choosing paediatrics as a speciality.

Results:
Twenty-five interns completed the Paediatric post in CUH during the study period. There was an 84% response rate. 86% ranked intern jobs to secure a Paediatric internship. 71% applied for all the Paediatric jobs in the South Intern network and 40% applied for Paediatric internships in more than one network. 

Following the Paediatric internship 75% of the cohort desired a career in Paediatrics.  The most positive influential factors in choosing a career in Paediatrics identified included the interesting and rewarding clinical work of the specialty,  desire to work with children, encounters with role model consultants and excellent teaching as a student.

Conclusion:
Paediatric interns in CUH were found to be a specialty focused and motivated cohort who sought out the post specifically. Completing the internship did not change this cohorts desire to do Paediatrics.  The most influential factors identified by this cohort include the interesting and rewarding nature of the clinical specialty as well as the teaching experiences both as an undergraduate and postgraduate.

1. Education, Training and Research: Principles and Recommendations December 2009, Health Services Executive

09.25-09.30 – Friday 8th May 2015
BRINGING ABOUT A CHANGE IN SAFETY CULTURE IN PAEDIATRICS – A QUALITY IMPROVEMENT ACTIVITY

Damhnait Cassidy, N Thompson, M Anandarajan, 1Paediatrics, Ulster Hospital, SEHSCT, Belfast, UK

AIMS:  Communication is a key factor in preventing patient safety incidents. Studies have shown that at least a half of recorded communication breakdowns occur during handovers. 

We identified scope for improvement with current handover practice within our paediatric department, and have introduced a structured, safe and efficient handover for medical staff, using a structured communication tool (SBAR). 

METHODS:  A baseline audit was carried out to look at the current handover practice. The results of this audit were used to identify and quantify the areas for improvement within current handover practice. 

[image: image17.png]



Using the PDSA model for quality improvement, a structured handover was introduced, including a safety briefing at thebeginning of handover. Handover is given by the outgoing team, using the SBAR tool for structured communication in conjunction with a standardized format for written handover. A daily record of handover proceedings was introduced; to be completed for each handover. 

The next PDSA cycle involved obtaining staff feedback on handover. This identified a need for staff training and a SBAR education session was provided. 

RESULTS: Baseline results showed a lack of structured handover, delays in start and finish times and non-emergency interruptions. 

Following the first PDSA cycle there was an increase in structured handover from 44% to 88%. There was also improvement in time management, with handovers finishing on average 4.5 minutes early.

Second PDSA cycle shows over 60% compliance with start time, completion of safety briefing and recording and documentation of handover. 
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CONCLUSIONS:  The use of a structured handover improves communication, leading to increased patient safety. Quality improvement should also be seen as an ongoing process, to not only achieve high standards of patient safety but to maintain them. Junior doctors are an excellent resource to contribute to quality improvement projects as they often rotate through departments and can help diffusion of ideas. 

 09.30-09.35 – Friday 8th May 2015
Utilization of conventional radiography in a regional Neonatal Intensive Care Unit: a demand analysis.

M Crealey1, E Ludusan1, B Kenny2, R K Philip1
1. Neonatal Unit, University Maternity Hospital Limerick (UMHL), Ireland

2. Department of Radiology, University Hospital Limerick (UHL), Ireland

Aims:  

To assess the demand for conventional radiography in a regional neonatal intensive care unit (NICU) within a stand-alone maternity hospital with an in-house birth rate over 4,500 per annum.  

Methods:

A retrospective study was done of all radiographs performed on newborn infants admitted to the NICU in UMHL for one year (1st January 2014 to 31st December 2014). Information was obtained from the neonatal radiography record book, X-ray software package – National Integrated Medical Image System (NIMIS®) and the patient admission record in NICU. Demographic details were collected as well as the timing, indication and type of imaging, Unit cost of imaging was calculated based on approved HSE norms. 

Results:

Over the 1 year study period, 668 radiographs were performed on 239 newborn infants. 

The median gestational age of these 239 infants was 36 weeks (IQR 33-39 weeks) with a median birth weight of 2.8 kg.(IQR 1.9-3.4kg).

There were 662 admissions over the study period (11 were < 1000g (ELBW) and 31 below 1,500 g (VLBW). We had 4,522 in-house live births in 2014.  

42%of radiographs were done out of hours (between 1700 and 0900 hours). Table one illustrates the indications for the radiographs.

147.7/1000 live births was the general observed demand however it was 1030/100 for VLBW and 1460/100 for ELBW. Unit operational costs of imaging during regular and out of hours were calculated. Relative high proportion of out of hours imaging in the context of a relatively low total volume resulted in high unit cost. 

Conclusion:

Conventional radiography remains a key diagnostic tool in neonatology and is invaluable in supporting the timely clinical decision making.  This study quantifies the demand and direct operational cost for conventional radiography for a regional neonatal unit in Ireland. Our observations could act as a base to propose models to safely reduce radiographic exposure among a vulnerable patient cohort. 

Table 1 

	Indication for  radiograph
	Number of infants (%)

	Respiratory distress
	150 (22.4%)

	Respiratory deterioration
	120 (18%)

	Ventilation
	36 (5%)

	ETT position
	42 (6%)

	Pneumothorax/chest drain 
	21 (3.1%)

	Abdominal distension
	69 (10%)

	Bilious aspirate/vomit
	12 (1.8%)

	Cardiac
	48 (7%)

	Line position 

(UAC, UVC, PICC)
	147 (22%

	Congenital abnormality
	10 (1.5%)

	Sepsis
	12 (1.8%)

	Fracture
	13 (1.9%)


 

09.35-09.40 – Friday 8th May 2015
IMPACT OF MATERNAL DIET ON CHILD ANTHROPOMETRY: AN UPDATE TO THE ON-GOING ROLO KIDS STUDY AT 5 YEARS OF AGE

EL Larkin1, 2, M Horan1, E O'Brien1, A Geraghty1, EJ Molloy3, FM McAuliffe1
1UCD Obstetrics and Gynaecology, School of Medicine and Medical Science, University College Dublin, National Maternity Hospital, Dublin, 2Department of Paediatrics, Royal College of Surgeons of Ireland, Children's University Hospital Temple Street, Dublin, 3Department of Neonatology, Our Lady's Children's Hospital Crumlin, Trinity College Dublin, Dublin, Ireland

Aims: The aim of this study was to follow the impact of a maternal low glycaemic index diet on childhood anthropometry as measured at 5 years old.

Methods: The ROLO study was a RCT of 800 secundigravida women with previous macrosomic baby (>4kg), randomized to low glycaemic index diet versus usual care to reduce recurrence of macrosomia.

Mothers and children originally recruited during the ROLO study were invited to return for follow-up anthropometric measurements at 5 years of age. Measurements include weight; height; occipital frontal head, chest, abdominal, hip, thigh, mid-upper arm circumferences; skin-fold measurements from the biceps, triceps, subscapular, thigh area; and percent body fat and fat-free body mass.

Results: Anthropometry was performed on 136 five year-olds. Average weight for the intervention and controls was 20.5 ± 2.3kg and 20.5 ± 2.7kg. The mean weight centile for the intervention was 86.4 for males and 78.8 for females; and for the control was 88.5 for males and 75.8 for females. Average height for the intervention and controls was 112.10 ± 4.38cm and 111.40 ± 4.50cm. The mean height centile for the intervention was 72.6 for males and 65.5 for females; and for controls was 69.2 for males and 57.9 for females. There was no statistical difference found between the control and intervention groups for any of the anthropometric measurements.

	Table 1.1
	Overall
	Intervention
	Control
	P-value

	# of Patients
	136
	69
	66
	N/A

	Weight
	20.51 ± 2.45
	20.53 ± 2.27
	20.55 ± 2.67
	0.97

	Male
	20.96 ± 2.51
	20.88 ± 2.09
	21.16 ± 2.84
	0.65

	Female
	20.08 ± 2.36
	20.24 ± 2.40
	19.87 ±2.32
	0.52

	Height
	111.77 ± 4.44
	112.10 ± 4.38
	111.40 ± 4.50
	0.37

	Male
	112.58 ± 4.45
	112.94 ± 4.40
	112.29 ± 4.54
	0.56

	Female
	110.97 ± 4.31
	111.42 ± 4.30
	110.43 ± 4.33
	0.35

	% Fat-Free Mass
	76.28 ± 5.03
	76.70 ± 4.74
	75.86 ± 5.36
	0.56

	Male
	75.94 ± 5.82
	76.46 ± 5.40
	75.55 ± 6.27
	0.96

	Female
	76.68 ± 3.99
	76.90 ± 4.29
	76.37 ± 3.71
	0.61

	% Fat-Mass
	23.83 ± 5.13
	23.30 ± 4.74
	24.35 ± 5.54
	0.47

	Male
	24.26 ± 5.98
	23.54 ± 5.40
	24.80 ± 6.51
	0.63

	Female
	23.32 ± 3.99
	23.10 ± 4.29
	23.63 ± 3.71
	0.7

	Body Mass Index
	16.42 ± 1.43
	16.36 ± 1.36
	16.48 ± 1.52
	0.84

	Male
	16.52 ± 1.50
	16.29 ± 1.44
	16.69 ± 1.56
	0.69

	Female
	16.31 ± 1.37
	16.42 ± 1.35
	16.15 ± 1.46
	0.6


Conclusion: Children at 5-years displayed no significant difference in their anthropometric measurements between the intervention and control groups. However, as demonstrated by the increased centiles, a previous macrosomic baby does predispose to subsequent children measuring above the 50th centile throughout childhood.

Walsh JM, McGowan CA, Mahony R, et al. Low glycaemic index diet in pregnancy to prevent macrosomia (ROLO study): randomized control trial. BMJ 2012;345:e5605. Donnelly JM, Walsh JM, Byrne J, et al. Impact of maternal diet on neonatal anthropometry: a randomized controlled trial. Pediatr Obes 2015;10:52-56.

09.40-09.45 – Friday 8th May 2015
REPTILE ASSOCIATED SALMONELLOSIS: TIME FOR A NEW PUBLIC HEALTH APPROACH

O Kozdoba1, N Al-Assaf1, J O'Connor2, N Delappe2, P Gavin1
1Rainbow Paediatric Infectious Diseases Clinic, Our Lady's Childrens Hospital Crumlin, Dublin, Ireland
2The National Salmonella, Shigella and Listeria Reference Laboratory, Galway University Hospital, Galway, Ireland

Background: Reptiles have become increasingly common as domestic pets and with them reptile-associated salmonellosis (RAS) in humans. High proportion of reptiles is asymptomatic carriers of Salmonella and young children are at increased risk for RAS. 


Aims: To report 2 cases of RAS in babies admitted and treated in OLCHC, Dublin and to document the incidence of RAS in children in Ireland from 2009 to 2012.


Methods: We describe two cases of reptile-associated salmonellosis in young infants, review the national epidemiology and survey information provided by pet shops to potential owners of reptiles.


Results: Two boys aged 8- and 5-weeks, respectively, presented with pyrexia, diarrhoea, lethargy, and dehydration. Stool cultures were positive for Salmonella enterica subspecies enterica serotype Stanley and Give, respectively. Both families had pet reptiles: a bearded-dragon; and three iguanas. Salmonella Stanley and Give were isolated from the respective reptiles. While parents “always washed their hands after handling them”, reptiles were washed in the family bathtub, and allowed roam the house freely. 
Between 2009-12, an average of 22 cases/year of exotic pet (predominantly reptile)-associated salmonellosis were identified in Ireland. In 2012, 10 of 28 cases of reptile-associated salmonellosis occurred in young children (5 infants < 6-months). Pet reptiles included: terrapins, turtles, snakes, bearded dragons, and lizards. In a national telephone survey, 6 of 10 exotic pet shops were unaware of any potential health-risks from keeping reptiles in households with young infants. Reptiles were considered “perfectly clean pets”. 


Conclusions: CDC and HPSC publications that advise against keeping reptiles in any household with young children do not appear to be reaching some of their target audience. If public education is the approach chosen to reduce reptile-associated salmonellosis rather than legislation or import restriction, which have been effective elsewhere, information campaigns targeting potential reptile owners at point of sale should be explored.

"Reptile-associated Salmonellosis". Disease fact sheet series. Wisconsin Division of Public Health. "Reptiles and the risk of Infectious Diseases" HPSC, 2011

09.45-09.50 – Friday 8th May 2015
CASES OF NEUROBLASTOMA IN THE MIDLANDS - ALWAYS ON THE DIFFERENTIAL

Griffiths A, Daly E.  Department of Paediatrics, Regional Midland Hospital Portlaoise, Ireland
Aim:  Neuroblastoma is the most common solid, extra cranial malignant tumour of
childhood. It is an infrequent diagnosis. Anecdotally, we found a number of patients had
been diagnosed with Neuroblastoma following presentation to our Paediatric department -
more than might have been expected given the paediatric population. We wanted to explore whether there was a higher preponderance of Paediatric Neuroblastoma in our catchment area.
Methods:  We retrospectively collected data through patient charts. We noted details of their presentation, diagnosis, stage, prognosis and outcome.
Results:  During the seven years between 2006 and 2013, ten paediatric Neuroblastomas were diagnosed in patients presenting to Portlaoise. The paediatric population of our catchment area is in the region of 80,000. Incidence of neuroblastoma in the US is 1 in 136,000 while incidence in the UK is 1 in 150,000. Irish incidence sits at 1 in 125,000. Geographically, all Neuroblastoma patients were within a 50km radius. Annually, around ten Neuroblastomas are diagnosed in Ireland.
One Grade 1, Two Grade 2, one Grade 4S, six Grade 4 Neuroblastomas were
diagnosed between 2006-2013, with a 50:50 Male/Female split. Presenting complaints were varied, included stridor, ‘query' pyloric stenosis, proptosis, skin lump, failure to thrive,
lethargy, squint, two ‘unwell’ children and a limping child. 
Sadly, four have passed away (all Grade 4 Neuroblasoma), 5 are in remission (2 grade 4,
one grade 4s, 2 grade 2). One (grade one) is under surveillance.
Conclusion:  In a geographically small area with a small population, during the years of 2006-2013 there was a higher than expected rate of Paediatric Neuroblastoma in the catchment area of Regional Midland Hospital Portlaoise. There was a wide variation on age, mode of presentations and clinical course.
09.50-09.55 – Friday 8th May 2015
LATE MEDICAL THERAPY OF PATENT DUCTUS ARTERIOSUS USING INTRAVENOUS PARACETAMOL

A EL-Khuffash1, 2, AT James1, A Cleary1, J Semberova3, 4, O Franklin5, J Miletin3,4,6
1Department of Neonatology, The Rotunda Hospital, Dublin, Ireland
2School of Medicine, Royal College of Surgeons in Ireland, Dublin, Ireland
3Department of Neonatology, Coombe Women and Infants University Hospital, Dublin, Ireland
4Department of Neonatology, Institute for the Care of Mother and Child, Prague, Czech Republic
5Department of Paediatric Cardiology, Our Lady's Children's Hospital Crumlin, Dublin, Ireland
6UCD School of Medicine and Medical Sciences, University College Dublin, Dublin, Ireland

Aim:
To investigate the effect of late treatment with intravenous (IV) paracetamol on patent ductus arteriosus (PDA) closure prior to possible PDA ligation.


Methods:
A retrospective review of infants with a haemodynamically significant PDA, considered for PDA ligation and treated with IV paracetamol prior to possible ligation.


Results:
Thirty six infants with a median gestation of 26.1 weeks received paracetamol at a median age of 27 days. Paracetamol was associated with immediate closure in 9 (25%) infants. There was no response to paracetamol treatment in 4 (11%) infants who subsequently underwent a PDA ligation. In 23 (64%) infants, the PDA constricted and all but one of this group demonstrated complete PDA closure prior to discharge.


Conclusion:
There may be a role for IV paracetamol in late closure of infants with a significant PDA to avoid ligation. The use of paracetamol for late treatment of a PDA should be systematically evaluated.

11.05-11.15 – Friday 8th May 2015

THE ACORN CLINIC: BRIDGING THE GAP BETWEEN RPIMARY AND TERTIARY CARE- A PROOF OF CONCEPT
M DOMINGUEZ1,2, J BEAMISH1,3, C O'CARROLL1,2, S VAISH1,3, J LUCEY1,4, S WALSH1, C COSTIGAN5
1Emergency Department, Our Lady's Children Hospital Crumlin, Dublin, Ireland
2School Of Medicine And Medical Science, University College Dublin, Dublin, Ireland
3General Paediatrics, Children University Hospital, Temple Street, Dublin, Ireland
4Trinity College Research Center, Trinity College, Dublin, Ireland
5Diabetes And Endocrine, Our Lady's Children Hospital Crumlin, Dublin, Ireland

Aims:

To improve access and provide high quality healthcare to paediatric patients awaiting Specialist opinion. To identify targeted groups that could be seen in a more timely manner by a General Paediatrician, thereby reducing demands on subspeciality services.

 

Methods:

A proof of concept clinic was established and funded following approval by hospital management. Referral letters were gathered from waiting lists from General Paediatrics and elected subspecialties and prioritised by one of the 5 Paediatricians from the Acorn group. A rapid access route for Emergency Department referrals was provided where possible to designated patients. All children were seen by a General Paediatrician with 2 Paediatricians per clinic. Data was collected and analysed.

 

Results:

The Acorn Clinic encompassed 9 clinics over a 3 month period in OLCHC. 113 patients were booked and 90 attended. The majority of clinic dates were available only at short notice, resulting in occasional clinics being underbooked. Mean age of patients was 6 years (0.6-16 years), 53% male. Maximum wait was 26 months (table 1). 32% (29/90) repeatedly sought medical attention for the same complaint (23/90 to GP, 8/90 to ED) while awaiting specialist opinion. 26% were referred for further follow up. For full outcomes see Table 2. The Acorn Clinic was greatly supported by the Hospital’s Physicians Group and well received by patients and parents alike.

 

Conclusion:

The Acorn Clinic as a proof of concept shows that timely access to Paediatric Consultant services benefits the patient. Bridging the gap improves the referral pathway by reducing demand on subspecialties, and unnecesssary additional healthcare visits. This model lends itself to increased flexibility of paediatric healthcare provision. The future lies with integration of services and in strengthening the links between Primary Care, General Paediatrics and our Subspecialists.

11.15-11.25 – Friday 8th May 2015
QUALITY IMPROVEMENT IN COMMUNITY PAEDIATRICS; WHAT IS THE IMPACT OF MISSING THE ‘2 YEAR HEALTH VISITOR REVIEW’? 
SD Karayiannis1, C Cummings
1Community Paediatrics, BHSCT, Belfast, N. Ireland

Aim.
For paediatric patients in Northern Ireland (BHSCT), a prescribed number of reviews are completed by Health Visitors (HV).  These reviews help identify health/developmental issues. Included in these reviews is the ‘2 year review’ where parameters like development, growth and parental concerns are addressed. This occurs between ages 2 - 2.5 years.

However, there is an inadequate number of HV’s to facilitate reviewing all patients at this age. The aim of this project is to quantify the impact of missed 2 year reviews by measuring the delay in access to community services.

Method.
Population: 1162 patients (born January to March 2011), 900 of these patients had ‘2 year review’ (252 (21%) did not).

These 252 patients were cross-checked with electronic records to identify those accessing community services. A delay in access to community services was defined as a ‘referral after age 2.5y’. Parameters recorded include: 'Referrer' and 'Delay in referral' (if any).

Patients were cohorted into 2 groups: Group 1. 'No delay in referral to community services'. Group 2. 'Delayed referral'.

Results.
42 patients accessed community services having missed 2y review (17% of 252 total patients).

12 patients delayed accessing community services (Group 2). (This represents 29% of all patients accessing services and 5% of all 262 patients who missed their 2y review).

Average delay was 12.7 months (min. 1 month; max. 17 months). 

Conclusion.
Those patients who miss their 2 year review are likely to have a significant delay in access to community services. This has consequences for health/developmental outcomes.

We are unaware of any patients harmed as a consequence of delay in access to community services. 

As a result of this study, a business case for more HV’s will be submitted and a strategy for improving efficiency and prioritizing ‘at risk’ patients will be designed.
11.25-11.35 – Friday 8th May 2015
COMPARISON OF TWO METHODS OF INHALER TECHNIQUE EDUCATION IN CHILDREN

S Arthurs2, R Khan1, F Yasin1, R O Se2, J Cournane2, B Browne2, E Cahillane2, D O'Callaghan2, S Rand3, H Shannon3
1Paediatric Dept, Kerry General Hospital, Tralee, Ireland
2Physiotherapy Dept, Kerry General Hospital, Tralee, Ireland
3Institute of Child Health, University College London, London, United Kingdom

Aims

Asthmatic children and their parents must be educated about inhalers for asthma control (Brand, 2006). It is unknown if education can be delivered effectively in DVD format. There is also no gold standard measure to assess inhaler technique.

The primary aim was to establish immediate and longer term effectiveness of DVD inhaler instruction, compared to individual education. The secondary aim was to develop a reliable outcome measure to quantify inhaler technique.

 

Methods

All children already using or newly prescribed inhalers in the paediatric ward of Kerry General Hospital were invited. 21 participants were randomly assigned to DVD or individual education. A new outcome measure was derived from valved holding chamber manufacturers’ instructions. Technique was assessed pre-education in participants who already used inhalers. Participants then watched a DVD about AerochamberTM or VolumaticTM use, or received message-equivalent education. Technique was assessed immediately post and 3 months later. Intra-rater and inter-rater reliability of the new measure was also examined.

 

Results

Change between immediately post and 3 months post intervention was not statistically significant in either group (Wilcoxon Sign rank test p= 0.135, p=0.526 for DVD and individual instruction respectively). There was a trend for improved technique immediately after individual instruction (+0.17) which deteriorated after 3 months (-0.07). Although the improvement was not as marked after DVD education (+0.05) compared to individual instruction, there was a trend for maintenance or improvement in inhaler score, rather than deterioration, at 3 months in the DVD group (+0.05).

Intra-rater reliability was high for each rater; ICC for raters 1, 2 and 3 was 0.976, 0.955 and 0.953 respectively. Inter-rater reliability was also very high; ICC = 0.981

 

Conclusion

There was no significant difference between education formats either immediately post or 3 months post intervention. The outcome measure demonstrated excellent intra- and inter-rater reliability.

BRAND P. (2005) Key Issues in Inhalation Therapy in Children. Current Medical Research and Opinion 21(4): S27-S32
11.35-11.45 – Friday 8th May 2015
REVIEW OF THE DELIVERY OF PAEDIATRIC CARE PROVIDED TO CHILDREN AND ADOLESCENTS WITH DOWN SYNDROME (AGED 6-18 YEARS)

C Diskin, O Flanagan
1Paediatrics, University Hospital Galway, Galway, Ireland

Background:
The Community School Age Service in Galway provides Paediatric care to 71 children and adolescents aged between 6 and 18 years of age. This cohort of patients demand regular medical surveillance as outlined by the Down Syndrome Medical Interest Group.  Our aim was to compare our performance with recommended best practice and with this considered, review and adapt delivery of the service.

Methods:
A retrospective audit with outcomes measured including timely arrangement of annual medical review and performance of appropriate screening for Thyroid Disorders and Coeliac Disease. We then considered how best deliver patient care and developed a new database with regard to scheduling appointments and appropriate screening.

Results:
18 patients had not been reviewed within the 12 months prior to Clinic. 12 patients (18.4%) of children were due TFTs at time of audit (24 months since last performed) and 3 children had no TFTs taken within the last three years. 24 patients had no laboratory record of bloods for Coeliac Disease being takem. 16 children were identified for transition from the service within the next three years.

We recognized that 6 children needed to be seen each month to remain up to date with reviews. However, given the additional clinical requirements of the Service, quarterly review clinics with additional staffing were arranged. Upto 20 patients can be seen on each day with necessary phlebotomy on same day. We introduced additional screening Obstructive Sleep Apnoea (questionnaire), joint disease (history and examination) and Obesity (BMI calculation).

The arrangement of dedicated quarterly clinic for School Age children with Down Syndrome was a positive development within our service and the database will facilitate its continued implementation

11.45-11.55 – Friday 8th May 2015
THE USE OF CT BRAIN IN CHILDREN WITH HEAD INJURY IN A GENERAL HOSPITAL COMPARED TO PECARN GUIDELINES

Aim:

To assess if inappropriate CT scans are being performed, and whether PECARN (Pediatric Emergency Care Applied Research Network) guidelines could be used to identify patients for whom CT Brain could be safely omitted.

Methods:

All children less than 16 years who presented with head injury in 2014 were identified through the HIPE system. A chart review identified the number and clinical indications for CT Brain. In addition, we recorded the risk category met according to PECARN guidelines and the outcome of each case.

Results:

For the study period 53 children under the age of 16 were admitted to the Emergency Department with head injuries. Of these 22% were under the age of 2 years. Overall CT Brain rate was 41% and clinically important Traumatic Brain Injury (ciTBI) occurred in 1 patient (2.4%).

12 patients under 2 years were identified with charts available for 11. 82% met the PECARN inclusion criteria.

	Risk Category
	Proportion
	CT Brain
	ciTBI

	High Risk
	0%
	0%
	0%

	Intermediate Risk
	22%
	0%
	0%

	Low Risk
	78%
	0%
	0%


<2 Years Old

43 patients between 2-16 years were identified, with 42 charts available. 78% met the PECARN inclusion criteria. 

	Risk Category
	Proportion
	CT Brain
	ciTBI

	High Risk
	31%
	50%
	10%

	Intermediate Risk
	47%
	53%
	0%

	Low Risk
	22%
	57%
	0%


2-16 Years Old

Conclusion:  Of the 3 recognised Clinical Decision Rules regarding CT Brain in children, PECARN, CATCH and CHALICE, from which the 2007 NICE guidelines were derived, PECARN is the only validated study1. PECARN has also been shown to be the only study with a very high level of sensitivity for ciTBI (100%; 95% CI 84%-100%2) although CHALICE is applicable to a higher proportion of patients3.

4 of 7 children in the PECARN Low Risk category had unnecessary CT Brain performed. The introduction of PECARN guidelines could be a safe way to reduce the inappropriate use of CT Brain for those who meet the inclusion criteria.

 [1] Lyttle, M. D., Crowe, L., Oakley, E., Dunning, J., & Babl, F. E. (2012). Comparing CATCH, CHALICE and PECARN clinical decision rules for paediatric head injuries. Emergency Medicine Journal, 29(10), 785–794. http://doi.org/10.1136/emermed-2011-200225 [2] Easter, J. S., Bakes, K., Dhaliwal, J., Miller, M., Caruso, E., & Haukoos, J. S. (2014). Comparison of PECARN, CATCH, and CHALICE Rules for Children With Minor Head Injury: A Prospective Cohort Study. Annals of Emergency Medicine, 64(2), 145–152.e5. http://doi.org/http://dx.doi.org/10.1016/j.annemergmed.2014.01.030 [3] Lyttle, M. D., Cheek, J. A., Blackburn, C., Oakley, E., Ward, B., Fry, A., … Babl, F. E. (2013). Applicability of the CATCH, CHALICE and PECARN paediatric head injury clinical decision rules: pilot data from a single Australian centre. Emergency Medicine Journal , 30 (10 ), 790–794. http://doi.org/10.1136/emermed-2012-201887
11.55-12.05 – Friday 8th May 2015
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Laura McCarron1, Kieran Dowd2, Siobhan Gallagher1,2, Clodagh S O’Gorman1,2, Ailish Hannigan 2                         The Children’s Ark, University Hospital Limerick1 Graduate Entry Medical School, University of Limerick2
Aim

To estimate the prevalence of comorbid physical conditions and obesity in 9 year old children with Autism Spectrum Disorder.

Methods

Data derived from the National Longitudinal Study of Children Growing up in Ireland detailing a cohort of 9 year olds (8568) was used to identify children with Autism Spectrum Disorder, including Asperger Syndrome. Parents reported the diagnosis, supporting evidence from the school was also recorded. Parents also reported on any other chronic health conditions for the child (subsequently coded using ICD-10) and their  own perception of their child’s weight. Both height and weight were objectively measured and recorded by a trained interviewer in the home. The children were classified as overweight or obese in accordance with the age and sex specific parametesrs devised by the International Obesity Task Force1. Weighted frequencies and percentages are presented.

Results

54 parents (0.6% of full cohort) reported the diagnosis of Autism Spectrum disorder which was given by a professional. Of these, 43 had supporting evidence from the child’s teacher stating that the child received additional resources in school. Over a third of parents (38%) reported that their child’s daily activities were severely hampered by their condition.  34 (80%) of the 43 children were male and 8 (19%) of those had a comorbid physical condition, most commonly diseases of the genitourinary system.  Of the children with measured height and weight, 8 (19%) were overweight and 5 (14%) were obese. Only half of these overweight or obese children were perceived by their parents as ‘slightly overweight’  with the remainder perceived as  ‘about the right weight’.

Conclusion

The rate of chronic conditions in children with Autism Spectrum Disorder (19%) is higher than in the full cohort (11%). These children were twice as likely to be obese (14%) compared to the full cohort (7%) and half of their parents did not accurately perceive their childs weight. 

Obesity in infants and children is rapidly becoming a worldwide epidemic and as many as 1 in 4 Irish children are considered obese. Children with autism may have unusual eating habits, most frequently described as overly selective or picky eating. Recent studies suggest autistic children have preference for energy dense foods including high sugar and fat foods thus contributing their risk of obesity.  Furthermore the medications taken by some autistic children can also have significant effect on their weight. 

References: 1.Cole TJ, Bellizzi MC, Flegal KM, et al. Establishing a standard definition for child overweight and obesity worldwide: international survey. BMJ. 2000;320(7244):1240-1243.



12.05-12.15 – Friday 8th May 2015
Injury Related Mortality in the Irish Paediatric Population: Review of data by the National Paediatric Mortality Register, 2006-2013.

Cliona McGarvey1, Tom Matthews2, Karina Hamilton1, Deirdre Devanney3, and Alf Nicholson4.

1 National Paediatric Mortality Register, George’s Hall, CUH Temple St, 

2 Dept of Paediatrics, UCD, CUH, Temple St.

3 Dept of Pathology, CUH, Temple St., 

4 Dept of Paediatrics, Royal College of Surgeons Ireland, CUH, Temple st.

Aims: Injury is a leading cause of childhood death in Ireland. This study aimed to establish accurate mortality statistics for the paediatric population (<15yrs) in Ireland, defining the main causes of death including the prevalence of unintentional and intentional injury.  

Methods: Retrospective review of cause of death information on all deaths registered in Ireland between 2006 and 2013 provided by the CSO.  Autopsy reports retrieved from coroners nationwide were examined in detail.

Results: Child mortality rates have dropped substantially across all ages over the past two decades, the greatest reductions apparent for <1yr and 15-19yrs categories. 

A total of 3115 paediatric deaths (<15yrs) were registered in Ireland for 2006-2013, 48% of which were neonatal. Beyond infancy the major cause of childhood death was accident and injury, accounting for 28% of all deaths.  Most of these were unintentional accidents, children 1-4yrs being most susceptible (4.4 per 100,000 vs 3.1 per 100,000 1-14yrs).  Overall, the proportion of injury deaths in children 1-14yrs has dropped significantly (30.2% in 2006-2009 vs 23.2% in 2010-2013, p<0.05), due largely to reductions RTA deaths (16.4% of all registered deaths in 1-14yr olds in 2008 vs 3.4% in 2013, P<0.01).  Other important causes of unintentional injury deaths in younger children were accidental strangulation and high falls.  Drowning was the second leading cause of accidental death in all age categories (7% of injury deaths).  High rates of suicide resulted in higher injury mortality rates overall in older children.  Intentional injury other than suicide (interpersonal violence) accounted for 7% of all external cause deaths, the highest rate observed in the 5-9yr olds (15% of total injury deaths).

Conclusions: Although welcome reductions in childhood mortality rates have been observed in Ireland in recent years, 28% of these deaths, attributable to accident and intentional injury are potentially preventable and require further attention.  

12.15-12.25 – Friday 8th May 2015
The Effect of Birth Mode and Gestational Age on the Gut Bacteria of Infants

CJ Hill1, DE Lynch1, K Murphy 1, I Jeffrey2, RP Ross2, C Stanton2, T Ryan3, PW O'Toole1
1Microbiology, UCC, Cork, 2, Teagasc, Moorepark, 3Neonatal, CUMH, Cork, Ireland

The human body contains 10 bacterial cells for every human cell. The number of genes encoded by this bacterial population is 100-200 times greater than that encoded by the human genome. This population of bacteria is known as the microbiota, and is referred to as a ‘forgotten organ’ due to its wide ranging effects on health. The microbiota is stable over time in adults and is established at birth, so any perturbation at birth may have a significant health effect. Our study, INFANTMET, aims to explore the initial development of this microbiota in infants. We aim to establish the differences in infants due to birth mode (natural or c-section) and gestational age (full term (FT) or preterm(PT)). This study is the first to follow this development of PT gut microbiota after leaving the hospital environment.
We found that there is a highly significant difference between FT natural delivery, FT C-section and PT infants. FT C-section infants are initially highly differentiated from naturally delivered infants, and develop a more 'natural' microbiota over the course of the first 6 months of life. We observed a unique microbiota population in the PT cohort. These infants have unique challenges to the establishment of a ‘healthy’ microbiota, namely antibiotic use, gut immaturity, and immune immaturity, among others. PT infants require further attention to determine if this difference represents a health risk. If so, can the observed differences be reduced by bacterial treatment in the form of a probiotic or prebiotic. Also, the effect of breastfeeding is significant, showing it to be a major determinant of microbiota in infants. This confirms the old adage that breast is best, and gives yet another insight into the importance of early life nutrition on the establishment of a healthy microbiota.
14.00-14.10 – Friday 8th May 2015
Sydenham’s chorea 300 Years on- Still a Challenging Diagnosis. 

M Crealey1, N Allen1, D Webb2, A Bouldin2, N Mc Sweeney3, D Peake4, S Tirupathi4, K Butler5, M King1
1Paediatric Neurology, Temple St Children's Hospital, Dublin, Ireland
2Paediatric Neurology, Our Lady's Children's Hospital, Crumlin, Dublin, Ireland
3Paediatric Neurology, Cork University Hospital, Cork, Ireland
4Paediatric Neurology, Royal Children's Hospital, Belfast, Belfast, Northern Ireland
5Paediatric Infectious Disease, Our Lady's Children's Hospital, Crumlin, Dublin, Ireland

Aims
1. Document the incidence of childhood Sydenham’s Chorea ( SC) in Ireland
2. Report on the pattern of presentation of childhood SC in Ireland

 

Methods

A retrospective observational study was performed including Irish children aged less than 14 years, diagnosed with SC between July 2006 and July 2014. Cases were ascertained through review of neurology clinical records in the 4 regional paediatric neurology referral centres. Detailed review of each patient’s case was performed by the authors using a questionnaire (proforma) capturing demographic, clinical, investigative, management and outcome data of children presenting with SC.

 

Results:

Nineteen cases of SC were diagnosed inIrelandover the ensuing 8 year period, giving an estimated childhood incidence of 0.23/100,000 children under 14 years.  There were 14 females and median age at presentation was 10 years (range 7-14).  Fourteen patients (73%) presented with hemi-chorea. Five patients had rheumatic fever.  A tentative diagnosis of “chorea” was made by physicians in only 5 cases. All children had functional impairment while fourteen had behavioural and mood change. 16 had serological evidence of previous GAS infection. Chorea was treated in 18 cases (valproate 13, steroids 5). There were three recurrences.

 

Conclusions:

Our observation demonstrates that SC is often not recognised by paediatricians and general practioners  and that uncertainty exists about the optimum mode of treatment (both anti-chorea and penicillin prophylaxis for patients with isolated chorea). Further surveillance studies examining the trends in incidence, host-factors, clinical manifestations, chorea-specific treatments and rheumatic fever preventative strategies in children with Sydenham’s chorea are required.

14.10-14.20 – Friday 8th May 2015
WILM’S TUMOUR AT THE OCEAN ROAD CANCER INSTITUTE, DAR ES SALAAM, TANZANIA

E Fitzgerald1, N Walsh1, E Dunne1, J Kaijage1, P Scanlan1
1Department of Paediatric Oncology, Ocean Road Cancer Institute, Dar es Salaam, Tanzania

Aims
Wilms’ tumour (nephroblastoma) accounts for 5-7% of childhood cancers worldwide.1-5 The two year survival rate in developed countries is reported to be 95%.6 There is limited data in resource poor settings, but reported survival rates include from 40% at 8 months, 34.7% at 2 years and 40% at 5 years in similar studies in Malawi, Kenya and Nigeria respectively.7,4,8 The aim of this study was to evaluate the patient characteristics, extent of disease, short and long term survival outcomes and complication rates of children treated for Wilm’s tumour in Dar es Salaam, Tanzania using a modified chemotherapeutic protocol.

Methods
All patients admitted to Ocean Road Cancer Institute (ORCI) over a 2 year period with a confirmed histological diagnosis of Wilms’ tumour were included. Patients received pre-operative and post-operative chemotherapy according to a more intensive adaptation of the SIOP WT2001 protocol, in addition to surgical resection. Outcomes were analysed at 8 months, 1 year and 2 years from their date of presentation.

Results

Twenty patients met the inclusion criteria for this study. Presenting symptoms included abdominal distension (100%), abdominal pain (55%), fever (35%) and microscopic haematuria (25%).  50% (n=10) had metastases at presentation.

85% (n=17) received pre-operative chemotherapy and underwent nephrectomy at the neighbouring Muhimbili National Hospital. 15% (n=3) of children had already undergone surgery at another centre prior to presentation at ORCI. 10% (n=1) defaulted after surgery and was lost to follow up. Patient outcomes are reported in Table 1 below.

Conclusion
Very favorable results were achieved compared to other similar African centres, partly due to this modified chemotherapeutic protocol.  Despite this, outcomes continue to fall short of those in developed countries for a number of factors including delays in presentation and lack of resources, and ongoing work is required to further bridge this gap.

1. Stiller C, Parkin D. International variations in the incidence of childhood renal tumours. Br J Cancer. 1990;62:1026-1030. 2. Breslow NE, Beckwith JB. Epidemiological features of Wilm's tumour: results of the National Wilms' Tumour Study. J Natl Cancer Inst. 1382;68:429-436. 3. Breslow N, Olshan A, Beckwith JB, Green DM. Epidemiology of Wilm's tumour. Med Pediatr Oncol. 1993;21:172-181. 4. Abdallah FK, Macharia WM. Clinical presentation and treatment outcome in children with nephroblastoma in Kenya. East African Medical Journal 2001;78:S43-S47. 5. Wilde J, Lameris W, van Hasselt E.H, Molyneux E.M, Heij Borgstein E. Challenges and outcomes of Wilm's tumour mangement in resource-constrained setting. Afr J Pediatr Surg. 2010;7(3):159-162. 6. SIOP WT 2001; UKCCSG Protocol No. WT 2002 01 7. Israëls T, Molyneux EM, Caron HN, Jamali M, Banda K, Bras H, Kamiza S et al. Preoperative Chemotherapy for patients with wilm's tumor in Malawi is feasible and efficacious. Pediatric Blood Cancer; 2009;53:584-589. 8. Uba AF, Chirdan LB. Childhood Wilm's tumour: prognostic factors in North Central Nigeria. West African Journal of Medicine. 2007;26(3):222-5. 
14.20-14.30 – Friday 8th May 2015

OUTCOMES OF CRITICAL ILLNESS IN PAEDIATRIC ALLOGENEIC STEM CELL TRANSPLANT

AC Zidaru1, C Magner1, A O'Marcaigh2, O Smith2, C Breatnach1
1Paediatric Intensive Care Unit, Our Lady's Children's Hospital Crumlin, Dublin, Ireland
2Department of Haematology, Our Lady's Children's Hospital Crumlin, Dublin, Ireland

Aim

Children post Haematopoietic Stem Cell Transplant that were admitted to paediatric intensive care units (PICU) were thought, historically, to have a dismal prognosis. Recent studies suggest, however, that survival of these children might be improving. Our study aimed to review outcomes for patients undergoing hematopoietic stem cell transplantation requiring admission to our paediatric intensive care unit and to identify variables impacting survival.

Methods

This is a retrospective review of patients who underwent an Allogeneic Haematopoietic Stem Cell Transplant in our centre from January 2009 to December 2013, requiring PICU admission. All patients were followed for 2 years post their transplant. Data was collected based on the PRO-ACT register, a multicentric international database that aims to prospectively describe the epidemiology and outcomes of these children.

Results

Thirty-nine percent of patients (20 of 51) undergoing Allogeneic Haematopoietic Stem Cell Transplantation required 28 admissions over the period analysed. Of these 20 patients, 70% (14 of 20) were alive at discharge. Sixty-five percent (13 of 20) of patients were still alive at 2 years post their transplant. Sixty-one percent of the admissions required intubation and mechanical ventilation (17 of 28), with a median of 10 days of invasive mechanical ventilation (Interquartile Range 6 – 24.75). Forty- six percent (5 of 11) patients survived their ICU admission after requiring IMV. One patient required renal support for 2 admissions, while inotrop support was used during 43% of the admissions. Higher Paediatric Risk of Mortality scores, longer periods of ventilation as well as positive CMV or Adenovirus PCR’s during admission appear to have a higher impact on survival to discharge.

Conclusion

We report a 70% survival to discharge in this high risk population. Our data are comparable to reports from other paediatric intensive care units around the world that suggest improved outcomes in these patients.

1. Gooley TA, Chien JW, Pergam SA et al. Reduced mortality after allogeneic hematopoietic-cell transplantation. N Engl J Med 2010; 363(22):2091-2101. 2. van Gestel JP, Bollen CW, van dT, I, Boelens JJ, van Vught AJ. Intensive care unit mortality trends in children after hematopoietic stem cell transplantation: a meta-regression analysis. Crit Care Med 2008; 36(10):2898-2904. 
14.30-14.40 – Friday 8th May 2015
ENVIRONMENTAL DETERMINANTS AND DISTRIBUTION OF VEROTOXIGENIC ESCHERICHIA COLI (VTEC) INFECTION IN IRELAND, 2008–2013 – A GEOSTATISTICAL INVESTIGATION 
CO ÓhAiseadha1, J O'Dwyer2, PD Hynds3, UB Fallon4, H Johnson5
1Department of Public Health, Health Service Executive (HSE), Dublin, Ireland
2Department of Environmental and Chemical Science, University of Limerick, Limerick, Ireland
3School of Engineering, Dublin Institute of Technology, Dublin , Ireland
4Department of Public Health, Health Service Executive (HSE), Tullamore , Ireland
5Health Intelligence (Knowledge Management), Health Service Executive (HSE), Dublin , Ireland

Aims 
Verotoxigenic Escherichia coli (VTEC) is a zoonotic pathogen capable of causing severe gastroenteritis in humans. VTEC O157 is the most frequently encountered of >150 identified serotypes. Approximately 5% of VTEC O157 cases develop haemolytic uraemic syndrome (HUS), characterised by acute renal failure, particularly among children aged under 5 years (1). There were 704 confirmed cases of VTEC infection in Ireland in 2013 (crude incidence rate 12.1/100,000), 30 of whom developed HUS (2). Multiple transmission routes exist, including waterborne, foodborne and person-to-person spread.

This study explored spatial associations between VTEC infections and potential environmental sources, in order to identify interventions to prevent transmission.

 

Methods 
A novel linked database was developed, comprising 989 primary VTEC cases notified during the 6-year period 2008–2013 and geo-referenced by Health Atlas Ireland. Each geo-referenced case was assigned to one of 18,488 Irish census enumeration areas and linked with local pathogen source data including private wells per head of population and septic tank density (per km2) derived from the 2011 population census, and cattle and sheep densities derived from the 2010 agricultural survey. 

 

Results 
The most frequent VTEC serotypes were O157 (n = 521, 52.7%) and O26 (n = 233, 23.6%). The calculated rural 6-year cumulative incidence rate VTEC O157 (19/100,000) was approximately three times that of urban areas (6.3/100,000) (p <0.001). Calculated cumulative incidence rates for both VTEC O26 and all VTEC strains were also significantly higher in rural areas. Multivariate modelling indicates that private well usage (p <0.001) and cattle density (p = 0.007) are significant spatial predictors for VTEC O157 infection (Table).

 

Conclusion
Results suggest that VTEC infection in Ireland is a predominantly rural hazard, closely associated with cattle density and private well usage. Public exposure to VTEC can be minimised through an increased understanding of environmental pathogen source and transport mechanisms.
1. Griffin PM, Tauxe RV. The epidemiology of infections caused by Escherichia coli O157: H7, other enterohemorrhagic E. coli, and the associated hemolytic uremic syndrome. Epidemiologic reviews. 1991;13(1):60-98. 2. HPSC. Annual Report 2013. Dublin: Health Protection Surveillance Centre (HPSC), 2014. 
14.40-14.50 – Friday 8th May 2015
PARECHOVIRUS: AN EMERGING NEONATAL PATHOGEN....

E Crowley1, P Holder2, P Stapleton3, R Cunney3, R Drew3, KM Butler1, TR Leahy1, PJ Gavin
1Rainbow Clinic, Childrens University Hospital, Temple Street, Dublin 1.
2National Virus Reference Laboratory, University College Dublin.
3Department of Microbiology, Childrens University Hospital, Temple Street, Dublin 1.

Introduction:

Human parechoviruses (HPeV) and enteroviruses are members of the growing family of Picornaviridae.  HPeV cause a spectrum of disease including mild gastrointestinal or respiratory illness, pneumonia, myocarditis, encephalitis, meningitis, flaccid paralysis, and severe or fatal illness in neonates and young infants1.  In June 2013, HPeV was added to the National Virus Reference laboratory (NVRL) standard CSF virology panel for children less than three years old.

Aim:

To determine the epidemiology of parechovirus infection in children from Temple Street Childrens University Hospital (CUH).

Methods:

Parechovirus is now routinely detected by reverse transcriptase polymerase chain reaction (RT - PCR) rather than traditional cell culture.  HPeV specific RT-PCR primers target the highly conserved 5 UTR region of HPeV not previously detected by enterovirus RT-PCR. HPeV RT-PCR can be performed on CSF, faeces, rectal swabs, nasopharyngeal aspirates, tracheal secretions and blood.  We conducted a retrospective study of results of HPeV testing by the NVRL from October 2013 - October 2014. A standard data collection sheet included: seasonality, source, age, gender, clinical presentation and outcome.

Results:

Over the period, 1,516 specimens, including 310 from CUH, were tested for HPeV.  17 of 310 (5.5%) CUH specimens tested positive. The 17 HPeV positive specimens were from 13 patients: M:F 10:3; average age, 11 weeks (range 2 – 32 weeks).  The majority of positive specimens were from CSF 7 (41%). 41% of positive specimens were from late summer as is typical for HPeV infection.

Conclusion:

HPeV are a significant, yet underestimated, cause of infection in neonates and young infants. In the first year of formal testing, 5% of specimens from CUH tested positive for HPeV. Previously, the cause of illness in these patients would have gone undiagnosed. As we learn more about the epidemiology of parechovirus and become more familiar with the test, the incidence of HPeV infection seems likely to increase.

1.Esposito S, Langendoen JR, Ascolese B, Senatore L, Castelllazzi L, Niesters HGM. Paediatric Parechovirus infections. Journal of Clinical Virology 60 (2014) 84-89.
14.50-15.00 – Friday 8th May 2015

LONG-TERM SAFETY AND EFFICACY OF CONTINUOUS SUBCUTANEOUS INSULIN INFUSION IN CHILDREN WITH TYPE 1 DIABETES IN A TERTIARY REFERRAL CENTRE.
ME Bohane, A Carroll, F Corcoran, CM McDonnell, NP Murphy
1Department of Diabetes and Endocrinology, Children's University Hospital, Temple Street, Dublin, Ireland

Aims:  To assess the long-term safety and efficacy of continuous subcutaneous insulin infusion (CSII) in all children and adolescents started on CSII in Temple St.

Methods: All children who started on pump therapy and had at least 12 months follow up data were included. Glycosylated haemoglobin (HbA1c) levels, insulin requirements, adverse events, and anthropometric data was collected pre CSII, at 6 months follow up, and annually thereafter. Subgroup analysis was carried by age: ≤ 5 years old, 6-10.99 years old, and > 11years old. Follow up data was obtained for 60% (38/63) of patients who had transitioned on to adult services.    

Results: 209 children underwent pump initiation in Temple St of which 185 patients (89 male) have 12 months follow up data. Mean age (SD) was 14.1 (5.4) years, mean (SD) duration of diabetes was 8.1(4.2) years and mean (SD) duration of CSII therapy was 4.86 (2.3) years. Mean (SD) HbA1c decreased from 8.75 (1.1) % pre-CSII, to 8.11(0.84) % at year 1, 8.08 (0.88)% at year 2, 8.12 (0.92) % at year 3, and 8.12(0.93) % at year 4 post-CSII. Pre-schoolers had the greatest benefit in terms of HbA1c reduction. No increase in Body Mass Index SDS was seen during follow up. Severe adverse events were decreased on insulin pump therapy. Severe hypoglycaemic events (SH) and diabetic ketoacidosis (DKA) episodes reduced from 2.3 to 0.7 and 4.7 to 0.86 per 100 patient-years post-CSII respectively. 

Conclusions: Continuous subcutaneous insulin infusion therapy is a safe and effective long-term treatment for children with T1DM. Benefits in terms of improved glycaemic control and reduced adverse events are sustained over time. Use of sensor augmented CSII may offer additional benefits. 

15.00-15.10 – Friday 8th May 2015
HUMAN GROWTH HORMONE FOR THE TREATMENT OF GROWTH FAILURE IN CHILDREN (COMPARING OUR CURRENT PRACTICE WITH NICE GUIDELINES)
N McGrath, S McCormack, Z Farnes, S Moloney, CM McDonnell, NP Murphy
1Department of Diabetes and Endocrinology, Children's University Hospital, Temple St, Dublin 1, Ireland

Aim
To review our growth hormone (GH) prescribing practice in all children treated with GH in our tertiary centre and to compare our current practice with the recommended NICE guidelines (Nice technology appraisal guidance 42, 2010).

Methods
A retrospective chart review of all patients treated with growth hormone from 2006 to 2014 was performed and our practice was compared to the current NICE guidelines.

Results
One-hundred and five patients (67 male) received GH at our centre between 2006-14. The commonest indication for commencing growth hormone was idiopathic growth hormone deficiency (n=47), followed by combined pituitary hormone deficiency (n=18), small for gestational age (n=10) and chronic renal failure (n=10). Ninety-seven percent of patients had a diagnosis which was a recommended indication as per the NICE Guidelines. Treatment in all cases was initiated by a paediatric endocrinologist and all patients received written patient information prior to GH start. The average age at commencing treatment was 7.6 years. Only 2 patients reported side effects from treatment. One patient developed lipoatrophy at his GH injection sites and another patient with renal osteodystrophy developed valgus deformity of her lower limbs. The commonest reason for discontinuing treatment was attainment of final height (n=14), followed by renal transplant (n=6). Seven children discontinued GH therapy-5 because of poor height response and 2 at parental request. All GH treated individuals were re-evaluated for adult GH deficiency at final height. Three patients required transition to Adult Endocrinology services. 

Conclusion
Our current practice is compliant with the Nice Guidelines with 97% of patients having a recommended indication for starting GH treatment. All patients received written information before commencing treatment and treatment was discontinued appropriately in patients who had finished growing or with a poor response. In our cohort of patients GH was a safe and well tolerated treatment.

15.10-15.20 – Friday 8th May 2015
ANALYSIS OF BLOOD CULTURE POSITIVITY OVER A 14 YEAR PERIOD IN AN IRISH REGIONAL NEONATAL UNIT
DH Huggard1, JP Powell2, LP Power2, RP Philip1
1Neonatal unit, University Maternity Hospital Limerick
2Department of Microbiology, University Hospital Limerick

Aims
Timing of blood culture positivity and the type of microorganisms isolated are crucial in the antimicrobial management plan for newborn infants.  We aimed at analysing the number of positive neonatal blood cultures, time taken for the cultures to become positive and the organisms isolated. We evaluated the predictive value of isolating a likely pathogenic organism primarily depending on the time to positivity (TTP).

Methods
This study is a retrospective laboratory review of blood culture results over a 14 year period, (January 2001 – December 2014) in a single regional neonatal unit. Blood culture specimens taken from all newborn infants of our centre during the study period were included. The time to positivity (TTP) is defined as the time from when the sample is placed in the automated blood culture analyser to when the machine flags a positive result. The TTP was recorded in hours.

Results
Over a 14 year period there were 11,432 blood cultures taken, of which 605 (5.3%) were positive. A considerable proportion was due to Coagulase negative staphylococcus (CoNS) 416 (68.8%) & other likely contaminants. Our most prevalent pathogenic microorganisms were Staphylococcus aureus 23 (3.8%), Enterococcus species 22 (3.6%), Escherichia coli 21 (3.5%), & Group B streptococcus (GBS) 18 (3%). Gram negative organisms had the shortest time to positivity (TTP), with Klebsiella having a median of 10 hours and E.coli a median TTP of 11 hours. With regard to gram positives, GBS had a median TTP of 12 hours, Enterococcus species 14 hours, with staphylococcus aureus growing at a median time of 15 hours. Further analysis of the significant isolates showed that 95% were positive before 36 hours. 

Conclusion
We observed that pathogenic bacteria have significantly shorter mean TTP, with gram negatives flagging sooner than gram positives. Significantly, vast majority of the most pathogenic blood cultures from newborn infants turned positive within the first 24 hours (90%). 

1. Guerti K, Devos H, Ieven MM, et al. Time to positivity of neonatal blood cultures: fast and furious? J Med Microbiol 2011;60:446–53. 2. Biondi EA, Mischler M, Jerardi KE, et al. Blood culture time to positivity in febrile infants with bacteraemia. JAMA Pediatr. 2014;168:844-9. 3. Eric Biondi, Rianna Evans, Matthew Mischler, et al, Epidemiology of bacteremia in febrile infants in the United States. Pediatrics 2013;132: 990 -996. 
16.15-16.25 – Friday 8th May 2015
A RETROSPECTIVE AUDIT OF ALLERGIC REACTIONS TO LEGUMES; JANUARY TO DECEMBER 2014 S Fitzgerald1, A Byrne2
1Allergy Department, OLCHC, Dublin, Ireland


AIMS
To review legume allergy cases to gather data on risk factors and implications that could improve management. 
METHODS 
This was a retrospective audit of all patients presenting to the allergy clinic between January 1st 2014 and December 31st 2014 with a clinical history consistent with a Type 1 allergic reaction to one or more members of the legume family including peas, beans, chick pea, lentil but not soya or peanut. Details recorded included gender, ethnicity, age of initial reaction, symptom profile, coexisting sensitisations. 
RESULTS 
29 patients were determined suitable to be included in the audit; 23 males and 6 females (age range 2 to 15yr). The average documented age of initial allergic reaction was 3yr ±3. 27 were of Irish ethnicity, 1 of Indian heritage and 1 unrecorded. The most common legume induced reaction was to green pea with 19 recorded reactions. 7 patients reacting to Haricot (baked) beans, 6 to chickpeas and 3 to lentils. There were no reports of allergic reactions to lupin flour. 27% of patients reported reactions to more than one legume. 25% of cases had recorded symptoms consistent with a life threatening reaction (anaphylaxis): 5 experienced breathing difficulties and two had a history of documented hypotension. 21/23 patients were also sensitised to peanut. 10 were sensitised to multiple legumes. 18 patients reported avoiding all legumes. 
CONCLUSION 
This audit demonstrates that legume allergy is an important presenting complaint to the allergy services. Reactions occurred most commonly to legumes that are seen in the Irish diet. The diagnosis can impose wide dietary restrictions on patients. The risk of anaphylaxis is high and so education on avoidance is paramount. Furthermore, all cases of legume sensitisation should be properly confirmed or refuted to avoid unnecessary restrictions and concern. Peanut allergy needs to be considered in all cases. 

16.25-16.35 – Friday 8th May 2015
DEVELOPMENT OF GUIDELINES FOR SKELETAL SURVEY OF CHILDREN <2 YEARS PRESENTING WITH FRACTURES TO OUR ED DEPARTMENTS 

SM McGlacken-Byrne 1, I Okafor1, S Deiratany1, R McNamara1
1Emergency Department, Children's University Hospital, Temple Street, Dublin, Ireland

Aim

To audit current practice and develop guidelines on the ordering of skeletal surveys in patients <2yo presenting with fractures to TSCUH ED department.

Methods

We used the guideline published in Pediatrics: “Development of Guidelines for Skeletal Survey in Young Children with Fractures”. Using the online server Symphony we reviewed data over three years (2012-2014). Patients <24 months and any patient presenting with a fracture presenting to TSCUH were included. In accordance with the guideline data audited included age (0-11ms, 12-23ms), developmental status (ambulatory v non-ambulatory), time from fracture to presentation, history and mechanism of injury, pertinent features on examination, existent co-morbidities, radiological characteristics and age of fracture, decision to skeletal survey and time from fracture to skeletal survey.

Results

149 patients were identified over the two year period (range 22days-23months). 16.8% (n=25) were between 0-11ms, 83.2% (n=124) were between 12-23ms. 8 patients (5.4%) had a skeletal survey (62.5% 0-11ms, n=5; 37.5% 12-23ms, n=3). Applying our guideline, 32.8% of this cohort warranted a skeletal survey: 84% (n=21) of our 0-11 agegroup and 22.5% (n=28) of our 12-23 agegroup.

Conclusions

In a busy ED department with short physician-patient interaction, well organised child protection issues are of paramount importance. This data suggests that our centre is under-utilising skeletal surveys in the management of children under the age of 2 presenting with fractures to our ED department. Significant cultural differences may impact on the relevance of this guideline for an Irish audience. Based on these findings and after discussion with experts in the field we have developed new guidelines for the ordering of skeletal survey in this vulnerable patient population. We aim to re-audit in one year’s time to assess progress.

JN Wood, O Fakeye, C Feudtner et al. “Development of Guidelines for Skeletal Survey in Young Children with Fractures”. Pediatrics. Originally published online June 16 2014 DOI: 10: 10.1542/peds.2013-3242 
16.35-16.45 – Friday 8th May 2015
RETROSPECTIVE REVIEW OF PSYCHIATRIC PRESENTATIONS TO A PAEDIATRIC EMERGENCY DEPARTMENT OVER A ONE YEAR PERIOD

Fitzgerald E1, Okafor I1, Deiratany S,1 McNamara R,1 Morgan S2, Boylan C2

1. Emergency Department, Children’s University Hospital, Temple Street

2. Department of Psychiatry, Children’s University Hospital, Temple Street

Aims

Currently there is an on-call psychiatry service available to Temple Street Emergency Department (ED) outside of standard working hours. Due to resource constraints, the Childhood and Adolescent Mental Health Service (CAMHS) plan to withdraw this service and reallocate their NCHD’s to community based services. 

The objectives of this study were to determine: 

1. The cohort of patients presenting to this ED with psychiatric symptoms.

2. The proportion of these patients being admitted.

3. The proportion of presentations occurring during on-call hours. 

This is all with the aim of determining the potential impact of the proposed changes. 

Methods

The ED’s electronic ‘Symphony’ system was used to identify all presentations categorised as having a psychiatric complaint, over a one year period (September 2013 -September 2014). This figure was compared with previous years. Patients were categorised based on their psychiatric symptoms. The time of their presentation and their discharge outcome from the ED were recorded. 

Results

264 patients were seen during the study period. The overall admission rate was 30.3%. 50.8% of the presentations occurred outside of standard working hours, and would be directly affected by the proposed change in practice (see Table 1). The number of psychiatric presentations to the ED has been increasing significantly over recent years (See Table 2). 

[image: image6.png][Total Numbers

No. of admissions

|Admission rate (%)

Out of hours rate (%)

Deliberate Self Harm 20| 2] 30| 625
Depression 33 1) 36.4] 364
Psychosis 5| 3 60.0 60.0
Suicidal Intent 22| 32 39.0) 59.8
Eating Disorder 17 7] 219 2.5
Behavioural 13 1] 5. 611
Panic Attacks/Anxiety 21| o 0.0 574
Other Psychiatric Complaint] B 1] 12.5| 375
Total 264] 80| 303 0.

Table 1: Summary of the presentations to the Emergency Department over a one year period

(Sept 2013-August 2014)
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2006| 68
2007 7
2008| 160
2009| 151
2010| 149
2011] 176
2012 223
2013] 266
2014 309

Table 2: Trend of Annual Presentations to the
Emergency Department





Conclusion

70% of these patients did not require a hospital admission following an assessment by the psychiatry services, and were followed up as out-patients. Given that ED staff may not have received any formal training in managing mental health presentations, and that 51% of presentations occurred outside of standard working hours, this proposed change in practice would likely result in a significant increase in unnecessary hospital admissions, where hospital beds are already limited. Given that the number of these presentations is increasing annually, this is likely to cause major difficulties in the near future. 

16.45-16.55 – Friday 8th May 2015

AN AUDIT TO EVALUATE THE RATE AND PATTERN OF UNEXPECTED RE-ATTENDANCE TO A PAEDIATRIC EMERGENCY DEPARTMENT

G McGauran1, I Okafor1, R McNamara1, S Deiratany1
1Emergency Department, Temple Street Children's University Hospital, Dublin 1, Ireland

Introduction:  Unexpected re-attendance (UR) comprises a significant proportion of patients seen in Emergency Departments (ED) internationally. The College of Emergency Medicine in UK[1]recommends UR rate within 7 days should be 1-5% of total attendances. The HSE National Emergency Medicine Programme emphasises the importance of auditing the UR rate in Irish EDs[2].

Objectives:  This audit aims to: 1)evaluate the UR rate over 3 months, 2)investigate the parental reasons for UR, and 3)evaluate the diagnosis and outcome of these URs.

Methods:  Registration data of every ED attendance from July 1st to September 30th 2014 was collected and sorted by name and date of attendance. All re-attendances were identified and stratified into 3 categories: re-attendance within 72hrs, 7 days, and 28 days of prior attendance. Planned re-attendances were omitted. 30 patients from each category were selected in chronological order of re-attendance from August 1st for detailed case-by-case analysis.

Results:  There were 11,015 ED attendances during this time period. 510(4.6%) had an UR within 72hrs, 752(6.8%) within 7 days, 1204(10.9%) within 28 days. In URs within 7 days, 24.7% re-attended over parental concern regarding persistent symptoms. Symptoms returned in 16.0%, and 11.1% reported worsening symptoms. In those with symptoms persisting/worsening/returning, 33.3% had a GI diagnosis, and 21.4% had an upper respiratory diagnosis. Management changed in 69.0%, diagnosis changed in 31.0%, and 16.7% were admitted. 19.0% required rehydration, 11.9% required antibiotic therapy and 11.9% were referred to an outpatient service following UR.

Conclusions:  UR rate is an important key performance indicator and URs give insight into where improvements could be made. This ED has a 7-day UR rate higher than the accepted 1-5% range. Better guidance on oral rehydration and symptom management at home, including providing parental leaflets and educating NCHDs on communicating these guidelines clearly to parents, may reduce this UR rate to acceptable levels.

[1] The College of Emergency Medicine, "Emergency Department Clinical Quality Indicators: A CEM guide to implementation", March 2011,www.collemergencymed.ac.uk/Shop-Floor/Professional%20Affairs/Further%20Resources/Quality%20Indicators [2] Health Service Executive, "The National Emergency Medicine Programme, 2012 Report", www.hse.ie/eng/about/clinicalprogrammes/emp/empreport2012.pdf 
16.55-17.05 – Friday 8th May 2015
A REVIEW OF OUR CONSTIPATION HISTORY AND EXAMINATION IN AN IRISH EMERGENCY DEPARTMENT:ARE WE GETTING TO THE BOTTOM OF IT? 

H Fitzpatrick, I Okafor
1Emergency Department, Childrens University Hospital, Temple Street, Dublin, Ireland

Aim: 
Constipation in children has reported prevalence rates between 1% and 30%.It is the principal complaint in 3-5% of all visits to paediatric outpatient clinics, (1) also representing a significant number of presentations to Emergency Departments (ED). In Temple Street in 2014 there were 924 presentations, consisting of 1.7% of all patients.

Three Dublin tertiary referral centre EDs have a guideline in place which mirrors the NICE guidelines in its recommendations. This aims to ensure both best practice management for constipation cases, as well as out-ruling more sinister pathology.

My aim was to review current practice within Temple Street, comparing to guidelines, with a view to improving clinical practice.

 
Method: 
This was a retrospective study, with 192 patients identified through their discharge diagnosis of constipation over two month period January and February 2014. This was performed on the ED  online Symphony system, which was followed by a chart review to establish history and examination performed as per guidelines. Details were entered into an excel sheet.

 
Results:
Overall there was poor compliance with our ED guidelines.

On review of history;17.7% referred to diet, 4.17% referred to meconium passage, and 0.52% to growth, with a developmental history obtained in 1.5%.

On examination; abdominal was done in majority (97%) cases, with anal inspection in 14%. Lower limb neurological exam was undertaken in 8%, spine and back in 3% with growth plotted in only 0.5% cases.

Of note, although not recommended by our guidelines, a Plain film abdomen was done in 35% of cases, whilst a medication history was obtained in 31%.

 

Conclusion: 
This review demonstrated that we are currently poorly compliant with our guidelines. We aim to re-educate staff within the department and re-audit to complete the loop.

 

(1) Van den Berg M, Benninga M, Di Lorenzo C. Epidemiology of childhood constipation: a systematic review. Am J Gastroenterol. Oct 2006;101(10):2401-9. 
17.05-17.15 – Friday 8th May 2015
'WHAT A DIFFERENCE A YEAR MAKES’

THE IMPLICATIONS OF INCREASING THE ADMISSION AGE FOR ADOLESCENTS. 

S Mullen1, JA Maney1, A Byrne1
1Paediatric Emergency Department, RBHSC, Belfast, Ireland

Background/Aims: There are plans to increase the upper age limit for admissions to RBHSC from 14. RBHSC currently has 35 000 attendances a year. 

The aim is to review the current data for adolescent patients who attended the adult Emergency Department (ED).

Methods:  The data for patients aged 14-17 who presented to Royal Victoria Hospital (RVH) ED in 2013 was reviewed using the electronic symphony system.

Results: The number of attendances for 14-17 year olds has increased from 3 838 in 2010 to 4 442 patients in 2013 (16%). In 2013 669 patients aged 14-17 required admission (15%). 221 were admitted to the short stay unit (SSU), 184 under general medicine, 114 under general surgery and 26 under orthopaediacs. The remainders were admitted under a range of specialties that included gynaecology, plastics, urology, oncology and cardiology.

For those admitted to the SSU the top 4 diagnosis were poisoning/overdose (29%), tonsillitis/quinsy (24%), head injury/concussion (10%) and soft tissue injury (8%). 88% of patients were discharged within 2 days from the SSU. 

Of those discharged from ED, 51% presented with a trauma or orthopaediac diagnosis, 24% with a medical/surgical/gynaecology/urology complaint and 5% with a drug or psychiatric diagnosis. 8% left before being seen.

Conclusion: The data identifies pertinent issues that would arise if the admission age were increased. Attendances would rise by 12% to the paediatric emergency department with an increase of 669 admission or 7 patients a week, which is a small but significant figure.

The data also highlights the conditions that results in adolescent ED attendances with trauma, overdoses and psychiatric issues the leading complaints.

Strategies need to be in place before the transition of this age group to the paediatric service to ensure improved staffing, increase bed availability and better support for this cohort of patients.

17.15-17.25 – Friday 8th May 2015
THE GREAT GASTRO: INCREASE IN ROTAVIRUS IN THE PED IN 2015

CM Moore1, A Cleary1, F Gibbons2, S Deiratany1, I Okafor1, R McNamara1
1Paediatric Emergency Department, Temple St CUH, Dublin 1, Ireland
2Laboratory Department, Temple St CUH, Dublin 1, Ireland

Aim: To assess burden of care of gastroenteritis in the PED, investigate anecdotal reports of increase in presentations of gastroenteritis and assess results of microbiological investigations to estimate burden of care attributable to rotavirus.

Methods: This was a retrospective comparative observational study. Cases discharged from the emergency department with a diagnosis of gastroenteritis over a 77 day period in 2015 were compared with cases with the same diagnosis over the same time period in 2014. Cases were identified using the PED computer system (Symphony, Ascribe) and anonymised data was analysed using Microsoft Excel. Laboratory results of stool samples from ED were accessed using the laboratory system.

Results: Gastroenteritis accounted for 10.6% (n=1220) of presentations to the ED in the study period, compared to 5.3% (n=626) in the control period, with a statistically significant increase in time spent in the department (mean 5:33 v 2:49, p <0.001). 41.9% (n=67) of stool samples sent from ED to the laboratory in the study period tested positive for rotavirus compared to 8.9% (n=9) in 2014.

Conclusions: The increase in presentations and length of stay in the PED along with the increase in diagnosis of rotavirus is suggestive of the significant morbidity associated with rotavirus gastroenteritis in children. Vaccination against rotavirus could reduce some of this morbidity and the associated pressure on the PED.

17.25-17.35 – Friday 8th May 2015

TRENDS IN ADMISSIONS WITH POISONING IN CHILDREN IN A DISTRICT REGIONAL HOSPITAL IN IRELAND
A Pavel1, N Ali1, A Donoaica1, A Sheikh1, J Chukwu1
1Paediatrics, Our Lady of Lourdes Hospital, Drogheda, Ireland

Aims:  To determine the trend in admissions with poisoning in the paediatric population in a regional hospital in Ireland over a five-year period.

Methods: A retrospective review of all cases of paediatric poisoning admissions in children below age 16 years at Our Lady of Lourdes Hospital Drogheda between 1st January 2010 and 31st December 2014 was carried out using Hospital In Patient (HIPE) data. Demographic variables like age, gender and area of residence were recorded. The toxic substances were identified using the ICD-10 manual. The proportion of admissions due to poisoning was determined. Data was analysed using Microsoft Excel package.

Results:
164 cases of children (mean age 7.3 years) with poisonings were admitted during the study period. Ninety-nine (60%) were girls. The girls were older than the boys (average age 8.64 Vs 6.4 years). The average length of stay was 1.55 days. Majority of the poisoning (113(69%)) was by drugs, medicaments and biological substances while the rest was to non-medicinal substances. The ratio of poisoning due to pharmaceutical products to non-medical substances remained stable at 3:2. 

There was an upward trend in the age (mean 7.4 years in 2010 versus 11.1 years in 2014); the proportion of 12-16 year-olds increased from <50% to 71%. The number of cases (33 in 2010 to 48 versus 2014) and the proportion of total annual paediatric admissions that was due to poisoning (0.41% in 2010 versus 0.58% in 2014). Most of the admissions occurred during the first three days of the week compared to the later part of the week.

Conclusions:
There has been an increasing trend in the proportion of paediatric admissions due to poisoning in the last five years putting additional strain on the limited resources available to the paediatric services. Increasing proportion of admissions with poisoing are teenagers. Paediatricians and other health professionals working with children should endeavour to educate the children and their carers on safe-keeping of medications and other substances at home.

 

Sharif F, Khan RA, Keenan P.Poisoning in a paediatric hospital. Ir J Med Sci. 2003 Apr-Jun;172(2):78-80. Moore C, Crowley E, Doyle J, Okafor I, McNamara R, Deirantany S, Nicholson AJ. New Hazards in Paediatric Poisoning Presentations. Ir Med J. 2015 Feb. 108(2) 58-59 World Health Organisation (2015) ICD-10 Version:2015. Available online at http://apps.who.int/classifications/icd10/browse/2015/en#!/T51-T65 
09.10-09.15 – Friday 8th May 2015

An Audit of Infant Sleeping Positions on the Postnatal Ward of Galway University Hospital

L Flynn1, O Walsh2, M Herzig1,2
1School of Medicine, National Univeristy of Ireland, Galway, Galway, Ireland
2Paediatrics Department, Galway University Hospital, Galway, Ireland

Introduction and Aims:
Numerous risk factors for sudden infant death syndrome (SIDS) have been identified including: prone sleeping position and bed sharing1 .

HSE guidelines state that infants should be put to sleep on their backs, in a cot in the same room as their parents2,3.

This project aims to investigate whether these guidelines were being adhered to on the postnatal ward of Galway University Hospital (GUH). 

Methods:
A prospective audit of the sleeping positions of infants on the postnatal ward was performed.

This involved a live observation of infants’ sleeping position prior to their discharge examination over a 4 month period.

Data was also obtained on infants’ feeding method, nationality and mode of delivery. 

Results:
290 newborns were analysed as part of this study. 

1. Sleeping position
	 
	Frequency
	%

	Back
	211
	73.3

	Side
	73
	25.3

	Front
	4
	1.4


2. Swaddling
157 (54.1%) were swaddled.

3. Co-sleeping
214 (73.8%) of newborns slept in a cot, however as many as 66 (22.8%) were found co-sleeping.

4. Relationship to feeding
Infants who were bottle-fed were more likely to co-sleep when compared to infants who were breast-fed (p value 0.010).

5. Other associated findings
Infants who were put to sleep in cots were more likely to be found sleeping in the correct position when compared with infants who were found co-sleeping (p value 0.001).

There was no statistically significant relationship between mothers’ nationality, swaddling and infants sleeping habits.

 

Conclusion:
A total of 4 out of 290 newborns (only 1.4%) were placed in a prone position to sleep, which is associated with the highest risk of SIDS.

However, 73 out of 290, (25.3%) slept on their sides for a portion of the night.

Whilst not as dangerous as prone sleeping, this is still not regarded as safe.

Therefore we recommend further education for both staff and mothers to ensure that all babies go home sleeping in the safest possible position. 

References: 1. Ostfeld BM, Esposito L, Perl H, Hegyi T. Concurrent risks in sudden infant death syndrome. Pediatrics 2010; 125:447 2. Task Force on Sudden Infant Death Syndrome. SIDS and Other Sleep-Related Infant Deaths: Expansion of Recommendations for a Safe Infant Sleeping Environment. Pediatrics 2011; 128:1030 3. http://www.hse.ie/eng/health/child/childsafety/safe_sleep_SIDS_cot_death.html - Child Safety - Safe Sleep for your Baby, HSE guidelines
09.15-09.20 – Saturday 9th May 2015
A RETROSPECTIVE ANALYSIS OF DOSE DEPENDENT ANAPHYLAXIS IN CHILDREN WITH KNOWN ALLERGIES
Dr Maria Mannion, Professor Jonathan O’B Hourihane

Cork University Hospital and University College Cork

Aims

To investigate whether a correlation exists between the allergen dose and elicitation of anaphylaxis during formal oral food challenges (OFC).

Methods

A retrospective data analysis of 500 OFC (peanut, milk, egg, baked egg) in Cork University Hospital.  Dose measurements and reaction severity were prospectively recorded.  Anaphylaxis was defined as per the “World Health Organisation Anaphylaxis guidelines, 2013.  Data from patients with anaphylaxis was inputted into SPSS and analysed.  

Results

372 patients had peanut OFC, 207 (56%) passed, 147 (40%) failed/had an allergic reaction and 18 (4%) had anaphylaxis.  None of the anaphylactic reactions were to the first dose, being evenly distributed thereafter.  140 patients had milk OFC.  76 (54%) passed, 59 (42%) failed and 5 (4%) had anaphylaxis, all after half way through the OFC.  224 egg OFC yielded 112 (50%) passes, 108 (48%) fails and 4 (2%) anaphylaxis. All egg anaphylaxis occurred before half way through the dosing schedule.  125 (68%) passed baked egg, with 8 (4%) anaphylaxis, usually to later doses.

Conclusion

Anaphylaxis  is a rare event during OFC (7%) but can occur at any dose. Different allergenic foods may have different patterns. This is an important message for clinicians and families, when discussing both oral food challenges and community care plans. 

09.20-09.25 – Saturday 9th May 2015
COMPLIANCE WITH RECOMMENDED MICROVASCULAR COMPLICATION SCREENING IN CHILDREN AND ADOLESCENTS WITH TYPE 1 DIABETES (T1DM) IN A TERTIARY REFERRAL CENTRE 
Z Farnes1, B Diya1, CM Mc Donnell1, NP Murphy1 1Department of Diabetes and Endocrinology, Temple Street Children´s University Hospital, Dublin, Ireland 

Aims: To compare our current screening practice for children and adolescents with T1DM attending the Diabetes Service at Temple Street Children´s University Hospital with the International Society for Paediatric and Adolescent Diabetes (ISPAD) Guidelines (2011). 

Methods: All patients attending the service for their annual review within the period April 2014 to September 2014 were eligible. A retrospective review of their healthcare records was performed. 

Results: In the 6 month period of this audit, 123 patients attended for annual review. Fifteen patients were excluded as their duration of diabetes was < 1 year. Of the 108 patients included in this study, all had anthropometric data and blood pressure recorded (100% compliance). In addition, all 108 patients had coeliac screen and thyroid function tests performed. All had retinopathy screening. In the subset of patients >12 years of age, a lipid profile was performed in 53 (95%) out of 55 patients and screening for microalbuminuria with two consecutive early morning urines was performed in 54 out of 55 patients (98%). All of the 10 children who had T1DM of >5 years duration and who were aged <12 years had microalbuminuria screening in line with guidelines. 

Conclusion: The current screening practice in the Diabetes Service in Temple Street Hospital is in line with best practice ISPAD guidelines.

09.25-09.30 – Saturday 9th May 2015
 

[image: image18.emf] 

09.30-09.35 – Saturday 9th May 2015
A REVIEW OF THE COST OF CONSTIPATION MANAGEMENT AMONGST PAEDIATRIC INPATIENTS OVER A 24 MONTHS PERIOD (2012 AND 2013).   

Shahir Ulazam, Bryan Kennedy, Michael Mahony.
Department  of Paediatrics University Hospital, Limerick (UHL).

This retrospective review was carried in the UHL. 

The background for this review is the increasingly common diagnosis of constipation requiring admission and many days of inpatient care. We decided to look at the cost involved.
	In Patient Charges
	Admission source
	Euros

	Private overnight
	Elective/Emergency
	1000

	Semi-private/Multi-occupancy
	Elective/Emergency
	813

	Public In-patient
	Elective/Emergency
	75

	Non EU Resident
	Elective/Emergency
	1291

	A&E charges
	Emergency
	100


Results:

Cost for 2012:

Total No. Of admissions 116

ALOS 2.64, Inpatient bed days (116*2.64=306.24)

10 elective: 106 emergency; 70 public: 46 private

Conservative estimate=306.24*813=248,973


If all private 306*1000 = 306,000.  Real figure lies somewhere in between.

Cost for 2013:

Total No. Of admissions 91

ALOS 2.13, Inpatient bed days (91*2.13=193.83)

15 elective: 76 emergency; 58 public: 33 private

Conservative estimate=193.83*813=157,583.


If all private 194*1000 = 194,000.  Real figure lies somewhere in between.

2014 not included due to significant proportion of patient is not yet coded.

Emergency rates of admission appear to be decreasing from 2012 to 2014.

In summary, UHL has spent more than 400,000 Euros for children with constipation as principle diagnosis in 2012 & 2013.

 So, there is significant social and financial cost to treat constipation.

Recommendations:

· How could we manage this better?

· Community based approach?

· Continence nurse-none available in Ireland, exist in UK.

· Only take referral for children with constipation once 3 months of continuous GP management has failed.

09.40-09.45 – Saturday 9th May 2015
BABIES OF HYPOTHYROID MOTHERS- ARE DAY 10 THYROID FUCNTION TESTS NECESSARY? A RETROSPECTIVE STUDY IN SLIGO REGIONAL HOSPITAL

Authors: Hawke A, Ruth E, Stanzelova A, Neylon O., Sligo Regional Hospital

Aims: 

The aim of the study is to identify the rate of congenital hypothyroidism in babies born in Sligo Regional Hospital of mothers with hypothyroidism.

Methods:

Currently in SRH all babies of mothers with hypothyroidism have thyroid function tests (TFTs) at day 10-14 of life. This is a retrospective study of 131 patients who had TFTs measured at 10-14 days of age were identified using the Paediatric Ward attendees log from the years 2012-2014.

Information was collected using the laboratory computer system and patient notes. 

We identified how many babies had elevated TSH levels and how many mothers had anti thyroid antibodies. We also identified in each baby the highest TSH recorded and the number of times TFTs were repeated.

Results:

131 patients were identified, 9 excluded as their mother’s were not hypothyroid.  Of the remaining 122 patients only one was found to have a significantly raised TSH, which required treatment. No babies required treatment for hypothyroidism. 30 babies had 1 repeat testing of TFTs, 7 had 2 repeats tests and 2 had 3 or more phlebotomy attendences. 

Conclusion:

No babies out of the 122 included in the study were found to be hypothyroid. In Ireland there is now universal screening for hypothyroidism in neonates as part of the newborn heel prick test. 

2 babies excluded from the study were hypothyroid- they were picked up on the heel prick test and their mothers were not hypothyroid. We would suggest that testing day 10 TFTs is unnecessary as all babies with raised TSH were identified by newborn screening and this would avoid unnecessary phlebotomy and anxiety for parents. 

09.45-09.50 – Saturday 9th May 2015
ADHERENCE TO THE RECORDING OF VACCINATION HISTORY AMONGST PAEDIATRIC PATIENTS ATTENDING A DISTRICT GENERAL HOSPITAL IN IRELAND

C Yee, J Chukwu 
1Paediatrics, Our Lady of Lourdes Hospital, Drogheda, Ireland
2Paediatrics, Our Lady of Lourdes Hospital, Drogheda, Ireland

Aims:

Childhood immunisation is one of the most cost effective primary preventive measures.  Recording vaccination history is an important step in identifying children with incomplete vaccination as they would require catch-up vaccination.  In this study, the rate of documentation of the vaccination history for children presenting to Our Lady of Lourdes Hospital at Drogheda (OLOLH) was analyzed according to several patient variables. 

 

Methods:

The charts of 100 consecutive children seen at the paediatric emergency department (PED) and on the paediatric ward at OLOLH between October 6th and 24th 2014 were retrospectively reviewed. The results were analyzed according to presenting complaints, diagnosis, age, ethnicity, disposition and admitting specialty. The rate of completion of vaccination was determined among those whose vaccination histories were recorded. For those with incomplete vaccination regimes, reason(s) why vaccination was incomplete and the arrangements in place for the completion of the vaccination were determined.

 

Results:

The vaccination history of 100 children between the ages of 1 month and 15 years 9 months (mean 5.7 years; median 4.6 years) were reviewed.  Sixty-seven (67%) of the charts included a vaccination history.  Four of the 67 (6%) children with recorded vaccination history were not up to date with their vaccinations.  There was no significant difference in vaccination charting rate in relation to the child’s age, ethnicity, inpatient versus outpatient, and medical versus surgical service. 

 

Conclusions: 

One third of the charts did not include a vaccination history.  Among those with vaccination histories, 6% had an incomplete vaccination regime, requiring follow up by the family physician.  The importance of recording vaccination history should be emphasized to physicians in practice and those in training in order not to miss out those children who have not completed their vaccinations. Recording vaccination history might to improve vaccination uptake among paediatric patients. 

Evelyn, Ring. Concerns for children still remain despite rise in vaccination rates. The Irish Examiner 2014 April 23. Dummer T, Cui Y, Strang R, Parker L. Immunisation Completeness of Children Under Two Years of Age in Nova Scotia, Canada. Can J Public health 2012; 103(5)e363-e367. Abbas, H. Maternal satisfaction about childhood immunization In primary health care center, Egypt. Pan Afr Med J. 2014; 18:157. Condon, Deborah. Ireland's vaccination rates poor- WHO. [internet]. 2005. [posted 2005 October 13, cited 2015 March 3]. Available from: http://www.irishhealth.com/article.html?id=8327 
09.50-09.55 – Saturday 9th May 2015
An audit of the acquisition of blood cultures among paediatric hospital staff that regularly performs blood cultures in three paediatric hospitals in Ireland
B Scanlan1, S Whelan3, N Cullinan2, S Gallagher1, J Fitzsimons3, B Elnazir2
1Department of Paediatrics, University Hospital Limerick, Limerick, Ireland
2Department of Paediatrics, National Children's Hospital, Tallaght, Dublin, Ireland
3Department of Paediatrics, Our Lady of Lourdes Hospital, Drogheda, Ireland

Introduction:  The importance of blood cultures in identifying a child or infant with a significant bacterial infection and the use of a negative blood culture after a period of time to justify stopping antibiotics and tailoring treatment length rely on an appropriate sample being taken.  An inadequate sample volume sent for blood culture can lead to false negative culture result. This practice offers false reassurance to the treating clinician. This is an area of concern that has been raised previously in studies1-8. We noted a practice of using the blood that filled a stylet from a cannula on cannula insertion as a blood culture sampling technique. We were concerned that this was not best practice and this lead to our audit.

Aim:  Our aim was to understand the technique used by clinical staff involved in phlebotomy to taking blood cultures and to compare it to gold standard practice from the literature.

 Method:  We asked all available clinical staff that were involved in taking phlebotomy samples and in particular blood cultures to complete an anonymous questionnaire. 

Standard:  In previous studies, an adequate blood culture volume was defined as ≥0.5 mL for patients <1 month of age, 2  ≥1.0 mL for patients between 1 month and 36 months of age, and ≥4.0 mL for patients ≥36 months of age.2-8
Results:

	· A total of 63.8%(37/58) use the stylet method, 34.4% (20/58) regularly, of those who used the stylet 81.1% (30/37) filled the stylet completely.

	· The stylet contains 0.15ml.

	· The mean requirement estimated blood culture requirement 0.72ml (RANGE <0.1TO >1.0). There was no difference in the estimated volume needed between those used the stylet and those who did not use this method.

	· In all participants the mean estimate of blood volume obtained from the stylet was 0.41ml (RANGE <0.1 to >1.0), in those that used the stylet method the mean estimate was 0.71ml, those who do not use the stylet method the mean estimate was 0.38ml.

	· The number of respondents using the stylet method who themselves felt they were under filling blood cultures was 73% (27/37).


Conclusion:  Our audit has found this practice of using the volume of blood in the stylet for obtaining a blood culture to be wide spread throughout all involved professional. This method of blood culture collection is inadequate and falls short of internationally accepted best practice. The fact that that 73% of respondents using this method were aware that the sample volumes that they were obtaining were less than the sample volumes required is concerning. This would imply that further education is needed and a re-audit following this intervention. 

1.Connell TG, Mhisti R, Cowley D, Buttery JP, Curtis N.How reliable is a negative blood culture result. Volume of blood submitted for culture in routine practice in a children's hospital. J Pediatr. 2007;119 :819-896 2.Schelonka RL, Chai MK, Yoder BA, Hensley D, Brockett RM, Ascher DP. Volume of blood required to detect common neonatal pathogens. J Pediatr.1996;129 :275– 278 3. Brown DR, Kutler D, Rai B, Chan T, Cohen M. Bacterial concentration and blood volume required for a positive blood culture. J Perinatol.1995;15 :157– 159 4.Kellogg JA, Manzella JP, Bankert DA. Frequency of low-level bacteremia in children from birth to fifteen years of age. J Clin Microbiol.2000;38 :2181– 2185 5.Isaacman DJ, Karasic RB, Reynolds EA, Kost SI. Effect of number of blood cultures and volume of blood on detection of bacteremia in children. J Pediatr.1996;128 :190– 195 6.Durbin WA, Szymczak EG, Goldmann DA. Quantitative blood cultures in childhood bacteremia. J Pediatr.1978;92 :778– 780 7.Sullivan TD, LaScolea LJ Jr, Neter E. Relationship between the magnitude of bacteremia in children and the clinical disease. Pediatrics.1982;69 :699– 702 8.Washington JA II, Ilstrup DM. Blood cultures: issues and controversies. Rev Infect Dis.1986;8 :792– 802 9.Auckenthaler R, Ilstrup DM, Washington JA II. Comparison of recovery of organisms from blood cultures diluted 10% (volume/volume) and 20% (volume/volume). J Clin Microbiol.1982;15 :860– 864 
09.55-10.00 – Saturday 9th May 2015

QUALITY IMPROVEMENT INITIATIVE - SMS-TEXT REMINDER SYSTEM TO IMPROVE ATTENDANCE RATES AT PAEDIATRIC OUTPATIENT CLINICS

McFeely C, Anadarajan M, Ulster Hospital Belfast

AIMS: Non-attendance at outpatient clinics is a common occurrence and, as well as a source of frustration for clinicians attempting to run an efficient outpatient clinic, cost the NHS in excess of £700million/year, and can put children at risk of preventable health issues.  The aim of this study was to introduce a measure to reduce the rate of non-attendance at paediatric outpatient clinics within a district general hospital1.

METHODS: Data was gathered for the non-attendance / late cancellation rates at general paediatric outpatient clinics for the year 2013.  Following this a text message reminder system was introduced whereby as well as receiving the normal appointment letter, an SMS reminder would also be sent the day before the appointment.  This was dependent on a mobile number being recorded in the admin system.  Data was then collected for the non-attendance / late cancellation rates for 2014.

RESULTS: In 2013-14 12 Consultant paediatric staff were employed within the department.  In 2013 there was a DNA rate of 19% and late cancellation rate of 4% i.e. 1192 appointments missed out of 5086.  In 2014 there was a DNA rate of 17% and late cancellation rate of 3% equating to 1160 appointments missed out of 5660.
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CONCLUSION: Following the introduction of an SMS reminder system the Paediatric department was able to demonstrate an overall reduction in non-attendance rate at outpatient clinic of 3% during the startup year.  This approximates to 170 appointments for the year 2014 and an estimated cost saving of £46,000.  When compared to the cost of sending SMS reminders of £419.80 for 2014 this has resulted in a potential saving of £45,500 in lost outpatient appointments.  SMS reminders have been shown to be a cost effective method of improving attendance rates at outpatient clinics and are comparable to telephone and postcard reminders2. 

REFERENCES

1) G33 Children who Did Not Attend (DNA) Community Paediatric Clinics.  Demographics and Follow Up Outcome.  Clinical Genetics Group / British Society of Dermatology.  

2)Archives Disease in Childhood 2013; 98: A21 doi:10.1136/archdischild-2013-304107.046 Kofoed PE, Hansen LM, Ammentorp J.  Mailed Reminders reduce non-attendance at a paediatric outpatient clinic.  An Intervention Study.  Ugesker Laeger.  2009 April 20; 171)17): 1368 -71
10.00-10.05 – Saturday 9th May 2015
THE EFFECTIVENESS OF INSULIN PUMP THERAPY IN PATIENTS WITH TYPE 1 DIABETES
C Alcorn, R Bleakly, M Kyaw, M Rollins. Dept of Paediatrics, Causeway Hospital, Coleraine

1Paediatric Unit, Causeway Hospital, Coleraine, Northern Ireland

 

BACKGROUND:  Insulin pump therapy (IPT) mimics the physiological insulin secretion by beta cells,delivering rapid acting insulin into subcutaneous tissue at pre-programmed basal rates over 24 hours with patient-activated boluses at mealtimes. It was first developed and used in late 1970s as a research tool and is now a routine form of treatment for selected Type 1 diabetics .

OBJECTIVES:  To determine the effectiveness of IPT in terms of glycaemic control in an increasing patients pump group( 17 ). following a previous audit (2013) and to compare the effectiveness of IPT against other insulin regimes.To assess if action plans identified in the previous audit have been achieved.

METHOD:  A retrospective review of all diabetic patients- charts, ECR and Twinkle data base was carried out.This included 17 patients on IPT under the care of the Paediatric Diabetic Team in Causeway Hospital from May 2013 to October 2014. The patients age group ranged from  2  to 18 years.

RESULTS:  Over the last 5 years in our small DGH, there has been a trend of increasing use of IPT (22%) and basal bolus therapy (57%) and less use of other insulin regimens. Patients on IPT  achieved improved mean HbA1C results compared to those on other insulin regimens. The patient choice for IPT also became increasingly popular. Although mean HbA1C fell by only  0.2% at 6 months following initiation of  IPT ( aim=0.5%).There was  a significant reduction of severe hypoglycaemia identified in 5 patients on  IPT ( total 17).    

CONCLUSION:  Improved glycaemic control was identified in majority of patients on IPT after 6 months initiation.Although mean HbA1C fell by only 0.2%, longer term reduction in HbA1C was achieved within the audit period..  Significant reductions of severe hypoglycaemic episodes pre and post pump (80%) was identified. There were no cases of DKA post pump. To achieve optimum  long term control, the best insulin regime would appear to be via insulin pump therapy.

10.05-10.10 – Saturday 9th May 2015

The First 1000 Days movement in Ireland

Michelle Gray, Danone

Aims: The First 1000 Days movement is a non-commercial initiative by Danone Early Life Nutrition in Ireland which aims to create awareness around the importance of nutrition from conception up until 2 years of age. Ultimately, the aim is to change behaviour towards nutrition during this formative period. Foetal development and infancy are characterised by rapid growth, development and maturation of organs and systems. Alteration in the availability of nutrients during this time can have permanent and powerful effects on body structure, function & metabolism1, 2. 
Methods: The First 1000 Days movement uses many different methods to educate the public on nutrition during the 4 key stages: pregnancy, breastfeeding, weaning & toddler. The First 1000 Days website, social media pages, TV advert, annual medical symposium and celebrity ambassadors play a crucial role in delivering the key messages to a wide audience. The First 1000 Days recipe book is free to order for parents and is being distributed by healthcare professionals across Ireland. Currently First 1000 Days are developing a coalition of partners, with the Irish Nutrition & Dietetic Institute (INDI) and Barnardos being confirmed partners to date.
Results: Awareness of the term First 1000 Days amongst the public was 9% in June 2013 (pre-launch). In January 2015 awareness of the term First 1000 Days had increased to 52%. Behaviour change research is ongoing with results expected later in 2015.
Conclusion: The First 1000 Days movement has been effective in creating awareness amongst parents in Ireland of the importance of optimum nutrition from conception to 2 years of life. Establishing a First 1000 Days coalition of like-minded partners may prove beneficial in strengthening the reach of the movement. This is only the start of an initiative that has the potential to write the map of future generations’ health in Ireland.

References:

1. Hales, CN and Barker, DJ. (2001) ‘The thrifty phenotype hypothesis’, Br Med Bull, 60, pp. 5-20.
2. Langley-Evans S. C. (2015) ‘Nutrition in early life and the programming of adult disease: a review’, J Hum Nutr Diet, 28(1), pp. 1-14.

11.25-11.40 – Saturday 9th May 2015
DIAGNOSTIC YIELD OF CGH MICROARRAY FOR GENERAL AND COMMUNITY PAEDIATRIC SERVICE BASED AT UNIVERSITY HOSPITAL LIMERICK

Helen Deeny1, Victoria Ronan1, Derry O’Sullivan2, Anne Marie Murphy1, Elizabeth O’Mahony1, Siobhan Gallagher1

1. Department of paediatrics, University Hospital Limerick

2. Department of laboratory medicine, University Hospital Limerick

BACKGROUND AND AIMS:  CGH (Comparative genomic hybridisation) Microarray is a method of analysing DNA by arranging sequences into 2D form on a “microchip”. It is used to identify deletions, duplications and sequences with known associated disorders or syndromes. In the past four years microarray testing has evolved as a screening tool in many aspects of paediatrics medicine, particularly neurological diseases, developmental delay and genetic counselling. The American Academy of Neurology guidelines on evaluation of global developmental delay recommend the use of microarray1. The CGH Microarray has been available to General paediatricians in Ireland from July 2011.

Our aim was to review microarray testing from the years 2011-2014 for the general and community paediatric service based at University Hospital Limerick. We reviewed the indication for the request, the rate of detection of abnormalities, percentage of abnormal results consistent with known disorders and the average cost per year to the department. In addition, we looked at the indication for screening, patient demographics and the speciality of the requesting consultant.

MATERIALS AND METHODS:  A list of microarray requests was compiled from the study period using the hospital database and electronic records. An excel document was designed to record the patient demographics, indication for testing, results and the requesting consultant and speciality. The electronic records were reviewed in order to obtain this data.

RESULTS:  A total of 301 microarray were requested between the 24 month period from July 2011- July 2014 including 30 parents of children with abnormal results. Results were analysed by indication; developmental delay 116/271 (42.8%), autistic spectrum disorder 61/271 (22.5%), dysmorphic features 38/271 (14%), epilepsy 34/271 (12%) and others (8.7%).

· Overall detection rate of abnormal microarray; 72/301 (23%)

· Duplication/deletion associated with clinical presentation; 20/271 (7.3%)

· Compliance rates with standard request procedure; 288/301 (96%)

· Return of samples for inappropriate details; 8/301 (2.6%)

Our study has shown that Microarray is a useful test in the context of investigation of a number of specific disorders in accordance with guidelines. Our yield for results consistent with known disorders was 7.3%, lower than quoted previously at 15-20% by T.Miller et al (2010).
The current annual cost of requesting is on average €38,327 at €382 per microarray and this has the potential to increase further with genetic counselling and planning future pregnancies. In addition, the expanding identified BCVs (benign copy variants) with new associated disorders will imply further hospital financial planning to account for this demand to the laboratory services.

References;

1. Evidence Report: Genetic and metabolic testing on children with global developmental delay. Report of the Quality Standards Subcommittee of the American Academy of Neurology and the Practice Committee of the Child Neurology Society Neurology October 25, 2011 vol. 77 no. 17 1629-1635. 

2. Miller DT et al. Consensus statement:  Chromosomal Microarray Is a First-Tier Clinical Diagnostic Test for Individuals with Developmental Disabilities or Congenital Anomalies. American journal of Human Genetics. May 2010. 86 (5) 749 – 764.

11.40-11.55 – Saturday 9th May 2015

MELATONIN AND IMMUNE CELL RESPONSES IN NEONATAL ENCEPHALOPATHY 
S ASLAM1,2, WG WATSON2, A O'NEILL2, EJ MOLLOY3,4,5
1Neonatology, National Maternity Hospital, Dublin, Ireland
2Conway Institute for Biomolecular & Biomedical Science, University College Dublin, Dublin, 
3Neonatology, Our Lady's Children's Hospital, Crumlin, Dublin, 
4Academic Paediatrics, Trinity College Dublin, National Children's Hospital, Tallaght, Dublin, 
5Paediatrics, Coombe Women's and Infant's University Hospital, Dublin

Introduction
Infection and inflammation can be antecedents of Neonatal Encephalopathy (NE) and increase the risk of neurological sequelae. Melatonin is a potent immunomodulator and antioxidant (1) and may alter the systemic inflammatory response in NE (2).

 
Aim

To investigate the in vitro effect of melatoninon whole blood reactive oxygen intermediates (ROI), CD11b and Toll-like receptor(TLR)-4 in neutrophils and monocytes from infants with NE receiving therapeutic hypothermia (TH) versus healthy neonatal controls in the first week of life. 

Methods
Infants with NE were recruited and their demographics details, grade of NE, MRI results, outcome and placental histology were recorded. Whole blood was taken on Day 1,3 and 7 of life (NE group) and day 1(Controls) and flow cytometry used to assess TLR4, CD11b and ROI in both monocytes and neutrophils in the presence of Lipopolysaccharide (LPS) and/or melatonin. Ethics was received from ethics committee at National Maternity Hospital. 

Results.

LPS–induced ROI production was significantly increased in both neutrophils and monocytes (p=0.03) in NE versus controls (n=6) on day 1 of life. On day 7 of life, following TH, LPS-induced CD11b upregulation was significantly decreased by melatonin in vitro in neonates with NE (n=7). There was no difference in TLR4 expression in NE and controls.

 
Conclusion
Melatonin  decreases the production  of CD11b in neutrophils, which is a marker of neutrophil activation and migration and may  ameliorate the augmented systemic inflammatory response seen in infants with NE. 

1. Pieri C, Recchioni R, Moroni F, Marcheselli F, Marra M, Marinoni S, Di Primio R. Melatonin regulates the respiratory burst of human neutrophils and their depolarization. J Pineal Res. 1998 Jan;24(1):43-9. 2. Robertson NJ et al., Melatonin augments hypothermic neuroprotection in a perinatal asphyxia model. Brain. 2013 Jan;136(Pt 1):90-105. 
11.55-12.10 – Saturday 9th May 2015
WHEN DOES AN EXOME FINDING BECOME A DIAGNOSIS?
Jillian Casey1, E Crushell2, N Bermingham3, J Cryan4, J Hughes2, SA Lynch1
1Genetics Department, Temple Street Children's University Hospital, Dublin 1, Ireland
2National Centre for Inherited Metabolic Disorders, Temple Street Children's University Hospital, Dublin 1, Ireland
3Department of Neuropathology, Cork University Hospital, Cork, Ireland
4Department of Histopathology, Beaumont Hospital, Dublin 9, Ireland

Aims:  Next-Generation Sequencing (NGS) enhances diagnostic yield compared to single-gene testing and is becoming mainstream. However, we have found that generating sufficient evidence to convert a potentially-relevant NGS finding to a definitive diagnosis is problematic. How much evidence is required to make that leap? A cavalier approach risks causing harm by making diagnoses that are subsequently discredited.

Here, we report our exome findings on three families with undiagnosed developmental delay (DD) and the challenges they brought.

Methods:  Exome sequencing was performed on a family with (A) severe DD and dysmorphism, (B) congenital myopathy, and (C) DD and long QT. Rare recessive segregating variants were prioritised. Literature reviews were undertaken for candidate genes.

Results:  In family A, we identified a mutation in THOC6, the gene associated with Beaulieu-Boycott-Innes syndrome1. Our patient shows considerable phenotypic overlap to previously reported patients which helped support diagnosis.

In family B, we identified recessive mutations in TTN which is associated with multi-minicore disease (MmD)2,3. While the patient’s history fits with MmD, the histopathology differs from previously reported families. Does this mean that TTN is not the causative gene, or could different mutations in this 312 exon gene cause different pathologies?

In family C, we identified a mutation in NAA10 (X-linked). NAA10 is linked to several disorders including Ogden syndrome4 and Lens microphthalmia5. Our family’s phenotype overlaps but is distinct. As the maternal grandfather’s DNA was unavailable, we tested the unaffected aunts compared to the carrier mother to confirm de novo status.

Conclusion:  Proving pathogenicity is challenging as we are increasingly finding non-classical phenotypes associated with known disease genes. It is essential to accrue sufficient evidence prior to reporting. This includes collating clinical, histopathological and segregation analyses and functional studies. As NGS becomes routine, it will be important to develop multidisciplinary collaborative networks to help interpret NGS findings.

1. Beaulieu CL, Huang L, Innes AM et al. Intellectual disability associated with a homozygous missense mutation in THOC6. Orphanet J Rare Dis 2013; 8: 62. 2. Chauveau C, Bonnemann CG, Julien C et al. Recessive TTN truncating mutations define novel forms of core myopathy with heart disease. Hum Mol Genet 2014; 23(4): 980-991. 3. Ceyhan-Birsoy O, Agrawal PB, Hidalgo C et al. Recessive truncating titin gene, TTN, mutations presenting as centronuclear myopathy. Neurol 2103; 81: 1205-1214. 4. Rope AF, Wang K, Evjenth R et al. Using VAAST to identify an X-linked disorder resulting in lethality in male infants due to N-terminal acetyltransferase deficiency. Am J Hum Genet 2011 89: 28-43. 5. Esmailpour T, Riazifar H, Liu L et al. A splice donor mutation in NAA10 results in the dysregulation of the retinoic acid signalling pathway and causes Lenz microphthalmia syndrome. J Med Genet 2014; 51: 185-196. 
12.10-12.25 – Saturday 9th May 2015
A NEW MITOCHONDRIAL SYNDROME CAUSED BY HOMOZYGOUS p.Trp22Arg NDUFB3 mutation in a COHORT OF PATIENTS with persistent growth failure and distinctive facial features

Howard C1, McCarthy P1, Knerr I1, Monavari A1, McFarland R2, Shield JPH3, Murray PG4, Clayton PE4, Alston CL2, He L2, Taylor RW2, Crushell E1*, Hughes J1*

1 National Centre for Inherited Metabolic Disorders, Temple Street Children's University Hospital, Dublin 1, 2 Wellcome Trust Centre for Mitochondrial Research, Institute of Neuroscience, Newcastle University, Newcastle upon Tyne, UK, 3 University of Bristol and Bristol Royal Hospital for Children, Upper Maudlin Street, Bristol BS2 8AE, UK, 4 Centre for Paediatrics and Child Health, Institute of Human Development, University of Manchester, Manchester, UK – 

*Both authors contributed equally
 

BACKGROUND: Isolated complex I deficiency is the most common mitochondrial disorder presenting in childhood and is characterised by marked clinical and genetic heterogeneity. NDUFB3 encodes an accessory subunit of complex I and mutations have to date been associated with a severe, often lethal, clinical phenotype.

METHODS: We report a cohort of patients with a homozygous p.Trp22Arg NDUFB3 mutation, initially identified through a targeted next-generation sequencing strategy which sequenced the genes encoding all structural subunits and ancillary proteins of paediatric patients with a diagnosis of complex I deficiency. Subsequent patients with similar clinical features were identified through targeted mutation screening. A review of clinical notes was undertaken to define the phenotype. 

RESULTS: 9 children from 7 unrelated non-consanguineous families were identified.  8 patients are of Irish ethnicity. Age range is 0.5 – 12 years. All 9 presented with intrauterine growth restriction and persistent post natal growth restriction. Lactic acidosis in infancy was identified in 7. Hypertrophic cardiomyopathy was present in 2. All have characteristic facial features with frontal bossing and a poorly defined philtrum.  Neurodevelopment has been normal to date. One family had a sibling who died on day two of life with lactic acidosis, DNA is not available for analysis. Two patients were identified through genetic investigation of familial short stature at an endocrinology clinic and were not known to have lactic acidosis. The c.64T>C, p.Trp22Arg NDUFB3 mutation had previously been reported in association with a severe metabolic presentation and poor prognosis. 

CONCLUSION: Our cohort highlights that this NDUFB3 mutation appears to be particularly prevalent in the Irish population and that the long-term prognosis can be very good. Recognition of the distinctive facial features in a clinic setting should suggest screening for this specific mutation to provide a genetic diagnosis without requiring muscle biopsy to characterise the respiratory chain dysfunction.
12.25-12.40 – Saturday 9th May 2015

INVASIVE PNEUMOCOCCAL DISEASE IN IRELAND: SURVEILLANCE AND AND VACCINE IMPACT.

M Corcoran1, I Vickers1, M McElligott1, M Fitzgerald2, S Cotter2, S Murchan2, J Mereckiene2, M Cafferkey1,3,4, D O'Flanagan2, R Cunney1,2,3, H Humphreys1,4,5
1Irish Pneumococcal Reference Laboratory, EMBU, Temple Street Children's University Hospital, Dublin, 3Department of Microbiology, Children's University Hospital, Dublin, 4Department of Clinical Microbiology, Royal College of Surgeons Ireland, Dublin, 5Department of Microbiology, Beaumont Hospital, Dublin, Ireland

Introduction
Streptococcus pneumoniae infections can result in Invasive pneumococcal disease (IPD), such as meningitis and bacteraemia. IPD is a leading cause of mortality, particularly in infants and older adults. The Irish Pneumococcal Reference Laboratory provides a national typing service. The objective was to assess the serotype distribution and antimicrobial resistance (AMR) following the introduction of pneumococcal conjugate vaccines (PCV’s). 

Methods
S. pneumoniae isolates from sterile-sites were submitted for serotyping using multiplex-PCR and serological co-agglutination. Antimicrobial susceptibility was determined using the E-test method according to CLSI guidelines.

Results
A total of 2,165 IPD isolates were typed between July 2007 and June 2014, i.e. seven epidemiological years. The total number of PCV7 associated serotypes fell by 87% from the pre-vaccination period 2007-2008 (n=170) in comparison to 2013-2014 (n=22, p<0.001). The largest decline was in the population of <5years (100%). The decrease in PCV7 associated serotypes ranged from 77-87% in adults. There was an increase in PCV13/non-PCV7 associated serotypes (PCV13-7); predominantly among adults (18-22%). Serotypes 7F and 19A remain predominant serotypes, representing 20% of all IPD isolates typed. There were also an increase in the number of non-PCV associated serotypes, which increased by 86% over the same period (p<0.001). AMR ranged from 13-24% and 8-18% for penicillin and cefotaxime, respectively. The serotypes most associated with resistance were 14, 9V and 19A. The number of 19A isolates resistant to antimicrobials has increased in recent years.

Conclusions
The introduction of the PCV vaccines reduced the number of IPD infections, particularly in infants. However, some of the PCV13-7 serotypes remain dominant, particularly 7F and 19A, and 19A was also associated with increased AMR. There is evidence of serotype-replacement, whereby non-PCV associated serotypes have increased. Continuing surveillance of predominant serotypes is required to inform future vaccine policies.

14.35-14.40 – Saturday 9th May 2015
GENDER AND TOLL-LIKE RECEPTOR-4 SIGNALLING IN NEONATES: CONTRIBUTOR TO SEXUAL DIMORPHISM? 

D N O'Driscoll1, 2, C DeSanti3, E J Molloy1-5, C M Greene3
1Neonatology, National Maternity Hospital, Holles Street, Dublin , Ireland
2Paediatrics, School of Medicine, Trinity College Dublin, Dublin, Ireland
3Medicine, Royal College of Surgeons in Ireland, Education and Research Centre, Dublin, Ireland
4Neonatology, Coombe Women and Infants' University Hospital, Dublin, Ireland
5Neonatology, Our Lady's Childrens' Hospital Crumlin, Dublin, Ireland

Background: Throughout the neonatal period and to old age, males have a poorer disease prognosis compared to females. Stillbirth, cerebral palsy, bronchopulmonary dysplasia, and neonatal sepsis are more common in males. The gender disparity in the pathogenesis of disease and the inequality of immune response in male and female infants has been incompletely explored.
Aims: We aimed to ascertain whether expression of inhibitor of nuclear factor kappa-B kinase subunit gamma (IKBKG/NEMO) and Interleukin-1 receptor-associated kinase 1 (IRAK1) located on Xq28, and Bruton's Tyrosine Kinase (BTK) located on Xq21, differs between genders in term neonates and adults.
Methods: Samples were collected following informed consent under an approved protocol. The patient groups consisted of umbilical cord blood samples from term infants delivered by elective Caesarean section (Male:Female, 10:10) and venous blood samples from adults (Male:Female, 10:10). RNA was isolated from the buffy coat using Trizol BD reagent, cDNA was synthesised and used in qRT-PCR reactions with IKBKG/NEMO, IRAK1, BTK and RPLP0 gene-specific primers. Relative gene expression was calculated and statistical analysis was carried out using GraphPad Prism.
Results: For BTK and IKBKG/NEMO there was no significant difference in relative expression between genders, both for adults and neonates. IRAK1 expression was significantly higher in female neonates (p <0.05) compared to male neonates. Infants had lower expression of all three genes compared to adults (p <0.0001).
Conclusion: IRAK1, IKBKG/NEMO, and BTK are signal transducers in the Toll-like receptor-4 pathway, which lead to NF-κB activation. Lower expression of all genes in neonates may be due to epigenetic influences, differential transcription factor activation, immune function immaturity and the ontogenic stage of the infants' toll-like receptor responses. Higher expression of IRAK1 in female infants may be due to incomplete X chromosome inactivation and provides evidence for gender dimorphism in neonatal clinical profiles however further investigation is required. 

14.40-14.45 – Saturday 9th May 2015

A YEAR OF COOLED BABIES. ARE OUR DECISIONS TO START THERAPEUTIC HYPOTHERMIA IN COMPLIANCE WITH NATIONAL GUIDELINES?

D Kinlen1, CP O'Donnell1
Neonatal Department, The National Maternity Hospital, Holles Street, Dublin, Ireland

AIMS: An audit of neonates who underwent therapeutic hypothermia in The National Maternity Hospital (NMH), Holles Street in 2014, to determine if eligibility criteria were documented and the decision to cool was appropriate, based on National Neonatal Transport Programme (NNTP) guidelines.

METHODS: A list of all cooled babies was retrieved from an internal logbook and a retrospective chart review was carried out. The notes were compared to the NNTP guidelines for cooling to see if eligibility criteria were documented and to assess appropriateness of the decision to start therapeutic hypothermia.

RESULTS: 23 babies underwent therapeutic hypothermia in Holles st in 2014. 11 were born in NMH and 12 were transferred postnatally from hospitals around the country. Gestational age ranged from 35+5 to 41+5 (median 40+4) and birth weight from 2.51kg to 4.85kg (mean 3.52kg). All 23 had blood gas, Apgar score and neurological exam documented. 5 babies didn’t fully fit the criteria for cooling; 1 had a normal neuro exam, 3 were hyperalert and hypertonic (rather than lethargic and hypotonic as required by the guideline). 1 would have fulfilled the criteria but passive cooling was commenced in a peripheral hospital and therapeutic temp wasn’t reached until after 10 hours when baby arrived in NMH.

CONCLUSION: A significant number of babies didn’t meet criteria as specified by NNTP Guidelines. This was most commonly due to baby being hypertonic and jittery – rather than hypotonic and lethargic as required. There is possibly a feeling of “better to cool than regret not doing it”. However, there is a need for everyone to be familiar with guidelines.

14.45-14.50 – Saturday 9th May 2015
WORKFORCE PLANNING IN NICU; AN AUDIT OF PATTERNS IN SCHEDULED AND UNSCHEDULED CARE

A Lynch1, JF Murphy1
1Department of Neonatalogy, National Maternity Hospital, Holles St, Dublin 2.

Aims:
To examine current patterns in scheduled and unscheduled care in a tertiary neonatal referral centre and compare them to rostered NCHD hours.

Methods:
During regular working hours, NICU is staffed with 10 NCHDs and 1 in house consultant. Outside of these hours, the unit is staffed by an on call team consisting of 2 NCHDs and one off-site consultant on call. This is equivalent to 1/5 of the regular workforce. We aimed to establish how the reduction in staff out of hours correlates with workload.
Scheduled care consisted of NICU and SCBU ward rounds, routine neonatal physical examinations, out-patient clinics and elective caesarean sections.
Unscheduled care consisted of emergency caesarean sections, high-risk deliveries, admissions to NICU and outpatient presentations to ED.
Admissions to NICU over a 9 month period for 2 consecutive years were analysed. Presentations to ED in the same period were also assessed.

Results:
66% NICU admissions occur between 4pm and 8am. Peak admission time is 4-8pm. NICU admission rates are not significantly reduced at weekends. ED presentations also higher between 12 and 8pm. ED presentations increase significantly at weekends.

Conclusions :
The above data supports additional NCHD cover between 4pm and 8pm. It also supports additional NCHD cover between 9am and 5pm on weekend days.

14.50-14.55 – Saturday 9th May 2015
EPIDEMIOLOGICAL TRENDS IN PROLONGED NEONATAL ADMISSIONS TO OUR UNIT: IMPLICATIONS FOR THE NATIONAL CHILDREN'S HOSPITAL

SM McGlacken-Byrne 1,2, L Geraghty1, J Murphy1,2, R McNamara1
1Temple St Children's University Hospital, Dublin
2National Maternity Hospital, Holles St, Dublin

Aim


Our hospital admits 8000 patients per annum and our proposed National Children’s Hospital will admit an estimated 28,000. Patients requiring prolonged admissions will need particular consideration in the hospital’s development. We aim to analyse epidemiological data on prolonged neonatal admissions to our neonatal unit over the past 15 years and extrapolate this data toward the development of the new neonatal unit.

Methods

We performed a chart review of neonatal patients from 2000-2014 admitted to our unit between 0-28 days of life. Patients were considered in three cohorts: admission length >1month, >3months and >6 months. Factors considered included reason for admission and length of stay.

Results

432 patients were admitted for >1month between 2000-2014 (average LOS 70 days). 82.9% (n=358) of patients were admitted for >1month but <3months (mean LOS 44 days, 28-90). 12.7% (n=55) were admitted for >3 months but <6months (mean LOS 100 days, 91-179). 4.4% (n=19) were admitted for >6months (mean LOS 410 days,196-727). The most common diagnoses requiring prolonged admission were abdominal wall defects (18.5%, n=80), neonatal GI surgery (16.2%, n=70) and respiratory disease (10.6%, n=46). Prolonged admissions in all three cohorts are trending upwards as is cumulative length of stay. Diagnoses requiring prolonged admissions remain relatively consistent.

Conclusions

There is a significant number of prolonged neonatal admissions every year to our unit. Total prolonged admissions and cumulative length of stay is trending up between 2000-2014. Some diagnoses consistently lend themselves to prolonged long hospital admissions. This data will inform planning of our new neonatal unit, particularly of bed management, early discharge planning and resource allocation. Characterising patients who require prolonged admissions has allowed us develop an early discharge proforma for implementation in our new neonatal unit.

14.55-15.00 – Saturday 9th May 2015
Therapeutic Hypothermia during Neonatal Transport
NH Aminudin, O Petrea, A Bowden, J Franta
National Neonatal Transport Programme of Ireland
Background:  
Hypothermia of 33-34°C initiated within first 6 hours of life in babies with hypoxic ischaemic encephalopathy (HIE) and over 36 weeks gestational age is proven to improve outcomes. Currently there are 4 centres that can provide this treatment in Ireland. Therefore, cooling during transport has become a necessity.

 

Methods: 

We retrospectively collected the data for a period from December 2014 until present, using the National Neonatal Transport Programme (NNTP) register.

Results: 
There were 26 babies transferred for cooling within that period,   22 of which were transported by NNTP Team.  Out of 22 babies: 1 was less than 36weeks of gestation, 3 ranging 36-38 weeks of gestation and 18 over 38weeks of gestation.The transport duration was between 90 min and 3 hours for all 22.  6 out of 22 babies arrived to receiving hospital at less than 6 hours of age. Out of 22 patients, only 9 had a temperature between 33-34°C, at the referring hospital when the NNTP. Other 9 patients had a temperature over 34°C. From this last 9 patients- 6 achieved a temp between 33-34°Cwithin first 6 hours of life, 1 reached a temp < 34°C at 7 hours of life and 2 had a temperature of 34-35°C through-out  their entire transport.  4 of the 22 patients had a temperature of <33°C at the NNTP arrival and were very easy to cool during their entire transport.

Conclusion:                
The maintenance of temperature within the target range can be challenging during transport. Babies with severe hypoxic ischaemic encephalopathy (HIE) are easier to cool and more likely to drop their temperature sooner.

15.05-15.10 – Saturday 9th May 2015
INCREASING INCIDENCE OF NEONATAL ABSTINENCE SYNDROME (NAS)– A MARCH TOWARDS DEVELOPING A NATIONAL GUIDELINE

ON Oketah1, A Twomey1

1Neonatology Department, National Maternity Hospital, Holles Street. Dublin 

INTRODUCTION

Neonatal abstinence syndrome (NAS) occurs as a result of the sudden discontinuation of fetal exposure to substances that were used or abused by the mother during pregnancy. Signs of withdrawal develops in 55-94% of drug-exposed infants and the main treatment goal is to stabilize clinical manifestations of withdrawal and restore normal newborn activity
AIM

Our aim was to determine whether Irish neonatal units have standard protocols/guidelines for the management of NAS with the view to establishing a national guideline which will be approved by the Royal College of physicians (RCPI) and disseminated to all neonatal units in Ireland

METHODS

Phone calls were made to all 19 units in Ireland requesting information on their guidelines for the management of NAS. Information was requested on the availability of written or verbal guidelines, scoring systems used to determine initiation of therapy, medication choice, drug dosing regimens and methods of weaning.

A literature search was carried out to determine evidence based guidelines adopted by various international paediatric associations for the management of NAS

RESULTS

We had a 100% response rate. Response was given electronically (fax or email) or verbally over the phone. 13 (68%) units had a written guideline, 4 of these units used protocols adapted from a level III NICU. 6 (13%) units did not have a written guideline mostly because they had a very low incidence of NAS in their units. 17 (89%) units used the Finnegan scoring system; 2 units did not particularly use a scoring system.

Oral morphine was the drug of choice for opioid withdrawal for all units. Dosing regimens and weaning practises varied widely.

CONCLUSION

There is a need for a national guideline for the management of NAS. The Finnegan scoring system is widely adopted by majority of the units however; there is a wide variation in doses of drug used, dosing intervals and weaning schedules. We suggest an algorithm approach for the treatment of NAS which will be simple and easy to follow.

REFERENCES

1. ML Hudak, RC. Tan. Neonatal Drug withdrawal. Pediatrics 2012: 129;e540
2. P Kocherlakota. Neonatal Abstinence Syndrome. Pediatrics 2014;134 (2):e547-e581
3. NHS Forth Valley. Management of Neonatal Abstinence syndrome; 2011. Available at: http://www.nhsforthvalley.com/__documents/qi/ce_guideline_wcdneonatal/neonatalabstinencesyndrome.pdf
4. A Johnston, J Metayer, E. Robinson. Management of neonatal opioid withdrawal. Available at: http://www.pqcnc.org/documents/nas/nasresources/VCHIP_5NEONATAL_GUIDELINES.pdf
5. WK Kraft, JN Van der Anker. Pharmacological management of the opioid neonatal abstinence syndrome. Pediatr Clin North Am. 2012;59(5): 1147-1165

15.10-15.15 – Saturday 9th May 2015

CHANGES IN SURVIVAL OF PERIVIABLE NEONATES OVER A TEN YEAR PERIOD IN CORK UNIVERSITY MATERNITY HOSPITAL 

Zaheera Yusuf, T Nabielek, P Filan, B Murphy, L O’Connell

Aims: A retrospective study to assess survival to discharge rates in neonates between 23 and 26 weeks gestation over a 10 year period (2004-2013) in Cork University Maternity Hospital and to compare them to Vermont Oxford Network Survival rates. 

Methods: CUMH is a tertiary maternity center with approximately 9000 deliveries per year. Yearly statistics of neonatal births and deaths are routinely collected. The data for neonates between 23-26 weeks was collated and survival rates were extrapulated from same. Changes in survival is shown by comparison of three time periods 2004-2007, 2008-2011 and 2012-2013. CUMH data is compared to VON data from 2010-2013. 

Results: Survival rates were shown to improve with increasing gestational age. Over the ten year period, 24 infants were born at 23 weeks gestation, 9 survived (37.5%). 39 infants were born at 24 weeks, 20 survived (51%).  48 infants were born at 25 weeks,  37 survived ( 77%). 52 out of 68 (76.5%) infants survived at 26 weeks. 

Comparison of the periods 2004- 2007 vs 2012-2013 has shown an improvement at all gestational ages (Figure 1.) : at 23 weeks 28% vs 57%, at 24 weeks 33% vs 66%, at 25 weeks 67% vs 91% and at 26 weeks 64% vs 81%. 

Our survival figures are comparable to VON, with the exception of lower surivival rates at 24 weeks- 37.5% vs  62% in the last 4 years. (Figure 2) . 

Conclusion:  There has been an improvement in survival of periviable infants in CUMH over a ten year period, similar to those reported by VON.

Figure 1
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15.15-15.20 – Saturday 9th May 2015

A COMPARISON OF RESPONSE AND JOURNEY TIMES BETWEEN AIR VERSUS GROUND TRANSPORT OF THE NATIONAL NEONATAL TRANSPORT PROGRAMME IN IRELAND
NH Aminudin, A Bowden, J Franta
1National Neonatal Transport Programme in Ireland, Rotunda Hospital, Dublin, Ireland

Introduction:

Neonatal air transport in Ireland is a service integrated between the National Neonatal Transport Programme (NNTP) andthe Eastern Region National Ambulance Service with the Irish Air Corps.The Republic of Ireland has a surface area of 72,273km² and population of 4.5 million. There are 19 neonatal units (locations outside Dublin)throughout the country which utilise the NNTP to transfer critically ill neonates for tertiary level care. Due to distance and geographical factors, some of these locations will require neonatal air transport for safe and timely transfers of neonates.

 
Objective: 
Our objective is to comparethe response times and total infant journey times between air versus ground transport over a 5 year period.We also observed the significance of air transport as a time efficient modality in the transfer of critical neonates in Ireland.

 

Methods:

A retrospective review of the time log recordings in the NNTP databasefrom the year 2009 to 2013 was performed. The averages of the time parameters between air and ground transport were recorded and the time differences between the two modes of transportation were calculated. We highlighted the locations that required air transport >3 times.

 

Results:

8 locations in Ireland used air transportin the five year period. 4 out of these 8 locations used air transport >3 times (Castlebar = 17/ Letterkenny = 14/ Tralee=6/ Sligo=4). The table below represents our results (table):

 

  

Conclusion: 
Our study confirms shorter response and infant journey times for air transport compared to ground.Particularly, the infant journey time between Sligo and Dublin was significantly shorter when air transport has been used. This was not previously anticipated and might lead to a change in our future practice.The findings also support the significance of air transport in our national service (NNTP), particularly when geographical factors and ‘time-critical’ conditions of the neonate are taken into account.

15.20-15.25 – Saturday 9th May 2015
A REVIEW OF THE USE OF POSTNATAL STEROIDS (PNS) IN A TERTIARY NICU 
A Mc Donald1, U McGettigan1, A Twomey1
1Dept of Neonatology, National Maternity Hospital, Holles St, Dublin, Ireland

Objective: Following two large meta-analyses, PNS are generally prescribed for selected preterm infants who remain ventilated at 2-3 weeks of age in an effort to achieve extubation.1,2 In this group of infants, PNS may reduce neonatal mortality without significantly increasing the risk of adverse neurodevelopmental outcome. We reviewed the use of PNS in our unit over the past 4 years.

Methods: A retrospective database review of all infants <29 wks gestation admitted to our NICU 2010-2013 inclusive.

Results: Of 195 infants admitted who survived to >14 days of age, 17 (9%) received PNS. This figure increased to 24% for infants of 23-25 wks gestational age (GA) compared to 4% for infants GA 26-28 wks. Median day of commencement was 25 days (range 10-48 days). Of the 17 infants, 24% received PNS before D14, 18% from D14-D21, 24% from D21-28 and 35% after D28. Of infants not requiring PNS to extubate, 71% of infants 23-25 wks had extubated by D14, 79% by D21 and 85% by D28. The corresponding figures for infants 26-28 wks were 94%, 94.5% and 98% respectively. If all infants 23-25 wks GA were empirically treated with steroids on D14 if still intubated, the number of these infants receiving steroids would have increased from 11 (24%) infant to 21(47%). If D21 or D28 were selected, the corresponding figures would be 18 (40%) and 16 (36%) respectively.

Conclusions: PNS are more commonly used at 23-25 wks. The majority of infants of this GA have extubated by D14. Our NICU generally commences PNS after D28. The question remains whether PNS should be commenced on these infants a little earlier.

 

Table 2: Extubation timing
	Gestational Age
	23
	24
	25
	26
	27
	28

	Number
	4
	22
	19
	28
	51
	71

	Infants who received PNS
	2 (50%)
	7 (32%)
	2 (10%)
	3 (11%)
	2 (4%)
	1 (1%)

	Infants not requiring steroids to extubate
	2 (50%)
	15 (68%)
	17 (90%)
	25 (89%)
	49 (96%)
	70 (99%)

	No. extubated by D14
	1
	8
	15
	21
	46
	68

	No. extubated by D21
	1
	10
	16
	22
	46
	69

	No. extubated by D28
	1
	12
	16
	24
	49
	69

	% of those ventilated >28d who received PNS
	66%
	70%
	66%
	4%
	0
	50%


[i]Early (7 days) postnatal corticosteroids for chronic lung disease in preterm infants. Doyle LW, Ehrenkranz RA, Halliday HL, Cochrane Database Syst Rev. 2014;5:CD001145. 
15.55-16.00 – Saturday 9th May 2015
Gentamicin Dosing in Therapeutic Hypothermia; a quality improvement initiative.

L Whitla1, D Fitzgerald2, A Twomey1, S Knowles3, J Murphy1
1Neonatology, National Maternity Hospital, Holles St, Dublin, Ireland
2Pharmacy, National Maternity Hospital, Holles St, Dublin, Ireland
3Microbiology, National Maternity Hospital, Holles St, Dublin, Ireland

Gentamicin Dosing in Therapeutic Hypothermia; a quality improvement initiative.

Aims

Therapeutic hypothermia has now become the standard of care for newborn infants with hypoxic-ischaemic encephalopathy. Many of these infants concurrently receive gentamicin. Gentamicin is nephrotoxic and ototoxic at high serum concentrations. The aim of our study was to analyse trough and peak gentamicin levels in infants who are cooled and compare them to a control group of non-cooled infants.

Methods

A retrospective review was undertaken of infants who were cooled in the National Maternity Hospital Holles St between March 2013 and February 2015. Infants were included if they were treated with gentamicin from birth for at least 48 hours. These infants were compared to a group of infants admitted to the NICU who were also treated with gentamicin. All infants were at least 36 weeks gestation.

Results

A total of 43 infants were cooled during the defined period. Gentamicin trough levels were available on 34 (79%) of these infants. The median trough level was 1.65 (IQR 1.13), compared to a median trough level of 0.85 (IQR 0.65) in 42 control infants (p<0.05). Of note 29% of the cooled group had a trough level which was greater than the accepted level of 2mg/L, compared to only 7% of the control group. Peak values in both groups were therapeutic.

Conclusions

Gentamicin trough levels were significantly higher in cooled infants. This has led to a change in our current practice. Cooled infants now receive gentamicin on a 36 hourly dosing schedule as opposed to 24 hourly and a trough level is taken prior to the 2nd dose as opposed to the 3rd dose. 
16.00-16.05 – Saturday 9th May 2015
ESTABLISHING NORMATIVE REFERENCE VALUES FOR THE CEREBRAL VENTRICLES IN PRETERM NEONATES

I Stapleton1, E Dempsey2, C Bogue3, M Moore3
1School of Medicine, University College Cork, Cork, Ireland
2Neonatology Department, Cork University Maternity Hospital, Cork, Ireland
3Radiology Department, Cork University Hospital, Cork, Ireland

Cranial ultrasound is an effective, safe and inexpensive method of obtaining cerebral imaging in preterm newborn infants. Ventricular measurements taken from these scans may be useful in identifying patients at risk of future neurodevelopmental problems. However, normative gestational age-dependent measurements in preterm infants less than 32 weeks have not been well described.
Aim: To establish normative reference values for the size of the cerebral ventricles in a large cohort of preterm neonates and to identify changes with maturation, up to term-equivalent age.

Methods: Using the IMPAX system, the ventricular indices (VI), anterior horn indices (AHI) and thalamo-occipital distances (TOD) were measured on each of the cranial ultrasound scans for all preterm neonates (23 weeks to 31+6 weeks gestational age) admitted to the Neonatal Unit in CUMH between January 2010 and December 2013. Scans were analysed to produce both cross-sectional values (means) for different gestational ages (GA) and longitudinal curves for the VI, AHI and TOD.

Results: Of 320 babies, 63% (202) had all normal scans. The total number of normal scans was 512 and these were used for further analysis. Normative ranges by GA were established using the cross-sectional values. Longitudinal analyses showed that the mean VI and mean TOD increased with GA from 8.8mm and 17.9mm (at 24 weeks GA) to 13.3mm and 25.9mm (at TEA) respectively, while the mean AHI was not influenced by GA.

Conclusion: We have established normative gestational age VI, AH and TOD measurements in preterm infants.

1. Hsu CL, Lee KL, Jeng MJ, Chang KP, Yang CF, Tsao PC, et al. Cranial ultrasonographic findings in healthy full-term neonates: a retrospective review. Journal of the Chinese Medical Association : JCMA. 2012;75(8):389-95. 2. van Wezel-Meijler G, Steggerda SJ, Leijser LM. Cranial ultrasonography in neonates: role and limitations. Seminars in perinatology. 2010;34(1):28-38. 3. Leijser LM, de Vries LS, Cowan FM. Using cerebral ultrasound effectively in the newborn infant. Early Hum Dev. 2006;82(12):827-35. 4. van Wezel-Meijler G. Neonatal Cranial Ultrasonography. Heidelberg, Germany: Springer-Verlag; 2007. 5. AIUM. AIUM Practice Guideline for the Performance of Neurosonography in Neonates and Infants. Available at: http://www.aium.org/resources/guidelines/neurosonography.pdf, 2009. [cited March 31st, 2014]. 6. BMUS. Guidelines for the Safe Use of Ultrasound Equipment. Available at: http://www.bmus.org/policies-guides/pg-safety03.asp, 2009. [cited March 31st, 2014]. 7. Leijser LM, de Bruïne FT, Steggerda SJ, van der Grond J, Walther FJ, van Wezel-Meijler G. Brain imaging findings in very preterm infants throughout the neonatal period: Part I. Incidences and evolution of lesions, comparison between ultrasound and MRI. Early Human Development. 2009;85(2):101-9. 8. Leijser LM, Liauw L, Veen S, de Boer IP, Walther FJ, van Wezel-Meijler G. Comparing brain white matter on sequential cranial ultrasound and MRI in very preterm infants. Neuroradiology. 2008;50(9):799-811. 9. NHS. Cranial Ultrasound Scans. 
Available at: http://www.google.com/url?sa=t&rct=j&q=uk%20neonatal%20cranial%20ultrasound%20protocols&source=web&cd=1&cad=rja&uact=8&ved=0CCwQFjAA&url=http%3A%2F%2Fwww.networks.nhs.uk%2Fnhs-networks%2Fstaffordshire-shropshire-and-black-country-newborn%2Fdocuments%2FCranial%2520Ultrasound%25202009-11.pdf%2Fat_download%2Ffile&ei=03BAU5DNLIap7Qbc0ICgAg&usg=AFQjCNG8Z1TJjjR-ZVrub865u7ZXc2jXhQ&sig2=G_iW-EbBS28rMCkAErBquQ&bvm=bv.64125504 ,d.ZGU, 2009. [cited March 31st, 2014]. 10. Fox LM, Choo P, Rogerson SR, Spittle AJ, Anderson PJ, Doyle L, et al. The relationship between ventricular size at 1 month and outcome at 2 years in infants less than 30 weeks' gestation. Archives of disease in childhood Fetal and neonatal edition. 2014;99(3):F209-14. 11. Brouwer MJ, de Vries LS, Groenendaal F, Koopman C, Pistorius LR, Mulder EJ, et al. New reference values for the neonatal cerebral ventricles. Radiology. 2012;262(1):224-33. 12. Brouwer MJ, de Vries LS, Pistorius L, Rademaker KJ, Groenendaal F, Benders MJ. Ultrasound measurements of the lateral ventricles in neonates: why, how and when? A systematic review. Acta paediatrica (Oslo, Norway : 1992). 2010;99(9):1298-306. 13. Levene MI. Measurement of the growth of the lateral ventricles in preterm infants with real-time ultrasound. Archives of disease in childhood. 1981;56(12):900-4. 14. Davies MW, Swaminathan M, Chuang SL, Betheras FR. Reference ranges for the linear dimensions of the intracranial ventricles in preterm neonates. Archives of disease in childhood Fetal and neonatal edition. 2000;82(3):F218-23. 15. Sondhi V, Gupta G, Gupta PK, Patnaik SK, Tshering K. Establishment of nomograms and reference ranges for intra-cranial ventricular dimensions and ventriculo-hemispheric ratio in newborns by ultrasonography. Acta paediatrica (Oslo, Norway : 1992). 2008;97(6):738-44. 16. Papile LA, Burstein J, Burstein R, Koffler H. Incidence and evolution of subependymal and intraventricular hemorrhage: a study of infants with birth weights less than 1,500 gm. The Journal of pediatrics. 1978;92(4):529-34.
16.05-16.10 – Saturday 9th May 2015
The Effect of Antenatal Magnesium SulPHate Administration on left Ventricular Afterload and Myocardial Performance Measured using Deformation and Rotational Mechanics Imaging 

James AT 1, Corcoran JD 1,2, Hayes B1, Franklin O 3, EL-Khuffash A 1,2
1Department of Neonatology, The Rotunda Hospital, Dublin, Ireland. 

2Department of Paediatrics, The Royal College of Surgeons in Ireland, Dublin, Ireland. 

3Department of Paediatric Cardiology, Our Lady’s Children’s Hospital Crumlin, Dublin, Ireland.

Introduction: Administration of antenatal magnesium sulphate (MgSO4) can reduce cerebral palsy in preterm infants but its impact on early haemodynamics is poorly understood. We aimed to assess (1) the impact of MgSO4 administration on left ventricular function measured using deformation and rotational mechanics imaging and (2) its impact on left ventricle (LV) afterload by measuring systemic vascular resistance (SVR) and LV wall stress.  

Materials and Methods: Preterm infants who were not in receipt of antenatal MgSO4 were matched for gestation, birthweight and mode of delivery with infants that received MgSO4. Echocardiography was carried out at a median of 11 hours of life [IQR 9 to 13] to measure global LV longitudinal strain (GLS), LV twist, untwist rate, right ventricle (RV) fractional area change (FAC), left ventricular output (LVO) and ejection fraction (EF). Heart rate and blood pressure were noted at the time of the scan. SVR and wall stress were calculated from the measured parameters. 

Results: Nineteen infants without MgSO4 were matched with 19 infants who received MgSO4. The median [IQR] gestation and birth weight of the cohort was 27.1 weeks [25.8 – 28.6] and 923 grams [810 – 1073] respectively. There was no difference in the 5 minute Apgar score, cord pH, FiO2, mean airway pressure or mode of ventilation between the groups (all p>0.5).  The MgSO4 group had a significantly lower systolic blood pressure, SVR and a trend towards lower wall stress (Table). Infants in the MgSO4 group had a significantly higher GLS, twist and untwist rate indicating improved myocardial function. Surrogates for systemic blood flow (EF and RV FAC) were also significantly higher in the MgSO4 Group (Table). Those associations remained significant after adjusting for antenatal steroids. 

	
	No MgSO4
	MgSO4
	P

	Gestation (weeks)
	27.1 [25.8 – 27.7]
	27.1 [26.0 – 28.0]
	0.5

	Birthweight (g)
	925 [790 – 1060]
	880 [810 – 1180]
	0.7

	Caesarean Section 
	10 (53%)
	10 (53%)
	1.0

	Complete course of antenatal steroids 
	7 (37%)
	14 (74%)
	0.06

	Systolic BP (mmHg)
	50 (11)
	43 (5)
	0.03

	SVR (mmHg/kg/min)
	291 [220 – 470]
	238 [171 – 274]
	0.03

	Wall Stress (g/cm2)
	23 (9)
	18 (7)
	0.06

	LV GLS (%)
	12.7 (5.3)
	17.4 (3.6)
	0.04

	Twist (o)
	4.1 (2.7)
	8.8 (3.2)
	0.01

	Untwist rate (o/sec)
	-54 (26)
	-111 (59)
	0.02

	RV FAC (%)
	29 [24 – 38]
	40 [30 – 47]
	<0.01

	LV ejection fraction (%)
	55 (8)
	60 (6)
	0.03


Conclusion: MgSO4 administration is associated with a lower afterload milieu in the immediate postnatal period. This translates to a higher myocardial function and systemic blood flow. This may partly explain the mechanism of its benefit in reducing cerebral palsy. 
16.10-16.15 – Saturday 9th May 2015

A PDA SEVERITY SCORE INCORPORATING MARKERS OF HAEMODYNAMIC SIGNIFICANCE AND LEFT VENTRICULE DIASTOLIC FUNCTION PRESICTS THE EVOLUTION OF CHRONIC LUNG DISEASE.

A James1, A El-Khuffash1, JD Corcoran1, P Dicker3, O Franklin2, YN ElSayed4, J Ting5, A Seghal6, A Malikawi6, A Harabor7, AS Soraisham7, P McNamara8
1Dept of Neonatology, Rotunda Hospital, Dublin, 2Department of Paediatric Cardiology, Our Lady's Children's Hospital Crumlin, Dublin, 3Department of Biostatistics, The Royal College of Surgeons in Ireland, Dublin, 4Department of Paediatrics and Child Health, University of Manitoba, Winnipeg, Manitoba, Canada, 5Department of Neonatology, University of British Columbia, Vancouver, British Colombia, Canada, 6Monash Newborn, Monash Children's Hospital, Melbourne, Australia 
7Department of Paediatrics, University of Calgary, Calgary, Alberta, Canada
8Department of Neonatology, The Hospital for Sick Children, Toronto, Ontario, Canada

Introduction: Although an association between a patent ductus arteriosus (PDA) and CLD does exist, the cause and effect relationship is not established. We hypothesized that a PDA severity score incorporating markers of pulmonary overcirculation and LV diastolic function can predict the evolution of CLD or death in preterm infants.

Materials and Methods: This was a multicentre prospective observational study of infants <29 weeks gestation. An echo was carried out at a median of 43 hours of life to measure PDA diameter and maximum flow velocity (Vmax), markers of pulmonary overcirculation [left ventricular output (LVO); Left atrial to aortic root ratio; mitral valve E to A wave ratio], markers of systemic hypoperfusion [diastolic flow in the descending aorta and celiac trunk], and parameters of LV function using tissue-Doppler imaging [s', e', a']. Predictors of CLD/Death were identified using logistic regression models. A PDA severity score (PDAsc) was created and a receiver operating characteristic curve was constructed to assess its ability to predict CLD/Death.

Results: We included 141 infants with 79 (56%) developing CLD/death. 5 parameters were independently associated with CLD/Death: Gestation, PDA diameter, Vmax, LVO and LV a' wave. A PDAsc was constructed from the beta coefficients to yield a score ranging from 0 (low risk) to 14 (high risk). Infants with CLD/Death had a higher score than those without CLD/Death (figure). PDAsc had an AUC of 0.92 (95% CI 0.86 – 0.97, p<0.001) for the ability to predict CLD/Death. A cut off of 5 has sensitivity, specificity, positive and negative predictive values of 92%, 87%, 92% and 82% respectively.

Conclusion: Low LV diastolic function in the setting of increased pulmonary circulation associated with a PDA may contribute to the evolution of CLD. This PDA severity score may pave the way for a more targeted approach to PDA treatment.

16.20-16.30 – Saturday 9th May 2015
Review of Vertically Acquired Chronic Hepatitis B Virus Infected Children in Ireland 2002-2012.

R Finnegan1, K Tuite1, R Liddy1, M Goode1,2, A Rochford1,2, S McDonagh1,2, K Butler1,2, P Gavin1,2
1Rainbow Paediatric Infectious Diseases Clinic, Temple Street Childrens University Hospital, Dublin, Ireland
2Rainbow Paediatric Infectious Diseases Clinic, Our Ladys Childrens Hospital, Crumlin, Dublin, Ireland

Although majority of children with hepatitis B virus(HBV)infection remain asymptomatic, serious complications such as cirrhosis and hepatocellular carcinoma can occur in later life.Children born to HBV-infected mothers are referred to the Rainbow Clinic.

Methods:
Data on all children with chronic HBV infection, attending the Rainbow Clinic from 2002-2014, were retrospectively reviewed using a standard data collection sheet.Chronic HBV infection is defined as HBsAg-positivity for greater than six months.

Results
63 children with chronic HBV infection attended the clinic between 2002-2014(age range,6 months-17 years).6 children were excluded(4 single clinic attendance;2 HIV co-infection).  34(60%) were male.13 children(23%) with chronic HBV were born in Ireland. The majority(44, 77%) were children immigrating to Ireland from overseas:Africa,16; Central Asia,14;Eastern Europe,7;Unknown,7. HBV was acquired vertically in 35(61%) children and horizontally in 2.Parental HBV status was unknown in 22(15 adoptees).

9/13(69%)children born in Ireland received recommended prophylactic IVIG and HBV vaccine at birth.4(31%)received no prophylaxis.Birth details from children born outside of Ireland show suboptimal post natal prophylaxis in all:13 of 16 received no prophylaxis and 3 received HBV vaccine alone.

All 57 children had biochemistry performed twice yearly. Abdominal ultrasound scans(USS) were performed in 49 children(86%). 5 had abnormal USS (coarse echogenicity,3;splenomegaly,2).Liver biopsy was performed in 4 children with elevated ALT and high HBV VL,showing fibrosis(3) or minimal inflammation(1).USS was normal in 3 of 4 children with abnormal biopsy.3 children received antivirals(3TC).

Conclusions
Immigration to Ireland accounts for the majority of paediatric HBV infection in this country.Failure of postnatal prophylaxis remains a significant problem.Available evidence shows that 100% of foreign-born and 30% of Irish-born children with chronic HBV didn't receive recommended IVIG and vaccine prophylaxis.4 children developed complications of chronic HBV.The need for improved diagnostic tools to identify children at risk of complicated HBV liver disease is evidenced by failure of USS to identify those children with biopsy-proven abnormalities.

16.30-16.40 – Saturday 9th May 2015
LATEX ALLERGY AND LATEX SENSITISATION IN IRISH SPINA BIFIDA PATIENTS

S Durnin1, C Cullinane1, O O'Mahony1, M Borres2, M Lundberg2, J'OB Hourihane1
1. University College Cork, Cork, Ireland 

2. Thermo Fisher Scientific, Uppsala, Sweden 

Aims:  Patients with spina bifida are the group at highest risk for sensitisation and allergy to natural rubber latex (NRL).1 Independent risk factors include the presence of a ventriculoperitoneal (VP) shunt, the number of surgical interventions and the presence of other atopic conditions.2 Prevalence rates of NRL sensitisation in patients with spina bifida range from 16% to 64.5%.3,4 There is no data on the prevalence of NRL sensitisation in spina bifida patients in Ireland.

Methods:  A questionnaire, skin prick testing (SPT) and blood sampling were performed on consecutive patients attending the spina bifida clinic in Cork University Hospital. Total serum immunoglobulin E (IgE) as well as specific IgE to latex and to individual recombinant latex allergens were revisited. Specific IgE ≥0.1kU/L was considered positive. SPT wheal diameter ≥3mm was considered positive. Patients with a positive SPT or positive specific IgE to latex or a recombinant latex allergen were considered sensitised to latex.

Results:  48 patients with spina bifida were included (range 0.25-23 years-old). 16.6% of the population (8/48) were sensitised to latex. Two patients (4.2%) reported an allergic reaction to latex. The first patient, developed urticaria with oculorhinitis, had positive skin prick testing and raised IgE to latex. The second patient, had an urticarial reaction but had negative skin prick testing and negative latex specific IgE. So there was only one confirmed case of latex allergy. Three asymptomatic patients had a positive SPT. Increased IgE levels were significantly more common amongst sensitised patients with spina bifida. The introduction of universal latex precautions had no effect on latex sensitisation.

Conclusion: Irish spina bifida patients have one of the lowest recorded rates of latex allergy of 2% and sensitisation at 16.6%. There was a significant association between sensitisation and the presence of a VP shunt and a higher mean number of operations. Latex allergen avoidance is the mainstay of prevention in patients with spina bifida. 

References:

1. Ausili E, Tabacco F, Focarelli B, Nucera E, Patriarca G, Rendeli C. Prevalence of latex allergy in spina bifida: genetic and environmental risk factors. Eur Rev Med Pharmacol Sci. 2007;11(3):149-53. Epub 2007/11/01.

2. Hochleitner B-W, Menardi G, HÄUssler B, Ulmer H, Kofler H, Reider N. Spina bifida as an independent risk factor for sensitization to latex. J Urol. 2001;166(6):2370-4.
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Poster No. 1 – General Paediatrics
UTI IN CHILDREN & EMPERICAL CHOICE OF ANTIBIOTICS.

Z.S Afridi, RA Khan
PAEDIATRICS, Kerry Gen.Hospital, Tralee, Ireland

Urinary Tract Infections is one the common presentation and reason of admission in paediatrics . UTI can have significant impact on child`s life as it can cause long term complications like scaring and Renal Failure.

 

Aim: 
 

To look for the empirical choice of antibiotics while suspecting UTI &to avoid un necessary use of broad spectrum antibiotics.

 

Methods:
 
Retrospective study was done over 23 months, from Jan 2012-Nov 2013. Different variables were studied including Age , sex organisms isolated, sensitivity and resistance to antibiotics.

Results:
94 patients were identified. 73.40% (n=61 )were female. 26.59% were Male. (N=25).61 samples (64.89%) were grew organisms. 9.57% were mixed growth.(n=9).24 samples showed no growth.(25.53%).

Among 61 samples  46 (75.40%) grew E.Coli,  coliform were 10 (16.39%). While Pseudomonas, Citrobacter,Candida,Enterococus,Staph. aureus all were 1 each which makes (1.63%).

E.Coli is the commonest organism. It is sensitive to 76.08% (n=35)to coamoxiclave. And   73.91% n=34, to Trimethoprim , while it is  sensitive to amoxiciline only 32.60%. It is resistant to co amoxiclave in 23.9% (n=11) And 26.08% to TMP, while in 58.69% resistant to amoxicilline.

Coliforms are sensitive to coamoxiclave in 70%  (n=7)cases, while 90% sensitive to TMP (N=9).KLEBSIELA shows sensitivity to coamoxiclave and resisitance to TMP. While Staph aureus is sensitive to both coamoxiclave and trimethoprim.

 

Conclusion:
 

As E.Coli is the most common organism and showing sensitivity of  76.08% and 73.91%   Co amoxiclave  and Trimethoprim respectively, while it is sensitive only in 32.60% cases  to Amoxicilline. There is growing resistance as well. A multicentre study is needed  so that  empiric use of antibiotics is agreed  nationally.

 

 

 

Poster No.2 – General Paediatrics
BAYLEY SCALES OF INFANT AND TODDLER DEVELOPMENT (EDITION 3): HOW DOES THE 2 YEAR-OLD IRISH POPULATION COMPARE? 

CE Ahearne1, G Hannon1, M Kiely1, JOB Hourihane2, DM Murray1,2
1Irish Centre for Fetal and Neonatal Translational Research, University College Cork, Cork, Ireland
2Department of Paediatrics and Child Health, University College Cork, Cork, Ireland

Aims: To determine the performance of a non-clinical Irish population in the Bayley Scales in Infant and Toddler Development (Edition 3) [BSID-III] compared with standardised normative values.

Methods: A representative sample of children were chosen from within the population based BASELINE birth cohort study and invited to attend for neurodevelopmental assessment using BSID-III at 2 years. Only healthy, low risk singleton infants with no perinatal risk factors were included in analysis. Exclusion criteria were IUGR, prematurity, HIE and congenital anomalies or failure to complete any subtest. Student’s t-test was used to compare scaled and composite scores to standardised norms.

Results: 240 children were assessed using the BSID-III at a median (min-max) age of 27 months 5 days (24 months 13 days – 32 months 28 days). 198 children had completed all subscales of the BSID-III and 42 assessments were incomplete. Significant differences in scaled scores (mean difference [95%CI], p-value) were noted in receptive (1.238 [0.95-1.53], p<0.001) and expressive (1.766 [1.38-2.15], p<0.001) communication and in fine motor (1.496 [1.19-1.8], p<0.001) subtests compared to a test value of 10. This led to increased composite scores in Language (9.192 [7.39-11.0], p<0.001) and Motor (5.807 [4.28-7.33], p<0.001) subscales compared to a test value of 100. Cognitive composite scores did not show a significant difference from norms, p=0.214.

Conclusion: The BSID-III is a widely used developmental assessment tool but was standardised on an American paediatric population, which included high risk populations. Recently concerns regarding population differences have been raised (1). Our findings suggest that the percentile based standardised scores may not be applicable to a non-clinical Irish population and may lead to an underestimation of developmental delay.

1. Chinta S, Walker K, Halliday R, Loughran-Fowlds A, Badawi N. A comparison of the performance of healthy Australian 3-year-olds with the standardised norms of the Bayley Scales of Infant and Toddler Development (version-III). Archives of disease in childhood. 2014. 
Poster No. 3 - Neonatal

PULSE OXIMETRY SCREENING IN NEWBORNS
A Akintola, F Yasin, R Khan
1Paediatrics Department, Kerry General Hospital, Tralee, Republic of Ireland

Background: 
Routine pulse oximetry is recommended for all babies after 24 hours of age prior to discharge home as a screening tool of critical congenital heart defect. The targets of CCHD screening include 7 primary targets e.g Hypoplastic left heart syndrome and 5 secondary targets e.g Coarctation of the aorta.

A screen is positive if 
(1)  Any oxygen saturation measure is <90%
(2) Oxygen saturation is <95% in the right hand and foot on three measures
(3) a >3% absolute difference exists in oxygen saturation between the right hand and foot (three measures).
An audit performed in 2012 highlighted pulse oximetry not recorded in 122 (24%) newborns over 4 months following which recommendations were made.

Aim:
To evaluate adherence to performing pulse oximetry in all newborns after 24 hours of age prior to discharge.

Method: 
Initially,the oxygen saturations were noted from neonatal discharge diary in postnatal ward retrospectively over a period of 6 months (January-June 2014). Oxygen saturations was not recorded in 15% of the newborns. After discussions with the CNMs, we sourced the charts of all babies born in the month of November 2014. Variables noted included Date of birth, gender, age at tests, oxygen sats, repeat test if required, reason for not recording and discharge destination.

Results:
During the study period, a total of 84 babies were born. Only 81 charts were accessible. 42 (52%) were male and 39 (48%) were female.

Pulse oximetry was performed in only 60 babies. It wasn’t recorded in 21 babies (25%) with no reason documented. Nine of these babies (11%) had test performed before 24 hours of age. Two of the babies had abnormal test and were admitted to SCBU for further intervention.

Conclusion:
Pulse oximetry has consistently been underperformed despite being easy to perform.  A robust protocol needs to be in place to ensure adherence to this screening recommendation. 

1. Centres for Disease Control and Prevention. "Rapid Implementation of Statewide Mandate for Pulse Oximetry Newborn Screening to Detect Critical Congenital Heart Defects -New Jersey, 2011" MMWR2013;62:292-294 2.Kemper AR, Malhle WT, Martin GR, Cooley WC, Kumar P, Morrow WR, Kelm K, Pearson GD, Glidewell J, Grosse SD, Lloyd-Puryear M, Howell RR. Strategies for Implementing Screening for Critical Congenital Heart Disease. Paediatrics.2011;128:e1-e8.
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‘SILENCE MEANS SNOOZE, PAUSE MEANS STOP’: NICU HEALTHCARE PROFESSIONALS’ (HP) KNOWLEDGE OF MONITOR ALARMS
MO Aziz1, CA O'Shea2, EM Dempsey2,3, CA Ryan2,3
1School of Medicine, University College Cork (UCC), Cork, Ireland
2Dept. of Neonatology, Cork University Maternity Hospital (CUMH), Cork, Ireland
3Dept. of Pediatrics and Child Health, University College Cork (UCC), Cork, Ireland

Aim: Alarm systems employed in the neonatal intensive care unit (NICU) are vital for patient care 
and safety. They give readings of many physiological variables including heart rate and oximetry. Cut-offs for alarms are set by the individual or the manufacturer. The alarms contain a Stop and Pause function. Following the recent event, where a neonate may have been hypoxaemic for a period due to misunderstanding of monitor alarms, we decided to evaluate nurses and doctors’ understanding of the alarms in the NICU.

Methods: The biomed technician was consulted and exact parameters for Stop and Pause button as well as extreme alarm were defined. An 8 item questionnaire was developed. HP’s were approached to assess their knowledge of the unit-specific monitor.

Results: Although all HP’s, except one, had claimed to know difference between Stop and Pause button, the average score overall for the remaining 7 questions was 75%. Over 80% answered correctly to the time duration the alarms are disabled when the silence button is pressed. Majority (66%) knew that silence turns off 1 parameter alarm and 83% knew that pause turns off all parameter alarms. Most HP’s (73%) understood the extreme alarm concept (e.g. desat alarm can be de-activated when oxygen saturation <90%, but re-activates when saturation <80%). There was no difference overall between clinicians and nurses’ knowledge of alarms.

Table 1.0: Comparison of various aspects of monitor alarm understanding between nurses (n=17) and doctors (n=12) in the NICU (total = 30; one HP did not specify specialty). 
(*) indicates ≤ 2 HP did not specify answer.
	Feature of monitor
	Nurses


(correct response %)
	Doctors

(correct response %)
	Combined

(correct response %)

	Said they knew difference between Silence and Pause*
	100
	92
	97

	Length of time that silence disables alarm
	82
	75
	80

	Length of time that pause disables alarms
	88
	67
	77

	# of alarms silence button disables (direct question)*
	81
	42
	66

	# of alarms pause button disables (direct question)
	88
	75
	83

	# of alarms silence button disables (scenario format)*
	75
	82
	79

	# of alarms pause button disables (scenario format)
	65
	83
	70

	Extreme alarm concept
	71
	75
	73


Conclusion: Knowledge of monitor alarms was satisfactory, but not excellent. For such an important patient safety action, all HP’s should be fully aware and competent in monitor alarm functions. HP’s should be reminded that ‘Silence means Snooze (1 alarm) and Pause means Stop (all alarms)’. Continual education on alarm functions is necessary.

Poster No.5
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A NATIONAL PAEDIATRIC SURVEY OF INFECTION CONTROL MEASURES IN CYSTIC FIBROSIS
C Breen1, D Finn, P Greally, G O'Connell, B Elnazir
1Paediatric Respiratory Department, Adelaide Meath Incorporating National Children's Hospital , Tallght, Dublin 24, Ireland

Objectives: To compare implementation of the ‘Updated 2013 Guidelines for Infection Prevention and Control’ using a questionnaire composed from three subsections of the guidelines. These guidelines were chosen as they are evidence based and most recent.  Guidelines were chosen which differ from previous guidelines.

 
Method: All six established specialist paediatric centres in Ireland were included. Twenty two evidence based recommendations were taken from within three subsections. The data was collected and recorded using a telephone questionnaire for each centre, answered by each clinical nurse manager. A standard of 90% was chosen.

 
Results: Two centres including Tallaght complied with 77% of guidelines chosen.  The other centres ranged from 64% to 72% compliance.

1. Tallaght Hospital complied with 70% of Core Recommendations. No centre complied with patients wearing masks during clinic visits. One centre complied with staff wearing aprons and gloves.

2. There was 100% compliance regarding scheduling of clinics. 60% of pulmonary function testing guidelines were implemented. No centre complied with an appropriate ventilated room. Two centres including Tallaght allowed 30 minutes between patients to compensate for this.

3.  All six centres complied with 100% of guidelines regarding inpatient settings.

 

Conclusions: Tallaght’s implementation of the Updated 2013 Guidelines, at 73% compliance, is below the standard set for this audit. Compliance is on par or greater than the five other National centres. The five outstanding guidelines have been presented to the Cystic Fibrosis multidisciplinary team with a view to implementing them. This audit will also be discussed at a National Cystic Fibrosis Conference to allow other centres access to these results. The audit is reproducible enabling reassessment of implementation of the criteria.

1. Saiman L et al. Infection Prevention and Control Guideline for Cystic Fibrosis: 2013 Update, Infection Control and Hospital Epidemiology, Vol. 35, No. S1, August 2014, pp. S1-S67 2. Cystic Fibrosis Registry of Ireland, 2014 3. Bobadilla J.L et al. Cystic fibrosis: A worldwide analysis of CFTR mutations—correlation with incidence data and application to screening. Human Mutation. Vol.19 2002, pp:575–606. 4. Bethesda, Maryland Cystic Fibrosis Foundation Patient Registry 2012 Annual Data Report ©2013 Cystic Fibrosis Foundation 
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LEUKAEMOID REACTION: A POOR PROGNOSTIC INDICATOR FOR BORDETELLA PERTUSSIS INFECTION;CASE REPORT AND LITERATURE REVIEW. 

F Carroll1, MK Pathan, E Moylett
1University Hospital Galway., Dept of Paediatrics, Galway, Ireland

AIM: To describe the clinical case of pertussis in a 7 week old infant complicated by a leukaemoid reaction.

 

METHODS: Medical records for this infant were reviewed and relevant clinical information obtained. A review of the literature demonstrated similar cases of complicated pertussis.

 

RESULTS: A 7 week old infant was reviewed in ED for an 8 day history of cough, lethargy, irritability and decreased oral intake. He was born at term weighing 3.5Kg and had not yet been vaccinated. He was pyrexic, tachycardic and tachypnoeic with low oxygen saturations. His initial WCC was 19 and he had thrombocytosis (841). The repeat labs on day 3 showed leucocytosis (65) and worsening thrombocytosis (1030). A leukaemoid reaction was diagnosed. A repeat CXR on day 5 showed right upper lobe collapse with mediastinal shift. His  oxygen requirements increased and he was transferred to a tertiary hospital for further management. The antigen of B. Pertussis was later demonstrated in nasopharyngeal secretions.

 

CONCLUSION:Bordetella Pertussis is increasing in prevalence. Replacement of the DPT vaccine with an acellular pertussis vaccine(DTaP), along with possible genetic changes in circulating strains of B.Pertussis may explain recent epidemics. Measures to decrease the rate of pertussis in young children may involve vaccinating pregnant women and immunising infants at a younger age1.

1. Cherry JD: Epidemic Pertussis in 2012, the resurgence of a vaccine preventable Disease, N Eng J Med, 376(9):785,2012
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Medical Education, Management & Laboratory
GETTING INVOLVED IN SERIOUS ADVERSE INCIDENT REVIEWS AS A PAEDIATRIC TRAINEE

D Cassidy, N Thompson, C Campbell, M Anandarajan
1Paediatric department, Ulster Hospital SEHSCT, Belfast, UK

 

AIMS 

It is recognised that paediatric trainees need to develop leadership and management skills throughout their training. Due to rota pressures and service requirements it can often be difficult to find opportunities however, we propose that involving trainees in adverse incident reviews maximises these opportunities.  

METHODS 

Paediatric registrars are part of a multidisciplinary team reviewing a serious adverse incident. This involved a communication error with parents prior to discharge and was deemed to be high risk. The infant was discharged from the postnatal ward following paediatric review for heart murmur and was readmitted as an emergency with a duct dependent cyanotic heart lesion.  

Following a report of an adverse incident, the paediatric team reviewed current clinical practice of the postnatal baby review and discharge process. A meeting with relevant stakeholders was arranged (this included the paediatric team, patient representative and management.) This meeting obtained feedback from service users, as well as suggestions for development to prevent recurrence of similar incidents.  

RESULTS 

Using parental feedback, the paediatric registrars developed a parent information leaflet to be given to all parents on discharge from the postnatal ward. This provides general information regarding normal neonatal behaviour and common postnatal problems. A separate information leaflet for parents of babies with a cardiac murmur has been written, giving clear advice about when to seek medical attention.  

CONCLUSIONS 

Junior doctors can become involved in management of serious adverse events at all stages. They can be a vital resource in highlighting problems and identifying solutions. This encourages the development of vital leadership and management skills which will be essential throughout their paediatric career. This ensures a continuing high standard of care within the next generation of paediatricians.  

Poster No. 8 – General Paediatrics
Paediatric Myopericarditis

P Coffey1, N van der Spek1
1Department of Paediatrics, Cavan General Hospital, Cavan, Ireland

 

Introduction:
 

While chest pain is a common presentation in the paediatric population, it is very rarely due to cardiac causes, with only 2% of cases attributed to cardiac pathology (1). The most common aetiologies are musculoskeletal, respiratory, and gastrointestinal (1).

 

 

Aims:
 

We describe a case of chest pain associated with myopericarditis in a 9 year old boy.

 

  

Case Presentation:
 

A 9 year old boy, previously well, was admitted to the Paediatric Department at Cavan General Hospital with a one day history of sharp, central, pleuritic chest pain, lasting one hour. He also complained of back pain, headache, and nausea. That morning he went to the bathroom where his mother heard him retching, and then found him collapsed on the ground. He lost consciousness for approximately 1 minute, and had abnormal posturing of his right arm and neck. He was completely back to his baseline after a few minutes.

 

 His blood results demonstrated a raised Troponin 9.68 (0-0.3), CK 906 (30-200), LDH 291 (200-243), and CRP 51.5. His ECG showed sinus tachycardia, PR interval changes, diffuse ST elevation, T wave inversion, and QRS prolongation.  He was diagnosed with myopericarditis. The patient was started on Ibuprofen 400 mg TDS and Omeprazole. The patient was transferred to Our Lady’s Children’s Hospital, Crumlin for a Cardiology review. After five days of treatment his ECG had normalized, and his Echocardiogram showed no significant echogenicity and good ventricular function. 

  

Conclusions: 
 

While myopericarditis is a rare presentation in paediatrics, inflammatory causes are an important cause of cardiac chest pain in this population and should always be considered (1).

References: 1. Veeram Reddy SR and Singh HR. Chest Pain in Children and Adolescents. Paediatrics in Review. Jan 2010. Vol 31(1). E1-E9. 
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MEASLES MISDIAGNOSIS: PREVALENCE OF HHV-6 IN A PAEDIATRIC POPULATION

A Conway 1, P Holder1, J Connell1, WW Hall1,2
1National Virus Reference Laboratory, University College Dublin, Dublin 4, Ireland
2Centre for Research in Infectious Disease, University College Dublin, Dublin 4, Ireland

Aims:

As a consequence of immunisation the prevalence of measles has significantly reduced, making it difficult for clinicians to diagnose measles infection based on clinical symptoms only. This study investigates the prevalence of Human Herpes Virus 6 (HHV-6) infection in children in Ireland who presented with acute symptoms suggestive of measles virus infection which was not laboratory confirmed. The aim of this study is to highlight an alternative diagnosis (HHV-6) in paediatric patients presenting with a suspected measles infection.

Methods

Eighty-two oral fluid specimens were tested for measles RT-PCR, measles IgM and HHV-6 PCR. Samples were collected over a 12-month period from patients with suspected measles virus infection, using the Oracol saliva collection device. Measles RNA was detected using RT-PCR with primers directed against the measles haemagglutinin gene. Microimmune Capture EIA was used to detect measles specific IgM and HHV-6 DNA was detected using a Real-Time PCR with primers directed against the HHV-6 U57 gene.

Results

Only eleven (13.4%) of the eighty-two specimens tested positive for either measles IgM or measles RT-PCR. Six (54.5%) of these specimens were positive for both measles IgM and measles RT-PCR. Twenty-four (29.3 %) specimens were positive for HHV-6 PCR of which twenty-one samples (87.5%) were from children aged <5 years and three (12.5%) were aged 6 years and over. Twenty-one specimens positive for HHV-6 PCR were negative for measles IgM and measles RT-PCR. Three (3.7%) specimens positive for HHV-6 PCR were positive for measles IgM and measles RT-PCR suggesting co-infection in these patients.

Conclusion

This study highlights the difficulty of the clinical diagnosis of measles infection in children and emphasises the necessity of confirming clinical cases of measles with laboratory testing. We suggest that HHV-6 infection in children presenting with measles-like symptoms has an important role in providing accurate national data on measles prevalence. 

Poster No. 10 – General Paediatrics

ELECTIVE CAESAREAN SECTIONS: DO THE BABIES NEED US?

M Crealey1, M S Janjua1, C Sreenan1
1Department of Neonatology, University Maternity Hospital Limerick, Ireland

Aims:

1. To report on the number of maternity hospitals in Ireland that require a paediatric Senior House Officer (SHO) at elective LSCS delivery
2. To report on the need for neonatal resuscitation after delivery by elective caesarean section (LSCS).


Methods:  
A prospective study was carried out to look at the need for neonatal resuscitation following delivery by elective caesarean section. Data was collected prospectively over a 4? week period. Details regarding antenatal course, gestational age, indication for LSCS and need for resuscitation were collected. 
Information was also obtained from all the maternity units across Ireland to identify if paediatric SHOs are required to attend elective LSCS.

Results: 
Over a 3 week period, 75 infants were delivered by elective LSCS. Median gestation age was 38+5 ( IQR 38+2-39+4)). 
Median BW was 3.3kg ( IQR 3.0-3.6kg)
Table one illustrates the indications for LSCS. 2 infants were born by LSCS performed under general anaesthetic and were excluded.
2 infants required fio2 for 5 and 6 minutes respectively post delivery (max fio2 30%). No infant required intermittent positive pressure ventilation (IPPV) or continuous positive pressure ventilation (CPAP) post delivery. 
5 infants were admitted to the Neonatal department on account of low birth weight(< 2.5kg). 
Of the 19 Maternity units throughout Ireland, 9 require a neonatal doctor to attend an elective LSCS. (1 of which is a tertiary referral neonatal unit)


Conclusion: 
No infant born by elective LSCS required resuscitation with only 2 requiring free flow oxygen for < 5 minutes.  63% were delivered by LSCS on account of previous LSCS in the mother.  We advocate infants born by elective LSCS represent a low risk population and do not require a paediatric doctor to attend their delivery.  
	Indication for elective LSCS
	Number of infants 

	Previous LSCS
	46

	Breech
	16

	Small for dates
	2

	Large for dates
	2

	Maternal reason
	3

	Oligohydramnios/polyhydramnious
	2

	Placenta praevia
	2
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A SYSTEMATIC APPROACH TO RADIOLOGICAL EVALUATION OF A CHILD WITH ACUTE HIP PAIN AND A LIMP
S Culleton, D Sheppard
Radiology, Galway University Hospital, Galway, Galway


Aim

An acutely limping child is a common daily presentation to the emergency department requiring prompt evaluation. Often a careful history and physical examination necessitates further radiological investigation.This poster presents a systematic evidence based approach to radiological evaluation and possible differential diagnoses.

Methods:

A number of online evidence based resources were searched to find relevant guidelines or recommendations on acute hip pain with a limp in children. Using UpToDate which is a computerised system supporting decision making from applicable research, an algorithm for a child with acute hip pain and limp was chosen.

Results:

Using the evidence based algorithm a systematic structured approach for evaluation of acute hip pain is demonstarted. A number of relevant hip pathologies are illustrated radiologically.

Conclusion:

A systematic approach to an acutely limping child can help establish a diagnosis and reduce diagnostic delays. Radiological evaluation is often required following clinical history and examination and can be a crucial part in confirming the aetiology.

UpToDate; child with limp and acute hip pain. 
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TYPE 1 LARYNGEAL CLEFT IN TWINS: A CASE REPORT

L Dann1, S Prunty2, S Vijayasekaran2, 3
1Department of General Paediatrics, Princess Margaret Hospital, Perth, Western Australia
2Department of Otolaryngology, Head & Neck Surgery, Princess Margaret Hospital, Perth , Western Australia
3Department of Otolaryngology, School of Surgery, University of Western Australia, Perth , Western Australia

Introduction: Laryngeal cleft is a rare congenital anomaly involving a defect between the larynx and hypopharynx. Incidence is 1 in 10,000-20,000. This is the first documented case of type 1 laryngeal cleft in monochorionic diamniotic twins.

Aims: To document a case of type 1 laryngeal cleft in twins and review the literature.

Methods: Retrospective review of inpatient notes and literature.

Results: The twins were delivered by Caesarean section at 31 weeks gestation for discordant growth. Both required short periods of non-invasive ventilation and feeding support via total parenteral nutrition, progressing to enteral feeds after 7 days.

At 4 months (6 weeks corrected) both twins were readmitted due to ongoing respiratory and feeding difficulties with associated failure to thrive and referred to Otolaryngology for review. On fibreoptic nasendoscopy twin one was found to have moderately severe laryngomalacia. Upon formal microlaryngoscopy a type 1 laryngeal cleft was identified and repaired endoscopically. Following her sister’s diagnosis a formal laryngotracheobronchoscopy was performed on twin 2. This revealed a type 1 laryngeal cleft, which was repaired three days later.

Conclusion: Type 1 laryngeal clefts are notoriously difficult to diagnose and require a high index of suspicion. Symptoms include stridor, feeding difficulties (including aspiration) and choking. There is much debate over the ideal management of laryngeal clefts. Previously it has been advocated that type 1 and type 2 laryngeal clefts be managed conservatively and type 3 and 4 undergo surgical repair. However, Watters et al have described the increasing requirement for surgical intervention in type 1 laryngeal clefts1, with 75% of their patients failing conservative management and going on to require surgery. Early surgical intervention has become increasingly common to prevent irreversible pulmonary damage from recurrent aspiration2. While previously described in siblings 3, this is the first documented case of type 1 laryngeal clefts in twins.

References: 1. Watters K. Russell J. (2003). Diagnosis and management of type 1 laryngeal cleft. International Journal of Paediatric Otorhinolaryngology. 67 (6), 591-6. 2. Kubba H, Gibson D, Bailey M, Hartley B. (2005). Techniques and outcomes of laryngeal cleft repair: an update to the Great Ormond Street Hospital Series. Annals of Otology, Rhinology, and Laryngology. 114 (4), 309-13. 3. Phelan P.D, Stocks J.G, Williams H.E, Danks D.M. (1973). Familial occurrence of congenital laryngeal clefts. Archives of Disease in Childhood. 48 (4), 275-8. 
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KID PROJECT: KNOCK, INTRODUCE, DISCUSS: AUDIT OF COMMUNICATION EFFECTIVENESS BETWEEN DOCTORS, PATIENTS AND FAMILIES IN A TERTIARY PAEDIATRIC HOSPITAL 

L Dann1, H Wright1, 2, L Gough3
1Department of General Paediatrics, Princess Margaret Hospital for Children, Perth, Western Australia. 
2School of Paediatrics and Child Health, University of Western Australia, Perth, Western Australia
3Department of Safety, Quality & Performance, Child & Adolescent Health Service, Perth, Western Australia

Introduction:  The effectiveness of communication between the medical team and the patients’ perceptions of their care influences the patients and families experience of their treatment. Effective communication is essential to engage both the child and their carer to ensure an appropriate level of understanding of the patient’s condition. Among the main problems reported by patients, are lack of information/incorrect information, failure to meet patients’ expectations, lack of patient involvement, and inadequate time.The Department of General Paediatrics (DGP) manages inpatients in a paediatric tertiary hospital and cares for a variety of patients from infants to adolescents. 

Objectives: To determine the effectiveness of communication of DGP teams on the ward rounds. In particular, to ascertain if they knock before entering the room, introduce themselves, and discuss findings and treatment in a way that is understood by the patient or parent/carer.

Method: Patients were recruited from Princess Margaret Hospital. Data collection was in the form of questionnaires distributed after doctors’ rounds. The questionnaire is based on the Picker Patient Experience Questionnaire (PPE-15)1. Exclusion criteria: Families for whom English is not the primary language. The audit was conducted over four weeks in July/August and results directly compared with audit from the preceding year.

Results: There were several areas of communication in which the teams improved from 2013 to 2014. Such areas included communicating in an understandable manner and providing understandable answers. There were deteriorations in discussion of anxieties, talking in front of patients and providing conflicting information.

Conclusion: Communication by the DPG teams, despite deterioration in some areas, still remains favourable in comparison to international figures2. Ongoing use of cheap and effective patient based questionnaires will provide consistent feedback. If used appropriately, it is likely to initiate a real improvement toward quality, patient-centered care at Princess Margaret Hospital and similarly in other centres.

1. Wong EL, Leung MC, Cheung AW, Yam CH, Yeoh EK, Griffiths S. A population-based survey using PPE-15: relationship of care aspects to patient satisfaction in Hong Kong. International journal for quality in health care: journal of the International Society for Quality in Health Care / ISQua. 2011 Aug;23(4):390-6. PubMed PMID: 21715558. Epub 2011/07/01. eng. 2. JENKINSON C, COULTER A, BRUSTER S. The Picker Patient Experience Questionnaire: development and validation using data from in-patient surveys in five countries. International Journal for Quality in Health Care. 2002 October 1, 2002;14(5):353-8. 
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Hospital Car Park Food Challenges: Making a Simple Event a Nightmare

S Durnin1, D Daly1 & JO'B Hourihane1
1. Department of Paediatrics, Cork University Hospital, Cork, Ireland

Introduction: 

Based on an allergy focused clinical history, appropriate spIgE and skin prick testing, parents can be advised to introduce an eliminated food to the diet in hospital during a formal food challenge or at home.  Anecdotal evidence from clinic encounters alerted us to the non-recommended practice of families doing food introductions in the hospital car park, mostly outside office hours, when the allergy team are not on duty. Internet discussion forums like Mumsnet and Baby Centre which give information on parenting have conversation threads highlighting this practice, advocating being nearer to medical assistance if required. 1,2
Case Series: 
The parents of six children aged 5 years to 9 years brought their child to a hospital car park to introduce a food they had been advised to introduce at home.  There were 12 different introductions in the hospital car park.  Child 1 consumed baked egg (4mm SPT) and child 2 consumed baked milk (4mm SPT).  The remaining 4 children introduced the following SPT negative foods cashew (3 children), almond (3 children), Brazil nut (2 children) and walnut (2 children).  All these introductions were uneventful indicating that they could have happened safely at home as advised.  Parents of one child travelled over 160km 4 times to do this. 

Conclusion: 
Support and education are important for people with food allergies, and for parents of children with food allergies.  However hospital resources for food challenges are scarce, with long wait times and prioritisation must occur.  Patients who reintroduced the food reported that their social life generally improved.3  Unallayed parental anxieties are leading to parents travelling to hospital car parks to give food which has been deemed medically safe for giving at home, but they are doing it is a setting of heightened stress, when allergy staff may not be available.  Parental anxiety is a significant barrier to be overcome in the management of food allergy.
References:

1. Mumsnet Talk - Allergies, intolerances and coeliac disease. Sept 2006. Available at http://www.mumsnet.com/Talk/allergies/a214169-trial-of-allergy-food-at-2
2. BabyCentre - Useless GP - Allergies & Intolerances. Available at http://baby centre.co.uk/post/a24409285/useless_gp. Accessed 23/3/2015 

3. Eigenmann PA, Caubet JC, Zamora SA. Continuing food-avoidance diets after negative food challenges. Pediatr Allergy Immunol. 2006;17(8):601-5. Epub 2006/11/24

Poster No.17 – General Paediatrics

NATIONAL SURVEY OF FLUID MANAGEMENT IN IRISH PAEDIATRIC HOSPITALS

R Rynne Lyons1, D Finn1, B Elnazir1
1Paediatrics, AMNCH, Tallaght, Dublin, Ireland

Aim
This audit aimed to determine what fluids are currently being used for fluid bolus’, fluid maintenance and in hypoglycaemic episodes in the setting of Paediatrics inIreland.


Background
There is currently no national standard on fluid management inIreland. We aimed to discover what guidelines eachPaediatricHospitalinIrelandfollowed and how they compared or differed from each other.


Method
This audit was carried out over 4 weeks during November 2014. To gather the required information we spoke with a Non Consultant Hospital Doctors from 14 Paediatric Wards/Hospitals in theRepublicofIrelandand investigated what standard they and their team were following.


Results
With regard to Paediatric Units the results were as follows (for 14 Hospitals):

Aware of protocol within the hospital:

Yes= 10 Hospitals                             No= 4 Hospitals

Fluid Maintenance:
0.9% Normal Saline and 5% Dextrose = 9 Hospitals
0.45% Normal Saline and 5% Dextrose = 5 Hospitals

Bolus
0.9% Normal Saline = 14 Hospitals

Hypoglycaemia
10% Dextrose = 13 Hospitals
0.45% Normal Saline and 5% Dextrose = 1 Hospital

Conclusion
Not all NCHDs were aware of fluid management protocols within their hospital and fluid management is not consistent nationwide. Concerted efforts withinIPAshould be aligned to ensure streamlined safe practice in all Irish paediatric units with regard to fluid management.

Poster No.18 – General Paediatrics
WHATSAPP DOC? AN AUDIT OF MEDICAL ENTRY DOCUMENTATION IN HEALTHCARE RECORDS. 
M Flanagan1, A Cassidy1, S Gormally1
1Paediatrics, Our Lady of Lourdes Hospital, Drogheda, Ireland


Aim: 
To audit compliance with HSE guidelines on entry documentation & re-audit following a period of intervention to assess for improvement.


Method: 
HSE Standards and Recommended Practices for Healthcare Records Management were used as the gold standard. The documentation parameters audited included “legibility”, “black ink”, “date”, “time”, signature”, “printed name”, “MCRN/PIN” and “job title”. The intervention was a daily group WhatsApp text listing the HSE guidelines over a 2 week period.


Results:
Twenty-eight healthcare records were audited initially and 17 on the re-audit including the admission and discharge documentations in each record. The entries were completed by consultants (n=3), registrars (n=35), senior house officers (n=43), interns (n=5), advanced nurse practitioners (n=1) with 3 unidentifiable entries.


Fourteen entries in the initial audit (25%) fulfilled all of the HSE standards for medical entry documentation compared to 5 entries (15%) in the re-audit, all of which were documented by senior house officers. All entries (n=90) were documented in black ink.


Legibility was subjectively determined to be “good” in 75% (week 1) versus 41% (week 2). The date was documented in 96% (week 1), 91% (week 2) and time in 48% (week 1), 71% (week 2) of entries. The majority of entrees documented their signature (96% - week 1, 97% -week 2), but documentation of the printed name decreased in week 2 (91% to 53%) as did the job title documentation (57% to 29%). MCRN/PIN documentation increased from 80% (week 1) to 91% (week 2).


Conclusion:
This study highlighted repeated poor compliance with HSE guidelines on Healthcare record documentation. Unfortunately the re-audit showed that the use of group “WhatsApp” messages is not a beneficial means of improving documentation. The majority of documentation parameters worsened, possibly due to a changeover of NCHDs during the intervention stage of the audit loop as well as relatively small sample sizes

HSE Standards and Recommended Practices for Healthcare Records Management. www.hse.ie. QPSD-D-006-3 
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Documentation of Newborn Examination in NICU – A Quality Improvement Project

E Forman1, D Corcoran1, A El Khuffash1, B Hayes1, N Mc Callion1, A Foran1
1Neonatology, Rotunda Hospital, Dublin , Ireland

Introduction:

Documenting a full examination of a newborn infant is important to ensure important diagnoses are not missed e.g. imperforate anus, cleft palate and coarctation of the aorta. When a baby is admitted to ICU priority is often given to the acute issue e.g. RDS. The newborn discharge examination checklist is one page present in every newborn infant’s chart and should be completed on all newborn babies within 48 hours of admission to the Unit. Our aim was to assess compliance.

Methods:

We recorded the % of newborn checklists that were completed within 48 hours of admission to the Unit for the month of December. We then implemented an intervention. The intervention involved informing staff of the low levels of compliance, allocating specific days in the week when the newborn check should be completed and encouraging consultants to confirm if the checklist had been filled in on ward rounds. For the month of January we again audited compliance. We identified that the most frequent section not completed was red eye reflexes after purchasing and ensuring sufficient ophthalmoscopes in key clinical areas, we re-audited compliance for the month of February.

Results:

For the month of January, compliance was 21.4%. Following our first intervention, compliance improved to 47%. Following the second intervention, compliance improved to 68%.

Discussion:

Simple interventions improved compliance from 21.4 to 68% over a two month period. These interventions had a minimal cost associated with them and could easily be implemented in any secondary or tertiary neonatal unit.  This increase, although a huge improvement, is still not acceptable and we aim to further increase compliance and continually audit same. 
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MEDICAL STAFF PERCEPTIONS OF THE COST OF CONSUMABLE ITEMS USED IN NEONATAL INTENSIVE CARE.

AR Geoghegan1, S Moore1, CPF O'Donnell123
1Neonatology, National Maternity Hospital, Dublin, Ireland
3School of Medicine and Medical Sciences, UCD, Dublin, Ireland

Aims

Medical staff (NCHDs and consultants) who work in neonatal intensive care units (NICUs) frequently order tests and interventions that involve the use of consumable items.  We wished to determine how their perceptions of the cost of some of these items compared to their actual cost.   

 

Methods

Medical staff at the NMH completed a questionnaire where they recorded their estimate of the cost of one of each of 20 consumable items that are commonly used in our NICU.  These items included intravenous cannulae, gloves, lumbar puncture needle, surfactant, respiratory support device circuits and parenteral nutrition.   We compared their estimates to the cost of each item listed in the stock inventory list provided by the central supplies department in our hospital.   We determined that the estimate of the cost of the consumable was correct if it was within 10% of the actual cost. 

 

Results

Twenty-one doctors completed the questionnaire.  Overall 23/420 (6%) estimates were correct.  There were no differences between consultants, registrars and SHOs.  Overall doctors underestimated the cost of items more frequently than overestimating.  The items that the majority of doctors underestimated the cost of included aEEG subdermal needle electrodes, respiratory support device circuits, surfactant, umbilical venous lines and PICC lines.  The average estimate for the cost of surfactant was €620 (median €450, range €50 - €5000, actual cost €760).  The average estimate for the cost of an umbilical arterial catheter (UAC) was €36 (median €15, range €3 - €300, actual cost €1.68).  The range of estimates varied so greatly for the majority of items, that the average estimates were misleading. 

 

Conclusion

Neonatal doctors’ perceptions of the cost of the consumable items they use are frequently inaccurate and most often underestimate the true cost. 
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A CASE REPORT OF URTICARIA MULTIFORME
L Glynn1, D Murray1
1Department of Paediatrics, Cork University Hospital, Cork, Ireland

Introduction:
Urticaria multiforme is a rare benign cutaneous hypersensitivity reaction seen in the paediatric population that occurs acutely and is characterized by blanchable, annular, polycyclic, erythematous wheals, with ecchymotic centers, in association with facial and acral oedema1. It can be misdiagnosed as erythema multiforme or a serum sickness like reaction. We report a case of urticarial multiforme in a 15 month old and we describe how this condition can be differentiated from alternative diagnoses to help guide management. 

 
Case Report:
Our case was a 15 month old who presented with a history of upper respiratory tract, tonsillar ulcers and high grade pyrexia which was treated with cefaclor antibiotic for 6 days. On day 6 of the illness our case developed a widespread pruritic erythematous rash which was annular with ecchymotic centers and associated with acral oedema and facial angioedema. This was treated with cetirizine for a week. Our case continued to have symptoms of dermatographism and urticaria after 2 weeks of symptoms onset. The persistent dermatographism can be used to differentiate from serum sickness2.

 
Conclusion:
Accurate diagnosis of urticaria multiforme will prevent unnecessary investigations such as skin biopsy and will allow physicians to reassure patients about this benign diagnosis. We add to the limited literature of cases of urticarial multiforme described to date. 

 
1. Emer, JJ, Bernardo, S, Kovalerchik, O, Ahmad,M. (2013). Urticaria Multiforme. Journal of Clinical and Aesthetic Dermatology. 6 (3), 34-39 2. Starnes, L, Patel, T, Skinner, R. (2011). Urticaria Multiforme-A Case Report. Paediatric Dermatology. 28 (4), 436-438 
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“TEENAGE RADIOTHERAPY AND ITS LIFELONG SHADOW– A CASE REPORT”

 NASOPHARYNGEAL CANCER, LATE SECONDARY TREATMENT TOXICITIES 

I Gorman, F O'Duffy, J Kinsella
1ENT Dept, St James' Hospital, Dublin, Ireland

INTRODUCTION:

A 49 year old man presented to his GP with a new growth behind his left ear, biopsy showed Squamous Cell Carcinoma (SCC). This man has a background of Nasopharyngeal Cancer (NPC) aged 16, treated with Right Neck Dissection and radio/chemotherapy.


This patient has suffered multiple late complications of the treatment he received at a young age. Damage to his carotid arteries from radiotherapy contributed to a cerebrovascular accident (CVA), age 32. He has suffered sensori-neural hearing loss and hypothyroidism attributed to radiation. 
Now this second primary SCC, behind his left ear, is within the previous radiotherapy field.

 

PRESENTATION OF CASE:

This gentleman underwent surgical resection of his SCC via Wide Local Excision of the lesion and Lateral Temporal Bone Resection, Parotidectomy, Radical Neck Dissection and Rotational Pectoralis Major Myocutanous Flap.

Poor wound healing, dehiscence and infection led to a complicated post-op recovery with two returns to theatre, a prolonged admission exceeding three months. An urgent exploration of Neck Flap was needed to control bleeding from the Internal Jugular vein. Following this, two weeks post-op, the original Flap was deemed no longer viable, replaced by Latissimus Dorsi Pedicle Flap.

 

DISCUSSION AND CONCLUSIONS:

This case is notable for highlighting and opening discussion of the late secondary complications of radical chemo-radiotherapy in the paediatric patient. In this instance this patient’s CVA and second primary SCC, occurred more than 30 years post treatment.
Life expectancy is greatly reduced by second neoplasms in these patients. Quality of life is impaired by associated long-term morbidities and toxicites of head and neck irradiation, including primary hypothyroidism, sensorineural hearing loss, trismus, chronic sinusitis and otitis media, growth hormone LH/FSH deficiency, visual impairment, radiation-induced vasculopathy.
Current protocols, 30 years on, systematically incorporate chemotherapy/RT protectants, use imaging-guided risk-adapted radiotherapy, tailor treatment volumes and de-escalate doses to reduce treatment toxicity and improve the lives of NPC survivors worldwide.
Treatment results and late complications of 556 patients with locally advanced nasopharyngeal carcinoma treated with radiotherapy alone, Chen CY et al, Br J Radiol. 2009 Jun;82(978):452-8. doi: 10.1259/bjr/72813246. Long-term effects on carotid-intima-media thickness after radiotherapy in patients with Nasopharygeal Carcinoma, 

Tai-Li Huang et al, Radiat Oncol. 2013 Nov 7;8:261. doi: 10.1186/1748-717X-8-261. Prognostic factors and long-term outcomes of Nasopharyngeal Carcinoma, Cheuk et al, Cancer Volume 117, Issue 1 Pgs 197-206, Jan 2011 Long-term outcomes following radiotherapy for adolescent patients with nonmetastatic WHO Type III Nasopharygeal Carcinoma, Greenwalt et al, Am J Clinical Oncology, June 2014
Poster No.23

Medical Education, Management & Laboratory
IMPROVING THE OUTPATIENT EXPERIENCE FOR CHILDREN WITH COMPLEX NEURODISABILITY

C Hart, C Lundy, Paediatric Neurodisability, Royal Belfast Hospital for Sick Children
Aims

Patient experience is an increasingly recognised factor in healthcare provision with established benefits for patients, staff and facilitating higher quality, efficient care1.  A number of schemes have evolved which ask patients and their families how their experience of the health service could be improved.  In the Belfast Paediatric Neurodisability Service we were keen to integrate this from the outset and a patient experience project was carried out whilst the service was being established.  Various changes have since happened in the clinic format as the service has grown and we wanted to learn if there are currently ways we could make our patients more at ease.

Methods

We carried out a simple questionnaire based project involving 15 patients and their families attending our outpatient service.  We started by asking the original question ‘What matters to me?’ then based on the outcome from this we adapted this to ‘Tell us what will make (patient name) more at ease today at clinic?’, with the option to say if we achieved this goal and to make recommendations.

Results

With the first question we found that the responses were quite general and many issues raised did not relate to the clinic environment, with some relating more to the overall service accessibility.  In response to this the new question yielded more focused results on ways we could adapt the clinic environment, though feedback was variable in terms of suggestions for improvement. 

Conclusion

Perhaps we have not yet found the single right question to ask through this small sample, and there may not be a perfect question.  However, the project has generated a number of interesting themes to explore and has given an insight into how our patients view our service and how we can make their journey as stress-free as possible.  

References

1.
The Patient Experience Network (for NHS England).  Available from: http://patientexperiencenetwork.org/wp-content/uploads/2013/11/PEN-Improving-PE-for-Children-Young-People-Report-FINAL-Electronic-file.pdf
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SELF REPORTED TRAINING EXPERIENCE AND COMPETENCE OF NEWBORN HIP EXAM BY PAEDIATRIC BST TRAINEES
E Hayes1, ON Oketah1, JF Murphy1
1Neonatology, The National Maternity Hospital, Dublin 2, Ireland

Aims Our aim was to assess BST paediatric trainee’s experience of newborn hip physical examination. We aimed to ascertain whether the trainees had had a formal training session, did they have access to an examination model and whether they were confident performing newborn hip examinations at the discharge check.

Methods A survey was administered to paediatric trainees at a BST study day. The data was manually collected.

Results We received 33 responses from trainees across 5 hospital groups. Of the trainees 13 (39%) received formal training at the beginning of their neonatal placement. Twenty received no formal training. Twelve of the training sessions were performed by a consultant and one was performed by a registrar. Only two trainees were formally signed off after their training as competent examiners. Seventeen (51%) of the respondents had access to a “baby hippy” mannequin or equivalent at their neonatal unit.  Eighteen (55%) of paediatric trainees reported that they were confident performing newborn hip examination pre discharge. Fifteen (45%) of our respondents were not confident in performing newborn hip examination pre discharge.

Conclusion The survey and responses highlight a lack of formal training on newborn hip examination for paediatric BST trainees. Only half of trainees had access to training mannequins to practice their physical examination. Only half of paediatric BST trainees described themselves as being confident in examining the newborn hip. This is cause for concernas SHO level paediatric trainees are performing this screening physical examination in most neonatal centres. 
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REVIEW OF ANTENATAL CORTICOSTEROID COVER IN PRETERM NEONATES
DH Huggard, NM McCallion
1Neonatology, Rotunda Hospital, Dublin, Ireland

 

Aims 
Antenatal corticosteroids are associated with a significant reduction in rates of neonatal death, RDS and intraventricular haemorrhage1. Hence antenatal corticosteroids should be given to women who are at risk of preterm birth2. Given the importance of this medication, yet acknowledging that preterm deliveries are often unplanned, our aims were as follows: to establish in a cohort of preterms, what percentage of infants had antenatal corticosteroids, if cover was optimal or not as per our intrahospital guideline3 , and if partial, to qualify what level of cover was received.


Methods
A cross sectional chart review was undertaken of current preterm neonatal inpatients & their mother’s medication records to establish patient demographics, time of birth, and to ascertain the exact doses & timing of the antenatal corticosteroids. Patients had to be less than 35 weeks gestation. The optimal dosing was compared against our standard3; x2 doses of IM corticosteroid 12 hours apart, given more than 24 hours pre-delivery.


Results
20 preterm neonates ranging in GA from 23 to 34 weeks were included in the audit. The mean GA was 27.6 weeks with a mean birth weight of 1145g (Table1). We found that 19/20 had received some antenatal corticosteroid. Optimal corticosteroid cover was received in 8/19 (42.1%), while 7/19 (36.8%) received x1 dose <12hours pre-delivery, 3/19 (15.8%) received x2 doses >7/7 pre-delivery, 1/19 (5.3%) received x2 doses <24hrs pre-delivery.

Table 1

	GA mean (weeks)
	27.6

	Birth Weight mean  (grams)
	1145

	Corticosteroids given 
	95% (19/20)

	Optimal corticosteroid cover
	42.1% (8/19)

	Partial corticosteroid cover 
(1)    X2 doses <24h pre – delivery
(2)    X1 dose <12h pre – delivery
(3)    X2 doses >7/7 pre – delivery 
	 
5.3% (1/19)
 36.8% (7/19)
 15.8% (3/19)



Conclusion
Due to the nature of preterm deliveries, which often occur in emergency situations, many of our preterms do not receive full cover with antenatal corticosteroids, our audit reflects this reality. We found that although 95% of infants were documented as having steroids, only 42% were given early enough to provide a full clinical effect. Our reporting may falsely reassure clinicians about the efficacy of our corticosteroid administration.

1. Roberts D, Dalziel SR. Antenatal corticosteroids for accelerating fetal lung maturation for women at risk of preterm birth. Cochrane Database Syst Rev 2006;(3):CD004454. 2. Antenatal Corticosteroids to Reduce Neonatal Morbidity (Green-top Guideline No. 7) Published: 31/10/2010. RCOG. 3. Rotunda guideline PPGC Obs-26 Antenatal Corticosteroids to prevent respiratory distress syndrome, February 2015. 
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DONOHUE SYNDROME – A CASE REPORT

D.Huggard, C.O’Gorman, S.Satas, T.Stack

Limerick University Maternity Hospital

Introduction:

Donohue syndrome1 (Previously known as “Leprechaunism”) is a rare (<1/1,000,000)2 autosomal recessive condition due to severe loss-of-function mutations in the insulin receptor gene. Clinically there is IUGR and growth faltering in the newborn period. The babies are dysmorphic from birth with large and low-set ears, prominent eyes, broad nasal tip, flared nares, thick lips, & gingival hyperplasia. They also have reduced subcutaneous fat, a distended abdomen, and enlarged external genitalia and nipples. See Fig.1. 

From a biochemical point of view infants with Donohue’s syndrome have fasting hypoglycaemia with postprandial hyperglycaemia, due to the underlying insulin resistance. Genetic mutations responsible for the disorders are found on the short arm chromosome 19.

Case Report:

Our case is of a baby boy born at 35+5/40, delivered by emergency LSCS (Failed ARM, Polyhydramnios), birth weight 1.5kg. There were immediate concerns due to the dysmorphic features ( Fig.1.) & gross abdominal distension ?obstruction. The boy was transferred to a tertiary centre on day 1 of life for further evaluation & management. Several weeks later he was transferred back to us after having MDT input, but alas a diagnosis had not been established at that stage. However he was noted to have intermittent hyperglycaemia since D3 of life. His weight on re-admission had fallen & we decided to start insulin for his worsening hyperglycaemia. His BMs were labile ranging from 2.2 to 18, often he had 3+ glycosuria & he was non-ketotic. After commencing an insulin infusion, our infant put on weight. His insulin requirements went up to a peak of 0.85units/kg/hr to keep BM from 4-10. A subcutaneous glucose monitor & pump were placed in the thighs (with difficulty, due to his FTT). Subsequent genetic analysis confirmed mutations consistent with Donohue’s syndrome & a rare variant of neonatal diabetes. Currently still an inpatient, it has been decided, with the parents consent, that he is for palliative measures going forward.

Discussion:

Diagnosis of Donohue’s syndrome is made on clinical, biochemical and genetic grounds. Mutations responsible for the disorder are found on the short arm chromosome 19 (19p13.2) within the coding sequence of the INSR gene (insulin receptor) causing the production of inactive receptor molecules3, which was found in our case & confirmed our clinical suspicions. Unfortunately there is a paucity of evidence4 for any effective treatment & the prognosis for this disorder is poor with most infants dying in infancy, usually of infection. 

References:

1. Donohue, W. L., Uchida, I. A. Leprechaunism: a euphuism for a rare familial disorder. J. Pediat. 45: 505-519, 1954.

2. Orphanet.com

3. Psiachou H, Mitton S, Alaghband-Zadeh J, Hone J, Taylor SI, Sinclair L. Leprechaunism and homozygous nonsense mutation in the insulin receptor gene. Lancet. 1993 Oct 9;342(8876):924
4. McDonald A, Williams RM, Regan FM, Semple RK, Dunger DB. IGF-I treatment of insulin resistance. European journal of endocrinology / European Federation of Endocrine Societies. 2007 Aug;157 Suppl 1:S51-6.
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AN UNUSUAL CAUSE OF FEVER IN AN INFANT PRESENTING TO THE EMERGENCY DEPARTMENT 
O.A. Ihidero,   P.A .Ihidero,   A.M Murphy

AIM

To report an unusual cause of fever in a previously well infant.

METHOD

The patient’s medical chart was reviewed and relevant clinical information was obtained.

RESULTS

A previously well 10 week old male infant presented to the emergency room following a short history of lethargy, irritability and pyrexia of 39.5oC. He was the first child of young parents and had not been vaccinated because of mother’s beliefs. His physical examination was normal with no evidence of rash or neck swelling. His septic screen was negative.  During the course of history taking mum reported she had mumps 2 weeks earlier and she had never been vaccinated. The patient had a buccal smear and a blood serum specimen for mumps which were both positive for Immunoglobulin M.

Mumps is an acute viral illness which causes subclinical infection in most children less than two years. The number of mumps notifications in Ireland is increasing with 547 mumps notifications reported in 2014 which more than doubles the 223 cases in 2013. Eleven outbreaks were reported in the first half of 2014. Thirty four percent of notified cases in 2014 were unable to report if they had ever been vaccinated and 15% reported no dose of MMR. Ten percent of those with hospitalisation status reports were admitted for between 1-17 days. The most frequent reason for refusing vaccination stated by 69% of the parent’s, was their concern that the vaccine could cause harm. Misconceptions about vaccinations highlight the importance of parental education. Evidence has shown that the number of people who get mumps among those fully vaccinated is much lower than those who get mumps from those who were incompletely or never vaccinated with the mumps vaccine. 
CONCLUSION

Vaccine refusal is a concerning issue. It increases the risk of disease to both the individual and the whole community. It also poses a burden to the health services that manages these otherwise preventable diseases.

REFERENCES

1. Ferri FF. Ferri's Clinical Advisor 2015. Chapter Mumps. Mosby, an imprint of Elsevier Inc.
2. Hviid A et al. Mumps. Lancet 2008; 371: 932–44
3. http://www.hpsc.ie/News/MainBody,14956,en.html

4. Mason WH. Chapter 240 – Mumps. Nelson Textbook of Pediatrics, 19th Edition 2011; 1078-1081. Elsiever

5.  Editors Wilson CB, Nizet V,  Chapter 23 Varicella Measles Mumps. Remington and Klein's Infectious Diseases of the Fetus and Newborn Infant. 8th Edition. 2015; 708-712. Elsiever 
6. Disease Surveillance Report of HPSC Ireland Epi-Insight. Increase in mumps seen in 2014 Oct.  2014. Volume 15 Issue 10
7. Smith PJ et al. Parental Delay or Refusal of Vaccine Doses, Childhood Vaccination Coverage at 24 Months of Age, and the Health Belief Model. Public Health Rep. 2011; 126(Suppl 2): 135–146.

8. Omer SB et al. Vaccine Refusal, Mandatory Immunization, and the Risks of Vaccine-Preventable Diseases. N Engl J Med  2009; 360;19
9. Harmsen  IA et al. Why parents refuse childhood vaccination: a qualitative study using online focus groups. BMC Public Health 2013, 13:1183

10. http://www2.aap.org/immunization/pediatricians/pdf/refusaltovaccinate.pdf
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DIAMOND BLACKFAN SCHWACHMAN SYNDROME

B Jamal, A Ali Khan, S Condon, RA Khan
1Paediatric, Kerry General Hospital , Tralee, IRELAND
AIM
We report a case  of  male infant who was diagnosed with rare Chromosomal abnormality  46XX , t(9;11) (q31;q22.1) and later  also diagnosed with Diamond Blackfan Schwachman Syndrome

METHODS
History, Examination, Clinical features, Investigations, Management and outcome

DISCUSSION
A male infant born by emergency section @35/40 of gestation . Admitted to SCBU with  low birth weight of 2300 grams and low BM. He was born with cleft palate, facial asymmetry .He remained on ward for feeding establishing .He was re admitted to the paediatric ward with the history of loose stool and poor weight gain. Haematological investigations showed intermittent low Neutrophil, raised AST/ALT , normal alpha anti-trypsin , TFTs Immunoglobulin level and Negative tTG.  Genetic study confirmed the diagnosis of 46XX, t(9;11) (q31;q22.1) SDS

He is followed up by GI team , ENT , Ophthalmology and Haematology. He is also attending SALT and dietitian

CONCLUSION
More than 200 cases of SDS  have been reported in the literature, M;F 1.7;1 .Shwachman-Diamond syndrome is inherited in an autosomal recessive fashion. SDS is the second  most common cause of pancreatic enzymes deficiency after Cystic Fibrosis.It is reported   among all racial and ethnic groups. They present with failure to thrive , short stature , delayed puberty ,They are prone to recurrent bacterial infection , diarrhea, epistaxis AML, aphthous stomatitis  . Data from a large international cohort study consisting of 88 patients with Shwachman-Diamond syndrome revealed neutropenia in 98% of patients, followed by anemia (42%), thrombocytopenia (34%), and pancytopenia (19%).Other associations include Clinodactyly,  Syndactyly, Coxa vera deformity , Dental dysplasia and Eczema. 

  

References; 1. Dall'oca C, Bondi M, Merlini M, Cipolli M, Lavini F, Bartolozzi P. Dec 27 2011;[Medline] 2. Liu JM, Lipton JM,Mani S..Dec 2011. [Medline] 3. p WF, Dupuis A, Ellis L, Beharry S, Morrison J, 4. Perobelli S, Nicolis E, Assael BM, Cipolli M. Mar 2012
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Global Right Ventricular Fractional Area Change is a Surrogate Marker for Systemic Blood Flow in Preterm Infants 

James AT 1, Corcoran JD 1,2, Franklin O 3, EL-Khuffash A 1,2
1 Department of Neonatology, The Rotunda Hospital, Dublin, Ireland. 

2 Department of Paediatrics, The Royal College of Surgeons in Ireland, Dublin, Ireland. 

3 Department of Paediatric Cardiology, Our Lady’s Children’s Hospital Crumlin, Dublin, Ireland.

Introduction: Estimating systemic blood flow (SBF) in preterm infants is a challenge. Global right ventricular fractional area change (RV FAC) represents RV ejection fraction; it is highly dependent on systemic venous return and may reflect SBF. We aimed to: (1) assess the relationship between RV FAC and left ventricular output (LVO) at 10 hours of age when the patent ductus arteriosus (PDA) is not haemodynamically significant; (2) assess the impact a haemodynamically significant PDA (hsPDA) has on RV FAC at day 6 of age; and (3) assess the relationship between a low RV FAC at 10 hours of age and the evolution of severe intraventricular haemorrhage (IVH) by the first week of age.

Materials and Methods: Preterm infants < 29 weeks gestation underwent echocardiography assessments at 10 hours and 6 days of age. PDA treatment was not carried out during the study period. RV FAC was measured from focussed RV four- and three-chamber views. LVO, PDA diameter and peak velocity (Vmax), descending aortic diastolic flow, and flow across the patent foramen ovale (PFO) were assessed. A hsPDA was defined as a PDA with reversed diastolic flow in descending aorta. A cranial ultrasound was carried out on all infants on Day 6 of age. Severe IVH was defined as IVH grade III and IV.  

Results: 102 infants with mean (SD) gestation and birthweights of 26.5 ± 1.4 wks and 965 ± 237 grams were prospectively enrolled. All infants had a PDA with a mean diameter of 2.4 ± 0.6 mm and mean Vmax of 1.2 ± 0.6 m/s but none had descending aortic flow reversal at 10 hours. There was a significant positive correlation between RV FAC and LVO (r=0.5, p<0.001, figure 1). On day 6, there was an increase in PDA diameter (2.7 ± 0.7 mm, p=0.03) and an increase in the Vmax (2.0 ± 0.8 m/s, p<0.001) and the correlation between RV FAC and LVO was lost (r=-0.2, p=0.1). RV FAC was lower in infants with hsPDA (n=35) at day 6 compared to those without hsPDA (43 ± 6 % vs. 48 ± 7%, p=0.005). RV FAC at 10 hours of age was lower in infants developing severe IVH by the first week of life (29 ± 8 % vs. 35 ± 9 %, p=0.03). All those relationships remained significant when adjusting for the shunt across the PFO. [image: image12.jpg]Right Ventricle FAC (%)
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Conclusion: RV FAC may be a surrogate marker for systemic blood flow in the presence or absence of a hsPDA. The presence of a PFO did not affect this relationship suggesting that the shunt across the PFO is not of a large volume. 
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AN AUDIT OF A HIP MONITORING PROTOCOL IN CHILDREN ATTENDING COMPLEX NEED CLINIC AT NATIONAL CHILDRENS’ HOSPITAL TALLAGHT.

Attia Kalim1 Denise Mc Donald1

1National Children Hospital,Tallaght,Dublin,Ireland

BACKGROUND

The Gross Motor Classification System (GMFCS) is used in cerebral palsy to describe the degree of functional impairment1,2. The rate of hip displacement in cerebral palsy is related to the severity of involvement, varying from 0% in GMFCS level I to 64% in GMFCS level V3.  There are established hip surveillance programmes, which aim to identify ‘at risk’ hips and eliminate dislocation in the cerebral palsy population4-6.  A local surveillance programme has been established in the Enable Ireland physical disability services in south west Dublin and Kildare, which follows the Swedish CPUP guidelines4.

AIMS

To establish the rate of hip migration and/or dislocation identified through local surveillance 

To determine whether the correlation with GMFCS severity is consistent with published data

 METHODS AND SAMPLE

Retrospective review of children attending the clinic in Tallaght hospital for children with complex neurodisability, n=45. Gross motor classification system level and cerebral palsy type were established for all children. Hip x-rays were reviewed, specifically in relation to migration percentage (MP).  MP >33% and >40% are significant for risk of hip dislocation3.

RESULTS

Eight of the 45 (18%) showed significant migration in one or both hips. Two showed bilateral dislocation. Of the 8 with significant migration, 5 were classified as GMFCS V, one as IV, one III, one II.

 CONCLUSION 

The use of a specific protocol to monitor hip migration identified a significant percentage of hips at risk of dislocation, and triggered urgent orthopaedic review, which may not have been requested following clinical or routine radiological screening alone.  The majority of at risk hips were in children with functional ability GMFCS IV or V, consistent with reported correlation.

 REFERENCES
1. Palisano RJ, Hanna SE, Rosenbaum PL, Russell DJ, Walter SD, Wood EP, et al. Validation of a model of gross motor function for children with cerebral palsy. Phys Ther. 2000;80(10):974-85.

2. Palisano R, Rosenbaum P, Walter S, et al. Development and reliability of a system to classify gross motor function in children with cerebral palsy. Dev Med Child Neurol 1997;39:214–23

3. Hägglund G, Lauge-Pedersen H, Wagner P. Characteristics of children with hip displacement in cerebral palsy. BMC Musculoskelet Disord. 2007;8:101.

4. Larnert P, Risto O, Hägglund G, Wagner P. Hip displacement in relation to age and gross motor function in children with cerebral palsy. J Child Orthop. 2014;8(2):129-34.
5. Wynter M, Gibson N, Kentish M, Love S, Thomason P, Kerr Graham H. The Consensus Statement on Hip Surveillance for Children with Cerebral Palsy: Australian Standards of Care. J Pediatr Rehabil Med. 2011;4(3):183-95

6. Duivestein J, Lanphear N, Mathews ML, Mayson T, Miller S, Mulpuri K, O’Donnell M, Roxborough L, Steenburgh S, van Rensburg E. British Columbia Consensus Statement on Hip Surveillance for Children with Cerebral Palsy 2012
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EXTREME MATERNAL DIETARY RESTRICTION LEADING TO NUTRITIONAL RICKETS IN A BREASTFED INFANT.

M Kelleher1, S Tabassam1, E Roche1
1National Children's Hospital, AMNCH, Tallaght, Dublin, Ireland 

Introduction
Nutritional rickets is a remerging phenomenon.1,2 Risk factors include pigmented skin, prolonged breastfeeding without Vitamin D supplementation and unsupervised milk exclusion diets.

Case Report
7 month old boy,preceding coryza,brought to ED following an apparent seizure at home. In ED was interactive,afebrile with signs and symptoms of URTI. He had large anterior fontanelle and some swelling at wrists.

FTND weighing 3.6kg. Developmentally appropriate. Breastfed,weaning commenced at 5 months,mainly to vegetable purees. One sibling age three who was well. Parents from Eritrea,Christian Orthodox.

Initial Investigations
FBC: Hb 12.2,Plt 442,WBC 24.9,N15.7,Lymph 6.5. U/E: Na 137 mmol, K4.4mmol/l,Urea1.7,Creat23,CRP32.2.

Ca1.41,Corrected Ca 1.35,Phos1.34,Mg0.76,Alk Phos877,BSL7.5.

Further seziure on ward,GTC 3minutes. Commenced on intravenous Ca infusion(0.1 mmol/kg/hr). On dietetic assessment,mum revealed due to her religious beliefs she observed a fast 260 days a year where she consumed no animal products including dairy. Further investigations showed Vitamin D <10. Xray wrists showed well marked changes of rickets.

Diagnosis
Hypocalcaemic rickets secondary to extreme dietary restriction.

Treatment and outcome
Inpatient Ca infusion for10 days with oral Vitamin D supplementation. Calcium supplements weaned as oral calcium increased. Vitamin D continued for 3months. Repeat Xrays 4months post presentation were  normal

Discussion
Cultural and religious diversity is an increasing feature of Irish life. As paediatricians it is important to be aware of the differing dietary practices of our patients and their families.

1. Allgrove J. Is nutritional rickets returning? Archives of disease in childhood 2004; 89(8): 699-701. 2. Welch TR, Bergstrom WH, Tsang RC. Vitamin D–deficient rickets: The reemergence of a once-conquered disease. The Journal of Pediatrics; 137(2): 143-5. 
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CASE REPORT OF A MOVING INHALED FOREIGN BODY IN A TODDLER.

K Keown1, L McDowell1, G Doherty1, H Steen1
1Paediatric Respiratory Medicine, Royal Belfast Hospital for Sick Children, Belfast, Northern Ireland

Aims

To describe unusual case of an inhaled foreign body in a child which appeared to move from the right lung to the left lung.

Methods

A 15 month old previously well child, presented with acute onset of coughing after a choking episode, her oxygen saturations were markedly low when she attended the ED, initial blood gas showed a respiratory acidosis (pH 7.0, CO2 10.6). Initial bronchoscopy at intubation did not identify presence of foreign body.  Plain chest x-ray demonstrated right lower lobe collapse with ipsilateral mediastinal shift, left side of chest clear with degree of over-inflation.

Results

High ventilation pressures were required and she was therefore ventilated with High Frequency Ocillatory ventilation. After 7 days of broad spectrum antibiotics and intensive chest phyiotherapy she had not improved, therefore bronchoscopy was repeated. This identified a foreign body (organic material) in left main bronchus (figure 1). Surprisingly at bronchoscopy the right bronchi were patent with mucoid secretions seen in the right lower lobe.  She made a slow recovery following removal of the foreign body, she was ventilated for a total of seventeen days and her course was complicated by bowel ischaemia requiring resection and opiate withdrawal.

Conclusion

At presentation there was a clear history of acute onset of cough after a choking episode in this child, however the presumed diagnosis was of severe pneumonia after initial bronchoscopy did not identify a foreign body. Initial clinical findings and radiological findings identified the problem to be on the right side, it was therefore unexpected to find the foreign body in the left main bronchus at repeat bronchoscopy. Our only explanation for this is that this foreign body moved from the right to the left side, perhaps as a consequence of intensive chest physiotherapy.  
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RADIOLOGICAL  SCREENING OF DEVELOPMENTAL DYSPLASIA OF HIP.ARE WE USING THE APPROPRIATE TOOL???
SAB Khattak1, IRF Yousaf2, FAI Yaseen1, AKH Khan1, RIZ Khan1, SHA Condon1
1PAEDIATRIC, KERRY GENERAL HOSPITAL, TRALEE, IRELAND
2ORTHOPEDIC, KERRY GENERAL HOSPITAL, TRALEE, IRELAND


AIM;
 The aimed to evaluate the DDH screening practice in Kerry General Hospital(KGH) as per RCPI guidelines and subsequent yield of screening.

In KGH, x.ray is used as screening tool for DDH due to lack of enough expert radiologists for ultrasound hip

METHOD;
This was a retrospective study of data of high risk infants screened by x-rays for DDH from February 2014 to August 2014. We recorded age, gender, indication for x-rays, source of imaging request, findings by radiologist, and number of x-rays performed for each infant along with the indication of repetition.

RESULTS;
In total 192 x-rays were performed on 160 children during study period. Fifty six were male and 104 were female. Indications of request included breech delivery for 39, asymmetrical hip creases in 31, clicky hips in 48 and positive family history for DDH in 32 infants. Thirty two infants had repeat x-rays in 2-3months interval because of delayed ossification of femoral head. In 10 cases clear indication was not mentioned on the X-ray request.

 Ten babies had x-rays findings suggestive of DDH. Out of those, 5 were diagnosed on the first X-ray and another 5 on the repeat X-rays.  Out of positive cases 4 were boys and 6 were girls. Indications for request were dislocatable hips in 3, positive family history of DDH in4, clicky hips on examination in 2, and asymmetrical gluteal creases in one case. All requests were made from paediatric department KGH.

The study showed an incidence of DDH in county Kerry 63/1000...???? infants with risk factors.

CONCLUSION;
X-rays hip is a good screening tool for DDH but exposure to radiation is a concern. We recommend Ultrasound hip as a screening tool to avoid radiation and to diagnose DDH as early as 6-8weeks.

References 1.Ortolani M (1937) Un segno poco noto e sua importanza per la diagnosi precoce di prelussazione congenita dell'anca. Pediatria 45:129–136 2. Barlow TG (1962) Early diagnosis and treatment of congenital dislocation of the hip. J Bone Joint Surg Br 44-B:292–301 3. Andersson JE, Funnemark P-O (1999) Neonatal hip instability: screening with anterior-dynamic ultrasound method. J Pediatr Orthop 15:322–324 4. Dogruel H, Atalar H, Yavuz OY, Sayli U (2008) Clinical examination versus ultrasonography in detecting developmental dysplasia of the hip. Int Orthop 32(3):415–419 5. Paton RW, Hinduja K, Thomas CD (2005) The signi cance of atrisk factors in ultrasound surveillance of developmental dysplasia of the hip. A ten-year prospective study. J Bone Joint Surg Br 87-B:1264–1266 6. Foster BK (1995) Initial screening and diagnosis of and referral for developmental dysplasia of the hip. Curr Opin Pediatr 7:80–82 7. Tredwell SJ (1992) Neonatal screening for hip joint instability. Its clinical and economic relevance. Clin Orthop Relat Res 281:63–68 8. Elbourne D, Dezateux C, Arthur R, Clarke NM, Gray A, King A, Quinn A, Gardner F, Russell G; UK Collaborative Hip Trial Group (2002) Ultrasonography in the diagnosis and management of developmental hip dysplasia (UK Hip Trial): clinical and economic results of a multicentre randomised controlled trial. Lancet 360:2009–2017 
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COMPARING THE EFFICACY OF ANTIPYRETICS IN REDUCING TEMPERATURE IN

PAEDIATRIC PATIENTS

N Kiernan McConnell1, R Cooke2, 1Graduate Entry Medical School, University of Limerick, Co.

Limerick, 2Paediatric Dept, Portiuncla Hospital, Co. Galway
Aims: This paper aims to review literature that compares the efficacy of Paracetamol and Ibuprofen in

reducing paediatric fever as single, combination or alternating therapies.

Search Process: The electronic database “PubMed”(www.pubmed.gov) and “TRIP”

(www.tripdatabase.com) were both searched using the terms:(children or paediatrics or paediatrics and (febrile or fever or pyrexia or temperature))(paracetamol/acetaminophen) and ibuprofen)) (systematic or review).
Study inclusion and Exclusion Criteria: The inclusion criteria for this review were systematic reviews

that contained data on the efficacy of Paracetamol or Ibuprofen at reducing pyrexia as single or

combined doses. Studies were limited to the English language due to practicalities.

Results: Results showed limited clinical benefits from combination therapies being used over

monotherapy although the results showed a statistically significant difference in reducing temperature

over time and possible risk of hepatotoxicity and renal toxicity. Results showed that alternating

administration of antipyretics showed marginal benefits of monotherapies in reducing temperature.

Conclusion: From the results discussed in this literature review it can be seen that there is some

evidence for both alternating and combination therapies having a greater effect on temperature

reduction over time than monotherapies. Concerns were also raised over the potential side effects such

as hepatotoxicity, renal toxicity and GI disturbance that combination therapies could cause, as these

were not accounted for in any of the studies. There is an increased risk of dosing errors and adverse

outcomes with alternative and combination therapies. Health professionals should emphasise the

importance of maintaining the child’s comfort and observing for signs of illness severity as oppose to

achieving normothermia.

REFERENCES:  Beaven O & Craig JV (2007) Searching the literature. In The Evidence-‐Based Practice Manual for

Nurses, 2nd edn (Craig JV & Symth RL eds). Churchill Livingstone, Edinburgh, pp. 51–94. Bouchama

A, Knochel JP. Heat Stroke. N Engl J Med. 2002;346(25):1978–1988 24. Erlewyn-‐Lajeunesse,

M.D.S. et al., 2006. Randomised controlled trial of combined paracetamol and ibuprofen for fever.

Archives of disease in childhood, 91, pp.414–416. Hay, A.D. et al., 2008. Paracetamol plus ibuprofen

for the treatment of fever in children (PITCH): randomised controlled trial. BMJ (Clinical research

ed.), 337, p.a1490. Johnston L (2005) Critically appraising quantitative evidence. In Evidence-‐Based

Practice in Nursing and Healthcare (Melnyk BM & Fineout-‐Overholt E eds). Lippincott Williams and

Wilkins, Philadelphia, pp. 79–126 Kluger, MJ 1995. Drugs for childhood fever (Letter). Lancet

1992;339:70. Kwiatkowski, D, 1995. The biology of malarial fever. Baillieres Clinical Infectious

Diseases 1995;2(2):371–88. Kramer, L.C. et al., 2008. Alternating antipyretics: antipyretic efficacy of

acetaminophen versus acetaminophen alternated with ibuprofen in children. Clinical pediatrics, 47,

pp.907–911. Mooney, S 2012 https://www.icgp.ie/ Nabulsi, M.M. et al., 2006. Alternating ibuprofen

and acetaminophen in the treatment of febrile children: a pilot study [ISRCTN30487061]. BMC

medicine, 4, p.4 National Institute for Health and Care Excellence, 2013. Feverish illness in children:

Assessment and initial management in children younger than 5 years Issued: May 2013 Nizet V, Vinci

RJ, Lovejoy FH. Fever in children. Pediatr Rev. 1994;15(4):127–135 16. Paul, I.M. et al., 2010.

Efficacy of Standard Doses of Ibuprofen Alone, Alternating, and Combined With Acetaminophen for

the Treatment of Febrile Children. Clinical Therapeutics, 32(14), pp.2433–2440. Available at:

http://dx.doi.org/10.1016/j.clinthera.2011.01.006. Purssell, E., 2011. Systematic review of studies

comparing combined treatment with paracetamol and ibuprofen, with either drug alone. Archives of

Disease in Childhood, 96, pp.1175–1179. Saphyakhajon P, Greene G. Alternating acetaminophen and

ibuprofen in children may cause parental confusion and is dangerous. Arch Pediatr Adolesc Med. 2006;

160(7):757 Sarrell, E.M., Wielunsky, E. & Cohen, H.A., 2006. Antipyretic Treatment in Young

Children With Fever. Arch Pediatr Adolesc med., 160, pp.197–202. Janice E. Sullivan, Henry C.

Farrar, the Section on Clinical Pharmacology and Therapeutics and Committee on Drugs Pediatrics

2011;127;580; originally published online February 28, 2011; DOI: 10.1542/peds.2010-‐3852 U

Wong, T. et al., 2013. Combined and alternating paracetamol and ibuprofen therapy for febrile

children. The Cochrane database of systematic reviews, 10(10), p.CD009572. Available at:

http://www.ncbi.nlm.nih.gov/pubmed/24174375.
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IMPROVING LINE AND TUBE POSITION IN VERY PRETERM INFANTS

HM Kinoshita, EM Dempsey
1Neonatology, University College Cork, Cork, Ireland

Aims: To assess the efficacy of an educational initiative to optimize correct placement of endotracheal tube (ETT), umbilical venous and arterial catheters (UVC, UAC) amongst junior physicians.

Methods: Pre post-audit study evaluating the frequency of use and position of ETT, UAC and UVC in the first 72 hours of life of very preterm infants (<32weeks). Baseline retrospective review conducted over 34-month period was followed by presentation and discussion of results to neonatal departmental staff and re-education of junior staff on optimal positioning. A prospective review was conducted over the following 12-month period.

Results: Data from 360 infants was analysed. Intubation was conducted in 164 patients, UV catheterization in 179 and UA catheterization in 144. There was no difference in gestational age between pre and post groups for ETT insertion. Patients in the pre group were slightly more immature than the post groups for UAC (p=0.029) and UVC (p=0.036). Patients in the pre group had significantly lower mean birthweight than the post group (p=0.022). There is no significant difference in accurate placement between groups before and after change in departmental guidance on estimating insertion depth of ETT (50% vs 48%, p=0.770), UVC (16% vs 30%, p=0.163) and UAC (41% vs 41%, p=0.905). Lower gestational age was demonstrated as predictor of abnormal UAC (p=0.006) and UVC (p=0.013) position. Gestational age was not associated with ETT misplacement.

Conclusions: Despite development and education of staff on methods for calculating appropriate initial ETT, UVC and UAC insertion length, rate of accurate position on initial insertion remains suboptimal. Changes in working practices as a result of the European Working Time Directive may account for the lack of improvement. More advanced methods such as ultrasound guidance may provide a readily available bedside tool to enhance correct placement of ETT, UVC and UAC in this population of infants.
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AUDIT OF COMPARISON BETWEEN ROUTINE ANTIBIOTIC USED FOR UTI AND URINE CULTURE RESULT. RESISTANCE PATTERNS FOR URINAY TRACT PATHOGENS IN BONS SECOURS HOSPITAL, TRALEE
Dr.Krishna,  Dr.Vijay ,Dr.Raafat Ibrahim 

Children’s ward, Bon’s Secours Hospital, Tralee, Co. Kerry.

Aims of study:  An audit carried out in Bon’s Secours Hospital, Tralee, Co. Kerry in 2015

1.  To see if the antibiotic, we use as first line of treatment parallel with the culture results from our lab and to rule out any resistance developed over the last few years.

2. To implement appropriate changes in antibiotic practice based on current sensitivities.

Methods:  A retrospective analysis was performed on all patients admitted in children’s ward Bon’s, Tralee from  01 JAN TO 30 JUNE 2014.(USING Lab data base and patient files.)
Patients’ urine microscopy, culture and sensitivity results were accessed and only those with registered urine culture results and a UTI diagnosis were included.

Results:  Total specimens received during this period are 712 from 575 patients. 82 of these have positive urine cultures. Antibiotic Sensitive’s are shown in the below table.

	2014 – Total 82 patients

	                               Antibiotic sensitivities             % sensitivities

	Augmentin               S =58 ,   R =4 ,  I = 8                         71 %

	  Nitrofurantoin           S =58 ,   R =12 ,  I = 1                       71 %

	  Ciprofloxacin               S = 57 ,  R = 1 ,  I =  1                      70 %

	   Trimethoprim              S = 43 ,   R = 17 ,  I = 3                    52 %

	  Amp/amoxicillin         S = 32 ,    R =28 ,  I = 5                      39 %

	  Gentamicin                  S = 28 , R =0 ,     I = 0                         34 %

	   Cefotaxime                   S = 28 ,   R = 6 ,   I =0                     34 %

	   Meropenem                  S = 28  , R = 0 ,   I = 0                   34 %


S= Sensitive, R = Resistant, I = intermediate sensivity. Samples with intermediate antibiotic sensitivity were considered resistant)
E.coli was the most commonly cultured organism in our lab and that is consistent with the medical literature, followed by Coliform species then Enterococcus. No unusual organism detected in our area.

Most common antibiotic used in our ward to treat UTI is Co-Amoxiclav (AUGMENTIN) 

As we see from the above table, the  organisms are sensitive to Co-Amoxiclav in 71% of our samples, followed by Nitrofurantoin then Ciprofloxacin.

Conclusion:   No unusual organisms discovered in the urine cultures, and the common one is still sensitive to  Co-Amoxiclav with no resistance developed towards it.

So our policy of treating UTI is  still the same i.e.  Co-Amoxiclav is the first line of treatment for UTI. Ciprofloxacin /Nitrofurantoin are not commonly used in pediatric age group,  Co-Amoxiclav is tolerated well in majority of children and that goes with our local policy to  treat UTI.
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PHELAN MCDERMID SYNDROME

Lynch A, Pears J, Gill H, Owens C

Department of Oncology, Our Lady’s Childrens Hospital Crumlin, Dublin

Phelan-McDermid syndrome is a developmental disorder with variable features. It can be caused by a gene deletion at chromosome 22q13 or by a mutation in the SHANK3 gene. 

We report a case of metastatic alveolar rhabdomyosarcoma occurring on a background of Phelan McDermid syndrome.

Our patient presented at 5 years of age with a 4 week history of progressive left sided neck swelling. There were no associated symptoms and further examination was unremarkable. Our patient subsequently underwent MRI, left cervical lymph node biopsy and bilateral bone marrow aspirates and trephines. She was diagnosed with FOXO1 translocated alveolar rhabdomyosarcoma with intracranial extension and fulminant metastatic spread. 

Given the advanced stage at presentation and the likely side effects of radiation therapy, it was decided to embark on a palliative care approach. Our patient subsequently passed away 7 days after diagnosis. 

While there have been previously published reports of atypical teratoid/rhabdoid tumours occurring on a background of Phelan McDermid syndrome, to date there have been no previous reports of advanced stage alveolar rhabdomyosarcoma in association with Phelan McDermid syndrome.  
Phelan, M. C., Rogers, R. C., Saul, R. A., Stapleton, G. A., Sweet, K., McDermid, H., Shaw, S. R., Clayton, J., Willis, J., Kelly, D. P.22q13 deletion syndrome.Am. J. Med. Genet. 101: 91-99, 2001. Sathyamoorthi S, Morales J, Bermudez J, McBride L, Luquette M, McGoey R, Oates N, Hales S, Biegel JA, Lacassie Y. 2009. Array analysis and molecular studies of INI1 in an infant with deletion 22q13 (Phelan–McDermid syndrome) and atypical teratoid/rhabdoid tumor. Am J Med Genet Part A 149A:1067–1069. Phelan-McDermid Syndrome. Online Mendelian Inheritance in Man, OMIM®. Johns Hopkins University, Baltimore, MD. MIM Number: {606232}: {Dec 13 2013}: World Wide Web URL: http://omim.org/ 
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PLASTIC BRONCHITIS – SOMETHING SMELLS FUNNY

A Lynch1, P McNally1
1Department of Respiratory Medicine, Our Lady's Children's Hospital, Crumlin, Dubllin 12

Plastic bronchitis is a rare disorder characterised by obstructing airway casts. It is predominantly seen in association with congenital cardiac disease, and in particular in children post- Fontan. Exacerbations of symptoms and cast formation have previously been documented in association with viral and bacterial respiratory infection and allergy, however odours have not been reported as a trigger. We report the case of 9 year old girl with idiopathic plastic bronchitis with recurrent exacerbations triggered by strong odours.

Our patient initially presented repeatedly to paediatric emergency departments with symptoms thought to be caused by acute asthma. Symptoms always had a rapid onset and typically improved somewhat with asthma treatment within 48 hours of admission. Symptoms would only resolve with vomiting or expectoration of tenacious pale plugs of mucus. She failed to respond to asthma preventative strategies and thus was further investigated.

Video fluoroscopy and CT thorax were normal. Bronchial brush biopsy excluded Primary Ciliary Dyskinesia. Airway wall biopsies excluded allergic inflammation. Histological analysis of airway casts showed extensively cellular samples with sheets of mature neutrophils. Cytologic examination of bronchoalveolar lavage was within normal limits. After extensive investigations inIrelandand theUK, a diagnosis of idiopathic plastic bronchitis was established. Initially the triggers for exacerbations were unclear, but in recent years parents note that symptoms are consistently triggered by strong odours such as smoke, bleach, perfumes, cut grass and strong-smelling foodstuffs such as garlic.

 

To date she has had 87 hospitalisations and 25 ICU admissions. She is currently managed with a combination of inhaled steroids, mucolytics, prophylactic antibiotics and high frequency chest wall oscillation. She remains symptomatic on a regular basis and has an uncertain prognosis. Idiopathic plastic bronchitis is a rare diagnosis which can be difficult to establish and very challenging to treat.
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NEONATAL HYPOGLYCAEMIA AND ADMISSIONS TO NEONATAL UNIT
E Ludusan1, M Katre1, M Crealey1, K Khalifa1
1Neonatal Unit, University Maternity Hospital Limerick (UMHL)

Background: Hypoglycaemia is a common cause for neonatal admissions. The incidence is increasing as numbers of preterm birth and cases of maternal diabetes increases. 

Aim: The aim of this study is to identify admissions rates to neonatal unit (NICU) for hypoglycaemia. 

Methods: All infants more then 35 weeks gestational age (GA) admitted to NICU between august 2014 and February 2015 were included. The records of 34 babies were retrospectively reviewed and data were collected: GA, mode of delivery, maternal diabetes, birth weight, feeding before admission, treatment and length of admission.

Results: 34 babies more then 35 weeks GA were admitted. 11 babies (32.3%) were premature (5 babies between 35+0 and 35+6, 6 babies between 36+0 and 36+6). 23 babies (76.7%) were >37 weeks. 13 babies were small for GA, 18 babies were appropriate for GA and 3 babies were large for GA. 11 mothers had diabetes mellitus, 5 on insulin, 6 on diet. Blood sugar on admission varied between 0.4 to 2.5, median of 2.1 mmol/l. Regarding treatment in NICU, 15 babies received feeds only, 12 babies received IV fluids (Dextrose 10%), 7 babies received bolus of D10%, followed by IV infusion of D10%. All babies were admitted for a period longer then 48 hours, with a mean length of stay of 6.24 days.

Conclusions: Babies at risk (premature, small or large for GA, maternal diabetes) are more likely to become hypoglycaemic and admitted to NICU. After admission, majority of babies were started on IV fluids and all of them were admitted for more then 48 hours. Admissions to NICU increase the cost of care and interfere with maternal infant interaction, bounding and breastfeeding. Admission rates can be decreased by adopting a new policy for management of hypoglycaemia in the postnatal word, including treatment with dextrose gel for babies at risk.
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LIPOPROTEIN MARKERS IN CHILDREN WHOSE FATHERS HAD PREMATURE CARDIOVASCULAR DISEASE.

Alan P Macken1, 2, 4, Michael O’Neill3, Catriona Aherne1, Ann Breen1, Ophelia Blake1, Colin McMahon2, Eleanor Molly2, Walter Cullen4, Colum Dunne4, Clodagh S O’ Gorman1, 2, 4. 

1University Hospital Limerick, Ireland; 2National Children's Research Centre, Dublin, Ireland; 3Mayo General Hospital, Castlebar, Mayo, Ireland; 4Centre for Interventions in Infection, Inflammation & Immunity, Graduate Entry Medical School, Limerick, Ireland. 
Aims: Premature cardiovascular disease (PCD) in adults is likely to be a familial trait, inherited from parents but equally passed on to children. In 2008 the American Academy of Pediatrics recommended targeted cholesterol screening in children with parental history of PCD. The aim of this study was to evaluate lipoprotein markers in paediatric subjects whose fathers had PCD and an age-, gender- and BMI-matched healthy cohort. 


Methods:  A cross-sectional study comparing well children whose fathers have had PCD, either myocardial infarction or coronary artery bypass grafting before aged 56 years [subjects] and children of healthy parents, free from clinical cardiovascular disease [controls]. Inclusion criteria for participants included 8-14.0 years old and healthy. 
Anthropometrics were measured. Medical history, family history and exercise habits were assessed. 


Carotid IMT (cIMT) was measured and endothelial function was assessed by peripheral applanation tonometry (RH-PAT). 

24-hour ambulatory blood pressure recordings were performed. Blood pressure indices were calculated to control for gender and height [BPI(height)] as well as gender and age [BPI(age)]. 
Fasting lipids, HbA1C and fibrinogen were measured. Oral glucose tolerance testing (OGTT) was performed and measures of insulin sensitivity were derived.

Lipoprotein (a), Apolipoprotein A1, Apolipoprotein B and PLAC-2 (Lp-PLA 2) were measured and compared.

	Children

N=78
	Controls

N=32
	Subjects

N=46
	p-value

	Age (years)
	11.1 ± 1.7
	11.2 ± 1.7
	0.66

	Height (m)
	1.47 ± 0.12
	1.47 ± 0.13
	0.91

	Weight (kg)
	41.8 ± 13.8
	44.8 ± 16.1
	0.34

	BMI (kg/m2)
	18.8 ± 3.4
	20.2 ± 4.7
	0.09

	Lipoprotein (a) (g/L)
	0.18 ± 0.22
	0.20 ± 0.20
	0.73

	Apolipoprotein A1 (g/L)
	1.50 ± 0.20
	1.57 ± 0.21
	0.15

	Apolipoprotein B (g/L)
	0.70 ± 0.14
	0.70 ± 0.14
	0.99

	 Lp-PLA2 (nmol/min/mL)
	152.6 ± 27
	145 ± 35
	0.29

	Mean HR (bpm)
	81.4 ± 9.9
	81.2 ± 8.6
	0.91

	Mean Systolic BP (mmHg)
	110.9 ± 7.4
	114.8 ± 9.3
	0.035

	Mean diastolic BP (mmHg)
	64.8 ± 4.6
	68.2 ± 5.5
	0.003

	MAP (mmHg)
	80.7 ± 4.9
	83.7 ± 5.7
	0.014

	Mean Systolic BPI (height)
	0.91 ± 0.06
	0.94 ± 0.07
	0.032

	Mean Diastolic BPI (height)
	0.85 ± 0.06
	0.89 ± 0.07
	0.008

	Children

N=78
	Controls

N=32
	Subjects

N=46
	p-value

	MAP BPI (height)
	0.90 ± 0.06
	0.92 ± 0.07
	0.043

	Mean Systolic BPI (age)
	0.90 ± 0.06
	0.93 ± 0.07
	0.028

	Mean Diastolic BPI (age)
	0.86 ± 0.06
	0.90 ± 0.07
	0.004

	MAP BPI (age)
	0.89 ± 0.05
	0.92 ± 0.06
	0.020

	Ambulatory Hypertension
	N=1
	N=6
	

	c-IMT (mm)
	4.9 ± 0.8
	5.2  ± 0.9
	0.10

	RH-PAT
	2.00 ± 0.57
	1.67 ± 0.49
	0.005

	Fasting glucose (mmol/L)
	4.71 ± 0.32
	4.87 ± 0.33
	0.033

	Fasting Insulin (pmol/L)
	54.9 ± 28.7
	70.8 ± 45.9
	0.056

	If/Gf CA
	11.5 ± 5.5
	14.5 ± 9.3
	0.07

	HOMA
	1.63 ± 0.94
	2.16 ± 1.43
	0.047

	Matsuda ISI
	7.98 ± 3.85
	6.83 ± 3.72
	0.20

	IGI
	26.7 ± 25.6
	7.0 ± 117.6
	0.26

	HbA1c (IFCC units)
	35.5 ± 2.4
	35.6 ± 2.9
	0.90

	Fasting Cholesterol (mmol/L)
	4.07 ± 0.60
	4.16 ± 0.56
	0.49

	Fasting HDLc (mmol/L)
	1.38 ± 0.30
	1.36 ± 0.31
	0.72

	Fasting LDLc (mmol/L)
	2.28 ± 0.56
	2.28 ± 0.64
	0.998

	Triglycerides
	0.65 ± 0.40
	0.66 ± 0.39
	0.92

	Fibrinogen (g/L)
	2.70 ± 0.41
	2.96 ± 0.51
	0.014

	ALT (IU/L)
	7.90 ± 1.34
	17.59 ± 4.57
	0.026


Conclusions 

There were no statistically significant differences between our subjects and controls Lipoprotein (a), Apolipoprotein A1, Apolipoprotein B and PLAC-2 (Lp-PLA 2).


The fasting cholesterol and lipid levels were similar between our groups, these data do not support the 2008 American Academy of Paediatrics or 2011 National Institute of Health recommendations for targeted cholesterol screening in children with parental history of PCD. 
The results of this pilot study show that healthy children with a paternal history of PCD when compared with matched controls have: higher systolic, diastolic and mean blood pressures; lower RH-PAT scores indicating relative endothelial dysfunction; higher fasting glucose levels and a trend towards decreased insulin sensitivity. 
Further studies are required but these data suggest early impaired vascular and metabolic health in well young children whose fathers have premature cardiovascular disease.

References

1. Pediatrics. 2008 Jul;122(1):198-208. doi: 10.1542/peds.2008-1349. Lipid screening and cardiovascular health in childhood. Daniels SR, Greer FR; Committee on Nutrition.

2. Pediatrics. 2011 Dec;128 Suppl 5:S213-56. doi: 10.1542/peds.2009-2107C. Epub 2011. Expert panel on integrated guidelines for cardiovascular health and risk reduction in children and adolescents: summary report. Expert Panel on Integrated Guidelines for Cardiovascular Health and Risk Reduction in Children and Adolescents; National Heart, Lung, and Blood Institute.
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CONGENITAL INTERHEMISPHERIC ARACHNOID BRAIN CYST

Q Mahmood, M Ibrahim, K Khalifa, S Satas
Neonatal Unit, University Maternity Hospital Limerick, Limerick, Ireland


Aim
We report case of congenital interhemipheric arachnoid Brian cyst in a newborn.

 

Method

 Antenatal history, Examination, Laboratory Investigations and Radiology

 

Case Description
Male infant born in UMH Limerick by SVD at term to 29 years old Irish woman, with antenatal diagnosis of cystic brain lesions. No resuscitation needed at birth.Birth weight was 3.5 kg on 50th centile and OFC 37.5 cm on 98th to 99.6th centile.  Admitted to neonatal unit for observation. Vitals and systemic examination were normal. Routine bloods including FBC, U&E, LFTs, CRP and Coagulation screen were normal. MRI Brain on day 2 showed multiloculated 5.3 x 6 x 6.6 cm midline cyst. Baby remained well and was discharged home on day 3 with follow up arranged at 4 weeks. Referral made to Neurosurgical team in Temple street Hospital Dublin and Early Intervention Services. Baby was seen by Neurosurgical team on Day 12 and repeat MRI brain findings were suggestive of Interhemispheric arachnoid cyst.

 

Discussion

Arachnoid cysts are benign developmental cysts that occur throughout the cerebrospinal axis. They represent only 1% of all intracranial masses in newborns. There is curious association of interhemispheric cysts with Corpus Callosum agenesis, Dandy Walker malformation and ventriculomegaly. None of these were found in this baby.

 

Outcome

On 4 week follow up baby remained normal with no neurological sign & symptoms. OFC is growing along 98th centile. Long term outcome is good if there are no associated anomalies.

References; 1.E.M.Pappalardo.Fetal Intracranial Cysts:Prenatal diagnosis and outcome.J Prenatal Med.2009 2.Chen CP.Prenatal Diagnosis of Arachnoid Cyst.Tiawan J of Obstet Gynecol 2007 3.Robinson RG.Congenital cysts of the brain.Aracnoid malformation.Prog Neurol Surg 1971 4-Zingesser L.Agenesis of Carpus Callosum associated with interhemispheric cyst. Br J Radiol 1964 
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LONG TERM QUALITY OF LIFE AND FUNCTIONING INTO ADULTHOOD ASSOCIATED WITH SURGICALLY CORRECTED CONGENITAL HEART DEFECTS: A LITERATURE REVIEW.

S McCarrick1, AM Murphy2
1Graduate Entry Medical School, University of LImerick, Limerick, Ireland
2Paediatrics, University Hospital LImerick, Limerick, Ireland

Aims: Due to improving medical and surgical techniques more children than ever before born with congenital heart defects are surviving into adulthood. Despite this little is still known about their long term outcomes. By means of a literature review, we aimed to assess data on long-term quality of life, motor deficits and neurodevelopment of this cohort of patients. Knowledge of long-term outcomes is crucial when counselling parents about the possible future of their child with CHD.



Methods: Cochrane Database, Medline and EMBASE were searched using a broad range of keywords for Atrial Septal Defects, Ventricular Septal Defects, Transposition of Great arteries and Tetralogy of Fallot.

Results: It is clear that motor deficits and neurodevelopmental delay are common in childhood after surgically corrected CHD. Remediation and early intervention are crucial to minimise the long term effects of these deficits. There is little consensus about the long term quality of life of these patients. Some studies suggested decreased quality of life while others suggested normal or increased quality of life versus peers. Outcomes depend on the severity of the defect.

Conclusions: The more complex the heart defect is the more likely one is to suffer from a decreased quality of life. Overall this patient group are thought to have a similar outlook as those born with congenital diaphragmatic hernia or low birth weight. Sufficient data on long-term (30 – 50 years) follow up of these patients is lacking, yet crucial for greatest clinical care.
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A RE-AUDIT OF INTRA-NASAL DIAMORPHINE USE IN THE PAEDIATRIC EMERGENCY DEPARTMENT AFTER IMPLEMENTATION OF A CARE PATHWAY PROFORMA

LA McDowell, S Mullen
1Paediatric Emergency Department, Royal Belfast Hospital For Sick Children, Belfast, United Kingdom

Aims
Pain is a barrier to assessment and treatment of injuries in children, making effective analgesia imperative. Intranasal (IN) diamorphine is a safe and acceptable method of administering opiates to children in the emergency department1.  Integrated care pathways have been shown to promote safe use of IN diamorphine2.  Such a document was introduced in the emergency department at the Royal Belfast Hospital for Sick Children following a previous audit.  This re-audit aimed to assess the use of this proforma and its impact.  


Methods
All children who received IN diamorphine in October 2014 in the children's emergency department were identified using the controlled drug record.  Their notes were retrospectively reviewed via the Symphony system.  25 patients were identified.  1 patient was excluded as the document was illegible.

 

Results
92% of patients had a completed intranasal diamorphine proforma.  The average time from arrival in the department to diamorphine administration was 27 minutes, comparable with 23 minutes in the previous audit.  In all cases where administration was delayed for longer than 60 minutes another form of analgesia was given first.  Recording of initial pain scores had vastly improved after introduction of the proforma (100% compared to 2%). 64% of patients had clinical observations recored within 15 minutes of administration and 68% had observations recorded every 15 minutes for 1 hour.  This was greatly improved compared with the previous audit where 59% of patients had observations recorded within 15 minutes and only 17% had observations every 15 minutes thereafter.    

 

Conclusions
There was good concordance with the care pathway within the department and correct use of it was shown to improve the safe use of opiates.   Completion of care pathways and recording of pain scores is a multidisciplinary responsibility.  Increased awareness of the efficacy of IN diamorphine amongst junior doctors may increase its utilisation. 

1 - Wilson et al 1997. Intranasal diamorphine for paediatric analgesia: Assessment of safety and efficacy.Journal of Accident and emergency medicine. 14:70-72 2 - Gahir and Ransom. 2006. Intranasal diamorphine for paediatric analgesia in the accident and emergency department: lessons learnt from the development, audit and re-audit of an integrated care pathway. International journal of care co-ordination. 10:3 101-105
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QUALITY IMPROVEMENT INITIATIVE - SMS-TEXT REMINDER SYSTEM TO IMPROVE ATTENDANCE RATES AT PAEDIATRIC OUTPATIENT CLINICS

McFeely C, Anadarajan M, Ulster Hospital Belfast

AIMS: Non-attendance at outpatient clinics is a common occurrence and, as well as a source of frustration for clinicians attempting to run an efficient outpatient clinic, cost the NHS in excess of £700million/year, and can put children at risk of preventable health issues.  The aim of this study was to introduce a measure to reduce the rate of non-attendance at paediatric outpatient clinics within a district general hospital1.

METHODS: Data was gathered for the non-attendance / late cancellation rates at general paediatric outpatient clinics for the year 2013.  Following this a text message reminder system was introduced whereby as well as receiving the normal appointment letter, an SMS reminder would also be sent the day before the appointment.  This was dependent on a mobile number being recorded in the admin system.  Data was then collected for the non-attendance / late cancellation rates for 2014.

RESULTS: In 2013-14 12 Consultant paediatric staff were employed within the department.  In 2013 there was a DNA rate of 19% and late cancellation rate of 4% i.e. 1192 appointments missed out of 5086.  In 2014 there was a DNA rate of 17% and late cancellation rate of 3% equating to 1160 appointments missed out of 5660.
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CONCLUSION: Following the introduction of an SMS reminder system the Paediatric department was able to demonstrate an overall reduction in non-attendance rate at outpatient clinic of 3% during the startup year.  This approximates to 170 appointments for the year 2014 and an estimated cost saving of £46,000.  When compared to the cost of sending SMS reminders of £419.80 for 2014 this has resulted in a potential saving of £45,500 in lost outpatient appointments.  SMS reminders have been shown to be a cost effective method of improving attendance rates at outpatient clinics and are comparable to telephone and postcard reminders2. 

REFERENCES

1) G33 Children who Did Not Attend (DNA) Community Paediatric Clinics.  Demographics and Follow Up Outcome.  Clinical Genetics Group / British Society of Dermatology.  

2)Archives Disease in Childhood 2013; 98: A21 doi:10.1136/archdischild-2013-304107.046 Kofoed PE, Hansen LM, Ammentorp J.  Mailed Reminders reduce non-attendance at a paediatric outpatient clinic.  An Intervention Study.  Ugesker Laeger.  2009 April 20; 171)17): 1368 -71
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HOW DO WE ADDRESS THE 25% FAILURE RATE IN THE 6th EDITION 

NEONATAL RESUSCITATION PROGRAM (NRP) ONLINE MCQ EXAMINATION?

Rosina McGovern1, Bernadette Fitzgerald2, C Anthony Ryan1,2. 

Department of Neonatology, Cork University Maternity Hospital1 and 

Department of Paediatrics and Child Health, University College Cork, Ireland2

Background: The 6th Edition NRP (2010) was introduced into Ireland in 2011. Instructor Courses were held to outline the major changes in the NRP. These 6th edition NRP innovations included a new book, online MCQ examination and an emphasis on teamwork i.e. developing the “expert team”.  Instructors were supported by the distribution of the new NRP provider manuals and DVDs and additional teaching videos courtesy of Dr K. Aziz, Chair of the Canadian NRP. 

Aim: The purpose of this study is to describe the current status of the NRP in Ireland. We also wished to shed light on the pass rate in the online examination using reports submitted to NRP, UCC. 

Methods: Demographics on NRP in Ireland were provided by NRP UCC. The online MCQ examination is provided by HealthSteam(USA). Data was collected from the NRP UCC online examination records. NRP UCC requires that all lessons be passed with a score of 80% or greater in order to attend the practical NRP course.
Results: There are currently 94 active NRP instructors in Ireland (80% midwives, 15% doctors and 5% paramedics).  Of the 19 maternity units in Ireland, 16 currently run or participate in 6th Edition NRP courses. Of the 714 candidates who took the online exam for NRP UCC, there were 181 (25.2%) failures. Of those who failed, 62%(114/181) failed once, 9% (17/181) failed twice, and 8% (15/181) failed three or more times. Our experience from direct liaison with the candidates, is that Lesson 3, Use of Resuscitation Devices for Positive-Pressure Ventilation, is the lesson they find the most difficult. 
Conclusion: The 6th Edition NRP is well established in Ireland. The significant online examination failure rate should be addressed through enhanced learner support with better preparation, more examination strategy guidance to the candidate, group or collaborative learning, and direct support from the local NRP instructors.
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PROLONGED JAUNDICE: WHO GETS IT AND WHAT DO WE DO?

CM Moore1, J O'Loughlin2, M Barron1, BC Hayes1
1Department of Paediatrics, Rotunda Hospital, Dublin, Ireland
2Department of Laboratory Medicine, Rotunda Hospital, Dublin , Ireland

Aims: To profile demographics of patients undergoing prolonged jaundice workup in the paediatric outpatients department of a Dublin maternity hospital, and to assess compliance with NICE guidelines in the investigation of prolonged jaundice

Methods: This was a retrospective observational study. The sample was selected using laboratory computer system: all patients who attended the paediatric outpatient department between 14 and 30 days of age who had serum bilirubin measured. A proforma was created to collect relevant data and then anonymised data was analysed in Microsoft Excel.

Results: There were 2700 presentations to the POPD SHO clinic. Of those 56 had bilirubin checked between 14 and 30 days of age and 37 of these were investigated for prolonged jaundice. Mean gestational age at birth was 39 weeks and 4 days (range 34 weeks and 1 day to 41 weeks and 5 days). The median age at investigation was 23 days. 36% of babies were born to Irish or UK parents and 38% to European parents. 28% were born to Asian parents. No babies were exclusively formula fed with70% being exclusively breast fed. Compliance with NICE guidelines on the assessment of prolonged jaundice varied across different aspects of the guideline - overall 57% of patients reached 78% compliance with standards.

Conclusions: Prolonged jaundice assessment accounts for more than one percent of visits to paediatric outpatients. All babies assessed for prolonged jaundice were at least partially breast fed. Compliance with NICE guidelines varied. A standardised proforma may assist in ensuring all recommended investigations for prolonged jaundice are carried out in a busy outpatients clinic.

1: National Institute for Health and Clinical Excellence. Neonatal Jaundice. Clinical Guideline 98, 2010. http://www.nice.org.uk/CG98 2: British Society of Paediatric Gastroenterology, Hepatology and Nutrition. Guidelines for Investigation of Conjugated Hyperbilirubinaemia, 2012 
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ANTI-tTG IN THE PED: WHAT ARE WE DOING AND WHY ARE WE DOING IT?

CM Moore1, F Dunne2, R McNamara1, I Okafor1, S Deiratany1
1Emergency Department, Temple St CUH, Dublin 1, Ireland
2Laboratory Department, Temple St CUH, Dublin 1, Ireland

Aims: To assess quantity of coeliac testing undertaken in the Paediatric Emergency Department (PED), indications for performing test and compliance with NICE and BSPGHAN guidelines. Guidelines suggest a very wide range of symptoms that require testing and conditions that require asymptomatic screening.  

Methods: This was a retrospective observational study. Children who had coeliac testing performed while a PED patient over a 5-year period were identified by the laboratory system. Results of the coeliac test were accessed from the laboratory system and history and examination findings were read from scanned notes on the ED system (Symphony, Ascribe). Anonymised data was analysed in Microsoft Excel.

Results: There were 255,770 PED presentations between January 1st 2010 and December 31st 2014, with 335 coeliac tests requested and 325 results returned. Just over 3% (n=11) of coeliac tests were positive. Over 5% (n=18) of tests were undertaken as screening in initial presentations of children with type one diabetes. The median age of investigation was 6 years and 1 month (range: 3 months to 15 years 10 months). 42% (n=135) presented with abdominal pain, 33.2% (n=108) presented with diarrhoea and 31% (n=100) presented with vomiting. 35% (n=25) of patients with family history noted (n=71) had a family history of coeliac disease or related conditions. Of note, dietary intake was only noted in 23 children (7.1%) and of these 7 (30%) did not consume gluten. Over 82% (n=268) had follow-up arranged after the index presentation, with 32% (n=92) scheduled for the consultant review clinic, 29% (n=72) referred to OPD and 14% (n=37) referred to GP. 17% (n=56) were admitted.

Conclusions: Coeliac testing is undertaken in 0.13% of presentations to the PED.  Over 3% of tests were positive – population based estimates suggest 1% prevalence. It is important to note dietary intake when testing for coeliac disease. 
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DOES A ROLE EXIST FOR ENDOCRINE SCREENING IN CHILDREN PRESENTING WITH SLIPPED UPPER FEMORAL EPIPHYSIS (SUFE)? 

T Moriarty, Condon, F1., 

Paediatrics, University Hospital Limerick, Limerick
1Consultant Orthopaedic Surgeon, University Hospital Limerick
Introduction:
A pre-pubertal male recently presented with a limp to the Emergency Department (ED). Following appropriate imaging he was diagnosed as having slipped upper femoral epiphysis (SUFE) and subsequently underwent surgical fixation under the orthopaedic service. He was noted to be overweight with short stature. He underwent an extensive endocrine screen which demonstrated a low cortisol, leading to a subsequent diagnosis of hypopituitrism.

Aims:
To assess if current practice matches international best practice in relation to endocrine testing in those children presenting with SUFE.

Methods:
A literature review was conducted of available case studies, guidelines, observational studies, RCTs.

Results:
The limited data available would suggest that large scale extensive screening would not be cost effective for those children presenting with SUFE. However, it would seem prudent to perform TFT testing on all children presenting with SUFE. Furthermore, those children presenting with concomitant short stature, bilateral SUFE, or hypogonadism should undergo an extended endocrine work up in order to allow for early detection and treatment of associated endocrine disorders.

Conclusion:
A guideline should be considered in conjunction with the orthopaedic service with a pre and post implementation audit to ensure that those children presenting with SUFE undergo TFT testing and those meeting the criteria of short stature, bilateral SUFE, and/or hypogonadism should undergo additional endocrine screening. 
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ACUTE DYSPNOE IN ACUTE LYMPHOBLASTIC LEUKAEMIA (ALL)

A Case Presentation

T Moriarty, Mahony, M.J1 
Paediatrics, University Hospital Limerick, Dooradoyle, Limerick
1 Consultant Paediatrician, University Hospital Limerick
Introduction:
Pneumocystis pneumonia is a rare cause of pneumonia, particularly among children. While it strongly came to the fore during the 1980s HIV epidemic and remains associated with HIV and AIDS, physicians must be aware of its association amongst all immunosuppressed patients.

PCP has a mortality rate approaching 100% without antibiotic therapy. Rates of PCP vary from 0.2%-53% without prophylactic therapy among the immunosuppressed population, depending on their underlying primary diagnosis. Prophylaxis is better tolerated in children with less side effects.

This is a case of a 6 year old boy who presented with prolonged febrile neutropenia and acute dyspnoea. Despite standard care of Tazocin and gentamicin, he continued to deteriorate and was subsequantly diagnosed with Pneumocystis Pneumonia. He was initially treated with standard anti PCP medication which made little impact and subsequantly required intubation, ventillation and additional antiobiotic medication.

Aims:
We describe a case of pneumocystis pneumonia in an immunosuppressed 6 year old patient with known ALL.

Methods:
A review of available literature was conducted via Pubmed and Medline to ascertain the most up-to-date method of diagnosis, and the current treatment guidelines. We review the clinical and radiological manifestations, lab based testing, and treatement and salvage therapy options available.

Results:
This six year old boy required aggressive and intensive treatment of trimethprim-sulfamethoxazole and high frequency oscllation folloiwng intubaiton. This aggressive treatment yielded a successful outcome. He has since been discharged home and is currently doing well.

Conclusion:
While the diagnosis of PCP remains rare, particularly among the paediatric population, it should remain an important differential among physicians. Those treating this population should be aware of the clinical manifestations, radiological and pathological features along with the treatemnt options available.
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SWEET ON THE OUTSIDE BUT NOT ON THE INSIDE -LIQUITAB INJURIES IN A TERTIARY PAEDIATRIC EMERGENCY DEPARTMENT (PED)

S Mullen, JA Maney, C Casey
1PED, Royal Belfast Hospital for Sick Children (RBSC), Belfast, N. Ireland.

Background and aims: Following the near fatal aspiration of a liquitab in RBHSC, a review of the department’s management of this increasingly common issue was undertaken.

 

The aims of the audit were:

1) Identify the frequency of liquitab injuries

2) Assess the range of injuries caused by liquitabs

 


Methods: The electronic system uses to register and track patients (Symphony) was used to collect the data.

Data was reviewed for the years 2012/2013. Cases were included only if the injury was due to a liquitab.

 

Results:  275 cases were identified from the preliminary search. 40 of these were documented liquitab injuries (15% of non-medicinal ingestions).

Type of injury:

Ingestion - 28/40 (70%) and eye injury – 12/40 (30%). No children had inhalation or skin injury noted.

 

Ingestion
- 17/28 (60%) of these patients presented with vomiting. Treatment was supportive in all cases.

 

Eye injury
-Eye irrigation was carried out 100%

-pH was tested 11/12 cases

-Corneal abrasion was seen in 2 cases

-Ophthalmology were involved in 7 cases (58%)

 

Outcome
-95% (38/40) of children were discharged after observation

-2.5% admitted (1/40) under ophthalmology

-2.5% (1/40) of discharged from triage; described as low risk

-12.5% (5/40) had follow up appointments with ophthalmology the following day

 

Explanation of injury:
Unsupervised play in 37.5% (15/40) with the remainder not documented.

 

Conclusion:The results highlight the difficulties that children can encounter from liquitab injuries.

The colourful nature, "sweet-like" appearance and soft texture of liquitab detergents make them appealing to young children.

A key issue was to improve parental awareness. We have achieved this via a national press release through Rospa,(Royal Society of the Prevention of Accidents), BBC news interviews and national press articles
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EXAMINING NEW PATHOLOGY SEEN WITHIN THE TRISOMY 21 POPULATION ATTENDING THE DEVELOPMENTAL PAEDIATRIC OUTPATIENT CLINIC IN THE NATIONAL CHILDREN'S HOSPITAL

MC Murphy1, D McDonald1
1Department of Paediatrics, National Children's Hospital,Tallaght, Dublin 24, Ireland

Aims:
To examine the nature of new medical concerns arising during clinic reviews of the paediatric Down Syndrome population attending the Developmental Medicine Outpatients in anticipation of establishing a specialist nurse led Trisomy 21 clinic.

Methods:
A fourteen month retrospective review of outpatient clinical notes and GP letters of patients with Down Syndrome attending the clinic.

Results:
53 patients were found. In 37 (69.8%) patients one or more new concerns were noted. These were flagged during history taking (21, or 39.6%), on growth centile assessment (3, or 5.7%), during examination (3, or 5.7%), or on laboratory findings (14, or 26.4%). Following clinic review 16 (30.2%) patients required a new investigation, 11 of which required additional blood tests, and 19 new referrals were made, the majority of which involved establishing links with recommended services for children with Down Syndrome.1

Conclusions:
In this audit of medical surveillance of children with Down Syndrome, no new serious pathology was identified in any of the 53 patients reviewed. The majority of issues arising were expected for this this population. While the medical clinic provides an excellent opportunity to review patients and to ensure recommended surveillance is completed, the experience in this clinic is that serious pathology rarely arises in this routine setting. This supports our plan to develop a nurse led surveillance clinic, which will be delivered by the Down Syndrome liaison nurse in Tallaght (post supported through Trinity and Down Syndrome Ireland). The clinic will run parallel to the consultant led general medical clinic, providing access to the necessary medical support. We believe this will provide consistency for families and improve the opportunity for liaison with a professional dedicated to this patient group.

Hoey, H., Murphy,J., Medical Management of Children and Adolescents with Down syndrome in Ireland - Approved Guidelines, 2001. Updated 2009. Down's Syndrome Medical Interest Group (DSMIG) (UK & Ireland). 
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NEONATAL SULFHAEMOGLOBINAEMIA AND HAEMOLYTIC ANEMIA ASSOCIATED WITH INTESTINAL MORGANELLA MORGANII.

K Murphy1,2,3, C Ryan4, EM Dempsey5,6, PW O' Toole2,3, RP Ross3,7, C Stanton1,3, CA Ryan3,5
1Food Biosciences, Teagasc Food Research Centre, Cork, Ireland
2School of Microbiology, University College Cork, Cork, Ireland
3, Alimentary Pharmabiotic Centre, Cork, Ireland
4Department of Haematology, Mercy University Hospital, Cork, Ireland
5Department of Neonatology, Cork University Maternity Hospital, Cork, Ireland
6Infant Centre, University College Cork, Cork, Ireland
7College of Science, Engineering and Food Science, University College Cork, Cork, Ireland

Aims: Sulfhemoglobinemia is a rare disorder characterised by the presence of sulfhemoglobin in the blood. It is typically drug-induced, and may cause hypoxia and end-organ damage and death through oxygen deprivation. We present here a case of non-drug-induced sulfhemoglobinemia in a seven-day-old preterm infant complicated by haemolytic anaemia.

Methods: To investigate the origin of hydrogen sulphide, faecal samples were collected from the infant throughout the illness and subjected to microbiota compositional analysis. DNA was extracted from fresh faecal samples and sequencing was completed on the Illumina MiSeq platform.

Results: Compositional analysis revealed the presence of Morganella morganii which accounted for 38% of the relative abundance of the total faecal microbiota at the time of diagnosis. M. morganii was not detected in the faecal samples of forty age-matched control pre-term infants. M. morganii is an opportunistic pathogen which can cause serious infection particularly in immunocompromised hosts such as neonates. Strains of M. morganii are capable of producing hydrogen sulphide and virulent factors include the production of a diffusible α-hemolysin. The infant in this case survived intact through empirical oral and intravenous antibiotic therapy, probiotic administration and red blood cell transfusions. This coincided with a reduction in the relative abundance of M. morganii to 3%.

Conclusion: Neonatologists should have a high index of suspicion of intestinal pathogens in cases of non-drug-induced sulfhemoglobinemia and consider empirical treatment of the intestinal microbiota in this potentially lethal condition.

 

Poster No.54

Sub-Specialty & Special Interest Paediatrics
AN INTERESTING CASE OF AN ISOLATED INTRAUTERINE FEMORAL FRACTURE

C MURPHY, J THOMAS, D MOORE, B POWER
Department of Paediatrics, Letterkenny General Hospital, Letterkenny, Co. Donegal

Background

Intrauterine femoral fractures are rare findings on antenatal ultrasound. The differential diagnosis includes skeletal dysplasia such as osteogenesis imperfecta or campomelic dysplasia, congenital short femur and maternal trauma. 

Case Report

We report the case of an apparent right femoral fracture detected at 20 weeks gestation by routine antenatal ultrasound. There was no history of maternal trauma and no family history of skeletal dysplasia. Serial ultrasounds showed an angulation and shortening of the right femur with no other anomalies found. Delivery of the infant was by emergency caesarean section at our institution at 36+5 weeks gestation and this was uneventful. There was an obvious deformity and shortening of the right femur. However the infant was otherwise normal and had no other features suggestive of osteogenesis imperfecta. A skeletal survey showed a shortening and lateral bowing of the right femur with cortical thickening of the right femur medially and a linear lucency suggestive of a fracture. The survey was otherwise normal. Baseline laboratory investigations were normal. Follow up radiographs showed no significant change in the right femur. The infant was reviewed by a Paediatric Orthopaedic Specialist who made a diagnosis of Proximal Femoral Focal Dysplasia. 

Discussion

Proximal Femoral Focal Deficiency (PFFD) is a rare disorder which occurs in 1 in 50,000 to 1 in 200,000 live births. The features of PFFD include leg length discrepancies, malrotation, proximal joint instability and inadequacy of the proximal musculature. The affected limb is shortened, flexed, abducted and externally rotated. PFFD is commonly associated with fibular deficiencies and valgus deformity of the feet. Treatment options include limb lengthening or amputation and fitting of a prosthesis. A decision about the most appropriate treatment for each child is usually made when the child is over three years.
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Audit of the neonatal thyroid function tests performed at Letterkenny General Hospital

C Murphy, A Khan, M Thomas

Department of Paediatrics, Letterkenny General Hospital, Letterkenny, Co. Donegal

Aims

Our goal was to assess whether current recommendations regarding screening for neonatal thyroid disease were carried out at our institution. We also hoped to establish how many of these thyroid function tests (TFTs) were abnormal and of those neonates who required thyroid hormone replacement, how many were identified by the Neonatal Bloodspot Screening. 

Method

The laboratory system was interrogated to identify all neonates who had TFTs performed during the twelve month period between January and December 2014. The medical notes of these infants were reviewed to identify the indication for the TFTs, whether treatment was commenced and whether the abnormality was detected on the Bloodspot screening. This data was input into Excel and analysed. 

Results

32 neonates had TFTs performed at Letterkenny General Hospital during this period.  The indications were as follows- maternal thyroid disease( 19), abnormal blood spot screening(2), constipation (2), jaundice (5), tachycardia (2), failure to thrive (1), unknown (1). Only two neonates required thyroid hormone replacement and both were identified on the Neonatal Bloodspot screening test. 18 of the cases of maternal thyroid disease were maternal hypothyroidism and in none of these cases was the maternal antibody status known. 

Conclusion

During this period all neonates requiring thyroid hormone treatment were identified by the Bloodspot Screening.  Additional screening of infants of mothers with thyroid disease did not detect any additional infants requiring treatment. It was interesting that none of the maternal antibody status was known and this may be an area we could improve on to avoid unnecessary neonatal TFTs. 
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CONGENITAL MACRODACTLYLY: A CASE REPORT

GM Murray1, A Nasr1, MB O’Neill1, HK Stokes1

Dept of Paediatrics, Mayo General Hospital

A term male infant was noted, on day one of life, to havean abnormally large 4th digit.  There was  significant enlargement of both bone and surrounding soft tissue, with normal movement at metacarophalangeal and proximal interphalangeal joints, but reduced movement of distal interphalangeal joint.  The nail of the affected digit was present but was noted to be flattened in comparison with other nails.  Skin creases in the palm were normal.  The infant had no dysmorphic features, and general physical examination was unremarkable.  There was no history of maternal exposure to drugs or toxins in pregnancy.  Family history was non-contributory.  Plain Xray of the affected hand showed no bony abnormalities apart from generalised enlargement of the phalanges. Renal and cranial ultrasound imaging scans were normal.

CongenitalMacrodactyly is a rare condition, more commonly affecting the upper limb(1).  It is more commonly unilateral, and single digit involvement, as in this case is rare.  The condition may be static, with linear growth of the digit from birth, or it may worsen over time (progressive).  Those with the progressive form often have a normal digit at birth and an increased postnatal growth rate of the affected digit(2).  Growth of the digit usually ceases around puberty (3)  The pathophysiology includes increased blood or nerve supply, or lack of inhibitory growth hormone.  It is usually an isolated abnormality, but may be associated with more general overgrowth syndromes(1,2) such as Beckwith Weidermann, Proteus syndrome, or Klippel-Trenaunay.  The progressive form may be a feature of neurofibromatosis.  Pain, fine motor movement deficit and anxiety about cosmetic appearance are recognised complications. Management options include surgical procedures such as surgical interruption of the growth plates, or debulking, but frequently amputation is needed.
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Figure 1: Dorsal view of infant’s hand
Figure 2: Palmar view of infant’s hand
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ANASARCA AND ANAEMIA IN A TODDLER
A Case Report & Literature Review
MK Pathan, Helen Deeny, Amin Hussein, Michael Mahony
Department of Paediatrics, University Hospital Limerick, Limerick, Ireland
Aims:
Anasarca is defined as “extreme generalized edema, characterized by widespread swelling of the skin due to effusion of fluid into the extracellular space”1. Iron deficiency anaemia (IDA) is defined as, “decrease in amount of RBC or Hb in the blood due to not enough iron”2. Our aim is to report on a 15mo old child with severe iron deficiency anaemia and anasarca and to ascertain from the literature if there was any association between these clinical entities.  
Methods:
We report the clinical history, physical examination findings and results of lab investigations, in addition to clinical outcome following treatment of this 15mo old child. A literature review on the association between anaemia and anasarca in children was conducted.   
Results: 
A 15month old child was referred to the Paediatric A+E Department with peri-orbital, tibial and abdominal oedema. The child was also noticed to be very pale. Both symptoms were present intermittently for a month. The Hb was 4.7 and Albumin was 16. Urine protein + creatinine and its corresponding ratio was normal. WBC was elevated, with lymphocytosis and a raised platelet count. A blood film showed hypochromic microcytic red cells with anisocytosis, pokilocytosis and poychromasia. A final diagnosis of IDA with associated protein losing enteropathy was made. Treatment with blood transfusion and iron was given. The child was discharged after her swelling and pallor subsided. 
Conclusion:
Iron deficiency anaemia is a common problem encountered in tertiary paediatrics. Protein losing enteropathy along with anaemia isn’t so common. IDA can certainly lead to hypoalbuminemia and anasarca as seen in our patient along with 2 other case reports we found in the literature. It is vital that we educate parents of how to prevent IDA with emphasis of including iron-rich foods in their child’s diet, so as to prevent severe complications of IDA such as protein losing enteropathy. 
References:
1. http://en.wikipedia.org/wiki/Anasarca 
2. http://en.wikipedia.org/wiki/Iron-deficiency_anemia 
3. Vogelaar JL, Loar RW, Bram RJ, Fischer PR, Kaushik R “Anasarca, Hypoalbuminemia, and
Anemia: What is the correlation?” Mayo Clinic, Rochester, MN. 

4. Salstrom JL, Kent M, Liang X, Wang M “Toddlers with anasarca and severe anemia: a lesson in preventitive medicine” Department of Pediatric Hematology, Oncology, and Bone Marrow Transplantation, University of Colorado School of Medicine, Aurora, Colorado, USA.
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AN UNEXPECTED CAUSE OF AUTISM IN A 6YO BOY
MK Pathan1, E O'Mahony1, AM Murphy1
1Department of Paediatrics, University Hospital Limerick, Limerick, Ireland

Aims:
Klinefelter Syndrome is a common chromosomal disorder. The karyotype is 47,XXY and majority of the cases are caused by non-disjunction. At puberty, boys with KS develop hypergonadotrophic hypogonadism with decreased testosterone production. Physically, they are tall and can develop feminine body build. Our aim is to report on a 6yo boy who was referred to a general Paediatrics clinic with autistic type behaviour, social awkwardness, speech and language delay, the ultimate diagnosis which was Klinefelter Syndrome. 

Methods:
We report the clinical history, physical examination findings and results of lab testing on this 6yo boy

Results: 
This is a 6yo boy who was referred to Paediatrics by early intervention team. The child was reported to have low muscle tone, excessively shy behaviour, limited diet, nocturnal enuresis and chronic constipation. There is no other significant family history, although the mother reports anxiety and depression among extended family members and an uncle who had unexplained cerebral palsy who died at the age of 22. The child then had chromosome testing, array metabolic screen and other general bloods. These results revealed Klinefelter Syndrome. 

Conclusion:
Karyotype should be performed on all children with autistic features and speech and language delay.

Oxford Handbook of Paediatrics, 2e
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PATIENT IDENTIFICATION BANDS AUDIT

MH Pervez1, BJ Jamal1, RK Rizwan1
1Paediatrics, Kerry General Hospital, Tralee, Ireland

AIMS:  to ensure that every patient being admitted in the hospital carries a proper ID band.

to verify the details on the ID band were correct.

 

METHODS: 

patients admitted under pediatrics department were used for sampling.

 

Total no. of 50 (n) patients were included in study.

 

Convenient sampling was used from 24-10-14 to 16-12-14 prospectively

 

Data source: patients files and wrist bands.

RESULTS:
          * 37 patients out of 50 had their ID bands (74%)

          * 10 patients had no ID bands at all. (20%)

          * 3 patients were given ID bands but it was torn off by patients and no new ID band was given (6%)

All those patients (n=37) with ID band had correct details on their bands.

 

 

CONCLUSION:
The data shows that there is still room for improvement in adhering to the guidelines for patients’ unique ID bands.
About 20 percent of the patients had no ID bands with them.

This shows that out of every 10 patients being admitted, 2 of them have no ID bands.

 

RECOMMENDATIONS:
 

Nursing/midwifery staff to apply ID band to every in-patient and verify its details and to make sure on every shift that correct ID band has been appropriately applied.


Medical staff, allied health professionals, nursing and midwifery staff, attendants, porters are responsible to ensure that patients’ ID band is replaced immediately if it is torn or removed.

The guidelines used in this audit were “HSE Patient Identification Policy and Procedure”.
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BOERHAAVE’S SYNDROME IN CHILDREN: A CASE REPORT AND REVIEW OF THE LITERATURE
RF Power1, P Ihidero1, AM Murphy1
1Dept. of Paediatrics, University Hospital Limerick, Limerick, Ireland

Aim:
The complete atraumatic rupture of an intact oesophageal wall had been described first by Boerhaave in 1724. Although extremely rare in children, it can result in mediastinitis, sepsis, and death. To highlight the importance of early recognition and management of spontaneous oesophageal rupture in children, we report a case of a previously well 4 year old girl with Boerhaave’s syndrome.

Methods: 
The clinical data and radiological records of our index case were reviewed.

Results: 
Our index case presented to the emergency department with respiratory distress and rapidly enlarging neck swelling. She had been coryzal, with a mild cough, for two days prior to presentation. On her assessment, she was grunting, with oxygen saturations of 92%, marked recessions and tracheal tug, and reduced air entry bilaterally. Visible on her neck was bilateral subcutaneous emphysema.

CT neck and thorax revealed extensive soft tissue emphysema of the neck bilaterally and the anterior chest wall, with marked mediastinal emphysema, extending into the pleural spaces causing bilateral pneumothoraces. There was patchy infiltrates in the medial segment of the right mid-lobe. Following resuscitation in the ED, she was transferred to PICU of a tertiary referral centre.

Microlaryngoscopy and bronchoscopy was unremarkable.  GI endoscopy showed small mucosal erosion with bubbling at the upper 1/3 of the oesophagus. An NG tube was passed under direct vision. She showed a marked improvement on antibiotics and NG feeds. A water-soluble contrast performed 9 days later confirmed no leakage or stricture. She was discharged on omeprazole for two months and is now tolerating a normal diet with no dysphagia or vomiting.

Conclusion:
This is a dramatic case of a young child with an extremely rare cause for respiratory distress, Boerhaave’s syndrome. Managed conservatively, she has made a full recovery. 
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EARLY CONTINUOUS MULTICHANNEL EEG IN A CASE OF MOLYBDENUM COFACTOR DEFICIENCY

CM Power1, CE Ahearne 2, N Mc Sweeney1, BP Murphy3, GB Boylan2
1Department of Paediatrics, Cork University Hospital, Cork, Ireland
2Irish Centre for Fetal and Neonatal Translational Research, University College Cork, Cork, Ireland
3Department of Neonatology, Cork University Maternity Hospital, Cork, Ireland

Aims:

To describe early continuous multichannel EEG in a case of Molybdenum Cofactor Deficiency (MOCOD).


Methods:

Term female infant presented with axial hypotonia, poor feeding and abnormal movements suspicious for seizures on day one of life. She displayed eye deviation, extensor posturing of the upper limbs, facial grimacing and an exaggerated startle.  She demonstrated episodes of irritability, hiccoughing and back arching alternating with periods of unresponsiveness. Continuous multichannel EEG was commenced at 16 hours of life and continued for 6 days. The infant underwent metabolic and genetic testing to determine the diagnosis. 

Results:

Low plasma urate and creatinine were detected. Serum amino acid profile revealed low cysteine and undetectable homocysteine. These findings along with urinary organic acids showing a large peak of sulphocysteine and taurine suggested the diagnosis of MOCOD. This was confirmed on genetic testing as homozygosity for a novel c461C>A mutation of the MOCS2 (molybdenum cofactor synthesis 2) gene.

This infant’s EEG demonstrated marked background asynchrony and asymmetry from the outset with periods of discontinuity. It showed right sided frontal suppression and sharp waves along with reduced amplitude on the left. These atypical changes were potentially suggestive of an underlying metabolic cause. The finding of distinct asynchrony and asymmetry during quiet sleep only was not apparent on amplitude-integrated EEG and may be particular to this condition. MRI brain showed cystic changes in the frontal lobes, a large area of cortical oedema in the left parietal lobe with restricted diffusion and T1 hyperintensity in the basal ganglia. 


Conclusion:

This is the first known reported description of multichannel EEG in the neonate with MOSC2 mutation. Amplitude-integrated EEG has been described. Cyclic pyranopterin monophosphate (cPMP) has been used experimentally with success in MOSC1 mutation but no treatment exists for MOSC2 mutations. This report enhances knowledge of the neurological progression of infants with MOSC2 mutations and may contribute to the search for interventions.

1.Sie SD, de Jonge RC, Blom HJ, Mulder MF, Reiss J, Vermeulen RJ, et al. Chronological changes of the amplitude-integrated EEG in a neonate with molybdenum cofactor deficiency. Journal of inherited metabolic disease. 2010;33 Suppl 3:S401-7. 2.Hitzert MM, Bos AF, Bergman KA, Veldman A, Schwarz G, Santamaria-Araujo JA, et al. Favorable outcome in a newborn with molybdenum cofactor type A deficiency treated with cPMP. Pediatrics. 2012;130(4):e1005-10. ￼ 
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ADHERANCE TO THE PRIMARY IMMUNISATION SCHEDULE IN PRETERM VERSUS TERM INFANTS

CM Power1, PM Filan1, FM Ryan2, S Mulcair3
1Department of Neonatology, Cork University Maternity Hospital, Cork, Ireland
2Department of Public Health, St. Finbarrs Hospital, HSE - South, Cork, Ireland
3Department of Paediatrics, Cork University Hospital, Cork, Ireland

Preterm infants are more susceptible to infection, including vaccine preventable diseases. A delay in immunisation may adversely affect their health1. Vaccinating preterm infants according to their chronological age, not their corrected gestational age, is recommended. Despite this, previous studies have demonstrated delays in the administration of immunisations to preterm infant groups2.

This retrospective case-control study measures timing of 2, 4, 6, 12 and 13 month immunisations in preterm infants (≤32 weeks gestation), compared to term infants (≥37 weeks gestation).

Preterm infants born in Cork University Maternity Hospital from January 2012 onwards were included and matched with the next born term infant.

The HSE South immunisation database was accessed to record timing of immunisations. Infants immunised within one month of the recommended date were considered to be immunised on time. 

Data was collected on 95 preterm infants and 92 matched term infants. 

At the time of data collection, 85 preterm infants received their 2 month immunisations on time versus 84 term infants. 69 preterm and 67 term infants received their 4 month immunisations on time. 58 preterm and 51 term infants received their 6 month immunisations on time. 52 preterm and 44 term infants received their 12 month vaccines on time. Only 18 preterm and 25 term infants received their 13 month immunisations on time.

94% of preterm infants had completed 2, 4 and 6 month vaccines compared to 90% of term infants. 56% of preterm infants had completed all immunisations to 13 months compared to 64% of term infants. 


Timing of 2, 4 and 6 month immunizations are largely compliant with the recommended schedule in the preterm group. There was no significant difference between preterm and terms groups in adherence to the recommended immunisation schedule. Vaccine adherence could be improved in both groups for 12 and 13 month immunisations.

1. American Academy of Paediatrics Clinical report. Guidance for the Clinician in Rendering Pediatric Care. Thomas N. Saari, MD, and the Committee on Infectious Diseases. 2. Davis RL, Rubanowice D, Shinefield HR, et al. Immunization Levels Among Premature and Low-Birth-Weight Infants and Risk Factors for Delayed Up-to-Date Immunization Status. JAMA.1999;282(6):547-553. 
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ANALYSIS OF THE PAEDIATRIC AND NEONATAL TRANSFER OF CRITICALLY ILL CHILDREN FROM MRH, PORTLAOISE (MRHP) IN 2013
F Rahman, AF Abdul Hamid, P Gallagher, R Gul, E Daly, J McBrien
1Paediatric Department, Midland Regional Hospital Portlaoise, Portlaoise, Ireland

AIMS:
To determine the volume and procedures involved during transfer of critically ill children and neonates in MRHP.

METHODS:
Data of children under age 15 years who were critically ill and transferred to tertiary care centres during 2013 was gathered through HIPE. We took a definition of critically ill to mean children who required both a senior paediatric/anaesthetic doctor and nurse during the transfer. Clinical charts were reviewed and quantitative analysis of data using hospital records was done. Quality of documentation before and during transfer was reviewed.

RESULTS:

A total of 70 patients were transferred. 8 didn’t meet the inclusion criteria and 17 patient charts couldn’t be retrieved. Out of 45 patients 8 were surgical and 37 medical. 19 were transferred from 9am to 5pm, 16 after 5pm. Time of transfer not available in 10.

Among 28 children > 2 weeks age transferred, 17 required resuscitation, 8 were ventilated, 18 were transferred to PICU, 7 in HDU, 4 in Surgery. Ventilated children required additional support of anesthetist during transfer. 10 patient charts had no documentation of who travelled during transfer.

17 neonates (< 2 weeks) were transferred out of which 4 were by neonatal transport team. 10 babies required resuscitation prior to transfer and 7 were ventilated. 13 were transferred to NICU.


The time for transfer varied from 100-180 minutes.
We faced difficulties in data retrieval.


CONCLUSIONS:
There was a high volume of critically ill children and neonates transferred in 2013. 50-80 such transfers are required yearly from MRHP.

Data loss limits our auditing and governance of the transfers. Data retrieval would be improved by instituting an IT system for Discharge/Transfer with disease coding.
The Paediatric Retrieval Service needs to continue expansion.
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ALL THAT CRIES MAY NOT BE COLIC…

N Reidy, Z Yusuf, S Durnin, L Gibson
1Paediatrics, Cork University Hospital, Cork, Ireland

Introduction:

Infantile colic affects approximately 5-19% of babies.1 Despite much research, the causes of excessive crying in babies remain poorly understood. Several studies have shown that a medical cause for colic is found in only about 5% of children.2
Aim:

To report a case of an infant presenting with excessive crying, who was subsequently diagnosed with gastro-oesophageal reflux, infantile spasms and an anal fissure.

Case Report:

A male infant delivered at 36+4 weeks to a 33-year-old primigravida with a normal neurological exam at discharge from the maternity hospital.

He was extremely distressed from birth, with parental reports of incessant crying up to 18 hours each day. A right inguinal hernia was repaired at 8/52, but failed to ameliorate symptoms. He had multiple presentations to the Paediatric Day Ward and was diagnosed with gastrooesophageal reflux disease. He was trialled on several different formulas, with no improvement.

He was noted to have increased peripheral tone and global developmental delay at 18 weeks old and was admitted. An MRI brain was normal. He became increasingly distressed during bowel movements and a subsequent examination under anaesthesia demonstrated a posterior anal fissure. During this admission, he had some episodes of symmetrical rhythmical flexor spasms of all 4 limbs lasting several minutes, resembling infantile spasms. An EEG confirmed hypsarrhythmia.

He was commenced on vigabatrin, which was uptitrated according to EEGs and clinical response. A repeat EEG still demonstrated high amplitude slow wave activity with multifocal sharp waves. He was commenced on high dose prednisolone and pyridoxine. Metabolic testing was performed, with results awaited.

Conclusions:

Colic should be a diagnosis of exclusion after thorough history and examination – it is important to keep in mind that there may possibly be multiple causative pathologies. Prompt detection, referral, and multidisciplinary treatment of infantile spasms are imperative for optimal outcomes.

1. Infant colic-a baby's migraine? Gelfand AA. Cephalalgia. 2015 Mar 2. pii: 0333102415576224. [Epub ahead of print] 2. Systematic review of the occurrence of infantile colic in the community. Lucassen PL, Assendelft WJ, van Eijk JT, et al. Arch Dis Child 2001; 84: 398–403. 
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A CASE OF COW’S MILK PROTEIN ALLERGY PRESENTING WITH FEATURES OF PYLORIC STENOSIS
N Reidy, L Glynn, J O'B Hourihane
1Department of Paediatrics, Cork University Hospital, Cork, Ireland

Introduction:
Pyloric stenosis is classically seen in the 3-week to 3-month age group, presenting with postprandial non-bilious projectile vomiting, and characteristically associated with hypochloremia, hypokalemia, and alkalosis.1
Aim:
To report a case of a 10 day old infant presenting with projectile vomiting, a rash, and hypochloraemic, hypokalaemic metabolic alkalosis, subsequently diagnosed with Cow’s Milk Protein Allergy

Case Report:
A male infant delivered at 40 weeks, weighing 3250g, admitted to the Special Care Baby Unit for observation on day 1 of life with vomiting and jaundice. He was discharged home with a normal examination after tolerating formula feeds with no concern.

He presented to hospital at 10 days old with projectile non-bilious vomiting from birth, occurring after feeds. He also had a blanching maculopapular rash across his limbs and face. His abdomen was soft and free of palpable masses. He was suspected to have pyloric stenosis, reinforced by blood gas results demonstrating a hypochloraemic hypokalaemic metabolic alkalosis. He had an abdominal ultrasound, which was negative for pyloric stenosis.

He was noticed to have accentuation of his rash shortly after feeding, which was erythematous, maculopapular, and distributed across his lower abdomen and legs. The rash appeared urticarial in nature, and so he was trialled on an amino acid-based formula.

After one day on this formula, the infant’s vomiting settled, his rash disappeared, and a repeat blood gas showed complete resolution of the metabolic alkalosis, with normalisation of chloride and potassium. Specific IgE for milk protein was measured and levels found to be elevated for the infant’s age.

Conclusions:

It is important to consider that projectile nonbilious vomiting in this age group does not always equal pyloric stenosis.2 In this child, the finding of vomiting and urticarial rash temporally associated with formula feeds, and improving with elimination of cow’s milk protein supports a diagnosis of food hypersensitivity. 

1. Foveolar hyperplasia secondary to cow's milk protein hypersensitivity presenting with clinical features of pyloric stenosis. Journal of Pediatric Surgery 2004; 39(1), pp.E29-E31. 2. Infantile hypertrophic pyloric stenosis and cow's milk intolerance. Davanzo R, Perini R, Ventura A, Guastalla P. Pediatr Med Chir. 1987 Jan-Feb; 9(1):77-80. 
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LISSENCEPHALY: EXPERIENCE IN A GENERAL HOSPITAL

AM Ryan, H Stokes, GP Fox, M O'Neill
1Paediatrics, Mayo General Hospital, Castlebar, Ireland

 

Lissencephaly is a rare condition, the prevalence of which is undescribed. We report on our experience with three affected patients in a peripheral general hospital. We describe the multidisciplinary involvement needed in the management of these complex patients.

The three patients consist of P, a 12-year old boy, T, a 3 year old boy and E, a 2-year old girl. P was diagnosed shortly after birth. He has many complex issues including global developmental delay, refractory seizures requiring frequent buccal Midazolam and scoliosis. He is fed via a jejenostomy tube and needs a wheelchair for ambulation. His social circumstances are challenging in that he is the eldest of seven children, the other six of whom are under the age of 8 years. His dad is his full-time carer. He has had multiple admissions with refractory seizures, PEG tube related problems and aspiration pneumonias.

T is a 3-year old boy who was diagnosed when he presented with seizures are 4.5 months of age. He was diagnosed with infantile spasms, lissencephaly (LIS1 gene confirmed on genetic testing) and visual impairment. His main issues are that he suffers from refractory seizures and recurrent lower respiratory tract infections. He suffers from prolonged apnoeas with sleep and is on supplementary oxygen overnight.

E is a 2-year old girl who has lissencephaly arising from Miller-Dieker syndrome. Her main issues are seizure disorder, hypersalivation, recurrent aspiration and stridor with possible tracheomalacia. There are parental concerns regarding deterioration in her condition and issues regarding allaying of those concerns. She is awaiting review in a tertiary centre to outrule any possible airway issues and as there is a history of cyanotic episodes at night.
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PROSPECTIVE EVOLUTION OF THE NEONATAL MICROBIOTA FROM BIRTH SUPPORTS THE THEORY OF ANTENATAL ORIGINS OF INFANTILE COLIC
N Ryan2, K Murphy3,4,5, C Hill4,5, C Stanton3,4,5, P Ross4,5, PW O' Toole4,5, G Dempsey1,2, S O Mahony6, CA Ryan1,2
1Department of Neonatology, Cork University Maternity Hospital, Cork, Ireland
2Department of Paediatrics and Child Health, University College Cork, Cork, Ireland
3Food Biosciences, Teagasc Food Research Centre, Fermoy, Cork, Ireland
4School of Microbiology, University College Cork, Cork, Ireland
5Alimentary Pharmabiotic Centre, University College Cork, Cork, Ireland
6Department of Anatomy and Neuroscience,University College Cork, Ireland

Background
Colic is one of the primary reasons that medical advice is sought in the first two to four months of life. Babies with colic may have a specific microbial signature distinct from that of healthy non-colic babies.  

 

Aim
To assess the intestinal microbiota of infants stool with colic and compare them to a non-colic group at week one, four and eight of life.

 

Method
DNA was extracted from stool samples at weeks 1, 4 and 8 of life from six INFANTMET subjects with colic and six age matched controls. 16s rRNA bacterial gene amplicons were generated for pyrosequencing analysis on the Illumina MiSeq platform.

 

Results
At week one, Streptococcus and Parabacteroides had higher relative abundance in colic infants (p = 0.049, p = 0.05). At week four, Clostridium IV had higher relative abundance in the control group (p = 0.049) and at week eight, Veillonella had higher relative abundance in the control group (p = 0.05). There was an overall reduction in mean abundance of microbial diversity at week one in colic infants relative to non-colic infants. Microbial diversity gradually increased over the subsequent weeks, beginning to stabilise by eight weeks. 

 

Conclusion
There are distinct and identifiable differences between the intestinal microbiota of colic and non-colic infants from birth, supporting the hypothesis that pregnancy related factors may have an influence on the emergence of infantile colic, through an altered neonatal microbiota.
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CASE SERIES OF CHARCOT-MARIE-TOOTH DISEASE IN PARENT WITH SIBLINGS 
Javaid Saeed, Anne-Marie Murphy, Elizabeth O’Mahony

1paediatric, UHL, LIMERICK, IRELAND

Background 
Charcot-Marie-Tooth disease (hereditary Motor &Sensory Neuropathy)

group of disorders with mainly: 

AD inheritance

Distal weakness and atrophy

Clumsiness and loss of fine motor control

Later sensory distribution with pin and needle in a glove and stocking distribution

Aims
The aim is to report a father and his 2 sons who have a PMP22 duplication at 17 p11.2 causing CMT1A

 

Methods
We report the clinical history, examination, finding of results of laboratory investigation on a 7 year old boy and his 4 Y old brother and their father, all of them have Charcot-Marie-Tooth disease

 

Results
A toddler was referred to a general pediatric clinic because his mother had noticed inverting of both feet. He subsequently exhibited excessive f with on examination had evidence of foot deformity. His mother reported that his father had similar problem which persisted with worsened in adult hood and she also had concerned regarding her older son.

All 3 have the PMP22 duplication at 17 P 11 .2

 

 

Conclusion
This diagnosis should be considered in children presenting with in towing   if there is a family history
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CASE SERIES OF  MC ARDLE’S DISEASE (GLYCOGEN STORAGE DISEASE TYPE V)

Javaid Saeed, Anne-Marie Murphy,  Elizabeth O’Mahony,  Irfan Ahmad
Limerick University Hospital

Backround 
Mc Ardle’s Disease: Glycogen storage disease type V and the most common type of glycogen storage disease. Autosomal recessive disorder caused by mutations in the gene that encodes myophosphorylase , an enzyme that is essential for glycogenolysis. 

Exercise intolerance usually develops during childhood, along with pain, cramps, and fatigue in exercised muscle. In rare cases, McArdle disease is so severe it causes congenital weakness and progressive respiratory failure

Aims
The aim is to report 2 cases of Mc Ardle’s Disease

 

Methods
We report the clinical history, examination, finding of results of laboratory investigation on 2 unrelated children with Mc Ardle’s Disease

 

Results
Presented with muscle cramps

Easy fatigability

Exercise intolerance

 

 

Conclusion
Mc Ardle’s Disease   should be considered as a differential diagnosis in children presenting with muscle cramps easy fatigability   and exercise intolerance 

Poster No.72 - Neonatal
PROPHYLACTIC ENTERAL IRON IN PREMATURE NEONATES: SHOULD THERE BE A CONSENSUS GUIDELINE?
M Sayers, 1Paediatrics and Child Health, Ulster Hospital Dundonald, Belfast , United Kingdom

Aims:   Iron deficiency is a common problem in premature neonates1, but there are no agreed national guidelines on when to commence prophylactic enteral iron, dosage and relationship to feed type. There are no guidelines on whether to withhold iron supplementation following blood transfusion, and if so for how long. This audit investigates current practice in the tertiary neonatal units in Northern Ireland. 

Methods:         Four tertiary neonatal units were contacted by telephone, and a structured questionnaire was conducted with senior doctor working in the neonatal unit. This asked if there was a policy on when to commence iron, at what dose and relationship to feeding. It also asked if there was a policy on stopping iron following blood transfusion. Practice was compared between units.

Results:

	Hospital
	Ulster
	Antrim
	Craigavon
	Atnagelvin

	When to commence Iron

	Policy?
	No policy
	Unit Consensus
	No policy
	Unit Consensus

	Age
	N/A
	<35 weeks GA
 
	N/A
	4 weeks chronological
Generally ≤32w GA

	Feed
	 
	Full enteral feeds
	 
	Full enteral feeds

	Dose
	 
	As per BNF
	 
	As per BNF

	Whether to hold following blood transfusion

	Policy
	No policy
	No policy
	Consensus
	Consensus

	Practice
	N/A
	N/A
	Hold for 14 days
	Continue


There were no known guidelines for any of the questions in the questionnaire. Two units had a consensus practice on when to commence iron, and the decision in the other units was based on consultant discretion. Two units had consensus practice on when to hold iron following a blood transfusion, but practice was inconsistent between the units.

Conclusion:     Without agreed guidelines practice is variable between neonatal units, and it can be difficult to compare outcomes. Following presentation of this audit, a consensus opinion was adopted for use in the Ulster Neonatal Unit. Through discussion at local neonatal networks an agreed regional guideline should be adopted.
	Hospital
	Ulster
	Antrim
	Craigavon
	Atnagelvin

	When to commence Iron

	Policy?
	No policy
	Unit Consensus
	No policy
	Unit Consensus

	Age
	N/A
	<35 weeks GA
 
	N/A
	4 weeks chronological
Generally ≤32w GA

	Feed
	 
	Full enteral feeds
	 
	Full enteral feeds

	Dose
	 
	As per BNF
	 
	As per BNF

	Whether to hold following blood transfusion

	Policy
	No policy
	No policy
	Consensus
	Consensus

	Practice
	N/A
	N/A
	Hold for 14 days
	Continue


1) Raghavendra R, Georgieff M. Iron Therapy For Preterm Neonates. Clin Perinatol 2009 Mar; 36(1): 27–42.
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AUDIT OF NEONATAL OUTCOME IN TERM AND NEAR-TERM NEONATES DELIVERED BY ELECTIVE CAESAREAN SECTION.
O Shekoni1, ON Oketah1, T Stack1, J Kelleher1,2
1Paediatrics, University Maternity Hospital, Limerick, Limerick, Ireland
2Paediatrics, Coombe Women & Infants University Hospital , Dublin, Ireland

Background: Elective caesarean sections done between 37 weeks and 39 weeks gestational age have been shown to be associated with increase in NICU admissions and increased risk of respiratory complications (respiratory distress syndrome, transient tachypnea of the newborn).

Aim: To assess the respiratory morbidity in newborns born by elective caesarean section between 34+6 and 38+6 weeks gestational age and to assess the extent of compliance with the Royal college of Obstetricians and Gynaecologists (Green top guidelines No 7, 2010)

Methods: This was a prospective audit done from August 2014 to November 2014. We manually collected the list of all women who had an elective caesarean section from the theatre and labour ward. We reviewed the maternal notes for the following: the gestational age, if the mother received steroids anytime during the pregnancy, the reason for the elective caesarean section, if the baby was admitted to the neonatal ICU and the neonatal outcome (respiratory distress or TTN). Data was stored in the hospital computers password protected.

Results: We reviewed 147 charts. A few charts weren’t found. 40% of ELCS were carried out before 39 weeks GA (n=59) and 60% were done after 39 weeks gestation (n=88). 30 out of 59 babies (50%) <39 weeks GA received steroids and 29/59 babies(50%) <39 weeks did not receive steroids. 11 out of those <39 weeks GA had TTN and 5 out of the 11 with TTN (<39 weeks) were 38 to 38+6 GA.

Conclusion: Elective caesarean section performed less than 39 weeks gestational age is associated with respiratory morbidity in new born. There was 50% compliance rate with the Royal college of Obstetricians and Gynaecologists guidelines.
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THE CRYING SIGN: THE WINKING UMBILICAL CORD

A Smith1, D Healy1, CA Ryan1, EM Dempsey1
1Neonatology, Cork University Maternity Hospital, Cork, Ireland

A preterm baby girl born by spontaneous vaginal delivery at 34/40 gestation, weighing 2630g was noted initially to have a relatively large umbilical cord stump. Antenatally, no foetal anomalies were detected on anatomy scan at 28 weeks. A 32 week ultrasound scan demonstrated mild polyhydramnios and macrosomia. Clinical assessment of the umbilical cord revealed bowel protrusion into her umbilicus as she cried, the ‘winking umbilical cord’ sign. She also demonstrated features of macrosomia, macroglossia, and mild hypotonia, suggesting a clinical diagnosis of Beckwith-Wiedemann syndrome. Following surgical review of the abdominal defect, conservative management was advocated. Cranial, renal and abdominal ultrasound scans were normal and echocardiography revealed mild pulmonary branch stenosis. The umbilicus detached one week post-discharge and a large umbilical hernia persist. Alpha-fetoprotein was initially raised (16502µg/L) but is falling with serial measurement. Genetic analysis confirmed a diagnosis of Beckwith-Wiedemann syndrome.
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Audit on the use of High-Flow Nasal Oxygen in Bronchiolitis at University Hospital Galway
L Stallard1, K McDonnell1, E Moylett1
1Dept of Paediatrics, University Hospital Galway, Galway, Ireland


Aims:  To determine whether HFNO decreases rates of intubation or transfer to a Paediatric ICU (PICU).



Methods: Retrospective chart review of infants < 24-months old with bronchiolitis who commenced on HFNO from September 2013 - September 2014. The Paediatric and ICU bronchiolitis admissions from 2011 – 2014 were also reviewed. 



Results: 115 infants were admitted with bronchiolitis from September 2013 - September 2014, 9 (7.8%) were commenced on HFNO. Those requiring HFNO were younger (mean age: 102 vs. 246 days old), had a higher RSV incidence (78% vs. 30%) and were more likely to receive antibiotics, bronchodilators and nebulised saline. During the study period: 11 infants (9.6%) were admitted to ICU, 6 of these (54.5%) received HFNO prior to ICU admission. One infant (9%) required invasive ventilation. Three infants (27.3%) required transfer to a tertiary PICU. During the 24-month period prior to the use of HFNO; the ICU admission rate for bronchiolitis was 4.3%, with 22.2% (2/9) requiring invasive ventilation and 44.4% (4/9) requiring transfer to a tertiary PICU.



Conclusion: Despite a higher than average rate of ICU admissions during the study period (9.6% vs. 4.3%) there were fewer transfers to tertiary centers (27.3% vs. 44.4%) and decreased need for invasive ventilation (9% vs. 22.2%). Guidelines for commencing HFNO need further development along with ongoing auditing of our ventilation practices in bronchiolitis.
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PYOGENIC LIVER ABSCESS POST-APPENDICECTOMY
K McDonnell, L Stallard, E Moylett
1Dept of Paediatrics, Galway University Hospital

Introduction:   Liver abscess in paediatrics is a rare and serious infectious disease; mortality rate ranges from 2-12% in developed countries. 



Description:   A previously health 9-year old boy presented to the ED with a three day history of fever, anorexia and feeling unwell 10 days post uncomplicated open appendectomy. Physical examination revealed pyrexia, tachycardia, and non-localised abdominal tenderness without guarding. Blood results revealed a raised CRP, WCC and thrombocytosis. Ultrasound abdomen revealed two discrete lesions of mixed echogenicity in the right hepatic lobe; delineated further by CT which revealed a large liver abscess (6cmx6cmx4.5cm) in the right hepatic lobe. Piperacillin/tazobactam and metronidazole followed by percutaneous incision and drainage. Aspirate cultured Streptococcus anginosus group with Aggregatibacter species isolated, sensitive to piperacillin/tazobactam, co-amoxiclav and ceftriaxone. Immune work-up was normal. The patient improved and was discharged on piperacillin/tazobactam via outpatient parenteral antimicrobial therapy and reviewed weekly. He received 4 weeks of IV piperacillin/tazobactam and 2 weeks of oral co-amoxiclav. Follow-up ultrasound at 8 weeks revealed a resolving liver abscess. 



Discussion:   This is a case of a liver abscess in a previously well child. In healthy children; S. anginosus infections are uncommon however complications post purulent appendicitis have been well described.Appendicitis was not identified on post-operative histology. Leakage of pathogens via the portal circulation remains the likely pathogenesis.
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AUDIT OF IMPLEMENTATION OF THE 36 HOUR BLOOD CULTURE RULE FOR STOPPING ANTIBIOTICS

P Stapleton, G O'Mahony, R Cunney
1Clinical Microbiology, Temple Street Childrens University Hospital, Dublin, Ireland

Objective

The “36 hour blood culture rule” was introduced in CUH in May 2014. If a child with suspected sepsis has negative blood cultures after 36 hours and is clinically well with no on-going suspicion of infection, then IV antibiotics should be discontinued. A prospective audit was carried out to assess if the 36 hour rule is implemented in clinical practice and to identify barriers to implementation.

Methods

Prospective review from September to November 2014 of inpatients with negative blood cultures at 36 hours. Inclusion criteria were children age greater than 3 months, with a diagnosis of possible sepsis started on intravenous antibiotics.  Exclusion criteria were age less than 3 months, ICU admission, immunosuppression, on-going clinical suspicion of infection or other significant positive laboratory results. Logistical factors resulting in delayed blood culture results were evaluated over the same period.

Results

Eighty patient’s laboratory results were reviewed and 34 patients were identified as possible suitable candidates for inclusion. On review the majority had either not been commenced on IV antibiotics or else had on-going clinical suspicion of bacterial infection at 36 hours. 14 patients met the eligibility criteria and in 10 of the 14 cases antibiotics were discontinued at 36 hours, giving a compliance rate of 71%. Delays in results were mainly due to delays in transport of blood cultures from ED after 5pm.

Conclusions

The 36 hour rule is adhered to for most patients that meet the relatively strict eligibility criteria. There was no evidence of clinicians applying the older “48 hour rule”. Significant deficits were identified with labelling and timely transport of cultures to the lab; specific measures to address these deficits are suggested. Clinical teams should re-evaluate the patient’s condition if blood cultures are negative and document a decision to either stop or continue with IV antibiotics.
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A QUALITY IMPROVEMENT PROJECT REVIEWING OUTPATIENT CLINIC SERVICE PROVISION IN COMMUNITY PAEDIATRICS WITHIN THE BELFAST HEALTH & SOCIAL CARE TRUST
K Stevenson1, P Donnelly1
1Community Paediatrics, BHSCT, Belfast, Northern Ireland

Background
Outpatient clinics represent the main doctor-patient interface within the Community Paediatric Service. Service provision is adversely impacted when outpatient appointments are missed. 

A monthly paediatric community-based blood sampling clinic held within the Trust  was noted to have a high rate of non-attendance. An audit was performed in order to ascertain the incidence and contributing factors relating to non-attendance.  A Quality Improvement Project was subsequently undertaken to identify areas for improvement.

Methods
The attendance at blood clinic was audited over a three month period to evaluate the incidence of non-attendance. A telephone interview was performed with non-attenders which covered reasons for non-attendance and suggestions for improvement. Each parent was contacted on three separate occasions.

Results
In total 63 appointments were offered over the three month period, over six clinics ( 3 routine, 3 extra to reduce waiting times).

The rate of non-attendance was 32%, (20 appointments) which represented 17 patients (three patients missed two appointments).

Nine parents (53%) were successfully contacted and all completed the telephone interview (100% completion rate).

Not receiving the appointment letter was the most common reason for non-attendance (five respondents), followed by concerns about missing school (2),concern that the child would not tolerate venepuncture, unable to attend because of multiple appointments, and unknown indication for blood tests (each one respondent).

Suggestions for improvement included: different method of contact (phone 2 respondents, email 1), greater flexibility with appointment date (2), more notice before appointment (1), and more information (1).

Changes implemented
In order to ensure improvement in service provision the results and recommendations were presented at a Community Paediatrics Management meeting, and the following plan agreed:
-Ensure letters sent out 6 weeks before the clinic with text message reminder before appointment

-Production of Patient Information leaflet explaining reason for blood sampling and the procedure at clinic.

-Verify patient details including phone numbers at every contact.

-Re-audit in 6 months to ensure improvement
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LUMBAR PUNCTURES IN POSTNATAL WARDS- A QUALITY IMPROVEMENT PROJECT

N Thompson, M Anandarajan, D Cassidy, M Sayers, C Mc Feely, S Lawson, C Campbell, R Kelly, N Lo, M Feeney
1Paediatrics, Ulster Hospital, Belfast, Northern Ireland

Aims
Lumbar puncture (LP) and CSF analysis is a recommended investigation for evaluation of suspected sepsis in neonates (NICE guideline-CG149 August2012).

Prior to January 2014, all LPs on babies from postnatal ward were carried out in the NICU. 

Service review was performed following multidisciplinary meetings with midwifery, neonatal, paediatric, and transitional care staff. Plans for reorganisation of services were discussed and implemented. The aim was to minimise transfer of neonates from the postnatal ward for LP, to improve documentation and improve quality of care.

3 of the 4 regional neonatal units in NI transfer babies from the postnatal ward to the NICU in order to perform a LP. Length of admission ranges from 2 to > 12 hours. In the remaining unit, LPs are performed by the paediatric /neonatal registrar on the postnatal ward. Verbal consent is obtained in all cases and no information leaflets/ proforma are available.

The process 
PDSA cycle (Plan, Do, Study, Act)

Methods
Following review of service provision, it was agreed to implement performing LPs in the postnatal wards, with ongoing evaluation of the process.

Results
Total number of LPs performed from 1/7/14 to 1/1/15 was 16. No incident reports, significant events, or contamination of CSF was reported. Neonates were monitored following LP on the postnatal ward, with reported reduction in parental anxiety, and improved parent/child bonding.

Rapid cycle audit following implementation identified areas needing improvement, including patient information leaflets and documentation.

LP information leaflet and sticker for clinical notes have been devised and are currently being introduced.

Conclusions 
This quality improvement project proposes that LP can be safely carried out on the postnatal ward, provided that an appropriate management plan exists and transitional care nurses can assist. Information leaflets and sticker for clinical notes were developed and are in the process of implementation with planned continuous evaluation of service delivery.  

 

NICE guideline CG149 August 2012 www.institute.co.uk www.health.org.uk M Peng, S Lovett, F Damda. The Treatment Room on Children's Ward – A Quality Improvement Project Arch Dis Child 2014;99 Supple 1 A93 F Jamil, T Foley, A Bate, Y Tse, N Moghal. Barriers and enablers to the engagement of junior doctors in quality improvement. Arch Dis Child 2012;97:Suppl 1 A157-A158 doi:10. R E Klaber, D Roland Delivering quality improvement: the need to believe it is necessary. Arch Dis Child 2014;99:2 175-179 
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VALPROATE-ASSOCIATED WEIGHT GAIN IN THE PAEDIATRIC POPULATION

E Tierney1, AM Murphy2
1Graduate Entry Medical School, University of Limerick, Limerick, Ireland
2Paediatric Department, University Hospital Limerick, Limerick, Ireland

Aims: 
Sodium valproate (VPA) is widely used, especially in the paediatric population where it is a first line drug for the treatment of primary generalised epilepsy. Even though its efficacy and safety are widely established, it is also known to be associated with weight gain. Aims of this literature review, were to ilicit; the incidence and prevalance of valproate induced weight gain in the paediatric population, possible risk factors predisposing patients to obesity and also to highlight the numerous clinical consequences of such adiposity. 

Methods: A comprehensive literature review was undertaken on the prevalence of sodium valproate induced weight gain in the paediatric population, using databases such as; Pubmed, Embase and The Cochrane Library, among others. All relevent papers were manually analysed and reported on. There were no exclusion criteria and the literature was searched up until Decemeber 2014 (inclusive).

Results: Incidence of valproate-induced obesity varied from 10%-79%. Females were more at risk, as were those with a high body mass index prior to starting valproate. Duration of treatment of was another risk factor identified with a peak weight gain occuring at 6 months. However, there were no effects on linear growth or final height reported. When compared with lamotrigine, carbamazepine and oxcarbazine, VPA was the only anti-epileptic drug to be associated with weight gain. Consequences of VPA induced weight gain included the metabolic syndrome and polycystic ovarian syndrome in post-pubertal girls.

Conclusion: VPA does cause weight gain in children, the extent of which is variable. However, obesity is multifactorial and it is difficult to establish causation. While it is important to be cognizant of VPA induced obesity, it is imperative to acquire adequate seizure control, therefore treatment is based on risk versus benefit and considerate prescribing and mindful monitoring when using Valproate is essential. 
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CASE OF NEPHROTIC AND NEPHRITIC SYNDROMES IN 2 SIBLINGS 

Shahir Ulazam(1), M. Sarfaraz(1), Clodagh Sweeney (2), Anne-Marie Murphy (1)

Department of Paediatrics (1), University Hospital Limerick.

Department of Paediatric Nephrology (2), Children University Hospital, Temple Street.

Case 1:  

An 11 yrs old boy, with post-streptococcal glomerulonephritis with background  history of fever, sore throat, haematuria and renal impairment. At that point he had normal renal USG & +ve strep throat swab. Readmitted latter with recurrent haematuria ?recurrent glomerulonephritis. Awaiting for renal biopsy.

Case 2:

A 7 yrs old boy was diagnosed with nephrotic syndrome with background history of periorbital puffiness, swollen legs and scrotum preceded by viral URTI. The child was started on high dose oral steroids. Now awaiting renal biopsy.

Nephritic Syndrome is characterized by oedema, hypertension, gross haematuria usually after 2 weeks of strep sore throat and 3 weeks after skin infection. Low C3, C4 returned to normal after 6 to 8 weeks. Rx is supportive. In atypical case require renal biopsy.

Nephrotic syndrome is characterized by heavy proteinuria, low serum albumin, high serum cholesterol and lipids along with swelling of the face, leg and ankle. Urine protein greater than 40 mg/ m2 /hr or urinary protein to creatinine ratio greater than 200-400 mg/mmol is required for diagnosis. Rx is high dose oral steroids for 4 to 6 weeks and than tapering dose for another 4 weeks. In steroids resistant and familial cases renal biopsy is required

 These two interesting cases in one family might be co-incidence but sometime nephrotic syndrome is familial. 
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21 QUESTIONS, 21 GRAMS OF SOUL 
Muhammad Tariq Javed, Carmel A Cullen, Mathew Varghese

Paediatric Emergency Department, OLOLH, Drogheda.

AIM

The purpose of this audit was

1. To identify key areas in Paediatric Emergency Department (ED) that needs improvement.

2. To establish a permanent tool in the ED which can be used on a regular basis to assess the progress and identify areas requiring further improvement.

METHODS

An anonymous patient survey tool was developed comprising of 21 questions, regarding waiting time, hand hygiene, communications between doctor and patients, facilities in the ED and overall experience of the patients and parents in the ED. Forms were handed out at the reception to the attendants/patients and collected in a box kept in the ED.

RESULTS

We collected 632 forms from Paediatric Emergency department OLOL Drogheda during a period of 2 months. The data was analysed using Microsoft excel. Some of the key results were as follows.

43% of patients/attendants were unhappy with the level of privacy in the ED.  24 % patients attended between 12.00 to 21.00 hours waited more than 4 hours. 38 % were not satisfied with facilities in the waiting area. 21% of the attendants rated their overall experience in the department as poor. 39% of the doctors and 26% of the nurses were not seen carrying out hand hygiene. 18% doctors did not encourage the parents to ask questions, and 17 % did not give a follow up plan to the parents.

CONCLUSION

This is an ongoing audit which would identify areas which needs further improvements in ED.  A significant drop in the number of patients waiting more than 4 hours was already noted after rostering more doctors between 12 - 21 hours. The audit was updated and presented to the department every two weeks with suggestions were made to improve key areas identified by the patient survey tool.
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AN EVALUATION OF PAEDIATRIC TRAINEES’ ATTITUDES TO THE USE OF COMPLEMENTARY THERAPIES IN CHILDREN

D Vincent1, N Linnane1, GM Murray1, AJ Nicholson2, MB O'Neill1
1Paediatrics, Mayo General Hospital, Castlebar, Ireland
2General Paediatric Dept, Children's University Hospital, Temple Street, Dublin 1, Ireland

Aims: Complementary and Alternative Medicine (CAM) is gaining in popularity and consequently physicians need to be knowledgeable of same. This study addressed the beliefs and perceptions of BST trainees with regard to commonly used CAMs.

Methods: Paediatric BST trainees were surveyed on their beliefs in the use of a variety of alternative and complementary therapies in common conditions in childhood. A survey was developed utilising a Likert score cueing at 1 (not at all) to 6 (definitely) to evaluate BST trainees' perceptions of complementary and alternative medicine. The “don’t know” option was available to deal with respondent uncertainty. Enquiry was also made as to the need for education and BST actual experience of the use of these therapies. A convenient sample of trainees was utilised.

Results: Fifty-nine trainees completed the survey.  Results are outlined in table below which shows individual mean scores, positively skewed likert scores and don’t know.

Conclusions: BST trainees overall have a poor knowledge overall of the effectiveness of complementary and alternative medicine but they believe them to be ineffective. They also showed a desire for further education.
	Would you use the following complementary therapy for the conditions listed below (n=59)
	Mean
	Positive Likert Score
 N (5/6 %)
	Don’t know
N (%)

	Chronic Migraine:

· Acupuncture

· Biomedical Feedback

· Self hypnosis
	 

1.8

1.8

1.6
	 

2 (4%)

3 (6%)

0 (0%)
	 

4 (7%)

12 (20%)

4 (7%)

	Acupuncture for hay fever?
	1.4
	1 (2%)
	3 (5%)

	Non-specific abdominal pain:

· Biomedical Feedback

· CBT
	 

2.7

3.7
	 

11 (24%)

27 (47%)
	 

14 (24%)

2 (3%)

	Obesity: CBT as adjunct to dietary methods?
	3.7
	17 (29%)
	1 (2%)

	Intractable nocturnal enuresis: chiropractic therapy?
	1.2
	2 (4%)
	4 (7%)

	Chronic juvenile arthritis: acupuncture?
	2.3
	7 (13%)
	4 (7%)

	Childhood asthma: breathing training exercises
	3.3
	18 (32%)
	2 (3%)

	IBS: peppermint tea
	3.1
	 16 (28%)
	2 (3%)

	ADHD: yoga training
	2.7
	11 (21%)
	7 (12%)

	Asthma with recurrent exacerbations: chiropractic spinal manipulation
	1.1
	1 (2%)
	6 (10%)

	Infantile colic:

· Cranial Osteopathy

· Baby massage
	 

1.4

3.3
	 

2 (4%)

18 (31%)
	 

6 (10%)

1 (2%)

	In prevention of URTI does Echinacea have a role?
	1.9
	4 (9%)
	13 (22%)

	In an adolescent with acne: tea tree oil?
	2.8
	10 (18%)
	3 (5%)

	In your past year of clinical practice how many times has complementary therapy been used?
	2.2
	 3 (5%)
	3 (5%)

	Should knowledge on complementary medicine be included in your training?
	3.7
	21 (38%)
	3 (5%)
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THE FEASIBILITY AND ACCEPTABILITY OF IMPLEMENTING CHOLESTEROL SCREENING IN PAEDIATRIC PATIENTS. 

J Waldron1,2, H Deeny2, C O'Gorman2
1Graduate Entry Medical school, University of Limerick, Limerick, Ireland
2Paediatric department, University Hospital Limerick, Limerick, Ireland

Aims:  Screening for hypercholesterolemia, a treatable risk factor for atherosclerosis is not routinely done in children and adolescents in Ireland. In this study we proposed to approach the parents/guardians of inpatients in the University Hospital Limerick with a questionnaire assessing their risk for cardiovascular disease. The two principle goals of this study were to: 1. Assess the percentage of inpatients that have significant cardiovascular risk factors; 2. Address any issues of parental anxiety regarding cholesterol screening in paediatrics

Methods: We developed a questionnaire based off the guidelines set out by the American Academy of Paediatrics recommendations.  Data collected included the following: Name, Age, Height, Weight, and information regarding familial cardiovascular risk factors . The questionnaire was given out to parents of children aged 4-14 on the paediatric wards over a 4 week period.

Results: 53 questionnaires were fully completed.  In total 21 parents (39.6%) had either a family history of CVD, Diabetes Mellitus, hypertension or a parent with a dysplipemia. 9 parents (7%) objected with an extra sample being taken in order to perform this analysis; however 52 parents (98.1%) had no objection to the possibility of a cholesterol analysis if extra bloods were not necessary.  The main reason reported being the added stress of having phlebotomy when the child was already distressed at being unwell as an inpatient.

Conclusion: A substantial proportion of paediatric inpatients in the University Hospital Limerick have significant cardiovascular risk factors. The issue of parental anxiety resulting from the routine testing for cholesterol would not appear to be of significant concern and many would appreciate routine screening.  A nationwide study would address the possible need for universal screening of children with strong family history of cardiovascular risk factors and whether early screening is beneficial in identification of long term risk of the associated diseases.
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THE RECENTLY PUBLISHED AMERICAN ACADEMY OF PAEDIATRICS GUIDELINE ON BRONCHIOLITIS MANAGEMENT: ARE WE COMPLIANT? 

N Walsh1, N Sandys1, B Hanahoe2, E Moylett1
1Academic Department of Paediatrics, National University of Ireland Galway
2Department of Microbiology University Hospital Galway

Aim: The AAP published guidance on the management of bronchiolitis in 20141. The guideline is aimed at in-hospital management of bronchiolitis. Given the frequency of admissions secondary to this common childhood illness, we wanted to assess our compliance with the guideline at the Paediatric Department of University Hospital Galway (UHG). 

Method: All patients, up to 12 months of age with a positive nasopharyngeal swab for RSV antigen and a clinical diagnosis of bronchiolitis were identified from the microbiology database as maintained at UHG. A chart review of identified cases was performed using a data extraction questionnaire. The period of study was from Jan 1st to Dec 31st 2014.

Results: Thirty eight patients met inclusion criteria, mean age 2 months (range 12 days-9months).  Concerning admission investigations, in contrast to AAP guidelines, 42% (16/38) had admission blood tests, 26% (10/38) had an admission chest radiograph.

Concerning management, 76% (29/38) were prescribed oxygen (O2) on admission; 79% (23/29) had specific instructions regarding O2 therapy documented. The majority (20/29) of patients prescribedO2had saturations >90% on admission; not in accordance with AAP guidelines. However, in 17/20 there was evidence of increased work of breathing (recession and tachypnoea). Of the subset on O2, 20% (6/38) required high flow therapy. The mean duration of O2 was 4 days (range, 1-13 days).

Regarding additional therapy 53% (20/38) required nasogastric feeding, 53% (20/38) saline nebulisation, 24% (9/38) prescribed antibiotics, 18% (7/38) prescribed nebulised salbutamol and 2% (1/38) oral steroids. The mean duration of stay was 4 days (range 1-15 days) with a 5% (2/38) ICU admission rate.

In concordance with AAP guidelines, parental smoking was documented in 11% of patients (4/38). There was no documented advice given regarding cessation.

Conclusion:
In order to comply with AAP guidelines ongoing staff education is required, focusing on appropriate investigation and treatment of bronchiolitis, particularly indications for O2 therapy. Admission duration is frequently determined by perceived oxygen requirements. Following this study a proposed care pathway was implemented for bronchiolitis management at UHG. 

1 Ralston, S., Lieberthal, A., Meissner, C , Alverson, B., Baley, J.. Gadomski A, et al. (2014) Clinical Practice guideline: The diagnosis, management and prevention of bronchiolitis, American Academy of Paediatrics, 134, 1474-1502.
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A LITERATURE REVIEW ON THE PSYCHOLOGICAL IMPACT SIDS CAN HAVE ON PARENTS

C Wrynn, AM Murphy
1Paediatrics, University Hospital Limerick, Limerick, Ireland

Background: Despite a decline in the number of SIDS incidents in recent times, it is still the second most common cause of death in children between 4 weeks and 1 year in Ireland. The response of parents to SIDS is the focus of this review article.
Aims: This review article has sought to identify and synthesize the more important literature in the area of the effects of SIDS on parents, and to suggest issues to be addressed in order to lead to more fruitful research in the future. Key strands in the issues are the changing effect of loss over time, the differential response of mothers and fathers and utilization and effectiveness of support systems by parents affected.
Method: The search strategy used was MeSH key words and text words using a method called PICO. 
Results: The research indicates significant initial trauma with further medium term consequences that tend to decline over time but with differing reactions by mothers and fathers. While incongruent grieving by partners may cause difficulties, the event can over time enhance the relationship. Single parents cope less well than married couples.
Conclusions: In the comparative analysis limitations of the studies emerged from the point of view of achieving useful comparative analysis. These limitations are as follows a) problems of a lack of common terminology and classification in relation to effect of SIDS, b) use of varying timescales in analysing effects of SIDS, c)possible biases in studies looking at father’s responses  due to lower levels of participation.
References:
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ENTEROVIRUS: THE GREAT IMITATOR

Z Yusuf1, S Durnin1, L Gibson1
1Department of Paediatrics, Cork University Hospital, Cork, Ireland

Aims:
Enteroviruses are ubiquitous viruses that present with a broad spectrum of symptoms. While enteroviruses can affect people of any age, they are more likely to cause infection and illness in infants.1,2 We describe the case of a neonate with portal venous gas in his liver, who was initially thought to have necrotising enterocolitis, but was later diagnosed with enterovirus enterocolitis.

 

Case Report:
A 9 day old term, exclusively breastfed male neonate was admitted with a one day history of pyrexia and irritability. On admission he was noted to be pyrexic, tachycardic, and required 0.5 L/min oxygen by nasal cannula. He was jaundiced, with a right hydrocele and dusky discolouration of his right scrotum.

 

Initial investigations included bloods, lumbar puncture, and chest x-ray. His CRP was initially 16.1 mg/L but increased to 76.6 mg/L. His white cells, haemoglobin, and platelets were within normal limits. Serial venous blood gases were all within normal limits. His lumbar puncture was clear with normal cell count, glucose, and protein. CSF was sent for viral and bacterial PCRs. His chest x-ray was normal.

 

He was reviewed by Urology, and a testicular ultrasound was organized to assess for testicular torsion. Incidentally, it was revealed that in addition to a right hydrocele with a thickened left epididymis, he also had portal venous gas in the liver. A PFA showed indeterminate small rounded lucencies in the right flank, and a lateral decubitus x-ray was normal.

 

He was diagnosed with an atypical presentation of necrotizing enterocolitis, and treated accordingly. Once treatment had commenced, he quickly improved. His CSF was found to be positive for enterovirus, and a rectal swab confirmed echovirus type 9.

 

Conclusions:
Paediatric enterovirus enterocolitis is an unusual presentation that is not well described in the literature.2 Enteroviruses can cause severe disease in neonates, and cerebrospinal fluid may be positive by culture or PCR despite normal cell counts and chemistries.3 This case highlights the importance of considering enterovirus in unwell infants.1,2 

References: 1. Brown L, Shaw T, Moynihan JA, Denmark TK, Mody A, and Wittlake WA. Investigation of afebrile neonates with a history of fever. CJEM. 2004 Sept;6(5):343-348. 2. Lake AM, Lauer BA, Clark JC, Wesenberg RL, and McIntosh K. Enterovirus infections in neonates. J Pediatr. 1976 Nov;89(5):787-791. 3. Abzug MJ. Presentation, Diagnosis, and Management of Enterovirus Infections in Neonates. Pediatric Drugs. 2004;6(1):1-10. 
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