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Riddle of the week!
 

You answer me but I
never ask you a

question... 
what am I? 

(Answer on the last page)

Brought to you by  the PARU LP Team 

RTA...the kidney one! 



We are introducing updated paracetamol overdose guidelines
from 1st November with some important clinical changes. These

are summarised below:
 

After the successful introduction of the SNAP based paediatric
paracetamol overdose guidelines we are introducing version two.

This includes some important changes which may reduce length of
stay and duration of treatment in some cases. 

A Common Clinical Case: 
Isobel is a 10 week old, exclusively breast-fed, baby girl. She is brought into the Emergency
Department with a history of frequent vomiting and poor weight gain. Her examination is

normal, but when you ask Isobel’s exhausted-looking mother to put her to the breast, she
becomes fractious and fussy, pulling away, arching her back, and taking very little feed at all. 

What is your approach? 
 

A Paracetamol Guideline Update 
From David C  

20 hour bloods once NAC has been stopped are no longer
required. NAC can be safely stopped at 12 hours provided they

meet criteria without the bloods being repeated 
The criteria for stopping NAC at 12 hours have been changed

in line with Toxbase 
New guidance on stopping treatment with isolated INR rises
<0.5 to avoid extended treatment of minor NAC related INR

rises with low ALT 
Discharge prompt to contact the school nurse if appropriate 
Changed toxic dose guidance in line with 0-6 and 6+ age cut

offs (only for 0-8 hours) 

 
In line with national guidance (available via Toxbase) the following

changes have been made which will result in some change to
clinical practice: 

The current guidelines have essentially
eliminated NAC related reactions and

hopefully can further improve patient care. 
The new guidelines will be available in the

usual place on the RHCYP ED intranet
site.



What is it?
 

A Pott puffy tumor (PPT) is defined as soft
tissue swelling of the forehead due to

subperiosteal edema, accumulation of pus, or
granulation tissue. It is a rare complication,

occurring from osteomyelitis of frontal bone
secondary to frontal sinusitis 

PPT: Pott Puff Tumor
By Ayia

Due to anatomical changes, Adolescents are
more often affected than the remainder of

the paediatric population.
 

The infection can spread anteriorly, inferiorly
and posteriorly, therefore associated

complications include: 
-Orbital and Perioorbital cellulitis 
-Intracranial abscess/Infection 

-Cavrenous and Superior sagittal sinus
thrombosis

Presentation
 

Fever – Headache – Frontal Swelling with a
tender forehead on palpation 

Associated symptoms that can be seen
include malaise, vomiting, periorbital swelling,
proptosis and neurological symptoms (FND,

seizure, altered mental status) 

Imaging: A combination of CT and MRI are complementary. CT scan provides a
better assessment of the bony involvement, and MRI provides better

characterisation of soft tissue detail and can exclude intracranial involvement

Work-up
 

1.

 
2.  Lesions on the forehead, especially with any sinonasal symptoms or headache,
should be referred for an ENT (ear, nose and throat) opinion with nasal endoscopy

and cross-sectional imaging.

Treatment 
 

Normally consists of long-term  broad spectrum antibiotics, with
surgical drainage, debridement and reconstruction, depending

on disease severity.
Teams that may need to be involved include ID, ENT and

Neurosurgery

Did you know that PTT
was first described and
named  by surgeon, Sir
Percivall Pott in 1760. 

 
He also described Potts
fractures seen in TB

osteomyelitis!  



GASTRO-OESOPHAGEAL REFLUX DISEASE
By Ayia

GORD is a physiological phenomenon secondary to low tone
in an immature lower oesophageal sphincter. It is extremely
common, occurring in up to 50% infants under 6months and

can happen up to x6/day It can be diagnosed clinically, but when
accompanied by troublesome symptoms that
affect everyday functioning (eg crying, back-

arching, food refusal) and may lead to
complications (eg failure to thrive).

Initial management should include: 
 

1. Non-Pharmacological Approaches
-Positional management (feeding upright and elevating head of the

cot) 
-Avoiding overfeeding 

-Thickening feeds (e.g. with Carobel) 
 

2. Pharmacological Approaches – can be trialled if symptoms
continue despite 2 weeks of non-pharmacological approaches. 

-A trial of Gaviscon + PPi for 4-8 weeks 
-A trial of cow’s milk protein exclusion for 2-4 weeks 

What to do first differs based on what guidance you choose to follow
(i.e. NICE vs Gaviscon). 

However, the genuine gap in the evidence market here does mean
you are free to exercise your own clinical judgment and tailor your

decision making to each individual refluxy baby, whilst empathetically
taking on board the thoughts and preferences of the family.

 

Case continued: 
 

Although the differential for a ten-week old with vomiting
and weight loss is wide, at face value, this presentation
sounds like gastro-oesophageal reflux disease (GORD). 

 

As Isobel has symptoms of GORD with faltering growth you
check her head circumference (which is appropriate), dip a

urine (which is negative), and send some bloods for a
faltering growth screen (although you strongly suspect they
will come back as normal). You explain to Isobel’s mother
that there is a stepwise approach to the management of

GORD starting with non-pharmacological measures.
 
 

In the absence of red flags no tests are
necessary. However endoscopy and pH

monitoring can be used in infants who fail to
respond to optimal medical management. 



The vomiting infant has a wide
differential – actively look for red flag

features and investigate if you are
concerned.

Start simply with an intervention that the
family are happy to trial

Give time for it to work (up to two weeks)
Ensure follow-up for all and onward

referral for infants who require acid-
suppressive medication 

Take Home Messages: 
 

Alternative diagnoses should be
considered when there are

additional red flag features (see
below) indicative of a different

pathology and under these
circumstances, investigations

should be tailored to rule these in
or out.

Case Continued...
 

Isobel’s mother had already tried two weeks
of feed thickener on recommendation from the

GP with no improvement. She was keen to
avoid medication if possible so you agreed to

a trial of dietary cow’s milk elimination for
Mum who would continue to breastfeed and

give top-ups with a hydrolysed formula if there
was still no weight gain in a week. You gave
her a sheet of dietary advice to ensure she

maintained her own calcium intake and asked
her to see the GP in 2 weeks for a review.  



Sign of the Week! 

 

Have you seen the  'Trainee

Network BIG 5' Inforgraphic

from the latest RCPCH

Trainees Network Meeting? 

 

Have a look below!  

 

 

Tap your fingers to your chin

and then make the same motions

as blowing a kiss.

Save the Date

 

How will climate change affect

paediatrics and child health?
 

When: Friday 26 November 

Where: Online
 

As COP26 kicks-off in Glasgow, the RCPCH

have invited us to attend a virtual

conference titled 'The impact of climate

change on child health at home and

abroad: COP26 and beyond'. Sign up via the

RCPCH website to attend live or via catch

up recording!  

 

Riddle Answer: 
 

A Phone! 

https://sends.rcpch.ac.uk/12S1-7LOQZ-S59KVD-4LYWJ1-1/c.aspx



