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2. Child health

2 Child health

Anaemia (weak blood) in children

Low iron in young children delays development and learning — prevention
is vital
• Treatment should include home visits, if possible — for family support, help
with feeding and nutrition, giving oral iron
Most common cause of anaemia is low iron (iron deficiency).
• Reasons for low iron include
◦◦ Low iron in mother before and during pregnancy (WBM p132)
◦◦ Low birth weight and/or preterm birth
◦◦ Starting food later than 6 months, not enough food or iron-rich foods
◦◦ Drinking cow's milk or tea before 1 year, drinking tea before 5 years
◦◦ Recurrent infections
◦◦ Hookworm — less common with regular de-worming
•

Preventing iron deficiency in preterm and small babies
•
•

Babies born with low iron stores are likely to become iron deficient in their
first 6 months
Babies at risk of low iron stores
◦◦ Birth weight less than 2500g
◦◦ Preterm babies, even if 2500g or more, especially if mother had diabetes

Do
•
•

•

Medical or child health nurse review for all small (low birth weight) or
preterm babies on return to community
Give supplementary oral iron from 1 month — 1mL (6mg elemental iron)
per dose
◦◦ Once a day if possible
▪▪ Provide 2 weeks supply at a time — review uptake after 2 weeks
◦◦ OR give daily dose twice a week under supervision in clinic or community
by same (dedicated) staff member
Check Hb level at 6 months — see Table 2.1
◦◦ If normal — continue supplementary oral iron 1mL twice a week until 1 year
◦◦ If low — start treatment regimen. See Table 2.2 (p118)

Preventing iron deficiency in young children

Both mothers and children need a healthy diet high in iron. Woman with
healthy iron levels before pregnancy likely to have baby with good iron stores.

Do not
•
•

Do not give cow's milk (fresh, powdered, UHT) as a drink before 1 year — give
breast milk or appropriate infant formula only, and clean water after 6 months
Do not give tea, sweet drinks, fruit juice to babies or young children

Do
•
•

Where hookworm is or has been common — regular de-worming (p419)
Prevent and treat anaemia in both pregnant (WBM p132) and non-pregnant
(p303) women
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Anaemia (weak blood) in children

Advise mothers that their smoking can contribute to iron deficiency anaemia
in children — provide information and encouragement to quit
From around 4 months
• Give supplementary oral iron to all breastfed babies — 1mL (6mg elemental
iron) per dose
◦◦ Once a day if possible
▪▪ Provide 2 weeks supply at a time — review uptake after 2 weeks
◦◦ OR give daily dose twice a week under supervision in clinic or community
by same (dedicated) staff member
• Encourage breast milk only until around 6 months — on demand
• Check Hb at 6 months
◦◦ If normal — stop supplement and promote age appropriate food
◦◦ If low — start treatment regimen. See Table 2.2 (p118)
From around 6 months
• Continue breastfeeding on demand but offer food before breast milk
• Give age appropriate food several times a day (p154). Include
◦◦ Food high in iron every day
▪▪ Best — liver and kidney, red meat, chicken, fish
▪▪ Good — bread and cereals (whole grain, iron fortified), baked beans,
green vegetables (fresh, tinned, frozen), egg, smooth peanut butter
◦◦ Foods high in vitamin C with meals to help iron be absorbed (eg bush
berry, tomato, orange, mandarin, mango, pawpaw, capsicum)

Screening

•
•
•
•
•

Check Hb every 6 months from 6 months to 5 years
◦◦ Hb testing not needed before 6 months
Make sure POC machine well maintained and calibrated, collection done
correctly — see Testing haemoglobin (CPM p383)
Treat and follow-up all children who have anaemia
Most anaemia in children due to low iron. FBC usually not needed
Do FBC if
◦◦ Hb less than 90g/L
◦◦ Still has anaemia after treatment with iron medicine
◦◦ Child unwell, signs like bruising or bleeding

Diagnosis

Table 2.1: Diagnosis of anaemia — using Hb by age

Age
Hb
(g/L)

6–11
1–4
5–7
8–11
12–15
12–15
months
years
years
years
years – male years – female
Less than Less than Less than Less than Less than
Less than
105
110
115
119
125
118
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•

Anaemia (weak blood) in children

•

•

FBC suggests iron deficiency if
◦◦ Hb low for age
◦◦ Mean cell volume (MCV) less than 72fL, red cell volume distribution width
(RDW) more than 16%
◦◦ Blood film shows a hypochromic-microcytic picture
Iron studies usually not needed

Ask
•
•
•
•

About diet — usual food and drinks (including breast milk) each day
When foods were started
◦◦ When cow's milk and meat started, how much each day
About family supports, money, social situation
◦◦ Who is responsible for feeding child, who else could help
About diarrhoea, other sickness

Check
•
•

Measure height and weight, plot on growth chart
Full head-to-toe examination — child may have other problems as well

Treatment

•

Treat anaemia — see Table 2.2 AND look for and manage other problems
(eg growth faltering p158)

Table 2.2: Hb level and what to do

Hb result
Low for age
(Table 2.1)
but 90g/L or more

What it means
Likely to be
iron deficient

•

•
•
•

May be other
Less than 90g/L at
cause of
any age
If Hb less than 80g/L anaemia
— medical consult
straight away

•
•
•
•

What to do
Give iron medicine
◦◦ Oral — liquid or tablet (p119)
◦◦ OR IM (p119)
◦◦ OR IV (p120)
Give albendazole oral single dose – 6–11
months 200mg, 1 year and over 400mg
If Hb less than 100g/L — medical review
Follow-up (p120)
Treat as above
Take blood for FBC and red cell folate
Medical review
Follow-up (p120)

Encourage healthy eating and diet high in iron for strong blood.

Medicines
•
•

Iron medicine is dangerous in overdose
Need to keep in childproof container, in a safe place
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Oral iron
• Oral iron medicine must be given for full 3 months when treating anaemia
• Give dose
◦◦ Once a day if possible
▪▪ Provide 2 weeks supply at a time — review update after 2 weeks
◦◦ OR give daily dose twice a week under supervision in clinic or community

Children 20kg or under
• Ferro-Liquid 1 mL = 6mg/mL elemental iron
Table 2.3: Ferro-Liquid treatment doses (6mg/mL)

Weight
Under 5kg
5–10kg
11–15kg
16–20kg

Dose
Medical consult
5mL (30mg)
10mL (60mg)
15mL (90mg)

Duration
For 3 months

2. Child health

Children over 20kg
• 1 iron tablet (80–105mg elemental iron) once a day for 3 months
Iron by IM injection
• Do not give if fever (T more than 38°C) or very unwell
• Carefully review child's file notes and check with carer to find out if
anaemia has been treated in past 3 months
◦◦ Hb may still be rising from previous iron doses
• IM iron can very rarely cause anaphylaxis
Table 2.4: Iron polymaltose (eg Ferrum H, Ferrosig) IM Injection by weight and Hb
level (50mg/mL strength)

Weight

Frequency and dose
Hb 70–89 g/L
Under 8kg 1mL on 3 alternate days
(total 3mL over 6 days)
8–10kg
1mL on 4 alternate days
(total 4mL over 8 days)
11–13kg
2mL on 3 alternate days
(total 6mL over 6 days)
14–16kg
2mL on 3 alternate days
then 1mL on 4th alternate day
(total 7mL over 8 days)
17–19kg
2mL on 4 alternate days
then 1mL on 5th alternate day
(total 9mL over 10 days)

Frequency and dose
Hb 90–110 g/L
1mL on 2 alternate days
(total 2mL over 4 days)
1mL on 3 alternate days
(total 3mL over 6 days)
2mL on 2 alternate days
(total 4mL over 4 days)
2mL on 3 alternate days
(total 6mL over 6 days)
2mL on 3 alternate days
then 1mL on 4th alternate day
(total 7mL over 8 days)
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•
•
•

Use iron polymaltose (eg Ferrum H, Ferrosig) only
Use z-track technique (CPM p350) — ventrogluteal or anterolateral thigh
Give every second day (alternate days) until total dose given
◦◦ Do not give more than maximum dose per day

Iron by IV infusion
• If 3 or more IM injections needed — consider giving iron in hospital by IV
infusion. Medical consult

Follow-up
•

Always encourage healthy diet with foods high in iron every day

Flowchart 2.1: Checking Hb after iron treatment

*If total dose not given but Hb in normal range after 6 weeks — recheck in
another 4 weeks.
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Babies under 2 months
who are sick or have a fever
Small babies can get sick very quickly. Signs of serious sickness can be nonspecific — be aware of warning signs (below).
Always do medical consult straight away about any young baby who is sick or
hot (T more than 38°C) — needs to be investigated in hospital.

Ask
•
•
•
•

How baby is feeding, sleeping, crying
Cough or problems with breathing
Diarrhoea or vomiting
Carer concerns

Check
•
•
•

•
•
•
•
•
•
•
•
•

Temp, pulse, RR, O2 sats, colour, capillary refill — work out REWS (p6)
Medical history, discharge summary
Weight — check for recent weight change
BGL
History
Baby not feeding well
Feeling hot
Crying more or less than usual
Coughing a lot
Less alert — more sleepy than
usual, hard to wake
Vomiting
Diarrhoea
Few wet nappies — low urine
output
Seizures

Warning signs
•
•
•
•
•
•
•
•
•
•
•
•
•

Examination
T more than 38°C or less than 36°C
High pitched cry, weak cry
Irritable, stiff, floppy
Lips — pale/ashen/blue
Dry mouth and tongue
Bulging or sunken fontanelle
Fast or slow pulse (normal 120–160/min)
Fast breathing — RR more than 60/min
Stops breathing for short periods (apnoea)
Noisy breathing, grunting, nasal flaring, chest
indrawing
Distended abdomen
Cold or mottled arms or legs, non-blanching
rash
Low BGL
◦◦ Newborn — less than 2.6mmol/L
◦◦ Baby — less than 4mmol/L
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•

Babies under 2 months who are sick or have a fever

Do
If baby has any warning signs —
• Medical consult, send to hospital urgently
• Talk about what to do while waiting for transport. Doctor should talk with
paediatrician. If doctor not available within 30 minutes — clinic staff to
contact paediatrician
◦◦ How often to do observations
◦◦ Giving fluids — breastfeeds, nasogastric, IV
◦◦ Giving antibiotics
▪▪ Cefotaxime IV every 6 hours – 165mg /1.8mL mixed [50mg/kg/dose].
If cefotaxime not available — medical consult
▪▪ PLUS amoxi/ampicillin IV every 6 hours – 165mg/1.8mL mixed
[50mg/kg/dose]
◦◦ Giving oxygen to target O2 sats 94–98%
▪▪ Nasal cannula 1–2L/min OR mask 5–10L/min
• Collect blood and urine for cultures before giving antibiotics if possible —
but do not delay antibiotics waiting for samples
If baby not very unwell, doesn't have T more than 38°C, no other
warning signs —
• Review regularly — at least every day
• Check temp, pulse, RR, O2 sats, capillary refill, weight — work out REWS at
each review (p6)
• If not getting better, or getting worse — medical consult
• If baby develops any warning signs — medical consult straight away
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Breathing problems in children
Symptoms and signs

Likely problem

Treatment

Child with fast breathing (p124),
fever (T more than 38°C), looks
unwell

Chest infection

Age 2–11 months —p126
Age 1–5 years —p127
Age over 5 years — p309

Child with cough, fast breathing
(p124), wheeze, but normal temp
— age 2–11 months

Chest infection
(p124)
Bronchiolitis
(p130)

Relievers
(bronchodilators) usually
don't work at this age

Child with cough, fast breathing
(p124), wheeze, but normal temp
— age 1 year or over

Asthma (p134)
Chest infection
(p124)
Bronchiolitis
(p130)

Trial reliever

Wheeze, cough, known history of Asthma (p134)
asthma. Wheeze or short of breath Viral induced
on physical activity. Frequent night wheeze
cough
Barking cough, noisy when
breathing in (stridor)

Croup

Asthma therapy (p139),
asthma action plan
(p141)
Medical consult

Coughing in spells, with or without Whooping cough Medical consult
whoop. Vomiting, going red in
face, blue lips (cyanosis), stopping
breathing (apnoea) with coughing
spells
Noisy breathing, wheeze, story of
choking on something

Inhaled foreign
body

Medical consult

Frequent infection, chronic moist
or productive cough

CSLD (p131)

Medical review,
management plan

Child with heart disease and fast
breathing (with or without fever)

Cardiac failure
Chest problem

Medical consult

Child with diabetes and fast
breathing (with or without fever)

Consider diabetic Check BGL, U/A
ketoacidosis
Medical consult
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Baby 2 months or under with fast Serious infection Medical consult
(p124)
breathing (p124), working hard
to breathe, stopping breathing
(apnoea), fever (T more than 38°C)

Chest infections — 2 months to 5 years
•
•

•
•
•
•

Child with cough and fast breathing probably has a chest infection
Flu (influenza) is viral chest infection that presents in different ways. Manage
based on presenting symptoms and local recommendations for current flu
season
Best indicator of pneumonia in children is fast breathing (high RR) (below)
Chest indrawing or any danger signs (p125) are best indicators of child
being very sick (severe disease)
If available, chest x-ray may help with diagnosis
Most important decisions are
◦◦ Which children need antibiotics
◦◦ Which children need to go to hospital

Table 2.5: Fast breathing in children

Age
2–11 months
1–5 years

RR for fast breathing (suggests infection)
50/min or more
40/min or more

Ask, look and listen before touching and disturbing child.

Ask
•
•
•
•
•
•

How long has child been sick
Does child have a cough, for how long
How long has child had trouble breathing
Diarrhoea and/or vomiting
Stopped feeding or drinking
Urine output (wet nappies or last urine)

Look

Child should be calm, not crying, better if not feeding.
• RR — count for 1 minute, do at least twice to be sure and take the average
• For chest indrawing — lower part or border of rib cage moves in when child
breathes in
• For nasal flaring — nostrils widen when child breathes in. Sign they are
working hard to breathe

Listen
•
•
•
•

Cough
Noisy breathing
Audible wheeze — whistling sound usually heard when breathing out
Stridor — vibration noise usually heard when breathing in
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Chest infections — 2 months to 5 years

Check
•
•
•
•
•

Temp, pulse, RR, BP, O2 sats, capillary refill — work out REWS (p6)
For danger signs (below), signs of meningitis (p101), dehydration (p166),
skin infection (p387)
For risk of severe disease (below), or possible chronic lung disease (below)
O2 sats — wait for stable reading
Breathing sounds with stethoscope (CPM p189) — listen to both lungs

Is child in at-risk group for severe disease
• Severe growth faltering
• History of preterm birth
• Previous severe pneumonia
• Known chronic lung disease
• Heart disease
Always do medical consult — may need to send to hospital.
Could child have CSLD (p131)
• Look through file notes for any of these
◦◦ 2 or more chest infections in last year
◦◦ Treated for pneumonia in last 4 weeks
◦◦ Moist or productive cough for more than 4 weeks
◦◦ 3 hospital admissions for chest problems (ever)
◦◦ Episode of severe pneumonia (in ICU)
◦◦ Chest deformity (puffed up)
◦◦ Signs all the time when listening with stethoscope (eg crackles, unequal
air entry, bronchial breathing, wheeze)

Do
•

Assess, and treat as appropriate
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Danger signs
• Not interested in what is happening, drowsy (lethargic)
• Not able to eat/feed
• Stops breathing for short periods (apnoea) — mainly younger children
• Fits (seizures)
Always do medical consult — usually need to send to hospital.

Chest infections — 2 months to 5 years

Assessment
Flowchart 2.2: Assessment of chest infections — child 2–11 months

Cough OR fast breathing
Danger signs present – lethargic, not able to
eat/feed, stops breathing for short periods
(apnoea), fits (seizures)

Medical consult – send
to hospital

At risk of severe disease – growth faltering,
preterm birth, previous severe pneumonia,
chronic lung disease, heart disease

Medical consult – may
need to send to hospital

Check RR
RR 50/min or more

RR less than 50/min
Cold (URTI)
(p130)

Looks unwell OR chest indrawing
Yes
Moderate/severe pneumonia
(p129)

126

No

Mild pneumonia
(p129)

Chest infections — 2 months to 5 years

Flowchart 2.3: Assessment of chest infections — child 1–5 years

Cough OR fast breathing OR trouble breathing
Danger signs present – lethargic, not able to
eat/feed, stops breathing for short periods
(apnoea), fits (seizures)

Medical consult – may
need to send to hospital

At risk of severe disease – growth faltering,
preterm birth, previous severe pneumonia,
chronic lung disease, heart disease

Medical consult – may
need to send to hospital

Check RR

Check O2 sats
Less than
93%
Severe
pneumonia
(p129)

RR 40/min or more
AND no chest indrawing

RR less than 40/min

If T more than 38.5oC –
• Give paracetamol
• Check RR after 30 minutes

93% or
more
Moderate
pneumonia
(p129)

2. Child health

RR 40/min or more
AND
• Chest indrawing
• OR looks unwell

Cold (URTI)
(p130)

RR still 40/min or more
Yes

No

Mild pneumonia
(p129)

CARPA Standard Treatment Manual

▶

127

Chest infections — 2 months to 5 years

Does child with fast breathing also have a wheeze
• Can you hear a wheeze with ear or stethoscope
◦ If not sure — treat as child without wheeze
• Child under 12 months with wheeze
◦ Relievers not recommended — this age group rarely responds
◦ See Bronchiolitis (p130)
• Child 1–2 years with wheeze
◦ To decide if reliever will help give salbutamol 100microgram/dose puffer
with spacer and mask — 4 puffs
◦ If no difference after at least 10 minutes — child very likely has
bronchiolitis. Do not give any more salbutamol — see Bronchiolitis (p130)
◦ If child better (still has fast breathing but less) —
▪ Give up to 3 doses 20 minutes apart (1 dose = 4 puffs)
▪ Each puff is sprayed into the spacer and inhaled for a few breaths
before the next puff
▪ If child no longer has fast breathing or chest indrawing during trial —
treat as asthma (p134)
▪ If child still has fast breathing and chest indrawing 20 minutes after
third dose — treat as pneumonia. Give antibiotics — see Treatment
(p127)
• Child 3–5 years with wheeze
◦ To decide if reliever will help — give salbutamol 100microgram/dose
puffer with spacer
▪ Up to 3 doses 20 minutes apart (1 dose = 4 puffs)
▪ Each puff is sprayed into spacer and inhaled for a few breaths before
next puff
◦ If child no longer has fast breathing or chest indrawing during trial — treat
as asthma (p134)
◦ If child still has fast breathing and chest indrawing 20 minutes after third
dose — treat as pneumonia. Give antibiotics — see Treatment (p126)
Could child have croup
Barking cough and vibration noise when breathing in (stridor).
• Assess as for chest infection — 2–11 months (p126), 1–5 years (p127)
• Always do medical consult
Could child have whooping cough (pertussis)
Coughing in spells, with or without a whoop. Vomiting, going red in face, blue
lips (cyanosis), or stopping breathing (apnoea) with coughing spells.
• Always do medical consult
Could child have inhaled foreign body
Noisy breathing, wheeze on 1 side (unilateral), story of choking on something.
• Always do medical consult
128

Chest infections — 2 months to 5 years

Treatment

Severe pneumonia
•
•
•
•

Medical consult, send to hospital
Give oxygen to target O2 sats 94–98%
◦ Nasal cannula 1–2L/min OR mask 5–10L/min
Give benzylpenicillin IV/IM single dose – child 30mg/kg/dose up to 1.2g
(doses p427)
AND gentamicin IM single dose (doses p433)

•

•
•
•
•
•

If fast breathing for age (p124) and chest indrawing OR O2 sats less than
95% on room air —
◦ Give oxygen to target O2 sats 94–98%
▪ Nasal cannula 1–2L/min OR mask 5–10L/min
Give benzylpenicillin IV/IM every 6 hours (qid) for 1 day – child 30mg/kg/
dose up to 1.2g (doses p427) — then review
Treat initial fever to allow assessment of respiratory distress
◦ Give paracetamol – child 15mg/kg/dose up to 1g (p380)
Keep child in clinic until O2 sats consistently 95% or more and can feed well
Medical consult about need to send to hospital
If stays in community and better after 1 day — give procaine benzylpenicillin
(procaine penicillin) IM every 24 hours for 5 days – child 50mg/kg/dose up
to 1.5g (doses p435)

Review
• If improves to ‘mild’ in 24 hours — treat as for mild pneumonia BUT give
antibiotics for a total of 5 days
• If no better after 24 hours or gets worse on any day — medical consult, send
to hospital
• Health education — resources available online

Mild pneumonia

Give
◦ Procaine benzylpenicillin (procaine penicillin) IM every 24 hours for
3 days – child 50mg/kg/dose up to 1.5g (doses p435)
◦ OR amoxicillin oral 3 times a day (tds) for 3 days – child 25mg/kg/dose
up to 1g (doses p425)
◦ OR amoxicillin oral twice a day (bd) for 3 days – child 35mg/kg/dose
up to 1.5g (doses p425)
Both antibiotics work well if whole course of medicine completed. IM procaine
benzylpenicillin (procaine penicillin) better unless very sure all oral medicine
will be taken.
•
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Moderate pneumonia

Chest infections — 2 months to 5 years

•

Review daily while on treatment
◦ If not getting better — medical consult
▪ May need to treat for 5 days
▪ May need to review diagnosis

Follow-up — pneumonia and other chest infections sent to
hospital
•
•

•

Review after 1 week — should be well, may still have cough
Review after 4 weeks
◦ If still has wet cough that is not getting better — give
amoxicillin-clavulanic acid oral twice a day (bd) for 14 days then review –
child 22.5+3.2mg/kg/dose up to 875+125mg (doses p425)
▪ If still has wet cough on review — continue amoxicillin-clavulanic acid
for another 14 days
◦ If still has wheeze — medical consult, see Chronic suppurative lung
disease and bronchiectasis in children (p131), Asthma in children (p134)
Medical review if 2 or more chest infections in last year or persistent cough
after 4 weeks of antibiotics

Cold (URTI)
•
•

Give paracetamol up to 4 times a day (qid) – child 15mg/kg/dose up to 1g
if needed (p380)
Review in 1 day
◦ If RR still less than 40/min AND no danger signs — review as needed

Bronchiolitis
•
•

Follow steps for pneumonia — but do not give antibiotics
Follow-up as per pneumonia if symptoms persist for more than 4 weeks —
give antibiotics if indicated by symptoms
◦ Watch for signs of asthma developing
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Chronic suppurative lung disease and
bronchiectasis in children
Respiratory disease with frequent infections and chronic moist or productive
cough.
•

Consider CSLD in child who has any of
◦◦ 2 or more chest infections in past year
◦◦ Treated for pneumonia in last 4 weeks
◦◦ Moist or productive cough that doesn't respond to 4 weeks of antibiotics
◦◦ 3 admissions to hospital for chest problems (ever)
◦◦ Episode of severe pneumonia (in ICU)
◦◦ Chest deformity (puffed up)
◦◦ Always signs when listening with stethoscope — crackles, unequal air
entry, bronchial breathing

•

About exposure to smoke — passive smoke, campfires
◦◦ Support family members to quit smoking, arrange other methods to cook,
keep child away from smoke

Check
•
•
•

Nutritional status and growth
Immunisation status, especially pneumococcal. See Australian
Immunisation Handbook
If productive cough — sputum for MC&S

Do
•
•

•
•

•

Arrange chest x-ray
Medical review
◦◦ Check file notes, hospital discharge summaries, with family — for number
and severity of chest infections, treatment in hospital, frequency of
cough, productive cough, exercise tolerance, other respiratory symptoms
If unwell, trouble breathing, weight loss, growth faltering — may need to
send to hospital
Refer to paediatrician for
◦◦ Confirmation of diagnosis, hospital treatment if needed
◦◦ Further investigations — HRCT scan, immune function tests,
bronchoscopy
Make management plan including physio, treatment of exacerbations
◦◦ Encourage exercise
◦◦ Educate carers about CSLD — Chronic Lung Sickness flipchart
www.healthinfonet.ecu.edu.au/uploads/resources/20047_20047.pdf
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Ask

Chronic suppurative lung disease and bronchiectasis in children

Follow-up

Look in file notes for management plan, most recent letter from paediatrician.
• Follow-up usually
◦◦ Clinic review every month — see Table 2.6
◦◦ Medical review every 3 months
◦◦ Paediatrician review every 6 months
• Revise management plan together — consider telehealth case conferences
• Some children may have regular hospital admissions for IV antibiotics and
more intensive chest physiotherapy, some will be on weekly antibiotics
Table 2.6: Clinic review for CSLD

Check
Chest physiotherapy (CPM p194)
• Check file notes for physio plan
◦◦ Head down postural
drainage not recommended
◦◦ If no plan — ask for one
• When does child have physio
• Do family/carers know what to
do — provide resources
Weight

•
•
•

•
•

Immunisations

•

Wheeze

•

Exposure to smoke

•
•

Regular medicines

•
•

Signs of acute episode (p133)
(exacerbation)
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•

Do
Encourage family/carers to give chest
physiotherapy every day
Encourage child to exercise every day
Ask physio for help if needed

If weight gain poor — see Infant and child
growth and nutrition (p154)
May need nutritional supplements —
specialist consult
Make sure all immunisations given,
including
◦◦ Flu immunisation every year
◦◦ Pneumococcal immunisation as needed.
See Australian Immunisation Handbook
If child wheezy — asthma medicines might
help (p137)
Avoid smoke from cigarettes, wood fires
Warn children with CLSD about danger to
their lungs from smoking
Make sure child taking medicines
Some will be on maintenance antibiotics
and/or asthma medicines
See Acute episode (exacerbation) of CSLD
(p133)

Chronic suppurative lung disease and bronchiectasis in children

Acute episode (exacerbation) of CSLD
Diagnose exacerbation if
◦◦ Increased cough
◦◦ Change in colour or amount of sputum
◦◦ Increasing shortness of breath
◦◦ Can't exercise as usual without shortness of breath
Note: Usually no fever or chest signs.
•

Check
•

Sputum for MC&S

•
•
•
•

•

Increase chest physiotherapy to twice a day (CPM p194)
Encourage child to regularly cough up and spit out sputum into tissue or
suitable container. Dispose of safely
Talk about extra nutrition needs
Work out which antibiotic to use
◦◦ Look at past sputum culture results, sensitivity patterns
◦◦ Look at management plan, specialist letter
◦◦ Consider child's and family's ability to manage regular medicine
◦◦ If unsure — medical/paediatrician consult
Give antibiotics. Note: Doses higher than usual
◦◦ First choice — amoxicillin-clavulanic acid oral twice a day (bd) for 14 days
– child 22.5+3.2mg/kg/dose up to 875+125mg (doses p425)
▪▪ If allergic to penicillin — medical consult. May suggest cefaclor oral
twice a day (bd) for 14 days – child 25mg/kg/dose up to 800mg (doses
p427)
◦◦ Second choice — azithromycin oral once a week for 4 weeks – child
30mg/kg/dose up to 1g (doses p426)
◦◦ If not improving in 2 weeks —
▪▪ Give same antibiotic at same dose for another 14 days
▪▪ Medical review — may need to go to hospital for IV antibiotics

Follow-up
•

•

Review at 3 days, then at 1 week, then at 2 weeks
◦◦ If not getting better or getting worse — medical review
▪▪ May need to send to hospital for IV antibiotics
◦◦ Check sputum result
Long-term — make sure management plan being followed, reviews happen
when they should
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Do

Asthma in children
Caused by tightening of muscles (bronchospasm) and increased mucus
production inside airways. Symptoms come and go.
•

Consider asthma if
◦◦ Shortness of breath (dysponea) and/or wheeze (whistling sound on
breathing out) with physical activity
◦◦ Wheeze with other allergy symptoms (eg sneezing, eczema)
◦◦ Family history of asthma
◦◦ Recurrent wheeze with chest infection, if over 1 year
◦◦ Dry frequent cough, especially at night, without a cold

Diagnosis
• Confirmed by
◦◦ Clinical response to inhaled bronchodilators — improvement in shortness
of breath or wheeze
◦◦ OR documented change in lung function with bronchodilator use
• Cough without wheeze or shortness of breath is rarely asthma. Check for
CSLD/bronchiectasis (p131)
• In infants and toddlers wheeze is often due to bronchiolitis or transient early
wheeze, not asthma

Do first
•

See Very severe asthma straight away (p137) if
◦◦ Severe trouble breathing
◦◦ Blue lips or tongue (cyanosis)
◦◦ O2 sats less than 90% on air
◦◦ Drowsy, unconscious, collapsed or exhausted
◦◦ Reduced air entry or silent chest

Ask
•
•
•
•
•
•

About wheeze and cough, what makes them worse
How many days have they been sick
Do they have asthma action plan (p141), have they followed it
What medicines have they already used to manage attack
Previous hospitalisations for asthma, especially intensive care admissions
Exposure to tobacco smoke

Check
•
•
•

Temp, pulse, RR, BP, O2 sats, capillary refill — work out REWS (p6)
Look at how they are breathing
Listen to front and back of chest for wheeze, air entry (CPM p189)
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Do
•
•
•

Assess how bad the attack is — mild, moderate, severe. See Table 2.7
Treat accordingly
If T more than 38.5°C — medical consult

Table 2.7: How bad is the asthma now

Sign

Mild*

Behaviour

Normal

Moderate* to
severe
Normal

Talking
Chest recession
Wheeze

Easily
No
Variable

Phrases only
Mild
Moderate

O2 sats on room air 94% or more

90–93%

Very severe
Agitated or distressed,
may look exhausted
Single words
Moderate or marked
May be soft due to small
amount of air movement
Less than 90%

Mild asthma
•

•

•

•
•

Give reliever — salbutamol 100microgram/dose puffer with spacer. If under
3 years or unable to use mouth piece — use mask
◦◦ Each puff is sprayed into spacer and inhaled for a few breaths before the
next puff
▪▪ Under 6 years – 4 puffs
▪▪ 6 years or over – 8 puffs
If child has been sick for a few days or on regular preventer treatment —
give prednisolone oral single dose – child 1mg/kg/dose up to 50mg (doses
p441)
Check response to treatment after 20 minutes
◦◦ If not better and still has wheeze and/or trouble breathing —
▪▪ If 2 years or over — treat as moderate asthma (p136)
▪▪ If under 2 years — very likely bronchiolitis not asthma. Stop reliever,
see Bronchiolitis (p130)
◦◦ If better — keep in clinic for 1 hour. If condition stable — send home
▪▪ Advise salbutamol 100microgram/dose puffer with spacer every
4 hours – 4 puffs if under 6 years, 8 puffs if 6 years or over
▪▪ Advise to follow asthma action plan if symptoms get worse. Write or
update plan if needed, give copy to child/family (p141)
▪▪ Review next day
If more than 1 attack in last year — medical review, check and revise asthma
action plan (p141)
Arrange asthma education. Use culture specific resources if available
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*If not sure if mild or moderate — treat as moderate.

Asthma in children

Moderate asthma
•
•
•

•

•
•

Medical consult
Give oxygen to target O2 sats 94–98%
◦◦ Nasal cannula 1–2L/min OR mask 5–10L/min
Give salbutamol with nebuliser
◦◦ Under 6 years – 2.5mg
◦◦ 6 years or over – 5mg
◦◦ Repeat dose after 20 minutes
If not getting better — add ipratropium to nebuliser
◦◦ Under 6 years – 250microgram
◦◦ 6 years or over – 500microgram
Give prednisolone oral single dose – child 1mg/kg/dose up to 50mg
(doses p441)
Check how hard child is breathing every 15 minutes
◦◦ If not better — treat as severe asthma (below)
◦◦ If better — keep in clinic for 1 hour. If condition stable — send home
▪▪ Advise salbutamol 100microgram/dose puffer with spacer every
3-4 hours – 4 puffs if under 6 years, 8 puffs if 6 years or over
▪▪ Give prednisolone oral once a day for 2 more days – child 1mg/kg/dose
up to 50mg (doses p441)
▪▪ Make management plan. Update asthma action plan, give copy to
child/family (p141)
▪▪ Review every day
▪▪ Arrange asthma education. Use culture specific resources if available
▪▪ Medical review at next visit

Severe asthma
•
•
•

•

•
•
•

Urgent medical consult, send to hospital straight away
Give oxygen to target O2 sats 94–98%
◦◦ Nasal cannula 1–2L/min OR mask 5–10L/min
Give salbutamol with nebuliser
◦◦ Under 6 years – 2.5mg
◦◦ 6 years or over – 5mg
◦◦ Repeat dose after 20 minutes
If not getting better — add ipratropium to nebuliser
◦◦ Under 6 years – 250microgram
◦◦ 6 years or over – 500microgram
Repeat salbutamol with ipratropium every 20 minutes
Give hydrocortisone IM/IV – child 4mg/kg/dose up to 100mg (doses p439)
— can repeat after 6 hours
If not getting better — treat as very severe asthma (p137)
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Very severe asthma

Severe trouble breathing, blue lips or tongue (cyanosis), O2 sats less than 90%,
drowsy or unconscious, collapsed or exhausted, reduced air entry or silent chest.
• Urgent medical consult, send to hospital straight away
• Give oxygen and continuous nebulised salbutamol
◦◦ Put 5mg in nebuliser, refill every time it empties
• Give hydrocortisone IM/IV – child 4mg/kg/dose up to 100mg (doses
p439) — can repeat after 6 hours
• Give nebulised ipratropium every 20 minutes for 3 doses. Add to
salbutamol already in nebuliser
◦◦ Under 6 years – 250microgram
◦◦ 6 years or over – 500microgram
◦◦ Continuous monitoring of pulse, RR, O2 sats — work out REWS (p6)
• If getting better — consider reducing salbutamol to every 30 minutes
◦◦ Under 6 years – 2.5mg
◦◦ 6 years or over – 5mg

2. Child health

Asthma medicines

Table 2.8: Asthma medicines

Used as
Reliever — relief of
symptoms

Medicine type
Bronchodilator

Preventer — prevent
symptoms happening

Inhaled corticosteroid

•
•
•
•
•
•
•

Preventer — prevent
symptoms happening
Combined therapy —
preventer and longacting reliever

Oral

•

Inhaled corticosteroid +
long-acting beta2 agonist
(LABA)

•
•

Examples
Salbutamol
Terbutaline
Ipratropium
Beclometasone
Budesonide
Ciclesonide
Fluticasone propionate
Montelukast
Budesonide + formoterol
(eformoterol)
Fluticasone propionate +
salmeterol

CARPA Standard Treatment Manual

▶

137

Asthma in children

Table 2.9: Total daily doses of inhaled corticosteroids (ICS) for children

Inhaled corticosteroid

Low dose
(microgram)

Medium dose
(microgram)

High dose
(microgram)

100

100+–200

200+–400

Budesonide

100–200

300–400

400+–800

Ciclesonide

80

160

160+–320

Fluticasone propionate

100

100+–200

200+–500

Beclometasone
(with HFA – CFC free)

Inhaled therapy devices
•

•

Puffers (metered dose inhalers/MDIs) work best with spacer
◦◦ Have child show you their puffer (CPM p360) and spacer (CPM p364)
techniques
◦◦ Check they know how to make a bush spacer (CPM p365)
Relievers (bronchodilators) work as well with puffer and spacer as with
nebuliser — except in very severe asthma
◦◦ Salbutamol 100microgram/dose puffer 8–12 puffs = salbutamol 5mg
nebulised
◦◦ See Table 2.10 for spacer types and sizes

Table 2.10: Puffers and spacers

Age (years)
Under 3
3–6
Over 6
•

Type and size
Puffer with small volume spacer and mask
Puffer with small volume spacer
Puffer with small or large volume spacer

Other devices available for older children (8 years and over) — find device
child prefers or works best for them
◦◦ Dry powder devices (DPIs) (eg turbuhaler, accuhaler)
▪▪ Can get blocked in very humid climates
▪▪ Need to be able to take a big enough breath to make work
▪▪ Not usually recommended for young children

Managing ongoing asthma

Goals in asthma management
1. Child and family understand and can manage asthma — including how to
use devices and make a bush spacer (CPM p365)
2. Assess asthma type, severity and control
3. Achieve and maintain best lung function
4. Prevent exacerbations
5. Know and avoid triggers, avoid smoke
138

Asthma in children

6. Develop and maintain shared asthma action plan (p141)
7. Educate child and family, use culturally appropriate resources if available,
involve ATSIHP. Review regularly

Management
•
•

Manage by asthma type — see Table 2.11
Adjust asthma medicines (up or down) according to severity and level of
control — see Table 2.12
◦◦ Aim for good control with least amount of medicine, especially with
inhaled corticosteroids

Table 2.11: Management by asthma type

Management

Infrequent, intermittent
(occasional) asthma
• Short mild attacks more than
6 weeks apart
• Usually triggered by virus
• No symptoms between
attacks

•

Use salbutamol for symptoms

Frequent intermittent (mild)
asthma
• Mild/moderate attacks less
than 6 weeks apart
• No symptoms between
attacks
Persistent asthma
• Frequent attacks — mild,
moderate or severe
• Symptoms between attacks
• Hospital admissions

•

Use salbutamol for symptoms and before
physical activity if needed
Consider preventer
◦◦ Montelukast (2 years and over)
◦◦ OR if symptoms not controlled — low
dose inhaled corticosteroid (Table 2.9)

•

•
•

2. Child health

Asthma type

Use salbutamol for symptoms and before
physical activity
Use preventer
◦◦ Start with low dose inhaled corticosteroid
(Table 2.9) OR montelukast (2 years and
over)
◦◦ If symptoms not controlled —
▪▪ Low dose inhaled corticosteroid AND
montelukast (2 years and over)
▪▪ OR medium dose inhaled corticosteroid
(Table 2.9)
◦◦ If symptoms still not controlled —
▪▪ 6 years or over — consider combined
therapy (ICS + LABA)
▪▪ Under 6 years — refer to specialist
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Table 2.12: Levels of asthma symptom control

Level of control
Features — over 4 week period
Good control
All of
• Daytime symptoms — 0–2 days/week
◦◦ Last only a few minutes, quickly relieved by bronchodilator
• No limitation of activities
• No symptoms during night or when wakes up
• Need to use reliever — 0–2 days per week*
Partial control Any of
• Daytime symptoms — 3–7 days/week
◦◦ Last only a few minutes, quickly relieved by bronchodilator
• Any limitation of activities
• Any symptoms during night or when wakes up
• Need to use reliever — 3–7 days/week*
Poor control
Either of
• Daytime symptoms — 3–7 days/week
◦◦ Last from minutes to hours or recurring, partially or fully
relieved by bronchodilator
• 3–4 features of partial control in 1 week
* Not including reliever used for prevention before physical activity.

Regular reviews
•
•
•

How often will depend on type of asthma — check asthma action plan (p141)
Child on long-term corticosteroids should see paediatrician at least once a
year
If child needs high dose corticosteroids and/or symptoms persist — consider
other diagnosis (eg bronchiectasis)

Ask
•
•
•
•

How often and when do they get symptoms — cough, wheeze, waking at
night or early morning
How often do they use reliever during day and night
Does asthma stop them doing things (eg running, playing, going to school)
Any problems with medicines they are taking or with devices (eg spacers)

Check
•
•
•

Every 6 months, check that puffer and spacer or other devices used correctly
If over 6 years — spirometry (lung function) (CPM p191)
Flu and pneumococcal immunisation status, see Australian Immunisation
Handbook

Do
•
•

Review and update asthma action plan with child and family (p141)
Give advice on avoiding triggers (eg no smoking in house, avoid camp fire smoke)
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Asthma action plan

2. Child health

Every child with asthma needs written or picture based asthma action plan
developed in consultation with a doctor. Keep copy at home, at school, in file
notes. Make sure child and/or family understand how to use it.
• Includes
◦◦ What to do when
▪▪ Child well
▪▪ Asthma a bit worse, they get cold or chest infection
▪▪ Asthma severe
◦◦ How often they need regular reviews, medical reviews, paediatrician
reviews
◦◦ When to collect medicines, have immunisations
◦◦ Illustrated Indigenous asthma action plans available online
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ASTHMA ACTION PLAN
Name ______________________________________ Date __________________
When my asthma is well controlled
Reliever (for relief of wheeze or cough)
______________________________________________ Use _____ times a day
Preventer Yes/No
_______________________________________________ Use _____ times a day
_______________________________________________ Use _____ times a day
Symptom controller Yes/No
_______________________________________________ Use _____ times a day
Before exercise/physical activity I take __________________________________
When my asthma is getting worse or I have a cold
If the cough or wheeze increase or at the first sign of a cold
Reliever
_______________________________________________ Use _____ times a day
Preventer Yes/No
_______________________________________________ Use _____ times a day
_______________________________________________ Use _____ times a day
Symptom controller Yes/No
_______________________________________________ Use _____ times a day
When the asthma gets better go back to the ‘well controlled’ plan.
When my asthma is severe or getting worse quickly
_________________________________________________________________
_________________________________________________________________
Emergency medicines _______________________________________________
_________________________________________________________________
If still getting worse, go to the clinic or hospital.
When the asthma gets better go back to the ‘well controlled’ plan.
Check up at the clinic every ____ months even if well.
Check up with doctor _______________________________________________
Check up with paediatrician / specialist ________________________________
Medicines due ___________________ Immunisations due _________________
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Looking after yourself
• For most people the reality of child abuse and/or neglect is deeply distressing
• May help to talk to someone about your feelings — counsellor, Bush Support
Services 1800 805 391

Child neglect

Parent/carer fails to provide level of physical and/or emotional care that child
needs to grow and develop well. Child neglect includes
• Physical neglect
◦◦ Not providing child's basic needs such as food, clothing or shelter
◦◦ Not supervising child well enough, not providing for their safety
• Emotional neglect — not meeting child's needs for affection, nurturing,
stimulation
◦◦ May ignore, humiliate, intimidate or isolate child. Can be difficult to prove
• Educational neglect — not making sure child receives an appropriate
education
• Medical neglect — not providing appropriate health or dental care
◦◦ Refusing care or ignoring medical advice
Neglect c an be complex and hard to identify. Don't be judgemental.
• Parents/carers may neglect children if
◦◦ They don't know what children need to grow well
◦◦ They don't have enough money or have problems managing money
◦◦ They have a mental illness, unable to care for child when unwell
◦◦ They have problems with substance abuse, gambling, domestic/family
violence
◦◦ They didn't want the child
◦◦ Child has medical condition or disability making them hard to care for
CARPA Standard Treatment Manual
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Important to understand definitions of abuse and neglect t hat apply in your
state/territory and how to make child protection report/notification.
Child protection services
NT
• NT Family and Children's Services — Central Intake Team
◦◦ 24 hour phone line — 1800 700 250
SA
• Family and Youth Services — Child Abuse Report Line
◦◦ 24 hour phone line — 131 478
WA
• Department for Child Protection
◦◦ Contact your local country office

Child neglect, abuse, sexual abuse

Do
•

•
•
•

Support parents/carers to solve problems
◦◦ Give information about what child/young person needs at different stages
◦◦ Ask about substance use and domestic/family violence
◦◦ Develop plan to make sure needs are met
Discuss with colleagues and record in file notes — concerns, support offered
or attempted, outcomes
Talk with child health team, doctor, paediatrician about concerns
If child remains at risk, even with support — notify child protection service
(p143)

Emotional or physical abuse

•

Changes in behaviour that may indicate abuse
◦◦ Nightmares, sleep walking
◦◦ Avoids physical or other contact with certain people or groups
◦◦ Changes in general behaviour or conduct
◦◦ Changes in activities, how/what games they play

Emotional abuse

Suspect emotional abuse if
• Parent/carer
◦◦ Constantly criticises or teases child/young person
◦◦ Makes unreasonable demands relative to age/maturity of child/young
person, criticises or belittles them when they can't meet demands
◦◦ Blames child/young person for everything that goes wrong
◦◦ Calls child/young person names, sees them as ‘evil’
◦◦ Exposes child/young person to domestic/family violence 
◦◦ Isolates child/young person

Do
•
•
•

•
•
•

Observe interactions between parents/carers and child/young person —
warm and responsive or hostile and threatening
Ask child/young person how they feel, if they are safe. Take what child/
young people says seriously
Support parents to solve problems
◦◦ Give information about what child/young person needs at different stages
◦◦ Ask about substance use and domestic/family violence
◦◦ Develop plan to make sure needs are met
Discuss with colleagues and record in file notes — concerns, support offered
or attempted, outcomes
Talk with child health team, doctor, paediatrician about concerns
If child remains at risk, even with support — notify child protection service
(p143)
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Physical abuse

Non-accidental injury caused by parent/carer. May be deliberate, from physical
discipline, from inadequate supervision. May include hitting, punching, biting,
burning, shaking, kicking. Doesn't depend on intent of parent/carer.
When child presents with any injury
• Always record detailed story of how injury o
 ccurred
◦◦ Ask what happened, where it happened, when it happened, who was
there, what went wrong
• Use body diagram to record where injuries or bruises are

2. Child health

Consider abuse in infant under 1 year if
• Bruises with no clear explanation that makes sense. See Inconsistencies
(below)
• Any fracture
• Any injury to a child who is not yet walking
• Unexplained neurological symptomsor obvious head injury
◦◦ May be from shaken baby syndrome
◦◦ If not sure — always talk with more experienced clinician or child
protection service (p143)
Consider abuse in child or young person if
• Injury (eg bruise, burn), with shape you recognise (eg hand, belt buckle)
• Burn with neat edge (eg infant with burns to feet that look like socks)
• More than one injuryof different stages/duration
• Delay in seeking medical treatment, especially if painful injury
• Child/young person, or someone else, tells you they were hurt by parent/
carer
• No story to explain injury 
• Inconsistencies (below)
Inconsistencies are when
• Story of how injury h
 appened suggests minor injury, but injury severe
• Story of how injury h
 appened changes each time story is told
• People who saw what happened tell very different stories
• Story developmentally unlikely — child of this age unlikely to be able to do
what was said
• Story biomechanically unlikely — this sort of injury is unlikely to result from
that sort of story
• Story epidemiologically unlikely — this sort of injury v
 ery unlikely

Do — if you suspect physical abuse
•
•
•

Manage any injury 
Record injuries 
Make sure child is safe. May need to send to hospital
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•
•

Notify child protection service (p143)
If not sure — get advice from child protection service or senior clinician

Child sexual abuse

Child sexual abuse is a crime. Must notify child protection service (p143)
if you believe child/young person has been sexually abused (mandatory
reporting).
You must know
• How your state/territory defines child sexual abuse
◦◦ May need to report sexual activity under certain ages even when there is
consent
• Your organisation's policy for managing suspected child abuse
•
•

Offender usually known to child/young person, may be member of family,
may be with the child in the clinic
Sexual abuse may be
◦◦ Obvious (eg physical indicators, trauma). Commonly called rape
◦◦ Suspected when seeing child/young person for another medical problem
— STI, pregnancy, genital sores, injury to genital area, buttocks, thighs,
breasts 
◦◦ Suspected because someone told you, you heard rumour
◦◦ Disclosed (told) to you by child/young person

Child sexual abuse —
 definition
Child sexual abuse is a broad term to cover activities involving use of child/
young person for sexual gratification by adult or older child/young person.
Includes any act that exposes child/young person to, or involves them in,
sexual activity beyond their understanding, or that goes against community
norms or the law.
• Activities include
◦◦ Making child/young person look at sexually explicit materials or
behaviours
◦◦ Taking visual images of child/young person for pornographic purposes
◦◦ Touching, fondling and/or masturbation of child/young person
◦◦ Having child/young person touch, fondle or masturbate abuser
◦◦ Oral sex performed by child/young person
◦◦ Oral sex performed on child/young person by abuser
◦◦ Anal or vaginal penetration of child/young person
◦◦ Making child/young person engage in sexual penetration of others
Symptoms that may indicate child sexual abuse
• Physical evidence — not common
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Physical symptoms may include genital or anal pain, soreness, bleeding,
discharge, rash, frequency or pain on passing urine, STIs, pregnancy
◦◦ Interpreting these symptoms depends on
▪▪ Age and developmental level of child/young person
▪▪ For older adolescents the presence/absence of consent
• Sexualised play
• If worried about child/young person's behaviour or psychological health —
medical/mental health consult, whether or not you suspect sexual abuse
Manage sexual abuse sensitively to protect child/young person and clinic staff.
Following disclosure or suspicion of abuse there may be threats toward child/
young person, their family, alleged offender and/or their family, clinic staff.
•

•

•

If you suspect sexual abuse — must notify child protection service (p143)
◦◦ About presentation
◦◦ To plan management
Plan for safety of child/young person, their family, clinic staff including
ATSIHPs who are part of the community
◦◦ May need to evacuate child/young person to make sure everyone is safe

Recent sexual abuse
•

Medical consult with staff from sexual assault service
◦◦ They will advise how to proceed, preserve evidence

Do not
•
•
•

Do not try to question child/young person yourself — best done by trained
interviewers
Do not wash child/young person before talking with medical staff from
sexual assault service — may disturb forensic evidence
Do not do internal examination unless needed for treatment of serious/life
threatening injuries — may disturb forensic evidence, should not be done by
anyone without sexual assault training

Do
•
•

•

If child/young person tells you about sexual abuse — record accurately
Assess and manage clinical situation
◦◦ Temp, pulse, RR, BP, O2 sats, capillary refill — work out REWS (p6)
◦◦ Look for injuries, treat as needed. See Assessing trauma — primary and
secondary survey (CPM p35)
Get support from experienced staff

Collecting body fluid loss f or forensic evidence
• Collect any urine and other body fluid loss
◦◦ For young child, use nappy
• Save all nappies, pads, clothing removed from child/young person
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•

Send all items with person — include clothing, blankets etc
◦◦ Put each item in separate paper bag (not plastic). Label, seal bags with
tape, sign across closure
◦◦ Record name of person receiving items (eg nurse on evacuating plane),
get their signature to maintain chain of forensic evidence

While waiting for evacuation
• Continue observations
• Record clinical findings and what you did
◦◦ Include how you were notified, who was present, what was said, what
child/young person was wearing, any clothing removed or added by you
• Take accurate and detailed notes of what happened — as told to you
◦◦ Child/young person will sometimes tell you what happened. If they do —
record it word for word, but don't ask questions. Not your job to collect a
statement, leave this to police
• Be supportive and believe them. Reassure them you will do all you can to
keep them safe
• Never force child/young person to talk
Note: Your documentation and attention to detail may be important if
prosecution proceeds.

Suspected sexual abuse
•

•
•

•
•
•

If you think child/young person under 18 years is being or has been sexually
abused — you must notify child protection service (p143)
◦◦ Suspicion is the key issue in proceeding with notification. Suspicion of
sexual abuse is managed and notified according to Flowchart 2.4
Consider current safety of child/young person
Young person's intellectual and emotional development may lag behind
physical age. Age may suggest they can give consent, but intellectual and
emotional development may not. May be vulnerable to exploitation, not
understand what is happening
Sexual abuse often begins with non-invasive behaviours, but progresses to
oral/anal/vaginal sex 
Usually no physical or medical evidence of sexual abuse. May be signs in
behaviour that indicate child/young person stressed
Talk with parents/carers about concerns, changes in child/young person's
behaviour
◦◦ Avoid saying explicitly you are concerned about sexual abuse, as child/
young person may be inappropriately questioned
◦◦ Where possible advise protective parent/carer you are making report to
child protection service
◦◦ If not confident to do this — talk with child protection service (p143)
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•

•
•

Support child/young person and protective parent/carer — will probably be
stunned, not know what to believe
◦◦ Expect to be pressured to not believe child/young person
◦◦ If not confident to do this — get help from someone who can
Do not talk about child/young person's allegations, or your suspicions.
Principles of confidentiality will protect you and child/young person
Be aware: Often other types of abuse happen with sexual abuse. May also be
physical or emotional abuse, exposure to domestic/family violence, neglect

Flowchart 2.4: Guidelines for suspected sexual assault, abuse or maltreatment of
person under 18 years

Suspected sexual assault,
abuse or maltreatment

14–16 years (WA, NT) OR 14–17 years (SA)*
Is sexual activity consensual, without
harm, exploitation or coercion**

Report to child protection service

No

Not sure, eg big
difference in age

Talk with child protection service,
decide if you need to report
Yes
•
•
•
•

Yes

Think about
contraception

No

Medical consult
Immediate clinical management
Follow-up – STI, pregnancy etc
Think about emergency contraception

* Upper age is age of consent — varies by location.
** In NT — mandatory for health practitioners to report sexual activity in
14–15 year olds if age difference between partners more than 2 years.

Note: State/territory legislation is subject to change. Correct at June 2017.
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Under 14 years

No obvious assault but suspected sexual
activity or STI or pregnancy

Child neglect, abuse, sexual abuse

STI testing in children
•

•
•

STI testing is not an appropriate way to confirm or form a suspicion of sexual
abuse
◦◦ Negative STI test doesn't exclude sexual abuse in a child/young person
If obvious sexual abuse — medical/paediatrician/sexual assault doctor
consult before doing STI test
If child/young person sexually active OR suspected sexual abuse —
◦◦ If under 14 years — medical consult about STI testing
◦◦ If 14 years and over — see STI checks for young people (p276)

Follow-up

People affected by sexual abuse (child/young person, parent/s, other people)
may suffer distress d
 ays to years later.
• Talk to sexual assault service about counselling options for victims of sexual
abuse
• Contact child protection service (p143) if
◦◦ Ongoing concerns about child/young person's safety
◦◦ You have new information

Making a report
•

•
•

You will need to provide
◦◦ Child's name and date of birth
◦◦ Parent/carer name/s
◦◦ Address
◦◦ Why you suspect/believe child/young person has been sexually abused
— something you saw or heard, behaviours that made you worried,
something child/young person told you
◦◦ Any injuries or medical issues
◦◦ Where child/young person is now
◦◦ Whether you have concern for anybody's safety (eg child, you, other
people)
◦◦ If alleged perpetrator named — who they are, if you know where they are
Don't forget to talk with child protection service about what happens next
Sexual abuse can't always be substantiated — this doesn't mean it didn't
happen, only that there was not enough evidence to prove it. This doesn't
lessen your responsibility to report suspected sexual abuse
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Child development issues
Child growth and development are important signs that a child is healthy —
physically, emotionally, culturally, spiritually. Rapid physical, cognitive
development in first 2 years of life important for the rest of their lives. Dealing
with problems during this time is much more effective than with older children
or adolescents.
Development assessed by looking at movement, language, social development,
vision, hearing. There is a range of normal — see Child health check (0–5 years)
(CPM p118)

Small babies

Preterm birth (less than 37 weeks) or very low (less than 1500g) or low (less
than 2500g) birth weight puts babies at increased risk for many medical and
developmental problems.
• If baby kept in hospital — support continued breastfeeding or expressing to
maintain breast milk
•
•

Check antenatal and birth records, hospital discharge summary for medical,
family or social problems, alcohol or drug use, planned follow-up
Paediatrician's discharge summary for ongoing monitoring schedule

Feeding and weight gain
• Promote and support breastfeeding on demand
• If using formula — check parents/carers make it up correctly and
hygienically (WBM p236), give right amount
• Weight gain usually shows some catch up over first 6 months
• Child's line on growth chart should still follow shape of printed curve, but
may be below it for some time
Development
• Always ask about problems with hearing, vision
• Cerebral palsy, intellectual impairment more common in these children

Do
•
•
•
•
•
•

Medical review
Make management plan — include paediatric and allied health reviews
Refer early if child becomes unwell
Start oral iron at 1 month (p116)
Check Hb at 6 months then every 6 months, or as advised by paediatrician,
up to 5 years
If over 6 months — check vaccinations up to date, including influenza vaccine
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Check

Child development issues

Fetal alcohol spectrum disorder (FASD)

Range of problems including learning and behavioural difficulties, abnormal
physical features.
• May be diagnosed in children whose mother drank alcohol during pregnancy
• More common if moderate to large amounts of alcohol consumed
Alcohol and pregnancy
•
•

•

•

No amount of alcohol known to be safe in pregnancy
Pregnant women who drink a lot of alcohol are more likely to have children
with FASD
Even small amounts of alcohol may cause problems
◦◦ Pregnant women (or women trying to become pregnant) should not drink
alcohol
◦◦ Women drinking a lot of alcohol should use contraception
If pregnant woman using alcohol —
◦◦ Support her to stop drinking
◦◦ Tell her not drinking gives her child the best chance of being healthy
◦◦ Do not give impression that her child is already damaged, this can lead to
more drinking

FAS/FASD
• FASD is a spectrum — Fetal Alcohol Syndrome (FAS) is most severe form
• Children with FASD can have a range of physical, learning and behavioural
problems
◦◦ Behavioural difficulties — impulse control, maintaining attention
◦◦ Growth problems, small heads, unusual facial features
• Children from families who have alcohol/substance use problems are more
likely to have developmental problems (FASD related or not)
◦◦ Need close monitoring
◦◦ May need help with stable care arrangements or assessment by child
protection services
Diagnosis of FASD based on 4 factors
• Growth deficiency — height and/or weight below the 10th percentile at
any stage with no known cause. Causes to exclude — congenital infections,
chronic gastroenteritis, malnutrition
• FAS facial features — see website for National Organisation for FASD
Australia
• Central nervous system (CNS) abnormalities may include
◦◦ Small head (circumference less than 3rd percentile), abnormal MRI,
seizures
◦◦ Major problems with learning, memory, understanding, language, motor
skills, and/or attention
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Child development issues

•

Exposure to alcohol in the womb — confirmation not needed for FASD
diagnosis if all 3 FAS facial features present

•
•

•

Refer to paediatrician for diagnosis
Collect all available information on
◦◦ Growth — plot and highlight point when length was at lowest centile
◦◦ Mother's alcohol intake — be non-judgemental
▪▪ Ask — how often do you drink alcohol, how many standard drinks per
day, how often do you have 6 or more drinks on one occasion
◦◦ Schooling and childcare — performance, attention, adverse behaviour,
developmental delay
If FASD diagnosed —
◦◦ Continue to support family and do routine child health checks
◦◦ Involve paediatrician, allied health (eg dietitian, speech pathologist, OT,
physio), family support services
◦◦ Need management plan — include long-term learning and behaviour
management
◦◦ Encourage early childhood education, play group, quality childcare.
Inform school of condition (with parent/carer consent), arrange special
education assessment and support

Talk with parents about referral to alcohol service.
If another pregnancy possible — high priority to prevent another case of FASD.
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Do

Infant and child growth and nutrition
•

•

In the first 2–3 years of life good nutrition is especially important for
◦◦ Healthy growth and brain development
◦◦ Reducing risk of developing chronic diseases (eg diabetes, heart disease,
kidney disease)
◦◦ Learning to eat a range of healthy foods, to drink water
Children grow well with
◦◦ Healthy nurturing environment that includes love, care, play
◦◦ Good antenatal and postnatal care for mothers and babies
◦◦ Only breast milk until around 6 months of age
◦◦ Variety of age appropriate foods introduced at around 6 months — see
Table 2.13
▪▪ Baby ready to eat when sitting and holding head up, interested and
trying to grab food

Table 2.13: Age appropriate food and fluids for infants and young children

Introduce
at
Birth to
around 6
months

Around 6
months –
first foods

Key message
•
•

•

•

•
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Breast milk has all
nutrients needed
Give oral iron
supplement
from 4 months
in Indigenous
populations
(p117)
Babies need food
in addition to
breast milk
First foods should
be iron rich as
infant's iron
store is very low
(depleted)
Starting solids too
early or too late
can make the baby
sick or grow slowly

Fluids

Food

•

Breast milk only – on demand
◦◦ No other food or fluids needed
◦◦ Protective antibodies to boost infant's
immune system

•

Offer
food
before
breast
milk
Clean
cool
boiled
water
in a cup

•

•
•
•
•

Give food at least 2–3 times a day
in addition to breast milk
Offer food before breast milk
Offer around 2–3 spoonfuls
increasing to ½ a cup (125mL)
Thick, smooth texture foods rich
in iron
◦◦ Iron-fortified cereal (eg Farex or
Weetbix) with expressed breast
milk or clean cool boiled water
◦◦ Soft mashed meat or eggs
◦◦ Soft mashed fruit and vegetables ▶

Infant and child growth and nutrition

12–24
months

Key message
•

•

•

Fluids

Baby ready for
lumpier textures
which encourage
chewing
and speech
development

•

Infants should
be eating a wide
range of healthy
family foods
Solid foods should
now be providing
most of baby's
nutritional needs

•

•

•

•

Food

Offer
food
before
breast
milk
Clean
cool
boiled
water
in a cup

•

Offer
food
before
breast
milk
Clean
water
in a cup
Cow's
milk in
a cup*

•

•

•
•

Give food at least 4–6 times a day
Change texture from smooth to
soft and lumpy
◦◦ Iron-fortified cereal (eg Farex or
Weetbix) with expressed milk,
clean cool boiled water or cow's
milk*
◦◦ Soft meat, eggs
◦◦ Smooth peanut paste
◦◦ Soft fruits and vegetables
◦◦ Dairy products* (eg yoghurt,
cheese)
◦◦ Finger foods
▪▪ Pieces of cheese or meat
▪▪ Pieces of fruit and cooked
vegetables
3 meals plus 1–2 snacks a day
Variety of foods that rest of family
eating
Talk about importance of offering
foods from each food group
— refer to Australian Guide to
Healthy Eating. Includes
◦◦ Meat, chicken, fish, baked beans,
eggs
◦◦ Vegetables, fruits
◦◦ Bread, cereals — preferably
wholegrain, iron enriched
◦◦ Dairy foods

*Do not use cow's milk as a drink before 12 months (OK with cereal or in dairy
products such as yoghurt).
Do not add salt or sugar to food.

Promoting healthy growth

All young children have the same potential to grow.
• Many factors influence child growth including good nutrition, sleep,
nurturing care by parents/carers, good general health, parents' height
• Encourage and support breastfeeding, good nutrition, physical activity,
healthy lifestyles for children and families
• Listen and respond to parent's/carer's concerns
• Remind parents/carers to show patience and encouragement as children
learn to eat
CARPA Standard Treatment Manual
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Introduce
at
As baby
learns to
eat and
swallow
solid food

Infant and child growth and nutrition

•
•

•
•

Talk with parents/carers about scheduled child health check (CPM p118) —
show them how their child is growing and developing
Support community activities that promote positive parenting and healthy
eating
◦◦ Childcare, playgroup, school, men's groups, women's centre, family centre
Work with dietitian and/or child health team on activities to promote child
health
Advocate for appropriate, healthy and affordable food for babies and children

Promote for all children
• From 0–5 years
◦◦ Breastfeeding for as long as mother and child want
▪▪ Oral iron supplement from 4 months for all breastfed babies (p117)
◦◦ Healthy iron-rich solids from around 6 months (p117), increasing amount
and variety of texture as child grows. See Age appropriate foods and fluids
(p154)
◦◦ Variety of vegetables and fruit every day — including bush foods
◦◦ Drinking plenty of water
◦◦ Plenty of physical activity — toddlers (1–3 years) and preschoolers
(3–5 years) should be active for at least 3 hours a day
• Also for school-aged children
◦◦ Healthy eating, regular physical activity and sport, positive body image
◦◦ School-aged children should be active for at least 2 hours a day
• Avoiding
◦◦ Tea or sweet drinks — including caffeinated and sugary drinks, soft drinks,
cordial, fruit drinks and juice
Note: Fruit drinks are mostly sugar and water
◦◦ Sweet and fatty foods (eg lollies, fried foods)
◦◦ More than 2 hours of ‘screen time’ a day — TV, computer, mobile phone

Monitoring growth

Growth monitoring is one part of child health check (CPM p118)
• Regular checks mean growth problems can be found and responded to early
• Preterm (less than 37 weeks) or low birth weight babies (less than 2500g) —
may need individual management plan
• Follow Table 2.14 or local endorsed program for all other children
◦◦ If problem identified — include extra monitoring in care plan developed
with family, primary care team, paediatrician
◦◦ Growth problems most often occur at 6–12 months

Do
•

Always use calibrated equipment in good condition, use same equipment if
possible
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Weight
• Babies, children under 2 years — on baby scales, naked (no nappy or singlet)
• 2–3 years — on adult scales, wearing nappy/pull ups only
• 3–5 years — on adult scales, wearing singlet and underpants or nappy only
Length or height
• Babies, children under 2 years — lying down (length) with 2 people holding,
using fixed board or measuring mat, without nappy
• 2 years and over — standing up (height) using stadiometer, without shoes
◦◦ Record to nearest 0.1cm
Head circumference
• Find and measure widest part of head (horizontally)
◦◦ Use narrow, non-stretch, flexible tape
Note: Shape of growth curve (p158) is more important than height and
weight.
Age

Weight

Birth
0–8 weeks

Length/height



Day 3, day 5, then

every 2 weeks


6–8 week baby check
4 months


6 months


9–18 months
Every 3 months
Every 3 months
2–5 years
Every 6 months
Every 6 months

Head
circumference







Every 6 months
until 3 years
*If problems with growth — need Growth Action Plan and extra monitoring.

Do — after measuring growth

Every time child weighed and measured — look at growth chart (p158).
Growth line for normal weight gain will follow the shape of one of the curved
lines on chart.
• Shape of curve on growth chart shows whether growth OK or not
◦◦ Is child's curve following — F 2.1, flattening or going down — F 2.2,
or rapidly going up — F 2.3 compared to curved line on chart
◦◦ Baby who was preterm or low birth weight may be low on growth chart
but still growing and gaining weight. Growth curve should still follow
shape of curve on chart — F 2.4
• Show chart to parents/carers, talk about child's growth. Always talk about
importance of breastfeeding and/or age appropriate food and drinks
(p154)
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Table 2.14: How often to monitor growth for well* infants and children

Infant and child growth and nutrition

2.1

2.2

2.3

2.4

Growth charts
Growing well
• Child's line going up, generally following shape of curved line printed on
growth chart — F 2.1 and F 2.4, and there is good catch up after illness
• Let parents/carers know date of child's next health check, encourage to
attend

Growth faltering
• Child's line beginning to flatten or go down compared to line on growth
chart – F 2.2 — even after growing well for 6 months
◦◦ See Growth problems (below), Starting a Growth Action Plan (p159)
Excess weight gain
• Child's line going up or above line on growth chart – F 2.3
◦◦ See If overweight or obese (p162)

Growth problems

•
•

Use growth charts (above) to identify growth problems early, and work out
how serious growth problems are
Can be many reasons why child putting on too little or too much weight.
Often combination of medical, social, environmental issues involving child,
family, community

Growth faltering assessment

When child is not growing as expected according to the growth chart.
• Can be caused by undernutrition, infections, other medical problems

Assess breastfeeding and/or food intake
•

•
•

Ask about breastfeeding (WBM p199), how often, how long
◦◦ Baby breastfeeding well if
▪▪ Usually content — sleeping well, not crying too much, smiling, active
▪▪ Several wet nappies a day, soft faeces
▪▪ Breastfed on demand, unrestricted feeding day and night
▪▪ Mother generally pain free and comfortable. If not — check positioning,
attachment. Midwife, lactation consultant, child health nurse can help
If formula fed — correct for age, how often, how much taken, prepared
correctly (WBM p236)
Ask about mother's diet, medicines, smoking, drug, alcohol (grog) intake
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•

•
•

Ask about child's food intake (p154)
◦◦ At around 6 months — if child has started iron rich solids (2–3 times a day)
◦◦ From 6–12 months — if child is offered food regularly/when hungry
(4–6 times a day)
◦◦ What food and drinks has child had in last 24 hours
◦◦ Where, what, how often, how much child eats
Who helps with feeding, who buys and prepares food
Does family have any problems with child's eating

•

•

Issues may include
◦◦ Carers and family — mental health issues, domestic/family violence,
drug or alcohol problems, gambling etc
◦◦ Maternal depression (WBM p221) — including low mood, exhaustion,
helplessness, hopelessness, not caring for baby
▪▪ Use screening tool, see EPDS (WBM p222)
◦◦ Access to money, nutritious food, support people
◦◦ Housing conditions — including overcrowding, plumbing, cooking
facilities, fridge, soap and household cleaning products
Explore solutions with family, local community services (eg childcare, council)

Starting a Growth Action Plan

Consider medical, dietary, social, environmental issues. Provide age
appropriate support and education, reassurance, and then follow-up weight
within 7 days.
• Involve parents/carers in finding causes for growth problems and solutions
◦◦ Be careful to maintain respectful professional relationship
◦◦ Be sensitive to cultural beliefs and values
◦◦ Do not judge or criticise
• Recommend age appropriate foods (p154) how much, how often
• Encourage family to be involved in activities that develop relationship with
child

Growth faltering management
Do not let growth faltering continue — investigate reasons, act quickly,
follow up.
• If child moves to another community — follow up with other clinic

Do
•

Encourage and support breastfeeding on demand — with oral iron
supplement from 4 months (p117)
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Assess and assist with social and environmental issues

Infant and child growth and nutrition

•

•

If under 6 months —
◦◦ Encourage more frequent and longer breastfeeds
◦◦ If formula fed — check preparation of formula (WBM p236), discourage
other drinks
If over 6 months — advise
◦◦ Offer age appropriate foods (p154) as meal or snack 5 times a day before
breastfeeding
◦◦ Add iron-fortified cereal to other food to improve texture, iron content
◦◦ Talk with doctor, child health nurse and/or dietitian

Assess and treat
• See Checklist for medical problems (Table 2.15), treat as needed
• If child recently or often sick — offer extra food for catch-up growth
• Give medicines as per Table 2.16 once at diagnosis
◦◦ Repeat albendazole after 3 weeks
Table 2.15: Checklist for medical problems

Problem
Anaemia
(p116)
Urine
Faeces
Chest
Skin (p387)
Ears (p172)

Check and Do
POC test for Hb
Collect urine for MC&S (CPM p393)
If diarrhoea (p165) — collect faeces for MC&S and OCP
(CPM p398)
Check for moist cough, frequent chest infections — chronic
lung conditions (p131)
Look for sores or scabies
Examine ear, treat any problems

Feeding when sick
• Keep feeding child unless there is a specific reason to fast
• Sit child up to eat, lying down is choking hazard
• Sick infants need extra breast milk/formula for hydration and energy
◦◦ If trouble breastfeeding — give expressed breast milk/formula from clean
cup or spoon
• If diarrhoea (p165) — give extra fluids (ORS, breast milk) to prevent/treat
dehydration
• Offer older child small, healthy meals often, but don't force child to eat
• If child vomits — wait 10 minutes then offer fluids and food again
• Child may be hungry as they recover, offer extra meal or snacks for around
2 weeks
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Table 2.16: Medicines for growth faltering

Medicine
Oral zinc – if 6 months or over
• Zinc once a day for 7 days – 20mg elemental
zinc
◦◦ This is 1.8mL if using 50mg/mL zinc sulfate
(50mg/mL zinc sulfate = 11.3mg/mL
elemental zinc)
Albendazole oral once a day for 3 days –
6–11 months 200mg, 1 year and over 400mg
If diarrhoea (p165) —
Give metronidazole oral once a day for 3 days
– child 30mg/kg/dose up to 2g (doses p434)
• OR tinidazole oral single dose
– child 50mg/kg/dose up to 2g (doses p437)

Comment
Follow immediately with drink
to cover taste. For infants,
breast milk or formula. For
older children, flavoured drink
To treat Strongyloides
• Do not give if under 6 months
• Repeat dose after 3 weeks
To treat Giardia

•

•
•
•

•
•
•

Follow Growth Action Plan — review weekly for 4 weeks
◦◦ If actions not done — problem solve with parents/carers
Under 6 months and no weight gain after 2 weeks
◦◦ Medical consult within one week
Talk with dietitian, child health nurse or doctor if
◦◦ 6 months – 2 years and no weight gain after 4 weeks
◦◦ Over 2 years and no weight gain after 2 months
Nutritional supplement drinks (below) may be needed in the short term for
at risk infants/children if not enough food available
Make sure the family has support — access to food program if available
If child neglect suspected — team discussion and medical consult
◦◦ Consider referral to child protection services (p143)

Nutritional supplement drinks

Used in growth faltering for ‘catch-up’ growth. Must be prescribed by doctor.
• Only use
◦◦ For child aged 1–5 years weighing more than 8kg
▪▪ If weight less than 8kg — refer to paediatrician
◦◦ If child doesn't have diarrhoea
◦◦ For short time as part of Growth Action Plan
• Advise parent/carer it is not a substitute for food, continue promoting
healthy diet
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Follow-up

Infant and child growth and nutrition

Do
•
•
•
•
•

Use appropriate supplement for age of child (eg Fortini Multifibre, Pediasure)
Start with 1 bottle/day (200mL) for 1 week
Check that child is drinking supplement
Encourage child to eat small frequent meals to help improve appetite
Consider referring any child prescribed supplements to dietitian

Follow-up weekly
•
•

•

Ask if supplement is being used — stop providing if not being used
Weigh weekly
◦◦ If child drinking supplement and growth faltering continues — increase
to twice a day
◦◦ If gaining weight well after 1–2 months — give half the amount for
2–4 more weeks then stop
Continue to follow Growth Action Plan

Overweight or obese

Early obesity a risk factor for chronic disease. If child's weight for age growth
curve is increasing rapidly according to their growth chart (see F 2.3), they may
be at risk of becoming overweight or obese.
• Identification, assessment and prevention of obesity most important — can
address issues early and help prevent the child from becoming overweight
or obese
• Do not aim for weight loss but preventing further weight gain — allow child
to ‘grow into’ their weight
• BMI for age and gender (CPM p108) indicates risk of overweight or obesity
and need for intervention
Remember: Making changes for overweight child needs to involve the whole
family and are lifelong

Ask
•

•

Assess breastfeeding and/or food intake
◦◦ Breastfeeding — how often
◦◦ Formula feeding (WBM p236) — how often, correct amount and mixture
given, prepared correctly
◦◦ Food intake — is child receiving recommended healthy age appropriate
foods (p154)
Physical activity — time spent being active each day

Check
•
•

Weight, height, BMI (CPM p108)
Plot BMI on chart — must use same chart each time
◦◦ WHO charts for children 0–19 years
◦◦ OR CDC charts for children 2 years or more
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•

•

If 0–5 years (WHO chart CPM p109)
◦◦ BMI-for-age 97th percentile or over (z-score more than +2) — overweight
or obese
If 5–19 years (WHO chart CPM p110)
◦◦ BMI-for-age 85th percentile (or z-score +1) — overweight
◦◦ BMI-for-age 97th percentile (z-score +2) — obese

Do

•

•

•

Encourage family to
◦◦ Eat together — no TV, screens
◦◦ Increase physical activity (CPM p144) — walking with child to school,
outdoor play
Advise — daily activity
◦◦ To get involved in sport and recreation activities
◦◦ Limit screen time for children to less than 2 hours a day
Advise — healthy food habits
◦◦ Regular healthy meals, including breakfast and snacks
◦◦ Which foods to have often and what to avoid
◦◦ Limit availability of
▪▪ Sweetened drinks such as soft drinks, cordial, fruit juice
▪▪ Fried snacks and takeaway foods
◦◦ Don't use foods as treats, rewards or to control behaviour
Advise — children get enough sleep
◦◦ Regular bedtimes, no TV in bedrooms

2. Child health

•

Follow-up
•

•
•

•

Monitor weight, height, BMI (CPM p108), waist circumference — monthly,
3 monthly, yearly as growth becomes more normal. See School-aged health
check (CPM p121)
Support and encourage small successes — slowing of weight gain, weight
staying the same, height gain
If no improvement or in obese range
◦◦ Refer to doctor and paediatrician — may refer to dietitian, exercise
program
Refer to paediatrician if signs of complications
◦◦ Sleep apnoea, diabetes, high BP, hip problems (eg slipped femoral
epiphysis)
◦◦ Pre-existing conditions getting worse (eg asthma, reflux)
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Dental and oral problems — 6 months to 5 years
•

If tooth pain, swelling, abscess — see Pain in teeth or gums (p335)

Strong Teeth for Little Kids
Messages for all parents and carers
• Breastfeed your baby, then wean to feeding cup not bottle
• If bottle fed — do not put baby to sleep with bottle
• Help clean child's teeth twice a day
◦◦ From 18 months use smear of children's low-fluoride toothpaste — spit
don't rinse out
• Give child plenty of water to drink
• Healthy food — no sweet drinks, lollies, cake, ice cream
• Brush your own teeth twice a day with soft toothbrush, fluoride toothpaste
— after breakfast and before bed
• Visit the dentist for a check up every year
Lift the Lip
At 6 months old, then at least at every child health assessment you should
look inside mouth.
• Use torch and dental mirror to help you see around mouth and back teeth
• If possible, clean teeth with toothbrush (no toothpaste) for better view
• Look at all teeth and gums for signs of tooth decay or gum disease (red,
swollen gums) — see Table 2.17
Table 2.17: Tooth decay in young children

Tooth decay
White spot areas
(not yet a hole)

Active decay
(light yellow to
brown holes)

•

•
•

Do
Steps to follow for strong teeth — primary oral health care
◦◦ Show how to brush teeth with fluoride toothpaste* —
do not rinse out!
◦◦ Smear fluoride toothpaste on decayed teeth —
do not rinse out!
◦◦ OR apply fluoride varnish if trained (CPM p173) — repeat
every 6 months as part of coordinated plan
◦◦ Encourage tooth brushing with soft toothbrush and
fluoride toothpaste* twice a day — at home and other
places children spend time (eg childcare, kindergarten)
Steps to follow for strong teeth (as above)
Refer to dentist
◦◦ 1–3 small holes — less urgent
◦◦ 4 or more small holes or large hole/s — urgent
Steps to follow for strong teeth (as above)

Arrested decay
•
(blackened holes)
* Fluoride toothpaste recommended for children 18 months and older. May be
used from 12 months if high risk — dentist consult.
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Diarrhoea
•

If young baby — see Babies under 2 months who are sick or have a fever
(p121)

Food during and after diarrhoea
• Always continue breastfeeding or normal formula
• Breastfed infants often feed more than usual — encourage this
• Formula fed infants should be given formula every 3 hours
◦◦ Using lactose-free formula may reduce duration of diarrhoea and risk of
worsening dehydration
• Continue feeding with good foods
Good foods
• Rice, bread, cereals, potato, banana, yoghurt, fruit, vegetables
Do not give
• Sports drinks — may increase fluid loss
• Food or drinks high in fat or sugar (eg chocolate, lollies, coke, other soft
drinks, undiluted fruit juice, tea, other very sweet drinks)
• Antidiarrhoeal (antimotility) medicines (eg loperamide)
• Antiemetics (anti-nausea medicine) — except ondansetron

Ask
•
•
•

•
•

Diarrhoea — when did it start, how often, is it watery, blood, mucus
Vomiting — when did it start, how often, green (bile), spurting across room
(projectile)
Drinking and eating
◦◦ How well child breastfeeding, drinking, eating
◦◦ What are they eating, drinking
Urine — how much urine, how many wet nappies
Other sickness also present, contact with sick people

Check
•
•
•

•
•

Temp, pulse, RR, O2 sats, capillary refill — work out REWS (p6)
Naked weight
Full head-to-toe examination
◦◦ Infections can cause diarrhoea — ear (p172), chest (p124), UTI (p184),
meningitis (p101)
Abdomen (p18) — swollen or tender
Growth chart (p158) — is child growing well
CARPA Standard Treatment Manual

▶

165

2. Child health

Common complications of diarrhoea
• Dehydration — must replace fluids (rehydrate)
• Wrong balance of body chemistry (eg metabolic acidosis, low bicarbonate,
low potassium)
• Gut not being able to digest ‘milk-sugar’ (lactose intolerance)

Diarrhoea

•
•

Signs of dehydration
Is family coping (eg food, money problems, carer worrying)

Assessing dehydration
• Best way to measure dehydration in child is to work out percentage of
weight loss
• If child's weight has been recorded in file notes in past few weeks use this to
work out if they have lost weight — percentage of weight loss is about the
same as percentage of dehydration
Table 2.18: Level of dehydration by percentage of weight loss

Dehydration
Weight loss
•

•

Mild
Less than 5%

Moderate
5–10%

Severe
More than 10%

Working out percentage (%) weight loss
◦◦ % weight loss = % dehydration
◦◦ [Recent well weight – today's weight] ÷ [recent well weight] x 100
Example: Weight last week was 13.5kg and weight now is 12.6kg
(13.5 ‑ 12.6) ÷ 13.5 = 0.067, then x 100 (to make %) = 6.7%
◦◦ Child has moderate dehydration
If recent weight not known — do clinical assessment of dehydration. See
Table 2.19

Table 2.19: Clinical assessment of dehydration

Sign
Main signs
General
appearance
Eyes
Tears
Mouth and tongue
Other signs
Pulse rate
Capillary refill
Skin pinch

Do
•

Mild
Well, alert
Normal
Tears
Moist
Normal
Normal — less
than 2 seconds
Normal — goes
back quickly

Medical consult if
◦◦ Moderate or severe dehydration

166

Moderate

Severe

Thirsty, restless or
lethargic but irritable
when touched
A bit sunken
Less tears
Sticky

Drowsy, limp,
cold or sweaty +/unconscious
Very sunken
No tears
Dry

Fast
2 seconds

Weak, fast
More than
2 seconds
Goes back very
slowly

Goes back slowly

Diarrhoea

•

2. Child health

•

◦◦ Any of the following — may not be gastroenteritis
▪▪ Fever
▪▪ Shortness of breath or fast breathing
▪▪ Altered conscious state, convulsions
▪▪ Neck stiffness
▪▪ Bulging fontanelle
▪▪ Non-blanching rash (doesn't disappear when you press on it)
▪▪ Blood or mucus in faeces
▪▪ Severe or localised abdominal pain, swollen abdomen
Send to hospital if
◦◦ Severe dehydration — this is medical emergency
◦◦ Signs of shock (p66)
◦◦ Neurological abnormality (eg drowsy or unusually irritable)
◦◦ Significant abdominal tenderness or swelling
◦◦ Green (bile) vomit
◦◦ Baby with vomit spurting across room (projectile vomiting)
◦◦ Another major sickness at same time (eg pneumonia)
◦◦ No urine passed all day
◦◦ It is late and you are not sure about managing child overnight
Consider sending to hospital if
◦◦ Moderate dehydration — especially if attempts at oral rehydration fail
◦◦ Deep breathing — you suspect acidosis
◦◦ Floppy — you suspect low potassium (hypokalaemia)

Do — if severe dehydration

Medical emergency.
• Medical consult
• Put in IV cannula (CPM p84)
◦◦ If can't get IV cannula in — put in IO needle (CPM p88)
◦◦ Take blood for electrolytes, if able
• Start IV/IO fluids — Hartmann's solution or normal saline
◦◦ If in shock — give 20mL/kg as a bolus
▪▪ If BP doesn't improve — repeat
◦◦ If not in shock — give 20mL/kg/hour over 2–4 hours, depending on
progress and medical advice
◦◦ Aim to correct dehydration over 4 hours
• OR give nasogastric ORS (unless in shock)
• While waiting to send to hospital
◦◦ Check pulse, RR, capillary refill every 15 minutes
◦◦ Check BGL — if low (hypoglycaemia) may need to use rehydration
solution containing glucose for maintenance
◦◦ Record amount of diarrhoea and vomiting
◦◦ Collect faeces and urine samples for pathology tests if possible
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Do — if moderate dehydration
•
•
•
•
•

•

•

Give ORS using cup, spoon, syringe, bottle — see Table 2.20
◦◦ Doses see Table 2.21
If 6 months or over and vomiting a lot — consider giving ondansetron wafer
(doses p441). May help prevent need for IV rehydration
Medical consult
Check progress every half hour. If not drinking ORS — use nasogastric tube
(CPM p81)
Check at 4 hours
◦◦ How much ORS taken
◦◦ How much diarrhoea and vomiting has there been
◦◦ Weight, pulse, dehydration
If better — weight gain, drinking well
◦◦ Send home with ORS to continue at home — 10mL/kg after every
diarrhoea action. Check again in 12 hours
If still dehydrated
◦◦ Medical consult
◦◦ Continue ORS or use IV rehydration, as for severe dehydration

Do — if mild dehydration
•

•

•

•

Give extra fluids — see Table 2.20
◦◦ Give ORS using a cup, spoon, syringe, bottle
◦◦ If child won't drink ORS — give usual fluids, but not high in sugar
Check within 12 hours OR within 6 hours if under 6 months
◦◦ How much ORS have they taken
◦◦ How much diarrhoea and vomiting has there been
◦◦ Weight, pulse, dehydration
If better — not dehydrated, weight gain, drinking well
◦◦ Send home with ORS to continue at home — 10mL/kg after each watery
diarrhoea
◦◦ Review daily until diarrhoea stops
If more dehydrated
◦◦ Treat as moderate dehydration
◦◦ Medical consult

Do — if no dehydration
•
•
•
•

Offer extra fluids/breastfeeds
Give ORS 10mL/kg after every watery diarrhoea (p169)
If child won't drink ORS — give usual fluids, but not high in sugar
If diarrhoea or vomiting continues — review next day
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Fluids for treating dehydration
Table 2.20: Dehydration level and fluid rates
•
•

Moderate

•
•
•

Mild

•
•
•

Review
Fluid rate
Hartmann's solution or
10 minutes
Medical consult, send to normal saline 20mL/kg
hospital
• If in shock — give as a
bolus
◦◦ Repeat if BP does not
improve
• If not in shock —
give over 2–4 hours
depending on progress
and medical advice
◦◦ Aim to correct
dehydration over 4
hours
Check every 30 minutes • Small frequent doses
ORS — at least 10mL/
Full review of hydration
kg/hr
status in 2 hours
• Continue
If no better — medical
breastfeeding/
consult
formula/good foods
12 hourly
• Extra fluids/ORS
AND 10mL/kg after
If under 6 months — at
diarrhoea
least every 6 hours
• Continue
Care for at home. Ask
breastfeeding/milk
carer to return if lots of
diarrhoea, child thirsty or formula/good foods
lethargic

Method
IV or IO

Oral or NGT

Oral — cup,
spoon,
bottle, ice
block

Table 2.21: Approximate ORS over 1 hour to replace fluid loss for child with
moderate dehydration

Weight
Amount of ORS (mL)
over 1 hour at 10mL/kg

Under 5kg
50mL

5–9kg
50–90mL

10–14kg
15–20kg
100–140mL 150–200mL

Note: Give extra ORS 10mL/kg after every watery diarrhoea.

Tips for giving ORS
•
•

ORS prevents and treats dehydration — it doesn't stop diarrhoea
If child vomiting a lot — start with 5mL every 1–2 minutes
◦◦ Increase amount as child tolerates it
◦◦ If over 6 months — consider giving ondansetron wafer (doses p441).
May help prevent need for IV rehydration
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Dehydration
Severe

Diarrhoea

•
•
•
•
•

Use clock or timer so parent/carer can give ORS every 5 minutes
Record how much ORS taken
Give with spoon, cup, syringe, bottle (avoid bottle if breastfed)
Mix ORS sachets with chilled water (makes it taste better)
◦◦ If ORS sachets not available see Making oral rehydration salts (CPM p80)
Try ORS ice blocks — but make sure same volume given

Special situations

If blood and mucus in diarrhoea — likely to be caused by Shigella
◦◦ Send faeces for MC&S and OCP
◦◦ If fever, malnourished, unwell — give azithromycin –
▪▪ Oral single dose on first day – child 10mg/kg up to 500mg
▪▪ THEN oral once a day for another 4 days – child 5mg/kg up to 250mg
• If evidence of Strongyloides infection — see Worms (p416)
• If several linked cases of diarrhoea (eg children in daily close contact with
each other, from same school class) —
◦◦ Collect faeces samples for MC&S
◦◦ Notify CDC/PHU
Persistent vomiting
• Routine use of antiemetics not recommended in acute gastroenteritis
• If significant, persistent vomiting after starting oral rehydration —
◦◦ Medical consult
◦◦ If 6 months or over — can give ondansetron wafer (doses p441)
◦◦ Consider using nasogastric tube
•

Persistent diarrhoea

If diarrhoea for more than 7 days — treat as persistent diarrhoea. More
common in malnourished children. May be caused by
• Gut being unable to digest some parts of milk (lactose intolerance)
• Gut damage
• Long-lasting or recurrent acute infections
• Parasitic infections like Giardia or Cryptosporidium

Ask
•

How long diarrhoea has lasted

Check
•
•
•

Weight (naked)
Dehydration (p166)
Child's growth on growth chart (p158). Is child growing well
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Do
•
•
•
•
•
•

•

If dehydrated — give ORS (p169) and send to hospital
If growth faltering (p158) — medical consult, may need to send to hospital
Collect faeces for MC&S and OCP on 2 occasions
Encourage good diet (p154)
If baby formula fed — change to lactose-free formula
If 6 months or over — elemental zinc once a day for 14 days – 20mg
◦◦ This is 1.8mL if using 50mg/mL zinc sulfate (50mg/mL zinc sulfate =
11.3mg/mL elemental zinc)
Treat for Giardia
◦◦ Give metronidazole oral once a day for 3 days – child 30mg/kg/dose
up to 2g (doses p434)
◦◦ OR tinidazole oral single dose – adult 2g, child 50mg/kg/dose up to 2g
(doses p437)

Check on child every 2–3 days.
• Examine and weigh child
• Ask about diarrhoea
◦◦ If diarrhoea continues but child well — medical consult
◦◦ If diarrhoea continues and child unwell — medical consult about sending
to hospital
• Check faeces results for worms (p417) — treat if present

Prevention

Tell parents and carers how to help prevent spread of infection causing
diarrhoea.
• Hand washing — most important. Use soap (liquid if available) and wash
hands
◦◦ After using toilet or changing nappy
◦◦ Before getting meals ready or eating
• Do not share towels or clothing
• Children should not go to school or day-care while they have diarrhoea/
vomiting and should wait 24 hours after last episode to return
• Children shouldn't use swimming pools until all symptoms have gone
◦◦ OR for 2 weeks if they have Cryptosporidium infection
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Follow-up

Ear and hearing problems
Ear infections in Aboriginal children can become chronic, causing hearing
impairment and long-term learning and social problems. Important to treat ear
problems AND manage disability related to hearing loss.
Prevention strategies

To reduce otitis media (ear infections)
• Breastfeed
• Avoid smoke — cigarettes and campfire
• Tell families about the spread of germs — about regularly washing
children's face and hands with soap
• Tell children to blow nose until there is no snot left when they sniff
◦◦ If no tissue — use bush hanky (blow one nostril at a time onto ground)
then wash hands and face
• If bottle fed — feed baby in upright position
• Don't discourage swimming (unless child gets runny ears afterwards)
• Immunisations — on time
To prevent ear damage and hearing impairment
• Examine ears whenever children come to clinic
• Treat ear infections, follow-up with expert advice and ensure recovery —
doctor, ENT specialist, audiologist
To prevent disability in children due to poor hearing
• Strategies to help child listen — use clear louder speech, let child watch
face of speaker, give lots of opportunities to learn speech and language
• School strategies — classroom or individual amplification, sit child in place
with less distractions
• Get advice from or refer to audiologist and speech pathologist
• Give information to family and school about child's disability and strategies
to manage
Treatment strategies

Prioritise treatment as follows
1. Children under 3 years with pus (discharge)
2. Children under 10 years with hearing loss more than 25dB in better ear
and speech or communication problems
3. Children 3–10 years with pus (discharge)
4. Children under 10 years with chronic ear disease and hearing loss more
than 35dB
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•

Clinic management of ear disease
◦◦ Use patient information and recall system, appropriate referrals
◦◦ Train new clinic staff in diagnosis, treatment, communicating with families
and teachers about ear health, follow-up, available services
◦◦ Staff need to know how to clean ear with tissue spears (dry mop)
(CPM p164) or syringe (CPM p165), put in drops properly (CPM p166),
teach parents/carers to dry mop and put in drops

Ask
•
•
•

•

How long has problem lasted — less than 6 weeks, 6 weeks or more,
3 months or more, unknown
Pain, tenderness
◦◦ In ear, when moving outer ear, behind ear
Swelling, itch
Runny ear
◦◦ Type and amount of discharge
◦◦ How long has it been present
Any problems with hearing

Check
•
•
•
•

Temp
Discharge — type and amount
Otoscopy exam — check eardrum for colour, bulge, hole (perforation)
If not too painful — test eardrum movement (CPM p161)

Otoscopy examination
• Need clear view of eardrum
◦◦ If pus (discharge) or wax — clean ear canal with tissue spears (CPM p164)
◦◦ If a lot of pus (discharge) — may need to syringe (CPM p165)
• To help understand what you are seeing — see Ear examination chart
(p174) and F 2.5 (p175)
◦◦ If still not sure — take photo or video of eardrum (if possible) and email to
ENT clinic
• If hole in eardrum — note and record in file notes
◦◦ Size — small/pinhole (less than 2%), medium, large
▪▪ Size of the hole will determine if topical antibiotics are effective
◦◦ Location
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•
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Ear examination chart

Handle of
malleus

Handle of
malleus
Light reflex

Light reflex

Normal eardrum L

Normal eardrum R

Malleus
sticking out
Medium
perforation
(15%)

Eardrum may
look sucked in
(retracted)

Otitis media with
effusion (OME) L

Dry perforation R

Reduced
bulging but
eardrum still
red

Pus causing
eardrum to
bulge

Acute otitis media
(AOM) L

Pinhole
perforation
(less then 2%)

Acute otitis media with
small perforation (AOMwiP) R

Middle ear
structures
worn away

Medium
perforation
(30%)

Large
perforation
(75%)

Pus and
mucus

Chronic suppurative
otitis media (CSOM) L

174

Chronic suppurative
otitis media (CSOM) R
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2.5

Assessment

Diagnosis of ear conditions
◦◦ Key features seen on otoscopy (CPM p158) — hole in eardrum
(perforation), pus (discharge), eardrum bulge
◦◦ Movement of eardrum — tympanometry or with puffer (CPM p161)
◦◦ See Flowchart 2.5
Note: Runny ear usually means a perforation. Always try to find perforation
and record its size and position.
•
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Flowchart 2.5: Diagnosing ear problems

Is ear runny — pus/discharge in ear canal?
Usually means perforation. Try to find, record size and position.
in
No

Yes

Eardrum moves when tested

Discharge for 6 weeks or more

No

Yes
Eardrum any of
 Shiny and clear
 Dull and opaque
 Scarring or
healed hole

Hole in eardrum
Yes

No



Normal eardrum

Dry
perforation
(p179)

Chronic
suppurative
otitis media
(CSOM) (p180)

No

Fluid/pus behind
eardrum




Acute otitis media
without perforation
(AOMwoP) (p178)

Acute otitis
media with
perforation
(AOMwiP)
(p179)

Bulging eardrum
Yes

Pus behind
eardrum

No or
unknown

Yes

Otitis media
with effusion
(OME) (p177)



Ear canal sore,
swollen, itchy
Pus from ear
canal, other
rubbish (debris)
in ear
Pain on moving
outer ear

Otitis externa
(p180)
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•
•
•

If hole in upper (attic) region — may be cholesteatoma. Medical review
within 1 week
If red eardrum, fever, pain, irritability — acute otitis media
If 3 episodes of AOM (with or without perforation) in last 6 months, or
4 episodes in last 12 months — recurrent AOM

Management

Otitis media with effusion (OME) — glue ear

Can be hard to diagnose. Hearing problems often only symptom.

Do

• See Treatment — general principles (above)
If problem for less than 3 months
• Reassure parents/carers
• No investigation or treatment needed
• Medical review at 3 months to check for resolution
• If any hearing, speech, language concerns — refer to audiology
If OME in both ears for 3 months or more — persistent OME
• Medical review
• Consider long-term antibiotics, especially in young child at high risk of CSOM
◦◦ Give amoxicillin oral twice a day (bd) for 2 months – adult 1g,
child 25mg/kg/dose up to 1g (doses p425), then review
▪▪ If allergic to penicillin — medical consult
• Refer for hearing test
◦◦ If hearing loss more than 25dB — consider referral to ENT specialist
▪▪ Grommet surgery may improve hearing in short term, but risk of
complications in child at high risk of CSOM
• Talk with parents about stimulating speech and language in young child —
lots of talking, going to preschool, childcare, early learning program
• If concerns about speech, language, behaviour development — refer to
paediatrician
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Treatment — general principles
• If pain relief needed — give paracetamol up to 4 times a day (qid) –
adult 1g, child 15mg/kg/dose up to 1g (p380)
◦◦ Medical consult if pain severe and not managed by paracetamol
• If small (pinhole) perforation — topical antibiotics (eg ear drops) not used,
can't pass through hole into middle ear. Oral antibiotics should be given
• If using ear drops — gently push on ear flap (tragal pumping) to help ear
drops reach middle ear. Teach parents how to do this
• If persistent otitis media (any type) for more than 3 months — refer child
for hearing test (audiology)

Ear and hearing problems

Acute otitis media without perforation (AOMwoP)

Bulge but no hole. If hole healed but pus in canal — treat as AOMwiP (p179)
and ask parent/carer to bring back for review.

Do
•

See Treatment — general principles (p177)

Do — if low risk
•
•

Low risk — non-Indigenous and no strong family history of AOM or
complications
Tell person to come back to clinic if no improvement in 48–72 hours and
then give amoxicillin oral twice a day (bd) for 7 days – adult 1g,
child 25mg/kg/dose up to 1g (doses p424)

Do — if high risk
High risk otitis media
• All Indigenous children
• Non-Indigenous children
◦◦ Under 2 years with both ears affected
◦◦ If sick (eg fever), severe ear ache
•
•

•

•

•
•
•

Talk with family about importance of antibiotics to prevent CSOM
Give amoxicillin oral twice a day (bd) for 7 days – adult 1g,
child 25mg/kg/dose up to 1g (doses p424)
◦◦ If child has been on antibiotics in past 30 days — give amoxicillin oral
twice a day (bd) for 7 days – adult 2g, child 50mg/kg/dose up to 2g
(doses p424)
◦◦ If allergic to penicillin — give trimethoprim-sulfamethoxazole oral
twice a day (bd) for 7 days – adult 160+800mg, child 4+20mg/kg/dose
up to 160+800mg (doses p437)
Review after 48–72 hours. If no improvement —
◦◦ Check compliance and if treatment is understood
◦◦ Increase dose to amoxicillin oral twice a day (bd) – adult 2g,
child 50mg/kg/dose up to 2g (doses p424)
◦◦ If allergic to penicillin — medical consult
Review again after 48–72 hours
◦◦ If no improvement — give amoxicillin–clavulanic acid oral twice a day
(bd) for 7 days – adult 2+1.4g, child 50+7.1mg/kg/dose up to 2+1.4g
(doses p425)
Review again after another 48–72 hours
◦◦ If no improvement — medical consult
If child under 2 years — may need many weeks of antibiotics to get better
Review 4 weeks after treatment stopped
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Dry perforation (hole)
Do
•
•
•

•

See Treatment — general principles (p177)
Advise family to bring child back to clinic straight away if pus (discharge)
from ear. Treat as AOMwiP (below)
If hole in eardrum for more than 3 months — hearing test, medical review
◦◦ If hearing impairment — make sure hearing support aids used at home
and school
If child over 6 years with perforation not healed in 6–12 months or hearing
loss more than 20dB — refer to ENT specialist, may need surgical repair

Acute otitis media with perforation (AOMwiP)
•
•
•

•

•
•
•
•

See Treatment — general principles (p177)
Give amoxicillin oral twice a day (bd) for at least 14 days, and until ear is dry
for 3 days – adult 2g, child 50mg/kg/dose up to 2g (doses p424)
AND if perforation larger than pinhole or can't be seen, or duration of
discharge unknown — also give ciprofloxacin ear drops twice a day (bd) –
5 drops
Review after 7 days. If ongoing pus (discharge) or perforation — change to
◦◦ Amoxicillin–clavulanic acid oral twice a day (bd) – adult 2+1.4g,
child 50+7.1mg/kg/dose up to 2+1.4g (doses p425)
◦◦ AND ciprofloxacin ear drops twice a day (bd) – 5 drops
Review after a further 7 days. If ongoing discharge — medical consult
Review weekly and continue antibiotics until signs of AOM resolved
If not resolved within 6 weeks — treat as CSOM (p180)
If AOM completed resolved — review after 4 weeks

Recurrent AOM (rAOM)

3 episodes of AOM (with or without perforation) in last 6 months, or
4 episodes in last 12 months.

Do
•
•
•
•

•

See Treatment — general principles (p177)
Medical consult
Refer for hearing test
If under 2 years and at high risk of CSOM — consider preventive antibiotics
◦◦ Give amoxicillin oral twice a day (bd) for 3 months – child 25mg/kg/dose
up to 1g (doses p424), then review
▪▪ If allergic to penicillin — medical consult
◦◦ Tell parents/carers that preventive antibiotics should reduce number of
infections by about half
If doesn't improve — continue antibiotics, refer to ENT specialist, paediatrician
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Chronic suppurative otitis media (CSOM)
Perforation with pus (discharge) for 6 weeks or more.

Do
•
•

•
•
•
•
•
•

•

See Treatment — general principles (p177)
Clean with tissue spears (CPM p164) OR syringe (CPM p165) with
povidone-iodine diluted 1:20
◦◦ If pus thick — syringe first
Give ciprofloxacin ear drops twice a day (bd) until ear dry for 7 days – 5 drops
If pinhole perforation — also give amoxicillin oral twice a day (bd) for
3 months – child 25mg/kg/dose up to 1g (doses p424)
Teach parents to clean/dry mop ears with tissue spears, put in drops
Talk with parents about stimulating speech and language in young child —
lots of talking, going to preschool, childcare, early learning program
Review weekly
Continue until CSOM resolved — no pus for more than 3 days
◦◦ If ear dry (no pus) but still perforation at end of treatment — treat as dry
perforation (p179) and refer for hearing test
If still pus (discharge) after 3 months — persistent CSOM
◦◦ Clean ear, give drops daily at clinic
◦◦ Medical review
◦◦ Refer to ENT specialist. Exclude cholesteatoma (p181)
◦◦ Hearing test, refer to paediatrician, speech pathology
◦◦ Manage hearing impairment

Otitis externa

Check for hole in eardrum — could really be middle ear disease.

Do
•
•
•

•

•
•

See Treatment — general principles (p177)
Clean ear carefully with tissue spears (CPM p164)
Give
◦◦ Dexamethasone-framycetin-gramicidin ear drops
▪▪ Put in drops by tilting head and filling ear canal (CPM p166)
◦◦ OR triamcinolone-neomycin-gramicidin-nystatin ointment
If ear canal very swollen — put in drops using an ear wick (CPM p166)
◦◦ Change wick every 2 days
◦◦ If swelling has gone down — remove ear wick, clean canal and give drops
as above
Keep ears dry (no swimming or wetting) for 2 weeks after finishing treatment
If not better in 1 week OR severe symptoms and poorly controlled pain —
medical consult
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Infected grommets
Do
•
•

•
•

See Treatment — general principles (p177)
If uncomplicated (no fever or associated illness) —
◦◦ Clean ears with tissue spears
◦◦ Give ciprofloxacin ear drops twice a day (bd) for 7 days or until ear dry for
3 days – 5 drops
◦◦ Keep ear dry (no swimming or wetting) during treatment
◦◦ Do not give oral antibiotics
If complicated (sick child, T 38.5°C or more, illness needing oral antibiotics,
swelling on inside and outside of ear canal) — medical consult
Chronic discharge for more than 3 months — refer back to ENT

•
•
•
•

Rare but can be fatal — infection can spread to brain. Starts as AOM then
becomes infection in bone behind ear (mastoid)
Child very unwell (toxic)
Tenderness, usually swelling behind ear over mastoid
bone — F 2.6
Ear may stick forward at funny angle

Do
•
•
•
•
•

Medical consult, send to hospital urgently
Take blood for blood cultures (CPM p375) before giving
antibiotics
Give flucloxacillin IV single dose – adult 2g, child 50mg/kg/dose up to 2g
(doses p432)
AND gentamicin IV single dose (doses p433)
If allergic to penicillin — medical consult

2.6

Cholesteatoma

Abnormal skin growth (cyst) in middle ear behind eardrum. Can occur after
repeated infections, may gradually increase and destroy bones of middle ear.
• Consider cholesteatoma if
◦◦ CSOM with perforation in top (attic) area
◦◦ Granulation tissue, or scaly material seen through persistent perforation
• Refer all possible cases to ENT specialist for evaluation, management —
must be seen within 1 week
• If in pain — medical consult, send to hospital
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Acute mastoiditis

Ear and hearing problems

Foreign bodies

Things that shouldn't be in ear (eg stones, insects).
• Most foreign bodies can be syringed out with warm water (CPM p165)
• Never use forceps to remove foreign body
• Before syringing — can drown insect with vegetable oil, lidocaine
(lignocaine) 1%, or tetracaine (amethocaine) 1%
• Hard wax can be softened before syringing
◦◦ Sodium bicarbonate solution (¼ teaspoon in 10mL water) twice a day (bd)
for 3–4 days – 4 drops
◦◦ OR docusate sodium ear drops — fill canal with drops for 2 nights
• If problems — medical consult, refer to ENT specialist if needed
• If pain, fever (T more than 38°C), bloody pus (discharge) from ear — medical
consult straight away

Hearing impairment

•

•

Otitis media causes hearing impairment that ranges from mild to severe
◦◦ Hearing loss is often temporary but with repeated episodes of otitis
media loss can become permanent
If hearing loss for more than 3 months in both ears
◦◦ Risk to language development and learning — refer to speech pathologist
◦◦ Refer for rehabilitation including hearing aids (eg Australian Hearing),
speech pathology

Hearing tests

Most newborn babies have hearing screen for nerve deafness before leaving
hospital
◦◦ Some babies will need further testing at 9 months due to risk factors
(eg family history, suspected meningitis)
• Tests can be done from when baby can sit and turn head (about 9 months)
• Audiogram measures hearing in decibels (dBs) at different pitches
(frequencies). Used to predict what problems likely, what assistance may be
needed
Note: Audiology services will advise what referrals are needed.
•

Communication strategies

Hearing loss is a risk to language and cognitive development. Loss in early
years more likely to cause long-term problems.
• Hearing loss can cause problems with language (especially English as
second language at school), vocabulary, reading, spelling, numeracy, social
development, socialising, behaviour, general wellbeing
• During early years, support mild hearing loss by
◦◦ Exposure to lots of language rich interactions with family (eg singing,
reading, telling stories)
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•
•

◦◦ Linking into community play groups, childcare, other early years
development programs
School-aged
◦◦ Encourage parents/carers to talk to school about child's hearing loss
Strategies to use when talking to person with hearing loss
◦◦ Use first language, with interpreter if needed
◦◦ Get close to person
◦◦ Face person, help them to look at your face
◦◦ Reduce background noise
◦◦ Use simple language, short sentences
◦◦ Check person understands what has been said, repeat if needed
◦◦ Use more gestures and/or pictures

Table 2.22: Understanding hearing test results

0–20dB loss in one
or both ears
Loss in one ear only
— other ear normal

Expected hearing and
communication disability
• None
•
•

Better ear
Mild
21–30dB loss

•
•
•

Better ear
Moderate
31–60dB loss

•
•
•
•

Better ear
Severe
61–90dB loss OR
Profound
91 or more dB loss

•
•

Hearing speech when
background noise
Localising sounds
Hearing speech when
background noise
Hearing soft speech
sounds
Learning language
Hearing speech even in
quiet place
Learning a new language
Listening at a distance
Following group
conversation
Unable to hear speech
Unable to acquire
language

Action
•

Review if still concerned

•

Talk with family about
possible problems
Amplification can help
Hearing and educational
support
Encourage use of
amplification
Communication strategies
Hearing and educational
support
Encourage use of
amplification
Communication strategies

•
•
•
•
•
•
•
•

•
•

2. Child health

Hearing test result

Specialised hearing services
— including educational
support
Encourage use of
amplification
Communication strategies
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•

If young baby — see Babies under 2 months who are sick or have a fever
(p121)

•

Consider UTI if
◦◦ Young child — irritable, unexplained fever, poor feeding, vomiting, weight
loss or poor growth
◦◦ Older child — urinary frequency, pain on passing urine (dysuria),
abdominal or flank pain, vomiting

Urinary tract infection (UTI)

Ask
•
•
•
•

Pain when passing urine (dysuria)
Passing urine more often than usual (frequency)
Abdominal pain (p18) or flank/loin pain (p28)
In boys
◦◦ Red, swollen penis or foreskin — balanitis (p189)
◦◦ Ballooning of foreskin on urination, poor stream — phimosis (p189)
◦◦ Foreskin retracts behind glans and becomes trapped, extremely painful —
paraphimosis (p190)

Check
•
•
•

•
•
•

Head-to-toe examination
◦◦ Temp, pulse, RR, BP, O2 sats, capillary refill — work out REWS (p6)
Weight, growth assessment
Collect clean urine sample (p185)
◦◦ If over 2–3 years — midstream sample
◦◦ If young child who won't pass urine on request — clean catch or finger tap
◦◦ If very unwell — bladder tap or catheter
U/A — only look at leucocytes and nitrites when considering UTI
If positive nitrites and/or leucocytes OR high clinical suspicion of UTI
(eg previous UTIs) — send urine for MC&S

Do
•
•

Follow Flowchart 2.6
UTIs in older children can sometimes be caused by sexual abuse
◦◦ Urine test for STI not a good screening test for sexual abuse
◦◦ Do not use without talking with parents and then only if also other
reasons to suspect sexual abuse — see Child sexual abuse (p146)
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Table 2.23: Collecting urine samples

How done
•
•
•

Clean catch

•
•
•

Finger tap
(CPM p395)

•
•
•
•

Advantages

Clean genital area
with water
Do not collect first
urine
Collect sample in
sterile container
after flow started
Clean genital area
with water
Wait for infant to
void
Catch urine in sterile
container after flow
started
15–20 minutes after
a good feed
Hold child up under
armpits
Tap suprapubic area
Catch midstream
urine in clean jar

Bladder tap
(CPM p396)
Catheter

•

Urine bag
(CPM p394)

Lessens
contamination

•

•

Much less
contamination
than bag sample

•

Needs effort and
patience from
clinic staff or
parent

•

Safe and easy
collection method
for newborns and
infants
Not invasive —
doesn't upset
parents

•

Urine to be
collected in a
specified time
frame — may fail

Sterile collection
in infants under 18
months
Sterile urine
collection in child
who can't void on
command
Useful for
excluding UTI

•

Invasive
Clinician must be
trained
Invasive
Clinician must be
trained

•

•

•

•

Female (WBM p281)
Male (CPM p205)

Disadvantages

•

•

•

•
•
•

•

Needs cooperation
Not possible in
young child

Contamination
rates high. If
suggests UTI —
confirm with
better collection
method if possible
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2. Child health

Collection
method
Midstream
urine

Urine problems — 2 months to 12 years

Flowchart 2.6: Investigation and management of possible UTI

Think about UTI if frequency, pain on passing urine, fever, looks unwell.
If under 3 years – irritability, poor growth, weight loss.




Collect clean urine – do U/A
Only look at nitrites and leucocytes
o Nitrates after 1 minute
o Leucocytes after 2 minutes
o 11

If child
 Very unwell
 Has severe vomiting or diarrhoea
 Is under 6 months

Nitrites

+

+

-

-

Leucocytes

+

-

+

-




UTI likely
Send urine for MC&S
Start treatment

UTI possible
Send urine
for MC&S





UTI not likely
Only send urine for MC&S if
high suspicion of infection
(eg previous UTI)

If MC&S confirms UTI – start treatment
Treatment
• Amoxicillin-clavulanic acid oral twice a
day (bd) for 5 days – child 22.5+3.2mg/kg/
dose up to 875+125mg (doses p425)
• If allergic to penicillin, give trimethoprimsulfamethoxazole oral twice a day (bd) for
5 days – child 4+20mg/kg/dose up to 160
+800mg (doses p437)

Medical consult about
Sending to hospital
o Collect clean urine sample,
send with child
• Starting antibiotics – only if
delay in getting to hospital
and child very unwell. Give
gentamicin IV/IM (doses p433)
•

Follow-up
•

•
•

All urine MC&S results need to be seen by doctor for interpretation — see
Flowchart 2.7
◦ Interpretation depends on collection method — always write collection
method on pathology form
Medical review for all children with confirmed UTI
Repeat U/A 1 week after completing antibiotics

Follow-up first UTI — proven by MC&S
• Initial treatment with antibiotics — see Flowchart 2.6
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•

Renal ultrasound to check for structural problems in urinary system in
babies under 6 months OR if complicated UTI — talk with paediatrician

Flowchart 2.7: Interpreting urine MC&S results

Result
More than 105CFU/ml (more than
108orgs/L) of pure growth of an organism
with less than 20 epithelial cells.

UTI likely

Under 6
months

UTI not confirmed

Had previous UTI
6 months
and over

Renal
ultrasound
d
Refer to
paediatrician

Medical
review
ultrasou
ndd

If result is likely
contamination*

If no cells and
no growth

UTI not excluded

UTI excluded

Medical review

If you suspect UTI, or UTI needs to
be excluded (eg for growth
faltering)
 Repeat urine MC&S – use better
collection method
 Consider referral to paediatrician
* Mixed growth or epithelial cells or bag sample.

Blood or protein in urine

Post-streptococcal glomerulonephritis (PSGN)

Consider PSGN if
• Moderate (2+) or more blood on U/A
• OR visible blood in urine (macroscopic haematuria) — urine dark (tea colour)
AND
• Swelling (oedema) of face or legs — check with parent/s or carer/s
• OR unusual and fast weight gain (from oedema)
• OR high BP for age (p422) — correct cuff size important for right
BP measurement
Note: Usual presentation is cola coloured urine and puffy face — most easily
seen on waking, may not be obvious at other times.
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First UTI

Result
Less than 105CFU/ml (less than
108orgs/L) of pure growth OR any
growth with 20 epithelial cells or
more.

Urine problems — 2 months to 12 years

Do
•
•

•

Medical consult — may need to send to hospital for investigations (C3, C4,
ASOT, Anti-DNAse B, UEC)
If high BP (p422) — medical consult, send to hospital urgently
◦◦ Talk to paediatrician about need to
▪▪ Give furosemide (frusemide) straight away if BP very high for age
▪▪ Restrict fluids, give more furosemide (frusemide) or antihypertensive
medicine during transfer
Notify CDC/PHU

Subclinical cases
• Recent Group A streptococcal infection and blood on U/A — but no high BP
or swelling (oedema)
• Don't need to go to hospital — but need to notify doctor and CDC/PHU
• Follow-up at 12 weeks
◦◦ Repeat C3, C4 to check return to normal
◦◦ Repeat U/A and BP
◦◦ Weekly U/A not needed

Other causes of blood in urine (haematuria)

Microscopic — blood only seen on U/A
Often found in well child. Causes include fever, infection, kidney stones, other
kidney problems, nappy rash, genital sores, injury. In many cases no cause found.

Check
•
•
•

•
•
•

History of kidney problems
BP
U/A for protein
◦◦ Repeat in 1 week
◦◦ OR if sick with a fever — repeat after sickness resolved
Full head-to-toe examination, weight
Look for swelling (oedema)
Look for sores, inflammation, rashes in private parts (genital area)

Do
•
•
•

If high BP for age (p422) — medical consult straight away
◦◦ Correct cuff size important for right BP measurement
If positive protein on U/A — send urine for ACR
◦◦ If ACR high — medical/paediatric review
If blood trace or 1+ on U/A, BP normal, no protein in urine (proteinuria),
normal renal function — usually benign. Non-urgent medical review
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Protein in urine (proteinuria)
If protein more than trace on U/A.

Check
•
•
•

BP
Consider UTI, STI, etc
Send urine for ACR

Do
•
•

If high BP for age (p422) — medical consult straight away
◦◦ Correct cuff size important for right BP measurement
If ACR high — medical/paediatrician review

Vesico-ureteric reflux (VUR)

Balanitis

2. Child health

Urine flows from bladder back up to kidneys.
• Can cause kidney damage if severe
• May need long-term antibiotics to prevent UTIs. Plan developed by
paediatrician or paediatric urologist will include antibiotics and follow-up

Problems in boys

Infection of foreskin and glans penis. Common in young boys.

Check
•
•

Swelling, redness, pain, fever (T more than 38°C)
Swab for MC&S

Do
•
•
•
•

Give trimethoprim-sulfamethoxazole oral twice a day (bd) for 5 days – child
4+20mg/kg/dose up to 160+800mg (doses p437)
If not getting better — check MC&S result, use antibiotic based on sensitivity
If repeated infections — medical consult
Encourage hygiene, washing with soap every day

Phimosis

Can occur after balanitis due to scarring of foreskin.

Ask
•
•

Ballooning of foreskin when passing urine
Poor stream

Check
•

Tight foreskin (small hole)
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Do
•

Use betamethasone valerate cream 0.05% twice a day (bd) for 3–4 weeks
◦◦ Spread directly on foreskin

Follow-up
•
•

Review to check it is resolved
If not resolved — refer to surgeon

Paraphimosis

Foreskin retracted behind glans penis and gets stuck. Swollen penis, very
painful.

Do
•
•

Medical consult
Needs urgent reduction (CPM p207)
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