SORE THROATS AND EARS
IN CHILDREN & WHAT TO

DO ABOUT THEM

The majority of infections in young
children are viral - this includes

tonsillitis and acute otitis media
The most effective treatment

regardless of diagnosis i1s simple
analgesia - paracetamol and ibuprofen

Bulging and red ears do not mean that
antibiotics will be effective - the
number needed to treat (NNT) is still high
Exudate on tonsils does not mean that
antibiotics will be effective - the

number needed to treat (NNT) is still high
Antibiotics frequently cause additional

symptoms - up to 1 in 10 children
develop abdo pain, vomiting or diarrhoea
There is no evidence that any
antibiotic prescribing strategy
reduces the risk of complications
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What's

important -

= good
analgesia and
hrydration

* Rule out
SEDSIS

* Rule out
complications

» Good
saferynetting

The bottom line - Regardless of decision tools or clinical
findings, for uncomplicated URTI, AOM and tonsillitis in young
children the risk vs benefit of antibiotics is usually such that a

no antibiotic strateqy is best.

gppaedstips.blogspot.com

<

Throats & Ears

'

- The truth is that we don’t have a reliable way of discriminating between

viral and bacterial aetiology when we examine throats and ears.
- So we can't know who to give antibiotics to.

- So STOP giving antibiotics.

- The reasons you give are weak.

Preventing complications |————>

- The evidence is very much against a need to give antibiotics as a
way of preventing complications of URTI.

- Why?

- Because prescribing antibiotics for sore throats and sore ears in
children (in a country with a low prevalence of complications such
as rheumatic fever) is not part of a strategy for prevention of 20
infection, invasive infection, sepsis or any other complication.

- The odds of antibiotics helping the symptoms are jsut 10-20%.

- Centor and FeverPain are not validated in young children and
they imply a binary outcome.

- If you score above a certain number, antibiotics will help right?
- Wrong.

- A high score means slightly less awful odds that antibiotics will
help (in older children).

- 5-10% risk of making the child worse with vomiting, abdominal
pain and diarrhoea.

- Children often refuse the antibiotics we give them.

- Pen V tastes horrible.

- Often the outcome of a difficult decision over whether to

give antibiotics is later made meaningless as the child

decides for all involved that the antibiotics are not going to happen.
- The parent, remembering that it was a choice rather than a
must-do usually gives up the fight.
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Control symptoms
Y

Spat out anyway >
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Snelson's Safeguarding Test ————>

- The issue of antibiotics for tonsillitis and otitis media fails an important test.

- It goes like this:

- A parent brings a 2 year old to you with a fever and a cough.

- You see exudate on the tonsils and are about to prescribe penicillin.

- The parent says that they prefer not to treat their child with antibiotics.
- You have confidently ruled out sepsis, meningitis and pneumonia.

- What are you going to do?

- Get a court order to force the parent to give the antibiotics?

- Refer the child to social services?

- I don't think so.

- So if the parents and the child are allowed to refuse antibiotics for sore
throats and ears, how important can they be?

- We wouldn't allow these barriers to get in the way if the child's life was at
risk or even if the child was going to suffer as a result of non-treatment.
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Finally some antibiotics >

- Severe symptoms despite maximal analgesia.

- Children with complications of URTI (such as infected lymph nodes).
- Scarlet fever.

- Children with no signs of improvement after 5/7.
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Lungs

- If a child with a wheeze does not look ill enough to be
admitted to hospital, they do not have a bacterial LRTI.

needed for abnormal breathing.

- Bronchiolitis and viral induced wheeze are all the explanation

Disclaimer:
Read the disclaimer at medimaps.co.uk/disclaimer
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- Conservative management. <€——

- Is that it?
- What about auscultation?

- Myth: children <1y don't respond to salbutamol.

- They do, but only if they have bronchospasm i.e. a ¢
viral wheeze, as opposed to mostly wetness i.e.
bronchiolitis.

for systemic upset.

- Tachypnoea.
- Recessions.
» - Abnormal breathing? i.e.—»{ - Accessory muscles. ———>»
- Grunting.
- Difficulty feeding in babies.
yes no
- It's almost certianly URTI.
t)
Any wheeze URTH—> _Butrule ina LRTI if
yes no
Bronchiolitis LRTI
OR
Viral induced wheeze
\ 4
- Rule out co-existing LRTI by assessing - Antibiotics.
- But may wish to first rule out viral induced
wheeze if appropriate age and previous Hx
of wheeze, using 10 p salbutamol via spacer.
Y
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- Safety netting:

- Most viral coughs last a few days as a severe cough and then

become mild.

- This mild cough can last a while.

- But sometimes a cough can become worse or their breathing
can get worse instead of better.

- If this happens, you need to bring him back to get seen again.

Antibiotic allergies

- Only about 5% of pt's who say they are allergic to penicillin, truly are.
- They mistake a s/e for an allergy.
- In children the rash is nearly always due to the iliness, not the drugs.

- In those challenged with the same route and dose of Abx, 95% did not have a

reaction.
- Of the 5% who did, the reaction was no worse than the previous reaction.

- If child develops a rash while on Abx, presume it is the illness causing it,
rather than the Abx. As long as no other signs of an allergic reaction.

- Ascultate and hear nosies:

- Even in URTI they will often have crepitations that can be
heard in one or more places in the chest.

- These may be transmitted sounds or due to secretions.

- In the absence of abnormal breathing, these crackles are
not good evidence for LRTI.

- Often, these noises go away or move around if re-examined,
especially after a cough.

»| - Chronic cough. F———>

- Daily cough for several weeks should be taken seriously.

- Try a course of broad spectrum oral antibiotics.

- If fails to resolve then refer to 20 care to rule out underlying
causes e.g. foreign objects, bronciectasis etc.

- Ascultate and do not hear nosies:

- Even if no sounds can still be a LRTI (is common).

- Might miss sounds if not listening right over abnormal
area as they have small chests.

- Clear focal signs with no other explanation.

???what do you mean, no other explanation??

—»{ - Co-morbidities. f——>»

- If complex medical problems, may not show
the usual abnormal breathing or look unwell.

??7? like which co-morbidities???

- You can challenge the allergic to Abx label as long as low risk.
- e.g. If needed give the same Abx, and tell parents to notify you if a rash
develops.

- If parents are concerned you can tell them to administer the first dose in
the practice.

- Penicillin allergy label was associated with a 69% 1 risk of MRSA and
a 26% 1 of C. difficile.

- Why?

- Because once documented, a penicillin allergy was associated with

1 use of alternative ‘broad spectrum’ antibiotics.
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- No oral swelling.

- No wheeze.

- No asthma.

- No food allergies.

- No Hx of anaphylaxis (to anything).




