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Acute and life-threatening conditions
are infrequent in general practice, but
when they do occur, they require
competent care as f-aulty treatment or
delays in management, can mean thc
differencc between survival and dcath.
Indeed, so central is thc ability to
handle effectively Paediatric Medical
Emergencies to thc health
professional, that it is onc of the
main skills required of graduatcs
from our medical schools. The
desired oualities in the individuals we
train is glven in the following
objectives which are more or less
subscribed to by the academic
fraternity in the country:

i; The core doctor must remaiu a
stud.ent and become a teacher,.

ii) He must be competent in dealing

with conaworu and l'ife-thre atening
conditions which affect all
scctions of thc conrnruniry.

iii) He must be able to assess health
problems scientifically, especially
by acquiring pro b lem+obing+kilk.

iv) He m rst dcvelop adquate
c onr.m.uni catioz skills.

v) Hc must develop the proper
a.ttitud.os to patients, their families
and society.

In this paper I will deal with the
abmpt onset of seve re problems
referable to 3 systems:

l. Respiratory System

2. Central Nervous System

3. Gastro-intestinal Tract

Of course, there are many other
emergcncies seen in general practice
but the forcgoing are tile commonest.

I. Respiratory System
The child prescnts with difficulty in
breathing. It is essential to establish
thc sitc of the disease: is it uppcr or
lower airways,/parcnchyma,/pleura I
Figure I indicates the clifferences
between upper and lowcr airways
obstruction.

Upper Aitways Disease
The causes of upper airway disease
are shown in Table I.

The attending doctor must be
particularly vigilant about danger
signals which require urgent
intervention. Obstr-r.rction becomes
signif-rcant when retraction of
suprastcrnal, subcostal and
intercostal soft tissues occurs. The
pulse and respiratory rates risc and
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pulsus paradoxus may occur. Anxiety
and restlessness indicate hlpoxaemia,
but as exhaustion supervenes,
respiratory effort decreases and
hypotonia occurs. Cyanosis is a late
si gn ol respiratory decompensation.

These cases can seldom be managed
outside hospital; therefore they must
be referred at once to the nearest
centre with facilities for:

(i) Nursing in a cool mist.

. .. Paediatric Emergencies

(ii) Orygen.

(iii) Physiotherapy.

(iv) Antibiotics.

(v) Steroids.

(vi) Adrenalinc Inhalation.

(vii) Intravenous fluids.

(viii) Endotracheal Intubation.

The indications for Endotracheal
lntubation differ from unit to unit:

Table 2. Severity of Airway Obstruction in Croup

UPPER AIBWAYS
0BsTSUCTt0ll
o stridor
. inspiratory
r recession marked

- including sternum
r indrawn chest
. tachypn0ea

moderate
o d imin ished

air entry
r CXB normal

Lt|WER AIRIVAYS
(lBSTBUCTIt)H

. wheeze
o expiratory.
r recesslon tess

marked
' banel chest
o tachypnoea marked
o bronchosDasm
o GXR emphysema
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Severity
:Iwipimtarg
Ahtv i TreaMant
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Clinical Signs
Expiratqy PalpablePwkus
Obmacti.on Pnradoxws

tirade I: .:: .:.
s, FJr.=
Giade III

€rade I.V

PASSI\,T,

ACTIVE +

Marked rerracfions, apathy. cyanosis
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Neonate

Chornal  at res ia
Piirre-Robin syndrome
Paralysis ofvocal coid
Aspiration of meconium liqtor
Congential IlVlSial airidoi

tracneomaracla
flabby glottis

l:?T:^":o 
ch'dren

lrufectrcnS:
Viral:
,t'i.lrr.r, para infl uenza
Influenza, adenoviruC, RSV

Barteria{:
Diphtheria

R:ifl;il:H"(#rf#fJ,r ryp e b )
Paratiacheal lr.'rnph nodC
enJargement 

"

Mecha'nicnl:
Foreign body
Laryngeal papillomatosis
Tracheal, laryngeal stenosis (post-
in tubar ion )

Allergic:
Angioneu iotiCoede ma

Trawrna:
Thermal and chemical

Table I. Common Causes of
Upper Airway Obstruction

the absolute indications used in
Durban are:

Cyanosis

Hypotonia

Impaired level  of  consciousncss.

Table 2 shows the guidelines used in
Cape Town:
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COXSTITUTIOIIAT OISOBOEB.TWITCHY AIBWAYS'

I I I lllllil osrmoi,rocx flllllll | |
FiB 2 r"",o*o..cipir.ringasrhmaatracks.

If facilities are unavailable one could
manage Grade I patients at home
with steam from boilins water.

Lower Airways Disease

Many children continue to die from
asthma because of inappropriate
therapy and improper utilisation of
inhalers at home. Figure 2 depicts
precipitants of asthma.

The most common error made by
doctors is to underestimate the
severity ofthe attack.

Signs ofseverity are:

Tachycardia; restlessness; poor air
entry on auscultation; pulsus
paradoxus (a sign ofsevere airways
obstructions) ; hypotonia.

The severity of asthma can be judged
by the criteria in Table 3:

Table 3:_Assessment of Severity of Asthma
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Table 4: Treatment Policy for Children with Status Asthmaticus

Treatment of severe asthma or status
asthmaticus is given in Table 4.

Children with severe asthma should
be referred to hospital after initial
therapy with some of the drugs given
in Table 5.

Such children are intubated
according to the criteria ofseverity
glven.

Emergencies Relating to the
Parenchyma or Pleura

The most frequent signs are:

Fast breathing.

Chest Indrawing

Cyanosis.
'Too sick to feed'

The following criteria (Table 6) can
be used to determine if children with
these problems require referral to
hospital.

If the chest is silent on auscultation,
the problem is likely to be
pneumothorax or empyema. An
emergency aspiration can be done
with a size 18 needle (Medicut, Jelco,
etc). Aspiration is safest in the 3rd
intercostal space, mid axillary line for
pneumothorax and over the site of
maximum dullness for empyema.

Rapid breathing may be due to the
following which should be clinically
identified:

Cardiac Failure

Acidosis

Neurological Diseases.

2. Central Nervous System

The most important emergenry of
this organ is Seizures. The
management of Seizures requires the
following approach:

lst Step: Immediate Supportive
Measures.

2nd Step: Stop Fits.

3rd Step: Determine Aetiology

The Ist Step:
Ensure Adequate Ventilation.

Maintain Clear Airway.

Oxygen.

Clear Nasopharyngeal
Secretions.

Place in Semi-prone Position.

Do Blood Sugar (DextrostixR);
treat.

The 2nd Step is the Management
of Status Epilepticus (Table 7)
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Table 5. Drug Therapy in Asthma

. . . Paediatric Emergencies

Table 6. Criteria for Referral to Hospital
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Table 7 . Management of Status Epilepticus

The 3rd Step:
Do the following investigations to
determine the cause:

Wheru is n CT scarc d.orue?

l. Focal Neurological lesion
(detected by seizures, signs.
EEG).

2. Raised Intracranial Pressure.

3. Features suggestive of
neurodegenerative disorders,
neurocutaneous disorders,
cysticercosis.

One extremely important cause of
seizures is Simple Febrile
Comulsions. These are characterised
by,

Fever.

Occur at onset of illness.

Generalized.

Occur once only per illness

( l0 minutes.

No subsequent neurological defi cit.

0,5 to 5 year olds.

Treahnent of Sirnple Feh,ile
Convulsions:

Reduce Temperature.

Diazepam (0,2 to 0,3 mg/kg/dose)
Rectal
Repeat in 20 minutes

Prophylnxis of Sirnple Feb^ile
Coruvwlsions

No continuous drug therapy.

Reduce Temperature

Diazepam when child develops a
fever: Oral 0,8 mglkg day in 3 doses
x 48 hours

or

Rectal 0,3 mg/kg/\2 hourly for 2
doses.

588 SA Familv Practice December 1990 SA Huisartspraktvk Desember 1990



3. Gastro-intestinal Tract

Diarrhoea rernains a rnajor cause of
morbidrn'and mortalin' in the 3rd
World. It presents as an emergcltcv
r'vith dehydration and shock.
Therefore treatment has to be
immediate in order to save lives.

Figure 3 indicates that considcrable
rvater and eiectrolrtes rnav be lost
fi'om tlre bodv ltefore the clinical signs
of dehydration appear.

The ciinical signs of de\dration are
fhmiliar to you; these include loss of
u'eight and skin tr.rrgor, sunkcn e1,es,
dn. mucous membranes, oliguria, ctc.
Some n'orke rs reh. on poor
perfusion, thst breathing and loss of
sldn turgor as the best indicators of
clinical del-rydration. Shock or loss of
fluid from the intravascular
compartment requires immediate
resuscitation. Such losses are
indicated br':

Altered Consciousness.

Poor perfusion:
slou.capillaw refill
cold l imbs
s.eak pulses
hypotension.

z
I
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F_TIME:--:+

- ACru/\L D€$YmATON
""." AOEqJATE HYOBATION
---. CUNICA SIGBS OF D€ffiORATIOII

Castrocnleritis, SIo* dcvdophht itr 5i8ns ol
deiy.katiotr.
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A rirpid screen used in Cape Tow'n
for  s igns of  hr  por  o lacrn i r  is  g i r  en in
Figure 4:

Principles of resuscitatiou and
rehydratiort are given in Table B.
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Table B. The Principles of Rehvdration

HYPOVOLAEMIA : RAPID SCREEN
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ABNORMAL rrrr) fi'FSUSCITATE
Fig4

Fluid Amount Rate

. . , . t . , , : :
RapidResuscitation

Replacemert

t'.1,

Maintenance

Plasma vqlume
expanoer

Sod. bicarbonate

l/2 Str Darrou/s
in 5% dextrose

l/2 Str Darrov/s
in 570 dextrose

20 ril/W
'  r  l : : r .  '

2 rnmol,zkg

o/o drbyd'rwtion
570 50 mllkg

l07o I00 ml,zkg

'  : i .  ' ] :

I yr- 120 mllkg
I-2 years- 100 ml,zkg

Total ghen over
24 hours at a
constanf rate
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