Abstracts

Conclusions HCPs” awareness of the possibility of defective
medicines was low. The vast majority were unaware of the defec-
tive medicines reporting system and of the official logo of regis-
tered online pharmacies in the UK. Findings suggest a need to
increase HCPs’ awareness of these measures.
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Introduction The UK prevalence of Cleft Palate (CP) without
cleft lip is 1 in 1,750 live births. Half of CP have associated mal-
formations and syndromes. The prevalence of delayed detection
in the first 24 h after birth is 30%, 16% more than 72 h, 7%
under three months of age, 3% under year and 2% over one
year old. Potentially unnecessary delay in appropriate manage-
ment, parental distress, and litigation occur. Strong circumstan-
tial evidence suggests the method of palate examination as the
cause.

Aim Develop recommendations for optimal examination of the
palate during routine newborn examination to ensure early
detection of CP.

Methods A consensus guidelines group was led by the RCPCH,
including parent groups and key professional stakeholders. The
RCPCH standards for development of clinical guidelines in
paediatrics and child health were followed. A systematic review
with methodological advice from the RCPCH clinical standards
team was undertaken. Where there was limited evidence to
support recommendations for practice a Delphi consensus
method was carried out. When Delphi consensus was not
reached, recommendations were based on working group
consensus.

Results

1. Examination of the newborn baby’s hard and soft palate
should be carried out by visual inspection and recorded in
the Child Health Record.

2. Use a torch and method of depressing the tongue to visualise
the whole palate.

3. Parents should be informed if the whole palate (including the
full length of the soft palate) has not been visualised.

4. Failure to visually inspect the whole palate at first attempt
should be followed by repeat visual examination within
24 h.

Conclusion Trusts should provide training on the correct
method of visual inspection of the palate to all healthcare profes-
sionals required to carry out newborn examinations.
http://www.rcpch.ac.uk/improving-child-health/clinical-guide-
lines-and-standards/published-rcpch/inspection-neonatal-palate
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Introduction Urinary Tract Infection (UTI) is a common bacte-
rial infection. Natural history in children has changed over the
last 30-50 years due to antibiotics and improvements in health-
care. There remains uncertainty about the most appropriate and
effective way to manage UTIs in children including whether or
not investigations, follow-up and prophylaxis are justified. The
correct timeframe during which these should occur depends on
presentation and age of the child.

Aims NICE clinical guideline 54 is often confusing due to the
complex nature of follow up and the range of investigations
required depending on presentation and age. The guideline can
be quite challenging to follow in a busy general practice environ-
ment. The aim is to assess current management in terms of refer-
ral and further investigations and suggest any necessary
improvements to facilitate this process.

Method Retrospective audit looking at management of patients
under 16 years old presenting to an inner city general practice
from September 2010-14 with suspected UTIL. Culture positive
UTTIs were identified and patients who fulfilled the NICE criteria
for referral were highlighted. Referrals were categorised as
appropriate, inappropriate or missed. Grade of clinician who

Investigation of Children With Urinary Tract Infection
Based on NICE Clinical Guideline 54"

= GP refer to Paediatrics having
arranged USS I possible

Dr N Tomlinson

| Child < 16 years old with culture positive UTI |

Does the child have any of the
following atypical features?

Seriously iff
Poor urine flow
Abdominal or bladder mass
Raised creatinine
Septicaemia
Infection with non-E. coli organisms

Has the child responded well to
treatment with suitable antibiotics
within 48hours?

If the child is less than 6 months old and this
is their 1st UTl arrange an ultrasound scan
within 6 weeks and consider MCUG if
abnormal

CONTINUE THROUGH FLOWCHART

¥
Is it a recurrent UTI?

Two or more episodes of UTI with acute
pyelonephritis/upper UTI

OR

One episode of UTI with acute pyelonephritis/
upper UTI plus one or more episode of UTI
with cystitis/lower UTI

OR

Three or more episodes of UTI with cystitis/
lower UTI

Advise parents about possible symptoms of future UTI
and suggest low threshold for sending MSU for MC&S

| Bacteriuria & fever of >38°C
| OR Bacteriuria & fever<38°C & loin pain/tenderness
| Cystitis/lower UT! = Bacteriuria but no! - symptoms or signs |

t
See NICE clinical guideline 54 for full information
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