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Outline
• Acute referral pathway

• Allergy

• Asthma/wheeze guidance update

• Fever/infection – Kawasaki, UTI, pneumonia

• GI/renal
– Bloody diarrhoea/HUS

– HSP

• Stroke

• New T1 diabetes

• Medical emergencies in eating disorders

• BRUE

• Cancer referrals



Medical Paeds
Acute referrals

• Royal Hospital for Children and Young People
– Edinburgh, East and Midlothian, up to 16 years
– Open-door policy, no need to call unless specific 

information
– Send all referrals to emergency department
– Consultant discussion available 0900-1700 via #9250 

(may be quicker to send advice request via SCI gateway)
– Specialties – please call
– Note no “rapid access” outpatient service (Urgent OPA 

can be up to 8 weeks) – if requires review <48 hours, 
send to ED +/- phone call

• St John’s Hospital
– West Lothian, up to 16 years
– Call paediatric middle grade
– If very unwell, send to emergency department for 

assessment
– T1 diabetes (known or suspected) not accepted → RHCYP



Allergy:
Anaphylaxis

Resuscitation Council UK

https://www.resus.org.uk/library/additional-guidance/guidance-anaphylaxis


Allergy

CYANSBSACI

https://www.cyans.scot.nhs.uk/
https://www.bsaci.org/professional-resources/resources/


Bronchiolitis



Asthma/
wheeze



Asthma/
wheeze



Asthma/
wheeze



Initial wheeze management in ED

Age < 1y Age 1 - 2y Age 3 - 5y Age 5y +Age 2 - 3y 

References: BTS_SIGN Guideline for Management of Asthma 2019, NICE Guideline NG9 Bronchiolitis in Children, updated 2021 

10 puffs 
salbutamol if 
SpO2 >/=92% and 
mild-mod severity

Salbutamol / 
ipratropium / 
magnesium 
nebulisers if SpO2 
<92% or severe 
WOB

Prescribe steroids 
in ED only if being 
admitted

20mg 
Prednisolone

10 puffs 
salbutamol if 
SpO2 >/=92% and 
mild-mod severity

Salbutamol / 
ipratropium / 
magnesium 
nebulisers if SpO2 
<92% or severe 
WOB

10 puffs 
salbutamol if 
SpO2 >/=92% and 
mild-mod severity

Salbutamol / 
ipratropium / 
magnesium 
nebulisers if SpO2 
<92% or severe 
WOB

Prescribe steroids 
in ED only if being 
admitted

Consider discharging 
patients known to 
have asthma or 
previous severe 
wheeze with 3d 
course steroids

20mg 
Prednisolone

Prescribe steroids 
if discharged or 
admitted

40mg 
prednisolone for 
3 days

Do not prescribe 
steroids in ED

Admitting teams may 
prescribe later

Do not prescribe 
steroids

Consider trial of 
10 puffs 
salbutamol if 
SpO2 >/=92% and 
mild-mod WOB

Salbutamol / 
ipratropium 
nebuliser if SpO2 
<92% or severe 
WOB

Salbutamol 
unlikely to help

Manage as 
Bronchiolitis

Admit:
• SpO2 <90% if   

> 6 weeks
• SpO2 <92% if   

< 6 weeks
• Regular suction 
• Significantly 

increased WOB
• < 50-75% oral 

feeds

Caution: preterm, 
cardiac, CLD, T21, 
immunodeficiency, 
neurological
Consider: social setting 
and distance from 
home 

A small number of 
infants aged 10-12m 
who are predominantly 
severely wheezy 
particularly if atopic 
(eczema, food 
allergies) may respond 
to salbutamol.
Trial 10 puffs if SpO2 
allow or 1 x 2.5mg 
salbutamol 
/ipratropium nebuliser 
then REASSESS to 
determine need for 
further Rx.

Salbutamol toxicity 
occurs more easily in 
infants – do not 
continue unless 
defined benefit in 
SpO2 or clinical status

DOCUMENT EFFECT on 
TRAK

A lot of children 
this age have 
bronchiolitis and 
their wheeze is 
not drug 
responsive. It is 
reasonable to try 
10 puffs or 1 
combineb then 
REASSESS and 
DOCUMENT on 
TRAK if it makes 
little difference

Consensus document for use in the Emergency Department reflecting interpretation of national guidance.  Discuss any clinical concerns or queries with a senior staff member



Asthma/
wheeze

• Improving acute wheeze/asthma:

– 4 puffs 4 times a day on day of 
presentation/discharge

– Then UP TO 4 puffs 4 times a day for 4 days



When to start an 
inhaled steroid

• Experiencing 
symptoms more than 
3 times per week on 
a regular basis

• Admission with an 
attack

BTS-SIGN asthma guidance

https://www.brit-thoracic.org.uk/quality-improvement/guidelines/asthma/


Asthma/
wheeze

• >2 years of age
• Diagnosis unclear or in doubt (after a trial of treatment – email for 

advice)
• Rapid escalation in treatment with poor response to treatment
• Excess use of bronchodilator therapy (despite adequate treatment 

and good adherence)
• Multiple courses of oral steroids (more than 2) in a year
• Regular requirement for inhaled corticosteroids above licensed 

doses
• High dependency/ Intensive care admission (if not already 

followed up by secondary care)
• Recurrent viral induced wheeze which requires oral steroids
• Significant Parental anxiety or need for reassurance
• Children with asthma and co-existing nut allergy/ previous 

anaphylaxis

Referral to NHS Lothian asthma nurse-led clinic (RefHelp)



Asthma/
wheeze



Fever
NICE traffic lights – shared decision making

https://www.nice.org.uk/guidance/ng143/resources/support-for-education-and-learning-educational-resource-traffic-light-table-pdf-6960664333


Fever
NICE traffic lights – avoid fever phobia

Healthier Together advice sheets

https://www.what0-18.nhs.uk/professionals/gp-primary-care-staff/safety-netting-documents-parents/fever-children-under-5-years


Fever

Antimicrobial stewardship

BSAC pathways – for children presenting to 
hospital



Fever
Specific scenarios:

Send all infants <3 months for assessment – watch 
this space

Malaria >= 1 year after return from malarial area

Petechial rashes – if well appearing, only 1.5% 
have SBI. May not get Ix or Rx but send for 
assessment or discuss

Sore throats – can use FeverPAIN in children as 
per NICE (GAS outbreak guidance now withdrawn)



Urinary tract 
infection -
diagnosis

• NB other causes of dysuria – threadworms, 
balanitis, vulvovaginitis – and pyuria – viral 
infection, appendicitis

• Urine sample is the ONLY investigation 
recommended for “Green” febrile patients 
WITHOUT a focus

• Urine collection: “clean catch” (wash perineum 
first)
– 26% of these can be contaminated

• Please don’t treat without sending a sample first!



Leukocyte esterase and nitrite are 
both positive

Assume the child has a urinary tract infection (UTI) and give them 
antibiotics. If the child has a high or intermediate risk of serious illness 
or a history of previous UTI, send a urine sample for culture.

Leukocyte esterase is negative 
and nitrite is positive

Give the child antibiotics if the urine test was carried out on a fresh 
urine sample. Send a urine sample for culture. Subsequent 
management will depend on the result of urine culture.

Leukocyte esterase is positive and 
nitrite is negative

Send a urine sample for microscopy and culture. Do not give the child 
antibiotics unless there is good clinical evidence of a UTI (for example, 
obvious urinary symptoms). A positive leukocyte esterase result may 
indicate an infection outside the urinary tract that may need to be 
managed differently.

Leukocyte esterase and nitrite are 
both negative

Assume the child does not have a UTI. Do not give the child antibiotics 
for a UTI or send a urine sample for culture. Explore other possible 
causes of the child's illness.



Urinary tract 
infection -

management

• Send in all <3 month infants for emergency 
assessment if suspected

• Upper UTI: if either temp >38 OR has loin 
pain/tenderness
– Oral antibiotics for 7-10 days (cefalexin or co-

amoxiclav)

• Lower UTI: 3 days trimethoprim

• STOP antibiotics if culture negative



Urinary tract 
infection -
imaging

• See NICE guidelines

• Bottom line – send referral to Medical 
Paeds (we will send on to UTI Nurse-led 
clinic) if

– Recurrent UTI

– Atypical UTI

– UTI under 6 months old

Urinary tract infection in under 16s: diagnosis and 
management

https://www.nice.org.uk/guidance/ng224


Lower 
respiratory 

tract infection

Viral vs bacterial less important

Degree of severity determines need for 
admission, particularly oxygen requirement

If persistent fever (24-48hrs) + respiratory 
distress/tachypnoea WITHOUT wheeze or 
bronchiolitis > give antibiotics
Presence of crackles less relevant

5 days Amoxicillin



Persistent fever
5 DAYS+

Societi - UK KD Foundation

Also – think serious bacterial infection

https://www.societi.org.uk/


Acute bloody 
diarrhoea

GGC Acute bloody diarrhoea and HUS

https://www.clinicalguidelines.scot.nhs.uk/nhsggc-guidelines/nhsggc-guidelines/kidney-diseases/management-and-investigation-of-bloody-diarrhoea-and-haemolytic-uraemic-syndrome/


Criteria for entry into the pathway for 
Bloody Diarrhoea or 
suspected E.Coli are:

1. Acute bloody diarrhoea
1. Minimum of one episode of blood in 

stool AND
2. Diarrhoea defined as acute onset 

loose stool

2. Non bloody acute diarrhoea AND 
suspicion of E. Coli

2. Contact with
2. farm animals
3. contaminated environments (fields, 

farms, rural areas)
4. Untreated water from rivers or private 

supplies
5. A known or suspected case of E.Coli
6. Contaminated food (undercooked meat, 

unpasteurised milk, raw vegetables)

3. Travel outwith the UK
4. An outbreak of E. Coli is known to be 

present locally or nationally



Gastroenteritis
Dehydration
• Clinical assessment of hydration
• Expect urine output to be less than normal if 

intake is reduced – refer if significantly low

Hypoglycaemia
• Encourage sugar-containing fluids for an oral 

fluid challenge (risk of ketotic hypoglycaemia 
or accelerated starvation)

Consider wide differential diagnosis of vomiting



Neonate Infant Child Adolescent

Vascular Stroke Migraine

Infection Any infection esp gastroenteritis, meningitis, pneumonia, UTI, appendicitis, tonsillitis, Helicobacter, labyrinthitis

Trauma NAI Head injury

Autoimmune/

allergy

CMPA, FPIES

Intussusception

Coeliac, anaphylaxis, food allergy

Metabolic IEM Ketosis, IEM

Iatrogenic/

induced

Overfeeding, accidental poisoning Medications: salbutamol, prednisolone, morphine, 

NSAIDs. Deliberate overdose/poisoning

Neoplastic Brain tumour

Congenital Malrotation, atresia, pyloric 

stenosis

GORD, hydrocephalus

Obstructed hernia

Vascular rings, malrotation

Degenerative Pregnancy

Endocrine Hyperthyroidism DKA

Functional Constipation Functional vomiting, 

dyspepsia, cyclical 

vomiting syndrome, 

motion sickness

Eating disorder, 

rumination syndrome



HSP

GGC HSP guideline

https://www.clinicalguidelines.scot.nhs.uk/nhsggc-guidelines/nhsggc-guidelines/kidney-diseases/henoch-schonlein-purpura-hsp-renal-management-on-presentation-with/


Stroke



Polyuria/
polydipsia



Medical 
emergencies in 
eating disorders

MEED Guidance

BEAT

https://www.rcpsych.ac.uk/improving-care/campaigning-for-better-mental-health-policy/college-reports/2022-college-reports/cr233
https://www.beateatingdisorders.org.uk/


BRUE • Brief, resolved, unexplained event 
(phrase replaces ALTE)



Suspected 
cancer

• Send to ED at appropriate time

• Unexplained petechiae/bleeding/bruising

• Unexplained hepatosplenomegaly, 
abdominal mass, 

• Unexplained lumps, bone pain/swelling

• Focal neurology or cerebellar symptoms

• Separate RefHelp page for 
lymphadenopathy

Headsmart

https://www.headsmart.org.uk/clinical/?cache=clear


Safety netting

whenshouldIworry.com

Healthier Together

http://www.whenshouldiworry.com/
https://www.what0-18.nhs.uk/


Paediatric advice and 
assessment is available 

24/7

Q+A


