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Un antibiotico “tutte” le malattie:
amoxicillina ( clavulanico)

tonsillite

otite ( precedente fall/trattamento amoxi)
sinusite

polmonite

Infezione vie urinarie

gastroenterite da salmonella

cellulite-eczema infetto



TABLE 4 Recommendations for Initial Management for Uncomplicated AOM®

Age Otorrhea  Unilateral or Bilateral AOM® * Unilateral AOM®
With Bilateral AOM® Without Otorrhea Without Otorrhea
ADM® With Severe
Symptoms”
Emoto?y Antibiotic Antibiotic Antibiotic therapy Antibiotic therapy or
therapy therapy * additional observation
22y Antibiotic Antibiotic Antibiotic therapy or Antibiotic therapy or
therapy therapy additional observation additional observation®

* Applies only to children with well-documented AOM with high certainty of diagnosis (see Diagnosis section).

" A toxic-appearing child, persistent otalgia more than 48 h, temperature >39°C (102.2°F) in the past 48 h, or if there is
uncertain access to follow-up after the visit.

“This plan of initial management provides an opportunity for shared decision-making with the child's family for those
categories appropriate for additional observation. If observation is offered, 8 mechanism must be in place to ensure

follow-up and begin antibiotics if the child worsens or fails to improve within 48 to 72 h of AOM onset.




In concreto ?

vigile attesa anche 6-24 mesi in quadro lieve

NNT sotto | due anni e otite severa
(bilaterale o otorrea) 4

NNT generale 8-16
NNT per prevenire mastoidite 4800
30% degli osservati finiscono In antibiotico

amoxi sempre, clavulanico se terapia entro
mese precedente



Journal of Paediatrics and

Child Health

doi10.1111/jpc. 13864

INSTRUCTIVE CASE

Meningitis as a consequence of otitis media in a child referred
from the newborn hearing screening programme: A missed
opportunity

Lorenza Matarazzo ," Silvia Nider Saba Battelino,* Enrico Muzzi,? Eva Orzan,? Alessandro Ventura'?
and Egidio Barbi'~

'Clinical Department of Medical, Surgical and Health Science, University of Trieste, *Institute for Maternal and Child Health, Burlo Gamfolo Pediatric
Institute, Trieste, ftaly and *University Medical Centre of Ljubljana and Medical School University of Ljubljana, Ljubljana, Slovenia

Meningitis as a consequence of otitis media L Matarazzo et al.

Fig. 1 Highresolution computed tomography of the head at the level of the temporal bones, coronal view. Left cochleovestibular malformation (ncomplete
partition type |, arrow) with communicating internal auditory canal (absent cribriform area), cystic cochlea and midde ear; note the oval window fistula through
the dysplastic stapes’ footplate, the tympanic cavity and mastoid filled with cerebrospinal fluid, the tympanic membrane bulging into the external auditory canal
and the dysplastic vestibule and lateral semi-circular canal. Normal right ear anatomy. (a) Right ear; (b) left ear. 1, internal auditory canal, 2, cochlea; 3, vestibule
at the level of the oval window (stapes’ footplate) and lateral semicircular canal; 4, tympanic cavity; 5, mastoid, 6, external auditory canal.



Linee guida

La faringotonsillite in eta pediatrica

Aggiornamento della Linea Guida della Regione Emilia-Romagna

SIMONA DI MARIO', CARLO GAGLIOTTF, MARIA LUISA MORO?

a nome del Comitato tecnico-scientifico regionale “Progetto ProBA 2014"*

'Centro di documentazione sulla salute perinatale e riproduffiva - SaPeRiDoc, Servizio Assistenza Territoriale,
Direzione generale sanitd e polifiche sociali e per l'integrazione; *Area Rischio Infettivo, Agenzia Sanitaria e Sociale Regionale -

Regione Emilia-Romagna, Bologna



Mclsaac score Score

Temperatura = 38 °C

Assenza di tosse

Adenopatia dolente laterocervicale anteriore

Tumefazione o essudato tonsillare

—_— | et | | | —

Fta 3-14 anni
Totale 0-5
Tabella 11
Score clinico di
Mclsaac

Antibiotico
subito

Mo test

Mo antibiotico Antibiofico No antibiotico

Figura 1. Algoritmo diagnosticoferapeutico per le faringotonsilliti nel bambino.



APPROPRIATELZIA DEI TRE MODELLI NELLA GESTIONE
DEI BAMEINI CON MAL DI GOLA*

Veri positivi Veri negativi Complessiva
Score + RAD” 78% 03% B/ %
Score + coltura B1% Q6% Q0%
Score 81% 40% 35%

*Popolazione di riferimenio: bambini con mal di gola [prevalenza di infezione/colonizzazione sireplococci-
ca = 37%); "sensibilid e specificia del RAD 95%

Tabella Il

il potere dell’ex iuvantibus.....



Come nella linea guida del 2007, la terapia
raccomandata in caso di faringotonsillite streptococcica
In Regione Emilia-Romagna e I'amoxicillina, 50 mg/kg
In due dosi al giorno per 6 giorni

la valutazione dell'efficacia e su base clinica.
Se dopo 24 (-48) ore di trattamento | sintomi non

migliorano l'origine streptococcica e ragionevolmente
esclusa e si puo sospendere la terapia.



Table 1 Recommendations regarding uroradiological imaging in children with UTI

NICE?® AAP? Italy* Switzerland® France®
<b months 2-24 months 2-36 months 0-16 years 0-16 years
——] Renal US All* Allt — Atypical or recurrent UTI Allt Allt
— Male infants <6 months
VCUG — Abnormal renal US — Abnormal renal US — Abnormal renal US — Abnormal renal US — Abnormal renal US
— Atypical or recurrent UTI  — Atypical or recurrent UTI — =3 months — Bladder dysfunction
— Complex clinical circumstances — Recurrent UTI in male

— Family history of VUR

Avoidance of voiding cystourethrography in infants
younger than 3 months with Escherichia coli urinary
tract infection and normal renal ultrasound T
[ Probablity of high ]

grade (HG) VUR: 10%

Jean-Yves Pauchard,' Hassib Chehade,? Chafika Zohra Kies,' Eric Girardin,’
La presenza di una infezione_non /J\‘

MNLR=0.32
bability HG VUR 3

PLR=3.3

un RVU di alto grado con una robabikty HG VUR 26

sensibilita del 75% e specificita
del 77%

Abnormal US (n=9) Normal US (n=25) Abnommal US (n=13)
FLE=3. NLR=0.53 FLE=5.1
Riduzione CUM del 62%, Pm-bahilll:HGaI:UH 55%| | Probability HG VUR 15%] | Probability HG VUR 15%
con un rischio molto
basso (1%) di
misconoscere un RVU di | | | |

alto 0 rado. [ VCUG J [ VCUG J { VCUG 1 [ VUG 1
HG VUR n=5/9 HG VUR n=4/25 HG VUR n=2/13 HG VUR n=1/75

da E. coli e in grado di prevedere L Non E. Coll (n=34) J [ E. Coli (n=88) ]
P Yo Pro %

Normal US (n=75)
NLR=0.4
Probability HG VUR 1%




|

) 217 children at risk with VCUG

3 UNIVARIATE ANALYSIS MULTIVARIATE ANALYSIS

RISK FACTOR FRE

1 Q High grade VUR (%) OR Cl 95% p-value OR Cl1 95% p-value

I.JE abnormalities 155 (71%) 60 (39%) 1.32 0.71-2.47 0.374 152  0.75-3.07 0.236

}\hnnrmal prenatal US 38 (17%) 17 (45%) 1.49 0.73-3.02 0.270 1.26 0.59-2.70 0.537
ale <6 months 105 (48%) 36 (34%) 0.80 0.46-1.40 0 096  0.53-1.72 0.

Pathogens other than E.coli D 50 (23%) 27(54%) 2.52 1.32-4.81 0.005 2.74 1.39-5.41 0.003

Critical appraisal of the top-down approach for vesicoureteral reflux
Ahmed Abdelhalim, Antoine E. Khoury

Investig Clin Urol 2017;58 Suppl 1:514-22. Costs:
Renal ultrasonography: €82

La Scola et al Pediatrics 2013

Ogni 100 ecografie, le 80
ecografie normali costeranno circa

7000 euro

I Febrile UTI l

EN

i I
Abnomal REUS }

Ee— | .

"
Mormal RBUS
(83%)

(17%)

e

| | | |
{ No VUR J[Nnn-dilaﬁngvm { Dilating VUR ‘[ Rk } Non-dilsting VUR [ Dilating VUR ]

(G 1-2) (G 3-5) A (G 1-2) (G 3-5)
(30%) (15%) (32%) (12%) (36%)

it L=



[ Non E. Coli }

[ Ecografia }

[ Patologica } [ Normale }

[ Cistografia } [ Recidiva J
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Quello che cerchi ¢ dentro
di te.
Altrimenti ¢ nel frigo...
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Research

Original Investigation

Effect of Dilute Apple Juice and Preferred Fluids vs
Electrolyte Maintenance Solution on Treatment Failure
Among Children With Mild Gastroenteritis

A Randomized Clinical Trial

Stephen B. Freedman, MDCM, MSC; Andrew R. Willan, PhD; Kathy Boutis, MD; Suzanne Schuh, MD

JAMA. 2016:315(18): 1966-1974. doi:101001jama 2065352
Published online Apnl 30, 2016.



Stesso patogeno, stesso
bambino, stesso setting ?

Figure 201-2 A child, lying on a cholera cot, showing typical signs
of severe dehydration from cholera. The patient has sunken eyes,
lethargic appearance, and poor skin turgor, but within 2 hr was sitting
up, alert, and eating normally. (From Sack DA, Sack RB, Nair GB, et al:

Cholera. Lancet 363:223-233, 2004.)

Cholera gravis, the most severe form of the disease, results when
purging rates of 500-1,000 mL/hr occur. This purging leads to dehydra-

T = |

4 3 2 ?‘.
ure 201-1 Rice water stool in a patient with cholera. (Modifie( Q5‘__
1 Harris JB, LaRocque RC, Qadri F: Cholera. Lancet 379:2466-2474




se diluito 50 gr zucchero/ L

destrosio 20 gr/L , 45 mEqg/L Na
, 370 mg/L saccarosio




Research Owiginal Investigation Apple Juice vs Electrolyte Solution for Pediatric Gastroenteritis

Figure 1. S5creening, Randomization, and Follow-up

3668 Children o ED
assessed d;ﬂq

3021 Excluded
1297 Mo research personnel presant to enroll
368 Weight <8 kg
358 <3 Episodes of vomiting and diarrhea In

preceding 24h
251 =06h of symptoms

225 Declined to participate
175 Significant medical history=

100 Insurmountable language barrier

51 Climical Dehydration Scale score =5 or capillary
refill =2 saconds (possible severe dehydration)

51 Age <6 moor >»60 mo or corrected postnatal
age <30 wk

46 Hematochezia

42 Hamatemesls or billous vomitus

13 Concern for acute abdomen (g, locallzed pain,

distenslon)
& Previously enrolled
36 Other reasons
(647 Bandomized )
323 Randomized to recaive half-strength 324 Randomilzed to recelve elactrolytes
apple Julkce/preferrad flulds therapy malmenance solution therapy
323 Received therapy as randomized 323 Recelwed therapy as randomized

randomized®

| 1 Dud not recatve therapy as



Table 1. Baseline Characteristics of the Randomized Treatment Groups

Half-5trength Electrolyte
Apple Juice /Preferred Fluids Maintenance Solution
All Patients Therapy Therapy

Characteristics {n = 647) {n=323) (n = 324)
Age, mean (50), mo * 28.3 (15.9) 28.0 {15.4) 200 {16.5)
Male sex, No. (%) 331 (51.1) 173 (53.6) 158 (48.8)
Weight, mean (5D), kg 14.8{11.4) 149 {12.1) 14.6 (10.2)
Enrollment time, 15:26 (3:-27) 15:200 (3:35) 15:32 (3:18)
miean (507, 24-h clock
History of wvomiting, No. (%) *Elﬂ (94.3) 306 (94.7) 304 (93.8)
Time interval between vomit onset 30.7 (22.8) 30.9 (22.9) 30.5 (22.7)
and ED visit, mean (50}, h?
Vomiting episodes in preceding 24 h, 5 (3-7) 5 (3-7) 5 (3-8)
miedian {IQR)?
History of diarrhea, No. (%) 274 [(22.4) 136 (22.1) 138 (42.6)
Time interval between diarrhea onsat 36.6 (25.9) 36.1 (25.2) 37.1 (26.7)
and ED visit, mean (50), h
Diarrhea episodes in preceding 24 h, * 3 (2-6) 3 (2-6) 3 (2-6)
median (IQR)3
Rotavirus vaccine received, No. (%)° 182 (28.1) 093 (28.8) 89 (27.5)
Baseline Clinical Dehydration Scale score, 0 (0-1) 0 (0-1) 0 {0-1)
median (IQR)"

Baseline Clinical Dehydration Scale score
distribution, No. (%)



Meglio reidratazione “a scelta”

Table 2. Compaosite Primary and Secondary Outcomes In the Study Groups®

Half-5trength Apple Juice/ Electrolyte Maintenance Solution
Preferred Fluids Therapy Therapy
Outcomes No.Total % (05% CI) No_Total % (95% CI) Difference, % (953% CI) P Value
Comiposite primary cutcome- overall 54323 16.7(12.8-21.2) 817124 250 (20.4-30.1) -8.3 (=t -20)" < 001
treatment failure, avy criteria”
Weight lossfdehydration at follow-up 210 20.0 (2.5-55.6) 1710 10.0 {0.3-24.5) 10.0 {-33.8 to 50.9)° .99
72-84 h after index visit?
|I'|.|' rehydration” 8323 2.5 (1.1-4.8) /3124 9.0 (6.1-12.6) -6.5 (-11.6 to -1.B)" 001
Hospitalization 3f313 09 (0.2-2.7) 9r3z4 2.8 (1.3-5.2) -19{-54t0 1.3)® 14

Treatment fallure 16% vs 25%
Reldratazione ev 2.5% vs 9%







Parent-initiated oral corticosteroid therapy

*Una singola dose di prednisone (2 mgr/kg)
all’1nizio di un episodio d1 asma ¢ associata

ad un aumento delle visite di urgenza per asma.
Grant CC, Pediatrics. 1995

20 mgr di prednisone per 5 giorni non portano
ad alcun beneficio, nemmeno nei soggetti

che presentano un elevato numero di eosinofili
Oommen A, Lancet. 2003




c? Parent-initiated oral corticosteroid therapy for

Intermittent wheezing ilinesses in children.

Vuillermin P. Cochrane Database Syst Rev. 2006 Jul 19;3:CD005311

f
_ ALz

RIS
| CONCLUSIONS:
"...This strategy cannot be recommended”

yerl;

algda e':.‘ )




R r

Eur Respir J 2008; 32 1096-1110 -
DOL: 10.1183/09031936.00002108 European B
Copyright@ERS Journalg ’ R [ iratﬂry e

Parent-initiated treatment with a short course
of oral corticosteroide should not be given

i cf— il

._
wheezing iSO Cr e — -
an eVigd

A trial of oral corticosteroids should
probably be given to preschool children with

acute wheeze of such severity that need to be
admitted to hospital



http://erj.ersjournals.com/current.dtl

the NEW ENGLAND
JOURNAL of MEDICINE

l.'hll"l'l.'l'll.-' . T s, T O W

E5T1

Ph.D.,

Jayachandra
P.CH,

Priti Kenia, M

Children in Hospital (3¢)

0 10 20 30 40) 50
Hours after Admission
Mo. at Risk
Placebo 343 189 132 I2

Prednisolone 341 177 115 53 il




ORIGINAL ARTICLE

Parent-initiated oral corticosteroid therapy for intermittent
wheezing illnesses in children: Systematic review

Peter J Vuillermin,”** Colin F Robertson'** and Mike South'**

'"Murdoch Children's Research Institute, ‘Department of Paediatrics, University of Melbourne, Departments of *Respiratory Medicine and *General Medicine,
The Royal Children's Hospital, Melbourne and *Department of Clinical and Biomedical Sciences, Barwon Health, University of Melbourne, Geelong, Victoria,
Australia

Pediatric Pulmonology 51:868-876 (2016)

Provare a dare Il cortisone per via orale nel viral wheezing
di gravita tale da richiedere I'accesso in ospedale puo
essere fatta, ma non e raccomandato che i genitori lo diano
a casa

Jose A. Castro-Rodriguez, mp, pho,'* Andrea A. Beckhaus, wp," and Erick Forno, mp®

Definition, assessment and treatment of
wheezing disorders in preschool children:
an evidence-based approach

P.L.P. Brand, E. Baraldi, H. Bisgaard, A.L. Boner, J.A. Castro-Rodriguez, A. Custovic,
J. de Blic, J.C. de Jongste, E. Eber, M.L. Everard, U. Frey, M. Gappa,

L. Garcia-Marcos, J. Grigg, W. Lenney, P. Le Souéf, S. McKenzie, P.J.F.M. Merkus,
F. Midulla, J.Y. Paton, G. Piacentini, P. Pohunek, G.A. Rossi, P. Seddon,

M. Silverman, P.D. Sly, S. Stick, A. Valiulis, W.M.C. van Aalderen, J.H. Wildhaber,
G. Wennergren, N. Wilson, Z. Zivkovic and A. Bush



Non sono d’accordo!

“Nella mia esperienza ne ho apprezzato sempre l'efficacia....”

“sara che in Italia noi usiamo il Betametasone e che 1-2 dosi sono
meglio di 5 di Prednisone”

“, . . . . . »
il pdf conosce il bambino e il suo modo di presentare gli accessi

“se un bambino ha gia fatto piu volte il Broncovaleas e si va verso
sera..”

“di norma bastano singole dosi”

“Una dose di Bentelan, non ha mai fatto male

a nessuno! “

“risparmiare in coda, non in testa”




Oral prednisolone in preschool children with virus-associated = W +§ @
wheeze: a prospective, randomised, double-blind,

placebo-controlled trial

S ) Foster, M N Cooper, S Oosterhof, M L Borland

1_'-_ Placebo
Prednisolone
624 bambini 24-72 mesi afferenti al PS Princess
Magaret Hospital (Australia) per viral wheezing 075
randomizzati a ricevere il Prednisolone (1 mg/Kg/die 3
=
. . . E
per 3 giorni) per bocca o il placeo 2
3 ]
5 050
5
8
g
Somministrazione di Prednisone (o placebo) subito al £
0-25 -
triage
0 T | I | | T | T T T |
0 180 360 40 720 900 1080 1260 1440 1620 1800 1980
Time since drug administration (min)
Number at risk
Placebo 300 204 183 150 116 86 63 42 27 21 17 16
Prednisolone 305 206 156 112 76 55 37 26 16 15 12 10




Oral prednisolone in preschool children with virus-associated = W +§ @
wheeze: a prospective, randomised, double-blind,

placebo-controlled trial

S ) Foster, M N Cooper, S Oosterhof, M L Borland

1_'-_ Placebo
Prednisolone
« Il cortisone orale non agisce subito (nelle prime 3
ore non vi é alcuna differenza tra i gruppi) 075
G
* D’efficacia del cortisone si ¢ dimostrata evidente ;f
nei bambini con broncospasmo piu grave e che ‘;;
050
. . . . 8
gia avevano usato senza sufficiente risultato il 5
i=
Salbutamolo a casa g
e
_ _ o * 0254
* non vi sono state differenze di esito in rapporto
alla costituzione atopica (familiare o personale)
dei soggetti. 0 | | | | | T | | | | |
0 180 360 40 720 900 1080 1260 1440 1620 1800 1980
Time since drug administration (min)
Number at risk
Placebo 300 204 183 150 116 86 63 42 27 21 17 16
Prednisolone 305 206 156 112 76 55 37 26 16 15 12 10




ORIGINAL www.jpeds.com ¢ THE JOURNAL OF PEDIATRICS

ARTICLES

Randomized Trial of Dexamethasone Versus Prednisone for Children with

®

b

Acute Asthma Exacerbations

Natalia Paniagua, PhD, MD', Rebeca Lopez, MD', Natalia Mufoz, MD', Miriam Tames, MD', Elisa Mojica, PhD, MD’,
Eunate Arana-Arri, PhD, MD?, Santiago Mintegi, PhD, MD', and Javier Benito, PhD, MD’

Circa 600 bambini 1-14 anni con attacco asmatico acuto randomizzati a ricevere
Il desametasone (0,6 mg/kg/die per 2 giorni) vs prednisone (1 mg/kg/die per 5

giorni)

[~ : . : . . &=
Table II. Primary outcome in all patients included in the
study

Dexamethasone Prednisone
Variables group (n =281) group (n = 276) P
Persistence of symptoms by 159 (56.6%) 161 (58.3%) ns
PACT at day 7
95% Cl 95% CI
(50.6%-62.6%) (52.3%-64.2%)
Persistent symptoms
While sitting quietly 16 (5.7%) 24 (8.7%) ns
With light activity 41 (14.6%) 44 (15.9%) ns
With sports 75 (26.7%) 91 (33%) ns
While asleep at night 127 (45.2%) 123 (44.6%) ns
In the morning 30 (10.7%) 34 (12.3%) ns
Need of bronchodilator 242 (86.1%) 252 (91.3%) ns
: ARQoL at day 7* 80.0 (16.8) 77.7 (18.5) nsJ

*Values are expressed as mean + SD.

To conclude, two doses of dexamethasone were not infe-
rior to a 5-day course of prednisone/prednisolone in chil-
dren with mild-to-moderate asthma exacerbation treated in
the ED setting. Therefore, this adds evidence for the use of dexa-



Safety Profile of Frequent Short Courses of Oral Glucocorticoids in Acute
Pediatric Asthma: Impact on Bone Metabolism, Bone Density, and Adrenal
Function
FFrancine M. Ducharme, Gilles Chabot, Constantin Polychronakos. Francis Glorieux

\XJ

CONCLUSIONS:
Repeated short courses of oral glucocorticoids
In the treatment of asthma
was not associated with any lasting
perturbation in bone metabolism, bone mineralization,
or adrenal function.

i Meta 0 0 g =0
 Funzionalita surrenalica

Pediatrics 2003;111:376-383;



ACTA PADIATRICA

Randomised comparison of intravenous magnesium sulphate, terbutaline
_ and aminophylline for children with acute severe asthma

Sunit Singhi (sunit singhi@gmail.com), Sudhanshu Grover, Arun Bansal, Kapil Chopra 2014
Department of Pediatiics, Advanced Pediatrics Centre, Posigraduate Institute of Medical Education and Research, Chandigarh, india

RCT su 100 bambini (1-18 aa)

salbutamolo inal + ipratropio ogni 20+ idrocortisone I




ACTA PADIATRICA

p < 0.001

12 4
g 91
2
3| 6-
34
i T PG . MgSolfato
0+ T T Y - T - - 1
o S e

Time after randomization

. Nessun effetto collaterale (ipotensione) nel gruppo MgSolfato
2 bambini con ipocaliemia nel gruppo Terbutalina
« 9 bambini con vomito e dolore addominale nel gruppo Aminofillina




LA CALMA E LA VIRTV
DI CHI NON E' COINVOLTO.




Trends in hospitalizations for anaphylaxis,

angioedema, and urticaria in Australia,
1993-1994 to 2004-2005

Leanne M. Poulos, BMedSc (Hons),” Anne-Marie Waters, Grad Dip Pop HIith,*
Patricia K. Correll, MPH,? Robert H. Loblay, PhD,” and Guy B. Marks, PhD*®

Camperdown and Svdney, Australia

Anaphylaxis; the latest allergy epidemic
J. O. Warner

Pediatr Allergy Immunol. 2007 Feb.;18(1):1-2

Hospitalizations per 100,0

© o & oo e = H
| I N

199394 199495  [995-96 199697 199798 199899 ]999- 2000 2000-01 200102 200203 200304 200405

Year

' Hospitalization for anaphylaxis to food from 1995 to 2005 ?2: 1994-19% to



BEHIND THE

SWEETEST MOMENTS
HIS LIFE MAY BE IN

Il 4
STOPE o JRNGE




ANAFILASSI FATALE

ATTACCO TERRORISTICO

CADUTA DELL'AEREO

PERICOLO PERCEPITO

SURRISCALDAMENTO

PERICOLO REALE

e

 —

INCIDENTE D'AUTO

e s e CANCRO . L s .

Il rischio e ubiquitario In tuttl g‘ﬁ aspetti della vita, € una probabllita associata

con lI'incertezza delle conseguenze, la cui percezione e diversa da individuo
ad individuo


http://www.nuerble.com/unreal/fear.jpg

Crescente presenza di PAL (precautionary allergen labelling)
(“pud contenere tracce di...” “lavorato in stabilimento che usa anche...”)




Rischio reazione allergica neil pazienti
suscettibili di allergia alimentare

Severe to
Life-threatening -
symptoms f r

Esistono tanti scoring di gravita diversi e differenti definizioni di anafilassi in
letteratura

Non viene mai presa in considerazione la quantita di allergene che ha causato la
reazione

| sintomi allergici sono spesso sovra- (0 sotto-) stimati dal paziente e dagli operatori
sanitari con scarsa familiarita per le reazioni allergiche sistemiche

dose

La valutazione del rischio nel’ allergia alimentare include sia la proabilita che una
reazione allergica si verifichi sia la gravita stessa della reazione


http://www.nuerble.com/unreal/fear.jpg

Fattori che influenzano la gravita delle reazioni

Eta
P ¢ .
| _ (adolescenti/gio
~ Ritardo vani adulti)
somministrazio o L
. Profilo di sensibilizzazione
\ \, ne terapia p—
L ~ \ ~  (molecole riconosciute)
: N
et /-\,. Co-fattori _
esterni Livello IgE ?p -
Asma | ~ |
e - Matrice Tipo di
“? e dell’ alimento allergene ©
7 /j N
Mastocitosi |
Cottura —
\ Quantita
Genetica Ingerita
\
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doi: 10.1111/cea. 12211 Olinical & Experimental Alergy, 43, 1333-1341

2 2013 The Authors Clinical & BExperimental Allergy
H EUI EW Publiched by John Wiley & Sons Ltd

Incidence of fatal food anaphylaxis in people with food allergy:

a systematic review and meta-analysis

T. Umasunthar’?, J. Leonardi-Bee®, M. Hodes®*, P. J. Tumer'#, C. Gore'*, P. Habibi'<, J. 0. Warner™* and R. . Boyle™®
'Department of Poediatrics, Imperial CoNege London, London, UK, lmperial CoNege Healthcore NHS Trust, 5t Morny's Haspital, London, UK, Division of

Epidemiology and Public Health, University of Nottinghom, Nottingham, UK ond *Acodemic Unit of Child ond Adolescent Psychiatry, Imperial College
london, London, UK

L'anafilassi fatale nei soggetti con allergia IgE-mediata agli alimenti é
pit rara della morte accidentale nella popolazione generale




Title

How does dose impact on the severity of food-induced allergic

reactions, and can this improve risk assessment for allergenic

foods?

Report from an ILS| Europe Food Allergy Task Force Expert Group and

Workshop

Vi e un urgente bisogno di demistificare le
reazioni allergiche
Indotte da alimenti ed educare alla consapevolezza
che la maggioranza delle reazioni IgE-mediate
non sono anafilattiche
né tanto meno “life-threatening”

/
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@"}_@ Two-step egg introduction for prevention of egg allergy in
"""" " high-risk infants with eczema (PETIT): a randomised,

double-blind, placebo-controlled trial
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Pamela, 5 mesi e mezzo

Sempre allattamento materno

Al 1° biberon di latte di formula sviluppak
ORTICARIA GENERALIZZATA

Entra nel progetto di
DESENSIBILIZZAZIONE PRECOCE

Assume 1, 5, 10 ml di latte
vaccino (in ambiente protetto)

A casa continua a assumere la massima dose
tollerata e torna per | raddoppi in ambiente protetto

4

DOPO 4 MESI dall’'inizio della
desensibilizzazione Pamela mangia latte e
latticini senza limitazioni

280 lattanti
(latte e
uovo).

249 dieta
libera in 5-6
mesi.




Antonio, 10 mesi Mangiando la sua prima

(nel 1993.) minestrina con | uovo:

orticaria diffusa, un vomito.
Ma sta benone.

La madre chiama il vecchio
pediatra:

“un cucchiaino domani nella
minestra, poi aumenti pian
piano, ogni giorno”

Ancora qualche vomito ogni
tanto, ma nulla piu, finche
riesce a mangiarsi un uovo

intero...e il tiramisu il giorno
del suo primo compleanno.







RESEARCH ARTICLE

DRUG EFFICACY

The Effect of Treatment Expectation on Drug Efficacy:
Imaging the Analgesic Benefit of the

Opioid Remifentanil

Ulrike Bingel,"** Vishvarani Wanigasekera,' Katja Wiech,' Roisin Ni Mhuircheartaigh,’
Michael C. Lee,’ Markus Ploner,” Irene Tracey'

www.ScienceTranslationalMedicineorg 16 February 2011 Vol 3 Issue 70 70ral4



le aspettative positive raddoppiano I'effetto

benefico del remifentanil

% ¥
I | I
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=
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Pain intensity rating [VAS]
=

ﬂ | | | |
Baseline No Positive Megative

expectancy expectancy expectancy

aspettative negative aboliscono l'effetto benefico
del remifentanil 1L, BAMBI
nel Pronfo Soccorso g

S0




placebo : corteccia prefrontale dorso-laterale, cingolata
anteriore, striato, opercolo frontale: dopamina, endorfine

A
Q 0.5 -
o -
§ < - ,‘!-"’;/ff
25 00] P
: X Y e '
- __ L

e = e = 0.64

rd 2__ 0.5 P<0.001
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— °
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N J
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A Pain rating (run 4 > run 3)

Fig. 6. Impaired analgesia during negative expectation is associated with  treatment expectancy. The images are thresholded at P < 0005 uncorrected
hippocampal activity. (A) Pain-related BOLD responses during negative ex-  for visualization purposes. Color bar indicates t score. Right: Scatter plot of the

nocebo : media-prefrontale, ippocampo e corteccia
cingolata media : colecistochinina.




Paracetamolo: meccanismo azione
* Inibizione ciclo-ossigenasi |

* Interazione col sistema oppioidi

endOgen| ( via oppioide discendente e interazione sinergica a
livello spinale )

e attivazione via serotoninergica bulbo-
spinale discendente

e INnterazione sistema ossido nitrico e
recettort NMDA

e aumento tono sistema

cannabinoide/vanilloide ( attivazione indiretta dei

recettori cannabinoidi con aumento cannabinoidi endogeni : effetto | y
antipiretico, benessere....) niente m_alc



Paracetamol (acetaminophen) pharmacodynamics:
interpreting the plasma concentration

| Ao, "B Anderser Arch O Chid 200693241227,

Plasma concentration

A Effect compartment concentration
00~ = Pain score 110
3 s —— 8
£ "10- -sul-dolore
g 6 5
o 10 y g
.E 4 4 L=
g o
= [ : i .
S |/ 5 mgl/l efficace sulla febbre
i | | | ] ]
I:jl.-.l 2 4 & 8 10 1EID
Time (h)

Somministrazione di 12.5 mg/kg di sciroppo
Relazione tra concentrazione plasmatica, concentrazione
compartimentale e analgesia



Fa racetamolo 8

Fattori di Rischio

» Maggior rischio di epatotossicita se :
- Disidratazione
- Malnutrizione
- Digiuno prolungato
» Uso a dosaggio pieno per oltre 48-72 ore

e Uso di farmaci concomitanti (rifampicina, carbamazepina,
fenobarbital, fenitoina, primidone, acido valproico, alcool )

* Epatopatia pre-esistente e
» Miopatia e intervento chirurgico , obesita, diabete neny muﬂfﬂie
w



Dolore addominale acuto in PS : confronto tra 3 farmaci sublinguali .

VAS (0-10)

ANDAMENTO DEL DOLORE

—a-— KETOROLAC
i PARACETAMOLO
== TRAMADOLO

TEMPO 0

TEMPO 30 TEMPO 60
Tempo (min)

TEMPO 120




ACTA PEDIATRICA

Article type  : Review Article

Narrative review shows that the short-term use of ketorolac is safe and effective in the

management of moderate to severe pain in children

Pierluigi Marzuillo', Lorenzo Calligaris®, Stefano Amoroso® and Egidio Barbi®®

53



FDA Drug Safety
Communication:

FDA restricts use of prescription
codeine pain and cough medicines
and tramadol pain medicines in
children; recommends against use
in breastfeeding women

54
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Piramide della gerarchia dei bisogni .

Figure 2: Maslow’s Hierarchy of Needs (Maslow, 1954)

ctualisation

Creatyity, Fulfillment,
Automamy

Self-Esteem
‘rl!"i't'rEl'H-!'lﬂ. e PR L M T L e

Love & Belonging

Parents, Siblings, Friencs

Safety

Seoarity, Stabibty, Freedom from F(

Food, Water, Shalber, Warmih

Physiological "\

iberta

dal dolore

Mumisstero della Salute
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1) conoscere le dimensioni del 0
problema Munsstero della Salute

* frequenza di abuso 0-15 anni : 6 casl su
1000, di cul 30% abuso sessuale (2,5-
6% dati piu recenti)

* maltrattamento fisico . prevalentemente
< 5 anni, max primi 3 anni (16-20 per
mille)

» abuso sessuale picco a 4-6 anni

\
ﬂlf?“-[lff}(‘ldh?
/



LIVIDI-PREVALENZA
B. CHE NON CAMMINANO <1%
B. CHE CAMMINANQO 50%

Lividi+ petecchie
(escluse coagulopatie)
Potere Predittivo Positivo
per maltrattamento
80%

/ﬂ( - - \
|

‘ ﬁ
Figure 1 Accidental bruising patterns.
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THE JOURNAL OF PEDIATRICS » www.jpeds.com ORIGINAL .
@ AHTICLES Minsstero della Salute

CraprkdLrt

Additional Injuries in Young Infants with Concern for Abuse and
Apparently Isolated Bruises

Nancy S. Harper, MD', Kenneth W. Feldman, MD?, Naomi F. Sugar, MD**, James D. Anderst, MD, MSCI",
and Daniel M. Lindberg, MD®®, for the Examining Siblings To Recognize Abuse Investigators’

e 146 lattanti < 6 mesi con ecchimosi isolate
50% ha una lesione ulteriore

« 23% frattura
» 27% lesione al neuroimaging
* 2% lesione epatica con rialzo transaminasil

17 17 nien )(
junist
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Mumisstero della Salute

Figure 3 Accidental scald pattern,

173

Figure 5 Abusive scald 'glove and stocking' pattern.

Figure 4 Abusive scald pattern.

<

niente Jf male
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@  Which injuries may indicate child g
‘‘‘‘‘ abuse?
S Maguire

Mmnistero della Salute

Frattura di femore sotto1 15 mesi

Frattura spiroide/obligua di omero sotto1 3 anni

Fratture costali posteriori o anteriori

ﬂEﬂ)(
J,LJJ.E"'



Dorenipaded from ap kmy) com on Novamroer 11, 2011 - Publshad by groug bef.com

Best practice

Abusive head trauma: recognition a
and the essential investigation Ministeo della Sl

Alison M Kemp
Table 2 Clinical indicators of abusive head trauma
AHT Non-discriminatory MNon-AHT
MNeuroradiology
Extra-axial SDH » GSAH » EDH
haemorrhage =  Multiple = Bilateral SDH
» Interhemispheric
= Convexity
» Posterior fossa
Intracerebral » Hypoxic ischaemic injury  » Parenchymal injury
features » Cerebral cedema
History and
clinical features
History » MNo history of trauma » Lowimpacttrauma, ™ Highimpact
» Low impact fall, with normal neurology trauma
persistent neurological = Late presentation
impairment > Sibling
» (Qut-of-hospital CPR involvement .
» Initial history changes L f t t
» (Other trauma explanations a- r a u r a C r an I C a
Clinical features » Rib fractures > Skull fracture N . .
» Retinal haemorrhage d t
> fetinal : NoN e un inailcatore
» Seizures
» Head and neck bruising
Retinal » Bilateral » Other retinal Rare but when occur
haemorrhage » Multilayered features » Unilateral
» Extend to periphery » Posterior pole
» Numerous » Scattered

SAH, subarachnoid haemorrhage; SDH, subdural haematoma.

» Fewinnumber
AHT, abusive head trauma; CPR, cardiopulmonary resuscitation; EDH; extradural haematoma; |en Ie



DeathmRileh Abuse,.and.Adverse Neurological Outcome

Of Infants After an Apparent Life-Threatening Event g
Bonkowsky et al , Pediatrics 2008 Ministero dell Saluf

471 well abnhearina Al TE infants
% BN

[ - F.O. a tutti
_ -Mantenere alto di livello di
Mort sospetto

Abuso %571(11%)

(17 entro un anno)

Epilessia 17 (3.6%)
Ritardo sviluppo 14 (3%)

¢
ﬂeryﬁale
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TABLE2 Characteristics of the Pagulatian (N = 29)

PEDIATRICS

OFFICIAL JOURNAL OF THE AMERICAN ACADEMY OF PEDIATRICS

Abusive Head Trauma: Judicial Admissions Highlight Violent and Repetitive
Shaking
Catherine Adamsbaum, Sophie Grabar, Nathalie Mejean and Caroline Rey-Salmon
Pediatrics 2010;126;546; originally published online August 9, 2010;
DOI: 10.1542/peds . 2009-3647

M indcates maleg; F, lemale; CR, cardiopaimonary; ND, 1ot determinad.
“Died

martedi 17 ottobre 2017



TABLE2  Characteristics of the Papulation (N = 29)
Patient Gender ABE, Syrmptom at Retinal Skin Lesions Fracture Other Praviaus Injury
Ha. mo Diagnosis Hemorrhage
1 M 2 Yomiting 0 Ecchymases Ribs Loss of weight Loss of weight
2 M 1 Hip trauma i} C Clavicle, fermur 0 C
3 M 5 Seizures Bilateral C 0 0 C
4 M 6 Seizures Bilateral Ecchymases Skull 0 C
ot N 84 Corra ND Ecchymases, burns Ribs. lumbar Loss of weight Ecchyrrases
transverse
6 M 1 Seizures Bilateral Ecchymases 0 0 C
e M 5 Seizures Bilateral Ecchymases 0 0 C
g F 2 CP arrest Bilateral Ecchymases 0 Premature: 31 wk C
gestation
8 F 3 Anorexa Bilateral C 0 0 C
10 N 3 Seizures Left C 0 0 C
11 M 4 Seizures Bilateral (K 0 0 C
12 M 6 Seizures Bilateral C Ribs Q Ecchyrrases
13 F 3 Seizures Bilateral C 0 Q Ecchyrrases
14+ M 42 Corra NO Ecchymases Eluow. skull Q Fracture
15 M 3 Seizures Bilateral Ecchymases 0 0 Ecchyrrases
16 N 3 CP arrest Bilateral L 0 0 Ecchyrrases
1 M 2 Seizures Bilateral Ecchymases Ribs. metaphyses 0 C
18 N 3 Seizures Bilateral C o Q C
18 F 4 Hypatany 0 C Metaphyses, skull Premature. 34 wk Ecchyrrases
pestation
20 M 6 Seizures Bilateral C 0 0 C
21 M 2 Seizures Bilateral C Vertebra 0 C
22 M 10 Strabismus Bilateral C 0 0 C
23 F 6 Seizures Bilateral L 0 0 ¥
24 M 1 Seizures Bilateral Ecchymases 0 Tongue hematama C
25¢ F 1 Seizures 0 C 0 0 C
26¢ M 1" Seizures Bilateral C 0 Q C
27 M " Seizures Bilateral L 0 0 C
28 M 3 Seizures 0 C Tibia (shaft and 0 ¥
metaphysis)
28 F 4 Yomiting Right C Rib Q C

M indcates male; F, lemale; CR, cardiopalmonary; ND, 1ot determinad.

“Died

martedi 17 ottobre 2017



TABLES  Imagng and Slaterrents (N = 23)
Fatient Ferpetrator Dolay af Irmipaict Shakings Wultifooal SOH Density MAlL Day Faranchyma Aatopay/Histology
Ha. Symptams Mo
1 Father — — Multiple Hyperdense and hyaadenze — Marmal H]
2 Father — — Multiple Hwoerdense and hyoadenze — Parencaphaly ]
3 Child mindar — — =3 owvar 2ma Hwperdanse — Hwnaxic ischemic ]
4 Mathier — — =30 ovar Ama Hwperdenss 2 Hwnaxic izchemic 50H
3 Mather and stepfather — vz Single Hwperdanse — Hwnaxic ischemic  30H, hypowic
iscnamic
& Father Immediata — Singla Hwperdunse and hyoadenze — Hwnaxic iszhemic ]
T Wather — — Singla Hwperdanss — Hynaxic ischemic  30H, cantusianz,
P naxic izchemic
g Father — — At lzast 2 ovar 1 Hyperdanse and hyoadenze — Hynaxic izchemic  30H, coarvical cord
mnth hamatoma
g Mather — — At least 4 ovar Hwperdunse and hyoadenze — Narmal ]
2ma
10 Child mindar <13h — Singla Hwperdansa B Hwnaxic ischemic ]
11 Father Immediata — Singla Hwperdanse Hynaxic ischemic U]
12 Taenaged arather — ye:  Atimes Hwperdunse and hyoadenze 13 Hynaxic ischemic ]
13 Father — — Multiple Hwperdunse and hyoadenze — Hwnaxic ischemic ]
14! Mather Immediata ve:  Single Hwperdanse — Hynaxic izchemic  30H, cantusian:
13 Father — — =30 ovar 1ma Hwypadenssa — Marmal Hi
16 Father Immediata — Singla Hwperdunse and hyoadenze i Hynaxic ischemic ]
Tt Father — yee At lzest 10 Hwperdunse and hyoadenze 3 Hynaxic ischemic  30H, hypowic
iscnamic
18 Father — — At least 2 ovar Hwperdunse and hyoadenze — Narmal ]
1ma
19 Mather — — =13 owar 2ma Hypodensa 2 Hynaxic ischemic ]
20 Child mindar — — At lagst 3 Hwperdense and hyaadense 1 Hwaagic isshemic i
21 Mather <3n — Singla Hwperdunse and hyoadenze ] Hynaxic ischemic ]
22 Stepfather — — =10 Hwyperdense ard hyoadense 2 Marmal i
23 Child mindar =<13h — Single Hwyperdense ard hyoadense 2 Hwaagic isshemic i
24 Father — — Single Hwperdense — Hwaoosic ischemic  30H, cantusianz,
edema
2ar Mather <1h — Single Hwyperdense ard hyoadense — Hwaasic ischemic i
26" Child mindar =<1hn yES Single Hwyperdanse 3 Hwaoogic ischermic  50H
) Child mindar <3n — Single Hwyperdanse ] Hwaagic isshemic i
28 Father — — Jowar 1 ma Hwperdense 2 Hwaagic isshemic i
28 Mather — — Jowvar 3wk Hwyperdense and hyoadense 1 Marmal i

— indicales that data were ne? avalable.

" Lo,

Mumisstero della Salute
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ORIGINAL ARTICLE

SABRE: a multicentre randomised control trial of
nebulised hypertonic saline in infants hospitalised

with acute bronchiolitis

Mark L Everard,' Daniel Hind,? Kelechi Ugonna,? Jennifer Freeman,* Mike Bradburn,?
Cindy L Cooper,” Elizabeth Cross, Chin Maguire, Hannah Cantrill,? John Alexander,’

Paul S McNamara, ® on behalf of The SABRE Study Team

Time to fit for discharge

1.00-

0.75-

0.50-

0.254

(.00 -

0 24 48 72 96 120 144 168 192
Time to fit for discharge (hours)

MNo. of patients
Saline141 133 103 77 S50 31 20 13 7
Control149 135 108 77 53 38 19 15 11
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Group Saline
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Time to actual discharge
1.00-

0.751

0.50+

0.254

0.00+

Q 24 48 72 96 120 144 168 192
Time to discharge (hours)

MNo. of patients
Saline141 136 115 83 56 36 22 14 10
Confrol 149 143 121 89 61 44 23 16 13

———— Control

Group Saline

ure 3 Cumulative survival plot for actual time to discharge.



L'ipertonica € ben tollerata”

Pediatric Pulmonology

A Randomized Trial of Nebulized 3% Hypertonic Saline
With Salbutamol in the Treatment of Acute Bronchiolitis in
Hospitalized Infants

Pedro Flores, mp, php.* Ana Luisa Mendes, mp, and Ana S. Neto, mp, phD

TABLE 5— Adverse Effects Noted in Each Group N(%)

Hypertonic saline Normal salme
Group I (HS) Group II (NS)
S ymptom N=33 N=35 P value

Sudden bronchial constnction 2(6.1) 2 (5.7
Apnoe 0 0

ATIIELS {} (}

@acmbati{m of coughing 15 (45.5) T (20.0) 0.025
Excessive rhinorthoe 19 (57.6) 11 (31.4) 0.030
Saturation dips 0 i}

Tachycardia =200 cpm 0 0
Agitation 9 (27.3) 12 (34.3)
Vomitmg 0 0

Pediatric Pulmonology



ACTA PADIATRICA

Acta Padiatrica IS5N 0803-5253

REGULAR ARTICLE

Nasal irrigation with saline solution significantly improves oxygen
saturation in infants with bronchiolitis

Silvana Schreiber’, Luca Ronfani', Sergio Ghirardo®, Federico Minen (federicominen@gmail.com)®, Andrea Taddio'?, Mohamad Jaber?, Elisa Rizzello?,
Egidio Barbi'

1.Institute for Maternal and Child Health, IRCCS Burlo Garofolo, Trieste, Italy
2. University of Trieste, Trieste, Italy
3.Struttura Operativa Complessa di Pediatria, Azienda Ospedaliera Santa Maria degli Angeli, Pordenone, Italy

Table 1 Comparisons of oxygen saturaion values among the three study groups at each follow-up time.

lsotonic group Hypertonic group Standard care group

in = AN im = A\ m = A2 n Valie*
Table 2 Subjeds with oxygen saturation > 94% at each follow-up time by study group. Results are

|sotonic group Hypertonic group Standard care group

(n = 47) (n = 44) (n = 42) p Value
5 minutes 25 (53.20%) 15 (34.1%) 11 (26.20%) 0.03
15 minutes 37 (78.7%) 17 (38.6%) 19 (45.2%) <0.001
20 minutes 35 (74.5%) 27 (61.4%) 18 (42.9%) 0.01
50 minutes 39 (83.0%) 35 (79.5%) 19 (45.200) <0.001




lo mi arrendo......
Buonanotte
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Emozioni
Paura
Ansia
Stress

Distrazione
Consolazione
Resilienza
Senso di appartenenza
Contesto socilale
Possibilita di azione

SOME SPECIFIC ISSUES ON PAIN IN PAEDIATRICS:
SUMMARY AND REVIEW OF THE PRESENT KNOWLEDGE AND PRACTICE

[Medico e Bambino 2010,29:289-297] gpaNCO PANIZON', EGIDIO BARBE



| a vita vera...

..plu aspirazione
della saliva ogni
2-3 ore “‘se no
soffoca™ ....




The Health and Well-Being of Caregivers of Children With Cerebral Palsy

Parminder Raina, PhDF'}; Maureen O'Donnell, MDE; Peter Rosenbaum, MDYY#; Jamie Brehaut, PhD®;
Stephen D). Walter, PhDF; Dianne Russell, M5c™]# Marilyn Swinton, BSc]; Bin Zhu, M5c*}; and
Ellen Wood, MDH

PEMATRICS Vol 115 No. 6 Jupe 2005

Providing parents with cognitive and behavioral
strategies to manage their child’'s behavior may
have the potential to change caregivers’ health

outcome.



Pain Research and Management
Volume 2017, Article ID 2514920, 11 pages
https://doi.org/10.1155/2017/2514920

Research Article

Developing a Sense of Knowing and Acquiring the Skills to
Manage Pain in Children with Profound Cognitive Impairments:
Mothers’ Perspectives

Bernie Carter,' Janine Arnott,” Joan Simons,’ and Lucy Bray'



La parola chiave e incertezza....

earch and Management

Developing a sense
of knowing

Learning to “know™
without a rule book or
guide

Learning to be a Learning to endure and
convincing advocate finding a balance

The general trajectory is one that shifts from “learning to know” to “learning to be an
advocate” to “learning to endure and find a balance™ but the dynamic nature of the child's
pain often forces mothers back to “learning to know™ a new pain or new manifestation

FIGURE 1: Metatheme and core themes.



@' PLOS ‘ ONE

Early Mortality and Primary Causes of

Death in Mothers of Children with

Intellectual Disability or Autism Spectrum Publshed: December 23, 2014
Disorder: A Retrospective Cohort Study

Jenny Fairthorne', Geoff Hammond?, Jenny Bourke', Peter Jal::oby", Helen
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Mothers of children with no ID or ASD  ~—memmmeees Mothers of children with ID
— — — Mothers of children with ASD

Fig. 2. Kaplan-Meier survival rates of mothers of children with no intellectual disability or ASD, mothers of children with intellectual disability and
mothers of children with ASD.



» all women (300123) who gave birth to
a child in Western Australia 1983-2005

* mothers of children with intellectual
disability:
» 40% more likely to die of cancer

* 150% more likely to die of
cardiovascular disease

» 200% more likely to die from
misadventure



* INncreased stress

e time restraints, reduced levels of self
care

* more challenges in everyday life
* more depression

* [less sleep

* more risk factors for accidents

* more risk factors for suicide



Il potere della parola, almeno

con | genitori...

 bisogna dare parole al dolore perche la
pena che non si esprime sussurra al cuore
sovraccarico e gli ordina di spezzarsi

* ricevete Il conforto che potete perche
lunga e la notte che non trova mai il suo
giOrnO. W. Shakespeare. Macbeth.

26
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CLINICAL PRACGTICE GUIDELINE Guidance for the Clinician in Rendering Pediatric Care

American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN™

Brief Resolved Unexplained
Events (Formerly Apparent
Life-Threatening Events) and
Evaluation of Lower-Risk Infants



Descritto come breve (durata <1 minuto ma tipicamente <20-30 secondi) e
risolto ( il bambino e tornato alla sua condizione precedente dopo lI'evento)

Anamnesi ed esame obiettivo all’ingresso senza elementi di rilievo
Presenza di piu di uno dei seguenti :

Cianosi o pallore

Respirazione assente, ridotta o irregolare

Marcata modifica del tono (ipertonia o ipotonia)

Alterato livello di responsivita

e una diagnosi medica e puo essere fatta solo dopo che a seguito di
un’anamnesi ed una visita non ci sia spiegazione per I'evento.



TABLE 1 BRUE Definition and Factors for Inclusion and Exclusion

Excludes

Brief Duration <1 min; typically 20-30 s
Resolved Patient returned to his or her
baseline state of health after

the event

MNormal vital signs
Normal appearance

Duration =1 min
At the time of medical evaluation:

Fever or recent fever

Tachypnea, bradypnea, apnea

Tachycardia or bradycardia

Hypotension, hypertension, or
hemodynamic instability

Mental status changes, somnolence,
lethargy

Hypotonia or hypertonia

Yomiting

Bruising, petechiae, or other signs of
injury/trauma

Abnormal weight, growth, or head
circumference

Noisy breathing (stridor, sturgor,
wheezing)

Repeat event(s)



TABLE 1 BRUE Definition and Factors for Inclusion and Exclusion

Includes Excludes
Repeat event(s)
Unexplained Mot explained by an identifiable Event consistent with GER, swallow
medical condition dysfunction, nasal congestion, etc

History or physical examination concerning
for child abuse, congenital airway

abnormality, etc

Event Characterization
Cyanosis or pallor Central cyanosis: blue or purple  Acrocyanosis or perioral cyanosis
coloration of face, gums, trunk
Central pallor: pale coloration of  Rubor
face or trunk



TABLE 1 BRUE Definition and Factors for Inclusion and Exclusion

Includes Excludes
Absent, decreased, Central apnea Periodic breathing of the newborn
or irregular Obstructive apnea Breath-holding spell
breathing Mixed obstructive apnea
Marked change in Hypertonia Hypertonia associated with crying, choking,
tone (hyper- or or gagging due to GER or feeding
hypotonia) problems
Hypotonia Tone changes associated with breath-
holding spell
Tonic eye deviation or nystagmus
Tonic-clonic seizure activity
Infantile spasms
Altered Loss of consciousness Loss of consciousness associated with
responsivensss Mental status change breath-holding spell
Lethargy
somnolence

Postictal phase



Alto rischio

® Lattanti di eta <2 mesi

® Nati pretermine (rischio aumentato
nel lattanti nati <32 settimane, che
si riduce una volta raggiunta l'eta di
45 settimane postconcezionali).

® Storia di piu di un evento

® Necessita di RCP (stabilita dal
medico)



Basso rischio

Eta gestazionale >32 settimane ed eta postconcezionale
>45 settimane

Primo episodio classificabile come BRUE (assenza di
precedenti o cluster di eventi)

Durata dell’evento <1 minuto
Nessuna necessita di RCP (determinata da medico)

Assenza di fattori di rischio In anamnesi



BRUE A BASSO RISCHIO

Clinicians should not

-

Obtain tull blood count, electrolytes, blood or CSF

culture, metabolic tests including ammeonia or amine
acids or blood gasses.

Pertorm a chest X-ray, echocardiogram, EEG or studies
tor reflux.

Initiate home cardiorespiratory monitoring.

Prescribe acid suppression therapy or antiepileptic
medication.

BM

Tate C, Sunley R. Arch Dis Child Educ Pract Ed 2017,0:1-4. doiz10.1136/archdischild-2016-311249

RCPH 1
e it



BRUE A BASSO RISCHIO

Clinicians need not

» Admit the patient to hospital solely tor cardiorespiratory
monitoring.

# Obtain viral respiratory test, urinalysis, blood glucose,
serum bicarbonate, lactic acid.

» Obtain neurcimaging.

BMJ Tate C, Sunley R. Arch Dis Child Educ Pract Ed 2017,0:1-4. doi:10.1136/archdischild-2016-311249 RCP_H 1

Lor = .



INon capisco...i insegnano
che la verita ¢ giusta, e quando
la dici, tutti si of fendono.
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Comparative Effectiveness of Ceftriaxone in Combination with a
Macrolide Compared with Ceftriaxone Alone for Pediatric
Patients Hospitalized with Community Acquired Pneumonia



Omtcome Cefiriaxone alone Cefiriaxone + | p-valne

(n=8891) macrolide

(m=4701)

Ages 5-17 years
Length of stay, days (mean, 5D) 260(1.72) 2438 (1.56) 0.02
Median (IQE.) 2 (2-3) 2(1-3)
Total hospital costs, USD (mean, SD) $4173 (3874 4306 (3330) 003
Median (IQE.) 3258 (2191-4896) 3366 (23284979)
Transfer to intensive care unit >= day 2 (n, %) 26 (1.3%) 13 (0.75%) 071
Inpatient mortality (n, %) 0 (0%) 1 (0.04%) 030
All canse < 30 d readmission (o, %) 28 (1.1%:) 16 (.7%) 0.10
Pneumonia-related <30 d readmission (n, %) 12 {(0.5%) 11 (0.6%) 0596

Durata piu corta del 5%

Devo trattare 7 bambini perche 1 stia
1 giorno In meno In ospedale




REVIEW ARTICLE

Treatment of Mycoplasma Pneumonia: A Systematic

Review

AUTHORS: Eric Biondi, MD 2@ Russell McCulloh, MD® Brian
Alverson, MD® Andrew Klein, BS,* Angela Dixon, BSN, MLS,
AHIP2 and Shawn Ralston, MD?

Pepartment of Pediatrics, University of Rochester, Rochester
New York: tDepartment of Pediatrics, Childrens Mercy Hospitals
& Clinics, Kansas City, Missours: “Department of Pediatrics,
Hasbro Childrens Hospital Prowdence, Rhode lsland and

e

BACKGROUND AND OBJECTIVE: Children with community-acquired
lower respiratory tract infection (CA-LRTI) commonly receive antibictics
for Mycoplasma pneumoniae. The objective was to evaluate the effect
of treating M. pneumoniae in children with CA-LRTI.

L'incidenza di polmoniti da
mycoplasma e riportata tra il 10 e
40% (20%)
Review di tutti | lavori in cul e
usato un farmaco anti-
mycoplasma versus farmaco non

attivo

PEDIATRICS Volume 133, Number 6, June 2014



Study name Risk Difference Weight (%) Risk Difference

(95% Q1) (95%C1)
Bradley et al. 0.06(-0.13-0.25) 18
Esposito etal. (A) 0.23(0.15-0.31) 28 -
Esposito etal. (B) 0.02(-0.15-0.19) 19
Harris et al. 0.00(-0.15-0.15) 22
Saez-Llorens et al. 0.00(-0.26~-0.26) 13
Overall effect 0.12{-0.04-0.20)
(I?=65.4,p =0.02) -1.00 0.50 0.00 0.50 1.00

Fawors no treatment Fawors treatment

FIGURE 2
Meta-analysis of randomized trials comparing spectrum and nonspectrum treatment of M. pneumoniaein children. Studies were weighted by size and degree

of heterogeneity. The overall effect (diamond) represents the pooled risk differences of the 5 studies. The confidence interval crosses 000, suggesting a lack
of statistical significance.



—4% to 20%). This finding suggests

that 12% of children treated with
a macrolide will have more rapid clin-

ical improvement, corresponding to
a number needed to treat of 8.33, but

..12% del bambini trattati con

macrolide avra miglioramento piu
rapido ...

NNT pari a 8.33 ...

“the available literature does not

currently support treatment of
CA-LRTI secondary to

MycoplasmaP “



