Appendix 1
Comparison of features of tension-type
and migraine headache'

Headache feature | Tension-type headache \ Migraine (with or without aura)
Pain location Bilateral Unilateral or bilateral and often frontal
Pain quality Pressing/tightening (non-pulsating) Pulsating

Pain intensity Mild to moderate Moderate to severe

Effect on activities Not worsened by routine physical activity Aggravated by, or interfering with, routine physical activity

Duration 30 min to 7 days 2—72 hours
None « Nausea and/or vomiting
) » Photophobia
Associated « Phonophobia
symptoms

e Aura symptoms which resolve completely: visual, sensory,
speech and/or language, motor, brainstem or retinal
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Appendix 2

Paediatric Assessment Triangle®'
(reproduced with permission from the Queensland Emergency Care of Children Working Group)

Work of
Breathing

Appearance

Circulation to Skin

Appearance Work of Breathing Circulation to skin
Characterlstlc Normal Features Characteristic Abnormal Features Characteristic Abnormal Features
Tone Moves spontaneously Abnormal Airway Sounds Snoring, muf‘fledtor hoar:se speech, stridor, Pallor Whlte or pale skin or mucous membrane
e Resists examination grunting, wheezing coloration
Sit tand T e = —
. ( a| seo;' s ?(r; rsiate) Abnormal positioning Sniffing position, tripoding, Mottling Patchy skin discoloration due to varying
ge approp preference for seated posture degrees of vasoconstriction
Interactiveness o Appears alert and engaged Retractions Supraclavicular, intercostal or substernal Cyanosis Bluish discoloration of skin and mucous
with clinician or caregiver retractions, head bobbing (infants) membranes
e Interacts with people, Flaring Flaring of the nares on inspiration

Adapted from American Academy of Pediatrics'®

environment, Reaches for

toys, objects (e.g. penlight) Adapted from American Academy of Pediatrics'®

Consolability e Stops crying with holding and
comforting by caregiver
e Has differential response to
caregiver versus examiner
Look/gaze e Makes eye contact with
clinician
e Tracks visually
Speech/cry e Has strong cry
e Uses age-appropriate
speech

Adapted from American Academy of Pediatrics'®
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Appendix 3

Acute abdominal pain pathway — clinical assessment/management tool for children
(reproduced with permission from Healthier Together)

Acute Abdominal Pain Pathway

Clinical Assessment/ Management tool for Children

Management - Primary Care and Community Settings

Abdominal Pain/ Abdominal Injury?

Examination:
* Temp; capillary refill, HR; BP
* Hydration status? AVPU?

* Anaemia? Jaundice?

* Guarding? Rebound tendem

History:
* Trauma? Bleeding?

* Change in bowel habit?

* Dysuria/urinary frequency?
* Nausea / Vomiting?

= Nature of pain ?peritonitic

Past Medical History:

« If female, history of gynaecological proble:
* Any known chronic medical conditions? R

Investigations:
Consider if appropriate to:

with pect to
(e.g. delay in
presentation; injury not consistent with
history or age/developmental stage of child).

* Perform urine dipstick (consider
formal MC+S in children <3
years) — clean catch urine

*Blood glucose if DKA suspected

* Perform pregnancy test

ess?

ms?
ecent abdo surgery?

Immediate Action

* Assess for red flags (see table 1)

= Consider appropriate analgesia*

* Try to establish likely diagnosis (see tables 2 and 3)
* Exercise additional caution when assessing children

and young people with complex needs whose
symptoms and signs can be more difficult to interpret

*giving pain relief (including morphine if necessary)
does not affect the validity of later examination &
does not delay decisions to treat)

Table 1

Medical Red Flags

* Septic appearance (fever, tachycardia, generally unwell)

* Respiratory symptoms (tachypnoea, respiratory distress,
cough)

* Generalised oedema - suspect nephrotic syndrome

» Significant dehydration (clinically or >5% weight loss)

* Purpuric or petechial rash (suspect sepsis and/or
meningococcal disease if febrile)

*Jaundice

* Polyuria / polydipsia (suspect diabetic ketoacidosis)

Red Flags present?

Likely diagnosis established?

Surgical Red Flags

* Peritonitis (guarding, percussion tendemess, constant dull pain
exacerbated by movement)

* Suggestion of bowel obstruction (colicky abdo pain, bilious
vomiting, resonant bowel sounds)

* History of recent significant abdominal trauma

* History of recent abdominal surgery

* Irreducible hernia

* Testicular pain — consider torsion, esp after puberty

*“Red currant jelly” stool

=

Urgent Action

= Urgent referral to paediatric or surgical team
per local pathway

* Manage locally + safety netting advice sheet

or refer to Paediatrnic/ Surgical team for
treatment

If diagnosis still uncertain, consider additional tests and
consider discussing with paediatric team. Ensure appropriate
safety netting and provide family with advice sheet

Red Flags (medical or surgical)

* Severe or increasing abdominal pain

* Blood in stool

* Abdominal distension

» Bilious (green) or blood-stained vomit

= Palpable abdominal mass

= Child unresponsive or excessively drowsy

= Child non-mobile or change in gait pattern due to pain
* Ongoing moderate to severe pain despite analgesia

First Draft Version: June 2016 Date of this Refreshed Version: Apnl 2021 Review Date: Aprl 2024

Tion of he evidence

avaliable Including but not exclusively NIC!

N. EBM data and NHS evidence, 3s appiicable. Healthcare professionals are expectad to take it fully Into account when exercising their

overmride the INdiviGual responsDIity Of healthcare professionals 10 make 0ecisions appropriate to Me circumstances of the INClvVidual patient In CONSUILAtON With the patient and / Of carer.
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Acute Abdominal Pain Pathway

Clinical Assessment/ Management tool for Children

Management - Primary Care and Community Settings

NHS

Differential Diagnosis | Most important features

Appendicitis

Constipation

Diabetic ketoacidosis
Gastroenteritis

Haemolytic Uraemic
Syndrome (HUS)

Henoch Schoenlein
Purpura (HSP)

Infantile colic

Intussusception

Irreducible hernia
Lower lobe pneumonia

Meckel's diverticulum

Mesenteric adenitis

Non-specific recurrent
abdominal pain

Pancreatitis
Sickle cell crisis
Testicular torsion
Trauma

uTi

Fever, anorexia, migration of pain from central to RIF, peritonism (clinical or
history suggestive), tachycardia, raised CRP (or CRP rise after 12 hours)
History of infrequent, large or hard stools. Pain mainly left sided/ supra pubic.

If acute look for organic causes (ie obstruction). New onset constipation is
unusual in teenagers.

Known diabetic or history of polydipsia/ polyuria and weight loss, BM >15,
metabolic acidosis (HCO, <15) and ketosis

Menarche

Mittelschmerz
Pregnancy

Ectopic pregnancy

Diarrhoea and/or vomiting, other family members affected

Pelvic inflammatory
Unwell child with bloody diarrhoea and triad of: anaemia, thrombocytopenia & disease
renal failure

Diffuse/colicky abdominal pain, non-blanching rash (obligatory sign), swollen R

ankles/knees, haematuria/ proteinuria

‘Young healthy infant with episodes of inconsolable cry and drawing up of
knees, flatus

Mostly < 2 yrs, pain intermittent with increasing frequency, vomits (sometimes
with bile), drawing up of knees, lethargy, may be calm/well between episodes,
redcurrant jelly stool (late sign)

Painful enlargement of previously reducible hernia +/- signs of bowel
obstruction

Referred abdominal pain and triad of: fever, cough and tachypnoea

Usually painless rectal bleeding. Symptoms of intestinal obstruction. Can
mimic appendicitis

Generally occurs age 5-10 years. There is often a curent or recent URTI.
Can be hard to distinguish from appendicitis but no peritonism. Site and
severity of pain typically not constant and child may be hungry.

With excluded organic causes. Non-specific recurrent abdominal pain

Central severe pain. Nausea. Unusual in children but important to not miss.
Include amylase in blood tests.

Nearly exclusively in black children. Refer to sickle cell disease guideline for

More common after puberty. Sudden onset, swollen tender testis. Have low
threshold for discussing all testicular pain with paediatric surgical team

Fever, dysuria, loinfabdominal pain, urine dipstick positive for nitrites/
leucocytes — Investigate and manage as per UT| pathway

On average 2 yrs after first signs of puberty (breast development, rapid
growth). Average age in UK is 13 yrs

One sided, sharp, usually < few hours, in middle of cycle (ovulation)

Sexually active, positive urine pregnancy test

Pain usually 5-8 weeks after last period, increased by urination/ defaecation,.
Late presentations associated with bleeding (PV, intra-abdominal)

Sexually active. Risk increase with: past hx of PID, IUD, multiple partners.
Fever, lower abdo pain, discharge, painful intercourse

Sudden, sharp, unilateral pain often with nausea/ vomiting. Fever if necrosis
develops

References
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Appendix 4

Remote assessment of Abdominal Pain in Children
(reproduced with permission from Healthier Together?)

Abdominal pain pathway

Clinical support tool for remote clinical assessment

Behaviour

|- contenvsmiles

- Stays awake/awakens quickly
- Strong normal crying/not crying

termediate risk

= No smile

- Decreased activity/lethargic
= Imritable

« No response

= Unable to rouse or if roused does not stay awake

= Clinical concemns about nature of cry (weak, high
pitched or continuous)

- Severe pain

Skin

= Normal skin colour
= Warm extremities

- Pale / mottied / blue
= Cold extremities

Hydration

= Moist tongue and conjunctivae
+ Fontanelle normal

= Dry tongue and conjunctivae
= Sunken fontanelle

Urine output

= Normal

- Reduced / not passed urine in past 12 hours

= No urine for 24 hours

Respiratory

= Normal pattern and rate

= Abnormal/fast breathing

Other

= Polyuria, dysuria or urgency

- Reduced appetite

- Additional parent/carer concems

= Pain not settling with analgesia

= Waking with pain

= Pain increased on movement

= Fever for =5 days

- Significant abdominal distension

= Age 3-6 months with temp =39° (102.2°F) with
no clear focus of infection

= Non blanching rash

= Described oedema

= Described jaundice

= Dark green (bilious) vomiting

= Recent injury to the abdomen

= Testicular pain

= Blood in stool

- Age 0-3 months with temp =38° (100 .4°F)

Green Action

Provide abdo pain safety netting advice
Confirm they are comfortable with the decisions/
advice given.

Always consider safeguarding issues

For face to face review (consider if video
consultation is appropriate).

If timely clinical review cannot be facilitated in
primary care, low threshold for referral to ED.

Red Action

Refer immediately to emergency care —
consider whether 999 transfer or parent/taxi

most appropriate based on clinical acuity etc.

This document was amved 3t afer careful CoNSIcaration of the evidence avalabie INCIUANG but Not exciusively NICE, SIGN, EBM data and NHS evidence, 3s 3pplicadie. HeaMCcare professionais are expectad 0 take it fuly INtO 3ccount when exarcising their cinical jJuogement.

The guidance does Not. however, overmde the INAMICUS responsbilly of healthcare ProfessIonals 10 Make Cacsions 3PPOPAate 10 the CItuMSIances of Me INAVIdUS Patient IN CONSUItATON With e patient and / or carer.
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Appendix 5
Paediatric consulting tools and resources

The ‘Healthier Together’ resource, for parents and clinicians, is widely-used in NHS
England to support decision—making about the unwell child. It has not yet been
validated for use in Primary Care in Scotland but has the endorsement of the Royal
College of Paediatrics and Child Health and has a clear clinical governance statement
on its website about how the resource is kept accurate and up to date.

The authors state that it is based on NICE Guidelines for childhood acute illness, using
a ‘traffic light’ system for symptoms and signs to highlight when there is a need for
further clinical assessment. It gives evidence-based clinician guidance for remote
consulting on a wide range of paediatric presentations, also links to safety-netting, and
an app that patients/carers can use to assess if they need to seek help about their
child’s symptoms and guide symptom management.

The main website address, for both parents and professionals is https://www.what0O-
18.nhs.uk/

The link to the tool for assessment of a child with abdominal pain is at:
https://www.what0-18.nhs.uk/professionals/gp-primary-care-staff/paediatric-

pathways

There are excellent training videos for professionals, about how to use the various
Healthier Together templates on YouTube. This link is for the one on remote
assessment of abdominal pain:
https://www.youtube.com/watch?v=NpEedPDJvqgs&list=PLhD9100QRr6bWVrDDkbl
6in21mtinvPDj

Another useful YouTube video about the general principles of Remote assessment of
children in Primary Care is at: https://www.youtube.com/watch?v=L1dVWgR mVI

Other resources for assessing acute illness in children, recommended by the Expert
Reviewer are: https://spottingthesickchild.com/ and https://dontforgetthebubbles.com/
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Appendix 6
Paediatric Observation Priority Score (POPS) chart*

Paediatric Observation Priority Score (POPS) Chart
This chart is not a substitute for good clinical judgement and any concerns about the condition of a child should be brought to the
attention of a senior nurse or doctor

Age
Total
Any Score | Priority
Any 0-1
Any
2-3
Any
4.7
Any
8+ lmn\gdiate
review
0-1 Any child scoring
above 8 should
be considered for
12 transfer to resus
*Significant PMH
2.4 includes:
* Ex-premature
* Syndromic
conditions
* Cardiac problems
512 * Asthma
* Diabetes
* Long term steroids
* All other chronic
13-16 conditions

POPS is copyright (creative commons attribution non-commercial sharealike 4.0) Dr Damian Roland and Dr Ffion Davies 2010
This is version 1.3 August 2016
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Appendix 7
Bronchiolitis Pathway
(reproduced with permission from Healthier Together?)

Bronchiolitis Pathway
Clinical Assessment / Management Tool for Children Younger than 1 year old with suspected Bronchiolitis *
. Healthier Together

Management - Primary Care and Community Settings

I peope o ; : .
Suspected Bronchiolitis? " Do the sympioms andior signs suggest * Refer immediately to emergency

z Mose « Chesi an immediately life threatening care by 939
%‘; R (high risk) iiness? » Alert Pasdiatrician
Db warkcl reafing = - - * Stay with child whilst waiting and give
- Drouitnlits Sesisin - bissaton ekl L whess Consider differential diagnosis High-Flow Oxygen support

if - temp 238°C [sepsis) or 5m_ail]r
Risk factors for severe disease (cardiac) or unusual features of iliness

advice sheet
Confirm fhey are comfortable with the decisions.
[ advice given and then think “Safeguarding”

= Provide the parenticaner with a safety net: use the advice sheef and advise on signs and

symptoms and changes and signpost as o where to go should things change

= Consider refermal to acule paediatric community mursng team if avadable :

. | =Arrange any required foflow up or review and send any relevant documentation o fhe provider HospttalEmergen_cv :
of followe-up or review Department f Paediatric Unit

&
i
H
-
£
£
2 . ,
a2
A ii| o
§ Red - high risk E!l!ii i i
13 - CHH 8
= !I‘“ 4
3,5 Appears I 1o a healthcare ll E
E‘: s | Skin = CRT =2 56C5 = Moist mucous membranes - CRT2-3secs = Pale/matiled ~CRT = 3secs = PalefMptiediAshen bus ; 2 ®
HE = Wonmal eckaur sKin, Ips and angus ~ Palior coltar FEpOMal by parenticarsr - Coal periphenies = Cyanatic Ips and tongue i &
fx% Respiratory Rate | - Unger 12mis <50 breaths/minute = Increased work of breathing «All ages > 70 breaths/miruie ™
g = Ml respiratony disiress = All ages = 60 breams imindte - REGpiratony MEiTess. 3 -"'E é
=8 |ocsatsinair™ |- S5%0orabove - L2-ad% - B2% =i' - E
gi Chest Recession | = kid + Mogeraie +Savere . . .-"E' §
] Masal Flaring - Asent « May be present - Present ; J B
s Grunting « Absent « Abgent Py — Ia i.
Feeding = Mormal - Tolerating 75% of fluld « 50-75% Tluid Infake over 3-4 feeds =+ =50 uld Intaiee over 2-3 feeds | 12 ours of 3pPEars dehydrated ¥ i H --
Zs Hydration + Decasional cough induced vomiEng + Reduced wine ouiput « Sigriicantty reduced urine output i Eas 5
gﬁ Apnoeas = Absent = Absent = Y85 i
55 Other « Pre-exiging Iung condrkan E
...!; « Immunccompromised - Congential Heart Diseass =
&1 ~AQe <6 Weeks (soecied) - Re-atendance 5 ii
& + Premalurity <35 weels « Mewromuscular weakness - & &
§ + Andbional parenticarer suppaort required - $
Ell =
(1 Also think about... A i
2% | Bahies with bronchiolitis often deteriorate up to Day 3. This needs to be considered in thase patients with rrck factors for severe disease Urgent Action £
g Consider commencing high flow ciygen support i
Ei Refer immediately io emengency care — consider 200 ..
s% Green Action = = Alert Paediatrician o 5
_;i et el o the MmﬁunEamakﬁa_,;dmldbesu#ﬁaﬂh’adﬂa’nﬁn— Commence relevant treatment to stabilise child for |
gt pawﬂ!maﬂrefaﬂmnmmmt agement plan agreed with parents. m"“ e o 1
e | -- — !
i

it LR T el This document was amived of afler caredd consideraiion of the evidence avnilabis Incloding but not exciushely KECE, SKGH, EBM dats and NHES swderce, as appéicable. Hesfincare professinnaly are sypecied 40 ke & Ry inlo socount wnen everoising their dinkesl

This
BE Coasl SCH and Invoked extsnshog consstation
WAk heaithraes pociaaiomibs In Waraar Jusdgement. The guiiance dn=s not, however, overios the indhitus responshiRy of haaloane rofessionas 1 mate decieions sppropnsie i he Coumstances. of the indkidual patient in consutyton wit the patentand / or caner.
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Bronchiolitis Pathway -
Clinical Assessment [ Management Tool for Children Younger than 1 year old with suspected Bronchiolitis ‘*
Healthier Together

Management - Primary Care and Community Settings
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