
 

Infectious Diseases Learning Pack, Feb 20                         Elena Ferran (ID registrar) & Stephanie Habermann (Paediatric registrar) 

                                                                                        1 

Learning Pack: Infectious Diseases 
 

This learning pack can be used for local teaching and for individual reading and reflection. 

Several activities have been designed and they have been mapped to the RCPCH Progress 

curriculum. Feel free to use any or all of this pack in your department. If you wish, you can 

reflect on the learning activity and upload to your e-portfolio linking to the relevant domains.  

 

Other learning packs are available on https://londonpaediatrics.co.uk/ 

 

Comments/feedback to TPD Amutha.Anpananthar@nhs.net  

Authors: Elena Ferran (ID registrar) & Stephanie Habermann (Paediatric registrar) 
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Activity 1.0: Fever in a child under 3 months 

 

Obj: Appropriately assess and manage fever in a child 

Practice safe prescribing 

Practice explaining the diagnosis and future management to the parents/guardians 

 

Activity 1.1: Simulation Session - low fidelity simulation (15 minutes) 

 

Facilitator: Consultant/Senior Trainee with debriefing skills (see instructions below) 

Participants: SHOs, SpRs +/- nurses 

 

Set-up:  

 ED in DGH with access to a resus area with all the accompanying equipment including a 

resus trolley, you have a nurse to assist you and a telephone.  

 Low fidelity simulation (15 minutes) 

 Need mannequin, drug chart and iv fluid charts 

 

 

 
Instructions for participants:  
 
You have been asked to see an 8-week old boy, (Baby Joe, DOB 15.12.20, Hospital Number 
123456) in the Emergency Department, with a fever and reduced feeding. Please assess the 
baby and manage appropriately. The baby is accompanied by their mother. Please ask for 
further information as needed throughout the scenario and prescribe all the treatment required.  
 

 

 
Instructions for the Actor: 
 
You can play the mother or father of Baby Joe.  
History: Joe is your first child. He was a term SVD, normal antenatal scans and bloods. Waters 
broke about 2 hr before delivery and mum did not require antibiotics during delivery or after.  
Joe had to stay on the postnatal unit for 3 days in order to establish feeding. Now is bottle and 
breast feeding (has about 400 ml in 24hr normally). Had a fever this morning measured at home 
(if asked more details – you used an infrared tympanic thermometer and measured a 
temperature of 38.3oC). Has been feeding less well for 24 hours, about half of usual bottle and 
breastfeeding for less time. He is still having wet nappies, maybe 3-4 today. He has also been a 
bit clingier today and was crying more than usual. He is now sleepy. His mother had an E Coli 
ESBL UTI during pregnancy. Not known to be Group B Strep colonised. 
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Answers 

Participants are expected to: 

 Assess systematically (A-E) 

 Implement appropriate initial management & prescribe all initial medications required 

 Call for help if needed – who would you call and why? 

 Maintain effective communication with mother /father, explain the need for a septic 

screen.  

 Explain what this means to the mother including a lumbar puncture– explore the initial 

reluctance and explain the need for it 

 Lead and work effectively with a team  

 

Instructions for the Facilitator: 

 

 
Assessment:  
A - clear   
B - RR 50, no work of breathing, sats 96% in air, start high flow oxygen if you think sepsis  
C - mottled, HR 170 CRT  2 sec centrally and 3 sec peripherally, get IV access, do a gas and 
bloods, start fluid bolus 20 ml/kg Nacl 0.9%.  
Gas venous: pH 7.32 pCO2 5 Lac 3 BE -2 glucose 4   
Responds well to fluids, HR 150, crt < 2secs centrally and peripherally 
D - sleepier than normal but wakes up when stimulated, glucose 4, temp 38.5C 
E - no rash, no abnormality if ENT examination performed, abdomen normal exam, HS normal 
 

 

Candidates think of potential differentials: sepsis/cardiac/metabolic/NAI  

Ensure that the candidate is reassessing the situation after each treatment  

 

 
Start treatment:  
- oxygen 
- IV antibiotics according to local guidelines (ceftriaxone and amoxicillin is a common choice).  
- maintenance lV fluids after bolus 
- consider antipyretic  
- Consider adding aciclovir if concerns about meningoencephalitis.  
- Microbiology team if unsure what to do about maternal ESBL history - in some hospitals they 
require side room and contact precautions and treatment would differ.  
 

 

 

This child will fall into red on the traffic light system, as they are under 3 months and have a 

fever of 38.5C. Moreover they are sleepy, have a high HR and look mottled.  

They will need a full septic screen which includes blood cultures, urine cultures and if stable, a 

lumbar puncture. Ideally these should be taken within 1 hour of baby being seen, so as to not 

delay antibiotics 
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Further reading: 

 Fever in under 5s; NICE guidance 

 Simulation Library: communication 1 - Septic screen, Paediatricfoam.com 

 Team DFTB. Febrile Child Module, Don't Forget the Bubbles, 2020 

 

  

https://www.nice.org.uk/guidance/ng143/chapter/Recommendations
https://www.paediatricfoam.com/sim-library-communication-1-septic-screen/
https://dontforgetthebubbles.com/febrile-child-module/
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Activity 2.0: Urinary Tract Infections  
 

Objectives: 

1) Appropriately assess, diagnose and manage a fever due to a UTI in a child 

2) Practice safe prescribing 

3) Practice explaining the diagnosis and future management to the 
parents/guardians 

 
Activity 2.1: Case Based Discussion 
 

Facilitator: Consultant/Senior Trainee with debriefing skills (see instructions below) 

Participants: SHOs, SpRs +/- nurses 

 

Instructions for participants: 
 
Scenario: 
You are on the ward round for general paediatrics in a DGH. Baby Joe, 8week old boy, was 
admitted through A&E 2 days ago with a 1 day of a fever 38.4oC (infrared tympanic thermometer 
at home) and reduced feeding for 24 hours. He had a full septic screen including blood culture, 
urine Microscopy, Culture and Sensitivity (MCS), chest X-ray and lumbar puncture (LP).  
 
Results: 
Bloods: WCC 21 (Neutrophils 19.4, Lymphocytes 1.8), CRP 45, U&E normal 
Blood lactate at admission 1.8 
Blood cultures: No growth at 48 hours 
LP: WCC <1, RBC 100, Protein 0.45,  
Urine MCS: 50-100 WCC, E Coli (Confirmed ESBL. Resistant to amoxicillin, co-amoxiclav and 
cefalexin.  Sensitive to trimethoprim, nitrofurantoin, ciprofloxacin and gentamicin) 
 
Treatment so far: Ceftriaxone 50-80 mg/kg IV OD as per local guidelines 
 
PMH: Nil. Birth history: SVD at 38/40. Nil problems pre-natally on scans, stayed as inpatient at 
birth for 3 days to establish feeding. 
 
Progress so far: Improved feeding but still having low grade fevers 37.6oC 
 

 

Instruction to Facilitator: Please ask the following  

1) Based on these results what is your diagnosis?  
2) However, in view of current results will the ceftriaxone administered so far work? In view of 

the urine MCS result what antibiotics could you use? Who would you ask if unsure? 
3) What other piece of microbiological information would have been useful to ascertain at the 

time of admission? 
4) What further investigations and follow-up would you offer and why? 
 

 

Answers below 
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Activity 2.2: Communication skills 
 
Instructions for participants: 
Please explain the results to the mother and what treatments may change.  
Please use this information leaflet below if you need further information:  
https://www.publichealth.hscni.net/sites/default/files/ESBL_Leaflet_04_16.pdf 

 
Instruction for actor:  

You are the mother / father of Baby Joe. You have been told that your baby has a fever and that 
he needed the test with the needle in the back, blood tests and a urine test. You have not been 
told the results yet, but are aware that he is getting antibiotics through the vein. You would like 
to know what is wrong with your baby. After being told your baby has a UTI you would like to 
know how he got this and if this is dangerous for him. You do not know what ‘ESBL’ means from 
both a treatment and infection control perspective. You also would like to know what will 
happen next. If you are told that your baby needs a DMSA / MCUG scan, please ask what test 
that is.  
 
  

References: 

1) NICE guidance. Urinary tract infection in under 16s: diagnosis and management  
https://www.nice.org.uk/guidance/cg54/chapter/Recommendations 

2) NICE Pyelonephritis (acute): antimicrobials 
https://www.nice.org.uk/guidance/ng111/resources/visual-summary-pdf-6544161037 
 

 

Answers below 

 

 

  

https://www.publichealth.hscni.net/sites/default/files/ESBL_Leaflet_04_16.pdf
file:///C:/Users/elenaferran/Downloads/Learning%20Pack%20Infectious%20Diseases.docx
https://www.nice.org.uk/guidance/ng111/resources/visual-summary-pdf-6544161037
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Answers for activity 2.1: 

1) Based on these results what is your diagnosis? Upper UTI/Acute pyelonephritis in under 3 month 

old baby boy born at term.  

 

2) However, in view of current results will the ceftriaxone administered so far treat the 
infection? In view of the urine MCS result what antibiotics could you use? Who would you ask if 
unsure? 

 
Ceftriaxone is unlikely to successfully treat the UTI because the organism identifies is an ESBL (extended 

spectrum beta lactamase) producer. Extended-spectrum β-lactamases (ESBLs) are a group of enzymes 

which share the ability to modify third-generation cephalosporins such as ceftriaxone and aztreonam so 

they are no longer effective. 

ESBL genes are carried on plasmids (circular pieces of DNA) in the bacteria, often alongside other genes 

that can cause resistance to other antibiotics such as co-amoxiclav and piperacillin-tazobactam 

therefore in clinical practice these have been associated with clinical failure when treating ESBL 

infections [Merino trial, Harris et al 2018]. 

Alternative antibiotics include meropenem whilst an inpatient, spiking fever or unwell. IV co-trimoxazole 
(if born at term) or temocillin would be other options. Oral options once the child is improving include 
trimethoprim or co-trimoxazole if born at term once better clinically. Duration is 7 days minimum. 
Please discuss with local microbiology or Paeds/ID team for advice.  

 
3) What other piece of microbiological information would have been useful to ascertain at the 

time of admission? Maternal microbiological history – she had a UTI during pregnancy which was also 
an E Coli ESBL producer 
 

4) What further investigations and follow-up would you offer and why? 
As the child has not responded well within 48 hours due to the ESBL E Coli would consider this an 
atypical organism due to the ESBL component, even though the species is E Coli. Child would have an US 
during the acute infection. Follow-up would include outpatient DMSA at 4-6 months, MCUG and follow-
up in General Paediatrics OP clinic.  
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Answers for activity 2.2: Communication skills 

 
Start by asking how much they understand already.  

Explain that all the investigation results have come back, the diagnosis and cause of the fever is an upper 

UTI/acute pyelonephritis. This means he needs antibiotics.  

He was treated as per the protocol whilst awaiting the results for the most common organism but 

unfortunately the bacteria diagnosed as the cause was resistant to this antibiotic so have changed to a 

different one.  

 

He will need some imaging to look at the kidneys, as the organism was initially resistant to the original 

antibiotics he would be eligible for an ultrasound during this acute admission. He will need follow-up in 

general outpatients and a further scan (DMSA) and MCUG. 

 

ESBL means that the bacteria present is resistant to first line antibiotics and the child is now on the 

correct antibiotics. It is easy for these bacteria to spread to other patients in the hospital therefore will 

need to follow contact precautions such as washing hands and possibly a side room if available during 

the remainder of the admission to prevent onward transmission to other patients. Having these bacteria 

will not affect how long you will stay in hospital and there is no decolonisation process. No need for any 

extra precautions once at home.  

 

You can offer a patient safety leaflet for UTI, ESBL producing organisms and the different imaging 

modalities.   

 

Great Ormond Street information about DMSA scan  

Great Ormond Street information about MCUG 

 

Further References: 
Extended-Spectrum β-Lactamases: a Clinical Update David L. Paterson, Robert A. Bonomo Clinical Microbiology Reviews Oct 

2005, 18 (4) 657686; DOI: 10.1128/CMR.18.4.657-686.2005 

 

Harris PNA, Tambyah PA, Lye DC et al  MERINO Trial Investigators and the Australasian Society for Infectious Disease Clinical Research Network 

(ASID-CRN). Effect of Piperacillin-Tazobactam vs Meropenem on 30-Day Mortality for Patients With E coli or Klebsiella pneumoniae 

Bloodstream Infection and Ceftriaxone Resistance: A Randomized Clinical Trial. JAMA. 2018 Sep 11;320(10):984-994. doi: 

10.1001/jama.2018.12163. Erratum in: JAMA. 2019 Jun 18;321(23):2370. PMID: 30208454; PMCID: PMC6143100. 

 

 

 

 

 

 

 

 

 

https://www.gosh.nhs.uk/conditions-and-treatments/procedures-and-treatments/dmsa-scan/#:~:text=A%20DMSA%20scan%20is%20used%20to%20assess%20the,not%20be%20working%20as%20well%20as%20they%20should.
https://www.gosh.nhs.uk/conditions-and-treatments/procedures-and-treatments/micturating-cystourethrogram-mcug/#:~:text=A%20micturating%20cystourethrogram%20%28MCUG%29%20is%20a%20scan%20that,up%20any%20abnormalities%20with%20your%20child%E2%80%99s%20urinary%20system.


 

Infectious Diseases Learning Pack, Feb 20                         Elena Ferran (ID registrar) & Stephanie Habermann (Paediatric registrar) 

                                                                                        9 

Activity 3.0: Fever in a returning traveler 
 

Case-based discussion (45 minutes) 

Facilitator: Reg/Cons (see questions and history below)  

Participant: SHO/Reg 

Actor: (if not available can be played by facilitator) playing the parent 

 

Obj:  How to take a travel history 
Developing a differential diagnosis in a child with a fever with a travel history 
Understand how to diagnose and treat malaria 
Understand where to seek specialist advice from 

 

 
Instruction for Actor: 
You are the parent of Emily. She is a 5 year old girl. She has had a fever for the last 3 days. Her 
highest temperature has been 39 degrees Celsius. The fever comes down with calpol. She also 
has headaches, which are generalised, severity: 5/10, do not radiate anywhere, started about 3 
days ago, are relieved by paracetamol and rest. She also has mild diarrhoea, loose stool 2x per 
day, no blood in stool. She is feeling generally achy and tired.  
Travel History: Emily went with you and the rest of the family to northern Ghana to visit friends 
and family. You were there for 2 weeks and returned 1 week ago. She was well when there. 
You stayed in a rural setting. She ate local home-made food with friends and family. She is up 
to date with the UK vaccination schedule and did not take any additional travel vaccines before 
travelling. She did not take malaria chemoprophylaxis. You are unsure if she had any insect 
bites, may have had a few. She did not do any freshwater swimming.  
 

 

 
Instruction for participant: 
You are asked to see a 5-year old girl in the Emergency Department with 3 days of fever, 
headaches, mild diarrhoea and feeling generally achy. She has no significant past medical 
history and takes no regular medication. She has recently been on a holiday with her family.   
 
Obs: Temp 38.3°C, HR 120 bpm, BP 110/65, Sats 96% on air, RR 20, GCS 15/15 
 

 
 

1. Please take an accurate travel history. What things would you ask in particular? 
 

2a. Based on this information and using the following websites please come up with a 
differential diagnosis. 

 

https://travelhealthpro.org.uk/countries 
https://www.cdc.gov/malaria/travelers/country_table/g.html 
 
      2b. Following on from this, what investigations would you request? 
  

https://travelhealthpro.org.uk/countries
https://www.cdc.gov/malaria/travelers/country_table/g.html
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Facilitator: After the candidate has listed the investigations she / he would like to do tell them 
the following:  
You receive an urgent call from the haematology laboratory explaining that the malaria RDT 
(rapid diagnostic test) was positive and they have seen malaria parasites on the blood film – 
species: P. falciparum with a parasitaemia count of 1.2%, no schizonts seen. 
 

 

3. What are the markers of severity in malaria? Please use the links below to list these. 
- https://www.piernetwork.org/uploads/4/7/8/1/47810883/malaria_in_children.pdf 
- UK malaria treatment guidelines (2016) by Lalloo DG et al J Infect. 2016 Jun; 72(6): 

635–649. 
 
 

Facilitator:  
Her blood tests return: 
Hb 67 g/L, WCC 11.4, Neutrophils 9.4, Plt 75 
Bilirubin 80, ALT 60, ALP 50, U&Es normal 
VBG: pH 7.46, Lactate 4, Glucose 3.4, HCO3- 18 
 

 

4. Please devise a management plan using the references above: 
 

Facilitator: please ask the following questions:  
 Would you admit this patient and if so where? 
 What anti-malarial would you start and why? 
 Would you give an antibacterial, if so why and which ones? 
 Would you transfuse this patient? 
 How quickly would you administer fluids? 
 Which other departments could you call for management advice? 
 Does it have to be notified to the local Health Protection Team (HPT)? 
 

5. Please explain the diagnosis to the family and explain the management plan 
 

 
Instruction to Actor: You are surprised that Emily needs admission, as you grew up in Ghana 
and are used to malaria being treated at home with oral tablets.  
 

 

 

 

 

 

  

https://www.piernetwork.org/uploads/4/7/8/1/47810883/malaria_in_children.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7132403/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7132403/
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Answers for activity 2.0: 
 

1. How to take a travel history 
 Where have they been, including name of cities, with dates – be as detailed as possible 
 Where did they stay? Camping vs Hostel vs 5* hotel 
 Why did they go? (holiday, work – what work?) 
 What activities did they do? Freshwater swimming - ?leptospirosis  
 What did they eat?  Any unpasteurized milk? 
 Any bites?  (eschar? – see below) 
 Any funerals? – Risk of VHF 
 Pre-travel – any vaccinations? 
 Malaria prophylaxis – did they take any? If so what? How good was concordance 

 

 
 
  
2a: Differential Diagnosis 
 

 
 

An example of an eschar: 
blackened area of skin following a 
bite, associated with Rickettsial 
disease 
 



 

Infectious Diseases Learning Pack, Feb 20                         Elena Ferran (ID registrar) & Stephanie Habermann (Paediatric registrar) 

                                                                                        12 

2b. What investigations would you request? 
 

 
 

3. Assess malaria for severity: 
 
Manage as a MEDICAL EMERGENCY if ONE or more of the following features  

 Impaired consciousness or seizures  

 Prostration  

 Clinical dehydration  

 Respiratory distress or Acidosis (pH <7.3 or BE < -8 mEq/L or HCO3 <15 or lactate 5mmol/L)  

 Hypoglycaemia (< 3 mmol/L)  

 Severe anaemia (Hb <80g/L)  

 Renal impairment and/or Hyperkalaemia (>5.5mmol/l)  

 Jaundice (>50 mol/L)  

 Pulmonary oedema – SaO2 < 92% or suggestive x-ray associated with clinical signs  

 Significant bleeding – e.g. nose, gums, venepuncture sites, haematemesis, malaena  

 Shock: CRT  3, temperature gradient on legs, cool peripheries. May have compensated 
(normal BP) or decompensated shock (BP < 70 systolic).  

 Parasitaemia >2%  

 

 
Additional investigations: 

 Regular blood glucose monitoring - can become hypoglycaemic 
 Clotting – in case of DIC 
 Group and Save in case of need for transfusion 
 G6PD deficiency (in case P vivax or P ovale and needs Primaquine to eliminate the hypnozoite 

phase of the malaria parasite which can lead to recurrence) 
 Save serum (serology and virology) – this can be sent to the Rare and Imported Pathogens 

Laboratory (RIPL) who will test for a panel of different organisms based on travel history eg 
dengue or leptospirosis 
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4.  Management plan: 
 
 Would you admit this patient? 
Yes, patient has P. falciparum and in view of anaemia has a feature of severe malaria 
 
 What anti-malarial would you start and why? 
Intravenous artesunate is the treatment of choice for all children with severe malaria irrespective 
of the species. If there is a delay in administering artesunate, IV quinine should be used until 
artesunate is available.  
 

 Would you give an antibacterial, if so why and which ones? 
Yes, in view of severe malaria after a complete septic screen with blood cultures/urine MCS 
has been sent. There is an increased risk of a gram-negative bacteraemia alongside malaria 
therefore would start empirical broad spectrum antibiotic such as ceftriaxone IV. However 
always review the patient’s previous microbiology in case patient is known to have had 
previous resistant organisms and consult local guidelines.  
 

 Would you transfuse this patient?   Yes – would consider RBC transfusion as the 
haemaglobin is under 80g/L 
 

 How quickly would you administer fluids? IV fluid resuscitation is by slow IV infusion not 
bolus in patients hypotensive with malaria. This advice follows a RCT conducted in multiple 
centres in Sub-Saharan Africa which showed increased mortality in those children receiving 
boluses vs slow IV fluids with hypotension due to severe infection where 57% of the cohort 
had malaria [Maitland et al, 2011] 
 

 Which other departments could you call for management advice? 
 Microbiology/Infectious Diseases (ID) department 
 Local paediatric ID department 
 Pharmacy – to source all the medication required 
 Notify PICU in case were to need further care there 
 If concern about another cause for the fever could also discuss with the Imported Fever 

Service at Porton Down.  
 Do you have to notify the disease to the local HPT? Yes 
 

5. Communication: Explain the diagnosis and what this means 

 Reason for admission/Ongoing investigations. Needs admission due to the potential to 
deteriorate quickly and need for IV medication.  

 Will need daily blood film until negative before discharge  
 If has negative blood films and no vomiting can finish treatment with oral medication but if 

not able to tolerate them family is to please re-attend 
 Will be seen in outpatients for follow up 
 
Halbert J, Shingadia D, Zuckerman JN. Fever in the returning child traveller: approach to diagnosis and management. Arch Dis Child. 2014 

Oct;99(10):938-43. doi: 10.1136/archdischild-2012-303196. Epub 2014 Mar 25. PMID: 24667950. 

Kianf KM, Bryant PA, Shingadia D et al 2013. The treatment of imported malaria in children: an update. Arch Dis Child Educ Pract Ed, 98, 7-

15. 3.  

Lalloo DG, Shingadia D, Bell D et al 2016. UK malaria treatment guidelines 2016. J Infect, 72, 635- 49.  

Maitland K, Kiguli S, Opoka RO et al 2011. Mortality after fluid bolus in African children with severe infection. N Engl J Med, 364, 2483-95.  

https://www.gov.uk/guidance/imported-fever-service-ifs
https://www.gov.uk/guidance/imported-fever-service-ifs
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Activity 4.0: PIMS TS (Paediatric Multisystem Inflammatory 

Syndrome - Temporally Associated with SARS -CoV-2) 

 

Objectives: 
Understand what PIMS-TS is  
Understand the management of this condition 
Think of some differentials  
Learn about ongoing research trials  
 

Activity 3.1:  Quick teaching session (15-30mins) 
 
Instruction to individual – You are the SHO/Registrar in a paediatric Emergency 
Department on a relatively quiet shift. Your surgical colleagues are also having a quiet shift 
and are intrigued about all the latest developments. They ask you to teach them about PIMS 
TS about potential differentials involving multi system inflammation. Please think of at least 3 
and give them a quick summary of these conditions.  
 
Please spend 15 min reading the following two links and prepare a teaching session for your 
surgical colleagues. Then please spend 10 min on teaching them.  
 
Resources:  
1. Team DFTB. Paediatric Multisystem Inflammatory Syndrome, Don't Forget the Bubbles, 2020 
2  RCPCH PMIS TS guidance, 2020 

 

 

 

Answers for differentials to consider:  

Kawasaki disease/ Toxic shock syndrome/Haemophagocytic lymphohistiocytosis (HLH) 
 

Differentiating between these conditions can be difficult. In PIMS-TS children are often older 
and have higher inflammatory markers (higher WCC, Neutrophils, CRP) and more profound 
lymphopenia, anaemia, thrombocytopenia, plus higher fibrinogen and higher troponin levels. 
PIMS-TS also presents more often with GI symptoms and cardiac involvement more severe. 
 

Additional resources worth reading: 
 

 Harwood et al. A National consensus pathway for management of PIMS TS: results of a national Delphi process. 
Review: Volume 5, P133-141, Feb 2021 

 Whittaker E, Bamford A, Kenny J, et al. Clinical Characteristics of 58 Children With a Pediatric Inflammatory 
Multisystem Syndrome Temporally Associated With SARS-CoV-2. JAMA. 2020;324(3):259–269. 

 Paediatric Intensive Care Society: Paediatric Inflammatory Multi-system Syndrome – temporally associated with SARS-

CoV 2 (PIMS-TS): Critical Care guidance. 14 May 2020 

 CATS Guideline for management of Children with SARS-CoV-2 infection (including PIMSTS). Jan 2021.   

https://dontforgetthebubbles.com/pims-ts/
https://www.rcpch.ac.uk/sites/default/files/2020-05/COVID-19-Paediatric-multisystem-%20inflammatory%20syndrome-20200501.pdf
https://www.thelancet.com/journals/lanchi/article/PIIS2352-4642(20)30304-7/fulltext
https://www.thelancet.com/journals/lanchi/article/PIIS2352-4642(20)30304-7/fulltext
https://jamanetwork.com/journals/jama/fullarticle/2767209
https://jamanetwork.com/journals/jama/fullarticle/2767209
https://pccsociety.uk/wp-content/uploads/2020/05/PIMS-TS-Critical-Care-Clinical-Guidance-v4.pdf
https://pccsociety.uk/wp-content/uploads/2020/05/PIMS-TS-Critical-Care-Clinical-Guidance-v4.pdf
https://cats.nhs.uk/wp-content/uploads/CATS-COVID-Guideline-2021-FINAL.pdf
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Activity 3.2: Communication scenario - (aimed for level 1-2) 
 
Instruction to candidate:  
You are the paediatric SHO / registrar and have to explain to a 14-year-old boy, who has just 
been admitted to the ward (but who is stable at the moment) that you think he has PIMS TS. 
Please explain to him what PIMS TS is and what your management plan is.   
 
Instruction to facilitator:  
If the candidate feels they need more information before having this conversation, please 
allow them 10 minutes to read one of the following links. Then have the candidate explain to 
the patient what PIMS TS is and what their management plan would be. This should take 
them about 10 minutes.  

1. RCPCH: PIMS: the COVID-19 linked syndrome affecting children - information for families 

2. GOSH patient information: Paediatric Inflammatory Multisystem Syndrome (PIMS) 

 
Instruction to actor (if available – otherwise facilitator can play actor’s role)  
You are a 14-year-old boy, who has just been admitted to the ward. You feel tired, have a 
fever and have abdominal pain, diarrhoea and vomiting. You also have a rash on your body. 
You had a fever a few weeks ago but you are otherwise healthy. You know nothing about 
PIMS TS. You want to know what this is, what the doctor is planning to do and if you will get 
better.  
 

 

 
Activity 3.3: Research  - (aimed for level 1-3) 
 
Instruction to candidate:  
You are the paediatric registrar and want to know whether you can enrol your patient into a 
research trial on PIMS TS. Please read the following link and consider whether you would 
enrol your patient into the recovery trial.  
 
https://www.recoverytrial.net/for-site-staff/training 
 
Instruction to facilitator:  
Please discuss with the candidate what criteria the patient would need to fulfil to be enrolled 
in the trial and the steps the participant would need to take to enrol the patient in the trial.  

 

Other resources for further information: 

 Wilkins AL et al. Toxic shock syndrome – the seven Rs of management and treatment. J Infect, 
2017, 74 Suppl 1: p S 147-152.  

 Toxic Shock Syndrome, National Organization for Rare Diseases.   

 GOSH: Haemophagocytic lymphohistiocytosis 

 McCrindle, B.W., et al., Diagnosis, Treatment, and Long-Term Management of Kawasaki 
Disease: A Scientific Statement for Health Professionals from the American Heart 
Association. Circulation, 2017. 135(17): p. e927-e999. 

https://www.rcpch.ac.uk/resources/pims-covid-19-linked-syndrome-affecting-children-information-families
https://www.gosh.nhs.uk/conditions-and-treatments/conditions-we-treat/paediatric-inflammatory-multisystem-syndrome-pims
https://rarediseases.org/rare-diseases/toxic-shock-syndrome/
https://www.gosh.nhs.uk/conditions-and-treatments/conditions-we-treat-index-page-group/haemophagocytic-lymphohistiocytosis-hlh/
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Activity 5.0: Tuberculosis (TB) and Public Health Notification  

Objectives:  Learn more about the management of TB in children  
Know when to inform Public Health England  

 

Activity 4.1: Communication scenario (1 hour including watching video) 
 

 
Instruction for facilitator 
Ask candidate to watch this 22-minute video first. They need to discuss the following with the 
parent  
1) what TB is and what their management would entail 
2) what the parents need to tell other parents at school 
3) who the information would be shared with  
 
Chair the discussion/debrief after scenario 
 

 

 
Instruction for candidate:  
Jamie is a 6-year-old who has presented with 3 weeks of fever and cough. His results have 
come back positive for active pulmonary TB.  
 
1a) Explain to his mother / father that he has Tuberculosis, what this is and about the 
management of his condition.  
 
Please watch this 22 minute-video by Team DFTB. Claire Nourse: Tuberculosis at DFTB17, Don't 
Forget the Bubbles, 2018   

 
1b: He has been at school. The parents ask you what they should tell his friends and when 
he can return to school? 
 
1c: Please inform the parents and Jamie, who else you will need to inform of his diagnosis. 
The parents also want to know if they can refuse for this information to be shared with others.  
 
Useful Resources:  

 GOSH: Tuberculosis  

 Paul Hotton. Tuberculosis, Don't Forget the Bubbles, 2014. 

 https://www.nhs.uk/conditions/tuberculosis-tb/treatment/ 

 
 
 
 
 
 
 
 
 
 

 

https://dontforgetthebubbles.com/claire-nourse-tuberculosis-at-dftb17/
https://dontforgetthebubbles.com/claire-nourse-tuberculosis-at-dftb17/
https://dontforgetthebubbles.com/claire-nourse-tuberculosis-at-dftb17/
https://www.gosh.nhs.uk/conditions-and-treatments/medicines-information/tuberculosis-tb-medicines/
https://dontforgetthebubbles.com/tuberculosis/
https://www.nhs.uk/conditions/tuberculosis-tb/treatment/


 

Infectious Diseases Learning Pack, Feb 20                         Elena Ferran (ID registrar) & Stephanie Habermann (Paediatric registrar) 

                                                                                        17 

 
Instruction for actor/facilitator  
 
1a) You are the parent of Jamie. 3-week history of cough and fever. He has also lost weight. 
He has recently moved to the UK from India. You want to know what is wrong with your child 
and if he will get better. You are worried he might have cancer as you have read that a cough 
for so long could be due to this. Once you are told he has TB, you want to know more about 
this condition, as you don’t know much about it. You also want to know whether such a long 
treatment is really required as Jamie does not like taking medication.  
 
1b) You are worried that his friends will not want to play with Jamie anymore and are worried 
what you need to tell school. If you are informed that after taking his medication for a few 
weeks he won’t be contagious anymore you are reassured. You would prefer not to tell 
anyone to avoid the gossip.  
 
1c) You would prefer for no one to be told. You are happy to keep Jamie at home for the 
required period and don’t see why PHE or others have to be informed. If you are reassured 
that the other parents will not be informed that Jamie has TB, but just that their child has 
potentially been exposed to and explained why it is important to share this information with 
PHE, you agree for the information to be shared.  
 

 

See resources above for answers 

 

Answer 1b: Most children can return to school 2-4 weeks after starting TB treatment.  Reassure 
the parents that children under 12 years are rarely infectious to others. TB only spreads when a 
person with active TB in their lungs, coughs or sneezes and someone else inhales the expelled 
droplets. TB is less contagious than the flu or a cold. You have to spend prolonged periods 
(hours) in close contact with an infected person to catch the infection.  
If their child is at risk of having infected others, Public Health England (PHE) will organise 
screening for them. Parents don’t need to tell other parents anything unless they want to. 
If there is a risk to other children, then PHE will be in touch directly to organise screening.  
 
Answer 1c: TB is a notifiable disease so PHE will need to be notified, to see if other people 
could have caught the disease. Other health care team members would also be informed eg 
GP.  
 

If parents refuse, explain that PHE helps in the reduction of the spread of TB and allows early 
treatment in those affected. PHE might not have to disclose that Jamie is the contact person of 
those at risk.  By law they cannot refuse, however see GMC guidelines. 

  

https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/confidentiality---disclosing-information-about-serious-communicable-diseases/disclosing-information-about-serious-communicable-diseases
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Activity 6.0: Recurrent infections  
 

Objectives:  
 

Understand when recurrent infections are normal for a child and when further investigations are 
needed 
Think of a way to classify immunodeficiencies  
Think of which investigations to order as a screening test  
 

Activity 5.1 
 

Instruction for candidate:  
You are the paediatric SHO/registrar in clinic and see 2-year old Max with his mother. Max’s 
mother is concerned as he has frequent infections. Please explore this further and answer 
Max’s mum’s questions.  
 
Instruction for facilitator: 
Please ask the candidate to take a history from Max’s mum and answer any of her questions.  
 
Instruction for facilitator/actor: 
You are the mother of Max, 2 years old. You are very concerned as he gets frequent 
infections. If questioned, you explain that he has been admitted three times with pneumonia 
in the last year. He needed to be treated with IV antibiotics each time. He is also small and 
thin. Please ask the doctor if he thinks something is wrong with Max and what he would like to 
do next. Normal birth and development. 
 

 
 
 
Answers for activity 5.1: He has 3 pneumonias requiring IV antibiotics and admissions so 
please investigate further. Explain that healthy children do get frequent infections and that 
immunodeficiencies are rare (1/1000-2000 live births). Given he had 3 pneumonias consider 
immunodeficiencies and other causes too, including malformations, foreign body, underlying 
diseases such as cystic fibrosis, neuromuscular diseases or heart diseases. First 
measures after a detailed history and examination would be to plot his height and weight and to 
do some blood test.  
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Activity 5.2: Facilitated group discussion after reading article (Total 20-30mins) 
 

 
Instruction for facilitator: 
Please ask the group participants what they can tell you about immunodeficiencies, screening 
for these conditions and if they have a good way to classify immunodeficiencies (use 
whiteboard if possible). Please allow 5-10 min.  
 
Then please ask everyone to take 10 minutes to read the following article about 
immunodeficiencies. Alkhater SA. Approach to the child with recurrent infections. J Family 
Community Med. 2009;16(3):77-82. 

 
Then allow 15 minutes for all participants to explain what they liked or disliked about this 
article and how their practice will change after having read the article.  
 

 

 

   
Further reading for activity 5.2: A good way to classify immunodeficiencies is as primary (PI) 
and secondary and then according to cell type affected. There are more than 250 PI.  
 

Nierengarten MB (2018). Primary immunodeficiency: When recurrent infections signal something more 

Contemporary PEDS Journal, Vol 35 No 7, Volume 35, Issue 7 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3377046/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3377046/
https://www.contemporarypediatrics.com/view/primary-immunodeficiency-when-recurrent-infections-signal-something-more
https://www.contemporarypediatrics.com/view/primary-immunodeficiency-when-recurrent-infections-signal-something-more

