
• Parents who believe 
that obesity is inevita-
ble or are not ready to 
make changes within 
the family may need 
counselling to make 
them more willing to 
cooperate. 

• Treatment of over-
weight or obesity 
should begin early 
and involve the fam-
ily. 

• The aim should be for 
small, incremental 
changes in behaviour, 
with recognition of the 
need for ongoing sup-
port for families. 

• Young obese children 

Persistent obesity in 
children is associated 
with a number of  
diseases that may  
persist into adult life.  
Recommendations of 
approaches in primary 
care include: 

• Clinicians need to 
know that obesity 
may be endogenous 
(genetic or endocrine) 
and they need to be 
aware of its complica-
tions in children. 

• The primary goal of 
treatment is healthy 
eating, rather than re-
stricting diet, and in-
culcating good habits 
of physical activity. 

shou ld  main ta in 
weight or gain weight 
slowly rather than 
lose weight. 

• Psychosocial prob-
lems are important 
consequences of 
overweight or obesity.   

• Behavioural treat-
ments should be indi-
vidually designed.   

• All treatments must 
be acceptable to the 
family.   
 
Edmunds L, Waters E,  
Elliott EJ. 
Evidence based manage-
ment of childhood obesity. 
BMJ 2001; 323: 916-9. 
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In 1998 obesity was 
designated as a global 

epidemic by the World 
Health Organisation. 

Obesity treatment 
and prevention in 
children is vital as 

lifestyle behaviours are 
less well established 

and more amenable to 
change. 

Health  Medicine has 
focussed on chil-
dren's issues. 

As part of this ongo-
ing programme this 
issue of the Clinical 

In anticipation of the 
National  Service 
Framework for Chil-
dren, this years An-
nual Report by the  
Director of Public 

Effectiveness Bulletin 
aims to address a 
number of areas of 
particular relevance to 
primary care. 

 

Most children with 
atopic eczema can be 
managed in primary 
care.  Treatment may 
typically include emol-
lients and topical corti-

The following guide-
lines have been issued 
by NICE for the situa-
tions / conditions that 
should prompt referral 
to specialist services.   

costeroids of appropri-
ate strengths and quan-
tities (see British Na-
tional Formulary, Sec-
tion 13.4; see also sec-

(Continued on page 2) 

Atopic eczema in children 

Childhood obesity 

The prevalence of 
atopic eczema is 

increasing, affecting up 
to 15% of children. 
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Otitis media with 
effusion is the 

commonest cause 
of hearing loss in 

childhood.  In half 
of those affected 
resolution occurs 
within 3 months, 

and in 95% within 
a year.  
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ate therapy in primary 
care. 

• The rash becomes 
infected with bacteria 
(manifest as weeping, 
crusting, or the devel-
opment of pustules), 
and treatment with an 
oral antibiotic plus a 
topical corticosteroid 
has failed. 

Is seen soon (within 2 
months) 

• The rash is giving rise 
to severe social or 
psychological prob-
lems. 

• Treatment requires 
the use of excessive 
amounts of potent 
topical corticoster-
oids. 

Has a routine appoint-
ment (ideally within 13 
weeks) 

• Management in pri-
mary care has not 
controlled the rash 
satisfactorily.  Ulti-
mately, failure to im-
prove is probably 
best based upon a 

(Continued from page 1) 

tion 13.5) given for de-
fined periods.  Antibiot-
ics are used for patients 
with suspected secon-
dary bacterial infection 
and oral aciclovir for 
suspected herpes sim-
plex infection.  Bandag-
ing (such as wet wraps 
or zinc paste) and 
sedative antihistamines 
are also used. 

Referral to a specialist 
service, which may be 
prompted by features 
such as sleep distur-
bance and school ab-
senteeism, is advised in 
the following circum-
stances: 

Is seen immediately 
(within 24 hours) 

• Infection with dis-
seminated herpes 
simplex (eczema her-
peticum) is sus-
pected. 

Is seen urgently 
(within 2 weeks) 

• The disease is severe 
and has not re-
sponded to appropri-

subjective assess-
ment by the child or 
parent. 

• The patient or family 
might benefit from ad-
ditional advice on ap-
plication of treatments 
(e.g. bandaging tech-
niques). 

• Contact dermatitis is 
suspected and confir-
mat ion  requ i res 
patch-testing (this is 
rarely needed). 

• The child has uncon-
trolled eczema and 
dietary factors are 
suspected (refer di-
rectly to a dietician). 
 
Referral Advice. A guide to 
appropriate referral from 
general to specialist ser-
vices. 
National Institute for Clini-
cal Excellence, 2001. 

Referral for an ENT 
opinion should take into 
account  concerns 
raised by the child’s 
parent, school or health 
visitor.  

Children awaiting a 
routine outpatient ap-
pointment may need to 
be reassessed to check 
for clinical changes, and 
so the possible revision 

In the majority of chil-
dren, the effusion and 
hearing loss will resolve 
spontaneously and 
management will re-
main within primary 
care.  

Specialist services  
(e.g. hearing assess-
ment, tympanometry) 
may be required to clar-
ify the diagnosis.  

of the referral time. 

In children with persis-
tent effusion, nothing 
worthwhile is gained by 
prescribing an antibiotic, 
decongestant or antihis-
tamine.  Parents should 
be informed that expo-
sure to cigarette smoke 
worsens the outlook. 

For those with persis-

(Continued on page 3) 

Persistent otitis media with effusion in children 

Atopic eczema 
accounts for 

around one third 
of dermatological 

consultations in 
general practice. 

Atopic eczema 
usually starts in the 

first years of life 
and clears by 

teenage years in 
over 60% of cases. 

Presentation is 
typically as an 
itchy, patchy, 

erythematous rash, 
often with 

excoriation and 
bleeding. 

Although 
treatment is not 

curative, it usually 
reduces symptoms 

and can 
considerably 
improve the 

quality of life of 
the child and 

family 
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Is seen soon (within 2 
months) 

• They have proven 
hearing loss plus diffi-
culties with speech, 
language, cognition 
or behaviour. 

• They have proven 
hearing loss plus a 
second disability, 
such as Down’s Syn-
drome. 

• They have proven 
hearing loss together 
with frequent epi-
sodes of acute otitis 
media. 

tent effusion, referral for 
an ENT opinion is ad-
vised in the following 
circumstances: 

Is seen urgently 
(within 2 weeks) 

• The otoscopic fea-
tures are atypical and 
accompanied by a 
foul-smelling dis-
charge suggestive of 
cholesteatoma. 

• They have excessive 
hearing loss sugges-
tive of additional sen-
sorineural deafness. 

Has a routine appoint-
ment (ideally within 13 
weeks) 

• They have proven 
persistent hearing 
loss detected on two 
occasions separated 
by 3 months or more 
(results of formal test-
ing should be in-
cluded in the referral 
letter). 

 
Referral Advice. A guide to 
appropriate referral from 
general to specialist ser-
vices. 
National Institute for Clini-
cal Excellence, 2001. 

ics (better than 
shorter courses). 

Likely to be beneficial 

• Oral (rather than in-
travenous) antibiotics 
for acute treatment of 
children 2 years or 
younger with normal 
renal tracts or mild 
vesicoureteric reflux. 

Unknown effective-
ness 

• Giving early empirical 
antibiotic treatment 
instead of awaiting 
the results of micros-
copy or culture. 

PREVENTION 

Likely to be beneficial 

• Prophylactic antibiot-
ics after first or sub-
sequent UTI. 

• Immunotherapy. 

INVESTIGATION 

Unlikely to be benefi-
cial 

• Routine diagnostic 
imaging in all children 
with first UTI. 

TREATMENT 

Beneficial 

• 7–10 days of antibiot-

• Oral antibiotics for the 
acute treatment of 
children 2 years or 
younger with moder-
ate or severe vesi-
coureteric reflux.  
(Intravenous anti-
biotics are preferable 
in children under 2 
years with moderate 
or severe reflux.) 
 
Larcombe J. 
Urinary tract infection. 
Clinical Evidence 
2001;6:320-9. 

Urinary tract infection 

Hearing loss is not 
always the 
presenting 
complaint and 
consultation may 
occur because of 
problems with 
speech and language 
development (this 
applies particularly 
to children aged 
under 4 years), or 
because of learning 
or behavioural 
problems and 
compromised levels 
of social function.  

Recurrent sore 
throat may interfere 
with school 
attendance, 
education and 
behaviour. 

The definition of recur-
rence is arbitrary; here 
recurrence is defined as 
five or more episodes in 
the previous 12 months. 
The diagnosis of recur-
rence does not depend 
on the underlying cause 

Most children have 
isolated episodes of 
acute sore throat (acute 
t o n s i l l i t i s ,  a c u t e 
pharyngitis), which can 
last up to 10 days and 
usually resolve sponta-
neously.  

(viral, bacterial), or on 
the severity of the 
symptoms. 

Advice should be 
given on keeping a 
‘sore throat diary’ in or-

(Continued on page 4) 

Recurrent sore throats in children 

Boys are more 
susceptible to UTI 
before the age of 3 
months; thereafter 
the incidence is 
substantially higher 
in girls.  

Estimates of the 
true incidence of 
UTI depend on 
rates of diagnosis 
and investigation. At 
least 8% of girls and 
2% of boys will 
have a UTI in 
childhood. 



Systemic features 
such as fever, 

lethargy, malaise and 
vomiting may occur.  

Findings on 
examination include 
redness and swelling 

of the tonsils or 
pharyngeal 

lymphoid tissue, 
with or without 

exudate.  The child 
may also have 

swollen and tender 
cervical lymph 

nodes. 

Specialist services  
are in a position to: 

Confirm or 
establish the 

diagnosis. 

Provide 
management advice. 

Assess the need 
for and, if necessary, 

undertake surgery. 

Treat 
complications. 

 

Page 4  Clinical Effectiveness Bulletin 

The Clinical Effectiveness Bulletin is produced by Walsall Health Authority Public Health Directorate. 
The editorial team comprises: Nigel Barnes, Alison Teale, Nick Pugh, John Linnane, Miriam  
Woodman, Suzanne Jones, Bolanle Akinosi, Ian Mather, Sushma Manthri and Sam Ramaiah with 
external consultancy from Wayne Harrison. 

Comments and suggestions regarding this bulletin are welcome and should be addressed to: 

Dr Sam Ramaiah                        Tel:            01922 720255 
Director of Public Health             Fax:           01922 722051 
Walsall Health Authority              Email:        RamaiahS@ha.walsall-ha.wmids.nhs.uk  
Lichfield House                           Website:    http://www.walsall.wmids.nhs.uk/ha/publications.htm 
27-31 Lichfield Street                               
Walsall  WS1 1TE 

immunodeficiency). 

In those in whom an 
antibiotic is initially with-
held, the position 
should be reviewed if 
the symptoms are wors-
ening after several 
days.  A post dated  
antibiotic prescription 
may be considered.  
Reasons for prescribing 
or withholding an antibi-
otic should be dis-
cussed.   

There is no evidence 
to support the routine 
use of throat swabs. 

A specialist opinion is 
advised in the following 
circumstances: 

Is seen immediately 
(within 24 hours) 

• They have, or are 
suspected of having, 
a quinsy. 

• The swelling is caus-
ing acute upper air-
ways obstruction. 

• The swelling is inter-
fering with swallow-
ing, causing dehydra-
tion and marked sys-
temic upset. 

Is seen soon (within 2 
months) 

• They have a history 

(Continued from page 3) 

der to establish any pat-
tern of recurrence and 
the impact on the child’s 
day-to-day activities.  

Clinical management 
aims to reduce the se-
verity and duration of 
individual episodes and 
prevent complications 
s u c h  a s  q u i n s y 
(peritonsillar abscess). 

For most patients,  
antibiotics have little  
effect on the extent and 
duration of symptoms.  

Paradoxically, children 
treated early with an an-
tibiotic may be at in-
creased risk of further 
infection and may re-
attend more often.  

An antibiotic should be 
given, however, if the 
child has: 

• Features of marked 
systemic upset sec-
ondary to the acute 
sore throat. 

• Unilateral peritonsilli-
tis. 

• A history of rheumatic 
fever. 

• An increased risk 
from acute infection 
(such as a child with 
diabetes mellitus or 

of sleep apnoea, day-
time somnolence and 
failure to thrive. 

Has a routine appoint-
ment (ideally within 13 
weeks) 

• They have had five or 
more episodes of 
acute sore throat in 
the preceding 12 
months documented 
by the parent or clini-
cian, and these epi-
sodes have been se-
vere enough to dis-
rupt the child's normal 
behaviour or day-to-
day activity. 

• They have guttate 
psoriasis which is ex-
acerbated by recur-
rent tonsillitis. 

Is seen within an ap-
propriate time de-
pending on his or her 
clinical circumstances 

• There is suspicion of 
a serious underlying 
disorder such as leu-
kaemia. 
 
Referral Advice. A guide to 
appropriate referral from 
general to specialist ser-
vices. 
National Institute for Clini-
cal Excellence, 2001. 


