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Communicable Diseases

Aseptic Meningits
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Parainfluenza
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Respiratory Syncitial Virus
Scarlet Fever
Impetigo


Erythema Infectiosum


Bacterial Meningitis
Pediculosis capitis
Pinworms
Aseptic Meningits

Etiology: 80% of cases are caused by nonpolio enterovirus, oral-fecal spread
    

Incubation: 4-6 days, more common in summer and fall; abrupt onset (4-6 hours such as after taking a nap)
    

Course:  


Sn/Sx:
 variable fever, marked irritability and lethargy.  Younger children will have a high pitched cry and may refuse 

food.  Older children will report headache, photophobia, myalgia and abdominal pain, diarrhea, vomiting and rash.  Meningeal 

signs are easier to observe in older children.  Seizures are rare. Rarely causes encephalitis.
DDx: Flu (not as abrupt, less irritability)
   

Tx:  mandatory hospital referral:  CSF culture

Influenza


URI common with pneumonia occurring more in children under 5 yrs of age

Incubation 2-7 days, tends to be epidemic in nature


Course:  acute illness lasts 2- 5 days, may have fatigue and persistent chronic cough for up to 2 weeks.


Sn/Sx:  high fever, severe myalgia headache, chills;  young children also present with diarrhea, vomiting and abdominal pain; no rash, adenopathy, pharyngitis, dehydrating enteritis



Tx:  
 

· Homeopathy

· croup; cold, dry and  windy weather:  Hepar sulph 

· severe dehydration with cracked lips:  Bryonia
· mild flu:  Eupatorium
· severe runny nose w/ congestion:  Pulsatilla
· With N/V, rehydration is by the teaspoonful q 10-15 min (see fever section)

Parainfluenza:  milder than influenza, often accompanied by croup/’bronchiolitis (children < 2 more commonly get croup rather than bronchitis)

Respiratory Syncitial Virus

Incubation:  3-7 days can be mild to quite severe causing respiratory distress; recurring outbreaks that progressively become less frequent.  

Course: Often a secondary bacterial infection due to Hib or Strep ( serous otitis media

Babies born before 37 weeks have a higher risk for severe RSV in the first year of life (poor lung development?).  These children  are also more likely to go into respiratory arrest/apnea. Less severe in breast fed babies.


Sn/Sx:  wheezing throughout lung fields, hyper inflation of the lungs, prolonged expiratory phase

retractions (look for retractions with every breath and nasal flaring indicating respiratory distress)

high or low grade chronic fever

difficulty w/ feeding both breast and bottle fed (may want frequent small amounts refusing food after short periods as the child  cannot breathe and eat)


Dx: Ig immunoflouresence test of nasal or pulmonary secretions, x-ray 

Tx:  Hospital referral d/t respiratory distress from pneumonia (retractions, nasal flaring):  IV ABT prophylaxis, croup tent


Herpes Simplex Gingiovitis

Etiology:  type 1 HSV
Incubation:  3-10 days
Course:  1( infection usually occurs in early childhood, between 1-5 years, and tend to be more painful, extensive and of longer duration 
than recurrent infection.  Fever disappears in 4 days.  Lesions persist up to 2 weeks
Sn/Sx:  High fever, irritability, drooling, multiple grouped vessicles overlying erythema on gingivae, buccal mucosa, tongue, palate and lips.  Cervical LA present.
DDx:

· Aphthous stomatitis:  buccal mucosa and lateral tongue

· Hand, foot and mouth disease:  tonsillar fauces, buccal mucosa, tongue, hands, feet

· Vincent’s angina:  spreading painful gingivitis from gum line

· Herpangina:  fever, posterior linear pharyngeal ulcers (not in anterior mouth), tonsills, soft palate, uvula
Tx:

Pain mangement:  viscous lidocaine and glycerine (toxic to infants); tylenol (avoid anything with an alcohol base; homeopathy:  

   -Arnica, Borax, Hydrastis, Sulf acid, Nat Mur, Mercurius, Arsenicum

Temperature management

Hydration:  most difficult aspect of treatment

Herpes:  Herpaleve, Glycyrrhiza glycerate, bioflavonoids; Vit. E to 400 IU and topical; Vit. C, A and B-complex; Pantothenic acid, 

zinc, lysine between meals with carbohydrate.
Erythema Infectiousum/ Fifth’s Disease:  benign illness in school age children (5-15 years)

Etiology:  Human parvovirus B 19
Incubation: more common in winter and spring
Course:  7-10 day illness
· Specific pattern of spread:  1-2 days after face lesions, rash appears on extensor surface of extremities and spreads distally 


in symmetric fashion.
· 50% of infected individuals have sub-clinical case with mild fever, malaise, sore throat, coryza
Sn/Sx:  

· nonspecific flu-like illness

· Rash appearing at day 10-14 (immune response=  no longer contagious); slapped cheek appearance; maculopapular lesions 

which coalesce, sometimes puruitis, warm to touch and non-tender.
Complications  

· Arthritis:  usually in late adolescents; pain and stiffness which occurs symmetrically in peripheral joints, follows rash, lasts 2-4 weeks and resolves without permanent damage
· Aplastic crises:  virus replicated in erythroid progenitor cells causing reticulocytopenia for 1 week during illness, which usually is unnoticed in the normal patient.  If the patient has chronic hemolytic anemia, then severe anemia can result.
Tx:

· anthocyanidins, epsom salt baths, bromelain and curcumin, antiviral glycerites, 
· pain:  Eupatorium, castor oil packs
Scarlet Fever


Etiology:  Strep or Staph. Group A (-Strep is highly communicable in infants and young children due to the desire to put things in the mouth and proximity in day care centers.  Group A (-Strep of the upper respiratory tract is the essential trigger in the susceptible host.  Triggering of the immune response generally

is believed to be the cause.

1. sensitization of B lymphocytes by Streptococcal antigens

2. formation of antistreptococcal antigens

3. formation of IC that cross-react with cardiac sarcolemmal antigens

4. maycoardial and valvular inflammatory response


Incubation:  1-7 days


Course:


Sn/Sx:  
Both manifest as a diffuse erythema with “sandpaper” rash beginning on the neck, axilla and inguinal folds and spreading to the 




rest of the body.  The body desquamates in 7-14 days.

	Group A (-Strep
	Staph

	usually 2-10 years of age
	

	strawberry tongue (not always present)
	no strawberry tongue

	red pharynx with or without exudates
	absence of pharyngeal Sx

	fever
	variable fever

	HA, abdominal pain
	



Scarlatina is the mild variant, usually afebrile.


Complications: 
· Acute Rheumatic Fever  


This is a disease of transition as it was already on the decline before the advent of penicillin.  Penicillin reduces the sequella of group a 

(-Strep.  ARF occurs in less than 0.3% of untreated children with the common population being 5-15 yr olds.  Resurgent occurrences 

in the midwest (1984) and intermountain west (1987) has shown to be more malignant than before with a high incidence of carditis and 

chorea.
· Valvular Damage occurs most commonly in the mitral and aortic valves resulting in valvular insufficiency, usually not accompanied by CHF in the pediatric age period as long as repeated attacks are prevented.
· Mitral insufficiency is the most common valvular complication presenting with a pansystolic murmur localized at the apex and appearing early in the course of carditis. If the carditis is mild, the insufficiency may disappear over the course of time (days to months).
· Mitral stenosis is the second most common valvular complication.  Structural stenosis of the mitral valve is rarely encountered in the USA prior to age 5-10 years.  Stenosis follows the first episode of carditis.
· Aortic insufficiency presents with a decrescendo diastolic murmur; not commonly present as the sole valvular involvement in rheumatic carditis.  Aortic insufficiency occurs more often in males and blacks.
· Aortic stenosis of rheumatic origin does not occur in the pediatric population.  Rather, a congenital defect should be suspected.  Aortic stenosis is believed to take many years, up to 20, to develop secondary to rheumatic disease.

Diagnosis:  


Jones Criteria requires two major or one major and two minor criteria and supporting evidence of a Streptococcal infection to justify presumptive diagnosis ( ASO titer or (+) throat culture).

	Major Criteria
	Minor Criteria

	carditis
	Clinical:  preveious Hx of rheumatic fever or rheumatic heart disease, polyarthralgia, fever

	polyarthritis
	

	Sydenham’s chorea
	Laboratory:  acute phase reaction indicated by ( ESR, ( CRP, leukocytosis, prolonged PR interval.

	Erythema marginatum
	

	Subcutaneous nodules
	




Criteria for immediate evaluation



-if a fever is elevated > 24 hours

-if a fever is elevated and stays elevated (indicates bacterial infection as with viremia the temp. is up and down with the  

 reprod. cycle)



-Yale score of moderate or severe illness

Treatment:

1. Anti-infective therapy:  eradication of Strep infection is essential.

· Benzthine Penicillin G prescriptive drug of choice:   


IM 0.6-1.2 million units (huge dose that will leave quite a lump in the injection site), single dose


oral 125-250 mg qid x 10 days


Pen-Vee K (penicillin VK):  comes in a liquid form (125/250 mg/ 5 ml)

· if child is really toxic, use a larger loading dose than determined by weight

· allergy will generally show up the second time of use (GI Sx do not count):  rash, hives are most common

· Amoxacillin
· Erythromycin (if allergic penicillin):  not as well absorbed as penicillin and causes GI upset:  250 mg orally qid

Some physicians presumptive ABT use is based on a Yale score of moderate or severe illness.


2. 
Anti-inflammatories for relief of arthritic component. 




Naturopathic agents offer significantly better alternatives than ASA

3. Arthritis and Carditis

· Mild arthritis or mild carditis:  Strict bedrest is not required.  Bed to chair with bathroom priveleges and meals at the table 


are  allowed.  

· Severe arthritis or congestive heart failure:  The patient will probably have little desire to be amulant.  Modified bedrest 2-6 


weeks.  Return to school when there is no evidence of rheumatic activity.


Recurrence of carditis is the greatest risk with a subsequent  group A (-Strep infection in children or adults with a Hx of 


rheumatic fever (not just scarlet fever).  ABT is highly indicated.

Impetigo

Etiology:
Group A Strep or Staph aureus 

Incubation: 
Course: Lesions spread rapidly and diffusely and first appear on the head (ears, nose, mouth) then spread to trunk. Lymph nodes can become quite swollen and inflamed. 

Signs/Symptoms: papule ( vesiculates and breaks ( honey colored crusting; highly pruritic.  Usually lack systemic symptoms, occaisionally a high fever occurs
Complications: Group A Strep Sequella apply here!

Treatment:

· Cleanse area with Hydrastis

· Green soap wash tid, followed by hydrogen peroxide
· Sulfax 3-4 tabs in pint warm water soak compress apply to lesions
· Sulfax ointment: Cabasil oint 1: 1
· Infusions of Chickweed, Calendula

· CCC Cream
· Ech:Hydrastis:Phytolacca 2: 1: 1 tid orally dose according to age (weight)
· Cut fingemails short so can't scratch
· Immune Support:  Vitamin C, Thymactive, Immugen
· Homeopathy:  Hepar Sulf, Graphites


Bacterial Meningitis

Etiology:


ETIOLOGY
COMMON AGE
COMMENTS


Pneumococcal
6-24 months
Now most prevalent due to HIB vaccine.

LAB: Leukocytosis 20,000-45,000 80-90% PMN's


Meningococcal
Under 12 months
Occurs 1.2/100,000

LAB: may be low, NL, or elevated


Hemophilus
4 mo.-4 years
LAB: may be low, NL, or elevated

Incubation:
Course:
Signs/Symptoms:


FEVER, 
IRRITABILITY, NUCAL RIDIGITY, CONVULSIONS

YOUNGER CHILDREN: Poor feeding, vomiting, high pitched cry, tense bulging ant. fontanelle

Treatment:  Hospital referral

PEDICULOSES CAPITUS 
Etiology: 

Incubation: 

Course:

Signs/Symptoms:severe itching, excoriated papules and pustules, gelatinous "nits" which strongly adhere to hair shaft.

Treatment: Kwell (Lindane) or gamma benzene hexachloride NEUROTOXIC, available as shampoo which is left on 5 minutes then rinsed and repeated in 7 days 
ALTERNATIVELY: TeeTree Oil, Thuja Oil, Lavender Oil

Combo: Rosemary, Eucalyptus and Pennyroyal oils 1/2 teaspoon each
Add 2 Tablespoons olive oil and apply mixture to head, comb thru hair with fine comb, wrap head with cotton handkerchief or 
hat overnight Shampoo out in am and repeat 1 week.  Skin test first with one drop of mixture. If bums occur, then dilute mixture.

Pinworms
Etiology: Enterobius vermicu/aris
Incubation:

Course:

Signs/Symptoms:
· Nocturnal anal pruritis

· Worms in stool or eggs on perianal skin, can migrate up urethra or vagina in girls. Once treated will "cure" recurrent UTI's
.

Diagnosis:  Usual diagnostic test consists of pressing a piece of transparent tape on child's anus two hours after sleep.  Microscopic exam under low power demonstrates ova

Treatment:

· Wash hands before meals and after toileting, Cut fingernails short,
· Wear snug cotton underwear and change every am and pm.
· Change bedding each day.
· TREAT THE ENTIRE F AMIL Y
· **Zymex II (Standard Process) Proteolytic Enzyme to mix in food. Give equivalent of 4-6 caps/ day x 7days, then off 7 days. Repeat 7 day regimen.  Diet while on Zymex II (first 4 days): offer large quantities of pineapple, papaya, figs, pumpkin seeds, garlic
· Black Walnut tincture reportedly very effective
· AFTER PROTOCOL DO TAPE TEST THREE TIMES TO CHECK


