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CONCLUSIONS
Paediatric patients are not usually weighed and
doctors prescribe either on an age basis, or by
estimating children's weights. The percentage
difference between the actual and estimated
weight varied between overestimates of 300%
to underestimates of nearly 100%. This range
is too wide for it to be clinically acceptable to
guess the weights of children when prescribing
on a mg/kg basis. Actual weights are essential
for accurate prescribing.

Prescribing by age alone may be acceptable
for drugs like paracetamol or amoxycillin, but
it is best practice to prescribe on a mg/kg basis
for opiates, sedatives, and intravenous fluids. In
emergency situations when a child is too ill or
too injured to be weighed, it is possible to use a
Broselow tape,2 Oakley's paediatric resuscita-
tion chart,3 or the accepted emergency formula

for estimating a child's weight [weight in kg =
2(age+4)] as recommended by APLS.

Obtaining accurate weights would mean a
small change in current practice, which would
cost little and would only involve a small
increase in time spent by nurses in their assess-
ment of patients and by doctors when working
out appropriate doses. This small change could
have a significant impact in preventing critical
incidents with paediatric drug and fluid
prescribing in the A&E department.

Thanks to Dr M Message for statistical help and advice.
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EMERGENCY CASEBOOK
Nocturnal hypoglycaemia: a cause ofbilateral anterior shoulder dislocation

A 40 year old Caucasian man who was an insulin dependent diabetic presented to the A&E
department. His wife reported that 11 days before this attendance he had been unusually
restless while asleep in bed. The next morning he
awoke with stiff painful shoulders which failed to
resolve over the next week. Clinical examination
showed typical loss of normal contour and reduced
movement of both shoulders. Axillary nerve function
was intact, but there were bilateral paraesthesiae in the
C6/7 distribution. Blood glucose concentration was
13.9 mmol/litre. X ray revealed anterior dislocations of
both shoulders (figure). Attempted reduction in the
A&E department under sedation failed; both shoulders
were reduced under general anaesthesia using the
Hippocratic method and his arms supported by collar ]
and cuffs with a chest strap. Axillary nerve function
remained intact and the paraesthesiae resolved within a
few weeks. Shoulder movements returned to normal
with no apparent instability.

Nocturnal hypoglycaemia is said to be more preva-
lent if bedtime blood glucose concentration is below 7
mmol/litre in adults. The classical presentations of
nocturnal hypoglycaemia are night sweats or
nightmares and morning headaches. Reporting of
hypoglycaemia by diabetic patients is known to be
unreliable; this is thought to be because hypoglycaemia
impairs cerebral function. Thus patients' partners may
be more reliable historians. Some insulin dependent
diabetics have an impaired ability to prevent
hypoglycaemia, developing neuroglycopenia leading to
convulsions at higher plasma glucose levels than would be expected. This explains how
convulsions can follow only a modest fall in blood glucose.
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