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Paraffin ingestion in children:
Rationalising antibiotic treatment

CORRESPONDENCE

To the Editor: We were delighted to see the recent CME articles
on prevention of childhood injuries,[1] particularly highlighting the
significant contribution of poisoning in injury-related morbidity
and mortality in children. We noted with added interest the article
by Kimemia and Van Niekerk[2] on energy poverty, shack fires and
childhood burns. It brings to the fore the serious potential fire-related
dangers associated with the use of paraffin (kerosene) stoves as a
cheap and readily available alternative source of energy for cooking,
heating and lighting. In addition to the trauma-related burn injuries
already discussed, it is important to remember the potential dangers
of paraffin ingestion in children, as paraffin is often decanted from
cumbersome large containers into smaller cooldrink bottles, placing
thirsty and inquisitive toddlers at great risk of exposure.[3]
In low- and middle-income countries, including South Africa
(SA), ingestion of paraffin remains a common cause of childhood
poisoning.[4,5] In 2006, it was estimated that there were 40 000 60 000 cases per annum in SA.[6] Although the absolute numbers
have dropped since the 1990s, paraffin ingestion presentations still
constituted on average over 20% of all poisoning cases seen at Red
Cross War Memorial Children’s Hospital in Cape Town between 2003
and 2015 (1 151 paraffin cases with 2 deaths).[5,7]
Although the majority of paraffin ingestions do not result in
poisoning,[8] the primary clinical concern is the risk of aspiration
leading to a sterile chemical inflammatory pneumonitis.[9] The
mainstay of treatment is symptomatic, with appropriate respiratory
support, and the majority of children who require hospital
admission are discharged within a few days.[5,10,11] In patients with
pneumonitis, the potential for secondary bacterial infection exists,
but the difficulty of clinically determining inflammation v. infection
has raised doubts about the use of antibiotics in treatment. As
routine use of antibiotics in cases of paraffin ingestion is common
practice,[12] and in light of the recent emphasis on antibiotic
stewardship, it should be noted that a growing body of evidence
points to the rarity of secondary infection and that prophylactic
antibiotics are unwarranted.[10,11,13] Although further research is
required, we suggest that antibiotic therapy should be reserved
for children with concomitant infections or suspected secondary
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bacterial infection 48 hours after ingestion, or those who have an
increased risk of developing complications, e.g. children with HIV/
AIDS, severe malnutrition or underlying respiratory illness.
It is evident that paraffin ingestion and burns remain common
preventable childhood injuries. One can only hope that these commentaries will fuel both government and industry’s commitment to
hastening the delivery of safer, more efficient and affordable energy
alternatives.
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