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What is the main purpose of a structure?
The purpose of an organization structure is to help the organization to achieve
its aims and objectives and employees to complete their work effectively and

efficiently. An organization structure allocates employees designated work roles and
responsibilities and helps management to coordinate and control activities.

What is a structure in health care?

The arrangement of people, institutions, and resources that deliver healthcare
services to meet the needs of a target population.

What are the five main components of the health care system?

The Five “S’s” of PIH

02 srurr
SOCIAL mome
SUPPORT Siminshsion

When we think of health system strengthening at
Partners In Health (PIH), we always refer to five R e

key elements: staff, stuff, space, systems, and ;

social support. Frassssinnaiess

_________
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4 main level of structures in Health Care

CARE TEAM

Frontline care providers

(health care professionals, family
members, and others)

ORGANIZATION

Infrastructure/resources

(hospitals, clinics, nursing
homes, etc. )

ENVIRONMENT

Regulatory, markete, and policy framework

(public and private regulators, insurers,
health care purchasers, research
funders, et al.)

Suggested structure of village clinic

Structure of clinic must suitable with services being provided. Most of the services of
village clinic contains -

emergency
preventative
long-term
diagnostic
primary
palliative
home care
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A. Staff structure
What is the most important purpose of structure?

It brings members of the organization together and demarcates functions between
them. Secondly, the structure also helps in ensuring smooth and efficient functioning.

PERSONNEL | ESSENTIAL | DESIRABLE FUNCTIONS REMARKS
Supervise on
.. clinical work
Clinic
in-charge General
g administration
Reporting
2nd clinic ASSISF and )
. 1 substitute to in-
in-charge .
charge for in case
Medic +] Clinical care *| depend on
workload
MCH worker +1 MH work +1 depend on
workload
Delivery
EmOC 1 Assist to MCH work
Assist clinic
CHW Assist MCH
Pharmacist 1 Handle Pharmacy |+1depend on
and warehouse workload
Lab 1 Perform Lab tests Dept_and on
facility
Total
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B. Infrastructure

Space of clinic is also important role in performing services. It will support to-

Patients’ comfort

Smooth functions of staff
Infection prevention and control
Improve patients flow

posal)

ZONE FUNCTIONS REQUIRED DECORATION REMARKS
Zone 1 Registration Waiting Table, chairs, benches,
2 Examination Bed, table, instrument
3 Procedure / dressing Instruments, bed,
4 Delivery Bed, tables, instruments
5 Observation (? IP) Beds, benches, table
6 Dispensary Medicine cupboard, table,
chairs,
7 Drugs store Shelves, fridge, cupboard,
table
8 Toilets Should separate
Male/female
9 Water source
10 Compound (waste dis- Incinerator, garbage pit,
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RSQA Checklists for Ql assessment of clinic
INFRASTRUCTURE

Both exterior and interior of building
are clean.

(Def: Clean means free of litter, dust

and bad odour. Otherwise not clean.)

39@@30%39@3@1% 3 E883§83§ 83883
1 % g BUYS | YES | NO | NOT APPLICABLE
RN . fa (eoo(f)agl&ﬂ)

Procedure room is clean.
(Def: Clean means free of litter, dust
and bad odour. Otherwise not clean.)

Procedureﬁloeﬁewowa§:wé
2 w§ﬂ8:e§wéu YES NO |NOT APPLICABLE
(o g, g ortelttet—e mg o _ ¢ ( coc)
sgegoowcgg%?%m. 33§, co[_choach)ooo@ ©200080C0
©2 FEODVYMIGPE PSS GPIKE I,
sx?:cﬂo:
o C C c Q C C
6§)[3C:| o201 ogoqecrgooc&lce
20§ qc:ol )

Procedure room has light source.
(Def: light source means sufficient
natural or electrical light when pro-
cedure is performed in day or night)

T @ Seao <,
C\D§'CJ 003 OO? Q [QPOG ’.')399§o

JL
3 eple sgcoésespéemocc::go sﬁpoén YES NO NOT APPLICABLE
(398(3305 %an% 0: sgmézespc (@ooo%an%&ﬂ)
C [o] c
GONDCIPD &s s8200562 6§ cePA0l
cc@6151 céc&z? #561@
QPOC§: COOGIOICHCE$T20RMD VIO
L ¢t ¢, ot c Q
F2COCEE)C :)geo?oo) qmoom@:/

ll
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Hand washing facility is functioning
(Def: Functioning means running
water and soap is available for both
providers and clients)

Q C

4 cuooeaooe@ooa oc 390800 QP30 YES NO |[NOT APPLICABLE
c Oo¢
G202 0Q qp., oeooooﬂo]w (eoaooa?c&)
(sgeoooagcaoqjm o>eoo:>°<ﬂoa S
ao:n@@o n) eeoeq Gc)):)CGgpcr)eeo°
oy ¢ » 9 Yol cuosaogoo Geﬁc
aoo Qo qq&c 3Cs ooaocuoapon)
5 . E)rlnklng watsrols avacljlglcalgi. . YES NO
20§,§|C:620D GODMDIVEEE)E§)RCOIORVI
6 ";:ézcmatecro'also 8% ?an'labele' YES | NO NOT APPLICABLE
0@PI:Q2EQ SOl (933(598861)
Vinyls and posters for health educa-
tion are visible to patients.
<, . . c eog, _¢
7 oqﬁ, @:)eel Slebal=IeH 390%00 U&C 3$C YES NO NOT APEL(I)CQABLE
oo:oooqp Hes) co@qp c&coop_% c§eP (0200580C0l)
ogcqooagoooaoc 0023200l
Procedures and guidelines are
avaiable for clinic staffs.
S S R U S S S |
8 o§ooeoqposaoggn C\?80§oé\)eoeg§q|m YES NO NOT APQPL(I)CQABLE
©OF0QPE § Ol (e200580C0l)
9 Toilet (4 types of safety)
saoo"[gléceoao 338200 oooogldba
(saeoaoooécsg‘? Qe] oaécol saﬂooml YES NO
326:Q0 ©0 VG co§c [§p_ao>oap_ou)
10 Patient waiting area
(Patient waltlng area/ chairs/ bench) NOT APPLICABLE
Q?oc;mcaoc c;oooc;ﬁssp ﬂ(ﬂw@u YES NO (6200553&0)
(0QC3 :Deoooo zLaooﬁs ﬂ@) '
ll OPD area for receptlon
(90090528 320040 0go8¢, NOT APPLICABLE
oql eoeq oe?ooe° oooeao° coR O YES NO S 3]
(e200080C0)

§ ?U)U)Q%U)CGODD G«?STJ

Sloopi
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12 Room for examination
(Private room for medical examination)
C ¢ ¢ O <
Spgooss0ag: folopdn NOT APPLICABLE
(m@cmsacgoooom 6lgC&CI oocoC YES NO c Q¢
S i ot L (©200533&0l)
G3Q:C§]|0PQ[R33228 F2CRUOODMB|OID: t
Q¢ Q. 3 ¢ <.
SCG20D CP§IVB000PY 2:20§,329§3
o 0 C
0} s5c§oloopd)
13 Pharmacy Store
c Q C
B30:0908 REYICEAEH (cs0:0 NOT APPLICABLE
o YES NO C o¢
Q Q (e200030C0l)
§oloopSi t
14 Delivery Room
c O <
eg5219§:§0l00pdN NOT APPLICABLE
YES NO Q o¢
(e200080C0)
15 IPD room
C co c
3038:09§90p206500E§|CloopS NOT APPLICABLE
YES NO ( S35
©200080C0
16 Dressing Room
0Q§2680:00p9E2003294:§|0l0p0! NOT APPLICABLE
YES NO C 0¢Q
(e2000390C0l)
17 Dispensary Room
[ C
R$oea0:603a335 ko0 NOT APPLICABLE
YES NO C o¢Q
(e200580C0l)
18 Room for Special Diseases
Q e .S Q ¢ .
coo¢(ogpe FQRBRYEIN CR§OQPE VES NO NOT APPLICABLE
ccloples) w:w§°ﬂ6]wl3_3|| (eoao%eSL&ﬂ)

13
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HUMAN RESOURCES

Doctors are available in this clinic?

8@@039%:9’3 aoepoe%eog ﬁ(ﬂoocuo:n YES NO NOT APPLICABLE
((:9:)308@(380)
Clinic Incharge is available in this
iy
o o s o YES NO |NOT APPLICABLE
3680:9§:60 Clinic Incharge ﬂ(ﬂoacuo:n (933053880)
L
2nd Clinic Incharge is available in this
clinic?
8cs029§260 2nd Clinic Incharge §0l YES NO [NOT APPLICABLE
20002l (eoacrgsx%&ﬂ)
. . . T
yedlcsgre avalla!ble in EhIS clinic? YES NO NOT APPLICABLE
3630:9§:60 Medic Clop ﬂdbamozu (900059880)
L
CHWs are avallable in this clinic?
C
330594390 op R0 §re00q3005203 YES NO |NOT APPLICABLE
(CHW) c;og qolooosl ( ¢ o¢ ,])
©20080C0O
EmOC workers are available in this
clinic?
8@@0:9@8@3 EmOC C\?(SOD’JZGOQ %’107 YES NO NOT APPLICABLE
20002:lI (eooorga%éo )
MCH workers are available in this
clinic?
8ca029§260 MCH cpdo00:603 §0 YES NO | NOT APPLICABLE
200028 (eoao%a?g&ﬂ)
AMW:s are available in this clinic?
8ca029§260 AMW 60 §oloocwosi YES NO | NOT APPLICABLE
(620058&4)
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9 | Pharmacists are available in this clinic?
8@@0:9%293 eao:cﬂ:ogjézqéo%ooéz
clep) YES NO NOT APPLICABLE
[o] c o¢
ﬂdloomozu (e200580C0l)
10 | Lab techs are available in this clinic?
8@90:9%:93 eoo%éa%:c@ésoqjé (lab
staff/microscopist)eoy §oloocoo:i YES NO NOT APCPL(')CQABLE
(eooooacgco'])
11 | Clinic Supervisors are available in this
clinic?
8@90:9%3@3 Clinical Supervisor cog 50101 YES NO NOT APPLICABLE
200028l (eoo(f)ac%&)'])
12 | Nursing aids are available in this clinic?
geao:a%@o Nursing Aid c\?éooozeog §°1
Soocons YES NO | NOT APPLICABLE
(eoa(f)a%f:o)
13 | Dental Care Providers are available in
this clinic?
8@90:9%:93 Dental Care Provider Q_pzﬁol YES NO NOT APPLICABLE
oloocoosi (eaocrgsx%cc:o'])
14 | TCM (Traditional Chinese Medicine) are
available in this clinic?
8ca0s0§:90 TCM (Traditional Chinese |  YES NO | NOT APPLICABLE
Medicine) eﬂozcicﬂoocoosu (eoocf)ac%éo )
15 | Volunteers are available in this clinic?
Qo N (y C o]
8650:9§:60 cO0P§D08008:6P: QI
vy wcjg"g" PSP YES NO NOT APPLICABLE
(833(595:)56])

15
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PART Il
REFRESHER
COURSE ON

COMMON
DISEASES
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GENERAL AND SYSTEMIC APPROACH
GENERAL APPROACH TO PATIENTS

When you receive the patient in the consultation room, take the following steps:

1. Greet the patient.

2. 2. Make the patient comfortable: invite the patient to sit down, or lie down if they
are very sick.

3. Give the patient privacy:

Make sure nobody else can overhear or see the patient during the examination.
If possible, there should be no more than one patient at the same time in the
consultation room.

One medic should carry out the consultation in a private room/ area.

Take special (privacy) care when doing a gynecological or genital examination.

4, Check for DANGER SIGNS (see below). If the patient shows any danger signs then
provide urgent and immediate treatment, consult the doctor and admit to IPD or
refer to hospital.

5. Take a history and look at their record book (lemma):

Main symptoms

Ask about any other symptoms

Medical problems - including any recent illnesses and treatment (especially
important for antibiotics)

Medication history - do they take medications including traditional medicine
Family history - e.g. if has cough and suspect TB ask if anyone else in the
family has been coughing

Smoking/alcohol - at same time advise them to stop/take less

6. Examlne the patient thoroughly including vital signs (BP, PR, RR, temperature,
Sp02) and weight.

7. Do any investigations that you think are appropriate e.g. CBC, malaria screen,
biochemistry etc.

8. Make a list of possible diagnosis and select the most likely (sometimes there is
more than one diagnosis).

9. Classify the patient as to whether they need:

Referral to hospital (DR-ABCDE first)
IPD admission (emergency room or IPD)
OPD treatment

10. Discuss with the doctor if the patient is unwell, the condition and treatment are
complicated or if you are uncertain.

1. Give appropriate treatment.

12. Explain to the patient (or the family) what is wrong with him/her and the treatment
you are going to give. If you do not know the diagnosis, tell the patient you do not
know (be honest), then explain what can be done to find out.

13. If the patient needs admission, but they need to go home, explain to them why it is
important for them to stay at the clinic e.g. ‘because you are very unwell and you
need strong antibiotics into the vein.’ If they still want to go home then give them
oral treatment if possible, and explain the danger signs to them and that they
should come back to the clinic immediately if they have any. Write what you said
to the patient in the lemma and that they have left the clinic against your advice.

17
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14.

15.

16.

17.

18.

Give preventative (see below) or screening care e.g. for children < 5 years old,
check their immunization status and for signs of malnutrition or anaemia.
If the patient is to receive OPD medical treatment and advice:
Give them practical instructions on how to take the treatment at home (if they
understand well they will be able to explain to you how they will take their
medication).
Give them the first dose of any oral drugs in the clinic.
Ask the patient to wait for one hour before leaving the clinic in order to make
sure the patient does not vomit the treatment.
Give advice on foods and fluids during illness, and hygiene (wash hands).
- Consider whether supervised treatment is needed.
Give follow-up care (see below). Ask the patient to return for a follow-up OPD visit,
if needed, and give a specific date. Also teach the patient and/or the family how to
recognize danger signs* (emphasize the specific danger signs for the disease). If
the patient develops danger signs, he/she should return to the clinic immediately.
E.g. if you diagnose a child with common cold or bronchitis, give follow-up care
health education to the family. Tell the parents to return to the clinic immediately
if the child develops difficulty breathing or fast breathing.
Write down briefly the patient’s complaints, examination (including vital signs/
weight), and laboratoryfindingsin the lemma. Then write down clearly the diagnosis
and the treatment in the lemma. Write if any preventative care/ screening given.
When the patient comes back for the OPD follow-up visit, ask if your treatment has
been effective and ask if the patient feels better. Continue or change treatment if
necessary. Assess the patient for any new problems.

ACUTE RESPIRATORY INFECTIONS

ARIs can be divided into

= Upper Respiratory Tract Infections (URTIs): Infections of the upper airways
which include the ear, nose, throat, tonsils or sinuses. Most of these infections
are caused by viruses (so do not need antibiotics) and last for a short time
only. The lungs are not affected. If the symptoms are severe and/or last for
more than a week, this may be a sign of a more severe bacterial infection or
influenza.

ear, nose, throat, tonsils, sinuses
= Lower Respiratory Tract Infections (LRTIs): lungs

Upper Respiratory Tract Infections (URTIs)

DEFINITION
Common cold is a mild URTI caused by a virus. It is very common and not dangerous.
In any community, a lot of people will have a cold at the same time.
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SYMPTOMS:

Nasal discharge or block, sore throat, cough, mild fever, lacrimation
c C C . . C < C
Sore throat - c\)geqpcsg?o@czl Lacrimation - eﬂooqp_ocql@cz

TREATMENT

Medical treatment
Treat fever with Paracetamol 0.5 -1 g 6-hourly and Sponging
= Chlorphenamine is effective against sneezing and itching of the eyes and
palate.
Clear the nose with NSS
Non-medical treatment
Rest and take regular oral fluids
Avoid contact with others to prevent spread
Cover mouth and throat whenever sneezing/coughing
Antibiotics not necessary if uncomplicated

Sneezing - §0qpSud(g&si Itching - 0o2:03[g Palate - 32063lE1 Avoid - eqpEoagS(gé:

SINUSITIS
SYMPTOMS

Nasal Discharge, obstruction AND

Facial pain

Increases when bending over,

Painful pressure either side of nose or behind forehead.

Usually no fever or milcd fevoer o cmc

Nasal discharge - &> 21 Obstruction - 00%|gc: Forehead - swsI Pressure
e ge - $o9p5g 5 $%

Bending over - Gﬂo%(rg%,s

Paracetamol and NSS drop

Amoxicillin Adult: 500mg TID; Child 25mg/kg TID for 7-10 days
If no response within 48 hours consider switching to Co-amoxiclav

PHARYNGITIS

DEFINITION
Inflammation of the pharynx (throat), it is very common.

SYMPTOMS
- Sore throat
Painful to swallow.
Throat > red.
Worse over 2 to 3 days and gradually relief within a week

19
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Note: if there is a grey membrane on the back of the throat > suspect diphtheria
TREATMENT

No antibiotics

Analgesia e.g. paracetamol

TONSILITIS

DEFINITION
Tonsillitis is an infection of the tonsils at the back of the mouth, which is most
commonly due to a bacterial or viral infection.

SYMPTOMS
- Severe URTI
Fever
Sore throat is worse on swallowing or turning the head.
Swollen neck glands
In severe form, painful and enlarged cervical lymph nodes
Pus may appear as white spots on the tonsils.
Viral tonsillitis gradually relief after 3 to 4 days.

Turning the head - Gé]é:&?é@é:, neck glands - méoé:s@(rﬁogqps, pus - @é,
white spots - era@uo)orc)qp:

TREATMENT

Antibiotics if suspect bacterial cause

Treat the fever

Drink plenty of fluids.

If the patient can eat and drink:

Adult: Penicillin V PO 500mg QID x 10 days
Child: Penicillin V PO 25mg/kg QID x 10 days

If allergic to penicillin:
Erythromycin PO x 10 days OR Azithromycin PO x 3 days
Adult: 500 mg QID 500 mg OD
Child: 8- 18 yrs 250 - 500 mg QID 20 mg/kg (max 500mg) OD
2-8yrs 250 mg QID 20 mg/kg (max 500mg) OD
1mth-2yrs 125 mgaQlD 20 mg/kg (max 500mg) OD
**Double dose in severe infection**

20
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If the patient cannot take tablets and cannot eat or drink
Admit to IPD
IV fluids and treat
Antibiotics as follows:

Adult: Benzathine Penicillin IM 1.2 Million U STAT
OR Benzyl Penicillin IV 1.2 g QID
OR Ampicillin* IV 1g QID

Child: Benzathine Penicillin IM 50,000 IU/kg STAT (max 1.2 million IU)
OR Benzyl Penicillin IV 25 mg/kg QID
OR Ampicillin 25-50mg/kg QID IV

Change to Penicillin V PO when the patient can swallow. Treat for a total of 10 days.

COMPLICATION
1. Peritonsillar abscess

Fever, intense pain, hoarse voice, trismus (cannot open mouth fully), tonsillar
swelling on one side which moves uvula to one side

TREATMENT:

Need surgical drainage
Antibiotics

2. Rheumatic fever

3. Acute glomerulonephritis
Hoarse voice - 3933@@5 trismus - olkoOm|0d 0590335@5" uvula - copad
3, 30009 VOM) S 3 Q)

PERTUSSIS

DEFINITION

Pertussis, also known as whooping cough, is a highly contagious disease that is
caused by the bacterium Bordetella pertussis. It is transmitted through inhalation of
droplets spread by infected individuals e.g. coughing, sneezing. Pneumonia can be a
complication.

SYMPTOMS
Initially mild ARI symptoms.
After one to two weeks, an inspiratory ‘whooping’ sound mostly at night
Vomiting.
Fever is absent or mild
After weeks or months, the symptoms gradually relief

21
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Isolate - a%:oa%é@ozooo:@&:, Maximum - :39@599, Prophylaxis - mocrgoS@E:,

. Q 0O c O _ ¢ omc
Contact with suspected case - GGP('ﬂ(?Sﬂ&R?(; G)(DOGﬂ@CS

DPITHEIRA

Diphtheria is an infectious disease caused by the bacteria Corynebacterium
diphtheriae. It spreads from person to person by respiratory droplets from the throat
through coughing and sneezing. The diphtheria bacteria produce toxins throughout
the body.

Tonsillitis with grey sticky membranes in the throat

High fever > 39°C

Oliguria, cervical oedema, enlarged cervical lymph nodes

Signs of haemorrhage e.g. purpuric rash, epistaxis, bleeding gums

Oliguria - s8¢ @g [%co, cervical oedema - cop_ooc e@oespc co, enlarged cervical lymph
nodes - cop_ooc cqoo@ [§c° Signs of haemorrhage - co3: ooo> 30Q0ORCDQI3I purpuric
rash - 39§®00

Epistaxis - §oeé]c 3603: oo[§co, bleeding gums - a303dscog: ()O@Co

COMPLICATIONS
Myocarditis (so: Gspc q@ @c )
Neuropathies (393qe P304
Renal failure (¢ ooooooqlmo)
Pneumonia (sc;aooespcespcﬂ

C C

TREATMENT
Immediate isolation.
Refer quickly
Start antibiotic

0 Adult: Benzathine penicillin IM 1.2 Million IU STAT

0 OR Benzyl penicillin IV 2.4 g QID x 7 days

) Child: Benzathine penicillin IM 50,000 IU/kg (max 1.2 million IU)
STAT

0 OR Benzyl penicillin IV 50mg/kg QID x 7 days

If allergic to penicillin: Erythromycin (Adult: 500 mg PO QID, Child: dose as for
tonsillitis)

PREVENTION

Vaccination
Close contacts
Quarantine and monitoring for 7 days
Check vaccination status
If less than 3 vaccines: give to complete course
If received 3 injections and had last injection was > 1 year: give a
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booster dose.

Quarantine - Isolation - OD°OD§8@3 (009} 8 onltorlng GO)’JC@&@C
Booster dose - ¢s03 ﬂ§®(ﬂm€3®3cw6é °c0O

INFLUENZA

DEFINITION

Influenza is a viral infection that can be very contagious. Often there is close contact
with someone who has similar symptoms. Different strains of influenza occur such as
the avian influenza (H5N1) and swine flu (HIN1). Common influenza is self-resolving,
but some dangerous strains can become pandemics (epidemic that spreads across
countries) and have high morbidity and mortality

Quarantine - Isolation - :D°oo§g n2000[3 s, Monitoring - G@DC@@@C
booster dose - cs0s ﬂ@eqlooc;:raocoooeoo%;w@&

SIGNS AND SYMPTOMS

Fever, muscle pain, headache.

Respiratory symptoms: cough, sore throat and runny nose
Diarrhea.

Shortness of breath (dyspnea)

Clinical pneumonia.

DIAGNOSIS
Clinical diagnosis

TREATMENT
Paracetamol
Antibiotics NOT required
Oral hydration

PREVENTION

The patient should
Wear a mask and cover his/her mouth with a cloth while coughing or sneezing
Wash their hands
Hand hygiene

Lower Respiratory Tract Infections (LRTIs)
Pneumonia: Fever AND Cough AND Abnormal chest sounds
Signs of serious illness

Age > 65 years

Fast breathing (RR > 30/min)

Cyanosis (gps&s[ac:)

confusion (2003eaqpspSi(at:)

23
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Low blood pressure (SBP < 90 mmHg or DBP < 60mm Hg)
High pulse rate (> 120 beats/minute)
Nasal flaring (s068lC:g[gE:), Chest indrawing (§€o005§E[g¢:)

Treatment (Not severe)
Oral hydration
Paracetamol
- Antibiotics; Amoxicillin 500 mg PO TID for 7 to 10 days
= |If patient is allergic to penicillin - Erythromycin 500 mg PO QID

| Note: In case of repeated attacks of pneumonia or persistent pneumonia [a-f'ter supewised. -

treatment) consider atypical pneumonia (caused by specific bacteria like Mycoplasma

| pneumoniae). Treat with Erythromycin or Doxycycline for 10 days.

In case of repeated attacks of pneumonia or persistent pneumonia (after supervised
treatment of amoxicillin and Erythromycin or Doxycycline) consider tuberculosis.

ANAEMIA

DEFINITION

Anemia is a condition where the hematocrit (Hct) or hemoglobin (Hb) is below normal
levels in the circulating blood (taking into account age, sex and pregnancy state).
When this happens, the risk is that the red blood cells are not carrying enough oxygen
to the tissues of the body.

Anemia can occur from:
increased red blood cell loss (e.g. hemolysis and hemorrhage)
AND/OR
decreased red cell production (e.g. nutritional deficiencies and bone marrow
depression).
C

Circulating blood - eogzcoéoor%e, Loss - 903836, Hemolysis - eag:i%a&c@@cz, Produc-
cC 9

. e __C O, - N LI’ .
tion - QPU)C\?OS:E, Deficiencies - QIIPO?@C% bone marrow depreSS|0n - GD°08C° Ca0

@38§é8@88

Normal Het/Hb levels:

Hb (g/dl) Het %

| Adult males | <135 - <41

| Adult females (non- | <12 - <36
pregnant)

| Adult females (pregnant)* | < 10 - < 30

| Note: some fall in Hb is physiological in pregnancy

Anemia is a common health problem in the tropics.
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Prevention:
Give nutritional advice
Iron and Folate tablets (NOT in Thalassemia)
Deworming the population regularly

CAUSES
ACUTE
Malaria (acute destruction of RBCs)
Acute bleeding (Gl tract, genital tract, artery damage in accident, pregnancy-
related hemorrhage e.g. PPH)
G6PD deficiency
Tropics - 339335:@333, destruction - qlorSoG): &, damage - oS?gcﬁcﬂcﬁo%:@&, accident
C . o [ C h °
- 6602500309, genital tract - qllsgoz:rao'k\)eze@ocz, population - cog:o, regularly - o

0%

CHRONIC
- Nutritional deficiencies (lack of iron (ferrous), folate or vitamin B12 in diet)
Worm infestation
Repeated pregnancies (mother anemia) s[o3oacma30So§esoné(gés
Prolonged breastfeeding without weaning foods (infant anemia) [gpSgadeoe
c0g):0 §0094]onp52000 (0309580 O3ndemgRes(ges (mecozcog:sm:c?ézeqo%)f)
Peptic ulcer
Alcohol excess saqnda0g§320gje20005053(g¢:
Thalassemia
Chronic bleeding, heavy menstruation gpa3eog: dedcondgpes(ges
Cancers
Chronic infections (HIV, TB)
Liver and kidney disease
Tropical splenomegaly 3203&:e320¢pioaéanneoy,qeaon conads(3:eapal
Aplastic anemia (bone marrow failure) §eogc:qdadannispds(Gs cagsaanigpSecepal
QERE
Very often anemia has more than one cause. Supplementing Ferrous Sulphate (FS),
Folic Acid (FA) and deworming can help many people feel better.

=" |ron &;.{:Ii;iency anemia

* Thalassaemia

= Hookworm/ascaris infection

®= Chronic bleeding, heavy menstruation

‘Microcytic’

= Hemolytic anemia

= Acute blood loss e.g. peptic ulcer
‘Normocytic’ = Aplastic anemia

= Anemia of chronic disease/infections
= Tropical splenomegaly

= B12/folate deficiency

‘Macrocytic’ = Hypothyroidism

= Alcohol excess
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Microcytic - eog saaoasao)ooeooocoa &, Normocytic - eog s@gwseox)oo?§,
Macrocytic - cogs qsgsaaoasgooo@oeoo Cs, Hypothyroidism - oo¢: alooeoooe§ 3@9@9_3
GO02GE0

CHRONIC ANAEMIA

Tiredness
- Affects ability to work

In children: reduced growth, delayed development

Difficulty breathing and palpitations when working or walking

Normal heart rate and respiratory rate at rest

Pallor (conjunctivae, palm of hands, nail beds)

SEVERE CHRONIC ANAEMIA
Hb <6
Extreme tiredness and weakness aogéseed: ce00§:(G: 320:5p5:(g¢:
Difficult breathing
Palpitations qcoo.ﬁs &
Very pale 3908§3980 [§|loo@| ecqp@@@c
Often heart murmur
Normal heart rate and respiratory rate at rest

ACUTE SYMPTOMATIC ANAEMIA - RAPID FALL IN Hb sa0q€aa(g§ Hb op|[gé: (e.g. acute
bleeding, severe malaria, PPH)
- Fatigue, tiredness &:cg(g¢:

Difficulty breathing at rest

Palpitations at rest

Pallor (conjunctivae, palm of hands, nail beds)

Fast heart rate at rest (adult >120/min)

Fast respiratory rate at rest (adult >40/min)

Low BP (systolic <100 mmHg)

Often you can hear a heart murmur.

ANAEMIC HEART FAILURE
Severe difficulty breathing at rest
Extreme weakness
Chest pain
Very pale
Acute pulmonary edema a2s005¢¢0&(gé:
Enlarged liver (hepatomegaly)
Increased jugular veins
Peripheral edema c[geondewoeqp(ge:
Ascites qu_]c g@c

DIAGNOSIS
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Clinical and Lab: Hb or Hct, CBC
TREATMENT
- EMERGENCY TREATMENT
- If signs of acute symptomatic anemia/ hypovolemic shock follow DR-ABCDE:

ASSESS FOR TREAT
=  Danger = Gloves for you
DR = Response — does patient - Safe plaCE for patient
respond? = Call for help
=  Any airway obstruction
=  Speaking
Airway =  Stridor = Oxygen
=  Secretions
= sSwelling
= Respiratory rate
= QOxygen saturations (Sp0O2)
= Pattern of breathing
2 =  Cyanosis
Si=anE = Azcessury muscle
useftracheal tug/chest
=  in-drawing
= Listen to chest
Pulse rate ®=  Put IV cannula (16G or 18G) —
Blood pressure take bloods e.g. Hct, CBC, MS,
Capillary refill time blood sugar etc.
=  Urine output ®  Fluid bolus NSS 1L (DO NOT
= Temperature GIVE if suspect heart failure)
Circulation ®= Crossmatch and transfuse
blood
= |f very low BP raise legs to level
above head
®* Try to stop the bleeding e.g.
compression of artery
Check dextrose = Give dextrose if low
Drugs/Dextrose =  Any drugs needed e.g. =  Give medications according to
antibiotics, paracetamol cause
= Review notes and charts
GCS ) = History, further investigations,
Everything Else Expose and examine all over treatment plan
body =  Transfer to maternity facilities
e.g. if miscarriage/abortion.

NON-EMERGENCY TREATMENT
Treat the anemia:
= Ferrous Sulphate (FS) and folic acid (FA).
- FS should be continued for 3-6 months after the Hb level has returned to
normal
= Vitamin C may help the body to absorb iron.
- If Hb < 6 /Hct < 18, discuss with doctor about transfusion.
- Anemic heart failure is very difficult to treat successfully. Prevention is
essential.
= All patients with anemia should be dewormed.
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TREATMENT DOSE

= Ferrous sulphate Adult: 200 mg TID Folic acid Adult: 5 mg OD

After 6 weeks treatment dose

0 Changeto prophylacticdose for atotal of 3 months (if Hb/Hct normalized).
= PROPHYLACTIC DOSE
» Ferrous sulphate Adult: 200 mg 0D Folic Acid Adult: 5mg/ week

TREAT THE CAUSE
Severe bleeding with signs of shock

= DRABCDE and refer
Ferrous sulphate and folic acid treatment dose after transfusion.

Malaria
Treat malaria
Give FS
Admit to IPD if there are signs of acute anemia / anemic heart failure, and if
severe or hyper.
PF Malaria
Severe anemia is very rapid, especially in children.
First cause of death in young children
If patient has severe or hyperparasitaemic malaria, give blood transfusion
) if Hb <7 or Het < 20 (WHO recommended)

Worms or anemia of unknown cause
De-worm
Give FS and FA treatment dose

Poor nutrition, pregnancy and breastfeeding
Give nutrition advice
Give FS and FA prophylaxis dose during pregnancy.
When Hct < 30%

0 look for sign of thalassemia or worms and give treatment dose FS and
FA.
If patient doesn’t response to anaemia treatment, consider Vit B12 deficiency.

Alcohol
advise them to stop/decrease if it is high.

Hemolytic anemia
It is caused by hemolysis (destruction of red blood cells).
0 Thalassemia and G6PD deficiency are common

PREVENTION
Provide FS and FA to all pregnant women in prophylaxis doses
Advice nutrition
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Prevent infections and treat early (especially malaria)
Deworm all pregnant women (after the 1st trimester)
Deworm in children

THALASSAEMIA

DEFINITION

Thalassaemia is a genetic disease caused by abnormal or decreased hemoglobin
production. Hemoglobin is found in the red blood cells, and is the part of the cell that
carries the oxygen needed for the tissues to work. On the Thailand-Myanmar border,
thalassaemia occur in approximately 10% of people.

Types of thalassaemia
= BETA THALASSAEMIA
= Alpha THALASSAEMIA

SEPTIC ARTHRITIS

DEFINITION

« Acute bacterial infection of the joints
Commonly affects a single joint but can also affect more than one joint (usually
asymmetrical).
Spread from the blood into the joint.
The most common organism causing septic arthritis is Staphylococcus Aureus.
However, Gonococcus can also cause infection in sexually active young adults
and Haemophilus influenza infection can occur in unvaccinated children.
Patients with other joint problems such as rheumatoid arthritis have a higher
chance of getting septic arthritis.

Asymmetrical - m@ooﬁmé:@%, Organism - (‘}:gozemoé,
Unvaccinated - morraoSeao:eo$:ooo:eoao

SIGNS AND SYMPTOMS

Adult
« Intense joint pain

Joint swelling and redness

Voluntary immobility of the limb with the infected

joint (pseudo paralysis)

Limping/ non-weight bearing (lower limbs)

Fever

Voluntary immobility - eméﬂozéeg?ec?@é:

Pseudo paralysis - Gzaomceézc;oaoopéigo")@o%e§

Limping - ecﬂgegc§[§5:
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Children > 5 years/Adults:
Admit to clinic
IV cloxacillin for 2 weeks, followed by P.O cloxacillin for a minimum of 2 weeks.
If not improvement after 3 day, add IV gentamicin for 5 days +/- ceftriaxone.
Drainage as soon as possible (may need multiple drainage)
Splint and rest the joint

Gonococcal arthritis:
Migrating joint pain
Fever
Skin rash (papular, pustular or vesicular with red base)
Pain in the back of hands/wrists and ankles (due to tendon inflammation).
Consider especially in patients with symptoms of STI
0 e.g. urethral or vaginal discharge, lower abdominal pain
Migrating joint pain - G&G@O&Gj 3aaoo°>§o[§<°::, Tendon - agglorg

DIAGNOSIS

Clinical
CBC, WBC usually raised in septic arthritis

TREATMENT

Successful treatment of septic arthritis requires
= early drainage of infected joint fluid
= resting of affected joint
= antibiotics

TREATMENT
IV Ceftriaxone until 2 days followed by P.O Ciprofloxacin for 2 weeks.
Add Azithromycin P.0 1g STAT dose (OR)
= Doxycycline P.0 100mg BID for 7 days

PREVENTION
Preventive antibiotics may be helpful for high-risk people
e.g. recent land mine injury

OSTEOMYELITIS

DEFINITION

Osteomyelitis is an infection of the bone which occurs most commonly in
children.

Bacteria spread through the blood stream to the bone from an infection in
another location, such as the lungs (pneumonia). Bacteria can also come from
local areas of infection, such as cellulitis, ulcers or penetrating wounds. The
most common bacteria in osteomyelitis is Staphylococcus aureus. When an
acute infection has not been treated well, osteomyelitis can become chronic
leading to bone sclerosis and deformity. Common sites of infection are the
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tibia, femur, humerus, and the vertebral bodies.
Osteomyelitisinvolving the vertebral bodies can also be caused by tuberculosis.

SIGNS AND SYMPTOMS

Pain in the bone

Local swelling, redness, and warmth

Fever

Back pain

General discomfort and malaise

Fracture without trauma

Drainage of pus through the skin (in chronic osteomyelitis)

DIAGNOSIS
CBC > Increased WBC.
Blood cultures to identify the organism.
Collect pus for culture from the area around infected bones by needle
aspiration.
= X-ray does NOT give diagnosis in the acute stage but may help in the diagnosis
in later stages.

TREATMENT
Prolonged antibiotic therapy
May require surgical debridement (refer to hospital)

PREVENTION
Early diagnosis and treatment can reduce transmission
Good appropriate wound management
Prophylactic antibiotic use in time of injury

Debridement - oooeicsoaosgooo"o)qp o%é 0050905@5
Prophylactic - (03j02C0200005620

NON-INFECTIOUS ARTHRITIS
There are many causes of non-infectious arthritis. The most common are
Osteoarthritis
Rheumatoid arthritis
Gout.
Note: It can be very difficult to decide if the joint is infected or inflamed. It is very
important to get a clear history. If in doubt, treat for both infection and inflammation
Doubt - 2da000[gd[gEs
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OSTEOARTHRITIS

DEFINITION

Osteoarthritis is chronic inflammation of the joints. This is caused by damage to the
cartilage. Once this cushion is damaged, the bony surfaces rub together and cause
the patient pain when the joint is used.

Osteoarthritis is caused by overuse of joints and so it is more common in older people.
Most common joints affected are the hips, knees, spine, feet and hands.

. o . o [0} N NN c O ¢
[Cgacrtllage - 3§38l Cushion - 32232000, Bony surface rub - sgeaoeﬂooc}:)@c@co ¢lepleplen
Cs

SIGNS AND SYMPTOMS
«  Chronic joint pain and stiffness
Joint swelling and deformity
Crackling noise on joint movement
Muscle wasting
Joint pain gets worse the more they are used throughout the day

Stiffness - Goooéooéz, Deformity - (‘,’_)o’)(ﬂcﬁ, Muscle wasting - cﬁooo:ogéogo:@&
Crackling noise - mqéq@mc@acﬁc@acﬁ@é:ﬁ (3‘9§=9°’S )

DIAGNOSIS
Clinical diagnosis.
X-ray (refer to hospital)

TREATMENT
Medication treatments:
= Paracetamol
Anti-inflammatory medication
e.g. ibuprofen, aspirin

Often pain relief is needed long-term
be careful of side-effects, especially in older people.
Non-medication treatments
Regular gentle exercise
To reduce stiffness and strengthening muscles and joints
Weight loss
Applying
local heat before, and cold packs after exercise
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RHEUMATOID ARTHRITIS

DEFINITION
In rheumatoid arthritis, the body’s immune system attacks the lining of the
joint and this causes chronic inflammation of the joints.
This often leads to severe destruction and deformity
Frequently more than one joint is affected in a symmetrical fashion
Common sites: Hands, feet, wrists, elbows, knees and ankles
Risky after 40 years of age.
Rheumatoid can begin in childhood

Lining - 3953:39@3(735, Symmetrical Fashion - §§o(ﬁ[§[8oq{@§[§€:, Destruction - qlorgo%:

SIGNS AND SYMPTOMS
Joint stiffness
worst in the morning,
gets better the more they are used throughout the day.
Swollen and warm joints
Joint deformity (usually obvious in hands)
Active and passive movements are painful and restricted.
Other features
Anemia, skin nodules, pericarditis, lung fibrosis, inflammation of the eye
(which can lead quickly to blindness).
Still's disease; joint inflammation together with skin changes and spleen
enlargement.

Active/passive movements -
Pericarditis - §.m°@mwooee~p qe:

[5¢:

DIAGNOSIS
Clinical diagnosis.
X-ray (refer to hospital)
Check Hb/Hct to rule out associated anemia.

c?o@c ), restricted - oo§a>ooooo°eooo
,lu ng fibrosis - sgaoooog&(cééooosaooo sﬂcqpo

r) C”
2
Cn
[+)]
0
Co

TREATMENT
The aims of treatment are to:
Relieve pain
Slow down/ stop joint destruction

Rul t < c <
ute ou —(SOOO?OOQ§

Non-medication treatment:
Regular gentle exercise
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Splints
Applying heat and cold packs

GOUT

DEFINITION

Inflammation of the joints caused by formation of crystals within the joint.

These crystals are made of a substance called urate. People with gout often have
high levels of urate in their blood which can be caused or made worse by certain
risk factors (see below). Patients often complain of very severe pain, redness and
swelling; commonly affecting the big toe. Gout is often misdiagnosed as septic
arthritis or cellulitis because attacks occur suddenly. The knees and other joints in
the feet are also commonly affected. Some people get only one attack whilst others
might get many attacks throughout their life. Most people are older than 30 years at
the time of their first attack.

Swollen and
inflamed joint

Uric acid
crystals

RISK FACTORS

The following risk factors cause levels of urate in the body to be high:
1. Alcohol

2. Obesity

3. Certain foods e.g. red meat, seafood

4. Medications e.g. hydrochlorothiazide, low dose aspirin

SIGNS AND SYMPTOMS
Severe acute joint pain
Red, hot and swollen joint
Fever
Nodules on fingers, toes and elbows (called tophi) - these happen late in gout
and can cause pain, press on nerves and damage joints
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COMPLICATIONS
Deformity of the affected joints, kidney stones (common), renal failure.

DIAGNOSIS

Clinical
Serum uric acid (UA) often high (Can still have gout even if UA is low).

TREATMENT

Medication treatment
Anti-inflammatory drugs
= |buprofen (Note: do NOT use aspirin)
If no response, give Prednisolone

Recurrent attacks, tophi or renal stones:

= Allopurinol 100-300mg OD (can be increased slowly to a max of 900mg 0D)
(aim to reduce blood uric acid levels to < émg/dl (0.36mmol/L).
Note: Do NOT use Allopurinol during an acute attack. Only start 3 weeks after
attack.
Important to take NSAIDs e.g. ibuprofen + allopurinol for first 3 months

If on hydrochlorothiazide for high BP change to other medication as this can be

a cause of gout

Non-medication treatment:
Rest and elevate joint, ice pack may be useful
Drink lots of water

PREVENTION
Weight loss
Avoid alcohol.
Reduce amount of red meat and seafood in diet.
Eat lots of vegetables.
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DIARRHOEA

DEFINITION
Diarrhea is a symptom and not a disease.

Acute diarrhea = an increase in the number (>3 times/day) AND loose or watery stools
passed over a period of less than 14 days.
Acute diarrhea can have many different causes (gastrointestinal infection,
food poisoning, surgical problems, or other diseases).

Chronic diarrhea = diarrhea duration more than 2 weeks
. oc . . oC C C
Period - @oqﬁ, Food poisoning - sao)osaaoooag@c:

DIARRHOEA WITHOUT BLOOD
- Stools are very liquid (watery diarrhea), many stools, and clear color (brown,
yellowish).
Fever and abdominal pain can exist but there is no blood or mucus in stools.
The clinical signs are mostly caused by dehydration.
The cause can be viral, bacterial (e.g. Cholera, E. Coli) or parasitic (e.g. Giardia).
Note: acute diarrhea without blood can also be seen in malaria.

Exist - 0205Q[8®wo2, Mucus - 333), Dehydration - cee20526:c[g005(ac:l Parasitic -
st & SR 8> Dehy 9 32035
L

History taking
- How many days has the patient had diarrhea?
How many times per day?
Is it watery or with blood?
Is there abdominal pain, rectal pain, feeling that haven’t completely emptied
bowels (tenesmus), fever or vomiting?

. C Q (o] o ¢ ¢
Rectal pain - 0883838[98 ®3?§’J, tenesmus - C?CDGIO)@’J

Acute diarrhea

DIARRHOEA WITHOUT BLOOD | DIARRHOEA WITH BLOOD (DYSENTRY)
= High fever
Si =  Sometimes fever = Moderate to severe abdominal
IEns = Slight abdominal pain pain
= Vomiting =  Vomiting
Stools =  Watery = Blood

. . [N co C . c C c C

Life-threatening - sawmss%qowﬂ@cs, Slight - 39§E,'pc:coo, Moderate - 320005320007,
. ocC C C N [o] C o C C

Sepsis - eogsaoooog@c: (eogsooeep(ﬂ(gs@‘i‘?@s 3300OC(JCe)

DIAGNOSIS
Important to evaluate and treat dehydration.
= stool-test can know virological, bacterial and amoebic causes
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= Fever > exclude malaria, otitis media, pneumonia, meningitis or UTI
= Abdominal signs (painful and distension) > exclude obstruction or perforation
= Chronic diarrhea (>2 weeks) > malnutrition and chronic diseases e.g. HIV

C C C e C [N . . C C C
Evaluate - 06:00, Exclude - o)g:o)o:[g:ooaoooo&, Distension - c;(soc:oocz@cz,
. o ¢ o C . C
Obstruction - oooa%@cz, Perforation - GLS]O’J(‘%)@CS

TREATMENT OF DIARRHOEA:

Follow these steps to diagnose and treat diarrhea:
Assess acute or chronic
Assess dehydration and choose a treatment according to the WHO criteria.
Think of syndrome: diarrhea without blood or with blood (dysentery).
Think the cause of diarrhea and decide antibiotics are needed or not.

Assess - ®o%eao:<ﬂ, Criteria - woﬁg;o%q_p%, Syndrome - Gep(ﬂcoogcuooog, Decide -
ag@o&ﬂ

Assess dehydration
Plan A Plan B: Plan C:
an A:
i Mild Dehydration Severe Dehydration
No Dehydration
2 or more of: 2 or more of:
. . Very tired or
General conditions Normal Agitated .
unconscious
Eyes Normal Slightly sunken Deeply sunken
Tears Present Absent Absent
Mouth and Tongue Moist Dry Very Dry
Not able to drink
) None
Thirsty Yes (too weak to express
the need)
. Goes back normally Goes back very
Skin pinch . Goes back slowly
(quickly) slowly

Treatment (Plan A)
To treat diarrhea at home and prevent dehydration
The patient has no signs of dehydration. Do not need to admit to clinic.
Oral Rehydration Solution (ORS) for at least 2L.
Extra fluids
ADVISE WHEN TO COME BACK
You should tell the family/patient that they should return if:
Passes many watery stools
Is very thirsty
Blood in stool
Vomits a lot
Seems not to be getting better after 3 days
Has a fever
Does not eat or drink normally.
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Treatment Plan B
The patient has signs of dehydration. Needs to be admitted to clinic.
Give ORS in the first 4 hours according to the table below.
Vomiting is very common especially in the first 1-2 hours

Weight | 16-29.9 kg | 30 kg or

more
5-14
* +
Age vears 15 years
ORS 1200 - 2200 - 4000

2200 ml ml

REASSESS ([g§copbod:od[gt:)

Assess dehydration and vital signs every 1 hour.

After 4 hours reassess, decide what treatment plan to continue:
> No signs of dehydration > plan A
> Some dehydration > plan B
> Worsening dehydration > plan C

Notes
Patients with watery diarrhea do NOT need antibiotics. They only need REHYDRATION.
Some condition may need antibiotics. E.g. Cholera, Giardia and dysentery

Cholera

DEFINITION

Cholera is an intestinal infection caused by the bacterium Vibrio cholerae. This bacteri-
um produces Cholera Toxin (CT), an enterotoxin which causes a massive outpouring of
fluid and salts (electrolytes) into the bowel. Cholera infection is transmitted through
contaminated water or food.

Cholera should be suspected
A child older than 5 years, or an adult,
Severe dehydration usually with vomiting
any patient >2 years has acute watery diarrhea when cholera is outbreak.

. . < NN . C C C o C
Massive outpouring - :nngpsgcoo?ogoo@c:, Enterotoxin - s@mese@ocso@cs 32900
c:, Contaminated - 620§ §)C:6009, Suspected - 252000|9OELS, Outbreak -
%QCt ted 34) Suspected CgQOtb k

sgom(ﬁga@[cfi(ﬁ@o%gos@&
L L L
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SIGNS AND SYMPTOMS
« Rice-water stools.
In severe cases
loss of 10% or more of the body’s weight
= hypovolemic shock, metabolic acidosis and potassium loss (causing
death)
Vomiting starts after the onset of (always painless) diarrhea.
75% or more of initial infections with V.cholerae may be asymptomatic
e N O c (Y e ey . . ¢ Oo¢
epleb) oe:ago:@cz, initial infection - esp(ﬂo)@o)qﬁ,

o

Rice-water stools - eo§eao:q
Asymptomatic - coopcmoe

Diagnosis, Treatment and Prevention
Clinical diagnosis
If suspect a case, refer for stool-sample test for V. cholera, to define outbreak.

TREATMENT
put in IV line, give Ringers Lactate 1L stat and refer to hospital immediately.

PREVENTION
Clean water for hand-washing and for cooking.
Avoid uncooked seafood.
Avoid eating leftovers food as this is high V. cholera growth

VACCINE
Vaccines for short-term protection (6 months). These vaccines should be
given in case of an outbreak situation.

. C C C C C C
Immediately - qloo@c:, uncooked seafood - © m@poooo:eooo OCQLVO®IQD3
leftovers food - sramemo(c:qu:l m:@&m:@ﬁqp:

DYSENTERY - DIARRHOEA WITH BLOOD
Two types of dysentery:

Bacterial Amoebic

Several types of bacteria cause dysen- [ Often not acute illness, less than 30% of
tery, the most severe form is Shigella. sufferers have fever.

Symptoms: fever, abdominal pain, te- Amoebae > the blood > peripheral (e.g.
nesmus, unwell patient liver) abscesses

Not possible to differentiate between amoebic and bacterial diarrhea without

laboratory stool investigation.

Several - saeﬁlzefu:eooo, Unwell - e-weooo&, Sufferers - é@osqogl@o%go:oaaﬁo, Abscess
¢ < . N C . .

- @@oop_oép Peripheral - sagt?saqp:@oeoao, Investigation - eepcﬂgpeg Cs
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ADULT PATIENTS AT RISK

Patient over 65 years old with no support at home to help them.
Malnourished

High fever »39°C

Signs of severe dehydration

Signs of confusion, seizures or coma

C o o Y . C C
Support - 32600005330 Malnourished - 32502066(gpd Confusion - newo€noé:,
. [N (o] NN
Seizures - OOOO@C:, Coma - G@GEEP ODOO(\)Q)@CS

TREATMENT
No FEVER

= Admit to clinic if the patient is at risk.

» Metronidazole PO x 5 days (5 - 10 days if liver amoebiasis)
> Adult: 750 mg TID

With FEVER
= Admit to clinic if patient is at risk.
Treat the fever with Paracetamol.

= Ciprofloxacin PO x 3 days:
Adults: 500 mg BID
If not better add Metronidazole

Note: if pregnant (ciprofloxacin contraindicated) give Ceftriaxone IM 1g OD for 3-5
days. Watch for complications abdominal distension, perforation, sepsis.

PREVENTION (Health education)
Wash hands with soap and water
Before eating, preparing food and
After visiting the toilet.
Breastfeed babies (exclusive breast feeding if <6 months).
Boil drinking water
Cook food well and keep it covered.
Use toilets. Clean carefully after passing stools
Do not use chronic antacid (like aluminum)
gastric acidity helps to fight bacteria

. . g oc c O c _c
Gastric aC|d|ty - 390)039@3908C3ﬂ @@DGQJCD(T)O)O)

COMPLICATION
- Septicemia,
Acute abdomen,
Amoebic liver abscess and
Hemolytic uremic syndrome (HUS)
Anemia, low platelets and acute renal failure
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Sanitation

Lorem ipsum dolor sit
amet, consectetur
adipiscing elit. Donec
Iaculls interdum
purus curabitu vguis.

Clean water
Larem ipsum dolor sit fl_

amaet, consecletur
adipiscing elit. Donec [
laculis interdum

purus curabliu vguis,

Hand washing

Lafem ipiwim dolor si
amat, contectotur
sdiplacing slit. Doned
imcubis interdum
prurus curabiitu vguis

DYSPEPSIA
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Diarrhea Prevention

S

N\

Vaccination

Lorem ipsum dolor sit
ametl, consectatur
adiplscing elit. Donec
laculis interdum
purus curabitu vquis.

Nutrition

Lorem ipsum dolor sit
amet consectatur

iaculis inlerdum

i
adipiscing elit. Donec ( ‘)/

P
. J £

purus curabitu vguis.

Breastfeeding

Lorem Ipsum dolor sit
amaet, consectetur
adipiscing elit. Donec
iaculis interdum
purus curabitu vguis.

O

Dyspepsia describes a number of upper abdominal symptoms such as heartburn,
acidity, pain or discomfort, nausea, vomiting, bloating, wind, fullness, early satiety or

belching.

Conditions associated with dyspepsia,

Gastro oesophageal reflux disease (GORD)

Peptic ulcer disease (PUD)

Gastritis, oesophagitis, pancreatic

Gl cancer
inflammatory bowel diseases

Hepatitis, Liver cirrhosis and biliary disease
Systemic diseases- chronic renal failure

Drug - Non-steroidal anti-inflammatory drugs (NSAIDs), Iron and potassium
supplements, Corticosteroids, Digoxin

Others - Alcohol, anxiety, etc.

GASTRO-OESOPHAGEAL REFLUX DISEASE

DEFINITION

Gastro-esophageal reflux disease (GORD) is caused by a weak sphincter (muscle)
between the esophagus and the stomach which means that the contents from the
stomach reflux into the esophagus causing a burning pain.
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Gastroesophageal Reflux

A
Esophagus _,‘

Lower Esophageal Sphincter

Lower Esophageal
Sphincter
Closed

RISK FACTORS
High Alcohol intake
Obesity
Eating spicy food
High caffeine intake
Heavy smoking
Pregnancy

Drugs e.g., NSAID, Steroid, Aspirin

Doxycycline

SIGNS AND SYMPTOMS

Diaphragm

Lower Esophageal
Sphincter
Open

Allowing Reflux

Heartburn aggravated by lying down, bending over or eating a high fat meal

Water brash (Hypersalivation)
Bleaching
Regurgitation

DIAGNOSIS
Clinical diagnosis
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GASTRITIS

DEFINITION
Gastritis is an inflammation of the stomach

CAUSES
High alcohol intake
Heavy smoking
Eating spicy food - 33@5@3:@33339@34{]9:
= H. pylori bacteria in the stomach
Prolonged use of some medicines
E.g. Aspirin, Indomethacin, Ibuprofen, high dose Ferrous Sulphate

SIGNS AND SYMPTOMS
Burning pain in the epigastric area
Nausea
Vomiting
Bulging
Feeling of fullness

DIAGNOSIS
Clinical diagnosis
If vomiting with blood: see gastro-intestinal bleeding

PEPTIC ULCER DISEASE

DEFINITION
- In peptic ulcer disease, epigastric pain can be very severe. Ulcers are often
found in the stomach (gastric ulcer) or in the duodenum (duodenal ulcer).
Often peptic ulcers are caused by infection with bacteria called H. pylori.
Medicines that reduce stomach acid like aluminum hydroxide may make you
feel better, but the ulcer may come back.

SIGNS AND SYMPTOMS
Burning pain in the epigastric area:
Gastric ulcer: pain worse with food (3a®o®o:qcc: ?ﬁo)
Duodenal ulcer: worse before meals and in the morning (empty stomach).

Pain may reduce with eating, but comes back 1-2 hours after a meal. (33000
o ¢ O

§i98 89)

Nausea, vomiting, loss of appetite.
Weakness and fatigue due to chronic bleeding.

COMPLICATIONS
= Acute bleeding
vomit brown liquid (like coffee)
fresh blood
melena (black sticky smelly stools).
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= Chronic bleeding

« Prolonged small amount of bleeding > anaemia

= Perforation (EMERGENCY)

- Can lead to peritonitis (hard, very tender abdomen), sepsis and death.

Perforation Treatment
= DR-ABCDE
Nothing by mouth (NPO - Nothing per oral)
IV Ampicillin + |V Gentamicin + IV Metronidazole
IV fluids - NSS

REFER THE PATIENT TO HOSPITAL IMMEDIATELY

Diagnosis: It is a clinical diagnosis. Examine abdomen to check for any pain/masses.
Look for anemia. Ideally all patients who suffer from peptic ulcer disease should be
tested for H. pylori.

TREATMENT
Lifestyle advice
Stop any exacerbating medications
Medication
De-worm

Lifestyle advice:
Try to reduce or stop: alcohol, smoking, spicy food, hot drinks, tea and coffee.
Avoid unnecessary prolonged use of analgesics such as Aspirin, Ibuprofen,
If long term medication absolutely necessary
e.g. steroids for nephrotic syndrome > Omeprazole 20mg OD
prophylaxis to prevent gastritis.
Stress relief

If GERD is suspected.
Avoid eating for 3 hours before bedtime, eat more but smaller meals, and do
not lie down after meals
Advise overweight patients to lose weight, reduce fatty foods.
Elevation of the head of the bed is beneficial in GERD suspected patients

Medications: (See detail in algorism)
Mild symptoms
Aluminium hydroxide 500 mg TID between meals at bedtime as required.
If the patients have sign and symptoms of GORD and Peptic ulcers
Omeprazole 20mg OD (more preferable) for 4-8 weeks
Cimetidine 400mg BD (or) Ranitidine 150mg BD for 4-8 weeks
Refer for investigation (if needed)



Village Tract Health Center Level III_

—
Dyspepsia
'."--- - - "-.
{ ‘Alarm’ Features \.
Weight loss
Anaemia

Persistent Vomiting

Dysphagia (Diffiuclt in swallowing)

Vomiting of blood {Heamatemesis) and/or melaena
Resent onset of progressive symptoms

Difficulty in swallowing

\- . Palpable abdominal mass /
Yes __‘} ( No %“:}
<55 years =55 years J
Refer Mild PU or GERD
Symptoms suspect Referto
—— —_— hospital for
endoscopy
Aluminum
Hydroxide ’
4 wks trial of
Omeprazole %:)—_
Symptoms Symptoms
resolve persist
No follow up Refer (or) consider

H. pylori eradication

= H. pylori is a bacterium found in stomachs. It resistant to acid and survive
in high acidic environment. Mostly doesn't know the patient is infected and
asymptomatic. It can cause gastritis or ulcers. It has also been linked to
stomach cancer.
Since the source of H. pylori is unknown. It can be prevented by washing
hands, well prepared food, and drink safe water.

H. Pylori Treatment

Triple Therapy (AMO - Amoxil, Metro, Omeprazole)
= Omeprazole 20mg BID for 10 days AND
= Metronidazole 500mg TID for 10 days AND
= Amoxicillin 500mg TID for 10 days
Follow by Omeprazole 20mg OD for 2 weeks
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HYPERTENSION

DEFINITION
HYPERTENSION, OR HIGH BLOOD PRESSURE (HBP) is a Systolic BP (SBP) 140mmHg
and/or Diastolic BP (DBP) 90mmHg (> 140/90mmHg).
Hypertension is a risk factor for stroke, heart attack, and renal failure.
The cardiovascular risks of HBP are greater if there are other risk factors such as
Age (>60 years)
Gender (males > females)
Poor diet
Smoking
High blood cholesterol
Diabetes mellitus and if the patient already has heart disease or kidney
disease.

MALIGNANT HYPERTENSION is very high blood pressure (SBP >180 OR DBP >110) that
acutely affects one or more organs » this is an EMERGENCY.
See below for signs and symptoms

PRE-ECLAMPSIA is a very severe condition in pregnant women with HBP near the
end of pregnancy. It can also occur post-partum. This condition is very different from
essential hypertension and treatment is also different. (See obstetric guidelines)

CAUSES
Most of the time (95%) the cause of HBP is unknown. It is then called ‘Essential Hy-
pertension
Only rarely (5%) can a cause be found. This is called ‘Secondary Hypertension’. Those
causes include:
1. High alcohol intake and smoking
2. Obesity
3. Pregnancy (pre-eclampsia)
4. Kidney diseases
9. Endocrine disorders of the adrenal gland or other glands
6. Medicines and drugs
Prednisolone
Contraceptives
Amphetamines (YaBa)
NSAIDs
- Salbutamol
7. Pain and anxiety
8. Congenital heart disease
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SIGNS AND SYMPTOMS
Most patients do not have any symptoms. Some patients suffer from headache, dizzi-
ness or fatigue. Remember to assess for complications of HBP.

COMPLICATIONS
Complications of ACUTELY high blood pressure (EMERGENCY)

Complications of CHRONIC high BP and poor BP control:

If patients have high blood pressure for a long time, then they may get complications/
symptoms below:
Peripheral blood vessels:
HBP may damage blood vessels causing pain in the legs when walking
(claudication).
Central Nervous System:
Stroke is a complication of HBP. Transient ischemic attacks and subarachnoid
haemorrhage are more common in patients with HBP.
Eyes:
- Damage to the retina which becomes more severe if the HBP is more severe.
This leads to poor vision but blindness is rare.

Heart:
There is a higher incidence of heart disease associated with HBP mainly
because of ischaemic heart disease. HBP puts a lot of pressure on the heart
and may lead to left ventricular hypertrophy (thickening of the heart muscle
so it doesn't work as well). Severe hypertension can cause left heart failure.
Atrial fibrillation (irregular heart rhythm) is common.
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Kidneys:

DIAGN

Kidney disease can cause HBP but chronic HBP can also cause chronic kidney
failure.

osIS

You can diagnose HBP only after abnormal values on 3 different days. This
may be difficult to do if the patient cannot follow up.

Sometimes high BP is only seen at one visit. Then the next visit the BP is
normal. This patient does not have a diagnosis of high BP.

HBP is a chronic disease and needs daily medicine. Follow up and medication
is very important for the life-long management of HBP.

Healthy adults should have their BP checked every 3 years.

How to take Blood Pressure
The patient should sit quietly for at least 5 minutes before measuring the BP (in the

sitting
on the

position). Measure the BP always on the same arm for the same patient (write
chart which arm you use). Measure the BP to the nearest 2mmHg. Do not write

measurements so that all readings end 0 or 5.

ASSESSMENT OF HBP

1.

N O EWN

Obtain accurate BP measurements 3 times at 3 different days for high BP di-
agnosis.

Careful history to identify risk factors/underlying cause.

Full examination to identify risk factors/underlying cause.

Urine dipstick for blood/protein/glucose.

Check a fasting dextrose on all patients.

If available, check cholesterol (total cholesterol, LDL, HDL and triglycerides).
In < 40 years old consider investigating for secondary causes of hypertension-
discuss with doctor.

TREATMENT
Explain to patient

Explain to patients that hypertension is a disease that may not have any
symptoms, but it puts them at higher risk for problems like stroke and heart
attack.

This risk can be reduced by lifestyle changes and in some cases medication.
The medication will not cure the problem but will decrease the risk. They will
have to take medication and follow up for the rest of their life.
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Lifestyle advice for all patients

Eat less salt
Healthy diet e.g. avoids fatty foods / eat more vegetables and fruit.
Lose weight if overweight or obese.
Drink less caffeine and other caffeine containing products.
= Alcohol: Advise the patient to stop or if unable to stop at least decrease.
= Smoking: Advise the patient to stop or if unable to stop at least decrease.
Exercise at least 30 minutes most days of the week.

When to start medication for HBP (see in the table below).

(If suspect HBP because of anxiety or because patient is unwell wait until the
patient is calmer or better and repeat).
Discuss with doctor all NEW cases of hypertension and treat using (see in the
table below).

= Only start medication if the patient has HBP 3 times on 3 different days. This
means that the high BP is likely not to be a single episode, and if the patient
follows up every week it is a sign that they will be more likely to follow up and
take their medications safely.
The patient needs to take the medication regularly; if they do not take it
regularly this can be more dangerous for the patient (especially with beta
blockers).

= Once BP is stable on one or two medications then continue the same dose.
If available, check an ECG before starting any new high BP medication. If there
is a complication from the medicine (e.g. bradycardia from metoprolol) then
you can compare pre-treatment ECG.

When following up

If the patient is not attending regular follow up then STOP the medication. It is
not good if the BP is going up and down because the patient is stopping and
starting the treatment.

Before increasing the dose or changing the medication make sure you check
that the patient has been taking the drug every day as instructed.

Before starting enalapril do a pregnancy test for females and baseline BUN
and creatinine if possible.

If BP too low with medication, then decrease the dose.

Offer annual BP screening for end organ damage and comorbidities.
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Table: Treatment Options According to BP Measurement

SBP DBP Treatment

Stage 1 hypertension:
Check for co-morbidities (diabetes, heart problems, kidney dis-

85- ease, previous stroke)

135-149 94 Investigate for end organ damage (kidney, heart, eyes).

Decide if BP medication should be started
Use protocol if you decide to start medication.
Stage 2 hypertension:
Check for co-morbidities (diabetes, heart problems, kidney dis-

150-179 95- ease, previous stroke)

109 Investigate for end organ damage (kidney, heart, eyes).

Calculate cardiovascular risk online calculator
Start BP medication

LOOK FOR ACUTE END ORGAN DAMAGE
eyes (papilledema, haemorrhage), pulmonary oedema, heart
failure, myocardial infarction (ECG) aortic dissection (check BP
>180 >110 | in both arms), encephalopathy, stroke, rapidly progressive renal
failure (urine dip-stick), eclampsia.
If have acute end organ failure this is a hypertensive emergency.
See treatment box below. Consider referral. Discuss with doctor.

No evidence of end organ damage
This is not an emergency (stage 3 hypertension)
Manage with oral BP medication
Start oral medication as per protocol and follow up next
day. Can admit to IPD if needed

Many high BP medicines are not available at SMRU.

ACE inhibitors (i.e. enalapril, lisinopril) are first line treatment for patients <55
years old. ACE inhibitors can cause kidney malformation in the fetus, so only
give with family planning.

Calcium channel blockers (i.e. long-acting diltiazem/nifedipine, amlodipine)
are first line for >55 years old.
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BP treatment decision aid (based on NICE clinical guidelines

Measure BP in clinic

/

v

BP less than BP more than 140/90 but \ BP more than
140/90 less than 180/110 180/110
. ¥
Look for complications f r i
Urine dip Heart failure Look for acute end
ECG Previous stroke organ damage
Pregnancy test Diabetes
i Dextrose Kidney failure -
Calculate Cardiovascular | High cholesterol (if
No BP risk online possible) Hypertensive
treatment emergency
Discuss with
doctor about
* referral
BP less than No treatment. v
140/90 Repeat BP again in 1-2 weeks Stage 3 hypertension
l Start BP treatment as
per protocol
BP more than 140/90 but
less than 180/110
No Treatment BP More than 150/95
. Repeat BP again in 1-2 weeks but less than 180/110
BP more than 140/90 but Stage 2 hypertension.
less than 150/95 Start BP treatment as
* per protocol
Stage 1 hypertension
y
Age >80 Age 60-80 Age <60
v v +

Consider starting based
on individual
risk/benefit discussion

Start BP medication only if one or
more of the following

1) Complications of high BP

2) Diabetes

3) Renal disease

4) Cardiovascular disease

5) >10% 10-year
cardiovascular risk

Start BP medication
if 10-year cardiovascular risk
is >10%

o1
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* Aspirin may not benefit patients with low cardiovascular risk because of the risk of
bleeding. The benefit of aspirin is higher if patients have known cardiovascular dis-
ease. Consider aspirin for the patient case by case.

BP medication protocol for SMRU*update

Other drugs like ace inhibitors and long acting calcium channel blockers are better
treatments for high BP but are more expensive. (Different BP medication guideline
that can be used if other drugs are available).

I Blood pressure =140/90mmHg

—

If BP >180/110mmHg, see Figure
62

L‘rss
Check for complications: Check for complicated disease: If pregnant:
Urine dipstick for blood/protein/glucose Diabetes, heart problems, kidney disease, previous stroke seg
Check fasting dexirose — obstetric
test (f appropriate) guidedines
Note: If there are any complications or associated dsease, am for BP <130/80mmHg
v
Check again on week 2, blood pressure sl No _
———————mm 2140/90mmHg Mo trestment
I ‘Discuss withthe !
: doctor about any : +Ym
I investigabons that | Check again on week 3, blood pressure s&ll No
| e | e
Yes I DISCUSSWITH |
Af patient has a specific : DOCTOR! H
disease, then consider starting 5 b e o o
the following medication:
Lifestyle advice
Diabetes: ACE-I AND
Heart Failure: ACE-I start Hydrochlorothiazide 25mg OD?
Renal Failure: ACE-I T
After stroke: Thiazide Re-check BP after 24 weeks: No | Continue Hydrochlorothiazide |
BP still 2140/90mmHg 25mg 0D
After heart attack: beta
blocker. (Do not use short *Yes
acting calcium channel blocker
like nfedipine). Increase Hydrochlorothiazide to 50mg OD
Re-check BP after 2-4 weeks: Nao Continue Hydrochlorothiazide | |
BP stil =140/90mm S0mg OD
1 Types of BP medications at Ho
SMRU: *Yﬁ
- Continue Hydrochlorothiazide S0mg OD
ACE inhibitor (ACE-) MACE-Iofmuockar’g
Enalapsil: start at 2.5 mg 0D,
increase by 2.5 mg until i
Tl dose 20 we G0 Re-check BP after 24 weeks: No Continue HCTZ and other
Beta biccker BP still 140/90mmHg = treatment dose
Metoprolol: start at 25 mg OD,
increase by 25mg until maximum ¥ Yes
100mg OD or less if bradycardia Continue Hydrochlorothiazide 50mg 0D
) Increasa ACE-l or beta biocker at each visit until
Thiazide BP controlled or the maximum dose.
HCTZ: start at 25mg OD and
increase to 50mg maximum +f
Calciym channel biocker Re-check BP every 2-4 weeks after a dose Mo Continus HOTZ and other
Nifedipine (only used in pregnant increase: » -
women) i BP =140/90mmHg Discuss with doctor o freatment dose
Amiodipine: start 5mg 0D,
increase unil maxmum dose
10mg OD Re-check BP every 1-2 months and
follow flowchart if BP increases again a—
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DIABETES MELLITUS

DEFINITION

Diabetes Mellitus is a syndrome caused by lack of insulin from the pancreas or re-
duced effectiveness of insulin in the body. This causes high blood sugar levels (hy-
perglycemia).

There are two types of diabetes:
Type 1 (about 10% of cases) usually starts in childhood and can only be treated
with insulin (oral tablets do not work).
Type 2 usually starts in adult life (>30 years), often have risk factors (see be-
low), can usually be managed with tablets. If severe, may need insulin treat-
ment.

Risk Factors associated with type 2 Diabetes are,

Positive family history

BMI> 23 and obesity

History of diabetes in pregnancy

History of malnutrition or low birth weight in the first year of life

SIGNS AND SYMPTOMS
Increased thirst
Increased infections: especially skin infections, UTls.
Increased urine output
vaginal infections (candidiasis) and TB
Tiredness
Symptoms of diabetic complications (see below)
Weight loss

Signs and symptoms of diabetes

Frequent Increased
U rinatmn Tﬁrst

Unexplained

Excessive
Fatigue

Blurred
Vision
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DIAGNOSIS

If someone has the above symptoms, you should check dextrose the urine dipstick for
glucosuria. To confirm the diagnosis, check glucose level in the venous blood.

TEST PATIENT HAS DIABETES IF:
RANDOM BLOOD | Check Glucose level at any time | > 200mg/dl (> 11.Immol/L*)
GLUCOSE of the day. It is NOT important if

the patient has eaten or not.

FASTING BLOOD

Check Glucose level in the

<126mg/dl (> Tmmol/L)

GLUCOSE morning: advise patient not to
eat food or sugar drink in last 8
hours (can have water).
ORAL GLUCOSE Check glucose 2 hours after > 200mg/dl (> 11.Immol/L)
TOLERANCE TEST drinking 759 of glucose

*Conversion formula for glucose: mmol = mg/dL+ 18, mg/dL = mmol/L * 18

COMPLICATIONS

EMERGENCY COMPLICATIONS: A diabetic patient can present unwell or in coma be-
cause the blood sugar is too high or too low.
**Remember that patients may present as an emergency without history of diabe-

tes**

HYPOGLYCAEMIA < 70mg/dL (3.8mmol/l), < 45mg/dL(2.5mmol/l) is severe

SIGNS AND SYMPTOMS

Sweating
Hunger
Tremor
Dizziness
Drowsiness

Aggressive/irritable

Confusion
Convulsion
Coma

TREATMENT

- If dextrose 45-70mg/dL.:
Give oral sugar solution (water mixed with sugar) or sweet drink to prevent
severe hypoglycemia.

- If dextrose <45mg/dL:

If able to drink give oral sugar solution (water mixed with sugar) or sweet

drink
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If unable to drink e.g. in coma: insert IV cannula and give Adult/Child: 5ml/kg
10% dextrose bolus, Neonate 2ml/kg 10% dextrose.
- After giving oral/IV dextrose re-check blood dextrose after 15 minutes to make sure
it is >70mg/dL

HYPERGLYCEMIA
There are two conditions that occur if the dextrose is high. Both conditions are emer-
gencies:

Diabetic Ketoacidosis (DKA)

DEFINITION: An emergency complication that occurs in type 1 diabetes (rarely in type
2 diabetes). It can be caused by infection, not using enough insulin, or other illnesses
that put a stress on the body. DKA can be life-threatening.

SIGNS AND SYMPTOMS:
- Nausea
Vomiting
Ketones smell (fruity smell on breath)
Dyspnea
Abdominal pain
Confusion
Coma
Death

DIAGNOSIS: To diagnose DKA there must be:
1. Hyperglycaemia: blood dextrose >200mg/dL (>11.Immol/L).
2. Ketones on urine dipstick.
3. Metabolic acidosis (bicarbonate < 15) (if available).

TREATMENT: - Give NSS:
Adult 1L over 1 hour.
Children 10 ml/kg over 1 hour (the risk of fluid overload is higher in children).

- Need insulin: discuss with doctor about referral to hospital
- Treat any underlying infections as a precipitating factor

Hyperosmolar Hyperglycaemia State (HHS)

DEFINITION: An emergency complication that occurs in type 2 diabetes. It can be
caused by illness, dehydration or not taking normal diabetes medication e.g. because
of illness. It causes severe dehydration of the cells of the body, and can be life-threat-
ening.

SIGNS AND SYMPTOMS:

Generalized weakness
Leg cramps
Visual problems
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Nausea/vomiting (less than in DKA)

Progresses to confusion
Neurological signs
Seizures
Coma

DIAGNOSIS: To diagnose HHS there must be:
Hyperglycaemia: very high blood dextrose e.g. >600mg/dL (>33mmol/L)

TREATMENT: As per DKA

NON-EMERGENCY (CHRONIC) COMPLICATIONS:
Diabetes Mellitus causes long-term damage to the body if it is not treated well:

Blood vessel (vascular) disease: stroke, heart disease, heart attack, peripheral vas-
cular disease (poor blood supply causing cold or painful feet), ulcers that heal slowly.
« Kidney failure: protein positive on urine dipstick.
Eye disease: cataracts, glaucoma, damage to the retina (patient complains of
blurred vision).
Nerve damage: numbness, tingling and sometimes pain in the hands and feet
(worse at night).
Feet problems: due to poor blood supply and numbness, diabetic feet are at
increased risk of infections and wounds.

TREATMENT OF CHRONIC SYMPTOMS

The aim of diabetes treatment is to lower the blood sugar to normal levels, which will
make the patient feel better and prevent long term damage. Note: Diabetes mellitus
is a chronic disease. The patient will need to take life-long treatment. They must be
able to follow up regularly for chronic care.

1. Explanation and advice

When you have made the diagnosis of diabetes, explain to the patient what diabetes
is. Tell them that there is no cure for diabetes and that they will have this disease
for life (except diabetes in pregnancy - see obstetric guidelines). Diabetes can be
controlled with diet, exercise and medications. There are drugs which can lower the
blood sugar and there are also life style changes that the patient can do to help lower
the blood sugar level.

2. Life style treatment
It is important for all diabetic patients to change their lifestyle. Some diabetics can
bring their blood sugar level back to normal just by lifestyle treatment.
Diet:
Carbohydrate
Eat starchy foods (lentils, beans, oats) instead of rice, sticky rice, bread or
noodles
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Be aware that rice and noodles raise the blood sugar.
If you can, choose wholegrain varieties (like brown rice if available or not
expensive), or eat potatoes with their skins on

Vegetables and Fruit
Eat lots of vegetable e.g. cabbage, pumpkins, cauliflower, mushroom,
watercress
Eat fruits that are less sweet e.g. pomelo, apples, lime
Eat less Fat
Try to steam instead of fry
Use chicken > beef > pork - remove fatty part and skin, remove fat from soup
Eat less Sugar
e.g. sweets, biscuits, fruit juices, soft drinks like coca cola, sugar cane, honey,
3in 1, sweet tea, Ovaltine/Milo
Eat less Salt
Reduce salt in cooking, less dry salty fish

Alcohol: Advise the patient to stop or if unable to stop at least to reduce

Smoking: Advise the patient to stop or if unable to stop at least to reduce

Exercise: Advise the patient to do some exercise - try to do at least 30 minutes every
day: e.g. walking, playing football, gardening.

3. Foot care advice

People with diabetes often have problems with the nerve and blood supply to their
feet. This causes decreased sensation in the feet. This means that they may not be
able to feel if they have trauma to their feet. Therefore, it is important for patients to
check their feet each day to look for sores, cuts, redness or any signs of infection. It
is difficult to treat trauma/infection in diabetic patients and the skin may heal very
slowly. If there is any trauma that is not healing or any signs of infection, they should
come to the clinic so that any infection can be treated early. To prevent trauma, make
sure nails are cut, wear shoes, especially comfortable ones, if possible.

4. Diabetic Medication

Start diabetic medication if the dextrose stick is >200 mg/dL (11.1 mmol/L), or lifestyle
treatment is not working. The diabetic medication will need to be started by a doctor
or senior medic.

Check that the creatinine and BUN is normal before starting metformin - discuss
with the doctor if it is abnormal. The aim is to make sure that the random blood sugar
levels are brought within the normal range.

There are many diabetic medications. If you have other medications available, discuss
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with the doctor how to use them. The diabetic medications available at SMRU are:

e T L T T L T T T T T Y R T T

Name of Drug START : MAX. NOTES Contraindications Side effects
R & DOSE . EIDOSE L oo ssss e rsee e e
METFORMIN 500mg BID i 2500mg Give with meals. ! Liver disease, renal } gastrointestinal side
i within 24 | Preferable for : failure, hypoxia (risk : effects better if :
i hours i patients who are i of lactic acidosis)  } taken with food. Can i
i : overweight i : give TID to decrease :
: : side effects. :
GLIBENCLAMIDE i 5mg OD 15mg OD i Give with breakfast : Patients who do not { can cause :
i i Elderly: i i i eat meals regularly, : hypoglycaemia if i
: 25mgOD : : liver/renal failure, : the patient does not :
: : : pregnancy : eat 3regular meals  :

Start with Metformin 500mg BID.

. After 1-2 weeks if glucose still high, increase to Metformin 1g BID (or 1g in the

morning and 500mg in evening). Follow up again in 1-2 weeks to see if the Met-
formin should be increased. Continue until you have reached the maximum dose
for Metformin. If the total daily dose is >2g/day, you can divide TID to decrease side
effects.

If the blood sugar is not normal on the maximum dose of Metformin, ADD Gliben-
clamide 5mg OD with breakfast.

. After 1-2 weeks, if the blood sugar is still high, increase to Glibenclamide 7.5

mg or 10mg OD. Follow up every 1-2 weeks to see if Glibenclamide should be in-
creased. Continue until you have reached the maximum dose for Glibenclamide.

. If blood sugar is not controlled, refer to a hospital or clinic where insulin can be

given.

If they cannot go to another hospital or clinic, continue the oral medication, but
advise the patient that they are at risk for complications of diabetes because their
dextrose is poorly controlled.

BLOOD PRESSURE MEDICATION

In diabetic patients SBP should be less than 130 and DPB less than 80 (BP <
130/80mmHg).

ACE inhibitor e.g. enalapril is recommended first line anti-hypertensives
in diabetes (beta blockers are not recommended because it decreases the
symptoms of hypoglycaemia)

ASPIRIN (ASA) THERAPY

Consider aspirin therapy (75mg/day) as a primary prevention strategy in patients
with increased cardiovascular risk (men >50 years or women >60 years and have >1
major risk factor.
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Note: Avoid ASA if recent history of gastritis, bleeding problem or less than 16 years.

5. Follow up consultation
The aim is to educate, achieve good blood sugar levels (normal range 70-140mg/dL)
and check for complications that are treatable.
When starting medication review the patient every 1-2 weeks until blood sugar
level is stable. Continue to inform the patient about diabetes and remind him/
her about diet and medication.
When blood sugar level is stable, review every month.
Educate the diabetic patient about eating frequent meals with solid foods to
avoid hypoglycaemia.
Warn every patient who is on medication about the symptoms of hypoglycaemia
and how to treat at home.
Educate the patient how to treat low blood sugar (drink a sugary drink/water
mixed with sugar).
Educate the patient on foot hygiene, make sure nails are cut, wear shoes
particularly comfortable ones if possible.
Examine feet daily for wounds, infection, if there is any trauma that is not
healing or any signs of infection they should come to the clinic so that any
infection can be treated early.

Ask if:

Symptoms: have they improved?

Complications: cold feet, numbness, vision problems (if present: show to doctor).
Have they had hypoglycaemia? Describe the symptoms (see below) and explain this
is because of low blood sugar.

Examine:
Every month:

BP, start anti-hypertensive medication if high Look at feet for infection, and wounds.
Test for numbness and check lower limb pulses. Dorsalis pedis (anterior foot) and
posterior tibial pulses (behind the ankle).

Figure Examination of dorsalis pedis pulse

Extensor hallucis —_— e £
longus \ ( \ /

Dorsalis pedis h ~ -{-.
artery uih 3]

Tibialis anterior | !f. \'

tendon | "
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Every 12 months:
Urine dipstick for protein (kidney damage)
Look for signs of heart failure.
If possible test vision in Eye Clinic to look for cataract.
Fasting lipid profile.

Random blood sugar level assessment

;..E-.L.aa-ﬁnn.-..u.-uu...-.5;-..7-.6";...1|a.é.r-ii.é.l'.a.tn...u...;.-.{..-i.éﬁﬁ;é.jﬁEu-..-E-.E.§-ﬁma}.a.tu.u.u..-...-.-u.-...-...“n..?..;-i..aua-'.i.{all-a.iuu..u.u..-..unu.u..:
i SUGAR LEVEL : (3.8-7.7mmollL) i (< 10mmollL) : (<3.8mmollL) i (> 10mmoliL)
FWHATTO DO ™ Continue same treatment ¢ "Treat hypogiycaemia ! Consider if patient has
i i i Check if patient is eating i diabetes emergency :

i regularly. i Increase medication.

i If yes: reduce medication : Find and treat

i If not: give education  Infections (e.g. UTI)

e e s Giive diet education

Random blood sugar level assessment

Note: Post prandial (after eating) dextrose should be < 180mg/dL. If high, need to con-
firm with fasting level.

DIABETES IN PREGNANCY

Pregnant diabetic women have higher rates of stillbirth, pre-eclampsia, prema-
ture labour and very large babies (or less commonly, very small babies) - see

Obstetric guideline for treatment and management.

PREVENTION See lifestyle treatment.
HYPOGLYCAEMIA

DEFINITION:

Hypoglycaemia: blood dextrose < 3.8mmol/L)

Severe hypoglycaemia: blood dextrose < 40mg/dL (2.2mmol/L)

Note: for severe malaria, dextrose < 40mg/dL (2.2mmol/L) is diagnosed as hypogly-
caemia.

CAUSES
1. Diabetic medication dose is too high especially Glibenclamide and insulin be-
cause both increase insulin in blood.
A diabetic person took his/her medication but then did not eat.
Malaria (especially in pregnant women and/or undergoing quinine treatment).
Other infections.
Non-diabetic medications e.g. beta blockers, aspirin poisoning, quinine.
Liver failure.
Adrenal gland failure (Addison’s disease - patients have hypotension, hypoten-
sion and electrolyte imbalance - common in advanced HIV and /or TB patients).
8. Tumour in pancreatic cells (Islet cell tumours cause increased insulin in the
blood).

NoUNWN



Village Tract Health Center Level III_

SIGNS & SYMPTOMS
Sweating
Feel Hungry
Tremors
Dizziness
Palpitation More Severe: Drowsiness
Confusion
Aggressive or Irritable Behavior
Convulsions and Coma.

DIAGNOSIS
Check blood sugar to confirm diagnosis.
Find the underlying cause (e.g. malaria).

TREATMENT
If dextrose 45-70mg/dL.:
Give oral sugar solution (water mixed with sugar) or sweet drink to prevent
severe hypoglycaemia.
Example: Glucose powder (15-20 g) as glucose drink or 150-200 ml of fruit
juice or 3-4 teaspoons of sugar dissolved in water.
If dextrose < 45mg/dL:
If can to drink: give oral sugar solution (water mixed with sugar) or sweet
drink.
If cannot drink e.g. in coma: insert IV cannula and give Adult/Child: 5ml/kg 10%
dextrose bolus, Neonate 2ml/kg 10% dextrose.
After giving oral/IV dextrose re-check blood dextrose after 15 minutes to
make sure it is >70mg/dL.
If on diabetic medication review the dose with a doctor. Treat any other cause e.g.
malaria, infection.

PREVENTION

Note: 15 g of sugar is needed to increase blood glucose approximately 36 mg/
dl within 20 minutes.

Educate diabetic patients about eating frequent small meals of solid food to
avoid hypoglycaemia.
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TUBERCULOSIS
DEFINITION

Tuberculosis is a contagious disease caused by Mycobacterium tuberculosis (and
occasionally by Mycobacterium bovis and Mycobacterium africanum), which are also
known as TB bacilli.

TB commonly attacks the lungs (pulmonary TB) but can cause disease in any part of
the body such as the lymph nodes, pleural cavity, bones and spine, brain, abdomen,
eyes, Genito-urinary tract and the skin (extra-pulmonary TB).

TB Transmission:

TB infection is transmitted by air. A major source of infection is a patient with pulmo-
nary TB who is coughing and whose sputum smear is positive (i.e. TB bacilli can be
seen in sputum microscopy). If an infectious person coughs or sneezes, tiny infec-
tious particles of respiratory secretion, which contain TB bacilli, are produced. These
infectious particles can remain in the air for a long period. Therefore, people in close
contact with an infectious person breathe in air containing infectious particles of TB
bacilli.

TB Disease: A person infected with TB does not necessarily feel unwell and such cas-
es are known as silent or ‘latent’ infections. When the lung disease becomes ‘active’
and symptoms develop, such cases are diagnosed with ‘TB Disease’.
« In HIV uninfected populations, only 1 person out of 10 TB-infected people
develop TB disease.
In HIV infected populations, the proportion of developing TB disease is much
higher. A HIV infected person has a 21-34 times higher risk of developing TB
disease than a HIV uninfected individual.

CLASSIFICATION
1. Pulmonary TB (lungs) - most common site
2. Extrapulmonary TB (outside lungs).

Common Less common
Pleural Lymph nodes (commonly in neck) Genital tract
Brain Kidney
Abdomen Adrenal gland
Pericardium (heart) Skin
Spine, other bones and joints.
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SIGNS AND SYMPTOMS
1. Pulmonary TB

The most common symptoms of Pulmonary TB are:
Cough of any duration*update (with or without sputum production)
Fever of unknown cause > 2 weeks
Weight loss in the past three months
Drenching night sweat

Other symptoms
Respiratory: coughing up blood, chest pain, breathlessness
General symptoms: tiredness, loss of appetite and secondary amenorrhoea.

If the patient has one or more of the above signs and symptoms, the case
should be suspicious of TB and investigation for TB diagnosis is to be carried
out.

Physical Signs
Non-specific and similar to other lung diseases.
General signs: fever, tachycardia, finger clubbing.
Respiratory signs: often no abnormal signs in the chest, may be crepitations,
wheeze or bronchial breath sounds.

2. Extrapulmonary TB
TB outside the lungs may present with the following:

TB pleural effusion
Chest Pain
Dullness on Percussion
Reduced or No Air Entry on The Affected Side
TB lymphadenopathy
Enlargement of lymph nodes
Usually in the neck and bilaterally.
TB spine or bone
Deformity
Chronic bone infection.
TB brain
Signs and symptoms of meningitis (headache, neurological deficit, loss of
consciousness).
TB abdomen
Ascites
Abdominal mass.
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DIAGNOSIS
If you suspect a patient has TB you should:
1. Assess for danger signs

RR > 30/min

PR > 120/min

Temp > 39°C

- Unable to walk

2. Follow the algorithms below depending on if the patient has danger signs or
not:

TESTS USED IN THE DIAGNOSIS OF TB

For Pulmonary TB

1. Sputum for microscopic examination of Acid-Fast Bacilli (AFB):
Called AFB as the bacilli are resistance to losing their color by acid
Need to collect sputum 2 days in a row
It is a simple, rapid and reliable test for sputum smear positive cases.

2. Molecular technique (MTB/Rif Assay called GeneXpert test):
Rapid result within a few hours if machine is where sample is collected
Can be used to see if the Mycobacteria is resistant to rifampicin - if it is
resistant it is a sign that it could be a multi-drug resistant TB (MDR TB)

3. Culture (growing bacilli in special media) (if available):
More specific test but results take longer (4-6wks), needs good technology,
skills and is expensive.

Used if:
Clinically suspect cases of smear positive and GeneXpert negative.
Confirmation of treatment failure.
Diagnosis of drug resistant TB (including MDR TB) together with drug
susceptibility testing.

4, Chest X-Ray: useful for smear negative pulmonary TB like pleural effusion,
miliary TB, and TB in children.
5. Tuberculin skin test: if positive is a sign of exposure to TB, it does not mean the

patient has TB disease.

For Extra-pulmonary TB:

1. FNAC (fine needle aspiration cytology) for 4, Thoracocentesis (pleural tap) and examination of pleural
lymphadenopathy. fluid: TB pleural effusion.

2. Chest X-Ray: TB Pleural effusion, TB Pericardiis. | 5. Lumbar puncture and examination of CSF: TB meningitis.

3. Spine and Bone X-Ray: bone and spine TB. 6. Abdominal paracentesis and examination of peritoneal
fluid: TB abdomen,

Note: Multi-drug resistant TB (MDR TB) is already a problem in the border area.
Diagnosis and treatment of MDR TB should be integrated within a TB program.
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Figure: Managing a TB suspect WITHOUT Danger signs

Cough >2 weeks, fever, weight loss, night sweats

NO DANGER SIGNS

:

Thorough history and physical exam

: :

Suspicion of Pulmonary TB: No suspicion of Pulmonary TB:
Sputum test (2 smear test, 1 Refer to appropriate centre
GeneXpert test)

: :

Positive by smear and/ Negative smear and
or Xpert: Xpert:
Treat for TB Treat amoxicillin x 7days

! :

Improved: Not improved:
No TB Do CXR

: !

CXR suggestive of TB: CXR not suggestive of TB:
Treat TB based on clinical No TB, refer for investigation of
judgment other diseases
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Figure: managing a TB suspect with danger signs

HIV Negative: Cough > 2 weeks
HIV known or highly suspicious case: Cough of any
duration, Fever > 2 weeks, weight loss, night sweats

**PLUS DANGER SIGNS**

Treat for pneumonia and investigate for TB:
1. DR-ABCDE treatment

2. IV antibiotic (see p.xx)
3. Consider PCP treatment (if HIV positive)
4. Sputum exam (2 smear tests and 1

GeneXpert test)
v A J
Positive (smear and/or GeneXpert): Negative Smear and GeneXpert:
Treat TB 1. Complete antibiotics

2. DoCXR

3. Reassess for pulmonary TB

A 4 A A
CXR suggestive of TB: CXR not suggestive of TB:
Treat TB based on clinical No TB, refer for investigation of
judgment other diseases

Danger signs are
RR > 30/minutes
PR > 120/minutes
Tem > 39°C
Cannot walk

TREATMENT
TB can be cured by using effective treatment regimens.
1. Daily ingestion of anti-TB drugs without interruption.
2. Multi drug therapy (4-5 drugs).
3. At least 6-8 months duration of drug therapy.
4. Use of quality drugs.

FIRST LINE ANTI-TB DRUGS AND RECOMMENDED DOSAGES
(see tables below for weight-based dosage as an example)

EE R R R N N R R R N N N N R A AR SR NN N A AN AN IR IS SISl ENIEIE SRR mn e

Dallv treatment (mg/kg}

erereeeeee e CTITEN (<30 k) G Adult
= lsoniazid (H) : 10 (10-15) : 5(4-10)
leampn:m {R) .:15{1020]:10{820] .:
PyraZInamlde{Z}35{3040]25(2030}
Streptomvclntsjcls ,15 .:
: EthambutoI{E}20{1525]15

L P |

Note: Consider age, body weight, existing liver or renal diseases, pregnancy and
previous history of TB treatment before choosing a treatment regimen and the dosage.
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Early screening and taking effective treatment can break the chain of
transmission.

It is strongly advised that those patients who are coughing for more than 2
weeks or have other signs and symptoms suspected of TB should undertake TB
screening as early as possible.

TREATMENT REGIMENS WITH TB DRUGS:

The preferred standard short course regimen according to WHO guidelines:
New Treatment Case - Category |

Initial Phase Continuation Phase
(2 months) (4+ months)
Sputum positive
Sputum negative HRZE x 2 months HR x 4 months
Extra pulmonary
TB Boneljoint HRZE x 2 months HR x 7 months
TB Meningitis HRZE x 2 months HR x 10 months

H = isoniazid, R = rifampicin, Z = pyrazinamide, E = ethambutol

Note: May need to extend Initial phase 1 extra month with HRZE if sputum smear ex-
amination after 2 months of treatment is still positive.

Re-treatment Case - Category Il

Sputum positive, Sputum negative, or Extra pulmonary

Initial Phase (3 months) Continuation Phase (5 months)
If less than 5 months of E in the | SHRZE x 2 months HRE x 5 months
previous treatment Then HRZE x 1 month

If more than 5 months of E in SHRZE x 2 months
the previous treatment Then HRZE x 1 month

S = streptomyein, H = isoniazid, R = rifampicin, Z = pyrazinamide, E = ethambutol

5 HRZE x 5 months

Note: May need to extend Initial phase 1 extra month with HRZE if sputum smear ex-
amination after 3 months of treatment is still positive.

IMPORTANT
Drug adherence and completion of treatment is essential in order to prevent
treatment failure and developing Drug Resistant TB (DRTB).

Special considerations in treatment:
Pregnancy
- Patients should avoid getting pregnant during treatment.
Rifampicin makes oral contraceptive pills less effective. Use other form of
contraceptives e.g. injection Depo-Provera.
If pregnant: streptomycin is contra-indicated as it can cause deafness to the
baby. Use ethambutol instead.
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EXAMPLES OF NUMBER OF TABLETS OF ANTI-TB DRUGS ACCORDING TO WEIGHT
Sample regimens (Category I) with separate anti-tuberculosis drugs in Adults

TEEEEEIEI R ENEREEEEESIEIEIEEERESSEIEIEIERTEERRRI RIS

WEIthang

5 4 A S RS 1 SSSSS A B B 5 S R 5 Y S

el Brae s By g s R i
: H 100mg I15 125 : 135

! R 150mg ¥ i3 : i5

¢ Z400mg 12 i3 : i 5

i E 400mg : 1.5 12 : 135

i S 1g (in TB meningitis) : 0.5 : 075 : i1
"ContlnuatlonPhase-Dally- - -

: H 100mg t15 125 i3 i35
! R 150mg ¥ i3 i 4 i 5

H H - . H H
Pansssssssmsasassssasasninssasannsnsninssannanansnsnsnsndhanssniarasanasnssasnsnsalonsasnsnsnsnnsnnnsnsnsnsdfuanansssnsnsanananasiasashonsssnasasnsnnnanannsasnl

Sample regimens with fixed-dose combination of anti-TB drugs in Adults 2HRZE+4HR
or 2HRZE+10 HR

FE R P ETR
: Intensive phase

£

T T oy e R e S
i i ; i i i.49 :.54 i i i
: JRHZE : RHZE150-75- &2 ) F2% i3 B B P4 ;5 :
OO A SO SO SO ST O O SOOIV ST UTR SU O TE-SOPPTRRRE
i Continuation phase i
T I U & S S+ S & S S
: (10HRfor TB : RH 150-100 F : i | i1 3 | i : i1

! meningiti : 5 : : : : : : : H
ﬁnnu-u'g-u?-l-nn!u---unun-nnn-n--E---n--uu.--‘-+unnn-nu'h--n--u--.--1.-n.-n-un‘uun-u.--‘nun.-.-onn‘nn-unn----’--u I

Dosage of anti - TB drugs (number of tablets) in children according to weight bands

N R AR
H

Body weight bands (kg)

Isoniazi Rifampicin Pyrazinamide Ethambutol :
i (100mg tablet) : (300mg tablet) : (500mg tablet) : (400mg tablet) :

P <5 i 05 :0.33 : 33
E-l"l"l«uuu"l-ulcuuunl-ul-""uul-u!unlnlu|""l"lu|""l?-u|u"l|--u"||u"lul"n- BiSEEEEE SRR B I RN ITLLL L]
RS S BP0  SOUUTPRTTTNS- . RTE I ¢

PREVENTION & VACCINE
BCG Vaccination for children
« Routine vaccination to all infants in an area with high TB prevalence is
recommended:
- It protects against severe forms of TB such as meningitis, miliary TB in infants.
- Vaccination lasts for 15 years in well-nourished children.
- |t is safe to give in HIV infected children but is contraindicated in active AIDS.
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Maintaining Good Hygienic Practices
Always cover mouth and nose with a tissue or handkerchief when coughing
or sneezing.
Keep doors and windows open during the day to provide ventilation and
sunlight exposure.
Spit only into a container.
Proper disposal of excreta (sputum, saliva) from TB patients (burning, dumping
in a pit).
Keep good personal hygiene - regularly wash hands, take showers, wash
hair, wear clean clothing, cut nails.

Improve Fitness
Enough sleep
Healthy diet
Physical exercise
Do not smoke.

DRUG SIDE EFFECTS

Approach to drug side effects:

1. Identify responsible drugs.

2. Rule out other possible cause e.g. scabies for itchiness, viral hepatitis for
jaundice.

3. Evaluate risk of side effects versus the consequences of treatment interrup-
tion.

4. Minor: encourage the patient to continue anti-TB and symptomatic treatment
e.g. chlorpheniramine for itchiness, paracetamol for joint pain, advise the pa-
tient to take their medication at bed-time.

5. Most minor side effects are resolved within 2-3 weeks.
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Figure: Side effects of TB drugs

SIDE EFFECTS [ELRTRTRT) llllglEécgﬁ&lélllﬁtélllllll lIll:‘llIlNllTllEllﬁﬁEﬁﬁalﬁ RN R R RN R RN AR RPN AR R R R AR R AR
CSAGENT i

Orange-red urine & Rifampicin

.'Explanatlon and enoouragemeni 'no harm, normal slammg
i from drug
Illllllillll!lllllllllllIlllllllllllIlil‘lllllllIlIllIllllIIIIIIIIlllIIllIlI:llllllllilltllllllllllllllIllllIIlIllIIillIIllIIIIlIlIIllliIItlIlIllllIIlllIlllllllllll.

: Peripheral neuropathy soniazid : Prevention by taking vitamin B6 (pyridoxine) 10mg O
! (early symptoms: ! prophylaxis.
i paraesthesia, then i Treatment — 100-200mg of vitamin B6 daily (high dose may
¢ prickling and burning in reduoa the effectiveness of isoniazid)
: feet, later in hands) : :
I ‘Hepatitis (Jaundice) ¥ descending order- ' Stop treatment. :
i I 1. Pyrazinamide ! Start re-introductory schedule when signs and symptoms of
2. Rifampicin i hepatitis are resolved.
3. Isoniazid ¢ In case of recurrent hepatitis or severe hepatitis — use
: alternative treatment regimen SHE x 2 months + HE x 10
: months

Wi lnnunnunnunnnnunn S e D Y CEC LT

Ethambutol : These symptoms are reversible a few weeks after stopping.
i PA dosage of 15mg/kg is generally safe to use. However, if
¢ optic neuropathy is established, it is not reversible.

'l."“"'“l“ - 'U

GEEREEREEE RERERREE G

'lnnunniunuunin B R

¢ Impaired vision [Eye}
i (Early signs: blurred vision,
¢ decreased visual acuity,
: red-green blindness)
L N R T TR TR TR TN TR TR TN
¢ Vestibulo-ototoxicity
: (Ear)
: (At early stage: dizziness,
i vertigo, ear ringing)
! and renal toxicity

Streptomycin ¢ Reduce dose according to weight of the patient. If it does not :
i work, may use alternate day injection of 3 times per week. i
: If persistent or side effects getting worse— may stop
i streptomycin.
! In elderly patients and patients less than 35kg — 500mg
i dosage is safe and effective.
g lf deafness is established, it is not reversible.

All agents in Minor (itchiness and rash): symptomatic treatment with
descending order: chlorphenlramine and Calamine lotion

Streptomycin  Severe Steven Johnson Syndrome (fever rash, muco-
Ethambutol i cutaneous eruptions): stop treatment. Start re-introductory
Pyrazinamide ¢ schedule when the symptoms are resolved.

Rifampicin :

Isoniazid

5n|||n||||u|||n||||n TR LRI

¢ Skin manifestation or
: genarahsad
i hypersensitivity

b wn =

Pyrazinamide ’s;«mpmmat.cuaamem with paracetamol (of ibuprofen if
i not better with paracetamol alone), usually resolves after 2
weeks

ive after small meal

Sympl-::-matlc treatment: omeprazole or metoclopramide. :
i Administer 2 hours before or 3 hours after TB medication
g lgi;;élkl:l;;;.;u;;lll LIEIRINIa T RIN]] §I Ié}lf;ll-;.lléilcli;-:l IR RIRI R RIA L) Ilglléll;ipl'lrlilfg ;Hﬁ?llclilr;: I-“Iell;;;-lll-lelilrll;lulalulgél Irli;;;.':llpl'ia;;lélé;ilﬁl.l LIRIRIRTR]] II-IIg
! acute renal failure i
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Rifampicin

:llullnull|u||||u|||" TR TR TN T

: Gastrointestinal upset
: ¢ (nausea, vomiting and
i abdominal pain)

-
L T T Y T TR T
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MALARIA

SMRU Malaria treatment guidelines summary

I. P. falciparum resistance to artemisinin is spreading so treatment failures may
become more common. This guideline will explain how to manage malaria that is
not responding to treatment with either RDT (cannot monitor parasite clearance) or
malaria smear (can monitor parasite clearance)

Il. Primaquine is an important drug in the treatment of malaria. However, the treatment
regimen and the risk for adverse effects are very different between the doses used
for P. falciparum and P. vivax.

A. Primaquine decreases P. falciparum transmission by killing gametocytes,
so patients with P. falciparum infection should receive single low dose primaquine
given as a single dose.

B. Primaquine decreases P. vivax transmission by killing hypnozoites (dormant
stage in the liver) and preventing relapses, so patients with P. vivax infection should
receive daily high dose primaquine for radical cure for 14 days.

lll. There is now evidence in P. falciparum research that pregnant women can receive
the same treatment (ACT) as non-pregnant adults. There are a few exceptions:
A. Do not give primaquine or doxycycline in pregnant women. Doxycycline may
be used with quinine only if there are no other options.
B. Pregnant women have high risk for treatment failure with COA and should
receive a longer course (5 days).

IV. For P. vivax in pregnancy, after completing the treatment for the acute infection,
give CQ prophylaxis to prevent relapses. Multiple P. vivax episodes during a pregnancy
increase the adverse effects to the fetus such as miscarriage, preterm birth, and
small for gestational age.

V. Tafenoquine, a new single dose anti-relapse treatment against P. vivax and P. ovale
has been approved in Thailand but is not easily available.

n
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Malaria treatment summary

Uncomplicated P. falciparum
malaria in pregnancy, post-
partum and congenital malaria

malaria.

Treatment of P. falciparum malaria in pregnancy, post-partum and congenital

Treatment:

Uncomplicated, hyper and severe malaria treatment
is the same as for non-pregnant persons.

Uncomplicated P. falciparum malaria in adults, children and infants > 1 month

Diagnosis: RDT or malaria | Definition: [ Presence of asexual parasitaemia
smear Can sit, eat or drink alone without

signs of severity or evidence

(clinical or laboratory) of vital

organ dysfunction.
Treatment: Ist line: DP or AND Single low dose PMQ on the first
COA day of treatment when possible.
2nd line: ACT,
or quinine

or artesuna-
te-based treat-
ment.

If the patient has another P. falciparum infection < 63 days (treatment failure), use a
different ACT from before or use a quinine or artesunate-based treatment. (**WHO
malaria treatment guideline defines treatment failure for P. falciparum malaria as
malaria infection < 28 days after a treatment for malaria. **)

No Doxycycline in children <8 years unless there is no other available option.
Pregnant women have high risk for treatment failure with COA. Use COA 5

days.

Do not give doxycycline or tetracycline in pregnant women unless there is no
other available option.

Do not give single low dose PMQ in pregnant women or infants < 6 months
including neonates with congenital malaria.
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P. falciparum malaria not responding to the treatment

Clinical situation is not improving while
on treatment
OR
If only RDT is o the_patient comes back vs_/ithip 1-2 vx_/geks
. Definition: with fever and the RDT is still positive
available -
(may be positive for 2 weeks from the
Diagnosis acute infection so cannot know if parasite
was cleared)
If malar- While on treatment the parasite count is
ia smear is Definition: increasing, or the parasite count is not
available being cleared

P. falciparum malaria not responding to the treatment (treatment failure)

If only RDT available (i.e. at malaria post):

New or worsening clinical signs may not be from resistance.
Consider other causes. Confirm that the patient finished the
full treatment. If you are not certain the patient completed a full
treatment, give it again but supervise the treatment.

If you suspect the patient is not responding normally to super-
vised treatment, refer to the hospital. You may also call SMRU
for advice.

If malaria smear available:

Management Increasing parasitaemia: If parasite count after 48hours is
and more than on admission, change to a second anti-malarial that
Treatment is different from the current treatment and ADD quinine IV/

IM (if signs of severe infection) or oral if uncomplicated. Add
tetracyclines or doxycycline or clindamycin if oral treatment
possible.

Decreasing parasitaemia but not clearing after 3 days:
Change to a second antimalarial that is different from the
current treatment and ADD quinine oral (or IV/IM if oral not
available) and tetracycline or clindamycin.

When P. falciparum is not responding to artemisinin-based
treatments, consider quinine because it is likely that the P.
falciparum will be sensitive to quinine (Q7T7 or Q7C7).

WHO malaria treatment guidelines define treatment failure for P. falciparum
malaria as malaria infection < 28 days after a treatment for malaria. SMRU
guidelines define treatment failure as malaria infection < 63 days after
treatment. Consider using a different medication combination if you suspect
treatment failure.
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P. falciparum malaria with hyperparasitaemia

Diagnosis: Malaria smear ONLY Definition: Presence of asexual par-
RDTs cannot give this asitaemia > 4% IRBCs on
diagnosis malaria smear
AND/OR

Severe malaria

Diagnosis: Malaria smear or RDT Definition: Patients with malaria (P.
Clinical or laboratory falciparum, P. vivax, P. ma-
results can give the lariae, P. ovale, P. knowlesi)
diagnosis

Any severe signs, symp-
toms or laboratory findings

Treatment: AS IV or IM AND Single low dose PMQ on the
plus, Quinine IV first day of treatment when
then change to oral ACT oral administration is pos-

sible

Do not give mefloquine to severe malaria patients who have neurologic
symptoms because it can make neurologic symptoms worse.

If the patient has hyperparasitaemia confirmed by malaria smear, you may
need to continue IV or IM doses even after the patient can tolerate oral
medications. The total anti-malarial treatment may be longer than 7 days.
Treatment should be continued until the malaria smear is negative two times
and consecutively.

If there is clinical deterioration and the patient is already on AS IV plus quinine
IV, look for other causes (sepsis, renal failure, hypoglycaemia) and consider
hospital referral.

Treatment of P. vivax malaria

Diagnosis: Malaria smear or Definition: Presence of asex-

RDT (either pan or ual parasitaemia

Pv specific)

Treatment: Ist line: CQ AND Radical cure pri-
2nd line: DP or COA maquine or tafeno-

quine after G6PD

testing

If the patient has another P. vivax infection:

if > 28 days after first treatment, repeat CQ.

If <28 days give a different treatment such as an ACT (preferably DP).
*CAQ is still good for P. vivax but evidence of resistance is slowly increasing along the
Thailand Myanmar border.
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Radical cure of P. vivax (pg. 24 and 29) or single dose tafenoquine
1. If G6PD status is deficient or unknown use only the weekly primaquine dose.
2. Do not give primaquine or tafenoquine to:
Pregnant women
Infants < 6 months (including congenital malaria)
Women breastfeeding infants < 1 month or infant is G6PD deficient.
Primaquine excretion into breast milk is minimal.
Patients with a history of haemolysis or anaemia with primaquine.
3. Do not give tafenoquine if < 16 years old (this may change in the future)

Repeat primaquine treatment if a second P. vivax infection occurs >14 days from the
previous P. vivax infection. If the primaquine treatment is ongoing (i.e. weekly
primaquine dose in G6PD deficiency) then continue until finished (no need to repeat).
If a primaquine dose is missed do not take a double dose the next day. Continue
the normal daily dose until the full course is completed. Finishing the full 14
doses is the most important even if it takes 15 days or longer.
Tafenoquine is not widely available in Thailand. It is a single dose. If a pregnant
woman has current or history of P. vivax infection during the current pregnancy,
do not give primaquine but consider chemoprophylaxis.
Confirm that the malaria smear is negative.
If no acute P. vivax infection, start CQ (2 tabs) weekly.
If she has acute P. vivax infection while on CQ prophylaxis and you are
not sure of adherence, treat with supervised CQ for 3 days then after
treatment is completed, between day 14 and 28 start CQ (2 tabs) weekly
(supervised if possible).
If she has P. vivax infection while on CQ prophylaxis and you are confident
of adherence, give an ACT and restart CQ prophylaxis between day 14 and
28 start CQ (2 tabs) weekly (supervised if possible).
Continue until 4 weeks postpartum or until radical cure can be given, if
possible.

INTESTINAL WORM

Intestinal worms are very common (ascaris / hookworm).

Infected by eating with dirty hands, walking without shoes or eating uncooked
meat or vegetables.
Worms should be treated to
Prevent anemia and malnutrition.
Prevent the following complications:
Intestinal obstruction/obstructive jaundice
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Cysticercosis (Taenia solium) - lesions in brain and skin
Cysticercosis - (0600350003:08) lesions in brain - 8:cs003038 @24005p5(g¢:

If a patient needs steroid treatment (e.g. Prednisolone) for another disease, ALWAYS
deworm as the steroids decrease the immune system so the worm infections get
worse.

SOIL-TRANSMITTED HELMINTHS

DEFINITION
E.g. ascaris, hookworm and trichuris.
Lifecycle is outside the human body.
Infection is direct: eggs are transmitted from anus to mouth by eating or
cooking with dirty hands (ascaris, trichuris), or through penetration of the
skin by walking with bare feet (hookworm, strongyloides).
The worms live in the intestines > migrate through the body.
Children > impaired growth and intellectual development.

Penetration - ceon3ogé:oeapad(ges Bare feet - clgocoo impaired growth - (8:ogoi¢9esodes:
(38« Intellectual development - poaSepS¢ Qe

SIGNS AND SYMPTOMS
Worm Can be seen in the stool or vomit
Abdominal pain
Malnutrition
Chronic Anemia
Epigastric pain especially hooks worm infection
Complications: ascaris pneumonitis; intestinal obstruction, jaundice
Rash from migrating worm: Cutaneous larva migrans (hookworm), larva
currens (strongyloides)
Itching anus

HH C C C C
Pneumonitis - :raa?ooeschc., Cutaneous - aaeel[c}:,emm

Patients with worms have no fever.
If fever is present, look for another associated disease

DIAGNOSIS

Stool microscopy test for worms and/or eggs.
CBC shows eosinophilia.
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TREATMENT

Note: for pregnant women NOT in first trimester

Albendazole (If strongyloides give 3
Mebendazole days)

Adult 100mg BID x 3 days

OR 400 mg STAT

First trimester - o3u50§0006 ()col
(mecoiaagod Dose gpz:od Child Health Curriculum o3¢ vobqe§)

PREVENTION
Use latrines,
wear shoes.
Wash hands
after passing stools and
before eating/cooking

If suspect worms but do not have a stool sample result
Use Albendazole
= Treat anemia (especially hookworm)

Mass deworming projects are recommended in endemic areas
for all schoolchildren and
pregnant women in the second and third trimester

Mass deworming projects - cpaantadiancgnd 20§g/es0s03mdemgEeon 86m3§qp:

TAENIA (TAPE WORM)

DEFINITION

This worm is long, flat, made up of many short segments and can be up to 10
meters long.

Patients get infected by eating undercooked meat.

Parasites leave the eggs in the human stool and can infect animals.

SIGNS AND SYMPTOMS

Worm in stools or vomit.

Abdominal discomfort, epigastric pain, nausea.

Patient eats a lot, but loses weight.

Taenia. Solium (get from pork) - nodules under the skin or muscles.
In neuro cysticercosis, cysts in the brain cause seizures and epilepsy.
Pork - 005202: Nodules - 39(339(7{]’05@]3:

77



_\\\ Training Curriculum for Clinic Supervisors

DIAGNOSIS

Stool microscopy test
CBC shows eosinophilia

TREATMENT
= Praziquantel Child > 2yrs/ Adult:20 mg/kg STAT
Note: tablets need to be chewed before swallowing. 20§gjes0:q1:2005 kiS¢ qjlqiqepdt

PREVENTION

Avoid eating raw or undercooked pork and other meats.
Wash hands with soap and water

after using the toilet and

before handling food,

use latrines

BACTERIA SKIN INFECTION

Any skin lesion can become infected
If skin lesions are wet with pus, red, warm/hot or
If the patient has fever suspect a bacterial infection
Treat with the following antibiotics:

Cloxacillin Mild Infections Moderate Severe Infections
Infections
Adult: 500 mg QID PO 1g QID PO1g QID IV
Erythromycin (If Mild Infections Moderate Infec- Severe Infections
allergic to penicil- tions

lin)

Adult: 500 mg QID PO 1g QID PO 12.5mg/kg QID IV
IMPETIGO

DEFINITION
- Caused by Staphylococcus aureus.
Transmission is by direct contact.
Rash canincrease over days to weeks. The lesions are red, round, flattish, with
golden colored crust that are usually 0.5 to 3cm in size. They are sometimes
wet.
Treat also any other skin disease (scabies, ringworm, eczema etc.).

For all patients:
Keep away from school until crusts are dry.
Treat any other skin disease e.g. scabies, eczema
Treat contacts.

18
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Wash clothing and towels daily until infection is resolved.

Lesion - @40, Flattish - (go:q/5, Crust - sagocez, Wet - 8gob, Contacts - c3odongps, Resolved
- cqporgoof::

LOCALISED IMPETIGO

If the child is a neonate go directly to Extensive Impetigo.

SIGNS AND SYMPTOMS

Less than 3 spots with pus and red skin on only one part of the body, often
around the mouth, behind the ears, on the hands or feet.
No fever.

TREATMENT

- Clean with water and soap or antiseptic (for example Gentian violet, Povidone,
Savlon, or Chlorhexidine) 2 times per day and dry.
Use gentian violet if impetigo is near mucous membranes (eyes, mouth).
Gently remove the crust after softening them with Vaseline
Keep dry (if on the buttocks of children, leave them uncovered).
Cut the fingernails
Shave the head if necessary (if a lot of lesions on the head).
Antiseptic - 3:oooSesoiqpS, Buttocks - oo&ck, Fingernails - con320p5:, Shave the
head-esﬂésor:)so?%s
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TENSIVE EMPETIGO
SIGNS AND SYMPTOMS

Neonates, or more than 3 lesions or impetigo on more than one part of the
body

TREATMENT

Give the same local treatment as for mild infections.
Give PO Cloxacillin, if allergic to penicillin: Erythromycin.
Incise abscesses. Incise - 30005(g¢:

ABSCESS

DEFINITION
This is a collection of pus in the soft tissues, most commonly due to Staphylococcus
aureus.
There is a red, painful, hot, localized swelling. There may be fever and enlarged
lymph nodes.
Antibiotics cannot reach the abscess cavity very well so the treatment is to
cut open the abscess to allow the pus to drain out (incision and drainage).
Some abscesses are not hot and not painful (‘COLD’ ABSCESS).
If you find this, think of TB.

TREATMENT

FIRST STAGE: the skin is hard.
Apply warm compresses QID.
Treat the pain with paracetamol or ibuprofen
= No antibiotic is needed for this stage

Give Cloxacillin for 7 days (or Erythromycin if allergic to Penicillin) if the patient also
has:

Cellulitis (see below).

General symptoms (fever, chills)

Children < 1year

Abscess on the head/neck or hand, multiple abscesses.

Abscess on the breast and mastitis; give 10days Cloxacillin (500 mg QID).

If the wound is very unclean e.g. contaminated with soil then consider adding

Metronidazole

SECOND STAGE: very painful. One point on the skin (exactly above the pus collection)
is soft and should be opened.

1. Wash hands, use gloves and sterile materials.
2. Use local Lidocaine injection for pain relief.
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Cut with a sterile blade.

Remove the pus. Clean inside the cavity. Break down all lobes of the abscess.

Wash with normal saline.

Insert a gauze dressing soaked with normal saline into the hole as a ‘wick'.

Change dressing daily until the hole begins to close. Do not clean with gauze

and iodine: you will destroy all the new tissue. Only flush gently with normal

saline until clean water comes out.

8. Be careful when using gauze packing. If small pieces are left inside the
abscess (foreign body), the abscess cannot heal and will become chronic.

9. Abscesses in the buttocks are at risk to develop fistula with the anus. Follow
these cases carefully with daily normal saline flush.

10. Avoid manipulating an abscess in the face due to the risk of cavernous sinus

thrombosis (blood clot in the base of the brain) - treat such cases as severe,

with high dose |V antibiotics.

Noopsw

CELLULITIS AND ERYSIPELAS

This is a spreading acute bacterial infection under the skin, with redness,
swelling (not localized like an abscess) and pain, with local lymph gland

enlargement.
= Streptococcus pyogenes and Staphylococcus aureus are the most common
causes.
Folliculitis
Epid&r‘miﬁ-—'
——Impetigo
Dermis
—FErysipelas
5U|?CU{:[231’150U5 e,
rat _ Cellulitis
Fascia
Muscle
Necrotizing
fasciitis

Not well define margin cellulitis, but for erysipelas there may be clear borders.
There can be high fever, chills and rigors, especially for erysipelas.
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erveipelas
| -F f/.
|[h o Cellulitis -
| }:,-’/ . » ‘:'L Ahscess | 1 4
A o g -
A } / | -u:’- 3 y
W
=
y

y ;

If the cellulitis causes deep ulcers very quickly (within a week),
“necrotizing fasciitis”, caused by many organisms including group
A Streptococcus (group A strep), Klebsiella, Clostridium, E. coli
Staphylococcus aureus.
The risk of cellulitis is septicemia (when the bacteria spread into the blood)
- to prevent septicemia it is important to diagnose early and start antibiotic
treatment

TREATMENT

Immobilization and elevation of the limb (higher than the heart).
Cool and wet dressing.
= Do not cut open.
Give ibuprofen for pain and inflammation
Give antibiotics:

Mild cases
= Cloxacillin PO x 7 days and follow up regularly
If penicillin allergic use erythromycin PO
If no improvement after 3 days or the patient is getting worse: admit to IPD,
and change to severe case.

Severe cases: high fever, patient unwell.

Admit to IPD, do blood culture

Start intravenous antibiotics:

= Cloxacillin IV Adult: 1g QID

AND
= Benzyl penicillin IV Adult: 1.2g QID
If no improvement after 48 hours
Gentamicin 0D (5-7 mg/kg in children and adults) for 3-5 days.
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Suspect necrotizing fasciitis
Referral
Remove all necrotic tissue and clean with normal saline 1-2 times daily.
Cover with wet gauze (use normal saline) and then wrap around with dry
gauze
Treat
IV Cloxacillin as per severe cellulitis

FUNGAL SKIN INFECTIONS

DEFINITION
«  ‘thrushk’
Patients with previous use of antibiotics, diabetes mellitus, decreased
immunity or pregnancy.
Common types
candidiasis and vaginal candidiasis.
Oral candidiasis is common in neonates
Oral candidiasis in adult>? immunosuppression e.g. HIV, cancer.

SIGNS AND SYMPTOMS
Oral Candidiasis: removable white spots in the mouth, painful and difficult
swallowing.
Vaginal Candidiasis:

TREATMENT
Oral Thrush --------- nystatin 400,000 IU/day - give 1tab QID for 7 days (Or)
1 ml of oral suspension (100,000 1U) QID for 7 days. (swilled around oral cavity
and swallowed)
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RINGWORM

SIGNS AND SYMPTOMS
Round dry lesions that grow slowly (taking weeks to months).
Dry white scales on the edges with a clearing in the center, they are very itchy,
not painful
No fever.
Sometimes > pustules.
On the scalp > localized loss of hair.

TREATMENT
Local treatment:
2 times per day clean with soap and water, dry
Apply Ketoconazole 2% cream BID for 2 weeks (longer if necessary)

Other topical antifungals can also be used, such as Clotrimazole, Miconazole, or
Whitfield ointment.

Scalp ringworm:
Shave head or cut hair short
Treat secondary infection first
If scalp ringworm: Oral antifungals
E.g. Griseofulvin PO for 6 weeks (can give up to 12 weeks)
Children > 12 yrs./ Adults: 500 mg OD (1g OD if severe infection)
Contraindicated in pregnant women
Men should not make their wives pregnant within 6 months of the Griseofulvin
treatment, women should wait until T month after treatment before getting
pregnant.
For adults over 35 years,
Test liver function tests before treatment, and again at 4 weeks if available.
If there is no improvement >? leprosy
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VIRAL SKIN INFECTIONS

HERPES SIMPLEX

DEFINITION
It is the recurrent infection of skin and mucous membranes due to infection
with Herpes Simplex Virus.
Recurrent infection is risked by stressed or exposed to cold or sunlight.
Common places: lips, mouth, eyes and genital area.
Herpes is spread by direct contact with lesions.
Self-limited within 10 days

Recurrent - [g§(g®2005, stressed - cooomni 8s8:¢9, Exposed - Beog,
Self-limited - sgcf?cﬁecao(ﬁmf::, Genital - @[sgo::a@?ﬂa%éqo, Lesion - s8>

SIGNS AND SYMPTOMS
Group of small vesicles
filled with clear fluid on the skin or the mucosa (mouth or genital area).
Often the vesicles have broken and become
Very painful, tingling and itching before the lesions appear.
In the mouth:
Pain and difficulty eating.
Ulcers in the mouth and on the lips.
The gums are swollen.

COMPLICATIONS
Severe infection in eyes
Keratitis (go5(03p5agoeapadi(gts)
blindness.
If a pregnant woman has a genital lesion,
very dangerous for the newborn baby
the baby can become infected during delivery.

TREATMENT
= Mild/moderate infections:
No antiviral treatment
supportive care
= Severe cases with necrotic lesions or extensive lesions or in the face spreading
to the eye:
Acyclovir P.0 200 mg 5 times per day for minimum 5 days (Within 48 hours
of first symptom appeared.)
= On the skin
Clean lesions with Salon (antiseptic cream) and let dry.
Apply Gentian Violet (can be used on mucous membranes)
= In the mouth:
Wash the mouth with warm salty water.
= Gentian Violet, if secondary infection, treat with amoxicillin

Supportive care - aaeooomaam@wmeaoo maog Necrotic - 330008 ooeoom

Extensive - oqu[gc?moe:m Appeared - eoTecﬂmmoeoao Secondary infection - soggo:
GGTD(;'O OCBC
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In the eyes
Wash the eyes with cool boiled water.
= Apply TEO
Refer to doctor for consultation.
On the genitals
Wash with soap and water.
Give Paracetamol for pain.
Give condoms to prevent the spread of herpes.
Patients with difficulty passing urine > give oral Acyclovir.
Cool boiled water - cqogadeae:, consultation - (0305 0220(5¢:

Chickenpox

DEFINITION
This is a very common disease caused by the Varicella Zoster virus, and spreads
easily.

Varicella or Chickenpox

The characteristic feature is the rash. blisters
and bumps all form at the same time

SIGNS AND SYMPTOMS

Slight fever, headache, feeling unwell.
Round spots

ltchy

different sizes

with clear liquid inside,

some may be crusty.
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Sites
Whole body
more on the trunk
less on the arms and legs.

. . _ <, _ < I _ 2,8
Slight fever - oxeg eg gz, Round spots - 38z, Crusty - 0gods0056200, Trunk - 0300982

TREATMENT
« Clean with water and soap.
Cut the fingernails
Apply GV only on infected spots.
Secondary infections
antibiotic treatment
Give Paracetamol for fever
Severe itching
PO Chlorpheniramine 1-3 days.
Lesions in the eye
= Terramycine Eye Ointment (TEO)

HERPES ZOSTER (SHINGLES)

A rash caused by the reactivation of the chickenpox virus. It occurs to people that
have previously had chickenpox.

After you recover from chickenpox, some of the virus (varicella zoster) stays in the
body in an inactivated form in the spinal cord. Sometimes the virus becomes active
again and causes shingles. It may happen at any age, but frequently in patients with
low immunity. It is more common in adults than children

Reactivation - [g§copSoo[g, previously - woalm, Inactivated - 88a003eg600,
Spinal cord - ss§e(o3o6(03:, Low immunity - 03058ae0:0q)
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SIGNS AND SYMPTOMS
Fever and chills
a few days before the rash develops.
Unwell.

Moderate to severe pain
Before the rash.
Vesicles appear on a red base
4-5 days after
Similar to herpes simplex but over a larger area
The vesicles become pustules, then crusts.
= it is usually on one side of the body only because infection extends along with
nerves (Right side/ Left side)

TREATMENT

= Treatment same as Herpes Simplex.
Apply cold compresses (eqea:3305m3(g¢E:)
Pain treatment
Give Amitriptyline if pain is not relieved by painkillers
Eye is affected or severe disease,
discuss with the doctor and consider referral.

PARASITIC SKIN INFECTIONS
SCABIES

Definition

Scabies is a parasitic infection of the skin. It is common in this region and spreads
easily. Transmission is by close direct contact.

The mite invades into the skin causing an inflammatory reaction.

Mites are able to burraw under
the skin and lay eggs there

Mitg —chﬂésgcmoé, Invades - c:evoodolespad, Inflammatory reaction - 0p§[g§(gze(030¢
GGT.)CGIG:@C:
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SIGNS AND SYMPTOMS
Itching (especially at night).
Small sores, scratch marks and burrows
between the fingers and toes,
around the wrists, axilla or groin and other places.
The back and face are not affected.
Scabies lasts for weeks to months.

Sores - @85, Scratch mark - 205(gdep, Burrows - cjadeslC, Wrists - cooSeomadoos, Axilla
- q€s, Groin - colE(3, Lasts - 03p5§2005

TREATMENT
Treat secondary infection first.
Wash the whole body with water and soap
Treat all people in the family and close contacts at the same time.

Medication

= 1.5% Permethrin lotion for child > 2 months and adults (does not need dilution)

= One application, apply to whole body except face/mucous membranes, allow
to dry and then put on clean clothes. Do not wash for at least 8 hours. (It may
be easier to apply Permethrin in the evening to avoid washing.)

= 2.25% Benzyl benzoate Use if < 2m or permethrin not available (needs diluted)

Child > 12 yrs./adults - undiluted 25% lotion, apply for 24 hrs. then rinse off

REPEAT application after 24 hrs.
Cut fingernails and apply lotion under the nails.

Health Education
- Wash the clothes and bedding

Educate patients that the itching may continue for several weeks. This is a
reaction to the dead parasite. Calamine lotion may be needed.
For severe cases (Norwegian scabies) refer to hospital as the patient needs
isolation
If no response after treatment, make sure that the treatment has been applied
properly and that all members of the family have been treated.

CUTANEOUS LARVA MIGRANS (HOOKWORM INFECTION)_

DEFINITION
- The disease is caused by the larvae of animal hookworms.
Eggs are found in dog or cat farces on the ground.
Humans walking bare foot or lying on the sand can become infected by larval
invasion through intact skin.
The larvae travel under the skin leaving a red irregular tract, most often on
the feet.

Larvae - contecoos, farces - ooc, bare foot - ¢fgucos, Invasion - oeepad(gé:,
intact skin - ssooozagudeqeocnssea(go:, irregular - de§evrodeono

89



_\\\ Training Curriculum for Clinic Supervisors

90

SIGNS AND SYMPTOMS
Very itchy red tracks on the skin.
Foot and ankle are the most common sites.
The larvae can survive for weeks

Tracks - cod:e(ogoés, Survive - mooadgéong

DIAGNOSIS
Hookworm eggs may be found in stool examination.

TREATMENT
Albendazole: 400mg STAT

PREVENTION
Wearing shoes or sandals
Sandals - [03:03¢:85

LARVA CURRENS (STRONGYLOIDES INFECTION)

DEFINITION

The disease is caused by migrating Strongyloidiasis stercoral is larvae. The worm
enters the body by making a hole in the skin and then moves around the body causing
a rash.

SIGNS AND SYMPTOMS

ACUTE STRONGYLOIDES
Redness and itching
Last for up to a few weeks.
Pulmonary symptoms (dry cough, dyspnea, wheeze) if the worm travels to the
lungs.
Gl symptoms e.g. bloating - ccog(gé:, abdominal/ epigastric pain, vomiting,
diarrhea.
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CHRONIC STRONGYLOIDES
Intestinal larvae may re-infect their host (auto-infection)
by penetrating through the intestinal wall
or from the skin around the anus.
Recurrent pulmonary and Gl symptoms.
When the worm moves around the body it causes itchy red tracks on the skin
between the neck and knees that last for several hours to days. The worm/rash
moves 5-10cm per hour and the rash comes and goes. This rash is called larva
currents.

DIAGNOSIS
Larvae may be detected in a stool examination.

TREATMENT
Albendazole 400 mg OD for 3 days.

PREVENTION
Wearing shoes or sandals

NON-INFECTIVE SKIN RASH
URTICARIA (ALLERGIC RASH)

DEFINITION

Allergic skin reaction, often it is impossible to find the cause of the allergy but
common causes are:
Medication
Insect bites, cat hair, worms, coloring in drinks, contact with plants/metals,
food
Allergic - eoorgeooé@f::, Insect bites - c?:go:(?gog, cat hair - G@Oé@g:,
coloring in drinks - ec%:eao:o@:ooo:eoaos@eflm&gqos, plants - s30¢, metals - og|

SIGNS AND SYMPTOMS
A raised, oedematous, red rash
changes quickly in size and shape (within minutes) on the whole body
Swellings are transient
persist only for minutes - maximum 24 hours
very itchy.

TREATMENT
- Cool down with water.
Remove the cause: stop new medication, stop contact with plants, metals,
foods etc.
Cut fingernails
If severe itching
give Chlorpheniramine until itching stops. In case of edema of the face or
difficulty breathing/wheeze follow DR-ABCDE anaphylactic shock protocol.
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ECZEMA
DEFINITION
Non-specific inflammatory skin reaction to special factors

SIGNS AND SYMPTOMS
Red, scaly/dry, itchy lesions
Anywhere on the body
usually on both sides of the body
the front of the elbows
behind the knees where the joint bends (flexure areas)
localized or widespread, dry or wet but usually long lasting.
The dry lesions are very itchy and there is serous (like water) exudation, there
may be vesicles.
It can appear and disappear many times at the same place.
Chronic eczema can cause thickening of the skin (latensification)
Secondary infections are common.
Eczema can look very similar to ringworm, especially on the face.
If infected, treat the infection with antibiotics first and then the eczema
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TREATMENT

Do not scratch
cut nails, try socks over the hands at night to prevent unconscious
scratching.
Wash only with water
do not use soap on affected areas.
Do not scrub with water
Advise cotton clothing.
Treat any other skin disease
e.g. scabies, secondary bacterial infection
Rinse clothes very well, so that no soap stays on.

Scratch - apo5(g&:, Socks - 633305, Unconscious scratching - 20036080 mo58(gc:,
Scrub - o3a5g05, Rinse - cq[géesoze(o3000pS
Mild: areas of dry skin sometimes itchy, may have small areas of redness
= Vaseline/ white soft paraffin applies QID (advise to protect skin from sun
when using Vaseline)
= +/- Chlorpheniramine if very itchy.

Moderate: dry skin, red patches with scratch marks, may have small areas of skin
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thickening
= Vaseline/ white soft paraffin applies QID (advise to protect skin from sun
when using Vaseline)
+/- Chlorpheniramine if very itchy
= Hydrocortisone 1% cream (mild steroid) Note: treat bacterial infection first
Apply small amount at night for 1 week, increase to BID if not improved
Always use for shortest time possible, once improved stop or decrease
Avoid face and any areas of broken skin
If really need to use for long time then consider alternate days or weekly.
Patches - 35605, shortest - sgor%a@:, alternate - qo%@os

Severe: large areas of dry skin, constant itching, red, may be bleeding/ weeping/
infected, large areas of thickened skin.

= As for moderate eczema
= PO Prednisolone 0.5 mg/kg/day.
Steroid creams are of different strengths
Hydrocortisone is mild, Betamethasone is high strength.
Strong steroid creams for a long time can damage the skin.
Use the weakest cream that you can for the shortest time possible.

. . C C ° . c [oXoTmEY C
Constant |tch|ng - 3&@(7)@({](7)00’32()), weeping - 3961&0)0?0?@0)@§[§C8,

C co O o
Strength - @c:a@o:, damage - Q000:, weakest - 322:326Q|p0¢, shortest - 320580z

—

COMPLICATION

Eczema herpetic
Is a serious infection with herpes virus when the virus affects the body?
It is mostly seen as a complication of eczema
Localized eruption of blisters with crusting. Systemically unwell with fever.
Treat with acyclovir PO 200mg 5 times per day for 10 days.
If immunocompromised, e.g. HIV, give double dose.

PSORIASIS

DEFINITION
A chronic inflammatory skin condition that produces thick scaly skin

SIGNS AND SYMPTOMS

- Skin: chronic scaly pink lesions on extensor surfaces e.g. front of knees,
elbows, scalp, trunk, sometimes itchy.
Nails: pits in nails, yellow color.
Joints: can get swollen joints, especially hands and feet (psoriatic arthritis).
Two most common types are:
= Plaque psoriasis: lesions on extensor surfaces.
= Guttate psoriasis: multiple 1-10mm lesions small scaly lesions (like tear

drops) mainly on trunk, upper arms and thighs.
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TREATMENT

Stop smoking, avoid alcohol and decrease weight if overweight
Expose skin to sunlight
Apply Vaseline QID

Consider Hydrocortisone cream if not improving or if acute flare up (see

information above about steroid cream).

Give NSAIDs +/- Omeprazole for stomach protection in cases of arthritis.
For very thickened skin lesions try Whitfield ointment twice a week - but stop

if getting worse.
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DRESSING
Material
Sterile instruments
one Kocher or Pean forceps
one dissecting forceps
one pair of surgical scissors or one scalpel to excise necrotic tissue and to
cut gauze or sutures

Instruments for one dressing for one patient must be wrapped together in paper or
fabric (or can be placed in a metallic box) and sterilised together to limit handling and
breaks in asepsis. 5 to 10 compresses may be included in this set.

If there are no sterile instruments, a dressing can be done using sterile gloves. -
Renewable supplies
- sterile compresses

non-sterile disposable gloves

adhesive tape and/or crepe or gauze bandage

sterile 0.9% sodium chloride or sterile water

depending on the wound: antiseptic (polyvidone iodine scrub solution,

polyvidone iodine dermal solution), paraffin compresses, analgesics

Organization of care

Proper organization of care helps maintain the rules of asepsis and decreases the
risk of contamination of the wound or transmission of organisms from one patient to
another:

Assign one room for dressings. It must be cleaned and the waste removed
every day. The dressing table must be disinfected after each patient.
Dressings may be applied at the bedside if the patient’s condition requires.
Use a clean, disinfected dressing trolley with: on the upper tray, sterile and/
or clean material (dressing set, extra compresses, etc.) and on the lower tray,
septic material (container for contaminated instruments, sharps disposal
container and a container or garbage bag for waste).

Prepare all the necessary material in a well-lit area. If necessary, arrange for
an assistant to be present.

Wear protective glasses if there is a risk of projection from an oozing wound.
Always proceed from clean to dirty: start with patients with uninfected wounds.
If there are multiple dressings for one patient, start with the cleanest wound.

Technique
If the procedure may be painful, give an analgesic and wait the necessary time
for the drug to take effect before starting the procedure.
Settle the patient comfortably in an area where his privacy is respected
throughout the procedure.
Explain the procedure to the patient and obtain his co-operation.
Instruments (or sterile gloves) must be changed between patients.
To prevent drug interactions, use the same antiseptic for all care of one patient.
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Removal of an old dressing
Wash hands (ordinary soap) or disinfect them with an alcohol-based hand
rub.
Put on non-sterile gloves and remove the adhesive tape, bandage and
superficial compresses.
Proceed gently with the last compresses. If they stick to the wound, loosen
them with 0.9% sodium chloride or sterile water before removal.
Observe the soiled compresses. If there is significant discharge, a greenish
colour or a foul odour, a wound infection is likely.
Discard the dressing and the non-sterile gloves in the waste container.

Observe the wound

In the case of an open wound, loss of cutaneous tissue or ulcer, the colour is an
indicator of the stage in the healing process:

black area = necrosis, wet or dry infected eschar

yellow or greenish area = infected tissue and presence of pus

red area = granulation, usually a sign of healing (unless there is hypertrophy),
however, red edges indicate inflammation or infection

pink area = process of epithelization, the final stage of healing that begins at
the edges of the wound

In the case of a sutured wound, the existence of local signs of suppuration and pain
requires the removal of one or more sutures to avoid the infection spreading. Local
signs include:

red, indurated and painful edges
drainage of pus between the sutures, either spontaneously or when pressure
is applied on either side of the wound

Technique for cleaning and dressing of the wound

Wash hands again or disinfect them with an alcohol-based hand rub.
Open the dressing set or box after checking the date of sterilization and that
the wrapping is intact.
Pick up one of the sterile forceps being careful not to touch anything else.
Pick up the second forceps with the help of the first one.
Make a swab by folding a compress in 4 using the forceps.
Clean sutured wound or clean open wound with red granulation:
clean with 0.9% sodium chloride or sterile water to remove any organic
residue; work from the cleanest to the dirtiest area (use a clean swab for
each stroke);
dab dry with a sterile compress;
re-cover a sutured wound with sterile compresses or an open wound with
paraffin compresses; the dressing should extend a few cm beyond the
edges of the wound,;
keep the dressing in place with adhesive tape or a bandage.
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Necrotic or infected open wounds:

clean with polyvidone iodine (7.5% scrub solution, 1 part of solution
+ 4 parts of sterile 0.9% sodium chloride or sterile water). Rinse
thoroughly then dab dry with a sterile compress; or if not available,
sterile 0.9% sodium chloride or sterile water and apply an antiseptic
(10% polyvidone iodine dermal solution).

apply sterile Vaseline and remove all necrotic tissue at each dressing
change until the wound is clean.

Discard any sharp materials used in an appropriate sharp’s container and the
rest of the waste in a waste container.

As quickly as possible, soak the instruments in disinfectant.

Wash hands again or disinfect them with an alcohol-based hand rub.

The principles remain the same if the dressing is done using instruments or
sterile gloves.

Subsequent dressings

Clean, sutured wound: remove the initial dressing after 5 days if the wound
remains painless and odourless, and if the dressing remains clean. The decision
to re-cover or to leave the wound uncovered (if it is dry) often depends on the
context and local practices.

Infected, sutured wound: remove one or more sutures and evacuate the pus.
Change the dressing at least once daily.

Open, dirty wound: daily cleaning and dressing change.

Open granulating wound: change the dressing every 2 to 3 days, except if the
granulation is hypertrophic (in this case, apply local corticosteroids).

TREATMENT OF SIMPLE WOUND

A simple wound is a break in the continuity of the skin limited in depth at the
sub- cutaneous fatty tissue, that does not affect the underlying structures
(muscle, bone, joints, major arteries, nerves, tendons) and without significant
loss of tissue.
The goal of treatment is to assure rapid healing of the wound without
complications or sequelae. Several basic rules apply:
rapidly treat wounds, while maintaining the rules of asepsis and the order
of the initial procedures: cleaning exploration-excision;
identify wounds that need to be sutured and those for which suturing
would be harmful or dangerous;
immediately suture recent, clean, simple wounds (less than 6 hours old)
and delay suturing contaminated wounds and/or those more than 6 hours
old;
prevent local (abscess) or general (gas gangrene; tetanus) infections.
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Material
Instruments

One dissecting forceps, one needle-holder, one pair of surgical scissors and
one Pean or Kocher forceps are usually enough.
One or two other artery forceps, a pair of Farabeuf retractors and a scalpel
may be useful for a contused or deep wound.
Instruments to suture one wound for one patient must be packaged and sterilized
together (suture box or set) to limit handling and breaks in asepsis.

Renewable supplies

For local anaesthesia: sterile syringe and needle; 1% lidocaine (without
epinephrine)

Sterile gloves, fenestrated sterile towel

Sterile absorbable and non-absorbable sutures

Antiseptic and supplies for dressings

For drainage: corrugated rubber drains or equivalent, nylon suture

Technique
Settle the patient comfortably in an area with good lighting and ensure all the
necessary material is prepared.
Explain the procedure to the patient and ensure his co-operation.
If the patient is a young child, arrange to have an assistant hold the child if
necessary.
Initial cleaning
Wear suitable clothing: sterile gloves for all wounds and a gown and protective
glasses if there is a risk of projection from a bleeding wound.
Start by washing the wound, prolong the cleaning if the wound is particularly
soiled. Use ordinary soap or polyvidone iodine scrub solution and water and
rinse.
If necessary, use a sterile brush. Cleaning with running water is preferable to
cleaning by immersion.
If the wound is infected and the patient has general signs of infection (fever,
chills, changes in the overall condition) systemic antibiotic therapy may be
required. Administer antibiotics at least one hour prior to starting care.

Exploration
Wash hands and put on sterile gloves.
Disinfect the wound and surrounding area with 10% polyvidone iodine. - Cover
the wound with a fenestrated sterile towel.
Local anaesthetic: infiltrate 1% lidocaine into the edges of the wound and wait
at least 2 minutes for the anaesthetic to take effect.
Proceed carefully from the superficial to the deepest parts of the wound to
explore the extent of the wound, if necessary, aided by an assistant.
Consider the anatomical location of the wound and look for injury to any
underlying structures (the clinical examination of a limb must include
evaluation of sensitivity and motor functioning, as well as that of tendons in

99



_\\\ Training Curriculum for Clinic Supervisors

100

order to orient surgical exploration):
a wound that communicates with a fracture is an open fracture,
a wound close to a joint may be a joint wound,
a wound on the hands or feet may affect the nerves and/or tendons.

Look for and remove any foreign bodies.
In the event of significant pain or bleeding, the exploration must be completed
in an operating room.

Wound excision

The goal of the excision is to remove non-viable tissue, which favours the
proliferation of bacteria and infection.

The wound may require little or no excision if it is clean. The excision is more
extensive if the wound is bruised, irregular or extensive.

Limit excision of the skin around the wound, particularly in facial wounds.
Sub-cutaneous fat and tissue of doubtful viability should be generously
excised in order to leave only well vascularized tissue.

Immediate suturing of a simple wound

Immediate suturing may have serious consequences for the patient if
precautions to prevent infection and promote healing are not taken.

The decision to suture immediately can only be taken after the cleaning,
exploration and satisfactory excision, and if the following conditions are met:
simple wound, no more than 6 hours old with no devitalized or contused tissue
(the wound may be as long as 24 hours old if on the face, scalp, upper limbs
or hands).

Bites and bullet, shell or mine shrapnel wounds should not be immediately
sutured.

Delayed suturing of a simple wound
- Wounds that do not fill the above conditions should not be immediately sutured.
After cleaning, exploration and excision a simple dressing is applied to the
open wound.
Further cleaning and removal of any remaining necrotic tissue is completed
with daily dressing changes.
If after 72 hours there are no signs of local infection, the wound may be sutured.

Healing by second intention of infected wounds

If the wound does not meet the conditions of cleanliness described above, the wound
cannot be sutured. It will heal either spontaneously (healing by secondary intention),
or will require a skin graft (once the wound is clean) if there is significant loss of
tissue.
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Figure 1a
Kocher forceps,
straight, toothed

Figure 1b
Kelly forceps,
curved, non-toothed
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Figure 1c
Small artery forceps,
curved, non-toothed

Figure 1d
Farabeuf retractors

Figure: Basic materials
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Figure 3a
Debridement of a contused, ragged wound: straightening of the wound edges with a scalpel,
Be conservative in facial wounds.

Figure 3b
Excision of edges of the aponeurosis to prevent necrosis.
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Figure 3¢

Excision of contused muscle,

Figure: Wound debridement
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Figure 2a
Always mount a surgical blade using a needle holder,
Change the blade for each new procedure.

Figure 2b
Dissecting forceps should not be held in the palm of the hand, but rather between
the thumb and index finger. Toothed dissecting forceps should only be used on skin.

Figure 2c
Insert the thumb and the ring finger into the handle of a needle holder {or scissors),
and stabilize the instrument using the index finger.

Figure: Suturing techniques

103



_\\\ Training Curriculum for Clinic Supervisors

Figure da
Loop the suture around the needle holder in one direction and remember the direction
of the loop. Grasp the loose end with the needle holder and pull it through the loop
to make the first knot. Lower the knot so that it closes the wound,

Figure db
The second loop should be in the opposite direction.
it least 3 knots are needed to make a suture, alternating from one direction to the other.

/

Figure 4c Figure 4d
In principle the first knot lies flat. Second knot in the opposite direction.
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Figure 4e Figure 4f
Grasp the loose end with the needle holder,

Figure ag
First flat knot.
Slide the knot towards the wound using the hand holding the loose end while holding
the other end with the needle holder. Tighten the knot without causing tissue ischaemia.

Figure 4h Figure 4i
Second knot in the opposite direction.

Figure: Practicing knots using forceps
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Figure 5a Figure 5bh

Figure 5c Figure 5d
The suture is too shalow, the edges are invaginated.

Figure 5e Figure 5f
Poor lining of the edges. Do not make the knot directly over the wound.

Figure: Technical errors of suturing technique
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Figure T: Closwure of tHhe skin, simple interrupred surures with non-absorbable sutures
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Figure: suturing the corners
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Figure: Closure of the skin, simple interrupted sutures with non-absorbable sutures
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LOCAL ANAESTHESIA AND TOXICITY MANAGEMENT

Teaching Objectives

= To update the knowledge of local anaesthesia

= To understand early LA toxicity symptoms & apply timely emergency management
of local anaesthetic toxicity in the clinic level

= To aid in decision making of timely referral to tertiary care center for further LA
toxicity treatment

Regional / Local Anaesthesia

Regional anesthesia is the use of local anesthetics to block sensations of pain
for the desired parts of the body without causing loss of consciousness.

Commonly Used Local Anaesthetic Agents
Cocaine
Procaine
Lidocaine/ Lignocaine
Mepivacaine
Dibucaine
Tetracaine
Bupivacaine

Among the above local anesthetic agents, most commonly used LA (lignocaine) will
be mentioned in this chapter.

Different Routes of Local Anaesthesia

By using the above local anesthetic agents, pain can be controlled by using

the following methods.
Topical - application of local anesthetic to the desired area
Spray - pain control by spraying LA to the affected area
Peripheral nerve block - administration of LA into individual nerve or
nerve plexus
Local infiltration - administration LA to the site of incision or around the
tissues or injury.
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(A) IV Lignocaine (B) Lignocaine gel (C)Lignocaine Spray
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Uses of Lignocaine/ Lidocaine
= Uses - lignocaine is used to block sensation of pain before operation or
procedure

= Usage - It is used to inject or administer into the skin or muscle.
Before the use, confirm that there are any particles in the vial or any
colour changes.
Do not use if there are any particles or colour changes.
Before use, read the preparation and instruction sheet carefully.

Dose and Administration

The maximum dose of lignocaine without adrenaline is 2-3 mg/kg and the
maximum dose of lignocaine with adrenaline is 5-7 mg/kg.
The dose can be titrated depending on the characteristic/ external features of
the patient and the site administration.
Depending on circulation, it takes a few minutes for the onset of action.
E.g., After administration of 50-100mg of ligonocaine, you can repeat after 5
minutes if there is no loss of sensation.

= Caution - Do not use more than 200 - 300 mg of lignocaine within one hour.

Side effects

«  Nausea
Drowsiness
Mental/mood changes
Tinnitus
Dizziness
Blurred vision
Tremor
Numbness
Headache

Very serious side effects
Hyperthermia
Tachycardia
Difficult breathing
Seizures
Chest pain

Drug Allergy
Anaphylaxis or drug allergy is rare.
But if happened, immediate medical treatment is required.
The allergic symptoms are:
Skin rash
Itchiness
Swelling
Dizziness
Difficult breathing
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Precautions
Takethethorough past medical history of heart block, heart failure, hypotension,
hypertension, liver diseases, renal diseases and any allergies to LA etc.
Do not use lignocaine if the patient has history of the above problems,
neuropathies and spine problems.
Alcohol drinking abstinence is recommended during the use of LA because it
slows down the action of LA and affects the efficacy of LA.
It should be used with cautions in elderly and paediateric patients because
this group of patients is very vulnerable to the side effects of the drug.
Consult with your doctor if LA is used in breast feeding mothers because
some portions of drug are excreted in breast milk.

Drug interactions
Taking simultaneously the following drugs together with Lignocaine effect on
the action of lignocaine.
These drugs include:
Cimetidine
Ciprofloxacin
Clonidine,
Phenytoin
Propranolol, metoprolol, nadolol

Local Anaesthesia Toxicity
Early Clinical Reports

In 1979, Albright reported six cases of cardiac arrest without prodromal
symptoms secondary to local anaesthetic toxicity

Four years later, he presented to the US. Food and Drug Administration
(FDA) 53 cases of inadvertent intravascular injection of LA associated with
prolonged and difficult resuscitation, 35 during pregnancy, and resulting in 24
deaths.

Changes in anaesthetic practice such as needle aspiration and slow
incremental injection did much to reduce subsequent mortality.

Management of Severe Local Anaesthetic Toxicity:
Association of Anaesthetists of Great Britain and Ireland (AAGBI) Safety Guideline
1. Early Recognition of Toxicity:
Sudden alteration in mental status
Severe agitation or loss of consciousness
With or without tonic-clonic convulsions
Cardiovascular collapse: sinus bradycardia, conduction blocks, asystole and
ventricular tachyarrhythmias
2. Immediate Management:
Stop injecting the LA
Call for help
Maintain the airway and
Give 100% oxygen and ensure adequate lung ventilation (hyperventilation may
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help by increasing plasma pH in the presence of metabolic acidosis)
Confirm or establish intravenous access
Control seizures: give a benzodiazepine, thiopental or propofol in small
incremental doses
Assess cardiovascular status throughout
Consider drawing blood for analysis, but do not delay definitive treatment to
do this
- Plan to refer to tertiary care center for further definitive treatment.
3. Definitive Treatment
In circulatory arrest
Start cardiopulmonary resuscitation (CPR) using standard protocols
Manage arrhythmias using the same protocols, recognizing that arrhythmias
may be very refractory
- Consider the use of cardiopulmonary bypass if available
4. Consider lipid emulsion
Continue CPR with lipid emulsion & Recovery may be > 1 hour

Without circulatory arrest
Use conventional therapiestotreat: hypotension, bradycardia, tachyarrhythmia
Consider lipid emulsion

5. Post resuscitation Follow up:
Arrange safe transfer to a clinical area with appropriate equipment and
suitable staff until sustained recovery is achieved
Exclude pancreatitis by regular clinical review, including daily amylase or
lipase assays for two days
Report cases to authority
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INFUSION

An infusion is a plastic cannula (with different sizes) placed in a vein, that we connect
to a giving set and a bottle of hydration. Usually the infusion is placed in the arm or on
the hand. For babies, sometimes, veins are found on the foot or on the head.

When do you place an infusion?

When a patient cannot drink or eat (e.g. coma)

When a patient loses a lot of liquid (e.g. loss of water caused by diarrhea/
vomiting, loss of blood caused by hemorrhage)

When an |V treatment is needed

When a faster effect from medicine is needed.

Which kind of hydration exists?
1. D5SW/D5% S /DI1OW
D = Dextrose (or sugar)
50r10=5%o0r10% (=5 g or 10 g of dextrose for 100 ml of sterile water)
W = Water
S = NaCL
Indication: - Vehicle for the administration of medicines.
2. NSS (Normal Saline 0,9%)
Indication: - Vehicle for administration of drugs, Correction of hypovolaemia
3. Ringer lactate
Indication: Severe dehydration, hypovolemia
4. Plasma
Indication: Severe dehydration, hypovolemia

\ \ \
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Figure: Examples of infusion bottles
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How do you place an infusion?
Preparation

Read carefully the prescription to check the name of the patient, the name of
the solution or medicine, the dosage, the transparency of the liquid and check
the way to give it.

Wash your hands with soap

Prepare the material: tray, sterile gauze or cotton, infusion cannula (20 or 22G
for adult, 22 or 24G for child), giving set, bottle of infusion, povidone iodine or
alcohol 70%, tourniquet, pieces of plaster, non-sterile gloves, kidney dishes,
needles container, tin and splint (if it's a child).

Check the name of solution, the dosage written and expiry date

Remove the plastic cover and wipe the top of the bottle/vial with cotton and
antiseptic.

Close the clamp, connect a bottle of infusion to the giving set, fill the dropper
and purge the system with the fluid. There must not be any air or any bubbles
Calculate the rate of flow of the infusion per minute

Write the hour, name and the dosage of the medicine, number of drops per
minute and the length of the infusion on the bottle.

Put the infusion on a tray with all the material or directly on the stand
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A

Place the infusion

Inform the patient and check that it is the right
patient

Settle the patient and put the arm in a good position.
Look for the easier arm (for the patient) to place
the injection

Wash your hands with soap

Put the tourniquet and look at the veins.

Always find a place from the hands to the elbow. Try
first closed to the hand where the veins are good. If
they are damaged, you go back up to the elbow. Try
to avoid the elbow because the infusion does not
work when the patient bends the arm.

Put your gloves

Disinfect the skin where you see and feel a straight
vein

Hold the arm with your left hand and stretch the
skin. With your right hand, take the IV cannula. Hold
it parallel to the skin. Put the bevel (the oblique hole
atthe end of the needle) facing upwards. Immobilize
the vein and prick the needle into the vein.

Check the blood is coming take out needle put it in
the needle container and remove the tourniquet
Connect the drip set with asepsis

NB: In some situations, there is no need to pass
liquid but the infusion has to be kept in case of
needs. Nurse should insert an heparin cap in the
infusion cannula, then rinse (with about 2 ml of
NSS), and closed the bandage.

Throw the needle in the needle container

Open the drip system.

At this moment, if there is a swelling closed to the
cannula, if it's painful or if the solution doesn’t flow,
you have to change the cannula.

Attach the cannula catheter with plaster correctly
With your watch, adapt the number of drops of the
infusion on one minute (Cf. Calculation of usual
flows in Appendix)

Fix the splint under the arm (if a child)

Throw everything else in the rubbish with your
gloves

Wash your hands with soap

Record the infusion bottle on the IPD chart or on
the lema

The patient must inform the nurse if there is any
incident with the infusion.
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The infusion set must be changed every 7 days. Write the date on a plaster and
stick it on the set.

HOW TO ADD A MEDICINE IN THE BOTTLE:
Disinfect the top of the bottle
Clamp on the giving set
Inject the medicine in the top of the bottle
You always rinse the giving set first, and then inject the medicine.

HOW TO DO A DIRECT INJECTION
Check if the blood is coming to know if you are really in the vein
Disinfect the plastic part of the tube
Close the tube
Prick in the plastic part and inject slowly
Check the patient is well
Quickly removes the needle
Disinfect the plastic part again.

HOW TO CALCULATE THE RATE OF FLOW OF INFUSION?
The prescription of an infusion will be always being in:

a volume per a time
in milliliter per hour usually
100, 250, 500, 1 000, 1500, 2 000 ... ml per 4, 8,12, 24 hours ... for instance

The nurse should precisely respect the prescription of a volume in a strict time.
The nurse should know the flow of the infusion. The dropper on the giving set could
precisely calculate the flow. The number of drops per minute will be the reference for
the respect of the time prescribed. Thus, from a prescription in milliter per hour, the
nurse follows the infusion flow in drop per minute. The number of drop per minute
has to be calculated.

Prescription of number of milliter per hour

=>» Calculation of how many drops per minute

First, REMEMBER AND BE CAREFUL

-> With an adult infusion set, 1 ml = 20 drops
> With the paediateric infusion set, 1 ml = 60 drops
If the prescription is: ‘500 ml to pass in 4 hours'’

You need to know:
A. How many drops in the volume prescribed?
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© 000 00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000s

1ml =20 drops
500 ml=?drops <« 500 ml x 20 drops =10 000 drops
So: 500 ml =10 000 drops

.
oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

© 000 0000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000s

1 hour = 60 minutes
4 hours =? minutes <« 4 hours x 60 minutes = 240 minutes
So: 4 hours = 240 minutes

.
oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo
oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

.

.
oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

In summary, remember:

Quantity needed (ml) x 20 drops
= number of drops /1 minute

Time request (hours) x 60 minutes

RISK OF INJECTION

Infection

It could be particularly severe if a patient gets a septicaemia (infection of blood): Risk
of shock and death.

If a patient has fever, low BP, or shivering, after an IV drip, always think that it could
be an aseptic mistake due to IV drip.

Overdose
Too much liquid per day in too short time or too high dose of medicine may be
dangerous for the patient, especially for children.

Too much liquid in too short time
If the flow is higher than required, there is a risk of acute pulmonary oedema due to
hypervolemia (too much liquid).

Signs of pulmonary oedema:
High blood pressure
Difficulties to breathe: RR increases
Crept in the lungs
Noisy breathing
Cyanosis
Flaring nose
Foam from the mouth
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Too much medicine in too short time
Ex: the medic prescribes Quinine in 500ml of D10W for 4 hours. The drip passes too
quickly and the patient receives more quinine than prescribed. The risk of quinine in
high dosage is hypoglycemia. Patient is thus at risk of quinine-overdosage and risk of
hypoglycaemia. It can be dangerous.

Too low flow

The patient may need an important quantity of liquid in a short time (e.g., dehydration
or shock). If the flow is too slow, the patient does not receive enough liquid and it
may be very dangerous. Some medicines are as well no more effective after a certain
number of hours.

Air in the vein
There is a risk of death by air embolism if air goes into the blood.

Allergy
Hereunder are the signs of an allergy:
Rash
Swelling of the throat
Difficulties to breathe
Low BP
> Stop the infusion immediately and call the medic: It's an emergency.

Recommendations

Asepsis
You must work aseptically because of infection risk.

> That’'s why the whole system of infusion is completely changed every 3 days
and the bandage every day.

Never let air go inside the vein
As soon as the bottle is empty, clamp the giving set and put on another bottle, which
you prepare just before. Then open the giving set and count again the number of
drops necessary.

Daily check

- The position of the needle inside the vein
The liquid is dripping into the vein
There isn’t swelling, pain or inflammation around the cannula catheter.
Otherwise, that means the infusion is not working and that the liquid is
going outside of the vein.
In this last case, remove the infusion and put it on the other arm. Put a
dressing with warm water and alcohol on the swollen part.
Check that the patient has no oedema on the face and legs.

17
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URINARY TRACT INFECTIONS

DEFINITION

Urinary Tract Infection (UTI): symptoms and bacteria in the urine from an
infection somewhere between the kidneys and the bladder.

Lower UTI (cystitis): infection in the bladder

Upper UTI (pyelonephritis): infection in the kidney

Prostatitis: infection of the prostate

Diabetes Mellitus

is a risk factor for UTI.

UTls in men are not common, so think about other diagnosis e.g. prostatitis,
STls, renal stones or enlarged prostate (if older age).

Urinary tract infections in children require treatment as soon as possible in
order to prevent kidney damage.

Recurrent UTls can lead to urinary tract stones, urinary tract obstruction from
scarring or chronic renal failure.

Enlarged - [M:ercom, require - c\%:;aﬁaa(é, Damage - n58:[gé:, Recurrent - [4$[g5[gé:,
lead to - @oeo%&bé, scarring - :rwoammng[g&

CAUSES

©No O~ WN S

Ordinary bacteria, usually E. coli, can cause acute or chronic UTI
Tuberculosis bacteria causes chronic UTI

Sexually Transmitted Infections (STI)

Urethral catheter

Obstruction of urinary tract with stones or mass or congenital abnormality
Intercourse

Pregnancy

No special cause in some females

All children < 5 years old
+ If>1 time of UTI should be referred
Unexplained recurrent UTls in adults
« may be caused by urinary tract stones, tumors or STls. Think for referral
If you suspect a UTI
« lower UTl/cystitis (infection of the bladder)
« upper UTl/pyelonephritis (infection of the kidney.)
+ Note: Cystitis NEVER has fever
Unexplained - vgés[g3€ean, Tumors - mafjod
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SYMPTOMS
Lower UTI Dysuria (pain or burning when pass urine) NO FEVER
Cystitis Cloudy urine
Blood in urine (hematuria)
Frequent urination
Pain and tenderness lower abdomen
Upper UTI Symptoms of lower UTI AND/OR FEVER
Pyelonephritis Flank pain (kidney area)
Chills and rigors
Sepsis or shock

Dysuria - aoa:uc ¢, Burning - aooBc Cloudy - aoe*om@c Frequent - 9@’)8(‘1’)
Flank - fo']lé]o.f,

Ask about:
Vaginal itchiness? candida
Vaginal or penile discharge? STI
If suprapubic pain:
« is it similar to menstrual pain? menstrual cramps?

Itchiness - 0oo3 oa[§cz, Penile (Penis), Discharge - 33 oql[::]c Suprapubic (SPA) pain
- 88:50(gC:, Menstrual cramps - qooaaoc,sﬂ‘ﬁo(yzf%i

DIAGNOSIS

Dipstick and sediment > diagnose to UTl is not accurate.
Urine culture is the best test (Do not have in clinic)
Follow the protocol
[N : 9.~ [o R} Q. _ Qe Q.
g‘,gnl,l&;%te 9$mse, Urine Culture 303009 espcﬂg.,o? ﬂoeg@cn, Protocol QQO0R3CR0§Os
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ALGORITHM FOR INVESTIGATION AND DIAGNOSIS OF URINARY TRACT INFECTION (UTI)

OR PYELONEPHRITIS IN >3 YRS:

Patient has tollowing symptoms:

Dysuria (real pain when passing urine not just hot urine in fever) OR
Suprapubic pain (in bladder area, exclude menstrual pain) OR
Kidney tenderness (patient points to pain) AND
NO vaginal itchiness (suggests vaginal candida)

**Note: If history of UTIl/pyelonephritis or previous positive culture: suspect

resistant®*

Do Dipstick And Sediment on all patients

‘ If sediment epithelial cells =5 re-educate patient on how to get

clean sample and repeat

pyelonephritis

‘ If documented Fever >38°C AND/OR Rigors - Treat as ‘

Algorithm - c3o5§0q§325/05¢p:, Pyelonephritis - coqpadmd(gpSonpS(Gieapads(gs:,

Previous - walm Resistant - csozao50l(gé:

Documented - ¢05028:¢05p

INTERPRETATION OF URINE DIPSTICK AND URINE SEDIMENT RESULTS:

nitrite negative)

(WBC > 10 AND Epithelial cells < 5)

Urine Dipstick Urine Sediment Action
Any Positive (WBC > 10R Positive Treat as UTI (Box
nitrite positive) (WBC > 10 AND Epithelial cells < 5) 1)
Negative (WBC 0 AND Negative UTI unlikely (Box
nitrite negative) (WBC <10) 2)
Strong Positive (WBC 3 Negative Treat as UTI (Box
AND/OR nitrite positive) (WBC <10) 1)
Weak Positive (WBC 1 Negative Maybe UTI (Box 3)
OR WBC 2 only (nitrite (WBC <10)
negative))
Negative (WBC 0 AND Positive Maybe UTI (Box 3)
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BOX 1: UTI Likely

1. Advise to drink lots of Water
2. Give antibiotics:
Nitrofurantoin 50mg QDS
FEMALES: for 3 days

MALES: for 7 days

**Note: do not give nitro in G6PD defi-
ciency or in late stage of pregnancy**

BOX 3: Maybe UTI
Temperature 37.5-37.9°C or complain of
fever:

Admit to clinic

Do not give paracetamol
Rehydrate with water

Repeat urine sediment and stick in
next day

BOX 2: UTI Unlikely

1. Consider other diagnoses e.g. STI,
renal stone

2. Advise patients to come back if
symptoms continue

IF DOCUMENTED FEVER >38°C,
TREAT AS PYELO

Temperature <37.5°C:

Advise to drink a lot of water

1. Follow up 3-4 days (telephone no.)
with culture result

2. Rehydrate with water

3. If worse, come back

**Note: If patient really cannot be
admitted or come for follow up then
follow box 1**

Note: Nitrofurantoin and ciprofloxacin can cause hemolysis in G6PD deficiency. If

G6PD deficient do not use nitrofurantoin.

If symptoms of jaundice or dark urine occur > stop drugs
In cases of recurrent cystitis >? bladder stone, kidney stone or STls.
Cystitis in men >? STls or prostatitis

Recurrent UTls in children > refer
PREVENTION

Drink > 2 liters of water per day.
Urinate at least 3 times per day
Good hygiene.

Avoid constipation (oézzﬂl&gjé 98:@]@@8: @5@0%533@(‘)

PROSTATITIS
Inflammation of the prostate.
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SYMPTOMS & SIGNS
- Fever

Pain and tenderness in the rectum or when pass stool
very painful rectal examination
Cloudy urine
Blood in urine (hematuria)
Pain or burning when passing urine (dysuria)
Frequent urination

DIAGNOSIS

= Rectal examination (tenderness present)
= Examine urine: cloudy or bloody urine.
= Urine dipstick and urine sediment positive

TREATMENT

DR-ABCDE if unwell

Treat in IPD

Drink plenty of water (3-4 liters/day for adults).

If the patient cannot drink, give IV fluids

Monitor urine output.

Treat pain and fever

Avoid constipation - advise high fiber diet

Antibiotics - Ciprofloxacin 500 mg BID oral for 4 weeks.

©NoURWN =

If the patient cannot take oral medication: ceftriaxone 1-gram 0D IV/IM until the
patient can tolerate oral medication.
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HIV/AIDS
HIV
Human Immunodeficiency Virus
Kill CD4 (Helper T-cells)
CD4T cells are a type of lymphocyte (WBC)
CD4T cells involves in immune system to response infection
HIV destroys CD4 T-cells and person doesn’t have enough cells to fight
against other infections.
AIDS
Acquired Immune Deficiency Syndrome
collection of signs and symptoms of opportunistic infections due to
damaged immune system

Opportunistic Infections (OI)
Ol is used for HIV staging (severity)
AIDS is an advanced stage of HIV infection when the infected person develops
severe opportunistic infections and some types of cancer.

Natural history of HIV infection
Three phases (10 to 13 years duration):
Primary infection (1 to 3 months)

Clinical latency (Average 8 to 10 years)
AIDS (Acquired Immune Deficiency Syndrome) (Average 2 to 3 years)

Figure: Typical Course of Untreated HIV Infection

Acute HIV 1076
800 HIV antibodies
CD4 Asymptomatic
count HIV
cells/ul RNA
Minor HIV-related Copies
I Symptoms frml
| irologi )
200 I VI_I’O 0gic set-pmnt
Varies from Patient to Opportunistic
I patient infections 1072
!/
/ Death
1 3 Wk about 6mths // Syrs 10 yrs

. Time Duration
Natural History of HIV
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Asymptomatic (Stage 1) - lymphadenopathy

Oral ulcers and angular chelitis (Stage 2)
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Herpes Zoster and PPE (Stage)

Fungal nail and Seborrheic dermatitis (Stage 2)




NN  Training Curriculum for Clinic Supervisors

Acute severe necrotizing gingivitis (Stage 3)
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Herpes Zoster and PPE (Stage)
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WHO clinical staging of established HIV infection

HIV- associated symptoms WHO clinical stage

Asymptomatic 1

Mild symptoms

2
Advanced symptoms 3
Severe symptoms 4

Management

Psychosocial support

Treat symptoms and infection (available)

Consider TB (Co-infection with HIV)

Nutrition counseling, Safe water, Hygiene

STl screening and syndromic management

Counseling risk of transmission

Check HIV staging, Past Medical History, Physical Examination > REFER

Poisoning
Types of poisoning Primary health care

Avicide - substance which can be used to kill birds

Biocide - a chemical substance capable of killing living organisms, usually in
a selective way

Fungicide - a chemical compound or biological organism used to kill or inhibit
fungi or fungal spores

Microbicide - any compound or substance whose purpose is to reduce the
infectivity of microbes

Germicide - a disinfectant

Bactericide - a substance that kills bacteria

Viricide - a chemical agent which “kills” viruses outside the body

Herbicide - a substance used to kill unwanted plants

Parasiticide - any substance used to kill parasites

Pesticide - a substance or mixture of substances used to kill a pest
Acaricide - pesticides that kill mites

Insecticide - a pesticide used against insects

Molluscicide - pesticides against molluscs

Nematocide - a type of chemical pesticide used to kill parasitic nematodes
(roundworms)

Rodenticide - a category of pest control chemicals intended to kill rodents
Spermicide - a substance that kills sperm
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General Management - History
WHAT
HOW MUCH
WHEN
WHAT ELSE
WHY
With WHO

General Management -1
A (Airway)
B (Breathing)
C (Circulation)
D (Disability-AVPU/ Glasgow Coma Scale)
DEFG (Don't ever forget the Glucose)
GET A SET OF BASIC OBSERVATIONS

General Management - 2
LOOK
» Head to toe
FEEL
» Temperature, Sweating
SMELL
» Alcohol, any smell

Specific Management Options -1

DECREASING ABSORPTION
Gastric Lavage (NGT > Lavage with purify water > up to clear)
Absorbents (Activated Charcoal)

Overview of Poison
Can enter body by being:
Swallowed
Injected
Inhaled
Absorbed
Almost anything can be poisonous in doses larger than intended

Preventing Poisoning in Children: Household and Chemical Products
Use safety locks on cabinets
Store potential poisons out of reach and out of sight
Store products in original containers

Teach children about poison
Store food and products in different areas
Put back after use
Keep away from areas sprayed with pesticide
Discard old or outdated products
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Preventing Poisoning in Children: Medicine
Keep out of sight, locked up and out of reach
Use child-resistant containers
Store in original containers
Keep purses/diaper bags out of reach
Do not take medication in front of children
Do not call medicine candy
Keep vitamins locked up and out of reach
Be aware of medicines visitors may bring

Preventing Poisoning in Adults
Keep in original containers
Store food and products separately
Read directions and caution labels
Never mix products together
Turn on fans, open windows when using household products
When spraying turn nozzle away and wear protective clothing and masks
Stay away from areas sprayed with pesticides
Never sniff containers
Discard old products
READ AND FOLLOW THE LABEL DIRECTIONS!
Don't Forget the ABC

132



Lymphatic Filariasis: Elephantiasis

Infection with 3 closely related Nematodes

Wuchereria bancrofti

Brugia malayi
Brugia timori

Village Tract Health Center Level III_

Transmitted by the bite of infected “Culex mosquito”
All the parasites have similar life cycle in man

Adults seen in Lymphatic vessels
Offsprings seen in peripheral blood during night

Agent Factors

S.no

Parasite

Mosquito

Disease

W.bancrofti

Culex

Lymphatic Filariasis

There are 8 different species to get filariasis around the world. According to

geographical distribution,

W. Bancrofti is most common parasite in South-East Asia.

Host Factors

Man - Natural Host

Age - All age (6 months) Max: 20-30 years

Sex - Higher in men

Migration - leading to extension of infection to non-endemic areas

Social & Environmental Factors

Associated with Urbanization, Poverty, Industrialization, Illiteracy and Poor
sanitation.

= Climate: is an important factor which influences:
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1. The breeding of mosquito

2. Life: Optimum temperature 20-30 & Humidity 70%

3. The development of parasite in the vector (Culex mosquito)
Sanitation, Town planning, Sewage & Drainage.

Stages in Lymphatic Filariasis

There are 4 stages:
1. Asymptomatic amicrofilariaemic stage
2. Asymptomatic microfilariaemic stage
3. Stage of Acute manifestation
4. Stage of Obstructive (Chronic) lesions

Stage 3 of Acute Manifestation
Acute inflammation in the lymph vessel/node of the limb & scrotum
Clinical manifestations are consisting of:
1. Filarial fever
2. Lymphadenopathy
3. Orchitis

Stage 4: Chronic
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Stages of Lymphoedema of the Leg (Stage I)
Swelling reverses at night
Skin folds-Absent
Appearance of Skin Smooth, Normal

Stages of Lymphoedema of the Leg Stages of Lymphoedema of the Leg

(Stage Il) (Stage 1lI)

- Swelling not reversible at night - Swelling not reversible at night
Skin folds-Absent - Skin folds-Shallow
Appearance of skin-Smooth, - Appearance of skin-Smooth,
Normal Normal

Stages of Lymphoedema of the Leg (Stage Stages of Lymphoedema of the Leg

V) (Stage V)
Swelling not reversible at night «  Swelling not reversible at night
Skin folds-Shallow - Skin folds-Deep
Appearance of skin - Irregular, * Knobs, Appearance of skin - Smooth or
Nodules Irregular
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Stages of Lymphoedema of the Leg
(Stage VI)

Swelling not reversible at night

Skin folds-Absent, Shallow, Deep
Appearance of skin *Wart-like
lesions on foot or top of the toes

Stages of Lymphoedema of the Leg
(Stage VII)

Swelling not reversible at night
Skin folds-Deep

Appearance of skin-Irregular
Needs help for daily activities
- Walking, bathing, using
bathrooms, dependent on family
or health care systems

Diagnosis
Clinical sign and symptom
There are several investigation methods for diagnosis
Commonly “Thick Blood Smear and microscopy” is used.
Thick Blood Smear is collected in night time (Between 10:00 PM to 2:00 AM)

Treatment
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Diethyl Carbomazine citrate (DEC)
Ivermectin
Albendazole

Basic principles

Wash the affected parts twice daily with soap and clean, cool water, and dry
them carefully.

Raise the affected limb at night.

Exercise the limb regularly.

Keep the nails clean.

Wear comfortable shoes.

Treat wounds or abrasions

Prevention
Prevent mosquito bites: use mosquito nets and repellents.
Seasonal mass treatment with diethylcarbamazine (DEC) and albendazole
are recommended in areas where filariasis is common.
Vector control.

Lymphatic Filariasis Endemic Countries and Territories

Hepatitis
DEFINITION
Hepatitis is an inflammation of the liver.
= Acute e.g. hepatitis A, most drug reactions
= Chronic e.g. autoimmune hepatitis (AIH), risk in Type | DM, SLE and Rheumatoid
Arthritis
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Acute or chronic
e.g. hepatitis B: may be acute if the body’s immune system manages to fight
the virus, or may become chronic and lead to liver cirrhosis.

Causes

1. Viral Infections: Hepatitis A, B, C,D and E

2. Drugs: Anti TB, HIV, Leprosy and other liver toxic chemicals
3. Alcohol

4. Autoimmune

Signs and symptoms

Jaundice

Sign of infection

Nausea and vomiting

Right upper quadrant pain

Smooth, tender and slightly enlarged liver
Dark urine

Diagnosis
Liver Function Test (AST/ALT raised)
Hepatitis B testing (Rapid test)
USG (Ultrasound)

Treatment
Supportive treatment: Glucose, ORS, Vitamin B1
Admit to IPD
Hydration (Oral, IV)
Avoid alcohol and liver toxic drugs
Refer to doctor

PREVENTION
Sanitation
Universal precautions for health workers
Vaccination (Hep B)
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PART llI:
SYSTEM BASED
COMPETENCY

CHECKLISTS
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CARDIOVASCULAR HISTORY TAKING

Trainee’s Name -------———--——mmmm- Ward ------------
Roll number ----------oeommmm - Date -------------
No Activities Assess- Marking | Given Com-
ment Score Score ments
Yes/No
1 Preparation
» |ntroduction
= Consent and Explanation 2
2 | Patient’s Particular
= Name
= Age
= Sex
= Occupation
» Registration No. 6
= Address
3 Presentmg Complalnt
Chest pain
= Orthopnoea
» Paroxysmal nocturnal dyspnoea
(PND)
* Ankle swelling
= Palpitations
= Painful Joints 6
4 |History of Present Complaint
Chest Pain
Site (Where)
* Onset (Gradual, Sudden)
» Character (sharp/dull ache/
burning)
» Radiation
= Association (All symptoms associ-
ated with pain)
* Time course (Worsening, Improving,
Fluctuation) 8
= Exacerbating/ Relieving Factors
= Severity
5 ngh Blood Pressure
The initial visit
* How long
= Detail history of Life style such as 4
diet, exercise,
» Regular taking drugs
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6 | Painful Joints

= Large Joints

Small Joints
Migratory Nature
Mono/Poly arthritis

7 |Systemic Inquiry

1. Respiratory System
= Dyspnea

= Wheeze

= Cough

= Sputum

= Hemoptysis

= Chest pain

2. Gastrointestinal System
= Abdominal pain
= Nausea
Loss of appetite
Vomiting
Hematemesis
Bowel habit
Bleeding per rectum
Melena

3. Musculoskeletal System
Myalgia

Arthralgia

Back pain

Joint swelling

Nervous System

= Headaches

= Visual disturbances
= Hearing

= Tinnitus

= Photophobia

= Fits

= Unsteady gait

= Weakness

= Paralysis

5. Renal System

Dysuria
Frequency urine
Nocturia

Pyuria

Oliguria
Polydipsia
Polyuria

Loin pain
Haematuria

6. Reproductive System
Menarche

Menopause

Menstrual cycle
Dysmenorrhea
Intermenstrual bleeding
Post coital bleeding
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7. Mental Status
= |nsomnia
= Stress 3
= Anxiety

8 |Past Medical History
Hypertension
Heart Diseases
Diabetes Mellitus
Stroke

Asthma 7
Tuberculosis
Any operation

9 | Family History

= Family Number

= Some Genetic Related Diseases
(Hypertension, Diabetes Mellitus, 2
Cancer)

10 [ Drug History
= Allergic to a particular drug

= Regular taking drugs 2
11 [ Social History

= Accommodation(housing)

= Marital Status

= Job

= Diet

=  Smoking

* Drinking (Alcohol)

= Betal Chewing 7
12 |Total score
Unsatisfactory <53 Satisfactory= 53 - 73 Good=73 - 93

Trainee’s Comment

Supervisor's
Trainee’s
Signature --------- - -
Name  -——----——mmmmmmmm - Signature -----—----———-m -
Date  ----—---mmmmm - o
Name  ——----—--mmmmmmmm
Date  -——--——-mmm -
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CARDIOVASCULAR EXAMINATION

Trainee’s Name --------—-—--———-oon- Roll hum-
Roll number----------—-—- - - ber------------eu---
Date----------—--—-mmm -
No [ Activities Assess- |Mark- |Given Com-
ment ing score ments

Yes/No score

1 | Preparation
Introduction 3
Consent and Explanation
Washing your hands

2 |Vital Signs

Rhythm

Volume (low, Moderate,
High) 10
Equality in both sides
Radio-Femoral Delay

RR----—-mmeeo times/min
Temmmmommmmeeeee C(or)F
Body weight

3 |[General Examination
Ask the patient tenderness 1
anywhere before
examination.

Body weight
Obese
Average 4
Underweight
Wasting/(Cachexic)

Conscious level
Alert 3
Confuse
Unconscious

Signs of Distress
Dyspnea
Orthopnea 4
Wheeze
Stridor
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Hydration Status
Sunken eyes (thirsty/tear 2
absent..).

Mucus membrane dryness

Head, Neck & Chest
Central cyanosis
Anemia
Jaundice
Eye Problem (Redness/
Tearing/Discharge/Injury.....)
Puffy face
Exophthalmia
Nasal bleeding, Gum
bleeding 16
Mouth Ulcer
Dental Hygiene
Tonsil Enlargement
Neck Swelling
Lymph Nodes Enlargement
(Cervical, Axilla, Inguinal)
JVP
Carotid Pulsation
Skin pigmentation
Gynecomastia

Upper Limbs
Peripheral cyanosis
Capillary Refilling Time
Clubbing
Tar Staining
Leukonychia (white nails or
milk spots,)
Koilonychia (Spooning) 13
Palmar erythema
Palmar pallor (Anaemia)
Spider- naevi
Flapping tremor
Tattoo marks, injection
marks
Osler's node (painful, red,
raised lesions found on the
hands and feet)
Splinter hemorrhage

Lower Limbs

Oedema (Pitting or Non- 2
Pitting)

Limbs (Amputation/

Deformity)
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4 | Local Examination (Inspection)
1. Chest Shape
2. Normal Barrel Shape
Deformity
Surgical Scar
Visible Pulsation
Apex Beat

5 |Local Examination (Palpation)
Localization of Apex Beat
Thrill

Heaving

6 |Local Examination (Acusltation)

15t and 2™ heart sound

Mitral Area

Tricuspid Area

Pulmonary Area

Aortic Area

Regular (Lub /Dub)

Irregular (Tachy/Brady/
Abnormal heart sound...)

Features of heart failure
Basal crepitation
Ascites
Hepatomegaly
Splenomegaly
Dependent Pitting Oedema
(Ankle and sacrum)

7 | Washing hands

8 |Total score

Unsatisfactory - <49

Satisfactory= 49 - 63

Good = 64 -79

Trainee’s Comment

Supervisor's

Signature -----------cmmmmmmm o

Name

Trainee’s

Signature ---------- e

Name
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RESPIRATION SYSTEM HISTORY TAKING

Trainee’s Name- --------—--—- - Ward --------------

Roll number ----------—cmcmee - Date --------=-----

No Activities Assess- | Mark- | Given Com-
ment ing Score | ments

Yes/No

1 Preparation
Introduction 2
Consent and Explanation

2 Patient’s Particular
Name

Age

Sex
Occupation 6
Registration No
Address

3 Presenting Complaint
- Dyspnea
Wheeze
Cough
Sputum 7
Hemoptysis
Fever
Chest pain

4 History of Present Complaint
Dyspnea
Severity (Exertion, at rest).
Trigger

5 Wheeze
Time of onset (Day, Night). 2
Trigger

6 Cough
Productive 3
Dry

Duration

7 Sputum
Amount 3
Color (Whit, Yellow, Red,)
Odor (bad smell)
8 Hemoptysis

- Amount
Color (Red,)
Odor (bad smell)
Blood Stained 5
Blood clot
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Fever

Grade (Low, High)

Pattern (Continued, Intermittent,
Remittent)

Constitutional symptoms of TB
(Weight Loss, Loss of Appetite,
Night Sweat)

10

Chest Pain

Site (Where)

Onset (Gradual, Sudden)
Character (sharp / dull ache /
burning)

Radiation

Association (All symptoms
associated with pain)

Time course (Worsening,
Improving, Fluctuation)
Exacerbating/ Relieving Fact or
Severity

1

Systemic Inquiry
Cardio Vascular System

Chest pain

Orthopnoea

Paroxysmal nocturnal dyspnoea
(PND)

Ankle swelling

Palpitations

Alternative Dyspnoea

12

Gastrointestinal System

Abdominal pain
Nausea

Loss of appetite
Vomiting
Hematemesis
Bowel habit
Bleeding per rectum
Melena

13

Musculoskeletal System

Myalgia
Arthralgia
Back pain
Joint swelling
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14

Nervous System
Headaches
Eye Problem (Redness/Tearing/
Discharge/Injury.....)
Hearing
Tinnitus
Dizziness
Fits
Unsteady gait
Weakness
Paralysis

15

Renal System
Dysuria
Frequency
Nocturia
Pyouria
Oliguria
Polydipsia
Polyuria
Loin pain
Haematuria

16

Reproductive System
- Menarche

Menopause
Menstrual cycle
Dysmenorrhea
Intermenstrual bleeding
Post coital bleeding
Dyspareunia

17

Mental Status
Insomnia
Stress
Anxiety

18

Past Medical History
- Hypertension

Heart Diseases
Diabetes Mellitus
Stroke
Asthma
Tuberculosis
Lung Cancer
Any operation

19

Family History
TB Contact
Family Number
Some Genetic Related Diseases
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20 Drug History
Allergic to a particular drug
Regular taking drugs )
21 Social History
- Accommodation(housing)
Job
Marital Status
Diet
Smoking 7
Drinking
Betal Chewing
21 Total Score
Unsatisfactory < 87 Satisfactory= 88 - 97 Good= 98 -107
Trainee’s Comment
Supervisor's Comment
Supervisor’s Trainee’s
Signature --------- - Signature ------------cmmmmmm -
Name  -—---—--—mmmmmmmmmm Name  -—---—--—mmmmmmmo -
Date  --——--—-m - Date  -———--——- -
RESPIRATORY SYSTEM EXAMINATION
Trainee’'s Name- -----——--——- oo Ward ---------------
Roll number -—--------mmm e Date ---------------
No. Activities Assess- Marking Given Com-
ment Score Score ments
Yes/No
Preparation

* |ntroduction
= Consent and Explanation
= Washing your hands
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Vital Signs

= Body weight

General Examination
= Ask the patient tenderness any-
where before examination.

Body weight

= Obese

= Average

* Underweight 4
* Wasting/ Cachexic

Conscious level
= Alert
= Confuse
= Unconscious

Signs of Distress
= Dyspnea
= Orthopnea
* Wheeze 4
= Stridor

Hydration Status
* Sunken eyes (thirsty, tear
absent..)
* Mucus membrane dryness 2

Head, Neck & Chest
= Central cyanosis
Anemia
Jaundice
Eye problem (redness, tear-
ing, discharge, injury)
Puffy face
Exophthalmia
Nasal bleeding, Gum bleeding
Mouth Ulcer
Dental Hygiene
Tonsil enlargement
Neck Swelling
Lymph Nodes Enlargement
(Cervical, Axilla, Inguinal)
JVP
= Skin pigmentation
= Gynecomastia

15

151



_\\\ Training Curriculum for Clinic Supervisors

152

Upper Limbs

Peripheral cyanosis
Capillary Refill Time
Clubbing

Tar Staining

Leukonychia (white nail or
milk Spots)

Koilonychia (spooning)
Palmar erythema

Palmar Pallor (Anemia)
Spider- naevi

Flapping tremor

Tattoo marks, injection marks

[l

10

Lower Limbs
» Oedema (Pitting or Non-Pitting)
* Limbs (Amputation/ Deformity)

[l

Local Examination (Inspection)

Chest Shape

= Movement

= Symmetrical
= Asymmetrical
= Deformity

= Scar

= Visible Veins

12

Local Examination (Palpation)

Position of Trachea
1. Normal
2. Left shift
3. Right Shift

Expansion of Chest
=  Fully
» Restricted (Tightness)

13

Local Examination (Percussion)

Resonance
1. Normal
2. Hyper resonance
3. Dullness
4. Stony Dullness
5. Equal Resonance on both
lungs area

14

Local Examination (Acusltation)

Breath Sound

1. Vesicular

2. Bronchial

Vocal fremitus

Vocal Resonance

Rhonchi

Added Sounds (crept/wheeze/
low air /pleura rub.......)

15

Washing hand

16

Total Score

Unsatisfactory = < 39

Satisfactory= 40 - 56

Good = 57- 173
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Trainee’s Comment

Supervisor’s Trainee’s

Signature —=--—=-—m e Slgnature """""""""""""""""
NEME = cmmomo oo Name  —--—--—-—mmmmmmm -
Date W - Date =

GASTROINTESTINAL SYETEM HISTORY TAKING

Trainee’s Name- --=--=--—- oo Ward ---------------

Roll number ---------mmmmmm Date -----------o-

Assessment Marking | Given

Yes/No Score Score Comments

No Activities

1. Preparation
= [Introduction
= Consent and Explanation

2. Patient’s Particular
Name

Age

Sex

Occupation
Registration No 6
Address

3. | Presenting Complaint
Abdominal pain
Nausea

Loss of appetite
Vomiting
Hematemesis
Bowel habit
Bleeding per rectum
Melena

Mass in Abdomen
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4. | History of Present Complaint

Abdominal pain

= Sijte (Where)

= Onset (Gradual, Sudden)

= Character (sharp, dull ache,
colicky, burning)

= Radiation

= Association (ALl symp-
toms associated with pain)

= Time course (Worsening, Im-
proving, Fluctuation)

= Exacerbating/ Relieving Fac-

tors
= Severity
5. |Vomiting
=  Amount
= Color
=  Odor
= Taste (sour/Battle..)
6. Bowel Habit
= Normal
= Change (Diarrhea, Constipa-
tion)
7. Bleeding Per Rectum
=  Amount
= Color
= QOdor
8. Melena
=  Amount

= Previous episodes

9. Mass in Abdomen

Onset

Single or Multiple

Rate of Growth (Slow, Rapid)
Association factors (fever/
Weight loss/ LOA)

10. [Systemic Inquiry

Cardio Vascular System
= Chest pain
= Orthopnoea
= Paroxysmal nocturnal dys-
pnoea
= Ankle swelling
= Palpitations
= Alternative Dyspnoea

1. |Respiratory System
= Dyspnea
Wheeze

Cough

Sputum
Hemoptysis
Chest pain
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12.

Respiratory System
= Dyspnea

= Wheeze

= Cough

= Sputum

= Hemoptysis
= Chest pain

13.

Respiratory System
Dyspnea
Wheeze

Cough

Sputum
Hemoptysis
Chest pain

14.

Nervous System

= Headaches

* Eye problem (redness, tear-
ing, discharge, injury....)
Hearing
Tinnitus
Dizziness
Fits
Unsteady gait
Weakness
Paralysis

15.

Renal System

= Dysuria
Frequency urine
Nocturia
Pyouria
Oliguria
Polydipsia
Polyuria
Loin pain
Haematuria

16.

Reproductive System

= LMP (Menstrual cycle)
Menarche
Menopause
Menstrual cycle
Dysmenorrhea
Intermenstrual bleeding
Post coital bleeding

17.

Mental Status
= |nsomnia
= Stress
= Anxiety
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18.

Past Medical History
= Previous of Gl problem (In-
cluding diagnosis)
Hypertension
Heart Diseases
Diabetes Mellitus
Stroke
Asthma
Tuberculosis
Any operation

19.

Family History
= Family Number
= Gl Cancer
= Some Genetic Related Diseas-
es

20.

Drug History

= Allergic to a particular drug

» Regular taking drugs (Name
of Medication)

21.

Social History
Accommodation(housing)
Job

Marital Status

Diet

Smoking

Drinking

Betel Chewing

Total Score

Unsatisfactory < 58

Satisfactory= 59 - 93

Good= 94 -112

Trainee’s Comment

Name

Supervisor’s

Signature -----—---———mm -

Trainee’s

Signature -----—----——-- -

Name
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GASTROINTESTINAL EXAMINATION

Trainee’s Name- --------—- - Ward -----------—---

Roll number --------—-—mmm - Date ------—-—--—---

Assess- Marki Gi c

o ment arking | Given om-
No. Activities Score | Score | ments
Yes/No

1. Preparation

= Introduction

= Consent and Explanation
= Washing your hands 3

2. Vital Signs

3. General Examination
= Ask the patient tenderness any-
where before examination

4. Body weight

=  Obese

= Average

* Underweight 4
= Wasting/ Cachexic

5. Conscious level
= Alert

= Confuse

= Unconscious

6. Signs of Distress
= Dyspnea
Orthopnea
Wheeze
Stridor

7. Hydration Status

» Sunken eyes (thirsty, tear ab-
sent..)

= Mucus membrane dryness
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Head, Neck & Chest

Central cyanosis

Anemia

Jaundice

Eye problem (redness, tearing,
discharge, injury

Puffy face

Exophthalmia

Nasal bleeding, Gum bleeding
Mouth Ulcer

Dental Hygiene

Tonsil enlargement

Neck Swelling

Lymph Nodes Enlargement
(Cervical, Axilla, Inguinal)

= JVP

= Skin pigmentation

» Gynecomastia

15

Upper Limbs

Peripheral cyanosis
Clubbing

Tar Staining
Leukonychia

Koilonychia

Palmar erythema
Palmar Crease (Anemia)
Spider- naevi

Flapping tremor

= Tattoo marks, injection marks

10

10.

Lower Limbs
* QOedema (Pitting or Non-Pitting)
* Limbs (Amputation/ Deformity)

1.

Local Examination (Inspection)
Shape

Normal

Flat

Protruded (Extend beyond or
above a surface)
Distension

Move with respiration
Umbilicus

Visible mass

Scar

Dilated veins

Spider Naive

Caput medusas

12

12.

Local Examination (Palpation)
= Light palpation- (9) Regions

= Deep Palpation- (9) Regions

= Tenderness

= Rebound Tenderness

13.

Liver (If palpable)

= Sjze

Edge (sharp/round)
Consistency (Soft, Firm, Hard)
Tenderness
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14.

Spleen (if palpable)
= Size

15.

Kidney
= Ballotable (or) Not
= Tenderness

16.

Any Mass

» Site (in 9 Regions)
= Size

= Shape

= Tenderness

17.

Local Examination (Percussion)
= Liver

= Spleen

= Shifting Dullness

= Fluid Thrill

18.

Local Examination (Acusltation)
= Bowel Sound

= Liver Bruit

= Splenic Rub

19.

Hand Washing

Total Score

Unsatisfactory < 70

Satisfactory=71 - 77 Good= 78 - 84

Trainee’s Comment

Supervisor Trainee

Signature -----------mmmmmmmmoo o Signature ---------- -
Name  -—-----—mmmmmmmmm Name  ------—--ommmm -
Date  --——--—-m - Date  -—---——--——— -
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CHART REVIEW
CHECKLISTS
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OBJECTIVES

To provide opportunity for staff to refresh and review their practical skills
To ensure standard of care is equal across all clinic

To provide quality assurance feedback to managing level

To provide quality assurance feedback to managing level

Chart Review - Pneumonia
Department: R/N:
Review Date: Sample No:
Reviewed by:
Score
1 History taking
1.1 Patient particulars
Name 1| point
Age 1| point
Sex 1| point
Address 1| point
12 Chief complaint
Cough 2 | points
Duration 2| points
Fever 2 | points
Sputum (>5Y) 2 | points
If yes: is there blood 2 | points
Difficult to breath / fast breathing 2| points
Chest pain (>5Y) 2 | points
Cyanosis (child <5Y) 2 | points
Poor breast feeding / poor appetite 2| points
13 Past history
TB contact 2| points
:-ilcljsntc;r_I)_IBof recurrent respiratory infec- 2| points
Chronic disease e.g. asthma, heart .
disease 1| point
Smoking (adult) 1| point
Check vaccines up to date (child <5Y) 1| point
Physical examination
21 Vital signs
Temperature 2 | points
Pulse Rate 2| points
Respiratory Rate 2 | points
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BP (>5Y) | 2| points

Pulse oximeter 2 | points

Weight | 2 | points
2.2 | General Examination

Level of consciousness 2 | points

Cyanosis (central) 2 | points

Difficult to breath 2 | points

Chest indrawing 2 | points

S;;a&itation/wheeze/decreased air 2| points

Heart auscultation 2 | points
3 Laboratory

Malaria smear (if fever) 2 | points

Chest X'Ray (if suspect TB) 2 | points

Sputum test (if suspect TB) 2 | points
4 Diagnosis

Differential Diagnosis 3 | points

Correct Provisional Diagnosis (mild/se- .

vere pneumonia) 3| points
5 Treatment
5.1 Correct treatment

Give correct antibiotics (oral if mild / IV if .

severe) 3| points

Give correct dose of antibiotics 3 | points

Give maintenance IV fluids (if neces- .

sary) 3| points

Give Oxygen (if necessary) 3| points
5.2 Supportive treatment

Treat for fever 3| points

Give Vitamin A pr.evention if m_ild/moder- 3| points

ate or treatment if severe (Child <12Y)

Deworming every 6 months 3 | points
5.3 Health education and prevention

Give health education on pneumonia 10 | points
6 Others

Name of health care provider 2 | point

mske the next appointment / Follow 2| point

Total score 100 | points
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Comments:
Instructions:
Select only new cases
If question is Not Applicable (NA), give full mark (for example vitamin A
for adult patient)
| | L]
Chart Review - Diarrhea
Department: R/N:
Sample
Review Date: No:
Reviewed by:
Score
1 History taking
1.1 | Patient particulars
Name 1| point
Age 1| point
Sex 1| point
Address 1| point
1.2 | Chief complaint
Duration of diarrhea 2 | points
Number of episodes per day 2 | points
Watery 2 | points
Blood 2 | points
Mucus 2 | points
Any worm in stool 2 | points
Abdominal pain/rectal pain 2 | points
Vomiting 2 | points
Fever 2 | points
Thirsty 2 | points
Urine output 2 | points
1.3 | Past history
History of diarrhea 2 | points
Any family with diarrhea 2 | points
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Brgastfeeding or bottle feeding 2| points
(child < 2Y)
Check vaccines up to date (child 2| points
<5Y)
Any chronic disease 2 | points
Physical examination
2.1 |Vital signs
Temperature 2 | points
Pulse Rate 2| points
Respiratory Rate 2 | points
Weight 2 | points
BP (adults) 2 | points
2.2 | General examination
Level of consciousness 2 | points
Pallor | 2 | points
2.3 | Signs of Dehydration
Sucken eye 2 | points
Sucken fontanelle (child <1Y) 2 | points
Skin pinch/turgor 2 | points
Mouth and tongue wet or dry 2 | points
2.4 | Abdominal examination
Soft/distension 2 | points
Tenderness 2 | points
Liver/spleen 2 | points
2.5 | Systemic examination
Systemic examination (CVS and .
respiratory) 2| points
3 |Laboratory
If fever: Malaria smear 2 | points
4 | Diagnosis
Differential diagnosis 2 | points
Correct provisional diagnosis 2 | points
Classification of diarrhga (Acute watery, 2| points
dysentery, persistant diarrhea)
Classification of dehydration (none, mild/ .
some and severe dehydration) 2| points
Treatment
5.1 | Correct treatment
If mild dehydr:‘:ution:.give 0R§ in IPD, if se- 2| points
vere dehydration: give IV fluid
Give appll'opriate antibiotic and correct dose 2| points
for certain causes (e.g. dysentery, HIV)
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5.2 | Supportive treatment

Vit A every 6 months (child <12Y) 2 | points

Deworming every 6 months 2 | points

Zinc supplement (child <12Y) 2 | points
5.3 | Health education and prevention

Give health education on diarrhea 10 | points
6 | Others

Name of health care provider 2 | point

It\:/IcialIl(;v;huepnext appointment / 2| point

score 100 | points

Comments:

Instructions:

Select only new cases

If question is Not Applicable (NA), give full mark (for example vitamin

A for adult patient)
|| | |

Chart Review - Dengue Fever

Department: R/N:
Review by: Sample no:
Reviewed Date:
Score
1 History taking
1.1 | Patient particulars
Name 1| point
Age 1| point
Sex 1| point
Address 1| point
Occupation 1| point
Marital status 1| point
Ask LMP (if female 12-49Y) 1| point
1.2 | Chief complaint
Fever 2| points
Duration of fever 2 | points
headaches 1| points
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body ache 2| points
Persistant vomiting 1| points
Pain in abdomen 2 | points
Bleeding: gums, hematoma... 2 | points
Urine output 2 | points
1.3 | Past history
Any medication 2 | points
Got dengue before 2 | points
Any other chronic disease 1| points
Check vaccines up to date (child <5Y) 1| points
1.4 | Dengue Risk factor
Any contact with dengue patient 1| points
2 | Physical examination
2.1 | Vital signs
Temperature 2 | points
Blood Pressure 3 | points
Pulse Rate 2 | points
Respiratory Rate 2 | points
Weight 2 | points
2.2 | General examination
Level of consciousness 2 | points
Pallor 2 | points
gum or nose or rectum bleeding 2 | points
petechiae 2 | points
skin rash 2 | points
Listen to lung 2 | points
Listen to heart 2| points
Tourniquet test 4 | points
2.3 | Abdominal examination
liver 2 | points
spleen 2 | points
Ascites 2 | points
3 | Laboratory
Hemoglobin 2| points
CBC: platelet and WBC 3 | points
4 | Diagnosis
Correct Provisional Diagnosis 3 | points
Appropriate referral to IPD 3 | points
5 |[Treatment
5.1 | Correct treatment
Correct drug 3 | points
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Correct dose, frequency and duration 3 | points
5.2 | Supportive treatment
iv fluid if needed 3 | points
fever and chills: paracetamol 3 | points
Deworming every 6 months 1| points
5.3 | Health education and prevention
Hydration advices 2| points
g?:agtehr signs: bleeding, abdominal pain, difficulty to 3| points
Give health education on dengue: protection.. 4 | points
6 |Others
Name of health care provider 2 | point
Make the next appointment / Follow Up 2 | point
Total score 100
%
Comments:

Instructions:

Select only new cases

If question is Not Applicable (NA), give full mark

Malaria Chart Review

Department: Period:
Adult IPD Reviewed Date:
1 History taking
11 Patient particulars
Name 1| point
Age 1| point
Sex 1| point
Address 1| point
Occupation 1| point
Marital status 1| point
Ask LMP (if female 12-49Y) 1| point
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1.2 Chief complaint
Fever 2 | points
Duration of fever 1| point
Chills/rigor 1| point
Headache 1| points
Vomiting 1| point
Pain in abdomen 1| point
Stool 1| point
Urine output 1| point
Convulsion / fitting 1| point
1.3 Past history
Ha.s t_aken anti-malaria drugs 2| points
(within 2 months?)
If yes: ask name_of_drug (if 1 point
known) or description of drug
And how many doses? 1| point
And when and where 1| point
Any drug allergies 2 | point
If yes: what kind of drug allergy 1| point
Convulsion/fitting/epilepsy 1| point
Got malaria before 2 | point
Any other chronic disease 1| point
History of j_aundice (or if known 1 point
G6PD deficiency)
Check vaccines up to date (child 1 point
<5Y)
1.4 Malaria risk factors
Recent travel history 1| point
Eseg net use / insect repellent 1 point
2 Physical examination
2.1 Vital signs
Temperature 2 | points
Blood Pressure 2 | points
Pulse Rate 2 | points
Respiratory Rate 2 | points
Weight 2 | points
2.2 General examination
Level of consciousness 2 | points
Pallor 2 | points
Jaundice 2 | points
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Listen to lung 2 | points
Listen to heart 2 | points
2.3 Abdominal examination
Liver 2 | points
Spleen 2 | points
3 Laboratory
Malaria smear £ RDT 2 | points
Hemoglobin 2 | points
If PV: G6PD test 2 | points
4 Diagnosis
Correct Provisional Diagnosis 3| points
Appropriate referral to IPD 3| points
5 Treatment
5.1 Correct treatment
Correct antimalarial drug 3| points
glc:::;eic;tndose, frequency and 3| points
Primaquine given appropriately 3 | points
5.2 Supportive treatment
Ferrous sulphate for 1 month 2 | points
Folic acid for 1 month 2 | points
Vit A every 6 months (child <12Y) 2 [ points
Deworming every 6 months 2 | points
5.3 I-_Iealth education and preven-
tion
?iv_e health education on ma- 10 | points
aria
6 Others
Name of health care provider 2 | points
;/I:lll(:\;hﬁpnext appointment / 2| points

100 points

Total score (%)
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BASED
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VITAL SIGNS
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Staff name:

Staff position: CHW 0O Medic O Nursel

Department:

Supervisor name:

Supervisor position:

Date:

Evaluation

Satisfactory = Acceptable or good level of patient care
Not satisfactory = Needs improvement and clinical competency should be repeated

Activity

Comment

Satisfac-
tory
Not satis-
factory

Wash hands (hand sanitizer or water and soap)

Prepare materials in tray

BP cuff, thermometer
Stethoscope, cotton, spirit

Explain to the patient you will check their vital signs

Measure the temperature
Need to wipe thermometer with spirit

measuring

If glass thermometer shakes before use

before

Decide: normal/fever/hypothermia
Hypothermia: <35.50c¢
High fever: >380c

Take pulse rate
Count for 1 minute
Palpate correctly with 3 fingers

Decide: normal/tachycardia/bradycardia

Count the respiratory rate
- Count for 1 minute

Decide: Normal/abnormal

Any dyspnea or cyanosis?

Measure the BP
Put BP cuff upper Right/left arm 2/3 position

Put the BP cuff at the same level with heart.
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Firstly, palpate the pulse

And then Auscultate

Decide: hypotension/normal/hypertension

Measure the body weight

ok No need
today,
already
done

No
clinical
situation
for daily
check

Record vital signs correctly

Explain results to patient

Wash hands (with hand sanitizer or water and soap)

Recommendations from supervisor

Satisfactory O

Not satisfactory O

Date to repeat if necessary

Comments from staff

NA: Not Applicable

Satisfactory = Acceptable / good level of patient care

Comments

Signature Signature
Name Name
Date Date
FIRST CONSULTATION
Staff name: Supervisor name:
Staff position: Nurse O CHW O Medic O Supervisor position:
Department: Date:
Evaluation

Not satisfactory = Needs improvement and clinical competency should be repeated
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Com-
ment

NA

Activity

Satis-
factory
Not sat-
isfactory

A- History taking and past medical history

Staff introduces himself and explain the consultation
process -

Staff performs a full consistent history taking (1):

..history of the disease (incl. investigation already done)

Staff performs a full consistent history taking (2):

.. past medical history of the patient and his family,

Staff performs a full consistent history taking (3):

.. medication already taken (past and current)

B- Physical exam

Give information before physical exam; ask permission

(do ethically)

Check vital signs results

Staff performs exam of the area of the main complain

Staff performs general exam of all systems and with
specific search related to the main problem

Staff performs all his exam with correct technique*,
and adapted to the patient condition

Staff performs the exam with respect and compassion

C- Diagnosis

Staff summarizes nicely the patient problem (chart)

Staff gives conclusion of diagnosis hypothesis and also
differential diagnosis (chart)

Staff thinks to exclude iatrogenic cause of the problem
(such as drug side effects, procedure complication..)

D- Investigation (laboratory, X-ray, ECG, USG....)

Staff proposes some investigation, and explain why

Staff explains investigation result

E- Conclusion

Staff gives final diagnosis (chart)

Staff explains the suspected diagnosis to the patient

F- Treatment

Staff says if it's an emergency situation or not
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> 1 >
Activi < 05T s| com-
ctivity = g -g g “§ ment
Staff explains the global
Staff decides the correct medication for his final diag-
nosis
Staff explains the to the patient
Staff explains to return to clinic and gives
to patient

Staff asks patient if everything is clear and if patient
has

TOTAL
Total items applicable 100 %

Total items applicable scored “Satisfactory”

%

z
Instructions:

*Technique: the way to examine correctly patient; for example, listening to the lungs

when patient not talking

Need to take a random patient for 1 consultation (in OPD or for IPD admission)

Session may last 1 hour.

Supervisor will observe, and can ask question to the medics at the end to understand

better his decision

To pass, need 60% of the applicable items to be “Satisfactory”

Recommendations from supervisor

Satisfactory 0  Not satisfactory O

Date to repeat if necessary:

Comments from staff

Comments:

Signature:
Signature:

Name:
Name;

Date:
Date:
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DISPENSING ORAL MEDICATION

Staff name: Supervisor name:
Staff position: nurse 0 CHW 0O Medic O Supervisor position:
Department: Date:

Evaluation

Satisfactory = Acceptable / good level of patient care
Not satisfactory = Needs improvement and clinical competency should be repeated

Com-

Activity ment

satisfactory
Not satis-
factory

Look at the prescription carefully. If the prescription doesn't

follow the procedure (capitals, complete name, doses, num-

ber of takes and duration) or if it's not clear, ask the medic to
correct.

Check correct patient (name/age/sex)
Introduce yourself, explain procedure, get consent

Ask the patient/caregiver is he understand his condition, if
patient do not: refer back to medic

Check correct prescription:
BW/drug name, dose, 0D/BD/TID/QID/HS, duration

Wash your hands
Prepare medication: check on bottle (name, dose, expired
date)
Drug, amount

If possible, double-check

For baby or patient who cannot swallow very well: crush the
tablet with a little of sugar and water.

Give medicine before breastfeeding and when the baby/child is quiet.

Never leave the medicine on the chart. Watch the patient
swallow it in front of you and check that he doesn’t vomit.

For some drugs, it's better to give the medicine when the
patient is eating. (Otherwise, there is risk of gastritis).

Dispense the drugs to the patient and explain
For what
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How to take swallow or chew

Explain side-effects

Write on the patient chart what and when the patient received

it.

Think about your skill - what was correct, what would you
change next time

Satisfactory [
Not satisfactory [

Date to repeat if necessary

Recommendations from supervisor

Comments from staff

Comments

Signature Signature
Name Name
Date Date

ASSESS DEHYDRATION STATUS

Staff name:

Department:

Staff position: CHW O Medic O Nurse O

Supervisor name:
Supervisor position:

Date:

Evaluation

Satisfactory = Acceptable or good level of patient care
Not satisfactory = Needs improvement and clinical competency should be repeated

Activity

Comment

Satisfactory
Not satis-
factory

Wash hands (hand sanitizer or water and soap)

tient’s dehydration status

Explain to the patient or caregiver you will check the pa-
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Assess general conditions
e Conscious
e Agitated
e Very tired or unconscious

Assess eyes Some people
¢ No sunken eyes have nor-
e Slight sunken eyes mally sunk-
o Deeply sunken eyes en eyes.
Assess tears
e Present
e Absent

Assess mouth and tongue

e Moist

e Dry

e Verydry
Assess drink thirstily

¢ No thirsty

o Very thirsty
e Cannot able to drink/ beast feeding

Assess skin pinch
o Goes back normally
e Goes back slowly
o Goes back very slowly

Check blood pressure (except children) and urine out
put

Now you evaluate the patient is
e No/ some or mild/ severe dehydration

Give management plan A /B / C depend on dehydration
status

Write short note on chart

Explain results to patient

Wash hands (with hand sanitizer or water and soap)

177



_\\\ Training Curriculum for Clinic Supervisors

Recommendations from supervisor Comments from staff

Satisfactory O

Not satisfactory O

Date to repeat if necessary

Comments

Signature Signature
Name Name
Date Date

ADMINISTRATION OF IV MEDICATION

Staff name: Supervisor name:

Staff position: CHW 0O Medic O Nurse O Supervisor position:

Department: Date:

Evaluation

Satisfactory = Acceptable level of patient care
Not satisfactory = Needs improvement and clinical competency should be repeated
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Com-

Activity ment

Satisfactory
Not satisfac-

tory

Wash hands

Make sure the correct; drug name, dose and expire date/date of
opening

Check correct patient (name/age/sex/address/R/N)

Check correct time to administer (STAT, 0D, BD, TID, QID)

Calculate correct dose (mg and ml)

Explain your position/role to the patient, explain the reason for the
medicine and get verbal consent

Check / ask patient for history of any drug allergy

Prepare medicine
Dilute with correct amount of sterile water if necessary

If multi dose vial clean top with alcohol

Draw up correct dose

Put on gloves

Check date of cannula insertion and cannula site is healthy

Clean end of cannula with alcohol

Drawback with syringe

Slowly inject IV medication checking for swelling, redness or pain
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Remove syringe and needle

Put needle and syringe in sharps bin

Take off gloves and put in the right waste bin

Wash hands

Record in patient notes that you gave medication (tick)

Recommendations from supervisor

Satisfactory O

Not satisfactory O

Date to repeat if necessary

Comments from staff

Comments

Signature Signature

Name Name

Date Date

IV INFUSION

Staff name: Supervisor name:

Staff position: Nurse 0 CHW O Medic O

Department:

Supervisor position:

Date:

Evaluation

Satisfactory = Acceptable / good level of patient care
Not satisfactory = Needs improvement and clinical competency should be repeated
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Activity

Not satisfy

Comment

Satisfy

Introduce yourself, explain procedure, gain consent

Check the prescription on patient chart. Check the name of the
patient, the name of the infusion, the volume and duration.

Prepare the material: tray, sterile gauze, cotton, infusion cannula,
pipe, bottle of infusion, povidone iodine or alcohol, tourniquet, piec-
es of plaster, non-sterile gloves, kidney dishes, needles container,
tin and splint (if it's a child)

Check the name of solution, the dosage written and expiry date of
the infusion solution

Wash your hands with soap

Remove the plastic cover and wipe the top of the bottle/vial with
cotton and alcohol.

Close the clamp, connect a bottle of infusion to the pipe, fill the
dropper and purge the system with the fluid. There must not be any
air or any bubbles

Calculate the rate of flow of the infusion per minute

Write the hour, name and the dosage of the medicine, number of
drops per minute and the length of the infusion on the bottle.

Check the identity of the patient

Settle the patient and put the arm in a good position. Look for the
easier arm (for the patient) to place the injection

Put the tourniquet and look at the veins.

Disinfect the skin where you see and feel a straight vein

Hold the arm with your left hand and stretch the skin. With your
right hand, take the infusion cannula. Hold it parallel to the skin.
Put the bevel (the oblique hole at the end of the needle) facing up-
wards. Immobilize the vein and prick the needle into the vein.

Check the blood is coming and remove the tourniquet

Throw the needle in the needle container

Connect the drip set with asepsis

Open the drip system.

Attach the cannula catheter with plaster correctly

Put the date on the plaster

With your watch, adapt the number of drops of the infusion on one
minute

Throw everything else in the rubbish

Wash your hands with soap

Record the infusion bottle on the patient chart

Remove the infusion every 3 days

Think about your skill - what was correct, what would you change
next time
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Recommendations from supervisor

Satisfactory O
Not satisfactory O
Date to repeat if necessary _______________

Comments

Signature

Name

Date

Comments from staff

Signature

Name

Date

DAILY DRESSING

Staff name:

Staff position: CHW 0O Medic O Nurse O

Department:

Supervisor name:

Supervisor position:

Date:

Evaluation

Satisfactory = Acceptable / good level of patient care
Not satisfactory = Needs improvement and clinical competency should be repeated

Activity

Satisfactory
Not satisfac-

tory

Comment

Wear a mask

permission

Explain to the patient you will do the dressing change and get

Check you have the materials you need:

scissors, forceps

Eg: gauze, saline, povidone, hydrogen peroxide, bandage, plaster,
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Wash hands with water and soap

Put gloves on

Put plastic sheet under patient

Take off the old dressing slowly

Clean the wound with povidone (if sutures or abscess)
Clean the wound with saline (if clean wound)

Cover with dry gauze if necessary

Tie with bandage or secure with plaster if necessary

Throw the old gauze and plastic sheet in the right waste contain-
er

Take off gloves and wash hands with water and soap

Explain condition of wound to patient - e.g.: getting better

Give health education to patient

Put on gloves and clean the table with chlorine

Recommendations from supervisor Comments from staff

Satisfactory O
Not satisfactory O

Date to repeat if necessary

Comments

Signature Signature
Name Name
Date Date
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PART VI: HOW
TO CONDUCT
(CME)

ACTIVITIES
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Training Hours
6 hours

Training Method
Lecture
Brainstorming
Group Work Discussion

Teaching Material
PowerPoint and Scenarios
Evaluation

Definition of CME:

CME is defined as ‘Any activity which serves to maintain, develop or increase the
knowledge skills and the professional performance and relationships that a physician
uses to provide services to patients, the public or the profession.

Itis an essential part of all medical care professional lives, as the old idea that medical
school equipped one for a lifetime of practice is no longer acceptable given the rapid
pace of change in medical practice.

CME should:
- Be based on learning needs relevant to current practice
Use methods which involve practitioners actively and encourage reflection
Include the perspectives of what patients want and need from their healthcare,
balance the patients’ needs and demands
Ensure that health medics are encouraged to change practice appropriately
Be evaluated and adapted to changing needs
Be free of conflicts of interest
Encourage social contact with peers through communities of practice.

Impact of CME:

CME can be effective and has an impact on medics’ performance and patient health
outcomes. There is agreement that this impact is apparently greater on health care
providers’ performance than on patient health outcomes.

Adult Learning

Anunderstanding of the theories about how adults learnisimportant when considering
how to plan CME activities. Adults want to learn, they are self-directed, and they need
learning to be relevant and applicable in their setting; when these conditions are met,
they are highly motivated.
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Effective Interventions

The first step is to recognize that learning is dynamic and occurs on a daily basis as
the medics encounters difficult problems. Such information can be obtained by
Needs assessment
Self-awareness to identify their learning needs.
Feedback from prescription data, diagnostic test ‘behavior’ and referral data
and discussion on these data with peers and medical specialists.

CME providers should in addition use some objective assessments of learning needs
such as peer review in quality groups, expert opinion, literature review, physician
performance data and standardized Quality Improvement assessments. Embedding
quality improvement approaches within CME activities is an interesting development.
A method which incorporates these principles is the Quality Circle where small
groups of health professionals meet regularly to reflect on and improve practice. In
rural areas this kind of work can be arranged through online communities of learners.
These have been shown to have effects on changing behavior, affirming self-esteem
and increasing professional confidence.

Learning in the workplace

Workplace based learning fits well with what is known about how adults learn. It
is efficient and effective, enabling clinicians to gain knowledge in the setting where
this knowledge can be applied. It is of particular relevance in primary care units
which are dispersed within the community. These communities of practice can be
very rich learning environments, provided that everybody has an eye on continuous
development.

Conceptual framework of an ideal approach to planning and assessing
CME

Expanded CME

Description Source of data
Framework

The number of physicians and
Level 1. Participation others who participated in the
CME activity Attendance lists

The degree to which the expec-
tations of the participants about
the setting and delivery of the
CME activity were met Ques-
tionnaires completed by partici-
pants after a CME activity

Level 2 Satisfaction
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Level

3A. Declarative
knowledge (Knows)
Level

3B. Procedural
knowledge (Knows
how)

The degree to which partici-
pants state what the CME activ-
ity intended them to know

The degree to which partici-
pants state how to do what the
CME activity intended th em to
know how to do

Objective: Pre- and post-tests
of knowledge.

Subjective: Self-report of
knowledge gain

Objective: Pre- and post-tests
of knowledge

Subjective: Self report of
knowledge gain

Level 4. Competence
(Shows how)

The degree to which participants
show in an educational setting
how to do what the CME activity
intended them to be able to do

Objective: Observation in ed-
ucational setting Subjective:
Self-report of competence;
intention to change

Level 5. Performance
(Does)

The degree to which partici-
pants do what the CME activity
intended them to be able to do
in their practices

Objective: Observation of
performance in patient care
setting; patient charts; admin-
istrative databases Subjective:
self-report of performance

Level 6. Patient health

The degree to which the health
status of patients improves
due to changes in the practice
behavior of participants

Objective: Health status mea-
sures recorded in patient charts
or administrative databases
Subjective: Patient self-report
of health status

Level 7. Community
health

The degree to which the health
status of a community of pa-
tients changes due to changes
in the practice behavior of par-
ticipants

Objective: Epidemiological data
and reports Subjective: Com-
munity self-report

Choosing CME Topics

There are a variety of methods to help you uncover the gaps in health care providers'
knowledge. Different methods will suit different people. It is best to use more than
one method and a combination of subjective and objective methods often gives a
better overall picture of your knowledge gaps. There are some examples of most
frequently used methods:
- Keeping a personal record

Formalization of thoughts and ideas in written form helps self-reflection and

self-assessment

Formal patient satisfaction surveys

360° appraisal: if you work in a team: a formal 360 appraisal involves asking

your colleagues to give feedback on your strengths and weaknesses. Those

giving feedback should remember that it should be balanced, descriptive,

objective and constructive.

Audit of medical practice: this is a process that has been defined as “a quality

improvement process”.

Strength/Weakness analysis - reflection and career analysis: Do not focus
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only on areas of expertise, but also on areas of deficiency. What areas of
work make you anxious? What keeps coming up as a problem? What are you
good at (and might enjoy learning more about)? What are the threats and
opportunities in your situation?

CME planning (S-M-A-R-T): Individual to Organizational

S-M-A-R-T

Specific the plan should only contain specific changes within the context of the
practice development

Measurable the development should be able to be measured in the practice. This
may be measured using documents, video, reflection in portfolio, pre-
sentation in practice staff meeting

Achievable identify interim steps and plan them realistically, three priority points
is enough for one year

Relevant not because that what you like, but that what is needed: be honest and
open, it will ask for a sustained effort.

Time-bound steps within a realistic timeframe, set deadlines

10 general characteristics of identifying Individual learning needs

1. Know your goals,

2. Make them simple,

3. Make them S-M-A-R-T,

4. Keep the goals in front of you,

5. Keep the goals in front of others,

6. Work at the plan regularly,

7. Record evidence of progress,

8. Redirect your actions when they are ineffective,
9. Invite others to set goals with you,

10. Have a mentor

CME Conduction Methods

Different teaching methods are used in CME activities. Optimal combination of
teaching methods in medical professionals’ education like study in the classroom,
in the practice or at home, as well as use of appropriate IT concise the system of
blended learning which can give the best result.
Interactive training seminars combine various methods which draw
participants’ attention and involve them in practical interactions.
Traditional lectures and seminars are less effective than interactive teaching,
but passive learning with minimal trainee’s participation is still often used in
the medical-education.
Innovative training techniques may improve training and be an effective means
to induce changes in medical practice.
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Successful combination of interactive methods usually depends on the topic, aim and
the audience and may vary according to the circumstances. Each education method
can have its advantages and limitations and must be used according to the aim of the
trainer/training. Some often-used interactive methods are listed below.

“Open” Questions teaching method

Tips - Open questions force effective discussions. Open-ended questions usually
begin with the words “what, when, how, why, which ...” and do not lead to a simple
answer “yes” or “no”. To maintain the interest of listeners and to avoid repetitive style,
several question methods can be used:

1. Asking questions to the whole group.
2. Asking a question to an individual listener, addressing someone by name.
3. Asking a question to a certain listener after a pause.

Lecture - a traditional teaching method, mostly used for a big audience

Tips - Different specific methods can be used to activate the audience’s attention
during the lecture:

“Buzz group”: during the lecture you ask the participants to discuss a topic in groups
of 2-4 for 3-10 minutes. The results of their discussion can be reported by some
groups’ representatives at the end of discussion.

“Joker session”: a “blind” lecture listed in the programme/curriculum; participants do
not know the topic, but they know who will present the lecture. Usually, a famous or
popular lecturer is invited to increase (the attention of the) participants.

Discussion

Tips
- Different types of discussions can be used.

A group discussion is aimed to present a possible solution of the problem or

discussing opposing views on controversial issues. The group discussion is

attended by 3 to 8 participants, not including the moderator.

General discussion that revolves around one listener’s question, which relates

to a certain (research) topic.

Discussion with the jury: the teacher, acting as an arbitrator, conducts a

“question answer” between the jury and other participants. How teachers

respond to questions and comments is crucial in creating a constructive

atmosphere.

Do notforgetto thankthem for their questions and comments and provide equal

opportunities for everyone. Encourage fewer active participants, maintaining
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their confidence, offer to give additional comments. Stop dominant (talkative)
participants by asking what others think about it.

Brainstorming

One of the easiest but most effective learning methods that stimulates learners’
thinking and creativity and is often used in conjunction with group discussions. The
main purpose to generate ideas, opinions and alternative solutions related to a
particular topic or problem by all participants in a short period of time. The group
is given a specific task. The expressed ideas are to be written down on a sheet or
flipchart. The next stages of brainstorming are discussion, classification, selection of
promising proposals.

Tips - Use different steps: 1) Formulation of the problem, 2) Generating ideas, 3)
Grouping, analysis and evaluation of ideas.

Work in small groups - allows to increase the degree of involvement of
learners and allows them to learn from each other

Tips - Tasks for small groups should be relevant to the topic of the lesson, do not
require too much time to complete, meet the level of knowledge of learners and
promote the assimilation of educational material. All groups can perform the same
task or each group can consider their own problem, case or role play. After each
group completes their task, the teacher brings all the groups together to discuss the
work done. Discussion can be organized in the following forms:

1. Report from each group,

2. Answers to the question,

3. Demonstration of role play,

4. Recommendations from each group on the proposed topic.

Role-play - participants play different roles based on situations related
to the topic

Tips - Best used in the following situations:

Training communication skills

Training of skills or clinical procedures on a simulation/anatomic model
Training of teaching skills A variation of the role play is the “Fishbowl”
technique (also called “aquarium”): demonstration of “how it should be done”.

You have a group of teachers that sit in the middle of the room, while the audience sit
in circle around them (they watch the teachers as we watch fish in the fishbowl). The
audience is quiet all the time. The teachers (demonstrators) demonstrate a meeting
(like debriefing, family meeting, feedback or similar). The audience observes how it is
done. There is no discussion at the end, everyone just leaves the room.
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Situational tasks analysis

Based on the use of real situations related to a specific topic or problem. When
considering situational tasks, participants can work both individually and in small
groups.

Demonstration - a method to show learners the right way of performing
specific actions

Tips - Clinical skill can be demonstrated in a variety of ways:
Slide show or video.
Demonstration of a clinical procedure or skills on an anatomical model.
Conducting a game lesson.
Demonstration on a real patient.

Despite the way of demonstration, it must be conducted in accordance with the
scheme “whole-part-whole”
1. First you need to demonstrate the whole procedure from start to finish so
that the listener can visually imagine it
2. Then divide the procedure into stages and give participants the opportunity to
practice on a certain stage
3. Demonstrate the entire procedure again and then allow participants to
practice the entire procedure from start to finish.

Home visit with other learners - Home visit with a group of students/
trainees/ residents (N < 5) to one of your patients (senior, disabled, end
of life care...)

Tips - The patient must agree for this kind of visit. One of the students/trainees (or
the teacher/learner) asks all the questions. The others have other tasks: observing
the non-verbal communication, social status, talking with relatives... If a physical
examination is needed, it should be done in a private condition in presence of just one
person, the other group participants can wait outside. The important part is after the
home visit: group members discuss the house visit from different perspectives of the
members of the group and can report their observations to other groups

Feedback - important in order to assess the learning and emotional
reactions of participants

Tips - Many different methods of summary/giving feedback are available, including
the following:
Asklearnerstoaskquestionsthat willgive themthe opportunity todemonstrate
their understanding of the material that was covered during the lesson.
Ask learners questions that will stress their attention on the main points of
the topic.
Conduct practical exercises or surveys, which will also allow learners to
show their understanding of the studied material.
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Interactive training is an effective way to increase both the level of knowledge and
the motivation of clinical care providers with respect to their knowledge/skills
implementation into their real practice.

It is very important that organizations promoting CME activities be strongly involved
in planning, developing, and evaluating the content of educational programmes, in
order to optimize and update the topics and information contained but also to identify
and eliminate potential errors or biases.

The Bias Management Process: four-step work system that includes:
1. Collecting data about the presentation and educational programme.
2. Review process of the written material (by an expert in the respective subject
or topic).
3. Review of the presentation or workshop held live (by a competent but “non-
expert” person).
4. Evaluation of the event by the participant.

The proposed evaluation grid covered several topics, namely:

« Declaring the commercial interest or the conflict of interests of the author of
the educational programme.
Existence of a peer-review based on Evidence-Based Medicine.
Use of scientifically validated and highly reliable information.
Balanced way of presenting information.
Use of generic names for medicines.
Clear and honest presentation of the side effects or contraindications of drugs.
Sincere presentation of the existing therapeutic alternatives on the market.
The educational programme contributes to the improvement of the professional
knowledge of the students.
The educational programme promotes the principles of patient safety.
Presence or non-existence of biased presentations alongside.

With a few exceptions, all points in this grid should be the result of a research by the
auditors or at least, the answers should be based on the previous results of some
studies. Undoubtedly, the threat of biases on the scientific integrity of an educational
programme has been and remains relevant.

Ethical challenges in the field of primary health care

1. PARTICIPANTS

i. The usefulness of the programme: participants tend to choose CME programmes
where their knowledge and professional integrity is not going to be challenged.
This is not in line with the principle of primacy for patients’ welfare.

ii. The attractiveness of the location and of social events: CME-programmes are
frequently organized at an attractive location and tend to motivate participants to
attend with an attractive social programme. It is logical that one prefers to attend
an event in a nice location, but the scientific content offered, and the individual
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educational needs of the participants must remain a priority.

ili. Financial support for participation: CME-activities have to be paid for and the
costs for registration and attendance may be considerable. Financial support
from the industry is therefore helpful and motivating. However, events that are
heavily sponsored or even organized by the industry often lack relevance for the
participants. Monitoring attendance: one almost invariably gets a certificate of
attendance, which is usually handed out already at the start of the conference and
after the registration fee has been paid for. Serious events go a step further and
require from the participants to register their attendance at a given session of the
conference or fill in a test after attending it.

iv. Active versus passive educational methods: despite it is well known that active
methods of education have greater benefit for participants than passive listening
to a frontal lecture they are also less popular. Methods that involve person-to-
person communication, portfolio-based learning etc. are more efficient in terms
of outcome although more challenging.

Suggestions: In selecting which event to attend, the potential benefit for patient care
should be more important than the benefit for the medic’s feeling well. To support
their members and to facilitate their decisions, respectively, most professional
organizations have developed codes of conduct which usually contain a set of
recommendations for attending CME-activities.

2. ORGANISERS

i. Financial profit: planning and managing a successful CME event may be an
important source of income for the organizing body. Therefore, many medical
associations and colleges themselves take over the role of provider and organizer
of CME events and are able to thereby support their association with the money
they earn. The challenge for the organizers is to raise the money necessary for
running an attractive and successful event that would benefit the educational
needs rather than the simple well-being and happiness of participants or the
financial expectations of the organizing college. In practice, however, some very
successful CME events actually do not create a financial profit and nevertheless
involve a lot of work.

ii. Influence of the sponsor on CME content and/or selection of speakers: less
happen in VTHCs

3. PRESENTERS

i. To present the keynote at an event upon invitation is usually a paid activity. In
some cases, the presenter is paid a considerable fee, but even if he/she is not,
the costs of accommodation, travel and social events are usually covered by the
organizers.

ii. Solution: For transparency at conferences or meetings it should be common
practice that invited speakers at the beginning of their presentation disclose a
potential conflict of interest.
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PART VII:
“QUALITY
IMPROVEMENT”
“PHARMACY
MANAGEMENT”

“INFECTION
PREVENTION AND
CONTROL”
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Definition

“The combined and unceasing efforts of everyone - to make the changes that will
lead to better outcomes (health), better system performance (care) and better
professional development (learning)”.

(adapted Batalden and Davidoff, 2007 https://youtu.be/erei6éSZjcck )

Five Ways to Improve the Quality of Healthcare

CARE BEYOND THE WALLS

Improving healthcare quality can be viewed on both a macro and a micro level,
as something that will require sweeping, systemic change of the entire healthcare
system and as something that individual physicians can practice for their patients.

For instance, the healthcare industry could dramatically improve healthcare
quality by instituting greater transparency and requiring practitioners to use patient-
centered EHRs that are readily accessible to all care providers and the patients
themselves. By the same token, physicians can improve healthcare quality for their
patients by following protocol to keep patients safe from infection, following-up more
regularly, or connecting their patients to better resources.

We believe that primary care providers are actually best positioned to impact
the quality of care at the source. When used correctly, primary care providers can
act as the hub for patient-centered care. Primary care physicians tend to be more
connected to their patients and better able to understand the individual patient’s
needs and health journey.

Here are five steps primary care providers can take right now to improve
quality healthcare for their patients.

1. Collect Data and Analyze Patient Outcomes

If you can’t measure it, then you can't manage it. The first step to improving
the quality of care at your organization is to analyze your existing data to understand
where opportunities exist. You should analyze both your patient population and your
organizational operations to identify areas for improvement. Then, use this data to
establish a baseline for patient outcomes. Ideally, the wealth of available data and
IT-based systems ought to enable more patient-centered, connected care. While
Electronic Health Records (EHRs) were supposed to fulfill this promise of more
patient-centered care, in reality most focus on documentation, better billing, and
increasing revenue. If your organization wants to improve quality healthcare this is
the place to start: Be as rigorous about tracking patient wellness as you are about
tracking billing. Use EHRs, outcomes studies, patient satisfaction surveys, and other
data sources to closely monitor the health, outcomes, overall wellness, and costs for
individual patients across the entire continuum of care.

2. Set Goals and Commit to Ongoing Evaluation

Once you've analyzed your patient population data to understand their risk
and studied your practice operations to identify areas for improvement, it's time
to prioritize those areas and set goals. If you need some help, there are several
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health organizations with established quality and consistency measures that could
guide your goal-setting process. The Quality Payment Program, the National Quality
Forum, and the Agency for Healthcare Research and Quality all publish evidence-
based guidelines and measures. Next, your organization must commit to ongoing
evaluation. Improving quality healthcare isn't a one-time, “set it and forget it” event—
it's an evolving process. The key to accelerating any quality improvement process
is known as the PDSA (Plan-Do-Study-Act) cycle. First you plan a change, then you
enact that change, then you observe and analyze the results, and, finally, you act
on what you've learned. This model was developed by the Associates in Process
Improvement and is a powerful tool for improving quality in clinical settings.

3. Improve Access to Care.

Having access to care is the single most important factor for improving quality
healthcare and patient outcomes. Patients must have access to the right care at the
right time in order to get the right results. Unfortunately, close to 15 percent of the
population is still uninsured, which dramatically reduces these patients’ access to
timely care, makes them go without preventive or primary care, and forces them torely
on higher cost (and, therefore, lower value) services. For example, research shows
that underlying chronic diseases account for 75 percent of annual health spending in
the United States, but Americans access preventive care at half the recommended
rate. Of course, improving access to care doesn't only refer to efforts to get patients
to visit their primary care physician regularly or use preventive services such as
early detection screenings. It can also mean improving how and where patients are
able to access care. Many experts have argued that today’s health care system is far
too fragmented to serve patients well—and that any efforts to connect, collaborate,
and share information across organizations in order to make care more convenient
for patients will also improve patient outcomes. The emerging trend toward onsite
clinics and robust workplace wellness programs is one example of more convenient,
accessible care. According to Deloitte’s recent report, The Future of Health 2040, the
healthcare industry is on the “brink of a large-scale disruption” driven by greater
connectivity, interoperable data, open platforms, and consumer-focused care. Primary
care providers that are already innovating to provide more convenient and connected
care for their patients will be ahead of this emerging trend.

4. Focus on Patient Engagement.

Patients can be the best advocates for their own health, but first they have to
be engaged and taught to be proactive healthcare consumers. This is not an easy task,
but it's one that primary care providers are particularly well-prepared to undertake.
Primary care physicians are better set up to see the patient’s entire healthcare journey
than medical professionals who work at hospitals, specialist care centers, or urgent
care facilities. You could say that primary care physicians are in a powerful position
when it comes to overall quality of care. They are able to act as the glue that holds
all the different aspects of care together and supports the patient through the entire
care continuum. Patient engagement shouldn't stop with the patient, however. For
true engagement in healthcare, primary care providers should think more holistically
and find effective ways to connect and encourage communication between families,
physicians, other care providers, insurance providers, and social services throughout
the patient’s entire healthcare journey.
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5. Connect and Collaborate with Other Organizations

Finally, healthcare organizations that truly want to improve their quality of
care should regularly research and learn from other organizations - both in their own
region and across the country. Go back to those areas for improvement you identified
and goals that you set and look for other healthcare organizations that excel in those
areas. To find these organizations, keep your ear to the ground about healthcare
facilities that are experiencing success in a certain area, attend conferences, read the
literature, and research online. Next, reach out to the organizations you've identified
and find out what you can learn from them. Most organizations are happy to share
to improve the lives of all patients. In addition to implementing changes at your own
practice, you may find healthcare organizations you can partner with to improve
patient outcomes. Patients today are less limited by geography and often benefit from
opening up their care options for major procedures. Even for day-to-day care and
routine procedures that you typically handle in-house, primary care providers are
uniquely positioned to connect patients to additional services that will increase their
success, proactively follow-up on care plans, engage patients across the continuum
of care, and close the communication loop with other healthcare organizations. In
other words, primary care providers are best able to take responsibility for individual
patients both inside and outside the clinic walls.
Related

Effectiveness

Efficiency Safety
I QUALITY
People-
Integration Centredness

Equity l Timeliness
What is quality?

Quality of care is the degree to which health services for individuals and
populations increase the likelihood of desired health outcomes and are consistent
with evidence-based professional knowledge. This definition of quality of care spans
promotion, prevention, treatment, rehabilitation and palliation, and implies that
quality of care can be measured and continuously improved through the provision
of evidence-based care that takes into consideration the needs and preferences of
service users - patients, families and communities.

Quality health care can be defined in many ways but there is growing
acknowledgement that quality health services should be:
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Effective - providing evidence-based healthcare services to those who need them;
Safe - avoiding harm to people for whom the care is intended; and

People-centred - providing care that responds to individual preferences, needs and
values. To realize the benefits of quality health care, health services must be:
Timely - reducing waiting times and sometimes harmful delays;

Equitable - providing care that does not vary in quality on account of gender, ethnicity,
geographic location, and socio-economic status;

Integrated - providing care that makes available the full range of health services
throughout the life course;

Efficient - maximizing the benefit of available resources and avoiding waste. (WHO)

Quality Improvement

Man Material Method
RESOURCES ACTIVITIES RESULTS
(INPUTS) (PROCESSES) (OUTPUTS OR OUTCOMES)

Health services
delivered
Change in health

People
Infrastructure 1. What is done
Materials (i.e. vaccine) i 2 [Ser s dera
Information
Technology

status
Patient Satisfaction

RSQA (Routine Service Quality Assess- RDQA (Rapid Data Quality Assessment)

ment)
» |Infrastructure = RDQA1
= Human Resource = RDQA 2
= General Examination = RDQA3
» |nfection Prevention Control = RDQA 3.1

= AIDS, TB, Malaria

» Medical Emergency Management
= Maternal Reproductive Health

= Child

* Instrument

= Beneficiary

*To check performances, data entry, quality of materials, knowledges

198



Village Tract Health Center Level III_

: . s e e

e i i i o BakiSing o chbans
[T [ o o b, e i i o i ot cei |

mu st i i
|ﬂa¢rﬁ_ﬁu§ﬁﬂwﬂﬁq%ﬂwﬂw M s o]
dE g ey el

Fromda oo o den
[k Doy ol i o W it o] bl ol i i i |

"m“ﬁ&; _‘_r sb{,m;.r..m!'m&.m Sl [ T T TR

e oo bl I 0
01 b2 1t bl Il it ] 4 i B st prt o
petirmad i o4 A

B e oy IO—
ot it

Organization [aﬂau&:':] |
Centre [W]

s St Page 11 Page 21

Date of visit [ Jos: 8]

= = = — T
Introd g by & | e ‘EFE.'?&{WEE':] o wg 1
T

Requesting consent [M:] a wa

Page 31

Remark: Please mention

Checke | Checke incomplete findings or resons

1
Maternal and FlepmducliuIF Health
for NO and NA

No. |dby QI d ocT 0 T €O [y C
mmfﬁz}owm@qm:*ﬂamsﬂ:
Co | byCS : B oSgpnd - NO 5 NA 0305

I i o_ ¢ 3
1 “Eg'l SoM S AATHPES
1

upiy 063G B proogd I wconypiiton cfglmpigg)

Clinical team members received MRH training?

gesnigmsasenn oyieseaepbamiqpiaags MPH a apelesghs o [eazch
:Dcr:oo$ ngsﬁooox;]mél [:Dtr:O’)$ somco b co850000M Efuﬁc_r:s:m MRH §E:
Lg.o ‘]:DE]

uoboanhenn :DGO’)?
o
‘what iz Respectful Maternity Care?

MRH Semice aaogn'r: O’DD%L

Page 22 Page 32
o a%[E)éig] o |ex

nm:urml mu:as'l mu:cmco
s:l:.:z'assPLDsc o =] [eﬁéé] e:\::n'ga%éu

U |_| i T o L a

C 0 [+
msm.ag:go.mmogc.mmw:ﬂc.ﬁm@ s:maslﬁmstﬂ) Elcoumcﬁ s
neaar mSufGobecn mecmnsmng 2eodff3E n:naaa(ﬂ 0k

4 g [FaseRps
. [y 3 C c C

T03ETR0300 BORIICONEN n'ﬂ?masl.mgsﬁpmgw.ﬁc.

Y T 0 00 C
L_1__ e e N I IR _

199



_\\\ Training Curriculum for Clinic Supervisors

200

Availability of Data Collection and Reporting Tools
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PHARMACY MANAGEMENT
Health Care

Medical Care cso:mao(5¢s
Nursing Care cso(yjo &

Pharmaceuticals Care cso:dl:(gceoncegpod(gé:

Pharmacy Management

The main objective of the Pharmacy Management System is to manage the details of
Medicines, Stocks, Inventory, Pharmacy, Sells. It manages all the information about
Medicines, Company, Sells, Medicines.

This training will emphasize on following topics
Procurement cycle
Store management
Record keeping
Cold chain management (introduction)
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Daily medicine usage format sample

Medicine N T O O T I T T

MONTHLY TEMPERATURE RECORD SHEET ::uuﬁ_ '-ﬁqﬁ 1}0511”5! -~ P8
Faclin Tomommgmep - Monsk Y ear 0/ ¢ Wil Lecatien s sming mwg ¢
Rerpumnilile e oo0odmpg ¢ ]

Record tempreraiure at (9:00 AN snd 15:00 PAL{Tse dailyy

L

i

e

L=

3

]

=
=]

] l.;d.-}#;-t.r-u_;-}. EE T EY NI ETIENET Y T Y ,HJ_;A. 7Y £11 Y Y TN TR Apa :,z!.li.;.t:,:!‘J.-.t H -t_,t.li;t ylll-.l ,sq:J_.-z

Flug £ [
= 18 1 il i ) 14 | L] 19 Dt m Pl |

Stock Verification Form (esoijfesoogpbiym obesoreqopaifgiigd) N P10

Hame of department (grgzoups)
Date of Verification (eememopfamf) .o
Inventony Shest (eogSrge) [ErgeRaloh] SRest NEL )
S8 Mo Code No Ttems Surphas (=)
Plyysical stock | Stock Card Stock Ledgar
(fchof) | erpeiftes e wﬂ;:_ﬁ (ogfmed | fgcrsSions Y o Remarks
(e 1 shortege (yehiggesi)
oocfiergh)  |soofergf) eoefergh) ey )
signature af verifier (ede o condgcd)
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c20:0l:003 00650033 0p3 ©0300E:

= Name of State/Region

= Name of Township

= Name of Village Tract

= Name of Health Facility/Village

= Name of Interviewer

= Inspected Date
Check list (Observe) Score
Organization of pharmacy

General Work place condition
1 Yes=1 | No=0 | NA | Comment

(spe0qeoqaudcs:ac 3c(g3es)

The store area has sufficient capacity.

o _C C e C
GI0IP0NI$II0D0 CVGCOIMDGIID GSE)D
72995000 $9
320N V3320§:)2001I
A storeroom is available for pharmacy
separately

11

1.2 o o QO Q o ']0 0\ 3 00
G&De®099§odgc G030 oéﬂ'Dog@’JoCD’.)aﬂ

oc¢ ¢
&C20D0I
Storeroom is dry and well ventilated

Q_¢Q. N Q o, Q
©0P9§0 6 3(?6089? ﬂ[goc;moc
GQLOQM c;oooc:@@(ﬂoopan

Store area has sufficient light

1.3

Q C (N c C C
eao:oaecpocoa@e@spoap_asamc:espc
Goooczgqoq(ﬂoapau
Storeroom structures (walls, floors, ceiling,
windows, shelves) are in good conditions.

1.4

o _ ¢ < 9
G0:00DI$S IGIIMIPIVC|YICH
1.5 ¢ le NooaSi (&&
GMOC:Q$0I20VII (af.ql AHTeH!
< C C C
Q00§D oqml[a"oocsso MIOCY3)
Store is enough shelves and fridges for

placing medicine

Qo ¢ N o _¢ C C
©0D9§32000 G0C0DS OCQYPI&C
108 CiaiIR O
GGPGQ:D%?D 32632:003)Qq08 QYECQOOM
(ﬂaapau
Storage area is free from insects and other
pests

1.6

Q. S 8 S Q. . Q Q
1.7 0)0?9?‘»33@ S’BCo&)(T)I(eog’Jo({Po ONCioC
Slooodi
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1.8

Storeroom is clean, Sanitary and orderly

0080810003 208.9E:005056§(G: 3095
30312005 208.9&:0055¢§{B: 8op?

<
002:§0602E:0l000I

1.9

Are work surface kept dry and the surfaces
are slip resistant?

[N c C c c [N
QQOCS? Cs 03QCDO claoMe (<)
90c§:03E4{036:{gE00pS efgpadenp.g :
2000000 6 GGSZIDG®61§ QOGO CO00220
[ L L
20Q02s0ll

110

The staff don't keep the food in store/fridg-
es and not allow to eat in the pharmacy.

32020:3200 38(7% OCBOQS§EGQ5GODU)’J
Q ode L s el o o NS
CCD’Jgﬂ Cal 0)33:1?8 CQCY? 89@[@38@C8
oqol

1n

Is debris, and waste stored safety and
removed promptly from work site?

32 (TCJSDOQDZI 39@39? 39%(633%(73&{]’32(7%

0{%%«:6%&13? 0$000M5¢ 9[3]8°8§.00

Ol20QO2:ll

112

Are the required number of toilets and
washing facilities provided?

3362008¢ 60:6(03020§ g Ese000e 86043
360004¢ G802 §918:e00084epqp:
a®e0005@2 §oloocoosi

113

Are all toilets and washing facilities
clean and sanitary?

QQ C < °

3PO0D&E CONDGIVIGHEPQ[D3IOS
220085 9 $p4 ,

20§,§C26§)012000:l!

General medical store safety

(cs030k003 3(5;8059;%)

Yes =1

No

NA

Comment

21

Pharmacy store is locked for security.

eao:o:o%cé[%lee@ogog G20D909008
c L L JL °
Sloopdi

2.2

Are there double lock system?

< C C
620280000 90)@380']3303’33”

23

Are there log books for entrance register?

C < C < C [o] ’]
320C320000R0V006:03320002:§10100CO:ll

2.4

Is the store room well ventilated?

o _ ¢ < C C C <
©0P9$320D0 GAOOCELORMD CGMICIYSPD
§olaoosIl




Village Tract Health Center Level III_

2.5

Are there warning signs for security? (e.g.
Staff only, No entry without permission)

oo C co c O
cofBlg30308 (0300899320 5o o
OCGlIS@O)ﬂGODD) ODU)GO?GQ?U)'JQQ)Dgeﬂf)g

Q
0022§)20C003!!

2.6

Are the windows and doors safe?

069']:@07(7%8 @mé:eo](f)cﬂo:oap_s C\S@[@
o ° L JL
q]d]oacoozu

2.7

Are there cupboards for controlled medicines?

o ¢ < ’] C Q00 [o] ’]
(I)§SSEII_OG@SO 8&{]383908@ OGJQID% ﬂO
2002l

Storage Condition

(es0z0l:gpoon:3gamc(gmcs)

Yes =1

No

NA

Comment

3.1

Room temperature is recorded.

<, oc Qg S Q. .9
3:99@0(1‘39('3%]§(78C0m39 Qooooe,ooo,ﬂ
SloooSi

3.2

Are the room temperature able to control?

<. o¢ Q¢ . o¢g .
329§33203[$ C0$30003&C 003!

33

Each stock item has a sufficient and
well-defined space

G&)SO']SS’B OI_SG’BO)DSSQC\%(TS 33@8?086%613
Q S o L ¢ o I
0R€ 6002E308056000059 0023801205

3.4

Each stock item be labelled with the name,
form and dose

o Q _¢ o <
¢20:0l:3¢]s302:320305 Fjj:a6pd! 6502
o¢ °o o O (@] N <
3|$0e2CmI OO0 61l [§7]0299002:2000I

35

Expire dates are written clearly on the
boxes

G&)o?oo(ﬂf)o(fgC M SE|! D

00390 cq2000:0l005I

3.6

Each group of medicine arrange the supplies in
alphabetical order by generic name. (Medicines
are classified properly.)

GSO%O']&?CE G@O%O]:OO)é:Q{P:(TJ 300
Q ¢ S E
3OV 60336 ¢ PP Ato”Z
0¢C. 9 _¢ e 2
F20pC: OOP00:q)0I0RVII (c;ao:o']:qutﬁ

0800007 }[F2:002:2020)

3.7

Cold chain temperatures are recorded (2
times per day)

oc C C C . o C
303|$RC:000080 (Cold Chain) 03 070
OO0 oqé @orgooo:ooosd]a)pgu
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3.8

Vaccine and other heat sensitive drugs are
stored in cold chain between +2°C and +8°C

(]

mocgcﬁeaoqu:c?cf: 3,9('33015@9%5633
. oc C C
Gao:quog Cold Chain (sgosdj Css0Mm
Q ot ) o ot o <
0§0) 03¢ (+Ojsoqﬁ +©30§ ©COD06|00
32|0303 ooo:q](ﬂ:npou

3.9

Use generic names of each medicine in
pharmacy.

oC C °
630:5pCORC 3939.,@[0@333 BUONV|ER0:
§262562305202 32255[q2051

3.10

Top shelves are stored with tablet, capsule
and ORS

QECDGOTQDSOgE GQDSC{PSI G&):GU)D(:‘,I G’]UCJ
@38@6 :390)%31603’) G&):O’]ZEEPS(TOe (I)’.):ﬁci

SloopSi

3

Middle shelves are stored injectable, liquid
and ointments.

olel 3903&3005088 ca033260! on?):c;ao:
C\ovézcaozsgmﬁeoao PGP 002223000z

c L L
SloopSi

3.12

Bottom shelves are stored with surgical
items, laboratory supplies, condom etc.

o&eN 635909000078 385982032 LES:

0l09398§:03:00 0838 Cc"isalo)o;o[?o
8 §°OL° 0"3_3006{] ° §L°¢ ﬂ

360D 00D30300230[2020

3.13

Are the cupboards for controlled or special
medicine?

03§29 Ocs050l: 33601105 FB>NsEs0:okGPS
?Oﬂ eo o o LO L ILO o OQI o
3PORMD ID3Q[D2§) 003

3.14

All controlled drugs are stored in a locked
cabinet.

B &:910650:01:32:03:08 602905 002:8
§Ssm Helticcatlavlen 29 0:§)
200l

3.15

Damaged or expired medicine and vaccines
are kept separately.

oacrgmézcg§eao:6]zlmoogugeao:§§
cCQ O N Q <
Q[058s650:0l9303 3(0s002:§la0Si

3.16

Comply standard procedure First-Expired,
First Out (FEFO) in medicine arrangement.

G&DSO']SQEIDS(Y%S’B 833(7%0)8308%6 SG&)S
N Q. 2t oo & ¢ N
CQGlCCQQU)O\?o §@0C\)Go(? o0 C\Pm-?’)

SloopSi




Village Tract Health Center Level III_

Comply standard procedure First-In, First
Out (FIFO) in supplies arrangement.

) Q S Q.8 <, Q Q
3.17 | ©30:0lqP:0D F2§COCIOR VPPN F6)C
Qe & ol oo L'] Q
0005298 §D03C0B0D BORT AVND§20[00JI

Record Keeping

C Q. Q 9¢, QS8 Q Yes=1 [ No=0 | NA | Comment
(©020060:07C0§:200:000:Q9)

Every stock is recorded in stock ledger with
updating.

4.1 G@go']ZODOSOQIESO%S'BUg(YS (0]) CQOE/%US
' Q Y ']“’P—Jc
QLOOQPORC HOID:00220[00DJIN

Every medicine and some supply that
describe Exp - date are recorded with its

expired date.

42 |c00d3edeom eao:cﬂsooo%oqlézo%@ﬁ

C C 0 [N} Q
0OV IQEEOITY HOIA03G §|
SloopSi

Damage items are recorded.

COQ o o N (o]
({I(DO)o“ioﬁoGODD Gaoocﬂoogp_ooqpodg

4.3 ©05002:00250100051

Are drug requisition/issued forms filed sys-
tematically and update?

C o c Coo [}
4.4 G@gé]gGmDCSQ/CX?mGogw o(L)O)Qin(Y?
C QQ c o
0§00 236:9000:002:§0l00C0:?

Are other pharmacy record forms available
and use? (e.g. Temperature record form)

G020l c°: 330%@(38@033 33@3390800&((}03
o o (o]

qu :x?oeggmdbamoou ( R0O2-3203)%

©000063)

4.5

The temperature is recorded daily on the
temperature log sheet.

oc O(‘° Q C Co
4.6 | PQF§OPCIONG G§,0R° §O>06: @[
0003200l

Are all records filled and kept systemati-
cally and clean and tidy?

Q. °°o°@°°@° c@o
4.1 | §OI006:30:0:M) (GRIORI(YPRRO(GE
0§10l

Are stock verification forms filled and re-
ported regularly?

< < C
48 o:@egooos@%ol:%@ls?ooeoaoeaoo6Lo>:>qc°
[qo[8s ©6&328eCSCloocos

Develop clinic essential medicine list and
describe.

[

N o C
49 |630:982038 @Ggaoék?eaozélzchz @[03
cul[qooosolaondil
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4.10

Daily cleaning is recorded on a specific
form

S S, S . Q.9 90@000@0
6400 0§ CEeREg|0Q0Q0? 208(F390(ge
©000065|Q[002:2001I

Drugs Distribution

(es0:ckoo0de0:(3§,co0)

Yes =1

No =

NA

Comment

5.1

Every drugs distribution is based on requi-
sition amount.

'] c c Q [o)
3030 8(IJCDG()8I@§ c00Q ?é&) (0]
C ot ° L o L Q
GCD'.)CS@&?O@OC!DS’BGO 39@@96] G&)DC&O’J

Slooodi

5.2

Every issue form is described detail infor-
mation for each item. (e.g. Name, strength,
amount, Exp date, unit. Etc..)

Geozdlzooorgeozeéo")ogcc::ogé
[ ¢ L o ¢ N
323|0IPCOMIFICA00) G@I@OOD:QJ@M
c c

(RUe2-650530 |eeoz@c:39:>:|

51 20PN EMNEQD 1882 308
sgeglsgogml $3008600 188¢ ql
20p0-)

53

All Issue forms are signed by both dispens-
er and receiver

5.4

Each issue form is sent with medicine
package

’] C oo O C Q C
G300 Z(I)CDGOS(J:ELL)O)(Y.L) G&JSS’B(X?OS’B(BS?Q
N

3200 GO0V

Patient Safety
(D82 cos8P0SME: a3(38059)9)

Yes =1

NA

Comment

6.1

Drugs use or ready to use

23:9650:0l3(0l)ad: °[§<°:90860°G:D:>
L°9 e~le LOQ§ °
ca0s0l:

6.2

Every prescribing is prepared by supervi-
sor/medic with approved sign.

o QO o QO o 00@C / o o
G&)o&% eUeCeé'T? ° é)O\I)L G“éo uomo
C«DU)& lC\)(TD?U)GGI:CX?Z 3230¢|QCa0C

G000l

6.3

Pharmacy staff clean their hands regularly
before dispensary.

c;ao:cﬂ:ooor%c;o::po°ooe°9:a>@Q 6020

Sc0:8 c&ieicomdod oS asiea: Ood
0905608 GCzal 3 20§ qCseq G0
glooSoopSn
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Drugs are counted using clean trays

650 ogooepogc 20§ g C:6000650:08:
6.4 03 2d: 6:\abpau

Drugs are labelled on the plastic bag
(name, dose, posology)

6.5 | G303 CD&GO GOD’JSGCDOgC G303 SDG&IG@°

Every prescrlbmg is checked double by
dispensary person and sign again.

o C
6.6 |ca0: e 209303 6808 ooooeoooooo §® )

G@’Jm 0000 OOE0: CDCDQO)@A)']CDFDII

Each diagnose match with its case defini-
tion

6.7 c;spoq@o)o :ragg]o%wmcfooqjcﬁeé
G6P0I3EPOND0DRI6OI

Each diagnose match with its proper treat-
ment

68 capolaé 6505 20E609030586§00051

Correct dosage for each treatment able to
perform.

6.9 mooeoaoeaooo'] 3§ I00EOM YEMS
qoap)n

Emergency trolley are available in clinic
and located in the right place

c O

< C Q N <
6.10 %soooeoggccseeq‘,eoﬁr 0330003$:CPPO3q|
[Gs co2:§ooean csepont §olaondi

A list of items is available in the box

[N C c O C
61 Gaozcﬂzsfazﬂmsgcomchz §120p0!

Quality control system
7 Yes=1 | No=0 | NA | Comment
(cs0:0l:mqpSancagiconnticoq§ 038:9)000sd)

Room temperature stays in the 20-30°C

range
1.1 298:3051§03 20-30°C [030:03¢ §eocloonSi
Room temperature is recorded 2 times/day.
P9§:30ISO 00O 5@5088"003
7.2 §° uslli 0 § & L-°

©0020252000I

Fridge temperature stays in 2°C to 8°C

oc 9

1.3 | eqdeo0gy 305]§03 2°C — 8°C [030:03E §eocloopSi

Fridge temperature is recorded 2 times/day.

G600 OISO 00de 5@5
74 |CIADCPL° PRIUSY § ¢
03C:072605000520ll
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7.5

All medicine and IV bags are kept inside the
storeroom under temperature control.

c ° C o
Gaozé]:om 33’338(\)8§C S’BG@DGWSODS
o ¢ ° oc Lo'e® olc
32009230 320 §m§8mDZGO~)D ®O’)9§3
N L L L
000RC 02241200

1.6

Cold chain temperature and room tempera-
ture are checked and recorded by pharma-
cy staff 2 time per day.

18005050 (Cold Chain) 320918
SQ(‘CIBSllé((BCo&DgYQDO) »] ’] eE:\ ) SQ(I%SEIi
§g 32982320 § 0 6030 ZO§G)@8(D (0 p]))

¢ ¢rog L e < '] N
G](Y)c?\@ O’.]@ [»]0]ets o1 (?CDCD@%CD’JZO ODPDII

1.1

Doors in the pharmacy closed to keep the
room cool at all time.

Gao:oo:):a%ocz 39@@39860)6]% UODQ']SQPQCB
oc oc b i < L
32|$0DC:0050003200l

7.8

Check and List the nearly expired drugs
regularly and distribute it quickly

C C N ']9 ’] QO o C
OD(TJUJGSQg§9 §SG&)203 OS(Te LL)?
(hIn]eseli{ne] E°[§ ®[§° 8 N D O00DGO

:00q¢:(|9(8: <¢(9d8>
G020l

1.9

Medicine expiration dates are check regu-
larly by pharmacy staff.

< c_ <
G&)SO']K{PS@]S 33(7)0)@3(8 qoo(ﬁ G@ZCS]Z

c ¢ o ¢ _C L
0§0060:0 OESOOE03200I

7.10

Abnormal temperature events have been
managed properly and quickly

(3?'§G(DOSGODD @OQ()I'%G@D(YS §G 08
L ol TeMe o Ik o Ja
3908(7) CRIC@@@GQD(DG&)’J 0)63{ ﬂ

SlaooSi

Fire protection - Risk protection
(8260053286005 000055 E:)

Yes =1

No

NA

Comment

8.1

Is debris, waste store safety and removed
promptly from work site?

32 (TC)S’BOO)SI 3032 ISQ?%(TSOD%(TSQPS(TB
@pochiogepy 046020qys¢ LigegHo

Ol20Q02:ll

o]

n
or-
©n

8.2

Is there a fire alarm system?

Q C N o] ’]
@363)3398”00@0)§® CD'J%ﬂO 20Q02:sl

8.3

If you have outside private fire hydrants, are
they flushed at least once a year?

:raoou%ej 39%05000300 quf)wgéeoao
8120056605038 8301E 0r0aS0rS3]

"Q 61 N ;] i‘loCRI ?
0063060000




Village Tract Health Center Level III_

8.4

Are there adequate number and type of
portable fire extinguishers?

< e 9 < o
ooc»aﬂa?:e:a)ooeaozorezeﬂo: 32 |_3390)f)8

Q _¢C o
FO30D OEAI05GI0D VI §oloocwosl

8.5

Are the fire extinguishers mounted in read-
ily accessible locations?

Q < < < e OC
©32000630:02520 (D(YI%QDODO?S&LC

20p5656003¢ 0023§0loocslI '

Responsibility
(00905039)

Yes =1

No

NA

Comment

9.1

Assign duty to one staff to supervise the
pharmacy

’] o C Q NP < C C
6303000930 |03 006§ 0$0063000
Q. 0O <

20D 2002002000 0ID0§]|C0820II

9.2

The staff passed pharmacy management
training

(IODOQ@QS"J) S G@"O']”%é@c \@ODEODC"
T i. o & e e ‘?981._ §°
c320¢[qE c02:[9 02051

9.3

The staff understands pharmacy manage-
ment properly

C
c0DD2Cs

o

B0&§08:2028 ca0:0:8698 36
T § °c I’J_),: et ‘?«gn
92§2:C0P3200l!

9.4

The staff comply pharmacy policy and SOP
in pharmacy management

B0&§08:2028 caoz0l:colcudsd 8da8 30
L § ° 8 ole ?o 9§o§

SOP 0303056300551 8

9.5

He/she make hand over to available staff
when he/she out of duty or taken leave.

o _¢ < < NP C NN

QDO:?G)GZZD ®0C§88CMDO§[§CO

GLD(YCJODC/ C@Cb3°®c 8°(3ﬁ0)30c('8

ROV BRIV 957, TV

ODC;GU)DG:D’JO§G)@ZCD®8§@ CBG DCe
<

GOS(S]ODPDII

9.6

The staff routine calculates and record daily
drugs consumption

c o N\

0O ¢ __¢Q NS .. 2. 0 o C
cB0§008:0005 65005 6305039905 ¢9
0R095[05605078:(q[20p51

9.7

Are monthly drugs consumption inventory
done to report regularly and timely?

(\)(DC G@S&SOSS@@?&Q)(TS(QI%G@GDDZO%OS

@ ColtOB1° ¢ ¢ oc o 0
0)361C3390)61C9®3(7? (L)E?c?t?(; CQQH‘? GOS([?’LS]
20Q02slIl
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10

Damage, Missing, Expired items assess-
ment

(cnmmolecaomaq,loagncpeocg§eaoocﬂ 3qQps

DO $:0006)

10.1

10.2

Stocks are checked regularly by pharmacy
staff at least 3 months

G030 G)@oi)b 0)0)9 H{etS o 0) {29} (Y)
0§008:0005 00fa:es0t0lig)
39§l’.)_3' &)o :l)oC\DCDO) (2] O?§®®G&LODP_JIII

Expired drugs are found in store
00398:09¢ 20000081098 6020k6[:

> ﬁ, 30R§GR0:0kkQq)Ds
G0R 41200l

Yes =1

No

NA

Comment

10.3

10.4

10.5

10.6

Essential medicine is available in store.

o ¢ N °
oor%az@oo&c oé]§(r{jew3:¥ae[§aeaoocﬂoqloo
[Go2do0pd
Nearly expired medicine is managed ac-
cording to SOP

w&mé:cg%a?%:eao:(ﬂ:qu(ﬁ SOP @p_gz
Q o L
Q02326000

Expired/damage drugs are managed ac-
cording to SOP

oaooooeocqu]mo 26502002 qpom SOP

§@ oaeosaqoe&)p_ou
Stock in the stock card is the same amount
on physical check

c;ao%umoqﬁ,o)oqc G@T@il ¢ 399%
ooooooc;ao QOd A% ooge[%ocz
QVODCOY OOGSOS eqpapau

Total score 92

Excellent score > 80

Good > 70

Fair > 50

Poor < 50

Comment/recommendation

Done by (names/signatures)
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INFECTION PREVENTION AND CONTROL

(-] 6]00%)(756 ‘mm(&g(xo)c" 86 S 3200M 338(’3(\)8637)8 (%) c33 (Dc H
spolms (o] 23l ° i o 32]|MPqp:

¢ N (8 c_c C
m%?”{ﬁf"”‘j 3 39(30@«;9\]00? cj§®cogc ocgoo(@egem s omoeep(ﬂ 0090003 oog? em
G§)3303C 328020 33@@ (0] 30P3003600) core components or key elements QPsen

C oC (C ’] C
320000 330000@0)0 :D&?II

D

C C
ol C\)(z):;a?%ﬂcce s
Il COON3OD 3’3058@[6618
C : C o
QI QOO F2DOTORLO 3209
S CJ . Co Oo L
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Team members carry out appropriate hand hygiene (washing or alcohol
rub) BEFORE and AFTER examining or providing a service for EVERY client.
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Examination gloves are used when client care involves blood, body fluids,
or Iaboratory specimens.
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Gloves are single use —i.e. a new pair of gloves is used for each client with
3 || used gloves disposed of as clinical waste.
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—| Masks are only worn as specified by procedure.
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Aprons are worn during cleaning and instrument processing.
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Clearly marked, puncture-resistant containers are available to dispose of
contaminated sharps.
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Needles are not recapped, bent or broken before disposal.
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Contaminated equipment is not reused until it has been cleaned, disin-
fected, and sterilized properly.
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Wear heavy gloves and handle with care when washing sharp instruments.
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11 Post exposure prophylaxis policy is present.
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12 Cleaning schedule for examination area is available.
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Clean and disinfect frequently touched surfaces including beds, bed rails,
patient examination tables and bedside tables according to schedule.
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Clean the area with disinfectant e.g. bleach, alcohol or iodine.
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Always use gloves when cleaning.
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Wash hands with alcohol scrub or soap.
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Wear following PPE: Mask.
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18 Wear following PPE: Shoes
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Wear following PPE: Plastic apron
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Wear following PPE: Utility glove
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Clean instruments with soap water and brush.
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Rinse the instruments with water.
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Let the instruments dry for 45 minutes on the drying tray.
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Remove following PPE and discard it: Mask in the bin.
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Remove following PPE and discard it: Plastic apron clean and dry.
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Remove following PPE and discard it: Utility glove clean and dry
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27 Wash hands with alcohol scrub or soap before processing.
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28 Wear a Cap.
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Put in Autoclave management.
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Keep the instruments to cold 20 minutes.
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Wash your hands with alcohol scrub or soap after processing.
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A housekeeping schedule is available.
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Toilets and hand washing facilities are clean and in good repair.
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Housekeepers wear utility gloves and aprons when handling medical

waste and cleaning.
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A waste management plan is available.
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Clinical waste and general waste are segregated and stored in different

areas prior to disposal.
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Social Distancing for waiting area.
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Hand Washing Facility at the entrance of the clinic.
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Fever Screening at the entrance of the clinic.
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Wear Masks when examining the patient.
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Health Promotion

Name of module - Health Promotion for Training

Target group - Clinic Supervisor in EHOs

Training objective and learning outcome - to understand and apply health education
in work.

I. Background history

- Inthe 1970s, the focus was on preventing disease and reducing risk behaviors
through health education

= 1974 -Lalonde Report (Canada) -credited with the term health promotion into
prominence

= 1978 - WHO - Declaration of Alma-Ata on primary health care-emphasized
the need for health promotion (multiple sectors and players must be involved
to improve health)

= 1986 - WHO- Ottawa Charter for Health Promotion

= 1997 - Jakarta Declaration on Leading Health Promotion in the 21 Century

= 2005 - Bangkok Charter for Health Promotion

= 2016 - Shanghai Declaration on promoting health in the 2030 Agenda for
Sustainable Development (9th Global Conference on Health Promotion,
Shanghai 2016)

The Ottawa Charter for Health Promotion First International Conference on Health
Promotion Ottawa, 17-21 November 1986 the first International Conference on Health
Promotion, meeting in Ottawa this 21st day of November 1986, hereby presents this
CHARTER for action to achieve Health for All by the year 2000 and beyond.

This conference was primarily a response to growing expectations for a new public
health movement around the world. Discussions focused on the needs inindustrialized
countries, but took into account similar concerns in all other regions. It built on the
progress made through the Declaration on Primary Health Care at Alma-Ata, the
World Health Organization’s Targets for Health for All document, and the recent
debate at the World Health Assembly on intersectoral action for health.
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Social determinants of health

networks socio-economic cultural environmental health systems

conditions in which people are

born, grow, live, work
| @b 1 @

social determinants of

health i) P ‘r'i"_“;.i‘ﬂ alcohol diet
II | What they do activity
s
money, power, resources age
sex

genetic Factors

Who they are

Health Promotion

Health promotion is the process of enabling people to increase control over,
and to improve, their health. To reach a state of complete physical, mental and social
well-being, an individual or group must be able to identify and to realize aspirations,

to satisfy needs, and to change or cope with the environment.

Health is, therefore, seen as a resource for everyday life, not the objective of
living. Health is a positive concept emphasizing social and personal resources, as

well as physical capacities.

Therefore, health promotion is not just the responsibility of the health sector,

but goes beyond healthy life-styles to well-being.

Prerequisites for Health

The fundamental conditions and resources for health are:
peace
shelter
education
food
income
a stable eco-system
sustainable resources
social justice
equity
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Equality Equity

Improvement in health requires a secure foundation in these basic prerequisites.

Il. The Ottawa Charter for Health Promotion
What is Ottawa Charter?

- The very 1¥" international conference on health promotion was held on Ottawa
on 1t November, 1986 which presented a charter for action known as Ottawa
Charter.

The objective/aim of the conference was to take action for achieving Health
for All by the year 2000.

This conference was primarily focused on the needs of the developing nations.
However, it incorporated the health needs of the entire global arena.

It is one of the major international conferences till date which has explored
major health promotion strategies and issues

It is also considered as a milestone event in global health

The conference took place after the Alma Ata Conference on Primary Health
Care held on 1978. Furthermore, it was backed up by other international
conferences on health promotion held in different parts of the world like
Adelaide, Sundsvall, Jakarta, Mexico, Bangkok and Nairobi.

Ottawa Charter gave rise to certain determinants necessary for good health
condition, three basic strategies for health promotion and five areas for
priority actions.

The charter identifies certain determinants which are essential for good
health condition. These prerequisites are: peace, shelter, education, income,
food, sustainable resources, stable ecosystem and social justice and equity.
Basic strategies for health promotion include: advocacy for health, enabling
people to achieve their fullest potential health and mediated and coordinated
actions among all the relevant stakeholders.
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lll. Health Promotion Action

MEDIATE

The prerequisites and prospects for health cannot be ensured by the health sector
alone. More importantly, health promotion demands coordinated action by all
concerned: by governments, by health and other social and economic sectors, by non-
governmental and voluntary organization, by local authorities, by industry and by the
media. People in all walks of life are involved as individuals, families and communities.
Professional and social groups and health personnel have a major responsibility
to mediate between differing interests in society for the pursuit of health. Health
promotion strategies and programmes should be adapted to the local needs and
possibilities of individual countries and regions to take into account differing social,
cultural and economic systems.

ADVOCATE

Good health is a major resource for social, economic and personal development
and an important dimension of quality of life. Political, economic, social, cultural,
environmental, behavioral and biological factors can all favor health or be harmful
to it. Health promotion action aims at making these conditions favorable through
advocacy for health.

ENABLE

Health promotion focuses on achieving equity in health. Health promotion action aims
at reducing differences in current health status and ensuring equal opportunities and
resources to enable all people to achieve their fullest health potential. This includes
a secure foundation in a supportive environment, access to information, life skills and
opportunities for making healthy choices. People cannot achieve their fullest health
potential unless they are able to take control of those things which determine their
health. This must apply equally to women and men.

Strengihen Community Action

Devedop Personal Solls
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The main graphic elements of the HP logo are:
one outside circle,
one round spot within the circle, and
three wings that originate from this inner spot, one of which is breaking the
outside circle.

(a) The outside circle, originally in red color, is representing the goal of “Building
Healthy Public Policies”, therefore symbolizing the need for policies to “hold things
together”. This circle is encompassing the three wings, symbolizing the need to
address all five key action areas of health promotion identified in the Ottawa Charter
in an integrated and complementary manner.

(b) The round spot within the circle stands for the three basic strategies for health
promotion, “enabling, mediating, and advocacy “, which are needed and applied to all
health promotion action areas. (Complete definitions of these terms can be found in
the Health Promotion Glossary, WHO/HPR/HEP/98.1)

(c) The three wings represent (and contain the words of) the five key action areas for
health promotion that were identified in the Ottawa Charter for Health Promotion in
1986 and were reconfirmed in the Jakarta Declaration on Leading Health Promotion
into the 21st Century in 1997.

More specifically:

- the upper wing that is breaking the circle represents that action is needed
to “strengthen community action” and to “develop personal skills”. This wing
is breaking the circle to symbolise that society and communities as well as
individuals are constantly changing and, therefore, the policy sphere has to
constantly react and develop to reflect these changes: a “Healthy Public Policy”
is needed;
the middle wing on the right side represents that action is needed to “create
supportive environments for health”
the bottom wing represents that action is needed to “reorient health services”
towards preventing diseases and promoting health.
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ACTION AREAS

I Building healthy public policy
2 Creating supportive environments

3- Strengthening community action

4 Developing personal skills

5 Reorienting health services

- - Building health public policy
[{ \] seatbelt/ helmet |laws

protects health of easier to make

individuals healthy choices

R oM smoking restrictions
legislative Not just health .
regulatory departments "\
organisational All levels and sectors 'l

of government

taxation
other organisations Wmh

256



Village Tract Health Center Level III_

2 Supportive environments live  work

learn

@ linked o health ;..

natural  built 'TiT healthy workspaces

increase ability of people
to make healthy choices
while in those settings

restricting junk

food ads

links to

e

3 Strengthening community action

—D community fun runs
? community Kitchens

improve their health support

collective actions oF‘
the community to
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4 Reorienting health services

people
 communities

‘stop smoking' programs
traditionally medically focused
individual curative and treatment

needs
@ holistic approach

strengthen protective factors
reducing risk factors
improve health determinants

5 Developing personal skills

supports personal and social =
development online education

information, education and

life skills teaching material

/

positive health choices B8 2

health classes
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The Health Promotion emblem and its interpretations in successive conferences




_\\\ Training Curriculum for Clinic Supervisors

+ 3309 () 2 39&

+ ©p520D) (26066 (Jo00§04PEIORND
Health Promotion C\Pﬁeaooéeﬁ cﬁsaf)ep_f)

c0colaoad

260



Village Tract Health Center Level III_
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Building
Healthy

..-.Qbiiu: Policy [

OTTAWA
CHARTER

Developing Reorienting
Personal Health

\suius - Qmm

Priority areas for action towards health promotion identified by Ottawa charter
includes six areas. They are: build healthy public policy, create supportive
environment, strengthen community actions, develop personal skills, and
reorient health services and moving into the future. Further explanation of
these areas is:
Build healthy public policies:
Healthy public policy merges diverse and complementary approaches for
health promotion
It keeps health as a major agenda among policy makers in all areas and
all levels
It includes legislation, fiscal measures, taxation and organizational change
It involves identification of the impediments for adopting healthy public
policies and identifies the ways of removing these obstacles.
Creating supportive environment:
« There is inextricable link between human beings health and their
environment
The way society functions should help create a better health for the people.
As health cannot be separated from the environmental factors, protection
and maintenance of both natural and built environment along with the
preservation of natural resources is very necessary for health promotion
Thus, reciprocal maintenance of the environment is the major guiding
principle
Strengthen community actions
Health promotion works through effective community actions for setting
priorities, making decisions, planning and implementing actions.
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Its core idea entails the empowerment of the communities through
community participation, involvement and engagement in matters of health.
It develops flexible system for strengthening public participation
The objective is to empower and strengthen communities to improve health
promotion and its outcome.
Develop personal skills
» Health promotion supports personal and social development by providing
information, education and enhancement of life skills.
Enabling people to learn to prepare themselves to cope up with health
events.
Developing personal skills will prepare and increase the chances of an
individual to control their own health through their own initiatives.
Reorient health services
Reorient health service includes shifting towards a system that focuses on
health promotion rather than curative aspects
Health services should be connected / interlinked with physical, social,
political and economic environments.
Health services should be oriented in such a way that it fulfills the need
and demand of the communities for their better health.
Focus on need of an individual includes need in a holistic aspect rather
than limiting it to just injury and diseases.
Moving into the future:
People create their health in a setting of their everyday life where they
perform their daily activities.
Health is created by taking decisions about own health and having control
over one’s life circumstances.
Thus, caring each other, holism and ecological aspects are the essential
issues while developing health promotional strategies
The major guiding principle is that men and women should become equal
partners in all phases of planning, implementation and evaluation of health
promotion activities.
Ottawa charter was created more than three decades ago and currently
different countries bases its health promotion using these action areas
suggested by the charter. One example of such country is Australia which has
the foundation of health promotion based on this charter.
It aimed to reduce inequity in health targeting the most vulnerable groups like
people with disabilities, poor, diseased, unemployed and socially backward
and disadvantaged families/communities.

3. Typical activities for health promotion

Communication: Raising awareness about healthy behaviors for the general
public. Examples of communication strategies include public service
announcements, health fairs, mass media campaigns, and newsletters.
Education: Empowering behavior change and actions through increased
knowledge. Examples of health education strategies include courses,
trainings, and support groups.

Policy, Systems, and Environment: Making systematic changes - through
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improved laws, rules, and regulations (policy), functional organizational
components (systems), and economic, social, or physical environment - to
encourage, make available, and enable healthy choices.

Barriers to Health Promotion
Higher poverty rates, which can make it difficult for participants to pay for
services or programs
Cultural and social norms surrounding health behaviors
Low health literacy levels and incomplete perceptions of health
Linguistic and educational disparities
Limited affordable, reliable, or public transportation options
Unpredictable work hours or unemployment
Lower population densities for program economies of scale coverage
Availability of resources to support personnel, use of facilities, and effective
program operation
Lack of access to healthy foods and physical activity options

Opportunities for Heath Promotion
- Strong social networks and connections
Emphasis on relationships with family and neighbors
Supportive communities
Common shared values and collective interest in improving health
Smaller scale and scope of programs, which may accelerate opportunity
Willingness and confidence to confront challenges
Centralized communication channels
Creativity and devotion to achieving success

4. Implementation
Partnerships and Coalitions
To identify appropriate partners, organizations should consider the following:
- Engaging organizations with an established history.
Involving partners from unique community sectors.
Identify platforms for information sharing.
Identifying strengths and weaknesses.
Remaining flexible.
Involving coalition partners early.

Implementation Considerations
Before implementing a health promotion and disease prevention program, consider
the environment, staff, and systems that will support the program. The following
factors should be considered:

= ldentify the target population and their key health needs.

= Involve passionate people in all program aspects.

= Assess staff capacity.

= Seek and maintain support from partners.

= Facilitate administrative support for the program.
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Recruiting and Retaining Program Participants

Successful health promotion and disease prevention programs engage participants
and maintain their participation over time. To achieve this, programs use a combination
of strategies to develop a targeted implementation approach. To reach and involve
participants in health promotion and disease prevention activities, consider the
following strategies and approaches:
« ldentify the target population:

Spread the word:

Develop culturally relevant materials:

Encourage participation:

Increase interest among the target population:

Engage participants:

Motivate participants:

Facilitators to Health Promotion
The following factors can facilitate the success of rural health promotion and disease
prevention programs:
« Access to local leaders:

Strong relationships:

Common social centers:

Flexibility:

Importance of word of mouth:

Health Promotion Program Challenges
Prior to implementing rural health promotion, the following challenges may need to
be addressed:
Appropriate communication methods:
Keeping the community motivated:
Cultural and social issues:
Resources and sustainability:
= Barriers to participation: geography can influence program implementation
and operations. The program design should accommodate lengthy travel times,
availability of (or lack of) transportation, childcare needs, and site availability
to minimize potential barriers to program participation.

Practical exercise for group work
1. To encourage clinic delivery in VTHC.

2. To implement prevention of dengue hemorrhagic fever in village.
3. To implement healthy life-style in a village to prevent NCD.
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