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A Note on the HANDBOOK and Cards

The Handbook is divided into 5 chapters with subdivisions, and includes a cover and
index with foreword. The five 8 x 5 inch cards and instructions are not part of the 358-
page printed book, but accompany it. The cards and instructions are ordinarily placed in
a pocket inside the back cover of the book.

The charts on the 5 double-sided colored cards summarize much of the diagnostic
choices in the Handbook, which are arranged under their respective organ systems,
making it easier to see the choices while sitting in the clinic rather than opening the
book. With my apologies the cards are in 4 PDF files, instead of one—in the future they
will all be in one PDF file.

The Handbook on this flash drive is in Microsoft Word 97 — 2003 (except for the cards,
cover and colored pictures which are in Adobe Acrobat--PDF). Be careful in printing the
MS-WORD portions that the last line or two of a page doesn’t jump over to a next new
page and cause havoc—if so, try slightly reducing line width.

This page of information is not part of the printed Handbook
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FOREWORD

This Handbook for Health Personnel in Liberia is written as a guide for health personnel
to more effectively prevent illness and give better health care to their patients.

It is written for: 1) use by the registered nurses, physician assistants, supervisors, certified
midwives, and practical nurses in the clinics, health centers, and hospital outpatient
departments who take care of patients; and 2) the same personnel and the environmental
health technicians who work to improve health conditions and prevent illnesses in the
villages, and who supervise the village health volunteers and traditional midwives.

It assumes a background of knowledge of illnesses for most middle-level health personnel
from their training and therefore does not describe all aspects of most illnesses in detail,
such as causes and pathology, but rather concentrates on diagnosis and treatment. And
approximately one-half of the book is devoted to the prevention of illnesses.

In most instances the equipment available for examination in the clinic is limited to a
stethoscope, blood pressure cuff, thermometer, weight scale, rapid diagnostic test for
falciparum malaria and flashlight. A few clinics will also have a microscope with
counting chamber and urine dipsticks. Therefore in such situations the clinician is not
able to obtain blood chemistries, cultures, x-rays or other diagnostic tests except through
referral of the patient. Considering these circumstances this Handbook attempts to
simplify making the correct diagnosis and giving the proper treatment for the common
conditions seen in the clinics, and emphasizes prevention. It is by no means a complete
textbook of medicine. (Harrison’s “Textbook of Internal Medicine” is well over 3000 pages
with small print—this Handbook is less than 400 pages with normal-size print.)

RECORD SYSTEM

When dealing with the diagnosis and treatment of illnesses this book uses the “SOAP”
system, which makes it easier to keep records. The letters stand for:

S—SYMPTOMS of which the patient complains (all history of the illness told to you by
the patient goes under “S”).

O—_OBSERVATIONS of the clinic worker—physica] exam and any lab work.
A—ASSESSMENT by the clinic worker (means the same as DIAGNOSIS).

P—PLAN of TREATMENT—Medicines given, procedures performed (such as suturing),
and instructions or teaching given.

Such a good pattern of thinking about illnesses and diagnoses and a uniform way of
recording are important parts of medical care.

AUTHORIZED PROCEDURES

Not all personnel are trained to do all procedures or handle all illnesses. DO not do a

procedure for which you are not trained or authorized, even though it is suggested in
this Handbook. An example would be congestive heart failure. 1f a new patient comes
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with congestive heart failure, after emergency treatment if needed, he should be sent to
the doctor for a definitive diagnosis and a plan of treatment, which may include diuretics,
and perhaps ACE inhibitors and digitalization. The doctor may then refer him back to
the clinic for long-term follow-up care. If the clinic worker is not trained and
experienced in long-term care of congestive heart failure, he should send the patient to
someone who is. Another example would be the administration of intraperitoneal fluids
to a dehydrated infant—it should only be done by someone who is trained.

Drugs and Drug Doses

Please note that most drug doses are given on pg. 105 - 110 with drugs listed in
alphabetical order or in categories. Not al dosages are repeated in all sections when
prescribed for an illness. The drugs chosen are in almost all cases those listed in Liberia’s
National Formu]ary, with this revision speciﬁca“y designed to guide the clinic worker in
the use of these drugs.

Acknowledgements

The sections on diagnosis and treatment grew out of the experience in Lofa County. The
sections on community health and prevention of illnesses have been contributed by a
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Medical Services. Dr. Walter Gwenigale and Dr. Mark Monson, whose names do not
appear as contributors, deserve special mention for their extensive reviews and
suggestions for the second edition, and again Dr. Gwenigale, now the Minister of Health,
deserves thanks for his support for producing this revision. For this third edition, many
people have contributed to the revisions, with the names of principal revisers also listed
with the sections they revised. Sincere thanks to all who have so ably contributed.
Special thanks to Franklin Baer, consultant, who used his skill with technology to
translate the second edition manuscript with drawings and charts to Microsoft Word, to
Dr. Julie Stone, Internist in Cameroon, for her review of the manuscript and suggestions
for improvement, to Dr. Rose Macauley, BASICS/Liberia Director, under whom the
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It is our hope that by studying and using this Handbook, health personnel will be better
able to both prevent and treat illnesses and bring better health care to the citizens of
Liberia.

Paul E. Mertens, M.D., Editor
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NOTE: For this Handbook for Health Personnel in Liberia, it is assumed all mid-
level health personnel have been trained to:

1.
2.

© N o O

Always wash hands after examining patients.

Use sterile technique in all required situations (and know what such
situations are).

Use universal precautions at all times.

Respect patient’s privacy (keep door closed when examining patient or
discussing topics requiring privacy.

Request patient’s permission for others to listen.
Always greet the patient and be polite.
Always explain what he/she is doing.

Keep patient informed of findings on exam or lab results and explain the
meaning.

These points are to be followed at all times and will usually not be repeated in the
many instructions that follow for caring for patients.
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Use this page for notes.
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Chapter One—Treatment of Emergencies

CHAPTER ONE—TREATMENT OF EMERGENCIES

CUTS AND WOUNDS
Abrasions, Cuts, Punctures, and Bruises are discussed in this section.

Abrasions
Wash with dilute agueous chlorhexidine 0.05% or soap and freshly boiled water
and dress the abrasion. Gentian violet 1% or antibiotic ointments (such as
neomycin/bacitracin) can be used (especially if the abrasion is looking very dirty)
but are usually not necessary. Just keep abrasions clean and they will heal.

Cuts
General Instructions for All Cuts

1. Wash all cuts well with antiseptic solution such as diluted aqueous
chlorhexidine 0.05% or soap and boiled water. Remove all dirt, leaves, glass,
sticks, etc.

2. Make certain no tendons or nerves are cut: check for full movement and
feeling below (distal to) the place that is cut. For example, for a cut above the
wrist, see if the patient can fully move the wrist and all the fingers, and check
for numbness of the hand and fingers. If he is not fully able to move all fingers
or if there is numbness, suture the wound (or tape and bandage the wound
without suturing if the doctor can do a repair within a few hours). Send him
straight to a doctor (because a tendon or nerve is cut and must be repaired).

CUT KX'TENSOR 'TENDON OF INDEX FINGER
Notice that the index finger 1s not
able to extend. This cut, although
small, must be sent to the hospital
for tendon repair.

3. Stop bleeding with direct pressure over the bleeding point until the cut can
be sutured. (Sutures usually stop bleeding.) Tourniquets are dangerous and
often less effective. Exception: a tourniquet usually is necessary if a hand or
foot has actually been cut off, or nearly cut off.

A Handbook for Health Personnel in Liberia 1



Chapter One—Treatment of Emergencies

TETANUS PROPHYLAXIS (PREVENTION)

1) If the patient was previously vaccinated with tetanus toxoid (TT) or DPT/Pentavalent,
give 1/2 cc TT as a booster (not antitoxin.) (Note: NO need to give TT if vaccinated in
the past 5 years unless very dirty; then give TT unless vaccinated in the last 2 years.)

2) If never vaccinated with TT or DPT or Pentavalent vaccine, but the cut is a clean
wound by a relatively clean object, give 1/2 cc TT (or Pentavalent for a small child),
and repeat after 1 to 4 weeks, and again in one more month (3 doses total).

3) If never immunized, and if the wound is also dirty or if injured with a dirty,
contaminated object, give % cc TT stat as above and repeat in 4 and 8 weeks; but
also give 1,500 units of human tetanus antitoxin (TAT) IM stat.

4. Prevent tetanus preferably with tetanus toxoid

(TT) vaccine, or tetanus antitoxin (TAT). TETANUS TOXOID VACCINE
Fresh Cuts Less than 6 Hours Old - gives
1. If small (%2 inch or less), all clinic personnel may “"“:::”"'"
close the cut with tape. If larger, send the * PERMANENT
patient to someone trained and authorized to PROTECYION
suture. (You may suture it if you are o D;"J“;LOPS
authorized.) SLowLy J

2. Warn the patient to watch for signs of
infection and to return immediately if he sees these signs starting.

SIGNS OF INFECTION OR CELLULITIS:
SWELLING, PAIN, WARMTH (feels hot), REDNESS

Cuts 6—-12 Hours Old

1. If a supervisor or doctor is present, let him decide whether to suture it
properly, or to just bring the edges close [
together with 2 or 3 sutures. In general, if TETANUS ANTITOXIN
the cut was clean and was cleanly | (T-A-T) 8 Human or

Horse serum
bandaged, closing with suture may be tried.
If the cut is closed tightly with suture, it is
best to give flucloxicillin 250 mg (or
cefalexin 500 mg if available) TID x 7 to 10 | 4 givas PASSIVE IMMUNITY Ind
days, and sutures must be removed if | \umgpiate PROTECTION but

infection develops. ITS PROTECTION LASTS
NOTE: National Drug Service is now bringing in human ; f
TAT. It is superior to horse serum antitoxin because it ONLY A FEW WEEKS.
does not cause anaphylactic reactions or serum sickness,
and gives protection longer. Look at the TAT you are
using, and be prepared for possible reactions if giving
horse antitoxin—do a skin test first, and be prepared with epinephrine.

Check which TAT you are giving
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Chapter One—Treatment of Emergencies

Cuts More than 12 Hours Old

1. As a general rule, never close a cut completely with suture if it is more than
12 hours old—if closed, it very frequently becomes infected and the sutures

must then be removed.

2. Clean such an old cut with aqueous chlorhexidine 0.05% or soap and boiled

water.

3. Skin edges may be taped together and loosely bandaged, or one or 2 sutures

may be used to bring the edges more closely together
without closing the cut completely.

4. If the cut looks clean watch closely for any signs of
developing infection. Small pus forming in the wound
with no swelling, redness or pain in surrounding
tissue can be treated by soaking and cleaning with
warm boiled water and soap or antiseptic 3 or 4
times a day. But if real infection is developing, treat
for cellulitis.

5. If the wound is more than 12 hours old and packed

An old cut loosely sutured.
Skin edges are very loosely
sutured—just pulled closer
together, but not closed,
so if infection develops,
pus can drain

with leaves or very dirty, suture loosely or tape, and start flucloxicillin 250 mg
(or cefalexin 500 mg) TID x 10 days after cleaning without waiting for

infection to develop. Almost all old cuts packed

with leaves develop

infection. (Teach people that direct pressure is better than chewed leaves
because it stops bleeding without usually causing infection.)

6. Give tetanus prophylaxis. (See pg. 2.)

Sutures

Continue to watch all cuts for infection after suturing them. Unless very loosely
sutured, remove sutures immediately if real infection develops. If no infection,
remove sutures in the face in 5 or 6 days. Remove sutures in other parts of the

body in 7 to 10 days.

Cuts Developing Cellulitis

With actual infection remove most or all sutures so the pus will drain out, and
treat the cellulitis with flucloxicillin 250 mg or cefalexin 500 mg TID for 10 days. If
the infection is not starting to improve in 3 to 4 days, send the patient to the

doctor.
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Chapter One—Treatment of Emergencies

PROTOCOL FOR TREATING CUTS

(iontrol bleeding when the cut occurs with DIRECT PRESSURE if possible (Tourniquets are dangerous).

Next CLEAN well with dilute chlorhexidine or soap & boiled

water.

7

ijme part NOT ABLE TO MOVE normally? =» =» YES, some part cannot move normally

NO, all parts are moving normally

Issome part NOT ABLE
V TO FEEL NORMALLY? 222
v

(cut tendon)

Suture skin or tape and bandage, give tetanus prophylaxis and
send to the doctor for surgical repair of tendon or nerve.

o
YES, some part has lost feeling (cut nerve)

NO, all parts can feel touch & pin-point well.
v

Iscut LESS
THAN

6 HOURSOLD?
7

7

NO, itisan
OLDER CUT.
7

7

7

Is the cut 6 - 12
HOURSOLD?

7

2> YES 2>

2> YES 2>

%O, itisMORE THAN 12HOURSOLD

7

Is the cut over 12
hours old, but it
L*OOKSCLEAN’?

7

NO, it isLOOKING
DIRTY aswéll as
being OVER
HOURSOLD.

2> YES 2>

12 =>-> YES >

Is the cut very
small--less than
1% cm.or%in.?

1) Closeit with
Tape (or suture).

2) Give TETANUS
PROPHYLAXIS.

2> YES 2>

7

1) Sutureit if you have been taught to do so,
or send the patient to someonewho can.
2) Give TETANUS prophylaxis.

NO, itislarger =

1) Let asupervisor or doctor decide whether to sutureit tightly
or to just bring the skin edges more closdy together.

2) Give FLUCLOXACILLIN if sutured tightly.*

3) Give TETANUS prophylaxis if needed (see page 2).

1) Do NOT suture it tightly closed, but draw the skin edges
closer together loosely with tape or afew sutures.

2) Give TETANUS prophylaxis (page 2.)

3) SOAK 3-4 times a day in warm water.

4) Give FLUCLOXACILLIN if it becomes infected.*

1) Thisisan old cut which came in looking very dirty or full of
chewed leaves. Follow the same instructions (steps 1-3
above) as for a cleaner cut more than 12 hours old, but:

2) Start FLUCLOXACILLIN immediately without waiting for
cdlulitisto develop.*

*Continue to watch all cuts after repair. If cellulitis develops, remove all sutures if the cut is
tightly closed and treat for cellulitis with cloxacillin or flucloxacillin (best), cotrimoxazole, or
erythromycin (or if available and not improving with these antibiotics, try chloramphenicol).

See pg. 73 and 74.
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Chapter One—Treatment of Emergencies

Puncture Wounds
1. Soak puncture wounds in boiled water and soap or antiseptic solution (agqueous
chlorhexidine 0.05%). Remove any foreign material that you can see (wood,
glass, etc.). Sometimes this may require a small incision to remove something
such as a piece of stick broken off inside the foot. If you are not able to remove
the foreign material, send the patient to the doctor.

2. Give tetanus prophylaxis (see pg. 2).

3. Bandage the puncture wound and warn the patient to watch for any signs of
infection: warmth, pain, swelling, and redness.

4. Treat for cellulitis if infection develops (see “Cuts Developing Cellulitis”, page
3). If the infection is not improving in 3 days of treatment, send the patient to
the doctor. Some dirt or a piece of stick may still be in the puncture wound.
With a puncture wound from a very dirty or contaminated object, start
antibiotics immediately without waiting for infection to develop.

Bruises
Bruises are caused by breaking little blood vessels (usually capillaries) in the
tissues underneath the skin, often from something hitting the skin hard or from a
sprain. Bleeding causes the area to swell and look dark blue. Bruises usually heal
in about 2 to 3 weeks without treatment. Elevation and a cool pack may help
reduce swelling. Check to be sure that the bruise is not from bleeding from a
broken bone.

MOTOR VEHICLE ACCIDENTS

If you come upon a motor vehicle accident, move anyone from a dangerous
location (lying on the road, or in a vehicle that may be hit again) to a safe location,
but do it gently, keeping spine straight and without turning or bending the neck.

e Assess airway, breathing, pulse, B.P. and state of consciousness-quickly.

e Use your cell phone to call for an ambulance, or arrange transportation.

e Stop bleeding with direct pressure, and keep airway open

e Further assess the patient while waiting for the ambulance.

If an accident patient is brought to your clinic, do much the same. Ask about
head injuries and if he was unconscious. See if he is thinking clearly and check a
brief neurological exam (see that pupils are equal and respond to light and eyes
move normally, with normal reflexes and balance). Remember Tappita (and soon
JFK) can do a CT scan of the head if a head injury patient is not thinking clearly or
has an abnormal neurological exam and may have a subdural hematoma. Call for
an ambulance if it appears he will need hospital admission or emergency room
care, and start Normal Saline IV to support B.P. to 90 systolic if he is in shock.

Further assess the patient. On exam avoid moving the head, neck and spine until
you are sure there is no pain or tenderness there suggesting a fracture or
dislocation. On exam you want normal breathing and breath sounds (entire chest),
normal heart rate and rhythm, no abdominal tenderness or distention, and no
fractures. If injuries are minor (perhaps only a few small lacerations and bruises,
and no history of loss of consciousness or fractures) you may repair his
lacerations, apply bandages and schedule follow-up visits. But do not miss a
serious internal injury which should be referred and admitted-if in doubt, refer!
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Chapter One—Treatment of Emergencies

BURNS

REMEMBER

e Two of the PURPOSES of the SKIN are:
. To KEEP OUT BACTERIA
. To PREVENT FLUID LOSS from the body

e Serious burns kill by:
. Permitting bacteria to enter the body (causing infection)
. Permitting fluid and electrolytes to escape from the body
(Notice how any wound with the skin injured weeps much fluid).
e Serious burns are either:
. Very large, or
. Very deep (third degree), or
. Both large and deep.

INITIAL TREATMENT and ASSESSMENT of BURNS

1. Cool the burn immediately with clean, cold water if available (but only if it has
been less than % hour since the burn happened).

2. Send very large, severe burns directly to the hospital without doing anything
further. Severely burned patients lose much fluid and plasma protein into the
burn area from the rest of the body. The patient usually needs IV fluids with
sodium chloride (not potassium) to replace fluid losses from the burn. Sugar-
salt solution (made without orange juice) can be tried if no IV fluids are
available or if the burn is not too large and severe.

3. Clean dirty burns very gently with aqueous chlorhexidine 0.05% or soap and
boiled water.

4. Determine the degree and size of the burn:

a. First determine how deeply the skin has been burned. Remember different
parts of the skin may be burned to different depths.

b. Then estimate how much skin has been burned by using the “Rule of
Nines” or comparing the size of the burn with a five-dollar Liberian paper
note to determine the percent of the body that is burned (see next page).

5. Now, treat accordingly.

First Degree Burns

If the skin is only reddened and painful but not blistered, and the patient can
easily feel you touch it lightly, it is a first degree burn (only the surface is
burned). It will get well without difficulty.

Treatment
Give acetaminophen 500 mg QID (adult) for pain. First degree burns are often
caused by touching something hot very quickly or by wasting hot water on the
skin. They do not require treatment to heal.
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Chapter One—Treatment of Emergencies

Second Degree Burns
If the skin is blistered, the burn is second degree (skin burned part-way
through). Second degree burns are often caused by wasting boiling or very
hot water on the skin.

Treatment

1. Remove broken blisters immediately, but leave unbroken blisters
untouched until they break by themselves. The skin heals better under
unbroken blisters than it does under bandages.

2. If more than 7% of the skin surface in an adult is blistered send the patient
to the hospital for treatment. See the “Rule of Nines” below; Use it for
estimating the area of a 2" or 3™ degree burn. (Note that 7% is slightly less
than a 9% area.)

3. Rule of Nines

RULE QF NINES
For Estimating the
Area of a Burn
(Total Skin Area 100%)

Head

Right Arm
Left Arm
Front of Chest
Back of Chest
Abdomen

Lower Back
Perineum
Front R. Leg
Back R. Leg
Front L. Leg
Back L. Leg

The body surface is made of
areas of approximately 9%.

4. For raw areas where blisters have been removed, apply bandages loosely
and change every day if possible, or every other day if not. Apply burn
ointment to thergurn with every dressing change (sulfadiazine silver 1% is
best, or use bacitracin-neomycin or nitrofurazone ointment). Gentian
violet also works. Remember, unbroken blisters do not need burn
ointment.

5. 1f fever or signs of infection develop, treat immediately for cellulitis
(give flucloxacillin or another drug listed on pg. 74).

Third Degree Burns

If the skin has no blisters but cannot feel gentle touch (and often looks
wrinkled or cooked), the burn is a third degree burn, and the burn has gone
completely through the skin. These burns are often caused by fire.
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Treatment of Third Degree Burns
1. Estimate how much skin is burned. If more than 1% of the skin has third
degree burns (an area as large as can be covered with two five-dollar Liberian
paper notes), send the patient to the hospital for treatment.
2. For smaller third degree burns you can try yourself, or send to hospital:
a. Remove any really loose dead skin with sterile instruments.
b. Dress with burn ointment (silver sulfadiazine) and bandage.

c. If any signs of fever or cellulitis develop, give flucloxicillin, (or give
cefalexin or chloramphenicol if available).

d. Give tetanus prophylaxis if the burn was dirty or contaminated (p. 2).

e. When all the deeply burned skin is off, unless the burn is less than 2 cm.
across, the patient will need to be sent to the hospital for skin grafting.

SPRAINS, DISLOCATIONS and FRACTURES

SPRAINS
. . . IN A $PRAIN
Sprains are caused by stretching the ligaments | figaniants

around a joint too far. In severe sprains, part | are
of the ligament is actually torn. STRETCHED \§

S—There will be a history of injury. Ask them how or Torn —3\"
and when it happened and how painful the
joint is now.

O_

1. A Sprain will have:
a. Pain when stretching the joint mildly,
and often also with just moving the
joint.

b. Swelling around the joint and maybe bruising—but the arm or leg
itself is straight—the bone is not crooked or deformed.

2. LAB—If you are uncertain of the diagnosis and near a hospital, an X-ray can
prove if it is a fracture or a sprain, but an X-ray is usually not necessary.
(NOTE: Small undisplaced fractures of the small bones in the foot, ankle or
wrist may not cause crookedness or deformity.)

A—

Pain with Moving

Swelling of the The Bone Is Sprain
the Joint and | joint

but || ooking Straight | = | (Usually)
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1. An elastic bandage is very good. If no
elastic bandage is available, wrap it with
an ordinary bandage to help support it
and prevent it from being twisted again.
Be careful not to wrap too tight. (Do not
let it cut off the blood supply or injure
nerves by being too tight.)

2. Elevate the limb if severe swelling.

3. Give paracetamol if needed for pain
(1,000 mg QID for an adult, not more),
or ibuprofen. Advise the patient to be
careful not to injure the joint again before it is completely healed.

DISLOCATIONS

A bone is dislocated when it is not broken, but moved out of its place in the joint
and has slid part-way over the other bone. The ligaments around the joint will
be injured. The more frequent sites of dislocations are the finger joints, shoulder
joint, elbow, and occasionally the knee. Dislocated fingers are usually easy to fix
by having someone hold the hand while the clinician pulls the finger straight.
Shoulders are also rather easy to put back in place, but the technique needs to
be learned. Remember any dislocation can also have a fracture.

Elastic bandage supporting sprain

FRACTURES
S—Ask when and how the injury happened and which areas are painful.

o

O—A fracture will have:

country splint
on upper leg

1. Pain, especially with any movement of a
broken leg or arm.

/A

2. Deformity—usually the arm or leg looks
crooked where it is broken (Exception: No
deformity for small undisplaced fractures,
especially in the foot, ankle, or wrist).

3. Swelling—usually the area over the fracture
is swollen.

4. LAB—An X-ray is not always necessary. But if
the patient wants hospital treatment, an X-
ray will clearly show most fractures.

A--PAIN WITH MOVEMENT + DEFORMITY + SWELLING = FRACTURE
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P--Most fractures of the arms or legs in which

10

the bone has not come through the skin are |5
treated well by the “country bone doctor”
who does simple splinting and starts the
limb moving in a short time (leg fractures
are walking in about 3 weeks). He usually
gets the bone to heal, and most patients in
rural areas will not permit anyone else to
treat them. However, with country

this simple

country

“overlapped " fracture

fracéure should
o well with

treatment

treatment in adults, the healed limb will

usually be shortened somewhat and the bones may not heal in a perfectly

straight position.

The “country bone doctors” do not do well with the following three kinds
of fractures—convince these patients to be admitted and carry them to

the hospital:

1. OPEN FRACTURES (the bone came out through the skin)—These must

receive antibiotics, preferably in the hospital—high doses of IV antibiotics
may be needed. If the patient refuses to go to the hospital, make sure he
receives chloramphenicol caps. 500 mg QID to control the infection while
the bone-setter is treating the broken bone in the village. (Get
chloramphenicol from the hospital or health center if you have none.)

It may be more acceptable to the patient, if the hospital and bone-setter
agree, for the bone-setter to come to the hospital to continue treating
the fracture while the patient receives the needed antibiotics there.

. FRACTURES OF THE SPINE must be moved carefully to the hospital.

Keep the spine straight—do not bend it. The patient must be moved lying
down and must not move from side to side. A very wide plank or board
makes a good stretcher because it is flat and will not bend much. (Be
sure the patient will not roll off of the plank—use appropriate straps or
people on each side to help with transport.) Time is important—do not
delay.

. COMMINUTED FRACTURES (FRACTURES IN WHICH THE BONE IS

BROKEN INTO MANY SMALL PIECES) also do better with hospital
treatment. (Problem: It is hard to correctly diagnose such a fracture
without taking an X-ray.)
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DEHYDRATION

DEHYDRATION usually is caused by diarrhea and/or vomiting, but sometimes it
comes from losing too much urine from diabetes, or from not drinking water in a
patient who is unable, such as with a stroke.

CHECK EVERY CASE of DIARRHEA or VOMITING
for POSSIBLE DEHYDRATION!

Dehydration comes from losing too much water, sodium, and potassium; therefore,
it must be treated by replacing all three of these.

NOTE: Dehydration with too much sodium or potassium is very rare in Liberia.

Correct treatment is lifesaving! It depends upon the next two things:

1. Correct estimation of the degree of dehydration—first degree, mild; second
degree, moderate; or third degree, severe dehydration (see below).

2. Giving proper fluids in the correct amount and manner.

Therefore, first take a quick history, examine the patient, and estimate the
degree of dehydration (also look for the cause and for any complications):

S--Ask the following questions to help you decide what do:
1) When did the illness begin? 2) Is the stool normal, loose, or watery?
3) Is the patient vomiting? 4) Is any blood or mucous in the stool?
5) How many stools is the patient having 6) and how large are the stools?
O--Now examine the patient:

1. Look for signs of dehydration (signs listed on this picture):
" eweak, fact pulse

edry mouth,[¥
thirst
esunken -l—u\
eyes — = -
Tres A
®sunken e W o3
fontanelle [y § LAy T

(open m ole.)

N edecreased skin

elasticity (skin fold
Stays up for more than
two seconds after

being pinched)

2. Take blood pressure (BP) and pulse. (low BP + weak pulse = third degree
dehydration)

3. Check the abdomen for tenderness, distention, or lack of bowel sounds. If
you find these, start rehydration with 0.9% saline or Ringer’s lactate and
send the patient straight to the hospital with the IV running (and with
someone to tend it).
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4. LAB—If having bloody diarrhea, or diarrhea for more than 2 weeks, examine
the stool under a microscope (if available) to tell if it is bacillary dysentery,
amebic dysentery, or giardia. See p. 44 & 45 and 58 & 59.

NOTE: With severe dehydration, if a lab is available, never waste time waiting for lab
results. Start rehydration immediately! (Preferably with Ringer’s lactate IV). Then
adjust treatment after results come.

A—Now ASSESS the DEGREE of DEHYDRATION (correct treatment depends upon
correct assessment). Learn the differences listed below:

1. FIRST DEGREE DEHYDRATION—The patient is restless and thirsty, the
pulse is increased somewhat, but skin elasticity and BP are normal.

2. SECOND DEGREE DEHYDRATION—In addition to the symptoms of first
degree dehydration, there are also decreased skin elasticity, dry mouth,
sunken eyes, and in infants sunken fontanel. But the BP is normal. Pulse
is increased. Weight loss is about 5-10 %.

3. THIRD DEGREE DEHYDRATION—In addition to the second-degree
symptoms, the patient is now in shock with a low BP and a pulse that is
weak or cannot be felt. The patient looks very weak and is passing little
or no urine. Weight loss is usually more than 10%.

SUMMARY OF SIGNS OF THE DEGREE OF DEHYDRATION
First Degree—no good signs of dehydration, but restless, maybe thirsty
Second Degree—definite signs of dehydration (but normal BP)

Third Degree—definite signs of dehydration plus shock

FLUIDS FOR REHYDRATION

A health worker must understand IV fluids and oral rehydration solution (ORS)
and their uses in order to choose correct fluids.

Severely-dehydrated patients have lost much water especially from the fluid
that is between the body cells and in the circulatory system. We call this fluid
extracellular fluid. This fluid has about 140 mEq of sodium and 4 to 5 mEq of
potassium per liter. Dehydrated patients need to be given fluid rapidly very
similar to this fluid that they have lost in order to expand (increase) their
decreased fluid volume. We call such a fluid a volume-expanding fluid. In most
dehydrated patients, we want a little more potassium because their potassium
is usually low—we want about 8 to 10 mEq/L of KCl in the fluid. Volume-
expanding fluid given rapidly IV will bring the BP back to normal in dehydrated
patients in shock from severe fluid loss.
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GOOD VOLUME-EXPANDING SOLUTIONS ARE:

RINGER’S or LACTATED RINGER’S—use this whenever it is available.

NORMAL SALINE (0.9% sodium chloride solution)—but try to add 8 mL of
10% potassium chloride (KCI) to each liter, if available.

After a dehydrated patient has his extracellular fluid increased to normal he
needs to receive a fluid with less sodium and more potassium to continue making
up for his losses. This should be given less rapidly than volume-expanding fluid.
We call such a fluid REPLACEMENT FLUID since it is used to REPLACE the
remaining sodium, potassium, and water losses.

GOOD IV REPLACEMENT FLUIDS ARE:

Half-strength Darrow’s solution with 2.5% dextrose—the best IV
replacement solution not requiring something added—/(okay as is, but even
better if 5 mL of 10% KCl is added per 500 mL of % strength Darrow’s).
National Drug Service was keeping this in stock. It has 61 mEq sodium and 17
mEq potassium/Liter.

Dextrose 5% in half-normal saline—add 10 mL 10% KCI per 500 mL (or 20
mL/Liter). This gives 77 mEq sodium and 26 mEq potassium/Liter.

Half-strength Ringer’s lactate in 2.5% dextrose; add 8 mL 10% KCl to each
500 mL.

If you have nothing else, you can use first Ringer’s lactate, then dextrose 5%
with water (D5W), then Ringer’s lactate, etc. Add 10 mL of 10% KCl to each
500 mL of both the 5% dextrose and the Ringer’s
lactate. Caution: Do not use D-5-W for small children
or patients with cerebral malaria or meningitis, even
with potassium added. It may cause brain swelling.

ORS makes good oral replacement fluid—Use it if the
patient is able to drink and not vomiting and diarrhea
is no longer too severe. For making ORS, see pg. 232—-
235. (Also use it to prevent dehydration.)

P—Now TREAT the PATIENT—PLAN OF TREATMENT: treated as outpatients

Treatment of Children with Diarrhea

with ORS once daily.

GENERAL RULES FOR ALL CHILDREN

1) WEIGH all children who are being treated as outpatients with ORS once dalily.

2) If the child is LOSING WEIGHT, ADMIT child and INCREASE FLUIDS—perhaps IV.
3) WEIGH admitted children drinking ORS twice daily.

4) CONTINUE BREASTFEEDING all small children.
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No Dehydration-Early diarrhea with no possibility or suggestion of dehydration as yet:
1. Treat this child as an outpatient.

2. Give ORS. You can open an ORS packet and add water, but it is best to teach
the mother to make ORS. (See pg. 232-235.) Give at least the amount made
with a soda bottle full of water daily to a small child (more if much diarrhea
or if the child is larger). Make fresh ORS each day. If breastfeeding, remind
the mother to continue to breastfeed.

3. See the child again the next day (remember to weigh daily).

Child with First Degree Dehydration

1. Treat as an outpatient with ORS (unless vomiting severely, in which case the
child will need IV fluids instead of ORS).

2. Give Oral Rehydration Solution daily (for the amount, see the table on pg. 16)
and continue to breastfeed.

3. See and weigh the child daily. If the child does not gain weight or the
abdomen becomes distended or if vomiting increases, give IV replacement
fluid instead of ORS, or send the child to the hospital or health center for IV
fluids. With infants becoming more dehydrated on ORS but without a
distended abdomen, intraperitoneal (IP) fluid can be used, if you are trained
to use it—about 35 mL/pound of Ringer’s lactate, without dextrose, for a
small infant.

Child with Second Degree Dehydration

1. Start IV rehydration (if no IV fluids, refer the child to a hospital or health
center for IV fluid; give ORS to sip while going). Exception: If second degree
dehydration is just beginning and the child is not vomiting, you may try ORS
in the clinic with close supervision (find the correct amount on pg. 16), and
change to IV fluid if not improving. If still not improving with IV fluid in the
clinic, refer.

2. When referring a child with dehydration, it is best to run IV fluids while
transporting to the hospital. If no IV fluids, give the child ORS to drink in
frequent small amounts on the way.

Child with Third Degree Dehydration

Start rehydration with Ringer’s lactate IV. If unable to treat the child in your
clinic both day and night, send the child (with IV running) to the hospital or
health center where IV fluids can be given day and night. If no IV fluids, refer
stat! Delay may cause the child to die. Help the people to find transportation to
carry the child, and give ORS to drink in sips while going! The child should be
transported lying down in the vehicle.
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TREATMENT OF ADULTS WITH DEHYDRATION
FIRST DEGREE DEHYDRATION: (See these patients daily.)

1. If the patient is not vomiting, try outpatient treatment with ORS, 3,000-
4,000 mL to drink completely in the first 24 hours. Drink a little at a time to
try to avoid vomiting. (See table on next page.)

2. If the patient is vomiting and promethazine (Phenergan) is available, give an
adult 25 mg stat., or Zofran 4 or 8 mg stat., and wait 30 minutes. Then, give
ORS to be taken in frequent, small amounts. Look for other causes of
vomiting (see page 57).

3. If the vomiting continues, give 1,000 mL Ringer’s lactate IV; then try ORS. If
still vomiting frequently, give replacement fluid 1,000 mL IV over 6 hours. If
the patient continues vomiting frequently, send him to the hospital or
health center for IV fluids and further diagnosis.

ADULTS WITH SECOND DEGREE DEHYDRATION
1. If IV fluids are available, you can give 2 L of Ringer’s lactate within 2-3
hours; then continue with ORS (or IV replacement fluid if you can monitor
patient during the night.) Send to the hospital if diarrhea is not stopping.

2. Or, start IV Ringer’s lactate and send the patient (with IV running) to the
hospital or a health center that can give IV fluids day and night. Give ORS to
drink on the way if you have no IV fluids.

3. If you have no IV fluids and there is absolutely no way to send the patient,
you will have to try rehydrating with ORS (see table on the following page
for the correct amount.) Be sure patient drinks it all!

ADULTS WITH THIRD DEGREE DEHYDRATION

1. Start Ringer’s lactate or 0.9% saline (add 8 mL/L 10% potassium chloride to
0.9% saline if available). Give first 1,000-2,000 mL rapidly (to get patient
out of shock). Unless you are able to treat the patient both night and day,
send the patient with IV running to the hospital or health center, where he
can get IV fluids both day and night—hurry! Delay may cause the patient to
die.

2. When sending a severely dehydrated patient to the hospital, have the
patient lie down in the vehicle (because of low BP). If no IV fluids and the
patient can swallow, send ORS to drink in frequent sips on the way.

FOR ALL PATIENTS WITH DIARRHEA

After rehydration is started, look for the cause of the diarrhea. Give the
correct treatment for the cause. Amebic and bacillary dysentery, giardia,
malaria, and some high fevers with diarrhea (Typhoid, Lassa) need special
treatment. Most other causes only need fluids. (See pages 44 & 45 and 58 &
59 for deciding the cause for bloody diarrhea.)
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ORAL REHYDRATION SOLUTION (ORS)

ORS amount to give—use all in 24 hours, and continue breastfeeding babies
1st Dehydration 2nd Dehydration (Mild) 2nd Dehydration (Moderate)

Weightin | Amount in Wit Drink this amt. ORS (mL) Wit Drink this amt. ORS (mL)

pounds 24 hr (mL) (Ib) in 6 hr In next 18 hr | (Ib) in 6 hr In next 18 hr
10 600 10 200 700 10 300 700
15 900 15 300 1,050 15 450 1,050
25 1,250 25 500 1,600 25 750 1,600
35 1,600 35 750 1,800 35 1000 1,800
50 2,000 50 1,000 2,000 50 1,200 2,000
75 2,500 75 1,500 2,400 75 1,800 2,400
110 3,000 110 2,000 3,000 110 2,500 3,000
150 4,000 150 2,750 3,500 150 3,500 3,500

Teach all mothers to make and use SUGAR-SALT SOLUTION (a homemade
substitute for ORS packets). (See pg. 232-235.)

For rehydration in the clinic, open a pack of UNICEF ORS, or make your own,
measuring more accurately than the way you teach mothers to make it. Take 6
level teaspoons of sugar (1 tsp = 5 mL), 1 level teaspoon salt, % teaspoon
baking soda if available, and the juice of 3 oranges or 1 grapefruit. Add water
to make 1,000 ml. Make it fresh daily.

REHYDRATING WITH IV FLUID—FOR CLINICS AND HEALTH CENTERS
TREATING MODERATE or SECOND DEGREE DEHYDRATION with IV FLUIDS

16

1.

Patients with second degree dehydration have lost fluid equal to 5-10% of
their weight.

Therefore first give volume-expanding fluid equal to 5% of their weight IV.
This is approximately 25 mL per pound or 50 mL per kg.

. Give % of the volume-expanding fluid rapidly IV in the first 30 minutes. This is

about 12% mL per pound.
Then give the other half of volume-expanding fluid IV over the next 2 hours.
Check skin elasticity. If it is still poor, repeat step 4 above.

Then, when skin elasticity is normal, if able to drink, give ORS. See the
amount to give on the ORS table above, OR

If vomiting or not able to drink, give replacement fluid IV. See the amount to
give on the table on pg. 17. Use Y%-strength Darrow’s with 10 ml. of 10% KCI
added per liter if it is available. Or use the other replacement fluids listed on
page 13.
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TREATING SEVERE or THIRD DEGREE DEHYDRATION with IV FLUIDS

1.

3.

A Handbook for Health Personnel in Liberia

Severely dehydrated patients (especially children) in shock have lost more than
10% of their body weight as fluid. Adults may be in shock with weight losses of less
than 10%.

. Therefore give volume-expanding fluid equal to 10% of the weight IV. This is about

50 mL per Ib or 100 mL per kg. Use Ringer’s lactate, or use 0.9% saline (preferably
with 8 ml. 10% KCl added per liter) for volume-expanding fluid.

. Give half of the volume-expanding fluid rapidly IV in the first 30—45 minutes. This

is about 25 mL per |b.

. Then, give the other half of the fluid IV over the next 2 - 4 hours. This will be

another 25 mL per Ib. (NOTE: When the patient’s skin elasticity and BP are normal,
eyes no longer sunken, and patient is starting to pass urine, stop volume-
expanding fluid before all is given and start ORS or IV replacement fluid.)

. Check skin elasticity; if it is still poor, repeat step 4 above (give 25 ml more per |b.)
. Then, if skin elasticity and BP are normal and if able to drink, give oral rehydration

soln. See amount to give on table above on previous page, OR

. If vomiting or not able to drink, give replacement fluid IV. See amount to give in

table below.
Chart of the Amounts of IV Fluids Needed for Rehydration

Volume-Expanding Fluid Needed
(inmL) Replacement Fluid Needed In
2nd Degree 3rd Degree Next 24 Hours (in mL)
Dehydration Dehydration
Weight in First Next First Next 1st Degree |2nd Degree | 3rd Degree
Pounds 30 min 2 hr 45 min 2-4 hr Dehydration [Dehydration | Dehydration
7 80 80 150 150 500 600 750
11 120 120 240 240 800 900 1,000
16 175 175 350 350 1100 1,200 1,400
22 200 200 400 400 1400 1,500 1,750
44 400 400 800 800 1,750* 2,000* 2,250*
66 600 600 1,200 1,200 2,000* 2,250* 2,500*
88 800 800 1,600 1,600 2,250* 2,500* 2,750*
110 1,000 | 1,000 | 2,000 2,000 2,500* 2,750* 3,000*
154 1,250 | 1,250 | 2,500 2,500 3,000* 3,250* 3,500*

*Heavier children and adults need less replacement fluid per pound than children weighing less than
25 pounds.

. After the first 30 minutes of rapid administration of volume-expanding fluid, if still

low BP and looking very dehydrated, run in the fluid volume scheduled to be given
over the next 2 hours more rapidly--in only 45—-60 minutes.

. Replacement fluid may need to be adjusted upward (increased) if much loose

stool is being passed.
Maintain adequate urine output. Watch cardiac status; do not over-hydrate.
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Summary of IV Fluids

18

For Volume-Expansion

Ringer’s lactate

Normal saline (0.9% sodium chloride solution—preferably with 8 ml 10% KClI
added per liter)

For Replacement Fluid

Half-strength Darrow’s solution with 2%% dextrose in water—this is best if
available. It has sufficient KCl without more being added (but even better with
5 mL 10% KCI per 500 mL added). NDS may have this solution.

Half-strength Ringer’s lactate with 2%% dextrose in water (okay if 10 ml of
10% KCl is added per liter.)

Alternating 500 mL Ringer’s lactate with 500 mL D5W is okay for adults if KCI
10% in 10 mL ampules is available—add 10 mL to each 500 mL of Ringer’s and
each 500 mL D5W. First, give 500 mL Ringer’s with KCl added; then 500 mL
D5W with KCL added; then Ringer’s with KCI, then D5W with KCl, and so on.
(NOTE: The D-5-W is not good for very small children, or patients with
meningitis or cerebral malaria.)

ORS can be given by mouth instead of IV replacement fluid if after volume-
expansion fluid given IV the patient is able to drink sufficiently and is not
vomiting. It can also be given orally for replacing potassium if Ringer’s lactate
(either half-strength or full-strength) is being given IV as replacement fluid and
no 10% KCl ampules are available to add to the Ringer’s.

KCl 10% solution—10 mL ampules to add to Ringer’s, normal saline, or to D-5-W.
For intraperitoneal (IP) fluid, use Ringer’s lactate (without dextrose).

IP FLUID FOR REHYDRATION—

Severely dehydrated infants actually need volume-expanding fluid given rapidly
IV to get them out of shock. But when starting an IV is impossible, giving fluid
straight into the abdomen (i.e., IP) is the next best way. Perfectly isotonic fluids
such as Ringer’s Lactate without dextrose absorb within a few hours from the
peritoneal cavity. Therefore, IP fluid works very well for second dehydration,
and gives severely dehydrated infants a chance to survive. It is not hard to learn
to give it. All you need is:

e A sterile needle e A 500 mL bag of Ringer’s lactate
without dextrose, or 0.9%
normal saline without dextrose
e Sterile IV tube (no other solutions)

e Plaster e Someone to help hold the baby

e Alcohol swab
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Steps in Giving a Child IP Fluid

1. Feel the abdomen to be certain that a big
spleen, a large liver, or a distended bladder is
not in the area where the needle will go in.

2. Do not give IP fluid if the abdomen is
distended or is tender.

3. Have one person hold the child’s arms and
shoulders and another hold the legs.

4. The fluid must be at body-temperature—(not
cold and not hot). Warm it by setting the bag
in some warm water if it is too cool.

Giving IP fluid to an infant

5. Connect the sterile IV tube with the needle to the bag; then, hang the bag
of IV fluid and fill the tube with fluid. Then have someone pinch the IV
tube to keep the fluid from running.

6. Clean the skin well just below

the navel with an alcohol
sponge. .
B . i "K'
7. Push the needle through the £ - \i\,_“ \\f'-,"&)
kin with the bevel turned | i “>\\'\\ J
skin with the bevel turne WA \,é L ml'é?v
down.

With the opening of the bevel pointing down
fluid will flow into the abdomen when the needle

8. Then with a quick motion is taped against the skin

push the needle through the

peritoneum and about % inch into the abdominal cavity. When you start
this push, your assistant must stop pinching the tube immediately for the
fluid to flow.

9. Lay the needle on the abdominal wall and plaster it down.

10. Run in the correct amount of fluid rapidly within 10 minutes (about 35 mL
per pound).

NOTE: If you have a severely dehydrated infant and no IV or IP fluid, send the infant
to a hospital or health center that has IV fluids. Give the mother ORS to give to the
infant in sips on the way. If no transportation, try hard in your clinic to rehydrate the
infant with frequent sips of the ORS.
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20

BLEEDING
General Treatment

1. Have the patient lie down and try to control the bleeding. Use direct
pressure for a cut, and suture if possible.

2. If the bleeding is severe or continues, transport the patient to the hospital
with 0.9% saline running IV—adjust the rate to increase BP if developing
shock. All external bleeding should be controlled with direct pressure. A
tourniquet may be needed for an amputation.

NOTE FOR HOSPITAL STAFF: (while waiting for the doctor)

1) Control the bleeding if possible; call the doctor if needed.
2) Take the BP and pulse and record them at least every 15 min.

3) If symptoms of shock are present (low BP, fast pulse), or if the bleeding is severe or
continuous, maintain an airway,* start 0.9% saline (2 lines) if not already running with a
large needle (see SHOCK), get a stat Hgb, type and cross-match, and find a blood
donor immediately (always check all donors for HIV and other blood-borne illnesses).

*With shock or unconsciousness—Be sure patient is breathing. Remove anything stuck in
throat. To maintain airway, if airway is not obstructed and no breathing bag and oral
airway are available, turn patient on left side and tilt head back slightly with jaw forward.

Treatment for Common Causes of Bleeding

3. CUT—Control the bleeding with direct pressure (tourniquets are dangerous)
and suture the cut (pg. 1-4). Suturing usually stops bleeding.

4. NOSEBLEED—Nine out of 10 nosebleeds can be
stopped by tipping the head back and pinching
the soft part of the nose above the nostrils
gently for 10 minutes. Tell the patient not to
pick at his nose after it stops. If it does not stop,
send him to the doctor for nasal packing. Always
check BP in adults to rule out hypertension as
the cause of the nosebleed.

EMERGENCY ALTERNATIVE— NP
When transportation from the clinic is not Gentle pressure will stop most
available—Insert a Foley catheter into the nosebleeds.
bleeding side of the nose and back into the throat. Blow up the bag with a
needle and syringe with 5 mL of air. Pull the catheter back gently until the
air-filled rubber bag fits tightly into the opening where the back of the nose
enters the throat. Hang a 3 or 4 oz weight on the catheter to keep it tight,
and pack the front of the nose with gauze or cotton.
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1. HEMOPTYSIS—coughing up blood from the lung
= Do not confuse hemoptysis with bleeding from the back of the nose, the
mouth, or the stomach. Bleeding from the back of the nose or mouth is spit
out. If the patient is spitting blood instead of really coughing it up, check the
mouth. Pressure will control a bleeding gum. Blood from the stomach is
vomited up and often contains brownish-black “coffee-ground” digested blood.

= Blood from the lung is brought up by actual coughing, and is bright red. It is
usually caused by tuberculosis (TB), but sometimes by paragonimiasis. A
patient with TB usually looks sick and has lost weight, but a patient with
paragonimiasis usually looks less ill. For patients with blood-streaked sputum or
coughing just small amounts of blood send sputum smears for acid-fast bacilli
(TB). If negative, send smears for lung parasite eggs (paragonimiasis). (See pg.
50-51.)

= Transport patients coughing large amounts of blood immediately to the
hospital for admission. This is a serious emergency. Keep the patient calm.
Diazepam 10 mg orally or IM (adult) may be helpful.

2. HEMATEMESIS—vomited blood—often black or brown like coffee grounds
= Cause—this usually comes from a bleeding peptic ulcer, but sometimes from
large veins in the esophagus (varices) with cirrhosis; or from Yellow Fever or
Lassa Fever or Dengue Hemorrhagic Fever. Also, remember that swallowed
blood from a nosebleed can be vomited back up and look brownish-black.

= Treatment—transport the patient immediately to the hospital (with an IV of
normal saline if BP is low, to keep BP from falling below 90), because his
stomach may continue to bleed or bleed again severely at any time.
Transporting is not necessary if the cause was only swallowed blood from a
nosebleed that has stopped.

NOTE FOR HOSPITAL PERSONNEL:

1) Notify the doctor immediately when such a patient arrives.
2) Get Hgb, type, and cross-match and find blood donors.

3) Start an IV with a 16-18 gauge needle and hang saline. Run at 10 drops per minute if not
in shock. If in shock, maintain an airway and run saline through 2 lines more rapidly to
elevate the systolic pressure to 85 to 95, and transfuse blood as soon as possible.

4) Record the BP and pulse frequently, at least every 15-30 min.

5) If a bleeding peptic ulcer is suspected, start an antacid tablet (such as magnesium
trisilicate) 2 tabs every 2 to 4 hours. Also give omeprazole 20 mg. daily if available—if no
omeprazole, give cimetidine 300 mg QID (or ranitidine 150 mg BID).
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3. MELENA—black or tarry stool caused by the presence of digested blood
This has exactly the same causes and treatment as hematemesis above,
except remember that iron tablets, Pepto-Bismol®, and some country
medicine can cause normal stool to look black (but not sticky and tarry).
Black stool from iron or Pepto-Bismol needs no treatment.

4. RECTAL BLEEDING—real red blood, not dysentery with loose stool, mucous,
and blood. Often from hemorrhoids or cancer. If the bleeding is severe, send
the patient to the hospital immediately. If not severe:
= Newborn—May not have enough vitamin K; give 5 mg of vitamin K

subcutaneously (SC), and repeat in 24 hours. Watch for weakness, pallor, or
other signs of shock requiring immediate hospital treatment.

= Adult—Look for external hemorrhoids. Examine the rectum with a gloved
finger for an anal fissure or internal hemorrhoids. Small hemorrhoids can be
treated with hemorrhoidal suppositories; larger hemorrhoids may require
surgery. If no hemorrhoids are found or if a hard mass is felt, the patient
may be bleeding from rectal cancer or from cancer higher in the colon.
With possible rectal or colon cancer refer the patient quickly to the doctor.

SHOCK

Shock is very low BP. It has many causes. Check any patient who is weak and
sweaty or semiconscious or unconscious for possible shock. First, lay the patient
down; lower the head and elevate the feet. Act quickly. If unconscious, be sure the
patient is breathing and airway is not obstructed.* Take BP immediately--it must
be low for the patient to truly be in shock, often less than 80/40. Get the history
and do the examination while you are treating the patient. Keep the patient warm.
Start 1 or 2 IVs with 16—-18 gauge needles and run 0.9% saline rapidly to elevate
the BP.

S—Ask the following questions as you lay him down and check the BP:

= Did the patient fall a few minutes after receiving an injection (such as
penicillin), or after a bee sting? If so, give epinephrine immediately. (See the
first note under TREATMENT). \

|

i

=  When did the patient become ill?
=  When did he begin to feel faint?

= Did he receive an injury?

= Is he having fever, diarrhea, vomiting,
bleeding, or pain?

= Is hereceiving treatment for diabetes?
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O—You should have already taken the BP to prove he has shock. Continue to monitor BP
and vital signs.

1. Look for blood loss—control any severe bleeding immediately before doing
anything else.

2. Take the pulse—usually it is rapid and weak.

3. Feel the skin—usually it is cold and sweaty. Is skin elasticity decreased? Shock
can be from severe dehydration.

4. Look at the color—often the patient in shock looks pale.

5. Check the abdomen—is it tender and distended? Are bowel sounds present
and normal?

6. Are there any signs of an injury?

Symptoms and Signs of Shock: Treatment of Shock:

- Patient feeling weak . Maintain airway and

. Sweating start IV.

. LowBP . Take BP to prove shock.

. Looks pale . Then find the diagnosis

. May be semiconscious or and treatment from the
unconscious table on pg. 24.

P—After emergency treatment, transport all patients in shock immediately to the
hospital lying down, not sitting up. Go with the patient. Raise BP with 0.9% saline IV.
(Common fainting and severe dehydration, if you have IV fluids to correct it, are
exceptions not always needing transport to the hospital.)

NOTE FOR HOSPITAL PERSONNEL
First maintain airway* (and use Ambu bag if needed), then follow steps below:

1. Send for the doctor immediately, and get 2 IVs running.

2. Run saline or Ringer’s rapidly stat. If you suspect ruptured spleen, ectopic or bleeding
ulcer, slow IV if BP rises above 90 systolic to prevent further bleeding before surgery.

3. Start oxygen nasally if the BP is below 90 systolic.

4. Get Hgb, and type and cross-match if bleeding is suspected. Start a unit of blood if
shock is from bleeding and run the blood rapidly.

5. Take the BP and pulse every 5 minutes and record them until the doctor arrives.

With shock or unconsciousness—Be sure patient is breathing. Remove anything stuck in the

throat. Use Ambu bag or mouth-to-mouth if not breathing. To maintain airway, if airway is not
obstructed and patient is breathing, and no breathing bag or oral airway is available, turn patient
on left side and tilt head back slightly with jaw forward.
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CAUSES and TREATMENT of SHOCK—maintain an airway and respirations,
and start IV saline—run it rapidly to elevate pressure. Then treat the
condition causing shock. If the cause or management is in doubt, check
quickly through this list, asking the questions and looking for the findings
listed under symptoms or signs in the table below. (NOTE: All have low BP.)

Symptoms and Signs of Shock

Assessment

Plan of Management

1. Did the patient fall 2-15 Anaphylactic shock 1) Epinephrine 0.2-0.4 mL IV or 0.6-1.0 mL
minutes following an injection IM (and may repeat)
or a bee sting? 2) IV saline rapidly

3) Antihistamine tab orally if conscious
4) Transport stat to hospital.

2. Is any bleeding seen? Blood loss Stop the bleeding, start IV and transport stat

to hospital with 1V saline running to raise BP.

3. Are decreased skin elasticity, [ Shock from severe Rehydrate with 1V fluid if available (see pg.
sunken eyes, and diarrhea dehydration 11-19), or carry stat to the hospital (with an
present? IV running or ORS to drink while going).

4. Are decreased skin elasticity |1) Possible diabetic Carry patient with IV saline 0.9% running
and _sunken eyes present, but | ketoacidosis (if a known [immediately to the hospital.
no diarrhea? (See pg. 152) | diabetic without meds or |Remember: patients in shock must be
(If a glucometer is available, | poor control), or might be |transported lying down.
check a blood glucose.) 2) unable to drink for a

few days--find out why

5. Was he having fever? (but no | Possible septicemic Carry the patient immediately to the hospital
diarrhea, severe vomiting or | shock, or from severe (with IV Ringer’s or saline running to elevate
decreased skin elasticity) malaria the BP).

Check RDT, and start treatment for malaria
and/or septicemia.

6. Does he have an odor on his |Possible poisoning Carry the patient immediately to the hospital
breath, or mouth burns? (with IV running to elevate BP).

7. s there history or evidence of | Ruptured spleen or other | Carry the patient immediately to the hospital
a severe injury to the lower | ruptured organ (adjust 0.9% saline IV for systolic pressure
chest or abdomen? of 85-90).

8. Is abdominal pain and Shock from perforated Saline 0.9% IV to elevate BP and
tenderness with rebound abdominal viscus or chloramphenicol—adults 1 gm and children
present? peritonitis 25 mg/kg IV. Carry patient immediately to

hospital with saline running.

9. Isthis a woman (age 14—45), |Ruptured ectopic Carry the patient immediately to the hospital
pale, with abdominal pain? | pregnancy (with IV saline). Monitor BP; do not raise BP
(and usually history of a above 90 systolic. (see pg. 33 & 34)
missed period)

10. Is the patient passing black, |Bleeding peptic ulcer Carry the patient immediately to the hospital
tarry stools? (with 1V, do not raise BP above 90 systolic)

11. Did he faint after fright or bad | Common fainting Lay him down. He should recover in a few

news just a few minutes ago?

minutes. BP should quickly become normal.
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UNCONSCIOUSNESS OR SEMICONSCIOUSNESS

If you find an unconscious patient, check immediately whether the patient
is breathing all right—if he is not breathing all right:

1. Check for airway obstruction—if obstruction is present, clear the
airway.

2. If not breathing, check quickly for a pulse or heartbeat.

a. If a heartbeat is present, breathe for the patient—with Ambu
bag or mouth-to-mouth—until he is breathing by himself.

b. If you cannot detect any heartbeat, immediately start external
cardiac massage and mouth-to-mouth breathing until the
heartbeat returns and he is breathing by himself. (But use
common sense; if he has not been breathing for over 10
minutes before you arrived, there is no use breathing for him.)

3. If he is breathing all right with no airway obstruction, turn him on his
left side with his head tilted slightly backward to maintain an airway
and continue as follows:

S—Ask someone who has been with the patient the following questions:
= How long has he been unconscious?
» Has he been having pain?
= Did he fall or was he injured?
» Has he been having fever?
= Did the unconsciousness develop rapidly or slowly?
= Did he have a seizure?

O—Take the BP, pulse, and temperature. Check the muscle tone and
movement in all limbs, check the skin elasticity, and response to pain.
Start IV 0.9% saline or Ringer’s if in shock or if poor skin elasticity, and
see SHOCK.

A&P—Ask yourself the 16 questions in the table on the next page to assess
the cause, and to manage the unconsciousness correctly.
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Patient who is Semiconscious or Unconscious:

Semiconscious or Unconscious
and:

Assessment:

Plan of Treatment: (Adult Doses)

1.

Is patient semiconscious and trying
hard to breathe but difficulty
breathing & seems to be choking?

Object in trachea

Do a dislodgement maneuver
(see method on next page.)

2. Semiconscious child with Croup (learn what Steam breathed in at a distance or moist
inspiratory stridor and difficulty this sounds like) air helps, and Prednisolone may help in a
breathing? few hours. Send him stat to the hospital.

3. Difficulty breathing and: Very severe 1)Epinephrine 0.4 cc SC every 20 min X 3
Severe expiratory wheezing? asthma 2)or Salbutamol inhaler (or tabs-but slower)
(O, sat usually < 92%) 3)and send stat to hospital.

4. Semiconscious—cough, difficult Severe pneumonia | 1)Ampicillin 1 gm IV or IM stat.
breathing and rales, fever and rapid 2)Send him stat to the hospital
respirations? (O, sat usually 3)Needs oxygen and further IV antibiotics.
<90%)

5. Is the BP Less than 80/507? Shock See SHOCK on pg. 22--24.

6. Is the patient unable to move arm Stroke Send him to the hospital.
and leg on one side of the body?

7. Does he have fever and stiff neck Meningitis-also do 1) See meningitis on pg. 91.

(adult), or is this an infant who has | RDT for malaria--it | 2) Give ampicillin and chloramphenicol IV

quit nursing and now may also is possible to have | 3) or cotrimoxazole PO if no chloramph.

have a bulging fontanel? both meningitis and | 4) If RDT positive give artemether also
malaria 5) Then send patient stat to the hospital.

8. Is he dehydrated (with sunken Severe dehydration | Rehydrate with IV fluid (see p.11-19)
eyes, decreased skin elasticity) and from diarrhea Or send stat to hospital with an IV running,
severe diarrhea? or ORS if no IV fluids and alert enough to

swallow

9. Severe dehydration, history of Diabetic Send patient immediately to hospital with
diabetes, and no diarrhea? ketoacidotic coma | IV running of 0.9% saline.

10. Are there signs or a history of a Brain injury Send to hospital immediately.
head injury?

11.Is there a breath Smells of Intoxication 1) Examine for signs of injury
odor? alcohol? 2) If none, let him sleep it off

3) Be sure he is breathing okay

12. Or sign of an Other odor or Poisoning Send to hospital immediately

ingested toxin? mouth burns? (see POISONING pg. 30-33).

13.1s he unconscious 1 hour or less Unconsciousness | Find the cause of seizure on pg. 29, and if
after having a seizure? From the seizure | epilepsy treat as directed on pg. 155-158.

14. Is patient taking And on exam Probably from Give glucose 5% 300 mL IV, or 50% 20
insulin or tablets has hypoglycemia mL slowly IV, or sugar 5 tsp in water by
for diabetes and no evidence (insulin shock) NG tube. If awakens, feed patient.
now is of injury or If available, check If doesn’t wake up, send him stat to the
unconscious? dehydration & | glucose immediate- | hospital. May have another cause, and

no fever? ly with glucometer | may need meds for diabetes adjusted.

15. Did the patient faint in the last 10 Common fainting | 1) Lay the patient down.
minutes from fright or from bad 2) Patient should soon wake up without
news? treatment.

16. Did the patient “fall out” or have Conversion 1) Diazepam 10 mg IM or orally will help
psychological stress, and now is disorder (hysteria) | 2) Do not hurt the patient with any
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Semiconscious or Unconscious

and: Assessment: Plan of Treatment: (Adult Doses)

consistently acting very strange? dangerous treatment.

NOTE ON DISLODGEMENT MANEUVER FOR CHOKING

For a child—Hold him with feet up and head down, and slap his back sharply—The
obstructing object may pop out. Sometimes an object can also be removed from a child’s
larynx with a finger reaching deeply behind the tongue.

For an adult—Hold him from behind with both arms squeezing around the lower chest
and drive one fist into the epigastric area. This suddenly drives air out of the lungs and
may blow the object out of the larynx.
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FOR A CHILD:

FOR AN ADULT:
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child so:
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SEIZURES (CONVULSIONS OR “JERKING")
Immediate Emergency Treatment:

1.

2.
3.

Lay the patient out flat on the bed or floor.

Turn him on his side so he won’t aspirate (preferably the left side).

Place a padded tongue blade or rolled up cloth just between his teeth if possible
to prevent him from biting his tongue. (It may not be possible,or often is too
late--don’t break any teeth, don’t push tongue back and obstruct airway and
don’t get your fingers bitten—the padded tongue blade isn’t essential.)

If the patient stops breathing for more than 30 seconds, clear the airway if
possible and use an Ambu bag or give mouth-to-mouth respiration immediately.
If the seizure hasn’t stopped, if IV diazepam 10 mg/2 mL is available, stop the
seizure with 2 mL slowly IV for an adult or 0.3 mL per 10 |b in small children.
May repeat every 10 minutes, up to 2 more times if needed.

Assess the cause of the seizure—see the chart on the next page.

If the seizure still doesn’t stop in 5 minutes after third injection of diazepam,
carry the patient to the hospital immediately where the doctor can stop the
seizure with other IV medications. Prolonged seizures cause brain damage.

S—Ask the following questions:

= How long has the patient been ill?

= How long has he been seizing?

= Has he been having fever?

= Has this been happening to him often in the past?

= Was he talking normally before this seizure started today, or was he talking
as if he was confused and not thinking straight?

= Is he taking any medicines?

O—Take the temperature (cool him by sponging him if it is over 104°F), and check his

neck for stiffness.
Also check the fontanel in a baby (does it feel full and bulging?).

Lay the convulsing patient on the floor, turn him to one
side (preferably left), and protect his tongue if possible.
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Seizures are a symptom, not a disease. The symptom of seizures can often be
controlled with emergency treatment as shown above, but the cause must be
found and correctly treated. Some causes can be very serious. Find the
diagnosis and treatment from the table below.

A&P—Assess the cause of the seizure and find the treatment by answering the

following questions:

Seizures and the Following
Other Conditions

Assessment

Plan of Treatment

1. Is this a child with fever who
usually develops seizures with
fever (& no stiff neck, wakes up
well & oriented after seizure)?

Febrile seizures

likely—but RDT for
malaria, and spinal
fluid if any question

1) Sponge with cool water.

2) Give paracetamol.

3) Find & treat cause of fever—be
certain not malaria or meningitis.

2. Is this an infant with fever who
is irritable and has stopped
nursing from this illness and
now has a seizure?

Meningitis, sepsis
or severe malaria

1) Give Ampicillin & chloramphenicol--
p. 91. (Amp & gentamycin-neonate)

2) RDT—if positive, give artemether.

3) Then send immediately to the
hospital.

3. Is this an adult patient with
fever, stiff neck, and headache
who is not thinking clearly?

Meningitis

Also check RDT—if
positive, give
artemether. Also
give meds for
meningitis

1) Ampicillin plus chloramphenicol (see
p. 91)

2) If no chloramphenicol give instead 4
cotrimoxazole 400 mg tablets if able
to swallow after the seizure.

3) Send stat to the hospital.

4. Is this a patient who is mentally
clear with a stiff neck, back and
limbs, and difficulty opening his

Tetanus (adult)
(ask about a cut or
skin wound a week

1) Human tetanus antitoxin 6000-9000 u
stat.(give 2 x as much if horse TAT)
2) Diazepam 10 mg IM stat or 20 mg

jerks when touched?

See pg. 249-250

mouth? (and usually jerks when | or two ago) orally and phenobarbital 60 mg tabs 3
touched) See pg. 92 stat if possible.
3) Then send to the hospital stat.
5. Is this a newborn who is stiff Tetanus 1) Give human TAT 1,500-3,000 u stat-
and has stopped nursing and neonatorum (give 3,000-4,500 u if horse TAT)

2) Give Diazepam 0.4 cc (2 mg) IM.
3) Send to the hospital stat.

6. Is this patient taking insulin,
INH or niridazole? (but no
fever)

Or has patient been drinking
alcohol heavily recently?

Probably a seizure
from medication or
from alcohol (but
check RDT to be
sure no cerebral
malaria)

1) If taking insulin give glucose 20 gm IV,
or sugar orally or by NG tube.

2) If still seizing stop with IV diazepam

3) If alcoholic and shaky, also give 10 mg
diazepam.

4) Then send stat to the hospital.

7. Is this an older adult, not
alcoholic, no previous history of
seizures and no fever?

Possible brain
tumor (but also
check RDT)

1) If seizing stop seizure with diazepam
2)If RDT positive, give artemether
3) Refer to the hospital.

8. Has this patient been having
seizures previously and now
has no fever or stiff neck, & not
taking insulin, INH, no alcohol
or other cause? (Ask if taking
medications for epilepsy)

Epilepsy

(check RDT just to
be sure malaria is
not the cause)

Treat in your clinic. Patient will need
phenobarbital or phenytoin all his life.
If on medications for epilepsy did he
forget to take meds? May need meds
adjusted. See EPILEPSY-pg. 155-158
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In the hospital or health center, if the doctor is not present:

1. If the patient has fever and the cause of the seizure is uncertain, do an

immediate rapid diagnostic test for malaria (RDT), malaria smear, and spinal

tap and complete blood count (a positive malaria test suggests cerebral

malaria; the spinal tap can prove meningitis or encephalitis). Start treatment
for probable meningitis immediately—Do not wait for spinal tap results.

. Give a convulsing patient with fever and possible malaria artemether 3.2

mg/kg by IM injection (or other appropriate injectable antimalarial) for the

possibility of cerebral malaria—you may wait for the results of a Rapid

Diagnostic Test (RDT) for malaria, but do not wait for results of the malaria

smear (give it immediately if no rapid malaria test is available). Then give

paracetamol for fever when the patient is able to swallow. If unable to do a

spinal tap but the patient is quite ill and meningitis could be the cause, treat

for meningitis without the tap.

. If the seizure has not stopped, stop it with diazepam IV—0.3 cc (1.5 mg) per
10 Ib in children and 2 cc (10 mg) IV total for adults—repeat twice if needed at
10 minute intervals.

. Give phenobarbital 200 mg (adult dose) orally or IM to prevent further
seizures (children 15 mg for every 10 Ib).

. If meningitis (pg. 91) or tetanus (pg. 92) seems to be the cause, begin

treatment immediately—use hospital protocol or directions on page 91 or 92.

POISONING

S—Symptoms and treatment both depend on what poison was taken. Try to find

out what was taken and when. The bottle is often helpful. Ask about possible
symptoms such as:

=  Weakness

= Stomach pain

« Nausea/vomiting
= Seizures

O--Move quickly. Have someone get vital signs while treatment is being started.

Look for mouth burns, smell the breath, and check the state of consciousness.
Maintain airway if the patient is not conscious.
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A&P—

32

1. KEROSENE OR GASOLINE—This poisoning most often happens with small
children who drink kerosene that has been put in a soda or beer bottle. The
breath of the child will smell like kerosene. The child will be coughing if
kerosene has gotten into his trachea. After some time if he has taken a large
amount he may become unconscious or convulse.

a. Do not cause vomiting—vomiting may cause the patient to aspirate
kerosene into his lungs and he will develop the serious complication of
hydrocarbon pneumonia.

b. Unless the amount is very small such as one swallow (and often it is very
small), and unless no coughing is present, send the patient to the hospital.

NOTE FOR HOSPITAL PERSONNEL

1) If the amount swallowed is rather small, do not lavage, but if it was likely over 30 ml.
within the last hour, cautiously insert a stomach tube with the patient’s head lower than
the body and with suction ready if he vomits. No kerosene must be allowed to enter the
lung! Cautiously lavage the stomach. Epsom salts or bisacodyl may be given to move the
kerosene through and out quickly.

2) Observe the patient for 24 hours for detecting and treating central nervous system
depression or the development of hydrocarbon pneumonia. Use antibiotics and oxygen for
pneumonia.

. CAUSTIC SODA, WASHING SODA, OR LYE—Most often this type of poisoning

happens to small children who find caustic soda water in a dish for making soap.
Usually the child has burns on the lips and in the mouth.

a. Do not cause vomiting.
b. Do not put a tube down to wash out the stomach.

c. If swallowed within the last 2 hours, immediately give the child as much
orange juice, lime juice, or dilute vinegar (1 cup vinegar with 3 cups water)
as the child will drink. This will destroy the poison. Use milk if nothing else
is available—it may soothe the chemical burns, but does not neutralize lye.

d. Then send the child to the hospital. A later complication may be
esophageal strictures (scarring) that will prevent the child from being able
to swallow food. Some chest surgeons can treat this.

PRESCRIPTION MEDICINES (in overdose or taken by child): If conscious, cause
the patient to vomit immediately. Then send the patient to the hospital. In the
hospital wash out the stomach with an NG tube, and admit him for the doctor
to treat complications from the medicine.
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4. PLANTS—Some plants are poisonous. If a child eats a plant that you do not know
to be safe, cause him to vomit immediately. Send him to the hospital if he has any
symptoms.

5. COUNTRY MEDICINES—Some country medicines are poisonous, especially in large
doses. The most common complications of poisoning from country medicines are
acute kidney failure, jaundice from liver damage, and toxic colon—all of which can
cause death. Most patients with poisoning from too much country medicine do
not come to the clinic until they are very sick. Send them to the hospital.

6. COMMON MEDICINES (which are usually thought of as safe) can cause poisoning—

a. Aspirin in large amounts can cause death—cause vomiting immediately.

b. Too much iron can be poisonous—a few iron tablets or many vitamin tablets
also containing iron can cause a child to die—cause vomiting immediately,
and send the person to the hospital.

c. Paracetamol in amounts larger than 4,000 mg/day (adult) can destroy the
liver and cause liver failure and death. Paracetamol is dangerous in smaller
amounts if the liver has been damaged by hepatitis B or excessive alcohol—
induce vomiting and send the patient to the hospital. After gastric lavage
and activated charcoal, hospital personnel should give the antidote, N-
Acetylcysteine periodically P.O. or IV for 24 to 72 hours. (Caution: If given IV,
5 percent of the patients develop anaphylaxis.)

7. DIELDRIN-- This is a dangerous insecticide or “bug-a-bug medicine” commonly
used in Liberia. It damages the liver and brain. It causes jaundice, excitability,
shakiness, and convulsions, and may cause death. It doesn’t even have to be
swallowed—it is very rapidly absorbed through the skin.

a. If swallowed, lavage the stomach with the head down, and suction to avoid
aspiration if possible. Otherwise cause the patient to vomit (although not
usually recommended), and send him immediately to the hospital even if he
has no symptoms.

b. If wasted on the skin, scrub the skin with soap and water. No more may be

needed, but if any signs or suggestions of symptoms develop, send him to the
hospital.

NOTE FOR HOSPITAL PERSONNEL for DIELDRIN INGESTION (before the doctor arrives)

1) If within 2 hours, wash out the stomach with an NG tube and plenty of water, avoiding
aspiration with head down and suction available.

2) Then instill a slurry of activated charcoal (if available).
3) Give Epsom salts or bisacodyl to move dieldrin out quickly.
4) Treat convulsions in the usual manner (see pg. 30—give diazepam and phenobarbital).
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Prevention of Poisoning in Children

Never place kerosene in a beer or soda bottle. Always keep kerosene, caustic
soda powder or water, and all medicines where children cannot reach them.
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RUPTURED ECTOPIC PREGNANCY

Occurs in a woman of childbearing age, usually age 14-45. The patient will die if
not correctly diagnosed.

S—Typical complaint: abdominal pain and weakness. The woman usually has
missed 1 or 2 periods, then felt sudden abdominal pain when straining (going
to the toilet, beating rice, etc.), and then immediately became faint.

o_
= The low abdomen is usually somewhat tender and appears distended.
(Examine it gently so you do not cause more bleeding.)
= The BP is usually low with the pulse increased (such as: BP 90/50, pulse 116).
= The patient’s conjunctiva almost always looks pale.
= LAB—Hgb is usually less than 10 gm %.
A--

DR. KELLER'S LAW
Any woman of childbearing age with low abdominal
pain and anemia is an ectopic pregnancy unless

proven otherwise.

For other conditions that may cause low abdominal pain see pg. 64—66.
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P—CLINIC STAFF—If trained to do, confirm the diagnosis with an abdominal tap or
cul-de-sac tap. Then send the patient immediately to the hospital lying down
in the vehicle (the patient who is sitting up may go into deep shock and die
before reaching the hospital). If the BP is low,
start IV saline, run slowly, and accompany the | ectop/c pregnancy
patient to the hospital to control the IV and BP fallopian tubes
(Hold BP somewhere between 85 and 95
systolic—slightly above the significant shock level
but not so high as to cause more bleeding.)

HOSPITAL PERSONNEL—If this is truly an ectopic
pregnancy, emergency surgery is needed
immediately!

1. Get a stat Hgb, and type and cross-match for blood.

2. Start IV saline with a large needle, but run it slowly (unless BP is less than
80/50) to support BP but not so rapidly as to raise the BP high enough to
cause more bleeding before surgery starts.

3. Call the doctor. While he is coming get a sterile needle and syringe and
vaginal speculum ready for him to do an abdominal or cul-de-sac tap(or
better yet, an ultrasound if available) to prove the diagnosis of ectopic
pregnancy (if not already done).

4. Set out ketamine or local anesthesia (ketamine is good because it raises
the BP). Do not use spinal anesthesia since it will cause deeper shock.

5. The safest blood for any patient is her own blood. The surgeon may dip
free blood from the patient’s abdomen with a small sterile container and
pour it through a sterile gauze (to remove clots) into a sterile bowl, and
then siphon it into a blood bag, or siphon blood directly from the pool of
blood in the patient’s abdomen, and transfuse the blood back to the
patient. This is known as an autotransfusion. Have equipment ready to
collect the blood from the patient’s abdomen.
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SNAKEBITES

36

About 100 different kinds of snakes live in Liberia. Most are not poisonous and
their bites need no treatment. Harmless snakes have short teeth but no long,
poisonous teeth called fangs. Poisonous snakes all have two long fangs, and their
bites can often be identified by the two definite fang marks in the skin of the
patient. There are about 15 kinds of poisonous snakes in Liberia, only seven of
which are common enough to be important.

Important Poisonous Snakes

ELAPIDAE—Large snakes with fixed, grooved front fangs. Their venom is very
strong and generally neurotoxic; neurotoxic venom does not cause swelling, but
affects the nerves, causing vomiting, sleepiness, drooping eye lids, difficulty
speaking, and respiratory paralysis that can cause death. Three of these poisonous
snakes are important:

m SPITTING COBRA (Naja nigricollis)—This is a large, dull black snake with a
hood and red throat. It is 4 to 7 feet long, and spits poison straight at the
eyes. Its neurotoxic venom is also cytotoxic, both affecting the nervous
system and causing the bite to swell.

BLACK COBRA SPITTING COBRA

m BLACK COBRA (Naja melanoleuca) Or “black snake”—A 5 to 8 foot long
black snake with a hood and white throat. Its bite is neurotoxic and very
dangerous. It causes no swelling.

m GREEN MAMBA (Dendroaspis viridis and jamesonii)—A long (4-7 feet)
green snake with an almost yellow tail. It is very poisonous, very fast, and
quick to bite; may chase people, and likes to climb trees. Farmers may
meet it at the top of a palm tree. It is neurotoxic, causing no swelling, and
often causes death. (There is also a less common black mamba.)

A Handbook for Health Personnel in Liberia



Chapter One—Treatment of Emergencies

m VIPERIDAE (the Vipers)—Have front fangs which are “hinged” (fold back into
the mouth) and hollow like a hypodermic needle, through which they inject
their poison. (Viper fangs are longer than elapid fangs.) The poison is cytotoxic
(destroys tissue and blood cells), causing swelling. The following 4 Liberian
vipers are worth discussing:

= GABOON VIPER or cassava snake (Bitis gabonica)—A thick snake with a
brown, black, and white diamond pattern, large triangular head, and very
large fangs. The venom is very poisonous and both cytotoxic and
neurotoxic and may cause bleeding. Length of 2 to 5 feet.

= BURROWING VIPER (Atractaspis spp.)—A black rod-like snake about a foot
long. It may have a white tail. It rarely comes out of its burrow except at
night during a rainstorm.

= GREEN TREE VIPER (Atheris chloraechis)—A 1 — 3 foot, sluggish green
snake with yellow spots that may sit in one place on a branch for many
weeks. Definitely poisonous but does not cause many bites.

T T e A
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BURROWING VIPER | GREEN TREE VIPER

GABOON VIPER

= NIGHT ADDER or yard snake (Causus maculatus)—A 1 — 2 foot long snake
with a black and brown diamond pattern and triangular head with a black
“V” marking. It is the most common source of poisonous snakebite in
Liberia, but rarely causes death.

m COLUBRIDAE—There are a number of mildly poisonous tree snakes in
Liberia with fangs in the back of their mouth, such as Blanding’s Tree Snake
(Banana Tree Snake). Their poison can cause bleeding, but because they
usually bite with the front teeth only, they rarely actually poison anyone.
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Treatment
m TREATMENT FOR A COBRA SPIT—Wash the eyes out immediately with much

water. Use antibiotic eye ointment QID if eye inflammation develops.

s TREATMENT immediately after a poisonous snakebite occurs—

38

a. Calm the patient—have him lie down. Excitement and walking about

increase the heartbeat and make the poison spread faster.

. Be sure the person has actually been bitten by a poisonous snake—look for

2 fang marks. Also note if any swelling (viper bite). If no evidence of the
snakebite (no fang marks), don’t do anything—watch the patient! (Except
perhaps give 5 mg. diazepam to calm the patient.)

If definite fang marks are present, put on a BP cuff between the bite and the
body and keep it at 30 to 40 mm pressure. Call for an ambulance or send
someone to look for transportation to a hospital that has antivenin. If the
trip is long, release the pressure for one minute every 10 minutes. |If
transportation is available, do nothing more—send the person immediately!
Antivenin is the only good treatment! (But remember, an adult bitten by a
yard snake will get swelling but usually needs no antivenin.)

. If no transportation is available and there are definite fang marks from a

cobra or mamba and the bite is less than 20 minutes old (5 minutes or less is
better), use a BP cuff as a tourniquet with 30 to 50 mm of pressure, and
cross-hatch the fang marks with a sterile blade (be careful not to cut
tendons, nerves, arteries, or veins) and apply suction with a suction cup; or, if
the patient can, he may suck with his mouth and spit out what he sucks out.
Release the tourniquet for one minute every 10 minutes. Continue suction
for one hour. Continue to look for transportation—transport to the hospital
as soon as it is possible.

. In the hospital: Remove any tourniquet, and protect against tetanus and give

antibiotics if the patient was cut. Give polyvalent antivenin only if:

« There are signs of neurotoxicity, cardiotoxicity, or bleeding. (Check
every 15 minutes for difficulty breathing, drooping eyelids, double
vision, weak muscles, abnormal pulse, low BP, or bleeding to make sure
no problem develops.) OR

o If there is severe swelling and the bite is less than 12 hours old. A
doctor may choose to give antivenin with severe swelling even if later
than 12 hours. (Note: Cassava Snake venom is so dangerous that bites
with less swelling still deserve antivenin.)

o With either of the above, give 4 vials of polyvalent antivenin very slowly
IV. Repeatin 3 hours if no better. Have epinephrine on hand in case of
allergic shock from the antivenin.
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SEVERE CHEST PAIN
We worry that chest pains may be myocardial infarcts and cause death.
Myocardial infarcts (heart attacks) are rare in patients eating a rural traditional
diet, getting plenty of exercise, not overweight, not smoking, and not diabetic.
They occur most often in older persons. Check all chest pains to find the cause
and treat appropriately.
S—Ask:
= Where is the pain?
= When did it start?
= How severe is it?
= Was it caused by an accident?
= Is it constant or does it come and go (intermittent)?
= Does the pain come only after exercise?
= Does the pain run into the neck or either shoulder or arm?

O—Get vital signs. Examine the chest for bruises, rash or areas of tenderness.
Listen for breath sounds, rales, wheezes, and heart sounds and rhythm. Is the
patient weak or diaphoretic?

A&P--Severe chest pain can have many causes. Choose from those listed below.

m INJURY—There should be a history of injury: auto accident, fall, or a blow to
chest. A bruise, cut, or area of tenderness should be present. With much
tenderness over 1 point of a rib, the rib may be broken. If breath sounds are
normal on both sides and vital signs are normal ibuprofen may help. If the
injury is severe, send the patient to the hospital.

m PLEURISY—The chest hurts worse when taking a deep breath. The patient
usually has a viral respiratory infection. Be sure he does not have pneumonia
(pg. 76). With normal breathing and little or no fever and lungs sounding
normal he may only need ibuprofen or paracetamol.

m SHINGLES—Pain for 1 to 7 days in a band, back to front, following a rib on
one side of the chest only. After a few days a rash breaks out only in the
band resembling chicken pox (it is caused by the same virus). Acyclovir 800
mg 5 times a day for 7-10 days may shorten the course if started within the
first 3 days of rash. May need narcotics for severe pain. Shingles often
develops in the elderly or with HIV—request permission to test for HIV.

m COSTOCHRONDRITIS—Anterior chest pain where one or more ribs join the
sternum, and pain and tenderness when pressing over the junction(s) of ribs
to the sternum. Give ibuprofen. Limit lifting until it improves. Breath sounds
are normal.
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m CANCER—Chest pain, chronic cough, and perhaps some difficulty

breathing or low oxygen (test an O, Sat if you can), and little or no fever--
may be cancer--more likely cancer if the patient smokes. Usually middle-
aged or older. Be sure the patient does not have pneumonia. If he has a
history of cancer it may be metastatic to the lung. If you suspect cancer
refer the patient to a hospital for a chest x-ray and treatment.

CARDIAC ANGINA—This patient usually complains that with a little
exercise he gets chest pain, which then soon goes away when he stops
exercising. It is usually from a narrowed artery supplying blood to the
heart muscle. Long-acting nitroglycerin taken daily may be helpful.
Coronary artery bypass surgery or an arterial stent may be needed, but
these require treatment outside of Liberia. Refer to a physician, preferably
an internal medicine specialist who can do an EKG and cardiac stress test.

PULMONARY EMBOLISM—Usually from a clot in a vein in the calf of either
lower leg that breaks loose and gets stuck in the arteries in the lung,
decreasing the circulation of blood through that part of the lung. Patient
complains of sudden onset of chest pain, has dyspnea, tachypnea,
tachycardia, decreased oxygen, and may cough up some blood. Check for
a swollen tender calf. If any fever, it usually is not high. This is a true
emergency. It requires continuous IV heparin. If suspected, refer the
patient immediately to the hospital.

MYOCARDIAL INFARCT—This is another true emergency. The pain is
usually intense and often in the central chest or slightly to the left, and
may run into the neck or either shoulder and arm (usually the left). The
patient often feels weak and may be sweating. A sublingual nitroglycerin
0.4 mg tablet may relieve the pain if it is only from a narrow artery in
spasm, but if a clot has formed over an atherosclerotic plaque in a heart
artery and is blocking the artery, the pain will not be relieved. Two 325 mg
aspirin tablets may help to dissolve the clot or prevent further clotting.
Proper diagnosis is made with typical EKG changes and elevated cardiac
muscle enzymes. If suspected, give nitroglycerin and aspirin (and oxygen
if possible), and send the patient immediately to the hospital—by
ambulance if possible.
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HIGH FEVER (HYPERPYREXIA)

1. Fevers higher than 104°F (40°C) axillary or 105°F orally are dangerous and
may cause death. Remove blankets and clothing and sponge such a
patient immediately (with ice added to the water if necessary). Fanning
the wet patient may also help. Give ibuprofen or paracetamol to lower
the temperature.

2. Search for the cause of the fever (see pg. 70-72).
3. Malaria can be treated in the clinic. Most other causes of hyperpyrexia

must be sent to the hospital. And any patient who seems severely ill
should be sent immediately to the hospital.

OTHER MEDICAL EMERGENCIES DISCUSSED IN OTHER SECTIONS

= PNEUMONIA—pg. 76.
m SEVERE ANEMIA—pg. 79--81.

s CONGESTIVE HEART FAILURE—pg. 135-139.
= TETANUS—pg. 92.

= MENINGITIS—pg. 91.
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CHAPTER TWO—TREATMENT OF PARASITIC DISEASES

NOTE ON TREATING PARASITES DURING PREGNANCY: Chloroquine is safe
anytime during pregnancy. Metronidazole, praziquantel, and mebendazole are also
safe, but avoid the first trimester if at all possible. Do not give other drugs for parasites
during pregnancy (except other antimalarials for malaria, see pg. 285).

INTESTINAL WORMS—NOTE: When no microscope is available for making
a lab diagnosis, just give children age 1 to 5 years mebendazole 5 tabs of 100 mg
every 6 months to deworm—never give to children under 1 year of age! See p. 262.

ASCARIASIS (Ascaris Lumbricoides) (Roundworm)

m S—Ascaris often causes no symptoms. Sometimes it causes mild stomach pain.
Sometimes a worm is passed in the stool or vomited. When a worm is
actually seen, no lab examination of
stool is needed.

m O&A (LAB)—Diagnose by Ascaris eggs seen
in a stool specimen.

m P—Give either:
= Mebendazole (Vermox®) tablets 100
mg, 1 tab BID x 3 days. All ages: adult
or child, but not children less than 1 Ascaris Egg
year (U.S.-not less than 2 yr), OR

= Mebendazole 5 tablets stat (single supervised de-worming dose), OR

= Piperazine 500 mg tablets or elixir 500 mg per teaspoon; give 1 stat dose.
« Adult—7 tablets or 7 teaspoons (35 mL)
o Child-1tab or 1 tsp per 7 pounds (maximum 7 tabs or 7 tsp (35 mL)

m PREVENTION—Use latrines to prevent eggs in the stool from getting into the dirt.
Wash dirt from hands, fruits, and vegetables before eating.

Hookworm Infestation (Necator Americanus and Ancylostoma Duodenale)

m S—Hookworm frequently causes anemia
because hookworms suck blood from the
duodenum. Sometimes it causes burning
epigastric pain, which may worsen after
eating.

m O&A (LAB)—Stool specimen—hookworm

eggs. Check the hemoglobin (Hgb) if the Hookworm egg
patient is at all pale. If no microscope to check stool, treat anemic patients
for hookworm anyway because hookworm is a likely cause.
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m P—Give one of the following:
= Mebendazole 100 mg tablets (best). Give 1 tab BID x 3 days. All ages
except small children less than 1 or 2 years, or Mebendazole 5 tablets

stat (single dose), OR

= Bephenium (alcopar)—One 5 gm packet BID x 2 days (adults), children
less than 50 Ibs—7% packet BID for 2 days, OR

= Pyrantel pamoate 125 mg tablets—1 tablet per 20 lbs (maximum 6
tablets)—one single dose only. (Alcopar and pyrantel pamoate may
not be available in Liberia.)

If anemic, also add ferrous sulfate—see Anemia--pages 79 — 81.

m PREVENTION—Use latrines to prevent eggs in the stool from getting into the
dirt. Wear shoes to prevent larvae in the ground from entering the feet.

Strongyloidiasis (Strongyloides Stercoralis)

m S—Strongyloides often causes no symptoms, but sometimes there is mild
epigastric pain. There may be diarrhea in severe
cases, or anemia from the worms sucking blood.

m O&A (LAB)—Larvae seen in stool specimen.

® P—Mebendazole (Vermox) 100 mg tablets—1 tab
BID for 3 days, preferred course, or 5 tablets stat
(both child and adult, except small children less
than | year). Strongyloides larvae

m PREVENTION—Use latrines to prevent larvae in the stool from getting into the
dirt. Wear shoes to prevent larvae in the ground from entering the feet.

Trichuriasis (Trichuris Trichiura) (Whipworm)

m S—Usually none. Sometimes diarrhea occurs if many
worms are present.

m O&A (LAB)—Eggs found in a stool specimen.

m P—Mebendazole 100 mg tablets—1 tab BID for 3 days
(for both child and adult, but not children less than 1 year), or 5 tablets stat.

Trichuris egg

m PREVENTION—Use latrines to prevent eggs from the stool from getting into
the dirt. Wash dirt from hands, fruits, and vegetables before eating.
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Enterobiasis (Enterobius Vermicularis) (Pinworm)

m S—Itching around the anus usually at night. This parasite is more often
found in children than in adults.

m O&A (LAB)—If the mother looks carefully at the anus at night she will often
find these little worms. The eggs can sometimes be seen if cellophane tape is
placed against the anal skin, then stuck on a slide and sent to the lab for

microscopic exam. Eggs are NOt found in the stool.

m P—Mebendazole (Vermox) 100 mg tablets—give only 1 tablet as a single dose
to a child or an adult. NOTE: not for small infants!

If the mother actually sees the very small worms
around the anus late at night, it is not necessary to
see eggs on cellophane tape under the microscope.

m PREVENTION—This is the only intestinal worm

NOt prevented by using latrines, since the eggs are
laid on the skin around the anus and not in the

stool. Prevention is by washing hands after passing

. . Pinworm egg
stool and washing hands before eating.

Taeniasis (Taenia Saginata and Taenia Solium) (Beef and Pork Tapeworm)

m S—Usually there are no symptoms until segments
of a worm are passed in the stool. Occasionally it
causes mild stomach pain.

m O&A (LAB)—Eggs are sometimes seen in the stool
with a microscope, but proglottids (worm
segments) can easily be seen in the stool without a

microscope. Tapeworm egg as seen in

microscope
m P—Niclosamide (Yomesan®) 500 mg tablets

» Adults: 4 tablets taken in a single dose
» Children, 25—75 lbs: 2 tablets
» Children weighing more than 75 Ibs: 3 tabs

(Tablets are to be taken after eating a light meal.)

Proglottid (actual size)

m PREVENTION—Using the latrine prevents eggs in
the stool from infecting cows or pigs. Cooking meat well prevents humans
from developing tapeworm.
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INTESTINAL PROTOZOAL PARASITES
GIARDIASIS (GIARDIA LAMBLIA)

m S—Often there are no symptoms, but sometimes mild eplgastﬂc discomfort
occurs. In heavy infestations there is diarrhea with
bloating and gas, and this may come and go every few

days. It does NOt cause significant fever—either no
fever or very low-grade (< 38°C). CAUTION: Giardia is
often found in the loose stools of patients with diarrhea |

from other causes—when found with diarrhea, treat
giardia but always look for another possible cause for L
the diarrhea. Giardia lamblia (enlarged

view under microscope)
m O&A (LAB)—Cysts or flagellates can be seen in the

stool specimen. Look at a fresh stool within 5 minutes =
after it was passed to see the moving flagellates. Blood | : e : R
and pus in the stool are NOt caused by giardia; if | °; _"ki’ S
found, look for bacillary dysentery (fever + blood and [~ “, « 53" ". % |
pus in stool), or ameba (blood only in stool specimen). | ® 3k ¢ 3 ;’

s P—Metronidazole (Flagyl) 200 or 250 mg tablets— ‘——t-Zrmti 1 2

. Giardia in liquid stool
Give as follows:

Weight Dosage
15-25 Ibs 1/4 tab TID x 7 days
26-35 Ibs 1/2 tab BID x 7 days
36-50 Ibs 1/2 tab TID x 7 days
51-75 Ibs 1 tab BID x 7 days
More than 75 Ibs 1tab TID x 7 days
Adults 1tab TID x 7 days

m PREVENTION—The disease is caused from food or water that has been
contaminated by stool from humans (usual source) or animals (especially pigs).
Prevent giardiasis by using safe drinking water, handwashing, and washing of
fruits and vegetables before eating.

AMEBIASIS (ENTAMEBA HISTOLYTICA) (

m S—These vary from a carrier state with NO
symptoms to severe dysentery with fever and stool
with blood and mucous that may come and go for |
weeks. Some mild cases will have stomach pain
without diarrhea. Amebic hepatitis and amebic liver |
abscess cause pain and tenderness over the liver.

Trophozooite and cyst
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COMPLICATIONS—
» Dehydration from severe dysentery

» Debilitation from chronic diarrhea

= Amebic hepatitis or liver abscess

» Ameboma—abscess of the colon or other part of the body
» Peritonitis from perforation of the colon

O&A (LAB)—With diarrhea, the stool specimen must be very fresh to see
moving trophozooites with the microscope (try looking at stool in less than 5
minutes after it has been passed). Cysts may also be seen in the stool.

DIFFERENTIAL POINT—Microscopy of amebic stool usually shows many red
blood cells (RBC) but few or N0 white blood cells (WBC). Stool from bacillary
dysentery usually shows both many RBC and many WBC. NOTE: S

mansoni and Balantidium coli may also cause bloody stool, and hemorrhoids
and cancer can cause blood on otherwise normal stool.

P--The best single drug is metronidazole. If this drug fails or the patient is
critical, refer him to the hospital. Liver abscess or severe disease often requires
prolonged treatment and the addition of other special drugs.

Metronidazole, 200 or 250 mg tablets (See dosage pg. 44 for giardia,
Adult—3 tablets TID for 10 days but gi_ve _3 times as much for
Child—7 mg/lb (15 mg/kg) TID for 10 days | amebiasis.)

PREVENTION—Amebiasis is usually caused by drinking water contaminated
with stool, although cysts can also be found on contaminated food such as
vegetables. Prevention consists of using latrines, drinking safe water, and
washing hands, fruits, and vegetables before eating.

BALANTIDIASIS (BALANTIDIUM COLI)

A rather uncommon human parasite—often a parasite of pigs.

S—Also causes bloody diarrhea, but may cause no illness. If found in
diarrheal stool think of possible other causes, especially if stool not bloody.

O&A (LAB)—B. coli (paramecia) will be seen in the stool with a microscope.

P—Adults: tetracycline 250 mg 2 QID x 10 days if
available. Children: Do NOt use tetracycline except
in emergencies. Instead use metronidazole in the
same dosage as for amebiasis for 10 days (3 times
as much as for giardiasis). (See the table for the
dosage for giardiasis on pg. 44).

PREVENTION— Same as amebiasis--from stool B. coli paramecium
contamination which may be from humans or from

pigs infected with the balantidium parasite. Patients with debilitating diseases
more often develop diarrhea with balantidium infestation.

A Handbook for Health Personnel in Liberia 45




Ch

apter Two—Treatment of Parasitic Diseases

SYSTEMIC PROTOZOAL PARASITES
MALARIA (PLASMODIUM FALCIPARUM, P. VIVAX, P. MALARIAE, P. OVALE)

More than 90% of cases of malaria in Liberia are caused by P. falciparum (the severe
kind). P. malariae is next most common.

NOTE: No Plasmodium vivax malaria has been identified in Liberia.

m S—Malaria causes chills, high fever, headache, and some body pain. The spleen may

be enlarged. Children often also have diarrhea. Cerebral malaria, most common in
children, has these same symptoms plus sleepiness, delirium, coma, or convulsions.
Anemia may be present. Children less than 5 years of age and pregnant women have
the most severe malaria. At first the fever may be continuous, but later it occurs
every second or third day.

CAUTION: Many things cause fever besides malaria. Not every fever is malaria—look for
other diseases. Also it is possible to have malaria and another illness.

m O&A (LAB)—The Rapid Diagnostic Test (RDT) makes diagnosis easy. The RDT that

Liberia uses only detects falciparum. 1t remains
positive for 14 days after treating malaria.
Parasites may also be seen with a microscope in
a blood smear, so use a blood smear if further

checking is needed within 2 weeks after 3

treatment. A thick smear is easiest for making a

diagnosis. The patient is often anemic. The Malaria seen in thick Field's stain
BC is of lichtlv 1 1. Falciparum rings

WBC is often slightly low. 2. White blood cell

3. Gametocyte

m A—When NO RDT or microscope is available—

46

First check for other causes of fever (pneumonia, sore throat, ear infection, kidney
infection, measles, etc.) Treat these if found (See pg. 70--72). If no other cause is
found, then:

IF FEVER + ONE OR MORE SYMPTOMS BELOW, TREAT FOR MALARIA
But continue to look for other possible or additional causes
When unable to tell if cerebral malaria or meningitis treat for both

1) Headache 2) Chills (adults with malaria usually have both headache & chills)
3) Body pains 4) Vomiting 5) Diarrhea 6) Large sp]een or liver, and/or 7) Pallor

In children in addition to symptoms above:

1) Not drinking, nursing or eating 2) Semi-consciousness or unconsciousness
3) Respiratory distress (if respiratory distress, consider pneumonia plus malaria)
4) Being unable to sit up  5) Seizure
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m P—Use one of the following, preferably the first option AQ+AS or the second,
artemether):
= AMODIAQUINE (AQ) 153 mg + ARTESUNATE (AS) 50 mg tabs—Calculate
dose by weight—10 mg amodiaquine plus 4 mg artesunate per kg—an average
60 kg adult needs 4 tablets daily x 3 days, or 2 tablets BID x 3 days. A 15 kg
(33 Ib) child could take 1 tablet daily x 3 days. Not for first trimester
pregnant women or infantslessthan 5 kg—use quinine instead.

« ARTEMETHER INJECTABLE if vomiting or unconscious—3.2 mg/kg
IM first day, then 1.6 mg/kg daily at least 2 more days; followed by AQ+AS
(usual dose) x 3 days when able to take oral meds. (Quinine 1V over 4 hr or
IM may be used instead of artemether; see quinine below.)

» QUININE DIHYDROCHLORIDE if vomiting or if unconscious—20
mg/kg ]oading dose in an 1V drip given s]ow]y over 4 hours, then 10 mg/kg v
slowly over 2 - 4 hours every 8 to 12 hours may be used instead of artemether.
After 3 days change to oral medication if possible, or limit quinine 1V to every
12 hours (limit: 7 days total treatment with quinine.) Quinine dihydrochloride
may also be given IM in 2 divided doses in thighs—not buttocks—if 2 mL is
diluted in 8 mL of normal saline.

=  QUININE SULFATE 300 mg tabs—10 mg/kg/dose—For 60 kg adult—2 TID x
5—7 days. Quinine is good for pregnant women in the first trimester and small
children less than 5 kg who cannot take (AQ+AS), or for whom that
combination is not working. For children it is easier to calculate the dose using
the 200 mg tablets. For non-pregnant women or men, or older children, adding
tetracycline 250 mg QID or doxycycline 100 mg BID x 7-10 days adds a little to
the effectiveness. But tetracycline and doxycycline are not for children less than
8 years of age—they spoil developing tooth enamel.

m MALARIAL CHEMOPROPHYLAXIS (prevention) should be given to anyone who has
recently come to the tropics. Use one of the following medications:
s  Mefloquine (Larium®) 250 mg tablets, Adult—1 tab weekly (Excellent to
prevent all malaria, rather expensive, and rarely causes psychosis). Can be used
for children, but one must carefully divide the tablets:

Newborn— 1/16 tab weekly 10-20 Ibs—1/8 tab weekly
20—40 Ibs—1/4 tab weekly 40-80 lbs—1/2 tab weekly
» Doxycycline 100 mg. Adults—1 daily (NOt for children)

» Pyrimethamine (DARAPRIM®) 25 mg tablets—This is |ess effective. Adults—1
weekly, children 15-75 lbs— 1. tablet weekly

» Atovaquone 250 mg + proguanil 100 mg tablets (Malarone®). Adults—1 daily.
Children’s tablets also available: atovaquone 62.5 mg + proguanil 25 mg (Very
expensive! But very good; may not be available in Liberia.)
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m PREVENTION—Prevent mosquito bites by screening houses, draining puddles

where mosquitoes breed, and using mosquito nets (e.g., long-lasting insecticide-
treated nets [LLITN]). These nets, treated with pyrethrin, a mild insecticide
which is quite safe for humans, give better protection. (But also give medication

prophylaxis to newcomers to the tropics.) For pregnant women who seem well,

give Fansidar 3 tablets once only in the second and again in the third trimester.
(f HIV-positive, give Fansidar monthly unless on cotrimoxazole.)

m SPECIAL PROBLEMS in patients with malaria—See protocols and doses in the
Training Manual for Management of Malaria (pg. 47) and following pages for

full information on these problems:

Cough and rales—also treat for pneumonia—ampicillin 50 mg/kg 1V Q
6 hours, or if taking oral medications and not vomiting, Amoxicillin 500
mg orally 3 times a day for an adult, or 250 mg 3 times a day for a 25 Ib
child. For adults doxycycline 100 mg. b.i.d. may be used instead of
amoxicillin and helps to treat the malaria.

Seizures, coma, or severe prostration—Stop seizures with 1V diazepam
0.3 mg/kg, and may repeat twice if needed. In addition to treating for
cerebral malaria, do a lumbar puncture to check for meningitis. If the
lumbar puncture is not available, also treat for meningitis anyway:
ampici"in 50 mg/ kg (or benzy] penici"in 60 mg/kg) Vv +
chloramphenicol 25 mg/kg IV—both every 6 hours. (For adults or older
children do not give more than 2 grams ampici"in (or 3 grams benzy]
penicillin), and 1 gram chloramphenicol every 6 hours.)

Severe]y ill or shocked—ampici"in 50 mg/kg IVQ®o6 hours + gentamycin
7.5 mg/kg 1V once daily (for possible sepsis), and 50 percent glucose 1
mL/kg by slow 1V push for children and 20-50 mL slow 1V push for
adults. With shock also give Ringer’s lactate as below.

Dehydrated—Ringer’s lactate or normal saline 1V: 20 mL/kg over 15
minutes for children, and 1,000 mL over 30 min. for adults. Repeat twice
if needed. If shock does not improve, transfer to a hospital and give 20
mL/kg of blood over 1 hour.

Severe anemia (Hgb <5 gm)—Refer to hospital for transfusion.

Severe malnutrition—After treating malaria, refer to a therapeutic
feeding center.

Supply adequate maintenance fluid for all critically ill patients, via NG
tube or 1V.
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TRYPANOSOMIASIS (SLEEPING SICKNESS) — another SYSTEMIC PROTOZOAL
PARASITE: TRYPANOSOMA GAMBIENSE—Currently rarely seen in Liberia (or not at all)

m SYMPTOMS—In the early stage, fever and swollen lymph nodes develop. The

nodes at the back of the neck may become

very large (Winterbottom’s sign). In the late )t'\_é.‘;\—)f)@; -_ f“\r—-

stage the parasites get into the brain, causing
central nervous system symptoms such as
headache, inability to concentrate, lack of
interest in things that are happening, and

causing increasing sleepiness leading finally

D;:; o
O™ &
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to coma. Suspect trypanosomiasis in any
person with fever and very large posterior

Trypanosomes in blood smear
(from a WHO picture)

cervical nodes, especially if central nervous

system symptoms such as drowsiness are developing.

m LAB—The trypanosomes can be seen with the microscope in blood, spinal
fluid, or fluid aspirated from a lymph node. This should be done at a hospital.

m TREATMENT—Send any suspected cases to the hospital. The treatment is
very complicated and dangerous. Early cases usually get well with suramin,
but late cases are very hard to cure and need very special drugs with danger-
ous side-effects. If not treated, all patients with trypanosomiasis will die.

m PREVENTION—Spread by the bite of tsetse flies, whose larvae develop in
rapid-flowing rivers and streams. Do not allow the large tsetse flies to bite
you. Prevent deaths by identifying and referring cases early.

PARASITIC FLUKES AND NEMATODES
SCHISTOSOMIASIS (BILHARZIA)

(PARASITES: SCHISTOSOMA HEMATOBIUM AND S. MANSONI—

blood vessel flukes of the urinary tract and colon)
s SYMPTOMS—

» S. hematobium—-Bloody urine and dysuria. Chronic infections can cause

bladder cancer.

» S. mansoni—Often it causes no symptoms.
Sometimes causes loose stool or bloody
dysentery. Long time infections can cause
ascites and death from liver cirrhosis.

" B—requires use of a microscope:
» S. hematobium—Eggs found in urine, also
often WBC and RBC are present in urine.
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» S. mansoni—Eggs found in stool specimen,
but often needs a stool concentration test to
find them. WBCs and RBCs also often seen
in the stool.

s TREATMENT—
s S. hemnatobium—

« Metrifonate 100 mg tablets if available. S. mansoni egg
Give adults 130 Ibs or heavier 6 tablets (single dose). Give children 1
tablet for every 10 kg or 22 Ibs ( a 44 b child gets 2 tablets), OR

« Praziquantel—it also cures hematobium, but is more expensive Use the
same dose as for S. mansoni (see dose below). Use it if metrifonate is
not available, and use praziquantel for pregnant women with
hematobium but after the first trimester—it is safer than metrifonate
during pregnancy.

» S. mansoni—Give praziquantel 600 mg tablets:

o Adult—4 tablets as a single dose

o Child—20 mg/lb as a single dose
1525 Ibs = %2 tab ~ 41-55 lbs =12 tabs ~ 70-89 lbs = 2 tabs

26—40 Ibs =1 tab 56—70 lbs = 2 tabs 90-110 Ibs = 3 tabs

m PREVENTION—Use latrines to prevent schistosome eggs in the stool or urine
from hatching in streams or rice paddies and infecting snails. Avoid working
in streams or flooded rice paddies as much as possible in the counties where
schistosomiasis is found.

PARAGONIMIASIS (LUNG FLUKE)
(PARASITE: PARAGONIMUS UTEROBILATERALIS)

m S--This disease has been suspected in Liberia for
years, but finally proved by Monson and Buck
about 1987 at Zorzor, where it is very common,
especially in children. The patients cough, do not
feel well, and have episodes of coughing up some
blood and sputum with little orange flecks in it. It :
is commonly mistaken for tuberculosis, but the (Picturpé gtee Srtezr?:;n:':r?g?nal on

patients do not look as thin or as ill as with TB. paragonimiasis home page by
Christina Baumann.)

m LAB—Eggs seen with the microscope in sputum
coughed up from the lungs, or in stool from swallowed sputum. (NOTE:
Sputum must not be acid-fast stained for TB because acid-fast stain destroys
the eggs so they cannot be seen.)
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m A CHEST X-RAY in the hospital may show ring-like opacities where the
parasites are in the lungs, or nodules, cavities, infiltrates, pleural effusions, or
but usually the X-ray also is not really

even a pneumothorax may be seen
typical for adult Tuberculosis.

» TREATMENT—Praziquantel 600 mg tablets
» Adult—2 tablets TID for 2 days
»  Child—12 mg/lb TID for 2 days (25 Ibs = ! tablet TID x 2 days)

m PREVENTION—Caught by eating crabs from the rivers and streams that have
not been cooked well, or by sucking their juices. Wash your hands after
handling crabs from the streams and do not let children play with them.
Always cook them very well. (NOTE: This illness cannot be caught from ocean
crabs—only from freshwater crabs.)

BANCROFTIAN FILARIASIS (ELEPHANTIASIS)
(PARASITE: WUCHERERIA BANCROFTI—a systemic nematode)

m SYMPTOMS—Many patients with light infections have no symptoms. Fever,
fatigue, swollen painful testicles, and red tender areas of skin may come and
go. Swollen lymph nodes may develop. Elephantiasis (a greatly and
permanently swollen leg, scrotum, or occasionally breast or arm) sometimes
occurs a few years later.

m LAB—BIlood drawn late at night often shows microfilaria.

m  TREATMENT—Diethylcarbamazine (DEC) 50 mg tablets—brand name
Hetrazan (Note: DEC is not given to clinics)
» Adult—2 tablets TID x 14 days

»  Child—1 mg/lb TID x 14 days (50 Ibs =1 tablet TID x 14 days)

CAUTION: Do a skin snip for onchocerca before giving such a high starting dose. If
negative, do a Mazotti test (DEC--% tablet daily x 3 days-causes severe itching if
onchocerciasis is present). If either test is positive, treat onchocerciasis first with
Ivermectin 3 tablets stat. Then wait 4 months, and start DEC with % tablet daily and
gradually increase if no reaction—STOP IF REACTION OCCURS. A high dose of
DEC will cause a severe reaction with onchocerciasis. Reactions include eye
pain (even blindness), severe itching, and edema, anywhere (legs, arms, face,
scrotum, breasts). Edema may be mild or severe. Therefore be careful with DEC—
start cautiously with a very low dose (¥ tablet daily x 3 days ) to be sure no

onchocerca are present.

m PREVENTION—Carried by mosquitoes. Prevent bites by screening houses,
draining puddles where mosquitoes breed, using mosquito nets (LLITNs)
impregnated with pyrethrin insecticide, and spraying.
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ONCHOCERCIASIS (BLINDING FILARIAL DISEASE)
(PARASITE: ONCHOCERCA VOLVULUS—a subcutaneous nematode)
s SYMPTOMS—
» ltching skin. After many years wrinkled skin
called “lizard skin” may develop.

» Subcutaneous nodules containing adult worms
are often found over the iliac crests, greater
trochanters, and coccyx.

» Eye damage and failing vision may occur, but
this is less common in the rainforest areas of
Africa than in the grasslands.

= LAB—A SKin snip often shows microfilaria. If 3 skin Microfilariain a skin snip
snips are negative but onchocerciasis is strongly suspected, do a Mazotti
test—give diethylcarbamazine (DEC) % tablet daily for 3 days; with
onchocerciasis, Severe itching occurs. NOTE: if severely itching after the first or

second day, stop the DEC immediately! (NOTE: The physicians can obtain
DEC—it is not distributed to clinics—ask your doctor.)

m TREATMENT—

» lvermectin 3 tablets stat once each year is best. It doesn’t kill the adult
worms but prevents them from producing microfilaria.

» Diethylcarbamazine (DEC or Hetrazan) was used in the past. It causes too

many severe reactions, including blindness. DO not use Hetrazan. (Not
given to clinics.) DEC is only for treating Bancroftian filariasis.

» If subcutaneous nodules with adult worms are troubling the patient, the
nodules may be excised.

m PREVENTION—Avoid bites from Simulium gnats (black buffalo gnats) by
screening houses and wearing shoes, socks, and long pants since most biting
occurs below the knees. Stay away from fast-moving streams where the gnats

breed.

TRICHOMONIASIS (PARASITE: TRICHOMONAS VAGINALIS—
a protozoal parasite of the vagina and urethra)

m SYMPTOMS—This parasite may infect the vagina,
urethra, prostate, and epididymis. All men and many

women have no symptoms. Women may have a thin
bubbly white or pale yellow discharge with itching.

m LAB—Under a microscope the swimming flagellates

. . ; . T. vaainalis
can be seen moving about in the vaginal discharge.
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m TREATMENT—metronidazole 200 or 250 mg tablets—1 TID for 7 days for
both husband and wife. If both are not treated, the wife will be re-infected by

the husband.

m PREVENTION—This is a venereal disease, so avoiding sex with anyone except
the person’s own husband or wife helps to prevent infection with this parasite.

ECTOPARASITES—PARASITES AFFECTING THE SKIN
SCABIES (Craw-Craw) (PARASITE: SARCOPTES SCABIEI)

CAUSE—A small mite which tunnels into the top
layer of the skin. The waste products of the mite
cause the severe itching.

SYMPTOMS—Itching, which is often worse at
night. A rash with small vesicles and small scabs
with pus under them often develops, and is most
commonly found between the fingers and on the
wrists, ankles, elbows, knees, waist, buttocks, groin,
arm pits, or breasts.

LAB—M.ites can be scraped from their tunnels in
the skin and identified with the microscope, but
this is usually not needed.

DIAGNOSIS—Diagnose scabies from the typical

“craw-craw” rash found in the usual places along
with the itching.

TREATMENT— (Treat everyone in the family
the same day—Use one of the following three:

» Benzyl benzoate 25% emulsion—Use this the
same way for an adult or a child: wash the
body first with warm water and soap. Then
apply benzyl benzoate over the entire body
below the neck and leave it on for 24 hours.
Then wash it off and apply it a second time.
Wash it off the next day. After treatment it
takes time for the itching to cool down.
Change and wash all clothing and bed sheets.

» Gamma benzene hexachloride 1% (Lindane)
Follow the same directions as for benzyl
benzoate, except apply it only one time in the
evening and wash it off in the morning. (May
not be available in Liberia, and is mildly toxic.)
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» Permethrin 5% cream (Elimite)—Massage into the skin of the
entire body except not the face and hair. Bathe to wash it off in 12
hours. (May not be available in Liberia.) Ivermectin 3 tablets as a
single dose may be added for additional effect.

m PREVENTION—Scabies is spread mainly by skin contact, and crowded

living conditions permit easy spread. Sufficient living space and

cleanliness help to prevent spread.

PEDICULOSIS--INFESTATION WITH LICE

m There are three human kinds of lice:
» Pediculus humanus corporis—the body
louse

» Pediculus humanus capitis—the head
louse

» Phthirius pubis—the pubic or “crab” louse

Human louse

m  SYMPTOMS—Itching (which is caused by the irritating louse saliva in

the bites), small red elevated spots around the bites, infected scratch

marks, and very small white eggs called

nits, which look like little white dots on
hairs.

m DANGER—Body lice may carry typhus,

trench fever, and relapsing fever.

m DIAGNOSIS—By finding nits on hair

shafts or lice on a person who is itching.

m TREATMENT—Benzyl benzoate rubbed

Nit on hair shaft

into the affected area (hair for head lice, pubic area for pubic lice or
entire body for body lice) followed by a bath in 24 hours. Or gamma
benzene hexachloride 1% lotion used the same way and bathed off in 12
hours. lvermectin 3 tablets once can also be used. With any treatment

also wash all clothes and sheets in hot water.

m PREVENTION—Cleanliness and good living conditions in which people

are not crowded help to prevent the spread of lice.

BEDBUGS (PARASITE: CIMEX HEMIPTERUS)

These red-brown bugs hide in the cracks of the
walls and furniture and come out to suck
blood at night. The bites cause small, red,
swollen areas that often itch severely. Diagnosis
is by seeing the bugs. Cure can be obtained by
spraying  bedbug  hiding  places  with

Bedbug (enlarged x 8)
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insecticides. (But resistance to insecticides is developing).
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TUNGIASIS (TUNGA PENETRANS) (CHIGOE FLEAS)
When this female flea is developing eggs she burrows into the skin (usually of the

toe). There, her abdomen swells to the size of a small pea as the eggs grow. The

toe becomes very tender and may become infected.
Some people have developed tetanus from such a flea
in the toe. The flea’s body is seen as a black dot in the

swelling.

m  TREATMENT—Enlarge the opening in the skin
carefully with a needle around the black dot and
gently squeeze the flea and eggs out without
breaking the large abdomen with the eggs in it.

m  PREVENTION—Wear shoes to protect the toes Chigoe fleain a toe
from chigoe fleas in the dust.

MYIASIS

m  CAUSE—The tumbu fly (Cordylobia anthropophaga) lays eggs on clothes
hung outside or on leaves. Larvae hatch from the eggs. If a person comes in
contact with the larvae they burrow through the skin and start to grow as
maggots, causing surrounding inflammation and swelling.

m  SYMPTOMS—There is a Swollen painful area, which looks like a boil.
There is usually a small breathing hole in the center of the “boil.”

m  DIAGNOSIS—Look for the hole in the raised red area. The maggot can be
seen sticking his head up to breathe every few minutes. Do not mistake it
for a boil, since antibiotics will not cure it.

m  TREATMENT—Cover the hole with white petrolatum (Vaseline®). This
causes the maggot to come out further to get air. Stick a needle through the
maggot when it sticks its head up and lift it out. Sometimes simple gentle
squeezing will cause the maggot to pop out. When the maggot is out the
swollen area will soon improve.

m  PREVENTION—Ironing clothes kills eggs. Myiasis cannot always be
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prevented. Recognition of the cause of the swelling is important in order to
treat it early and correctly since antibiotics will not cure it.
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HUMAN FLEAS (Pulex irritans and five other Pulex species)

This ectoparasite actually lives on a number of animals besides humans—monkeys,
dogs, cats, pigs, some species of rats, and some bats. Other species of fleas (cat
fleas, rat fleas and others) also bite humans, but prefer to live on the species for which
they are named. Fleas do not have wings, but can jump with their strong back legs for
about 1 foot.

S—The flea bites appear as a reddened
area with a little red dot in the center
where the bite occurred. They often
occur in a group of 3. They may itch
for a number of days.

wman flea; male, right; fomale, left.

A--No lab is needed for identification. Human fleas - enlarged x 20
The little black-brown fleas are large enough to be seen and can be observed
jumping. The itchy reddened bites are fairly typical.

DANGER—Fleas can carry Bubonic Plague, which has a significant mortality
rate (about 50 — 60%). The Plague bacteria are normally found in rats and
other small rodents. Fleas that bite infected rats or humans ill with Plague
can spread it to other persons when they bite. Plague is not currently being
reported in Liberia, but watch for it. Symptoms include high fever, chills,
muscle cramps, and large swollen painful lymph nodes in the area of the
bite, often in a groin, armpit, or neck. Gangrene of the fingers, lips, nose
and other areas is common, and coma, seizures, vomiting and cough may
occur. Death often occurs in 4 days. Treatment with gentamycin, cipro or
doxycycline is effective if started early.

P—Fleas lay eggs on persons and animals which often fall off into clothing or
floors and furniture. Fleas can be killed by spraying with insecticides, but
this does not kill the eggs, so repeat spraying at 2-week intervals--at least
twice more is needed to kill eggs when they hatch. There are dips and
insecticide powders to kill fleas on animals.
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CHAPTER 3—ACUTE ILLNESSES

This section is organized mainly by body systems (digestive system, endocrine system,
circulatory system, etc.) The complaints and symptoms belonging to each system are found
under it. Following each complaint and symptom are the correct diagnosis and treatment.
Therefore, when a patient gives you a complaint, you decide in which system that
complaint belongs and find it under that system in this section.

GASTROINTESTINAL ILLNESSES
Vomiting

Most cases of vomiting are not serious and can easily be treated. A few cases are very
serious conditions which must be referred stat. If such
serious conditions are not recognized, the patient will
die! Check every vomiting patient to detect and refer
serious conditions.

S—Ask: When did the vomiting begin?
How severe is the vomiting?
Is the patient having diarrhea?
Is he having any pain or fever?
Is he able to pass flatus or stool?

O—Look for signs of dehydration and check the A distended ortender abdomen is
abdomen for distention, masses, or tenderness. adanger sign in a vomiting patient
Check the groin for an incarcerated hernia.

A&P—Now, match the complaints, the symptoms, and observations you have found
with the different groups below. After each group, you will find the most
probable diagnosis (or assessment) and the correct treatment.

Symptoms/Observations Plan of Treatment
Vomiting with: HEHEESmE (adult doses)

1. Vomiting with distended abdomen, Intestinal obstruction | Refer to hospital stat, with Ringer’s
cannot pass stool or gas lactate IV running

2. Vomiting, distention, and a hernia Incarcerated hernia |Refer to hospital stat, with Ringer’s
that will not reduce lactate or normal saline (NS) IV running

3. Vomiting and painful abdomen with Peritonitis Refer to hospital stat, with NS 1V with IV
rebound tenderness present ampicillin and chloramphenicol.

4. Vomiting and shock (not dehydrated, Abdominal Refer to hospital stat, with IV Ringer’s
but weak, sweating, and low BP) emergency running (lying down in car).

5. Vomiting and signs of dehydration Dehydration from |Rehydrate with IV fluid, or refer stat
(poor skin elasticity, sunken eyes vomiting (lying down in car) with IV, or ORS to
and fontanel, dry mouth, drink on the way. (See pg.11-19.)
restlessness and weakness)

6. Severe vomiting, but not yet Danger of becoming | Give promethazine 25 mg IM&* or give
dehydrated, and none of the danger dehydrated Zofran 8 mg. (most effective)” see p.109
signs listed above After 1 hour start sips of ORS, then start

IV fluids if still vomiting, or refer.

7. Mild vomiting (with none of the Gastroenteritis or | Give promethazine 25 mg IM or PO -- 1
symptoms of dehydration or food poisoning or | dose only (if needed).*
emergency conditions listed above) systemic illness | Frequent sips of ORS.**

Check twice a day and refer if not better.

*Promethazine reduces nausea. Do not overdose—Limit: 25 mg IM for adult. Often promethazine is
not needed. It is not a substitute for ORS or IV fluids.
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**With severe vomiting, but no findings requiring referral, you could also try IV fluids in the clinic.
Zofran (if available) will usually stop vomiting. Note precautions page 109.
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Diarrhea
Diarrhea itself does not kill anyone. But the dangerous dehydration that it causes
is what kills many children and also adults every year. Therefore it is important to:

1) Prevent dehydration with ORS (pg. 14--16).
2) Recognize dehydration and correctly treat it when it occurs (pg.11-19).

Chapter Three—Acute llinesses

S—Record: 1) When did the diarrhea start? 2) How many stools in 24 hours?
3) Are the stools each time very large or rather small in volume?
4) Is he vomiting? 5) Is there any blood in the stools?

O—

1. Look for signs of dehydration: weakness, dry mouth, sunken eyes or sunken

fontanel, or decreased skin elasticity.

2. Look for signs of shock: low BP and weak rapid pulse.
3. Weigh all children and record the weights.

A&P—Match the symptoms and observations with the groups below.

Symptoms/Observations with Diarrhea:

Assessment

Plan of Treatment

1. Diarrhea with signs of serious
dehydration—restless, weak, poor skin
elasticity, dry mouth, sunken eyes, sunken
fontanel, low BP

Severe dehydration
(exact cause is not
important at this
time-rehydrate first)

Start IV rehydration stat (or refer stat
for 1V fluid) (lying down in car).

(See pg. 11-19.) Check for cause
after rehydration is progressing.

2. Diarrhea with very mild signs of
dehydration, and not vomiting much

First degree or early
second degree

Give ORS.
See daily and weigh BID (pg. 14-16).

(diarrhea for less than 7 days) dehydration

3. Diarrhea with very mild signs of Danger of Promethazine 25 mg (adult)}—1 dose
dehydration, but also much vomiting (for developing severe |only. Then ORS, or normal saline IV.
less than 7 days) dehydration If vomiting doesn’t stop, to hospital.

mucous stools

microscope)

Diarrhea of |Little or no fever, and no Commonviral or |1) ORS (pg. 14-16)

less than 7 | bloody or mucous stools and E. coli diarrhea |2) Weigh children daily.

days,but not |no severe vomiting 3) Check all patients daily.

degydrated, Bloody or mucous stools & Bacillary dysentery | Treat as above, but add for adult

and: often fever (See “note following | ciprofloxacin 500 mg BID x 5 days
(If also dehydrated see # 1 this table.) or chloramphenicol x 7 days (not
above) likely available in health posts)

Diarrhea of |Bloody or mucous stools (if Likely amebic Metronidazole 3 tablets TID x 10

more than 7 |dehydrated see # 1) dysentery days (adult) (pg. 45)

gays_ Repeated periods of chronic Either giardia or |Metronidazole 3 tablets TID x 10

wLijtﬁtlon diarrhea with loose or ameba (use days cures either sickness (pg. 44-

45).

Child with diarrhea and signs
of malnutrition (discolored
skin, light thin hair, ankle
edema)

Diarrhea from
malnutrition
(Kwashiorkor)
See pg. 100-103.

Help the mother feed the child
5 x/day with much protein and
adequate nutrition, or refer to feeding
center. (Also treat dehyd. if present.)

Diarrhea of more than 7 days
with a high fever

Typhoid, Lassa
fever or salmonella

Refer to the hospital.

Diarrhea more than 1 month
with fever and weight loss

Possible AIDS
See pg. 167-172.
(or might be ameba)

Refer to the hospital.
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Bloody Diarrhea (Dysentery)

Usually this is caused by amebic or bacillary dysentery, but occasionally by Schisto.
mansoni or Balantidium. The microscope will tell. (See pg. 44 and 45.) Also see the
chart on the previous page for diagnosis and treatment.

NOTE: Bacillary dysentery and amebic dysentery both cause bloody mucous stools. Bacillary
dysentery usually lasts less than 7 days, while amebic dysentery often will not stop unless treated.
The microscope will show the difference. The county hospitals have oral Ciprofloxacin and
chloramphenicol for bacillary dysentery—the clinics may only have chloramphenicol injectable.

AMEBIC DYSENTERY STOOL HAS MANY RBCs AND FEW WBCs, AND OFTEN
MOVING TROPHOZOITES IF LOOKED AT PROMPTLY WITHIN A FEW MINUTES

BUT BACILLARY DYSENTERY STOOL HAS MANY RBCs AND MANY WBCs
AND NO MOVING TROPHOZOITES

Constipation

S—Be certain that constipation is the only problem—ask about other symptoms
such as pain or vomiting. Although most cases of constipation are simple cases
and easily treated, a few cases in which the patient cannot pass stool are caused
by very serious conditions such as obstruction, peritonitis, or appendicitis. If
these are not recognized, the patient will die. Therefore, check every case of
constipation to detect any of these conditions. Ask when the last stool was
passed and if any pain or vomiting.

O—Examine the abdomen for tenderness or distention. In children and in the
elderly check for fecal impaction with a rectal exam.

WARNING: HAVE YOU CHECKED THE APPENDIX?
LAXATIVES MAY CAUSE AN INFECTED APPENDIX TO RUPTURE!

A&P—_Now, match the symptoms and observations with the groups below.

Symptoms and Observations (S&O) Assessment Plan of Treatment

1. Constipation with a distended Obstruction To hospital immediately—IV if
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abdomen and not passing gas

dry or low BP, no laxatives.

Constipated with rebound tenderness
(rebound in whole abdomen or the
right lower quadrant)

Peritonitis or
appendicitis

To hospital immediately with 1V
saline running—adjust for BP.
Give no laxatives.

Rectal exam with glove—very much
firm stool. Not tender or distended.

Fecal impaction (child
or elder)

Remove stool with glove
If child, also see doctor.

In a baby—Ilooking well and nursing
well, but does not have stool each
day (no vomiting and no abdominal
distention)

Well baby—not usually
really constipated
(worried mother, or a
nonsense complaint)

1) Maybe vitamin syrup

2) Advise small orange juice if
the mother is worried

3) Do not give laxatives to
babies!

Adult—no abdominal pain, vomiting,
or distention, and passing flatus

Simple constipation

Give a laxative such as
bisacodyl--1 or 2 tablets
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Abdominal Distention

This usually requires referral to the hospital.

S—Ask:
1) When did the distention SHIFTING DULLNESS
begin? t{he area which is tympanic ‘always
2) Has the patient been moves to the highest point; the
vomiting? lowest point 1S dull.
3) Having pain or fever? PATIENT LYING DOWN PATi_ENT STANDING
4) Able to pass stool or gas? tympanic

O—Check the abdomen for:
1) Bowel sounds—Normal?
Absent? Hyperactive?
2) Tenderness—not tender?
If tenderness is present:

e Generalized tenderness?
e Localized?
e Rebound tenderness?

3) Is shifting dullness present?

4) Any evidence of a hernia?

A&P—Find the correct assessment and treatment in the table below.

Sympt_oms/(_)bser_va.tlons Assessment Plan of Treatment
Distention with:

1. Abdominal distention with rebound Peritonitis To hospital immediately
tenderness present (with 1V saline if BP low

or if dry).

2. Abdominal distention with vomiting Intestinal To hospital immediately
or constipation (and can’t pass obstruction with IV saline for surgery.
stool or gas)

3. Distended, but not tender, and not Ascites— 1) Refer to the hospital to
vomiting or constipated, but from cirrhosis? find the cause.
shifting dullness present Or cancer? |2) Must not drink alcohol

Or TB peritonitis?| 3) No paracetamol
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Melena (Black, Sticky, Tarry Stool from Digested Blood)

NOTES ON MELENA--The most common cause of melena is a bleeding peptic ulcer. The
reason you must send such a patient to the hospital is because the patient is in danger of
bleeding severely at any time. If he should start to bleed severely in the village at night
with no transportation available, he might die!

S—Ask:

1) When did the black stool begin?

2) Is the patient feeling weak?

3) Is he having stomach pain?

4) Is (or was) he having fever?

5) Did he have a recent severe nosebleed?

6) Has he been taking iron tablets or Pepto-bismol?

7) Or drinking much alcohol or taking much aspirin or ibuprofen?
O—Examine the abdomen for tenderness or masses. Check to see if the patient is

looking pale. Check the Hgb if you are able.

A&P—Match patient’s symptoms and your observations with the groups below.

Symptoms/Observations--Melena: Assessment Plan of Treatment

1. Is the patient taking iron tablets or The black color is | No treatment is needed for
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Peptobismol but having no abdominal
pain? (and stool is not sticky or tarry)

from iron or
bismuth in meds

the black stool.

. Black sticky stools following a severe

nosebleed (no abdominal pain)

Swallowed blood
from nosebleed

Check if anemic, take BP.
Do not treat if normal.

. Melena starting just after drinking too

much alcohol, or after taking much
aspirin or ibuprofen for some time.
May have upper abdominal pain also
(but was not having upper abdominal
pain before this)

Probably
Gastritis from
alcohol or aspirin
or ibuprofen
(Could be starting
to have an ulcer)

Stop aspirin, ibuprofen and
alcohol. Give cimetidine if it is
available, and antacid tablets.
Refer to hospital if anemic.
Refer if melena lasts more
than 2 days or patient seems
very ill.

. Melena with history of pain in right

upper abdomen and looking pale

Peptic ulcer is a
common cause

Refer to hospital stat (danger
of severe bleed) with IV
saline running slowly if BP is
normal.

. Melena with a large liver and ascites

Bleeding
esophageal
varices

Refer to hospital stat. with IV
saline running slowly if BP is
okay.

. Melena starting after 3 or more days of

fever

Possible Lassa or
Yellow Fever

Refer to hospital stat.

Send any patient with melena who has symptoms of peptic ulcer, or is looking
weak or ill, or has a hemoglobin level of less than 9 gm% to the hospital stat!
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Red Blood on Hard or Normal Stool

This is frequently hemorrhoids or a break in the anal surface from hard stool, but
occasionally from S. mansoni or a rectal polyp, and rarely cancer. Feel inside the
rectum with a gloved finger for a hard mass (cancer) or soft hemorrhoidal veins.
Do stool microscopy to find S. mansoni. Refer any large hemorrhoids or hard
masses to the hospital. Small hemorrhoids are often helped by hemorrhoidal
suppositories and Sitz baths, and also often improve by themselves. If you cannot
find the cause of bleeding, refer the patient.

Jaundice--Patients with jaundice must not drink alcohol or take paracetamol!

Viral hepatitis is a common cause. It usually begins with fever, weakness, and
nausea. After about 1 week the liver becomes tender, the patient becomes
jaundiced, and the fever goes down. Jaundice may last less than 1 week or more
than 2 months. The patient may feel weak for even a longer period. With such a
history, send the patient to the hospital only if he is vomiting severely or looking
very ill. Certain country medicines can also cause jaundice.

S—Ask: When did the jaundice begin? Is the patient able to eat good? Was he
having fever? Is he still having fever? High fever? Is he having abdominal pain? Is
he nauseated or vomiting? Is he having any other pain? Is he always drinking
alcohol? Has he been taking any medicines? Is he feeling weak and sick?

O—Check the color of the white of the eye. Check for liver tenderness and for any
evidence of abdominal or liver masses. If appears anemic do a Hgb test, but do not
contaminate yourself with blood.

A&P—Find the correct diagnosis and treatment for jaundice below.

Symptoms/_Observa.tlons Assessment Plan of Treatment
Jaundice, with:
1. With liver tenderness after a Likely hepatitis A or B, | B vitamins, and avoid fatigue
recent fever consider Yellow Fever* | No alcohol, and a low-fat diet
2. With a hard irregular large lump | Probable liver cancer |Refer to the hospital
on the liver
3. With attacks of severe right Probable gallstone | Refer to the hospital
costal margin pain and obstructing bile duct
right shoulder pain
4. With bone and joint pain since Sickle cell anemia 1) Give aspirin and folic acid.
very young, and is looking pale 2) Give penicillin tablets or amoxicillin
250-500 mg TID when having fever:
3) Referto hosp. if very ill. or very pale
5. Patient taking INH, rifampicin, Possible drug reaction | Stop the drug, and send the patient to
pyrazinamide, or dapsone the hospital.

*Yellow Fever also causes jaundice, and Lassa Fever may cause mild jaundice.
Send any very ill jaundiced, febrile patient to the hospital to check
whether either of these illnesses is the cause.
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Gastritis and Peptic Ulcers

Gastritis is an irritation of the stomach lining from too much stomach acid. A peptic
ulcer is a crater eaten into the wall of the duodenum or stomach from too much
stomach acid and digestive juice. Gastritis and ulcers more easily develop with
aspirin, ibuprofen, alcohol, and smoking, and if Helicobacter pylori bacteria are
present in the stomach. If an ulcer is not treated the patient may die from bleeding
or from a perforated duodenum or stomach.

S--This patient will usually have epigastric or right upper quadrant pain, which often
better after eating. With ulcers the patient may bleed and become anemic, and
vomit black brown material or pass black stools from the digested blood. Ask if the
patient has vomited dark, brownish blood or had any black tarry stools.

O--Check to see if the patient looks pale. Feel the abdomen for other causes of pain
(tender liver, abdominal mass, etc.) Check the stool for hookworm. Give a few
antacid tablets to see if the pain cools down for an hour or two every time the
patient takes them. Ask during his next visit if they help. (Only pain from gastritis
or ulcers will cool down for an hour or two with antacids).

A--Upper abdominal pain that improves each time the patient takes an antacid tablet
is most usually caused by gastritis or ulcer (ulcer pain is more severe and more
likely to cause anemia, black stools, or vomited blood).

P--Rule #1: Avoid all irritants (aspirin, ibuprofen, alcohol, pepper, smoking).
Rule #2: Give cimetidine or ranitidine, (or omeprazole) and also give antacid tabs.

3) Never give aspirin or ibuprofen for upper abdominal pain—they make ulcers
bleed.

4) Stop all pepper, alcohol, coffee, sodas, cola nuts, aspirin, ibuprofen, and
smoking (anything that can irritate the stomach).

5) Give cimetidine 300 mg tablets 1 QID [or ranitidine (Zantac®) 150 mg tablets 1
BID (adult)] if these are available, for at least 2 months (longer if symptoms
don’t completely go away, or if they develop again), otherwise:

6) Give antacids (magnesium trisilicate tabs) 2 QID—1 hour after meals and at
bedtime, and whenever the patient gets stomach pain. If cimetidine or
ranitidine has been given, the patient may take 2 antacid tablets only when
having pain.

7) Refer the patient to the hospital quickly if the pain is not improving, or if the
patient develops black stools or anemia. The patient may also need treatment
for H. pylori. Tests to diagnose it are not yet available in Liberia but many
ulcer patients have it, and improve if it is treated. Let the doctor decide.

NOTE: The proton pump inhibitor medications (PPIs, such as omeprazole), are even better
than cimetidine or ranitidine, but much more expensive, and less likely to be available.
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Abdominal Pain

S—Ask:
1) When did the pain begin?
2) Where does the patient feel pain? Is it mild or severe?
3) Vomiting or having diarrhea?
4) Is the pain present all the time or does it go and come back?
5) If this patient is a woman, ask if she missed any of her periods.
6) Does anything make the pain better or worse?
7) Any fever?

O—Check the abdomen for bowel sounds, distention, masses, tenderness or rebound
tenderness, or guarding. Take the pulse, blood pressure, and temperature.

A&P—General rules for assessment and management—

1) If the abdominal pain is severe, or if rebound tenderness, shock, distention, or a
lack of bowel sounds is present, the condition is usually serious. Send the patient
immediately to the hospital (with IV saline running if BP is low).

2) Abdominal pain with vomiting may also be serious (see pg. 57).

3) If the pain is mild, and no tenderness, distention, shock or vomiting is present,
determine the location (upper, lower, or periumbilical), and check stool and urine
(if microscope is available). Treat any parasites found.

4) With upper abdominal pain, suspect gastritis or ulcers (pg. 63).

5) Lower abdominal pain:
= Right lower abdominal pain might be appendicitis. Check for rebound
tenderness—if it is present, send him to the hospital. Do not give laxatives;
they may cause the infected appendix to rupture and the patient to die.

= Any low abdominal pain in a woman of childbearing age might be ruptured
ectopic pregnancy. If so, the woman usually will have missed a period and
will feel weak. The pain usually started suddenly, and the woman usually is
looking pale. If suspected, send the woman immediately to the hospital lying
down in the car to prevent death from shock, with IV saline running slowly to
keep BP at 85 - 90. (See pg. 33--34.)

= Pelvic inflammatory disease (PID) will cause low abdominal pain in women,
often with some rebound tenderness. It may cause infertility. It requires
prompt treatment with antibiotics. See page 85.

= Be sure infertility is not the cause in women. The woman who is having
difficulty becoming pregnant often will complain of low abdominal pain and
small black menstrual periods, but her low abdomen is usually not really
tender. Ask how many children she has had and when the last child was born.
Refer her to a fertility clinic at a hospital that is good at treating infertility.
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Causes Of Abdominal Pain

Note the probable causes of abdominal pain in the different places of the
abdomen and low back, as shown on the following pictures. Compare the numbers
on the pictures both with the numbers on the notes below the pictures, and with
the numbers on the chart on the next page. Notice that “crampy” (come and go)
pain often has different causes than constant pain.

Constant abdominal pain  Colicky (crampy) pain - Mid- and lower-back
that comes and goes pain

For an explanation of numbers 1-20, see the table on pg. 66. Additional notes for
some of the numbers and for numbers 21 — 24 are given directly below.

1. Right lower pneumonia may cause pain close to the right costal margin, which
can be confused with liver or ulcer pain. The pain increases with a deep breath,
and the patient has fever, cough, and sometimes rales in the right lower lung.

2. Liver pain and tenderness may be caused by viral or amebic hepatitis, amebic or
bacterial liver abscess, or an abscess just below the diaphragm. Cirrhosis and
cancer may also cause liver pain.

6. In addition to gastritis and peptic ulcer, neurosis may also cause epigastric pain.
Burning high epigastric and low substernal chest pain (heartburn) is often
caused by gastric reflux—stomach acid entering the esophagus. (See pg. 82.)

10. With cramping periumbilical pain and distention, consider obstruction.
11. Pain with appendicitis can be either cramping or constant.

13. and 14. In addition to pelvic inflammatory disease (PID) and ectopic pregnancy,
constant low abdominal pain can be caused by peritonitis, abscess of the
fallopian tube, or an ovarian cyst that has leaked fluid.

16. Uterine cramps occur with menstrual periods and just after delivery and run to
the low back. Pain from a distended bladder does not radiate to the low back.

21. Pain from a kidney may radiate from the back around to the front. Pain from
pyelonephritis is constant; with renal stones, it is severe and may come and go.
Low left abd. pain with rebound may be diverticulitis and require amoxicillin (or
metronidazole) and cipro for 7 — 10 days, or referral to hospital.

22. Pain in the lumbar spine is usually caused by osteoarthritis, muscle strain
(usually resolves in 1-3 weeks), or a herniated spinal disc (less likely to resolve).

23.Constant pain around the navel may be peritonitis or obstruction of the small
intestine.

24.Cramping pain just below the navel usually comes from the large intestine. It
occurs with hyperperistalsis (gas pains), dysentery, and obstruction of the colon.

Any severe abdominal pain that doesn’t stop soon is often a surgical emergency—
send such a patient stat to the hospital.
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Assess the cause of abdominal pain from this chart and treat as directed:

Abdominal Pain: Symptoms/Observations

Assessment

Treatment (adult doses)

Upper Abdominal Pain

Recent onset of right costal margin pain,
fever, cough, and rales in right lung

Pneumonia ?in the
right lower lung)

Amoxicillin, erythromycin or
ampicillin 500 mg QID x10 days

2. Recent right costal margin pain and Hepatitis Vitamins, low-fat diet, rest, avoid
tender liver with jaundice fatigue, no alcohol or paracetamol

3. Right costal margin pain and fever and Amebic or bacterial [ Amebic-Metronidazole 250 mg tabs
fluctuant tender liver mass liver abscess 3 TID x 10 days. (See pg. 45.)

Best to refer to Hosp.| Bacterial needs IV antibiotics

4. Severe episodes of RCM pain with right Cholelithiasis Refer to hospital stat for surgery.
shoulder pain

5. RCM pain, jaundice, and a hard irregular | Probable liver cancer| Refer to hospital.
liver mass

6. Burning epigastric pain—not severe. Gastritis Cimetadine or antacids, and stop
Better after eating. (rule out ulcer) alcohol. Is Hgb normal?

7. Burning epigastric or right upper Probable peptic ulcer| Give cimetidine 300 mg QID and
guadrant (RUQ) pain (pain is moderate See pg. 63. antacids after meals. Send to
to severe) it seems better after eating; hospital if black stool or pale. Stop
often pale with black stools alcohol, aspirin, & ibuprofen.

8. Mild right upper quadrant burning, but Hookworm (look in | Mebendazole 100 mg tablets
seems worse after eating; often pale but micro_scoPe if 2 BID x 3 days for adult or child
no black stool available) (or 5 tabs stat). See pg. 41.

Check Hgb if pale | (Not for child <2 yr.).

9. Left upper quadrant pain and shock— Ruptured spleen | Send to hospital (lying down in

recent accident to the left lower ribs car). Go with patient; adjust IV
saline to hold BP at 80 - 90.
10. Periumbilical pain—with cramping but Hyperperistalsis | Promethazine 25 mg PO often

not distended or tender (cramps for 1
day or less)

(gas cramps)

gives relief. (Give only one dose)
may also try antacid tablets.

Lower Abdominal Pain

11. Right lower abdominal pain with rebound Appendicitis Send to hospital stat (with 1V saline
tenderness running if dry or low BP).
12. Lower abdominal pain with rebound Peritonitis Send to hospital stat (with 1V saline

tenderness

running if dry or low BP).

13.

Very low abd. Pain and rebound in
female (no periods missed)

Pelvic inflammatory
disease (PID)

If severe, to hospital. If mild, see
pg. 85 for Rx. (Be sure no ectopic.)

14.

Female, age 14-45, pale, weak, low abd.
pain, missed a period

Ectopic pregnancy

To hospital stat (lying down in car),
with 1V saline to hold BP 80-90.

15.

Female, low abd. pain and black small
periods (and not pale or tender)

Infertility
Ask about children

Refer to a hospital with a good
fertility clinic.

16.

Female who gets “crampy” low
abdominal and low back pain occurring
with her periods

Menstrual cramps

Ibuprofen 600 mg QID during her
period. If no ibuprofen, give aspirin
2TID.

Generalized Abdominal Pain

17.

With distention of abdomen and vomiting
or constipation

Intestinal obstruction

Send to hospital stat with IV saline
running

18. With rebound tenderness Peritonitis To hospital stat. See #12.
19. Abdominal pain with shock—weak, Ruptured organ or |To hospital stat with IV saline to
sweating, and BP Is low emorrhage hold BP about 80-90.

20.

With fever and history of bone pain now
and ever since a child, looking pale

Likely sickle cell
crisis—also check
RDT for malaria

Refer if severe. Aspirin for pain,
and penicillin for infection.
Be sure it is not peritonitis.

A Handbook for Health Personnel in Liberia

67




Chapter Three—Acute llinesses

Abdominal Mass (Something Hard In the Abdomen)

S—Ask: Where does the patient feel the mass?
Is the mass painful?
How long has it been present?
Is the mass getting bigger?
Is the patient vomiting?
Is he losing any weight?

O—Examine the abdominal mass. Notice its location, size, and shape.

Is the mass hard, soft, or fluctuant?
Is it tender to palpation?

Can it be moved about in the abdomen?

Is the abdomen distended?

A&P—Study this diagram showing the usual
location of the common abdominal
masses: (Numbers in the list below refer
to the numbers in the picture.)

1) ENLARGED LIVER—may be caused by:
= Congestive heart failure (CHF): liver
is soft, not bumpy, and may be
slightly tender.

» Schistosomiasis: look in stool and
treat if S. mansoni is found-pg. 49-50

= Hepatitis: viral or amebic. The liver is
tender (pg. 45 and 62).

» Cirrhosis: A firm, slightly bumpy liver.
Send him to the doctor to confirm it.

COMMON ABDOMINAL
MASSES

2) ENLARGED SPLEEN—Usually from chronic malaria. Give patient malarial

prophylaxis for 1 year (perhaps Fansidar 3 tabs once monthly). Also look for

schistosomiasis (stool and urine)—treat if found (pg. 49--50).

3) AMEBIC or BACTERIAL LIVER ABSCESS—a soft liver mass is usually palpable.
It is fluctuant and tender. Amebic--Give metronidazole (pg. 45). (May need

to follow with chloroquine which concentrates in the liver and kills ameba

there.) Bacterial requires IV antibiotics. Best to refer liver abscesses.
4) APPENDICEAL ABSCESS—In right lower quadrant (RLQ), very tender, usually

fluctuant. Refer to the hospital.

5) TUBAL or OVARIAN MASS (low pelvic area)—May be caused by:
= Pyosalpinx (abscess in tube): tender, painful, fluctuant. Refer.

= Ovarian cyst or tumor: usually not very tender. Refer to doctor.

= Ectopic pregnancy: woman, age 14-45, missed period (pg. 33-34).
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6) UTERINE or BLADDER MASS—May be caused by:
= Normal pregnancy: Has she missed any periods? (With a pregnancy she
should have missed periods.) This mass is smooth, symmetrical, and not
tender. Send to a midwife if uncertain.

= Fibroid uterus: firm, irregular, moveable and not tender. Refer to doctor.

= Distended bladder: Ask if the patient can pass urine properly. A
distended bladder feels fluid-filled (pg. 83-84). Send to the hospital.

7) EPIGASTRIC HERNIA—in the midline just under the skin. When pressed it
may disappear, then come out again later. Send to the hospital if
troublesome.

8) UMBILICAL HERNIA—Does not need to be repaired unless the patient
insists. It usually reduces very easily.

9) INGUINAL HERNIA—A fluctuant inguinal mass. It may go inside the
abdomen with pressure or when the patient sleeps. Refer to doctor. This is
an emergency if it won’t reduce and the patient is vomiting—in which case
send the patient stat to the hospital with IV saline running.

10)ONCHOCERCAL NODULES—Many small 1 or 2 cm nodules over the iliac
crest, the trochanter of the hip joint, or the coccyx. Have them removed if
they are troublesome. (Control onchocerciasis with Ivermectin 3 tablets
given once each year.)

TUMORS—May occur anywhere in the abdomen, but are more common in the
area of the liver or pelvis. They are usually firm and not very tender, although
they may cause abdominal pain or obstruction. If suspected, refer the patient
to the hospital.
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ENDOCRINE DISORDERS

Goiter

This is usually a common goiter caused by lack of
iodine. With a common goiter:

m The eyes do not bulge.
m The pulse is not rapid.

But sometimes toxic goiter is present. It is not
caused by lack of iodine. With toxic goiter:

m The eyes are usually bulging, and the pulse is
increased or rapid.

S—_The patient will have slowly developed an
enlargement of the thyroid over the front of the
neck. Sometimes only one side enlarges, but
often both sides enlarge. Ask how long it has
been present, and if it is still growing bigger. Large iodine-deficiency goiter

< 4'! !'r. .
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O—Record the pulse, and notice if the eyes are bulging. With a one-sided thyroid
mass the doctor will need to rule out thyroid cancer.

P—Send patient to the doctor-may need surgery to remove most of the thyroid.

PREVENTION—Common iodine-deficiency goiter can be prevented by eating
ocean fish (ocean fish contain iodine), and by using iodized salt. NOTE: lodine,
however, does not prevent toxic goiter—toxic goiter (hyperthyroidism with
thyroid enlargement) is not caused from iodine deficiency.

Hyperthyroidism

Caused by too much thyroid hormone. Pulse increases, eyes may bulge, heart may
fail from overwork. The thyroid stimulating hormone (TSH) test is low. Atenolol or
propranolol will slow the pulse. Propylthiouracil will cool down the overactive
thyroid, but surgery or radioactive iodine to destroy the thyroid may be needed if
propylthiouracil treatment does not sufficiently reduce thyroid activity.
Hypothyroidism

Caused by too little thyroid hormone. Symptoms—slower pulse, dry skin, weight
gain, slower thinking, sometimes myxedema. TSH will be elevated. Treatment—
levothyroxine 100 mcg (average dose) daily—dose must be adjusted. In an infant
or small child, hypothyroidism causes mental retardation. If not developing

mentally normally, check TSH and place child on levothyroxine if TSH is elevated. If
levothyroxine is started early, the child will become mentally normal.

If hypo or hyperthyroidism is suspected, let the hospital check the TSH (if available).

IODIZED SALT AND OCEAN FISH
PREVENT COMMON GOITER—BUY IODIZED SALT
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DIABETES
For more information see the chronic disease section (pages 147 — 154). The
information below is just a brief summary.

S—The following is the classic history with Type |, or with Type |l diabetes that has
significantly developed. The patient will often complain of:

m Always being thirsty and drinking much water
m Always feeling hungry in spite of eating much food
m Passing too much urine
But as diabetes starts to develop and blood glucose is only mildly elevated,
symptoms may be mild or nearly absent, and not classic.
O—For anyone with classic symptoms of significant diabetes:

1. Look for an abscess or other type of infection (diabetics become worse with
infection).

2. Check the skin elasticity for possible dehydration (this occurs with developing
diabetic ketoacidosis).

3. Weigh the patient.

4. LAB—Check a fasting glucose (no food for at least 8 hours) with a glucometer.
Be sure the test strips are good. If 126 or higher on at least 2 tests, the
patient has diabetes. If no glucometer, test urine for sugar with a dipstick .

A—FASTING GLUCOSE greater than 125 on at least 2 occasions, or POSITIVE
URINE for SUGAR = DIABETES (even without a classic history!)
P_
1. Send diabetics to the doctor for regulation with diet, insulin, oral medications
for diabetes, or often a combination of these.
2. For follow-up treatment, see the CHRONIC DISEASE section, pg. 147-154.

FEVER

This is a general symptom; (not a complaint from
one system).

S—Ask: How long has the patient had the fever?
Does he have any of the following?:

m Headache, earache, stiff neck, sore
throat, diarrhea, vomiting, cough,
abscess, back pain, burning urine, or
other pain elsewhere? Fever is a symptom, not an illness;

O—When in doubt what is causing the fever, look find its cause.
for the following: draining ear, red throat, tender cervical lymph nodes, stiff
neck, rales, or wheezes in the lungs, tender abdomen, kidney tenderness, skin
rash, or an abscess anywhere. Obtaining a WBC and malaria test (when
possible) is helpful.
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General Discussion of Fever
m The antibiotics (such as penicillin) and antimalarials are the two most misused
groups of drugs in Africa. Antibiotics do not cure all illnesses—they are only
good for certain bacterial conditions. Yet they are given for all kinds of viral
illnesses and even for malaria. Antimalarials do not bring a fever down unless
the fever is from malaria. Yet anyone with fever, even when the cause is
known to be something else, receives antimalarials.

m There are three main causes of fever:

e \iruses
e Bacteria
e Malaria

Viral Causes

If the fever is viral the WBC count is usually less than 10,000, RDT is negative, and
the malaria smear is also negative or 1+. (A 1+ malaria smear can be confusing;
sometimes it is malaria, but sometimes lab assistants write 1+ when they are
uncertain if they are really seeing malarial parasites or only precipitated stain.)
Some viral causes are:

1) Common cold 5) Influenza

2) Chickenpox 6) Measles

3) Viral hepatitis A and B 7) Lassa Fever

4) Yellow Fever 8) And many others

Antibiotics and antimalarials will not help viruses; give paracetamol only to lower
the fever and to relieve discomfort—but it also will not cure the virus. The limit of
paracetamol for an adult with no liver problem is 4 gm per day (500 mg tabs—2
QiD).

Bacterial Causes

The WBC count is usually more than 10,000, the RDT negative, and the malaria
smear negative or 1+. Some bacterial causes are:
1) Streptococcal pharyngitis  6) Abscess

2) Pneumonia 7) Cystitis

3) Pyelonephritis 8) TB

4) Meningitis 9) Many others

5) Otitis media 10) Typhoid—but typhoid causes low WBC

The correct antibiotic is needed. Antimalarials will not help. But remember that
the patient could have both a bacterial infection and malaria.

Malaria

The WBC count is less than 10,000, the RDT is usually positive*, and the malaria
smear often 2+ to 4+. An antimalarial is needed—antibiotics will do nothing to
help. Correctly diagnose the cause of a fever. Then, give the correct drug for it.

ANY PATIENT WITH FEVER WHO LOOKS CRITICALLY ILL SHOULD BE
SENT TO THE HOSPITAL IMMEDIATELY!

*The usual RDT in Liberia only detects falciparum malaria, which accounts for 90% of malaria in Liberia.
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A&P—Match the symptoms and observations with the groups below.
If the cause is doubtful, also do a WBC and RDT if possible.

Symptoms/Observations

Plan of Treatment

Fevers over 37.6 C with: Ll (adult doses)

Fevers of less than 1 week, and:

1. Sore throat and mild fever but no Likely aviral |Give paracetamol and try salt-water
swollen tender neck nodes pharyngitis  |gargles

2. Fever, red sore throat and swollen Streptococcal |Penicillin or amoxicillin 500 mg tabs TID x
tender anterior neck nodes pharyngitis? |10 days or penicillin 2 cc IM x 7 days

3. Fever, headache, stiff neck, not able Meningitis  |Ampicillin 2 gm & chloramphenicol 1 gm.
to think clearly (or even comatose) See pg. 91  |IV or Cotrimoxazole 4 tabs stat (adult) &
(and sometimes a seizure) Send patient stat to hospital.

4. Significant fever, cough, breathing Pneumonia  |Amoxicillin 500 mg or erythromycin 500
fast, rales but no difficulty breathing mg QID or penicillin 4 cc IM x 7-10 days

5. Cough, breathing fast, rales and Severe Ampicillin 1 gm 1V/IM stat and send
having difficulty breathing pneumonia |straight to hospital.

6. Cough, definite fever, but normal Flu? If not too ill—paracetamol and observe
breathing and no rales or maybe early |daily. If more ill or worsening, start

pneumonia? |amoxicillin. Refer if not improving.

7. Fever, and back pain with much Pyelonephritis |Cipro. 500 mg BID X 10 days or
tenderness to percussion over right cotrimoxazole 2 BID x 14 days
or left kidney (Send to doctor if not better in 4 days)

8. Warm painful red swelling anywhere Cellulitis or  |See CELLULITIS pg. 73-74. Use an anti-
on limbs or body abscess staphylococcal antibiotic.

9. Fever and abdominal pain with Peritonitis Send stat to hospital (with IV Ringer’s if
rebound tenderness dry or dehydrated).

10. Fever, headache, and chills (none of | Probable malaria |Antimalaria—amodiaquine + artesunate.
these other symptoms) (RDT if available)|See pg. 46—48.

11. Only fever—not looking too ill and Probably a viral |Give paracetamol for fever and watch for
none of the above signs (and illness other symptoms.
negative RDT)

12. Fever, but does not match any of the Fever of If very ill, send to the doctor; also send if
above categories (RDT neg.) unknown origin |not improving quickly.

Fevers of more than 1 week and:

13. Cough more than 3 weeks and Probable TB |Sputum to TB control for diagnosis. See
weight loss (perhaps blood streaks the diagnostic and treatment protocols on
in sputum?) pages 129-132.

14. Diarrhea and fever 1-4 weeks (a Enteric fever? |May try cipro. or chloramphenicol, but to
Widal titer >1:160 by day 8 or later | (Often false pos. [hospital if not improving quickly.
indicates probable Typhoid) Widal first week)

15. Fever, headache, muscle pain, sore | Possible Lassa |Refer to the hospital (with IV Ringer’s if
throat, and gastroenteritis Fever dry or dehydrated).

16. Fever and diarrhea more than 1 Possible AIDS, |Request HIV test & refer to the hospital
month, weight loss, often cough & possible TB  |(with IV Ringer’s if dry or dehydrated).
Send any patient who is not improving quickly with treatment to the doctor at the
hospital immediately!
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ABSCESSES, CELLULITIS, COUNTRY SORES, AND [
SKIN INFECTIONS (AND HOW TO TREAT
RESISTANT STAPHYLOCOCCAL INFECTIONS)

Abscesses

Abscesses are dangerous on the face since these :
infections may spread into the brain through the small |Faciar }o
veins that run in around the eyes or nose and cause |/ J
death.

m Send large abscesses of the face straight to the doctor.

m But you may treat a small abscess of the face with amoxicillin (or with
erythromycin) 500 mg QID x 10 days, but if it is not improving in 3 days,
send the patient immediately to the doctor.

m Abscesses are dangerous on the finger or toe;
the pressure from the swelling may stop the
blood from flowing in the finger and cause
gangrene. Drain finger abscesses immediately
and then give anti-staphylococcal antibiotics
(or refer if not trained or unable to drain it).

A swollen abscess may cut off the

m Abscesses are very dangerous if the body is | supply in the finger.

not resisting the infection well. Send abscess
patients to the hospital if:
e The patient is looking very ill, or

e The infected area is very large, or

e The patient has many deep abscesses. This is usually pyomyositis
and will need chloramphenicol and blood transfusions.

How to Drain a Finger Abscess

do not cut around do not cut the do cut the finger
the finger : you will front or back of lengthwise on the side |
Cut areeries,veins the finger :the (.‘;etween the joints) |
and nerves scar will form a and probe the .r
NEVER CUT contracture abscess with a '|
~  LIKE THIS hemoséat

scar band

the blood vessels correct position of
and 1nerves iwun preventing inetston te drain

«— lengthwise —> fuil extension abscessed finger

[
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“COUNTRY SORES”--Tropical ulcers are usually on the ankle or leg, frequently have been
present for a month or longer and may reach to the bone. (Often caused by
Fusobacterium with Borrelia bacteria). They are very painful.

Give amoxicillin or penicillin tablets 500 mg QID and dress it
until the ulcer looks clean. Then send the patient to the
hospital for skin-grafting. Refer if not improving--can be
confused with other kinds of skin ulcers.

Buruli ulcers are different. They also may have been present
for months, but are usually painless and have undermined skin
edges. Caused by Mycobacterium ulcerans, an acid-fast
organism related to TB and Leprosy. Treated with rifampicin

and streptomycin, followed by grafting if needed. Notify the Tropical ulcer o “country sore”
Leprosy control person and arrange treatment. of the ankle

CELLULITIS is a skin infection that has not yet formed an abscess. (Staph infections
usually form abscesses. Streptococcal infections usually do not, and may spread rapidly.)

Treatment of abscesses and skin infections (cellulitis)—If the infection is not on the
face or finger, and not very large, and there are not many deep abscesses, it can be
treated in any clinic or health post. It will need:

Drainage if it is an abscess

Antibiotics—most abscesses and other skin infections are caused by staphylococcal germs.
They usually do not do well any more with amoxicillin or penicillin or tetracycline because
most of the staphylococcal germs have become resistant to these medicines. (However,
many abscesses of the face and country sores are not caused by staphylococci but by
other kinds of germs and still do well with large doses of penicillin or amoxicillin.) If the
abscess is on the arms, legs, or body, use one of the other antibiotics listed below instead
of penicillin, amoxicillin, or tetracycline and treat for 10 to 14 days.

Drugs for Resistant Staphylococcal Abscesses and Skin Infections

Flucloxacillin caps, cloxacillin or dicloxacillin, 250 mg, 1 or 2 caps QID—these are special
types of penicillins made to treat resistant staphylococci.

Cephalosporins, such as cefalexin 500 mg caps, 1 TID or QID (supplied to county hospitals).

Chloramphenicol tabs, 250 mg, 1 QID—usually works very well for staph, but
chloramphenicol tabs are often not available in the health post, and in a few very
unusual cases can cause the person to die from aplastic anemia. (Tablets are scheduled
for supply only to the county hospital, but often clinics have IV chloramphenicol.)

Cotrimoxazole (Sulfa-trimethoprim or Septrin or Bactrim), single-strength tablets, 400 mg
sulfa and 80 mg trimethoprim, 1 QID, or double-strength, 800 mg and 160 mg, 1 BID.
Sometimes this works well, but the cloxacillins or cefalexin are usually better choices.

Erythromycin tablet, 250 mg, 2 QID. Good for some resistant staph abscesses (but does
not help others). Sometimes causes nausea; take it with food to help prevent nausea.

DRAINAGE—Skin over the abscess gradually becomes yellow and thin so that the abscess
can break and the pus can come out. When it is getting thin, open it with a needle-point,
scalpel, or clean new razor blade. When the pus drains out it will get well faster. (Some
abscesses need drainage immediately without waiting (such as finger abscesses).
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RESPIRATORY SYSTEM ILLNESSES

Nose and Throat Complaints (such as runny nose, sore throat, pain in cheek and
upper teeth, or colored nasal discharge)

S—Ask:

How long has the patient had this complaint?

How severe is the complaint?

Does the patient have a runny nose?

Or a cough?
Sore throat?
Ear pain?
Fever?

O—Examine the nose, throat, ears and cervical nodes. Take the temperature.

A&P—Match your findings of the symptoms and observations with the groups below:

Symptoms/Observations
Nose and Throat Complaints

Assessment

Plan of Treatment
(adult doses)

FRESH COLD (runny nose) with little or NO
FEVER (& throat not sore or slightly sore)

Rhinitis (Viral)

PARACETAMOL or decongestants or
nose drops if available

RUNNY NOSE, WATERY EYES, & MUCH
SNEEZING (Recurring--usually at the same
time every year)

Allergic rhinitis

Antihistamine tablets or syrup

SORE THROAT but little or No FEVER and no
swollen tender neck nodes

Viral pharyngitis

Paracetamol or salt-water gargle
(penicillin will not help)

SORE THROAT and FEVER with YELLOW

Viral (echo?)

Paracetamol or salt-water gargle

PAPULES in throat pharyngitis (penicillin is useless here)

SORE & VERY RED THROAT, FEVER and Likely strep Penicillin tabs or amoxicillin caps
TENDER SWOLLEN NECK NODES, & sometimes pharyngitis 500 mg TID for 7-10 days (or try
also a white exudate throat & tonsils erythromycin 500 mg t.i.d. x 10 days)
SORE& VERY RED THROAT, FEVER, and Tonsillitis Penicillin tabs or amoxicillin caps

TENDER SWOLLEN NECK NODES and SWOLLEN
TONSILS (white exudate may be present)

500 mg TID, or penicillin 2 cc IM x 7—
10 days

Similar to above with white exudate, but

Likely STREP or

With Mono, antibiotics won't help, &

also fatigue, & usually age 13 to 30. If possibly MONO- | amoxicillin or pen. will cause an itchy
posterior cervical lymph nodes enlarged, NUCLEOSIS—a | rash like an allergy. For Strep. try
increased likelihood of Mononucleosis viral illness* | erythromycin 500 mg t.i.d. instead
PAIN—CHEEKS & UPPER TEETH, & 1 or both Sinusitis Amoxicillin or cephalexin 500 mg
cheeks often tender to percussion QID usually x 10-14 days

COLORED NASAL DISCHARGE, sometimes (sometimes to 21 days if severe) or
with blood in it Augmentin 875 mg BID x 10-14 days
SORE THROAT, FEVER, HEADACHE, MUSCLE Possible Refer to hospital for correct

PAIN, VOMITING, and DIARRHEA for more than
1 week

Lassa Fever

diagnosis and treatment (pg. 332—
333.)

*Mononucleosis is a viral infection, usually found in teenagers and young adults, which starts with
fever, a sore red throat (often with white exudate), and swollen lymph nodes (often posterior instead
of anterior cervical), with significant fatigue and often headache. Spleen may enlarge 2" week. Fever
and sore throat usually resolve in 2 weeks, and lymphadenopathy in 4 weeks, but fatigue and feeling
just not well may last for a number of months. Often caught from the saliva of an infected person.
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Cough of Less than Two Weeks Duration

S—Ask: When did the patient start coughing? How severe is the cough? Is he
having fever? Coughing up sputum? What color? Any difficulty breathing? Any

wheezing?

O--Take temperature and respiratory rate, BP and pulse. Observe for difficulty
breathing (dyspnea), and listen to the chest for rales, ronchi, decreased breath
sounds, wheezes or other abnormalities.

A&P—Match your findings with the groups of symptoms below.

Symptoms/Observations Assessment Plan of Treatment
Cough Less than 2 Weeks, and: (adult doses)
1. Cough, but no fever and no rapid | Common cold |Paracetamol and/or cough syrup (do not
or difficult breathing (no rales heard) |give antibiotics)
2. Definite fever, but has no rapid or | Flu? Or early [If not too ill—give paracetamol and observe
difficult breathing, and no rales* pneumonia?* |daily. If more ill or worsening, give
Also check RDT [amoxicillin. Refer if not soon better.*
3. Cough, fever, breathing fast but Pneumonia |Amoxicillin or erythromycin 500 mg. QID x
without any difficulty (often rales |10 days or penicillin 2 cc IM BID x 7 days
are present)
4. Cough and fever with both rapid Severe Penicillin 4 cc IM or ampicillin 1 gm IM or
and difficult breathing (usually pneumonia |amoxicillin 4 caps stat, and send
rales and/or ronchi can be heard) immediately to the hospital.
5. Child over 6 months old with Measles 1) Paracetamol (& cough syrup if available)
cough, runny nose, red eyes, and |  developing |2) Later add ampicillin or penicillin if
fever for 1-4 days, and no (expectrashin | pneumonia develops.
previous measles or vaccine 1lor2days) |[3) Watch state of hydration.

*With cough, fever, normal breathing, no rales, patient not very ill, and neg. RDT, it may be viral.

Try paracetamol and observe daily. If worsening, or if still fever or not better in 3 days,
start erythromycin or amoxicillin.

Cough of More than Two Weeks, or Recurrent Cough or Wheezing
S—Ask:

O—Note whether the patient is thin, and whether he is
Observe if he breathing easily or with
difficulty. Take the blood pressure, pulse, temperature,
and respirations. Look for edema or distended neck veins.

pale or cyanotic.

1)
2)
3)
4)
5)
6)
7)

When did the cough begin?
Is the patient having fever?
Coughing with blood?
Having night sweats?
Short-of-breath?

Appetite poor?

How severe is the cough?

Listen to the lungs for wheezes, rales or ronchi.

8) Wheezing?

9) Losing weight?

10) Ankles swollen?

11) Any difficulty breathing?
12) Does the cough come and go,
13) or coughing every day?

It is better to prevent
pertussis and TB than to
have to treat these
serious illnesses. Be sure
all infants get Pentavalent
and BCG vaccines.

A&P—Match the symptoms and observations with the groups on the next page.
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Symptoms/Observations
Cough over 2 Weeks, and:

Assessment

Plan of Treatment
(adult doses)

Cough for more than 3
weeks (sometimes cough
with blood) losing weight,
night sweats

Probable TB
also rule out AIDS

1) Sputum to TB control to diagnose.
2) If TBis diagnosed, see section on TB
for protocols and meds.

2. Cough with orange specks Paragonimiasis?—check [Note: Parasites are destroyed by AFB
and small blood but no or sputum for parasite stain & not visible—try H & E stain or plain
little fever or weight loss (Do not stain for AFB to see|sputum smear. If paragonimus parasite is
(and sputum negative AFB) | paragonimus parasites) |found, treat with prazequantel (pg. 50-51).

3. Expiratory wheezing and Asthma-see note below* |[1) Epinephrine 0.4 cc SC—may repeat in
real difficulty breathing— (a salbutamol inhaler QID 20 min. 1-3 times, or if available, use a
has had such attacks of or PRN would be excellent |2) Ventolin MDI inhaler with spacer, or
wheezing in the past to treat, but expensive and |3) Aminophylline or salbutamol tablets
(recurrent episodes) likely not available.) QID (pages 107 & 109 for child’s dose).

4. Child—spasmodic cough Pertussis To hospital if under 1 year.
and whoop, may vomit after Erythromycin QID if older.
cough**

5. Short-of-breath, ankle Congestive heart failure |1) To hospital for treatment.
edema, cough, and 2) See CHF in chronic diseases pages
distended neck veins 135-139.

6. Smoker with chronic Irritated lungs from smoking[Needs to stop smoking! (hopefully he is
cough—no fever or weight | (May need a chest x-ray) [not yet developing cancer or emphysema)
loss

7. Cough continuing for more | Bacterial bronchitis, or viral |If colored sputum, try erythromycin.

than 3 weeks after a
respiratory infection—no
weight loss, little or no fever

bronchial damage If doesn’t stop soon, refer to the doctor.

Congested nose and cough
more than 5 weeks—no
blood, fever, or weight loss

Allergic rhinitis or
post-nasal drip

Try chlorpheniramine. Also check for low-
grade sinusitis and treat if found.

*NOTE ON ASTHMA—Acute episodes are best treated with 2 to 4 deeply breathed-in puffs of
a Salbutamol (Ventolin) MDI (Metered Dose Inhaler) with a spacer. If no Ventolin MDI, SC
epinephrine often relieves a severe episode. Lesser frequent symptoms are often controlled
with 2 breathed-in puffs of a corticoid MDI daily or BID, which also often prevents some acute
episodes. Sometimes for more severe cases it is necessary to use a corticoid MDI twice a day
and salbutamol MDI 2 to 4 times a day. MDI inhalers and spacers are expensive and often
not available in Liberia—therefore theophilline or aminophylline or salbutamol tablets are
often used, but more dangerous. An inexpensive spacer can be made from a plastic water
bottle with a hole cut in the base to fit in an MDI held in place with duct tape. Send difficult-to-
control asthmatics to the doctor.

*NOTE ON PERTUSSIS—Small infants less than 1 year do not whoop early, but easily block
off their bronchial tubes with thick mucus. Send infants suspicious for pertussis to the hospital.
Chloramphenicol or erythromycin are effective if started early. Therefore, it is very important to
diagnose pertussis in infants less than one year of age as early as possible. Also add cough
syrup for older children if available.
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CARDIOVASCULAR ILLNESSES (HEART, BLOOD, AND BLOOD VESSELYS)
Heart Palpitation—Complaint of “My heart is beating”
This usually means the patient’s heart is beating fast, or with an irregular rhythm.

O——Check the color for anemia.
blood pressure, and apical and radial pulse.
irregular or rapid or normal? Look for ankle swelling or distended neck veins.

S—Ask: When did this first begin? Is the patient having fever or night sweats? Is he

short-of-breath? Does he have any difficulty breathing when lying down? Is he
coughing? Are the symptoms present all the time, or only occasionally?

Listen to the heart rhythm.

A&P—Match the symptoms and observations with the groups below.

Check the lungs for rales. Take the temperature,

Is it

Symptoms/Observations
Heart Palpitation with:

Plan of Treatment

Assessment (adult doses)

. Edema, distended neck veins,

short-of-breath, and often cough

Congestive heart
failure (CHF)

1) To hospital for CHF meds.
2) See CHF—-chronic diseases.

. Fast regular pulse & looking pale, no cough

no fever, and no (or very little) edema

Fast pulse from
anemia

See ANEMIA on pg. 79-81.

. Fast pulse with fever (no edema and not

pale)

Fast pulse is from

fever FEVER.

Treat the fever, see pg. 70-72 for

. Headache, nervousness, cannot sleep. Not

short-of-breath or pale, no edema or fever,
pulse not irregular, not fast when not anxious

Anxiety (chronic)

ANXIETY, pg. 317-319.

Diazepam 5 mg TID x 3-5 days
may help when most severe. See

. Bulging eyes, enlarged thyroid, pulse fast

& sometimes atrial fib.-heartbeat very irreg.

Hyperthyroidism
(also AF if irreg.)

To hospital for meds or surgery.
(Hyperthyroidism may cause AF)

. Pulse fast, and very irregular

(thyroid size and eyes normal)

Probable
Atrial Fibrillation
(See AF-page 140)

To hospital-needs diagnosis-may
need digoxin (or beta blocker)
and low-dose aspirin continually.

. Occasional periods of very fast pulse—may

Paroxysmal

last hours—then normal rate again

tachycardia?

To hospital (sometimes just
periods of nervousness).

Shortness-of-Breath with Mild Exercise or with Mild Exertion
S&O—Ask the same questions and do the same examination as for heart palpitation

above.
A&P—Now, Match your findings with the groups below.
Symptoms/Observations Assessment Plan of Treatment
Shortness-of-Breath with: (adult doses)
1.Short-of-breath and looking pale Anemia See “"Anemia,” pg. 79-81.
(no cough or edema or distended neck veins)
2.Short-of-breath with fever Fever See “Fever” on pg. 70-72.
No edema or cough and not pale
3. Short-of-breath, fever, and cough Pneumonia |Amoxicillin or erythromycin 500 mg
Rapid breathing and rales--recent QID or penicillin 4 ml IM x 10 days.
4. Short-of-breath with weight loss and with Probable TB |See TB in Chronic Diseases.
chronic and usually productive cough Sputum to TB control for diagnosis.
5. Short-of-breath with edema and distended Congestive |1) To hospital for treatment.
neck veins Heart Failure |[2) See CHF in Chronic Diseases.
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Congestive Heart Failure (CHF or Cardiac Decompensation)
This is an illness and not a complaint, but CHF needs fuller explanation.

S&0O—The patient usually complains of shortness-of-breath and dyspnea with any
little work, and sometimes has to sit up to sleep, and a has fast and sometimes
irregular heartbeat, cough, and swollen ankles.

A— SHORTNESS-OF-BREATH + EDEMA + DISTENDED NECK VEINS = CHF

P
m Check BP for hypertension and send patient to the hospital for CHF
medication.
m He will need to take medication for the rest of his life.

m See CHF in the CHRONIC DISEASE section, pg. 135-139.

Anemia (Looking Pale)—From lack of sufficient
Hgb in the blood. Frequent causes are malaria,
blood loss, hookworm, and a diet low in iron.
Anemia is common, but more so in small children
and pregnant women.

S—

S—Suspect possible anemia with any of the
following signs or symptoms: tiredness,
weakness, heart palpitations, or looking pale.

Ask: Anemia can be easily detected by
1. How long has the patient had these looking at the color under the eyelid.
symptoms?

2. Is there any history of significant blood loss, such as:
m Severe nosebleed?

m Severe cut that bled much?

m Bloody urine?

m Black stool?

m Excessive bleeding with monthly periods?
m Hemorrhage after delivery?

O—Look for evidence of anemia: With anemia the color is pale, and the pulse rate is
often increased; with chronic malaria the spleen is usually enlarged. Be sure

heart failure is not present—check for distended neck veins and ankle edema.
LAB—

m Check the stool and urine for schistosomiasis or hookworm (if microscope)
m Prove the degree of anemia with a Hgb. test (if available).
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A&P—
1. First, find the degree of anemia from the choices below:
Degree of Anemia Hgb gm% Color Under Eyelid
Normal adult 13-16 Normal color
Mild anemia 10-12.5 Mildly pale
Moderate anemia 7-9.5 Pale
Severe anemia 6.5 or less Very pale

It is best to send the severely anemic patients to the hospital for treatment
as soon as possible (with donors--patient may need a blood transfusion).

2. With mild or moderate anemia, determine the cause from the table
below and treat as directed. (Iron Deficiency Anemia is most common.)

Symptoms/Observations
Anemia with:

Assessment

Plan of Treatment (adult
doses)

1. Anemia, weakness, sweating and
low BP (often less than 90/40)

Shock (from recent
blood loss?)

Send to hospital stat with IV
saline to raise BP—Ilying down in
car. See p. 22-24.

2. Since small—bone and joint pain
and fevers (and has always been
pale)-sometimes jaundice

Sickle cell anemia
(but check RDT
also)

Aspirin for pain, penicillin if fever
and refer if severely ill (pg. 163—
166).Usually do not give iron.

3. Anemia with jaundice but no history

of bone pain

Hemolytic anemia?

Refer to hospital.

4. Anemia and a very large spleen
(coming down below the navel)

Possible
hypersplenism

Refer to hospital.

5. Anemia with mildly enlarged spleen

(no other symptoms)

Often from
Chronic malaria

Treat malaria monthly for 3
months; give iron tablets (or
syrup for child) x 2 months.

6. Anemia, black stool, and epigastric

pain

Bleeding peptic
ulcer

To hospital stat with IV saline in
case BP gets low. See pg. 61
and 63.

7. Female age 14-45, sudden onset of
weakness and low abdominal pain,

and missed periods

Ectopic pregnancy

To hospital stat with IV saline to
hold BP at 80—90 (lying down in
car). Pg. 33-34.

8. Anemia with continuing chronic
blood loss from any cause

Such as from
menorrhagia

Refer to hospital.

9. Anemia with a pregnancy (also
check the stool for hookworm and
treat if found)

Anemia of
pregnancy

1) Iron tabs until delivers
2) Malarial prophylaxis
2) Folic acid tablets 1 daily

10. With none of above symptoms
(Note: look for hookworm; if no
microscope, treat anyway just in
case hookworm is present)

Probable iron
deficiency anemia
(Dietary, hookworm

or other causes)

1) Iron tablets for 2 months

2) Give mebendazole for
possible hookworm (pg. 41).

3) Advise foods containing iron
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3. Outpatient treatment schedule for iron preparations: continue for usually 2
months. Remember to reduce the dosage as the anemia improves.

Dearee of Anemia: Adults Child (20 Ib)
9 ' (give ferrous sulfate- (Use children’s iron
200 mg tabs) syrup)
Severe anemia 1 tablet TID % tsp BID
Moderate anemia 1 tablet BID ¥ tsp daily
Mild anemia 1 tablet daily Y4 tsp daily

(Too much iron is toxic; stop when Hgb is normal (stop after 1-2 months).

4. With iron deficiency anemia, advise eating foods containing iron, such as
greens, meat and eggs. Brown (unpolished) rice or iron-fortified white rice
and ground peas also have iron.

5. Always treat hookworm or schistosomiasis if either is found.
6. Recheck Hgb. in 2 and 6 weeks to be sure it is improving.

7. Send severe anemic patients to the health center or hospital. It is safest to
admit them and treat them as inpatients.

8. With very severe anemia or anemia with CHF refer the patient to the hospital
immediately and send relatives to give blood.
NOTE FOR HOSPITAL PERSONNEL:
m Caution—the patient with CHF will die with increasing heart failure from
fluid overload if blood is given rapidly; give sedimented cells very slowly
(more fluid worsens failure) and do not give too much at one time.

m  Give furosemide 20-40 mg slowly IV, then give the blood very slowly.
m  Use only the sedimented red cells—do not give the plasma.

9. With Sickle Cell Anemia, do not usually give iron. (But if hookworm is
found, 1 or 2 months of iron may be given—use dosage for mild anemia). The
Hgb will not continue to rise to normal with iron, and continually giving iron
causes death from hemosiderosis (chronic iron poisoning) in the patient with
sickle cell anemia. But do give folic acid—sickle cell patients need additional
folic acid. See pg. 163 — 166. This is genetic—caused by a recessive gene.

10. In an adult with no Sicklemia (and not a pregnant woman) who does not
improve with iron and hookworm and malaria treatment, send the patient to
the hospital for diagnosis. Other causes may be Thalassemia (very small RBC’s
on stained blood smear—also a genetic condition), or Pernicious Anemia—
caused by Vitamin B-12 (cyanocobalamin) deficiency usually from lack of
intrinsic factor in the stomach, which is necessary for B-12 to be absorbed.
Lab diagnosis: RBC’s are very large (macrocytic), but pale on a blood smear,
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whereas with iron deficiency RBC’s are small (microcytic)). The patient may
also develop a smooth red tongue, weakness, and tingling hands and feet. To
treat B-12 deficiency the patient should get an injection of 1000 mcg B-12
every month until he finally dies. Ferrous sulfate will not help his anemia.
Folic Acid deficiency can also cause a similar macrocytic anemia.

NOTE: It is normal for young children to be slightly anemic with a Hgb level of 10.5 to
11.5 gm%. Do not treat this level in children.

Hypertension
This is a cardiovascular illness, but not usually a complaint.

S—Suspect hypertension if the patient:
m Has frequent headaches, dizziness or nosebleeds-also look for other
causes
m |s obese—hypertension is more common in obese (overweight) people
m Has had a stroke (paralyzed arm and leg), heart failure, or kidney
damage—hypertension is often the cause of the trouble in these
conditions

O—Every adult patient must have his BP recorded on his record card at least once
yearly. This is the only way to find hypertension before it can cause severe
damage and to bring it under control at an early stage.

A&P—See HYPERTENSION in the CHRONIC DISEASE section, pg. 141-145.

ATTENTION:
Have you prevented needless deaths from stroke, heart failure, and
kidney failure by checking the BP of every adult at least once this year?

Chest Pain
Possible heart attack; see EMERGENCY section, pg. 38 and 39. But there are many
other possibilities.

“Heartburn”

Burning feeling anterior lower or mid-chest; often it is not severe. Rapid relief can
usually be achieved with an antacid, but the burning feeling may come back after
some hours. It is usually caused by esophagitis from stomach acid reflux into the
esophagus and not by the heart at all. For relief give antacids such as magnesium
trisilicate 1-2 tablets as needed (the patient should chew the tablets), or
cimetidine 300 mg QID (more expensive) if it is more severe and frequent.
(Ranitidine and omeprazole may be even more effective but are expensive and
may not be available—they are not supplied by National Drug Service.)
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URINARY SYSTEM SYMPTOMS

S—For any urinary system complaint, ask how long the patient has been ill, how severe
are his symptoms, how frequently he urinates, if he has pain with urination, or in
the bladder or kidney areas, and whether he has fever, or blood in his urine.

O—Feel the lower abdomen for bladder tenderness or masses. Percuss over the
kidneys for tenderness (picture of kidney percussion on the next page), and
examine the urine with the microscope (if available).

A&P--Find the symptom with the cause and correct treatment in the table below.

Urinary Symptoms and Findings Assessment Plan of Treatment

1. Pain passing urine and frequently Cystitis Cipro. 500 mg BID X 5 days or
urinating in small amounts (if bladder is not large) [cotrimoxazole 400 BID x 7 days

2. Frequent urination, but no pain Diabetes (classic |1) Blood glucose if glucometer, or
Patient is always eating and is symptoms for Type (2) Test urine for sugar--if positive,
drinking much water One or advanced send to hospital for regulation.
The amount of urine is large Type Two diabetes) |3) See DIABETES pg. 147-154.

3. Bloody urine with schistosome eggs S. hematobium  |[Metrifonate 6 tablets (adult) or
seen in the microscope Prazequantel 4 tabs-see pg. 49-50.

4. Bloody urine (no schistosome eggs Possible cancer |Refer to hospital for diagnosis.
seen, and no pain passing urine)

5. Unable to urinate or passing urine Retention--stricture |Refer to hospital for dilatation or
by drops, large bladder or large prostate |surgery.

6. Back pain, fever, and tenderness Pyelonephritis (often |Cipro. 500 mg BID x 10 days or
over kidney (see picture pg. 84) only in 1 kidney) |cotrimoxazole 800 BID x 14 days

Additional Notes on Urinary Symptoms
Numbers below match the numbers in the table above.

1. Cystitis—when examined under the microscope, the urine will have many WBCs,
bacteria, and often many RBCs (epithelial cells are normal in urine and not a sign of
infection). With cystitis, also percuss over the kidneys—if very painful the kidneys
also are likely infected (pyelonephritis) (often only on one side). Note that S.
hematobium causes the bladder to become infected more easily.

2. For more information on DIABETES, see pg. 147-154.

3. Other causes of bloody urine in addition to S. hematobium and cancer (bladder or
kidney) are: cystitis, TB of the kidney, nephritis, kidney stones (ureteral calculi), and
injury to the kidney.

5. Urinary retention (unable to urinate)—common causes are strictures and, in the
male, an enlarged prostate. Do not confuse retention with kidney failure—in
urinary retention the bladder can be felt full of urine; in kidney failure it is empty.
Feel the bladder.

a. In a health center, try gently to insert a soft rubber catheter to empty a
large bladder. With strictures the catheter will usually not pass, but with
prostatic enlargement it will pass into the bladder and relieve the patient.
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b. Refer the patient to the hospital. Outpatient care with dilatation is
usually sufficient for strictures. Surgery is needed for an enlarged
prostate. NOTE FOR HOSPITAL PERSONNEL: to dilate a stricture put
in filiforms, then dilate gently with followers attached to the filiform.

DO NOT FORCE METAL DILATORS WITHOUT FILIFORMS AGAINST A
STRICTURE—THEY WILL TEAR THE URETHRA.

[Kidney percussion

place ‘
Your |
firse flaﬂd’.!
flat over |
Kidney |

|

strike
first hapd

sharply

(patiant
will Fesl |
pPuin with |
Midney :
info_ction_).

GENITAL OR REPRODUCTIVE SYSTEM COMPLAINTS

“White GC”

S—White GC (urethral discharge) with painful urination in the male (recent

onset)

O—Look to be sure a urethral discharge really is present.

A—Often caused by gonorrhea, but chlamydia is also a common cause.

P—Cipro. 500 mg x 2 days, or ceftriaxone 250 mg IM for gonorrhea. To also
treat chlamydia, add doxycycline 100 mg BID x 7 days or erythromycin 500
mg TID x 7 days. Best to use both cipro. and doxycycline or erythromycin.
(Gonorrhea is now often resistant to penicillin.) Doxycycline might cure
both GC and chlamydia. Any female sexual contacts must also be treated,

even if they have no symptoms.

PREVENTION of GC—Avoiding sex except with one’s own husband or wife is the
best way. Use of condoms can reduce spread. Immediate adequate treatment
of the patient and all sexual partners will prevent further spread.

84
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Vaginal Discharge

S—The woman complains that a vaginal discharge is present.

O—Notice whether the discharge is thin, thick, or curdy (like cheese). Is it
white, very pale yellow, or darker yellow (like pus)? Does it have small
bubbles? Is it causing itching or irritation? Examine it with the microscope
(if available).

A&P—Possible causes are:
= Trichonomiasis—Causes a thin white or pale yellow bubbly discharge.
T. vaginalis flagellates will be visible under the microscope. Give
metronidazole 250 mg TID x 7 days (see pg. 52-53). The husband must
also be treated at the same time or the woman will be reinfected.

= Moniliasis (yeast)—Causes a thick, curdy, white discharge--like flakes
of wet cheese. Daily gentian violet, clotrimazole cream, or nystatin
suppositories will help. (Just one oral fluconazole 150 mg tablet will
also treat yeast; but is very expensive, and not likely available.)

= Gonorrhea and Chlamydia—May cause no symptoms in the female,
but if it causes a discharge it is often yellowish like pus. Sometimes
gonorrhea can be proved with a gram stain smear, or by knowing that a
male partner has gonorrhea. When cultures are available we will be
able to tell. See the treatment on the previous page. Remember to
also treat any female partners of a male with G.C.

COMPLICATIONS OF GONORRHEA—Salpingitis or Pelvix Inflammatory
Disease (PID) may develop in the female as a complication. One or both
fallopian tubes may become infected causing very low abdominal pain
with low abdominal tenderness and fever, usually with a yellowish vaginal
discharge. Give cipro. 500 mg BID x 7 days, or ceftriaxone 500 mg IM x 3
days, or chloramphenicol 500 mg QID x 10 days. The health post often
does not have these medicines, and it is best to refer such patients to the
hospital anyway for exact diagnosis because the low abdominal pain could
be caused by some other kind of condition-such as peritonitis,
diverticulitis, or an ectopic pregnancy.

Remember to also treat all patients with Gonorrhea for Chlamydia,

preferably with doxycycline 100 mg. BID x 7 — 10 days. Many patients
have both Gonorrhea and Chlamydia.
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Female Infertility

Female infertility is frequently caused by tubal scarring from gonorrhea or chlamydia,
or sometimes from infections of the pelvis after deliveries or abortions. Some believe
that schistosomiasis also may cause infertility. Chronic diseases also make it difficult to
become pregnant. Infertility is a good problem for a certified midwife to treat,
especially if she can obtain the lab work.

S—The usual complaint is “low abdominal pain” and “black, scanty menses.” These
women may need to be referred to a fertility clinic in a hospital. The fertility clinic
should obtain a good obstetrical history, including number of pregnancies,
number of living children, date of the last pregnancy, and number of years she has
been with her present man (and how many wives the man has). Also ask if she is
having periods, if her periods are regular, and if her husband has any other living
children. Look for any possible chronic diseases: does she have a cough, or bloody

urine?
O_
= LAB—Do a Hgb. test to rule out anemia, a urine test for schistosomes, and a
stool test for parasites.
= With a chronic cough, do sputum smears for TB (See TB pg. 121-133).
= Look for an abdominal scar; rule out a tubal ligation or hysterectomy. Check for
low abdominal tenderness.
= Do a pelvic exam; check for a uterine fibroid or for thickened fallopian tubes.
Also check for real tenderness. If fibroids are felt, refer her to an obstetrician.
Occasionally intrauterine fibroids are removable surgically without doing a
hysterectomy, and may permit her to become pregnant.
= If she has never been pregnant for the last five years and if the husband has
other children, send her where she can get a Rubin’s test or
hysterosalpingogram (X-ray of the uterus and tubes). If the fallopian tubes do
not appear to be open, she will have a hard time becoming pregnant.
COMPLAINT OF
LOW ABDOMINAL PAIN + BLACK SCANTY MENSES
A + NO RECENT CHILDREN = INFERTILITY

P—Be sure she has only infertility--not an ectopic, PID or some cause of real pain.
= Treat any chronic diseases (anemia, schistosomiasis, TB, etc.)

= Explain the menstrual cycle, and the importance of having intercourse during
the time in which ovulation occurs (13 to 17 days after the period starts).

= If the tubes are open, and no chronic disease exists, and the patient wants
medicine, sometimes vitamin E 50 mg caps 1 daily seems to be helpful—at least
it is not harmful.
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Dysmenorrhea—Significant chronic pelvic or low back pain with periods, usually
with each period for years. If this is pain only with the present bleeding, be sure she
does not have an ectopic pregnancy, threatened miscarriage, or P.I.D. The woman with
ordinary dysmenorrhea usually feels better if she takes ibuprofen 400 mg. 3 or 4 times
per day when having pain. However, some women have other causes, such as
Endometriosis, which is caused by small implants of endometrial tissue in the lower
pelvis in the abdominal cavity (not just inside the uterus, where endometrial tissue
belongs). The implants are often just many small specks on the surface of the ovaries,
tubes, and pelvic peritoneum, but sometimes the size of a pea. Endometriosis may
cause infertility. It is difficult to correctly diagnose in a clinic. Laparoscopy or pelvic
ultrasound may be needed to diagnose. With infertility and real significant
dysmenorrhea, or dysmenorrhea not improved with ibuprofen, send the lady to a
gynecologist for diagnosis and treatment.

Male Infertility
S—Most men who bring this complaint have never had children with any woman. Refer
for lab work (sperm count).

O—LAB—A health center or hospital may be able to do a sperm count to tell if the man
is able to have children.
A—He is infertile if he has only a few or no sperm present.

P__
= If there are many sperm on the first count, explain that the “fertile period” (the
correct time for a woman to become pregnant) each month is 13 to 17 days after
her period starts, and send him home to try with his wife.

= |f few or no sperm are seen, check a TSH test if possible. He can try vitamin E 50
mg tablets, 1 daily. Add thyroid % grain (or levothyroxine 50 mcg) tablets 1 daily if
the TSH is elevated. (None of these are supplied to the clinics by the Ministry of
Health and Social Welfare [MOHSW].) Give medications for 1 month. Then
recheck the sperm count:

« If he still has no sperm, advise him that he will have difficulty ever having a
child. Stop vitamin E, and send him to a doctor.

« If more sperm are seen, continue trying the vitamin E and thyroid, explain
the “fertile period,” and send him home. (Check the resting pulse; if above
88, stop or reduce thyroid—you do not want him to be hyperthyroid.)
Male Impotence (Unable to Function Sexually)
S Ask:
= How long has he not been able to function?
= |s he never able to function, or only cannot function sometimes?
* |s he angry with his wife?
» |s he worried about something?
» Isheill?
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O—Look for signs of severe illness, such as chronic cough (TB), severe weight loss (TB,
cancer or AIDS), or pale tongue and conjunctiva (anemia); such illnesses may cause
impotence. Also note if he is very old.

A—Impotence is often psychological (especially in younger men--caused by anger or
worry) in Liberia, but may be caused by chronic disease, drugs, fatigue, or old age.

P

If some severe illness is present, when it is treated his impotence may improve.
If no severe illness is found:

« In young men impotence often occurs temporarily with worry, anger, anxiety,
fatigue, or too much alcohol. It usually will improve when his other problem
improves—tell him so. If he insists on some kind of medicine, vitamins at
least will do no harm.

« In old men impotence may occur with aging as arteries harden and become
narrow. Usually it does not improve, and medicines usually do not help it.
Treat any chronic illness found. One VIAGRA® (sildenafil citrate) tablet 2 or 3
hours before sex (very expensive) may help (not available from Ministry of
Health [MOH]).

CENTRAL NERVOUS SYSTEM DISORDERS (Psychiatic Disorders--pg. 315-325)

POST TRAUMATIC STRESS DISORDER—See page 315
ANXIETY—See page 317

OPEN MOLE—See page 319

DEPRESSION—See page 320

PSYCHOSES—See page 324

ALCOHOLISM—See page 325

DEMENTIA

This is not a single illness—there are many different types of dementia. Dementia is
caused by damage to the brain or to its ability to function normally.

The symptoms include:

88

Having difficulty recalling recent events—as it worsens, the patient may also not
recall past events.

Not recognizing familiar people and places.
Having trouble finding the right words to express thoughts or name objects.
Having difficulty performing calculations.

Having problems planning and carrying out tasks, such as following instructions, or
writing a letter.

Having trouble using good judgment, such as knowing what to do in an
emergency.

Having difficulty controlling moods or behaviors-the person may become agitated
or aggressive.

Not keeping up personal care such as grooming or bathing.
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Some of the CAUSES of Dementia are:

Injury to the brain caused by tumors, head injury, or strokes
Diseases, such as Parkinson’s and Alzheimer’s

Infections such as HIV, encephalitis and Syphilis

e Long-term alcohol dependence.

e Toxins, such as lead or mercury.

Alzheimer’s dementia is the most common cause in the U.S. Dementia caused by
vascular disease is next most common--often from very small strokes or atherosclerosis
of brain arteries. People with Alzheimer’s can improve temporarily with certain
medications, but will continue to deteriorate and eventually die. Vascular disease
dementia cannot be reversed, but further damage can be reduced by preventing
strokes. Some other causes that cannot be reversed are:

e Parkinson’s disease, which is a movement disorder. A tremor is present at rest.
Dementia is common in people with this condition. However, Parkinson’s disease
in early stages can be improved (but not cured) with medications.

e Dementia with Lewy bodies, which causes protein deposits (Lewy bodies) in brain
cells. It can cause short-term memory loss like some other brain diseases, but it
can also cause the person to fall often and to see things that aren't there
(hallucinations).

e Severe head injury that caused a loss of consciousness—auto accident or sports.
The person’s mental functioning may improve, but damaged brain cells will
remain damaged.

e Antibiotics can treat syphilis at any stage, but they cannot improve the damage
already done to the brain.

Doctors can treat some causes of dementia and restore mental function. Some of the
causes in which mental function can be restored include:

e Hypothyroidism—by treating with thyroxine.

Vitamin B 12 deficiency—with monthly injections of B-12.
Heavy-metal poisoning, such as from lead or mercury.

Side effects of medicines or drug interactions.

Some cases of chronic alcoholism by giving high levels of thiamine.
Some cases of encephalitis.

e HIV dementia—by giving anti-retroviral medications.

With symptoms of dementia it is therefore best to send the patient to the doctor in the
hospital for correct diagnosis and if possible, treatment. The doctor can refer the
patient back to the clinic for follow-up and continuation of medication.

COMA--Unconsciousness—See pages 25 and 26.

EPILEPSY-- Seizures or convulsions, usually Grand Mal--see pg. 155-159 in CHRONIC
DISEASES. For differential diagnosis of seizures, see pg. 28-29.
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STROKE

Cerebrovascular accident—Usually from a clot blocking an artery in the brain, or an
artery or aneurism in the brain breaking and bleeding into the brain tissue. Such
bleeding is often due to hypertension.

S—The patient is unable to move the arm and leg on one side of the body.

brain.

(Occasionally either the arm or the leg is more greatly affected.) The weakness
will be on the opposite side of the body from the side of the damage to the
Often he has difficulty talking (especially if the right arm and leg are
weak). Sometimes he is unconscious. Usually the weakness or paralysis develops
rapidly, within a few minutes or 1 or 2 hours.

Ask: When did the condition begin? Did it develop suddenly? Is he known to have

diabetes or hypertension?

O—Note which side is paralyzed, and whether he can move these limbs at all. Take

A_

P_

the BP.

Note whether he is conscious, whether the pupils are equal, and
whether he is able to talk or eat or drink.

or RIGHT ARM and RIGHT LEG = STROKE

WEAKNESS or PARALYSIS LEFT ARM and LEFT LEG

= Send the patient to the doctor as an

outpatient if he is conscious and able to
swallow well.

Send him to the hospital for admission if he is
unconscious or unable to swallow without
choking.

Treating hypertension—Many stroke patients
have hypertension, but begin treating it with
caution since some of these patients are very
sensitive to antihypertensive medications
during the first month after the stroke. Later
they may need the dose increased.

' Paralyzed righ‘t. érh"l an'd I'eg"
from a stroke

PREVENTION—Finding and treating hypertension early and continuing
medication for the patient's lifetime will prevent many strokes. Don’t smoke;
it increases the chance of a stroke. Atrial fibrillation, diabetes, and being
overweight and a high serum cholesterol level also increase the chance.
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Infection of the lining around the brain and spinal cord.
This is a very serious condition that can develop very
rapidly. The patient may have been well yesterday,
developed fever last night, and be critically ill now. By
evening he could even be dead. It is a true medical
emergency. Large IV doses of the correct antibiotics are
required to save the patient. Many patients die or suffer
brain damage because treatment was not started early.

S—Ask whether the patient is having fever, headache,
and a stiff neck. Is he able to think clearly and talk
sensibly? Has he had a seizure? (Small infants often
do not develop a stiff neck, but they become

Chapter Three—Acute llinesses

Infant wit_H a bulging fontanel

irritable and stop nursing, and sometimes have a seizure.)

O—Take the temperature, examine the neck and the state of consciousness. In an

infant, feel whether the fontanel is bulging. In the
the diagnosis.

hospital a spinal tap will prove

Any person with fever, headache and stiff neck (adult or child) or any fever with
seizure in a patient who does not have epilepsy, or any infant with fever and
A— irritability who refuses to nurse must be considered to have meningitis or
cerebral malaria and treated as such. Check an RDT for malaria, and (if possible)
spinal fluid for meningitis, but start treatment without waiting for CSF lab results.

NOTE: A bulging fontanel in an infant is a late sign. Such an infant
has meningitis, but try to recognize meningitis in an infant earlier.

P_

1. If RDT is positive, treat for cerebral malaria. If spinal
fluid is positive or if unable to check, also treat for

meningitis. Give adults ampicillin 2 gm IV or IM

benzylpenicillin 5 million IU IV, and chloramphenicol 1

gm IV or 8-250 mg caps orally (if available)
cotrimoxazole (400/80) 4 tablets stat if

chlorampenicol. Give a child 3 mo. to 5 yr. ampicillin

50 mg/kg IV (or if none 2 cc penicillin IM) stat a

chloramphenicol 25 mg/kg IV (if available). This will
hopefully begin to stop the bacteria from further

destroying the brain while the patient is being taken

the hospital. For neonates and infants less than 3

holds head
back t does

T not want
or I ¥ 1\ to band
or
no

nd

to

months, see pg. 248--give ampicillin 50 mg/kg, but give Adult with a stiff neck.
gentamycin 4 — 5 mg/kg IV instead of chloramphenicol.

2. Then send the patient to the hospital immediately. Help the relatives find
transportation. Go with the patient if necessary. Time is of the greatest importance.

Delay of a few hours may cost the patient his life.
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TETANUS

S—Stiff neck, cannot open mouth, spasms or seizures when touched or with noise,
back bent backward (opisthotonus), and back pain. Tetanus patients are able to
think clearly. (Meningitis patients are confused or comatose.)

Tetanus most often occurs in newborn infants 5 to 15 days old (tetanus neonatorum)
from unsterile deliveries (with an infected umbilical cord), but adults also develop it
from dirty injuries. With an adult patient ask whether an injury occurred within the
last 2 weeks.

O_
= Examine the neck and back for stiffness. Take the
temp. Does the patient jerk when touched?

= Seeif heis able to open his mouth.

= Check whether an adult is thinking clearly and
alert.

= In aninfant check the navel for signs of infection.

A—Do not confuse tetanus with meningitis. Adult
meningitis patients are often mentally confused or
semiconscious, while adult tetanus patients are

Infant hospitalized with tetanus

mentally clear and alert. neonatorum
ANY INFANT5- = CANNOT . SEEMS . JERKSWHEN TETANUS
15 DAYS OLD NURSE IRRITABLE TOUCHED NEONATORUM

P_
= Adult—If available, give diazepam (Valium) 20 mg IM and phenobarbitone 200
mg IM (or if able to swallow, give diazepam 5 mg tablets 5 orally, and
phenobarbital 60 mg tablets 5 orally), and 12,000-18,000 units of TAT IM (8-12
doses of 1,500 units) and send the patient immediately to the hospital.

= Newborn—Give diazepam 3 mg (0.6 cc) IM, phenobarbitone 20 mg IM, and
human TAT 1,500-3,000 units (1 to 2 amps of 1,500 units) IM if available, and
send the baby immediately to the hospital. See pg. 249-250.

PREVENTION—
1. Approximately 90% of all tetanus cases have been occurring in the newborn.
(Perhaps a lower percent now due to vaccinating mothers.) Prevent these by:

a. Vaccinating all women of childbearing age before they are pregnant with 2
doses (or more) of tetanus toxoid (TT) at least three weeks apart. Then give 1
booster dose during the second trimester of pregnancy.

b. Encouraging deliveries in the hospitals and clinics.
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c. Training village midwives to use only new, clean razor blades and boiled

string for the cords.

2. Give pentavalent vaccine or DPT to infants and TT to school children to
protect them.

3. Cuts and burns must also be protected at any age (see pg. 2).

4. Also give a course of TT or DPT to all patients who recover from tetanus.

PREVENT TETANUS NEONATORUM BY VACCINATING
ALL WOMEN OF CHILDBEARING AGE.

HEAD COMPLAINTS
Headache
S—Ask:

O—Take the temperature and BP and examine the neck for stiffness.

When did the headache start? Is it mild or severe?
Does the patient have headaches often?
Is the headache on one side or both sides of the head?
Is the patient nauseated with the headache?

Note

whether the patient is oriented and thinking clearly. Are pupils equal?

A&P—Match your findings with the groups listed below.

Symptoms/Observations
Head Complaints:

Assessment

Plan of Treatment

Headache with:

1.

No fever, mild, on both sides (and
headaches are not frequent)

Common headache

Paracetamol, 500 mg, 2 tabs
as needed up to QID

Repeated frequent headache—
back of head and both sides

Possible hypertension

Take BP. See hypertension in
CHRONIC DISEASES,
pg.141 - 145.

Repeated episodes of severe
headaches with photophobia
(often 1 side of head only)

Migraine headache

Refer for migraine med. if
ibuprofen or paracetamol are
not sufficient.

With fever and chills but no stiff
neck or sore throat

Probable malaria

Do RDT for malaria; if pos.,
treat for malaria; if neg., look
for viral cause.

With fever and stiff neck and not
mentally clear

Meningitis
(also test for malaria &
treat if positive)

Adults—ampicillin 2 gm 1V/IM,
& chloramphenicol 1 gm IV or
8 caps PO, or cotrimoxazole.
4 tablets, and to hospital stat

Headache with fever, sore throat,
muscle pain, and diarrhea lasting
over one week

Possible Lassa Fever

Send to the hospital.
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Other Symptoms Related to the Head

Ask the questions and do the examination indicated to choose the correct
symptom group below:

Symptoms/Observations Assessment Plan of Treatment
Other Head Complaints: (adult doses)
1. Itching eyes for some time (definite Possible Skin snip—if positive, treat with
chronic condition) onchocerciasis |ivermectin. See pg. 52.
2. Chronic itching eyes and negative test | Probable allergy |Chlorpheniramine 4 mg BID or
for oncho. decongestant eye drops
3. Both eyes red and sticky (for less than | Conjunctivitis |Antibiotic eye ointment QID until
7 days) eyes are cured
4. One eye red and painful with a dilated Glaucoma Refer stat to hospital.
pupil
5. Foreign body embedded in eye or Eye injury Bandage eye and refer to hospital
other eye injury stat.
6. Earache or freshly draining ear (if Otitis media  |Amoxicillin 500 mg TID or
draining more than 1 month, refer) cotrimox. 800 mg BID x 10 days
7. Nosebleed (not pale, recent onset) Epistaxis Compress nostril gently for 10 min.
See pg. 20.
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MUSCULOSKELETAL COMPLAINTS

Bone Pain (or Pain in a Limb)-Think of Injury, Infection, Arthritis, Sicklemia,
or Cancer

S—Ask:
1) When did the pain begin? 2) Which part or place is hurting?
3) Was there any injury? 4) Is the pain mild or severe?

5) Does it hurt all of the time, or does the pain come and go?
6) What kind of movement, work or exercise makes the pain worse?
7) Have you had this kind of pain before?
O_
1) Examine the limb for swelling or tenderness. Determine if pain is actually
from the bone, or some other cause—soft tissue bruise? Sore muscle?
2) Take temperature.

3) Is the patient pale, with episodes of bone pain since a child? If so, do a Hgb.
test and sickle cell prep (if possible).

A&P—
1) Chronic bone pain coming and going in all limbs ever since the patient was a

small child with anemia = Sickle Cell Anemia. |f Sickle Cell Anemia:
a. Give aspirin for bone pain (reduces pain, decreases clotting)
b. Give penicillin if febrile (sickle cell patients often have pneumococcus).
c. Give folic acid 1 tablet daily (they need extra folic acid).
d. Send the patient to the hospital if the patient is severelyill.

See Sickle Cell Anemia in Chapter Four--Chronic llinesses, p. 163-166

2) Pain beginning within the last few weeks or months, only 1 bone involved,
and with swelling or tenderness is likely a bone tumor or osteomyelitis
Send the patient to the hospital.

3) With a recent history of injury a sprain, fracture, bruised bone or muscle
strain may be the cause of pain.

Sprain
Use an elastic bandage if available. Patient may be given ibuprofen, paracetamol,
or aspirin for pain. See pg. 8.

Fractured Bone
See Fractures—pg. 9 and 10.

Simple Sore Muscles
Examine the muscle to be sure no abscess is present. Give:
m |buprofen or paracetamol by mouth, and/or
m Capsicum or other analgesic preparation to rub on.
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Swollen, Painful Joints

S—Ask when the pain and swelling started and if it has happened before. How
many joints are swollen? Does the pain and swelling come and go?

O—Take the temperature. Examine the joints for tenderness or deformity.
Check for anemia.

A&P—

Symptoms/Observations

Plan of Treatment

Painful Joints with: Ll (adult dosages)
1. Pale, with bone pain, and Sickle cell 1) Aspirin when having pain*
fevers at times since a small anemia 2) Penicillin if fever.

child

(See p. 163-166)

3) Refer if severely ill.

2. One or 2 joints recently

Possibly septic

Cotrimoxazole 400/80 mg. tabs--

became swollen—warm, joints Give 2 stat and refer to hospital
painful, and having fever for definite diagnosis and Rx
3. One joint swollen for many Probably Paracetamol 500 mg as needed,

months in an older person—
joint not warm and no fever

osteoarthritis
(most often a

(2 QID if required, but not more)*
Also may try ibuprofen

knee joint) Refer if severe pain
4. Adult, many joints swollen, Rheumatoid |Ibuprofen 600 mg QID if severe
symmetrical, deformed hands arthritis pain until it improves (take with
(usually present for years) food). See CHRONIC DISEASES,
pg.161-162.
5. Child, many joints painful, and Possible Needs rest and aspirin QID until

swollen. Swelling may move
about from joint to joint. Fever,
but not pale.

Rheumatic Fever

fever is gone and joints are
improved.*

Amoxicillin x 10 days to destroy
strep. Refer if not improving.

*Always check the correct dose of aspirin or paracetamol for a child’s
weight—too much can cause the child to die!

Paralysis and Muscle Weakness
With an arm and leg paralyzed on the same side, the patient has had a

stroke, (pg. 90).

With contracted fingers or foot drop and light anesthetic skin patches the
patient has leprosy. See leprosy in the CHRONIC DISEASE section, pg.

111-120.

A child with a weak leg following a fever usually has had polio—he will
need a leg brace if the weakness does not improve. (Prevent this by

vaccinating all children!)

If paralysis does not fit one of these descriptions, send the patient to the
doctor for correct diagnosis and treatment.
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Back Pain
See the drawing and explanatory notes on pg. 65.

S—Ask: When did it start? What part of the back is hurting? How severe is the
pain? Was it caused by lifting, hard work or much bending? Is the patient
also having headache or fever?

O—Check the patient’s ability to bend his back.
= |s the spine straight, or crooked?
= Check the spine for pain with pressure from a finger.
= Check the kidneys for tenderness with percussion.
= Are the arms, legs, or neck stiff?
= Is the patient alert and oriented?
= Take the temperature.
= See if straight-leg-raising increases the low back pain.

A&P—Choose the diagnosis and treatment from the table below.

Symptomslo_bser_va.tlons Assessment Plan of Treatment
Back Pain with:

1. Fever, headache, stiff neck, pain back Meningitis  |Give antibiotics stat and send

of neck and not mentally clear immediately to the hospital--see
pg. 91.

2. Can't bend back forward, stiff arms and | Developing |Diazepam, phenobarb., and TAT
legs, and mouth getting hard to open. tetanus stat if available, and send stat to
He is mentally alert. (early case) [the hospital. See pg. 92-93.

3. Lower back pain with _ Pyelonephritis |Cotrimoxazole 400, 2 BID or cipro
Tenderness over right or left kidney | (check urine for |[500 mg BID x 14 days, and refer if
and Fever (able to bend back) uTI) not improving. See pg. 65, 83 & 84

4. Pain and tenderness of 2 or 3 TB of the spine |Notify TB control-needs definite
vertebrae, and 1 vertebra bulging out | (Pott's disease) |diagnosis & start of supervised
under the skin treatment. See TB in CHRONIC

DISEASE section, pg. 121-134.

5. Lumbar spine painful, not able to bend Herniated  |lbuprofen 400 mg QID x 5 days
because bending increases pain, no lumbar disk |Diazepam 5 mg TID x 3 days if
fever or headache. (Pain usually started|or strained back|available. Sleep on flat bed
when lifting or bending or heavy work.) muscles  |(mattress on floor). No bending,
Arms and jaw are not stiff. lifting, or heavy work until well.

“SWELLING”—EDEMA OR ASCITES
ASCITES WITH EDEMA
1. Causes.
m Often from cardiac decompensation (often has rales) (see CHF, p. 135-139)

m Sometimes from renal (kidney) decompensation. With renal causes the BP
is high and the urine contains albumin.

m May have other causes, such as an abdominal malignancy pressing on the
inferior vena cava.

2. Refer all casesto the hospital
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ASCITES WITHOUT EDEMA

NOTE: Ascites is fluid in the abdominal cavity causing abdominal swelling. Edema is too much fluid
in the body tissues, usually the feet, ankles and lower legs, causing swelling.

S—Complaint: “My abdomen is swelling.” Ask:
1) When did the swelling begin? 2) Is he having pain?
3) Does he drink much alcohol?  4) Is he having fever?

O—Weigh the patient. Feel for a liver mass. Check the abdomen for shifting dullness.
Listen to the lungs for rales, and check ankles for edema (with just one ankle
swollen see SPRAIN). Check the urine and stool for schistosome eggs if a
microscope is available.

A_

NOTE: A chronic swollen abdomen with shifting dullness (but with no vomiting,
constipation, or tenderness) = ASCITES

The common causes of ascites without edema are:

= Chronic hepatitis B or C (viral infection damaging the liver)—These also often
cause cirrhosis, and may cause liver cancer.

= Cirrhosis of the liver due to schistosomiasis or alcohol.
The liver will feel firm. The patient must stop drinking alcohol!

= Malignancy—Liver cancer often from chronic hepatitis B or C, or a metastasis
(spread from cancer elsewhere) to the liver or peritoneal cavity.

= Occasionally tuberculous peritonitis (sometimes this patient has a fever).

P—Send all patients with ascites but no edema to the hospital for a proper diagnosis
and for treatment.

SWELLING OR EDEMA OF THE FEET

S—Complaint: “My feet are swelling.” ASK: Is the patient having pain?
Having any fever? When did the swelling start? Short-of-breath?

O—
1. Check the swelling for pitting: press on it with your finger and see if the
indentation in the swollen skin of the foot remains there after you remove your
finger.
2. With one foot swollen look for signs of cellulitis—redness, tenderness (pain), and
warmth—and take the temperature. If chronic think of filariasis.
3. With two feet swollen look for:
e Distended neck veins which is a sign of cardiac decompensation (CHF).
e Signs of Kwashiorkor in small children (skin & hair changes) (pg. 100-103).
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A—Causes of swollen feet—

WITH ONE FOOT SWOLLEN THINK OF:

1) Cellulitis if very recent , warm & tender

2) Elephantiasis if chronic

A&P—Find the correct group below.

Chapter Three—Acute llinesses

>
WITH TWO FEET SWOLLEN THINK OF:
1) Congestive heart failure (adult)

2) Kwashiorkor or nephrosis (child)

warm, tender or painful, and present
for months or years

(Caution—see
warning--pg. 51)

Symptoms/Observations | Assessment | Plan of Treatment
Swelling of One Foot or Leg
1. Swelling is warm, tender, red and Cellulitis Treat for staph, see pg. 73—74. Refer
painful, and started recently if not improving.
2. Chronic pitting edema—one limb. Not | Likely Elephantiasis |See treatment pg. 51; first check for &

treat oncho if it is present-then wait 4
months before starting hetrazan.

3. Recent swelling one lower leg,
calf tender, no other signs of cellulitis,
calf pain with foot dorsiflexion

Deep venous
thrombophlebitis

Aspirin 325 mg, 2 stat, and refer to
doctor.

4. Area of a bone is painful and tender
with swelling over it. Often also fever-
if chronic, pus may be draining.

Probable
osteomyelitis

Refer to hospital.

5. Bony swelling of arm or leg (but not
very tender) (or swelling not fitting
one of the groups above)

Possible
bone tumor

Refer to hospital.

Swelling Starts while Taking Hetrazan Tablets

Either 1 or 2 limbs or other areas are
swollen

Reaction to dying
oncho. microfilaria

Stop hetrazan immediately until
improves, and then begin again with
a very low dose.

Both Legs Swollen with:

1. Cough, shortness-of-breath,
distended neck veins, & often rales

Congestive Heart
Failure (CHF)

Refer to hospital. See CHF on pg.
135-139.

2. Positive urine albumin, high BP, Nephrosis Refer to hospital.
no cough, not pregnant

3. Pregnant, but normal BP and Edema of Additional bed-rest daily. See
no urine albumin present pregnancy PRENATAL section, pg. 287.

4. Pregnant, elevated BP, and a
positive urine albumin

Pre-eclampsia
See pg. 291.

Refer quickly to midwife in the
hospital.

5. Child—thin, light hair, and discolored
skin and often also diarrhea (often
after measles, or if taken from the
breast early)

Kwashiorkor
(pg. 100-103)

Help mother to treat vigorously with
good diet with much protein or send
to hospital or nutrition center.
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MALNUTRITION IN CHILDREN—KWASHIORKOR (See also pg. 201 - 203.)
(Marasmus is found on page 201)
Causes of Kwashiorkor
Kwashiorkor is caused by children not eating enough body-building (protein) foods, or
more frequently by both not enough protein and not enough calories in the diet of the
child. It most often develops in:

m Children getting too little breast milk:
= Children taken from the breast before the age of 2 years.
= Children left with the grandmother (no breast milk).

» Children fed with bottles instead of
breast milk (more frequent illnesses,
especially diarrhea, and wusually not | tuin
enough money to buy sufficient milk). halr

= Children taken from the breast because
the mother became pregnant before the

unhappy child
who doas niot
want to play

ﬂ:"g thin

first child became 2 years old. ;” “if;’s 1|

m Children who do not eat enough food: ‘iﬁ; ::
» Children fed mostly rice-water (not oty puffy |
enough calories). belly if not)

having much

= Children whose fathers are not buying
food for them.

= Children fed only once or twice a day.

diarrhea

black
m Sick children: ‘;‘i’f;:f L
= Children sick with TB (NOTE: Often small dermatitis|

children with TB are not coughing).

= Children who have recently had measles
who have sore mouths and are not
eating well. Signs of Kwashiorkor

% skin pmlling
(i f aned leaving
riw Sores :

S__
1. For the child who has Kwashiorkor, the mother may complain that the child has:
= Poor light skin with black areas, and thin red hair

= Usually swelling feet
= Usually diarrhea
2. For such a child, ask:
= Is the child still nursing the breast? (Usually this child has been weaned.)
= |f not, when was he weaned?
* How many meals does he eat each day?
» What foods is he eating?
=  What time did he become ill?
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= Did he recently have measles or another illness?
= Is he having diarrhea?

= Having fevers?

= Is the father supporting the child?

O—Look for:

= Thin, light hair and discolored skin

= Edema of the legs

= Thin upper arms (check MUAC with Shakir Strip)
= Signs of dehydration

= Signs of anemia

LAB—If possible, check stool for parasites and do a hemoglobin test. If no lab just
de-worm with mebendazole.

A
ANY 1) POOR
CHILD LIGHT and
with: SKIN

2) THIN

3) A POOR 4) USUALLY HAS
LIGHT and  NUTRITION and  EDEMA and
HAIR HISTORY DIARRHEA | WASHIORKOR

P—Treating children with Kwashiorkor requires either:

The BABY-
KILLER:

Baby formula
powder fed in
nursing bottles has
caused many infants
to die in Liberia.
Most mothers cannot
afford to buy
sufficient formula, so
the hungry baby dies
from malnutrition.
Other babies die
from diarrhea when
water is not boiled
and the bottles
are not clean.
Advise mothers to
feed breast milk!
(not formula from a
nursing bottle)

1. Intense work by the clinic staff in helping the mother

correctly feed the child until the child is much improved
(about 5 to 6 weeks). This requires someone from the
clinic actually teaching and helping the mother to prepare
food with sufficient protein and calories, and supervising
her feeding the child 4 or 5 times a day, OR

. Sending the child to a hospital which does feeding for

Kwashiorkor or to a nutritional rehabilitation center for a
proper diet high in protein which usually includes fish,
beans, ground-pea paste, etc. This is most successful if
continued for 2 months before finally discharging the
child. If the child’s mouth is too sore to eat food, whole
milk may be needed until the mouth is better.

= |n either case while the child is recovering, continue
teaching the mother what foods to feed the child to
prevent Kwashiorkor from developing again.

= Be sure the mother actually understands how to feed
the child and is doing it. The child must get sufficient
protein and calories, and must have 3 or more meals
a day and small food other times after returning to
their village.

3. Follow-up after discharge. Check the weight every month.

Watch the Road-to-Health Card; if the child stops gaining
weight you will know that the diet is inadequate.
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Prevention of Kwashiorkor

1. In under-fives clinics (clinics for children under the age of 5) teach the mothers to:
a. Breastfeed at least until age 1—but to age 2 years is better, and best to age 3.
b. Do not feed a baby cow’s milk from a can instead of breastmilk.
c. Do not use a nursing bottle.

d. Feed only breast milk until age 6 months. Then start rice porridge as a food
supplement to breast milk. Then add scraped banana and orange juice and
other foods gradually one at a time. By age 1 year the child should be fed at
least 3 times a day in addition to breast milk.

e. Be sure to feed this child plenty of the body-building protein foods every day.
f. Feed the child 1% to 5 years of age frequently, 4 to 5 times a day.

Encourage the spacing of children through family planning to permit each child to
reach the age of 3 to 4 years before the next child is born. (Breastfeeding helps.)

Vaccinate all children to prevent measles, TB, and pertussis.

Watch children to be sure they are not becoming dry and poor. Weigh them every
month and mark the weight on the Road-to-Health Card. If you have no scale,
measure their upper arms every few months with your arm band (Shakir Strip).
THE

2. Why is formula or milk fed from a nursing bottle
dangerousfor the baby?

e Because formula is expensive, and often the
mother cannot afford to buy sufficient milk for
the baby. Without sufficient cow milk the baby
develops Kwashiorkor and dies.

e Because the bottles must be carefully cleaned
and sterilized with boiling water, and the
powder mixed with boiled water to prevent
the formula from growing bacteria (this often
is hard for the mother to do).

e Because, unless the mother has refrigeration, or
feeds the baby immediately after mixing the
powder with boiled water and placing it in a
sterilized bottle, the milk often grows bacteria
and the baby gets sick with gastr oenteritis and

Many babies get malnourished
becomes dehydr ated. and die when the mother does

e i ; not have enough money to buy
Breast milk issterile, does not cause the baby to | 5iia mik. of from diarhea

become sick, protects the baby with mother’s when formula is not prepared
antibodies, and although the mother must eat more, | e baby breast mik - e
costs much less than formula— protect the baby

by breastfeeding!
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Some people think that sometimes a mother may have
breast milk that is bad for her baby
This is only true if the mother has HIV
Otherwise:
BREAST MILK is ALWAYS GOOD and ALWAYS BEST

BREASTFEEDING TO AGE 2 or 3

HELPS TOo PREVENT
KWASHIORKOR

eBreast Milk has
antibodies which
help to protect the
chitd against sickness &

® Only Breast Milk
IS HUMAN milk

® Breast Milk is
“brain food *

@ Breastfeedinp
helps to build
Closeness and love
between mother
and Pbaby

Other Deficiency Diseases--Iron Deficiency—p. 80-81, B-12 Deficiency—p. 81-82
Vit. A Deficiency—p. 203, lodine Deficiency—Goiter—p. 69

Beriberi — Vitamin B-1 (thiamine) Deficiency—2 forms—Wet and Dry Beriberi

Rice bran is agood source of B-1. Whenrice is polished, the B-1 isremoved. People just eating
polished country rice may develop Beriberi. (Polished U.S. rice has thiamine added back to it.)
Dry Beriberi causes neurological symptoms, including:

e Lossof muscle function with difficulty walking or paralysis of the lower legs

e Lossof feeling and tingling in hands and feet

e Mental confusion/speech difficulties, and eyes dancing back and forth (nystagmus)

Chronic alcoholics eating a poor diet develop a form of dry beriberi called Wernicke's

Encephalopathy, with dementia, staggering, incoordination, babbling, and nystagmus.
Thisis an emergency, needing hospitalization, sopping alcohol, and high doses of B-1.
Wet Beriberi causes congestive heart failure with shortness-of-breath, orthopnea and leg edema.
Beirberi istreated with large doses of thiamine or strong B-complex and improvement of diet.
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Pellagra—Vitamin B-3 (niacin) Deficiency—Often only eating corn, which is deficient.
Pellagrahasthe4 D’s:

1) Black Dermatitis on skin exposed to sun,  2) Diarrhea

3) Dementia later, and finally 4) Death in about 4 or 5 years.

Treatment: 1) Niacin or nicotinamide 50 — 100 mg or strong B-complex TID until improved
2) Improving diet  3) If drinking, completely stopping alcohol

Scurvy—Vitamin C (ascorbic acid) Deficiency—From not eatng sufficient foods with
Vitamin C—Oranges, grapefruit, limes, lemons, paupau and guava have much Vit. C. Tomatoes
and cabbage have some.

Symptoms: 1) Bleeding under skin and into joints  2) Skin breaking down 3) Sore mouth
4) Loosening teeth 5) Very bad-smelling breath, and finally 6) Death.
Treatment: 1) Vitamin C 500 mg. tabs BID, or much fruit containing Vitamin C
2) Correct the diet

—
Rickets—Lack of Vitamin D—Sunlight I'i*

on the skin is the main source of
Vitamin D for most Liberians. Fatty fish
and fish ail are good food sources. Cow
liver, egg yolk and milk aso have some
Vitamin D. Some milk has Vitamin D
added toit.

Vitamin D is needed to absorb calcium
from food. Calcium deficiency can also
cause Rickets..

Rickets usually occursin children 6 to 24
months old who have not had sufficient
sunlight on their skin.  The most
common symptom is bowed legs.

The treatment is to supply both Vitamin
D (sunlight and food) and sufficient
calcium from food or milk.

Use the rest of this page for additional notes.

Child with Rickets before treatment
Perlstein/Shiel
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Average Doses of Drugs For Clinics, Health Centers, and Hospitals
Key-Drug supplied to: Clinics & HC ( * ), Health Centers (HC), Co. Hospitals (hosp), Referral Centers (ref)

Drug

‘ Adult Dose

Child Dose (20 Ibs)

ANTIBIOTICS

Ampicillin 1 gram vial*

1-2 gm IM/IV Q 6 H for serious
situations

250-500 mg IM/IVQ 6 H
Often refer after first dose

Amoxicillin 250 and 500 mg
tablets,* 125/5 mL syrup

500 mg tablet TID

125-250 mg syrup TID

Azithromycin 250 mg tab (ref)

2 first day, then 1 x 4 days (in
clinic use erythromycin instead)

10 mg/kg day 1
5 mg/kg day 2-5, susp.
available

Cefalexin 500 mg tablet (hosp)

500 mg TID-QID
(clinic: try flucloxacillin instead)

Y, tablet TID

Ceftriaxone 250 mg and 1 gm
vials (hosp)

1 gm daily IM/IV for serious
infection, 250 mg once for GC

500 mg IM as single dose for
serious infection

Chloramphenicol 250 mg tablet
(hosp)

2 tablets QID

Chloramphenicol 1 gm vial*

1gmIVQ6H

25mg/kgIVQ 6 H

Ciprofloxacin 500 mg tablets
(hosp)

1 BID—very good for UTIs,
bacillary dysentery, and typhoid

Cotrimoxazole 200/40 mg per 5
mL susp.* and 100/20 and
400/80 mg tablets*

2 (two) 400/80 tablets BID or
1 (one) 400/80 tablet QID

200/40 susp.—5 mL BID
Do not give under age 2.

Doxycycline 100 mg tablets and
caps*

1BID

Erythromycin 250 and 500 mg
tablets*, 125/5 mL susp.

250 mg QID or 500 mg BID or
TID just before meals

5 mL susp. TID or QID before
meals

Flucloxacillin 250 mg tablets*
125/5 mL susp.

1-2 tablets QID for staph and
add penicillin tablets to cover
strep

3-5 mL susp. QID-for 20 Ibs wt
1 mL QID—10 Ibs

Gentamycin 40 mg/mL amp*

1.7-2.5mg/kg IV/IMQ 8 H
(limit 300 mg total/24 hours)

1.5-2.5 mg/kg IV/IM Q 8 H or
2.5-3.75mg/kg IV/IM Q 12 H

Metronidazole 200/250 mg
tablets*

Giardia—1 tab TID x 7 days
Amebiasis—3 tablets TID x 7—
10 days

Giardia—Ys tablet TID x 7 days
Amebiasis—% tablet TID x 7-10
days

Penicillin, benzyl benzathine
2.4 mu vials*

1 vial IM for strep throat
(Note:10 days of oral amoxicillin
or oral penicillin is better)

Give oral amoxicillin susp. or
oral penicillin instead of benzyl
penicillin IM.

Penicillin, phenoxymethyl 250
mg tablets* and 125/5 mL
suspension

1-2 tablets QID

3 to 5 mL susp. QID

Penicillin inj. (procaine pen. G)
10ml vial * 300,000 u/cc

2—4 cc IM daily or BID, must be
given every day—never give
only 1 dose

1 cc IM daily or BID
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Drug

Adult Dose

Child Dose (20 Ibs)

ANTIPARASITICS

Benzyl benzoate 25% emulsion*

Apply to entire skin, neck to
toes, wash off 24 hr later.
Repeat next day.

Same for child

Diethylcarbamazine citrate
(hosp) 50 mg tablets

Dosage-See Bancrofti (pg. 51).
Not for onchocerciasis!

Very rarely needed for child

Ivermectin tablets*

3 tablets single dose yearly for
onchocerciasis

Rarely needed for small child

Mebendazole 100 mg tablets*

1 tab BID x 3 days, or 5 tablets
as single dose
(Pinworm—one tablet only)

1 BID x 3 days (or 5 stat)
Pinworm—one tablet only
(Not for under 1 year of age.)

Metrifonate (bilharcil) 100 mg
tablets--only for S. hematobium
if available

5 or 6 tablets stat, repeat in 4
weeks if needed

1 tablet stat

Metronidazole 200 mg or 250
mg tablets* and 125/5 mL syrup:
5 mL = % tablet

Ameba—3 TID x 10 days
Giardia—1 TID x 7 days
Trichomonas—1 TID x 7 days

% tablet TID x 5-10 days
Y. tablet TID x 7 days

Piperazine 500 mg tablets and
syrup 500 mg/5 mL

7 tablets stat once only, or
35 mL (7 tsp) syrup stat

3 tablets stat or 15 mL (3 tsp)
stat

Prazequantel (biltricide) 600 mg
tablets*

40 mg/kg single dose after
breakfast: 132 Ibs = 4 tablets

Approximately ¥ tab
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Drug

Adult Dose

Child's Dose (20 Ib)

Aminophylline 100 mg tablets

1 or 2 tablets QID for asthma

Ya— Y tablet TID or QID

Antacids (many types):

— Magnesium trisilicate 500 mg
tablets*

— Aluminum hydroxide 500 mg
tablets

— Alum. hydroxide 320 mg/5 mL
syrup

— Alum. hydrox.+ mg trisilicate
tablets

— Calcium carbonate 500 mg

1 or 2 tablets or 2 tsp TID, QID, or
PRN

Usually not needed in small
children.

Aspirin 300 mg tablets*

1 or 2 tablets TID or QID or 2 PRN
(not for upper abd. pain)

Y. tablet TID, do not give for
influenza or chicken pox

Aspirin (child's) 81 mg*

1 daily to prevent arterial clots

1 TID or QID, see above

Benzoic acid cpd. (Whitfield's
ointment)*

Rub small amount into ringworm
BID until clear.

Same for child

Calcium lactate 300 mg tablets

1 tablet daily, BID, or TID

15 tablet TID, not needed with
milk

Chlorpheniramine 4 mg tablets*

1 QID PRN for allergies

Cautiously Y4 tablet QID, rarely
needed for small children

Cimetidine 300 mg tablets (hosp)

1 QID with meals and HS

Clotrimazole 1% cream*

Rub small amount into ringworm
BID until clear.

Same for child

Clotrimazole 100 mg pessary*

Insert 1 daily for 7 days

Cough syrup (adult), many kinds;

Usually 1-2 tsp QID

Usually ¥ tsp QID

read the label (Read label)

Children’s cough syrup — Usually 1 tsp QID
(Read label)

Decongestant tablets Many kinds; read the label. Not for child

Diazepam (valium) 5 mg tablets*

1 QID as muscle relaxant or TID
for anxiety—not for long use.

Diazepam inj. 10 mg/2 mL*

For seizure, 2 cc very slowly IV

0.3-0.4 cc very slowly IV

Digoxin tablets (Lanoxin)
0.25 mg tablets
(hosp)

For CHF, initially 2 TID

for 1 day; then %2 or 1 tablet daily
(if pulse over 60) depending on
response.

1 tablet BID first day if no
previous digoxin; then ¥ tablet
daily (let pediatric specialist
prescribe).

Epinephrine (adrenaline) in;.
1:1000 in 1 cc amp.

Asthma—0.4 cc SC and repeat if
needed in 20 min.

Anaphylactic Shock—0.2-0.4 cc
IV or 0.6-1.0 cc IM

Asthma—0.2 cc SC and
repeat if needed in 20 min.
Anaphylactic Shock—0.3 cc
IM
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Drug

Adult Dose

Child's Dose (20 Ib)

Ergometrine inj. 0.5 mgin 1 cc
(for use by certified midwife)

Postpartum bleeding only—
Y2 -1 cc SCor'cclV

Ergometrine 0.5 mg tablets

1 tablet for postpartum bleed

Ferrous sulfate tablets 200 mg

Prenatal—1 daily, but if
Anemia—1 BID or TID

Use child’s syrup, read label
for dose. Too much is toxic.

Ferrous fumarate syrup
* 20 mg/mL

Supplement— % tsp daily
Anemia—2 tsp BID

* Folic acid 5 mg tablets

1 tablet daily

Y4 tablet daily

Ferrous sulfate 200 mg +
folic acid 0.25 mg tablets*

Prenatal—1 daily
Anemia—1 BID or TID

Furosemide 40 mg tablets
(hosp) and 20 & 40 mg amps

1 daily or bid—acts fast, but
hydrochlorothiazide costs less

Rarely needed. Consult
pediatrician.

Gentian violet solution*

Apply daily to candida or BID to
mouth sores.

Apply daily or BID to thrush.

Hydralazine 20 mg/mL in;.
(hosp)

20-40 mg IM/IV PRN for severe
HTN needing immediate decrease

Hydrochlorothiazide tablets*
25 or 50 mg

1 or 2 tablets daily (25 to 100 mg
daily) (Often not much help from
giving more than 50 mg/day)

Rarely needed— ¥ tablet of
25 mg daily (consult
pediatrician)

Hydrocortisone* 1% cream

Apply BID to rash.

Apply BID to rash.

Ibuprofen 200 mg tablets*

1to 3 tablets as a single dose or
BID, TID, or QID with food

Try paracetamol syrup
instead.

Ichthamol 20% oint.

Apply daily over abscess to cause
skin to thin and abscess to drain.

Same—may not be needed
with antibiotics

Laxatives:

e Bisacodyl 5 mg tablets*
o Milk of magnesia

o Liquid paraffin

Do not give if lower abd. pain
e 1or2tablets HS

e 2 tablespoons (1 0z) HS
e 1-2tablespoons HS

Small children do not need
laxatives—do not give.

Levothyroxine 100 mcg tablets
(hosp)

1 daily for hypothyroidism
(doctor will prescribe)

Rarely-only for child proven to
be hypothyroid—pediatrician
will prescribe amount

Lidocaine 1% plain (also 2%*
plain and 2% with epinephrine)

Infiltrate SC around laceration

before suturing (but do not use
Lidocaine with epinephrine for

fingers or toes).

Same for child with laceration

Magnesium sufate 50% amp
(hosp)

For seizures with toxemia of
pregnancy

Methyldopa 250 mg tablets

1 BID or TID for hypertension

Oral rehydration salts* (1 packet
makes 1 liter)

Drink 2 to 6 liters a day while
having diarrhea--depending on
degree of dehydration

Perhaps 1 L or less daily
(more if severe diarrhea)

Oxytocin 10 IU/mL amp*

See instructions in LABOR AND
DELIVERY section, pg. 234-245

Paracetamol 300 and 500 mg
tablets* and syrup 125 mg/5 mL

1-2 tablets QID for pain
or fever (avoid if liver damage)

1 tsp syrup QID (read label) or
Y4 tablet (too much is toxic)
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Drug

Adult Dose

Child's Dose (20 Ib)

Phenobarbitone 30 or 60 mg
(hosp) tablets (for seizures)

90-300 mg daily HS—may
increase to 450 mg maximum

30-60 mg HS
90 mg maximum

Phenytoin 100 mg tablets
(Health Center) (for seizures)

200 to 600 mg daily
Often used with phenobarbital (for
seizures)

12—1 tablet or caps

Prednisolone 5 mg tablets (hosp)

Dose and duration vary—for
asthma 6 daily x 5-7 days to
temporarily supplement
salbutamol or other continuous
daily asthma meds.

A 5-day course of 1to 2
tablets may help an acute
attack of asthma (with other
meds).

Promethazine (phenergan)* 25
mg tablets, syrup 1 mg/mL

1 tablet BID

1 tsp syrup BID

Propranolol 40 mg tab
(hosp) (HC)

1-2 tablets BID or TID for HTN or
for migraine prophylaxis

Reserpine 0.25 mg tablets

1 daily or BID

Salbutamol 2 mg tablets (HC)
and inj. 0.5 mg/mL (hosp), and
inhaler (inhaler likely not available
at present)

Asthma—2-4 mg QID
Also relaxes uterus to delay
premature labor

Asthma—Seek pediatric
advice—a nebulizer would be
very good, but rather
expensive, not likely available.

Sulfacetamide eye oint. Apply under lower eyelid QID Apply QID
Tetracycline 250 mg caps lor2QID Avoid in children
Tetracycline eye oint. Apply under lower eyelid QID Apply QID

Vitamins (multivitamins)
Tablets. And syrup

1 tablet daily

Y —1 tsp syrup daily

Vitamin A—50,000 and 200,000
IU caps*

Breastfeeding mothers—200,000
IU within 6 weeks after delivery

Children 6-11 months—
100,000 IU once

1-5 yr—200,000 IU PO Q 6
months

Zofran (ondansetron) 4 & 8 mg
tabs, 8 mg rapid dissolving, &
syrup 4 mg/5 cc (all forms may
not be available)

Excellent for stopping vomiting—
age 12+--8 mg. TID maximum

4-11 yr.—4 mg TID maximum
Do not give if liver failure.

Do not give with phenergan.
May cause slow pulse.
Occasional allergic reactions,
twitching, vertigo, rare seizure

Psychotherapeutic Medications

Chlorpromazine 25 and 100 mg
tablet and 25 mg/mL amps (hosp)

25 to 100 mg BID for psychosis

Amitriptyline 25 mg tablets

1-3 tablets HS for depression

Carbamazepine 200 mg tab, 100,
200, 400 mg XR, 100 mg/5 ml susp

Start with 200 mg BID (seizures)
Max: 1200 mg/day

Fluoxetine 20 mg caps

Initially 1 cap daily for depression
If needed, increase to 2 or 3 daily

Imipramine 25 mg tablets

3 tablets HS for depression—may
be increased later to 150 mg (6
tablets)
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MEDICATIONS FOR SPECIFIC ILLNESSES:

MEDICATIONS FOR MALARIA—see pg. 46 - 48
MEDICATIONS FOR DIABETES—see pg. 153 - 154
MEDICATIONS FOR LEPROSY—see pg. 119 - 120

MEDICATIONS FOR TUBERCULOSIS—see pg. 131

THE MAIN IV FLUIDS YOU WILL PROBABLY NEED ARE:
For INTRAVENOUS FLUIDS—see pg. 18.

= NORMAL SALINE (NS) (0.9%)

= RINGER'S LACTATE

= %-STRENGTH DARROW’S SOLUTION IN 2%% DEXTROSE
= %-STRENGTH RINGER’S LACTATE IN 2%% DEXTROSE

m DEXTROSE 5% IN WATER (D5W)

m POTASSIUM CHLORIDE (KCL) 10% in 10 mL amp. as an
ADDITIVE
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LEPROSY

Leprosy is a chronic infectious disease that affects the skin and nerves.

Cause

An acid-fast bacillus known as
mycobacterium leprae

Epidemiology
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Mycobacterium leprae on a microscope slide

m RESERVOIR—Humans--it can only be caught from infected human

beings.

m METHOD OF TRANSMISSION—Leprosy is usually spread by droplets

from patients sneezing and coughing
who have many bacilli in their nose and
throat (multibacillary patients). It is also
possible to spread it by skin contact
from an ulcerated nodule of an
untreated multibacillary patient, but
this is much less likely.

Leprosy is actually not very contagious.
In fact, although it is possible to catch

Leprosy bacilli sneezed out in the air
are breathed in by those living
in the same room

leprosy from exposure to a multibacillary patient or objects

contaminated by his nasal secretions,
those living in the same house in close
contact with the patient are most likely
to catch it. But most people have

LEPROSY IS THE WORLD’'S
LEAST CONTAGIOUS
INFECTIOUS DISEASE

natural resistance to leprosy and cannot develop it.

= INCUBATION PERIOD—Usually 2—4 years or longer after exposure.

LEPROSY IS ONLY VERY MILDLY CONTAGIOUS
IT IS SPREAD MOSTLY BY THE RESPIRATORY ROUTE
FROM MULTIBACILLARY PATIENTS
IT TAKES 2 YEARS OR LONGER TO DEVELOP SIGNS OF LEPROSY
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Types

Leprosy is divided into two main types: paucibacillary (only a few bacteria
present), and multibacillary (many bacteria present). The type of leprosy
that develops depends upon the resistance of the patient’s body to the
bacteria. Paucibacillary (also called tuberculoid) patients have 1-5 lesions
and are actively resisting the bacteria. Multibacillary patients with 6-25
lesions have moderate resistance, which may increase and decrease and
develop reactions very easily. Multibacillary lepromatous patients with
more than 25 lesions have essentially no resistance at all. (NOTE: “multi”
means “many” and “pauci” means “few.”)

The earliest sign of leprosy is usually a single light area on the skin that
may or may not be able to feel touch from a piece of cotton. At this early
stage, it is said to be indeterminate leprosy; as it cannot be determined at
this time how much resistance the patient has, and whether he will cure
himself or develop paucibacillary or multibacillary leprosy.

It is important for the health worker to be able to correctly diagnose the
two different types; since the length of treatment and kind and probability
of reactions are different with each type. The characteristics of each type
are shown below.

THE RELATIONSHIP OF THE DIFFERENT FORMS OF LEPROSY

(Most exposed peogple
__develop no clinical dlseabe,

CUT‘E |

||TO” LEPROSY |, -»!'NO CL INICAL DISEAS

A few exposed people Some’fﬁgeterminate !
slowly develop in etermlnate cases cure themselves !
leprosy |
i

o Paucibacillary or

INDETERMINATE Tuberculoid leprosy

(early) i often cures itself

EPROSY i but causes damage

/ S — to one nerve.
q \\\\\ |
A ,!

Some indeterminatg cases progress to:
I

Multibacillary Multibacillary (6-25 lesi Paucibacillary leprosy
‘Ezgromatousﬁ’ lJIMITy( esions) {TuberQEi§ld)p :
IMULTIBACILLARY | MULTIBACILLARY 'PAUCIBACIL IARY
| ROSY | o] (MOderat@ RESStANCE)  fuwomvn || LE PROSY i

Multibacillary leprosy patients with moderate resistance to leprosy bacteria are the
most likely to develop severe reversal reactions with significant nerve damage.
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The Differences between Multibacillary and Paucibacillary Leprosy

Signs of Multibacillary Leprosy:

Lepromatous Nodules and
Many Lesions

No Nodules and Fewer
Lesions

Signs of Paucibacillary
Leprosy

Skin lesions, many.
Borders are not at all
clear (vague or hazy).
Lesions always
symmetrical and may
not be anesthetic.
Lesion color: reddish

Skin lesions—6 to 25.
Borders are fairly clear,
but less clear than
paucibacillary. Lesions
usually symmetrical and
most usually anesthetic.
Color: usually pale

1. Skin lesions—1 to 5.
Borders are very clear
and definite. Lesions
not symmetrical.
Lesions always
anesthetic.

Color: always pale

Bacteria easy to find in
large numbers in skin
slit scrapings and nasal
secretions.

A few bacteria are
sometimes found in skin
slit scrapings from
lesions only.

2. Bacteria often not
present in skin
scraping report.
(Bacteria are very
difficult to find.)

Late nerve damage
occurs on both sides
and may damage many
nerves. Often: “stocking-
and-glove” anesthesia
develops.

Early nerve damage and
very frequent reactions-
more than 1 nerve often
involved and usually
both right and left sides.
No “stocking-and-glove”
anesthesia.

3. Early nerve damage
may occur, but no
more than one nerve
is involved. No
“stocking-and-glove”
anesthesia develops.

Other people can catch
leprosy from an untreated
multibacillary patient.

These multibacillary
patients are much less
able to spread leprosy to
anyone else.

4. Paucibacillary patients
are not contagious,
even if untreated.

Without treatment
always slowly becomes
worse. May cause death
from complications in 10
to 20 years.

Often slowly clears the
bacteria from the body
by itself but usually
leaves the patient
crippled.

5. Usually clears bacteria
from the body without
medication in 3-5
years, and in much
less time if given
medications.

Skin nodules as well as
raised thickened skin
areas.

Skin nodules do not
develop.

6. Skin nodules do not
develop.

These multibacillary
patients have almost no
resistance to leprosy
bacilli.

These multibacillary
patients have moderate
resistance which may
increase and decrease.

7. Paucibacillary patients
have higher resistance
to leprosy bacilli.

NOTE: Cases may also fall in between these groups. Modified from G.
Frederiksen and the Liberian Leprosy Control Program.
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S&O0—

m SKIN—Light spots develop that usually cannot feel cotton lightly touch
them (lack of feeling is called anesthesia). Often these spots have lost the
fine skin hairs and are unable to sweat. In multibacillary patients with
many lesions, on occasion, some of the lesions may not be anesthetic, the
eyebrows lose hair, and subcutaneous nodules and skin thickening develop.

s NERVE DAMAGE—Causes paralyzed muscles and inability to feel touch or
pain. Complications that develop from nerve damage which has caused
anesthesia and paralysis are:

Contractures Swollen nerves Loss of fingers or toes
Foot ulcers Foot or wrist drop Inability to close the eye

m NOSE DAMAGE—Infection of the nasal tissues causes nasal congestion (like
a fresh cold). In neglected multibacillary patients the many leprosy bacilli
that are present destroy tissue inside the nose that causes broadening and
collapse of the nose.

A—
1. Make a diagnosis of leprosy if the person has:

m Large light spots on the skin which are anesthetic (cannot be felt when
they are touched lightly with a piece of cotton), OR

m Light spots on the skin (even if some spots are not anesthetic) if nerve
damage is also present (such as swollen, tender nerves or contractures)
(see NERVE DAMAGE above), OR

m Leprosy bacteria are seen on an acid-fast smear from a slit skin scraping
or from nasal discharge.

2. Classify Patient as Multibacillary or Paucibacillary--Examine the patient to
determine whether he is multi- or paucibacillary. Count number of lesions,
note clarity of borders, and other distinguishing characteristics of each
type—see table on previous page.

Register the Patient and Check Nerves, Muscles, Hands and Feet

1. Register the patient for your clinic records and for notification to Leprosy
Focal Person

2. Check nerves for swelling and tenderness—Great auricular, ulnar, radial
cutaneous, median, peroneal and posterior tibial on both right and left sides
and record the status.

3. Check muscles—Voluntary muscle testing (VMT): eyelid, fifth finger, thumb
up, foot up.

4. Check sensation—Symmetrical eyelid blink, and 10 points to pen touch, both
palms and soles

5. Check hands and feet for skin cracks, wounds, clawed fingers, missing digits,
or foot or wrist drop. Grade all findings as: Normal = 0, Mild Disability = 1,
Severe = 2.
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P— Proper management consists of:
e Regular correct Medications
e Regular Examinations, and
¢ Education
(See the Protocol to Diagnose and Manage
Leprosy, pg. 118):

1. MEDICATIONS—
Patient must be placed on the proper
medications for his type of leprosy. See the
prOtOCOI on pg. 113 - 120. Foot ulcer with missing toes

2. REGULAR EXAMINATIONS—See the patient every 4 weeks to:
a. Make sure he is taking his drugs regularly and correctly.

b. Give him supervised medicines which you watch him swallow, and
another 4 weeks of blister pack medicines to carry.

C. Examine him for possible drug reactions (see pg. 133) and for reversal or
Erythema Nodosum Leprosum (ENL) reactions (see pg. 116).

3. PATIENT EDUCATION—Adequately educating the patient and the relatives
concerning leprosy and its treatment is extremely important.

a. Both the patient and his relatives must clearly understand that the
treatment of leprosy will take 6—-18 months.
The relatives must agree to encourage the
patient to be checked every 4 weeks on the
same day and to always take his medication.

b. Explain the symptoms of leprosy reactions
according to the patients’ categories, and
instruct them to come for treatment
immediately if any of these symptoms appear.

c. Teach patients who cannot feel in their hands
or feet to look daily for injury to the fingers or Hand with missing digit
toes or for ulcers starting to develop on the and finger contractures
soles of the feet. Patients developing foot ulcers must have a plaster cast

placed on the foot to force them to rest it until the foot ulcer is completely
healed.

d. Patients who cannot feel pain in the feet must wear special shoes to prevent
development of foot ulcers.

e. If the disease has already caused an arm or leg to become very weak or
paralyzed, teach the patient to fully move that weak part 3 times every day
to prevent contractures from developing.

f. Teach the patient and his relatives that on each visit he will swallow
supervised medicines, and be given a blister pack of medications for 4
weeks. (Next visit must be in exactly 4 weeks.)
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Reactions

A reaction is a response of the body to dead leprosy bacilli. Check for possible
reactions whenever you are examining a leprosy patient. Reactions are the most
dangerous part of leprosy. They can cause nerve damage or even death, and are
most likely to occur during the first part of treatment. There are two types of

reactions—Reversal and ENL.

reaction.

Never stop dapsone therapy during either type of

m TYPE | (or REVERSAL) REACTION—Occurs most often in multibacillary leprosy
with moderate resistance. It can rapidly cause swelling, pain, and damage to the
nerves that can cause serious crippling in a short time. Therefore, unless it is very
mild it requires emergency treatment and should be referred to the hospital
quickly. It causes skin lesions to swell and scale and sometimes to develop skin

ulcers.

m TYPE Il (ENL or LEPROMATOUS) REACTION—Occurs in the multibacillary patients
with many lesions and almost no resistance. It is most common during treatment
when the patient’s resistance is improving and the bacilli are dying. These
patients develop painful nodules (ENL) that swell and may ulcerate. This reaction
is less likely to cause crippling than Type |, but it can sometimes be very severe
and life-threatening with high temperature and inflammation of the joints,
lymph nodes, testes, and eyes. Refer all severe cases quickly to a hospital.

Summary of Reversal (Type ) and ENL (Type Il) Reactions and Their Management

Symptom Mild Type | Reaction| Severe Type | Mild Type Il Severe Type Il
1. Fever |Absent or mild fever |Fever, often from Low fever High fever:
100°-102°F approx. 104°F or
40°C
2. Skin Often become red Swollen and Red SC nodules SC nodules may
Lesions |and swollen may ulcerate (ENL) swell & ulcerate
3. Nerves |Become swollen and | Swollen, tender, Nerves may become |Nerves swollen,
tender to pressure and painful, with swollen and tender to |tender and
increasing pressure painful even
anesthesia and may without pressure
develop paralysis
4. Joints Normal May be swollen, May have mild joint | Severe joint pain
especially the wrist | pain and swelling and swelling
joints
5. Eyes Normal May be inflamed Normal May be inflamed
6. Manage-| Give aspirin 2-3 tabs| Treat with If very mild give ASA |Send immediately
ment QID (or ibuprofen) prednisolone, or 2-3 300 mg tabs QID |to the hospital
and chloroquine 250 | refer immediately to | (or ibuprofen) and with clinic record
mg 1 BID, and refer |the hospital for chloroquine 1 BID. for admission and
if not quickly better. |steroids to prevent |Watch closely and treatment with
nerve damage. refer if not quickly clofazimine and
improved. prednisolone.

Refer even the mildest reactions that continue for more than 6 weeks.
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Prevention of Leprosy

1. Find early cases and treat them early—Multibacillary patients who have not
received treatment are the source of infection to the community. Once
treatment is started the leprosy will not be caught by others. Early detection
and early treatment will therefore prevent spread to other people.

Early treatment also prevents deformities. Don’t forget to educate patients to
watch for reactions to prevent nerve damage, which causes crippling
deformities.

2. The community must:

e Understand that leprosy is only mildly contagious and that most people
have too much natural resistance to catch it. :

e Understand the necessity of examining all
household contacts to find any new cases
that will also need treatment.

e The community must understand that leprosy
patients who are receiving treatment will not
spread the disease and do not need isolation.
Leprosy patients are now no longer placed in
special hospitals or villages, but treated in
their own towns while they continue to live
and work with their own families.

e The community and the family of the patient
must encourage the patient to keep all clinic
appointments and continue taking all
medications faithfully.

borderiine
leprosy

3. Examination of all school children and village
surveys are useful in finding early cases and
preventing spread by early treatment. Leprosy is
most commonly caught during childhood.

Deformities (of foot, hand, and face) shown in
this section could have been prevented by early
treatment.

PREVENT LEPROSY FROM SPREADING AND
FROM CAUSING DEFORMITIES BY FINDING
AND TREATING EARLY CASES

4. BCG vaccine may give mild protection to children
against catching Leprosy. with treatment.
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PROTOCOL TO DIAGNOSE AND MANAGE LEPROSY

SKIN ’ Is the spot LIGHT?

LESION (Hypopigmented— } NO } NOT LEPROSY—See Skin Protocol

pale or reddish)

YES

v
Is the patient ABLE Does the patient have:
to FEEL cotton YES, he CAN NERVE SWELLING? NO. he h
touch the light p feelthe cotton Pl or PARALYSIS? NONE of these
lesion? touch him or CONTRACTURES?

or REDUCED FEELING?
NO, he is NOT > { Hehas i YES, he has one or
ABLE to feel it { LEPROSY : more of these
v

1. Do a SKIN SCRAPING for Acid Fast Bacilli (A.F.B.) in a patient with many skin lesions or nodules.
2. EDUCATE THE PATIENT & RELATIVES and GAIN THEIR COOPERATION
3. Treat the patient AT HOME in his OWN VILLAGE. Do NOT isolate him. (See paoes 115 -
4. The patient should STAY WITH HIS FAMILY and CHILDREN. Examine the family to find any other cases.
Next DETERMINE the TYPE of LEPROSY:
v
INDETERMINATE or SINGLE LESION
SINGLE EARLY LESION and NO NERVE LEPROSY o
DAMAGE? YES } 1. Have doctor confirm if possible.
2. PAUCIBACILLARY TREATMENT x 6 mo.

(Lesion might not be anesthetic to touch) ! -
3. Examine patient every 4 weeks, and

4. Refer if more lesions develop.

NO W
1. One to 5 definite skin lesions, and PAUCIBACILLARY(TUBERCULOID) LEPROSY
2. Very clear, distinct borders, and 1. PAUCIBACILLARY TREATMENT x 6 mo.
3. Lesions anesthetic to cotton touch, & YES (See Treatment Regimen next page)
4. None or only one nerve damaged, and for } 2. Examine patient every 4 weeks.
5. No skin nodules are present, and a!l 3. These patients are not likely to develop
6. Likely NO AFB seen in the skin slit scraping? | $'* Leprosy reactions or ulcers.

NO, for at least some questions above W

1. MANY symmetrical lesions on skin, and MULTIBACILLARY (LEPROMATOUS) LEPROSY
2. Borders are INDEFINITE (not clear),and YES 1. Give MULTIBACILLARY TREATMENT for 12
3. Sometimes lesions are NOT anesthetic,& at 4-week courses within 18 months
4. May have MANY NERVES DAMAGED if late, least } (Continue longer if skin scraping still positive)

& #1.2 (See Treatment Regimen next page)
5. Often “STOCKING & GLOVE" anesthesia, & &7’ > |2. Examine the patient every 4 weeks.
6. Often SKIN NODULES are present, and 3. Watch for reactions™ or foot ulcers.**
7. MANY AFB seen in the skin scraping?

NO @
1. Six to 25 definite skin lesions, and MULTIBACILLARY LEPROSY (6-25 Lesions)
2. Rather clear borders of lesions, and 1. Give MULTIBACILLARY TREATMENT
3. Lesions anesthetic to cotton touch, and YES (Same as for MULTIBAC. Lepromatous Lep-
4. May have more than 1 NERVE DAMAGED, f rosy).
or . .

and All 2. Examine the patient every 4 weeks.
5. NO SKIN NODULES are present, and 3. WATCH MOST CAREFULLY FOR REAC-
6. Very few (or no) AFB seen in skin scraping? TIONS*

4. Watch for foot ulcers.**

*For instructions for reversal and ENL reactions see pg. 116. For drug reactions, see pg. 133.

**Patients with foot ulcers must have a plaster cast and not step on the foot until the foot is
completely healed. (The cast prevents them from walking on the ulcer.)
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Paucibacillary Therapy

The medicine to carry comes in a blister pack with just the correct amount for
both Paucibacillary and Indeterminate leprosy. The patient needs 6 treatments
of 4 weeks each, over 6 to 9 months. Remember to check for reversal (pg. 116)
and drug reactions (pg. 133) every visit.

Adult

1. During the monthly visit: 100 mg dapsone (one tablet) and 600 mg
rifampicin. Watch the patient swallow these. This is supervised therapy.

2. Give dapsone 100 mg, 27 tablets to carry—must take 1 daily.
3. See patient again in exactly 4 weeks.

Children
Take the same drugs in the same way, except lower doses:

4-7 yrs: Dapsone 25 mg and rifampin 300 mg--swallow in clinic, and
Dapsone 25 mg, 27 tablets to carry—take 1 daily at home.
8-14yrs:  Dapsone 50 mg and rifampin 450 mg--take in clinic, and
Dapsone 50 mg,—27 tablets to carry--take 1 daily at home.
Over 15 yrs: Adult doses

See patient again in exactly 4 weeks. Discharge from treatment after 6
cycles.

Multibacillary Therapy

The medicine to carry comes in a blister pack with just the correct amount, and
is the same for all multibacillary patients. The patient needs 12 treatments of 4
weeks each over 12 to 18 months. Remember to check for reversal and ENL
reactions (pg.116) and drug reactions (pg. 133) every visit.

Adult

1. During the monthly visit give the patient:
= 100 mg dapsone

» 600 mg rifampicin
= 300 mg clofazimine
= Watch the patient swallow all of these; this is supervised therapy.

2. Then give the patient a blister pack to carry with:
= Dapsone 100 mg, 27 tablets to carry home—take 1 tablet daily.

= Clofazimine 50 mg caps, 27 to carry home—take 1 daily.
3. See the patient again in exactly 4 weeks. Treat for 12 such cycles.
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Children
Take the same drugs in the same way, except lower doses.
4-7 yrs: Dapsone 25 mg, rifampin 300 mg, and clofazamine 100 mg

swallowed supervised on visit, and dapsone 25 mg daily for 27
days to carry, and clofazamine 50 mg twice a week (7 doses).

8-14yrs:  Dapsone 50 mg, rifampicin 300 mg, and clofazamine 200 mg
swallowed supervised on visit, and dapsone 50 mg daily for 27
days to carry, and clofazamine 50 mg twice a week (7 doses)

Over 15 yrs: Adult doses

See the patient again in exactly 4 weeks. Discharge from treatment after
12 cycles.

For further leprosy information, see the excellent Liberian Manual for
Tuberculosis and Leprosy Control.

EARLY, ADEQUATE, AND REGULAR TREATMENT PLUS COMMUNITY
EDUCATION ARE THE KEYS TO CONTROLLING LEPROSY.
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TUBERCULOSIS

Cause

Tuberculosis (TB) is caused by rod-shaped, acid-fast bacteria called
Mycobacterium tuberculosis. They are very much like the bacilli that cause
leprosy.

Epidemiology
m RESERVOIR—Mostly humans are the reservoir (although cow and bird TB can
also be caught by people).

m  TRANSMISSION—Most usually by the respiratory route (droplet-spread) from
coughing patients usually living or working in the same room or building.

m DEGREE OF CONTAGION is mild—It is more contagious than Leprosy but
much less contagious than measles or common colds.

m AGE AND HEALTH—Children less than 5 years, old people, and ill people
(especially people ill with AIDS or diabetes) and malnourished people
develop TB much more easily.

Types
m “CHILDHOOD” or PRIMARY TUBERCULOSIS—Usually develops 4-12 weeks
after a person is first exposed heavily enough e oe
and long enough to someone with TB. It {sa it
usually occurs in the lung and may cause a |,
cough and fever resembling influenza or a
severe cold and lasting for a few weeks. The
body of a healthy person then usually
destroys the invaders (although a few of the
bacteria may remain alive but inactive), and
controls the disease without further damage,
and the person usually never realizes that he
had TB. The patient’s TB skin test becomes
positive and his lung slowly develops calcified
spots where the disease was. However, in
small children, or malnourished, ill or weak
people, the body may not be able to control
this childhood-type infection—it may spread,
causing miliary TB, TB meningitis, adult-type
pulmonary TB, or other complications.

m PULMONARY TUBERCULOSIS (ADULT TYPE
or SECONDARY TB)—Pulmonary TB develops after a person who previously
had “childhood” TB becomes heavily infected a second time. This second
infection may be from:
« Another person with TB, or

« From TB bacilli from his own childhood-type or primary infection, which
his body defenses have surrounded and controlled, but not completely

Healed primary TB with calcified spot
in right lower lung and calcified hilar
lymph nodes (arrows)
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= COURSE of the illness—Pulmonary TB

destroyed. When the person’s immune system becomes weak from some
cause such as AIDS or another serious illness, TB bacteria may break
through the body defenses and spread in the lungs, causing pulmonary TB.

Pulmonary TB usually first develops in the upper (apical) part of the lungs.

Pulmonary TB (“Adult” or Secondary” TB) is the illness we think of when we say
a person has TB. It often starts gradually with a cough and mild fever. Other
common symptoms soon develop, such as:

o Chronic cough, either dry or
producing sputum

« Weight loss (emaciation)
« Lack of appetite (anorexia)

« Failure to gain weight in children
« Night sweats and fevers

« Blood-streaking in the sputum

o Chest pain

« Increased pulse rate

usually occurs mostly in the upper
(apical) part of the lungs and often
slowly becomes more severe. It
gradually destroys lung tissue and
causes the development of lung cavities.
The patient coughs, runs fevers, has a poor appetite, and loses weight.
Destruction of blood vessels in the lung causes hemoptysis (coughing up
blood). Without treatment many pulmonary TB cases slowly become worse
over a period of months or years with temporary periods of slight
improvement, and many finally die. Some may even heal slowly without
medication. A few become worse rapidly and die within a few weeks or
months. But with proper treatment most recover, unless they also have some
other serious illness such as HIV or diabetes. Patients with diabetes or HIV
develop TB easily and require diabetic or HIV treatment along with the TB
medicines.

in the right upper lung from TB.

TUBERCULOSIS IN AN INFANT OR CHILD—TB may develop in the lung of a child
and cause the same symptoms that pulmonary TB does in an adult, but it
frequently causes entirely different symptoms with no cough being present. Such
children are often treated for malaria, typhoid, kwashiorkor, or other illnesses
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and when they fail to improve, their true cause of death from Tuberculosis is
never suspected.
In children, TB frequently causes one of the following four types of illnesses:
(From The Child in the Health Center, LKN, King)
= LOSING WEIGHT—The child does not gain weight and may develop
Kwashiorkor
= COUGH or wheezing for more than 1 month
= FEVER that may either occur every day or come and go for many weeks
=  CHRONICALLY ILL—with no good explanation for the cause of illness. Such
children are irritable, do not want to run about and play, and have a poor
appetite. Their parents may even believe the child has been “witched.”

TB in children often also may have one of the following characteristics or
patterns (but less often than the four above):
= |t often starts to develop soon after measles. Think of TB when a child who
has had measles is not doing better after one month.
® |t may cause swollen, draining lymph nodes of the neck (i.e., scrofula,
which is now also called tuberculous cervical lymphadenitis).

" |t may cause slowly developing abdominal pain and swelling—
(tuberculous peritonitis) usually with some fever.

" |t may cause tuberculous meningitis. (NOTE: it is the health worker’s
responsibility to recognize and immediately refer any type of meningitis. It
is the doctor’s responsibility to decide what type of meningitis it is, and to
treat it correctly.)

GUIDING PRINCIPLE

Any malnourished child not improving with proper treatment, or any
child with a chronic fever not improving with other treatment = child
who has TB unless proven otherwise. (Send to the doctor for diagnosis.)

A—Diagnosing TB
Since TB causes many forms of illness that are much like other illnesses, it is
necessary to always think of the possibility of the iliness being TB with any of
the different possible symptoms or whenever the patient does not improve
when treated for another illness.

How to Diagnose Tuberculosis
Whenever you are wondering whether a patient might have TB, check it out, as
follows:

1. Examine the protocols below to find if you can make a clinical diagnosis of
TB (this will be only a possible or probable diagnosis.), then
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2. Prove or confirm the clinical (probable) diagnosis by using the diagnostic
tools listed on the next page.
Protocols for the Clinical Diagnosis of Tuberculosis

Diagnose TB clinically in any adult or child with:
m A chronic cough lasting more than one month or cough with blood
m Chronic (and unexplained) fever lasting more than 1 month
m Pneumonia that will not cure with amoxicillin or erythromycin
m Painless, enlarged, draining cervical lymph nodes (i.e., scrofula)
m Ascites with a mildly tender abdomen (and sometimes fevers)

Also diagnose TB clinically in any child with:
m Kwashiorkor or marasmus with a chronic fever, or

m Kwashiorkor or marasmus that is not improving after 2 weeks of good
nutrition (such children may have TB without even coughing)

m Failure to start doing well again within 1 month after measles (even though
being given enough food with protein)

m Any chronic unexplained illness that is lasting more than 1 month

Diagnostic Tools for Proving or Confirming the Clinical Diagnosis

A clinical diagnosis is a probable diagnosis; positive sputum smears prove it, or
a positive chest X-ray if a doctor reads it and agrees it is TB.

m Sputum smears for acid-fast bacilli—these should be used for all TB patients
who can produce sputum. It gives a definite diagnosis when acid-fast bacilli
are found, and is very inexpensive. The sputum can be sent, rather than the
patient needing to travel a long distance to the hospital. In patients
suspected of having TB who are coughing collect 3 sputum samples:

= Immediate
= Overnight (early morning)
= Upto 24 hours later

Send the sputum samples (or slides made from them) to a County TB Focal
Person or hospital or health center laboratory that can examine them for
acid-fast bacilli.

m When the patient cannot produce sputum, send the patient to the hospital
for chest X-ray (and TB skin test if available). If the patient produces sputum
and it is negative but symptoms strongly suggest TB, repeat the sputum
smears. If the hospital is actually very near, send him for a chest x-ray in
addition to the repeat sputum smears.

m DRUGS—Modern medications can cure TB.
= The drugs the National TB Control Program uses for treating TB are
isoniazid (H), rifampicin (R), pyrazinamide (Z), and ethambutol (E). These
medicines are effective. They are given in combination tablets called DOTS
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(directly observed treatment, short-course). Streptomycin (S) is also used
in combination with the DOTS for the initial phase in retreatment cases.

The DOTS are given to all patients in the intensive initial phase of
treatment. If the DOTS are not taken daily for 2 months, the patient’s
bacilli may become resistant. Therefore, they are given with supervision
either in the treatment unit, or by a DOTS Provider for 2 months. Then
the new patient whose sputum has become negative is placed on the
tablet which contains both ethambutol and isoniazid (EH) to be taken
daily, and is given 4 weeks medication to take at home with each clinic
visit for 4 more months. (NOTE: Any patient being retreated, relapsed, or
with sputum still positive continues on the DOTS under supervision for
another 6 months.)

m EDUCATION—Gaining the understanding and cooperation of the patient and his
relatives is one of the most important parts of the management. Take time to
explain TB and its treatment to them. Only if they understand and are
cooperating with you will you succeed in curing the patient. Teach them that:

TB is a serious illness, but good medicines are available to cure it.

To get well the patient must take good medicines put together in one
tablet every day.

If untreated, or treated incorrectly this illness may cause the patient’s
death and spread to other members of the family.

Treatment must continue for 6 months since TB improves slowly with
treatment. il e el TN

The relatives must agree to be responsible
to bring the patient regularly each month
for medicines and for check-up.

The new TB patient will need supervised
treatment for the first 2 months. Then
monthly clinic visits with medicines to carry
for 4 more months.

All family members will need immediate
checking:

o For family members with symptoms,
collect sputum samples and refer to

) X-ray of the chest of a TB patient
begin treatment. improving with good treatment

o For family members without symptoms, explain the importance of
early treatment if symptoms develop.

o Check all children less than 6 years for a shoulder scar from BCG
vaccine. If no shoulder scar and if the child has no symptoms and no
findings suggestive of TB, give the child BCG.
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« For children exposed to a mother or very close family member with TB,
give isoniazid (5 mg/kg) daily for 6 months.

m RECORDS—Good records are very important for every proven case of TB. Send
notification of a new case with patient information immediately to the County
TB and Leprosy Focal Person (to be put in the County Case Index Register. The
County TB and Leprosy Focal Person will provide you with record cards
including an appointment card for the patient.

m MONTHLY CHECKING OF PATIENTS—After completing supervised therapy,
there are three important things to check to tell how the patient is doing:
amount of coughing, sputum at appropriate times, and weight.

1) AMOUNT OF COUGH—Each month the cough should gradually improve.
Refer the patient to the TB worker if cough really does not improve.
(Remember that any person can sometimes get a cold and cough 1 to 3

weeks.)

2) WEIGHT—The patient should
gain weight every month for the
first 4-8 months after treatment
is started, and then not lose any
of the weight he has gained. If he
loses more than 4 pounds after
gaining, his TB may have become
resistant. If  weight loss
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continues, he will need further evaluation.

3) SPUTUM—This will be repeated before discharge from the TB treatment
unit. It should be collected again in the fifth month of total therapy and
upon discharge, or sooner if the patient is R :
losing weight, coughing more, or doing
poorly, and examined for acid-fast bacilli. If
the sputum is not yet negative after 6
months of treatment or if it again becomes
positive after being negative at 2 months,
the patient is probably drug-resistant. Send
him with a copy of his record to the County

TB Focal Person.

Complications

m SPREAD TO OTHER ORGANS—TB bacteria can
spread from the lung to any part of the body,
including the intestines, kidney, bones, and
skin. The most serious types of spread are:

1) Spread to the whole body through the
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MILIARY TB-The small spots on the
chest X-ray are infiltrates in the lung
caused by TB, which has got into
the blood and spread throughout the
body. He may not even develop a

cough.
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blood (called miliary TB, which can cause death within 4 weeks), and
2) TB meningitis, which can cause death within 2 weeks.

m HEMORRHAGE from the lung can be severe. Any patient coughing up much
blood (not just little specks) must be sent immediately to the hospital.

m DEVELOPMENT OF DRUG-RESISTANCE— _
TB bacilli can become resistant to the [NEVER give streptomycin slone.
drugs the patient is taking. This is a very =
serious complication. Remember that
either a continually positive sputum or
continued weight loss is a sign that such
resistance has developed. Send the
patient to the TB Control Worker for
possible referral to the TB treatment unit
for intensive supervised treatment with
DOTS and injections of streptomycin.
(Streptomycin is only for use with DOTS

¢ retreatment of T8 STREPTOMYCIN is ONLY for USE
or retreatment of TB.) with DOTS in RETREATING TB

m DRUG REACTIONS—Check the patient on
every visit for possible drug reactions. If any of the serious reactions occur stop
drugs immediately and send the patient to the TB Control Worker or the
doctor. See the Drug Reaction Chart at the bottom of pg. 133.

AVOID DRUG-RESISTANCE BY ALWAYS GIVING TB DRUGS IN
CORRECT COMBINATIONS.
NEVER GIVE 1 DRUG BY ITSELF.

Prevention of Tuberculosis (TB Control Program)

m BCG VACCINATIONS—Give BCG on the right upper arm. Vaccinate all infants
and children from birth to 3 years of age with 1/10 cc (0.1 cc.) BCG
intradermally (ID). This is the age group with the highest priority for receiving
BCG vaccine to prevent TB. BCG vaccine certainly helps prevent serious
complications of TB in these young children, but does not prevent all TB cases.

e |t is controversial whether to give BCG to older children or adults without
BCG scars—check the current policy with the TB Control Program.

m FIND AND TREAT ACTIVE CASES IN THE FAMILY—A child with TB usually has
caught it from an older family member with an active case. Find this older
active case and treat the person to prevent further spread to other people.

m USE NEIGHBORHOOD SURVEYS to locate and treat other active cases.
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m EDUCATE APPROPRIATE GROUPS concerning the cause, treatment, and
prevention of TB, including:
= School children

= Families of TB patients
= Mothers at prenatal and children’s clinics

= Village leaders

WITH MASS BCG VACCINATION, PROPER TREATMENT OF ALL
ACTIVE CASES AND HEALTH EDUCATION, TB CAN BE CONTROLED—
AND MANY LIVES SAVED.

SUCH CONTROL REQUIRES THE DETERMINED AND DEDICATED
PARTICIPATION OF ALL HEALTH PERSONNEL.

Tuberculosis and its Association with Other lllnesses

TB is quick to develop if the patient has any illness that decreases resistance to
disease. Look for TB with such ilinesses. Four such illnesses are:

= HIV/AIDS—HIV/AIDS patients very frequently develop TB. It is very difficult to
cure TB if the patient’s immune system is working poorly from HIV. Advise all
new TB patients to be tested for HIV. If HIV-positive, they will require
treatment for HIV also. (See pg. 167-172.) HIV is the most likely illness to be
associated with TB.

m DIABETES—Diabetic patients are quick to develop TB and hard to treat.
Always check a new TB patient’s urine for sugar if possible. Diabetic TB
patients need the doctor to get good control of the diabetes with medications
while also treating TB; TB treatment will not work well without treating
diabetes, and the diabetes treatment will not work without treating TB.

m MEASLES—A child not recovering well in 3-4 weeks from measles may be
developing TB (or Kwashiorkor if not well-nourished).
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m  KWASHIORKOR—A malnourished child who does not improve in 2—3 weeks
with sufficient calories and good high-protein food is likely to have TB.
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PROTOCOL FOR THE DIAGNOSIS OF TUBERCULOSIS
AND STARTING SUPERVISED TREATMENT

DIAGNOSE TB CLINICALLY (Adult or child) IF: | ALSO DIAGNOSE (SUSPECT) TB IN ANY CHILD* IF:
1) CHRONIC COUGH over 1 mo. or hemoptysis | 1) KWASHIORKOR (PCM) with a CHRONIC FEVER
2) CHRONIC (unexplained) FEVER over 1 mo. 2) PCM NOT IMPROVING AFTER 2 WEEKS of GOOD
3) PNEUMONIA which does not cure with | FOOD
Amoxicillin or Erythromycin 3) ALWAYS ILL for MORE THAN 1 MO. AFTER
4) ASCITES with a mildly tender abdomen* | MEASLES
5) PAINLESS enlarged draining NECK NODES* | 4) CHRONICALLY ILL CHILD—-SICK OVER 1 month
& NO OTHER EVIDENT REASON
| 5) PHLYCTENULAR CONJUNCTIVITIS is present

v
Sputum COLLECT 3 SPUTA FOR AFB STAIN . ,
Positive for Immediate, overnight, & 24-hr. ﬁPUtat o (IE‘:II:;EI? 21T
-rav i i egative
AFB, or ‘ (Get Chest X-ray if sputum negatwe_ } foril\FB } SYMPTOMATIC
X-RAY but strongly appears to have TB, or if a

. TREATMENT

positive CHILD who cannot cough up sputum.)
\

W (Make record forms) * *
If patient But if not If patient looks
agrees, If positive for HIV also needs improving OR very ill (Still might
check HIV } antiretrovirals Refer to doctor be TB—send for
TEST further diagnosis)

v |
No HIV, but 2 or 3 slides (See MD,

o . (See note below on diagnose, &
positive for AFB or 1 slide } only one slide pos.)* dt it
pos. & Positive X-RAY Y pOS- send touni

if TB)
v
PROVEN TB: Educate & counsel patient and SEND TO TB
relatives-gain their understanding & TREATMENT UNIT, or
cooperation If YES for ARRANGE for “DOTS
1) Will patient take 2 mo. supervised therapy? > both , } PROVIDER for
3) Will relatives see pt. comes regularly for the Questions SUPERVISED THERAPY
4 months after intensive supervised therapy?
v v

If NO for either or both After finishing 2 mo. of

questions—Patient will NOT take Supervised Therapy start

supervised therapy for 2 mo., &/or 4 mo. Rx. in clinic

relatives will NOT bring to clinic)

v v
DO NOT SEND PATIENT FOR After 2 mo. SUPERVISED THERAPY TREAT the PATIENT in

INTENSIVE SUPERVISED THERAPY CLINIC-—Start with EDUCATION of PATIENT & HIS RELATIVES

*Only one of three sputum slides staining positive for acid-fast bacilli (AFB) is suspicious but not
sufficient to make the diagnosis of TB. Patients with ascites or draining cervical nodes from TB
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often have a negative sputum. Any child with TB who is not coughing also usually has a
negative sputum. Many children will not cooperate and cough up sputum anyway. In such
cases, where TB is highly suspected clinically but cannot be proved by sputum smear alone
taken in the clinic, refer the patient to the hospital for X-ray. Draining cervical nodes are an
exception and should be considered TB and treated without the necessity of referring. An
alternative to X-ray with only 1 of 3 slides positive would be to repeat 3 sputa for AFB.
Remember that paragonimiasis can also cause cough and blood-streaked sputum (see pg. 50 -
51).

Since TB develops more frequently in patients with HIV, it is good if the TB patient agrees to do
a test for HIV. Discuss this privately with the TB patient, and strongly advise an HIV test.
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PROTOCOL FOR THE MANAGEMENT OF TUBERCULOSIS—
DRUG THERAPY

WHEN A NEW PATIENT HAS A PROVEN DIAGNOSIS OF TUBERCULOSIS:

EDUCATE THE PATIENT & RELATIVES concerning TB and GAIN THEIR COOPERATION.
1) They must know that TB can be cured, but it takes 6 months of continued treatment.

2) Unless treated correctly, TB can kill the patient and spread to other family members.

v
MAKE OUT RECORDS, which include: CHECK ALL FAMILY CONTACTS:
* TB clinic card Check sputa (or send to hospital) any relatives who have
* Appointment card symptoms of TB. If available, place PPD skin tests on all &
¢ Notification to TB Control give BCG to all PPD-negative relatives. If the mother or a very

close family member has TB, give 6 months of Isoniazid (5
mg/kg) daily to her baby or small child even if no symptoms &
negative Mantoux

v

SEND PATIENT for SUPERVISED THERAPY in UNIT (or “DOTS PROVIDER”) for 2 months

DOTS for ADULTS & CHILDREN >29 kg: | CHILDREN take a different combination tab.:
Rifampicin 150 mg. per tablet, with 1) Rifampicin 60 mg. per tablet
Isoniazid 75 mg. 2) Isoniazid 30 mg.
Pyrazinamid 400 mg. and 3) Pyrazinamid 150 mg. (No Ethambutol)
Ethambutol 275 mg--all in 1 single tab Wi. up to 7 kg—1 tab/day x 2 mo, 8-9 kg—1-% tabs daily
Patient >54 kg.-4 tabs daily 10-14 kg—2 tabs daily, 15-18 kg—3 tabs daily
30-39 kg-2 tabs, 40-54 kg-3 tabs daily 19-24 kg—4 tabs daily, 25—29 kg—5 tabs daily x 2 mo.
v
. NO, Child who has
NO, Adult patient If a NEW patient who has improved & sputum is not improved or
Still sputum positive ‘ negative after 2 months of INITIAL THERAPY, ’ . : -

, ) ’ ! putum still positive
Continue Supervised follow with EXTENDED DRUG REGIMEN in 3 3
Thera 1 more mo e , Continue Supervised

py X I clinic for 4 months—adults and children Therapy x 1 more mo
v v v v
NEW Adult patient has completed NEW Child patient has completed
Supervised Therapy Supervised Therapy
v v

Treat adult for 4 more monthly visits in clinic.
Check cough & wt. & check for any drug
reactions. In 5th month & upon discharge repeat
sputum—if positive, list as FAILED & refer for
retreatment. But if doing o.k., each month give
blister pack with 30 days therapy with combined
Ethambutol 400 mg. & Isoniazid 150 mg. tabs—to
take 2 daily.

Do the same for children for 4 monthly visits as for
adults, EXCEPT give a different tablet in monthly
blister packs--Rifampin 60 mg. & Isoniazid 30 mg. per
tablet--give by weight:

7 kg-1 tab daily, 8-9 kg-1.5 tab daily, 10-14 kg-2 daily
15-18 kg-3 daily, 19-24 kg-4 daily, 25-29 kg.-5 daily
Over 29 kg.--treat as adult but adjust dose.

NOTE: In the middle of rainy season, when transportation is very difficult in rural areas, it may
be necessary to give 8 weeks of medicine during the 4 months of self-administered therapy
instead of only the usual 4 weeks, which is given after each visit to the clinic.

Pregnant and breastfeeding women: take standard therapy (except no streptomycin if pregnant).
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PROTOCOL FOR MANAGEMENT OF
TUBERCULOSIS—FOLLOW-UP IN CLINIC

FOLLOW-UP for NEW PATIENTS who completed

Supervised Therapy—CHECK MONTHLY:

1. COUGH: Is it CONTINUALLY IMPROVING?
2. SPUTUM—Are there no AFB after 5 & 6 months?

(Children may not be able to give sputum)

3. Is WEIGHT doing 0.k.?—Must gain at first, & not
lose weight later. (Children must always gain)

NO, for
ANY
question

TB may have become RESISTANT,
or may have HIV—do AFB smear
& REFER to TB Control

YES, for
ALL 3
questions

CONTINUE SAME TREATMENT
until 6 months of total therapy
has been given

| AWV

\ 4

Does patient FAIL TO COME NO. he is
REGULARLY every 4 weeks } ALWAYS
for medicine & checkup? (More COMING

than 2 weeks overdue?)

v

Unfortunately-YES, patient is
FAILING to COME for TB meds

v

Visit patient, relatives, and town elders soon
after 2 week failure and try to find out why he
didn't come. Encourage him to come. Stress
importance. Notify County TB Focal Person.

RESULT: Patient quickly starts COMING
REGULARLY?

NO
v

Visit patient, relatives, & town elders again in
about one week and re-explain necessity of
coming regularly.

RESULT: Patient soon starts COMING
REGULARLY?

NO
v

Inform Health Inspector to visit &
investigate and fine town if needed.
Insist on attendance. Notify TB Focal
Person again If absent over 8 weeks
list as DEFAULT & stop treatment.

RESULT: Patient starts COMING
REGULARLY?

YES }
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TB and Leprosy Drug Reactions

Drug Reactions: TB and

Drugs that May

Leprosy Cause Management
Minor Reactions
Brown discoloration of skin Clofazamine Reassurance, discolora-
lesions in Leprosy tion is not harmful
Anorexia, nausea, abdominal Clofazamine Give meds at bedtime
pain
Joint pains Pyrazinamid Aspirin decreases pain
Burning sensation of the feet Isoniazid Pyridoxine 100 mg daily
Orange urine, nausea, Rifampicin Reassurance, give meds
abdominal pain in 2 divided doses 1 hour

apart

Major (Serious) Reactions
Itching of skin and skin rash Dapsone or Stop dapsone and refer

Streptomycin

Dizziness or decreased
hearing

Streptomycin

Stop strep., ask TB
Control what to give

Jaundice (exclude non-drug
causes)

Isoniazid, Rifampicin,
Pyrazinamid, or
Dapsone

Stop treatment and refer
immediately

Vomiting and confusion
(suggesting acute liver failure)

Isoniazid, Rifampicin,
or Pyrazinamid

Stop treatment and refer
immediately

Shock, purpura, acute renal Rifampicin Stop rifampicin and refer
failure, hemolytic anemia immediately

Seizure Isoniazid Take pyridoxine to prevent
Visual impairment Ethambutol Stop ethambutol and refer
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CONGESTIVE HEART FAILURE

(CHF OR CARDIAC DECOMPENSATION)
Causes:

CHF can be caused by anything that weakens or damages the heart muscle or
causes the heart to pump blood poorly. Common West African causes are:

m Hypertension

m Rheumatic fever (from streptococcal infection) with heart valve damage
m Severe anemia

m Heart muscle damage from viral infection

m Kidney failure

Atherosclerosis is the most common cause in Europe and the U.S., causing
damage from myocardial infarcts and ischemia, but not usually in rural
Liberians--atherosclerosis is usually found only in West Africans eating a
European diet, not getting much exercise (such as having a job sitting behind a
desk in Monrovia), having diabetes, or smoking. Other causes of CHF in Liberia
are: hyperthyroidism, atrial fibrillation, alcoholism, and pericarditis.

Epidemiology
CHF is found mostly in the elderly, although:
m Infants and children with anemia or congenital heart defects, and

m Younger adults with damaged heart valves from rheumatic fever, or heart
muscle damage from viral infections, or hypertension may also develop it.

Types

The two main types are Systolic CHF in which the heart cannot beat as strongly
as needed due to heart muscle damage, and Diastolic CHF in which the
ventricles do not fill well due to heart muscle thickness and stiffness, usually
from untreated hypertension or aortic stenosis, but the heartbeat is not weak.
The two types are treated differently; an echocardiogram (needs an ultrasound
machine) can tell the difference (and sometimes the cause).

Clinical lllness

CHF often starts gradually with shortness-of-breath after exercise or work
(dyspnea on exertion). The patient later notices mild ankle swelling and a mild
cough in the morning. Shortness-of-breath and ankle edema gradually become
worse and the patient begins to wake up at night feeling that he must sit up to
breathe (orthopnea). Ascites may develop. Finally the patient breathes with
difficulty (has dyspnea) even while sitting at rest. In this final state, as
pulmonary (lung) edema increases—he becomes more dyspneic and coughs up
bubbly, pink-colored sputum and becomes cyanotic. The patient who has
reached this stage will soon die unless he receives proper treatment quickly. His
cough and edema increase, his lungs develop rales, his liver becomes enlarged,
and his neck veins become distended.
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S—Ask:

When did these symptoms start?
Is he short-of breath? coughing?
Is he having swollen ankles?

Does he have to sit up at night to be able to
breathe properly?

Take the temperature, BP, pulse and weight.

Look at the conjunctival color to detect
anemia or cyanosis.

Look at the neck veins to detect distention
with the patient sitting up at an angle of 45.

Listen to the lungs for rales.

Listen to the heart for murmurs and rhythm,
) Swollen ankles and shortness-of-
and to check the apical pulse rate. breath are signs of CHF

Check the abdomen for an enlarged liver or ascites.
Check the ankles and lower legs for edema.

DISTENDED NECK VEINS + EDEMA = CONGESTIVE HEART FAILURE (usually)

If some of the OTHER SYMPTOMS and signs described previously are
also present (shortness-of-breath, orthopnea, cough, large liver, rales, or
ascites), your diagnosis is even more certain.

ANEMIA may cause CHF, or make it more severe. If anemia is also
present, send sufficient relatives to the hospital with the patient to give
2 units of blood. Caution for hospital personnel: 1) Give only the
sedimented red cells and not the plasma and 2) Give the red cells very
slowly.

FEVER—Do not mistake pneumonia for CHF. Both may have shortness-
of-breath with rales, and difficult rapid breathing. But CHF has edema
and no fever, while pneumonia has fever, but no edema, and
pneumonia also usually has more rapid breathing. But patients with
CHF develop pneumonia easily. Therefore, if a patient with ankle edema
and distended neck veins also has fever, rales, cough and rapid
breathing, he must be treated both for CHF and pneumonia. Note that
severe pneumonia can also cause CHF to develop.
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P—Management
Health workers have four duties in managing CHF:

m The first duty of the health worker in the clinic for a patient with CHF is to
correctly diagnose and refer the patient, who will be placed on medications
and have his dosage regulated in the hospital. Preferably refer to a doctor with
an ultrasound for an echocardiogram with estimation of the systolic ejection
fraction (of course as well as other tests).

m The second duty of the health worker is to recognize whether anemia is
present in the patient with CHF, and if so to also send blood donors to the
hospital.

m The third duty of the health worker is to teach the patient and his relatives
about CHF and gain their cooperation. Only if all understand and cooperate will
the treatment be successful. Begin teaching before the patient leaves for the
hospital and continue with the first follow-up visit. See the Protocol for the
Management of CHF on pg. 139. (NOTE: Even with good treatment, most
patients gradually worsen and die perhaps in 5 years instead of a few months.
But if hyperthyroidism or anemia is the cause correcting these may result in a
permanent cure.)

m The fourth duty of the health worker is to give proper follow-up supervision
and treatment. Only properly trained health workers should give follow-up
care. The usual drugs are:

1) A Diuretic--Furosemide is best if significant edema or dyspnea is present—
start with 20 or 40 mg daily, or give hydrochlorothiazide (or other diuretic)
25 mg daily (or sometimes 50 mg if symptoms are more severe).*

2) Lisinopril (or other ACE inhibiter)—1 tablet daily is usually also helpful.
(Especially helpful if the patient is also hypertensive as ACE inhibitors
decrease BP.) ACE inhibitors may not be available, and in 10% of patients
may cause a cough and need to be stopped.*

3) A beta-blocker (metoprolol succinate or atenolol) is usually helpful in
diastolic CHF—do not use with dyspnea at rest or dyspnea with mild
exertion.

4) Digoxin—0.125 tablets—In systolic CHF, digoxin strengthens the heart
muscle and slows down the heart rate so that it can pump better. Use
digoxin only if the systolic ejection fraction is less than 30% (needs
echocardiogram to diagnose). Some patients do all right, or better, on only
an ACE inhibitor or diuretic—these should be tried first. If digoxin is added,
usually only 0.125 mg daily is given first (0.25 mg maximum). But watch for
signs of too little or too much digoxin as outlined in the protocol. Digoxin
is not useful with diastolic CHF.

5) Hypertension, if present, must also be treated sufficiently. (NOTE:
Diuretics, ACE inhibitors, and beta-blockers also treat hypertension as well
as CHF.)
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Prevention

CHF, generally speaking, is hard to
prevent. However, some of the
causes are preventable.

Early detection and treatment of
streptococcal sore throats will
prevent heart valve damage from
rheumatic fever. The B vitamins in
brown rice may also help to prevent
CHF from Beri-beri.** And early
detection of anemia and of
hypertension and proper treatment
will prevent CHF from one of these
causes.

Atherosclerosis can be prevented by
not eating a Western diet, getting
sufficient exercise, not smoking, and
not becoming overweight. Exercise
helps keep the heart muscle and
arteries in good condition.

Distended neck veins when sitting at 45° are a sign of
CHF.

When CHF does occur, detecting it early and gaining the cooperation of the
patient and his relatives for life-long regular medications will prevent needless,

early deaths from this illness.

NOTES: *Diuretics take water, potassium, and salt out of the body through the urine.
The loss of water and salt greatly helps hypertension and CHF, but the loss of potassium
can be very dangerous—with too low potassium, the muscles become weak and the
heart can stop. Add some fruit each day, such as a banana or orange, to prevent this.
However, if the patient is also taking an ACE inhibitor, since ACE inhibitors raise
potassium, the additional fruit may not be necessary.

**Polishing rice removes the brown bran and makes it look very nice, but also removes
the B-vitamins which are in the brown bran, and are necessary for life. When rice-
polishers were first brought to southeast Asia around 1896 and many people started
eating white rice, many became ill with B-1 (thiamine) deficiency (known as Beri-beri),
and developed swollen ankles and congestive heart failure. The pigs who were fed the
bran polished off of the rice became very healthy. The B-vitamin-deficient people had to
be fed with an extract from the bran containing the B-vitamins to recover. Polished rice
sold in the U.S. is now required by law to have B-vitamins added to it to prevent Beri-beri
and heart failure and other illnesses.
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PROTOCOL FOR THE MANAGEMENT OF
CONGESTIVE HEART FAILURE

DISTENDED NECK VEINS + ANKLE EDEMA = CONGESTIVE HEART FAILURE
(Usually also other symptoms are present — shortness-of-breath, cough, rales, large liver, etc.)

v
P ANEMIA—Must improve HEMOGLOBIN—send
?
‘ Patient is also LOOKING PALE? ‘ YES D patient with blood donors to hospital
NO ¥
‘ The BLOOD PRESSURE is HIGH? ‘ YES P ‘ Must also treat for HYPERTENSION
NO W
DIFFICULTY BREATHING even when SEVERE CHF-SEND to hospital STAT SITTING UP in
he is SITTING UP & RESTING? YES P | CAR On RETURN: EDUCATE, and GIVE
NO W FOLLOW-UP CARE.

MILD CHF-Best to send to HOSPITAL. If too far, and
HTN is present, give HYDROCHLOROTHIAZIDE 50
YES pp | mg. daily until edema is gone, then 25 mg. daily. If
CHF and HTN not improving, must go to HOSPITAL
for further tests & meds. to take daily for life.

MILD DIFFICULTY BREATHING
(short-of-breath) with MODERATE
EXERCISE, but can lie down to sleep
most of night?

NO ¥
MUCH DIFFICULTY BREATHING with MODERATE CHF—TO HOSPITAL STAT!-(SITTING
MODERATE EXERCISE, & CAN NOT UP IN CAR) for TREATMENT & STABILIZATION of
lie down to sleep most of night? YES P | CHF. When RETURNS from the HOSPITAL EDUCATE
BREATHES OK SITTING UP at REST. & GIVE FOLLOW-UP CARE.

EDUCATE THE PATIENT & RELATIVES after RETURN from HOSPITAL. They must know that:
1) CHF can be controlled but not cured by the medications.

2) The patient must continue medications for his lifetime.

3) If he stops his medications, his symptoms will return & he weakens his heart.

4) After initial stabilization he needs monthly checkups and medications.

5) He must not eat salt or soda, must get extra rest, & eat fruit if taking a diuretic.

6) He must drink sufficient fluid, but not too much (Usually less than 2 liters daily).

v
‘ GIVE FOLLOW-UP CARE after patient returns from HOSPITAL. LOOK FOR:
v
HTN—Is BLOOD PRESSURE Add B.P. meds., or increase dosage (CHF from
HIGH? (Aim for less than 140/90) YES p | hypertension may GREATLY IMPROVE when
NO W PRESSURE is NORMAL.)
If on DIGOXIN-SIGNS of TOO MUCH? DECREASE DIGOXIN dose by 2 tab./day Check
1) Resting apical pulse is less than 64 & YES P | again in 2 weeks and REFER to the HOSPITAL if NOT
often irregular? IMPROVING.
2) Nausea, vomiting, diarrhea or lack of
appetite?
- NO_W¥ 1)Resting apical pulse over 88-Add or increase
SIGNS of TOO LITTLE DIGOXIN? DIGOXIN by % tab/d Limit: d
1) Resting apical pulse over 88 y % ta ,/ a?/ ( mit: 0.25 mg/ ay)
2) Edema YES p 2)Edema, cough, can’t lie down or short-of-
3) Cough breath—ADD or INCREASE DIURETIC by
4) Cannot sleep lying down, OR v2 tab./day (& Add FRUIT)
5) Still feels short-of-breath? 3)REFER in 2 weeks if NOT IMPROVING
NO W

CONTINUE SAME DOSAGE OF MEDICATIONS &
| PATIENT DOING WELL-NO PHOBLEMS?I YES P | Check patient again in one month
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Atrial Fibrillation (AF) is an irregular and often rapid heart rate that commonly causes
poor blood flow to the body. The heart's two upper chambers (the atria) beat
irregularly and quiver instead of contracting and pumping blood well. The ventricles
do contract and pump blood, but in an irregular rhythm and often rather rapidly,
because they are not receiving a regular signal from the atria.

S

& O--The person has heart palpitations, complains “My heart is beating,”and often

feels short-of-breath and weak.

A

--On auscultation the very irregular (described as “irregular-irregular) heartbeat is
evident. An EKG will have a typical AF tracing.

P—Send the patient to the doctor for treatment. Occasionally a cause can be found

(such as hyperthyroidism) and corrected. Some medications can slow the heart rate.
Electrical cardioversion is often used in the U.S., but may not be successful in
maintaining a normal rhythm. The greatest problem is that blood clots may form on
the atrial walls, and if a clot breaks loose and is carried to the brain, it causes a
stroke. To prevent strokes from AF in the U.S., coumadin is often given to thin the
blood (not expensive, but requires monthly lab. monitoring to prevent
hemorrhaging). Rivaroxaban can be used without lab. monitoring, but is very
expensive, can also cause hemorrhaging, and is not available in Liberia. The best we
can do now without monitoring is give low-dose aspirin (80 — 100 mg.) daily, which is
much less effective, but will prevent a few strokes.

Use the rest of this page for notes such as medication changes.

140
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HYPERTENSION—THE “INVISIBLE KILLER”
Definition
Hypertension is that condition in which a person’s Blood Pressure is usually higher
than normal, i.e., above 140/90.
Severity —Hypertension can be mild, moderate, or severe. There are no definite
dividing points, but BP can be divided (U.S. JNC-7 classification) as follows:
m Normal: <120 systolic & <80 diastolic
m Pre-hypertension: 120/80 —139/89--not as low as desirable, and a little more
likely to cause problems, but not high enough to be true hypertension.
m Hypertension-Class 1: 140/90-159/99 (mild-to-moderate)
m Hypertension-Class 2: 160/100 or greater (moderate-to-severe)
m  We might add that a pressure greater than 180/120 is definitely severe, has
the greatest risk, and requires immediate attention .
Epidemiology and Cause
The number of people affected is large. A rough estimate based on country
experience is that perhaps at least 20% of those older than age 40 in Liberia have
some degree of hypertension.
m AGE—Hypertension rarely develops in childhood (except with nephrosis or

nephritis). It can occur in young adults, but it most often occurs in adults older
than 40.

m CAUSES—Hypertension has many causes, but in most of the cases a definite
cause cannot be found. These cases with no evident cause are called essential
hypertension. Some known causes of hypertension are:

e Kidney damage from pyelonephritis, infections caused by
schistosomiasis, or glomerulonephritis, etc.
e Conditions that cause too much secretion of adrenal hormones, such as
emotional stress or Cushing’s disease.
e Obesity—the overweight person usually has a higher BP
e Heredity
e Eating much salt or soda also raises the BP.
S—
Hypertension is often an invisible, unrecognized disease. The person may not even
know that he is ill until he develops a severe complication such as a stroke and dies.
However, sometimes there are symptoms that may warn a person that everything is
not all right. These symptoms are listed below:
® Headache is a frequent symptom. Sometimes the headache occurs in the early
morning and is most severe at the back of the head. Other types of chronic
headache may also occur.

® Light-headedness or dizziness is also frequent.

® Nosebleeds may also occur.
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WITH CHRONIC HEADACHES, NOSEBLEEDS OR DIZZINESS
THINK OF HYPERTENSION AND CHECK THE BLOOD PRESSURE

m Complications—Hypertension damages the arteries. Damaged arteries
damage the organs they supply. Almost all organs are affected, but most
complications and deaths come from damage to three organs: the brain,
heart, and kidneys.

e BRAIN—The most severe damage is a stroke from an artery breaking and
bleeding into the brain, or developing plaque and a clot plugging the
artery, stopping blood flow to a part of the brain. With damage to small
arterioles of the brain small areas of damage occur and the patient may
develop personality changes, inability to think clearly, or even seizures.

e HEART—The heart becomes tired and weak from the constant work of
pumping blood up to such a high pressure, the muscles of the ventricles
become thick and stiff, and diastolic CHF often develops. The high
pressure may also damage the arteries supplying blood to the heart
muscle and help to cause a myocardial infarct (heart attack).

e KIDNEY DAMAGE from hypertension can be detected by finding protein
in the urine, or by checking the level of the waste products urea and
creatinine in the blood and finding them significantly elevated.

WHENEVER YOU DIAGNOSE STROKE, CONGESTIVE HEART FAILURE,
OR KIDNEY DAMAGE, TAKE THE BP TO CHECK FOR HYPERTENSION.

m UNTREATED HYPERTENSION
e Hypertension shortens life, even mild hypertension.

e A mild case of hypertension without treatment may develop into a
severe case of hypertension.

e The higher the BP, the greater the chance that the person will die soon.
With severe hypertension with cerebral symptoms the untreated patient
will usually die in 2 years or less.

O—
m  With a complaint of headache, dizziness or nosebleed suspect the possibility
of hypertension and check the BP.
m Also check the BP with stroke, CHF, or kidney damage.

A— Early diagnosis of hypertension, however, does not depend upon checking
the BP of patients with symptoms or complications.

DIAGNOSIS OF HYPERTENSION DEPENDS ON THE SCREENING
OF EVERY ADULT PATIENT BY TAKING HIS BP ONCE EACH YEAR.
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m PATIENT EDUCATION—Treatment is for the patient’s lifetime, and success
depends upon gaining the cooperation of the patient and his relatives. Call the
relatives and carefully explain the situation to them and the patient. Explain:

Hypertension shortens life, but continuing to take correct medications helps
to lengthen life.

Like hunger, hypertension can be successfully controlled but not cured. (If a
person stops eating, he will soon be hungry again. If a patient with
hypertension stops taking his medicines, his BP soon goes up again.)

Medicines must be taken regularly for the patient’s whole lifetime.

It is necessary to find what medicines work best for each patient. With
moderate or severe hypertension it is often necessary for this to be done at
the hospital.

Thereafter the patient will need to come to the clinic monthly to check his
blood pressure and receive more medicine (or come every 2 months if well-
controlled).

Usually the patient must not eat salt, soda, or salty things (such as Maggi®
cubes). But with much sweating, a little salt is needed.

m TREATMENT WITH MEDICATIONS—First, determine the severity:

HYPERTENSION Stage 1--from 140 to 159 systolic and from 90 to 99 diastolic:

— Give hydrochlorothiazide (HCTZ) 25 mg daily (also eat fruit). If after 2
weeks BP is still over 140/90, increase the HCTZ to 50 mg daily.

— If after 2 more weeks it is not below 140/90, add reserpine 0.25 mg daily,
(or better, an ACE inhibitor-lisinopril or enalapril). Continue HCTZ.

— If after 2 more weeks the BP still is not less than 140/90, increase the
reserpine to 0.5 mg (two 0.25 mg tablets) daily, or increase ACE inhibitor.
HYPERTENSION Stage 2—with Systolic BP 160-179 or diastolic 100-119:

— Give hydrochlorothiazide (HCTZ) 25 to 50 mg., and reserpine 0.25 mg or an
ACE inhibitor daily (remember to eat fruit to avoid low potassium).

— If after 2 weeks it is not below 140/100, increase the reserpine to 0.5 mg
daily (two 0.25 mg tablets) or add a beta-blocker to the HCTZ 50 mg daily.

— Refer after 2 more weeks if it is not below 140/100.

HYPERTENSION Stage 2—with systolic BP 180 or higher, or diastolic 120 or
higher:

— Refer this patient to the hospital, OR start HCTZ 50 mg. daily (and fruit)

— AND if available add atenolol 50 mg daily (or methyldopa 250 mg or
propanolol 40 mg BID), and continue hydrochlorothiazide 50 mg daily.

— If the BP is not below 160/105 in 1 week, increase atenolol to 100 mg. daily (or
methyldopa to TID or propanolol to 80 mg BID). If after 1 more week, it is still not
below 160/105, refer the patient to the hospital.
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m In all cases, try to bring the BP below 140/90. However, it is not always
possible to get severe hypertensives that low.

m If available, beta blockers atenolol, labetalol, or metoprolol succinate, or
ACE inhibitors captopril, enalapril or lisinopril may be used instead of
reserpine, methyldopa, or propranolol. Check the appropriate dosages.

CAUTION

Try not to give hydrochlorothiazide (if any other medication is available) with symptoms
of diabetes or gout—it increases uric acid, and can bring on an attack of gout, and it
mildly increases blood sugar in diabetics.

Do not give reserpine with symptoms of peptic ulcer or depression—it can worsen both.

Do not give methyldopa with symptoms suggesting liver problems such as hepatitis or
cirrhosis—it can be hard on the liver and can cause jaundice.

MONTHLY CHECK-UPS after the BP has been brought under control:
m CHECK BP—is it normal, high or low? Also check the pulse.

NORMAL BP--Reduced at least below 140/90, and preferably below
130/85 (100-120/70-80 is usually ideal)—Give the same medications
for 1 more month (or 2 months if the distance to come is very far) and
have the patient return for another check and more medications.
Medications must never stop!

LOW BP (Usually less than 100/60 and the patient feels weak or faint
when standing)—mildly reduce the amount of medication such as
reserpine or hydrochlorothiazide and see the patient again in 2 weeks.

BP STILL TOO HIGH:
- Have the patient rest 10 minutes and recheck the BP.
- Ask if he is taking the medications correctly every day.
- Ask if he is eating salt or soda or Maggi cubes.

- If the BP does not come down with rest and he is actually taking
the medications correctly and not eating salt or soda increase the
medications (as indicated under TREATMENT WITH MEDICATIONS
above) and recheck in 2 weeks.

m WATCH FOR DRUG REACTIONS:

HYDROCHLOROTHIAZIDE or other diuretic—Weakness from low
potassium; prevent this by having the patient eat some fruit daily.

RESERPINE—If the symptoms below develop, stop reserpine, and refer
the patient to the doctor:

— Ulcer symptoms: anemia, epigastric pain, and/or black stools

- Symptoms of depression
METHYLDOPA—Refer for a medication change if the symptoms below
are severe enough to be really troublesome:

- Diarrhea lasting more than just a few days (but remember anyone
can develop gastroenteritis for a few days sometimes).

— Severe constipation
- Stop methyldopa immediately and refer if jaundice develops.
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e BETA BLOCKERS (Atenolol, metoprolol, propranolol)—these slow the
heart. Decrease the amount if the pulse slows below 60 per minute.
The Alpha-Beta blocker labetalol is less likely to slow the heart

Prevention
The prevention of hypertension is difficult, but here are seven useful points to
recommend:

1. Avoid becoming overweight—Do not eat too much, and get plenty exercise.
Hypertension is more frequent in overweight people.

2. Avoid diets high in saturated fats—Such as Western-type diets with a lot of
fatty meats, lard, and butter. Palm oil is partly saturated, but does not seem
to give as much trouble as fatty meats; avoid eating too much palm oil. Too
much saturated fat causes atherosclerosis (hardening of the artery walls and
cholesterol plaques in the arteries which may reduce blood flow and raise
pressure, and can lead to heart attacks and strokes.)

3. Avoid kidney damage—Damaged kidneys are one cause of hypertension.
Schistosomiasis hematobium and urinary tract infections (UTls) should be
treated correctly and without delay before they can cause damage to the
kidneys.

4. Avoid eating too much salt or soda—Salt raises BP. Remember everyone
does need a small amount of salt, especially if working hard and sweating.
But we do get a little salt in some foods without adding more salt to the
food.

5. Do not smoke, and do not drink much alcohol!
6. Get some exercise every day (such as at least 30 minutes walking).
7. Itis very important for the health worker to routinely check blood pressure:

ROUTINELY CHECK BP ON EVERY ADULT PATIENT AT LEAST ONCE
YEARLY TO DETECT AND CONTROL HYPERTENSION AT AN EARLY
STAGE AND TO PREVENT IT FROM BECOMING SEVERE.

It may not be possible to check the BP of every adult living in your area once
yearly, but at least check the BP of every adult coming to your clinic once yearly!
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DIABETES MELLITUS

Diabetes mellitus is a chronic disease in which blood sugar (glucose) is not able to
pass easily from the blood through the cell membranes into all the various cells of
the body where it is needed for energy. The blood glucose level gets very high.

Cause
There are two types of diabetes with different causes:

s TYPE | (one)—Caused by something, usually a virus, destroying the beta cells
in the pancreas that make the insulin to cause blood sugar to pass into the
cells. Therefore, the pancreas makes no or very little insulin. It was previously
known as “juvenile” diabetes because children and young adults developed it
more commonly than older people. It is not directly inherited (although
susceptibility of the beta cells to destruction by viruses is inherited). Type |
can only be treated with insulin. Type | is much less common than Type II.

= TYPE Il (two)—Usually develops later in life--therefore it used to be called
“adult” diabetes. It is much more common than Type |. The tendency to
develop Type Il is inherited. However, not everyone who inherits the genes
for Type Il diabetes actually develops the disease—it develops much more
frequently in people who are overweight. The heavier the person is who has
the right genes, the more likely he is to develop Type Il diabetes. In Type I,

high blood sugar has a double cause:
e First, the body cells lose their ability to respond well to insulin;
therefore, much more insulin than normal is needed to bring glucose

from the blood into the cells.

e Second, in Type |l diabetes the beta cells of the pancreas do not release
their insulin well, and gradually become worn out from the huge amount
of insulin they are required to produce.

Type 1l can be treated with oral medications that help the beta cells to release
insulin, or with medications that help the body cells to use the insulin better, as
well as with insulin. Diabetics who do not require insulin but can be treated with
oral medications are now often called “non-insulin-dependent” diabetics.

DIABETES IS CAUSED EITHER BY:
A LACK OF SUFFICIENT INSULIN (TYPE I)
OR
BY THE PANCREAS NOT RELEASING INSULIN WELL (TYPE II)
AND/OR
BY THE BODY CELLS NOT USING INSULIN WELL (TYPE II).

Epidemiology

In the U.S., few younger people have diabetes, but by age 60 about 20% or more
of the population has developed it. Those who develop it as children or teenagers
(Type 1) are usually more difficult to control. Diabetes is fairly common in Liberia.
It usually occurs in adults (Type Il), and is often fairly easy to control with proper
medicines, but fairly difficult to regulate without the use of glucometers.
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SYMPTOMS—Since insulin is insufficient to cause the sugar to pass from the blood
into the cells, the blood glucose becomes very high. The excess glucose in the blood
escapes from the kidneys in the urine, carrying much additional water out with it.
The untreated Type | diabetic or the far-advanced, untreated Type Il diabetic,
therefore, develops the following symptoms as diabetes worsens:

® Passing large amounts of urine (polyuria) because of the large amount of water
with sugar passing from the blood through the kidneys into the bladder. (Sugar
in the urine prevents the kidney from properly reabsorbing water from the
urine.)

® Often thirsty and drinking large amounts of water (known as polydypsia) to
replace the large amount of water passed out as urine.

® Always eating, but always feeling hungry (polyphagia) because the
carbohydrate the diabetic eats is not properly entering the body cells as glucose
but is instead being passed out of the body as wasted urine sugar.

® Weakness, easily getting tired, and weight loss are other symptoms.

The onset of symptoms may be very slow or very rapid. Symptoms often develop
during periods of stress, such as infection, or pregnancy. A mild diabetic may not
have such symptoms.

COMPLICATIONS—Learn to recognize these:

® INFECTIONS—Such as abscesses, septicemia, and TB develop easily in diabetics
and are more difficult to treat, because the immune system does not work very
well when the blood sugar is not controlled well.

® ATHEROSCLEROSIS—Diabetics more easily develop atherosclerosis, which may
completely block important arteries, causing strokes, myocardial infarcts, or
gangrene of the leg or foot. (Atherosclerosis is a disease of the larger arteries.)

® DAMAGED ARTERIOLES—The small arteries gradually become thickened and
narrowed, damaging the organs that they supply with blood. In the retina of the
eye this may lead to blindness, and in the kidney may cause hypertension or
kidney failure.

® DIABETIC KETOACIDOSIS—When too little sugar is entering the body cells they
begin to burn more fat for energy, which burns poorly without sufficient
glucose. This produces a large amount of ketonic acids, causing the patient to
become nauseated and sleepy or even comatose (diabetic coma). This causes
deep and rapid respirations in a characteristic way known as Kussmaul
breathing. His breath smells something like a spoiling grapefruit, his urine are
highly positive for sugar and ketones, and he is usually dehydrated from losing
large amounts of water through the urine and from vomiting. He usually dies
unless admitted quickly to the hospital and treated vigorously. Diabetic
ketoacidosis most often happens in diabetics with poor or no treatment.
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PROPER TREATMENT PREVENTS DIABETIC KETOACIDOSIS.

® HYPOGLYCEMIA—“INSULIN SHOCK”—The patient who takes too much

insulin or oral diabetic medications, or

AVOID INSULIN SHOCK BY:

1) Not giving diabetic patients
too much medicine

Teaching the patient to
recognize the early symptoms
and eat immediately if they
occur

who eats too little food after taking
medications, or exercises heavily may
begin to have his blood glucose level fall
too low. When this happens he begins to
sweat and feel hungry and shaky. If he
eats at this point he improves, but if

2)

instead the blood sugar level continues to fall, his brain cells (which are
unable to burn fat) become short of glucose for energy and he gets sleepy
and then comatose. Blood glucose is usually less than 60 mg %--check
glucose quickly if you have a glucometer. This is known as insulin shock.
Seizures and even damage to the brain may occur; unless given glucose
quickly he will often die. If given 20 mL of 50% glucose by IV push, he usually

wakes up within 2 minutes.

Insulin and Glucose in the Body

@ liver insulin causes @cirCu-
the liver to store surplus latory
glucose as glycogen until .systgm
needed’ carries
later glucose to
the body
cells

@ portal vein
carries glucose
to liver

gﬁﬂ el

level rises f
\\

@ smail intestine
digestive entymes change starch and
Sugar into glucose and it is absorbed

pancreas makes tnswlin
ancd releases more insulin
into the blood when the blood glucese

Rid.ney removes
body wastes but returns
all glucose to the blood

L~

glucose to enter
the cells where it
is burned for energy

@ fat cells

insulin causes
these cells to store
glucose as body fat

unless the blood glucose
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A— Make a presumptive diagnosis of advanced diabetes from the following:

1)
POLYURIA POLYDYPSIA POLYPHAGIA
excessive 4 excessive 4 excessive = DIABETES
urine drinking eating MELLITUS
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2)

3)

4)

INCREASED APPETITE + WEIGHT LOSS = SUSPECTED DIABETES (This is the
only disease that can truly increase appetite and food intake and still result
in weight loss. For example, TB causes decreased appetite and weight loss.
High blood glucose may also cause the vision to become blurred by making
it difficult for the eye lens to correctly focus light.

Suspect diabetes in an adult who starts having to get up frequently at night
to pass large amounts of urine, or a previously well-trained child who
starts bed-wetting.

Check urine glucose or a fasting blood glucose for persons older than 50
years who are significantly overweight, since such persons may start to
develop diabetes before developing any of the more advanced symptoms
listed above.

Laboratory Diagnosis: Prove your presumptive symptom-diagnosis with a
glucometer, or by testing the urine for sugar. If you have a glucometer with new
accurate test strips, of if near a hospital, check a fasting plasma or blood glucose.

1)

2)

3)
4)
P—

FPG test—Fasting Plasma Glucose (almost the same as Fasting Blood Glucose)—
Check glucose in the early morning before the patient eats anything.

Plasma Glucose Result (mg/dL) Diagnosis
99 or below Normal
100 to 125 Prediabetes

(impaired fasting glucose)

126 or above Diabetes*

*Confirmed by repeating the test on a different day-glucose must be >125 on at least one other day.

OGTT (Oral Glucose Tolerance Test)—Patient fasts 8 hours, then drinks 75 gm of
glucose in water. Check the plasma glucose 2 hours later.

2-Hour Plasma Glucose Result (mg/dL) Diagnosis

139 and below Normal

140 to 199 Prediabetes (impaired
glucose tolerance)

200 and above Diabetes*

*Confirmed by repeating the test on a different day with glucose again 200 or higher.

Random Glucose Test—Checked without fasting—200 or more on 2 days = Diabetes

Urine Glucose—Positive on 2 or more days should also be diagnosed as Diabetes

The new diabetic patient should be sent to the hospital for initial control of his
illness.

m Some mild diabetics can be controlled with proper diet alone, or if overweight,
with diet and weight reduction. Daily exercise also helps significantly—both
weight loss and exercise increase cell sensitivity to insulin (causing the cells to
take in glucose from the blood more easily), which then lowers blood sugar.
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More severe Type |l diabetics will also require daily medications (oral metformin
or glibenclamide or both, or injectable insulin) in addition to a proper diet, weight
loss (if overweight), and exercise. The safest medication is metformin, which
almost never causes significant hypoglycemia—dosage is 500 to 1,000 mg BID,
before breakfast and before dinner in the evening.

Although the new diabetic should be initially treated and placed on medication in
the hospital with laboratory blood glucose or glucometer readings to check the
blood glucose level response to medications, it is not always possible to send the
person to a hospital. In such a case, for an adult patient who is not too ill, the
safest medication to try is metformin at 500 mg BID. Increase gradually if needed.
Use a glucometer if you have one, or use urine glucose tests for checking the
response. The person should still be seen by a doctor at the hospital later.

TEACH THE PATIENT AND HIS RELATIVES—Gain their cooperation; without
cooperation all long-term treatment will fail. Call the relatives together, explain
diabetes and its lifetime treatment to them. Get them to agree to always see that the
patient is receiving his medicine and following his diet. The relatives and patient must
know that:

Treatment is for the patient’s entire lifetime, because the medications can help
control but do not cure diabetes. The patient must take medicines regularly and
never let them finish. If medication finishes, the symptoms return.

He must come to the clinic (or to a physician) regularly for diabetic check-ups
and for more medication (often 1 month at a time, but 3 months is o.k. if the
patient has very excellent control).

His body cannot handle sugar well. Avoid eating sugar and any form of sweets,
and avoid drinking soda.

He should not have too much food at one time. Divide his food into three or four
smaller meals instead of one small meal in the morning and one large meal in the
evening.

Too much urine means poor control. He should come to the clinic if passing large
amounts of urine frequently.

Any unconscious patient must be brought immediately to the clinic.

If taking insulin or oral diabetic medications, he must know the signs of
hypoglycemia (low blood sugar) and know this means he has to eat something.

MILD signs of low blood sugar are:

SHAKINESS SWEATING NERVOUSNESS
(when not exercising)

HEART PALPITATION
SEVERE signs of low blood sugar are:
SLEEPINESS UNCONSCIOUSNESS CONVULSIONS
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u If taking insulin he must know how to measure insulin accurately, and how to
sterilize and care for the syringe and needle (either by boiling or in a jar of
alcohol).

an If overweight, weight loss will definitely improve control of diabetes by causing
the body cells to become more responsive to insulin and take the glucose they
need out of the blood more readily, thereby lowering blood sugar. The
overweight patient should eat less food, exercise, and lose weight gradually.

FOLLOW-UP TO ADJUST MEDICATIONS—The best way to adjust medications and
regulate diabetes would be for every patient to own his own glucometer and check
his blood glucose at least once a day, but this usually would be much too expensive.
Next best is clinic glucometer testing or testing urine for glucose in the clinic, and
having a laboratory check a fasting blood glucose quarterly and a glycosylated
hemoglobin (Hemoglobin Alc) yearly (if the test is available). With what is currently
possible, do what you can. See the patient each month in the clinic (or at least every
2 months), and check the following:

m History of the amount of urine being passed—must not be passing too much
urine too frequently.

s WEIGHT—must not be losing weight (unless he weighs too much and is trying to
lose weight); also unless thin and poor, he must not be gaining weight.

® a) Check a fasting blood glucose monthly if your clinic has a glucometer.

b) If no glucometer check urine sugars. (Use low-cost strips which check only
glucose or glucose and albumin)—a urine sample from home collected when
the patient awakens and a 10 a.m. sample should be checked once a month if
a urine sugar test is available.

® If fasting glucometer readings are 80 to 150, or if the history of the amount of
urine is normal and the patient is not losing weight and neither the urine sample
collected on awakening by the patient nor the sample collected in the clinic is
more than 1+, continue the same treatment for one more month.

® But if fasting glucometer reading is above 150, or with too much urine, or wt.
loss (not intentional) of more than 3 Ib., or if either urine sample is 2+ positive for
sugar or greater, suspect poor control of the diabetes and do the following:

® a) If possible, repeat the fasting glucometer reading the next day, or
b) Check the patient’s urine samples for sugar 4 times daily for 2 days--at 6
a.m., 10 a.m., 2 p.m., and 6 p.m. (If you cannot check all, check those that
you can obtain.)

® a) If fasting glucometer readings remain above 150, or
b) If one urine each day is 3—4+, or 2 or more are 2+ positive for sugar, then
send the patient to the hospital for better regulation.

o |f instead fasting blood samples are below 150, or most of the urine samples
are negative for glucose, continue the same treatment one more month.

® If your clinic has no test strips for glucose in the urine and no glucometer, send
the patient to a hospital or health center for checking (and improved regulation if
required) at least every 3 montbhs.
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Complications

® INSULIN SHOCK—If the patient taking insulin or diabetic medication is brought
to you unconscious but the skin elasticity is normal and the relatives report the
amount of urine is not large, quickly check with a glucometer, if available, then
give either: (If no glucometer, just give the glucose or sugar.)
e 20 mL of 50% glucose slowly IV, or 250 mL 5% glucose IV rapidly, or

¢ 30 mL of sugar dissolved in water into the stomach by a nasogastric tube.

A patient unconscious from low blood sugar will awaken in a few minutes after
being given glucose IV (more slowly with NG tube sugar). Feed him after he
wakes up. If he does not awaken in 10 minutes, send him immediately to the
hospital.

Generally it isbetter to have blood glucose a little high than to haveit alittle too low

® DIABETIC KETOACIDOTIC COMA—If the patient is brought to you very sleepy or
unconscious and is having too much urine and has poor skin elasticity he likely
has diabetic ketoacidotic coma—this is very serious. Blood glucose is very high
and ketones are present in serum and urine. With this complication, the patient
usually has not been taking his diabetic medication and has very poor control of
diabetes; send him immediately to the hospital. (Be sure this is not insulin
shock (without diabetic meds it is not), or dehydration from significant diarrhea.
If a glucometer or urine test strips are available, quickly check the sugar.

® TB—Diabetic patients easily catch TB (because their immune systems often do
not work well). Watch for chronic cough, fever, and weight loss. Pages 121-133.

® CELLULITIS-Diabetic patients also more easily develop abscesses and cellulitis.
Drain abscesses and treat the patient with antibiotics (see pg. 73—-74).

® FEVER—Look for the cause. Remember to look carefully for urinary infections.
Prevention
= We have no known way of preventing the less common Type | diabetes.
m The best way to prevent Type Il diabetes would be to choose your parents
carefully so that you could not inherit any genes that would make it possible for

you to develop Type Il diabetes. But since we cannot choose our parents, the
next three things are the best we can do:

= Do not become overweight—especially if you have diabetic relatives. Being
overweight greatly increases the probability that you will develop Type Il
diabetes .

» Avoid foods that are full of sugar—do not frequently eat many concentrated
sweets. Eating large amounts of sugar puts extra stress on the beta cells and
causes weight gain.

» Get plenty of exercise—exercise makes body cells respond better to insulin and
lowers blood glucose, and so helps prevent the development of diabetes.
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O NOT EAT PLENTY KWI FOOD WHICH HAS
EFINED SUGAR IN IT !

pheasant
., milk

“\\\\“\ btscuits aned

Medications from the Liberian National Drug Service for Diabetes

INSULINS:
e Insulin actrapid 100 IU/mL—fast-acting synthetic human insulin
¢ Insulin zinc susp. (Lente) 100 IU/mL—slower onset and longer in action
e Insulin isophane NPH 100 IU/mL—moderate-to-long-acting insulin
e NOTE: Be cautious—all insulins can cause hypoglycemia
Glibenclamide 5 mg tablets--helps pancreas release insulin. Starting dose of

2.5 mg daily, maximum 10 mg BID, but there is usually not much advantage to
giving more than 5 mg BID. Can cause hypoglycemia.

Metformin 500 mg tablets—stops liver from putting more glucose into the
blood from its stores of glycogen. Lower dose: 500 mg BID, maximum dose:
2,500 mg/day—in divided doses. Rarely causes hypoglycemia.

Medications for Diabetes Not Currently Supplied by National Drug Service

The “Glitazones”: pioglitazone and rosiglitazone—these make body cells more
responsive to insulin, so the cells more readily take in glucose from the blood,
thereby lowering blood glucose (very expensive and some dangers). (Exercise
and weight loss also make the body cells more responsive.)

Incretin—a more recently discovered hormone which signals the pancreas to
release insulin when a person eats (extremely expensive).
Basal insulins which work evenly over 24 or more hours, without peaks of

activity—basal insulins are less likely to cause hypoglycemia, but they do not
have a period of greater activity to match with the time when food is eaten.

Write changes in medicines for diabetes supplied from National Drug Service in the space below on this page
or in the margins.
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EPILEPSY—THE “FALLING SICKNESS”
Definition
A person who has repeated attacks of seizures (convulsions or fits) is said to have
epilepsy. In the U.S., about one in every 200 people is affected, and our impression is
that the number in Liberia is at least this great.
Cause
An epileptic seizure begins in cells in the brain that are damaged or not normal. The
abnormal activity of these cells with generalized seizures spreads to the whole brain,
causing the body to jerk and the person to become unconscious. There are many
causes for abnormal or damaged brain cells including birth injury, lack of oxygen
during birth, meningitis, genetics, and head injuries. In about 75% of patients the
cause is idiopathic (which means we cannot find a cause for the damaged brain
cells). NOTE: Epilepsy cannot be caught from a patient having seizures.

Tonic-Clonic (Grand Mal) Epilepsy-- There are many different types of epilepsy;
the tonic-clonic type is most common, and this is the type we will discuss below.

AURA AND PRODROMAL PERIOD—Before a seizure occurs, many patients
experience a warning sensation that the seizure is about to happen. This is known as
an aura. It may be a light or spots before his eyes, an imagined sound, a bad smell,
feeling of fear, or other strange sensation. The exact same aura usually occurs to the
same patient each time and may happen from minutes to hours before the seizure
occurs. The time between the aura and seizure is known as the prodromal period.
Some patients, however, have seizures without any warning aura or prodromal
period.

TONIC-CLONIC (GRAND MAL) SEIZURE—Often begins with the patient suddenly
crying out as he becomes unconscious. If he is standing, he will fall. The
unconscious patient first becomes very stiff and then all his muscles begin to jerk.
He first breathes with difficulty and then stops breathing altogether. The jerking
becomes less, and usually after a minute or two he begins to take deep noisy
breaths. The jerking soon stops and he begins to breathe more normally. During the
seizure many patients bite their tongues, and some pass stool or urine.

POSTICTAL PERIOD—After the jerking has stopped, the patient slowly becomes
conscious again. At first he often is confused, has difficulty remembering recent
happenings, feels very weak and tired, and has a severe headache. Gradually his
memory improves and the confusion clears. This is known as the postictal period.

A--Be certain the seizure is not caused by some condition other than epilepsy. See the
list of possible diagnoses below and on pg. 29.

s With fever suspect meningitis, sepsis, or cerebral malaria (or possibly a febrile
seizure in a small child).

m  With a stiff neck, confusion and fever suspect meningitis or cerebral malaria.

m But with a stiff neck and back, and thinking clearly, and hard for patient to
open his mouth, and not unconscious when jerking—suspect tetanus.

» Isoniazid, ambilhar, or drinking much alcohol can cause seizures, but these
do not cause fever or a stiff neck.
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m Diabetics on insulin or taking medications to lower blood glucose may have a
seizure from a very low blood sugar.

P—With a seizure, and:

THE PERSON HAS BEEN IS NOT TAKING
HAVING REPEATED + A[l:\lgvggso,\ggo + INH, INSULIN, —  EPILEPSY
ATTACKS OF SEIZURES STIEE NECK AMBILHAR OR h
PREVIOUSLY MUCH ALCOHOL

Treat epilepsy in the clinic. Give emergency treatment to other causes of seizures,
then send other causes STAT to the hospital. (See pages 28 — 30).

s EDUCATE—both the patient and the patient’s relatives, and form a
“Therapeutic Alliance”. They must agree to continual treatment and to never
letting treatment stop, or the treatment will fail. They must know that:

¢ The medicine controls but does not cure epilepsy—treatment is for the
patient’s lifetime. Just like eating prevents hunger, these medicines
prevent seizures.

e A patient taking medicine may cause himself to have more seizures if:
e He forgets to take his medicine
e He drinks alcohol
e He gets too little sleep

e The medicines must never be permitted to stop suddenly; if they do,
severe seizures may occur.

e Patients with seizures must never drink alcohol as it can cause more
seizures!

s MEDICATIONS—Three medications from National Drug Service are low in cost
and effective in controlling grand mal seizures:
e Phenobarbital 30 and 50 mg tablets—very easy to obtain—give daily h.s.
e Phenytoin 100 mg tablets—sometimes not available
e Carbamazepine 200 mg tabs, 100 mg/5 ml susp, & 100, 200, 400 mg XR tabs.
Adults start at 200 mg BID & gradually increase-max 1200 mg/day (400 mg TID)
All of these medicines have possible side-effects:
¢ Phenobarbital may cause the patient to feel sleepy (especially during the
first 2 weeks). Never take too much—a large overdose can cause coma
and death! Phenobarbital is almost always available-usually try this med.
e Phenytoin (diphenylhydantoin) may cause swelling of the gums, severe
skin rash, dizziness, anemia, or fever. (Not always consistently available.)
e Carbamazepine—allergies, aplastic anemia, low platelets rarely, birth
defects likely. Does not go well with some other medicines.
Start with phenobarbital or phenytoin, and increase the dose gradually as shown
on the next page until the seizures no longer occur.
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START WITH PHENYTOIN

Adult: 50 mg Phenobarbital daily
Child: 1 mg/Ib/day for 1 week

Then increase to:
Adult 100 mg daily or
Child 1%2 mg /Ib /day for one more week

If seizures have not stopped in 2 weeks:
Increase phenobarbital gradually every 2 weeks
until they stop.

Possible increases if needed:
After 2 wks:

Adult—150 mg daily

Child—2 mg/Ib/day

After 4 wks:
Adult—200 mg daily
Child—2.5 mg/lb/day

After 6 wks:

Adult—250 mg daily

Child—3 mg/Ib/day

(Do not increase more than this)

After 8 weeks if still having seizures:
Continue the same amount of phenobarbital but
add phenytoin, starting with the lowest dose and
increasing until seizures stop.

Adult: 200 mg Phenytoin daily
Child: 2 mg/Ib/day for 2 weeks (Give twice the
dose on the first day only.)

If seizures have not stopped in 2 weeks:
Increase phenytoin gradually every 2 weeks until
they stop (but not more than maximum doses).

Possible increases if needed:
After 2 wks:

Adult—300 mg daily

Child—3 mg/Ib/day

After 4 wks:
Adult—400 mg daily
Child—4 mg/Ib/day

Maximum:

Adult—500 mg per day,

Child—4 mg/Ib/day, but give no child more than
300 mg per day

Watch for reactions:

1) With severe skin rash, stop phenytoin and
substitute phenobarbital.

2) With anemia, refer to the doctor.

After 6 weeks if still having seizures:
Continue the same amount of phenytoin but add
phenobarbital, starting with the lowest dose and
increasing until seizures stop.

If seizures are not controlled with both medications, send the patient to the
doctor. When seizures are controlled with the proper dosage of medication, see
the patient monthly and give one month’s supply of medication at a time.

Complications

= Injuries from falling often occur, and sometimes patients fall into open cooking

fires and are burned severely.

m Status epilepticus is a very serious complication in which a patient has continued
seizures one after another without regaining consciousness. He may suffer
brain damage from lack of oxygen or even die. It often happens if the patient
suddenly stops his medications. Take such patients immediately to the hospital.
Give an adult 10 mg diazepam IV slowly (if available) while looking for
transportation [try 2 mg (0.4 cc) IV for a 20 Ib child, and 4 mg (0.8 cc) for a 40 Ib
child]. Check an RDT to rule out malaria while waiting for transportation.

m Occasionally a patient may aspirate or not start breathing by himself after a
seizure and die from lack of oxygen. Clear the airway and breathe for a patient

if he stops breathing.
= Social complications:

e Epileptic patients are often not well-accepted by society—one reason is
people believe they can catch epilepsy from the patient (this is not true).

e Sometimes they have a difficult time finding employment.
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Prevention
Most cases cannot be prevented. A few of the causes, however, are preventable.

m Safe deliveries in a hospital, being careful to avoid either damage to the
infant’s head from a long difficult delivery, or lack of oxygen from the newborn
infant not breathing after delivery will prevent some cases of epilepsy.

m Very early detection of meningitis or cerebral malaria and vigorous correct
treatment will prevent a few more.

» Starting children who develop febrile seizures on phenobarbital or phenytoin
and continuing the medication for at least 3 years after the last seizure, then
discontinuing the medication gradually will prevent some children from
continuing to have seizures and becoming adult epileptics.

m Prevent status epilepticus by teaching patients and relatives never to permit
medications to stop suddenly.

SUMMARY

o Epilepsy can be controlled but not cured.

« Grand mal epilepsy is the common type that the health worker will
treat. Learn to treat this kind well.

« Educating the patient and his relatives is most important.

« Phenobarbital and phenytoin are effective medications for control.
Phenobarbital and Phenytoin Doses for Children by Weight per Day

PHENOBARB—30 and 50 Mg | pienyvTOIN—100 mg tablets*

Child’s tablets*

Weight | Starting Dose Maximum Starting Dose Maximum

in pounds (mg tab) (mg tab) (mg tab) (mg tab)
25 % of 50 mg 1% of 50 mg % of 100 mg 1 of 100 mg
30 1-30 mg 1%-50 %-100 1-100
35 1-30 2-50 %-100 1%-100
40 1-30 2-50 ¥+—-100 1%-100
45 1-50 2%-50 1-100 2-100
50 1-50 3-50 1-100 2-100
55 1-50 3-50 1-100 2-100
60 2-30 3-50 1-100 2-100
65 2-30 4-50 1-100 2%-100
70 1%-50 4-50 1%-100 2%-100
75 1%-50 4-50 1%-100 3-100
80 1%-50 4-50 1%-100 3-100
85 1%-50 41250 1%-100 3-100
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*Because of tablet strength, doses above are not exact for recommended mg/Ib.
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Additional Information—Petit Mal Epilepsy (Absence Seizures)

This type is also fairly common, especially in children, who may outgrow it. Most
commonly in absence seizures the child loses consciousness (becomes unaware of
his surroundings) for a few seconds and stares, but does not fall. His eyes may blink
rapidly. He may make certain movements, and then returns to being completely
normal with no awareness of what just happened. Petit mal epilepsy is much more
difficult to control, and often does not significantly improve with phenobarbital or
phenytoin. Send these patients to the physician. Sometimes, if not too severe, it is
best to do nothing about petit mal and to hope the child outgrows it.
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Use this page for additional notes on Epilepsy.
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RHEUMATOID ARTHRITIS
Definition
Rheumatoid arthritis is a chronic disease causing the joints to become stiff, swollen,

and painful. The body’s immune system attacks its own joints. The cause is
unknown.

Epidemiology
It usually begins between age 20 and 50, occurs 3 times more often in women than

in men, and is much less common and less severe in the tropics than in the
temperate zones. Not many cases are seen in Liberia.

S&0O0—

Joint pain and swelling may come on suddenly or gradually. In either case, within a
few months the swelling usually is found in the same joints on either side of the
body, and usually involves the smaller joints of the hands and feet. The joints feel
especially stiff when the patient wakes up in the morning, but improve as he moves
around. Most patients tire easily, and some have fever. Subcutaneous nodules may
develop over the joints and bony prominences. At any time during the illness the
symptoms may improve or even disappear for a period of months, but they usually
return with periods of pain and swelling which come and go for the rest of the
patient’s life. After some months or years, the joints may become permanently
swollen, deformed, and stiff from scar.

A—

ANY ADULT PATIENT WITH
MANY JOINTS SWOLLEN, A LONG HISTORY OF PERIODS OF JOINT PAIN AND
SWELLING, AND SWELLING AND DEFORMITY OF THE JOINTS OF THE HANDS
WITH THE SAME JOINTS SWOLLEN ON THE RIGHT AND LEFT HAS
RHEUMATOID ARTHRITIS.

WARNING: A very recent swelling of 1 or [ ganp WITH RHEUMATOID ARTHRITIS
2 joints (with no history of injury to note that the

suggest sprain or fracture) and much rjfiiﬂt! finger
pain and warmth and often fever may be | T °‘:‘::“i’: :‘:t
caused by bacterial infection (septic | «w\§’. ot ; deformed.; the
joint). Best to send the patient to a ?:; %;' >~

middle and
==\ Metacarpophal-

doctor to diagnose the swellings ':;‘s' ' 2\ Ve .
| g | . e %ﬁ 25 A N ) angeal
correctly and to properly treat it. % AN -.,u (5% ints
P— G ' are
¥ 0 definitety
m EDUCATE — The patient and “;2' swollen
relatives must understand that: _ Nl V’ \ )
wrist \'l o 1*:,1 7Y deformed

m The swelling and pain usually come .
. Joints are Y )
and go many times. swollen [ \

~ . i
m  Medicine can help relieve the pain. {|mu\_\\\\ @3 e

m  Mild exercise is needed to prevent joint contractures.
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m MEDICATIONS—Give ibuprofen tabs 200 mg, 2 or 3 TID, or diclophenac 50 mg
BID (if available) when the patient is having pain. Either medicine is often very
helpful, and may be continued for many months if it is necessary. Aspirin 300
mg 2 TID or QID may also be used, but is more likely to cause bleeding. These
medicines also reduce inflammation as well as reducing pain.

WARNING: All three medicines can irritate the stomach. Check for symptoms of
peptic ulcer—epigastric pain, anemia, or black stool. Do not give any of the medicines
listed above if any of these symptoms are present, and stop them immediately if they
develop. They may cause a patient with a peptic ulcer to bleed to death. If ibuprofen,
diclophenac, or aspirin causes stomach pain or black stools, stop the medicine and give
paracetamol 500 mg tablets—2 TID or QID instead of these medicines (but not more--too
much paracetamol is toxic). Paracetamol can reduce pain, but does not help inflammation
as the other medicines do.

SECOND WARNING: Paracetamol will not irritate the stomach, but can cause liver
damage and even death if too much is taken (if more than 2 tabs of 500 mg QID in adults
with healthy livers.) Do not give paracetamol to jaundiced patients, or patients who drink
much alcohol.

THIRD WARNING: Remember to tell all mothers to keep all medicines out of the reach
of small children. If a child eats too much aspirin, paracetamol, or ibuprofen instead of
the correct children’s dose, the child can die.

®  Chloroquine diphosphate tablets 250 mg may be given 2 daily for up to 4
months for patients who cannot take ibuprofen, diclophenac, or aspirin,
and will not cause bleeding, but improvement begins slowly. If given longer
than 4 months in daily doses, chloroquine may cause damage to the retina
or cornea of the eyes.

" |f ibuprofen, aspirin, paracetamol or chloroquine fail to relieve the pain,
send the patient to the doctor.

®  Prevent contractures by encouraging each patient to move every joint
through a full range-of-motion several times each day.

Complications

The most common complication is joints that become deformed and cannot move
well. When the patient does not move joints because they are very painful
contractures may also develop.

Prevention

There is no known prevention for the arthritis. However, contractures can be
prevented by teaching patients to fully move all joints each day even when painful;
and pain can be reduced by giving ibuprofen (or other medication).
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SICKLE CELL ANEMIA

Cause

Sickle cell anemia is a recessive, inherited condition that causes the patient’s red
blood cells (RBC) to readily become long and thin rather than round. Such long thin
cells easily break down, causing the patient to be chronically anemic. The long cells
do not flow easily through capillaries and small blood vessels. The slow blood flow
reduces the amount of oxygen carried to the body tissues, which causes pain.
Sometimes the capillaries and vessels develop clots, damaging organs they supply.

Epidemiology

Sickle cell anemia is found mostly among black people in Africa (or people whose
ancestors came from this area). It is common in the same regions where P. falciparum
malaria is common. This seems to be because the carrier state (which does not
usually cause illness) gives some protection against falciparum malaria. For a child to
develop sickle cell anemia, both parents must either be carriers of the trait or actually
have the illness. If both parents are carriers, on the average one out of four of their
children will have the disease.

S—
The signs and symptoms of sickle cell anemia usually begin between 6 months and 2
years of age. They are:

m Chronic anemia (100% of patients)—usually 6 to 9 gm% of Hgb. The anemia
never completely improves.

m Repeated episodes of pain (100% of patients), usually most severe in the bones
of the arms and legs, but abdominal pain is also very common and may be
confused with peritonitis or some other abdominal emergency.

m  Mild to moderate jaundice develops in less than 50% of patients, from the rapid
breakdown of RBC's.

m Finger and toe bones may become very painful and their joints and the soft
tissues over them may swell. Such swelling of the fingers and toes is known as
dactylitis.

m The spleen is enlarged until age 5 or 6 when it begins to grow smaller from
splenic blood vessels clotting off and from scarring.

All the symptoms and complications can be explained by the way the abnormal RBC'’s
break down easily, flow with difficulty, and easily form clots.

Normal red blood cells Sickled red blood cells

05 AN
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Any black patient with chronic anemia and a history of recurrent episodes of
bone pain or joint pain and swelling, all of which began in early childhood most
probably has sickle cell anemia.

In addition to the above, if the patient also has periods of jaundice or a history of
repeated episodes of abdominal pain the diagnosis of sickle cell anemia is even
more certain.

SICKLE CELL CRISIS—Any sickle cell patient who presently has many painful bones
and tender swollen joints or abdominal pain and rebound (both usually with fever)
almost certainly has a sickle cell crisis. (But be sure it is not peritonitis.)

LABORATORY DIAGNOSIS

® SICKLE CELL PREPARATION—This test is easily done. A drop of blood is placed
on a slide with a drop of sodium metabisulfite solution, covered with a
coverslip, and the edges sealed with petrolatum. With either the carrier state
or sickle cell anemia the cells change from round to the sickle shape within a
few hours. Sicklemia blood cells sickle more rapidly than carrier blood cells,

® THIN BLOOD FILMS—The Wright’s stain or Giemsa stain will show cells of
many different sizes and irregular shapes, with target cells, nucleated red cells,
some cells slightly bluish in color (polychromasia), and some sickled cells.
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Complications

m BACTERIAL INFECTIONS are much more common in sickle cell patients than in non-
sicklers. They are the leading cause of death in all age groups. The pneumococcus is
the most frequent bacteria causing infection. In the U.S.:

e In children with sicklemia (previous to pneumococcal vaccine), pneumo-
coccal pneumonia was 100 times more common than in normal children.

e Bacterial meningitis was 300 times more frequent than in the general
population (and 70% of the cases of meningitis were caused by the
pneumococcus before the vaccine).

e Osteomyelitis from bacteria growing in bony infarcts is very common and
often caused by salmonella bacteria.

m SEVERE ANEMIA—May occur from rapid breakdown of RBCs during a sickle crisis
(not very common) or a viral infection that temporarily causes the bone marrow to
stop making RBCs (aplastic crisis). Aplastic crises, which are more common, usually
begin to improve in 7-10 days.

m CLOTTING—In blood vessels may cause damage in many organs including the brain,
heart, lungs, kidneys, and eyes. Stroke occurs if a blood vessel to the brain clots off.

Prognosis—We use 1970 U.S. statistics because this more closely resembles the probabilities for
survival in Liberia at the present. With excellent care the prognosis is better.

m Patients with sickle cell anemia do not live as long as people with normal
hemoglobin. U.S. statistics in the 1970’s showed that:
e Some dieininfancy.

e 50% used to die before the age of 20—this has improved in the U. S.
e Few lived past the age of 40—this has also improved to age 50 or longer.

MOST SICKLE CELL PATIENTS DIE FROM BACTERIAL INFECTIONS;
PNEUMOCOCCI CAUSE MOST OF THESE INFECTIONS.
SO WITH FEVER, ALWAYS LOOK FOR SIGNS OF BACTERIAL INFECTIONS.
WHEN IN DOUBT TREAT WITH PENICILLIN OR AMOXICILLIN TO DESTROY
PNEUMOCOCCI.

m In children, nearly 75% of the deaths are caused by bacterial infections— most
commonly pneumococcal. Whenever pneumococcal vaccine becomes available in
Liberia, give it to all Sickle Cell Anemia patients at age 2. It will prevent many
deaths by reducing the number of pneumococcal infections. Give penicillin V
prophylaxis to all children 2 mo. — 5 yr. of age or until given pneumococcal vaccine.

m PenV prophylaxis —3 mo.-2 yr. - 125 mg. b.i.d., 3 =5 yr. - 250 mg. b.i.d. daily

m In adults, bacterial infections are still the leading cause but the percentage is lower, and
stroke, kidney failure, and heart failure are also very important causes.

pP—
SICKLE CELL CRISIS

m With fever, do an RDT. If malaria is present, treat it (pg. 46—48). Also with fever,
give penicillin or amoxicillin for the possibility of a pneumococcal infection.

m If you have any suspicion of meningitis being present, give both ampicillin and
chloramphenicol IV and refer immediately to the hospital (see pg. 91).

m Give aspirin for pain (aspirin also helps prevent clots).

m Give adequate fluids.
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m Watch the Hgb. If the patient becomes very pale (Hgb drops below 5 gm%), send
the patient to the hospital—may require a transfusion.

m Send any patient who is very ill or not doing well to the hospital.

m Oxygen is also helpful during a crisis.

SYMPTOM-FREE PERIODS
m Many mothers feel they must be giving their child some sort of medicine. Folic
acid is advisable; sickle cell patients need more folic acid—give 1 mg. daily.
Multivitamins (without iron) are also fine. They guarantee sufficient vitamin
intake and cause no harm. (Vitamins with iron or ferrous sulfate can cause
hemosiderosis.)

= Do not give iron routinely—It will not help the anemia. The constant breakdown of
cells tends to cause damaging iron deposits (hemosiderosis) in vital organs. Giving
iron can make this condition much worse and finally cause death. But in
hookworm in children, giving 2 weeks of iron syrup following treatment with
mebendazole is advisable to replace lost iron stores.

m Educate the parents and patients to:
e Avoid becoming too tired or exercising too hard.
e Come to clinic early with fever, cough, or signs of infections.

e Treat diarrhea promptly with ORS or IV fluids to prevent dehydration (with
dehydration sickle cell patients easily clot off blood vessels).

DURING PREGNANCY
m Give multivitamins and folic acid.

m Give Fansidar prophylactically monthly in the second and third trimesters.

m Avoid much iron—but % to 1 tablet daily is advisable as the developing fetus needs
iron and gets it from the mother.

m Watch the Hgb. If below 6 gm, send her to the hospital.
m Observe for signs of infection or pre-eclampsia.
m Pregnancy is dangerous for sickle cell patients; suggest a tubal ligation.

With a STROKE or other complication send the patient immediately to the hospital.

PREVENTION

Since sickle cell anemia is inherited, at the present there is no way to prevent the illness in a
person born with this condition. Various drugs are being tried experimentally--Hydroxyurea
given daily causes more fetal hemoglobin to form which prevents the cells from sickling so
often, but makes it easier to develop infections, and long-term use may cause leukemia.
But there is no hydroxyurea, or anything of this sort to give at the present in Liberia.

It is possible to identify sickle cell carriers by making a sickle cell preparation with a drop of
blood and sodium metabisulfite, and then advising any carrier not to marry another carrier,
but this also is usually not a practical solution in rural developing areas.

Although the final solution to sickle cell anemia has not been found, informed relatives,
patients who come early when trouble begins and proper careful management by clinic
personnel can prevent some of the complications and prolong life.
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HUMAN IMMUNODEFICIENCY VIRUS (HIV/AIDS)

Acquired Immune Deficiency Syndrome, or AIDS, is caused by the Human
Immunodeficiency Virus (HIV). We believe it came from a virus found in monkeys.
The virus was first isolated in 1983. It has been identified in over 200 countries and
territories worldwide and is spreading rapidly in many affected populations,
particularly in developing countries. The first case of HIV in Liberia was identified
in 1986.

HIV belongs to an unusual group of viruses called retroviruses. There are two
main strains of HIV. HIV-1 has caused the majority of infections and AIDS cases;
however HIV-2 is concentrated in certain countries (some in West Africa). Both
HIV-1 and HIV-2 are transmitted in the same ways, are associated with similar
opportunistic infections, and both lead to AIDS. However, HIV-2 is transmitted less
easily, and the period between becoming infected and developing symptoms of
AIDS is longer.

HIV Is Acquired Mainly in Five Ways

1. By having sex with someone who is carrying the virus in his or her body, even
if he or she does not seem to be sick.

2. By getting an injection with a needle that has not been boiled and was used to
inject a person carrying the virus (or by accidentally sticking your finger with the
needle).

3. By receiving a blood transfusion from a person carrying the virus, or

4. From any instrument that pierces or cuts the skin: tattoo or ear-piercing
instruments, circumcision equipment, or blades for tribal marking—if it has not
been sterilized by boiling (soaking in alcohol does not always kill AIDS virus).

5. From a mother with HIV through the placenta to her baby before or during
birth, or by breastfeeding. (Daily Nevirapin syrup for the baby makes
breastfeeding safer, but not completely safe—see page 172.)

Mode of Transmission Risk of Transmission

Blood transfusion from someone HIV positive | ~90% (blood must always be checked for HIV)

Mother to child (including pregnancy, delivery | ~40% chance of infection with HIV
and breastfeeding)

Sharing needles used for injecting drugs <1% each time
Vaginal intercourse <1% each time
Occupational exposure <1% each time

A Handbook for Health Personnel in Liberia 167



Chapter Four—Chronic Diseases

S—
After the virus has gotten into a person’s body it may take 3—10 years for the person
to actually start to appear sick. However, an HIV-positive person who “looks” well can
still spread the virus to other people. With continual antiretroviral (ART), treatment,
the patient will not get well from HIV, but will usually feel much better and live
significantly longer (often for many years), than he would without ART treatment.

People who have AIDS run fevers, lose weight, and usually have chronic diarrhea and
swollen lymph nodes. Sometimes they have a cough. Often they have thrush in the
mouth, and they easily and frequently develop TB, Pneumocystis carinii pneumonia,
toxoplasmosis, and other infections. (These infections are known as opportunistic
infections because they find the opportunity to occur when the patient’s immune
system becomes weak from HIV.) The fever does not usually go away with
antimalarials or the usual antibiotics. If it does, it just comes back again later.

It is important that all health workers recognize the signs and symptoms of HIV. (See
the HIV/AIDS posters for adults and children.)

The natural history of untreated HIV is divided into the following stages:

m Viral transmission—the time when the person becomes infected.

m Acute retroviral syndrome—after 2 to 6 weeks most patients develop a flu-like
illness with fever and aching, sore throat, and possible skin rash and diarrhea.

m Recovery and seroconversion (i.e, the person’s serum goes from negative to
positive for HIV)—person feels well again although he now tests HIV-positive.

m  Asymptomatic chronic HIV infection—the patient seems well but the virus
continues to grow in his body and continues destroying his immune system’s CD4
lymphocytes.

m Symptomatic HIV infection—this is the stage we recognize as AIDS. It usually
develops 3 to 10 years after becoming HIV-infected.

m Finally, death.

Once HIV enters the body, where it replicates rapidly, it infects a large number of
WBC'’s called CD4 cells. During this acute or primary phase of infection, the blood
contains many viral particles that spread throughout the body, seeding various organs.
This rapid initial viral replication causes an equally rapid destruction of CD4 cells,
leading to a high concentration of virus in plasma and a low CD4 count. These CD4
cells are very important for the immune system to work properly. As they are
destroyed, the body’s defenses weaken.

Two to six weeks after exposure to the virus, 50 to 80% of newly HIV positive people
suffer a flu-like illness related to this infection (acute retroviral syndrome). Symptoms
include: fever, headache, myalgias (muscle aches), skin rash, sore throat, and diarrhea.
Other symptoms, such as paralysis, meningitis (infection of the lining around the
brain), and opportunistic infections as a consequence of severe immune suppression
are much less common at this stage. As antibodies are produced and become
detectable in the patient’s blood (from around 6 weeks onward), the level of virus
falls, the CD4 count begins to increase, and the clinical symptoms and signs resolve.
This period is known as seroconversion.
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After seroconversion, a long period of chronic HIV viral infection follows without any
symptoms of illness. During this time, the virus continues to replicate and infect the
CD4 cells as above, but the patient usually continues to look well. However with time,
the immune system becomes unable to produce new CD4 cells at the same rate at
which they are being destroyed, so the number of CD4 cells begins to decline and the
rate of viral replication increases until the immune system is damaged to the point
where HIV-related opportunistic diseases and eventually the AIDS syndrome develop.

Almost all (if not all) HIV-positive people will finally develop HIV-related diseases
and AIDS. The rate of this progression depends on the type and strain of the virus
and certain host characteristics. Factors that may cause faster progression include:
age less than 5 years or more than 40 years, poor nutritional status, other infections,
and possibly genetic factors. As HIV infection progresses and immunity declines,
people become more susceptible to opportunistic infections.

The survival time after the start of severe AIDS-related illnesses is variable but,
before the development of effective antiretroviral (ARV) therapy (ART), average
survival time was about 2—4 years in most developed countries and about 6 months
or less in developing countries.

SIGNS AND SYMPTOMS IN HIV INFECTION—The symptoms are usually caused by
opportunistic infections occurring when the body’s defenses are low, and not by the
HIV virus itself. Therefore, opportunistic infections (such as thrush, TB, and
pneumocystis carinii pneumonia) should be aggressively treated before even
considering antiretroviral (ARV) treatment. The World Health Organization (WHO)
staging system for HIV infection recognizes HIV disease progression and may be used
to assess newly diagnosed HIV clients and their eligibility for preventive and ARV
therapies. Knowledge and extensive use of the WHO staging system is the basis of
clinical care for HIV. In addition, regular measurement of body weight and
laboratory measurement of immunological and virological status (where possible)
are very important for good HIV clinical care.

O—
EARLY DIAGNOSIS AND TREATMENT of all HIV-positive individuals is essential. Early
knowledge of HIV infection can result in tremendous public health benefits through
decreasing risky behaviors that could transmit HIV to those people who remain
uninfected. Uninfected persons may also benefit from HIV testing, because knowing
they do not have HIV may encourage them to reduce risky behaviors. Expanding
opportunities for widespread testing, coupled with access to free treatment—and
the knowledge that it exists—will help to identify HIV-positive individuals in the
population. Testing for HIV is available at every hospital and health center in Liberia
and in many clinics. All patients with signs or symptoms of disease should be
referred for testing, but cannot be tested unless they agree.
Liberia has adopted a National Testing Strategy employing two key approaches:
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1.

Voluntary counseling and testing (VCT) is a system by which an individual can
find out his/her HIV status and receive pre- and post-test counseling. Informed
consent (written or oral) for testing is required in this setting.

Health care provider-initiated testing and counseling (PICT) is based on a
health care provider’s recommendation to a patient.
®  Routine PITC is encouraged in all health care settings.
® Health care providers should offer an HIV test to every patient who
requests health care, but especially patients in:
e Inpatient wards
e TBclinics
e STl clinics
e Antenatal care clinics
e Therapeutic feeding centers
e Maternal and under-fives health clinics (special attention should be
paid to recognizing the manifestations of HIV in children)
m All patients have the option to refuse testing.
m Pre-test counseling can be provided in a group format (e.g., a health talk)
but post-test counseling should be performed in private settings.

m Pregnant women who test HIV-negative during the first trimester should
be retested in the third trimester to rule out the possibility of a false
negative diagnosis (i.e., testing negative during the window period) or a
new infection.

Consent and Counseling

All patients undergoing HIV testing must give their consent (oral or written)
before a test is performed on their specimens.

Doctors, nurses, midwives, and health personnel should be trained to offer pre-
and post-test counseling. Ideally, this should be included in pre-service training.

Pre-Test Counseling

Counseling before testing should be provided to individuals who are considering
being tested for HIV. The counseling should provide information on basic technical
aspects of screening and the possible personal, medical, social, psychological, and
legal implications of being diagnosed either positive or negative.

In health care settings (hospitals and clinics)—health care providers should
provide appropriate counseling so patients understand that with consent they
will undergo a test for HIV.

In VCT centers—counselors should perform more extensive pre-test counseling,
which includes explaining how the diagnosis is made, risk factors for HIV, the
course of the disease, available treatments, and the need for life-long therapy.
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The counselor should:
m Determine the individual’s background information on HIV and AIDS.
m Provide information on HIV and AIDS in a manner easy to understand by using
simple, common, and accepted language.

m Take an appropriate history to assess the likelihood that the individual has
been exposed to HIV, such as risky sexual relations, injecting drug abuser,
having received a blood transfusion, or having been exposed to non-sterile
invasive procedures.

m Inquire about a person who would be able to provide emotional and social
support for the individual.

Post-Test Counseling
Post-test counseling must be provided:
m Inall circumstances irrespective of the test result
m In a private manner acceptable to the patient
m To the caregiver, in the case of a patient who is a minor

NOTE: The type of counseling will depend on the outcome of the test.
1) All people who test positive should be referred to the closest hospital or health center
providing HIV care and treatment. Most counties have one or more such facilities.

2) HIV care is a life-long commitment.

3) Like other chronic diseases such as hypertension or diabetes, HIV can be treated, but it
cannot be cured.

MANAGEMENT PROTOCOLS—the most important aspects of management for a
health worker are:
m Recognize the signs and symptoms of HIV and of opportunistic infections.
m Counsel the patient that testing and treatment are available free of charge in
every county of Liberia.
m Refer the patient (and his/her family) for testing, care and treatment.

Once found to be HIV-positive, a patient should be treated for any infections and
started on prophylaxis for opportunistic infections until he/she can be enrolled in a
care and treatment program at the closest hospital or health center.

Prophylaxis against HIV-Associated Infections with Cotrimoxazole
Preventive Therapy (CPT)

Cotrimoxazole (CTX or TMP-SMX) is an essential aspect of HIV care. Its use can
improve survival independently of specific HIV treatment with antiretroviral (ARV)
medicines.  Cotrimoxazole can prevent: bacterial pneumonia (streptococcus
pneumonia), bacteremia (salmonella species), pneumocystis jiroveci pneumonia
(PCP), diarrhea (from salmonella, isospora belli), and toxoplasmosis. In children,
CPT also protects against malaria, otitis media, sinusitis, cellulitis, and septicemia.
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Steps to Initiating Cotrimoxazole Preventive Therapy (CPT)
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1. Identify potential recipients:
a. HIV-positive adults, adolescents, and children
b. HIV-negative but exposed children from 6 weeks of age and older

2. Take a medical history.

3. Conduct a physical examination.

4. Counsel on the opportunistic infections that occur in people with HIV infection.
5. Treat any opportunistic infections that the HIV patient already has developed.

6. Screen for contraindications to taking cotrimoxazole. Do not give to people with:

a. Known allergy to sulfa-containing drugs (which include both cotrimoxazole
and sulfadoxine-pyrimethamine [Fansidar])

b. Kidney or liver disease
c. Seriously ill patients (refer for specialized medical care instead)

7. Counsel the patient on:

a. Drug adherence—the patient needs to know he must take the medicine
every day and never stop

b. Possible side effects of cotrimoxazole—these are:

Skin eruptions, which may be severe (Stevens-Johnson Syndrome)
Nephritis (kidney disease)

Hepatitis (liver disease)

Anemia and other signs of bone marrow suppression
Hyperkalemia (too high serum potassium)
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