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STUDENT GUIDE
 

ARTHRITIS 

1. 	 Entry Level Skills and Knowledge 

Before starting this unit, you should be able to: 

1. 	Describe anatomy and physiology of a normal
 
joint.
 

2. 	Perform examination of skeletal (joint) system.
 

3. 	Emplain the inflammatory process. 

I. 	Objectives
 

Using the information and experience provided by the
 
instructor and the module text, you will be able to:
 

1. 	Diagnose rheumatoid arthritis and osteoarthritis 
based on physical examination and patient history. 

2. 	 Differentiate rheumatoid arthritis from: 
-septic joint (sepsis)
 
-rheumatic fever
 

3. 	Identify signs and symptoms of rheumatoid
 
arthritis and osteoarthritis. 

4. 	 Identify the complications of rheumatoid arth­
ritis and osteoarthritis. 

5. 	 Manage rheumatoid arthritis with drug therapy, 
rest, and patient education. 

6. 	Manage osteoarthritis with drug therapy,

physical measures, and patient education.
 

7. 	Provide follow-up management for rheumatoid
 
arthritis and osteoarthritis.
 

8. 	Identify the complications of drug therapy for
 
arthritis.
 

9. 	 Identify the means of preventing contractures 
and decreasing the severity of arthritis. 



III. Evaluation
 

MODULE PHASE
 

Upon completion of this module, you will be assessed
 
on:
 

1. 	Knowledge: Written test based upon the 
content
 

of the module text. (Acceptable 
performance, 80%.) 

2. 	 Skill: Your ability to perform physical exam­
ination of the skeletal system. Your 
ability to identify the physical exam­
ination discriminators for osteaoarth­
ritis and rheumatoid arthritis. 

ROTATION PHASE
 

Upon completion of the rotation phase, you will be 
assessed on: 
1. 	Your ability to diagnose and manage isteo­

arthritis and rheumatoid arthritis 
2. Your ability to perform a range of motion 

exercise, and use finger splints to prevent
 
contractures.
 

3. 	Your ability to instruct patients/family in
 
range of motion exercise.
 

IV. Activities you will be 
using to accomplish
 
objectives include:
 

1. 	 Read module text and 
answer review questions.
 

2. Participate in large group discussion covering
 
text material.
 

3. Participate in role playing activity in which
 
trainees will practice patient education.
 



RHEUMATOID ARTrHRITIS
 

General Considerations
 

Rheumatoid arthritis is an inflammatory disease of the
 
body's connective tissues in which the joints become 
stiff, painful, and swollen. It is an autoimnune disease, 
which means the person makes antibodies which attack and 
damage certain of his own body tissues, but the actual 
cause of rheumatoid arthritis is unknown. 

The tissue around the joint becomes inflamed and swollen 
and secretes more fluid causing the joint space to swell. 
Scar tissues form and gradually cause the joint to become 
swollen and deformed. (See Figure CM 1) 
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The feet and hands often feel cold with numbness or
 
tingling. Subcutaneous nodules - k 1 cm in diameter,to 

may occur over bony prominences or aLtached to joint

capsules. Sometimes they gradually resolve. 
 Weight 
loss frequently occurs.
 

The 	 principal complication is limitation of joint motion,
often with muscle contractures. In severe cases, such 
a patient may be unable tn walk about. 

Differential Diagnosis
 

The 	fully developed case 
is usually easy to diagnose.

However, early cases with fever, fatigue and just one 
or two joints affected can be very difficult.
 

There are two other serious illnesses with which rheuma­
toid arthritis may be confused. They -ire septic joint
and rheumnatic fever-. 

1. 	 Rheumiatoid arthritis may be confused with a septic

joint in its early stages when only one or two
 
joints may be acutely inflamed. When doubt exists,treat for septic joint and refer to the hospital.
(See G.O.Disease Modulc.) 

2. 	 Early rheumatoid arthritis with more joints involved 
may also be confused with rheumatic fever, but in 
rheumatic fever the joint swelling moves from some 
joints to other joints every few days. 

Management
 

Rheumatoid arthritis cannot be permanently cured but pain 
and some deformity can be prevented. 

1. 	Moderate exercise is necessary to prevent joint 
con­
tractures. To prevent contractures each patient
needs to move every joint through its full range-of­
motion several times daily. 

2. 	Rheumatoid arthritis patients usually require more
 
rest than well people. They should get adequate

sleep and, 
if feeling tired, take additional rest
 
during the day. 

3. 	Any joint that is acutely inflanued (red, hot, and 
painful) should b2 rested. Finger splints are 
helpful. Walking should be avoided when the ankle,
knee or hip are acutely inflamed. 



4. 	 Aspirin is the best drug for arthritis. it decreases
 
the inflammation as well as the pain. High doses may

be necessary and should be given as ionIj as signs of
 
inflanmation 	 or pain are present.
 

Adults: 2 tabs (600 mig) four times a day
 
to
 

3 tabs (900 mq) cumr times a day
 

Watch for stomach burning and pain, as well as signs 
of G.I.bleedinq such as bomiting of "coffee yrounds" 
or black stools. If the patient complains of burning
Il the stomach, give an antacid along with the aspirin. 
(The aspirin should always be giveu with food or a 
full 	glass; of milk or water.) If the burning con­
tinues or there are any signs of G..T bleeding, have 
the patient ci.scontinue the aspirin and refer her to 
the hospital. 

Ringing cf the ears is a commooi side effect associated 
with high iosaiges of a.;prin. This by itself is not 
a serious problem - but in older people may progress 
to deafness sc) shouid he closely watched. 

Drugs such 11;sphny lb utazone or indomethacin may be 
used for a 10-14 day course. The patient should 
not stay on these indefinitely because of the serious 
side effects such as bone marrow suppre;ssion or 
peptic ulcer disease. 

Prevention 

There ate no preventive measures for rheumatoid arthritis. 
Contractures, however, can be prevented by patient edu­
cation with adequate medication to reduce the inflammation 
adi encouragement to fully mliove jointcs. 

Patient Education 

Since this i-s a progressive chronic disease, patients and 
their familie:; s''ouldci under-stand that rheumatoid arthritis 
is; a disease whiich cinnot be permanently cured but that it 
can be ce:<pecLd to improve for sometime before getting 
worse a(1in. 

They should also know that proper rest, exercise, and 
medication w ii help relieve tle pain and reduce the 
progression of the disease. 



REVIEW QUESTIONS
 

1. 	 Rheumatoid arthritis is a disease which affects 
the: 

eyes 
 . joints
 
sense of hearing 
 nerves
 

2. 
With rheumatoid arthritis, the patientt
 s joints
 
become:
 

_ painful 

stiff
 

swollen
 

Place a "T" or 
"F" 	in front of the following statements
 
to indicate whether they 
are 	TRUE or FALSE.
 
-3. 
 With rheumatoid arthritis, joints are 
swollen
 

and painful for only 3 to 
7 days.
 
4. 
Joint swelling with rheumatoid arthritis usually
 

develops gradually.
 
5. 
Symptoms of rheumatoid arthritis may disappear
 

and 	return later.
 
6. With rheumatoid arthritis, joint swelling moves


from one set of joints to another set of joints
 
every few days.
 

7. The principle complication of rheumatoid arth­
ritis is limitation of joint motion.
 

-8. Once 
a person has rheumatoid arthritis, he is

immune to 
future inflammation of rheumatoid
 
arthritis.
 

9. 	The most distal finger joints 
are 	most susceptible

to inflamnation of rheumatoid arthritis.
 

10. 
Name two illnesses with which rheumatoid arthritis
 
may be confused.
 

1)
 

2)
 

11. 	Patient education is an important component in the
management of rheumatoid arthritis. 
 Discuss some
important points to be discussed with the patient.
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12. 	 What is the preferred drug for treatment of 
rheuzatoid arthritis and what is the dosage for 
adults? 

13. 	 What are signs of possible drug reactions to
 
treatment with aspirin?
 

14. 	 You have been treating a 45-year old woman for
 
rheumatoid arthritis. 
 At her last visit she 
complained of a burning stomach pain whenever 
she takes aspirin to relieve the joint pain. 
How will you manage this? 



OSTEOARTHRITIS 

General Consideration;
 

Osteoarthritis is a degenerative disease of movable joints.
It is a common disorder especially in the elderly and seems 
to be a part of the aging process. The inner joint 
structure becomes roughened and worn. Woight bearing 
joints are most commonly in~volved. 

Osteoarthritis may be seen in younger people associated 
with old joint injuries. Certain other factors may 
promote the development of dugenerative changes. They
include the increased "wear and tear" on joints associated 
with obesity 

Clinical. Picture 

Most symptoms relate directly to the joints involved ­
joint pain on motion, stiffness after periods of rest 
and 	 aching at times of rainy weather. 

On physical examination, roughness or clicking may be 
felt when moving the joint. The joint may have a 
limited ringe of motion from normal and changes of the 
joint shape may b observed. Tenderness may be present 
but other signs of infiammation are rare. 

flip 	 involvement can he very painful and result in 
"marked decrease" in range of motion and difficulty 
walking. Knee involvement is common in older women 
and is associated with loss of motion and difficulty 
in walking. Decgererative disease of the spine is a 
common cause of back pain. 

Osteoarthritis is a slowly progresseive disease and al­
though not life threatening is disabling and painful. 
It usually is confined to a few joints and does not 
spread to all. the joints like rheumatoid arthritis does. 

Management 

Supervi:; 1ion is important to prevent unnecessary dis­
ability. 

I. 	 Physical ot~as ure: ; 

a. 	 Da.ily rest- at mid-day is often helpful. If 
the back is involved, a firm mattress with a 
board underneath is recommended for sleeping. 

b. 	 Local support. When knees and hips are in­
volved, canes or crutches may be helpful.
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c. Weight reduction will decrease the wear and 
te2ar on weight bearing joints.


d. 	Hot soaks or packs to painful areas will re­
duce the pain. Three times a day for fif­
teen minuteS. 

2. 	 Drug therapy
 
Aspirin seems to reduce 
 the joint changes as well 
as decreasing the pain. 

Aspirin 2 tabs (600 mg) four times a day. 

Prevention
 

Avoidance of obesity may decrease the severity of
 
osteoarthritis of the weight bearing joints.
 

REVIE'W QUESTIONS 

Mark the following "0" for Osteoarthritis and "R" for 
Rheumatoid Arthritis. (May have two answers.) 

1. 	 Associated with aging 

2. 	 May improve for a while and then get worse 

3. 	 Aspirin 

4. 	 Obesity makes it worse 

5. Daily rest 

____ 6. Disability may be decreased 

7. 	No prevention
 

8. 	 Low grade fever 

9. 	Subcutaneous nodules
 



STUDENT GUIDE
 

OSTEOMYEL TIS 

I. Entry Level Knowledge and Skills
 

Before starting this unit, you should be able to:
 

1. 	Describe the associated anatomy and physiology
 
of the skeletal system.
 

2. 	Explain the infection process.
 

II. Objectives
 

Using the information and experience provided by
 
the instructor and the module text, you will be
 
able to:
 

1. 
Identify the high risk factors associated with
 
osteomyelitis.
 

2. 	Explain the causes of osteomyelitis.
 
3. 	Explain the signs and symptoms associated with
 

osteomyelitis in adults and children.
 
4. 	identify localized pain and tenderness in bone(s)
 

as a physical examination discrimination for
 
osteomyelitis.
 

5. Diagnose and manage osteomyelitis using protocols
 
and management guidelines.
 

Il. Evaluation 

Module Phase: 

Upon completion of the module, you will be assessed on:
 
1. Knowledge - Written test based upon contents of 

unit in module. Acceptable performance, 
80%.
 

2. Skills - Your ability to make the physical
 
examination discriminations for
 
osteomyclitis.
 

Rotation
 

Upon completion of the rotation phase, you will be
 
assessed on:
 

1. 	Your ability to aiagnose and manage osteomyelitis.

2. Your ability to immobilize limbs or vertebral
 

column.
 
3. 	Your ability to describe appropriate patient


education regardiiL, trauma and infection. 
IV. Activities you will use to accomplish the objectives:
 

1. Students read module text on osteomyelitis and 
answer review questions.


2. Instructor conducts a discussion of the diagnosis
 
and management of osteomyelitis.
 

3. Instructor demonstrates immobilization of limbs
 
and vertebral column.
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OSTEOMYELITIS
 

Osteomyelitis or bone infections can be caused by direct
 
contamination of the bone or by spread of infection 
through the bloodstream to the infected bone. Direct 
contamination most often is a complication of openfractures, penetrating wounds unsterileor surgery. In
osteomyclitis from systemic spread, the primary infection 
can be found in only half of the patients. History
reveal that patients have a past history of trauma to 

may 

the region.
 

Clinical Picture 

In children: 

Usually osteomyelitis begins with a fever, which may bequite high, and in severe cases, is accompanied by chills
and signs of generalized infection. The pulse iselevated. Inflammatory signs over the bone area may be 
absent early out later localized pain, tenderness,

swelling, warmth\ and redness may be observed. The

patient often complains of pain and may not want to move
or to be moved or touched when the localized signs occur.
Any bone may be involved - long bone, hip, vertebrae, etc. 

In adults : 

Osteomyelitis is typically seen with sudden pain in the
affected bone and a sharp rise in temperature, but in
fact, fever and other signs of infection may be absent
 
or vague. Usually there is localized pain and tender­
ness, and one of the earliest signs may be limitation of 
movement. Overlying becomestissue swollen, red,] and 
may show abscess formation (this is most common in 
chronic osteomyelitis) . Any bone may be involved ­
long bones, hip, vertebrae, etc. 

Complications 

The most comlon complication of acute osteomyelitis is 
chronic bone infection which followingmay occur delayed 
diagnosis or inadequate early treatment. Chronic osteo­
myelitis or more 
complicated acute osteomyelitis can form
 
an abscess formation in the surrounding soft tissue.
 
Other complications include damage to the 
bone due to in­
fection and subsequent fractures at the site of infection.
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Management
 

Osteomyelitis is a very serious infection and may need
 
special types of antibiotics and/or surgery. Therefore,
 
the patient should be seen by a doctor.
 

1. 	Immobilize the affected limbs or 
vertebral column.
 
2. 	Transfer to a hospital for treatment.
 
3. 	Long-term antibiotic therapy may be necessary and
 

a nurse clinician may be asked to follow up at the 
clinic level. Patients with osteomyelitis should
 
be seen periodically to observe for complications. 

Prevention
 

There is no specific pre% ntion of osteomyelitis. 

REVIEW QUESTIONS 

1. 	 Osteomyelitis is said to be caused by direct con­
tamination of the bones or by infection through the

bloodstream. Explain the history associated with
 
each of these:
 

a. Direct contamination: 

b. Infection through bloodstream:
 

2. 	Describe the clinical picture of a child with
 
osteomyelitis.
 

3. 	Describe the typical picture of osteomyelitis in
 
an adult.
 

4. 	How would you manage a patient who you diagnose
 
as having osteomyelitis?
 



16 

STUDENT GUIDE
 

BACKACHE
 

I. Entry Level Skills and Knowledge
 

Before starting this unit, you should be able to: 

1. 	 Describe the normal anatomy and physiology of 
the vertebral column, the spinal cord and the
 
peripheral nervous system. 

2. 	 Know the historical questions to ask concerning 
the musculo-skeletal and nervous system. 

3. 	 Do a physical examination of the musculo­
skeletal and nervous system. 

II. Objectives 

Using the information and experiences provided by
the instructor and the module text, you will be 
able to: 
1. 	 Describe the symptoms and signs associated with 

backache. 
2. 	 On physical examination recognize: 

a. 	 Musculo-skeletal change, including ­
1) 	Abnormal curvature of spine

2) Swelling or tenderness of joints 
3) Decreased mobility

b. 	 Neurological changes, including ­
1) Abnormal sensory or motor findings 

III. Evaluation
 

MODULE PHASE 
Upon completion of the module, you will be assessed on: 
1. 	 Knowledge - Written test based upon contents of unit 

in module text. (Acceptable performance, 
8o0;. ) 

2. Skills - Your ability to perform a complete

history and physical examination of the 
musculo-skeletal and neurological 
systems. 

ROTATION PHASE
 

Upon completion of the rotation phase, you will be 
assessed on: 

1. 	Your ability to diagnose and manage the common
 
causes of backache. 
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BACKACHE
 

General Considerations
 

Backache or pain in the back is 
one of the most common
 
types of pain. The pain may be from the back itself,
 
or it may be caused by disorder in some other organ.

It is important to recognize that while most pain in the

back is because of muscle strain, not all of it is, 
and
 
other, more serious causes 
must be considered.
 

The back has 
two parts each with a separate job. One
 
part is the vertebral bodies 
and the discs between them.
 
These are responsible for supporting the body. 
 The

other part is the spines themselves. These protect the
 
spinal cord and paravertebral muscles. The stability

and strength of the body depends on 
two types of structures ­
the ligaments and the muscles. 
 Either the bones, ligaments
 
or the muscles can be the cause of pain. 
 The upper
 
(cervical) and lower (lumbar) parts of the back have most
 
freedom of movement and are most frequently injured.

Most people are talking about the lower (lumbar) back
 
when they complain about "backache"
 

His tory
 

When someone complains of back pain, 
it is most important

that you take a careful history:
 

Where exactly does it hurt?
 
When did it start?
 
Did it 
start suddenly or gradually?
 
What was the patient doing when and just before it
 

started to hurt?
 
Has it hurt before? When? 
 Under what circumstances?
 
How severe is the pain? (Can normal work still be
 

done?)
 
Does anything make the pain worse? 
 (coughing,
 

sneezing, bending, etc.)
 
What relieves the pain?
 
Are 
there any other signs or symptoms? (fever, chills,
 

haematuria, urinary frequency, loin tenderness,
 
swelling, vaginal discharge, vaginal bleeding,
 
pregnancy, mass, 
amenorrhoea, menstruation, joint
 
deformity, obesity, etc.)
 

IF THERE MAY BE A 
FRACTURE, IMMOBILIZE THE PATIENT
 
IMMEDIATELY, BEFORE DOING ANYTHING ELSE'.
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and 'hoir Management
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INFECTION 

If the patient has fever arK./or chills, you should con­
sider the possibility that the back pain is from an 
infection. 

If the pain is in the loins or costovertebral angles, it
 
may be from nephritis. See the Genito Urinary Module.
 

If there is pain in the low abdomen and adenexal tender­
ness is present, it may be from pelvic inflammatory
 
disease. See Problems of Women Module.
 

If the pain has developed gradually and there is pain
 
over one or two vertebra with an associated mass present,
 
it may be from tuberculosis of the spine. See
 
CommunLcable Disease Module.
 

OBSTTRIC OR GYNAECOLOGICAL PROBILEMS 

If the patient has been pregnant or has missed a period 
or two, the pain may be from a complication of _preqnanc.
See Antenatal and Postnatal Module. 

If the patient is or may be pregnant and there is vaginal 
bleeding, it is likely to be from an abortion. See 
Antenatal and Postnatal Module. 

If there is a pelvic mass present, the pain may be from 
a fibroid of the uterus or cancer of the cervix. See 
ProLlems of Women Module. 

If the pain occurs just before or during menstruation,
 
it may be dysmenorrhoea. This tends to be felt in the
 
low back, if partly localized, tends to radiate down the
 
legs and is of a crampy nature. See Problems of Women 
Module. 

ARTIIRITIS 

If the back pain is associated with other joint pains
and joint deformity it may be from rheumatoid arthritis. 
This is often worse in the morning. See Rheumatoid 
Artiritis in this Module. 

If the back pain is chronic, especially in an older person, 
someone with a history of an old back injury, or someone 
who is grossly overweight, it may be from osteoarthritis. 
See Osteoarthritis in this Module. 
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MUSCLE STRAIN
 

If the back pain came on .uddenly, has associated tender­
ness but does not radiate or worsen with coughing or
 
sneezing, it is probably due to mnuscle strain. Javo the 
patient rest in bed, apply heat to the tender area and use 
Aspirin two tablets Eour times a day io: pain relie.f if 
needed. This pain should not persist, but may recur 
after further minor back strains.
 

If the back paLn is chronic, localized, and there Ls 
limited back movement, but is in a younger person, it 
may be what is called s imply "chronic low back pain". 
Encourage low back exercises, rest daily as needed and
 
use Aspirin two tablets up to four times a day as needed
 
for pain relief. Poor posture may be a contributing
 
factor and should be improved.
 

USE A STPAICIT CiAIR to sit en. 

nIL 
Exercise re';ularly to straighten the spinal and
 
abdominal muscles e.g. sit-ups and leg lifts.
 

* AVOID BENDING DOWN IF POSSIBLE 
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MENTAL STRESS AND ILLNESS 

It is well to remember that anxiety, depression or 
mental illness may cause or be manifested as pain in 
the back. Thus you should look for these types of 
problems if no other diagnosis is evident. 

Summa ry 

While most patients witi, back pain can be cared for in 
the clinic, the patient with severe back pain without 
evident cause or that persists should be referred to a 
physician. 



23 

REVIEW QUESTICNS
 

1. 	 What are five (5) common causes of backache? 

a) 

b)
 

c)
 

d)
 

e) 

2. 	 When should you refer a patient with backache? 

3. 	 Outline briefly the treatment of acute backache. 
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STUDENT GUIDE
 

THYROID DISEASE
 

I. Entry Level Skills and Knowledge 

Before starting this unit, you should be able to: 

1. 	 Describe the anatomy and physiology of the 
thyroid gland. 

2. 	 Explain the effects of the thyroid on the 
conversion of food stores into energy. 

II. Objectives
 

Using the information and experiences provided by
 
the 	 instructor and the module text, you will be 
able to:
 

1. 	 Describe signs and symptoms associated with 
hyperthyroidism. 

2. 	 Differentiate between a patient with simple 
goiter and a person with hyperthyroidism. 

3. 	 On physical exami nation, recognize the fo].lowing: 
-enlarged thyroid 
-bulgjinj eyeballs 

4. 	 ExpIain the usual course and compications 
assocL:ited with hyperthyroidism. 

5. 	 Develop a management plan for a patient with 
hyper thy roi dism. 

6. 	 Identify a patient with hyperthyroidism using 
the protocol for weight loss. 

7. 	 Describe the signs and symptoms associated 
with hypothyroidism. 

8. 	 Explain the usual course and complications of 
hypothyroidism.
 

9. Identify a patient with hypothyroidism using 
protocols.
 

III. Evaluation 

MODULE PHASE 

Upon completion of the module you will be assessed on:
 

.	 Knowledge: Written test based upon contents of 
unit module text. (Acceptable
 
performance, 806.) 

2. Skills: Examination of the tyroid riland, use 
of 	weight loss protocol, bulging eyes.
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ROTATION
 

Upon completion of the rotation phase, yo will be
 
assessed on:
 

1. Your ability to diagnose and manage the following
 
problems:
 
-hyper thyroidisn
 
-hypothyroidism
 
-simple goiter
 

IV. Activities you will be using to accomp].ish the 
objectives are:
 

1. Read module text and answer review questions. 

2. Discussion with instructor on any questions or 
problems. 

3. Student-lead discussion on examination of thyroid
and eye for bulging.
 

4. Discussion with instructor of discriminators of 
thyroid disease. 
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TIIYROI D DISEASE 

Review of Physiology Related to the Thyroid Gland
 
As you recall, a gland is 
a body organ which uses chemicals
 
within the body to produce hormones. These hormones are
 
chemical messengers. Once r.ileased by the gland, they

circulate through the body in the bloud stream until they

reach their target - amother organ. These hormones giive
 
a message to 
thac organ to start or increase its own
 
functions. HL.rmones, 
then, help regulate the functions
 
of other organs.
 

The thyroid gland, .located in the front of tihe neck, uses
 
iodine (obtain.d iin food) to produce a thyroid hormone
 
which then circulates through the bloodstream. Thyroid

hormone is particularly important because it regulates

several different organs responsible for heartbeat, body

temperature, ai:d how much food or fat is "burned up" 
to
 
make energy.
 

In hypetnyroidism, the thyroid gland produces too much
 
hormone, so those organs are overstimulated and the heart
 
beats too fast, too much food and fat are
and burned up,

making too much energy (the person gets thin. and feels
n 
very anxious or overactive).
 

lyperthyroidism is 
a serious disease bucause (1) a very

fast pulse means the heart .is working too hard, (2) one
 
can die if his body temperature gets too high, and (3)

the body uses up so much fuel (food and fat) in pro­
ducing excess energy that the person uses up all his fat
 
stores and .starts 
burning up muscle and essential body
 
tissues.
 

The cause of hyperthyroidism is not well understood. 
 In
 
most people, the thyroid gland just begins getting larger
and larger (hyperplasia), it produces more arid more thy­
roid hormone, and the complications of hyperthyroidism 
result. It is important to realize that a large thyroid
gland does not always mean hyperthyroidism. In Lesotho
 
where iodine isn' t found in the food because it 's not 
found in the soil, people's thyroids get larger necause
 
they thyroid gland works harder to produce more hormone

with less iodine (the same way muscles get larger if used
 
a 
lot). These people have simple goiter, a larger than 
usual thyroid gland which only produces normal amount of 
hormone. 

In hypot-hyroidism, the thyroid gland doesn't produce enough
hormone so the organs are under:z;timulated; the heart beats
 
slowly, and body metabolism is slow. (The person looks
 
puffy, slow, and dull.) iHypothyroidism is also a serious
 
disease. The is
cause often unknown.
 
See Diagnostic Skills - Examination of the Thyroid and
 

Examination of the Eyes for Bulging
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DIAGNOSTIC SKILL 

Examination of th, Thyroid 

Supplies
 

A glass of water
 

Purpose of Procedure
 

The purpose of this examination is to determine enlarge­
ment or abnormal lumps on the thyroid. 

Steps in Procedure
 

The thyroid is normally 
too small to be seen or easily

felt. 
 It lies at the base of the front of the neck 
below the lowest piece of large, firm cartilage you can
 
feel (the thyroid cartilage). The thyroid is shaped
 
almost like a butterfly, with a thin central body

crossing the centre part of the 
neck and two large
 
"lobes" on either side. 
 (See Figure CM 3.)
 

Thyr~wd ­

Fiqu2,e CM 3 - Locations of the Tiroid Gland. 
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When the gland becomes enlarged, you can see and feel a 
diffuse puffiness in the lower neck. Also, because the 
thyroid is below the thyroid carti lage which moves up
and down with swallowing, the thyroid gland itself can 
be seen and felt moving up slightly with swa]1lowing.
The patient can usually tell you if hUs or her neck has 
recently become more puffy. 

1. 	 With the patient sitting, stand in front and look at 
the neck for diffuse puffiness. 

2. 	 Have the patient sip and swallow a small amount of 
water: see if the puffiness Ilides upwards briefly 
during swallowing. 

3. 	 With examiner now standing behind the patient, place 
your fingers gently on each side, just below and to 
the sides of the firm thyroid cartilage. Have the 
patient sip and swallow o small amount of water; 
see if you feel soft puffiness glide upward briefly
with swallowing. (See Figure CM 4.) 

Figupne C! 4 - examinat'cia,,r:I Z ;/on. 

4. 	 Then move to the front of the patient and place
fingers of one hand over the thyroid. Ask the 
patient to swallow again with the examining hand 
in place. 
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Results 

A normal thyroid should be firm and symmetrical. it
 
should be small and not visible. An enlarged thyroid
 
such as seen in hyperthyroidism will be diffusely en­
larged, usually symmetrical and soft or boggy feeling.

Lumps or irregularities of the thyroid indicate 
nodules that should be referred to a physician. 
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DIAGNOSTIC SKILL
 

Examination 
 of the Eyes for Bulging 

Supplies 

None
 

Purpose of the Procedure 

The purpose of this examination is to determine whether
the eyes are protruding more than normal as is often
 
Seen relatcd to hyperthyroidism.
 

§1t 	 Is intL -Procedurl 

1. 	 Observe the patient's face for a wide-eyed staring
expression and protruding eyeballs. 

2. 	 Observe the eye closely to see 	 if you can see
white areas all thearound coloured iris. 

Results 

Normally, the upper eyelids would cover smalla part ofthe upper iris, so no white would be visible over the
iris and the eye would be normall.y set in its socket. 

With hypurthroidism, the face may have a wide-eyed
staring expression with protruding eyeballs and white 
areas of the cornea may be seen all around the iris. 
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SIMPLE GOITER
 

General Considerations 

A general enlargement of the thyroid gland which is not 
associated with other symptoms is called a simple goitvr. 
It is usually due to iodine deficiency. The swelling 
usually becomes visible at puberty but may appear during 
pregnancy. 

This form of goiter is found all over Lesotho (goiter 
belts) whero soil and water lack iodine. Certain foods 
such as cabbage, and kohlrobi will promote goiter. 

Clinical Picture 

A soft symmetrical smooth goiter with no symptoms of 
hyper- or hypothy roidism. 

Complications 

Rarely the goiter may bacome large enough to obstruct 
breathing - then an operation may be necessary. 

More commonly, people may have children who are deaf and 
dumb or are born with decreased thyroid function. Those 
children born with decreased to absent thyroid function 
are called cretins. They need thyroid supplements early
in life or they will become mentally retarded. This can 
be prevented by encouraging all pregnant women to use 
only iodized salt. 

Management
 

Promote the use of iodized salt. 

Prevention
 

i. 	 Those women with goiters should receive iodine 
supplements to prevent abnormalities in their 
children.
 

2. 	 Iodized salt and avoidance of goitrogenic foods 
will prevent simple goiter due to iodine deficiency.
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IIYPE HIIYIYRO I DI SM 

General Considerations 

lyperthyroidism means the thyroid is too active.
lyperthyroidism can occur in any person at any age, but
it is most common in females, and especially between 
the ages of 30 and 50. It is not communicable, nordoes it seem to occur repeatedly in different generations 
of one family. 

Clinical Picture
 
The signs that usually bring the patient to clinic are
feelings of jitteriness, nervousness and weight loss.
 
One major function of the thyroid gland's hormone is
 
to regulate the conversion of "fuel" to energy. 
 As you know, the body produces energy by "burning up" (1)

food which has been eaten and then fat,
(2) which is

stored "fuel". In hypertLhyroidism, the thyroid pro­
duces too many hormones, which then stimulate the body
to pzoduce much more energy than usual. The person
always feeIs h urng ry, because food is "burned up"

as quickly as it 
is eaten, and the pe1son loses weight
because fat stores are also burned up. (Note: this

weight .osS is unintentional: 
 the person wants to eat moe than usual but still loses weight. ) Also because
of the excess energy produced, the person feels "jittery"
nervous, anxious, and often has lick emotional changes
(e.g.sudden anger) . The patient may also complain

feeling very hot, and feeling 

of
 
his or her heart pounding 

or "fluttering" in the chest. 

In hyperthyroidism, the thyroid gland becomes diffusely
enlarged. The person will probably have noticed

gradually increasing puffiness the of
in front his or

her neck. On examination, you may observe and feel an

enlarged thyroid gland, 
 and bulging eyes.
 
The symptoms of fast 
 and perhaps irregular heartbeat, 
nervousness, high body temperature and heat intolerance,
bulging eyes, hyper-reflexes and weight loss get steadily
worse over months or even yearS. The patient will die
 
of complications those
from symptoms, unless treated. 

Complications 

One of the most common and serious complications isheart disease. If the heart constantly beats very fast
and very hard over a long period of time, it eventually
becomes weaker .nd can't pump Effectively, leadingCongestive Coronary Failure (CCF) . Also the 

to 
heartbeat may become very irregular. The patient will die of

CCF and/or the irregular heartbeat, unless treated for 
the hyperthyroidism. 
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Thu second common compliication is that the person sulfte 1. 
severe malnutritLion and wastLing as his body burns 
up AllI 
food, fat and even muscles to produce excess energy.

Even with adequate hood intake, the patient can die of. 
malnutrLition and sevele weakness, unless the hype rt-hy,­
roidism is LreLed. 

Manaomen t 

All patients wiLi hypertihyroidism should be Fefurred to 
a hospital for treatment of the hyperthyroidism and any
complications. "
Thu 1 aL'ln "Il L ji'y.cn a ipac.ail diet 
(great quanti,Lies of food rich in protein, vitamins, and 
calories), antiLhyroid medication, sedation i fTnecessary
(phenobarbitol), anl .iL be kept aL bed rest to hasten
 
recovery.
 

If patient already has coI) Licat ions when you refer, you 
may have to treat to allevi.ate sympLtoms during the trp 
to the hospital such as heart failure which you treat 
as
 
with any pa Lient Ii iving congestive heart failure.
 

When the patieni. r-e turns home, he or she w Li probably
he on a specif-i c doe;o of anti thyroid med.c.ation; you 
may need to remiuind tlicppa)atient Lhat tile me .dicinenmust 
be taken regula ly througiou t and day as prescribed be­
cause it ij used up qui ckly in the body. Most patients
will Lake the miidicite for Il 2 mIionthLbs, and tiion,.Fo to 
under physician superv. sion, may gradua lly docrease the 
dosage to a "maintLenance level". About half of the 
patients will have no recurrence, but half will have

another episode of hyperthyroidism. Some patients may
 
have to have part of the thyroid gland removed surgically,

and then will. need to take thyroid hormone to prevent
 
hypoLIiyoidisim.
 

Preven ton 

There is no prevention for hyperthyroidism.
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IIYPOTIIYROIDISM 

General Considerations 

Hypothyroidism means the thyroid gland is not active 
enough, lypthyroidism may occur at any age but is 
nost commonly seen in women at the time of menopause.
When an infant is born without thyroid function it is 
cled a cretin. (See Simple Goiter,) 

Clinical Picture
 

There is a gradual change in the patient's personality
along with a puffiness of the face, deepened and slowed 
speech, thickened skin, and puffiness of the hands and
 
feet. Cold sensitivity occurs and the patient is often
 
sleepy. The patient is 
usually brought in by a relative 
who has noticed the changes. The pati'nt himself may
have noticed the changes hut doesn't have the energy or 
motivation to do anything albout them. He sleeps a lot
 
and is depressed.
 
The heart is often enlarged with muffled heart sounds.
 
The deep tendon reflexes have a slow re].axa tion tMe.
 
Anaemia is common. If not treated, this patient wil.
 
proceed on to death.
 

Managemont
 

A.l1 patients w. th hypothyroidism should be referred to 
a hospital for treatment. The patient will be given
small doses of tlhyioid c gradual.ly increasing the dose 
whil monitoring the heart. Heart rhythm problems or 
severe ang ina pectoris may occur during treatment. A 
pat ient with h,,pthy'roidit 3mltust take thyroid all his
life. Pat ients sh )u.d be warned not to abruptly stop
their thyr id tablets. Thyroid tablets suppiross the 
normal-funLi.oni ng of th,. thyroid, so that the thyroid 
glanld no l onuqer produces its own hormone. If the 
patLent stops his tabluts, he will be entirely without 
thyroid hormone, and will die. 

Preven tion 

There is no way to prevent hypothyroidism except that 
associated with iodine deficient goiter. 

http:gradual.ly


REVIEW QUESTIONS
 

. Hormones are produced by glands,Explain how 	 such as thethe thyroid 	 thyroid.hormone affects body functions. 

2. What is the effect on the body if too much thyroidhormone is produced?
 

3. Some people will havewill not 	 an enlarged thyroid glandhave an 	 butincreaseproduced. in 	 the amoun[As a result, 	 of thyroid
toms 	 they have noof hYperthyroidism. 	 sign and symp­
cause 	 What isof an enlarged thyroid gland 	

the most common 
in these cases? 

4. Explain how you would examinegland. 	 a patient'sInclude 	 thyroidthe following: your position,patient's position, steps in 	examination and
equipment.
 

5. What are the symptoms and signs of hypothyroidism
in an adult? 

6. What will be the probable course of treatmenthyperthyroid 	 for apatient? 
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STUDENT GUIDE 

HYPERTENSION AND CVA (STROKE) 

I. 	 Entry Level Knowledge and Skills
 

Before starting this unit, you should be able to: 

1. 	 Obtain blood pressure readings. 

2. 	 Determine drug dosages. 

3. 	 Explain normal anatomy and physiology of the 
circulatory system. 

4. 	 Describe techniques for physical examination 
of the circulatory system. 

II. 	 Objectives
 

Using the information and experience provided by 
the instructor and module text, you will be able to: 

1. 	 Diagnose hypertension based on blood pressure 
readings. 

2. 	 Differentiate mild, moderate and severe hyper­
tension. 

3. 	 Identify the population most likely to develop 
hypertension. 

4. 	 Identify those causes of hypertension wnich can 
be prevented, cured, or improved. 

5. 	 Identify the signs and symptoms of hypertension. 

6. 	 Identify the complications of hypertension. 

7. 	 Manage hypertension with drug therapy and 
patient education.
 

8. 	Provide follow up management for moderate and 
severe hypertension. 

9. 	 Identify the means of preventing hypertension 

10. 	 Identity the physical signs associated with CVA. 

11. 	 Describe the general characteristics 4nd course 
of severe and less severe CVA's. 

12. 	 Describe the management for CVA including drug
treatment, stroke rehabilitation, and prevention. 
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III. 	Evaluation
 

MODULE PHASE 

Upon completion of the module you will assessedbe on: 

1. 	 Knowledge: Written test based upon content of 
unit in module text. (Acceptable 
performance, 80W.) 

2. 	 Skills: Demonstrate physical therap.w
 
techniques for CVA.
 

ROTATION
 

Upon 
 completion of the rotation and preceptorship 
phase, you will. be assessed on: 

1. 	 Your ability to diagnose and manage CVA and 
hypertension. 

2. 	 Your ability to perform stroke rehabilitation. 

IV. 	 Activities you will be participating in to complete 
the above objectives: 

I. 	 Read module text 	 and answer review questions. 

2. 	 Participate in large group discussion concerning 
text material. 

3. 	 Participate in demonstration session by

instructor on stroke rehabilitation.
 

4. 	 Participate in practice session on stroke
 
rehabi 1Litation.
 

5. 	 Case studies for follow up, initial, and
 
educational therapy.
 

6. 	 Student presentation of the prevention of 
hypertensi on. 

7. 	 Discussion of dietary recommendations for the 
hypertensive patient. 
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HYPERTENSION 

General Considerations 

Hypertension i!rthat condit ion in which an individual's 
blood pres;unre is constantly abnormally high. lyper­
tension can range frcom very mild to very severe. 
There are no definite cut-off points, but for our pur­
•osI we 'ial i divide hypertension as follows: 

mild - 150/1OO to 160/110 NOTi;: The diastolic value 
moderate - 160/110 to 180/120 i. the more important 
;overe - over 180/120 value. 

Hypertension is found woerld-wide, but i more common iln 
SOOte aleas '1iid almloncj somec Ieol)o). thal other-s. lype r­
tension rarely develops in chi dhood un less i~t is 
associaLed with kidney disease. rt Lcan occur in young(
adults, but it most often occurs in adulL; over 40. 

!PhysiologicalLy a high i,]oud ltrsa u re can be caused by 
tile heart pumping blood into the arteries at a rate faster 
than normal, by increased f Luid in thu cardiovascular sys­
tem or by constriction of the small artericc. Sustained 
high blood pressure (hypertension) has many possible 
causes - but in most cases the cause cainnot be discovered 
even after exhaustive examinations and tests. This type 
of hypertension is called "essential. hypertension". 
Kidney disease, Diabetes, toxaemia of pregnancy, obesity 
and excessive ingestion of salt are causes of hypertension 
that can be determined, prevented, and improved. 

Clinical icture 

Many people with proven hypertension even of severe 
cloyroe have neither symptoms nor signs. However, 
symptoms such as headache, dizziness and nosebleed may 
be associated with hypertension. All patients with 
one or all of these symptoms; should be examined for 
hypertension. 

One elevated blood pressurc reading does riot prove hyper­
tension. If the blood pressure is elevated, repeat the 
blood pressure oii three occasions. The patient's blood 
pressure must be e.evated on each occasion to diagnose 
hypertension 

Patients who present with stroke, nosebleed, congestive 
coronary failure, kidney disease, should be examined 
for hYlpertens;i.on and treated if present. 

http:hYlpertens;i.on
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A mild case of hypertens ion without treatment may de­
velop into severe hypertension. IyrerLtensi onli shorten!; 
life and the higher the pressure, the greater the chance 
that the person wi.1l die soon. ControLi.ing the pres;sure 
lengthens the life of: the paLienL and prevents compLi­
cations. Some cases of severe hypertension do not re­
spend to treatment. This form is called malignant hyper­
tension. The patient with ma1..ignant hype rtension ofl.ten 
has warning headaches and may he expected to die soon in 

spite of tireatment. 

Comnlications 

Hypertension damages the arteries. The small arteries 
(arterioles) become thickened and narrowed. Larger 
cerebral arteries may burst from the increased pressure. 
Damaged arteries damage the organs they supply. Almost 
all organs are affected with hypertension, but most 
complications and deaths come from its effects on 3 
organs - the brain, heart, and kidneys. 

Brain - Seizures, minor strokes, TIA (Transient Ischelnic 
Attacks) , personality changes, and mental deterioration 
are signs of severe hypertension affectinq the sial ler 
arteries of the brain. 
The most severe cerebral symptom is stroke, caused by a 
cerebral artery breaking from the increased blood 
pressure with bleeding occuring into the brain. t 
causes the body to he paralyzed on the opposite side 
from which it occurs, and may cause coma, or even death. 

leart - The heart Uires from the constant work of pumping 
blood to such a high pressure and congestive heart failure 
develops, oilten caus ing death. 

Signs of damage to the heart include: 
Angina pectoris 
Shortness-of-breath with exe rtion 
Cardiac asthma ) Signs of congestive 
Lower leg and ankle oedema ) heart failure 
Neck vein distention 
Myocardial infarcts 

Kidneys - lid ey damage may progress to renal in­
sufficiency causing uremia and death. 

Hypertensive Crisis 

A full blown picture of malignant hypertension includes 
symptomg of severe headache, vomiting, visual disturb­
ances, convulsions, stupor and coma. This is a i'dical 
emergency and must be treated at once because a stroke 
or death may occur. 
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Managemen t 

1. Initially all patients who have any form of hyper­
tension should be instructed to decrease the salt in
 
their diet by avoiding salty food, refraining from
 
adding table sal t to their 
food and rutricti.ng the
 
amount of salt used in cooking. See diet list
 
attached.
 

2. 	All patien ts who are 
obese should be encouragcd to
 
lose weight by red ucing their total, caloric intake and
 
by exercising more. 
 See diet list.
 

3. 	Mild hypert n.uion (90-110 diastolic) 
a. 	 Instruct in low salt diet and weight loss. 

Encourage the patient to maintaini his diet 
and repeat the blood pressure every 3 - 6
 
months.
 

4. 	 Moderate hypertensie n (11--120 diastolic) 
a. 	 Instruct in low salt diet and weight loss. 
b. 	Give hydrochlorthiazide - I tab. (50 mg) daily.
 
c. 	Check the blood pressure every 

-if the blood pressure is below 80, stop the 
medication while maintaining the diet. 

-If the diastolic blood pressure has not fallen,
increase the hydrochlorothi-azide to 2 tabs (50 mg) 
2 times a day.

-IF after an ,ddi tionaL two weeks the boo(]pressure has not 
fallen, add Reserpine I tab. 
(0.25 mag) 
 daily. If side effects occur, dis­
continue Reserpine and add Methydopa 1 tab.
 
(250 mg) 
dai ly. Then i f no change in 8 weeks, 
refer to a physician.

d. 	 When the dias tolic bMood pIressure is controlled 
between 80-95 give I month's in.dication at a 
t i me. 

0. 	Any patient on thiazidcs should eat a banana or
 
orange once or twice a day ­ because thiazides
 
deplete the body's potassium. If these 
are 	un­
available, give Potassium chloride solution
 
15 cc pe: day (3 teaspaoo;). 

5. 	 Severe hyprtension (over 120 diastolic)

Most of 
these patients will not be controlled with
 
diet and hydrochlorothi ide.
a z SEND THESE PATIENTS
 
TO TIlE HOSPITAL TO START 'TREATMENT WITH STRONGER
MEDICATIONS AND TO ADJUST 
IE DOSE. Although most

of the stronger medications will only be stocked in
 
the hospital, 
a clinic may on occasion be given 
a
supply by the physician 
to use for some specific
patient. It is 
important, therefore, for the 
nurse

clinician to know the most common medications and 
the 	correct methods 
for following moderate or
 
severe hypertensive patients. 
 Thiaziades are usually

given with these 
more potent drugs. The doctor will
send specj fic dir-cLols fur each patient. See 

chart 1.
 

http:rutricti.ng


6. 	 Follow up Management for Moderate and Severe lyper­
tension
 

a. 	 Let the patient rest 15 minutes after arriving, 
then take his blood pressure. 

b. 	 Ideally his B.P.should be 140/90 or slightly 
less. With severe hypertension 160/105 is 
acceptable. Sometimes 170/110 is the best 
that can be achieved (but not really satis­
factory). 

c. 	 If the B. P.is too high let the patient rest 15 
minutes more and repeat it. If still too high, 
refer to a physician. 

d. 	 If the blood pressure falls below 130/80 and the 
patient feels weak or faint, reduce the medi­
cations slightly. 

e. 	 If the blood pressure is satisfactory, continue 
the same medications - give a month's supply. 

f. 	 Always review the patient's low salt diet and 
weight ].oss schedule on each visit. 

7. 	 Hyper tensive Crisis (diastolic pressure may be 
above 140). In this condition it is very 
important to Lower the blood pressure quickly. 
The patient should be quickly transferred to a 
hospital while being accompanied by you, the 
nurse clinici an. 
One injection of 0.1 mg IM reserpine should be 
given before transferring. Monitor the blood 
pressure during the transfer period. 

Prevention 

The 	 prevention of hypertension is difficult but there 
are 	4 useful points to recommend:
 

I. 	 Control hypertension at an early stage to prevent 
it from becoming severe. 

2. 	 Avoid obesity - hypertension more frequently de­
velops in overweight people. 

3. 	 Urinary tract infections should be treated promptly 
and adequately because untreated infections will 
damage the kidneys which will result in hypertension. 

4. 	 Avoid eating much salt. 



Chart 1 COMMON POTENT ANTIHYPERTENSIVE MEDICATIONS 

METHYLDOPA (Aldomet) 250 mg tablets 

Usual dose: 1 to 3 tablets, three times a day 

Common side effects: Diarrhoea or constipation, 
drowsiness.
 

ContraindicatioL.s: Hepatitis or cirrhosis 

RESERPINE (Serpasil) 0.25 mg tablets 

Usual dose: 1 to 2 tablets daily 
Common side effects: 	 Depression, nightmares,
 

nasal stuffiness, GI dis­

turbances, impotence 
Contraindications: History of depression,
 

as thma 

HYDRALAZINE (Apresoline) 10, 50 my tablets
 

Usual dose: 

Common side 

1 
ti

effects: 

to 2 tabs (10 
mes a day with 

Anorexia, 

to 50 mg) 
food 

nausea 

four 

and 

Contraindicaticns: 
diarrhoea, 

Rheumatic 
headache 

heart disease or 
coronary artery disease 
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LOW SALT DIET 

Avoid Foods that can be eaten 

Salt Naturally occuri-inr 
Soya fruits 
Soda vegetab l.es
 
Salted peanuts, crackers, meat
 

cheese 
 Milk
 
Prepared soups
 
Salted, dried fish 
or meats Breads
 
Pickles preserved in salt 

LOW CALORIC DIET 

Avoid Foods that can be eaten 

Candies Beans, peas, lettuce,
Cakes, cookies, sweet tomatoes, cabbaqe

desserts Fish, chicken 
Sugar Skim milk
 
Butter and cooking oils
 
Sweet drinks and juices
 

Foods to be eaten in moderation 

Breads 
Rice 
Potatoes
 
Corn 
Sweet Potatoes
 
Red meats
 
Chc:. e 
Mealie Meal
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REV] EW,1QUESTIONS 

1. 	 Place a "/" in front of the following which 

correctly describe hypertension.
 

-- acute 
 rare disease 
-chronic _____most common in infants 

infectious most common in adolescents 
_-non-infectious most common in young adults 

_ -- fairly common most common in elderly 
disease 

2. 	What is meant by "Essential Hypertension"? 

3. 	List four (4) causes of hypertension which can be
 

prevented, improved or cured.
 

1)
 

2)
 

3)
 

4)
 

4. 	In evaluating a patient's blood pressure, which
 
value is more important:
 

__systolic 
 --diastolic
 

Place a "T" or 
"F" 	in front of the following statements,

indicating whether they are TRUE or FALSE. 

_ 5. Hypertension has no effect of life expectancy. 
6. 	 Controlling hypertension lengthens the patient's

life and helps prevent complications. 
7. 	Without treatment, moderate hypertension may


develop into more severe hypertension.
 
8. 	Hypertension damages the arteries by stretching


them and making them larger.
 



j5. 

9. 	Hypertensive complications and death result from
 
the effects on what three organs?
 

1) 

2) 

3) 

10. 	 A nosebleed should make 
the nurse clinician suspect

hypertension as a possible cause. 
 For definitive
 
diagnosis, the nurse clinician should­

_Refor to hospitaL for dcfinit.ive diaqnosis. 

Use protocol under "nosebleed". 
Take blood pressure, repeat in 15 minutes -
on three dif ferent occasions. 

11. 	 Place a '"'in front of the statement which most
 
completely andi 
 accurately defines hypertension.
 

-High blood pressure 

--- A mental d.isorder causinq the pat.ent to be 
overly axLs2" (us 

Continually, alnormally elevated blood pressure 

12. 	 A patient comes to see yfu wi.th complaints or head­
ache. Your examination reveals that 	the patient

weighs 95 kilo, is 1.7 metres tll. 
 You determine
 
that his is mi.IdLy hypertensive. Discuss the major
 
points in your manaqement of this patient.
 

13. 	 Discuss the initial management of a patient whose 
blood pressure is continually elevated to 170/115. 

Patient education -


Drug 	therapy ­



1.4. 	 The severely hypertensive patient is usually re­
ferred to the hospital for initial therapy. The
 
nurse clinician may, however, be responsible for
 
follow up management of this patient. Complete
the discussion of follow up management for severe 
hypertension: 

Take patient'. B.P. after he has rested for 15 
minutes. 

If B.P.greater than 110 diastolic: 

If B.P.is less than 80 diastolic: 

If B.P.is satisfactory, 80-105 diastolic:
 

15. 	 Although hypertension is difficult to prevent, there 
are four (4) useful points to be remembered.
 
Discuss each one.
 

1)
 

2)
 

3)
 

4)
 

16. 	 List 5 foods a thin hypertensive patient should
 
avoid.
 

17. List 5 additional foods an oLese hypertensive

patient should avoid.
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CEREBRAL VASCULAR ACCIDENT (STROKE) 

General Considerations
 

Cerebral vascular accidents (CVA or stroke) are caused
 
by blockage of or haemorrhage from the blond vessels
 
of the brain. The specific neurological signs are
 
caused by the blocking of tile blood supply (oxygen

supply) of that part 	of the brain controlling the 
function lost.
 

There are four priocesses that occur in the blood supply
of the brain causing CVA: 

1. 	 Clots can be formed in the vessels of the brain
 
Slock ig the b ood ';upply.
 

2. 	 A moving clot (enbolus) can flow through the blood­
stream and lodge in a vessel 
 of tile brain blockinq 
the blood supply. 

3. 	 A vessel can rupture causing bleeding inside tile brain. 
4. 	 Space occupyl nL; Lesions; e.g. tumours, abscesses,
 

hlaom,,tomas.
 

Epi demioloqU 

The 	 patiert at risk for CVA are those with problems

that affect the vascular system like hypertension,

arteriosclerosis (nart-owing of the arteries), weak
 
blood vessels of the brain, and past head trauma
 
damaging vessel.s in the brain. 
 CVA is rare in patients
 
less than '1O years old.
 

Clinical Picture 

CVA can occur to varying degrees J.n different areas in
 
the brain. Therefore there are varying signs and
 
symptoms. There are two classic pictures of CVA.
 

More 	severe CVAs may begin wil, dizziness, drowsiness,

headaches and/or mental confusioi .	 The onset of 
neurological signs and symptoms is relatively sudden.
 
The patient can fall to the ground cuddenly, lying sleep­
like with one 
 arm and one leg limp. Respirations may
be irregular and the pulse slow. Some patients may
die of a severe CVA. Most patients regain conscious­
ness with some neuroloa.".cal loss, suCt. as speech loss,
and decreased mental function or disorientation. 

In the less severe CYA a patient may not lose conscious­
ness completely but there may be a sudden problem of 
speech - such as slurring words and loss of memory
together with confusion. Movements may be impaired
with initially one-:;ided weakness and numbness. Vision 
loss in part of a patient's normal visual field may also 
occur. 
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For 	 both types of CVA, the most common finding on ex­
amination is one-sided muscle weakness without 
wasting
of the muscles. Other signs associated with CVA or

cerebral haemorrhage include vomiting, headache, con­vulsions, and stiff neck. It is 
 important to rule out
other causes or these siqns such as meningitis. CVAs 
can 	 progress on to death. This depends on the extent
of the damage to thre brain. Others will recover with 
little or no paralysis or problems. Still others will
have more serious disabilities such as complete paralysis
of one side or difficulty speaking. 

Manaqemen t 

The acute patient should be supported until the
 
findings stop progressing.
 

I. 	 If unconscious, the airway must be maintained. 
(See Coma section of Trauma and Emergency module.) 

2. 	 Bed rest. 

3. 	 Blood pressure should be monitored and if elevated
 
treated. (See Hypertension in this module.)
 

4. 	 Patient may need help in eating. Liquid or soft
 
foods are recommended durinj the acute phase.
 

5. 	 If unable to take adequate fluids IVs may be given

for a few clays.
 

i0ou 5',, D/W e4 
1000 Lactated Ringers) every 24 hours 

6. 	 If unconscious or convulsing, the patient should
 
be reforred.
 

After the initial symptoms reach a peak, in a few

minutes to a few hours, those who 
 survive stabilize
 
with some neurological loss function.
of 	 Recovery
in some degree occurs with most CVA cases. The key

to treatment is rehabilitation 'fter the CVA and re­
sulting loss of function. The goals of rehabilitation 
are: 

1) being able to walk alone,
 
2) self-care,
 
3) adjustment to disability, and
 
4) 	prevention of secondary disability.
 

CVA patients have varying degrees of disability and 
therefore the rehabilitation programme should be 
matched to the loss. 
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When the patient is stable, a programme of exercise and 
self-care teaching should begin. Special equipment 
such as slings and braces [or paralyzed e:xtremities 
may be used. Special teaching may be needed For the 
patient to learn again how to dress, feed, and care for 
themselves with one hand because the other may now be 
paralyzed. This exrcise and teaching programme will 
need to be continued when the patient returns home. 
The family will also need teaching in the care of the 
post-CVA. Specific materials on exercise and self-care 
teaching are attached to this module. 

Prevention 

Prevention of CVA is based on the early detection and 
treatment of diseases of the cardiovascular system. 
Most detectable and most treatable among this is 
hypertension. Studies have proven that early detection 
and control of hypertension can prevent CVAs in hyper­
tensive patients. 
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REVIEW QUESTIONS 

1. 
Cerebral vascular accidents (CVA-stroke) are 
caused
by blockage or haemorrhage of blood vessels in thebrain. Explain why this causes paralysis. 

2. 	 Of the risk factors which are associated with CVA,
which would be most easy for 	you to identify? 

3. 	 In both severe and less severe CVAs, there are common physical exam findings. List them: 

4. 	 Describe the initial management of a patient who 
has had a CVA. 

5. 	 Describe the management of a patient who has had a CVA and has survived the 	 initial symptoms. 
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STUDENT GUIDE 

SEIZURES 

I. Entry Level Skills and Knowledge 

Before starting this unit, you should be able to: 

1. 	 Obtain a history and perform a complete 
physical examination. 

2. 	 Determine drug dosages. 

3. 	 Give injections IV and intramuscularly. 

II. Objectives 

Using the information and experiences provided by
the instructor and the module text, you will be 
able to: 

1. 	Identify the main causes 
of seizures 	in Lesotho.
 

2. 	Describe and manage 
a grand mal 	seizure.
 
(See Emergency Module.) 

3. 	Differentiate the 	various types of epilepsy. 

4. 	 Identify the complications of epilepsy.
 

5. 
Diagnose epilepsy, using diagnostic protocols.
 

6. 	 Manage epilepsy with drug therapy and patient 
education. 

7. 	 Manage status epilepticus. 

III. Evaluation
 

MODULE PHASE
 

Upon completion of the module, you will be assessed on:
 

1. 	Knowledge: 
 Written test based upon contents of
 
unit in module text. (Acceptable
 
performance, 80%.)
 

2. 	Skill: Your ability to identify signs

associated with epilepsy inclided 
 in
 
this unit.
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ROTATION
 

Upon completion of th rotation
 
phase, you will be as.:essed on:
 

I. 	 Your ability to diagnose and manage problems 
identified in this unit. 

2. 	 Your ability to perform first aid for seizure 
patient.
 

IV. Activities you will be using to accomplish 
objectives includes:
 

1. 	 Read module text and answer review questions. 

2. 	 Discussion with instructor on any questions 
from text or review questions. 

3. 	 Case studies on diagnosing and managing 
epilepsy.
 

4. 	 Student presentation on the major points of 
patient education for the epileptic patient. 
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SEI ZURES
 

General Considerations
 

A person who has 
repeated episodes of seizures ( fi. ts or
convulsions) with no krown cause, is said to have ol i psy.
The seizures occur when certain bran celLs begin to have 
abnormal excessive "electrical" activity which spreads to

other parts of the brain. The spread may be slow or
 
extremely rapid, and may invoive moset of the brain or
 
only a part:.
 
In most cis:; flic t in no delfin t, cai e 1or epiLupsy.
Among these;on. Mhoe scsii; t{j he ae tn i. tenh~ cy

Since they ofie have 
 lati,vs wi ii epilepsy. About
 
one fourth of al] caso, 
of epil epsy have a known cause 
which has cansud sm.e brain injury. Some oi these
 
causes includc:
 
- Bi.rth traumia toi b rain
th and 1ock (of: 0::ygen during
 

bi 7th.
 
-
Various congenital. malformations of thu brain.
 
- Infections 
 of thy. brain before birth - rubella. 
- Infections (o 
t:he men ngtos or brain ,after birth.
 
- Brain tumour..
 
- Head injui:itf:;.
 
- Ar terioscl.erois i.n'1olvi ng arLter.ioL,es and arteries
 

of the brii.n.
 
- Sops is.
 
- !"WbN oeriz -1re; i 1n Chi Idhood] 

Iin aid i t iol, ther c are ccrtain conditions that may

trigger a yoLzliri i n ent
siiu tin 
 s with known epilepsy such
 
as an cmotionil pun:011tcm, flas hi.ng 
l ights, cer.7tain ].ong,

prolonged sounds or drinking alcohol.
 

Cliniccal. i . c ­ur
 

Epileptic seizLies 
can be divided into generalized

seizures in which most of the body becomes involved,

and local.]ized se .iu res in which only one area such as 
an arm, .eU "orOno W.e of the face is involved. 

Grand ma]. - The most 
common type of epiletpsy is the
 
generaliied se iziit1, called 
a grand mal seizu re.
These seizures usually begin between 5 to 
23 years of
 
age, They can a l.Iij<;t al.ways be we.l, conolL ol ed With 
medicaLion;. 

Often beforu g iia]. so.iz urea qraln the pcati ont miay ex­
perience a warn ing; sensaci tion that the seci zure .s aboutto happen. This 
is k noVn as ca n ra. It may be ai
bad' smnell, a ligh t or spots before the eyes, an iglnimed
sound, 
i strange fee]lng in the abdomen, a feeling of 
fear, or a strange sensation in the arm or 
leg. 
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This may happen from minutes to hours before the seizure 
occurs, and the exact same aura usually happens to the 
patient each time. 

The convul.sion i tself often begins with the patient: 
suddenly cryi.-j out an he becomes unlsl)l.cious.. If 
standing he wi ]l fall. The uncon scious paLi.ent first 
becomes very :;tiff and hen al.l his mu.scles begin to 
jerk. lie breat-h :; with dil i.culty, then stop:; 
breathing for fewtiiome nts and may bom le cyanotic. 
The jerki-ng decreas:es aiid usually alter not breathing 
for a miomen t 017 ti le start;s t o breathe alaini with 
noisy, deep r.e ;pi.rati on n. TIher jerking ;oon stops 
altoge ther Aind lie begins Lo breathe lure normaly and 
gradual Iy regaiih:; cunsclou0051s0 . i)uri.-nq the :;eizure 
lie lmlay he inii:oniinant of.1- ;.<;tL)ol r ur i.n .und sometmu s 
bi.tes Iii.;
durinJlg a' 

tl lij
MNci;n,,ro. 

i)o chunk. He ayliyi.holt e on hi.s: tongu 

As Lhe pa<t it 1'teuVer:; 'lf;i;cs i oiir;ii:; a1te" tlhe se0 ZurO 
lIe is en coli fI-sed, has d iiff y re1- e ri. recentof I iu Iy r ilie i~ in 
iappeniings, is weak and Li red, and ha.s a headache. ie 
usual. ly slJeeps for an hoar or 2 a1fte 17 sl 50 i. un:e and may 
have a weetie:..; or paresis fur up toe 24 hours. 
Gradually hi n e. ,ry ip l d cili clears.o in: onution 

Psycholiooa so ii re - Thi: s anot hot t ype of qeneralized 
.Se6izure -andFi-- w it I i fueli o I fI iu or anxiety.- eillS 
The paLtient: then to)ps ,;h ie his doinq and may make 
simliJpo leiOV lOil:ts Liko suciing or ciewini, le begilns some 
purposeless or i nAplroilPl aci aid ap)p)ears ilt, iivity to he 
a dream. He soiion l l i.ns nnr11l0ii ,t ;isc ou:less anld hls no 
memorIy of tih se(izure or what lie did, This Forml i.s nuch 
Ios; com::mon I it t lie g.tand mal s ilure. 

i'et:i t malI i zutlo -" u uaLli y de,velop: ; between the age 
of -3 to 1) years and often sitops; aLt-er puberty. It 
almost never (cnt.inues to occur after age 30. The 
patient iay iav 100 or more episodes per day or only 
one every few day.
 

These seizures usually last on l.y M-6I seconds. The 
patient ,suddenlystops whatever lie is doing and stares. 
lie llay hblitnk or move his eyes, head, lips, or hands 
slightly. le is unconscious but does not fall. The 
petit mat ;eizure then ends as suddenLy as it began, and 
tile patLient i.s norill.y conscious a gai.[n . iiere is. 
usually no aura nor ,after i, fect. lie has memory loss 
for the Limo of' the seizure. 

Localized sezu. stures - are oft en a cq1ui red throulh truimt1:a. 
The soi 1w;bgini jerking mulU5e a 1auztl thi ef one aCre of the 
arm, lead or leg and may spread so that the whole lmliii or 
the enti.rp di.: of theW body hlrI::; . If tI e sei.zure does 
not spread to the' ither StLet of the body and eicoite 
Collt' aL,iztd, the piei trLImiy reiiiain cotncSt.oos. 
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A patient may have more than one type of seizure.
 
Grand jital seizurura ar2 very common and can bo LrcaLucd
 
very effetively. PeLitL mal ;Ui'Zure:; are pr.!;ent in
 
children moet comion].y. ocal ized and i;ychomotor
 
sei.zures are ies comMInI.
 

The dilgnosis Of Opi]. 'l)p'y dC On hi!:;tol.y Of 1)Cnds a- mo:e 

Lhc n one et2Lc rc nd ]i :ionr oi OtihL"r pe;sLib]. con ­

iL [ons is a cau-e. i L .. ; impr(LanL to r ollin­consid m 

g iti!; ( :;pec:iaJly i n chi id ron) , LeLanus , hypoglycemII c
 

o, ce-rbrl traLuI 0o: tUlMOUI.S. (A seizure inl a
 
ChlId 1w e'; mea:; men111riqti:; until 1orciven octewtse.
 

The mo;t common (omk)].i.catioll .s all injury occuring
 
Lrm;; Lalllinl (lurn nLe setznre . epi]e: i c patients
 
someLimes fa.1L t eo n cooking fire.s and arc burned.
i.tii,) 

Occasionia ly a p.,t-iL a;piraLe notui may or :;tallt 
y m ;cY se izure lackbreatnl jng , I))%I ,iter a and di.e from 


01 u::y' ;,II
 

Socially, euilepLicipatienti; are often n1)- wcel]-acceptod 
by socoiety. Th.'/ mayHIiave a ldfftfficu.L LilleI finding Om­
[].oylent. A:; a result of social press i Ires and non­
accepLance by citciy, they may dove .1Ioi personality 
chalnges 

S La L "]e ticu; is a very strious complication of 
irand i:jL epil psy, ill whi ch the pa t: Lent has continued
 

sc I z re ore after 'InoIIthor without regaining conscious­
ness . lhe IMly 3UfUIl.- brain damage from lack of oxygen
 
or evel cii.e.
 

MIallaq uiIOll t 

.. Immediate treatment 

if you are presenu during a seizure, tie patient should
 
be prevented free hurting himself by falling, hitting
 
SrnometLhi.ngj 01- Li' innl hi:, t:.tjll!:e Gentle guidance of
 
limbs and heaLd clur.ing the seizure will prevent serious 
injury during Lhit a ctive phase of the seizure. 
A tongue depressor or a spoon may be used to prevent the 
patient from chok.i nqI on his tongue. Fingers should not 
be used for tbi; !.ince they can be badly bitten by a 
person having a r;e ;:-e 

2. Dr ug the ra pI 

Grand 11a1,s zn 17c; can 15usually be effectively managed 
with drug thlerapy - p1enobarbita.]. and pLc nyLoin. 
The other kinds of seizures should be referred to a 
physician. in all cases of epilepsy, drug therapy 

must be continuous to be effective, therefore a con­
tixnuous supp.y of drugs must be assured. 
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- P1henobarbital - alone is satisfactory for most patients. 

Adults: Begin with 30 mg two times a day. 
Increase by 30 mg two times a day 
each week until seizuras are con­
trolled. Maximum 180 ing two times 
a day. Side effects are drowsiness 
and rarely rash. 

- Phenytoin - If seizures are not well controlled with 
phenobarbital than Phenytoin should be 
added. It can also be used alone when 
patients have probLems taking phenobar­
bital. 

Adults: 	 Begin with 200 mg daily. 
Increase by IOU m, daIily after 
each week until seizures controlled. 
Maximum 400 mq. 

Children: 	 Begin with 5 mg/Kg/day divided into 
2 or 3 esx Usual maintenance 
dose is 4-8 mgiy'Ky/day. Side effects 
gum swellincj and rarely rash, iron 
and foiic acid deficiency anaemia. 

If severe gum swelling occurs because of phenytoin
 
the patient should be refe'red to z, doctor.
 

If the patient is seizr,-,,.-free for five years on medic­
ation, refer him to a .. ,,ctor for consideration of re­
duction of the mcdicahion.. Never abruptly discontinue 
an epileptic's medication because it may initiate status 
epilepticus. 

3. Statu; epilepticus i.s life threatening. 

Diazepam should be injected very slowly IV. 

Diazepam - 5-10 mg IV (may be repeated 2-3 times 
at 20 minute intervals if necessary) 

If diazepam not available, use: 

Phenobarb 100-400 mgm IV very slowly. 

If it is impossible to inject the drug intravenously, an 
intramuscular injection may be gi.ven but this takes 
longer to take its effect. 

Use caution when giving IV diazeoam as patient may have 
a respiratory arrest. Be sure to start the natient on 
Phenobarbital (oral) or phenytoin as soon as possible. 
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4. Patient and family education 

Family members should learn how to protect the patient
from harming himself during a convulsion. They should 
know that epilepsy is usually a life-long disease and 
that controlling seizures can be done if medications 
are taken regularly and continuously. 

Epilepsy is a physical i.llness, not a mental illness 
and a person wi. th epilepsy which is we.l controlled can 
live a nearly normal life. When seizures are uncon­
trolled, swimming alone, climbing, driving, etc. are 
dangerous and should be avoided. 

The longe: a patient goes without a seizure the less 
likely he is to have another one. 



58 

REVIEW QU.STIONS 

1. 	For about one out of four 
cases of seizures, we can
 
identify a cause which had caused brain damage.
These are called "acquired" cases. Give 5 examples.
 

1) 

2) 

3)
 

4) 

5)
 

2. 	 In epileptic patients, certain conditions seem to
 
start seizures. Indicate 
these with a ",1"on the
 
following list. 

emotional crisis drinking alcohol 

over eating 	 Loo much exercise 
_ flashing lights .___loud, prolonged sounds 

3. 	Draw a line from name of seizure to proper description. 

1. 	 Grand Mal A. Begins with jerking of one 
muscle area of the arm, head 
or leg. May spread to 	entire
 

2. 	 Psychomotor limb or half of body. Patient 
may remain conscious. Occur 
infrequently. Often acquired.3. 	 Petit real B. 	 Very common generalized seizure,
 
appearing in persons aged 5-20.
 

4. Localized Often patient experiences an
 
aura and falls unconscious
 
during convulsion of jerking
 
and irregular breathing. Well
 
controlled with medication.
 

C. 	 Patient has aura and stops what 
he is doing and begins some 
simple movement such as sucking. 
Patient will not remember 
seizure. Occur infrequently. 

D. 	 Commonly occurs in young child­
ren. Very brief seizures in
 
which patient stops and stares.
 
Nd aura or post state.
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I. 	Name and discuss four (4) complications of epilepsy. 

I)
 

2)
 

3)
 

4)
 

5. 	 As with all chronic diseases, it is important to 
enlist the cooperation of the family and epileptic 
patient. List five (5) point; to be stressed in 
patient/family education.
 

1)
 

2)
 

3)
 

4)
 

5) 

6. 	 Describe the usual drug therapy for an adult 
suffering grand mal seizures. 

7. 	 You have been treating a 20-year old man for 
epilepsy. Despite increasing of phenobarbital 
to 180 mg biO, the seizures are not controlled.
 
Discuss additional management. 

8. 	 You have been called to the home of an 
child. The parents say the child had 
and it has been continuing for 41hour. 
plication of epilepsy is this and how 
treat it?
 

epileptic 
a convulsion 

What com­
will you 
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STUDENT GUIDE
 

CANCER
 

I. Entry Level Knowledge and Skills 

Before starting 	 this unit you should be able to: 

1. 	 Obtain a medical history. 

2. 	 Perform apropriate physical examination 
according to the patient's complaints. 

II. Objectives
 

Using the information and experience provided by
the insttructor and the module text, you will be 
able to:
 

1. 	 Describe factors that increase the frequency 
of cancer. 

2. Identify the signs and symptoms that suggest 
cancer.
 

3. Recognize the course and complications of 

cancer. 

4. 	 List the major presenting complaints of cancer. 

5. 	 Provide management for a patient with suspected 
cancer. 

6. 	 Provide patient education including prevention, 
early detection and prompt treatment. 

III. Evaluation 

MODULE PHASE 

Upon completion 	 of the module, you will be assessed 
on:
 

1. 	 Knowledge: Written test based on the content 
of the module text. (Acceptable 
performance, 80.) 

2. 	 Skills: - Your ability to perform appropriate 
physical examination according to 
patient's complaints. 

-Your 	 ability to make the following
physical examination discriminations 
of suspected cancer: 



bI
 

-nontender lumps/nodes 
-ulcer/sores not healing 
-unusual bleeding 
-hard, irregular liver 

ROTATION PIHIAS 

Upon 	 completicu of the rotation 
phase, you will be assessed on:
 

1. 	 Your ability to diagnose and manage cancer 
(according to management guide). 

2. 	Your ability to descrioe factors that increase
 
the 	 frequency of cancer. 

IV. 	 Module phase activities you will be participating 
in to complete the above objectives. 

1. 	 Read module text and answer review questions. 

2. 	 Participate in large group discussion covering 
text material. 

3. 	 Participate Ln role playing activity in which 
trainees will practice patient education. 
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CANCER 

General Considerations 

There ;ire M1ny different types of cancer, and cancer
 
can occur in ny tissue or -;ystLu of the body. All
 
cancers hatve similar biological characteristics:
 
normal tIssuc i.s invaded lld changed by ablnormal. canicer 
cells that continue to grow uncontro1lably. Af tor 
locaL t is sue is Invaded, the cancer cells spread to
 
Othel- site tll Ltdissue:;. Di calncers; grow at
 
difi'o root rtto:; 'nd spread to different body systeis.
 

The speci. fic caose of most cancers is not yet known. 
however , we (do know corta.in factors that increase thefrogtion c' ol7 canlcrs. 

A. lnhori.Led !isk 

Certain fmi,I i;s have much higher than normal, frequency
of cancers. It. cannot be predicted exactly who will 
get cancer. But pateiits with cancer in their family 
are at greater risk of baving It themselves. 

B. Age and P::S Factars 

Some types oE cancers soem to appear most frequent.y
at different ages or are most frequent in one sex than 
the othe r. 1omeaxamplt- aIre: 

1) acute leukemia (cancer of the white blood cells)
is most often seen .Ln children;

2) cancer of the testicles is Most colmmon in young 
men rather than olde r men;

3) breast can (er7 is fLr more frequent in women than 
in men; 

4) most importantly, the r1i!sk of miiost cancers in both 
sexes increatses with age : older men and women 
have much higher risk of having most cancers. 

C. E:nvi ronnlien ti1 actors 

hxposuri- to certai.n suij,nsos [taoLsknown to have a clear
association with a high risk of cancer. The iore in­
tense and prolonged the exposure, the greater the risk. 
S01110 Om.elllples are: 

I) cigarette smoking and air pollution are major
risks in lung cancer;

2) people exposed in their work to certain chem­
icals like petroleum and asbestos are at more 
risk to get cancer of the skin and cancer of 
the .1,ng<.s 

3) Miningj. 

http:corta.in
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Clinical Picture
 

There is not a single clinical picture for canner because 
the 	 signs and symptoms are so varied. As we have dis­
cussed, different cancers can begin in any kind of tissue,
and then grow and spread at different rates. If a can­
cer is detected and treated while it in still localized 
(that is, before it has spread to involve other tissue),
it has the best chance for cure. However, some cancers 
may not present any signs or symptoms until it has spread
to involve other tissues. The sooner the cancer is de­
tected, the greater the possibility for cure is. 

Signs and Symptoms:: 

The 	 signs and symptoms below suggest cancer: 

1. 	 Bleeding from th vagina with sexual intercourse or 
daily bleeding between periods for more than two 
(2) weeks, or any bleeding after a woman's menstrual
periods have stopped (menopause). These could be 
signs of cancer of the cervix or uterus. If 
detected early, there can be a hiqh cure rate. 

2. 	 Enlarged, hard nontender lymph nodes. These nodes 
can be found: 
a. 	 generalized (in all lymph node areas of the body) 

but with no fever, or 
b. 	 in the cervical and/or supraclavicular areas (a 

common sign of cancer which has spread).
3. 	 Any lump, especially a small, hard lump in the breast 

which can be felt with the flat of a hand. These 
lumps increase in size over weeks and months, and 
later become attached to the skin and muscles. 
It then becomes fixed or immobile, or causes dimpling
of the skin (like the skin of an orange). 

4. 	 A skin ulcer that j.' raised, hard, and has a crater 
in its centre. An ulcer is particularly worrisome 
if it continues to grow larger, or does not heal in 
a normal amount of time. Skin cancer if detected 
early has a high cure rate. 

5. 	 A hard, enlarged irregular liver, or any other 
hard mass palpated in the abdomen. 

6. 	 Unexplained weight loss and loss of appetite.

These symptoms can be caused by many serious
 
diseases, but cancer 
 is often one of the causes. 

7. 	 Ulcer on the tongue, lips or in the mouth that 
does not heal. 

8. 	 Enlargement of the spleen with anaemia or unknown 
cause. 
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9. 	 Painless bl ood in the urine for which tie cause is 
not known , especia lIy in ol der. people. 

10. Slow onset of dilffficulty swallowi.ng. In its early 
stages, liiiui.ds can be :;wallowed but solids are 
difficu t. 

Course and Comispi. i.co.JLiens: 

Cancer without tLratm miit will ki.l the patient. As the 
diiseas piogresses and spreads, moi;ire And more body 
Struc tuie; beLcOme1,. iIl tdU '[aliT compl ications of can­
cer are g rave signs. Some (f Molem include: 

1. 	Chronic pain at the sitLu of the cancer or from
 
meLa s t O; .ses. Mhe growth pro;e:. on nurves, causing 
pa in. 

2. 	 leeding, wh ich can he clicrun 2and/ur acute in large 
amount. Hileoding colmsh.; Lhe s1u r face of theA From 
tumour. 

3. 	 BoweL obstruction, caused by ,a growth blocking the
 
intestines.
 

4. 	 Paralysis; of " limb or limbs, caused by in­cancer 
volving the nervous; syst:; Lem. 

5. edoema and/or fluLd in the lunqs and abdomen. 

The 	mnajor presenti.ng complaints o7 sligns will be: 

I. 	 Unexplaiined weight loss 
2. 	 Lump; or un la rgewoeisL of: body tissues 
3. 	 il iced inq 
4. 	 Change iin a skin le:;ion 

yynagtsrsin 

If cancer is; ;uspected, the patient should be seen 
promptly by i piys i,cian for furthelr evaluation. 
Patients will have the best chance of survival if the 
cancer is.5detected and treated early, while the disease 
is still loha(glized. Their chances of survival decrease 
as the cancer p rug resses aid spreads. The patient may
in it ially be trteated with s uorgery and modication, and 
and perhaps; radiation, and then sent home. The 
physician should set guidelines for further manaqement 
and for follow-up visits. 

http:presenti.ng
http:liiiui.ds
http:swallowi.ng
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Prevention 

We do not know the specific cause of most cancers so we 
cannot specifically prevent them. But we do know some 
of the risk factors and can educate patients about thuse. 
For example, you can explain the connection of smoking; 
and lung cancer to patients. 

Because we cannot prevent cance: in all people, early 
detection and prompt treatment are essential. Without 
treatment the cancer patient will die, and early treat­
ment increases the patient's chance of survival. 
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REVIEW QUI:.SE'1ONS 

1. 	 Name and explain three of the facLors which are 
associated with an increased incidence of cancer. 

1)
 

2)
 

3) 

2. 	 Because there are many d ifferent types of cancer, 
the clinical picture may vary greatly between cases. 
List five signs or symptoms which possibly suggest 
cancer. 

i) 

2) 

3) 

4) 

5) 

3. 	 Explain how early diagnosis and prompt treatment in­
crease the cancer patient's chance for survival. 

4. You have suspected cancer in a patient. Using the 
management guide, what are your instructions for 
management? 

5. 	 Read the following statement. Determine which of 

the words in the parenthesis is correct and circle it. 

( Older, Younger ) men and women have a much 

higher risk of having most cancers. 
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STUDENT GUIDE 

DIABETES MELLIT US 

I. 	 Entry Level Skills and Knowledge
 

Before starting this unit, you should be able to:
 

1. 	 Describe the normal anatomy and physiology of 
the pancreas. 

2. 	 Describe the normal process of metabolism. 

3. 	 Administer subcutaneous injections. 

4. 	 Give patient education. 

IX. 	 Objectives 

Using the information and experiences provided by 
the instructor and the module text, you will be 
able to­

1. 	 Define the term Diabetes Mellitus. 

2. 	 Explain the pathophysiology associated with 
Diabetes. 

3. 	 Describe the signs, symptoms, and course of 
illness of Diabetes. 

4. 	 Differentiate between juvenile and adult 
diabetes. 

5. 	 Id:,tify physical examination discriminators 
associated with Diabetes: 
-excessive output of urine 
-drinking large amount of water 
-eating e::cessi 'ely, yet always hungry 

6. 	 Describe the complications and management of 
Diabetes.
 

7. 	 Describe procedures of diagnosis and management 

(long-term) of Diabetes. 

III. 	Evaluation
 

MODULE PHASE
 

Upon completion of the module, you will be assessed 
on: 
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1. 	 Knowledge: Written test based upon contents of 
unit in module text. (AccepLable
performance, 80).

2. 	 Skills: Your ability to perform or interpret 
laboratory tests for definitive 
diagnosis: 

-blood sugar in hospital 
-urine sugar 

ROTATION PHASE.: 

Upon 	 completion of the rotation 
phase you will be assessed on: 

-Your abili to diagnose and man ge diabetes 
mellitus (iong term).

-Your ability to diagnose and manage insulin shock. 
-Your ability to diagnose and manage diabetic coma. 

IV. 	 Module phase activities you will be participating
in to complete the above objectives: 

1. 	 Read m dule text and answer review questions. 

2. 	 Discuscion with instructor on any questions or 
problems. 

3. 	 Student-lead discussion theon precipating
factors of diabetes, including what they are
and how that information is useful to the 
nurse clinician. 

4. 	 Student presentation on the major complications
of diabetes, including signs, symptoms, diag­
nosing and management. 

5. 	 Case studies on the complications of diabetes. 

6. 	 Discussion with instructor. 

7. 	 Clinic experience - observation and participation. 

8. 	 D:is cu;sioln and role playing. exercises dealing 
with diet. 

9. 	 Student presentation and discussion of patient
education for the diabetic patient. 

10. 	 Role playing activity for patient education on
the injection of insulin and care of instruments. 
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DIABETES ME LITUS 

Review of Physiology e]lated to Diabetes 

1. Normal Metabolism 

The process by which the body converts food into energy
that can be used by the body is termed metabolism. 

During digestion, much of the food we eat is converted 
into a form of sugLar cal led g].ucose. This suga r is 
obtained primarily from carbohydrates (grains and suqirs)
and to a lesser degrFee from protein (meaL, cheese, eggs)
and fat. Gl icose Ls carried to var ious parts of the 
body by the blood stream; therefore, a certain amount 
of g.]lucose is pricsent in the blood at ai. tLies. When 
iore fonod i.sI tuiSulhd thai [s needed fu.r i amIedj.ate use, 
tile excess Ls changed into g lycogen in the liver or 
stored as fat in the Fat cullIs. Later when the body
needs ceergy, g] cogen ind fat can he converted back to 
glucose. 

The body cannot use and store glucose without the aid of 
insulin, a hormone produced by the pancreas. In the 
healthy person, whenever the glucose level in the blood 
rises, the pancreas releases insulin which acts in three 
ways to lower blood s;ugar. 

a. Insulin causes glucose to llOVe fromi the blood 
into the body cells where 1L is used for energy. 

b. Insulin assists the liver to store glucose as 
glycogen.
 

c. Insulin assists fat cells to store glucose as 

fat. 

2. Abnormal Metabolism of Diabetes 

Diabetes mellitus is a chronic metabolic disease which 
affects the bodily use of food supply because of an in­
sufficient or ineffective supply of insulin. 

In diabeLicsc< without slfficient insulin (or with im­
proper body use uf insulin) the blood glucose level
rises too hi (Jw ;.hi.le the cells starve from thei. in­
ternal lack of glucose wLIich is so plentiful in the 
blood all. ar1ound tihem 
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In a non-diabetic person the kidney is able to put all
the glucose that passes through it back into the blood.
in diabetes , the amount of. glucose in the blood passingthrough the kidney is so great that the kidney is unable 
to put it all back into the blo1od. Th is causes a largeamount of glucose to be spfl.]ed out in the urine. The
glucose in turn carriJes much 'aLr with it, caiusing a 
large ,amounL of urine to lhe parssed. This great loss ofwater cau;es much thi r;t. Wel qht .l oss, weakness, and

hunger develop becaiuso so
siruch of the food Laken in hy
the patient is los;t a;s q 1 ucuos th i
in urine. In order 
to obtain suf-fiicient energy, fat and protei.n are turnedinto add.Lionail Qucose to make up for what is lost in 
the aol no
 

CGeneral Consideat.i.ons
 

The tendency to develop diabetes is her-editary although

not everyone wh-io .inhurits the tra it 
for dlabetes develops
the disease,, Diabetes can develop at any age but the
disease diIffors in severity depending on the age of on­set; the younger it begin; the more seere 
 the disease.

Child onset diabetes i.s more difficu.lt to control 
 andcomplicit, icon' iri morel .ikely to occur. Adul t onset

dia.botes can Lten he controlled by d iet and exorcise
 
and compli,cations 
 can of ten be avoided.
 

Ce rtai n idct r'.; will. make the disease worse, these
 
inc 1.ude:
 
- Excc sice int.,ike oW ccarbohydrates, especially sugar


( S U1C e'i' ). 

- Inuections 
- Injury or ur;i:gery 
- Emotional stress
 
- Obes i.t'
 
- Pregnancy


't'hi,,izidle d iurotic:s - avoi d hydr.oclorothiazide in
 
diabetics
 
Hormones wlich act to elevate blood sugar - thyroid

houlionee2, cor ti sone
 

AL1 telose factors, in vaiious ways, cause the body to re­qui re moreinsul in, which cause:; extra stress on the pan­
crais. A; s;uggested by the List above, obese people tendto dovelop didbete:; more often than 
l 

those of normal weight.Cog nocy miy cii rsw a woian with a diabetic tendency to
have sugcar in hec ar.ine dunin her pregnancy i.e.diabetes 
may appeii in i iv ncncy, in which case i.s usually dis­appe a rs when 1 . woman doliwv.rs. These women often 
devcelop diabCt in later life. 

C.i n ca 1. P ctt.e 

'the clcissi.c patient with undicignosed diabetes enters 
with three important symptoms: 

http:doliwv.rs
http:difficu.lt
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1. Excessive output of urine.
 
2. Drinking large amounts of water. 
3. Eating excessively, yet always hungry.
 

Weakness, fatigue and weight loss are other important 
symptoms. The child without insulin fails to grow 
properly. In addition, the diabetic may first be seen
 
in coma or another stage of ketoacidosis (see Compli­
cations below).
 

The onset of diabetes may occur very suddenly. The
 
patient, who at first feels well, gradually develops
 
severe increase in thirst, hunger, and passing large
 
amounts of urine within a few days. On occasion, this
 
may rapidly progress to diabetic coma. Or it may occur
 
very slowly with symptoms developing gradually over a 
few years.
 

Diabetes may progress very little or not at all with good 
control beino obtained by simple means for many years, or 
it may steadily become more difficult to control with 
larger and larger doses of insulin beino required. In
 
either case, complications may occur, but they seem to 
develop more rapidly in diabetics who are unstable or 
who require large doses of insulin. 

One should suspect diabetes in a child or adult presenting 
in coma. Also, some patients present with weight loss
 
associated with increased eating. Diabetes, TB, hyper­
thyroidism or cancer may present in patient with these 
symptoms.
 

suspect preclinical diabetes in any woman who delivers 
an unusually large baby (above 4 Kg.). Suspect latent
 
or preclinical diabetes in any person with a strong
 
family history. If diagnosed early, development of
 
clinical diabetes may be delayed with proper diet con­
trol and weight reduction.
 

The definitive diagnosis is made by the laboratory.
 
Positive urine sugars or elevated blood sugars will
 
make the diagnosis.
 

Complications
 

Complications can be divided into three main groups:
1) Poor regulation (hypoglycemia and ketoacidosis); 
2) Infections; and 
3) Vascular.
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1. Poor Regulation 

a. Ketoacidosis - When tee little sugar is entering 
the body cells from the blood because of in­
sufficient insulin, the body breaks down stored 
fat for the cells to use as energy. The burninq
of fat produces ketonic acids which ordinarily 
are used slowly by the body cells for 
energy. But when the body burns fat ; rapidly
for lo,!' jeriods of time, more ketonic acids are 
produced than the body cells can burn, and they
build up to high concentratLons causing the body
fluids to become acidic. This is known as 
Diabetic lNetoacidosis. Toe acidotic patient 
becomes nauseated and drowsy or even comatose 
(Diabetic Coma). 

He may intermi ttantly take deep gasping breaths.
 
His breath smells something like spoililng fruit.
 
The same patient is usually also dehydrated from
 
excessive loss of wa ter through the ur ine and
 
from vomiting. If seve re, he usually dies 
 un­
less admitted quickly to the hospital and treated 
vigorously with insulin and other measures. 

b. ypojlycemia (Insu].in shock) - The patient who 
gets too much in:;ulin or oral hypoglycemic medi­
cations or too little food after taking insulin 
drives too much glucose from the blood into the 
body cells. As his blood sugar level begins to 
fal.l too low he usually feels shaky and hungry
and sweats. If he eats at this point he improves,
but if instead the blood sugar level continues to 
fall his brain cells (which cannot burn fat) run 
short of glucose for energy and he becomes drowsy
and then comatose. This is known rs insulin 
shock. Seizures may occur, and the patient 
must be given glucose intravenously. This 
patient will not be dehydrated, will have no 
fruity breath nor take deep gasping breaths. 
If given 20 cc or 501 glucose solution by IVpush, he usually wakes up within 2 minutes. 

2. Infections 

Diabetics resist infections poorly L'nd infections usually
increase the amount of insulin the patient requires. 

Abscesses, celulitis, and pyelonephritis are common and 
often unusually severe leading to septicemia. 

http:Insu].in
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Tuberculosis may be associated with diabetes and i-.
 
especially difficult to control or cure. Lnd
Thrush 

other yeast or fungal infections are oftei! troublesome
 
in the vagina and moist areas of the skin :-uch as placeswhere skin rubs on skin, e.g.groin, axillac, beneath the 
breasts. 
3. Vascular complications
 
The diabetic who eats many saturated fats easily develops

atherosclerosis (cholesterol deposits in the artery wa]ls
narrowing them). This reduces or sometimes even com­
pletely stops, blood flow through important arteries.
 
When such arteries are blocked in the brain the patient

develops a sLroke. In the heart, atherosclerosis
 
causes myocardial infarctions (heart attacks), and in
 
the legs blocked blood flow may cause gangrene. Con­
gestive heart failure may be associated with these
 
vascula- complications.
 

Arterioles (small arteries) in diabetics become gradually
thickened and narrowed, damaging the organs to which they

supply blood. Sonic evidence of this complication seemis
 
to occur in all diabetics. Such damage is especially

important in the kidneys, 
 retina of the eye, nervous
 
system, and skin.
 

About one half of all diabetics develop some kidney

damage and some progress on to kidney failure. lyper­
tension is often associated with the kidney involvement.
 

Damage to the motor nerves may cause some muscle weak­
ness. Damage to the sensory nerves may cause
 
neuritic pains, increased or decreased sensation.
 

Gangrene of foot occur because ofthe may decreased 
blood supply to the legs. Causes of death in areas 
where insulin and antibiotics are hard to obtain and 
medical facilities are few are associated with dia­
betic coma and uncontrolled infections. Causes of 
death in areas where insulin and antibiotics are easily
obtainable are duo to the vascular complications ­
kidney failure, congestive heart failure, stroke, 
myocardial infarctions or gangrene. 

Management
 

If a patient is suspected of having diabetes, refer him
 
to a hospital for diagnosis. The doctor will begin
the treatment required. 

There are four critical factors in the management of dia­
betes that are closely interrelated and interdependent;

weight control, diet, exercise and drugs. All of which 
are important to achieve optimal management of the patient. 
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1. 	 Weight control - I f a patient is over-weight, the 
first step in treatment is to lower the weight to 
a normal level. 'Yiii.i;; is done by expl]aiining it:; 
importance to the pationt and inst:ructin him to eat 
less. In some ca;es of di.-ibe es, this alone w i.1.1 
control the disease. 

2. 	 Diet - Since the amount and type of fur,d eaten do­
terminus the amount of insul i.,n renqured for metab­
olism, the amount and type of food eaten and the 
times it i; eaten become important. S.imiple sugars 
and sweets should be avoided. Melals should be 
balanced and regul.arly spaced tLhroughout the day. 
Throe meals iand two sniiacks ar17e re0colimendod - each 
of these should contain a balance of protein, car­
bohydrit:o And fat. For example: 

Mea1 - 7 : 00 AM
 
Meal -1.: 30 AM
 
Snack - 3:00 PH
 
Meal - 6:00 PM
 
Snack - 9:00 PM
 

See D)iabetic Diet following 
this section. 

3. 	 Exercise - Since exercise uses energy and increases 
the rate of 110taibo]ilLs, ii t must be regulated iin the 
same way a.; food and dlruigs. A di abetic patient 
should exercise reuularly, but it must be done at 
the 	 same time each d ay - so thit he can modify his food 
and 	 drugs reut red for diabtLu:; control. Exercise in­
creases the amount of fooud required. For example, 
rqular exercise throughout the day in the form of farm 
work is fine - but on a holiday, rusting the whole day 
may cause the diabetes to become uncontrolled. A daily 
walk of two kmii..n the even ing i.f chanqo d to morning may 
disturb the control ofF di.abetes. lxercise should be 
regular and Liken at the same Lime of day. 

4. 	 Drug the rapy 

To.l but aLmii. do 

For those adult patient not controlled by weight 
reduction, diet and exercise, tolbutamide may be 
added to the regime. Tolbutamido causes the p)an­
crea; to releae lmore i nsulinI. 

The 	 usua ;tarting dose of tolbutamidd is 1 tablet 
(0.5 gmn) twice a day. It may be increased gradually 
as high as I tablet four1 times a day, or reduced 
tablet L'i.cc a day accord.ng to the patient's response. 

http:accord.ng
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Insulin
 

For young patients with diabetes, insulin is always 
necessary. Insulin injectedis subcutaneously
daily by the patient or a family member,
Refrigeration is recommended for thje insulin ibut 
can be kept at room temperattire for 30 days. The re­
fore, patients requiring insulin but iiving in areas
without refrigeration and regular monhily supplies
should be encouraged to move to communites wiLth 
refrigerati.on and hospital laboratory services. 
(This -is a diffi.cult decision for any family to 

make, but it is 1Lfe1P saving for the patj nt. 

A patient requl ring insul.jin far the timefirst should 
be referred to CI doctor at a hospital with laboratory
facilities for measuring blood sugar so as to determine 
the amount of insulin the person requires.
Regulation of that amount should be done at the
 
hospital.
 

Insulin comEs in different types and their length
of action and their peak actions in the blood vary. 

Regular insulin peaks in 1-2 hours and lasts 
4 hours. Regular insulin is used for the 
treatment of ketoacidosis. 

Lente i nsulin ([Ensu]. in zinc sIus)ension) peaks
in 8-12 hlour; and lasts 24 hours. 

Peak action means, the .eng th of timliv between injecting
the insulin and when the blood sugar will be the lowest. 
A patient on insulin usually receives one injection of
either Lente insulin alone or a mixture of Lente and 
regular insulin daily in the morning. If Lente alope
is used, the peak action is at ':00 p.m. - 8:00 
p.m. Ideally, a11. patients on insulin should ch,_ck
their urine for sugar daily with a Hip stick and a 
record is kept of this. If sugar is passed, a 
blood sugar should be taken and the diet, exercise 
or amount of insulin regulated by a doctor. 

Management of K.etoacidosis 

Without insulin 

In a facility without refrigeration and insulin, this
 
patient should be referred as quickly as possible to a
 
hospital where 
insulin and laboratory facilities are
 
available. During the transfer,
 

IV should be given intravenously.
 
1000 cc half strength Darrows in 5'% Dextrose.
 

http:refrigerati.on
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With insulin
 

In 
a facility with refrigeration or regular monthly

supplies that has insulin, 
the patient still, should be
referred as quickly as 
possible to a hospital where in­sulin and laboratory faci].ites are available. Prior to
transfer tart 1000 cc half strength Da rrows in 5Z Dex­trose solution. In a known diabetic who has stopped hisinsulin or tolbuLamiiidc and cones in with symptoms of
ketoacidosis ­ give 50 units of regular insulin IV and 50

units subcutaneously pri.or to t: ransfer. 

This patient nLeds more sugar in the blood. If the
patient is 
able to take oral ]lquids, give a glass of 
sweet liquid sucl as orange juice and sugar, squash, or
 
soft drinks ve-ry 15 minuts 
 unti the b:ymptoms im)rove.If the patient t.s unconscious, givu 20 cc of 50% glucose
solution by IV push. If the diagnosis is correct the
 
patient will wake up 
in 1-2 minutes. 

Management of Infections
 

Meticulous attention 
to good treatment for infection
 
is necessary.
 

See TI -. Infectious Disease Module 
Abscesses, CeliuliIti:; - Skin Disease Module 

i'yelonephriLis -- GU Module 

Candida Vagini tis - Problems of Women Module
 

Management of Vascular Complica tions 

Good diabetic control will improve 
some of these compli­
cations. Others will have t:o 
be referred to a physician.
 

Congestive heart failure 
- See C-R Module
 

Hypertension 
- See this module page
 

Foot care ­ foot care in the elderly diabetic is similar
 
to foot care in 
the patient with leprosy. The feet
should be protecte.1 from injury, kept dry and clean.

In the case of a sore, or breakdown in the skin, the foot
should he elelvated and dressed daily with sterile dressings.
Early treatment: with antibiotics is necessary if infection 
sets in, since infection spreads rapidly in a diabetic
 
pa ti en t. 
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Following Diabetic Patients
 

Weight - check weight and direct the patient towards 
a normal weight 

Diet - Review diet - amount 

times 

balance 

Exercise - Review amount and timing of exercise 

Symptoms - Review general symptoms 

amount of urination 

amount of hunger 

amount of thirst 

hypoglycemic symptoms 

If on insulin - urine sugar
 

blood sugar at a hospital
 

amount of insulin
 
If there is any reason to suspect poor regulation, refer
 
to a hospital for regulation.
 

Patient Education
 

This is extremely important. In diabetes the patient's

need for insulin constantly changes with stress, food in­
take, and ex'.uwise. le may begin to become either hyper­
or hypoglycemic. Constant supervision and changes in 
food or insulin are essential. It is impossible for 
medical personnel to g-ive such close supervision. There­
fore, it is absolutely necessary to teach the patient how 
to supervise and treat himself. The 	relatives also must
 
be taught about diabetes so they will encourage the
patient to follow his diet properly, to take the correct 
amount of medicine and to come for regular checkups. 

All 	patients and relatives must know: 

i. 	 that diabetes is caused by the body not being able to 
handle carbohydrates correctly. 

2. 	 that diabetes is present for life - it can be con­
trolled but not completely cured. 

3. 	that foods containing much sugar must be avoided.
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4. 	 that food must be spread out in smaller amounts
 
during the day rather than eaten all in one meal.
 

5. 	 that if the patient is overweight, weig-ht reduction
 
helps to control diabetes.
 

6. 	that excessive urine means poor control and indicates that
 
medical attention is needed.
 

7. 	that excessive urine with nausea and drowsiness means
 
ketoacidosis is developing and iunediate medical 
attention is required. 

8. 	cuts and infections, particularly on the legs and
 
feet may be very slow in healing and should receive
 
medical attention if they fail to heal.
 

All 	patients taking insulin or Tolbutamide and their
 

relatives must know: 

9. that exercise reduces the need for medication.
 

10. 	that heart palpitation, nervousness, shakiness and
 
sweating are signs of early hypoglycemia and the
 
patient must eat something immediately. This will
 
prevent coma from insulin shock.
 

11. 	that any unconsc ous patient must be taken for
 
medical help immediately.
 

All patients taking insulin and their relatives must know:
 
(See Patient Education Skill for Insulin Injection).
 

12. 	how insulin acts (it causes the sugar in the blood to be,
 
used correctly by the body but too much insulin causes
 
insulin shock).


13. 	how to correctly measure insulin and how much to inject.­

14. 	how to live themselves insulin injections.
 

15. 	how to care for the syringe and needle and keep them
 
sterile (boiling is required).
 

16. 	how to rotate injection sites.
 

17. 	what time of the day to take insulin.
 

18. how to store insulin.
 

Prevention
 

There is no way of preventing diabetes, although its onset 
may be postponed by weight control and diet modifications.
 
There are ways of preventing some of the complications and
 
their severity. These are done by good management of the
 
disease by the patient with assistance by the health team.
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Diabetic Diet
 

Avoid:
 

Candy
 

Sweet cookies, cakes, pies
 

Sugar, honey
 

Soft drinks
 

Ice cream
 

Large amounts of fruits
 

Eat small balanced meals several times 
a day,

always including some protein.
 

Examples:
 

a. Brown rice, beans and vegetables, mealie meal 

b. Meat, bread, vegetables 

c. Cheese, bread, orange, papa, metoho, lesheleshele, 

d. 
pumpkin leaves, spinach
Egg, potato, salad 

Snacks are small amounts of food eaten between meals,
 

such as -


Milk and bread, nuts
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PATIENT EDUCATION SKILL 

for 

Insulin Injection 

Supplies
 

2 syringes
 
5 needles - 25 gauge
 
cloth 
pan 
insulin vials
 

Purpose of Procedure
 

The 	 purpose of this procedure is to teach the diabetic 
patient how to give himself injections of insulin. 

Steps in Procedure
 

First demonstrate the steps below to the patient. Then 
ask 	 the patient to go through the steps using an orange 
or apple as the site for injection until he gets all the 
steps correctly. When he understands the whole procedure 
and can perform it, then have the patient inject himself. 
Check his technique at regular intervals. 

Sterilization and Assembly of Insulin Syringe 

1. 	 Place syringe (with plunger removed) and needle on 
folded, clean cloth on the bottom of a pan or pot.
Add water and boil over fire for 5 minutes. 

2. 	 Wash hands thoroughly. 

3. 	 Remove articles from water. In assembling syringe 
and 	needle, be sure to touch only the knob of the
 
plunger, side of the syringe and the hub of the needle. 

4. 	 Fasten needle to syringe with slight twist. 

5. 	 Work plunger back and forth several times until 
water is completely ejected.
 

Preparing the Insulin Dose 

1. 	 Mix the insulin by gently rotating the vial between 
your hands. Remove the cap. 

2. 	 Draw air into syringe equal to insulin dose to be 
wi thdrawn 

3. 	Insert the needle through centre of rubber stopper.
 
Inject air into vial. 



4. 	Turn bottle and sy­
ringe up-side down. -


Withdraw specific
 

dose. Be s :e to
 
remove any air from :(
 
syringe by holding 
the 	point up and 
depressing the
 
plunger slightly. 

Where to In ject
 

1. 	 Change the site of
 
injection daily.
 

2. 	 Possible sites for
 

injections include:
 
front thighs, upper
 
arm, buttocks and 
pelvic area.
 
(See Figure CM 5.)
 

Figure CM 5 - Possible sites for 

Injection of Insulin 

1. 	Wash site of injection with soap and water.
 

2. 	With one hand, pinch 8p the skin at injection site. 
Place syringe at a 450 angle to the skin, quickly 
inject needle for its entire length. The more 
rapidly the needle is inserted, the less will be 
the 	pain.
 

3. 	 Withdraw the plunger slightly to be sure that the 
needle is not in a blood vessel. If blood appears, 
remove the needle, discard the dose and start over. 

4. 	Inject insulin dose.
 

After Injection
 

1. 	 Hold skin firmly near the site of the injection. 
Withdraw needle, maintaining origihal position of
 
syringe.
 

2. 	Gently wipe site of injection.
 



82 

REVIEW QUESTIONS 

Vlace a "T" or "F" in front of each 'statement to indicate 
whether is is TRIUE or PALS:. 

-1. In uncontrol Led !.iabcLics, the 	 Level ol glucose
i.,h, It celisi M h, ri su tto higih wlhile tie blood

is starved f-nr q!luCusu,. 

2. 	 In di.Iote lirgo ainountsa of sugar may be spilled
Out in the trin. 

-3. 
 Diabets can develoip iL any age. 

__4. Diabetes is spre(d f:om |person to person via 
drop].M spread from the resp.ratory track. 

5. 	 tlypog Ivcumi ia may rosul[t fr17omI i patient taking 
too IIIuch ins ul.1.ini or not eaLting cliouth. 

-6. lxerciso increases a djabetic's needs for insulin. 

7. 	 List 5 factors that will make diabetes wore. 

1) 

2) 

3) 

4)
 

1)
 

8. 	 List the three classic symptoms of diabetes. 

1) 

2) 

3) 

9. 	 Complications of diabetes may be a result of 
poor regulation. Describe ketoacidosis and 
hypog -ycmLa. 

-Ketoa-idos is 

-Hypoglycemia : 
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10. Describe the diet rocommended for diabetic patients.
 

11. If a 
what 

patient 
food(s) 

feels 
could 

like he is becoming 
you suggest he eat. 

hypoglycemic, 

.2. List 5 responsibilities of the nurse clinician at 
each follow-up visit with diabetic patients. 

1) 

2) 

3) 

4) 

5) 

13. List 5 patient education points that all patients 
with diabetes should understand: 

1) 

2) 

3) 

4) 

5) 
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STUDENT GUIDE
 

IHEADACIIE
 

I. Entry Level Skills and Knowledge
 

Before starting this unit, you should be able to: 
1. 	 Describe the normal anatomy and physiology of 

the he ad. 
2. 	 Know th historical questions to ask concerning 

the head, eyes, ears, nose. 
3. 	 Do a physical exam of the head, eyes, ears, nose. 

II. Objectives
 

Using the information and experiences provided by
the instructor and the module text, you will be 
able to: 

1. 	 Describe the signs and symptoms associated with 
headache.
 

2. 	 On physical exam recogninn: 
a. 	 Neuioiogical changes includin g:

1) altered levels of consciousness 
2) abnormal sensory or motor findings 

b. 	 Head - changes including:
 
1) sinus tenderness
 

c. 	 E.'es - changes including:
 
1) visual acuity
 
2) visual fields
 
3) pupi.s
 
41)extra-occular movements 

d. 	 Ears - changes including:
 
i) hearing
 
2) balance
 

III. Evaluation 

MODULE PHASE 

Upon completion of the module, you will be assessed on: 
1. 	 Knowledge: Written test based upon contents of unit


in 	 module text. (Acceptable performance, 
Son). 

2. 	 Skil].s: Your ability to perform a complete history 
and physical examination of the head, eyes, 
oars, nourological systems. 

ROTATICN PHASE 

Upon completi n of the rotation phase, you wi]l be 
assessed on: 
.) 	 Your ability to diagnose and manaqe the common 

causes of headache. 
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IIEADACHE
 

Headache is not a specific di sease, i.t is a very common 
symptom that can be caused by a wide variety of diseases 
and conditions. Most headacihes arc mild and self­
limiited or eas.<ily r, liIved, but headaches can be caused 
by sor ous; .1 ]l ;;o. . .It -. isiportant to consi doer the 
caute ofL hetdache heo ,resimpll'' treat inu the symrtpom 
of pain. 

.itt e t'y';tes of headache 
: 
are more Ofteni1 ;s':Oci attd w.ith
 

speiJ fric( ca'uses':. Thus-, W'tOr-m1 i inq thu t.'yp,< of healdache
 

may help determinne the cause. 'rolh Linu, pu].it i.nthead­
aches areimore of ten associated wi th va;cul ar causes such 
a-; ::tt; vli no and hype rtenlsion. A sens;tion o Igh toessU 
with a band-like leelinq around the heaid is Men due I.e 
psychologica-l]1 or reIad'.' A dullemotLona]. ;tre. head­
ache is more oft:en~ associated with head injurLe and 
tumour;. IIoweve'r'e , those guidelines tie not ;pocific and 
it is often not possible, even .i.'h the best o. hospi tal, 
lab. and ::-ray e:lami.nat;i.ons , t:o det:ermilno the speci fic 
cause of the headache.
 

'Traumta toe the head or neck causes headaches. These m~aiy 
be caused I injury to lhe sk-ull o1r the train and its 
lining or thten fascia or inter­to muiles, liqamen-', 
vertebral di scs. ourto] e sai;qns or unconsciousness 
occurinq in tht pn ten u.iiiLla y id. catcs ito re ri. ous 
.injury to the brai. If there has been injury to the 
neck, the p: hi .I tha t tlier-e is datiaqe to the spinal 
c rd itn the neock itt'.t; }o au med and carea-lhe approprri,ate 

ivt . TL i not tunt tal, however, fottrvoi.,[( thet to he head­
acho's i iAn , tiant whoe has had head or noeck t raumtia even 
if th.eto- ior: bi ILIn ,Im o . 

Mny i 1'' th't cuse ftevir can also cause headaches. 
AoiOngthInitL' so; on' of those ore those caused by 
meningitis. In most cases there i' 1]. he severe pain and 
as1sociated tifF n -- oninqua] sign. areieck These treated 
',:itlh altitinfi i and t til ittecicf .n,_(see .tOcton on Menin­
gi tis iu ithe WOmtnicDh]e Dl s Mqdul).Iisease 


Aitotli': r Ia '(' ot h2di ,-tth. w/Iith fevter is 'Iyphoid. TIiere7u 
is ustally :l1o abdominal pain and often a couqh. These 
also need an i iot t us 'n treat: the cause otf the headache. 
(See sect,,n on typlioi d in the Gas7tro-nLestinal Problems 
module.)
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Other causes of fever can also cause headaches, so if 
fever is present witn a headache, try to determine the 
cause of the fever to determin the cause of the headache. 

High blood pres;ure can cause severe headaches. During
 
pregnancy th is may be a sign of Toxaemia of Pregnancy.

AL other ti mes it is jus t associated with very Ihigh blood
 
pressure. In thse cases L t AS most important to treat
 
the h igh hlood press uare. 'The headache wit] di;appear as
 
the blood presansure return; to'.wards normal . (Sae lyper­
tension sLction inl this mnodui.e ald To:aem Ca section in
 
Problems f olen .)
 

leadaclhes can be caused by eye problems. This can be 
as simple as a refractive err7or calsinj eye ;tr:ain - the
 
patient needs ; I as ses o17 as serious as gl aucollma wi th
 
associated loss of vision. (See eve section of EENT
 
module,)
 

]esi oin; a:; 

broken tooth or jaw can cause headache. Again, the
 
specific cause should be found and treated. (See Dental
 
Module).
 

Acute o ntdl such atooth decay or1 abscess o17 

One of tLhe mot;t commuon causes orf he adache is the so-called 
.common cold" or Upper Respiratory Infection. There are
 

usually asoc.[aLd resp1Lratory symp tos5 such as nasal dis­
charge, ('0qh o1 sn..eze,aoften Lever1 alid Uat] y general Lzed 
body aches and pains. ince these are caused by one of a 
iiumiibter of: V.Ci ii , anttbiotics ae17 of no value in the 
treatment. (Sue scton on URI in Respiratory and Heart
 
Problems Modulo.)
 

leadache can be one of the side effects that 
can occur in
 
women using hormone Bt h Control. Methods such as the
 
Birth Contro1 l' 11 and the Depo Provera injection. These
 
can be severe and often indicate the need to change to
 
another metzhod o- bi.rth control. (See Cild Spacing
 
Module.)
 

17(7! l" saSll 

iieck of'te u taus; .' h ,idacht.. 'l'}liis may be because nf
 
iijury! to I.e mu'cle itself, because of mnuscle strain,
 
becauts of i v' fatigue or because psychiological
 

Musl1e (a01 ,coil 0o euscles of tile he,ad and 

e';', Fa i of 

or emlmitonll :tres. maI 0s often
The UN most .involved
 
Ace thiose t A Ithlte d and These
of 1h .f'F , ,i nuck. are 
probl] y the Ni:e; v aIvn c trdesu OC1 headache. HIowever, 
You mL 1 -111emII f'htlllit n t a ll. headaiches ini peol(e wiLheolltiollal W I e byt} hatl - canll
r; s ar:; cause,/ll:<d s¢tres.sg th~ey 


a lso I ave any "iir type of ied(ah(.e - and Wa!:t the stress 
itse f (on1 ,tl;([ bysomether disease.' somes(e) 

http:s�tres.sg


87 

In headaches that are caused by psychological or 
emotional stress, helping to deal with the cause of the 
stress is an important way of treatinq the headache. 
If muscle spasm is present, rest, heat, massage to the 
affected muscle and Methyl Salicyia:e ointment to the 
sore muscle may help relieve the headache. 

When there are nu apparent serious causes of the head­
ache, symptomatic treatment with Aspirin, or Paracetamol 
is usually indicated. In adults, one or two tablets 
every four hours is the usual dose, and in children, it 
is 60 mg/'year of age every four to six hours. If these,
medications do not relieve the headache, or if you suspect 
any more serious cause for the headache, refer the 
patient to the doctor, or, if it is severe, to the 
hospital. 
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STUDENT GUIDE
 

AVITAMINOS IS 

(Vitamin C, Nicotinic Acid) 

I. Entr'y Level Skills and Knowledge 

1. 	 Explain the effects that vitamin C and nicotinic 
acid have on the body. 

II. Objectives 

Using the information and experiences provided by
the instructor and the module text, you will be 
able to: 

, .	 Describe the signs and symptoms of scurvy and 
peilaI . 

2. 	 On physical exam, recognize the signs of scurvy 
and pellegra. 

3. 	 Explain the usual course and comp] ications 
associated with hypcrthyroidism. 

4. 	 Develop a management. plan for a patient with 
scurvy and pellegra. 

III. Evaluation 

MODULE PHASE 

Upon completion of the module phase, you will be 
assessed on: 

1. 	 Knowledge: Written test based upon contents of 
unit in module text. Acceptable 
performance, 80".) 

2. 	 Skill: Your ability to identi -y signs 
associated with scurvy and pellegra. 

ROTATION PHASE 

Upon completion of the rotation phase, you will be 
assessed on: 

1. 	 Your aibility to diagnose and manage scurvy and 
pellegra. 

IV. Activities 

Activities you Wi.l be using to accomplish 
objectives include: 

1. 	 Read module text and answer review questions.
2. 	 Discuss with instructor on any from text or 

review cjuestions. 



89 

PELLEGRA
 

Pellegra is caused by a deficiency of a variety of
 
specific factors, with nicotinic acid (Niacin) as the
 
most important. The name Pellegra comes from pelle
 
(skin) agra (rough). It is found where people eat a 
lot of maize, sorghum, or starchy foods and not enough 
green vegetables, meat, eggs, fish or wheat germ (body 
building foods). 

Skin lesions may begin by looking like a sunburn with
 
severe itching or burning and then progresses to become 
scaly and rough. Sometimes the skin becomes a darker
 
brown/black colour and then becomes rough and scaly.
 
Usually the skin lesions are symmetrical and appear over
 
areas exposed to the sun. In adults the lesions are
 
seen on the back o he hands and lower arms, while in
 
children they are tiund on the arms, back of les and in
 
a "V" shape on the front of the neck where the shirt is
 
open to the sun, as well as on the face, elbows and knees. 
A sore mouth is common with a sore tongue and small sores 
over the whole mouth. Infection of the lesions is 
common. Painful swallowing and loss of appetite with 
epigastric pain are frequent complaints. Diarrhoea 
stools are small, frequent, and watery. Mental distur­
bance is most commonly seen as confusion. The four "D's" 
for diagnosis of pellagra are dermititis, diarrhoea,
 
dementia and death.
 

Pellegra can occur in children and skin lesions are the
 
most common finding. Involvement of the G.I.tract or
 
mental disorders are rare in children. Pellegra and
 
kwashiorkor may occur at the same time. Pellegra tends
 
to affect older children who do not arpear as ill as
 
those with kwashiorkor. The child is usually under­
weight because he lacks. proteins as well as nicotinic acid. 

Dietary history is very important in diagnosing pellegra.
 
Ask about the patient'- diet and keep in mind that the
 
chronic alcoholic frequently drinks and eats snacks which
 
are high in carbohydrates and calories but have no
 
nutritive value. Ask about specific foods.
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TREATMENT
 

A high caloric, high protein diet - 3000 to 4000 calories 
with adequate amounts of fresh meat, liver, milk, eggs or 
yeast. 

OR 

Nicotinic Acid 100 mgms 3 times per day for 10-14 days
with the diet. There is usually a reaction with warmth
and t-ingling over the cheeks and neck. A multi-vitamin 
with Vitamin B is required.
 

PREVENTION 

Teaching the patients to eat a well 1-a nced diet, and 
which foods should be in their diet C-,ily is important,
fresh fruits and vegetables are as .- portant as the 
protein foods. Prevention of alcoholism would prevent 
some pellegra.
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SCURVY 

Scurvy is a vitamin deficiencyof diseaseVitamin c (Ascorbic Acid) caused by a lackand vegetables, in the diet.including Fresh fruitsplants, leafy vegetabesare the best source and sproutingscurvy of Vitaminis found when i)ople C. In Lesotho,
for months and go and stay in thedo mountainsnot get any fresh fruits or vegetables.The feeding and dietary historyinfants and adults. is very importantScurvy in bothbreast-fed is virtuaillchildren unheard

breast even though of inmilk the Vitaminvaries with contentthe mother's ofhas stopped diet. Ifbreast feeding an infantvegetable and is notsupplement, on a fruityou should orIn children be suspiciousthe peak incidence of scurvy.most prominent is at 8 monthssign found and thetenderness when examiningand swelling the childof islegs are partially the lower extremities.flexed TheYou may find crepitus of 
and very painful to touch.largement of the 

the ankles or wristscostochondral and en-Bruising junctionsmay be (Scurvyseen. Rosary).be If theoedema child hasand haomorrhage teeth, therearound maythe gumsbe no changes but there willif there are no teeth. 
In adults the onset of signs andloss of weight, symptomsProgressive is slow, withlegs. weaknessHaematomas and stiffnessforming in in thethethe joints leg musclesmay bo the first and aroundcome in sign, andcomplainipcQ the patientof weakness willand knees. and stiffnessThese symptoms in the legshard physical are frequentlyexertion. The brought out byspongy with gums may becomemasses around swollenloosen the teeth. andand fall out. The degree 

The teeth usuallyto how good of gum changes
giene, the oral hygiene is. is relatedthen the gums become If there is no oralout faster. worse faster and hy­

Pin-point the teethhaemorrhages fall 
limbs can be found theand trunk onof the body.
One of the ways of diagnosingpressure scurvycuff on the upper is to put a bloodso that you and pump itstop the blood 

arm up to 180-200the blood return from the
pressure arm.cuff LeaveinflatedTh' you will see petechiae for one to two minutes.on 5he (pin-pointlower arm and Hemorrlages)top of the forhand if the patient doesmhave scurvy. 
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TREATMENT
 

Fresh orange juice daily plus a diet with Vitamin C may
 
be curative or else Ascorbic Acid for 1 month plus the
 
diet with Vitamin C. Teaching the patient which foods
 
are high in Vitamin C is very important.
 

ADULT: 	 Fr.esh oranges (2) 6 ounces daily plus a diet
 

high in Vitamin C is curative. You can also
 
give Ascorbic Acid 200-500 mgms daily for 1
 
month plus diet containing Vitamin C.
 

CHILD: 	 Fresh oranges (1) 3 ounces daily plus high
 
Vitamin C diet
 

OR 
oral Ascorbic Acid 100-300 mgms daily plus 
diet for 1 month. 

SOURCES 	OF VITAMIN C
 

In Lesotho you will find plant products such as turnip
 
greens, cabbage, cauliflower, horseradish, orange and
 
lemon pulp, spinach, potatoes, turnips, tomatoes, carrots,
 
beetroot, sepaile, peaches, apricots and watermelon.
 

PREVENTION
 

Give 30 	mgm of Ascorbic Acid daily when going where there
 
will be 	 no fresh foods to eat for weeks or months at a 
time.
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REVIEW QUESTIONS.
 

Ls the most
1. 	 A deficiency of 

important cause of pellegra.
 

and 	wher. they
the skin lesions of pellegra

2. 	 Describe 
found on the patient's body.

are 	 usually 

List 5 signs and symptoms of 
pellegra.


3. 


4. 	What is the treatment for pellegra?
 

caused from
 
5. 	 Scurvy is a deficiency of 

in their diet.
 
not 	eating 


in a child?of scurvymost common sign6. 	What is the 

List the signs and symptoms of 
scurvy.

7. 


8. 	What is the treatmant for scurvy?
 



94 
(9nrUmon N1die' Condi.i-i on
 

t'OULL' PIHA;E 

SKILI EVALUiATION 

Before you are advanced to Lte rotation phase of training,
 
a staff in:mber will evaluate youl aI0sisLry of the physical 

examination procedursc:; and discriminatLions which have been 
ientif:ied in Le modules. 

You 	'w..ill hava th. 
 tni LLo ho 

pJ:rflmaIacu of tiosea skil . at any M:Lne during the module 

oIp i rited on your 

phasu Lhat you feel t),jarud.
 

To he pIyou ji].prepar,:, Lhiuii ie c7t.llL i a. list of the 
skills to be evaluatc-:d. You arc advised to do thie 

fo Ltwiig: 

. Work at perfccti;111(g70u1 Lechniq .= of examination 

by practicilng wIii ,iothv" ;I uiiliiL-. 

2. 	 Durinj the cli nicaIl practie LiImO prnvWided, each 
week, pi*acti . the( skill:; lapl icab]e Lo th'o 

SubjectL being LaugiLj. 
3 .	 Have a il l.' :; -ileioiL ob;er/ve and avai Luatyou]: 

- purforIIiicu.
 

.1. When youe fuel. you 
 are ready, ask a trainer to 

obs.c r ndl :iiaLu youLir pwerlformane. 

5 If your ptruLurIancc .is IIncccp Lab Lw, the tMi,*.Jner 

will give you spew'ci:'LC cOCniulhItt:-. on ho; to improve. 
U. 	 PracLice aqai i t.l you ar icady fo."r e.laVa I.tua-t o , 

and CiI71.g7piSc Lo he rated. 

7. 	 If itLwr tO a,'oultt,'. :; are unable2 to ,Urf7o1.':1 ;i 

skil at ani accptahllu] levl, aIrranige for 	 a mioue.:ni 

w iithm-iwe8 r.:; If thu trinin i :;taf, who will. help 
you obLain the e::xpericoc s ilecesar1.y for improvi.ng.L 

yotr1 ic If(orminilc_ 


