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4005500503 oIl 0pAd:qp: Annex 1: TREATMENT PROTOCOLS

(Not exhaustive. More topics to be included based on advice from MOHS and Prisons Department
doctors)

No Disease/Condition Page
1. | HIV/AIDS 2
2. | Tuberculosis 6
3. | Malaria 11
4. | Hepatitis B Viral Infection 15
5. | Hepatitis C Viral Infection 18
6. | Acute Gastroenteritis/Diarrhoea 23
7. | Skin Infection and Infestations 26
8. | Viral Infection 27
9. | Fungal Infection 28
10. | Rash and Other Dermatological Conditions 30
11. | Infestations 31
12.| Worm Infestations 32
13. | Insect Bite and Sting 33
14.| Cough 34
15. | Haemoptysis 35
16. | Upper Respiratory Tract Infection 36
17.| Headache 39
18.| Chest Pain 41
19. | Dental Conditions 42
20.| Earache 43
21. | Epistaxis 45
22.| Eye Injury 46
23.| Haemorrhoids 47
24.| Burns 48
25.| Wound Care 54
26. | Dengue Haemorrhagic Fever 59

In addition to the following treatment protocols, each prison health care facility shall keep the national
guidelines and protocols that provide clear guidance to health care staff (doctors, nurses and health
assistants) regarding what evaluation and treatment they are authorized to provide for specific
conditions.
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1.HIV/AIDS

HIV testing service

The prisoners and people in closed settings are one of the priority populations as per anticipated in the
National Strategic Plan for HIV/AIDS Ill, HIV testing service will be offered to all prisoners by provider
initiated counseling and testing (PICT).

The 5 Cs are principles that apply to all HIV Testing Services and in all circumstances:

o Consent

e  Confidentiality

e Counselling

o Correct

o Connection

Pre-test services

All clients who request/receive HIV testing should be given information on the following:

e the benefits of HIV testing

e the meaning of a first reactive rapid test and the importance of immediate referral for blood

sample for confirmation

e the meaning of a confirmed HIV-positive and an HIV-negative diagnosis

e the meaning of an inconclusive result and the importance of retesting after 14 days

e  the services available in the case of an HIV-positive diagnosis, including where ART is provided

e a3 brief description of prevention options

e the fact that the test result and any information shared by the client is confidential

e the fact that the client has the right to refuse to be tested and that declining testing will not affect
the client's access to services or general medical care

an opportunity to ask the provider additional questions.

Post-test services

For persons whose test negative, the following information should be provided:
e an explanation of the test result
e  for people with ongoing HIV risk should have education on methods to prevent HIV acquisition
e referral and linkage to relevant HIV prevention services
Note that for most people who test HIV-negative, additional retesting to rule out being in the window
period is not necessary. However, a recommendation for retesting for HIV-negative persons, based
on the client’s risk of exposure should be made for the following two scenarios

° a person with recent and specific risk that occurred in the last 6 weeks should return for re-testing

in 4 to 6 weeks

Persons who do not report recent or on-going risk should be advised to return for testing only if their
personal situation changes and if they are potentially exposed to HIV infection.

In case test results are inconclusive, persons should be encouraged for retesting in 14 days.

A person with a reactive HIV test result on a first rapid test diagnosed in a screening testing service

needs to be linked immediately to the HIV confirmation site.

The information and counselling that health workers or others provide to those with a confirmed HIV

diagnosis should include that listed below. Providing all of this information in one session may be very

challenging, and a follow-up counselling session may be required.

e  Explain the testing results and diagnosis (status).

e  Give the client time to consider the results and help the client cope with emotions arising from the
diagnosis of HIV-infection.

e  Discuss immediate concerns and help the client decide who in her or his social network may be
available to provide immediate support.
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e Assess the risk of suicide, depression, and other mental health consequences of a diagnosis of HIV-

infection.

e Provide clear information on Anti-Retroviral Therapy (ART) and its benefits for maintaining health
and reducing the risk of HIV transmission, as well as where and how to obtain ART.
e  Explain that the Care and Treatment site will retest repeat HIV testing once more for verification

prior to enrolment.

. Provide information on how to prevent transmission of HIV, including information of the reduced

transmission risks when virally suppressed on ART

. Encourage and provide time for the client to ask additional questions.

Laboratory diagnosis of HIV infection

Rapid diagnostic tests (RDTs) are a critical tool for scaling up HIV testing. They can be performed
by trained community workers, health-care workers and laboratory professionals in various settings.

Figure 1. Testing algorithm for HIV screening

Perform test Al

Il

v

v

Al+

Report HIV-NEG

Al-

v

Refer immediately for testing to confirm
HIV status

The provider who performed the first assay must take an active role to ensure that all persons who
screen reactive actually receive testing to confirm their HIV status.

Figure 2. Testing algorithm for HIV confirmation

Perform Al
|
\ 4 \ 4
Al+ Al
Report HIV NEG

v

Perform A2 and A3 in parallel

v —y

Al+ A2+ A3+
Report HIV-POS

Al+ A2- A3-
Report HIV-NEG

(Note: Report HIV-INC if Al is 4th
Generation test; Retest after 14 days)

Al+ A2- A3+

Al+ A2+ A3-

Repeat A1 A2 A3 immediately
using the new specimen
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Counseling for HIV positive confirmed cases
For HIV confirmed positive cases, providing result back to the patients is sensitive as diagnosis of HIV-
infection is a life-changing event. Counseling to HIV positive patient for positive living should include the

assessment of emotional response, risk and benefits of disclosure HIV status, information on ART and
prevention of HIV transmission.

1.

TB screening and diagnosis

All people living with HIV should be properly screened for TB symptoms:

Current cough
Fever

Weight loss
Night sweats

Figure 3: Algorithm for TB screening in adults and adolescents living with HIV

Adults and adolescents living with HIV

Screen for TB with any one of the following symptom:s:
Current cough, Fever,

Weight loss, Night sweats
I

[ No | ves

Assess for contraindications to IPT" Investigate for TB and other diseases
I I
I | I |
No Yes TB Not TB Other diagnosis
1 [l 1
| | | | |
Give IPT Defer IPT Treat Follow-up Give appropriate
and treatment and
for TB :
consider consider IPT
IPT

Screen for TB regularly at each encounter with a health worker

or visit to a health facility

!Contraindications include: active acute or chronic hepatitis, regular and heavy alcohol consumption,
symptoms of peripheral neuropathy, prior isoniazid preventive therapy (IPT) and prior TB treatment.

2.

ART initiation

ART will initiate and maintain for all eligible HIV positive prisoner as follows:

who will have to serve more than one year of sentence in prison (custody) at the time of
diagnosis

who are diagnosis with WHO staging Il or IV or CD4<350, irrespective of the term to complete
imprisonment

Co-infected with TB, irrespective of term to complete imprisonment
Pregnant mothers
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For those who are not eligible to initiate ART at the time of diagnosis, will provide pre-ART care
including Opportunistic infections (Ols) prophylaxis and Isoniazid preventive therapy (IPT), Ol treatment
and arrange to refer and link with ART center and care and support network close to their residence.
(Refer to NAP ART Guidelines) Prison health authorities need to consult with respective NAP team
leaders/ focal persons for pre-ART care and lifelong ART provision in the prison.

3. Adherence Counselling
As preparation for PLHIV for ART, information on ART regimen, viral suppression, immune
recovery, drug toxicity, opportunistic infection and consequently clinical benefit should be clearly
informed. Adherence on ART is important in maintaining viral suppression. It is important to assess the
need for psychosocial support to optimize adherence. It has to make sure uninterrupted treatment for
the patients receiving ART in prison linking with HIV services outside the prison.

4. Cotrimoxazole prophylaxis

It is recommended for adult including pregnant women with severe or advanced HIV clinical
disease (WHO stage 3 or 4) and/or with CD4 count of < 350/mm?>. One double-strength tablet daily of
Cotrimoxazole daily is recommended (sulfamethaxazole 800 mg/ trimethoprim160 mg= 960 mg).
Skin reaction is the commonest side effect with Cotrimoxazole. Other side effects are bone marrow
toxicity and hepatotoxicity. Side effects can be monitored clinically. However, these drug-related
adverse effects are not common and typically occur within the first few week of starting prophylaxis.
Clinical monitoring is usually sufficient. The safety of Cotrimoxazole in long-term use has been
established.
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2.Tuberculosis

Prevalence of Tuberculosis infection was estimated to be 475 cases per 100,000 populations in 2015. It is
also estimated that the prevalence of TB amongst the prisoner population can be a lot higher than that of
generation for reasons like late diagnosis, inadequate treatment, overcrowding, poor ventilation, etc.
Prisons act as a reservoir for TB, pumping the disease into the civilian community through staff, visitors
and inadequately treated former inmates. Improving TB control in prisons hence benefits the community
at large.

This chapter on Tuberculosis intends to cover both clinical and public health aspects of TB infection in
prison settings. Please also refer to the national Tuberculosis treatment guidelines, MDR TB treatment
guidelines, TB HIV guideline and TB infection control manual for more comprehensive information on
management of TB infection in prisons.

Diagnosis
e Entry screening to all new intakes
e all prisoners with otherwise unexplained productive cough lasting two weeks or more should be
evaluated for tuberculosis
e For all prisoners suspected of having extra pulmonary TB, appropriate specimens from the
suspected sites of involvement should be obtained for microscopy, culture, and
histopathological examination.

TB Diagnosis Algorithm
First screen by questions for presumptive TB-Cough for two weeks, fever off and on for two weeks,
weight loss, Night sweats, glands enlargement. If one of the five symptoms exists, follows the following.

Presumptive TB patients

|

Request for CXR

>

CXR
abnormality CXR
Spot and early / \
momi_ng sputum 4 Cough for at Constitutional symptoms
examination least 2 weeks
1;%%&‘-"3 spufum Negative sputum Broad spectrum antibiotics
- AFB — for 2 weeks

. |

Follow wp at township
hospital and exclude other
diseases

Andor investigation done if
EPTB 1s suspected
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Current Gene X pert Testing Criteria
The following groups must be tested for Gene X pert-

e  Sputum smear positive TB cases

e HIV positive presumptive TB cases
e Diabetic presumptive TB cases

e MDRTB contacts

e Presumptive MDRTB cases

e Retreatment TB cases

e Non-converters of treated TB cases

Case definitions*

¢ A bacteriologically confirmed TB case is a biological specimen positive by smear microscopy, culture
or WRD (such as X pert MTB/RIF).

¢ A clinically diagnosed TB case is one who does not fulfil the criteria for bacteriological confirmation
but has been diagnosed with active TB by a clinician or other medical practitioner who has
decided to give the patient a full course of TB treatment.

Bacteriologically confirmed or clinically diagnosed cases of TB are also classified according to:
- Anatomical site of disease;
- History of previous treatment;
- Drug resistance;
- HIV status.

Treatment of Tuberculosis
All TB patients must be treated according to National TB Guideline

Aims of treatment
The aims of treatment of tuberculosis are:

— To cure the patient and restore quality of life and productivity;
— To prevent death from active TB or its late effects;
— To prevent relapse of TB;
— To reduce transmission of TB to others;
— To prevent the development and transmission of drug resistance.
Symptom-based approach to managing side-effects of anti-TB drugs according to National TB Guideline
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Sputum monitoring by smear microscopy in new pulmonary TB patients

Note: If a patient is found to harbour a multidrug-resistant strain of TB at any time during therapy, treat-

ment is declared a failure and the patient is re-registered and should be referred to an MDR-TB
treatment programme.

Months of treatment

3

a

[ ]
if sm +, obtain
GeneXpert/cu
lture, DST

[ ]
if sm +, obtain
GeneXpert/cu
lture, DST

If smear-positive at month 2, obtain sputum again at month 3. If smear-positive at month 3, obtain

culture and DST.

if sm +, obtain
GeneXpert/cu

lture, DST

(]
if sm +, obtain
GeneXpert/cu
lture, DST

[ ]
if sm +, obtain
GeneXpert/cul
ture, DST

Sputum monitoring of pulmonary TB patients receiving the 8-monthretreatmentregimen with first-

line drugs
Months of treatment
1 2 3 4 5 6 7 8
= [
] - = - - ]
if sm +, if sm +, if sm+,
obtain obtain obtain
GeneXper GeneXper GeneXper
t/culture, t/culture, t/culture,
DST DST DST
Key:
[========] Intensive phase
[---=-=--- ] Continuation phase with

e Sputum smear examination
sm + Smear-positive

Sputum specimens should be collected for smear examination at each follow-up sputum check. They
should be collected without interrupting treatment and transported to the laboratory as soon as

possible thereafter; if a delay is unavoidable, specimens should be refrigerated or kept in as cool a place

as possible.

Smear status at the end of the intensive phase is a poor predictor of which new patients will relapse.
The proportion of smear-positive patients with sputum smear conversion at the end of the intensive
phase is also an indicator of TB programme performance.

57




Definitions of treatment outcomes

Outcome Definition

Cure A patient whose sputum smear or culture was positive at the beginning of
the treatment but who was smear- or culture-negative in the last month of
treatment and on at least one previous occasion.

Treatment A patient who completed treatment but who does not have a negative

completed sputum smear or culture result in the last month of treatment and on at
least one previous occasion”

Treatment failure A patient whose sputum smear or culture is positive at 5 months or later

during treatment. Also included in this definition are patients found to
harbour a multidrug-resistant (MDR) strain at any point of time during the
treatment, whether they are smear-negative or -positive.

Died A patient who dies for any reason during the course of treatment.

Lost To Follow Up A patient whose treatment was interrupted for 2 consecutive months or
more.

Not Evaluated A patient who has been transferred to another recording and reporting unit

and whose treatment outcome is unknown.

Treatment success A sum of cured and completed treatment®

® These definitions apply to pulmonary smear-positive and smear-negative patients, and to patients with
extra pulmonary disease. Outcomes in these patients need to be evaluated separately.
® The sputum examination may not have been done or the results may not be available.
For smear- or culture-positive patients only.

Co-management of HIV and Active TB Disease

People living with HIV are more likely to present with extra pulmonary or sputum smear-negative TB,
especially as immunosuppression advances. This can result in misdiagnosis or delays in diagnosis and, in
turn, higher morbidity and mortality. Implementation of the WHO-recommended algorithms to
diagnose pulmonary and extra pulmonary TB in HIV-prevalent settings is therefore crucial.

e HIV testing and counselling for all patients known or suspected to have TB
e Gene X pert testing to all HIV positive presumptive TB patients

e TB Treatment in people living with HIV

e Co-trimoxazole preventive therapy

e Antiretroviral therapy

Treatment of Drug-resistant Tuberculosis

All prisoner patients who are HIV-positive and who are suspected of drug-resistant TB should be
referred for Gene X pert in the places where the Gene X pert facility is available (currently, Gene X pert
facility exists in Yangon, Mandalay, Lashio and Myitkyina). Those who are detected for Rifampicin-
resistance (hence multidrug resistant) must be referred to the Insein prison or other Prisons with
MDRTB treatment facility for further management.

Treatment of Extra pulmonary TB and Treatment regimens in special situations such as Pregnancy and

breastfeeding, Liver disorders, Renal failure and severe renal insufficiency must be treated according to
National TB Treatment Guideline.
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TB Infection Control Measures
(refer to Tuberculosis Infection Control Manual update, National TB Program)

Airborne infection control including TB-IC measures, complement the standard precautions and other

transmission-based precautions. Standard precautions include the following:
e Hand Hygiene
¢ Personal Protective Equipment (PPE)
e Safe Injection Practices
¢ Needle prick injury and Sharps Injury Prevention
¢ Cleaning and Disinfection
¢ Waste Disposal

Transmission-based precautions include the following:
e Contact precautions
e Droplet Precautions
e Airborne Precautions

TB-IC is based on a hierarchy of controls, namely administrative and environmental controls, and PPE.

Each control operates at a different level in the TB transmission process:
e Administrative control measures reduce the chances of exposure to airborne droplet nuclei
e Environmental control measures reduce the concentration of airborne droplet nuclei
¢ Personal protective equipment protects HCWs from inhaling infectious droplet nuclei

Administrative controls
e Promptly identify persons with symptoms suggestive of TB (triage)
¢ Separate or isolate potentially infectious patients
e Control the spread of pathogens (cough etiquette)
e Minimize time spent in healthcare facilities by persons with symptoms suggestive of TB
¢ Provide a package of HIV and TB care and prevention that may include TB screening for staff.

Environmental controls
¢ Ensure sufficient air exchange and control airflow direction by using natural and mechanical
ventilation systems
¢ Allow direct sunlight to enter patient care settings and other service areas

e Inactivate TB bacilli in suspended droplet nuclei by using upper-room GUV, in combination with

slow-moving ceiling fans.
Personal protective equipment

¢ Reduce the inhalation of infectious particles, by breathing air which has been
effectively filtered to 0.3 microns with a particulate respirator.

59



2.Malaria

Malaria remains a leading cause of morbidity and mortality in the Republic of the Union of Myanmar.
Considerable progress has been made over the past 10-15 years in reducing the burden. However, the
disease is still a priority public health problem in the country.

Diagnosis of malaria (Use of Rapid Diagnostic Test -COMBO Test)

Since 2002, RDT test kits for the diagnosis of P. falciparum has been used at the community level, sub-
rural health centers and RHCs that have no microscopy services and widely used from 2005 onwards.
Starting from 2011, RDT test kits for identification of both Pf and Pv were used.

Use of RDT should not replace the microscopy test. It should be used only where microscopy is not
available or when the patient condition is severe and no time to wait for microscopy result.

Treatment of uncomplicated malaria

After confirming the clinical diagnosis by RDT or microscopy, prompt treatment (i.e. treatment of
malaria patient within 24 hours after appearance of fever) is desirable with effective and quality
antimalarial drugs. Severe and complicated malaria cases should be referred immediately to the nearest
hospital.

1.1. ACT options in Myanmar
Although WHO has recommended the following 5 ACT combinations:

Artemether plus Lumefantrine (AL)

Artesunate plus Mefloquine (AS+MQ)
Dihydroartemisinin plus Piperaquine (DHA+PPQ)
Artesunate plus Amodiaquine (AS+AQ) and
Artesunate plus Sulfadoxine-Pyrimethamine (AS+SP)

vk wn e

Only the first 3 combinations are recommended in Myanmar because the partner drugs of the last 2
combinations showed highly resistance status.

Recommendation — First line treatment for Uncomplicated Pf malaria

1. Avoid using ORAL Artemisinin Monotherapy
2. AL for 3days + PQ at Day 0 with first dose

Dosing schedule for Artemether-Lumefantrine + Primaquine

This is currently available as a fixed-dose formulation with dispersible or standard tablets containing 20
mg of Artemether and 120 mg of Lumefantrine.
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Table 1: Dosing schedule for Artemether-Lumefantrine + Primaquine

Artemether-Lumefantrine + Primaquine
Age group Dav 0 Dav1 Dav 2
(years) st nd st nd st nd
1" Dose +PQ 2"Dose | 1"Dose | 2"Dose | 1"Dose | 2" Dose
<1 % - % % % % %
1-4 1 7.5mg 1 1 1 1 1
5-9 2 15mg 2 2 2 2 2
10-14 3 30mg 3 3 3 3 3
15+above 4 45 mg 4 4 4 4 4

1.1.1. Artesunate plus Mefloquine

This is currently available as blister packs with separate scored tablets containing 50 mg of Artesunate
and 250 mg base of Mefloquine, respectively. A fixed-dose formulation of Artesunate and Mefloquine

is preferable and at an advanced stage of development.

1.1.2. Dihydroartemisinin plus Piperaquine

This is currently available as a fixed-dose combination with tablets containing 40 mg of

Dihydroartemisinin and 320 mg of Piperaquine.

1.1.3. Primaquine as a gametocytocidal drug for falciparum malaria

» Primaquine 0.75 mg /kg stat is given to interrupt infectivity of malaria to Anopheles mosquitoes

and subsequent transmission to human.

1.2. Treatment of uncomplicated Pf malaria in specific populations and situations

1.2.1. Pregnant women

1. Antimalarial drugs considered safe in the first trimester of pregnancy are:
a. Quinine
b. Chloroquine
¢. Clindamycin
2. Antimalarials contraindicated throughout the pregnancy are:
e Primaquine and Tetracyclines
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1.2.2. Infants and young children

Recommendation on treatment for infants and young children with uncomplicated P.
falciparum malaria:
1. AL should be used as first line treatment
2. Treat infants weighting <5kg with uncomplicated P falciparum malaria with AL dosed at
the same mg/kg target as for children weighing 5kg
3. Careful attention should be paid to accurate dosing and ensuring the administered dose
is retained
4. Referral to a health center or hospital is indicated for young children who cannot
swallow antimalarial medicines reliably
5. Pre-referral treatment with rectal Artesunate is indicated
Primaquine should also be avoided in the first 6 month of age
7. Tetracyclines must be avoided throughout infancy and in children < 8 years of age

1.3. Mixed malaria infections

Recommendation on treatment of mixed malaria infections:
Give AL+PQ as follows:
e By BHS/ Hospital staff: AL+PQ (0.25mg/kg) daily (starting from Day 0) up to 14 days

e By Volunteers: AL+PQ (0.75mg/kg on Day 0), followed by PQ (0.75mg/kg) weekly for 7
weeks

1.4. Treatment of uncomplicated malaria caused by P. vivax, P. ovale and P. malariae

Recommendations on the treatment for uncomplicated P. vivax, P. ovale & P. malariae
malaria’:
1. Chloroquine (total dose of 25mg base/kg) is still the treatment of choice for these
malaria
2. Plasmodiumvivax and Plasmodium ovale infections also require radical curative
treatment with Primaquine from the last day of Chloroquine
- Health staffs are asked to give Primaquine 0.25mg base/kg/day for 14 days for
radical treatment
- Volunteers must give Primaquine 0.75mg/kg once weekly for 8 weeks
3. For Plasmodium malariae infection, give Chloroquine which is still sensitive, but no
need to give Primaquine as it has no hypnozoit

1.4.1. Radical treatment should be given for confirmed P. vivax and P. ovale infections: Primaquine
(0.25mg base/kg/day for 14 days) with precautions.

» A weekly dose of Primaquine 0.75mg/kg given for 8 weeks to patients who have either mild or
moderate G6PD deficiency.

» Primaquine is contraindicated during pregnancy, breast feeding mothers of <6-month, infancy
(<6 months) and severe G6PD deficiency.

62



Primaquine dosage for vivax malaria

S

» A course of Chloroquine (as for treatment of vivax malaria) is to be followed by Primaquine at
15 mg daily for 14 days. (Primaquine at 0.25 mg per kg daily for 14 days after standard
Chloroquine course)

Note: Side effects abdominal pain (common if taking on empty stomach), intravascular haemolysis
(particularly in patients with G6PD deficiency)

1.5. Treatment of severe P. falciparum malaria

Severe and complicated malaria cases should be referred to hospital level.
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4. Hepatitis B Viral Infection

Chronic Hepatitis B
Chronic necroinflammatory disease of the liver caused by persistent infection with hepatitis B virus.
Chronic hepatitis B can be subdivided into HBeAg positive and HBeAg negative chronic hepatitis B.

Clinical Presentation

The spectrum of HBV infection varies from inactive carrier state to chronic hepatitis, cirrhosis, and HCC
during the chronic phase. The clinical manifestation and outcome of HBV infection depend on the age at
infection, the level of HBV replication, and the immune status of the host. Perinatal or childhood
infection is usually associated with few or no symptoms but a high risk of chronicity, whereas adult-
acquired infection is usually associated with symptomatic hepatitis but a low risk of chronicity.

Investigation

Initial Evaluation

Thorough history and physical examination is required with special emphasis on risk factors for
coinfection, alcohol use, and family history of HBV infection, cirrhosis and liver cancer.

Laboratory assessment of liver disease, markers of HBV replication and tests for coinfection with HCV or
HIV in those at risk should be done.

1. Laboratory tests to assess liver disease - Bilirubin, ALT, AST, Albumin, complete blood
counts with platelets and prothrombin time.

2. Tests for HBV replication - HBeAg/Anti-HBe, HBV DNA

3. Tests to rule out viral coinfections - anti-HCV and anti-HIV in those at risk

4, Tests to screen for HCC-AFP and ultrasound at baseline

5. Transient elastography (Fibroscan) for assessment of liver fibrosis if necessary

Management

Indication for Treatment
Indications for treatment are mainly based on
1. Serum ALT levels (monthly assessment for 3 months for detecting raised ALT, 3 monthly
for 1 year to label as persistently normal ALT)
2. Severity of liver disease (to be assessed by transient elastography - fibroscan and USG)
May also take into account age, health status, family history of HCC or cirrhosis and extra hepatic
manifestation.
e Patients with persistently normal or minimally elevated ALT levels and no evidence of liver
should not be treated. They need adequate follow-up and HCC surveillance every 3-6 months.
e HBeAg-positive patients under 30 years of age with persistently normal ALT levels without any
evidence of liver disease and without a family history of HCC or cirrhosis, should not be treated.
e HBeAg-positivbe patients above 30 years of age with persistently normal ALT levels and with a
family history of HCC or cirrhosis needs to be assessed for evidence of chronic liver disease and
to be treated if there is liver damage or fibrosis.
e HBeAg negative patients with persistently normal ALT levels (ALT determinations at lease every
3 months for at least 1 year) without any evidence of liver disease, should not be treated.
o HBeAg positive and HBeAg negative patients with ALT above 2 times ULN may start treatment.
e Patients with compensated cirrhosis must be considered for treatment even if ALT levels are
normal.

2 Therapeutic Manual by Internal Medicine Society 2016.
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e Patient with decompensated cirrhosis require urgent antiviral treatment with Nucleotide
Analogue(s). Patients with very advanced cirrhosis should be considered for liver
transplantation at the same time.

Drugs for the treatment of chronic HBV infection

Therapeutic agents for the treatment of chronic hepatitis B are classified into two groups as follows:
(1) Nucleoside/tide Analogues (NAs)

Tenofovir 300 mg OD
Entecavir 0.5 or 1 mg OD

(2) Pegylated Interferons (Peg IFN)
There are two kinds of pegylated Interferon.
Peg IFN a 2a

Strengths 180 pg and 135 pg, fixed dose, Once a week s.c. infection around umbilicus

Peg IFN a 2b

100 pg, 80 pg and 50 ug weight based, Dose = body weight (kg) x 1.5 pg, once a week
s.c. injection around umbilicus.

The duration of therapy with interferon is finite ile. 48 weeks. However, when NAs are used for the
treatment, they must be given indefinitely. The main disadvantages of interferons are that they cannot
be used in decompensated cirrhosis because of its serious adverse reactions.

Peg IFN or NAs can be used in treatment naive patients

Both Peg IFN a 2a and 2b can be used and weekly injections for 48 weeks must be
given.

Peg IFN is usually recommended to be used in children with good liver function.
Once NA therapy is started, it must be given indefinitely.

Whenever NAs are considered for treatment of chronic hepatitis B, only Entecavir or
Tenofovir should be given to treatment-naive patients as a first line drug. However,
Entecavir should not be used in patients who had previously received lamivudine.
Adefovir and lamivudine should not be used as a first line drug.

Adefovir can be used only for the treatment of lamivudine resistance.

Lamivudine can be used as a second line drug or in decompensated liver cirrhosis.
Combination of two NAs nor combination of Peg-IFN with NAs is not recommended in
treatment naive patients.

On-treatment monitoring and response to therapy

On-treatment monitoring with be two different patterns according to the two groups of drugs used.
Monitoring will also be different depending on the objective whether to monitor the side effects or to
monitor the response.
Peg IFN Therapy
a) Patients with chronic HBC infection who are having co-morbid diseases should be referred to
specialist centers for the assessment for consideration of antiviral therapy.
b) Patients must be clearly notified that pregnancy must be avoided during the course of treatment
and also 6 months after the end of treatment.
e Complete Blood Picture (CP) alone should be done 2 weeks after initiation of treatment.
Monthly Routine Biochemistry, Liver Biochemistry, CP, Reticulocyte Count should be tested
during the course of therapy. Thyroid Function Test especially TSH should be tested every 2 - 3
months.
e HBeAg and anti-HBe antibodies should be checked at 6 and 12 months of treatment and at 6
and 12 months post-treatment.
e HBsAg should be checked at 12 months intervals after anti-HBe seroconversion.
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e Sustained off-treatment anti-HBe seroconversion together with ALt normalization is the desired
outcome.
e There can be ALT flares with Peg IFN therapy.

NAs Therapy
HBV DNA reduction to undetectable levels by realy-time PCR (i.e below 10-15 1U/ml) should ideally be
achieved to avoid resistance.
e The frequency of renal monitoring can be every 3 months during the first year and every 6
months thereafter.
e HBeAg and anti-HBe should be checked every 6 months.

Prevention

Post-exposure Prophylaxis
e |If the source is HBsAg positive,
- Unvaccinated
HBIG (0.06 ml/kg) and initiate HBV vaccination series (active + passive immunization)
- Previously vaccinated known responder (Anti-HBs > 10m 1U/ml)
- A single booster injection of HBV vaccine should be offered.

Prevention of transmission from mother to infant
e Mother
- Antiviral therapy with either lamivudine or Tenofovir should be given (Tenofovir is
preferred) to the mother at the 34th week of pregnancy and it should be stopped 3
months after delivery if the mother has no indication for anti-viral therapy.
- Breastfeeding can be given.
e Baby
- Hepatitis B vaccination and a single dose of 0.5 ml of HBIG should be given simultaneously to
the baby within 24 hrs after birth (Active + Passive immunization)

5.Hepatitis C Viral Infection®

Hepatitis C virus causes both acute and chronic infection. Acute HCV infection is defined as the presence
of HCV within six months of exposure to and infection with HCV. It is usually clinically silent, and is only
very rarely associated with life-threatening disease. Spontaneous clearance of acute HCV infection
occurs within six months of infection in 15-45% of infected individuals in the absence of treatment.
Almost all the remaining 55—85% of persons will harbor HCV for the rest of their lives (if not treated)
and are considered to have chronic HCV infection. Anti-HCV antibodies develop as part of acute
infection and persist throughout life. In persons who have anti-HCV antibodies, a nucleic acid test (NAT)
for HCV RNA, which detects the presence of virus, is needed to confirm the diagnosis of chronic HCV
infection.

Left untreated, chronic HCV infection can cause liver cirrhosis, liver failure and hepatocellular
carcinoma. Of those with chronic HCV infection, the risk of cirrhosis of the liver is 15—-30% within 20
years. The risk of HCC in persons with cirrhosis is approximately 2—4% per year.

High-risk Groups
e People who inject drugs (PWID)
o People who have had tattoos, body piercing, scarification or traditional surgical procedures
done where infection practices are substandard

3 Simplified Treatment Guidelines for Hepatitis C Infection, Ministry of Health and Sports, February 2017.
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e People with HIV infection

e Men who have sex with men

e Female sex workers

e People who have used intranasal drugs

e Children born to mothers infected with HCV, especially HIV co-infected

Prevention of HCV Infection in Health-care Settings
e Hand hygiene: including surgical hand-washing and use of gloves
e Safe handling and disposal of sharps and waste
e Safe cleaning of equipment
e Testing of donated blood
e Improved access to safe blood
e Training of health personnel

HCV Post Exposure Prophylaxis
After exposure to blood or other body substances, the following is recommended as soon as possible:
e wash the wound site with soap and water
e if eyes are contaminated, then rinse them while they are open, gently but thoroughly with
water or normal saline
e If blood or other body substances get in the mouth, spit them out and then rinse the mouth
with water several times
e if clothing is contaminated, remove clothing and shower with soap
e where water is not available, use of non-water cleanser or antiseptic should replace the use of
soap and water for washing cuts or punctures of the skin or intact skin
e baseline evaluation and testing (if source is not infected, no baseline testing; if HCV positive
source; test exposed person)
e Follow up HIV, HBV and HCV testing and counselling
e HBV vaccination
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HCV Simplified Diagnostic and Treatment Algorithm

Screening by Anti HCV No further testing and counsel
RDTs/Immunoassay Negative for preventive measures

Anti HCV positive

W

Confirmation by No Detectable No further testing and counsel
ngtJali}"Qua ntitative VL testing Viral RNA for preventive measures

Detectable Viral RNA

If Decompensated

Pre-treatment Assessment Cirrhotic or Refer to specialist
Treatment
Experienced or HCC
Recommended Pre-Treatment
K Assessment:
— o Clinical Examination
- HIV Status
| *  StagingofLiver (APRI Score)
*  Liver Function Test
Priority for treatment * Complete Blood Count
*  Fibrosis stage F3/F4 . Renzl Function Assessment —
*  HIV/HCV co-infection Urea & Creatinine
v
Post-Treatment Assessment No SVR Refer to specialist for
o [SVR12) > genotyping and re-treatment
With HCV RNA testing

SVR Achieved
Regularfollow up for
| Patient Cured } assessment of cirrhosisstatus
and HCC

Screening for Anti-HCV Antibody

Screening for initial detection of HCV exposure (anti-HCV Ab) should be done with a single serological
test. The screening can either be done with a Rapid Diagnostic Test (RDT) or an Immunoassay (lA),
ideally with an RDT or IA that is WHO prequalified or approved by a stringent regulatory authority (SRA).
The single initial screening test is recommended before confirmatory testing regardless of the
prevalence level within the population. RDTs should be prioritized over immunoassays in settings where
they will increase access to testing. All antibody positive individuals must receive supplementary testing
for viraemic active infection with Nucleic Acid Testing (NAT) prior to initiation of anti-HCV treatment.
Only patients diagnosed with viraemic current infection will benefit from treatment. Patients who have
spontaneously resolved HCV infection (and who are thus anti-HCV positive, but confirmatory test
negative) should not be treated. Patients with ongoing risks should be retested.

Confirmatory Testing of Chronic HCV Infection with HCV RNA Assays

It is recommended that nucleic acid testing (NAT) for HCV RNA (either qualitative or quantitative) be
performed directly following a positive HCV serological test to confirm current (active) chronic infection
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since 15-45% of patients will clear the virus naturally and thus will not need anti-HCV treatment. An
alternative test to confirm viraemic active HCV infection involves direct detection of the HCV score
antigen (HCVcAg), which can be performed on automated immune analyzer platforms. Only patients
who are confirmatory test positive (either NAT or core antigen test) should be assessed for treatment
eligibility and placed on treatment.

Patient with negative results on screening or HCV RNA confirmation, no further testing is required, and
the patient can be counseled for preventive measures.

Interpretation of Test Results

Antibody Test Result | HCV RNA Test Result Interpretation

Negative Negative No HCV exposure/infection

Positive Negative HCV exposed. resolved infection. *also includes
Ab False Positives

Positive Positive HCV exposed and current infection

Pre-treatment Assessment
HCV-infected patients should be properly and thoroughly assessed before initiation of treatment.
1. Alcohol consumption assessment
2. HIV status, current ART treatment regimen
3. Pregnancy status - contraception during treatment and 6 months after the treatment
4. Baseline biochemical tests
a. Liver Function Test (LFT) - ALT, AST, Alkaline Phosphate, Bilirubin
b. Renal Function Assessment - Urea and Creatinine (Cr)
c. Complete Blood Picture (CBP) to determine platelet count (Plt)
5. Exclusion of HCC by USG if patient demonstrates signs of end stage liver disease
a. Alphafeto protein (optional)
6. Other laboratory tests

a. All HCV patients should be screened for evidence of current or prior HBV infection before
initiating HCV therapy. The US Federal Drug Administration (FDA) recommends screening all patients for
evidence of current or prior HBV infection by measuring HBsAg and anti-HBc as cases have been
reported in HBs Ag -positive patients and those with evidence of resolved infection (HBsAg-negative and
Anti-HBc positive).

Of these tests, the minimum tests to be performed prior to initiating patients on all oral Direct Acting
Antiviral (DAA) therapy are

- AST, Plt and Cr

The AST and Plt will be used to calculate the AST to Platelet Count Ratio Index (APRI) score to stage the
patient and Cr will be used to determine renal function.
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In addition to the tests above, a physical examination by a trained medical professional is necessary to
determine whether the patient is suspected of having advanced liver disease (decompensated cirrhosis
or HCC), in which case, they should be referred to a specialist.

Clinical Signs of Cirrhosis: Big liver with hard lower side, spider nevi, palmar erythema, white nail,
gynecomastia, and wasting syndrome.

Clinical Signs of decompensation: Jaundice, Ascites, distended abdominal veins and caput medusa,
hepatic encephalopathy, haematemesis and malena, and coagulopathy.

Management”

The aim of the treatment is to clear the hepatitis C virus (i.e. HCV RNA but not Anti-HCV Ab which will
persist more or less for life.)

Prioritization of Patients for HCV treatment

The following patients should be prioritized for the treatment as they are at high risk for developing
complications.

e Patients who are at fibrosis stage F3 and F4
e Patients with compensated cirrhosis and HIV/HCV coinfected patient and HBV/HCV
coinfection

Directly Acting Antivirals (DAAs)

e The treatment of chronic HCV infection is totally changed by the development of oral antiviral
DAAs drugs that specifically affects the HCV virus (DAA) achieving significantly higher SVR rates.

e Protease Inhibitors (Pl), Nucleotide Inhibitors (NI), Non-Nucleotide Inhibitors (NNI) and NS5B
Inhibitors are commercially and globally available.

Recommended Regimens
(1) Sofosbuvir + Ribavirin (RBV)
Duration - 24 weeks (for all genotypes)
(2) If Daclatasvir is available, Sofosbuvir + Ledipasvir
Duration - 12 weeks (for genotypes 1 & 6)
Duration - 24 weeks (for cirrhotic patients and genotypes 2, 3, 4 & 5)
Dosage
1. Oral Ribavirin 200 mg capsule or tablet
Body weight <75 Kg - 2 in the morning and 3 in the evening
Body weight 275 Kg - 3 in the morning and 3 in the evening
2. Sofosbuvir 400 mg tablet once daily - morning
3. Daclatasvir/Sofosbuvir 30 or 60 mg/400 mg tablet once daily - morning

4. Ledipasvir/Sofosbuvir 90 mg/400 mg tablet once daily - morning

‘ Therapeutic Manual of Internal Medicine Society Myanmar, 2016.
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The dose of Daclatasvir should be reduced to 30 mg with the anti-bacterial drugs such as
Clarithromycin, Telithromycin, Erythromycin and anti-fungal drugs such as ketoconazole, Itraconazole,
etc.

Treatment Monitoring
e On treatment monitoring

e Baseline biochemical test may be necessary but molecular assays are not recommended.

Assessment of the response to therapy (post treatment)
Biochemical Tests
e Liver Function Test (LFT) and Renal Function Test - ALT, AST, Alkaline Phosphate, Bilirubin, Urea
and Creatinine - 3 monthly
e Alpha-feto protein and Ultrasound - 6 monthly
e Post treatment assessment is done at 12 weeks after the termination of the treatment by viral
load testing (SVR 12).
e Patients who achieved SVR still needs to be followed-up regularly for the assessment of
cirrhosis status and for the surveillance of HCC.
e Those patients who do not receive treatment or treated and do not achieve SVR should be also
be followed up.

Monitoring of side effects
Sofosbuvir
e The side effects of Sofosvuvir are fatigue, headache, nausea, insomnia, rash, itching,
irritability, decreased appetite and diarrhea.
e Supportive treatments
e Renal function should be checked regularly

Ribavirin containing regimen
e Mild anemia
e Significant teratogenic and/or embryocidal effects. Women of childbearing potential
and/or their male partners must use as effective form of contraception during
treatment and for a period of 6 months after the treatment has concluded
e Ribavirin should not be co-administered with Didanosince and Zidovudine. (WHO
guideline 2014)
Daclatasvir
e The most common adverse reactions related to this drug are fatigue, headache and
nausea.

Sofosbuvir and Ledipasvir
e Inclinical studies, fatigue and headache were more common in patients treated with
Sofosbuvir and Ledipasvir compared to placebo.
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6.Acute Gastroenteritis/Diarrhoea

Passage of unusually loose or watery stools usually at least 3 times in a 24 hour period.

Causative Agents

Bacteria

Viruses

Parasites

Diarrheagenic E. coli
Campylobacter jejuni
V. cholerae 01

V. cholerae 0139

V. parahaemolyticus
Shigella species
Bacteriodes fragilis
C. coli

C. upsaliensis
Nontyphoidal Salmonellae
Clostridium difficile
Y. enterocolitica

Y. seudotuberculosis

Rotavirus

Norovirus (calicivirus)
Adenovirus
Astrovirus

Cytomegalovirus

Protozoan

Cryptosporidium parvum
Giardia intestinalis
Microsporida
Entamoeba histolytica
Isospora belli

Cyclospora cayetanensis
Dientamoeba fragilis
Blastocystis hominis

Helminths

Strongyloides stercoralis
Angiostrongylus
costaricensis
Schistosoma mansoni
Shistosoma japonicum

Clinical Manifestations

Episodes of diarrhoea can be classified into 3 categories.

Category Clinical Manifestations
Acute Diarrhoea Presence of 3 or more unusually loose or watery stools in the preceding 24 hr
Dysentry Presence of visible blood in stools

Persistent diarrhoea | Acutely starting episode of diarrhea lasting more than 14 days
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Linking the main symptoms to the causes of acute diarrhea

Symptoms Causes of Acute Diarrhoea

Fever Common and associated with invasive pathogens

Initially present in the majority of children with rotavirus diarrhoea

Bloody stools | Invasive and cytotoxin-producing pathogens
Suspect EHEC (Enterohemogenic E. coli) infection in the absence of fecal leucocytes

No with viral agents and enterotoxins producing bacteria

Vomiting Frequently in viral diarrhea and illness caused by ingestion of bacterial toxins
(e.g. Staphylococcus aureus)

Common in cholera

Clinical Evaluation
The initial clinical evaluation of the patient should focus on:

e Assessing the severity of the illness and the magnitude (degree) of dehydration
e Determining likely causes on the basis of the history and clinical findings, including stool
characteristics

Clinical Assessment of hydration status

Classification of Hydration

Severe Dehydration

e Lethargic, unconscious

e Incapable of drinking

e Weak radial pulse

e Supine hypotension

e Skin pinch goes back very slowly

e Decrease in the urine output (oliguria)

Moderate Dehydration

e Sunken eyes

e Dryness of the oral mucosa, tongue and mucous membrane
e Intense thirst; drinks eagerly

e Skin pinch goes back slowly

No Signs of dehydration

e None of the above

The presence of one of these signs or symptoms immediately classifies the patient as a more severe
case.
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Investigations

Blood
e  Full blood count
e Urea, creatinine, and electrolytes
e ESR (Increased in cancer, inflammatory bowel diseases)
e CRP (Increased in infection, inflammatory bowel diseases)

Stool/Rectal Swab
Stool cultures are usually unnecessary for immunocompetent patients who present within 24 hours

after the onset of acute watery diarrhoea. Microbiological investigation is indicated in patients who are

dehydrated or febrile or have blood or pus in their stool. A fecal specimen or rectal swab should be
obtained for analysis in cases of severe, bloody, or persistent diarrhoea or if cholera is suspected.

Management

Rehydration

The first line of treatment in acute diarrhoea is prevention and treatment of fluid and electrolytes
depletion.

Table 7 Dehydration Assessment

No signs of dehydration
e Oral rehydration salt (ORS) solution ad lib at home (liquid should be administered in small
amounts frequently, every 15-30 minutes)

Moderate dehydration
e ORS + IV Ringer's lactate solution 10 ml/kg/hour

Severe Dehydration

e Life-threatening condition

e Two or more IV lines should be installed

e |V Ringer's lactate solution should be given rapidly until radial pulse is palpable and BP is raised
above 90/60 mmHg

e Then subsequent fluid therapy depends on the amount of ongoing stool loss

e Ringer's lactate solution is the first option. If it is not available, isotonic saline solution (0.9%) can
be used

e Never use glucose solution

e ORS should also be given at the same time

e Closely monitor fluid balance during this phase in order to guarantee sufficient replenishment of
volume

Antibiotics

Antibiotics are indicated if history and physical examination suggestive of bacterial infection (Diarrhoea

is severe and prolonged, fever, look toxic)

Table 8 Antibiotics for gastrointestinal bacterial infections

Cause Antibiotics first choice/Alternatives

Cholera Doxycycline 300 mg once
Azithromycin 1.0 gm as a single dose, only once
Ciprofloxacin 500 mg 12 hourly for 3 days or 2.0 gm as a single dose, only once

Shigellosis Ciprofloxacin 500 mg 2 times/day for 3 days, or 2.0 gm as a single dose, only once
Ceftriaxone 2-4 gm as a single daily dose for 2-5 days
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Amoebiasis Metronidazole 750 mg 3 times/day for 5 days
(10 days for severe disease)

Giardiasis Metronidazole 250 mg 3 times/day for 5 days
Tinidazole single dose 50 mg/kg orally, maximum dose 2 gm

Campylobacter | Azithromycin 500 mg once a day for 3 days
Fluroquinolones such as ciprofloxacin 500 mg once a day 3 day

Diet
Normal feeding should be continued for those with no signs of dehydration, and food should be started
immediately after correction of moderate and severe dehydration, which usually takes 2-4 hours.
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7. Skin Infections and Infestations®

Organisms

e Commensals - Erythrama, pitted keratolysis, trichomycosis axillaris

e Staphylococcal - Impetigo, ecthyma, folliculitis, secondary infection

e Streptococcal - Erysipelas, cellulitis, impetigo, ecthyma, necrotizing fascilitis

e Gram-negative - Secondary infection, folliculitis, cellulitis

e Mycobacterial - Lupus vulgaris, warty tuberculosis, scrofuloderma, fish tank granuloma,

Buruli ulcer, leprosy

e Spirochaetal - Syphilis (e.g. primary, secondary), Lyme disease (erythema chronicum migrans)

e Neisseria - meningococcaemia

e Others - Anthrax, erysipeloid

Impetigo - A superficial skin infection due either to staphylococci or streptococci, or both. It generally
occurs in children and presents as thin-walled easily ruptured vesicles, often on the face, which leave
areas of yellow crusted exudate. Lesions spread rapidly and are contagious.

Ecthyma is characterized by circumscribed, ulcerated and crusted infected lesions which heal with
scarring. An insect bite or neglected minor injury may become infected with staphylococci or
streptococci, mostly occurs on the legs.

Folliculitis and related conditions

Folliculitis is an acute pustular infection of multiple hair follicles. A furuncle is an acute abscess
formation in adjacent hair follicles. A carbuncle is a deep abscess formed in a group of follicles giving a
painful suppurating mass.

Erysipelas is an acute infection of the dermis by Strep. pyogenes. It shows well-demarcated erythema,
oedema and tenderness. The skin lesions may be preceded by fever, malaise and 'flu-like' symptoms.
Erysipelas usually affects the face (where it may be bilateral) or the lower leg, and appears as a painful
red swelling.

Necrotizing fascilitis is an acute and serious infection. it usually occurs in otherwise healthy subjects
after minor trauma. An ill-defined erythema, often on the leg and associated with a high fever, rapidly
becomes necrotic.

Management

Swabs for bacterial culture are taken from the lesion and from carrier sites. General measures such as
improved hygiene, regular bathing or showering, the use of antiseptics in the bath and on the skin (e.g.
chlorhexidine) can help, but courses of oral antibiotics may be needed.

Acute staphylococcal infections are treated with antibiotics both systemic (e.g. flucloxacillin or
erythromycin) and topical (e.g. fusidic acid, mupirocin or neomycin). Carbuncles often need prompt
surgical drainage. Chronic and recurrent cases are more difficult. Carrier sites e.g. the nose, need
treatment with a topical antibiotic (e.g. mupirocin).

Strep. pyogenes is nearly always sensitive to penicillin. Parenteral treatment is needed at first for a
severe infection, usually with benzylpenicillin for 2 or so days. Oral penicillin V can then be given for 7-
14 days. In less severe cases, penicillin V is adequate. Erythromycin is used if there is penicillin allergy.

> Therapeutic Manual, Internal Medicine Society Myanmar, 1st edition 2016 p380.
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Recurrent erysipelas, i.e. more than two episodes at one site. requires prophylactic long-term penicillin
V (250 mg once or twice a day), with attention to hygiene at potential portals of entry.

Mycobacterial infections - At least 3 drugs (normally rifampicin, isoniazid and pyrazinamide, possibly
with either ethambutol or streptomycin) are given for the initial 8 weeks. After this it is usual to
continue with isoniazid and rifampicin, under close supervision, to complete a 6-9-month course.

8.Viral Infections

Viral warts are common and benign cutaneous tumors due to infection of epidermal cells with human
papilloma virus.

Clinical Presentation

Common warts - Dome-shaped papules or nodules with a papilliferous surface. They are multiple, and
are commonest on the hands or feet in children but also affect the face and genitalia.

Plane warts are smooth flat-topped papules, often slightly brown in colour, and commonest on the face
and dorsal aspects of the hands. They can show the Koebner phenomenon.

Plantar warts are seen in children and adolescents on the soles of the feet; pressure causes them to
grow into the dermis.

Genital warts - In males these affect the penis, and in homosexuals, the perianal area. In females, the
vulva, perineum and vagina may be involved. The warts may be small, or may coalesce into the large
cauliflower-like 'condylomata acuminata'. Proctoscopy (if perianal warts are present) and colposcopy
(for female genital warts) are needed to identify and treat any rectal or cervical warts because of the
risk of neoplastic change. Sexual partners need to be examined.

Treatments for viral warts

Modality Details Indication Contradictions/Side Effects
Topical Salicylic and lactic acids Hand & foot warts Facial/anogenital warts,
(e.g. Duofilm, Occlusal) atopic eczema, contact
allergy to colophon
Podophyllotoxin . &Y phony
Genital warts
Cryotherapy | Applied 3-4 wks Hand & foot warts Blistering

Curettage &
Cautery

Anaesthesia (local or
general)

Solitary filiform warts,
large perineal warts

Hand or foot warts

Warts may recur

Other

Intralesional bleomycin
Laser surgery

Interferon - beta or
gamma

Resistant hand/foot
warts

Any type of wart

Resistant (genital) warts

Procedure can be painful

Systemic side effects

Herpetic Viral Infections

77




Herpes simplex is a very common acute/self-limiting vesicular eruption due to infection with herpes
virus hominis.

Management

Mild - may not require any medication

Recurrent mild - acyclovir cream (applied 5 times a day for 5 days)
Frequent recurrent attacks - long-term oral

Herpes Zoster is an acute, self-limiting, vesicular eruption occurring in a dermatomal distribution; it is
caused by a recrudescence of Varicella Zoster virus. Pain, tenderness or paraesthesia in the dermatome
may precede the eruption by 3-5 days. Erythema and grouped vesicles follow, scattered within the
dermatomal area. The vesicles become pustular and then form crusts which separate in 2-3 weeks to
leave scarring. Secondary bacterial infection may occur. Herpes zoster is normally unilateral and may
involve adjacent dermatomes.

Management

Mild - treatment is symptomatic, with rest, analgesia and bland drying preparations such as calamine
lotion. Secondary bacterial infection may require a topical antiseptic or antibiotic.

Severe - Oral acyclovir (800 mg 5 times per day for 7 days) or valaciclovir (1g tds for 7 days) or famiclovir
(750 mg once daily for 7 days).

Immunosuppressed patients - intravenous acyclovir.

Oral prednisolone, given early in the course of herpes zoster for 14 days, reduces the incidence of post-
herpetic neuralgia, but must not be used if the patient is immunosuppressed.

9.Fungal Infections

Dermatophytes - infect the stratum corneum, nail and hair. There are three genera:
Microsporum iinfect skin and hair
Trichophyton infect skin, nail and hair

Epidermophyton infect skin and nail.

Management and Laboratory Examinations

e Direct Microscopy - Dermatophytes are recognized as septate, tube like structures (Hyphae or
mycelia)

e Wood's lamp - The diagnosis is made by demonstration of the characteristic greenish fluorescence
illuminate in affected site with Wood's lamp in darken room.

Treatment

e General - humid and sweaty conditions, including occlusive footwear, should be minimized, and
dusting powder may help to keep the feet or body folds dry.

e Minor - Topical treatment

e Widespread involvement or diseases of the nails or scalp - systemic therapy.
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Topical Treatment

Whitfield's ointment, Magenta paint, Imidazoles (e.e.g Canesten, Daktarin, Ecostatin and
Exelderm).

Tinea corporis, Tinea pedis and Tinea cruris respond to topical creams, sprays or powders.
Terbinafine cream once daily is often effective

Amorolfine nail lacquer, applied once weekly, produces a 40-50% cure for Tinea unguium of one or
two nails.

Systemic Treatment

Tinea capitis, Tinea manuum, tinea unguium and extensive tinea corporis often require systemic
treatment

Tinea corporis and tinea manuum respond to griseofulvin 500 mg once a day (for an adult) for 1-2
months

Scalp ringworm requires 3 months treatment, fingernail involvement 4-8 months and toenail
infection 18 months.

In the elderly, fungal toenail infection often does not require any therapy. However, griseofulvin is
effective in only 30% of toenail infections and 70% of fingernail infection.

Griseofulvin may cause headache, nausea, gastrointestinal upset and photosensitivity, and can
interact with warfarin, oral contraceptives and phenobarbital.

Terbinafine 250 mg daily, and itraconazole 100 mg daily, may be used for tinea corporis, cruris,
manuum and pedis, given for 2-4 weeks.

Tinea unguium responds to terbinafine (250 mg daily) or itraconazole (200 mg daily) for 6-12
weeks.

Ketoconazole though effective, is limited in use for hepatotoxicity.

Yeasts

Unicellular forms that replicate by budding

Candida albicans infectioin - a ubiquitous commensal of the mouth and gastrointestinal tract which
can produce opportunistic infection.

Predisposing factors - moist and opposing skin folds, obesity or diabetes mellitus,
immunosuppression, pregnancy, poor hygiene, humid environment, wet-work occupation, long-
term use of broad-spectrum antibiotic.

Management

General measures - body folds are separated and kept dry with dusting powder. Hands are dried
carefully, and oral hygiene improved. Systemic antibiotics may need to be stopped. Specific
agents against Candida are used topically and systematically.

Topical Therapy

Magenta paint is useful for body folds, but is messy because of its colour.
Imidazoles are effective and available as creams, powders and lotions
For oral Candida, use amphotericin, nystatin or miconazole as lozenges, suspension or gels.

Systemic Therapy

e Bowel carriage may be reduced in recurrent candidiasis by oral nystatin.
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e Itraconazole 100 mg daily, or fluconzole 50 mg daily, but not griseofulvin, can be given as a
short course for persistent C. Albicans infections and in the long term for mucocutaneous
candidiasis.

e Vaginal candidiasis is treated by a single dose of 500 mg clotrimazole or 150 mg econazole as a
pessary or with itraconazole or fluconazole by mouth.

10. Rashes and other dermatological conditions®

Eczema (dermatitis)

— Acute eczema: erythematous plaque, pruritic, vesicular, oozing, with poorly demarcated and crumbly
borders.

— Chronic eczema: erythematous plaque, scaly, dry, poorly demarcated and pruritic.

— Look for a cause (contact allergic dermatitis, fungal or bacterial infection with a distant focus,
malnutrition) and ask about family history.

Treatment
— Clean with soap and water 2 times/day.
— Then apply:
e for acute eczema: calamine lotion 2 times/day
e for chronic eczema: zinc oxide ointment 2 times/day
— Look for and treat any pre-existing skin disease (scabies, lice etc.).
— For patients with secondary infections: treat as impetigo.
— For patients with intense pruritus, antihistamines (chlorphenamine or promethazine PO) for a few
days.

Seborrheic dermatitis
Seborrheic dermatitis is an inflammatory chronic dermatosis that can be localized on rich areas rich with
sebaceous glands. This dermatosis is more common in infected patients with HIV.

Clinical features
— Erythematous plaques covered by greasy yellow scales that can be localized on the scalp, the face
(nose wings, eyebrows, edge of the eyelids), sternum, spine, perineum, and skin folds.

Treatment

— Clean with soap and water 2 times /day; shampooing the scalp.

— Hydrocortisone 1%: 1 to 2 applications/day in a thin layer, for 7 days maximum

— Do not apply if pre-existing bacterial infection; treat first the infection (see Impetigo).

Urticaria

— Papules: transient, erythematous, oedematous, pruritic, resembling nettle stings.

— Look for a cause: food or drug (particularly antibiotic) allergy, insect bites; the invasive stage of a
bacterial or parasitic infection (ascariasis, strongylodiasis, ancylostomiasis, schistosomiasis, loiasis),
viral infection (hepatitis B or C); generalised disease (cancer, lupus, dysthyroidism, vasculitis).

Treatment

—If the pruritus is intense, antihistamines:
chlorphenamine PO
Children from 1 to 2 years: 1 mg 2 times daily

® Clinical Guidelines - Diagnosis and Treatment, Medecins Sans Frontieres, 2016
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Children from 2 to 6 years: 1 mg 4 to 6 times daily (max. 6 mg/day)
Children from 6 to 12 years: 2 mg 4 to 6 times daily (max. 12 mg/day)
Children over 12 years and adults: 4 mg 4 to 6 times daily (max. 24 mg/day)
or, if not available,

promethazine PO

Children from 2 to 5 years: 10 mg/day in 2 divided doses

Children from 5 to 10 years: 10 to 25 mg/day in 2 divided doses

Children over 10 years and adults: 75 mg/day in 3 divided doses

11.Infestations

Scabies

Sarcoptes sabiel var hominis, spread by direct physical transfer, including sexual contact. They are
commonest on the sides of fingers, wrists, ankles and nipples, and on the genitalia where they form
rubbery nodules. Small vesicles are often seen. Itching induces excoriations. In infants, the feet are
frequently involved and the face can be affected.

Management

Adequate application technique and the treatment of all contacts are most important. if either is
lacking, persistence or re-infestation may result. An instruction leaflet for patients is helpful.
Malathion and permethrin are popular. Crotamiton, benzyle benzoate and 10% sulphur ointment are
alternatives. Oral ivermectin may be used when topical therapy alone is ineffective, e.g. in crusted
scabies.

Application Technique
e Apply the lotion or cream to the entire body surface from the neck down
e Treat the face and scalp in infants, the elderly and the immunosuppressed
e Leave the lotion on for 24 hours and then wash off in the bath or shower
e If the hands are washed during this period, re-apply the lotion or cream a repeat after 1 week is
sometimes suggested but usually is necessary if the first treatment was adequate.
Close contacts (such as the whole unit) and sexual partners need treatment
Scabies often breaks out in old people homes or geriatric wards. The safe rule is to treat all members of
ward or home, including nurses, who have contact with the index case.
Clothing and bedding is laundered.
The mite dies within a few days away from the skin.
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12. Worm Infestations’

Soil-transmitted helminth infections are among the most common infections worldwide and affect the
poorest and most deprived communities. They are transmitted by eggs present in human faeces which
in turn contaminate soil in areas where sanitation is poor. The main species that infect people are the
roundworm (Ascaris lumbricoides), the whipworm (Trichuris trichiura) and hookworms (Necator
americanus and Ancylostoma duodenale).

Transmission

Soil-transmitted helminths are transmitted by eggs that are passed in the faeces of infected people.
Adult worms live in the intestine where they produce thousands of eggs each day. In areas that lack
adequate sanitation, these eggs contaminate the soil. This can happen in several ways:

e eggs that are attached to vegetables are ingested when the vegetables are not carefully cooked,
washed or peeled;

e eggs are ingested from contaminated water sources;

e eggs are ingested by children who play in the contaminated soil and then put their hands in
their mouths without washing them.

In addition, hookworm eggs hatch in the soil, releasing larvae that mature into a form that can actively
penetrate the skin. People become infected with hookworm primarily by walking barefoot on the
contaminated soil.

There is no direct person-to-person transmission, or infection from fresh faeces, because eggs passed in
faeces need about 3 weeks to mature in the soil before they become infective. Since these worms do
not multiply in the human host, re-infection occurs only as a result of contact with infective stages in
the environment.

Morbidity and symptoms

Morbidity is related to the number of worms harboured. People with light infections usually have no
symptoms. Heavier infections can cause a range of symptoms including intestinal manifestations
(diarrhoea and abdominal pain), general malaise and weakness, and impaired cognitive and physical
development. Hookworms cause chronic intestinal blood loss that can result in anaemia.

Treatment

Albendazole 400 mg (single dose) or Mebendazole 500 mg (single dose)

! http://www.who.int/mediacentre/factsheets/fs366/en/
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13._Insect Stings and Spider Bites®

Scorpion stings and envenomation

—In most cases, the sting causes local effects including: pain, oedema, erythema. Management
includes strict rest, wound cleansing, analgesics PO, and tetanus prophylaxis. In patients with
significant pain, infiltrate the area around the sting with local anaesthetic (1% lidocaine).
Observe for 12 hours.

— General signs appear in the event of severe envenomation: hypertension, excessive salivation and
sweating, hyperthermia, vomiting, diarrhoea, muscle pain, respiratory difficulties, seizures;
rarely, shock.

— Symptomatic treatment:

¢ In the event of vomiting, diarrhoea or excessive sweating: prevention of dehydration (oral
rehydration salts), especially in children.

¢ In the event of muscle pain: 10% calcium gluconate slow IV (children: 5 ml/injection, adults: 10
ml/injection, administered over 10 to 20 minutes).

¢ In the event of seizures: diazepam may be used with caution; the risk of respiratory depression is
increased in envenomated patients

Spider bites and envenomation
— Treatment is usually limited to wound cleansing, strict rest, analgesics PO and tetanus prophylaxis.
— Severe envenomations are rare. There are two main clinical syndromes:

¢ Neurotoxic syndrome (black widow spider): severe muscle pain, tachycardia, hypertension, nausea,
vomiting, headache, excessive sweating. The signs develop for 24 hours and then resolve
spontaneously over a few days.

e Necrotic syndrome (recluse spider): local tissue lesions, possible necrosis and ulceration; mild
general signs (fever, chills, malaise and vomiting) which usually resolve over a few days. If
present, haemolysis may sometimes be life threatening.

As well as the general measures listed above, treatment includes administration of 10% calcium
gluconate by slow IV in the event of muscle spasms (children: 5 ml/injection, adults: 10
ml/injection, administered over 10 to 20 minutes). Incision and debridement of necrotic tissue
are not recommended (not useful; may impair healing).

Hymenoptera stings (honeybees, wasps and hornets)
— Local care: remove the embedded sting (bee), clean with soap and water; if pruriginous, apply
calamine lotion.
— Analgesics if necessary (paracetamol PO).
— In the event of an anaphylactic reaction:
epinephrine (adrenaline) IM
Use undiluted epinephrine solution (1:1000 = 1 mg/ml) and a 1 ml syringe graduated in 0.01 m|
in children:
Children under 6 years: 0.15 ml
Children from 6 to 12 years: 0.3 ml
Children over 12 years and adults: 0.5 ml
For children, if 1 ml syringe is not available, use a diluted solution, i.e. add 1 mg epinephine to 9 ml of
0.9% sodium chloride to obtain a 0.1 mg/ml solution (1:10 000):
Children under 6 years: 1.5 ml
Children from 6 to 12 years: 3 ml
Repeat after 5 minutes if no clinical improvement.
Use IV epinephrine in patients with circulatory collapse or those who deteriorate despite receiving
IM epinephrine.

& Clinical Guidelines - Diagnosis and Treatment, Medecins Sans Frontieres, 2016.
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14.Cough

A cough is a reaction to irritation anywhere from pharynx to lungs.

Acute Cough (<3 weeks) causes:

URTI

Croup

Tracheitis

Acute Bronchitis

Pneumonia - productive, loose cough

Acute exacerbation of normally well-controlled asthma
inhaled foreign body - especially in well children

Reserve CXR for patients with marked focal chest signs or where inhalation of foreign body or lung
cancer is suspected.

Management

Treat the cause where possible; advise cough syrup as needed, review if not relieved.

Reasons to prescribe antibiotics immediately

Investigate further and/or give antibiotics immediately (e.g. amoxicillin 500 mg tds/ Clarithromycin 500
mg bd) if the patient:

is systematically very unwell or has symptoms/signs suggestive of serious illness and/or
complications, e.g. pneumonia

is at high risk of serious complications because of pre-existing co-morbidity, e.g. significant
heart, lung, renal, liver, or neuromuscular disease, immunosuppression, CF, and young children
born prematurely

is aged >65yrs with acute cough and 22 or more of the following, or aged > 80 yrs with acute
cough and = 1 of the following:

hospitalization in the previous year

Type 1 or type 2 DM

H/o congestive heart failure

Current use of oral glucocorticoids

Chronic Cough (>3 weeks) causes:

Post nasal drip

Post viral
COPD/Asthma

Lung Cancer

Pertussis

TB

Brochiectasis
Pulmonary oedema
Foreign body

Vocal cord palsy

Left Ventricular Failure
Drug Induced (e.g. ACE Inhibitors)
Smokers' cough
Idiopathic
Psychogenic
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Management: Refer any patient with a persistent for >3 weeks for urgent CXR and sputum smear for
AFB to exclude pulmonary TB. Treat the cause. If no cause is found, refer.

Sputum

Absolutely clear sputum is probably saliva

Smoking is the leading cause of excess sputum production - look for black specks of inhaled
carbon

Yellow-green sputum is due to cell debris (bronchial epithelium, neutrophils, eosinophils) and is
not always infected

Bronchiectasis causes copious greenish sputum

Bloodstained sputum (haemoptysis) always needs full investigation

Pink froth suggests pulmonary oedema

15.Haemoptysis

Expectoration of blood/bloodstained sputum. Causes:

Infection - bronchitis, pneumonia, lung abscess, TB
Violent cough

Bronchiectasis

Lung Cancer

Pulmonary Embolism (blood is not mixed with sputum)
Inhaled foreign body

latrogenic: anticoagulation, endotracheal tube
Trauma

Cardiac: acute LVF, mitral stenosis

Blood dyscrasia/bleeding diathesis

Idiopathic pulmonary haemosiderosis

Bronchial adenoma

Mycosis, e.g. aspergilloma

Goodpasture's syndrome

Collagen vascular disease

Unknown

* Differentiate from haematemesis or local bleeding from the nasopharynx or sinuses. Melaena may
occur if enough blood is swallowed

Management: Always requires investigation to find the cause.

Admit as an acute medical emergency if the patient is compromised by the bleeding (i.e.
tachycardia, low BP, postural drop) or has symptoms/signs of a cause requiring acute admission
(e.g. PE, acute LVF)

if not compromised by the bleeding, refer for urgent CDR

Refer for urgent chest physician assessment if abnormal CXR, persistent haemoptysis with
normal CXR, aged >40yr and smoker/ex-smoker, or normal CXR but high suspicion of lung
cancer

* In patients with lung cancer who have a massive haemoptysis, consider whether it is a terminal event.
If so, consider treating with IV morphine/diamorphine and a sedative (e.g. midazolam or rectal
diazepam) rather than admitting.
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Bronchiectasis
Consider in any patient with persistent or recurrent chest infections. Causes:

e Congenital CF, Kartagener syndrome
e Post infection - TB, pertussis, measles, pneumonia
e other - Bronchial obstruction, aspergillosis

Presentation

o Mild cases - asymptomatic with winter exacerbations consisting of fever, cough, purulent
sputum, pleuritic chest pain, dyspnoea

e More severe cases - Persistent cough and sputum, haemoptysis, clubbing, low-pitched
inspiratory and expiratory crackles, and wheeze

Investigation

CXR, Sputum microscopy, Sputum Culture and Sensitivity, Spirometry (reversible airways obstruction is
common; high-resolution CT detects disease in 97% of cases.

Management

Refer to a respiratory physician. Treatment includes physiotherapy, antibiotics, bronchodilators,
vaccination (influenza and pneumococcal), and (rarely) surgery.

16.Upper Respiratory Tract Infections’

Rhinitis & Pharyngitis

Rhinitis (inflammation of the nasal mucosa) and rhinopharyngitis (inflammation of the nasal and
pharyngeal mucosa) are generally benign, self-limited and most often of viral origin. However, they may
be an early sign of another infection (e.g. measles or influenza) or may becomplicated by a bacterial
infection (e.g. otitis media or sinusitis).

Clinical features

— Nasal discharge or obstruction, which may be accompanied by sore throat, fever, cough, lacrimation,
and diarrhoea in infants. Purulent nasal discharge is not indicative of a secondary bacterial
infection.

—In children under 5 years, routinely check the tympanic membranes to look for an associated otitis
media.

Treatment
— Antibiotic treatment is not recommended: it does not promote recovery nor prevent complications.
— Treatment is symptomatic:

e Clear the nose with 0.9% sodium chloridea.

¢ Fever, throat soreness: paracetamol PO for 2 to 3 days

Acute sinusitis

Acute sinusitis is an inflammation of one or more of the sinus cavities, caused by an infection or allergy.
Most acute sinus infections are viral and resolve spontaneously in less than 10 days. Treatment is
symptomatic. Acute bacterial sinusitis may be a primary infection, a complication of viral sinusitis or of
dental origin. The principal causative organisms are Streptococcus pneumoniae, Haemophilus influenzae
and Staphylococcus aureus.

® Clinical Guidelines - Diagnosis and Treatment, Medecins Sans Frontieres, 2016.
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It is essential to distinguish between bacterial sinusitis and common rhinopharyngitis (see Rhinitis and
rhinopharyngitis). Antibiotic therapy is required in case of bacterial sinusitis only. Without treatment,
severe sinusitis in children may cause serious complications due to the spread of infection to the
neighbouring bony structures, orbits or the meninges.

Clinical features

Sinusitis in adults

— Purulent unilateral or bilateral discharge, nasal obstruction and

— Facial unilateral or bilateral pain that increases when bending over; painful pressure in maxillary area
or behind the forehead.

— Fever is usually mild or absent.

Sinusitis is likely if symptoms persist for longer than 10 to 14 days or worsen after 5 to 7 days or are
severe (severe pain, high fever, deterioration of the general condition).

Sinusitis in children

— Same symptoms; in addition, irritability or lethargy or cough or vomiting may be present.

— In the event of severe infection: deterioration of the general condition, fever over 39°C, periorbital or
facial oedema.

Treatment

Symptomatic treatment

— Fever and pain

— Clear the nose with 0.9% sodium chloridea.

Antibiotic therapy

—In adults:
Antibiotic therapy is indicated if the patient meets the criteria of duration or severity of
symptoms. Oral amoxicillin is the first-line treatment.
If the diagnosis is uncertain (moderate symptoms < 10 days) and the patient can be reexamined
in the next few days, start with a symptomatic treatment, as for rhinopharyngitis
or viral sinusitis.

— In children:
Antibiotic therapy is indicated if the child has severe symptoms or mild symptoms associated
with risk factors (e.g. immunosuppression, sickle cell disease, asthma). Oral amoxicillin is the
first-line treatment.

amoxicillin PO for 7 to 10 days:

Children: 80 to 100 mg/kg/day in 3 divided doses

Adults: 3 g/day in 3 divided doses

In the event of failure to respond within 48 hours of therapy:

amoxicillin/clavulanic acid PO for 7 to 10 days (the dose is expressed in amoxicillin):
Children < 40 kg: 45 to 50 mg/kg/day in 2 divided doses (if using ratio 8:1 or 7:1) or in

3 divided doses (if using ratio 4:1)

The dose of clavulanic acid should not exceed 12.5 mg/kg/day or 375 mg/day.

Children > 40 kg and adults: 1500 to 2000 mg/day depending on the formulation available:
Ratio 8:1: 2000 mg/day = 2 tablets of 500/62.5 mg 2 times per day

Ratio 7:1: 1750 mg/day = 1 tablet of 875/125 mg 2 times per day

Ratio 4:1: 1500 mg/day = 1 tablet of 500/125 mg 3 times per day

The dose of clavulanic acid should not exceed 375 mg/day.
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In penicillin-allergic patients:
erythromycin PO for 7 to 10 days:
Children: 30 to 50 mg/kg/day in 2 to 3 divided doses
Adults: 2 to 3 g/day in 2 to 3 divided doses

— In infants with ethmoiditis, see Periorbital and orbital cellulitis.

Other treatments
— For sinusitis secondary to dental infection: dental extraction while under antibiotic treatment.

— In the event of ophthalmologic complications (ophthalmoplegia, mydriasis, reduced visual acuity,
corneal anesthesia), refer for surgical drainage.
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17. Headache

Diagnosis™
Headache | Tension-type headache |Migraine (with or without | Cluster headache
feature aura)
Pain Bilateral Unilateral or bilateral Unilateral (around the eye,
location above the eye and along the
side of the head/face)
Pain Pressing/tightening Pulsating (throbbing or Variable (can be sharp, boring,
quality (non-pulsating) banging in young people burning, throbbing or
aged 12—-17 years) tightening)
Pain Mild or moderate Moderate or severe Severe or very severe
intensity
Effect on | Not aggravated by Aggravated by, or causes Restlessness or agitation
activities | routine activities of daily | avoidance of, routine
living activities of daily living
Other None Unusual sensitivity to light | On the same side as the
symptoms and/or sound or nausea headache:
and/or vomiting
e redand/or watery eye
Aura e nasal congestion and/or
Symptoms can occur with or runny nose
without headache and: e swollen eyelid
e are fully reversible e forehead and facial
e develop over at least sweating
5 minutes e constricted pupil and/or
e last 5-60 minutes drooping eyelid
Typical aura symptoms
include visual symptoms
such as flickering lights,
spots or lines and/or partial
loss of vision; sensory
symptoms such as numbness
and/or pins and needles;
and/or speech disturbance
Duration of| 30 minutes—continuous |4-72 hours in adults 15-180 minutes
headache 1-72 hours in young people
aged 12-17 years
Frequency | < 15 days > 15 days |< 15 days > 15 days per |1 every 1 every other day
of per month | per month | per month | month for other day to |to 8 per day, with
headache for more more than 8 per day, a continuous
than 3 months with remission
3 months remission <l monthina
> 1 month 12-month period
Diagnosis | Episodic Chronic Episodic Chronic Episodic Chronic cluster
tension-type| tension-ty | migraine migraine cluster headache
headache |pe (with or (with or headache
headache |without without aura)
aura)

10 https://www.nice.org.uk/guidance/cg150/chapter/Recommendations#tdiagnosis
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Acute Treatment

Tension-Type Headache
Consider aspirin, paracetamol or an NSAID for the acute treatment of tension-type headache, taking
into account the person's preference, comorbidities and risk of adverse events

Migraine with or without Aura

Offer combination therapy with an oral triptan and an NSAID, or an oral triptan and paracetamol, for
the acute treatment of migraine, taking into account the person's preference, comorbidities and risk of
adverse events.

For people who prefer to take only one drug, consider monotherapy with an oral triptan, NSAID, aspirin
(900 mg) or paracetamol for the acute treatment of migraine, taking into account the person's
preference, comorbidities and risk of adverse events.

Offer pregnant women paracetamol for the acute treatment of migraine. Consider the use of a triptan
or an NSAID after discussing the woman's need for treatment and the risks associated with the use of
each medication during pregnancy.

Cluster Headache
Offer oxygen and/or a subcutaneous or nasal triptan for the acute treatment of cluster headache. When
using oxygen for the acute treatment of cluster headache:

e use 100% oxygen at a flow rate of at least 12 litres per minute with a non-rebreathing mask and

a reservoir bag and

e arrange provision of ambulatory oxygen.
Do not offer paracetamol, NSAIDS, opioids, ergots or oral triptans for the acute treatment of cluster
headache.
May need neuroimaging for the patients with first bout of cluster headache.
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1s._Chest Pain™

Always take chest pain seriously. It may reflect life-threatening illness. Ischaemic heart disease is
understandably the first diagnosis to spring to mind in the middle-aged or elderly, but chest pain may
have a variety of other disease processes, many of which are also potentially life-threatening.

The Differential Diagnosis of Chest Pain

Common Causes Less Common Causes
Musculoskeletal (eg costochondritis) Aortic Dissection*

Acute Coronary syndrome Cholecystitis
Pneumothorax Herpes Zoster
Oesophagitis Oesophageal Rupture
Pneumonia Pancreatitis

Pulmonary Embolism Vertebral collapse
Obscure origin (eg precordial catch) Tabes Dorsalis (very rare)

* potential rapidly fatal

Reaching the correct conclusion requires accurate interpretation of the history, examination and
investigations, bearing in mind recognized patterns of disease presentations.

History
Characterize the chest pain
e Site (eg central, bilateral or unilateral
e Severity
e Time of onset and duration
e Character (eg 'stabbing', 'tight/gripping', or dull/aching')
e Radiation (eg to arms and neck in myocardial ischaemia)
e Precipitating and relieving factors (eg exercise/rest/GTN spray)
e Previous similar pains

Enquire about associated symptoms Breathlessness, nausea, and vomiting, sweating, cough,
haemoptysis, palpitations, dizziness, loss of consciousness.

Document past history, drug history, and allergies. Old notes and old ECGs are invaluable if available.

Quickly consider referral to the outside hospital if acute coronary syndrome (ACS) is likely (ST segment
elevation)

Examination and Resuscitation

Evaluate Airway, Breathing, Circulation (ABC) and resuscitate (O, IV access, IV analgesia) as appropriate.
Listen to both lung fields and check for tension pneumothorax and severe left ventricular failure (LVF).
Complete full examination.

Investigations

These depend upon the presentation and likely diagnosis, but and ECG and CXR usually required.
Remember that these may initially be normal in MI. PE and aortic dissection. Ensure that all patients
receive ECG monitoring in an area where a defibrillator is readily available.

" Oxford Handbook of Emergency Medicine, 4th Edition, 2012, p66.
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15. _Dental Conditions™

Infection arising as a secondary complication of an inflammation of the dental pulp. The severity and
the treatment of dental infections depend on their evolution: localised to the infected tooth, extended
to adjacent anatomical structures or diffuse infections.

Clinical features and treatment

Infection localised to a tooth and its surroundings (acute dental abscess)
—Intense and continuous pain.
— On examination: swelling limited to the gum surrounding the infected tooth. Purulent exudate may be
present draining either through the root canal, or through the periodontal ligament
(loosening the tooth) or through a gingival fistula. There are no signs of the infection extending to
adjacent anatomical structures nor general signs of infection.
— Treatment:
e Treatment is only surgical (the source of infection is inaccessible to antibiotics): root canal
therapy (disinfection of the root canal) if possible or extraction of the tooth.
e Pain: paracetamol or ibuprofen PO.

Infections extending to adjacent anatomical structures (acute dento-alveolar abscess)
Local spreading of an acute dental abscess into the surrounding bone and tissue.

— Painful gingival and buccal swelling with warm and tender skin, developing into a ripe abscess:
intense pain, with trismus, particularly if the infection is in a posterior tooth, presence of
general signs (fever, fatigue, cervical lymphadenopathy).

— In patients with acute gangrenous cellulitis (crepitations on palpation), treat as an infection extending

into  the cervico-facial tissues (see below).

— Treatment:

e First surgical: incision and drainage of the pus or extraction of the tooth.

¢ Then antibiotic treatment for 5 days following the procedure: amoxicillin PO
Children: 50 mg/kg/day in 2 divided doses
Adults: 2 g/day in 2 divided doses

Notes:
If the dental procedure has to be delayed (local anaesthesia not possible due to inflammation,
significant trismus), start with antibiotic treatment, but the dental procedure must be completed in the
following days. If there is no improvement within 48 to 72 hours after the dental procedure, do not
change antibiotic, but start a new procedure on the tooth.

¢ Pain: paracetamol or ibuprofen PO.

Infections extending into the cervico-facial tissues
— Extremely serious cellulitis, with rapidly spreading cervical or facial tissue necrosis and signs of
septicaemia.
— Treatment:
e treatment in an intensive care unit.
¢ high dose antibiotic treatment (see Necrotising infections of the skin and soft tissues).
e extraction of the tooth.

12 Clinical Guidelines - Diagnosis and Treatment, Medecins Sans Frontieres, 2016.
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20. Earache™

Acute otitis externa

Diffuse inflammation of the external ear canal, due to bacterial or fungal infection. Common
precipitants of otitis externa are maceration, trauma of the ear canal or presence of a foreign body or
dermatologic diseases (such as eczema, psoriasis).

Clinical features
— Ear canal pruritus or ear pain, often severe and exacerbated by motion of the pinna; feeling of fullness
in the ear; clear or purulent ear discharge or no discharge
— Otoscopy:
o diffuse erythema and edema, or infected eczema, of the ear canal
¢ look for a foreign body
o if visible, the tympanic membrane is normal (swelling, pain or secretions very often prevent
adequate visualization of the tympanic membrane)

Treatment

— Remove a foreign body, if present.

— Treatment of pain: paracetamol and/or ibuprofen PO

— Local treatment (usually 5 to 7 days):
Remove skin debris and secretions from the auditory canal by gentle dry mopping (use a dry
cotton bud or a small piece of dry cotton wool). In addition, 0.5% gentian violet can be applied once
a day, using a cotton bud.
Consider ear irrigation (0.9% sodium chloride, using a syringe) only if the tympanic membrane can be
fully visualised and is intact (no perforation). Otherwise, ear irrigation is contra-indicated.

Acute otitis media (AOM)

Acute inflammation of the middle ear, due to viral or bacterial infection, very common in children under
3 years, but uncommon in adults. The principal causative organisms of bacterial otitis media are
Streptococcus pneumoniae, Haemophilus influenzae, Moraxella catarrhalis and in older children,
Streptococcus pyogenes.

Clinical features

— Rapid onset of ear pain (in infants: crying, irritability, sleeplessness, reluctance to nurse) and ear
discharge (otorrhoea) or fever.

— Other signs such as rhinorrhoea, cough, diarrhoea or vomiting are frequently associated, and may
confuse the diagnosis, hence the necessity of examining the tympanic membranes.

— Otoscopy: bright red tympanic membrane (or yellowish if rupture is imminent) and presence of pus,
either externalised (drainage in ear canal if the tympanic membrane is ruptured) or
internalised (opaque or bulging tympanic membrane). The combination of these signs with ear
pain or fever confirms the diagnosis of AOM.

Note:

The following otoscopic findings are not sufficient to make the diagnosis of AOM:

¢ A red tympanic membrane alone, with no evidence of bulging or perforation, is suggestive of viral
otitis in a context of upper respiratory tract infection, or may be due to prolonged crying in
children or high fever.

¢ The presence of air bubbles or fluid behind an intact tympanic membrane, in the absence of signs
and symptoms of acute infection, is suggestive of otitis media with effusion (OME).

— Complications, particularly in high-risk children (malnutrition, immunodeficiency, ear malformation)
include chronic suppurative otitis media, and rarely, mastoiditis, brain abscess or meningitis.

B Clinical Guidelines - Diagnosis and Treatment, Medecins Sans Frontieres, 2016.
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Treatment
—In all cases:
¢ Treatment of fever and pain: paracetamol PO (Chapter 1).
e Ear irrigation is contra-indicated if the tympanic membrane is ruptured, or when the tympanic
membrane cannot be fully visualised. Ear drops are not indicated.
— Indications for antibiotic therapy:
¢ Antibiotics are prescribed in children less than 2 years, children whose assessment suggests severe
infection (vomiting, fever > 39°C, severe pain) and children at risk of unfavourable outcome
(malnutrition, immunodeficiency, ear malformation).
e For other children:

1) If the child can be re-examined within 48 to 72 hours: it is preferable to delay antibiotic
prescription. Spontaneous resolution is probable and a short symptomatic treatment of
fever and pain may be sufficient. Antibiotics are prescribed if there is no improvement
or worsening of symptoms after 48 to 72 hours.

2) If the child cannot be re-examined: antibiotics are prescribed.

e For children treated with antibiotics: advise the mother to bring the child back if fever and pain
persist after 48 hours.
— Choice of antibiotic therapy:
e Amoxicillin is the first-line treatment:
amoxicillin PO
Children: 80 to 100 mg/kg/day in 3 divided doses for 5 days
Adults: 3 g/day in 3 divided doses for 5 days
e Amoxicillin/clavulanic acid is used as second-line treatment, in the case of treatment failure.
Treatment failure is defined as persistence of fever and/or ear pain after 48 hours of
antibiotic treatment.
amoxicillin/clavulanic acid (co-amoxiclav) PO for 5 days

The dose is expressed in amoxicillin:

Children < 40 kg: 45 to 50 mg/kg/day in 2 divided doses (if using ratio 8:1 or 7:1) or in

3 divided doses (if using ratio 4:1)

The dose of clavulanic acid should not exceed 12.5 mg/kg/day or 375 mg/day.

Children > 40 kg and adults: 1500 to 2000 mg/day depending on the formulation available:

Ratio 8:1: 2000 mg/day = 2 tablets of 500/62.5 mg 2 times per day

Ratio 7:1: 1750 mg/day = 1 tablet of 875/125 mg 2 times per day

Ratio 4:1: 1500 mg/day = 1 tablet of 500/125 mg 3 times per day

The dose of clavulanic acid should not exceed 375 mg/day

Persistence of a ear drainage alone, without fever and pain, in a child who has otherwise

improved (reduction in systemic symptoms and local inflammation) does not warrant a

change in antibiotic therapy. Clean ear canal by gentle dry mopping until no more drainage is

obtained.
¢ Azithromycin or erythromycin should be reserved for very rare penicillin-allergic patients, as
treatment failure (resistance to macrolides) is frequent.

azithromycin PO

Children over 6 months: 10 mg/kg once daily for 3 days

erythromycin PO

30 to 50 mg/kg/day in 2 to 3 divided doses for 10 days

Chronic suppurative otitis media (CSOM)

Chronic bacterial infection of the middle ear with persistent purulent discharge through a perforated
tympanic membrane. The principal causative organisms are Pseudomonas aeruginosa, Proteus spp,
staphylococcus,

other Gram negatives and anaerobes.
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Clinical features
— Purulent discharge for more than 2 weeks, often associated with hearing loss or even deafness;
absence of pain and fever
— Otoscopy: perforation of the tympanic membrane and purulent exudate
— Complications:
e Consider a superinfection (AOM) in the case of new onset of fever with ear pain, and treat
accordingly.
e Consider mastoiditis in the case of new onset of high fever, severe ear pain and/or tender swelling
behind the ear, in a patient who appears significantly unwell.
¢ Consider brain abscess or meningitis in the case of impaired consciousness, neck stiffness and focal
neurological signs (e.g. facial nerve paralysis).

Treatment
— Remove secretions from the auditory canal by gentle dry mopping (use a dry cotton bud or a small
piece of dry cotton wool) then apply ciprofloxacin (ear drops): 2 drops twice daily, until no
more drainage is obtained (max. 4 weeks).
— Complications:
¢ Chronic mastoiditis is a medical emergency that requires prompt hospitalisation, prolonged
antibiotic treatment that covers the causative organisms of CSOM (ceftriaxone IM 10 days +
ciprofloxacin PO for 14 days), atraumatic cleaning of the ear canal; surgical treatment may be
required. Before transfer to hospital, if the patient needs to be transferred, administer the first dose
of antibiotics.

21 .Epistaxis

Nasal bleeding may be idiopathic or follow minor trauma (eg nose picking). When it occurs in patients
with hypertension and coagulation disorders haemorrhage can be severe with significant mortality.
Epistaxis may follow isolated nasal fracture and more major facial injury.

Site of Bleeding
Most nasal bleeding is from the anterior nasal septum in or close to Little's area. A few patients have
posterior nasal bleeding, which may be brisk.

Equipment
Direct Visualization of the anterior nasal cavity is aided by a headlamp (eg battery-operated head torch),
fine soft suction catheter, and nasal speculum. Wear goggles to avoid blood splashes in the eyes.

Initial Approach

Associated facial injury - Assess ABC (especially pulse and BP) and resuscitate as necessary. Treat
hypovolaemia vigorously.

No Associated injury - Check airway patency, pulse, and BP. Treat hypovolaemia aggressively. Check
coagulation status of patients on anticoagulants and treat appropriately. Sit the patient up and instruct
them to compress the fleshy part of their nose between finger and thumb for 10 mins. If this stops the
bleeding, the patient may be discharged after 30 mins observation.

Continuing bleeding after pressure
Adults - Apply a cotton wool pledget soaked in 4% lidocaine with 1 in 1000 adenaline. If there is
continuous bleeding, refer to the hospital.

Children - Applying nasal antiseptic cream is as effective as cautery in stopping bleeding. The cream is
relatively easy to apply. If there is continuous bleeding, refer to the hospital.
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22.Eye Injury

Blunt Eye Injuries

Blunt injury to the face may result in injury to the orbit or its bony margins. Compression of the eye in
an antero-posterior direction (eg fist) can cause a 'blow-out' fracture of the floor of the orbit.

Orbital compartment syndrome and blindness can arise from a retrobulbar haematoma. Unless
diagnosed and treated as an emergency, optic nerve ischaemia develops and the patient can lose sight
in the affected eye within a few hours. Proptosis, reduced eye movements, reduced visual acuity and
pain all point to a retrobulbar haematoma. There may be an afferent pupillary defect.

Assessment
e Look for proptosis
e Check visual acuity
e Check pupillary reflexes
e Check for enophthalmos and decreased infra-orbital nerve sensation, both found in a blowout
fracture
e Document range of eye movements, looking in particular for entrapment of the extra-ocular
muscles
e Look for a hyphaema (a horizontal fluid level in the anterior chamber when the patient is
upright). It can cause pain, photophobia, blurred vision and can increase intra-ocular pressure,
causing nausea and vomiting.
e Stain the cornea and examine using slit lamp for corneal abrasions
e Ophthalmoscopic examination may reveal lens dislocations, hyphaema, vitreous, subhyaloid, or
retinal haemorrhage. Sometimes retinal oedema may be seen as white patches with diffuse
margins on the posterior pole of the eye.
X-ray if there is bony tenderness or clinical evidence of orbital or facial bone fracture.

Treatment

Any patient suspected of a retrobulbar haematoma requires an emergency lateral canthotomy and
should be referred to the ophthamologist in the hospital immediately.

Nurse patients with obvious globe injury head up at 45°. Refer urgently.

Provide prophylactic oral antibiotics (eg co-amoxiclav) for uncomplicated facial or orbital fractures, and
arrange maxillofacial follow-up, with advice to avoid nose-blowing in the meantime.

Penetrating Eye Injuries

Suspect intraocular foreign body if there is a history of hammering or work involving metal on metal.
Find out if protective glasses were worn. Ascertain whether a small foreign body travelling at speed may
have penetrated the orbit (eg during grinding, hammering, chiselling). Failure to suspect and diagnose
these injuries can have serious consequences.

Assessment
e Check visual acuity
e Look for pupil irregularity
e ook for puncture/entry wounds on both aspects of the eyelids, the cornea and sclera.
Corneoscleral wounds are often situated inferiorly, due to upturning of the eyeball as patient
blinks.
e Examine the anterior chamber. There may be a shallow anterior chamber, air bubbles, a flat
cornea, deflated globe
o Look for a hyphaema
e Look for vitreous haemorrhage on fundoscopy.
X-ray all patients with possible globe penetration.
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Give analgesia, tetanus prophylaxis, IV antibiotics (eg 1.5g cefuroxime), and refer all patients with
penetrating eye injuries immediately to an ophthamologist, even if there are other major injuries
needing attention at the same time.

Never manipulate or try to remove embedded objects (eg darts).

23.Haemorrhoids

Any per rectal bleeding requires surgical follow-up to exclude the malignancy.
Complications of Haemorrhoids

e Dbleeding: haemorrhoids typically cause painless, bright red PR bleeding associated with
defaecation, but blood is not mixed with the stools. Check the abdomen and inspect the anus -
if there is no prolapsed or external haemorrhoid, perform PR and arrange surgical follow-up.

e Prolapsed piles are acutely painful - treat conservatively with adequate analgesia (may need to
refer to the hospital), bed rest and stool softeners.

o Thrombosed external pile is due to rupture of a tributary of the inferior haemorrhoidal vein,
producing a peri-anal haematoma. One or moer dark blue nodules covered with squamous
epithelium may be visible at the anus and a clot palpable. Refer to the surgeon to decide
between incision and drainage under LA or conservative managment.
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2. Burns™

Burns are cutaneous lesions caused by exposure to heat, electricity, chemicals or radiation. They cause
significant pain and may threaten survival and/or compromise function.

Classification of burns
Severe burns: one or more of the following parameters:

— Involving more than 10% of the body surface area (BSA) in children and 15% in adults
— Inhalation injury (smoke, hot air, particles, toxic gas, etc.)

— Major concomitant trauma (fracture, head injury, etc.)

— Location: face, hands, neck, genitalia/perineum, joints (risk of functional deficit)

— Electrical and chemical burns or burns due to explosions

— Age < 3 years or > 60 years or significant co-morbidities (e.g. epilepsy, malnutrition)

Minor burns: involving less than 10% of the BSA in children and 15% in adults
Treatment of Severe Burns (in hospital)

I. Initial management

On admission

— Ensure airway is patent; high-flow oxygen, even when Sa02 is normal.

— Establish intravenous access, through unburned skin if possible (intraosseous access if venous access is

not possible).

— Ringer lactate (RL): 20 ml/kg during the first hour, even if the patient is stable.

— Morphine SC: 0.2 mg/kg (Step 1 and Step 2 analgesics are not effective).

— In the event of chemical burns: flush with copious amounts of water for 15 to 30 min, avoiding
contamination of healthy skin; do not attempt to neutralize the chemical agent.

Once the patient is stabilized

— Remove clothes if they are not adherent to the burn.

— Take history of the burn injury: mechanism, causative agent, time, etc.

- Assess the burn injuries: extent, depth, carbonization, ocular burns, burns at risk of functional deficits;
circumferential burns of the extremities, chest or neck. Wear face mask and sterile gloves

during the examination.

— Assess for associated injuries (fractures, etc.).

— Protect the patient and keep him warm: clean/sterile sheet, survival blanket.

— Insert a urinary catheter if burns involve > 15% of BSA, and in the case of electrical burns or burns of

the perineum/genitalia.

— Insert a nasogastric tube if burns involve > 20% of BSA (in the operating room while carrying out

dressing procedure).

— Calculate and initiate fluid and electrolyte requirements for the first 24 hours.

— Intensive monitoring: level of consciousness, pulse, blood pressure, pulse oxymetry, respiratory rate

(RR)  hourly; temperature and urine output every 4 hours.

— Additional testing: haemoglobin, blood group, urine dipstick test.

— Prepare the patient for the first dressing procedure in the operation room.

1 Clinical Guidelines - Diagnosis and Treatment, Medecins Sans Frontieres, 2016.
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Notes:

—Burns do not bleed in the initial stage: check for haemorrhage if haemoglobin level is normal or low.

— Burns alone do not alter the level of consciousness. In the case if altered consciousness, consider head
injury, intoxication, postictal state in epileptic patients.

— Clinical manifestations of electrical burns vary significantly according to the type of current. Look for
complications (arrhythmia, rhabdomyolysis, neurological disorders).

General Measure during first 48 hours

Resuscitative Measures
Intravenous replacement fluid to correct hypovolaemia:

Fluid and electrolyte requirements during the first 48 hours according to age

Children £ 12 years Children > 12 years and adults
0-8hrs 2 ml/kg x % BSA of RL + maintenance 2 ml/kg x % BSA of RL
fluids * per hour x 8 hrs
8-24 hrs 2 ml/kg x % BSA of RL + maintenance 2 ml/kg x % BSA of RL
fluids * per hour x 16 hrs
24 - 48 hrs Daily maintenance IV fluids 40 ml/kg x % BSA of RL minus oral fluids
requirements* minus oral fluids such (do not include drinking water in the
as milk, broth, gavage feeds (do not calculation)
include drinking water in the
calculation)

* maintenance fluids: alternate RL and 5% glucose 4 ml/kg/hr for first 10 kg of body weight kg +for next
10 kg + 1 ml/kg/h for each additional kg (over 20 kg, up to 30 kg)

Note: increase replacement volumes by 50% (3 ml/kg x % BSA for the first 8 hours) in the event of
inhalation injury or electrical burn. For burns > 50% BSA, limit the calculation to 50% BSA.

This formula provides a guide only and should be adjusted according to systolic arterial pressure (SAP)
and urine output. Avoid fluid overload. Reduce replacement volumes if urine output exceeds the upper

limits.

Target endpoints for IV replacement fluids

Non-electrical burns Electrical burns
Children< 1 Children 1-12 years Children > 12 years | All Ages
year /adults
AP (mmHg) SAP > 60 SAP 70t0 90 + (2 x age) | SAP =100 Age appropriate
SAP
Urine Output | 1to 2 ml/kg/h | 1to 1.5 ml/kg/h 0.5 to 1 ml/kg/h 1to 2 ml/kg/h

In patients with oliguria despite adequate fluid replacement:

dopamine IV: 5 to 15 pg/kg/min by IV pump

or

epinephrine IV: 0.1 to 0.5 pg/kg/min by IV pump

Stop the infusion after 48 hours, if fluid requirements can be met by the oral route or gavage.
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Respiratory care

—In all cases: continuous inhalation of humidified oxygen, chest physiotherapy.

— Emergency surgical intervention if necessary: tracheotomy, chest escharotomy.

— Do not administer corticosteroids (no effect on oedema; predisposition to infection). No specific
treatment for direct bronchopulmonary lesions.

Nutrition
Start feeding early, beginning at H8:
— Daily needs in adults
e calories: 25 kcal/kg + 40 kcal/% SCB
e proteins: 1.5 to 2 g/kg
— High energy foods (NRG5, Plumpy'nut, F100 milk) are necessary if the BSA is > 20% (normal food is
inadequate).
— Nutritional requirements are administered according to the following distribution: carbohydrates 50%,
lipids 30%, proteins 20%.
— Provide 5-10 times the recommended daily intake of vitamins and trace elements.
— Enteral feeds are preferred: oral route or nasogastric tube (necessary if BSA > 20%).
— Start with small quantities on D1, then increase progressively to reach recommended energy
requirements within 3 days.
— Assess nutritional status regularly (weigh twice weekly).
— Reduce energy loss: occlusive dressings, warm environment (28-33°C), early grafting; management of
pain, insomnia and depression.

Patients at risk of rhabdomyolysis (deep and extensive burns, electrical burns, crush injuries to the
extremities)

Monitor for myoglobinuria: dark urine and urine dipstick tests. If present, induce alkaline diuresis for 48
hours (20 ml of 8.4% sodium bicarbonate per litre of RL) to obtain an output of 1 to 2 ml/kg/h. Do not
administer dopamine or furosemide.

Control of infection
Precautions against infection are of paramount importance until healing is complete. Infection
is one of the most frequent and serious complications of burns:
— Follow hygiene precautions (e.g. sterile gloves when handling patients).
— Rigorous wound management (dressing changes, early excision).
— Separate “new” patients (< 7 days from burn) from convalescent patients (> 7 days from burn).
— Do not administer antibiotics in the absence of systemic infection. Infection is defined by the presence
of at least 2 of 4 following signs: temperature > 38.5°C or < 36°C, tachycardia, tachypnoea,
elevation of white blood cell count by more than 100% (or substantial decrease in the
number of white blood cells).
— In the event of systemic infection, start empiric antibiotic treatment:
cefazolin IV
Children > 1 month: 75 mg/kg/day in 3 divided doses
Adults : 6 g/day in 3 divided doses
+ ciprofloxacin PO
Children > 1 month: 30 mg/kg/day in 2 divided doses
Adults: 1.5 g/day in 3 divided doses
— Local infection, in the absence of signs of systemic infection, requires topical treatment with silver
sulfadiazine.
Other treatments
— Omeprazole IV from D1
Children: 1 mg/kg once daily
Adults: 40 mg once daily
— Tetanus immunization/prophylaxis.
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— Thromboprophylaxis: nadroparin SC beginning 48 to 72 hours post-injury. High risk dosing protocol if
the BSA is > 50% and/or in the event of high-voltage electrical injury; moderate risk dosing
protocol if the BSA is 20 to 50% and/or in the event of burns of the lower limbs.

— Physiotherapy from D1 (prevention of contractures), analgesia is necessary.

— Intentional burns (suicide attempt, aggression): appropriate psychological follow-up.

Ill. Local treatment

Regular dressing changesa prevent infection, decrease heat and fluid losses, reduce energy

loss, and promote patient comfort. Dressings should be occlusive, assist in relieving pain,

permit mobilisation, and prevent contractures.

— Basic principles

¢ Rigorous adherence to the principles of asepsis.

¢ Dressing changes require morphine administration in the non-anaesthetised patient.

¢ The first dressing procedure is performed in the operating room under general anaesthesia,
the following in an operating room under general anaesthesia or at the bedside with morphine.

—Technique

e At the time of the first dressing procedure, shave any hairy areas (armpit, groin, pubis) if
burns involve the adjacent tissues; scalp (anteriorly in the case of facial burns, entirely in
the case of cranial burns). Cut nails.

¢ Clean the burn with polyvidone iodine scrub solution (1 volume of 7.5% PVI + 4 volumes of
0.9% sodium chloride or sterile water). Scrub gently with compresses, taking care to avoid
bleeding.

e Remove blisters with forceps and scissors.

¢ Rinse with 0.9% sodium chloride or sterile water.

¢ Dry the skin by blotting with sterile compresses.

¢ Apply silver sulfadiazine directly by hand (wear sterile gloves) in a uniform layer of 3-5 mm to all
burned areas (except eyelids and lips).

* Apply a greasy dressing (Jelonet® or petrolatum gauze) using a to-and-fro motion (do not use
circular dressings).

e Cover with a sterile compresses, unfolded into a single layer. Never encircle a limb with a single
compress.

e Wrap with a crepe bandage, loosely applied.

¢ Elevate extremities to prevent oedema; immobilise in extension.

— Frequency: routinely every 48 hours; daily in the event of superinfection or in certain areas (e.g.
perineum).

— Monitoring

e Distal ischaemia of the burned limb is the main complication during the first 48 hours.
Assess for signs of ischaemia: cyanosis or pallor of the extremity, dysaesthesia, hyperalgia,
impaired capillary refill.

e Monitor daily: pain, bleeding, progression of healing and infection.

Surgical care
— Emergency surgical interventions
e Escharotomy: in the case of circumferential burns of arms, legs or fingers, in order to avoid
ischaemia, and circumferential burns of chest or neck that compromise respiratory movements.
¢ Tracheotomy: in the event of airway obstruction due to oedema (e.g. deep cervicofacial burns).
Tracheotomy can be performed through a burned area.
e Tarsorrhaphy: in the event of ocular or deep eyelid burns.
¢ Surgery for associated injuries (fractures, visceral lesions, etc.).
— Burn surgery
¢ Excision-grafting of deep burns, in the operating room, under general anaesthesia, between D5 and
D6: excision of necrotic tissue (eschar) with simultaneous grafting with autografts of thin skin.
This intervention entails significant bleeding risk, do not involve more than 15% of BSA in the same
surgery.

101



o If early excision-grafting is not feasible, default to the process of sloughing- granulation-
reepithelisation. Sloughing occurs spontaneously due to the action of sulfadiazine/
petrolatum gauze dressings and, if necessary, by mechanical surgical debridement of
necrotic tissue. This is followed by granulation, which may require surgical reduction in the
case of hypertrophy. The risk of infection is high and the process is prolonged (> 1 month).

Pain management

All burns require analgesic treatment. Pain intensity is not always predictable and regular
assessment is paramount: use a simple verbal scale (SVS) in children > 5 years and adults and
NFCS or FLACC scales in children < 5 years.

Morphine is the treatment of choice for moderate to severe pain. Development of tolerance is
common in burn patients and requires dose augmentation. Adjuvant treatment may
complement analgesic medication (e.g. massage therapy, psychotherapy).

Continuous pain (experienced at rest)

— Moderate pain:
paracetamol PO: 60 mg/kg/day in 4 divided doses
+ tramadol PO: 4 to 8 mg/kg/day in 4 divided doses

— Moderate to severe pain:
paracetamol PO: 60 mg/kg/day in 4 divided doses
+ slow release morphine PO: 1 to 2 mg/kg/day in 2 divided doses at 12 hour-interval. In
patients with severe burns, oral drugs are poorly absorbed in the digestive tract during the
first 48 hours. Morphine must be administered by SC route: 0.2 mg/kg every 4 hours.

Acute pain experienced during care
Analgesics are given in addition to those given for continuous pain.
— Significant medical interventions and extensive burns: general anaesthesia in an operating room.
— Limited non-surgical interventions (dressings, painful physiotherapy):
e Mild to moderate pain, 60 to 90 minutes before giving care:
codeine PO or tramadol PO rarely allows treatment to be
completed comfortably. In the event of treatment failure, use morphine.
¢ Moderate or severe pain, 60 to 90 minutes before giving care:
immediate release morphine PO: initial dose of 0.5 to 1 mg/kg. The effective dose is usually
around 1 mg/kg, but there is no maximum dose.
or morphine SC: initial dose of 0.2 to 0.5 mg/kg. The effective dose is usually around
0.5 mg/kg, but there is no maximum dose.
Note: doses given are for adults.
For paracetamol, dosing is the same in children.
For tramadol and codeine, dosing is the same in children > 6 months.
For morphine, dosing is the same in children > 1 year, should be halved in children less than
1 year, and quartered in infants less than 3 months.

— Pain management using morphine during dressing changes at the bedside requires:
e A trained nursing team.
¢ Availability of immediate release oral morphine and naloxone.
¢ Close monitoring: level of consciousness, RR, pulse, Sa02, every 15 min for the first hour
following dressing change, then routine monitoring.
e Assessment of pain intensity and sedation during the intervention and for 1 hour thereafter.
e Necessary equipment for ventilation by mask and manual suction.
¢ Gentle handling of the patient at all times.
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— Adjustment of morphine doses for subsequent dressings:
e If pain intensity (SVS) is 0 or 1: continue with the same dose.
o If SVS score > 2: increase the dose by 25 to 50%. If pain control remains inadequate, the dressing
change should be carried out in the operating room under anaesthesia.
— Take advantage of the residual analgesia following dressing changes to carry out physiotherapy.
— As a last resort (morphine unavailable and no facilities to give general anaesthesia), in a safe
setting (trained staff, resuscitation equipment, recovery room), adding ketamine IM at
analgesic doses (0.5 to 1 mg/kg) reinforces the analgesic effect of the paracetamol + tramadol
combination given before a dressing change.

Chronic pain (during the rehabilitation period)

— The treatment is guided by self-evaluation of pain intensity, and utilises paracetamol and/or tramadol.
Patients may develop neuropathic pain.

— All other associated pain (physiotherapy, mobilization) should be treated as acute pain.

Minor burns (outpatient treatment)

— Wound care: dressings with silver sulfadiazine or petrolatum gauze (except for first- degree superficial
burns).

— Pain: paracetamol + tramadol usually suffices.
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25.Wound Care

— The objective of dressing wounds is to promote healing. The procedure includes cleaning, disinfection
and protection of the wound while respecting the rules of hygiene.

— Not all wounds need to be covered by a dressing (e.g. a clean wound that has been sutured for several
days; asmall dry wound not requiring sutures).

Material

— Sterile instruments
¢ one Kocher or Pean forceps
¢ one dissecting forceps
¢ one pair of surgical scissors or one scalpel to excise necrotic tissue and to cut gauze or sutures

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

If there are no sterile instruments, a dressing can be done using sterile gloves.

— Renewable supplies
e sterile compresses
¢ non-sterile disposable gloves
e adhesive tape and/or crepe or gauze bandage
o sterile 0.9% sodium chloride or sterile water
¢ depending on the wound: antiseptic (polyvidone iodine scrub solution, polyvidone iodine dermal
solution), paraffin compresses, analgesics

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

— Assign one room for dressings. It must be cleaned and the waste removed every day. The dressing
table must be disinfected after each patient.

— Dressings may be applied at the bedside if the patient’s condition requires. Use a clean, disinfected
dressing trolley with: on the upper tray, sterile and/or clean material (dressing set, extra
compresses, etc.) and on the lower tray, septic material (container for contaminated
instruments, sharps disposal container and a container or garbage bag for waste).

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

— Wear protective glasses if there is a risk of projection from an oozing wound.

— Always proceed from clean to dirty: start with patients with uninfected wounds. If there are multiple
dressings for one patient, start with the cleanest wound.

Technique

— If the procedure may be painful, give an analgesic and wait the necessary time for the drug to take
effect before starting the procedure.

— Settle the patient comfortably in an area where his privacy is respected throughout the procedure.

— Explain the procedure to the patient and obtain his co-operation.

— Instruments (or sterile gloves) must be changed between patients.

—To prevent drug interactions, use the same antiseptic for all care of one patient.

Removal of an old dressing
— Wash hands (ordinary soap) or disinfect them with an alcohol-based hand rub.
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— Put on non-sterile gloves and remove the adhesive tape, bandage and superficial compresses.

— Proceed gently with the last compresses. If they stick to the wound, loosen them with 0.9% sodium
chloride or sterile water before removal.

— Observe the soiled compresses. If there is significant discharge, a greenish colour or a foul odour, a
wound infection is likely.

— Discard the dressing and the non-sterile gloves in the waste container.

Observe the wound
—In the case of an open wound, loss of cutaneous tissue or ulcer, the colour is an indicator of
the stage in the healing process:
e black area = necrosis, wet or dry infected eschar
e yellow or greenish area = infected tissue and presence of pus
e red area = granulation, usually a sign of healing (unless there is hypertrophy), however, red edges
indicate inflammation or infection
e pink area = process of epithelisation, the final stage of healing that begins at the edges of the
wound

— In the case of a sutured wound, the existence of local signs of suppuration and pain requires the
removal of one or more sutures to avoid the infection spreading. Local signs include:
¢ red, indurated and painful edges
e drainage of pus between the sutures, either spontaneously or when pressure is applied on either
side of the wound
¢ lymphangitis
¢ sub-cutaneous crepitations around the wound
In any case, if local signs of infection are observed, look for general signs of infection (fever, chills,
changes in the overall condition).

Technique for cleaning and dressing of the wound

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

— Necrotic or infected open wounds:
¢ clean with polyvidone iodine (7.5% scrub solution, 1 part of solution + 4 parts of sterile
0.9% sodium chloride or sterile water). Rinse thoroughly then dab dry with a sterile
compress; or if not available, sterile 0.9% sodium chloride or sterile water and apply an
antiseptic (10% polyvidone iodine dermal solution).
¢ apply sterile vaseline and remove all necrotic tissue at each dressing change until the wound is
clean.
— Discard any sharp materials used in an appropriate sharps container and the rest of the
waste in a waste container.
— As quickly as possible, soak the instruments in disinfectant.
— Wash hands again or disinfect them with an alcohol-based hand rub.
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The principles remain the same if the dressing is done using instruments or sterile gloves.

Subsequent dressings

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

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

— Open, dirty wound: daily cleaning and dressing change.

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

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

Material

Instruments

— One dissecting forceps, one needle-holder, one pair of surgical scissors and one Pean or Kocher
forceps are usually enough.

— One or two other artery forceps, a pair of Farabeuf retractors and a scalpel may be useful for a
contused or deep wound.

Instruments to suture one wound for one patient must be packaged and sterilised together (suture box
or set) to limit handling and breaks in asepsis.

Renewable supplies

— For local anaesthesia: sterile syringe and needle; 1% lidocaine (without epinephrine)
— Sterile gloves, fenestrated sterile towel

— Sterile absorbable and non-absorbable sutures

— Antiseptic and supplies for dressings

— For drainage: corrugated rubber drain or equivalent, nylon suture

Technique

— Settle the patient comfortably in an area with good lighting and ensure all the necessary material is
prepared.

— Explain the procedure to the patient and ensure his co-operation.

—If the patient is a young child, arrange to have an assistant hold the child if necessary.

Initial cleaning

— Wear suitable clothing: sterile gloves for all wounds and a gown and protective glasses if there is a risk
of projection from a bleeding wound.

— Start by washing the wound, prolong the cleaning if the wound is particularly soiled. Use ordinary soap
or polyvidone iodine scrub solution and water and rinse.
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— If necessary use a sterile brush. Cleaning with running water is preferable to cleaning by immersion.

— If the wound is infected and the patient has general signs of infection (fever, chills, changes in the
overall condition) systemic antibiotic therapy may be required. Administer antibiotics at least
one hour prior to starting care.

Exploration

— Wash hands and put on sterile gloves.

— Disinfect the wound and surrounding area with 10% polyvidone iodine.

— Cover the wound with a fenestrated sterile towel.

— Local anaesthetic: infiltrate 1% lidocaine into the edges of the wound and wait at least 2 minutes for
the anaesthetic to take effect.

— Proceed carefully from the superficial to the deepest parts of the wound to explore the extent of the
wound, if necessary, aided by an assistant.

— Consider the anatomical location of the wound and look for injury to any underlying structures (the
clinical examination of a limb must include evaluation of sensitivity and motor functioning, as
well as that of tendons in order to orient surgical exploration):

¢ a wound that communicates with a fracture is an open fracture,
¢ a wound close to a joint may be a joint wound,
¢ a wound on the hands or feet may affect the nerves and/or tendons.
— Look for and remove any foreign bodies.
— In the event of significant pain or bleeding, the exploration must be completed in an operating room.

Wound excision

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

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

— Limit excision of the skin around the wound, particularly in facial wounds.

— Sub-cutaneous fat and tissue of doubtful viability should be generously excised in order to leave only
well vascularised tissue.

Immediate suturing of a simple wound

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

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

— Bites (for local treatment see Rabies, Chapter 8) and bullet, shell or mine shrapnel wounds should not
be immediately sutured.

Delayed suturing of a simple wound

— Wounds that do not fill the above conditions should not be immediately sutured.

— After cleaning, exploration and excision a simple dressing is applied to the open wound.

— Further cleaning and removal of any remaining necrotic tissue is completed with daily dressing
changes.

— If after 72 hours there are no signs of local infection, the wound may be sutured.

Healing by second intention of infected wounds

If the wound does not meet the conditions of cleanliness described above, the wound cannot be
sutured. It will heal either spontaneously (healing by secondary intention), or will require a skin graft
(once the wound is clean) if there is significant loss of tissue.
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26. Prevention and Control of Dengue Infection

1.Dengue

Dengue is vector-borne viral infection. Dengue virus is transmitted by female mosquitoes Aedes
aegypti and Ae. albopictus. This mosquito also transmits chikungunya, yellow fever and Zika
infection. Dengue is widespread throughout the tropics, with local variations in risk influenced by
rainfall, temperature and unplanned rapid urbanization. The infection causes flu-like illness, and
occasionally develops into a potentially lethal complication called dengue haemorrhagic fever and
severe dengue. Dengue is found in tropical and sub-tropical climates worldwide, mostly in urban
and semi-urban areas. There are 4 serotypes of the dengue virus (DEN-1, DEN-2, DEN-3 and DEN-4).
Recovery from infection by one provides lifelong immunity against that particular serotype.
However, cross-immunity to the other serotypes after recovery is only partial and temporary.

Subsequent infections by other serotypes increase the risk of developing severe dengue.

2.Treatment

There is no specific treatment for dengue/ severe dengue, but early detection and access to
proper medical care lowers fatality rates below 1%. Maintenance of the patient's body fluid volume

is critical to severe dengue care. For severe dengue, timely referral to hospital is critical.

3.Immunization

Since late 2015, the first dengue vaccine, Dengvaxia (CYD-TDV) by Sanofi Pasteur, was registered in

several countries for use in individuals 9-45 years of age living in endemic areas.

4.Prevention and control

Dengue prevention and control depends on effective vector control measures. At present, the main
method to control or prevent the transmission of dengue virus is to combat vector mosquitoes

through: preventing mosquitoes by environmental management and modification.

4.1. Environmental management

Environmental management seeks to change the environment in order to prevent or minimize
vector propagation and human contact with the vector-pathogen by destroying, altering, removing
or recycling non-essential containers that provide larval habitats. Such actions should be the

mainstay of dengue vector control. Three types of environmental management are defined:
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4.2. Environmental modification —

Long-lasting physical transformations to reduce vector larval habitats, such as installation of a
reliable piped water supply to communities, including household connections.

4.3. Environmental manipulation — temporary changes to vector habitats involving the
management of “essential” containers, such as frequent emptying and cleaning by scrubbing of
water-storage vessels, flower vases and desert room coolers; cleaning of gutters; sheltering stored
tyres from rainfall; recycling or proper disposal of discarded containers and tyres.

4.4. Vector management and delivery of vector control services

-Changes to human habitation or behaviour — actions to reduce human—vector contact, such as
installing mosquito screening on windows, doors and other entry points, and using mosquito nets
while sleeping during daytime.

-The choice of approach should be effective, practicable and appropriate to local circumstances.
-Actual or potentially important container types that cannot be removed.

-Improvement of water supply and water-storage systems.

-disposing of solid waste properly and removing artificial man-made habitats; covering, emptying
and cleaning of domestic water storage containers on a weekly basis; applying appropriate
insecticides to water storage outdoor containers. Abate (1% Temephos)

-Biological control by larvivorous fish

-improving community participation and mobilization for sustained vector control; applying

insecticides as space spraying during outbreaks as one of the emergency vector-control measures
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64205800503 Il PMYF:02:V OG0T 60:00)d
PRISON HOSPITAL
MEDICAL CHECK-UP FORM

Prisoner No. Section -

Name - Sentence —

Age & Sex — Date of sentence —
Father’s Name — Court —
Identification mark — Screening Date

Past Medical History

Significant past illness/disease
Drug allergy, if any —
HIV/ AIDS/ STI
TB —
Mental illness —
Eye —
Hypertension/ Heart disease —
Lungs
Gastro-intestinal -
. Liver & biliary —
. Urology —
. Reproductive —
. Musculoskeletal —
. Endocrine (DM, Thyroid, etc) —
. Skin diseases —
. Others —
. Menstrual history (for women)
. Drugs, regularly taken —

WoeoNU A WNR

R R R R R R R R R
0 NO U D WNREO

Physical Examination
Body weight (kg) - Height (meter)
General condition :

Psychological status —
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Nutritional status —

Eye : pallor - jaundice —
Vision — eye glasses —
ENT:

Head and neck :
Oral cavity :

Cardio-pulmonary system :

Pulse — BP - respiration -
Heart — lungs —
Abdomen : in general —
Liver — spleen —

Anogenital region (PR exam, if necessary) —
- UCGTest

Musculoskeletal system :

Gait —

Deformity/ malformation/ weakness, if any —

Any abnormal body marks? Bruises? Scars? Scores? Disabilities? Please make your observation on and
explain beside the body map below.

[—1 Nobodymarkor disability

if present, locate and describe body marks and below.

Front Back

Remarks :
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Countered signed by - Signature of M.O —
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< C =~ C C Ly o o
6§DV} GIl BO50Y|§:0066:00680:90S
MENTAL HEALTH HOSPITAL YANGON MYANMAR

MENTAL HEALTH ASSESSMENT REPORT

Past Psychiatric HiStory -------=-es-emcmmom e oo e e e e
Past Medical/ Surgical/ Obst & Gynae History--------=====-=mmmmm oo
Family History =~  ------mmmmm e
Person HiStory =  =--emmeemommoomeo oo e e e e
Premorbid Personality =~  -----------mmmmm o
Substance Use = —--mmrmmmmmmmm e

Alcohol Use history -----------==-m oo

General appearance and behavior — -----=---soememmemm oo
R =T=T ! « K
L (0T
Abnormal perception = = seeemeeeeeeeeeeeee e
Thought
Orientation @ === eeseeeeeeeeeeeeceececc oo
Attention and concentration = = s-eseeeeeeeeeeseee e
Memory = =000 e e
Abstract thinking =00 e
Judgment 0
Insight

Remark:
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SMART /|

MINI MENTAL STATE
EXAMINATION
(MMSE)

Patient's name:

Hospital number:

DATE
ONE POINT FOR EACH ANSWER

ORIENTATION
Year Month Day Date Time /5 /5 /5 /5
Country Town District Hospital Ward /5 /5 /5 /5
REGISTRATION
Examiner names 3 objects (eg apple, table, penny)
Patient asked to repeat (1 point for each correct).
THEN patient to learn the 3 names repeating until /3 7 3 /3
correct. — — — —_—
ATTENTION AND CALCULATION
Subtract 7 from 100, then repeat from result.
Continue 5 times: 100 93 86 79 65 /5 /5 /5 /5
Alternative: spell "WORLD" backwards - dlrow.
RECALL
Ask for names of 3 objects learned earlier. /3 /3 /3 /3
LANGUAGE
Name a pencil and watch. 12 /2 /2 2
Repeat "No ifs, ands, or buts". N /1 N N
Give a 3 stage command. Score 1 for each stage.
Eg. "Place index finger of right hand on your nose
and then on your left ear". /3 /3 /3 /3
Ask patient to read and obey a written command
on a piece of paper stating "Close your eyes". /1 /1 /1 /1
Ask the patient to write a sentence. Score if it is
sensible and has a subject and a verb. /1 /1 /1 /1
COPYING
Ask the patient to copy a pair of intersecting
pentagons:
/1 /1 /1
TOTAL /30 /30 /30 /30
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aenuiquw 5/ ol vyw wibl tp&ilicpmyp

National Tuberculosis Programme
Quarterly Report on TB Case Registration (TB - 07)

Name of townships/code no.
Region/State: Patients registered during Date of completion of this form:
Name of Township TB coordinator — quarter of

Area population
CNR (Bacteriologically confirmed) = Block(1), Row (1+3) x 100,000

(Per 100000 pop.) Population
CNR (Al TB cases) = Block (1), Row (1+2+3+4) x 100,000
(Per 100,000 pop.) Population

Block 1: All TB cases registered during the quarter except Transfer in patients

Type of patient Re-treatment Cases
New Previously .treated Unkn_own Total Grand
Relapse (excluding previous Total
Type of disease relapse) treatment history
M| F|M|F M F M F M F

Pulmonary, bacteriologically confirmed

Pulmonary, clinica Ily diagnosed

Extra pulmonary, bacteriologically confirmed

Extra pulmonary clinically diagnosed

Total TB Case

Block 2: All new and relapse cases (bacteriologically confirmed or clinically diagnosed)

registired during the quarter by age group and sex
e

Type 9 cox| 0-4 5-9 10-14 | 1524 | 2534 | 35-44 | 4554 | 55-64 | =65 | Total | Grand
MIF|M|F M|F|M|F|M[F| M|[F | MJF|[M|[F|MJ[F|M[F]| Toal

New

Relapse

Total

Childhood TB Meningitis by Age group and Sex

0-4 5-9 10-14 Total Grand

M| F|[M[F|M[]F|M]F]| Totl

Block 3: Laboratory diagnostic and follow-up activity
NTP MMA PSI Total
S X S X S X S X

(a)Patients with presumptive TB for Diagnosis (Dx)

(b)Number of Patients with positive bacteriological
results out of Diagnosis (Dx)

(c)Number of patients examined for follow-up
(d)Number of positive patients out of follow-up

Block 4: TB/HIV activities (all TB cases registered during the quarter)

Number of patients tested for HIV or/and known No. of HIV-positive HIV-positive TB No. of HIV + TB
HIV status (Pos / Neg) at the time of Diagnosis ' B atitfnts patients Start CPT and | patients Start ART and
registered in the Township TB register P ongoing CPT ongoing ART
Remarks- _IR(___)Cases __RR(___)Cases ___CR(___)Coses ____Total( __)Coses __________

Countersigned by:
Signature: Signature:
Name: Name:
Designation: Designation:
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NATIONAL TUBERCULOSIS PROGRAMME, MYANMAR TB-09

JUBERCULOSIS REFERRAL / TRANSFER FORM
Part (A)
Name of Referring / Transferring Unit:
Referral Unit to which patient is referred:
Name of patient: Age: Sex:
Address (in full): -

In patient No: / Out patient No: / Township TB No:

Disease classification Investigations Sputum results X’ray finding and date

O Pulmonary Sputum exam: 0 month
Pos O Neg: U | 1% month

O Extra-pulmonary Biopsy finding 2" month

Site: 3" month

Culture result
Pos O Neg:U

Treatment given:

Dosage and started date:

(Sputum result and X'ray film should be attached with this form)

Signature: Date referred/transferred:
Designation:

Part (B) Send this back to the Referring Unit as soon as patient has completed the treatment.

Name of patient: Age: Sex:
Township from which patient was transferred out:
Previous Township TB No.:

Treatment outcome:  cured ] completed [ died 0
defaulted [ failure ] transferred out []

Date of treatment stopped

Signature: Date :

Designation: Township

Part (C) Send this back to the Referring Unit as soon as patient has reported and been registered.

Name of patient: Age: Sex:
In patient No: / Out patient No: / Township TB No: of referred patient:
Date referred/transferred:

Township TB No. given:

Signature: Date :
Designation: Township
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Sr. No

Indicator Definition

Indicator in Reporting form

o C ¢ co_¢C
Pregnant women = ODUO0$6GIOICEIC

. _ .8, 9 ¢ ¢ c.0 ¢
pp = primipara = 200:D:DUO0$EI0OCIERC

. croc o O C C C o
mp = multlpara = CD‘D@QCDW)(L)[SQWPLDO?G&DCQBBQGQ

_ 9 c ¢C co_¢C ﬁ c C
spouse of pregnant woman = 05000$G30DCEICENICY$:

FSW = Female Sex Worker = @%ngzc%&\l)&oae

Client of FSW = c%ézaeaﬁ[gaaé]:cf:mgm:al?

MSM = Man who has sex with man = 33(%[:&7):63]5: c%éq?ao(f)aéoi

IDU/PWID (Intervenous drug user / people who inject drug )= %:ooogeaozsae@jobocc:):og&ae

artner o ey ected Population )= regular sexual partner o 5 , , etc., = s 5 ©G2020:020032 008NIENCOCI0D0GWII
P £ KAP (Key Affected Population ) 1 1 fFSW , MSM, PWID FSW,MSM,PWID § S lcﬁiP NeBEa005ad66d

c C Q
PLHIV mﬁscg‘?‘;l @l

Low Risk (not more than 10% of total )= 8:0')3@08@[% 32§ QS‘?ECZGQD 3200 (0%&50%@309589& o%&o%eaooégaémﬁaf:o%: I Risk Categories
c C Coy . coc Lon I 2 . ']rﬂrr nlﬁ L % C t °
YOOOP O © §) OCt ) Y §3aeoo&>§ceooo QP32220: Il CPPEGPOBOICECEz@N 20% LB =0 q

. _ [ o C c c
In-patient = %%)CuC\IE:?O/GSOuGJ%)C U)(‘OG@P(‘OO’[)&)G?GOJ)C\I?:?’)

C
Blood donor = Go0:c0eC
O Ll

TB patient =TB cp§>

. . . _ C C N C C C C ocC
Institutionalized = @qe:m:/afasmom:/a@gg@@@:oo@?@%Jc: (m(\)@oeﬂggo PGOE$OCOQPE

. . Gl C C C C
Uniformed services = UD$BUDCL00IIY006R / 3p6pooes

. . C ocC C C ocC C
Migrant populanon = G%G@OCSG?GECGOCO(\IES?OOL)II G_%}G@OCZG?O(PCGOJ)C?’BC\PO&)G):II

[ Q
Tested = 6230068036000 83961
(¢}

C)Po;tive = lc-llV anctibodgf tesg confnrmced pcositrive :coog\ogé:eog))fsjpr?é:eq (é] ogéa‘%:zamé@[@ogeaosﬁ oog‘ogé:eo&%]e@& me@wmésﬁ?m HIV
9:5)3333@0) QOY|OEIHCOPCO0POAICE eﬁ@o& 20p01)

. _ C =) C QocC o o Q ’] C
Post test counselhng total = GOAXOOGI0EID|( §OOGVGSO SLDqS]:D 8861 QocOICel
(¢] i 1 70 oI LT [

Remark = eOfCJQIO’CF QO 6&3”661’)0’)45
1st test (sc;'eening) méeﬂrmé“:);) @[co&)oég)‘?e eogrl)log:omngmé mmé@[@m“oéem“e}% Ex)$°8oa§°eq<%
@éwégq$ L 2 ] o [} o -0 [CIRTE L
lt20d3dtt @ coc ¢ . Q Co C €, 00 Q0 o _CO Q. o@c [Ny

st 2nd 3rd tes! QE lc(\[)o%coo& %’)c?vgpu? aaeqccaoo&amafa?gcu e?oaoo festXielabalebie N ol ({ieviebietint
testing only @la?o:x)@:meqzaogm §¢ 33@0: ﬁsms&]mcﬁp:@@eossﬁu

Required data for all variables can be found in respective columns of HTS register books.
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HOSPITAL DAILY RECORD (IN - PATIENT)

(To be completed and posted not later than the 71" of each month)
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(Revise/2013)
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Excluding babies born in Hospital

Separate Forms for each speciality
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6203900503 on Clinical Opiate Withdrawal Scale (COWS)

Clinical Opiate Withdrawal Scale (COWS)

For each item, circle the number that best describes the patient’s signs or symptom. Rate on just the
apparent relationship to opiate withdrawal. For example, if heart rate is increased because the patient
was jogging just prior to assessment, the increase pulse rate would not add to the score.

Patient’s Name:

Reason for this assessment:

Date and Time / /

Resting Pulse Rate: beats/minute
Measured after patient is sitting or lying for one minute

0 pulse rate 80 or below

1 pulse rate 81-100

2 pulse rate 101-120

4 pulse rate greater than 120

GI Upset: over last 1/2 hour

0 no GI symptoms

1 stomach cramps

2 nausea or loose stool

3 vomiting or diarrhea

5 multiple episodes of diarrhea or vomiting

Sweating: over past 1/2 hour not accounted fa by
room temperature or patient activity.

0 no report of chills or flushing

1 subjective report of chills or flushing

2 flushed or observable moistness on face
3 beads of sweat on brow or face

4 sweat streaming off face

Tremor observation of outstretched hands
0 no tremor

1 tremor can be felt, but not observed

2 slight tremor observable

4 gross tremor or muscle twitching

Restlessness Observation during assessment

0 able to sit still

1 reports dif ficulty sitting still, but is able to do so

3 frequent shifting or extraneous movements of legs/arms
5 unable to sit still for more than a few seconds

Yawning Observation during assessment

Ono yawning

1 yawning once or twice during assessment

2 yawning three or more times during assessment
4 yawning several times/minute

Pupil size

0 pupils pinned or normal size for room light

1 pupils possibly larger than normal for room light

2 pupils moderately dilated

5 pupils so dilated that only the rim of the iris is visible

Anxiety or Irritability

0 none

1 patient reports increasing irritability or anxiousness

2 patient obviously irritable or anxious

4 patient so irritable or anxious that participation in
the assessment is difficult

Bone or Joint aches If patient was having pain
previously, only the additional component attributed
to opiates withdrawal is scored

0 not present

1 mild dif fuse discomfort

2 patient reports severe diffuse aching of joints/muscles

4 patient is rubbing joints or muscles and is unable to sit
still because of discomfort

Gooseflesh skin

0 skin is smooth

3 piloerrection of skin can be felt or hairs standing up
on arms

5 prominent piloerrection

Runny nose or tearing Not accounted for by cold
symptoms or allergies

0 not present

1 nasal stuffiness or unusually moist eyes

2 nose running or tearing

4 nose constantly running or tears streaming down cheeks

Total Score
The total score is the sum of all 11 items

Initials of person
completing assessment:

Score: 5-12 = mild; 13-24 = moderate; 25-36 = moderately severe; more than 36 = severe withdrawal This version may be

copied and used clinically.
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