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FOREWORD

The Department of Health is committed to increasing access to good quality
care and improving our health care delivery system by focussing on access,
equity, efficiency, quality and sustainability. | am, therefore, proud to present
the fifth edition of the Primary Healthcare (PHC) Level Standard Treatment
Guidelines and Essential Medicines List.

The Standard Treatment Guidelines are intended to promote equitable
access to affordable medicines that are safe, effective and improve the
quality of care for all. Essential medicines is a global forward-looking
concept. The Essential Medicines List requires regular review of medicine
selection based on changes in a dynamic clinical and research environment.
It has been promoted as one of the most cost-effective ways of saving lives
and improving health.

This edition of the Primary Healthcare Level Standard Treatment Guidelines
and Essential Medicines List is the culmination of many months of intensive
and painstaking review. The commitment demonstrated by the Expert
Review Committee to interpret and contextualise the clinical evidence is
sincerely appreciated. In addition, we were privileged to have the
collaboration of many stakeholders during the review process. For all those
involved, | wish to express my sincerest gratitude.

We should not forget that the implementation of these guidelines will require
similar focus and commitment. It is for this reason that | call upon all
clinicians at all levels of care to actively support the implementation of the
Primary Healthcare Level Standard Treatment Guidelines and Essential
Medicines List in pursuit of realising our vision of a long and healthy life for
all South Africans.

DR A MOTSOALEDI, MP
MINISTER OF HEALTH
DATE: 14 JULY 2015



INTRODUCTION

Primary healthcare is the cornerstone of our health system and to essential
health service delivery. The Primary Healthcare (PHC) Standard Treatment
Guidelines (STGs) and Essential Medicines List (EML) 2014 edition provides
a solid foundation, and standardised criteria guiding clinicians in the
provision of essential universal PHC.

Evidence based medicine selection principles and consideration of practical
implications were applied during this review. Tools summarising the
evidence based changes in the PHC STGs and EML 2014 are available for
use with the revised publication.

To promote transparency, in this fifth edition, revisions are accompanied by
the level of evidence. All evidence based suggestions submitted through a
national call for comment were deliberated. In addition, there was extensive
collaboration with health experts, National Department of Health
programmes and clinical societies.

In keeping with our National Drug Policy, it is the responsibility of every
healthcare professional in our country to support the effective
implementation of the revised guidelines. Therefore, | call on all stakeholders
in the medicine management system including Provincial Departments of
Health, Pharmaceutical and Therapeutics Committees, Health Care
Managers, Supply Chain Managers, and every health care professional in
South Africa to use and promote the implementation of these revised
guidelines.

| congratulate the review committee and external stakeholders on a
successful collaboration and revision, and | thank them for their continued
commitment to healthcare provision in South Africa.

| encourage you to promote essential health service delivery at the PHC
level in South Africa through implementation of the evidence based PHC
STGs and EML 2014.

MS MP MATSOSO

DIRECTOR-GENERAL: HEALTH
DATE: 8 APRIL 2015
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THE ESSENTIAL MEDICINES CONCEPT

The WHO describes Essential medicines as those that satisfy the priority
health care needs of the population. Essential medicines are intended to be
available within the context of functioning health systems at all times in
adequate quantities, in the appropriate dosage forms, with assured quality
and adequate information, and at a price the individual and the community

can afford.

The concept of essential medicines is forward-looking. It incorporates the

need to regularly update medicines selections to:

»  reflect new therapeutic options and changing therapeutic needs;

»  the need to ensure medicine quality; and

»  the need for continued development of better medicines, medicines for
emerging diseases, and medicines to meet changing resistance

patterns.

Effective health care requires a judicious balance between preventive and
curative services. A crucial and often deficient element in curative services is
an adequate supply of appropriate medicines. In the health objectives of the

National Drug Policy, the government of South Africa clearly outlines its

commitment to ensuring availability and accessibility of medicines for all

people. These are as follows:

»  To ensure the availability and accessibility of essential medicines to all
citizens.

»  To ensure the safety, efficacy and quality of drugs.

»  To ensure good prescribing and dispensing practices.

» To promote the rational use of drugs by prescribers, dispensers and
patients through provision of the necessary training, education and
information.

»  To promote the concept of individual responsibility for health, preventive

care and informed decision-making.
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Achieving these objectives requires a comprehensive strategy that not only
includes improved supply and distribution, but also appropriate and extensive
human resource development. The implementation of an Essential Drugs
Programme (EDP) forms an integral part of this strategy, with continued
rationalisation of the variety of medicines available in the public sector as a
first priority. The private sector is encouraged to use these guidelines and

drug list wherever appropriate.

The criteria for the selection of essential drugs for Primary Health Care in
South Africa were based on the WHO guidelines for drawing up a national
EDL. Essential medicines are selected with due regard to disease prevalence,

evidence on efficacy and safety, and comparative cost.

The implementation of the concept of essential medicines is intended to be
flexible and adaptable to many different situations. It remains a national

responsibility to determine which medicines are regarded as essential.

Xvii



HOW TO USE THIS BOOK

Principles

The National Drug Policy makes provision for an Essential Drugs Programme
(EDP) which is a key component in promoting rational medicines use.

The Primary Healthcare (PHC) Standard Treatment Guidelines (STGs) and
Essential Medicines List (EML) should be used by healthcare workers providing
care at clinics, community health centres and gateway clinics at hospitals to
provide access to pharmaceuticals for the management of conditions
commonly presenting at this level. It is the responsibility of the Pharmaceutical
and Therapeutics Committees (PTCs) to ensure availability of medicines.

The medicines listed in the PHC EML should also be available at higher levels
of care.

Provincial PTCs have the authority to facilitate and control access to additional
medicines listed on the Adult and Paediatric hospital level EMLs at specific
PHC facilities. In addition, provincial PTCs are authorised to reasonably adapt
the STGs/EML according to local conditions and circumstances.

Provincial PTCs are also responsible for facilitating access of medicines using
down referral from a higher to a lower level of care.

PHC treatment guidelines are designed to be a progression in care to the
relevant Adult and Paediatric hospital level guidelines, with referral of patients
with more complex and uncommon conditions to facilities with the skills and
resources to provide further care. In addition, where a referral is
recommended, the relevant medicines have either been reviewed and included
in the Adult and Paediatric hospital level EMLs, or are in the process of being
reviewed. Given that the STGs and EML for the various levels are reviewed at
different times, there is a period when the STGs and EMLs are not always
perfectly aligned.

All reasonable steps have been taken to align the STGs with Department of
Health guidelines that were available at the time of review.

A medicine is included or removed from the list using an evidence based
medicine review of safety and effectiveness, followed by consideration of cost
and other relevant practice factors.
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The EML has been developed down to generic or International Non-propriety
Name (INN) level. It is anticipated that each Province will review the EML and
prevailing tenders to compile a formulary which:
» lists formulations and pack sizes that will facilitate care in alignment
with the STGs and EML;
» selects the preferred member of the therapeutic class based on cost;

» implements formulary restrictions consistent with the local environment;
and
» provides information on medicine prices.

Therapeutic classes are designated in the “Medicine treatment” section of the
STGs which provides a class of medicines followed by example such as,
HMGCoA reductase inhibitors (statins) e.g. simvastatin. These therapeutic
classes have been designated where none of the members of the class offer
any significant benefit over the other registered members of the class. It is
anticipated that by limiting the listing to a class there is increased competition
and hence an improved chance of obtaining the best possible price in the
tender process. In circumstances where you encounter such a class always
consult the local formulary to identify the example that has been approved for
use in your facility.

The perspective adopted is that of a competent prescriber practicing in a public
sector facility. As such, the STGs serve as a standard for practice but do not
replace sound clinical judgment.

Navigating the book

Itis important that you become familiar with the contents and layout of the book
in order to use the STGs effectively.

Where relevant this book is consistent with the Standard Treatment Guidelines
for Hospital Level, Adults and Paediatrics, Integrated Management of
Childhood lliness Strategy (IMCI) guidelines and other National Programme
treatment guidelines.

The ICD-10 number, included with the conditions, refers to an international
classification method used when describing certain diseases and conditions. A
brief description and diagnostic criteria are included to assist the medical
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officer to make a diagnosis. These guidelines also make provision for referral
of patients with more complex and uncommon conditions to facilities with the
resources for further investigation and management. The dosing regimens
provide the recommended doses used in usual circumstances however the
final dose should take into consideration capacity to eliminate the medicine,
interactions and co-morbid states.

Itis important to remember that the recommended treatments provided in this
book are guidelines only and are based on the assumption that prescribers are
competent to handle patients’ health conditions presented at their facilities.
Where the professional expertise of certain PHC centres exceeds that of an
average clinic, PTCs are encouraged to tailor the availability of medicines at
these centres. Adopting a more flexible approach promotes better utilisation of
resources with healthcare provided that is more convenient for patients.

The STGs are arranged into chapters according to the organ systems of the
body. Conditions and medicines are cross referenced in two separate indexes
of the book. In some therapeutic areas that are not easily amenable to the
development of a STG, the section is limited to a list of medicines.

This edition of the PHC STGs and EML provides medicine information services
with contact numbers.

The section on Patient Education in Chronic Conditions aims to assist health
workers to improve patient adherence and health.

Medicines Safety

Provincial and local PTCs should develop medicines safety systems to obtain
information regarding medication errors, prevalence and importance of adverse
medicine events, interactions and medication quality. These systems should
not only support the regulatory pharmacovigilance plan but should also provide
pharmacoepidemiology data that will be required to inform future essential
medicines decisions as well as local interventions that may be required to
improve safety.

In accordance with the Medicines Control Council’s guidance on reporting
adverse drug reactions in South Africa, the healthcare worker (with the support
of the PTC) should report the relevant adverse reactions to the National
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Adverse Drug Event Monitoring Centre (NADEMC). To facilitate reporting, a
copy of the Adverse Drug Reaction form and guidance on its use has been
provided at the back of the book.

Feedback

Comments that aim to improve these treatment guidelines will be appreciated.
The submission form and guidelines for completing the form are included in the
book. Motivations will only be accepted from the Provincial PTC.

Paediatric Dose Calculation

Paediatric doses are mostly provided in the form of weight-band dosing tables
according to age. It is recommended that doses be calculated by weight,
described as mg/kg. If this is not possible, choose a dose from the weight-band
tables. Only use the dose according to age as a last resort. In particular, do not
use age bands if the child appears small for his/her age or is malnourished.

Different conditions require different dosing of medication. In children most
conditions can use standardised doses. These standardised paediatric weight-
band dosing tables for specific conditions are contained in an appendix. Where
a specific condition is not indicated in the appendix, refer to the STGs in the
main text of the book for the dosing specific to that condition.

Prescription Writing

Medicines should be prescribed only when they are necessary for treatments
following clear diagnosis. Not all patients or conditions need prescriptions for
medication. In certain conditions simple advice and general and supportive
measures may be more suitable.

In all cases carefully consider the expected benefit of a prescribed medication
against potential risks. This is important during pregnancy where the risk to
both mother and foetus must be considered.

All prescriptions should:

» be written legibly in ink by the prescriber with the full name and
address of the patient, and signed with the date on the prescription
form;

» specify the age and, in the case of children, weight of the patient;
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» have contact details of the prescriber e.g. name and telephone number.

In all prescription writing the following should be noted:

» The name of the medicine or preparation should be written in full using

the generic name.
» No abbreviations should be used due to the risk of misinterpretation.
Avoid the Greek mu (y): write mcg as an abbreviation for micrograms.

» Avoid unnecessary use of decimal points and only use where decimal
points are unavoidable. A zero should be written in front of the decimal
point where there is no other figure, e.g. 2 mg not 2.0 mg or 0.5 ml and
not .5ml.

» Frequency. Avoid Greek and Roman frequency abbreviations that
cause considerable confusion — qgid, god, tds, tid, etc. Instead either
state the frequency in terms of hours (e.g. 8 hourly) or times per day in
numerals (e.g. 3x/d).

State the treatment regimen in full:

¢ medicine name and strength,
dose or dosage,
dose frequency,
duration of treatment,
e.g. amoxicillin 250 mg 8 hourly for 5 days.
» In the case of “as required”, a minimum dose interval should be
specified, e.g. every 4 hours as required.
Most monthly outpatient scripts for chronic medication are for 28 days;
check that the patient will be able to access a repeat before the 28 days
are completed.
After writing a script, check that the dose, dose units, route, frequency,
and duration for each item is stated. Consider whether the number of
items is too great to be practical for the patient, and check that there are
no redundant items or potentially important drug interactions. Check that
the script is dated and that the patient’'s name and identification number
are on the prescription form. Only then should the prescriber sign the
script, and as well as provide some other way for the pharmacy staff to
identify the signature if there are problems (print your name, use a
stamp, or use a prescriber number from your institution’s pharmacy).

~
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A GUIDE TO PATIENT ADHERENCE IN CHRONIC
CONDITIONS

Achieving health goals for chronic conditions such as asthma, diabetes, HIV

and AIDS, epilepsy, hypertension, mental health disorders and TB requires

attention to:

»  Adherence to long term pharmacotherapy — incomplete or non-adherence
can lead to failure of an otherwise sound pharmacotherapeutic regimen.

»  Organisation of health care services, which includes consideration of
access to medicines and continuity of care.

Patient Adherence

Adherence is the extent to which a person’s behaviour — taking medication,
following a diet and/or executing lifestyle changes, corresponds with agreed
recommendations from a health care provider.

Poor adherence results in less than optimal management and control of the
illness and is often the primary reason for suboptimal clinical benefit. It can
result in medical and psychosocial complications of disease, reduced quality of
life of patients, and wasted health care resources.

Poor adherence can fall into one of the following patterns where the patient:

» takes the medication very rarely (once a week or once a month);

»  alternates between long periods of taking and not taking their medication
e.g. after a seizure or BP reading;

»  skips entire days of medication;

»  skips doses of the medication;

»  skips one type of medication;

» takes the medication several hours late;

» does not stick to the eating or drinking requirements of the medication;

» adheres to a purposely modified regimen; and

» adheres to an unknowingly incorrect regimen.

Adherence should be assessed on a regular basis. Although there is no gold
standard, the current consensus is that a multi method approach that includes
self report be adopted such as that below. .

Barriers that contribute toward poor adherence

BARRIER RECOMMENDED SUPPORT

Life style

» ltis often difficult to take »  Create a treatment plan with
multiple medications. information on how and when to

take the medications.

» A busy schedule makes it »  Use reminders such as cues that
difficult to remember to take the form part of the daily routine.
medication.
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BARRIER
Attitudes and beliefs

The condition is misunderstood or
denied.

Treatment may not seem to be
necessary.

May have low expectations about
treatment.

Social and economic

»

»

May lack support at home or in
the community

May not have the economic
resources to attend
appointments.

Healthcare team related

Little or no time during the visit to
provide information.

Information maybe provided in a
way that is not understood.
Relationship with the patient may
not promote understanding and
self management.

Treatment related

»

Complex medication regimens
(multiple medications and doses)
can be hard to follow.

May be discouraged if they don’t
feel better right away.

May be concerned about adverse
effects.

RECOMMENDED SUPPORT

Remind patients that they have a
long term iliness that requires
their involvement.

Use change techniques such as
motivational interviewing.
Identify goals to demonstrate
improvement/stabilisation.

Encourage participation in
treatment support programs.
Consider down referral or
reschedule appointment to fit in
with other commitments.

Encourage patient to ask
questions.

Use patient literacy materials in
the patient’s language of choice.
Engage active listening.

If possible reduce treatment
complexity

Help the patient understand the
condition and the role of their
medication

Discuss treatment goals in relation
to potential adverse effects.

Although many of these recommendations require longer consultation time,
this investment is rewarded many times over during the subsequent years of
management.

For a patient to consistently adhere to long term pharmacotherapy requires
integration of the regimen into his or her daily life style. The successful
integration of the regimen is informed by the extent to which the regimen differs
from his or her established daily routine. Where the pharmacological
proprieties of the medication permits it, the pharmacotherapy dosing regimen
should be adapted to the patient’s daily routine. For example, a shift worker
may need to take a sedating medicine in the morning when working night
shifts, and at night, when working day shifts. If the intrusion into life style is too
great alternative agents should be considered if they are available. This would
include situations such as a lunchtime dose in a school-going child who
remains at school for extramural activity and is unlikely to adhere to a three
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times a regimen but may very well succeed with a twice daily regimen.

Towards concordance when prescribing

Establish the patient’s:

» occupation,

»  daily routine,

»  recreational activities,

»  past experiences with other medicines, and

»  expectations of therapeutic outcome.

Balance these against the therapeutic alternatives identified based on clinical
findings. Any clashes between the established routine and life style with the
chosen therapy should be discussed with the patient in such a manner that the
patient will be motivated to a change their lifestyle.

Note: Education that focuses on these identified problems is more likely to
be successful than a generic approach toward the condition/medicine.

Education points to consider

» Focus on the positive aspects of therapy whilst being encouraging
regarding the impact of the negative aspects and offer support to deal with
them if they occur.

»  Provide realistic expectations regarding:

— normal progression of the iliness - especially important in those diseases
where therapy merely controls the progression and those that are
asymptomatic;

— the improvement that therapy and non-drug treatment can add to the
quality of life.

»  Establish therapeutic goals and discuss them openly with the patient.

»  Any action to be taken with loss of control or when side effects develop.

» In conditions that are asymptomatic or where symptoms have been
controlled, reassure the patient that this reflects therapeutic success, and
not that the condition has resolved.

»  Where a patient raises concern regarding anticipated side effects, attempt
to place this in the correct context with respect to incidence, the risks vs.
the benefits, and whether or not the side effects will disappear after
continued use.

Note: Some patient’s lifestyles make certain adverse responses acceptable

which others may find intolerable. Sedation is unlikely to be acceptable to a

student but an older patient with insomnia may welcome this side effect.

This is where concordance plays a vital role.

Notes on prescribing in chronic conditions.

» Do not change doses without good reason.

»  Never blame anyone or anything for non-adherence before fully
investigating the cause.

»  Ifthe clinical outcome is unsatisfactory - investigate adherence (remember
side effects may be a problem here).

»  Always think about side effects and screen for them from time to time.

»  When prescribing a new medicine for an additional health related problem
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ask yourself whether or not this medicine is being used to manage a side
effect.

Adherence with a once daily dose is best. Twice daily regimens show
agreeable adherence. However, once the interval is decreased to 3 times
a day there is a sharp drop in adherence which deteriorates further on a 4
times a day regimens.

Keep the total number of tablets to an absolute minimum as too many may
lead to medication dosing errors and may influence adherence

Improving Continuity of Therapy

Make clear and concise records.

Involvement the patient in the care plan.

Every patient on chronic therapy should know:

his/her diagnosis

— the name of every medicine

— the dose and interval of the regimen

— his/her BP or other readings

Note: The prescriber should reinforce this only once management of
the condition has been established.

When the patient seeks medical attention for any other complaints such
as a cold or headache he/she must inform that person about any other
condition/disease and its management.

If a patient indicates that he/she is unable to comply with a prescribed
regimen, consider an alternative - not to treat might be one option, but be
aware of the consequences e.g. ethical.
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Chapter 1: Dental and oral conditions

1.1 Abscess and caries, dental
1.1.1 Abscess, dental
1.1.2 Caries, dental

1.2 Candidiasis, oral (thrush)

1.3 Gingivitis and periodontitis
1.3.1 Gingivitis, uncomplicated
1.3.2 Periodontitis
1.3.3 Necrotising periodontitis

1.4 Herpes simplex infections of the mouth and lips

1.5 Aphthous ulcers

1.6 Teething, infant
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CHAPTER 1 DENTAL AND ORAL CONDITIONS

1.1 ABSCESS AND CARIES, DENTAL

1.1.1 ABSCESS, DENTAL
K04.7

DESCRIPTION

Acute or chronic suppuration related to teeth, due to infection. It is characterised by:
» acute, severe, throbbing pain

» swelling adjacent to the tooth, or on the face

» pain worsened by tapping on affected teeth

» restriction in mouth opening or difficulty in chewing

» pus collection and drainage either intra-orally or on the face

MEDICINE TREATMENT

Initiate treatment before referral:

Children

e Amoxicillin, oral, 10-20 mg/kg 8 hourly for 5 days.

Use one of the following:

Weight Dose Susp Capsule Age
kg mg 125mg | 250mg 250 500 Months/years
/5mL /5mL mg mg
>11-25kg | 250mg | 10mL | 5mL | 1cap | - >8 months—7
years
>25 kg 500 mg - - 2caps | 1cap >7 years
Adults
e Amoxicillin, oral, 500 mg 8 hourly for 5 days.
AND
Children

e Metronidazole, oral, 7.5 mg/kg/dose 8 hourly for 5 days. See dosing table, pg
22.6.

Adults
e Metronidazole, oral, 400 mg, 8 hourly for 5 days.

Penicillin allergy:

Children < 18 kg
= Macrolide, e.g.:

e Erythromycin, oral, 10-15 mg/kg/dose 6 hourly for 5 days. See dosing table, pg
22.4.

Children: 18-35 kg (able to take tablets)

= Macrolide, e.g.:

e Azithromycin, oral, 250 mg daily for 3 days.
Children > 35 kg and adults

= Macrolide, e.g.:

e Azithromycin, oral, 500 mg daily for 3 days.
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CHAPTER 1 DENTAL AND ORAL CONDITIONS

Pain:

Children

e Paracetamol, oral, 10-15 mg/kg/dose 6 hourly when required. See dosing table,
pg 22.7.

Adults
e Paracetamol, oral, 1 g 6 hourly when required.

REFERRAL
All cases.

1.1.2 CARIES, DENTAL
K02

To be managed by a dentist.

For local anaesthesia for dental procedures:
e Lidocaine (Dentist only).
e Lidocaine with epinephrine (adrenaline) (Dentist only).

1.2 CANDIDIASIS, ORAL (THRUSH)
B37.0

DESCRIPTION

A candida infection of the mouth and sometimes of the pharynx.

Commonly presents as painful creamy white patches that can be scraped off the
tongue and buccal mucosa.

Often occurs in healthy babies up to one month of age.

Risk factors for candida include:

»  poor oral hygiene

» immunosuppression (may be responsible for severe cases of oral thrush)

»  prolonged use of broad spectrum antibiotics or corticosteroids (including
inhaled)

»  certain chronic diseases, e.g. diabetes mellitus

» trauma e.g. from poorly fitting dentures or dentures worn whilst sleeping

GENERAL MEASURES

» ldentify underlying causes, based on risk factors.
» Improve oral hygiene.

» Feed infants using cup instead of a bottle.

» Ensure proper fitting dentures.

MEDICINE TREATMENT

¢ Nystatin suspension, oral, 100 000 IU/mL, 1 mL 6 hourly after each meal/feed
for 7 days.
o Keep in contact with the affected area for as long as possible prior to swallowing.
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CHAPTER 1 DENTAL AND ORAL CONDITIONS

0 In older children, ask the child to swirl in the mouth, prior to swallowing.
o Ininfants, advise mothers to apply to front of the mouth and spread over the
oral mucosa with a clean finger.
o Continue for 48 hours after cure.
Note: Oesophageal involvement in HIV infected patients with oral candidiasis who
have pain or difficulty when swallowing requires fluconazole. See Section 11.3.3:
Candida oesophagitis.

REFERRAL

» No improvement.

» Uncertain diagnosis.

» Pharyngeal or oesophageal involvement.

1.3 GINGIVITIS AND PERIODONTITIS

1.3.1 GINGIVITIS, UNCOMPLICATED
K05.1/K05.0

DESCRIPTION

An inflammation of the gum margin causing the gums to separate from the teeth.
Pockets (recesses) form between the gums and the teeth.

Pus and bacteria can collect in these pockets, eventually causing periodontitis. See
section 1.3.2: Periodontitis.

Characteristics of uncomplicated gingivitis:

»  change in normal gum contour »  may be painful
»  redness » swollen gums
»  watery exudate/bleeding »  gum recession may occur

»  may be recurrent

PROPHYLAXIS AND GENERAL MEASURES

Oral hygiene is usually adequate to prevent superficial mouth and gum infection:

» Oral hygiene after each meal to remove plaque and food debris.

» Brush teeth twice daily.

» Floss teeth at least once daily.

» Rinse mouth with homemade salt mouthwash for one minute twice daily (i.e.
2 medicine measure of table salt in a glass of lukewarm water).

MEDICINE TREATMENT

Brush, floss, rinse mouth with water and then rinse with:

e Chlorhexidine 0.2%, 15 mL as a mouthwash, twice daily, after brushing teeth,
for 5 days.
o Do not swallow.
Note: Do not eat or drink immediately after this.

LoE: IIf
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Pain:

Children

e Paracetamol, oral, 10-15 mg/kg/dose 6 hourly when required. See dosing table,
pg 22.7.

Adults

e Paracetamol, oral, 1 g 6 hourly when required.

1.3.2 PERIODONTITIS
K05.3, K05.2

DESCRIPTION
Progressive gingivitis to the point where the underlying bone is eroded. It is
characterised by loose teeth and is a cause of tooth loss in adults.

GENERAL MEASURES
» Provide advice on improving and maintaining oral hygiene.
» Brush teeth frequently, at least twice daily.

MEDICINE TREATMENT

Brush, floss, rinse mouth with water and then rinse with:

o Chlorhexidine 0.2%, 15 mL as a mouthwash, twice daily, for 5 days.
o Do not swallow.
Note: Do not eat or drink immediately after this.

Pain:

Children

e Paracetamol, oral, 10-15 mg/kg/dose 6 hourly when required. See dosing table,
pg 22.7.

Adults

e Paracetamol, oral, 1 g 6 hourly when required.

REFERRAL
All cases for dental treatment.

1.3.3 NECROTISING PERIODONTITIS
AB9.1

DESCRIPTION

An acute, very painful infection of the gingival margin. It is characterised by:

» foul smelling breath

» necrosis and sloughing of the gum margin, especially of the interdental papillae
» loss of gingiva and supporting bone around teeth

» presence of underlying disease, e.g. HIV

May lead to disease of surrounding lips and cheeks if not adequately treated.

GENERAL MEASURES
»  Relieve pain.
»  Improve oral hygiene.
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MEDICINE TREATMENT

Children

e Metronidazole, oral, 7.5 mg/kg/dose 8 hourly for 5 days. See dosing table, pg
22.6.

Adults
¢ Metronidazole, oral, 400 mg, 8 hourly for 5 days.

Brush, floss, rinse mouth with water and then rinse with:

o Chlorhexidine 0.2%, 15 mL as a mouthwash, twice daily, for 5 days.
o Do not swallow.
Note: Do not eat or drink immediately after this.

Pain:

Children

e Paracetamol, oral, 10-15 mg/kg/dose 6 hourly when required. See dosing table,
pg 22.7.

Adults
e Paracetamol, oral, 1 g 6 hourly when required.

REFERRAL
All cases for dental treatment.

1.4 HERPES SIMPLEX INFECTIONS OF THE MOUTH AND LIPS
B00.2

DESCRIPTION

Acute, painful vesicular eruptions of the lips or ulcerations of the lips and mouth
caused by Herpes simplex virus and characterised by:

»  shallow painful ulcers on the lips, gingiva and tongue

»  pain exacerbated on eating

It is a self-limiting infection with symptoms subsiding within 10 days.

GENERAL MEASURES

» Rinse mouth with homemade salt mouthwash for one minute twice daily (i.e.
2 medicine measure of table salt in a glass of lukewarm water).

» Ensure adequate hydration.

» Fluid diet for children.

» Avoid acidic drinks, e.g. orange juice or soft drinks as they may cause pain.

» Cover lesions on the lips with petroleum jelly.

MEDICINE TREATMENT

Children

e Paracetamol, oral, 10-15 mg/kg/dose 6 hourly when required. See dosing table,
pg 227.
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Adults
e Paracetamol, oral, 1 g 6 hourly when required.

Extensive oral herpes:
For children > 6 years and adults
e Tetracaine 0.5 %, oral, topical, applied every 6 hours.
= Apply a thin layer on the affected areas only.
Note: Safety in children < 6 years of age has not been established.

| LoEul ]
The following patients should be treated with aciclovir:

»  Children with extensive oral herpes provided treatment can be started within
72 hours of onset of symptoms.
»  HIV infected patients with Herpes simplex of the lips or mouth.

Children < 15 years of age
e Aciclovir, oral, 250 mg/m2/dose, 8 hourly for 7 days. See dosing table, pg 22.1.

Children > 15 years of age and adults
¢ Aciclovir, oral, 400 mg, 8 hourly for 7 days.

| LoEl"]
REFERRAL

» Severe condition.
» Dehydrated patients.
» No improvement after 1 week of treatment.

1.5 APHTHOUS ULCERS
K12.0

DESCRIPTION

Painful ulcers in the oropharynx. Minor ulcers (< 1 cm diameter) usually heal within
2 weeks. Major ulcers (> 1 cm diameter) are very painful, often very deep and
persist. Major ulcers usually indicate advanced HIV infection.

MEDICINE TREATMENT

Minor aphthous ulcers:

Children < 6 years of age

e Paracetamol, oral, 10-15 mg/kg/dose 6 hourly when required. See dosing table,
pg 22.7.

Children > 6 years of age and adults
e Tetracaine 0.5 %, oral, topical, applied every 6 hours.

= Apply a thin layer on the affected areas only.
Note: Safety in children < 6 years of age has not been established.

REFERRAL
Major ulcers for further diagnostic evaluation.
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1.6 TEETHING, INFANT
K00.7

DESCRIPTION

Teething is the appearance of teeth through the gums in the mouth of infants and
young children.

Symptoms often associated with teething include:

» fretfulness

» biting or chewing on hard objects

» drooling, which may often begin before teething starts

» gum swelling and tenderness

» refusing food

» sleeping problems

Teething is not a cause of severe or systemic symptoms, such as high fever or
diarrhoea. Exclude conditions other than teething in infants who are systemically
unwell or in distress.

Advise caregivers to seek medical advice if the infant becomes systemically unwell.

GENERAL MEASURES

Teething is a normal physiological process, simple self-care measures are

recommended.

» Gentle massage to the gum or biting on objects (such as teething rings) may
produce relief by producing counter-pressure against the gums (beware of
choking risks).

» Cold objects may help to ease symptoms.

Do not use local oral anaesthetic preparations in infants, as these have been
associated with severe adverse events.

REFERRAL
All children with systemic symptoms (e.g. high fever or diarrhoea) that cannot be
managed at primary health care level.

'Chlorhexidine. DRUGDEX® Drug Point, 2009.

'"Tetracaine hydrochloride.Sweetman SC, ed. Martindale: the complete drug reference. 37th ed. London, Pharmaceutical
Press, 2011.

"Aciclovir. Paz-Bailey G, Sternberg M, Puren AJ, Markowitz LE, Ballard R, Delany S, Hawkes S, Nwanyanwu O, Ryan C,
Lewis DA. Improvement in healing and reduction in HIV shedding with episodic acyclovir therapy as part of syndromic
management among men: a randomized, controlled trial. J Infect Dis. 2009 Oct 1;200(7):1039-49.
http://www.ncbi.nlm.nih.gov/pubmed/19715417
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Chapter 2: Gastro-intestinal
conditions

2.1 Abdominal pain
2.2 Dyspepsia, heartburn and indigestion, in adults
2.3 Gastro-oesophageal reflux/disease, in infants
2.4 Nausea and vomiting, non-specific
2.5 Anal conditions
2.5.1 Anal fissures
2.5.2 Haemorrhoids
2.5.3 Perianal abscesses
2.6 Appendicitis
2.7 Cholera
2.8 Constipation
2.9 Diarrhoea
2.9.1 Diarrhoea, acute in children
2.9.2 Diarrhoea, persistent in children
2.9.3 Diarrhoea, acute, without blood in adults
2.9.4 Diarrhoea, chronic in adults
2.10 Dysentery
2.10.1 Dysentery, bacillary
2.11 Helminthic infestation
2.11.1 Helminthic infestation, tapeworm
2.11.2 Helminthic infestation, excluding
tapeworm
2.12 Irritable bowel syndrome
2.13 Typhoid fever
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2.1 ABDOMINAL PAIN
R10.4

DESCRIPTION

Abdominal pain is a common symptom, which may be non-specific. It is frequently
benign, but may indicate a serious acute pathology. A thorough evaluation is
necessary to exclude a surgical abdomen or other serious conditions.

The history should include:

» duration, location, type, radiation and severity of pain

» relieving or aggravating factors e.g. food, antacids, exertion

» associated symptoms e.g. fever or chills, weight loss or gain, nausea, vomiting,
diarrhoea, cramps, fresh blood per rectum, melaena stools, jaundice, change in
stool or urine colour, vaginal discharge

» past medical and surgical history

» medication history

» alcohol intake or intake of other recreational substances

» family history of bowel disorders

» menstrual and contraceptive history in women

» associated vaginal discharge in women with lower abdominal pain

Examination should emphasise detection of:

» tachycardia

» fever

» jaundice or pallor

» abdominal masses, distension, tenderness

» signs of peritonitis (rebound tenderness and guarding)
» features of possible associated diseases (e.g. HIV)

MEDICINE TREATMENT
Symptomatic treatment if no specific cause or indication for referral is found.

Urinary tract infection:
See Chapter 8: Kidney and urological disorders.

Dyspepsia:
See Section 2.2: Dyspepsia, heartburn and indigestion, in adults.

Pain relief (adults):
Analgesia as appropriate. See Section 20.1: Pain control.

Renal and biliary colic or acute surgical abdomen:

e Morphine, IM/IV, 10 mg as a single dose and refer (Doctor initiated).
For IV morphine:
o Dilute in 10 mL sodium chloride 0.9%.
0 Administer slowly over 5 minutes.

1
Abdominal cramp-like pains: LoE:Hil

e Hyoscine butylbromide, oral, 10 mg 6 hourly for a maximum of 3 days.
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Cancer pain e.g. pancreatic, gastric cancer
See Section 20.3: Chronic cancer pain.

REFERRAL

» Severe pain that cannot be managed at primary health care level.
» Signs of acute abdomen.

» Associated bloody non-diarrhoeal stools.

» Associated abdominal mass.

2.2 DYSPEPSIA, HEARTBURN AND INDIGESTION, IN ADULTS
K30/R12

DESCRIPTION

Dyspepsia, heartburn and indigestion are common conditions. These conditions
often present with epigastric discomfort and minimal change in bowel habits.
Intermittent indigestion, heartburn or dyspepsia may be associated with:

» use of NSAIDs e.g. aspirin, ibuprofen, pain powders

» spicy food, alcohol, carbonated drinks

» smoking

Note: Dyspeptic symptoms may possibly be due to acute coronary syndrome.

GENERAL MEASURES

» Stop smoking.

» Limit alcohol intake.

» Eat small frequent meals.

» Check haemoglobin.

» Stop the use of potential ulcerogenic medicines e.g. NSAIDs.

MEDICINE TREATMENT
Initiate medicine therapy with:
= Proton-pump inhibitor e.g.:
e Lansoprazole 30 mg, oral, daily for 14 days.
0 Also indicated for short-term use in pregnancy.
o Refer if symptoms recur after 14 day course of therapy.

REFERRAL
»  Presence of warning signs:
— weight loss — anaemia
—  persistent vomiting — haematemesis
— dysphagia — palpable abdominal mass

»  No response within 7 days of starting proton-pump treatment.

»  Recurrence of symptoms, especially:
— >50years of age — previous gastric surgery
— family history of gastric carcinoma
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2.3 GASTRO-OESOPHAGEAL REFLUX/DISEASE IN INFANTS

K30/R12

DESCRIPTION

Gastro-oesophageal reflux (GOR) is the passive regurgitation of gastric content into
the oesophagus. It is a normal physiological phenomenon in infants, children and
adults. Gastro-oesophageal reflux disease (GORD) is when GOR results in
abnormal or pathological complications.

Symptoms

Frequent positing/regurgitation of small amounts of milk/food.

GENERAL MEASURES

In the absence of referral criteria (features of GORD), no medicine treatment is

required. Counselling and non-medicinal measures are suggested:

» Explain that GOR is common and resolves in the majority of children by the age
of 12—18 months.

» Upright positioning after feeds.

REFERRAL

» Failure to thrive (growth faltering).

» Abnormal posturing with opisthotonus or torticollis (Sandifer’'s syndrome).

» Respiratory symptoms, i.e. recurrent wheeze or cough, chronic obstructive
airway disease, recurrent aspiration/pneumonia, stridor, apnoea and apparent
life-threatening events.

2.4 NAUSEA AND VOMITING, NON-SPECIFIC
R11.2

DESCRIPTION
There are many possible causes of nausea and vomiting.

Some important causes to exclude are:

» gastro-intestinal disease » alcohol abuse

» liver disease » early pregnancy
» renal failure » medicines
Establish if the vomiting is associated with:

» abdominal pain » headache

» diarrhoea » constipation

GENERAL MEASURES

» Maintain adequate hydration with clear fluids. See Section 2.9: Diarrhoea.

» In children, do not stop feeds for more than 1 hour. Restart feeds in smaller and
more frequent amounts.
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MEDICINE TREATMENT

Children

Do not use anti-emetics. Give small volumes of fluids more frequently.
Adults

e Metoclopramide, IM/IV/oral, 10 mg 8 hourly.

REFERRAL

Urgent

» Severe dehydration. » Severe pain.
»  Shock. »  Wasting.

» Diabetes. » Jaundice.

» Features of sepsis.

» Associated abdominal tenderness with guarding and rebound tenderness.
»  Signs of intestinal obstruction i.e. no stool or flatus passed.

» Infants with projectile vomiting or vomiting everything.

» Vomiting with digested or fresh blood present.

2.5 ANAL CONDITIONS

2.5.1 ANAL FISSURES
K60.2

DESCRIPTION

Painful small cracks just inside the anal margin.

It is often seen together with a sentinel pile or external haemorrhoids.
May cause spasm of the anal sphincter.

GENERAL MEASURES
Dietary advice to promote soft stools.

MEDICINE TREATMENT

Children

e Lactulose, oral, 0.5 mL/kg/dose once daily. See dosing tables, pg 22.5.
o If poor response, increase frequency to 12 hourly.

Adult
e Lactulose, oral, 10-20 mL once daily.
o0 If poor response, increase frequency to 12 hourly.

e Bismuth subgallate compound, ointment, topical, applied 2—4 times daily.
OR
Lidocaine 2%, cream, topical, applied before and after each bowel action.

REFERRAL

» Severe pain.

» Recurrent episodes.

» Poor response to symptomatic treatment.
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2.5.2 HAEMORRHOIDS
184.9

DESCRIPTION

Varicose veins of the ano-rectal area.

Is usually accompanied by a history of constipation.

In older patients consider a diagnosis of underlying carcinoma.

GENERAL MEASURES

» High-fibre diet.

» Counsel against chronic use of laxatives.
» Avoid straining at stool.

MEDICINE TREATMENT

Symptomatic treatment for painful haemorrhoids:

e Bismuth subgallate compound, ointment, topical, applied 2—4 times daily.

OR
Bismuth subgallate compound suppositories, insert one into the rectum 3 times
daily.

OR
Lidocaine 2%, cream, topical, applied before and after each bowel action.

Constipation
See Section 2.8: Constipation.

REFERRAL
» For surgical intervention if necessary:

— if the haemorrhoid cannot be reduced

— if the haemorrhoid is thrombosed

— poor response to conservative treatment
» Children.

2.5.3 PERIANAL ABSCESSES
K61.0

An abscess forming adjacent to the anus.
Caused by organisms spreading through the wall of the anus into peri-anal soft tissues.
Treatment is by surgical drainage.

2.6 APPENDICITIS
K37

REFERRAL

» All patients with suspected appendicitis:
— rightiliac fossa tenderness
— rightiliac fossa rebound pain
— severe persistent abdominal pain
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2.7 CHOLERA
A00.9
Note: notifiable condition.

DESCRIPTION
Very acute severe watery diarrhoea due to infection with Vibrio cholerae.
Clinical features include:
» rice water appearance of stools:
— no blood in stools
— no pus in stools
— no faecal odour
» possible vomiting
» rapid severe dehydration
Note: Prevent and treat dehydration.

GENERAL MEASURES
Rehydrate aggressively with oral rehydration solution (ORS).

MEDICINE TREATMENT

Treat dehydration

Children

Treat dehydration. See Section 2.9.1: Diarrhoea, acute in children.

In all children who are able to take oral medication
e Zinc (elemental), oral for 14 days:

o If <10 kg give 10 mg/day.

o If> 10 kg give 20 mg/day.

T
Adults LoE:Ill

Oral treatment:

e ORS.

OR
Homemade sugar and salt solution. See Section 2.9: Diarrhoea.
The volume of fluid required for oral rehydration depends on the severity of the
dehydration.

Oral rehydration is preferred. In stuporose patients administer ORS by nasogastric tube.

IV treatment:
e Sodium chloride 0.9%, IV.

Antibiotic treatment

Children

o Ciprofloxacin, oral, 20 mg/kg as a single dose immediately. (Ciprofloxacin is
specifically used for this indication in children).
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Use one of the following:
Weight Dose Susp Tablet Age
kg mg 250 mg / Months / years
5mL 250 mg | 500 mg
>3.5-5kg 75 mg 1.5 mL - - >1-3 months
>5-7 kg 100 mg 2mL - - >3-6 months
>7-9 kg 150 mg 3mL - - >6—12 months
>9-11 kg 200 mg 4 mL - - >12-18 months
>11-14 kg 250 mg 5mL 1 tablet - >18 months-3 years
>14-17.5kg | 300 mg 6 mL - - >3-5 years
>17.5-25kg | 400 mg 8 mL - - >5-7 years
>25-35 kg 500 mg 10 mL 2 tablets | 1 tablet >7-11 years
>35-55 kg 750 mg 3 tablets - >11-15 years
Adults
o Ciprofloxacin, oral, 1 g as a single dose immediately.

REFERRAL

» Severely ill patients.
» According to provincial and local policy.

2.8 CONSTIPATION
K59.0

DESCRIPTION
A condition characterised by a change in usual bowel habits and dry, hard stools.
There is a decreased frequency of bowel action. Patients should be assessed

individually.
Constipation may have many causes, including:
» incorrect diet (insufficient fibre and fluid) » lack of exercise
»  pregnancy » old age
» medicines, e.g. opiates and anticholinergics » ignoring the urge
» hypothyroidism » neurogenic
» lower bowel abnormalities » psychogenic disorders
»  chronic use of enemas and laxatives » cancer of the bowel
» behavioural problems in children

CAUTION
In adults be especially suspicious of a change in bowel habits, as there may be a
possibility of cancer of the large bowel.

GENERAL MEASURES

»  Encourage exercise.

» Increase intake of fibre-rich food, e.g. vegetables, coarse maize meal, bran and
cooked dried prunes.
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»  Ensure adequate hydration.
»  Encourage regular bowel habits.
»  Discourage continuous use of laxatives.

MEDICINE TREATMENT

Children > 12 months of age

e Lactulose, oral, 0.5 mL/kg/dose once daily. See dosing tables, pg 22.5.
o If poor response, increase frequency to 12 hourly.

Adults and children > 15 years of age

e Sennosides A and B, oral, 7.5 mg, 2 tablets at night.
0 Inresistant cases increase to 4 tablets.

OR
Lactulose 10—20 mL once or twice daily.

CAUTION
Prolonged severe constipation may present with overflow “diarrhoea”.
Rectal examination should be done in all adults.

REFERRAL

» Recent change in bowel habits.
» Faecal impaction.

» Poor response to treatment.

» Uncertain cause of constipation.

2.9 DIARRHOEA
A09

CAUTION
There is no place for antidiarrhoeal preparations in the treatment of acute
diarrhoea in children or in dysentery.

2.9.1 DIARRHOEA, ACUTE IN CHILDREN
A09.0

DESCRIPTION

A sudden onset of increased frequency of stools that are looser than normal, with or
without vomiting. Commonly caused by a virus, but may be caused by bacteria or
parasites. The cause of acute diarrhoea cannot be diagnosed without laboratory
investigation. It may be an epidemic if many patients are infected at the same time.

Special risk situations

Diarrhoea in:

» Infants < 4 weeks.

» Malnourished babies.

» Babies with other danger signs such as:
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— convulsions

— altered level of consciousness

— persistent vomiting/vomiting everything

— respiratory distress

— persistent diarrhoea

— hypothermia

— surgical abdomen

— blood in stool in babies < 1 year of age
Note: Refer these babies urgently for treatment.

Before referral, begin management for dehydration (see below), and administer:
o Ceftriaxone, IM, 80 mg/kg/dose immediately as a single dose. See dosing
table, pg 22.2.
o Do not inject more than 1 g at one injection site.

CAUTION: USE OF CEFTRIAXONE IN SEVERELY ILL NEONATES AND
CHILDREN
Ceftriaxone should be used in neonates that are seriously ill only, and
must be given even if they are jaundiced.

In infants < 28 days of age, ceftriaxone should not be administered if a calcium
containing intravenous infusion e.g. Ringer-Lactate, is given or is expected to be given.
After 28 days of age, ceftriaxone and calcium containing fluids may be given but only
sequentially with the giving set flushed well between the two products if given V.
Annotate the dosage and route of administration in the referral letter.

- ,
Special types of diarrhoea LoE.IIf

» Bloody diarrhoea: consider dysentery. See Section 2.10: Dysentery.

» Diarrhoea with high fever or very ill: consider typhoid. See Section 2.13: Typhoid
fever.

» Persistent diarrhoea, > 14 days: refer patient.

» Diarrhoea in children in the context of an adult epidemic: consider cholera. See
Section 2.7: Cholera.
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Treatment according to hydration classification

Assess hydration and begin hydration (Plan A, B and C) based on this

assessment
—
PlanC Plan B Plan A
Severe dehydration Some dehydration No visible
dehydration

Classification

2 of the signs below:

2 of the signs below,

Only one or none of

» lethargic or but not severe the signs of
unconscious dehydration: dehydration.
» eyes sunken » restless or irritable
» drinks poorly or not | » €Yes sunken
able to drink » thirsty, drinks
» severe decrease in eagerly
skin turgor (skin » moderate decrease
pinch returning = 2 in skin turgor - by
seconds) slow skin pinch,
returning in < 2
seconds
PlanC Plan B Plan A
Severe dehydration Some dehydration No visible
dehydration

Treatment

Give rapidly:

e Sodium chloride

0.9%, 1V, 20 mL/kg.
o If signs of acute
severe malnutrition
decrease the bolus
to 10 mL/kg over
10 minutes.
o Repeat up to
twice if radial pulse
is weak or
undetectable.
Continue with 20
mL/kg every hour
for the next 5
hours.

Then:

» Refer urgently for
further
management,
continuing with
20 mL/kg every
hour for the next 5

Give:

¢ ORS, oral,

80 mL/kg over 4
hours, e.g.

5 mL/kg every 15
minutes.

» Give more if the
child wants more.

» Show the caregiver
how to give ORS
with a cup and
spoon using
frequent small sips.

If child vomits wait
10 minutes and
then continue more
slowly.

x

X

Encourage the
caregiver to
continue feeding

» Show the caregiver
how to give ORS
with a cup and
spoon using
frequent small sips.

» Encourage
caregiver to give:

e ORS, oral,

10 mL/kg after
each diarrhoeal
stool until
diarrhoea stops.

o child <2 years of
age: 50-100 mL

o child >2 years of
age: 100—200 mL

Continue at home.

X

» Encourage the
caregiver to
continue feeding
the child,
especially
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hours unless the the child, breastfeeding.
Treatment child is reclassified especially » Instruct the

4

4

X

r ¥

¥

x

as B: Some
dehydration.

Reassess every 2
hours while
awaiting transfer.

If hydration status
does not improve,
give IV fluids more
rapidly.

As soon as the
child can drink,
usually after 3—4
hours in infants
and 1-2 hours in
children, also give:

ORS, oral,
5 mL/kg/hour.

If IV administration
is not possible,
insert a
nasogastric tube.
While awaiting,
and during urgent
transfer, give:

ORS, NG,
20 mL/kg/hour over
the next 6 hours.

If only oral
administration is
possible, or the
condition is not
improving, transfer
the child urgently.
While awaiting,
and during urgent
transfer, give:

ORS, oral,
20 mL/kg/hour

Reassess and
reclassify the child
every 4 hours.

If improves
reclassify as B:
Some dehydration
and treat
accordingly.

breastfeeding.

If after 4 hours there

are:

» No signs of
dehydration — treat
as A: No visible
dehydration

» Still some
dehydration signs
— continue as
above.

» Signs of severe
dehydration — treat
as C: Severe
dehydration.

caregiver how to
make ORS/SSS at
home and to
continue treatment.
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Child should return immediately if:

» condition does not improve » fever develops
» condition deteriorates » eyes sunken
» poor drinking or feeding » slow skin pinch

» blood in stool

In all children who are able to take oral medication
e Zinc (elemental), oral for 14 days:

o If <10 kg give 10 mg/day.

o If>10 kg give 20 mg/day.

Homemade sugar and salt solution is recommended for home use and to prevent
dehydration.

Homemade sugar and salt solution (SSS)
2 level medicine measure of table salt
plus
8 level medicine measures of sugar
dissolved in 1 litre of boiled (if possible) then cooled water

(1 level medicine measure = approximately 1 level 5 mL teaspoon)

REFERRAL
» Severe dehydration.
» Dysentery in children < 12 months of age.
» Malnourished children.
» Children with general danger signs, e.g.:
— convulsions
— altered level of consciousness
— intractable vomiting
— suspected acute surgical abdomen
— inability to feed or drink

2.9.2 DIARRHOEA, PERSISTENT IN CHILDREN
A09.0

DESCRIPTION
Diarrhoea for 7—-14 days.

GENERAL MEASURES
» Assess for possible HIV infection, and manage appropriately.
» Prevent dehydration using homemade sugar and salt solution.
» Counsel mother regarding feeding.
— If breastfeeding, give more frequent, longer feeds.
— If replacement feeding, replace milk with breast milk or with fermented milk
products such as amasi (maas) or yoghurt, if available.
—  Continue with solids: give small, frequent meals at least 6 times a day.
» Follow up 5 days later. If diarrhoea persists, refer to doctor.
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MEDICINE TREATMENT
Give an additional dose of Vitamin A:

e Vitamin A (retinol), oral.

Age range Dose Capsule Capsule
units 100 000 u 200 000 u

Infants 6—-11 months old 100 000 1 capsule -
Children 12 months to 5 years 200 000 2 capsules 1 capsule

Administration of a vitamin A capsule

0 Cut the narrow end of the capsule with scissors.

o Open the child’s mouth by gently squeezing the cheeks.

0 Squeeze the drops from the capsule directly into the back of the child’s
mouth. If a child spits up most of the vitamin A liquid immediately, give one
more dose.

o Do NOT give the capsule to the mother or the caregiver to take home.

e Zinc (elemental), oral for 14 days:
o If <10 kg give 10 mg/day.
o If>10 kg give 20 mg/day.

REFERRAL

» Child <2 months of age.

» Signs of dehydration. See Section 2.9.1: Diarrhoea, acute in children.
» Malnutrition or weight loss.

» Diarrhoea that persists for > 5 days with treatment.

» Diarrhoea present for > 14 days.

2.9.3 DIARRHOEA, ACUTE, WITHOUT BLOOD, IN ADULTS
K52.9

DESCRIPTION
Acute diarrhoea is usually self-limiting and is managed by fluid replacement.

MEDICINE TREATMENT
Treat dehydration vigorously.
e Oral rehydration solution (ORS).
OR
Homemade sugar and salt solution (SSS).

Homemade sugar and salt solution (SSS)
2 level medicine measure of table salt
plus
8 level medicine measures of sugar
dissolved in 1 litre of boiled (if possible) then cooled water
(1 level medicine measure = approximately 1 level 5 mL teaspoon)

e Loperamide, oral, 4 mg immediately and 2 mg as required after each loose stool
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up to 6 hourly.
0 Not more than 12 mg daily.

REFERRAL
» Suspected acute surgical abdomen.
» Dehydration not corrected with rehydration.

2.9.4 DIARRHOEA, CHRONIC, IN ADULTS
K52.9

DESCRIPTION

Diarrhoea lasting > 2 weeks.

The majority of cases may be HIV related. Encourage HIV testing.

Send a stool sample for microscopy for ova, cysts and parasites.

Note: Do not request culture and sensitivity of the stool sample. Giardiasis is a
common cause of chronic diarrhoea in adults, and may be difficult to diagnose on
stools. Therefore empiric treatment for giardiasis is recommended before referring
such patients.

MEDICINE TREATMENT

Giardiasis

e Metronidazole, oral, 2 g daily for 3 days.
o Avoid alcohol.

Chronic diarrhoea in HIV/AIDS LoE:il
See Section 11.3.6: Diarrhoea, HIV associated.
REFERRAL

All HIV negative cases with no pathogen identified and significant diarrhoea.

2.10 DYSENTERY
A06.0

Dysentery, or diarrhoeal stool with blood or mucus, is usually due to bacteria and
should be treated as bacillary dysentery. If there is no clinical response within three
days manage as amoebic dysentery or refer for formal assessment. Exclude
surgical conditions, e.g. intussusception in children.

Commonly encountered infectious conditions include Shigella, Salmonella, E. Coli,
and Campylobacter.

REFERRAL

» No response to treatment.
» Abdominal distension.

» Intussusception.
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2.10.1 DYSENTERY, BACILLARY
A03.0/ A02.0

DESCRIPTION

Acute infection of the bowel usually caused by Shigella, Salmonella or Campylobacter.
There is sudden onset diarrhoea with:

» blood (not due to haemorrhoids or anal fissure) or mucous in the stools

» convulsions (in children)

» fever

» tenesmus

GENERAL MEASURES

» Prevent spread of micro-organism by:
— good sanitation to prevent contamination of food and water
— washing hands thoroughly before handling food
— washing soiled garments and bed clothes

MEDICINE TREATMENT

Treat dehydration vigorously.

Children

Treat dehydration according to Section 2.9.1: Diarrhoea, acute in children.

Adults
Oral treatment:

e Oral rehydration solution (ORS).
OR
Homemade sugar and salt solution.

Homemade sugar and salt solution (SSS)
2 level medicine measure of table salt
plus
8 level medicine measures of sugar
dissolved in 1 litre of boiled (if possible) then cooled water

(1 level medicine measure = approximately 1 level 5 mL teaspoon)

Oral rehydration volume will depend on the severity of the dehydration.
IV treatment:
e Sodium chloride 0.9%, IV.

Antibiotic therapy

Indicated for:

» Children > 1 year of age and adults with blood in the stools.
» HIV-infected patients.

» Children < 12 months of age.

Children
e Ciprofloxacin, oral, 15 mg/kg/dose 12 hourly for 3 days. See dosing tables, pg
22.3.
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Children < 12 months of age

o Ceftriaxone, IM, 80 mg/kg/dose immediately as a single dose. See dosing
table, pg 22.2.
o Do not inject more than 1 g at one injection site.

CAUTION: USE OF CEFTRIAXONE IN SEVERELY ILL NEONATES AND
CHILDREN
Ceftriaxone should be used in neonates that are seriously ill only, and
must be given even if they are jaundiced.

In infants < 28 days of age, ceftriaxone should not be administered if a calcium
containing intravenous infusion e.g. Ringer-Lactate, is given or is expected to be given.
After 28 days of age, ceftriaxone and calcium containing fluids may be given but only
sequentially with the giving set flushed well between the two products if given IV.
Annotate the dosage and route of administration in the referral letter.

Adults
o Ciprofloxacin, oral, 500 mg 12 hourly for 3 days.

Note:
» Check for complications such as intestinal perforation or peritonitis.
» Ensure adequate urine output to exclude haemolytic uraemic syndrome.

REFERRAL

» Severe iliness.

» Persistent blood in urine on dipstix or macroscopically.

» Acute abdominal signs (severe pain, acute tenderness, persistent or bilious
vomiting).

» Bloody mucous passed in absence of diarrhoea.

» Failure to respond within 3 days.

» Malnutrition in children.

» Dehydration in children.

» Children < 12 months of age.

2.11 HELMINTHIC INFESTATION
B82.0

2.11.1 HELMINTHIC INFESTATION, TAPEWORM
B81.4

DESCRIPTION
Infestation with tapeworm occurs after eating infected, undercooked or raw meat
like beef or pork.

Infestation may be caused by:
» beef tapeworm — Taenia saginata
» pork tapeworm — Taenia solium
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Signs and symptoms include:

» vague abdominal pain

» diarrhoea

»
»

» flat white worm segments seen in the stool

(blunt ended)

GENERAL MEASURES
Health education about adequate preparation and cooking of meat.

MEDICINE TREATMENT

If the patient has diarrhoea, wait for it to settle.

o Albendazole, oral, daily for three days.

o Children under 2 years:
0 Children over 2 years and adults:

REFERRAL

200 mg
400 mg

» Abdominal tenderness or pain.

» Abdominal masses.
» Vomiting.

weight loss
anal (nocturnal) itch

2.11.2 HELMINTHIC INFESTATION, EXCLUDING TAPEWORM

B82.0
DESCRIPTION

Types of worm infestation and the characteristics are shown in the table below.
Check for anaemia and failure to thrive (growth faltering). The infestations are often

asymptomatic.
Type of worm Description Signs and symptoms
Common Roundworm » Long pink/white worms with » Cough.
Ascaris lumbricoides sharp ends. » If there is vomiting

Up to 25-30 cm long.
Often seen in the stools and
vomitus.

consider intestinal
obstruction.

Pinworm
Enterobius vermicularis

White and thread-like.
Up to 10 mm long.
Often seen in the stools.
Self-infection common.

Anal itching — worse at
night.
Sleeplessness.

Hookworm
Necator americanus

Up to 8 mm long.

No symptoms or pain.
Anaemia.

Whipworm
Trichuris trichiura

Up to 5 cm long.
Anterior half thinner than
posterior half.

No symptoms.
Abdominal pain.
Diarrhoea.

Possible anaemia and
rectal prolapse.
Abdominal discomfort.
Weight loss.
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GENERAL MEASURES
» Patient counselling and education.
» Wash hands with soap and water, especially:
— after passing stool(s)
— before working with food or eating
» Keep fingernails short.
» Wash fruit and vegetables well before eating or cooking.
» Keep toilet seats clean.
» Teach children how to use toilets and wash hands.
» Do not pollute the soil with sewage or sludge.
» Dispose of faeces properly.

MEDICINE TREATMENT

e Mebendazole, oral, 12 hourly for three days.
o Children 1-2 years: 100 mg 12 hourly for three days.
0 Children > 2 years and adults: 500 mg as a single dose.

Many children with worms who have pica may have iron deficiency (See Section
3.1.1 Anaemia, iron deficiency).

REFERRAL

» Signs of intestinal obstruction.
» Abdominal tenderness.

» Pain.

» Persistent vomiting.

2.12 IRRITABLE BOWEL SYNDROME (IBS)
K58.9
(Synonyms: spastic colon, irritable colon)

DESCRIPTION
» Irritable bowel syndrome consists of a triad of:
1. abdominal distress following the colonic distribution of pain,
2. variations in defaecatory habits from constipation to diarrhoea, and
3. the passage of small stools at the time abdominal distress is at its worst.
» The diagnosis is suggested by a protracted and intermittent history of these
symptoms which are frequently more pronounced when there is also stress.
» Itis a functional disorder, most often seen in women 15-45 years old.

GENERAL MEASURES
For patients with an established diagnosis:
» Reassure patient that there is no serious organic disorder.
» High fibre/bran diets may be tried for patients with constipation.
— warn about temporary increased flatus and abdominal distension.
— High fibre/bran diets are not effective for Global IBS (i.e. all symptoms).
» Dietary advice by dietician.
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MEDICINE TREATMENT

» Not specifically indicated.

» Based on patients predominant symptoms.

» Short-term symptomatic treatment for diarrhoea and/or constipation.

Laxatives only for constipation-specific IBS. See Section 2.8: Constipation.
e Anti-diarrhoeals only for diarrhoea-specific IBS. See Section 2.9: Diarrhoea.

REFERRAL

» Blood or mucous in the stool.
» Weight loss.

» Age > 50 years of age.

2.13 TYPHOID FEVER
A01.0
Note: notifiable condition.

DESCRIPTION

A septicaemic illness with fever caused by the micro-organism Salmonella typhi.

The cause of the fever is difficult to diagnose except in an epidemic.

It may present with:

» acute abdomen. See Section 2.1: Abdominal pain

» prolonged or high fever in a previously healthy individual

» fever with a slower pulse rate than expected

» headache and convulsions

» constipation during the first week

» diarrhoea may occur later in the illness and may be accompanied by frank
bleeding

» diagnosis is confirmed only by stool culture or blood tests

MEDICINE TREATMENT
Treat dehydration if present and refer.

REFERRAL
Urgent
All cases or suspected cases.

" Morphine: SAMF 10" edition, 2012.
" Proton pump inhibitor: Sigterman KE, van Pinxteren B, Bonis PA, Lau J, Numans ME. Short-term treatment with proton
pump inhibitors, H2-receptor antagonists and prokinetics for gastro-oesophageal reflux disease-like symptoms and
endoscopy negative reflux disease. Cochrane Database Syst Rev. 2013 May 31;5:CD002095.
http://www.ncbi.nIm.nih.gov/pubmed/23728637

Proton pump inhibitor: Pasternak B, Hviid A. Use of PPlIs in early pregnancy & the risk of birth defects. N Engl J Med. 2010
Nov 25;363(22):2114 -23. http://www.nejm.org/doi/full/10.1056/NEJMoa1002689

Proton pump inhibitor: SAMF 10" edition, 2012.

Proton pump inhibitor: Janarthanan S, Ditah |, Adler DG, Ehrinpreis MN. Clostridium difficile-associated diarrhea and
proton pump inhibitor therapy: a meta-analysis. Am J Gastroenterol. 2012 Jul;107(7):1001-10.
http://www.ncbi.nlm.nih.gov/pubmed/22710578
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Proton pump inhibitor:Linsky A, Gupta K, Lawler EV, Fonda JR, Hermos JA. Proton pump inhibitors and risk for recurrent
Clostridium difficile infection. Arch Intern Med. 2010 May 10;170(9):772-8. Erratum in: Arch Intern Med. 2010 Jul
12;170(13):1100. http://www.ncbi.nIm.nih.gov/pubmed/20458084
" Zinc: Mayo-Wilson E, Junior JA, Imdad A, Dean S, Chan XH, Chan ES, Jaswal A, Bhutta ZA. Zinc supplementation for
preventing mortality, morbidity, and growth failure in children aged 6 months to 12 years of age. Cochrane Database Syst
Rev. 2014 May 15;5:CD009384. http://www.ncbi.nlm.nih.gov/pubmed/24826920
v Ciprofloxacin: WHO. Guidelines for cholera control. 1993. [Online 1993] [Cited 2013] Available at:
http://whglibdoc.who.int/publications/1993/924154449X.pdf

Ciprofloxacin: Saha D, Karim MM, Khan WA, Ahmed S, Salam MA, Bennish ML. Single-dose azithromycin for the
treatment of cholera in adults. N Engl J Med. 2006 Jun 8;354(23):2452-62. http://www.ncbi.nlm.nih.gov/pubmed/16760445

Ciprofloxacin: NICD. NICD.Group for Enteric, Respiratory and Meningeal disease Surveillance in South Africa. GERMS-
SAAnnual Report 2008. [Online 2009] [Cited 2013] Available at: http://www.nicd.ac.za/?page=germs_annual_reports&id=196

Ciprofloxacin: NICD. NICD.Group for Enteric, Respiratory and Meningeal disease Surveillance in South Africa. GERMS-
SAAnnual Report 2009. [Online 2010] [Cited 2013] Available at: http://www.nicd.ac.za/?page=germs_annual_reports&id=196

Ciprofloxacin: NICD. NICD.Group for Enteric, Respiratory and Meningeal disease Surveillance in South Africa. GERMS-
SAAnnual Report 2010. [Online 2011] [Cited 2013] Available at: http://www.nicd.ac.za/?page=germs annual reports&id=196

Ciprofloxacin: NICD. NICD.Group for Enteric, Respiratory and Meningeal disease Surveillance in South Africa. GERMS-
SAAnnual Report 2011. [Online 2012] [Cited 2013] Available at: http://www.nicd.ac.za/?page=germs_annual_reports&id=196

Ciprofloxacin: NICD. NICD.Group for Enteric, Respiratory and Meningeal disease Surveillance in South Africa. GERMS-
SAAnnual Report 2012. [Online 2013] [Cited 2013] Available at: http://www.nicd.ac.za/?page=germs annual reports&id=196

Ciprofloxacin: NICD. NICD.Group for Enteric, Respiratory and Meningeal disease Surveillance in South Africa. GERMS-
SAAnnual Report 2013. [Online 2014] [Cited 2014] Available at: http://www.nicd.ac.za/?page=germs_annual_reports&id=196

Ceftriaxone: FDA safety alert: Ceftriaxone, 21 April 2009. [Online 2009] [Cited 2013] Available at:
http://www.fda.gov/Drugs/DrugSafety/PostmarketDrugSafetyInformationforPatientsandProviders/DrugSafetyInformationforHe
athcareProfessionals/ucm084263.htm
"' Metronidazole: Granados CE, Reveiz L, Uribe LG, Criollo CP. Drugs for treating giardiasis. Cochrane Database Syst Rev
2012 Dec 12;12:CD007787. http://www.ncbi.nIm.nih.gov/pubmed/23235648
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Chapter 3: Blood and nutritional
conditions

3.1 Anaemia
3.1.1 Anaemia, iron deficiency
3.1.2 Anaemia, macrocytic or megaloblastic
3.2 Childhood malnutrition, including not growing well
3.2.1 Severe acute malnutrition (SAM)
3.2.1.1 Complicated SAM
3.2.1.2 Uncomplicated SAM
3.2.2 Not growing well (including failure to
thrive/growth faltering)
3.3 Vitamin A deficiency
3.4 Vitamin B deficiencies
3.4.1 Vitamin B,/Nicotinic acid deficiency
(Pellagra)
3.4.2 Vitamin B¢/Pyridoxine deficiency
3.4.3 Vitamin B,/Thiamine deficiency (Wernicke
encephalopathy and beriberi)

3.1



CHAPTER 3 BLOOD AND NUTRITIONAL CONDITIONS

3.1 ANAEMIA
D50.9/D50-D53

DESCRIPTION

A condition characterised by low haemoglobin, clinically recognised by pallor.

It is commonly caused by:

» Nutritional deficiency of iron or folate.

» Chronic systemic diseases such as HIV, TB, malignancy.

» Blood loss (bleeding/haemorrhage) e.g. caused by parasites, ulcers, tumours,
abnormal menstruation.

Other causes include:

» Vitamin B deficiency.

» Infiltration or replacement of the bone marrow.
» Abnormal Hb or red cells.

» Haemolysis.

DIAGNOSIS
Hb less than:
» women 12 g/dL or 11 g/dL in pregnancy
» men 13 g/dL

» children 1-5 years of age | 10 g/dL
» children > 5 years ofage | 11 g/dL

Children < 5 years of age

Anaemia is most often due to iron deficiency. See Section 3.1.1: Anaemia, iron
deficiency.

Children > 5 years of age and adults
Request a full blood count.
» If MCV is normal (normocytic):
— then systemic disease is the most likely cause.

» If MCV is low (microcytic):
— then iron deficiency is the most likely cause.

» If MCV is high (macrocytic):
— then folate and/or vitamin B+, deficiency is the most likely cause.

Pregnant women
See Section 6.2.3: Anaemia in pregnancy.

REFERRAL

» Unknown cause.

» Symptomatic anaemia e.g. palpitations and shortness of breath.

» Evidence of cardiac failure.

» Signs of chronic disease (first investigate for HIV and TB).

» Anaemia associated with enlargement of the liver, spleen or lymph nodes.
» Evidence of acute blood loss or bleeding disorder.

» Menorrhagia or dysfunctional uterine bleeding.

» Blood in stool or melaena.

3.2



CHAPTER 3 BLOOD AND NUTRITIONAL CONDITIONS

» Pregnant women > 34 weeks of gestation and Hb <7 g/dL.

» Children with Hb < 7 g/dL. (If Hb cannot be done, look for severe palmar pallor).
» Anaemia associated with other abnormalities on FBC or smear.

» No improvement despite correct treatment.

3.1.1 ANAEMIA, IRON DEFICIENCY
D50.9

DESCRIPTION

A common cause of anaemia in younger children and women of childbearing age.

A full blood count showing a low MCV suggests the diagnosis of iron deficiency
anaemia. A full blood count is not required for children, unless referral criteria above
are present.

Note: Iron deficiency anaemia in children > 5 years of age, adult males and non-
menstruating women, is generally due to occult or overt blood loss. Refer all cases
for investigation and treatment of the underlying cause.

GENERAL MEASURES
» Identify and treat the cause.
» Exclude other causes. See referral criteria in Section 3.1: Anaemia.
» Lifestyle and dietary adjustment.
» Dietary advice:
— Avoid drinking tea/coffee with meals.
— Increase vitamin C intake (e.g. citrus fruit, orange juice, broccoli, cauliflower,
guavas, strawberries) with meals to maintain iron in its reduced state.
— Increase dietary intake of iron. Foods rich in iron include: liver, kidney, beef,
dried beans and peas, green leafy vegetables, fortified wholegrain breads
and cereals, cheese.

MEDICINE TREATMENT

Treatment

Children < 5 years of age

e lron, oral, 1-2 mg/kg/dose of elemental iron 8 hourly with meals.

o Follow up Hb after 14 days.

» If Hb is lower than before, refer.

» If Hb is the same/higher, continue treatment and repeat after another 28 days.
» Continue treatment for 3 months after Hb normalises. LoE: Il
Empiric treatment for worms (this will not treat tapeworm)
¢ Mebendazole, oral.

o Children 1-2 years: 100 mg 12 hourly for 3 days.
o Children > 2-5 years: 500 mg as a single dose.
Adults

e Ferrous sulphate compound BPC, oral, 170 mg (+ 65 mg elemental iron) 8 hourly

with food.
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OR

Ferrous fumarate, oral, 200 mg (+ 65 mg elemental iron) 8 hourly with food.

o Follow up at monthly intervals

0 The expected response is an increase in Hb of 22 g/dL in 4
weeks.

o Continue for 3—-6 months after the Hb normalises in order to replenish body
iron stores.

o Do not take iron tablets within 4 hours of taking calcium tablets.

Pregnant women
See Section 6.2.3: Anaemia in pregnancy.

Prophylaxis
Infants from 6 weeks:
If < 2.5 kg at birth:
e Ferrous lactate, oral, 0.3 mL daily until 6 months of age.
OR
Ferrous gluconate syrup, oral, 0.8 mL daily until 6 months of age.

CAUTION
Iron is extremely toxic in overdose, particularly in children.
Store all medication out of reach of children.

REFERRAL

» As in Section 3.1: Anaemia.

» Children > 5 years of age, men and non-menstruating women.
» No or inadequate response to treatment.

3.1.2 ANAEMIA, MACROCYTIC OR MEGALOBLASTIC
D52.0/D53.1

DESCRIPTION

Anaemia with large red blood cells is commonly due to folate or vitamin B, deficiency.
Folate deficiency is common in pregnant women and in the postpartum period.
Macrocytic anaemia in these women can be assumed to be due to folate deficiency
and does not require further investigation. See Section 6.2.3: Anaemia in pregnancy.
Vitamin B4z deficiency occurs mainly in middle-aged or older adults, and can cause
neurological damage if not treated.

Macrocytic anaemia outside of pregnancy or the postpartum period requires further
investigations to establish the cause.

INVESTIGATIONS

FBC will confirm macrocytic anaemia.

» MCV will be elevated.

»  White cell count and/or platelet count may also be reduced.

» If there is a poor response to folate, a serum vitamin B+, should be done.
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Note: Zidovudine and stavudine cause elevated MCV. Zidovudine often causes
anaemia and/or decreased white cell count. It is not necessary to measure folate
and B+ if the patient is not anaemic.

GENERAL MEASURES
» Dietary advice: Increase intake of folic acid rich foods such as:
— Liver, eggs, fortified breakfast cereals, citrus fruit, spinach and other green
vegetables, lentils, dry beans, peanuts.
— Reduce alcohol intake.
» Vitamin B, deficiency anaemia:
— High protein diet is recommended (1.5 g/kg/day).
— Increase intake of dietary vitamin B4 sources, including meat (especially
liver), eggs and dairy products.

MEDICINE TREATMENT

Folic acid deficiency:

e Folic acid, oral, 5 mg daily until Hb is normal.
0 Check Hb monthly.

Folic acid given to patients with vitamin B4, deficiency can mask vitamin B2
deficiency and eventually leads to neurological damage,
unless vitamin B2 is also given.

REFERRAL

» Patients with suspected vitamin B2 deficiency.
» Chronic diarrhoea.

» Poor response within a month of treatment.

» Macrocytic anaemia, of unknown cause.

3.2 CHILDHOOD MALNUTRITION, INCLUDING NOT GROWING

WELL
E40-E46

In all children, check for malnutrition and anaemia:
» Plot the weight on the Road to Health chart/booklet.
» Look at the shape of the weight curve:
- is the weight curve rising parallel to the reference lines?
OR
- is it flattening?
OR
- is there weight loss?
» Look for visible wasting.
» Look and feel for oedema of both feet.
» Look for palmar pallor.
» Check Hb if anaemia is suspected.
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3.2.1 SEVERE ACUTE MALNUTRITION (SAM)

E40-E43
DESCRIPTION
Diagnostic criteria for SAM in children aged 6—60 months (any one of the following):
Indicator Measure Cut-off
Severe wasting Weight-for-Height Z-score (WHZ) <-3

Mid Upper Arm Circumference (MUAC) <115 mm
Bilateral nutritional oedema Clinical signs of nutritional oedema*

Where a suitable measuring device is not available the following less sensitive
findings would also indicate the need to manage as severe acute malnutrition:
» Severe underweight
— WHZ < -3 (usually clinically reflective of marasmus) where no other
explanation is present, and/or
— clinically severe wasting (usually clinically reflective of marasmus — thin
arms, thin legs, “old man” appearance, baggy pants folds around buttocks,
wasted buttocks).
» Nutritional oedema *supported by findings of skin changes, fine pale sparse
hair, enlarged smooth soft liver, moon face.
Exception
Babies who were premature and are growing parallel to or better than the Z-score
lines, should not be classified as failure to thrive or not growing well.

3.2.1.1 COMPLICATED SAM
E40-E43

DESCRIPTION

Any child with SAM who has any ONE of the following features:
» <6 months of age or weighs < 4 kg.

» Pitting oedema.

» Refusing feeds or is not eating well.

» Any of the danger signs listed below.

Danger Signs

— dehydration — hypoglycaemia
— vomiting — hypothermia

— respiratory distress (including fast breathing) — convulsions

— not able to feed — shock

— lethargy (not alert) — jaundice

— weeping skin lesions

bleeding

All children with complicated SAM are at
risk of complications or death.
Refer urgently!

Stabilise before referral.

Initiate treatment while waiting for transport to hospital.
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GENERAL MEASURES

» Keep the child warm.

» Test for and prevent hypoglycaemia in all children.

If the child is able to swallow:

— If breastfed: ask the mother to breastfeed the child, or give expressed breastmilk.

— If not breastfed: give a breastmilk substitute (F-75). Give 30-50 mL before the
child is referred.

— If no breastmilk substitute is available, give 30—50 mL of sugar water. To make
sugar water: Dissolve 4 level teaspoons of sugar (20 g) in a 200 mL cup of
clean water.

— Repeat 2 hourly until the child reaches hospital.

If the child is not able to swallow:

— Insert a nasogastric tube and check the position of the tube.

— Give 50 mL of milk or sugar water by nasogastric tube (as above).

If blood sugar < 3 mmol/L treat with:

e 10% Glucose:

0 Nasogastric tube: 10 mL/kg.
o Intravenous line: 2 mL/kg.

CAUTION
In malnutrition, if IV fluids are required for severe dehydration/shock, give sodium
chloride 0.9%, 10 mL/kg/hour and monitor for volume overload. Once stable
continue with ORS orally or by nasogastric tube.

MEDICINE TREATMENT

Note: Signs of infection such as fever are usually absent. Treat infection while
awaiting transfer.

If there are no danger signs, give 1% dose while arranging referral to hospital:
e Amoxicillin, oral, 30 mg/kg as a single dose. See dosing table, pg 22.1.

If the child has any danger signs:
e Ceftriaxone, IM, 80 mg/kg/dose immediately as a single dose and refer. See
dosing table, pg 22.2.
0 Do notinject more than 1 g at one injection site.

CAUTION: USE OF CEFTRIAXONE IN SEVERELY ILL NEONATES AND
CHILDREN
Ceftriaxone should be used in neonates that are seriously ill only, and
must be given even if they are jaundiced.

In infants < 28 days of age, ceftriaxone should not be administered if a calcium
containing intravenous infusion e.g. Ringer-Lactate, is given or is expected to be given.
After 28 days of age, ceftriaxone and calcium containing fluids may be given but only
sequentially with the giving set flushed well between the two products if given IV.
Annotate the dosage and route of administration in the referral letter.
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Give an additional dose of Vitamin A:

e Vitamin A (retinol), oral.

Age range Dose Capsule Capsule
units 100 000 u 200 000 u

Infants 6—-11 months 100 000 1 capsule -
Children 12 months-5 years 200 000 2 capsules 1 capsule

3.21.2 UNCOMPLICATED SAM
E40-E43

DESCRIPTION
Children with SAM who meet the following criteria:

The child is > 6 months of age and weight > 4 kg, and

There is no pitting oedema, and

The child is alert (not lethargic), and

The child has a good appetite and is feeding well, and

The child does not have any danger signs or severe classification.

All cases require careful assessment for possible TB or HIV.

GENERAL MEASURES

»

Provide RTUF (regular nutritional supplements) and/or other nutritional

supplements according to supplementation guidelines.

Counsel according to IMCI guidelines.

Regular follow-up to ensure that the child gains weight and remains well.

Discharge with supplementation, once the following criteria are met:

—  WHZ (weight-for-height z-score) : > -2 WHZ for two consecutive visits at
least one month apart and/or

— MUAC: > 11.5 cm (preferable at 12 cm, if MUAC used alone).

Follow patients for at least 6 months to ensure sustained growth.

MEDICINE TREATMENT
Do not repeat if child has received these during inpatient stay:
Give an additional dose of Vitamin A:

Vitamin A (retinol), oral.

Age range Dose Capsule Capsule
units 100 000 u 200 000 u

Infants 6—-11 months 100 000 1 capsule -
Children 12 months—5 years 200 000 2 capsules 1 capsule

e  Multivitamin, oral, daily.

Empiric treatment for worms:
e Mebendazole, oral.
0 Children 1-2 years:

100 mg 12 hourly for 3 days.

o0 Children > 2-5 years: 500 mg as a single dose.

LoE:I"
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REFERRAL

»  When RUTF cannot be provided and follow-up on an ambulatory (outpatient)
basis is not possible.

»  The child develops pitting oedema or any of the danger signs (see above).

»  Failure to gain weight despite provision of nutritional supplements.

3.2.2 NOT GROWING WELL (INCLUDING FAILURE TO THRIVE/

GROWTH FALTERING)
R62.8

DESCRIPTION

Children and infants who have either:

»  Unsatisfactory weight gain (growth curve flattening or weight loss) on the Road
to Health chart/ booklet.

OR

» Low weight for age, i.e. WHZ < -2 but > -3

Note: Babies who were premature and are growing parallel to or better than the Z-
score line, should not be classified as having failure to thrive or not growing well.
Not growing well may be due to:

» Insufficient food intake due to anorexia and illness or poor availability of food.

» Insufficient uptake of nutrients, e.g. malabsorption.

» Insufficient use of nutrients for growth due to chronic disease.

» Increased demand for nutrients due to iliness such as TB and HIV and AIDS.

Conduct a feeding and clinical assessment to determine the cause. Exclude anaemia.

GENERAL MEASURES

» Counselling on nutrition.

» Nutritional supplementation should be supplied unless there is a correctable cause.
» Assess the general condition of the child.

» Assess the child for possible HIV and TB, and manage appropriately.

» Assess for other long-term health conditions, and manage appropriately.

» Assess the child’'s feeding and recommend actions as outlined below.

» Provide supplements according to a child’s age to meet specific nutritional needs.
» Provide adequate intake of micronutrients.

» Ensure that immunisations are up to date. Record the dose given on the RTHB.
» Follow up monthly. If responding review the child every two months.

» Refer for social assistance if needed.

Feeding recommendations for all children:

0—6 months of age

Breastfeed exclusively - feed at least 8 times in 24 hours.

If formula is medically indicated (refer below) or if the mother has chosen to formula-feed
the child, discuss safe preparation and use with the mother.

6—12 months of age
Continue breastfeeding (breastfeed before giving foods).
Introduce complementary foods at six months of age. Start by giving 2—-3 teaspoons
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of iron-rich food such as mashed vegetables or cooked dried beans.

Children 6—-8 months should be given two meals daily, gradually increasing the
number of meals so that at 12 months the child is receiving 5 small meals.

For children who are not growing well, mix margarine, fat, or oil with their porridge.

12 months to 2 years of age

Continue breastfeeding. If the child is not breastfed, give 2 cups of full cream cow’s
milk every day. Make starchy foods the basis of the child’'s meal. Give locally
available protein at least once a day, and fresh fruit or vegetables twice every day.

2-5 years of age

Give the child his/her own serving of family foods 3 times a day. In addition, give 2
nutritious snacks e.g. bread with peanut butter, full cream milk or fresh fruit between
meals.

CONDITIONS WHICH JUSTIFY RECOMMENDING THAT MOTHERS DO NOT

BREASTFEED

Infants with a small number of metabolic diseases qualify to receive specialised

infant formula. These infants should be managed in tertiary centres.

Maternal medical condition that may justify temporary or permanent avoidance of

breastfeeding:

» Severe illness that prevents a mother from caring for her infant, for example
sepsis, renal failure.

» Herpes simplex virus type 1 (HSV-1): direct contact between lesions on the
mother’s breasts and the infant’s mouth should be avoided until all active lesions
have resolved.

» Maternal medications: sedating psychotherapeutic medicines, anti-epileptic
medicines and opioids (may cause drowsiness and respiratory depression in the
infant), radioactive iodine-131, excessive use of topical iodine or iodophors
(especially on open wounds or mucous membranes), cytotoxic chemotherapy.

Infants who qualify to receive infant formula as part of the supplementation scheme
» The mother has died or infant has been abandoned.
» Other individual circumstances deemed necessary by a multidisciplinary team.

MEDICINE TREATMENT
e Multivitamin, oral, daily.

Empiric treatment for worms (this will not treat tapeworm):
¢ Mebendazole, oral.

o Children 1-2 years: 100 mg 12 hourly for three days.
o Children > 2-5 years: 500 mg as a single dose.
e Vitamin A (retinol), oral.
Age range Dose Capsule Capsule
units 100 000 u 200 000 u
Infants 6—11 months 100 000 1 capsule -
Children 12 months—5 years 200 000 2 capsules 1 capsule
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Anaemia:
See Section 3.1: Anaemia.

REFERRAL

» No response to treatment.

» All children other than those with insufficient food intake.
» Severe malnutrition.

3.3 VITAMIN A DEFICIENCY
E50.9

DESCRIPTION

A condition predominantly affecting the skin, mucous membranes and the eyes.

It is most common in children of 1-5 years of age.

If associated with measles and diarrhoea there is an increased risk of illness and death.
If not identified and treated early, it can cause blindness.

Clinical features include:

» night blindness or inability to see in the dark

» white foamy patches on the eye (Bitot's spot) or conjunctival and corneal dryness
» keratomalacia or wrinkling and cloudiness of cornea

» corneal ulceration or the cornea becomes soft and bulges

GENERAL MEASURES

Dietary supplementation with vitamin A rich food including:

— fortified maize meal and/or bread, fortified margarine

— carrots, sweet potato, mangoes and pawpaw, broccoli, sprouts
— dark green leafy vegetables e.g. morogo/imifino and spinach
— apricots, melon, pumpkin

— liver, eggs, full cream milk and fish

MEDICINE TREATMENT

Prophylaxis
e Vitamin A (retinol), oral, every 6 months up to the age of 5 years.
Age range Dose Capsule Capsule
units 100 000 u 200 000 u
Infants 6-11 months 100 000 1 capsule -
Children 12 months-5 years 200 000 2 capsules 1 capsule

Treatment

Children 0-5 years of age, with:

» severe under nutrition/malnutrition

» persistent diarrheoa

» any of the clinical signs of vitamin A deficiency

» measles
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e Vitamin A (retinol), oral, every 6 months up to the age of 5 years.

Age range Dose Capsule Capsule
Units (1U) 100 000 IU | 200 000 IU
Infant < 6 months 50 000 Y2 capsule -
Infants 6—-11 months 100 000 1 capsule -
Children 12 months-5 years 200 000 2 capsule 1 capsule

Administration of a vitamin A capsule

0 Cut the narrow end of the capsule with scissors.

o Open the child’s mouth by gently squeezing the cheeks.

0 Squeeze the drops from the capsule directly into the back of the child’s
mouth. If a child spits up most of the vitamin A liquid immediately, give one
more dose.

o Do NOT give the capsule to the mother or the caretaker to take home.

Children > 5 years of age and adults with:

» any clinical signs of vitamin A deficiency

» measles

Note:

» Children who received a prophylactic dose within the previous month should not
receive the treatment dose of vitamin A.

» If a child is scheduled to receive a routine prophylactic dose of vitamin A and
has received a treatment dose within the past month, postpone the routine dose
for approximately one month.

» Wait at least one month between doses.

»  Children receiving routine multivitamin syrup can still receive vitamin A supplements.

REFERRAL
All complicated cases.

3.4 VITAMIN B DEFICIENCIES
E53.9

DESCRIPTION
A condition in which some of the B group vitamins are deficient.
This occurs commonly in malnutrition and alcoholism.

GENERAL MEASURES
» Lifestyle adjustment.
» Discourage alcohol abuse.

MEDICINE TREATMENT
For all forms of vitamin B deficiencies:
e Vitamin B complex, oral, 2 tablets 3 times daily for one week, then 1 tablet daily

for 3 months.
LoE: Il
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3.4.1 VITAMIN B3/NICOTINIC ACID DEFICIENCY (PELLAGRA)
E52

DESCRIPTION
Pellagra is a condition associated with nicotinic acid deficiency. It is usually
accompanied by other vitamin deficiencies.

Clinical features include:

» diarrhoea

» dementia

» dermatitis with darkening of sun-exposed skin

GENERAL MEASURES
» Lifestyle adjustment including discouraging of alcohol abuse.
» Dietary advice. Increase intake of:

— liver, kidneys, other meats, poultry and fish
— peanuts

- milk

— marmite and Brewer’s yeast

— pulses, whole meal wheat and bran

MEDICINE TREATMENT

For severe deficiency

Children

¢ Nicotinamide, oral, 50 mg 8 hourly for one week.

Adults
¢ Nicotinamide, oral, 100 mg 8 hourly for one week.
For mild deficiency

~

Children

¢ Nicotinamide, oral, 50 mg daily for one week.
Adults

¢ Nicotinamide, oral, 100 mg daily for one week.
REFERRAL

Failure to respond.

3.4.2 VITAMIN Bs/PYRIDOXINE DEFICIENCY
E53.1

DESCRIPTION

Commonly presents as signs of peripheral neuropathy including:
» tingling sensation

» burning pain or numbness of the feet

Pyridoxine deficiency is related to:
» malnutrition
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» alcoholism
» isoniazid or combination TB therapy

GENERAL MEASURES

Dietary advice: Increase intake of pyridoxine rich foods such as:
» Liver, meat, fish and offal,

» Wholegrain cereals, fortified breakfast cereals,

» Peanuts, bananas, raw vegetables,

» Walnuts and seeds, avocados, dried fruits,

» Potatoes and baked beans.

MEDICINE TREATMENT

For deficiency

Children

e Pyridoxine, oral, 12.5 mg daily for 3 weeks.

Adults
e Pyridoxine, oral, 25 mg daily for 3 weeks.

For medicine-induced neuropathy
Children
e Pyridoxine, oral, 50 mg daily for 3 weeks.

Adults

e Pyridoxine, oral, 200 mg daily for 3 weeks.

Then follow with:

e Pyridoxine, oral, 25 mg daily as maintenance dose (for patients on TB therapy/

isoniazid).
REFERRAL
» Failure to respond.
» Children.

3.4.3 VITAMIN B,/THIAMINE DEFICIENCY (WERNICKE

ENCEPHALOPATHY AND BERIBERI)
E51.9/E51.1/E51.2

DESCRIPTION

Clinical features include:

» confusion

» short term memory loss

» paralysis of one or more of the ocular muscles or ophthalmoplegia
» nystagmus

» ataxia

» peripheral neuropathy

» cardiac failure
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Alcoholics may present with Wernicke encephalopathy, neuropathies or cardiac
failure associated with multiple vitamin deficiencies.

GENERAL MEASURES
»  Lifestyle adjustment including discouraging of alcohol abuse.
»  Dietary advice to increase intake of thiamine rich foods such as:
— Wholewheat breads, oatmeal
— Pulses, nuts, yeast
—  Fortified cereals
— Pork, bacon and marmite
— Potatoes and peas

MEDICINE TREATMENT
Peripheral neuropathy and cardiac failure
e Thiamine, oral, 100 mg daily.

In susceptible patients, administration of intravenous glucose precipitates Wernicke
encephalopathy if administered before thiamine supplementation. Thiamine should
be given first in all patients treated with intravenous glucose who are at risk of
thiamine deficiency, e.g. alcoholics.

REFERRAL
All patients with encephalopathy, eye muscle paralysis or cardiac failure.
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Chapter 4: Cardiovascular conditions

4.1 Prevention of ischaemic heart disease and
atherosclerosis
4.2 Angina pectoris, stable
4.3 Angina pectoris, unstable/ Non ST elevation
myocardial infarction (NSTEMI)
4.4 Myocardial Infarction, acute (AMI)/ ST elevation
myocardial infarction (STEMI)
4.5 Cardiac arrest, cardiopulmonary resuscitation
4.6 Cardiac failure, congestive (CCF)
4.6.1 Cardiac failure, congestive (CCF), adults
4.6.2 Cardiac failure, congestive (CCF), children
4.7 Hypertension
4.7.1 Hypertension in adults
4.7.2 Hypertension in children
4.8 Pulmonary oedema, acute
4.9 Rheumatic fever, acute
4.10 Valvular heart disease and congenital structural
heart disease
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4.1 PREVENTION OF ISCHAEMIC HEART DISEASE AND

ATHEROSCLEROSIS

125.1

Major risk factors for ischaemic cardio- and cerebrovascular disease:

»
»
»
»
»

»

»

diabetes mellitus
hypertension
central obesity: waist circumference = 94 cm (men) and = 80 cm (women)
smoking
dyslipidaemia (fasting levels):
— total cholesterol > 5 mmol/L, or
— LDL > 3 mmol/L, or
— HDL <1 mmol/L in men and < 1.2 mmol/L in women
family history of early onset cardiovascular disease in male relatives < 55 years
of age and in female relatives < 65 years of age
age: men > 55 years of age, women > 65 years of age

GENERAL MEASURES

Lifestyle modification

All persons with risk factors for ischaemic heart disease should be encouraged to
make the following lifestyle changes as appropriate:

»

»

»

»

»

»

maintain ideal weight, i.e. BMI < 25 kg/m2

weight reduction in the overweight patient, i.e. BMI > 25 kg/m2

reduce alcohol intake to < 2 standard drinks/day for men and < 1 for women on
no more than 5 out of 7 days per week (1 standard drink is equivalent to 25 mL
of spirits, 125 mL of wine, 340 mL of beer or sorghum beer, or 60 mL of sherry)
follow a prudent eating plan i.e. low fat, high fibre and unrefined carbohydrates,
with adequate fresh fruit and vegetables

regular moderate aerobic exercise, e.g. 30 minutes brisk walking 3-5
times/week (150 minutes/week)

stop smoking
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Calculation of risk of developing cardiovascular events over 10 years
(in the absence of cardiovascular disease)
To derive the absolute risk as a percentage of patients who will have a
cardiovascular event (i.e. death, myocardial infarction or stroke) over 10
years, add the points for each risk category (Section A). The risk associated
with the total points is then derived from Section B.
SECTION A
Age MEN WOMEN
(years)
30-34 0 0
35-39 2 2
40-44 5 4
45-49 6 5
50-54 8 7
55-59 10 8
60-64 11 9
65-69 12 10
70-74 14 11
75-79 15 12
Total cholesterol MEN WOMEN
(mmol/L)
<41 0 0
4.1-5.19 1 1
5.2-6.19 2 3
6.2-7.2 3 4
>7.2 4 5
HDL cholesterol MEN WOMEN
(mmol/L)
>1.5 -2 -2
1.3-1.49 -1 -1
1.2-1.29 0 0
0.9-1.119 1 1
<0.9 2 2
MEN WOMEN
Smoker 4 3
Diabetic* 3 4
*Type 2 diabetics > 40 years of age qualify for statin therapy irrespective of risk
score.
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MEN WOMEN
Systolic BP  Untreated Treated Untreated Treated
(mmHg)
<120 -2 0 -3 -1
120-129 0 2 0 2
130-139 1 3 1 3
140-149 2 4 2 5
150-159 2 4 4 6
=160 3 5 5 7
SECTION B
Total points
MEN 10-year risk % WOMEN 10-year risk %
<3 <1 <2 <1
-2 1.1 -1 1.0
-1 1.4 0 1.2
0 1.6 1 1.5
1 1.9 2 1.7
2 23 3 2.0
3 2.8 4 2.4
4 3.3 5 2.8
5 3.9 6 3.3
6 4.7 7 3.9
7 5.6 8 4.5
8 6.7 9 5.3
9 7.9 10 6.3
10 9.4 11 7.3
11 11.2 12 8.6
12 13.2 13 10.0
13 15.6 14 11.7
14 18.4 15 13.7
15 21.6 16 15.9
16 253 17 18.5
17 29.4 18 21.5
218 >30 19 24.8

LoE: IIf

MEDICINE TREATMENT
Indication for lipid lowering medicine therapy
» Established atherosclerotic disease:
— ischaemic heart disease
— peripheral vascular disease
— atherothrombotic stroke
Note: Lipid lowering medicines should be administered in this setting even if the

cholesterol is normal.
» Type 2 diabetics > 40 years of age, or diabetes for > 10 years, or have existing
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cardiovascular disease, or chronic kidney disease (eGFR < 60 mL/min).
LoE: III"

Note: Lipid lowering medicines should be administered in this
setting even if the cholesterol is normal.

» Arisk of Ml > 20% in 10 years (see table above).
» Such high-risk patients will benefit from lipid lowering (statin) therapy
irrespective of their baseline LDL levels.

Note: When lipid-lowering medicines are used, this is ALWAYS in conjunction with
ongoing lifestyle modification.

= HMGCoA reductase inhibitors (statins) that lower LDL by at least 25%, e.g.:

e Simvastatin, oral, 10 mg at night.
LoE:II"

Lipid lowering medicine therapy for patients taking protease

inhibitors

» Certain antiretroviral medication, particularly protease inhibitors, can cause
dyslipidaemia. Fasting lipid levels should be done 3 months after starting
lopinavir/ritonavir. Lopinavir/ritonavir is associated with a higher risk of
dyslipidaemia than atazanavir/ritonavir.

» Patients at high risk (> 20% risk of developing a CVS event in 10 years) should
switch to atazanavir/ritonavir and repeat the fasting lipid profile in 3 months.

» Patients with persistent dyslipidaemia despite switching, qualify for lipid lowering
therapy. Criteria for initiating lipid lowering therapy are the same as for HIV-
uninfected patients. Many statins (including simvastatin) cannot be used with
protease inhibitors, as protease inhibitors inhibit the metabolism of the statin
resulting in extremely high blood levels.

» Patients who fail to respond to lifestyle modification and have dyslipidaemia
treat with:

e Atorvastatin, oral, 10 mg once daily.

REFERRAL

» Random cholesterol > 7.5 mmol/L.

» Fasting (14 hours) triglycerides > 10 mmol/L.

4.2 ANGINA PECTORIS, STABLE
120.9

DESCRIPTION

Characteristic chest pain due to myocardial ischaemia, usually occurring on exercise
and relieved by rest.

GENERAL MEASURES
» Life style modification. See Section 4.1: Prevention of ischaemic heart disease
and atherosclerosis.

4.5



CHAPTER 4 CARDIOVASCULAR CONDITIONS

MEDICINE TREATMENT (Doctor initiated)
Long-term prophylaxis for thrombosis:
e Aspirin soluble, oral, 150 mg daily.
AND
= Nitrates, short acting e.g.:
e Isosorbide dinitrate, sublingual, 5 mg.
o May be repeated if required at 5—10 minute intervals for 3 doses.
AND
Step 1
e Atenolol, oral, 50—100 mg daily.
o Titrate to resting heart rate of approximately 60 beats/minute.
If B-blocker cannot be tolerated or is contraindicated, consider long acting calcium
channel blocker.

Step 2
ADD

= Long acting calcium channel blocker e.qg.:
e Amlodipine, oral, 5 mg daily.

LoE:Il"
Step 3
ADD
¢ Isosorbide mononitrate, oral, 10-20 mg twice daily.
OR

Isosorbide dinitrate, oral, 20—40 mg twice daily.

o At 8:00 and 14:00 hours for both medicines in order to provide a nitrate free
period to prevent tolerance.

o Modify for night shift workers.

Angina is a high-risk condition for cardiovascular disease and is an indication for a
statin for patients with proven lesions.

= HMGCOoA reductase inhibitors, e.g.:

e Simvastatin, oral, 10 mg at night.

Therapy should be initiated with appropriate lifestyle modification and adherence
support.

REFERRAL
» When diagnosis is in doubt.
» Failed medical therapy.

4.3 ANGINA PECTORIS, UNSTABLE / NON ST ELEVATION

MYOCARDIAL INFARCTION (NSTEMI)
120.0

DESCRIPTION

Unstable angina is a medical emergency and if untreated can progress to NSTEMI.
Presents as chest pain or discomfort similar to stable angina but with the following
additional characteristics:
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» angina at rest or minimal effort

» angina occurring for the first time, particularly at rest

» prolonged angina > 10 minutes, not relieved by sublingual nitrates
» the pattern of angina accelerates and gets worse

DIAGNOSIS

» Made from good history.

» ECG may show ST segment depression or transient ST segment elevation.
» Abnormal ECG does not exclude the diagnosis.

MEDICINE TREATMENT
e Oxygen 40% via facemask, if saturation < 92% or if in distress.

LoE: Il
e Aspirin soluble, oral, 300mg immediately, as a single dose.
ADD LoE: "

e Isosorbide dinitrate, sublingual, 5 mg immediately and then
repeat once if necessary for pain relief.

ADD

e Morphine 10 mg diluted with 10 mL of water for injection or sodium chloride
0.9%, slow IV (Doctor initiated).
o Start with 5 mg; thereafter slowly increase by 1 mg/minute up to 10mg.
o Can be repeated after 4—6 hours if necessary, for pain relief.
o Beware of hypotension.

Unstable angina is a high-risk condition for cardiovascular disease

and is an indication for a statin for patients with proven lesions.

= HMGCoA reductase inhibitors, e.g.:

e Simvastatin, oral, 10 mg, at night.

» This therapy requires good initial evaluation, ongoing support for patients and
continuous evaluation to ensure compliance.

» Random cholesterol should be measured at baseline.
— If < 7.5 mmol/L: initiate therapy.
— If > 7.5 mmol/L: initiate therapy and refer for further assessment.

» Therapy should be initiated with lifestyle modification and adherence support.

REFERRAL
Urgent
All suspected or diagnosed cases.

4.4 MYOCARDIAL INFARCTION, ACUTE (AMI)/ ST

ELEVATION MYOCARDIAL INFARCTION (STEMI)
121.9

DESCRIPTION
AMI/STEMI is caused by the complete or partial occlusion of a coronary artery and
requires prompt hospitalisation and intensive care management.
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The major clinical feature is severe chest pain with the following characteristics:
» site: retrosternal or epigastric

» quality: crushing, constricting or burning pain or discomfort

» radiation: to the neck and/or down the inner part of the left arm

» duration: at least 20 minutes and often not responding to sublingual nitrates
» occurrence: at rest

May be associated with:

» pallor » pulmonary oedema

» sweating » a decrease in blood pressure

» arrhythmias

Note: Not all features have to be present.

EMERGENCY TREATMENT

Before transfer

» Cardio-pulmonary resuscitation if necessary (See Section 21.6: Cardiac arrest —
cardiopulmonary resuscitation).

e Oxygen 40% via facemask, if saturation < 92% or if in distress.
AND LoE:IIl"
e Aspirin soluble, oral, 300 mg as a single dose (chewed or

dissolved) as soon as possible.

AND LoE: "

¢ Isosorbide dinitrate, sublingual, 5 mg, every 5—-10 minutes as
needed for relief of pain to a maximum of 3 tablets.
AND
e Morphine 10mg diluted with 10mL of water for injection or sodium chloride 0.9%,
slow IV (Doctor initiated).
o Start with 5 mg; thereafter slowly increase by 1 mg/minute up to 10mg.
o Can be repeated after 4—6 hours if necessary, for pain relief.
o Beware of hypotension.

AND
e Streptokinase, IV, 1.5 million IU diluted in 100 mL dextrose 5%

or sodium chloride 0.9% and given over 30—60 minutes (Doctor initiated).

o0 Start as soon as possible, once diagnosed, preferably within the first 3 hours.

Indications Contra-indications

For acute myocardial infarction Absolute:

with ST elevation: » streptokinase used within the last year,
» if history of onset is < 6 hours, » previous allergy,

or » CVA within the last 3 months,

» if on-going ischaemic pain, » history of recent major trauma,

or » serious bleeding within the last month,

» for new left bundle branch block. » aneurysms,

» brain or spinal surgery or head injury within
the preceding month, or

» active bleeding or known bleeding
disorder.
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Relative:

» refractory hypertension,

» warfarin therapy,

» recent retinal laser treatment,

» subclavian central venous catheter,
» pregnancy,

» TIA in the preceding 6 months, or
» traumatic resuscitation.

For the full list of contra-indications refer to the package insert for streptokinase.

LoE: Il

CAUTION
Blood pressure may decrease and pulse rate may increase after administration of
streptokinase.
Do not stop streptokinase when there is a decrease in blood pressure, but reduce
the infusion rate.
However, discontinue streptokinase if patient shows manifestations of impending
shock.

LoE:IIF

Monitor the following, continuously and also during transfer:
» pulse

» blood pressure

» respiration depth and rate (count for a full minute)

Aftercare
This is a high-risk condition for cardiovascular disease and is an indication for a
statin for patients with proven lesions.

= HMGCOoA reductase inhibitors, e.g.:
e Simvastatin, oral, 10 mg at night.
» Statin therapy requires good initial evaluation, ongoing support for patients and
continuous evaluation to ensure compliance.
» Random cholesterol should be measured at baseline.
— If < 7.5 mmol/L: initiate therapy.
— If > 7.5 mmol/L: initiate therapy and refer for further assessment.
» Therapy should be initiated with appropriate lifestyle modification and adherence
support.

REFERRAL
Urgent
All suspected or diagnosed cases.

4.5 CARDIAC ARREST, CARDIO-PULMONARY
RESUSCITATION

See Chapter 21: Trauma and emergencies.
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4.6 CARDIAC FAILURE, CONGESTIVE (CCF)

4.6.1 CARDIAC FAILURE, CONGESTIVE (CCF), ADULTS
150.0

DESCRIPTION

CCF is a clinical syndrome and has several causes. The cause and immediate
precipitating factor(s) must be identified and treated to prevent further damage to
the heart.

Signs and symptoms include:

» dyspnoea » tachypnoea
(breathlessness) — breathing rate > 18 breaths/minute in men
» fatigue — breathing rate > 20 breaths/minute in women
» ankle swelling with pitting » inspiratory basal crackles or wheezing on
oedema auscultation of the lungs
» orthopnoea » enlarged liver, often tender
» tachycardia » raised jugular venous pressure

GENERAL MEASURES

» Monitor body weight to assess changes in fluid balance.
» Salt (sodium chloride) restriction to less than 2—-3 g/day.
» Regular exercise within limits of symptoms.

MEDICINE TREATMENT

All patients need to be assessed by a doctor for initiation or change of treatment.
» Many of the medicines used can affect renal function and electrolytes.

» Monitor sodium, potassium and serum creatinine.

STEP 1: Diuretic plus ACE-inhibitor
Mild volume overload (mild CCF) and normal renal function — thiazide diuretic
¢ Hydrochlorothiazide, oral, 25-50 mg daily.

Significant volume overload or abnormal renal function — loop diuretic

e Furosemide, oral, daily (Doctor initiated).
o Initial dose: 40 mg.
o If doses > 80 mg/day is required, change dose interval to 12 hourly.
o Higher doses may be needed if co-morbid kidney failure is present.
0 Once CCF has improved, consider switching to hydrochlorothiazide.
0 Monitor electrolytes and creatinine.

Acute pulmonary oedema
e Furosemide, IV. See Section 21.16: Pulmonary oedema, acute.

Note:

» Reduce diuretic dose when ACE-inhibitor is introduced.

» Routine use of potassium supplements with diuretics is not recommended. They
should only be used short term to correct documented low serum potassium level.
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All patients with CCF, unless contraindicated or poorly tolerated

ACE-inhibitor, e.g.:
Enalapril, oral, 2.5 mg 12 hourly, up to maximum of 10 mg twice daily.

0]
(0]

Titrate dosages gradually upwards until an optimal dose is achieved

Absolute contraindications include: (refer to package insert)

- cardiogenic shock

- bilateral renal artery stenosis, or stenosis of an artery to a dominant/single
kidney

- aortic valve stenosis and hypertrophic obstructive cardiomyopathy

- pregnancy

- history of angioedema associated with previous ACE-inhibitor or

angiotensin receptor blocker therapy
LoE:IIF"

S TEP 2: After titration of ACE-inhibitor, add carvedilol
(a-1 and non-selective B-blocker) unless contra-indicated. (Refer to
package insert for full prescribing information).

Carvedilol, oral (Doctor initiated).

[¢]
[¢]

(o]

(]

Note

OR

Starting dose: 3.125 mg twice daily.

Increase dose at two-weekly intervals by doubling the daily dose until a
maximum of 25 mg twice daily, if tolerated.

If not tolerated, i.e. worsening of cardiac failure manifestations, reduce the
dose to the previously tolerated dose.

Up-titration can take several months.

Should treatment be discontinued for > 14 days, reinstate therapy as above.
Absolute contraindications include: (Refer to package insert)

- cardiogenic shock, bradycardia, various forms of heart block

- severe fluid overload

- hypotension

- asthma

: Do not use atenolol for cardiac failure. LoE: I

Spironolactone, oral, 25mg daily (Doctor initiated). LoE:Nr"

CAUTION

Spironolactone can cause severe hyperkalemia and should only be used when

serum potassium can be monitored.
Do not use together with potassium supplements.
Do not use in kidney failure (Do not use if eGFR < 30 mL/min).

LoE:NIF"
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STEP 3: Add spironolactone, if patient remains symptomatic despite
optimal therapy AND if serum potassium can be monitored.

e Spironolactone, oral, 25mg daily (Doctor initiated). LoE: I

CAUTION
Spironolactone can cause severe hyperkalemia and should only be used when
serum potassium can be monitored.
Do not use together with potassium supplements.
Do not use in kidney failure (Do not use if eGFR < 30 mL/min).

OR LoE: "

e Carvedilol, oral (Doctor initiated).
o0 Starting dose: 3.125 mg twice daily.
0 Increase dose at two-weekly intervals by doubling the daily dose until a
maximum of 25 mg twice daily, if tolerated.
o If not tolerated, i.e. worsening of cardiac failure manifestations, reduce the
dose to the previously tolerated dose.
0 Up-titration can take several months.
Should treatment be discontinued for > 14 days, reinstate therapy as above.
o0 Absolute contraindications include: (Refer to package insert)
- cardiogenic shock, bradycardia, various forms of heart block
- severe fluid overload
- hypotension
- asthma

STEP 4: LoE:lll

Symptomatic CCF despite above-mentioned therapy
Refer to hospital for step up therapy with digoxin.

o

LoE:lIF"

CAUTION
Patients with CCF on diuretics may become hypokalaemic.
Digoxin therapy should not be initiated if the patient is hypokalaemic.

REFERRAL

Urgent

» Patients with prosthetic heart valve.
» Suspected infective endocarditis.

» Fainting spells.

Non urgent
» Initial assessment and initiation of treatment.
» Poor response to treatment.

4.6.2 CARDIAC FAILURE, CONGESTIVE (CCF), CHILDREN
150.0

DESCRIPTION
The congestion of the systemic or pulmonary venous systems due to cardiac
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dysfunction of various causes; including congenital heart disease and acquired
cardiac and lung conditions (e.g. cor-pulmonale due to bronchiectasis in HIV-
infected children).

Often mistaken for respiratory infection.

Signs and symptoms

Infants

» rapid breathing » chest indrawing

» rapid heart rate » crackles or wheezing in lungs
» cardiomegaly » active cardiac impulse

» enlarged tender liver
Often presents primarily with shortness of breath, difficulty in feeding and sweating
during feeds. Oedema is usually not an obvious feature.

Children

» rapid breathing » chest indrawing

» rapid heart rate » crackles or wheezing in lungs

» cardiomegaly » active and displaced cardiac impulse

» enlarged tender liver » oedema of the lower limbs or lower back

GENERAL MEASURES
While arranging transfer:
e Oxygen, using nasal cannula at 2-3 L per minute.

Oxygen 40%, using face mask at 2-3 L per minute.
» Semi-Fowlers position.

Note: If hypertensive, consider glomerulonephritis in children.

MEDICINE TREATMENT

While arranging transfer:

If CCF is strongly suspected

e Furosemide, IV, 1 mg/kg, over 5 minutes. See dosing tables, pg 22.4.
0 Do not put up a drip or run in any IV fluids.

REFERRAL
All children with suspected congestive cardiac failure.

4.7 HYPERTENSION

4.7.1 HYPERTENSION IN ADULTS
110

DESCRIPTION
A condition characterised by an elevated BP measured on 3 separate occasions, a
minimum of 2 days apart.

However, when BP is severely elevated (refer to table below), a minimum of 3 BP
readings must be taken at the 1% visit to confirm hypertension. Ensure that the
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correct cuff size is used in obese patients.

» Systolic BP = 140 mmHg
and/or
» Diastolic BP 2 90 mmHg.

LEVELS OF HYPERTENSION IN ADULTS

Level of hypertension Systolic mmHg Diastolic mmHg
mild 140-159 90-99
moderate 160-179 100-109
severe =180 2110

Achieve and maintain target BP: Systolic < 140 mmHg and diastolic <

GENERAL MEASURES
All patients with hypertension require lifestyle modification:

90 mmHg.

» weight loss if overweight » regular physical exercise (150 minutes/week)
» stop smoking » avoid excessive alcohol intake
» restrict salt intake » restrict fat intake

MEDICINE TREATMENT
Initial medicine choices in patients qualifying for treatment are dependent on
presence of compelling indications.

Medicine treatment choices without compelling indications

Mild hypertension

When there are no risk factors and there is poor response to lifestyle modification
measures after 3 months, initiate medicine therapy.

Presence of risk factors
Medicine therapy as well as lifestyle modification should be initiated after
confirmation of diagnosis (Step 2).

Moderate hypertension
Diagnosis must be confirmed within 2 weeks. Initiate treatment after confirmation of
diagnosis (medicine and lifestyle modification) at Step 2.

Severe hypertension

Confirm diagnosis within 1 hour.

» In patients who are not symptomatic, initiate treatment (medicine and lifestyle
modification) at Step 3.

Patients with symptoms of progressive target organ damage or associated clinical

conditions: See hypertensive urgency and emergency, below.

Special cases

Pregnancy-induced hypertension:

See Section 6.2.2 Hypertensive disorders of pregnancy.

Asymptomatic severe hypertension
» These patients have severe hypertension, are asymptomatic and have no
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evidence of progressive target organ damage.

» Observe the patient in the health care setting and repeat BP measurement after
the patient has rested for 1 hour.

» If the second measurement is still elevated at the same level, start oral
treatment with 2 agents (Step 3), one of which should be low dose
hydrochlorothiazide and the second medicine is usually a calcium channel
blocker, e.g. amlodipine.

» Patient should be followed up within a week.

» Refer to doctor if BP > 160/100 mmHg after 4 weeks.

. (XIX
Hypertensive urgency LoE:llf

» Most affected adults have a systolic BP > 220 mmHg and/or diastolic BP > 120
mmHg.

» Patients are symptomatic, usually with severe headache, shortness of breath
and oedema.

» Treatment should be commenced with 2 oral agents (Step 3) with the aim to
lower diastolic BP to 100 mmHg slowly, over 48—72 hours.

» Amlodipine and furosemide or hydrochlorothiazide should be used, if there is
renal insufficiency or evidence of pulmonary congestion (See Section 4.6.1:
Cardiac failure, congestive (CCF), adults).

» All patients with hypertensive urgency should be referred to a hospital.

Hypertensive emergency
» A markedly elevated BP: systolic BP > 180mmHg and/or a diastolic BP > 130
mmHg associated with = 1 of the following:
- unstable angina/chest pain
- neurological signs, e.g. severe headache, visual disturbances, confusion,
coma or seizures
- pulmonary oedema
- renal failure

MEDICINE TREATMENT
¢ Amlodipine, oral, 10 mg immediately as a single dose.

If pulmonary oedema:
e Furosemide, IV, 40 mg as a single dose (See Section 21.16: Pulmonary
oedema, acute).

CAUTION
A hypertensive emergency needs immediate referral to hospital.

REFERRAL
Urgent

All patients.
Stroke

BP is often elevated in acute stroke and should only be treated if it persists > 2 days
or is severely elevated. Diastolic BP > 120 mmHg. Reduce BP gradually.
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Elderly

In patients without co-existing disease, initiate medicine treatment only when the

BP > 160/90 mmHg.
Note:

» Check adherence to medication before escalating therapy.
» Monitor patients monthly and adjust therapy if necessary until the BP is stable.
» After target BP is achieved, patients may be seen at 3—6 monthly intervals.

CAUTION

Lower BP over a few days.

A sudden decrease in BP can be dangerous, especially in the elderly.

Stepwise treatment without compelling indications

STEP 1

Entry to Step 1

Treatment

Target

» Diastolic BP 90-99 mmHg
and/or systolic BP 140-159
mmHg without any existing
disease

AND

» No major risk factors.

» Lifestyle modification.

» BP control within 3
months to
BP < 140/90 mmHg.

STEP 2

Entry to Step 2

Treatment

Target

» Diastolic BP 90-99 mmHg
and systolic BP 140-159
mmHg without any existing
disease

AND

» No major risk factors

AND

» Failure of lifestyle
modification alone to reduce
BP after 3 months

OR
Mild hypertension with major
risk factors or existing
disease

OR
Moderate hypertension at
diagnosis.

» Lifestyle modification

AND

e Hydrochlorothiazide,
oral, 12.5 mg daily.

» BP control within 1
month to
BP < 140/90 mmHg.
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STEP 3

Entry to Step 3

Treatment

Target

» Failure to achieve targets in

Step 2 after 1 month
despite adherence to
therapy.

R

Severe hypertension.

» Lifestyle modification

AND

e Hydrochlorothiazide,
oral, 12.5 mg daily.

ADD

= ACE-inhibitor, e.g.:

e Enalapril, 10 mg daily

OR
Long acting calcium
channel blocker, e.g.:
amlodipine, oral 5 mg
daily.

» BP control within 1
month to
BP < 140/90 mmHg.

STEP 4

Entry to Step 4

Treatment

Target

» Failure of step 3 after 1
month of adherence.

» Lifestyle modification

AND

¢ Hydrochlorothiazide,
oral, 12.5 mg daily

AND

= ACE-inhibitor, e.g.:

= Enalapril, increase to

20 mg daily

AND

¢ Long acting calcium
channel blocker, e.g.:
amlodipine, oral, 5 mg
daily.

» BP control within 1
month to
BP < 140/90mmHg,
with no adverse
medicine reactions.

STEP 5

Entry to Step 5

Treatment

Target

» Failure of step 4 after 1
month of adherence.

» Lifestyle modification

AND

= Hydrochlorothiazide,
oral, increase to 25
mg daily.

AND

= ACE-inhibitor, e.g.:

e Enalapril, 20 mg
daily.

AND

* Long acting calcium

» BP  control  within
1month to

BP < 140/90 mmHg,
with no adverse

medicine reactions.
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AND ADD

daily.

channel blocker, e.g.
amlodipine, oral 10
mg daily.

Atenolol, oral, 50 mg

If not controlled on step 5 — Refer

Compelling indications for specific
medicines

Medicine/therapeutic class

Angina

R-blocker
OR
Long acting calcium channel blocker

Prior myocardial infarction

e [R-blocker
AND
ACE-inhibitor

Heart failure

e ACE-inhibitor
AND

Carvedilol.

OR
Spironolactone

For significant volume overload:
Loop diuretic

Left ventricular hypertrophy(confirmed e ACE-inhibitor

by ECG)

Stroke: secondary prevention e Hydrochlorothiazide
AND
e ACE-inhibitor

Diabetes type 1 and 2 with or without
evidence of microalbuminuria or
proteinuria

e ACE-inhibitor, usually in combination

with diuretic

Chronic kidney disease

ACE-inhibitor, usually in combination
with diuretic

Isolated systolic hypertension

Hydrochlorothiazide
OR
Long acting calcium channel blocker

Pregnancy

Methyldopa

Contraindications to individual medicines

Hydrochlorothiazide

» gout

pregnancy

severe liver failure
kidney failure

»
»
»
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Beta-adrenergic blocking agent e.g. atenolol
Absolute:

» asthma

» chronic obstructive airways disease
Relative:

» heart failure (not carvedilol)

» diabetes mellitus

» peripheral vascular disease

» bradycardia: pulse rate < 50 beats/minute

ACE-inhibitors

» pregnancy

» bilateral renal artery stenosis or stenosis of an artery to a dominant/single kidney
» aortic valve stenosis

» history of angioedema

» hyperkalemia

CAUTION
Advise all patients receiving ACE-inhibitors about the symptoms of angioedema.

Calcium channel blockers, long acting
» heart failure

REFERRAL

» Young adults (< 30 years of age).

» BP not controlled by 4 medicines and where there is no doctor available.

» Pregnancy.

» Signs of target organ damage e.g. oedema, dyspnoea, proteinuria, angina etc.
» If severe adverse drug reactions develop.

» Hypertensive urgency and hypertensive emergency.

4.7.2 HYPERTENSION IN CHILDREN
110

DESCRIPTION

Hypertension is defined as systolic and/or diastolic blood pressure > the 95"
percentile for gender, age and height percentile on at least 3 consecutive
occasions. Refer to table below.

The choice of appropriate cuff size is important. Too small a cuff for the arm leads
to false high BP. The cuff bladder must encircle at least 80% of the upper arm and
should cover at least 75% of the distance between the acromion and the olecranon.
It is better to use a cuff that is slightly too large than one that is too small. Large
cuffs, if covered with linen-like material, can be folded to the appropriate size in
smaller infants as long as the bladder encompasses the arm.

Infants and preschool-aged children are almost never diagnosed with essential
hypertension and are most likely to have secondary forms of hypertension.
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With age, the prevalence of essential hypertension increases, and after 10 years
of age, it becomes the leading cause of elevated BP. Obesity currently is
emerging as a common comorbidity of essential hypertension in paediatric
patients, often manifesting during early childhood.

DIAGNOSIS

Age 95" BP percentiles for boys 95" BP percentiles for girls

years mmHg mmHg
1 103/56 104/58
3 109/65 107/67
5 112/72 110/72
6 114/74 111/74
8 116/78 115/76
9 118/79 117/77
10 119/80 119/78
11 121/80 121/79
12 123/81 123/80

Adapted from U.S Department of Health and Human Services.National Institutes of Health (National Heart, Lung,
and Blood Institute): The 4" report on the diagnosis, evaluation, and treatment of high blood pressure in children

and adolescents, May 2005 (using the 50" height percentile).
LoE: I
REFERRAL

All cases with BP above the 95" percentile.

4.8 PULMONARY OEDEMA, ACUTE

See Section 21.16: Pulmonary oedema, acute.

4.9 RHEUMATIC FEVER, ACUTE
101.9
Note: notifiable condition.

DESCRIPTION

A condition in which the body develops antibodies against its own tissues, following
a streptococcal throat infection. Effective treatment of streptococcal pharyngitis can
markedly reduce the occurrence of this disease.

Commonly occurs in children, 3—-15 years of age.

Recurrences are frequent.

Clinical signs and symptoms include:

» arthralgia or arthritis that may shift from one joint to another

» carditis including cardiac failure

» heart murmurs

» subcutaneous nodules

» erythema marginatum

» chorea (involuntary movements of limbs or face)

» other complaints indicating a systemic illness e.g. fever
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MEDICINE TREATMENT
Eradication of streptococci in throat:
¢ Benzathine benzylpenicillin, IM, single dose. LoE: ™
o Children < 30 kg: 600 000 IU.
o Children 2 30 kg and adults: 1.2 MU.
o For benzathine benzylpenicillin, IM injection, dissolve benzathine
benzylpenicillin 1.2 MU in 3.2 mL lidocaine 1% without

epinephrine (adrenaline) or 3 mL water for injection. LOE: I
OR
Phenoxymethylpenicillin, oral, 12 hourly for 10 days.
o Children < 30 kg: 250 mg
o Children = 30 kg and adults: 500 mg

L E.'/XX"I
Penicillin allergy: 2

Children < 18 kg
= Macrolide, e.g.:

e Erythromycin, oral, 125 mg, 6 hourly before meals for 10 days. See dosing
table, pg 22.4.

Children > 18-35 kg (able to take tablets)
= Macrolide, e.g.:
e Azithromycin, oral, 250 mg daily for 3 days.

Children > 35 kg and adults
= Macrolide, e.g.:
e Azithromycin, oral, 500 mg daily for 3 days.

LoE:I*"

Prophylaxis for rheumatic fever:
All patients with confirmed rheumatic fever and no persistent rheumatic valvular
disease:

» Treat for 10 years or until the age of 21 years, whichever is longer.

. . ) . . LoE:IIF™
All patients with confirmed rheumatic fever and persistent
rheumatic valvular disease:
» Treat lifelong.
) o LoE: /I
e Benzathine benzylpenicillin, IM, every 21-28 days (3—4 weeks).
o Children < 30 kg: 600 000 1U
o Children = 30 kg and adults: 1.2 MU

o For benzathine benzylpenicillin, IM injection, dissolve benzathine
benzylpenicillin 1.2 MU in 3.2 mL lidocaine 1% without epinephrine
(adrenaline).

LoE: I

CAUTION
IM injections must be avoided if patients are on warfarin

OR
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Phenoxymethylpenicillin, oral, 12 hourly. LoE: 1™

o Children: 125 mg
0 Adults: 250 mg

Penicillin allergy:

Children < 11 years of age

= Macrolide, e.g.:

e Erythromycin, oral, 125 mg, 12 hourly before meals.

Children > 11 years of age and adults
= Macrolide, e.g.:
e Azithromycin, oral, 250 mg daily.

REFERRAL
All patients for diagnosis and management.

LoE:NIF*™

410 VALVULAR HEART DISEASE AND CONGENITAL

STRUCTURAL HEART DISEASE
109.9

DESCRIPTION

Damage to heart valves, chamber or vessel wall anomalies caused by rheumatic
fever or other causes, e.g. congenital heart defects and ischaemic heart disease.
May be complicated by:

» heart failure » atrial fibrillation

» infective endocarditis » systemic embolism

GENERAL MEASURES

» Advise all patients with a heart murmur regarding the need for prophylaxis
treatment prior to undergoing certain medical and dental procedures.

» Advise patients to inform health care providers of the presence of the heart
murmur when reporting for medical or dental treatment.

MEDICINE TREATMENT

Prophylaxis antibiotic treatment for infective endocarditis:

» Should be given prior to certain invasive diagnostic and therapeutic procedures
e.g. tooth extraction, to prevent infective endocarditis.

» Is essential for all children with congenital or rheumatic heart lesions needing
dental extraction.

Dental extraction if no anaesthetic is required:
e Amoxicillin, oral, 50 mg/kg (maximum dose: 2 g), 1 hour before the procedure.
0 Repeat dose 6 hours later.

Age Dose

< 5 years of age: 750 mg
5-10 years of age: 1500 mg
= 10 years of age: 29

LoE: 1™
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Penicillin allergy:
Refer.

If anaesthetic is required:
Refer.

Prophylaxis for rheumatic fever:
See Section 4.9: Rheumatic fever, acute.

REFERRAL

» All patients with pathological heart murmurs for assessment.

» All patients with heart murmurs not on a chronic management plan.

» Development of cardiac signs and symptoms.

» Worsening of clinical signs and symptoms of heart disease.

» Any newly developing medical condition, e.g. fever.

» All patients with valvular heart disease for advice on prophylactic antibiotic
treatment prior to any invasive diagnostic or therapeutic procedure.
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Chapter 5: Skin Conditions

5.1 Dry skin
5.2 Itching (pruritus)
5.3 Acne vulgaris
5.4 Bacterial infections of the skin
5.4.1 Boil, abscess
5.4.2 Impetigo
5.4.3 Cellulitis
5.4.4 Chronic lower limb ulcers
5.5 Fungal infections of the skin
5.5.1 Candidiasis, skin
5.5.2 Ringworm and other tineas
5.5.2.1 Ringworm - tinea corporis
5.5.2.2 Athlete’s foot - tinea pedis
5.5.2.3 Scalp infections - tinea capitis
5.5.2.4 Pityriasis versicolor - finea
versicolor
5.5.2.5 Nail infections - tinea unguium
5.6 Nail and nailfold infections
5.6.1 Paronychia - chronic
5.6.2 Paronychia - acute
5.6.3 Nail infections - tinea unguium
5.7 Parasitic infestations of the skin
5.7.1 Lice (pediculosis)
5.7.1.1 Head lice
5.7.1.2 Body lice
5.7.1.3 Pubic lice
5.7.2 Scabies
5.7.3 Sandworm
5.8 Eczema and dermatitis
5.8.1 Eczema, atopic
5.8.2 Eczema, acute, moist or weeping
5.8.3 Dermatitis, seborrhoeic
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5.9 Nappy rash
5.10 Allergies
5.10.1 Urticaria
5.10.2 Angioedema
5.10.3 Fixed drug eruptions
5.10.4 Papular urticaria
5.10.5 Erythema multiforme
5.10.6 Severe cutaneous adverse drug reactions
5.10.6.1 Stevens-Johnson syndrome (SJS)/
Toxic Epidermal Necrolysis (TEN)
5.10.6.2 Drug Reaction with Eosinophilia
and Systemic Symptoms (DRESS)
5.11 Pityriasis rosea
5.12 Molluscum contagiosum
5.13 Herpes simplex
5.14 Herpes Zoster
5.15 Warts
5.15.1 Common warts
5.15.2 Plane warts
5.15.3 Plantar warts
5.15.4 Genital warts: Condylomata accuminata
5.16 Psoriasis
5.17 Hidradenitis suppurativa
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5.1 DRY SKIN
L85.3

DESCRIPTION

The skin is dry and rough, together with varying degrees of scaling.

Severe forms are mainly inherited, e.g. ichthyosis.

Milder forms (xeroderma), seen as dryness with only slight scaling are common in the
elderly and some chronic conditions, e.g. HIV disease, malignancies and atopic
eczema.

MEDICINE TREATMENT
Avoid soap, use soap substitutes e.g.
e Agqueous cream (UEA).
0 Rub on skin, before rinsing off completely.
0 Aqueous cream should not be used as an emollient.

= Emollient, e.g.:
e Emulsifying ointment (UE).

LoE: IIf

5.2 ITCHING (PRURITUS)
L29.9

DESCRIPTION

Itching may be:

» localised or generalised

» accompanied by obvious skin lesions or skin conditions e.g. eczema
» accompanied by many systemic diseases, e.g. hepatitis

» caused by scabies and insect bites

GENERAL MEASURES
» Trim fingernails.
» Avoid scratching.

MEDICINE TREATMENT
Diagnose and treat the underlying condition.
e Calamine lotion, apply when needed.

LoE: Il

For pruritis associated with dry skin:

= Emollient, e.g.:

e Emulsifying ointment (UE).

Severe pruritus:

For short term use:

Children

e Chlorphenamine, oral, 0.1 mg/kg/dose 6—8 hourly. See dosing table, pg 22.3.

Adults
e Chlorphenamine, oral, 4 mg, 6-8 hourly.
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Note: Chlorphenamine is sedating and in mild cases may be used only at night.

For long term use e.g. for chronic pruritus:
Children: 2—6 years of age
o Cetirizine, oral, 5 mg once daily. See dosing table, pg 22.2.

Children > 6 years of age and adults
e Cetirizine, oral, 10 mg once daily.

CAUTION
Do not give an antihistamine to children < 2 years of age.

REFERRAL

» No improvement after 2 weeks.
» Underlying malignancy or systemic disease suspected.

5.3 ACNE VULGARIS
L70.0

DESCRIPTION

Acne is an inflammatory condition of the hair follicle.

It is caused by hormones and sebum gland keratinisation,leading to follicular
plugging producing comedomes and proliferation of Propionibacterium acnes.
Occurs more commonly in adolescence, but may also occur in adulthood.
Distributed on face, chest and back.

Ranges in severity from mild, with a few blackheads, to severe with nodules and cysts.
Severe forms may be seen in HIV disease and itching may be a feature.

May also occur as a result of the inappropriate use of topical steroids or as a side
effect of medicine e.g. INH therapy.

GENERAL MEASURES

» Do not squeeze lesions.

» Avoid greasy or oily cosmetics and hair grooming products that block the
hair follicle openings.

» Avoid excessive facial washing.

MEDICINE TREATMENT
Many pustules
e Benzoyl peroxide 5%, gel, apply at night to affected areas as tolerated.
o Wash off in the morning.
o If ineffective and tolerated, increase application to 12 hourly.
o Avoid contact with eyes, mouth, angles of the nose and mucous membranes.

CAUTION
Limit exposure to sunlight.

e Doxycycline, oral, 100 mg daily for 3 months.
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Poor response to benzoyl peroxide:

= Topical retinoids, e.g.:

e Tretinoin 0.05% cream, topical, apply once daily at bedtime until substantial
improvement, for at least 6 weeks. (Doctor initiated)
o Apply sparingly.

CAUTION
Do not use if pregnant or planning pregnancy.
Limit exposure to sunlight.

5.4 BACTERIAL INFECTIONS OF THE SKIN

5.4.1 BOIL, ABSCESS
L02.9

DESCRIPTION
Localised bacterial skin infection of hair follicles or dermis, usually with S. aureus.
The surrounding skin becomes:

» swollen » hot
» red » tender to touch
Note:

» Check blood glucose level if diabetes suspected or if the boils are recurrent.
Boils in diabetic or immunocompromised patients require careful management.
» Axillary abscesses and pustules (See Section 5.17: Hidradenitis suppurativa).

GENERAL MEASURES

» Encourage general hygiene.

» Drainage of abscess is the treatment of choice.

» Perform surgical incision only when the lesion is fluctuant.

MEDICINE TREATMENT

Systemic antibiotics are seldom necessary, except if there are:

» swollen lymph nodes in the area » extensive surrounding cellulitis
» fever » boils on the face

Antibiotics are also indicated in immunocompromised, diabetic patients and
neonates:

Children < 7 years of age

e Cephalexin, oral, 12—25 mg/kg/dose 6 hourly for 5 days. See dosing table, pg 22.2.
OR

Flucloxacillin, oral, 12—25 mg/kg/dose 6 hourly for 5 days. See dosing table, pg 22.4.
Children > 7 years of age and adults LoE:lll"

e Cephalexin, oral, 500 mg 6 hourly for 5 days.
OR
Flucloxacillin, oral, 500 mg 6 hourly for 5 days.
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Penicillin allergy:

Children < 18 kg

= Macrolide, e.g.:

e Erythromycin, oral, 10—-15 mg/kg/dose 6 hourly for 5 days. See dosing table, pg
22.4.

Children > 18-35 kg (able to take tablets)
= Macrolide, e.g.:
e Azithromycin, oral, 250 mg daily for 3 days.

Children > 35 kg and adults
= Macrolide, e.g.:
e Azithromycin, oral, 500 mg daily for 3 days.

REFERRAL

» Poor response to treatment.

» Abscesses of the palm of the hand and pulp space abscess of the fingers.
» Features of severe sepsis requiring intravenous antibiotics.

» Deep abscess e.g. ischiorectal and breast abscess.

5.4.2 IMPETIGO
L01.0

DESCRIPTION

A common contagious skin infection caused by streptococci or staphylococci.
Predominantly occurs in children.

Often secondary to scabies, insect bite, eczemaortineacapitis.

Clinical features:

» starts as blisters containing pus

» subsequently becomes eroded producing honey-coloured crusts

» commonly starts on the face or buttocks

» spreading to neck, hands, arms and legs

Note:

» Post-streptococcal glomerulonephritis is a potential complication.

» Check urine for blood if the sores have been present for more than a week.

GENERAL MEASURES

» Good personal and household hygiene to avoid spread of the infection and to
reduce carriage of organisms.

» Trim finger nails.

» Woash and soak sores in soapy water to soften and remove crusts.

» Continue with general measures until the sores are completely healed.

MEDICINE TREATMENT
e Povidone iodine 5%, cream or 10% ointment, apply 8 hourly.

LoE:lll
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AND
Children < 7 years of age
e Cephalexin, oral, 12—25 mg/kg/dose 6 hourly for 5 days. See dosing table, pg 22.2.
OR
Flucloxacillin, oral, 12—-25 mg/kg/dose 6 hourly for 5 days. See dosing table, pg
22.4.

Children > 7 years of age and adults
e Cephalexin, oral, 500 mg 6 hourly for 5 days.
OR

Flucloxacillin, oral, 500 mg 6 hourly for 5 days.

VI
Penicillin allergy:

Children < 18 kg
= Macrolide, e.g.:

e Erythromycin, oral, 10-15 mg/kg/dose 6 hourly for 5 days. See dosing table, pg
22.4.

Children > 18-35 kg (able to take tablets)

= Macrolide, e.g.:

e Azithromycin, oral, 250 mg daily for 3 days.
Children > 35 kg and adults

= Macrolide, e.g.:

e Azithromycin, oral, 500 mg daily for 3 days.

If impetigo has improved, but has not completely cured, give a 2 5-day course of
antibiotics.

REFERRAL

» No improvement after second course of antibiotics.

» Presence of blood on urine test strip for longer than 5-7 days.

» Clinical features of glomerulonephritis. See Section 8.3.1: Nephritic syndrome.

5.4.3 CELLULITIS
L03.9

DESCRIPTION

A diffuse, spreading, acute infection within skin and soft tissues, commonly caused
by streptococci and staphylococci.

Characterised by:

» oedema » redness

» increased local temperature » No suppuration

Frequently associated with lymphangitis and regional lymph node involvement.
Commonly occurs on the lower legs, but may occur elsewhere.

May follow minor trauma.

There may be significant systemic manifestations of infection:

» fever » tachycardia » hypotension

» chills » delirium/altered mental state
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May present as an acute fulminant or chronic condition.

GENERAL MEASURES
Elevate the affected limb to reduce swelling and discomfort.

MEDICINE TREATMENT
Children < 7 years of age
e Cephalexin, oral, 12—25 mg/kg/dose 6 hourly for 5 days. See dosing table, pg 22.2.
OR
Flucloxacillin, oral, 12-25mg/kg/dose 6 hourly for 5 days. See dosing table, pg
22.4.

Children > 7 years of age and adults
e Cephalexin, oral, 500 mg 6 hourly for 5 days.
OR

Flucloxacillin, oral, 500 mg 6 hourly for 5 days.

Penicillin allergy:

Children < 18 kg

= Macrolide, e.g.:

e Erythromycin, oral, 10-15 mg/kg/dose 6 hourly for 5 days. See dosing table, pg
224,

Children > 18-35 kg (able to take tablets)

= Macrolide, e.g.:

e Azithromycin, oral, 250 mg daily for 3 days.
Children > 35 kg and adults

= Macrolide, e.g.:

e Azithromycin, oral, 500 mg daily for 3 days.

Severe cases:
Refer for parenteral antibiotics.

REFERRAL

Urgent

» Children who have significant pain, swelling or loss of function (to exclude
osteomyelitis).

» Necrosis.

» Extensive cellulitis.

» Recurrent cellulitis associated with underlying conditions, e.g. lymphoedema.

» Cellulitis with systemic manifestations, e.g. confusion, hypotension.

» Poorly controlled diabetic patients.

» Involvement of the hand, face and scalp.

Non-urgent
» Inadequate response to initial antibiotic treatment.
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5.4.4 CHRONIC LOWER LIMB ULCERS
L97.8

DESCRIPTION

A chronic relapsing disorder of the lower limbs.

Associated with vascular insufficiency (predominantly venous insufficiency) and
patient immobility.

Commonly associated with neuropathy, infections, neoplasia, trauma or other rare
conditions.

GENERAL MEASURES

» If the ulcer is oedema- or stasis-related, rest the leg in an elevated position.

» In venous insufficiency, compression (bandages or stockings) are essential to
achieve and maintain healing, provided the arterial supply is normal.

» In patients with arterial insufficiency, avoid pressure on bony prominences and
the toes.

» In patients with neuropathy, relieve pressure from the area.

» Exclude diabetes with finger prick blood glucose test.

» Avoid topical application of home remedies.

» Stress meticulous foot care and avoidance of minor trauma. Encourage patients
with neuropathy not to walk barefoot, check their shoes for foreign objects,
examine their feet daily for trauma and to test bath water before bathing to
prevent getting burnt.

» Avoid excessive local heat.

» Walking and exercises are recommended.

MEDICINE TREATMENT
Refer for assessment and initiation of treatment.

Local wound care:
Use bland, non-toxic products to clean the ulcer and surrounding skin.
e Sodium chloride 0.9%.

For venous ulcers: LoE:lll
e Paraffin gauze dressing.
LoE:II"

REFERRAL

» No improvement after 1 month.

» All foot ulcers.

» Ulcers with atypical appearance.

» Venous ulcers that are persistently infected.

5.5 FUNGAL INFECTIONS OF THE SKIN

5.5.1 CANDIDIASIS, SKIN
B37.2

Vaginal candidiasis: See Section 12.1: Vaginal discharge syndrome (VDS).
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DESCRIPTION

A skin infection caused by C. albicans.

Most common sites for infection are skin folds such as:
» under the breasts

» natal cleft

» axillae

» groins

» nail folds

» neck folds, peri-anal, perineum and groins in infants

The skin lesions or sores:

» Are red raw-looking patches.

» Appear moist (weeping).

» Have peripheral outlying white pustules, red scaly lesions which become
confluent.

GENERAL MEASURES
Exclude diabetes.

MEDICINE TREATMENT
= Imidazole, e.g.:
e Clotrimazole 2% cream, apply three times daily for 14 days.

5.5.2 RINGWORM AND OTHER TINEAS
B35.9

Fungal infections affecting the skin (tinea corporis; tinea versicolor), feet (tinea pedis),
scalp (tinea capitis) and nails (tinea unguium). These infections may be contagious.

5.5.2.1 RINGWORM - TINEA CORPORIS
B35.4

DESCRIPTION

Clinical features include:

» itchy ring-like patches » raised borders

» patches slowly grow bigger

As the patch extends a clear area develops in the center which may become hyper-
pigmented in dark skin.

Extensive disease is common in HIV, often with no evidence of the patches
developing clear centres.

GENERAL MEASURES
» Prevent spreading the infection to others.
» Do not share:
— clothes
— towels
— toiletries, especially combs and hair brushes
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» Wash skin well and dry before applying medicine treatment.

MEDICINE TREATMENT
Treat any secondary skin infection with antibiotics. See Section 5.4.2: Impetigo.
* Imidazole, e.g.:
e Clotrimazole 2% cream, topical, apply 3 times daily.
o Continue using cream for at least 2 weeks after lesions have cleared.

REFERRAL
Extensive disease.

5.5.2.2 ATHLETE'S FOOT - TINEA PEDIS
B35.3

DESCRIPTION

A common contagious fungal infection of the foot, characterised by itching, burning
and stinging between the toes or the sole.

The skin between the toes is moist and white (maceration) and may become
fissured. There is also associated erythema, scaling and peeling.

Secondary eczema of the hands may be an associated condition. See Section
5.8.1:Eczema, atopic.

Vesicles may occur in inflammatory cases.

Pain and tenderness in the web spaces may indicate secondary bacterial infection.
Re-infection is common.

GENERAL MEASURES
» Discourage the use of shared bathing or swimming areas, whilst infected.
» Keep feet dry:

— wear open sandals

— do not wear socks of synthetic material

— dry between toes after washing the feet or walking in water

— wash and dry feet twice daily before applying medicine treatment

MEDICINE TREATMENT
e Imidazole cream, e.g.:
e Clotrimazole 2%, apply twice daily for 4 weeks.

REFERRAL
No improvement after 4 weeks.

5.5.2.3 SCALP INFECTIONS - TINEA CAPITIS
B35.0

DESCRIPTION
Round or patchy bald areas with scales and stumps of broken off hair.
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GENERAL MEASURES
Avoid shaving head in children.
Do not share toiletries such as combs and hair brushes.

MEDICINE TREATMENT
For scalp infections:
Children

e Fluconazole, oral, 6 mg/kg once daily, for 28 days. See dosing table, pg 22.4.
Adults LoE: "

e Fluconazole, oral, 200 mg once daily, for 28 days.
LoE:II"

Note: Do not give to women of child-bearing age unless they are
using an effective contraceptive.

5.5.2.4 PITYRIASIS VERSICOLOR - TINEA VERSICOLOR
B36.0

DESCRIPTION

Mostly found on the upper chest and back and less commonly on the neck, face,
abdomen and upper limbs. Round macules which are usually lighter than normal
skin (but may be darker). On the chest and back the more central macules join
together and the condition spreads with the formation of new macules on the
periphery. The pigmentation may take months to return to normal.

Recurrences are common especially in hot weather.

GENERAL MEASURES
Avoid wearing heavy clothing in hot weather to reduce perspiration.

MEDICINE TREATMENT

Oral antifungal therapy is not indicated.

e Selenium sulphide, 2.5% suspension, apply daily for 7 days.
o0 Lather shampoo on affected parts.
o0 Leave on for 30 minutes, then wash off.

5.5.2.5 NAIL INFECTIONS - TINEA UNGUIUM

See Section 5.6.3 Nail infections — tinea unguium.

5.6 NAIL AND NAILFOLD INFECTIONS
B37.2

5.6.1 PARONYCHIA, CHRONIC
B37.2

DESCRIPTION
» Chronic, red, swollen nailfold, lifted off the nail plate with whitish pus.
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» Commonly caused by working in water and contact with household detergents.

GENERAL MEASURES
» Avoid hand contact with household detergents, washing powders and softeners.
» Patients to wear rubber gloves when washing clothes, linen and kitchen utensils.

MEDICINE TREATMENT

* Imidazole, e.g.:

e Clotrimazole 2% cream, topical, apply 4—6 hourly until lesions have cleared.
0 After washing hands, massage cream into the nailfold.

If secondary infection is present, indicated by pain and tenderness in Lol

the nail fold, treat with antibiotics. See Section 5.4.2: Impetigo

REFERRAL
No response to treatment.

5.6.2 PARONYCHIA, ACUTE
B37.2

DESCRIPTION
Small subcutaneous collection of pus under the nailfold.
Often associated with cutting nails too short, or nail biting.

GENERAL MEASURES
» Avoid cutting finger nails too short.
» Avoid nail biting.

MEDICINE TREATMENT

Drain abscess by puncture or incision.
Adults
¢ Flucloxacillin 500 mg 6 hourly for 5 days.

5.6.3 NAIL INFECTIONS — TINEA UNGUIUM
B35.1
DESCRIPTION

Nails are lifted, distorted, crumbling and discoloured. One or more nails may be
affected.

GENERAL MEASURES

Topical treatment is generally ineffective for fungal nail infections.

Systemic treatment is often unsuccessful and recurrent infections are common if
repeat exposure is not prevented.

REFERRAL
Only patients that are distressed by cosmetic appearance.
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5.7 PARASITIC INFESTATIONS OF THE SKIN
B85.0

5.7.1 LICE (PEDICULOSIS)
B85.2

DESCRIPTION

An infestation of the body with parasitic lice.

Clinical features include:

» itching

» bite marks

» presence of secondary eczema and secondary infection

CAUTION
Do not use commercial insect sprays as they are toxic.
Lotions used for the treatment of lice are toxic when swallowed.

Treat secondary infection with antibiotics.See Section 5.4.2: Impetigo.

5.7.1.1 HEAD LICE
B85.0

DESCRIPTION
Head lice are common in children. The eggs (nits) appear as fixed white specks on
the hair.

GENERAL MEASURES

» Use a fine comb to comb out the nits after washing hair.

» Shaving of the head may expedite treatment, where socially acceptable.
» Prevent spread by treating other contacts.

» Remove nits from eyelashes by applications of white soft paraffin.

MEDICINE TREATMENT
e Permethrin 5% lotion.

o Apply permethrin 5% Iotion to towel-dried or dry hair. Comb into hair
repeatedly with a normal comb until scalp is covered completely.

o0 Remove lice and nymphs with fine lice comb, by dividing scalp into sections
and combing away from scalp.

0 Rinse lice comb in a white bowl filled with hot water between hair strokes to
identify removed lice, or detach on white tissue paper. Paralysed and dead lice
will present as dark spots (like ground pepper).

o Take note of the physical size of removed lice and nymphs, as the size should
get smaller with consecutive treatments.

0 Keep on combing with fine lice comb, rinsing or wiping comb frequently.

Permethrin 5% lotion is safe and can be left in the hair for up to one hour.
0 After combing, rinse hair with lukewarm water and wash permethrin 5% lotion
out with normal shampoo (more than one foaming might be needed).

o
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0 Repeat this procedure every 5 days for 3 weeks.

o Thereafter, carry out frequent inspections to detect new infestations early.
Note:

o Do not apply to broken skin or sores.

o Avoid contact with eyes.

LoE:IIF

5.7.1.2 BODY LICE
B85.1

Body lice live in the seams of clothing and only come to the skin to feed.
Note: Body lice may carry typhus fever.

GENERAL MEASURES
Regularly wash bed linen and underclothes in hot water and expose to sunlight.

MEDICINE TREATMENT
Adults and adolescent children:
e Benzyl benzoate 25% lotion, undiluted, applied over the whole body.
0 Leave on overnight and wash off the next day.
0 Repeat once a week for up to 3 weeks.
Note:
o Do not apply to neck and face.
Avoid contact with eyes and broken skin or sores.
The lotion is toxic if swallowed.
Do not continue if a rash or swelling develops.
Itching may continue for 2—3 weeks after treatment.

Oo0ooo

LoE:Il"

5.7.1.3 PUBIC LICE
B85.3

Pubic lice are acquired as STls and nits are found on pubic hair and eyelashes.

GENERAL MEASURES
Prevent spread by treating other contacts.

MEDICINE TREATMENT
Adults and adolescent children:
e Benzyl benzoate 25% lotion, undiluted, applied over the whole body.
0 Leave on overnight and wash off the next day.
0 Repeat once a week for up to 3 weeks.
Note:
o Do not apply to neck and face.
Avoid contact with eyes and broken skin or sores.
The lotion is toxic if swallowed.
Do not continue if a rash or swelling develops.
Itching may continue for 2—-3 weeks after treatment.
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See Section 12.12: Pubic lice.

REFERRAL
Lice infestation of eyelashes in children to exclude suspected sexual abuse.

5.7.2 SCABIES
B86

DESCRIPTION

An infestation with the parasite Sarcoptes scabei.

Commonly occurs in the skin folds. The infestation spreads easily, usually affecting

more than one person in the household.

Clinical features include:

» intense itching, which is more severe at night

» small burrows between fingers, toes, elbow areas and buttocks where the
parasite has burrowed under the skin

» secondary infection which may occur due to scratching with dirty nails

» in small babies, there are often vesicles and pustules on the palms and soles
and sometimes on the scalp

GENERAL MEASURES

All close contacts must be treated simultaneously even if they are not itchy —
see medicinal treatment below.

» Cut finger nails and keep them clean.

» Wash all linen and underclothes in hot water.

» Expose all bedding to direct sunlight.

» Put on clean, washed clothes after medicine treatment.

MEDICINE TREATMENT

Adults and children > 6 years of age

e Benzyl benzoate 25% lotion, applied undiluted to the whole body from neck to
feet on 2 consecutive days.
0 Leave on overnight and wash off the next day.

If benzyl benzoate is unsuccessful: LoE- Il
e Permethrin 5% lotion, applied undiluted to the whole body from neck to feet.

0 Leave on overnight (8—12hours) and wash off the following morning.
_LOE.’/X”

Children < 6 years of age
e Permethrin 5% lotion, applied undiluted to the whole body from neck to feet.
0 Leave on overnight (8—12 hours) and wash off the following morning.

Note:
0 Benzyl benzoate and permethrin are toxic if swallowed.
0 Avoid contact with eyes and broken skin or sores.
o Do not continue if rash or swelling develops.
0 ltching may continue for 2—-3 weeks after treatment.

LoE:Nr"

Treatment may need to be repeated after one week.
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Treat secondary infection with antibiotics. See Section 5.4.2: Impetigo.

5.7.3 SANDWORM
B76.0

DESCRIPTION

Creeping eruption (cutaneous larva migrans) caused by Ancylostoma braziliense, a
hookworm of dog or cat. Larvae of ova in soil penetrate skin commonly through the
feet, legs, buttocks or back and cause a winding thread-like trail of inflammation
with itching, scratching dermatitis and bacterial infection.

MEDICINE TREATMENT
e Albendazole, oral, daily for 3 days.

o Children < 2 years of age: 200 mg
o Children >2 years of age and adults: 400 mg
Children

e Chlorphenaming, oral, 0.1 mg/kg/dose 6—8 hourly. See dosing table, pg 22.3.

Adults
e Chlorphenamine, oral, 4 mg, 6—8 hourly.
Note: Chlorphenamine is sedating and in mild cases may be used only at night.

CAUTION
Do not give an antihistamine to children < 2 years of age.

5.8 ECZEMA AND DERMATITIS
L.20.9/B00.0

5.8.1 ECZEMA, ATOPIC
L20.9

DESCRIPTION

An allergic disorder with an itchy red rash or dry rough skin.

In babies it appears at approximately 3 months.

Family history of asthma, hay fever or atopic dermatitis is common.

Clinical features:

» occurs on the inner (flexural) surfaces of elbows and knees, the face and neck

» can become chronic with thickened scaly skin (lichenification)

» secondary bacterial infection may occur with impetigo or pustules

» can be extensive in infants

» very itchy at night

Eczema is usually a chronic condition and requires long term care.

Sufferers of atopic eczema are particularly susceptible to herpes simplex and may
present with large areas of involvement with numerous vesicles and crusting
surrounded by erythema (eczema herpeticum). See Section 5.13: Herpes simplex.
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GENERAL MEASURES

» Avoid direct skin contact with woollen or rough clothes.

» Avoid overheating by blankets at night.

» Trim finger nails to prevent scratching.

» Good personal hygiene with regular washing to remove crusts and accretions
and to avoid secondary infection.

» Diet modification may have no role in atopic eczema treatment.

» Avoid soap on affected areas.

MEDICINE TREATMENT

STEP 1

¢ Avoid soap, use soap substitutes such as aqueous cream (UEA).
0 Rub on skin, before rinsing off completely.
0 Agqueous cream should not be used as an emollient.

= Emollient, e.g.:

e Emulsifying ointment (UE).

STEP 2 LoE: Il

If no response within seven days; or more severe eczema:

e Hydrocortisone 1% cream, applied twice daily for 7 days.
o Apply sparingly to the face.
o0 Do not apply around the eyes.

If there is a response:

Reduce the use of the hydrocortisone cream over a few days and maintain
treatment with:

e Aqueous cream (UEA) as a soap.

AND

= Emollient, e.g.:

e Emulsifying ointment (UE).

AT
STEP 3 LoE: Il

If no response within seven days, or more severe eczema:

e More potent topical corticosteroids, e.g. betamethasone 0.1% ointment applied
twice daily for 7 days (Doctor initiated).
o Do not apply to face, neck and flexures.

If there is a response:

Reduce use of corticosteroid cream over a few days and maintain treatment with:

e Aqueous cream (UEA) as a soap.

AND

= Emollient, e.g.:

e Emulsifying ointment (UE).

LoE: llf

For itching not controlled with topical treatment:
Children
e Chlorphenamine, oral, 0.1 mg/kg/dose 6—8 hourly. See dosing table, pg 22.3.
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Adults
e Chlorphenamine, oral, 4 mg, 6-8 hourly.
Note: Chlorphenamine is sedating and in mild cases may be used only at night.

For long term use in adults and school going children:
Children: 2—6 years of age
e Cetirizine, oral, 5 mg once daily. See dosing table, pg 22.2.

Children > 6 years of age and adults
e Cetirizine, oral, 10 mg once daily.

CAUTION
Do not give an antihistamine to children < 2 years of age.

REFERRAL

» No improvement in 2 weeks.

» Infants requiring more than 1% hydrocortisone cream.
» Extensive involvement.

» Eczema herpeticum.

5.8.2 ECZEMA, ACUTE, MOIST OR WEEPING
L21.9

DESCRIPTION
A form of eczema with microscopic or large vesicles, associated with oozing and
eventual crusting and scaling. Yellow pustules which crust indicate sepsis.

GENERAL MEASURES
» Sodium chloride 0.9% dressings, applied daily or twice daily.
» Avoid use of soap on affected areas.

MEDICINE TREATMENT
Topical steroids, e.g.:
e Hydrocortisone 1% cream, applied 12 hourly, until improved.
0 Topical steroids should be applied to both moist and dry inflamed areas.

Antibiotic treatment if secondary infection is present: Lok Il

Children < 7 years of age
e Cephalexin, oral, 12-25 mg/kg/dose 6 hourly for 5 days. See dosing table, pg 22.2.
OR
Flucloxacillin, oral, 12—25mg/kg/dose 6 hourly for 5 days. See dosing table, pg
22.4.

Children > 7 years of age and adults
e Cephalexin, oral, 500 mg 6 hourly for 5 days.
OR

Flucloxacillin, oral, 500 mg 6 hourly for 5 days.

Penicillin allergy:
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Children < 18 kg
= Macrolide, e.g.:

e Erythromycin, oral, 10—-15 mg/kg/dose 6 hourly for 5 days. See dosing table, pg
22.4.

Children > 18-35 kg (able to take tablets)

= Macrolide, e.g.:

e Azithromycin, oral, 250 mg daily for 3 days.

Children > 35 kg and adults

= Macrolide, e.g.:

e Azithromycin, oral, 500 mg daily for 3 days.

For itching:

Children

e Chlorphenamine, oral, 0.1 mg/kg/dose 6—8 hourly. See dosing table, pg 22.3.
Adults

e Chlorphenamine, oral, 4 mg, 6—8 hourly.
Note: Chlorphenamine is sedating and in mild cases may be used only at night.

CAUTION
Do not give an antihistamine to children < 2 years of age.

For itching in children < 2 years of age:
e Calamine lotion, applied on the skin.

REFERRAL
» No improvement after a week.
» Severe acute moist or weeping eczema.

5.8.3 DERMATITIS, SEBORRHOEIC
L21.9

DESCRIPTION

Dandruff is an uninflamed form of seborrhoeic dermatitis.

Pruritus may or may not be present in seborrhoeic dermatitis.

The scalp, face, ears and skin folds e.g. axillae, groins, under the breasts are
commonly affected.

May become very extensive, particularly in infants and HIV infected patients.

GENERAL MEASURES
» Trim nails.

» Avoid scratching.

» Avoid perfumed soap.

MEDICINE TREATMENT

e Hydrocortisone 1% cream, apply twice daily until improved.
o Then apply once or twice weekly for maintenance as needed.

LoE:NI"
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For severe dermatitis:
e Betamethasone 0.1% ointment, applied twice daily for 5-7 days. (Doctor
initiated).
o Do not apply to face neck and flexures.
For itching scalp, scaling and dandruff:
e Selenium sulphide, 2.5% suspension, apply weekly.
o Lather on the scalp.
0 Rinse off after 10 minutes.
o0 Apply weekly, until improved and every second week to maintain control.

LoE: I

5.9 NAPPY RASH
L22

DESCRIPTION

A diffuse reddish eruption in the nappy area, usually caused by irritation from:

» persistent moisture and irregular cleaning and drying of the nappy area,

» diarrhoeal stools,

» underlying skin conditions in some cases, or

» improper rinsing of nappies to remove urine and stool breakdown products.
Rash is predominantly on areas in contact with the nappy, and spares the flexures.

GENERAL MEASURES

» Prompt changing of soiled nappy.

» Avoid waterproof pants. Expose nappy area to air if possible especially with
severe nappy dermatitis.

» Educate caregiver on:
— washing, rinsing and drying of the nappy when soiled.

MEDICINE TREATMENT
e Zinc and castor oil ointment, applied after each nappy change.

If no improvement within 3 days or if rash involves the flexures, suspect candida:

= Imidazole, e.g.:

e Clotrimazole 2% cream followed by zinc and castor oil ointment applied after
each nappy change.

REFERRAL
No improvement after 3 days of clotrimazole treatment.

5.10 ALLERGIES

5.10.1 URTICARIA
L50.9

DESCRIPTION
Urticaria is a skin disorder characterised by itchy wheals (hives). There are many
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causes, including allergic, toxic or physical. Allergic urticaria may be caused by
drugs, plant pollen, insect bites or food stuffs, e.g. fish, eggs, fruit, milk and meat.
Note: Commonly caused by medicines e.g. aspirin, NSAIDs and codeine.

GENERAL MEASURES
» Take detailed history to determine trigger factors.
» Lifestyle adjustment.

MEDICINE TREATMENT
Children

e Chlorphenamine, oral, 0.1 mg/kg/dose 6-8 hourly. See dosing table, pg 22.3.
Adults

¢ Chlorphenamine, oral, 4 mg, 6—8 hourly.

CAUTION
Do not give an antihistamine to children < 2 years of age.

e Calamine lotion, applied on the skin.
0 The use of oral corticosteroids should be avoided.

REFERRAL
No improvement or response after 24 hours.

5.10.2 ANGIOEDEMA
T78.3

DESCRIPTION

Localised oedema of the subcutaneous tissue affecting particular parts of the face
i.e. lips, eyes and tongue. May also affect the larynx, causing life threatening airway
obstruction and anaphylaxis.

The use of ACE-inhibitors is most commonly associated with angioedema in adults.
Other causes include other medicines and allergies.

GENERAL MEASURES

» Stop all suspected agents e.g. ACE-inhibitor.

» In the case of airway obstruction, a definitive airway must be established if
oedema is extensive or progressing.

MEDICINE TREATMENT

In severe cases where airway obstruction is present:

Adults

e Epinephrine (adrenaline), 1:1000 solution, 0.5 mL into the lateral thigh,
administered immediately and repeated every 5 to 15 minutes as needed.

T2
Children LoE:III"

e Epinephrine (adrenaline), IM, 0.01 mL/kg of 1:1000 solution, administered
immediately.

LoE: III"
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o Maximum dose of 0.3 mL.

. Vi
In all cases: LoE:/II
e Hydrocortisone, IV, 100 mg as a single dose.
AND
. Vil
If the angioedema is not due to an ACE inhibitor LoE:III"
e Chlorphenamine, oral, 4 mg immediately.
OR
Promethazine, IM, 25-50 mg immediately.
CAUTION
Do not give an antihistamine to children < 2 years of age.
Observe all cases until resolution. LoE: NI

REFERRAL
» Failure to respond.
» No obvious cause found.

5.10.3 FIXED DRUG ERUPTIONS
L27.1

DESCRIPTION

Dark coloured round macules that can occur anywhere on the body following the
ingestion of a medicine to which the patient has become allergic.

They recur on the same spot and increase in number with each successive attack.
In the acute stage they are itchy, red around the edge or even bullous.

GENERAL MEASURES
Stop the offending medicine.

MEDICINE TREATMENT
e Hydrocortisone 1%, topical, apply daily for 5 days.

REFERRAL

Widespread eruptions.

5.10.4 PAPULAR URTICARIA
L50.9

DESCRIPTION

Hypersensitivity response to insect bites.

Initial lesion is a red papule, which may blister, become excoriated, and then heal
with hyperpigmentation. Usually occur in crops over several months.

Common and often severe in HIV infections (Papular pruritic eruption, PPE).
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GENERAL MEASURES
Reduce exposure to insects by treating pets, using mosquito nets and fumigating
houses regularly. Use of insect repellents may be helpful.

MEDICINE TREATMENT
New, inflamed lesions:
e Hydrocortisone 1%, topical, apply daily for 5 days.

. (XIX
For relief of itch: LoE:lll

Children
e Chlorphenamine, oral, 0.1 mg/kg/dose 6—8 hourly. See dosing table, pg 22.3.
Adults

e Chlorphenamine, oral, 4 mg, 6—8 hourly.
Note: Chlorphenamine is sedating and in mild cases may be used only at night.

11 PX
For long term use in adults and school going children: LoE:Iif

Children: 2—6 years of age
e Cetirizine, oral, 5 mg once daily. See dosing table, pg 22.2.

Children > 6 years of age and adults
e Cetirizine, oral, 10 mg once daily.

LoE:lll

CAUTION
Do not give an antihistamine to children < 2 years of age.

REFERRAL
Non-responsive and chronic cases.

5.10.5 ERYTHEMA MULTIFORME
L51.9

DESCRIPTION

A self-limiting and commonly recurrent inflammatory eruption of the skin. Sometimes
involves mucous membrane (but not more than one surface) and without systemic
symptoms. Usually lasts for 10—14 days before complete recovery occurs.
Symmetrically distributed crops of target lesions (dark centre, an inner, pale ring
surrounded by an outer red ring) occur on the extremities and in particular on the
backs of the hands and forearms, palms and soles. This condition is usually due to
an infection, commonly herpes simplex or mycoplasma.

REFERRAL
All patients, except those with erythema multiforme rash limited to the skin without
systemic symptoms or mucosal involvement.
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5.10.6 SEVERE CUTANEOUS ADVERSE DRUG REACTIONS

5.10.6.1 STEVENS-JOHNSON SYNDROME (SJS)/TOXIC

EPIDERMAL NECROLYSIS (TEN)
L51.1/L51.2

DESCRIPTION

An acute, systemic condition with vesico-bullous lesions involving the skin and
mucous membranes (= 2 mucosal surfaces), but occasionally only the mucous
membranes.

The eruption may start as widespread red irregular macules and patches. There
may be a vesicle or bulla in the central area of the lesion. The blisters rupture
leaving denuded areas of skin. Mucous membrane erosions often with slough
covering the surface are frequently seen.

Toxic epidermal necrolysis (TEN) is a more severe form of the condition and is
suggested if the skin lesions cover > 30% of the body surface area.The mucous
membranes such as the mouth, eyes and vagina are also more severely affected.
The condition is usually caused by medicines e.g. sulphonamides, anti-retrovirals
(nevirapine), anti-epileptics (phenytoin, phenobarbitone, carbamazepine, lamotrigine).
Systemic involvement with multi-organ dysfunction is common.

GENERAL MEASURES
Immediate withdrawal of offending medicine.
Patients usually require care in a high or intensive care unit with dedicated nursing.

REFERRAL
All patients.

5.10.6.2 DRUG REACTION WITH EOSINOPHILIA AND

SYSTEMIC SYMPTOMS (DRESS)
L27.0

DESCRIPTION

Severe hypersensitivity reaction to a medicine.

Typically occurs within 3 months of starting the offending medicine.

Clinical symptoms include:

» maculopapular rash

» fever>38°C

» lymphadenopathy

» hepatitis or other organ involvement

» blood count abnormalities especially eosinophilia

Medicines that commonly induce the DRESS syndrome include phenobarbital,
carbamazepine, phenytoin, lamotrigine, allopurinol, sulphonamides, abacavir and
nevirapine.

REFERRAL
All patients.
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5.11 PITYRIASIS ROSEA
L42

DESCRIPTION

A common disease of unknown cause, probably due to a viral infection as it occurs
in minor epidemics. Most common in young adults but any age may be affected.
The rash involves the trunk, neck and mainly proximal parts of the limbs.

Presents as pink papules and macules. The macules are oval, and have a thin collar
of scale towards, but not at the periphery of the lesions. The eruption is usually
preceded by a few days by one larger, oval, slightly scaly area (“herald patch”),
commonly found in the scapular area or abdomen. The macules on the thorax
characteristically lie parallel to the long axis of the ribs (“Christmas tree” distribution).
The itch is usually mild and there are few or no constitutional symptoms. It is self-
limiting within about 6—-8 weeks.

GENERAL MEASURES
Explain about the benign but prolonged nature of the condition.

MEDICINE TREATMENT
Children
e Chlorphenamine, oral, 0.1 mg/kg/dose 6—8 hourly. See dosing table, pg 22.3.

Adults
e Chlorphenamine, oral, 4 mg, 6—8 hourly.
Note: Chlorphenamine is sedating and in mild cases may be used only at night.

CAUTION
Do not give an antihistamine to children < 2 years of age.

e Aqueous cream, applied 3 times daily.

5.12 MOLLUSCUM CONTAGIOSUM
B08.1

DESCRIPTION

Infectious disease caused by a poxvirus. Presents with dome-shaped papules with a
central depression (umbilication). Varies from occasional lesions to large crops of
lesions particularly in immunocompromised or HIV-infected patients.

Papules are commonly seen on the face in children, but may be found at any skin
site, except on the palms and soles. They may also occur on the genitalia as an STI.
Most infections resolve spontaneously except in the immunocompromised patient.

GENERAL MEASURES

In non- genital molluscum contagiosum:

» Allow lesions to heal spontaneously if the lesions are few in number and the
patient not immunocompromised.

» In adults, contents can be expressed manually remembering it is contagious.
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In genital molluscum contagiosum:
» Counsel on risk reduction for transmission of STls.
» Notify that the partner(s) must be examined and treated.

MEDICINE TREATMENT
e Tincture of iodine BP, applied to core of individual lesions using an applicator.

CAUTION
Beware of hypersensitivity to iodine.

REFERRAL

» Extensive disease.

» Those failing to respond to simple measures.

» Peri-ocular lesions to an ophthalmologist.

» HIV infected patients with extensive lesions may have to be started on ART.

5.13 HERPES SIMPLEX
B00.0

DESCRIPTION

Infection caused by herpes simplex virus type 1or 2.

Primary herpes infection involving gingivostomatitis (usually type 1) or the genital
area (usually type 2) may be extensive, but may occur at other sites, e.g. the face.

It is characterised by grouped crusted vesicles surrounded by erythema. The
vesicles rupture soon producing discrete ulcers.

Recurrences are usually mild and last a few days, except in immunosuppressed
patients. Recurrences of oral herpes may be triggered by other respiratory tract
infections or exposure to ultraviolet light.

Sufferers of atopic eczema are particularly susceptible to the virus and may present
with large areas of involvement with numerous vesicles and crusting surrounded by
erythema (eczema herpeticum).

Herpes simplex mucocutaneous ulceration that persists for > 1 month is an AIDS—
defining illness. See Section 11.3.11: Herpes simplex ulcers, chronic. Herpes simplex
infection may be the precipitating event in many cases of erythema multiforme.

GENERAL MEASURES
Keep the skin lesions clean and dry.

MEDICINE TREATMENT
Extensive herpes, eczema herpeticum or chronic mucocutaneous ulcerations:
¢ Aciclovir, oral, 8 hourly for 10 days.

o Children dose: 250 mg/mz/dose. See dosing table, pg 22.1.

5.27




CHAPTER 5 SKIN CONDITIONS

5.14 HERPES ZOSTER
See Section 11.3.12: Herpes zoster (Shingles).

5.15 WARTS
BO7

DESCRIPTION
A common, infectious, self-limiting condition of the skin or mucous membrane
caused by papilloma virus.

5.15.1 COMMON WARTS
B07.9

DESCRIPTION
Seen most often on the hands and fingers, but can be found anywhere on the body.
Raised nodules with a rough ‘warty’ surface.

GENERAL MEASURES
In most cases they should be left alone, as they will spontaneously resolve.

MEDICINE TREATMENT
e Salicylic acid, 15 to 30% topical liquid application.
o Protect surrounding skin with petroleum jelly.
o Apply daily to wart and allow to dry.
o Occlude for 24 hours.
0 Soften lesions by soaking in warm water and remove loosened keratin by
light abrasion.
Wash well, dry, reapply the wart paint and occlude.
0 Repeat process daily until the wart disappears.

REFERRAL
Extensive warts.

5.15.2 PLANE WARTS
B07.8

DESCRIPTION

Very small warts that are just slightly raised.

Present as smooth, flat, skin-coloured or slightly pigmented surface.
They occur particularly on the face, back of the hands and knees.
Commonly seen in the immunocompromised.

MEDICINE TREATMENT
These warts are notoriously difficult to treat with a poor response.
e Salicylic acid, 2%, topical.

o

LoE: I

LoE: ™"
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REFERRAL
» Failure to respond.
» Extensive cases involving the face.

5.15.3 PLANTAR WARTS
A44.1

DESCRIPTION

Appear commonly on the pressure-bearing areas of the soles and can be painful
and interfere with walking. Because pressure forces them deep into the dermis they
are flat, almost circular lesions, with a rough surface and are often thick and hard
due to increased keratin formation. Plantar warts are contagious and walking
barefoot in communal areas should be discouraged.

MEDICINE TREATMENT
e Salicylic acid, 15 to 30% topical liquid application.
0 Protect surrounding skin with petroleum jelly.
o Apply daily to wart and allow to dry.
o Occlude for 24 hours.
o Soften lesions by soaking in warm water and remove loosened keratin by
light abrasion.
Wash well, dry, reapply the wart paint and occlude.
0 Repeat process daily until the wart disappears.

REFERRAL
» No response to treatment.
» Diabetic patients.

5.15.4 GENITAL WARTS: CONDYLOMATA ACCUMINATA
AG3.0
See Section 12.11: Genital warts (GW): condylomata accuminata.

o

LoE:NIF™"

5.16 PSORIASIS
L40.9

DESCRIPTION

Inflammatory condition of the skin and joints of unknown aetiology.

Scaly itchy plaques occur especially on the extensor surfaces of the knees, elbows,
sacrum and scalp.

Psoriasis may spread to involve any other sites, although the face is usually spared.
The nails and skin folds are often involved.

Multiple co-morbidities are recognised, particularly the metabolic syndrome.
Check for other markers of the metabolic syndrome e.g. central obesity,
hypertension, dyslipidaemia.

Often aggravated by stress and may be provoked by HIV disease.
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GENERAL MEASURES

» Counselling regarding precipitating factors and chronicity.
» HIV test, if acute onset and risk factors present.

» Encourage sun exposure as tolerated.

MEDICINE TREATMENT
For flares (if delay experienced in obtaining a dermatological consultation):

e Coal tar (Liquor picis carbonis (LPC) B.P.) 5%, topical.
) _ LoE: /Il
e Betamethasone 0.1%, topical, apply 12 hourly (Doctor initiated).

o Decrease according to severity, reduce to hydrocortisone 1%, topical, and

then stop.
REFERRAL
All patients.

5.17 HIDRADENITIS SUPPURATIVA
L73.2

DESCRIPTION

A chronic disorder of the apocrine glands involving the formation of abscesses and
cysts, often accompanied by scarring and sinus tract formation.

Commonly found in axillae, groin, between the thighs, perianal and perineal areas.
Flare-ups may be triggered by perspiration, hormonal changes (such as menstrual
cycles), humidity and heat, and friction from clothing.

GENERAL MEASURES
Avoid tight clothing and clothing made of heavy non-breathable material.

REFERRAL
Refer all patients with abscesses, infected cysts or sinuses and suspicion of the
diagnoses.

Aqueous cream and emollients: Tsang M, Guy RH. Effect of aqueous cream BP on human stratum corneum in vivo. Br J
Dermatol2010; 163:954—-8.http://www.ncbi.nlm.nih.gov/pubmed/20649794

Aqueous cream and emollients: Mohammed D, Matts PJ, Hadgraft J, Lane ME. Influence of aqueous cream BP on corneocyte
size, maturity, skin protease activity, protein content and transepidermal water loss. Br J Dermatol 2011; 164:1304—
10.http://www.ncbi.nlm.nih.gov/pubmed/21443526

Aqueous cream and emollients: Danby S, Cork MJ. A new understanding of atopic dermatitis: the role of epidermal barrier
dysfunction and subclinical inflammation. J ClinDermatol 2010; 1:33—46.

Aqueous cream and emollients: Hoare C, Li Wan Po A, Williams H. Systematic review of treatments of atopic eczema. Health
Technol Assess 2000;4(37).http://www.ncbi.nim.nih.gov/pubmed/11134919

Aqueous cream and emollients: Lewis-Jones S, Cork MJ, Clark C et al. Atopic Eczema in Children — Guideline Consultation: A
Systematic Review of the Treatments for Atopic Eczema and Guideline for its Management. London: National Institute for Clinical
Excellence (NICE), 2007 https://www.nice.org.uk/quidance/cg57
" Calamine lotion: BNF for children, 2011-2012.
il Antihistamines, oral: SAMF 10" edition, 2012.
“Retinoids, topical: Adult Hospital level STG, 2012. http:/www.health.gov.za/
¥ Cephalexin, Flucloxacillin: Adult Hospital level STG, 2012; Paediatric Hospital level STG, 2014; Contract circular HP02-2013Al.
http://www.health.gov.za/
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' Cephalexin, Flucloxacillin: Koning S, van der Sande R, Verhagen AP, van Suijlekom-Smit LWA, Morris AD, Butler CC, Berger
M, van der Wouden JC. Interventions for impetigo.Cochrane Database of Systematic Reviews 2012, Issue 1. Art. No.:
CD003261.http://www.ncbi.nIm.nih.gov/pubmed/22258953

"' Paraffin gauze dressings: Briggs M, Nelson EA, Martyn-St James M. Topical agents or dressings for pain in venous leg
ulcers.Cochrane Database Syst Rev. 2012 Nov 14;11:CD001177. http://www.ncbi.nlm.nih.gov/pubmed/23152206

Paraffin gauze dressings: Nelson EA, Bradley MD.Dressings and topical agents for arterial leg ulcers.Cochrane Database Syst
Rev. 2007 Jan 24;(1):CD001836.http://www.ncbi.nlm.nih.gov/pubmed/17253465

Paraffin gauze dressings: O'Meara S, Al-Kurdi D, Ologun Y, Ovington LG, Martyn-St James M, Richardson R. Antibiotics and
antiseptics for venous leg ulcers.Cochrane Database Syst Rev. 2014 Jan 10;1:CD003557.
http://www.ncbi.nim.nih.gov/pubmed/24408354

Paraffin gauze dressings:Bradley M, Cullum N, Nelson EA, Petticrew M, Sheldon T, Torgerson D. Systematic reviews of wound
care management: (2) Dressings and topical agents used in the healing of chronic wounds. Health Technol Assess 1999;3(17 Pt
2). http://www.ncbi.nlm.nih.gov/pubmed/10683589
" Fluconazole: BNF 2011-2012 edition.
¥ Fluconazole: Adult Hospital level STG, 2012. http://www.health.gov.za/

Permethrin 5% lotion:Meinking TL, Vicaria M, Eyerdam DH, Villar ME, Reyna S, Suarez G. Efficacy of a reduced application
time of Ovide lotion (0.5% malathion) compared to Nix créme rinse (1% permethrin) for the treatment of head lice.
PediatrDermatol. 2004 Nov-Dec;21(6):670-4.http://www.ncbi.nim.nih.gov/pubmed/15575855

Permethrin 5% lotion:Frankowski BL, Bocchini Jr. JA and Council on School Health and Committee on Infectious Diseases.
Head lice.Pediatrics2010;126:392-403.http://www.ncbi.nlm.nih.gov/pubmed/20660553

Permethrin 5% lotion:MarkLebwohl, Lily Clark and Jacob Levitt. Therapy for Head Lice Based on Life Cycle, Resistance, and
Safety Considerations. Pediatrics2007;119(5):965-974. http://www.ncbi.nlm.nih.gov/pubmed/17473098

Permethrin 5% lotion:Nova Scotia District health authority public health services and the department of health promotion and
protection. Guidelines for treatment of pediculosiscapitis (head lice). August 2008. [Online 2008][Cited 2013] Available at:
www.gov.ns.ca/hpp

Permethrin 5% lotion:Roberts RJ. Head lice.N Engl J Med 2002;346(21):1645-1650.

Permethrin 5% lotion:MCC registered package insert for Skabi-rid®.

Permethrin 5% lotion: Diamantis SA, Morrell DS, Burkhart CN.Treatment of head lice.Dermatologic Therapy 2009;22:273—
278.http://www.ncbi.nlm.nih.gov/pubmed/19580574

Permethrin 5% lotion:Jones KN, English Ill JC. Review of Common Therapeutic Options in the United States for the Treatment
of Pediculosis Capitis.Clinical Infectious Diseases 2003; 36:1355-61. http://www.ncbi.nIm.nih.gov/pubmed/12766828
Permethrin 5% lotion:Madke B, Khopkar U. Pediculosis capitis: An update. Indian J DermatolVenereolLeprol2012;78:429-38.
Permethrin 5% lotion:BNF for children 2011-2012. http://www.ncbi.nlm.nih.gov/pubmed/22772612
Benzyl benzoate lotion: Bachewar NP, Thawani VR, Mali SN, Gharpure KJ, Shingade VP, Dakhale GN. Comparison of safety,
efficacy, and cost effectiveness of benzyl benzoate, permethrin, and ivermectin in patients of scabies./ndian J Pharmacol. 2009
Feb;41(1):9-14.http://www.ncbi.nim.nih.gov/pubmed/20177574

Benzyl benzoate lotion: Strong M, Johnstone P. Interventions for treating scabies. Cochrane Database Syst Rev. 2007 Jul
18;(3):CD000320.http://www.ncbi.nlm.nih.gov/pubmed/17636630
' Permethrin 5% lotion: Strong M, Johnstone P. Interventions for treating scabies. Cochrane Database Syst Rev. 2007 Jul
18;(3):CD000320.http://www.ncbi.nlm.nih.gov/pubmed/17636630
" Permethrin 5% lotion: BNF for children 2011-2012.

" Selenium sulphide 2.5% suspension: MCC registered package insert for Selsun shampoo 2.5%®.

™ Epinephrine, IM: Paediatric Hospital level STG, 2013. http://www.health.gov.za/

™ Epinephrine, IM: Pawankar RP, Canonica GW, Holgate ST, Lockey RF. WAO White Book on Allergy. Wisconsin: World Allergy
Organization; 2011

"‘”f Hydrocortisone, 1V: Adult Hospital level STG, 2012 and Paediatric Hospital level STG, 2013. http://www.health.gov.za/

™ Chlorphenamine, Promethazine: Adult Hospital level STG, 2012 and Paediatric Hospital level STG, 2013.
http://www.health.gov.za/

™ Hydrocortisone 1%, topical: Adult Hospital level STG, 2012 and Paediatric Hospital level STG, 2013. http://www.health.gov.za/
** Chlorphenamine: Adult Hospital level STG, 2012 and Paediatric Hospital level STG, 2013. http:/www.health.gov.za/

* Salicylic acid, 15 to 30% topical liquid application: Kwok CS, Gibbs S, Bennett C, Holland R, Abbott R. Topical treatments for
cutaneous warts. Cochrane Database Syst Rev. 2012 Sep 12;9:CD001781. http://www.ncbi.nim.nih.gov/pubmed/22972052

! Salicylic acid, 2%, topical: Kwok CS, Gibbs S, Bennett C, Holland R, Abbott R. Topical treatments for cutaneous warts.
Cochrane Database Syst Rev. 2012 Sep 12;9:CD001781.http://www.ncbi.nlm.nih.gov/pubmed/22972052

Salicylic acid, 2%, topical: Dall'oglio F, D'Amico V, Nasca MR, Micali G. Treatment of cutaneous warts: an evidence-based
review. Am J ClinDermatol. 2012 Apr 1;13(2):73-96.http://www.ncbi.nlm.nih.gov/pubmed/22292461

Salicylic acid, 2%, topical: Sterling JC, Handfield-Jones S, Hudson PM; British Association of Dermatologists. Guidelines for the
management of cutaneous warts.Br J Dermatol. 2001 Jan;144(1):4-11.http://www.ncbi.nlm.nih.gov/pubmed/11167676
* Salicylic acid, 15 to 30% topical liquid application: Kwok CS, Gibbs S, Bennett C, Holland R, Abbott R. Topical treatments for
cutaneous warts. Cochrane Database Syst Rev. 2012 Sep 12;9:CD001781. http://www.ncbi.nIm.nih.gov/pubmed/22972052
¥ Coal tar 5%, topical: Adult Hospital level STG, 2012. http://www.health.gov.za/
™ Betamethasone 0.1%, topical: Adult Hospital level STG, 2012. http:/www.health.gov.za/

i
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OBSTETRICS
6.1 BLEEDING IN PREGNANCY
020.9
6.1.1 MISCARRIAGE
008-009
DESCRIPTION

Bleeding from the genital tract prior to 22 weeks gestation, which may or may not
be associated with lower abdominal pain (LAP), and is classified as follows:
» Threatened miscarriage:
— mild vaginal bleeding, usually no associated LAP
— cervix closed on digital examination
» Inevitable miscarriage:
— moderate vaginal bleeding with associated LAP
— cervical dilatation is usually present
» Incomplete miscarriage:
— vaginal bleeding with clots
— passage of products of conception
» Complete miscarriage:
— complete passage of all products of conception
— usually still requires referral for confirmation
» Unsafe (septic) miscarriage:
— any miscarriage with history of interference, pyrexia, tachycardia and/or
offensive products of conception

For perinatal mortality audit and statistics (DHIS or PPIP), all fetuses = 500g are
included.

GENERAL MEASURES

» Monitor vital parameters, e.g. Haemoglobin (Hb), pulse, BP, temperature.
» Treat for shock if indicated.

» Counselling and support.

MEDICINE TREATMENT
e Oxytocin 20 units, IV, diluted in 1 000 mL sodium chloride 0.9% and infused at
125 mL/hour in all cases, except where threatened miscarriage is suspected.

If septic miscarriage is suspected, before referral
o Ceftriaxone, IV, 1g.

CAUTION: USE OF CEFTRIAXONE
Do not administer calcium containing fluids, e.g. Ringer-Lactate, concurrently with
ceftriaxone.

AND LOE:III

e Metronidazole, oral, 400 mg
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In Rh-negative, non-sensitised women
e Anti-D immunoglobulin, IM, 50—100 mcg preferably within 72 hours but may be

given up to 7 days following management of miscarriage.
LOE:II"
REFERRAL

Urgent
All patients with unsafe miscarriage.

Note: For patients with safe miscarriage the need for referral is determined by
skills and facilities at the primary health care level. A local referral policy should
be in place. Ideally midwife obstetric units and community health centres should
be able to manage safe miscarriage using manual vacuum aspiration.

6.1.2 MANAGEMENT OF INCOMPLETE MISCARRIAGE IN THE

15T TRIMESTER, AT PRIMARY HEALTH CARE LEVEL
002.1

Both Manual Vacuum Aspiration (MVA) and medical evacuation are equally
effective for miscarriage.

GENERAL MEASURES
» Counselling.
» Evacuation of the uterus after ripening the cervix.

MEDICINE TREATMENT
Before MVA, to ripen the cervix:
e Misoprostol, oral/vaginal, 400 mcg as a single dose.

Medical evacuation:
e Misoprostol, oral/vaginal, 600 mcg as a single dose.
0 Repeat after 24 hours if necessary.

Follow up after one week to ensure that bleeding has stopped. LOE:II"

REFERRAL

» Unsafe miscarriage.

» Miscarriage > 12 weeks gestation.
» Anaemia.

» Haemodynamic instability.

» Failed medical evacuation.

6.1.3 ANTEPARTUM HAEMORRHAGE
046.9

DESCRIPTION

Vaginal bleeding in pregnancy after 22 weeks gestation.
Important causes include the following:

» abruptio placentae,

» placenta praevia, and
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» uterine rupture (particularly when misoprostol was used).

MEDICINE TREATMENT

e Sodium chloride 0.9%, IV.

» Treat for shock if necessary.

» Avoid vaginal examination, unless placenta praevia excluded.
REFERRAL

Urgent

All patients.

6.2 ANTENATAL CARE
735.9

6.2.1 CARE OF HIV-INFECTED PREGNANT WOMEN
098.7

DESCRIPTION

HIV is currently the most common cause of maternal deaths in South Africa.
Transmission of HIV from mother to infant may occur during pregnancy, delivery
and/or breastfeeding.

Without intervention, 25—40% of infants born to HIV-infected women may become
infected. With appropriate interventions, maternal mortality as well as perinatal
transmission of HIV can be substantially reduced.

For comprehensive information on the care of HIV-infected pregnant women refer to the
current National prevention of mother-to-child transmission of HIV (PMTCT) Guidelines.

GENERAL MEASURES

» Provide routine counselling and voluntary HIV testing to all pregnant women at
their very first antenatal visit, in addition to Hb, Rh and syphilis test.

» Provide counselling on the benefits of PMTCT to all HIV-infected women.

» Offer repeat testing from 32 weeks’ gestation onwards to all women who test
HIV negative.

» On diagnosis, HIV-infected pregnant women should be clinically staged,
assessed for TB and have a blood sample taken for CD4 cell count and
creatinine, on the same day. The results must be obtained within a week.

» Those with symptoms of TB must be investigated before antiretroviral therapy
(ART) initiation. If TB treatment commences, ART should be deferred for 2 weeks.

» Fast-track all HIV-infected pregnant women for ART regardless of CD4 count.

» Provide counselling to all asymptomatic well women and commence ART on the
same day.

» Decisions about postpartum contraceptive use should be made in the antenatal
period.

» Women with unwanted pregnancies < 20 weeks’ gestation should be assisted
with access to termination of pregnancy (TOP) services.
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» Perform a viral load (VL) at booking for all HIV-infected women who have been
on ART for at least 6 months, unless a recent result (within the last 6 months) is
available. If they are not suppressed refer for expert advice.

MEDICINE TREATMENT
Opportunistic infection prophylaxis for HIV-infected pregnant women
See Section 11.2.2: Isoniazid preventive therapy (IPT).

Women on ART with no symptoms of TB:
e |soniazid, oral, 300 mg daily for 12 months.
AND

e Pyridoxine, oral, 25 mg daily for 12 months.

LOE:II"

Women with CD4 < 200 or WHO clinical stage 2, 3 or 4:
e Cotrimoxazole, oral, 160/800 mg daily, until CD4 > 200.

LOE:NI"

Women with CD4 < 100, do a serum cryptococcal antigen (CrAg)

test.

» If CrAg-positive and asymptomatic:

e Start fluconazole, oral, 800 mg daily for 2 weeks, then 400 mg daily for 8 weeks,
then 200 mg daily until CD4 > 200.

» If CrAg-positive and symptomatic (e.g. headache, vomiting, confusion, fever),
refer immediately for lumbar puncture.

T
Antiretroviral therapy LOE:II
e Tenofovir 300 mg oral, daily.
AND

e Emtricitabine 200 mg, oral daily (OR lamivudine 300 mg, oral, daily).
AND

e Efavirenz 600 mg, oral at night.

NTTZ
If active psychiatric conditions present (in consultation with LOE:IIf

doctor):
CD4 <250
o Replace efavirenz with nevirapine, oral 200 mg daily for 2 weeks, then 200 mg
12 hourly.
o Do an ALT test before starting nevirapine. Nevirapine should not be used in
women with elevated ALT.
o If ALT elevated, replace efavirenz with lopinavir/ritonavir, oral, 400/100 mg

12 hourly.
CD4 > 250
e Replace efavirenz with lopinavir/ritonavir, oral, 400/100 mg 12 hourly.

LOE: "

If renal dysfunction i.e. serum creatinine > 85 micromol/L (in consultation with
doctor):

» Replace tenofovir+emtricitabine with abacavir+lamivudine.

e Abacavir, oral, 600 mg daily.
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e Lamivudine, oral, 150 mg 12 hourly.

LOE:I
Note: Monitor response to ART within 6 months of initiation with a
plasma VL. If VL is not suppressed refer for expert advice.

For unbooked women diagnosed in labour

o Nevirapine, oral, 200 mg single dose as early as possible in labour.
AND

e Zidovudine, oral, 300 mg intrapartum, every 3 hours until delivery.
AND

e Tenofovir 300 mg and emtricitabine 200 mg, oral, as a single dose.

LOE:II*
Breastfeeding

The mother should start ART within 24 hours of delivery to protect the baby during

breastfeeding (See Antiretroviral therapy, above).

LOE: I
Baby
See Section 11.5: The HIV-exposed infant.

REFERRAL

» Refer mothers suspected of non-adherence early.
» Creatinine > 85 mmol/L.

» ALT > 100 IU/L.

6.2.2 HYPERTENSIVE DISORDERS OF PREGNANCY
013/014

DESCRIPTION

Hypertension in pregnancy, pre-eclampsia and eclampsia may have very serious
and fatal consequences for both the mother and the baby.

Hypertension occurring for the first time at = 20 weeks’ gestation (gestational
hypertension) is characterised by:

» BP 2140/90 mmHg measured on 2 occasions 4 hours apart.

OR

» BP > 160/110 mmHg measured on a single occasion.

(Always measure BP in the left lateral, and not supine, position).

Hypertensive disorders of pregnancy can be classified as:
» Gestational hypertension:
— Hypertension without proteinuria, detected > 20 weeks of pregnancy.
» Pre-eclampsia:
— Hypertension with proteinuria > 20 weeks of pregnancy (risk factors include
chronic hypertension, pre-existing kidney disease, diabetes, pre-eclampsia in
a previous pregnancy, etc).
» Eclampsia:
— Generalised tonic-clonic seizures in women with pre-eclampsia.
» Chronic hypertension:
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— Hypertension without proteinuria diagnosed before pregnancy or < 20 weeks
of pregnancy.
» Chronic kidney disease:
— proteinuria with/without hypertension < 20 weeks of pregnancy.

LEVELS OF SEVERITY OF HYPERTENSION

Level of hypertension - BP Level mmHg - -
Systolic Diastolic
mild 140-149 or 90-99
moderate 150-159 or 100-109
severe 2160 or 2110

REFERRAL

» Severe hypertension.

» Pre-eclampsia (all levels of severity).
» Chronic kidney disease.

MILD TO MODERATE HYPERTENSION
013

DESCRIPTION

Hypertension occurring for the first time at = 20 weeks’ gestation with no
proteinuria. Characterised by:

» BP 2140/90 mmHg measured on 2 occasions 4 hours apart.

OR

» BP >160/110 mmHg measured on a single occasion.

(Always measure BP in the left lateral and not supine, position).

GENERAL MEASURES

» May be managed without admission before 38 weeks of gestation, provided no
proteinuria.

» Review the following on a weekly basis:
- BP — height of fundus
— weight — fetal heart rate and movements
— urine analysis

» Educate on signs requiring urgent follow-up (headache, epigastric pain, vaginal
bleeding etc).

» Refer to hospital if proteinuria develops,or at 38 weeks for delivery.

MEDICINE TREATMENT
e Methyldopa, oral, 250 mg 8 hourly.
o Titrate to a maximum dose: 750 mg 8 hourly.
o When using iron together with methyldopa, ensure that iron and methyldopa
are taken at least 4 hours apart from one another.

REFERRAL

» Severe hypertension.
» Pre-eclampsia (all levels of severity).
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» Poor control of hypertension.

SEVERE HYPERTENSION
013

DESCRIPTION
BP = 160/110 mmHg, with no proteinuria. (Always measure BP in the left lateral and
not supine position).

MEDICINE TREATMENT
Aim to reduce BP to 140/100 mmHg.
Preload with:
e Sodium chloride 0.9%, IV, 200 mL unless in cardiac failure.
AND
« Nifedipine, oral, 10 mg (not sublingual) as a single dose.
0 May be repeated after an hour if diastolic BP remains > 110 m

mHg.
I

All cases.

CHRONIC HYPERTENSION
010.9

Stop ACE-inhibitors when pregnancy is planned or as soon as pregnancy
isestablished.

MEDICINE TREATMENT
Prevention of pre-eclampsia
From 14 weeks gestation onwards:
e Calcium, oral.
o For high-risk patients: Calcium carbonate, oral, 500 mg 12 hourly (equivalent
to 1 g elemental calcium daily).
o Although the benefit is greatest in high-risk women, consider use of this
agent in all pregnant women.
Note: Calcium reduces iron absorption from the gastro-intestinal tract. These
supplements should be taken 4 hours apart from one another.

e Aspirin, oral, 75—100 mg daily with food (Doctor initiated).
0 Recommended dose is 100 mg, and in the absence of appropriate
formulation use 150 mg.

Treatment LOE: "

e Methyldopa, oral, 250 mg 8 hourly.
0 Maximum dose: 750 mg 8 hourly.

REFERRAL

» Poor control of hypertension.

» Chronic hypertension with superimposed pre-eclampsia.
» All women with pre-eclampsia.

LOE:NIF"

6.8



CHAPTER 6 OBSTETRICS AND GYNAECOLOGY

ECLAMPSIA
015

GENERAL MEASURES

» Ensure safe airway.

» Turn woman onto left lateral position.
» Administer oxygen.

» Stabilise prior to urgent referral.

» Insert a Foley’s catheter.

MEDICINE TREATMENT

e Magnesium sulphate, IV, 4 g as a loading dose diluted with 200 mL sodium
chloride 0.9% and infused over 20 minutes.

AND

o Magnesium sulphate, IM, 10 g given as 5 g in each buttock
o Then IM, 5 g every 4 hours in alternate buttocks.

REFERRAL

Urgent

» Severe eclampsia and pre-eclampsia:
— stabilise the patient,
— initiate magnesium sulphate loading dose before referral,
— monitor vital signs while awaiting transport.

» Severe hypertension.

Non urgent
All women with pre-eclampsia.

6.2.3 ANAEMIA IN PREGNANCY
099.0

DESCRIPTION

Anaemia in pregnancy is Hb < 11 g/dL, mostly due to either iron deficiency, folic
acid deficiency or a combination of both.

Women with iron deficiency often have ‘pica’, e.g. eating substances such as soil,
charcoal, ice, etc.

GENERAL MEASURES

» A balanced diet to prevent nutritional deficiency.

» Reduce intake of tea.

» Do not drink tea within 2 hours of taking iron tablets.

MEDICINE TREATMENT

Prevention:

» All pregnant women: routine iron and folic acid supplementation.
» Continue with iron and folic acid supplementation during lactation.

e Ferrous sulphate compound BPC, oral, 170 mg once daily with food.
OR
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Ferrous fumarate, oral, 200 mg once daily with food.
o Do not take iron tablets within 4 hours of taking calcium tablets.
AND

e Folic acid, oral, 5 mg daily.

Established anaemia with Hb < 11 g/dL:
e Ferrous sulphate compound BPC, oral, 170 mg 8 hourly with food.
OR
Ferrous fumarate, oral, 200 mg 8 hourly with food.
o Continue for 3 months after the Hb normalises in order to replenish body iron
stores.
o Do not take iron tablets within 4 hours of taking calcium tablets.
AND
« Folic acid, oral, 5 mg daily.
REFERRAL
Urgent
» Symptomatic anaemia (tachycardia > 100 heartbeats/minute, dizziness,
shortness of breath).
» Signs or symptoms of acute or chronic blood loss.
» Evidence of cardiac failure.

Non urgent

» Hb <7 g/dL in women who have not responded to oral therapy, after a month.

» Women > 34 weeks gestation with Hb < 7 g/dL.

» Any low Hb with an obstetric complication.

» Pallor (anaemia) plus signs of chronic disease, e.g. suspicion of TB, or the
presence of hepatosplenomegaly.

» Anaemia of sudden onset.

6.2.4 SYPHILIS IN PREGNANCY
098.1

DESCRIPTION

A sexually transmitted infection with many manifestations that may be
asymptomatic in pregnant women. It is caused by the spirochaete, T pallidum.
Vertical transmission to the foetus occurs in up to 40% of cases in untreated
mothers. Untreated maternal syphilis may lead to miscarriage, stillbirth, non-
immune hydrops fetalis, or congenital syphilis in the newborn.

Diagnosis is made by positive serology, preferably with on-site rapid testing.

The Rapid Plasmin Reagin (RPR) is one of the serological tests that measure
disease activity, but is not specific for syphilis. False RPR positive reactions may
occur, notably in patients with connective tissue disorders (false positive reactions
are usually low titre < 1:8). For this reason, positive RPR results should be
confirmed as due to syphilis by further testing of the serum with a specific
treponemal test (if available), e.g.:

» Treponema pallidum haemagglutination assay (TPHA).
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» Treponema pallidum particle agglutination assay (TPPA).

» Treponema pallidum antibody (TPAB).

» Fluorescent Treponemal Antibody (FTA) test.

» Treponema pallidum ELISA.

» Rapid treponemal antibody test.

Once positive, specific treponemal tests generally remain positive for life.

The RPR can be used:

» to determine if the patient’s syphilis disease is active or not,

» to measure a successful response to therapy (at least a fourfold reduction in
titre, e.g. 1:256 improving to 1:64), or

» to determine a new re-infection.

Some patients, even with successful treatment for syphilis, may retain life-long
positive RPR results at low titres (£ 1:8), which does not change by more than one
dilution difference over time (so-called serofast patients).

All pregnant women should have a syphilis serology test at the first visit.
Women who booked in the first trimester and tested negative should have a repeat
test done at 32 weeks gestation.

GENERAL MEASURES

» Encourage partner notification and treatment.
» Provide counselling and promote HIV testing.
» Educate on treatment adherence.

» Promote condom use.

MEDICINE TREATMENT
Pregnant woman
e Benzathine benzylpenicillin, IM, 2.4 MU weekly for 3 weeks.
0 Reconstitute with 6 mL of lidocaine1% without epinephrine (adrenaline).
o Follow up at 3 months after the last injection to confirm a fourfold (i.e. 2
dilution) reduction in RPR titres, provided the initial titre was = 1:8. If initial
titre < 1:8, further reductions may not occur (serofast reaction).

11XV
Penicillin allergy LOE:III

Refer for penicillin desensitisation.

. Z
Newborn baby LOE:III"

»  Refer all symptomatic babies.

— Hepatosplenomegaly. - Pseudoparesis.

— Snuffles. — Oedema.

— Jaundice. — Anaemia.

— Purpura. — Desquamative rash (especially involving palms
and soles).

» Asymptomatic, well baby:
— Mother was not treated, or
— If the mother has received < 3 doses of benzathine benzylpenicillin, or
— If the mother delivers within 4 weeks of commencing treatment.
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e Benzathine benzylpenicillin (depot formulation), IM, 50 000 units/kg as a single

dose into the lateral thigh.
LOE:IIF""

CAUTION
Benzathine benzylpenicillin (depot formulation) must never be given intravenously.

REFERRAL
» Symptomatic babies of mothers with syphilis.
» Penicillin allergy in the pregnant woman.

6.3 PRETERM LABOUR (PTL) AND PRETERM PRELABOUR

RUPTURE OF MEMBRANES (PPROM)
060/ 042.9

6.3.1 PRETERM LABOUR (PTL)
060

DESCRIPTION
Regular painful contractions: 3 per 10 minutes, occurring < 37 weeks of gestation.

GENERAL MEASURES
< 26 weeks
» Refer without tocolysis (medicines to inhibit uterine contractions).

26-34 weeks of gestation:
» Refer with initial tocolysis and corticosteroids.

>34 weeks gestation:
» Allow labour to continue at midwife obstetric unit.

MEDICINE TREATMENT
26-34 weeks gestation
o Betamethasone, IM, 12 mg two doses 24 hours apart.

Tocolysis:
Preload with:

e Sodium chloride 0.9%, IV, 200 mL.

THEN

¢ Nifedipine, oral, 20 mg as a single dose.
o0 Follow with 10 mg after 30 minutes, if contractions persist.
o Then 10 mg every 4 hours until patient is transferred.
0 Maximum duration: 24 hours.

REFERRAL

All cases before 34 weeks.
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6.3.2 PRETERM PRELABOUR RUPTURE OF MEMBRANES

(PPROM)
042.9

DESCRIPTION

Rupture of the membranes before 37 weeks of gestation.

Confirmed with a sterile speculum examination demonstrating leakage of amniotic fluid.
If there is clinical uncertainty test for pH — liquor is alkaline.

Avoid digital vaginal examination.

MEDICINE TREATMENT
26-34 weeks gestation
e Betamethasone, IM, 12 mg two doses 24 hours apart.

REFERRAL
All cases.

6.4 PRELABOUR RUPTURE OF MEMBRANES AT TERM

(PROM)
075.9

DESCRIPTION

Rupture of membranes before the onset of labour at term (> 37 weeks).

A sterile speculum examination is required to visually confirm amniotic fluid draining
through the cervical os.

GENERAL MEASURES

If PROM is followed by uterine contractions at > 34 weeks’ gestation, allow labour to
proceed.

If the woman does not develop uterine contractions within 12 hours of PROM,
commence antibiotics and transfer for induction of labour.

MEDICINE TREATMENT
o Ampicillin IV, 1 g as a single dose.

AND
e Metronidazole oral, 400 mg as a single dose.

LOE:IIP*
REFERRAL

» Suspected chorio-amnionitis (refer after starting antibiotics).
» Prolonged rupture of membranes (> 12 hours).

6.5 INTRAPARTUM CARE
080.9

For the comprehensive management of women in labour refer to the most recent
National Maternity Care Guidelines.
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DESCRIPTION
Labour is divided into 4 stages:
» First stage
— onset of regular uterine contractions at term to full dilatation of cervix.
» Second stage
— full dilatation to delivery of the baby.
» Third stage
— delivery of the baby to delivery of the placenta.
» Fourth stage
— 1 hour post delivery of the placenta.

GENERAL MEASURES

» Encourage companion support.

» Ensure that the mother is adequately hydrated (can be done orally).
» Monitor progress of labour on partogram.

MEDICINE TREATMENT
First stage with cervical dilatation <10 cm:

Analgesia:
e Pethidine, IM, 100 mg 4 hourly.
OR
Morphine, IM, 10 mg, 4 hourly (Doctor initiated).
OR

Especially in advanced first stage of labour:
Nitrous oxide 50% mixed with oxygen 50%, given by mask.
AND
For nausea and sedation, if needed:
o Promethazine, IM, 25 mg 4 hourly.

Second stage
If episiotomy is needed, local anaesthetic:
e Lidocaine 1%.

o Do not exceed 20 mL.

Fetal distress during labour
» Place the woman in the left lateral position.
e Salbutamol 0.5 mg/mL, 1V, 250 mcg administered slowly over 2 minutes and refer.
» Reconstitute the tocolytic as follows:
o Salbutamol 1 mL (0.5 mg/mL) added to 9 mL of water for injection, to make a
50 mcg/mL solution. Monitor pulse.
0 Inject 5 mL (250 mcg) over at least 2 minutes. Monitor pulse.
o If pulse increases to more than 120 beats/minute, discontinue the injection.
o0 Do not administer if mother has cardiac disease.

Prevention of post-partum haemorrhage (PPH):

» Check for twins.

e Oxytocin, IM, 10 units.

» Early cord clamping and cutting (wait one minute before clamping).
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» Controlled cord traction of the placenta.

Treatment of PPH (blood loss > 500 mL within 24 hours of birth):
» The most common cause is an atonic uterus

» Bimanually compress the uterus to expel clots from vagina.

» Empty the bladder.

» Two intravenous lines (wide bore if possible).

e Oxytocin, IV, 20 units in 1 000 mL sodium chloride 0.9% infused at 250 mL/hour

in one line.
As fluid replacement: LOE: I
e Sodium chloride 0.9%, IV, infused as fast as possible in the 2" jine.
If no response: LOE: I

e Ergometrine, IM, 0.5 mg.
OR
Oxytocin/ergometrine, IM, 5 units/0.5 mg, 1 mL.
o Avoid ergometrine in hypertensive women and those with heart disease,
unless haemorrhage is life threatening.
0 Repeat after 10-15 minutes if no response to 1 dose, while arranging referral.

Only in settings where oxytocin is not available: LOE:II™
e Misoprostol, sublingual, or rectal, 600 mcg as a single dose.
Rh-negative mother LOE: ™™

Administer to Rh-negative mother, if baby is Rh-positive or baby’s Rh group is unknown:
e Anti-D immunoglobulin, IM, 100 mcg, preferably within 72 hours but can be
given up to 7 days after delivery.

Baby
See Section 6.6: Care of the neonate. Observe mother and neonate for 1-2 hours
before transfer to the postnatal ward.

REFERRAL

» Prolonged labour according to charting on partogram.
» Post-partum haemorrhage.

» Retained placenta.

» Other complications of mother or baby.

6.6 CARE OF THE NEONATE
P39

6.6.1 ROUTINE CARE OF THE NEONATE
P39

GENERAL MEASURES

Immediately after birth:

» Check if the baby needs resuscitation:
Is the baby breathing?
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Is the heart rate > 100?
Is the baby centrally pink?
If NO to any question, resuscitate immediately. See Section 6.6.3 Neonatal
resuscitation.
Then
» Dry the baby with a warm towel immediately.
» If there are excess secretions, turn the baby onto the side. Avoid suctioning.
» Check and record the Apgar score:

Apgar score 0 1 2
Heart rate Absent < 100/min > 100/min
Respiration Absent Slow or irregular Good, crying
Muscle tone Limp Slight flexion Active, moves
Response to stimulation | No response Grimace Vigorous cry
Colour Blue or pale | Body pink, limbs blue | Pink all over

» Clamp the cord after the first few cries.

» Replace forceps with disposable clamp or sterile cord tie 3-4 cm from the
abdomen.

Refer to a neonatal unit if the baby required resuscitation or if the Apgar score at 5

minutes is < 7.

Check risk factors
» Membranes ruptured for > 18 hours.
» Mother diabetic.
» Smelly liquor or baby.
— If any of the above, refer to a neonatal unit for observation and care.
» Mother HIV-infected.
— Check the feeding choice. See Section 11.5: The HIV exposed infant.
Check baby from head totoe and the back
» Check the weight.
» Check the head circumference.
» Check for:

— Central cyanosis. — Floppy.

—  Grunting. — Less than normal movements.
— Fast breathing. — Major congenital abnormality.
— Chest indrawing. —  Weight (> 4 kg or < 2 kg)

If any of the above present, assess need for urgent care and refer to a neonatal unit.

Initiate bonding and feeding
» Place the baby on the mother’s chest.
» Initiate breastfeeding.

Identify and record

» Formally identify the baby with the mother.

» Place a label with the mother’'s name and folder number, baby’s sex, time and
date of birth on the baby’s wrist and ankle.

»  After giving vitamin K and chloramphenicol eye ointment, give the baby back to the
mother, unless there is a reason for the baby to be transferred to a neonatal unit.
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MEDICINE TREATMENT
Bleeding prophylaxis
o Vitamin K, IM, 1 mg immediately after birth routinely.
o Administer in the anterolateral aspect of the mid-thigh.

Neonatal conjunctivitis prophylaxis
e Chloramphenicol ophthalmic ointment 1%, applied routinely to each eye after birth.

Routine EPI immunisation:

e BCG vaccination, intradermal, once neonate is stable.
e Polio vaccine, oral, once neonate is stable.

No baby must be sent home without immunisation.

LOE:NF*"

6.6.2 SICK NEONATE AND NEONATAL EMERGENCIES
P59

DESCRIPTION

Neonates can become ill very rapidly and signs of disease are often not readily
appreciated unless specifically looked for. All of these conditions in neonates should
be referred urgently.

The most common serious conditions are:

» septicaemia or infections » congenital abnormalities

» respiratory conditions » late effects of asphyxia

Possible serious bacterial infection or other severe abnormalities must be
suspected when any of the following are found:

» convulsions

» fast breathing (> 60 breaths/minute)

» severe chest indrawing

» nasal flaring or grunting respiration

» bulging fontanelle

» umbilical redness extending to the skin and draining pus
» low or high temperature

» many or severe skin pustules

» swollen eyes with pus draining from eye

» lethargic or unconscious or less than normal movements
» shallow or slow breathing

» poor feeding

» diarrhoea (obvious)

» vomiting everything or bile-stained vomitus

» abdominal distension or passing blood per rectum

» pallor

» jaundice within the first 24 hours of life

GENERAL MEASURES
Keep the neonate warm, the axillary temperature should be 36.5-37°C.
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» This is best done by “Kangaroo Care” where the neonate is kept naked against
the mother’s skin between her breasts inside her clothing.

» Alternatively, use an incubator or heated cloths. Monitor temperature of baby
once the temperature is normal.

MEDICINE TREATMENT

If baby’s tongue and lips are blue:

e Oxygen, using nasal catheter at 2 L/minute.

If infection is suspected and jaundice has been excluded:

o Ceftriaxone, IM, 80 mg/kg/dose immediately as a single dose.
o Administer into the lateral thigh.
0 Do notinject more than 1 g at one injection site.

CAUTION: USE OF CEFTRIAXONE IN SEVERELY ILL NEONATES AND
CHILDREN
Ceftriaxone should be used in neonates that are seriously ill only, and
must be given even if they are jaundiced.

In infants < 28 days of age, ceftriaxone should not be administered if a calcium
containing intravenous infusion e.g. Ringer-Lactate, is given or is expected to be given.
After 28 days of age, ceftriaxone and calcium containing fluids may be given but only
sequentially with the giving set flushed well between the two products if given V.
Annotate the dosage and route of administration in the referral letter.

Monitor blood glucose and exclude hypoglycaemia. If < 2.6 mmol/L and baby
able to suckle or take orally:

» Breastfeed.

OR

e Dextrose 10%, oral.

If unable to take orally consider nasogastric tube feeding or IV infusion.

REFERRAL

Urgent

» All cases.

» All neonates with jaundice on the first day of life, with pallor or with poor feeding.

» All other neonates with increasing, deep or persistent (> 10 days) jaundice
should be referred as soon as possible.

If possible, always send mother with the neonate as well as any clinical notes.

6.6.3 NEONATAL RESUSCITATION
P21.9

Be prepared
Be at the delivery
Check the equipment and emergency medicines

Ask 3 questions to evaluate the infant:

1. Is the baby breathing adequately and not just gasping?
2. Is the baby’s heart rate (HR) > 100 beats/minute?

3. Is the baby centrally pink, i.e. no central cyanosis?
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» If the answer to all 3 questions is “yes”: The baby does not need resuscitation.
» If the answer to any of the questions is “no”: The baby needs resuscitation.

Assess the baby using the above 3 questions every 30 seconds during resuscitation.

» If the baby is improving, then the interventions, e.g. bagging, can be stopped.

» Only if the baby is not responding or getting worse, is further intervention
needed e.g. chest compressions (see algorithm).

Check that each step has been effectively applied before proceeding to the next
step. The algorithm follows the assumption that the previous step was unsuccessful
and the baby is deteriorating.

Use the lowest inspiratory oxygen concentration that alleviates central cyanosis.
Obtain target pulse oximetry readings, if pulse oximeter is available, and restore a
heart rate > 100 beats/minute. (There is evidence that routine resuscitation with
100% oxygen is potentially harmful to the baby).

An unsatisfactory response to resuscitation includes:

» A sustained slow heart rate, usually < 60 beats/minute or a progressive
decrease in heart rate until cardiac arrest occurs.

» Episodes of cardiac arrest, with a progressively weaker response to chest
compressions, positive pressure ventilation and medicines.

» A decreasing blood pressure, increasing acidosis, severe hypotonia with central
cyanosis or intense pallor.

» Apnoea or weak, irregular and inefficient respiratory efforts.

f the baby’s response to resuscitation is inadequate once the ventilation and
circulation are adequately supported, then the following steps should be carried out:

If the mother is known or suspected to have had narcotic pain relief and the baby
has normal heart rate and colour response to bag-mask ventilation, but has not
initiated sustained regular respiratory effort:

o Naloxone, IV, 0.1 mg/kg.

Check the blood glucose of the baby.

If hypoglycaemia is present:

e Glucose (dextrose) 10%, IV, 2.5-5 mL/kg.

If no adequate response has occurred by this stage, a person skilled in neonatal
resuscitation should be consulted and the baby transferred with ongoing
resuscitation to a higher level of care:

Discontinue resuscitation if the unsatisfactory response to resuscitation persists for
> 20 minutes and underlying conditions e.g. pneumothorax, diaphragmatic hernia
has been excluded or > 10 minutes of unresponsive cardiac arrest (asystole) and/or
> 20 minutes of unsustained respiration.

Babies requiring minimal resuscitation with prompt and complete response may be
watched with their mothers. Babies with a favourable response to resuscitation
should be referred to a neonatal high or intensive care unit, if available, for post
resuscitation care. Babies, who, after resuscitation, are not completely normal,
should be referred to a higher level for care using transport with necessary support,
e.g. oxygen and temperature control.
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Medicines used during neonatal resuscitation

Medicine and dose Indications Effect
o Epinephrine (Adrenaline). » Asystole. » THeart rate.
0 0.1 ml/kg of a 1:10 000 dilutionlV, » Heart rate » TMyocardial
(0.01 mg/kg/dose). <60/minute. contractility.
0 *ET, up to 1 mLkg of a 1:10 000 » TArterial pressure.
dilution (0.1 mg/kg/dose).
o Naloxone » Maternal » Corrects apnoea
o IV/IM, 0.1 mg/kg administration of and/or
0 May need repeating after 2 opiates with hypoventilation.
hours. apnoeic infant.
e Dextrose. » Hypoglycaemia » Corrects

o 1V, 2.5-5 mL/kg of 10%
dextrose water (250-500 mg/kg)

0 10% solution: draw up 4 mL of
50% dextrose water into a 20
mL syringe then draw up 16 mL
water for injection — mix by
agitating the syringe.

(usually only
occurs after
acute
resuscitation).

hypoglycaemia.

o Fluid for volume expansion.
e |V, sodium chloride 0.9%, 10—
20mL/kg, slow IV (5—10 minutes).

» Hypovolaemia
(usually history
of blood loss,
child pale
shocked with
poor pulses and
perfusion).

»

1Blood Pressure
and improve
tissue perfusion.

*ET = Endotracheal tube

LOE:NF

6.20



CHAPTER 6 OBSTETRICS AND GYNAECOLOGY

6.21



CHAPTER 6 OBSTETRICS AND GYNAECOLOGY

6.6.4 CARE OF THE HIV-EXPOSED INFANT
098.7
See Section 11.5: The HIV exposed infant.

6.7 POST PARTUM CARE
739.2

6.7.1 CRACKED NIPPLES DURING BREASTFEEDING
092.1

DESCRIPTION
The areola and nipple are protected by the secretion of a lubricant from
Montgomery’s glands. Cracked nipples may lead to infection and mastitis.

Causes of cracked nipples include:
» poor positioning of the baby and incorrect attachment to the breast
» removing the baby from the breast before suction is broken

The four signs of good attachment are:

» chin touching breast (or very close)

» mouth wide open

» lower lip turned outward

» more areola visible above than below the mouth

GENERAL MEASURES

» Apply expressed breast milk to the nipples between feeds and air dry.

» If too painful, express the milk and nurse the baby on the other breast until
improvement.

» Keep areola and nipple clean and dry.

» Avoid use of soap, creams and lotions on the nipples.

MEDICINE TREATMENT

e Zinc and castor oil ointment
o0 Apply between feeds.

LOE:II

If oral thrush is present, treat neonate with:
o Nystatin solution. See Section 1.2: Candidiasis, oral (thrush).

REFERRAL

No improvement after 2 days.

6.7.2 MASTITIS
091.23

DESCRIPTION
Inflammation of the breast tissue surrounding the milk ducts.
Retrograde infection from a fissured nipple and milk stasis are known risk factors.
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Commonly isolated pathogens include S. aureus and S. epidermidis. Presentation
includes painful breast(s), fever, erythema and malaise.

GENERAL MEASURES

Compresses.

Regular expressing of breast milk.

Do not stop breastfeeding, unless a breast abscess has developed.
If breast abscess present, refer for incision and drainage.

MEDICINE TREATMENT
e Flucloxacillin, oral, 500 mg 6 hourly for 5 days.

Penicillin allergy
= Macrolide, e.g.:

e Azithromycin, oral, 500 mg daily for 3 days.

Pain:
e Paracetamol, oral, 1 g 6 hourly when required.

REFERRAL
Breast abscess.

No improvement after 2 days.

GYNAECOLOGY
6.8 PREGNANCY, ECTOPIC
000.9
DESCRIPTION

Pregnancy outside the uterus, usually presenting with the combination of:

» amenorrhoea (missed menstrual period)

» sudden lower abdominal pain

» dizziness

» shock

» anaemia

» urine pregnancy test usually positive

» shoulder tip pain

Note: Consider ectopic pregnancy in young women, complaining of lower abdominal
pain.

REFERRAL
» All suspected cases of ectopic pregnancy.
» Treat shock if indicated.
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6.9 VAGINAL BLEEDING
N93.9

Note: Women should receive regular screening for cervical cancer after the age of
30 years. Any opportunity to perform screening should be taken; this includes taking
pap smears during pregnancy.

6.9.1 ABNORMAL VAGINAL BLEEDING DURING FERTILE

YEARS
N92.0

DESCRIPTION
Increased vaginal blood flow either in volume, duration and/or frequency, including
menorrhagia or dysfunctional uterine bleeding.

GENERAL MEASURES
» Assess current contraceptives used.
» Exclude pregnancy complication or organic disease e.g. cervical cancer, fibroids.

MEDICINE TREATMENT
o Combined oral contraceptive pill (ethinylestradiol/levonorgestrel) for 3—-6 months.
e |buprofen, oral, 400 mg 8 hourly with or after food as needed for 2—-3 days.
o Ibuprofen may reduce blood loss in menorrhagia associated with intrauterine
device (IUD) or chronic salpingitis (See Chapter 12: Sexually transmitted
infections).

L1 PXVIE
If blood loss has been severe or there are signs of anaemia: LOE:I

e Ferrous sulphate compound BPC, oral, 170 mg 8 hourly with food.
OR
Ferrous fumarate, oral, 200 mg 8 hourly with food.
o Continue for 3 months after the Hb normalises in order to replenish body iron
stores.
o Do not take iron tablets within 4 hours of taking calcium tablets.

REFERRAL
» No improvement.
» Girls < 12 years of age with vaginal bleeding before the development of their
secondary sexual characteristics.
» For investigation of other causes such as:
— sexual abuse
— foreign bodies
— tumours of the genital tract
» Severe anaemia.
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6.9.2 BLEEDING, POST-MENOPAUSAL
N95.0

DESCRIPTION
Vaginal bleeding 6 months following the complete cessation of menstruation.
Note: If bleeding is profuse, stabilise before referral.

REFERRAL
All cases, to exclude underlying malignancy and other pathology.

6.10 DYSMENORRHOEA
N94.6

DESCRIPTION
Pain associated with menstrual cycles. In primary dysmenorrhoea there is no
known cause. Secondary dysmenorrhoea usually has an organic cause.

GENERAL MEASURES

» Advise and reassure women with primary dysmenorrhoea about the nature of
the condition.

» Encourage patient to carry on with normal everyday activities.

MEDICINE TREATMENT

o |buprofen, oral, 400 mg 8 hourly with or after food as needed for 2—-3 days.
ADD

o Combined oral contraceptive pill, if symptoms still problematic, and if pregnancy
is not planned.

Treat for pelvic infection when present.
REFERRAL

» Poor response to treatment.
» If an organic cause is suspected, e.g. fibroids.

6.11 HORMONE THERAPY (HT)
Z279.89

Indications:
Short term symptomatic relief for severe menopausal symptoms.
For menopausal women, treatment should be < 5 years.

A risk-benefit assessment should be individualised in all patients.

Contra-indications include:

»  endometrial cancer »  coronary heart disease
»  breast cancer » women = 60 years of age
»  thrombo-embolism »  acute liver disease

»  porphyria cutaneatarda
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MEDICINE TREATMENT (Doctor initiated)

Uterus present (no hysterectomy)

HT can be offered as sequentially opposed or continuous combined preparations.
Continuous combined preparations are often preferred if the woman had her last
menstrual period (menopause) over a year ago, as they will not usually cause
bleeding then. For women who are still menstruating or have recently stopped,
sequentially opposed preparations are preferred and will result in regular menstrual
periods, whereas continuous combined may result in irregular bleeding.

Sequentially opposed therapy:

o Estradiol valerate, oral, 1-2 mg daily for 21 days.

ADD

e Cyproterone acetate, oral, 1 mg daily from day 12-21.

or

o Norethisterone acetate, oral, 1 mg daily from day 12-21.

or

e Medroxyprogesterone acetate, oral, 10 mg daily from day 12-21.
o Followed by no therapy from day 22—28.

OR

e Conjugated equine estrogens, oral, 0.3-0.625 mg daily for 21 days.

ADD

e Medroxyprogesteroneacetate, oral, 5-10 mg daily from day 12-21.
o Followed by no therapy from day 22—28.

Continuous combined therapy, e.g.:

e Conjugated equine estrogens, oral, 0.3-0.625 mg plus medroxyprogesterone
acetate, oral, 2.5-5mg daily.

OR
Estradiol valerate, oral, 0.5—1 mg plus norethisterone acetate, oral, 0.5—-1 mg
daily.

Note: Start at the lowest possible dose to alleviate symptoms. The need to continue
HT should be reviewed annually. A mammogram should be done at
commencement of HT, and then once a year, if available. Abnormal vaginal
bleeding requires specialist referral.

Women with no uterus (post-hysterectomy)
HT is given as estrogen only.
o Estradiol valerate, oral, 1-2 mg daily.
OR
Conjugated equine estrogens, oral, 0.3 mg daily up to a maximum of 1.25 mg

daily.
REFERRAL

Annually, for re-evaluation.
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6.12 ULCERS, VAGINAL
A60.9
See Chapter 12: Sexually transmitted infections.

6.13 VAGINAL DISCHARGE/LOWER ABDOMINAL PAIN IN

WOMEN
A54.9/ N73.9
See Chapter 12: Sexually transmitted infections.
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Chapter 7: Family planning

7.1 Intrauterine device/contraception (IUD)
7.2 Contraception, hormonal
7.2.1 Subdermal implant
7.2.2 Injectable
7.2.3 Oral
7.2.4 Missed pills
7.3 Contraception, barrier methods
7.4 Contraception, emergency
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INTRODUCTION TO CONTRACEPTION

Consult the most recent National Contraception Clinical Guidelines.

The appropriate choice of family planning method should be decided on by the
woman in consultation with the health care professional taking into consideration
safety, efficacy, acceptability and access. A complete medical and sexual history
must be obtained and an appropriate physical examination performed to identify
potential risks to the individual's health.

Exclude pregnancy before commencing contraception.

Contraceptive methods

CAUTION
Hormonal contraception and IUDs do not prevent sexually transmitted infections
(STIs), including HIV. Dual contraception use i.e. the use of a condom in
combination with another contraceptive method is recommended to reduce the risk

of STls, including HIV. IUDs are the preferred primary contraceptive method.

Contraceptive Advantages Disadvantages
method
Copper IUD » Can be used in most » Pain during and

(see Section 7.1)
»
»
»

»

»

women, including
nulliparous women.
Provides long-term
protection i.e. 10 years.
Convenient, does not
require regular follow up.
Works immediately on
insertion.

Fertility returns on removal
of IUD in women of child-
bearing age.

Medicine interactions do not
lower contraceptive effect.

following insertion of
IUD.

IUD must be inserted
or removed by a
trained health care
professional.

Not indicated in women
with dysmenorrhea and
abnormal uterine
bleeding.

Hormonal » Provides long-term » Frequent bleeding
subdermal: protection i.e. 3 years irregularities.
progestin-only (etonogestrel) or 5 years » Ovarian cysts

implant (see (levonorgestrel). » Implant must be
Section 7.2.1) » Convenient, does not inserted or removed by

»

»

require regular follow up.
Fertility returns on removal
of implant in women of child-
bearing age.

Can be used in women >35
years who are obese, who
smoke, have diabetes,
hypertension, or a history of

a trained health care
professional under
aseptic conditions to
prevent infection.

An incision is required
to insert the implant
under the skin in the
woman’s upper arm.
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venous thromboembolism.

This may result in
complications such as
pain and bruising.

Hormonal
injectable:
progestin-only
(see Section 7.2.2)

»

»

»

»
»

Daily patient adherence is
not required.

Long-acting i.e. given every
12 weeks.

Interactions with other
medicines do not lower
contraceptive effect.

Can be used postpartum.
Can be used in women >35
years who are obese, who
smoke, have diabetes,
hypertension, or a history of
venous thromboembolism.

Delayed return of
fertility, of up to 29
months, after last
injection.

Weight gain in some
women.

Headaches.

Hormonal oral:
progestin-only
(see Section 7.2.3)

»

»
»

Fertility returns 1-3 months
on discontinuing the pill.
Can be used postpartum.
Can be used in women >35
years who are obese, who
smoke, have diabetes,
hypertension, or a history of
venous thromboembolism.

Daily adherence is
required.

Interactions with other
medicines can lower
contraceptive effect.
Lower efficacy
compared with COC.
Frequent bleeding
irregularities.

Ovarian cysts.

Hormonal oral:
combined oral
contraceptive
(COC)

(see Section 7.2.3)

»

»

»

Non-contraceptive benefits,
e.g.: alleviation of
dysmenorrhoea,
premenstrual syndrome and
menorrhagia.

Fertility returns 1-3 months
of discontinuing COC.
Long-term use protects
against ovarian, endometrial
cancer and improves bone
mineral density.

Daily patient adherence
is required.

Interactions with other
medicines can lower
contraceptive effect.
Cannot be used in
women with heart
disease, stroke and a
history of active venous
thromboembolism.

Barrier: male and
female condoms
(see Section 7.3)

»

Protects against STls,
including HIV.

Possibility of breakage
or slipping off.
Possible allergic
reaction to latex.

(Refer to the package inserts for detailed information).

LoE:Ill
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Effectiveness of family planning methods

Rates of unintended pregnancies per 100 women:

Contraceptive method Failure rate in 1% year (%)
Consistent and As commonly
correct use used
Copper IUD 0.6 0.8
Progestin-only subdermal implant 0.05 0.05
Progestin-only injectable 0.3 3
Progestin-only oral pill 0.3 8
Combined oral contraceptive (COC) pill 0.3 3
Barrier: female condoms 5 21
Barrier: male condoms 2 15
No method 85 85
Key: 0-0.9: very effective 10-25: moderately effective
1-9: effective 26-32: less effective

LoE:Ilf"

Patient counselling
» Women may experience abnormal bleeding including:

- Breakthrough bleeding or spotting between menstrual cycles.
- Painful, heavy or prolonged bleeding during the menstrual cycle.
- Amenorrhoea.

» Hormonal oral pills must be taken at the same time every day without interruption.

» Taking the hormonal oral pill with food or at bedtime may alleviate nausea.

» If the patient is not using the dual contraception method with hormonal oral
contraceptives and vomits within 2 hours or has severe diarrhoea within 12
hours of taking the hormonal oral pill, repeat the dose as soon as possible.
Recommend the use of condoms.

» Women who have persistent vomiting or severe diarrhoea resulting in two or more
missed pills follow instructions for missed pills. Recommend the use of condoms.

» Discourage smoking with the use of the combined oral contraceptive.

» Encourage increased physical activity and healthy eating if there is weight gain.

Breastfeeding
» Women who are intending to breastfeed should delay initiation of COCs until
cessation of breastfeeding or at 6 months postpartum, whichever occurs earlier.

LoE:Ill"

7.1 INTRAUTERINE DEVICE/CONTRACEPTION (IUD)
Z30.1

Dual contraception with barrier methods, are preferred to reduce the risk of STls.
The IUD is an effective, safe, reversible long-term contraceptive method requiring
minimal patient involvement, but is however under-utilised.

HIV infection is NOT a contra-indication to the use of IUD and may be the
most suitable contraceptive for women on ARVs.

= CopperlUD, e.g.:
e Cu T380A, 380mm? copper device.

7.4



CHAPTER 7 FAMILY PLANNING

Devices with lower copper surface area are not recommended.

v
The IUD can be inserted any time during the menstrual cycle once

pregnancy or the possibility of pregnancy has been excluded. Insertion at
menstruation may be easier for the patient resulting in less discomfort and spotting.

Copper IUD is not recommended for women with menorrhagia, active pelvic
inflammatory disease (PID) or uterine abnormalities.

. v
For pain after insertion: LoE:Ill

e |buprofen, oral, 400 mg 8 hourly as needed for up to 5 days.
LoE:lll
REFERRAL

» Excessive bleeding after insertion.
» Abnormal bleeding for > 3 months.

7.2 CONTRACEPTION, HORMONAL

7.2.1 SUBDERMAL IMPLANT
730.9

Dual contraception with barrier methods, are preferred to reduce the risk of STls.
The subdermal implant is an effective, safe, reversible and convenient long-term
contraceptive method requiring minimal patient involvement and no regular follow-up.
Progestin-only subdermal implant contraceptive, e.g.:
e Etonogestrel, subdermal, 68 mg, single-rod implant.
OR

Levonorgestrel, subdermal, 150 mg, two-rod implant.

VI
The progestin-only subdermal implant can be inserted any time

during the menstrual cycle, once pregnancy has been excluded. If the implant is
inserted within 7 days of the onset of the menstrual cycle the contraceptive effect is
achieved on the day of insertion.

Progestin-only hormonal contraceptives are contraindicated in certain conditions
e.g. unexplained vaginal bleeding, active liver disease, and progestin-dependant
tumours. Consult the package insert in this regard.

CAUTION
Do not use progestin-only subdermal implants in women on long term medicines that
induce the metabolism of progestins, which could reduce contraceptive efficacy.
These medicines include efavirenz, nevirapine, rifampicin, phenytoin,
carbamazepine and phenobarbital.
Women with implants on these medicines should be counseled to use additional

contraceptive methods.
LoE:II"
Insertion and removal procedures \#J

» Participation in a training session is strongly recommended to become familiar
with the use of the subdermal implants and techniques for insertion and removal.
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» Only health care professionals familiar with these procedures should insert and
remove subdermal implants under aseptic conditions.

» Insert the implant subdermally just under the skin.

» Refer to the package inserts, for detailed information.

Insertion of etonogestrel:

» Insertion should only be performed with the preloaded applicator.

» Clean the insertion site with an antiseptic solution.

» Anaesthetise the insertion area.

» Mark the insertion site with a marker.

» Insert subdermally at inner side of the non-dominant upper arm about 8-10 cm
above the medial epicondyle of the humerus.

» Remove the transparent protection cap by sliding it horizontally in the direction
of the arrow away from the needle.

» Puncture the skin with the tip of the needle angled about 30°.

» Lower the applicator to a horizontal position. While lifting the skin with the tip of
the needle, slide the needle to its full length.

» While keeping the applicator in the same position and the needle inserted to its
full length, unlock the purple slider by pushing it slightly down. Move the slider
fully back until it stops.

» The implant is now in its final subdermal position. Remove the applicator.

» Always verify the presence of the implant in the patients arm immediately after
insertion by palpation.

» Apply sterile gauze with a pressure bandage to minimise bruising. The patient
may remove the pressure bandage in 24 hours and the small bandage over the
insertion site after 3-5 days.

Insertion of levonorgestrel:

» Clean the insertion site with an antiseptic solution.

» Anaesthetise the insertion area.

» Mark the insertion site with a marker.

» Make an incision of 3 mm in the skin with the scalpel that is attached to the body
protecting the inserter.

» Insert subdermally in the inner aspect of the upper left arm in right-handed
women and in the right arm in left-handed women, approximately 8 cm above
the fold in the elbow.

» Place the implants with the inserter subdermally, in the shape of a V opening
towards the shoulder.

» After inserting the second implant, the edges of the incision are pressed
together, closed with a skin closure and dressed.

» Advise the patient to keep the insertion area dry for 3 days.

» The gauze and the bandage may be removed as soon as the incision has
healed, usually after 3-5 days.

For pain after insertion:
e Ibuprofen, oral, 400 mg 8 hourly as needed for up to 5 days.

LoE:lll

7.6



CHAPTER 7 FAMILY PLANNING

Removal of progestin-only subdermal implants:

Remove etonogestrel implants at the end of 3 years and levonorgestrel implants at
the end of 5 years.

» Locate the implant by palpation.

» Clean the removal site with an antiseptic solution.

» Anaesthetise the removal area.

» Make a 2—4 mm incision with the scalpel close to the end of the implant.

» Remove the implant very gently, using a small forceps.

» Close the incision and bandage.

» Advise the patient to keep the arm dry for a few days.

» Confirm that the entire implant has been removed by measuring its length.

REFERRAL
» Heavy or prolonged bleeding, despite treatment with COCs
» Infection at insertion site, inadequately responding to initial antibiotic treatment.

7.2.2 INJECTABLE
730.9

Dual contraception with barrier methods, are preferred to reduce the risk of STls.

= Progestin-only injectable contraceptive, e.g.:
¢ Medroxyprogesterone acetate (long-acting), IM, 150 mg, 12 weekly.

Progestin-only hormonal contraceptives are contraindicated in certain
conditions e.g. unexplained vaginal bleeding. Consult the package insert in this regard.

When to start the injection

» The injection can be started anytime within the menstrual cycle but it is
advisable to start during menses.

» If the first injection is given within 5 days of the onset of the menstrual cycle the
contraceptive effect is achieved on the day of the first injection.

» Recommend dual contraceptive method i.e. condom in combination with the
injection, irrespective of when the injection is started within the cycle.

Note: It is not necessary to shorten the dose interval when using rifampicin or any
other enzyme inducing medicine.

Late injection
» If it has been < 2 weeks since the missed injection, the next injection

can be given without loss of protection. Continue with dual contraceptive
method i.e. condom in combination with the injection.
» If it has been > 2 weeks since the missed injection:

- Exclude pregnancy.

- If the patient is not pregnant, the next injection can be given. Recommend
dual contraceptive method i.e. condom in combination with the injection.

- If unable to exclude pregnancy consider emergency contraception if
indicated. The next injection can be given. Recommend dual contraceptive
method i.e. condom in combination with the injection.
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For heavy or prolonged bleeding
e Give COCs for 3—6 months, thereafter refer.

— 11X
For pain LoE:lIl

¢ |buprofen, oral, 400 mg 8 hourly as needed for up to 5 days.
LoE:IlI*
REFERRAL £

Heavy or prolonged bleeding despite treatment with combined oral contraceptives.

7.2.3 ORAL
Y42.4

Dual contraception with barrier methods, are preferred to reduce the risk of STls.

Monophasic: progestin only pills
e Levonorgestrel, oral, 30 mcg daily.

Combination of estrogen and progestin in each pill

Monophasic preparations: combination of estrogen and progestin in each pill,
eg.
e Ethinyloestradiol/ levonorgestrel, oral, 30 mcg/150 mcg:

o 21 tablets ethinyloestradiol/levonorgestrel, 30 mcg/150 mcg and

o 7 tablets placebo.

Triphasic preparations: combination of estrogen and progestin, e.g.:
e Ethinyloestradiol/levonorgestrel, oral:

6 tablets ethinyloestradiol/levonorgestrel,30 mcg/50 mcg

o 5 tablets ethinyloestradiol/levonorgestrel, 40 mcg/75 mcg and

o 10 tablets ethinyloestradiol/levonorgestrel,30 mcg/125 mcg and

o 7 tablets placebo.

o

Progestin only Combined estrogen/progestin
Contraindications | Progestin only preparations Combination preparations
are contraindicated in certain contraindicated in certain
conditions. (Consult the conditions. (Consult the
package insert in this regard). | package insert in this regard).
Contraindications include: Contraindications include:
» Abnormal uterine bleeding » Women >35 years
of unknown cause of age who smoke = 15
» Myocardial infarction or cigarettes a day or have
stroke risk factors for
» Liver disease cardiovascular disease:
» Cancer of the breast or - heart disease
genital tract - liver disease
» Known or suspected - thromboembolism
pregnancy - _certain cancers
When to start the | » Start anytime within the menstrual cycle, but it is advisable to
pill start during menses.
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» If the first pill is given between days 1 and 5 of the menstrual
cycle the contraceptive effect is achieved immediately.

» Dual contraception use is recommended irrespective of when
the pill is started in the menstrual cycle.

Medicine interactions

LoE:IIf"

Enzyme-inducing medicines

Contraceptive effect

Recommendation

interacting with oral (%)
contraceptives
Therapeutic Examples
class
Anti- Rifampicin Lowering of Use dual
tuberculosis contraceptive effect contraception i.e.
expected. May reduce | condoms in
ethinyloestradiol (EE) | combination with
by 66%. COCs or,
alternatively use 1UD.
Anti-epileptics | Phenobarbital Lowering of Use IUD or
contraceptive effect alternatively condoms
expected. May reduce | in combination with
EE by 50%. oral contraceptives.
Phenytoin Lowering of Same as above.

contraceptive effect
expected. May reduce
EE by 50%.

Carbamazepine

Lowering of
contraceptive effect
expected. May reduce
EE by 66%.

Same as above.

Antiretrovirals | Nevirapine Lowering of
contraceptive effect
expected. May reduce
EE by 20%.

Lopinavir/ Lowering of
ritonavir contraceptive effect

expected. May reduce
EE by 42%.

Use dual
contraception i.e.
condoms in
combination with IUD
or, alternatively use
condoms in
combination with
COCs.

Non-liver enzyme inducing medicines

Lamotrigine:

» Lowering of contraceptive effect not expected.
» Oral contraceptives may reduce lamotrigine concentration by 50%, increasing
the risk of seizures. Consider alternate dual contraception method.

Antibiotics:

LoE: I

LoE: ™"

» Possible lowering of contraceptive effect. For the duration of the current
menstrual cycle, use a condom as well.
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REFERRAL
Abnormal bleeding for > 3 months.

7.2.4 MISSED PILLS

Progestin only pills

LoE: NIl

Efficacy is rapidly lost if one pill is forgotten or taken > 3 hours late. Recommend

dual contraception for all scenarios.

Scenario

Action

One pill forgotten or if pill taken >3 hours
late and unprotected sexual intercourse
has not occurred in the past 5 days.

Take pill as soon as remembered and
continue taking one pill daily at the
same hour.

One pill forgotten or if taken > 3 hours
late and unprotected sexual intercourse
has occurred in the past 5 days.

Give emergency contraception (see
Section 7.4).

Take one pill the next day and continue
taking one pill daily at the same hour.

Combination of progestin and estrogen in each pill

LoE: I

Missing active pills and extending hormone free interval leads to decreased
contraceptive efficacy. Recommend dual contraception for all scenarios.

Scenario

Action

One active pill forgotten.

Take pill as soon as remembered and
take next one at usual time.

= Two pills forgotten in the last 7 active
pills of the pack.

Omit the inactive pill and immediately
start the first active pill of the next pack.

= Two pills forgotten during the 1517
active pills of the pack and sexual
intercourse has occurred.

Give emergency contraception (see
Section 7.4).
Restart active pills 12 hours later.

LoE: "

7.3 CONTRACEPTION, BARRIER METHODS

Z30.9

Barrier methods are the optimum means to prevent STl and HIV transmission.

Barrier methods are recommended

in all

individuals not in a long-term

monogamous relationship or where either of the partners is known to have a STI,

including HIV.

¢ Condoms, male and female in combination with IUD (see Section 7.1:

Intrauterine contraception).

7.4 CONTRACEPTION, EMERGENCY

Z30.9

Emergency contraception is indicated for patients not using contraception or dual
contraception with IUDs to prevent pregnancy after unprotected intercourse e.g.
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forgotten tablets, slipped or broken condom, progestin-only injectable contraceptive

given > 2 weeks late.

= Progestin-only tablets, e.g.:

e Levonorgestrel 1.5 mg, oral, as a single dose as soon as possible after
unprotected intercourse.

CAUTION
Tablets must be taken as soon as possible, preferably within 72 hours of
unprotected intercourse and not more than 5 days later.

OR
= Copper IUD, e.g.:
e Cu T 380A, within 5 days of unprotected intercourse.

LoE:I""
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CHAPTER 8

KIDNEY AND UROLOGICAL DISORDERS

KIDNEY SECTION

8.1 CHRONIC KIDNEY DISEASE (CKD)

N18.9
DESCRIPTION

Structural or functional kidney damage present for > 3 months, with or without a
decreased glomerular filtration rate (eGFR).

Markers of kidney damage include:

» abnormalities in urine e.g. proteinuria or haematuria

» abnormalities in blood e.g. serum creatinine or low eGFR
» abnormalities in imaging tests e.g. small kidneys on ultrasound
» abnormalities on pathological specimens e.g. glomerular disease on renal biopsy

Common causes of chronic kidney disease include:
» polycystic kidney disease

» hypertension
» diabetes mellitus

» glomerular diseases

» HIV/AIDS

Chronic kidney disease can be entirely asymptomatic, BUT early detection and
management can improve the outcome of this condition.

Treatment and prevention strategies according to stages

Estimation of the degree of kidney damage and staging is important to guide
management and further prevent adverse outcomes of chronic kidney disease.

Note:

» Adults with early CKD i.e. stages 0-3 can all be managed at primary care level
once the cause and plan for care has been established.
» All children should be referred for investigation and initial management.

Staging of kidney disease is essential for adequate management of CKD

CKD Stage. Description Action
Glomerular filtration Includes actions from
rate preceding stages
(mL/minute/1.73m?)
Stage 0 or At increased risk for CKD, » Screening for CKD and
eGFR > 90 e.g. CVD disease
» diabetes mellitus » CKD risk reduction i.e.
» hypertension treat hypertension,
» glomerular disease diabetes and HIV
» and HIV
Stage 1 or Kidney damage with normal | » Diagnose and treat
eGFR > 90 eGFR. comorbid conditions.

» Slow progression.
» CVD risk reduction.
(Watch for stage 2).
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Stage 2 or Kidney damage with mild | | » Refer to determine
eGFR 60-89 eGFR. cause and develop care
plan.

» While on the care plan,
monitor the eGFR in
these patients and
ensure kidney function is
not worsening rapidly.
(Watch for stage 3).

Sgg; 2;_r59 Moderate | eGFR. Refer.
Sg‘g; i'g_ng Severe | eGFR. Refer.
Stage 5 or Kidney failure requiring

eGFR <15 renal replacement therapy. | Refer.

End stage renal disease.

Send blood annually for measurement of creatinine in all patients at increased risk.
(eGFR will be calculated by the laboratory, based on the serum creatinine).

GENERAL MEASURES

» Reduce salt intake.

» Low protein diet is indicated in the presence of CKD stage 4 and 5.

» Reduce cardiovascular disease risk factors. See Section 4.1: Prevention of
ischaemic heart disease and atherosclerosis.

» Avoid nephrotoxic medicines e.g. NSAIDs.

» Screen for proteinuria.

— If urine dipstick 1+ or greater, repeat on a properly collected midstream urine
specimen on another occasion. If proteinuria persists quantify protein with a
spot urine protein creatinine ratio. Significant proteinuria = spot urine protein
creatinine ratio of > 0.1 g/mmol.

— Note: Proteinuria is screened for differently in diabetics. See Section 9.4.3:
Diabetic nephropathy.

MEDICINE TREATMENT
Treat underlying conditions.

Proteinuria

Measure serum potassium at baseline.

Adults

= ACE-inhibitor, e.g.:

e Enalapril, oral, start with 5 mg 12 hourly.
o Titrate up to 20 mg 12 hourly, if tolerated.
o Start with low dosage of ACE-inhibitor and titrate up to the maximum dose or
until the proteinuria disappears — whichever comes first. Ensure BP remains

in normal range and no side effects are present.

0 Monitor creatinine and potassium:
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- 1-2 weeks after treatment initiation, if eGFR < 60 mL/min and after 4
weeks, if eGFR > 60 mL/min.

— If creatinine increases by > 20% from the baseline, stop ACE-inhibitor
and refer.

— If stable, monitor thereafter at regular clinic visits.

» ACE-inhibitors are contraindicated in, amongst others: LoE:Ill

— hyperkalaemia

— known hypersensitivity to an ACE-inhibitor or an ARB
— bilateral renal artery stenosis

— pregnancy

— severe renal impairment (eGFR < 30 mL/min)

NITd
Hyperlipidaemia LoE:Ill

If hyperlipidaemia is a co-existent risk factor, manage according to Section 4.1:
Prevention of ischaemic heart disease and atherosclerosis.

Diabetes mellitus

» In diabetics, optimise control according to Section 9.2.2: Type 2 Diabetes
mellitus, in adults.

» Replace oral sulphonylureas with insulin when eGFR < 60 mL/min, because of
an increased risk of hypoglycaemia.

» Stop metformin when eGFR < 30 ml/min, because of the potential
risk of lactic acidosis.

» Insulin is preferred to control blood glucose in patients with eGFR < 30 mL/min.

Hypertension
Treat if present. See Section 4.7: Hypertension.

Fluid overload
Treat fluid overload if present and refer.

Adults
e Furosemide, slow IV or oral, 40—-80 mg, 12 hourly.
o If poor response, repeat after 1 hour.
o Do not give IV fluids — use heparin lock or similar IV access.

Children

e Furosemide, IV, 1 mg/kg, over 5 minutes. See doing table, pg 22.4
0 Do not put up a drip or run in any IV fluids.

Note: Exclude heart failure in patients with persistent pedal oedema.

REFERRAL
» All cases of suspected chronic kidney disease stages 3-5 for assessment and
planning.
» All children.
» All cases of CKD with:
— haematuria,
— significant proteinuria with urine protein creatinine ratio of > 0.1 g/mmol
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— eGFR < 60 mL/min for initial assessment and planning
— eGFR < 30 mL/min

» Uncontrolled hypertension/fluid overload.

» CKD associated with hyperlipidaemia.

» No resolution of proteinuria with ACE-inhibitor therapy.

» If ACE-inhibitor is contra-indicated.

» If ACE-inhibitor is not tolerated.

Patients who might qualify for dialysis and transplantation or who have
complications should be referred early to ensure improved outcome and survival on
dialysis, i.e. as soon as eGFR drops < 30 mL/min, or as soon as diagnosis is
made/suspected.

8.2 ACUTE KIDNEY INJURY

N17.9

DESCRIPTION

This is (potentially) reversible kidney failure, commonly as a result of:

» hypovolaemia and fluid loss » acute tubular necrosis

» medicines/toxins » acute glomerulonephritis

» urinary tract obstruction

It is often recognised by:

» fluid overload (e.g. pulmonary oedema)

» decreased or no urine output

» abnormalities of serum urea, creatinine and/or electrolytes
» convulsions in children

GENERAL MEASURES

» Give oxygen, and nurse in semi-Fowlers’ position if patient has respiratory
distress. Early referral is essential.

» If fluid overloaded:
— stopall IV fluids

» If dehydrated or shocked:
— treat immediately as in shock section.

» Avoid any nephrotoxic medicines e.g. NSAIDs, aminoglycosides.

MEDICINE TREATMENT

Children
<6 years of age: >120 mmHg systolic BP or >90 mmHg diastolic BP
6-15 years: >130 mmHg systolic BP or >95 mmHg diastolic BP

o Nifedipine, oral, 0.25-0.5 mg/kg squirted into mouth.
o Withdraw contents of 5 mg capsule with a 1 mL syringe:

10-25 kg: 25mg
25-50 kg 5mg
> 50 kg: 10 mg
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If there is respiratory distress (rapid respiration, chest indrawing):
e Furosemide, IV, 1 mg/kg, over 5 minutes. See doing table, pg 22.4.
0 Do not put up a drip or run in any IV fluids.

Adults
If diastolic blood pressure > 110 mmHg or systolic blood pressure > 180 mmHag:
¢ Amlodipine, oral, 5 mg as a single dose
AND
e Hydrochlorothiazide, oral, 25 mg (if eGFR = 30 mL/min)
OR
Furosemide, oral, 40-80 mg (if eGFR < 30 mL/min)

If there is respiratory distress (rapid respiration, orthopnoea):
e Furosemide, as an IV bolus, 80 mg.
0 Do not put up a drip and do not give a fluid infusion.

REFERRAL
All cases.

Where adequate laboratory and clinical resources exists, management
according to the hospital level guidelines may be instituted.

8.3 GLOMERULAR DISEASES (GN)
NOO-NO8

DESCRIPTION

Glomerular disease may be a result of a primary condition of the kidney, or may be
secondary to a systemic disorder. Can present with any, or a combination of the
following:

» proteinuria

» reduced eGFR(and its effects)

» haematuria

» hypertension and oedema

Approach to care is outlined under the syndromes which follow.

Diabetic nephropathy
See Section 9.4.3 Diabetic nephropathy.

REFERRAL

» Unexplained haematuria on two to three consecutive visits.

» Proteinuria > 1 g/24 hours or PCR > 0.1 g/mmol.

» Nepbhritic syndrome.

» Nephrotic syndrome.

» Chronic Kidney Disease.

Note: Where facilities are available, investigation should be done e.g. urea,
creatinine and electrolytes to calculate the eGFR or PCR.
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8.3.1 NEPHRITIC SYNDROME
NOO/NO1/NO3/NO5

DESCRIPTION
Presents with a varied combination of:

»

painless macroscopic turbid, bloody or brownish urine

peripheral and periorbital oedema

pulmonary oedema (circulatory overload)

hypertension or hypertensive encephalopathy with impaired level of
consciousness or convulsions

little or no urine excretion

In children, this is commonly due to acute post streptococcal glomerulonephritis.
GENERAL MEASURES

»
»

»

Give oxygen, and nurse in semi-Fowlers position if patient has respiratory distress.
Early referral essential, especially if patient had a hypertensive episode or fluid
overload.

If dehydrated or shocked: Treat immediately. (See Section 21.17 Shock).

MEDICINE TREATMENT
Children
Fluid overload (rapid respiration, chest indrawing)

Furosemide, IV, 1 mg/kg, over 5 minutes. See doing table, pg 22.4.
o Do not put up a drip or run in any IV fluids.

If hypertension present:

<6 years of age: > 120 mmHg systolic BP or > 90 mmHg diastolic BP
6-15 years: > 130 mmHg systolic BP or > 95 mmHg diastolic BP

Nifedipine, oral, 0.25-0.5 mg/kg squirted into mouth.
o Withdraw contents of 5 mg capsule with a 1 mL syringe:

10-25 kg: 2.5mg
25-50 kg: 5mg
>50 kg: 10 mg

Adults
Fluid overload

Furosemide, as an IV bolus, 80 mg.
0 Do not put up a drip and do not give a fluid infusion.

If hypertension present:

Diastolic BP > 100 mmHg or systolic BP is > 150 mmHg:

Amlodipine, oral, 5 mg as a single dose.

AND

Hydrochlorothiazide, oral, 25mg (if eGFR = 30 mL/min).

OR

Furosemide, oral, 40-80mg (if eGFR < 30 mL/min).

REFERRAL
All cases.
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The definitive treatment of nephritis depends on the cause — an assumption
of acute post streptococcal nephritis or any other disease cannot be made
without specific investigation which may include renal biopsy.

8.3.2 NEPHROTIC SYNDROME
NO4

DESCRIPTION
Glomerular disease characterised by:
» severe proteinuria defined as:
— children: > 3 + proteinuria on dipstick test, or urine protein: creatinine ratio
(PCR) > 0.2 g/mmol on spot urine sample
— adults: = 2.5 g/day, as determined by a spot urine protein measurement, i.e.
PCR > 0.25 g/mmol
» and resultant ‘classic’ clinical picture (not always present) which includes:
— oedema and
— hypoalbuminaemia and
— hyperlipidaemia.
Accurate diagnosis requires a renal biopsy.

MEDICINE TREATMENT
The management of glomerular disease depends on the type/cause of the disease
and is individualized, guided by a specialist according to the biopsy result.

REFERRAL
All cases.

8.4 URINARY TRACT INFECTION (UTI)
N39.0

DESCRIPTION
Urinary tract infections may involve the upper or lower urinary tract. Infections may
be complicated or uncomplicated. Uncomplicated cystitis is a lower UTI in a non-
pregnant woman of reproductive age and who has a normal urinary tract. All other
UTls should be regarded as complicated.
Differentiation of upper from lower urinary tract infection in young children is
not possible on clinical grounds.
Upper UTl is a more serious condition and requires longer and sometimes
intravenous treatment.
Features of upper UTI (pyelonephritis) that may be detected in adults and
adolescents include:
» flank pain/tenderness
» temperature 38°C or higher
» other features of sepsis, i.e.:

— tachypnoea — confusion

— tachycardia — hypotension
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» vomiting
In complicated, recurrent or upper UTls, urine should be sent for microscopy,
culture and sensitivity.

Features of urinary tract infections in children
Signs and symptoms are related to the age of the child and are often non-specific.

Uncomplicated urinary tract infections may cause very few signs and symptoms.
Complicated infections may present with a wide range of signs and symptoms.
Neonates may present with:

» fever » hypothermia

» poor feeding » sepsis

» vomiting » prolonged jaundice
» failure to thrive » renal failure

Infants and children may present with:

» failure to thrive » frequency

» persisting fever » dysuria

» abdominal pain » enuresis or urgency

» diarrhoea

In any child with fever of unknown origin, the urine must be examined, to
assess whether a urinary tract infection is present.

If a bag specimen reveals the following, a urine specimen must be collected
aseptically for culture and sensitivity:

» positive leukocytes or nitrites on dipstix in freshly passed urine

» motile bacilli and increased leukocytes or leukocyte casts on urine microscopy

Urine dipstix should be performed on a fresh urine specimen.

» If leucocytes and nitrites are not present, a urinary tract infection is unlikely.

» If leucocytes are present on a second specimen, a urinary tract infection must
be suspected.

GENERAL MEASURES
» Women with recurrent UTIs should be advised to:
— void bladder after intercourse and before retiring at night
— not postpone voiding when urge to micturate occurs
— change from use of diaphragm to an alternative type of contraception

MEDICINE TREATMENT

Empirical treatment is indicated only if:

» positive leucocytes and nitrites on freshly passed urine, or
» leucocytes or nitrites with symptoms of UTI, or

» systemic signs and symptoms.

Alkalinising agents are not advised.
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Uncomplicated cystitis
Adults
e Ciprofloxacin, oral, 500 mg 12 hourly for 3 days.

Vv
Complicated cystitis
Adults
e Ciprofloxacin, oral, 500 mg 12 hourly for 7 days.

For pregnant women and adolescents:
e Amoxicillin/clavulanic acid 875/125 mg, oral, 1 tablet 12 hourly for 7 days.

WITZ
Children < 35 kg who do not meet criteria for urgent referral: LoE:Hil

e Amoxicillin/clavulanic acid oral, 15-25 mg/kg/dose of amoxicillin component, 8
hourly for 7 days.

Weight Dose Use one of the following Age
kg mg Susp Susp Tablet months/years
(amoxicillin | 125/31.5 | 250/62.5 | 250/61.5
component) | mg/5mL | mg/5 mL mg/tab
>5-7 kg 100 mg 4 mL 2mL - >3-6 months
>7-9 kg 150 mg 6 mL 3mL - >6—12 months
>9-11kg 200 mg 8 mL 4 mL - >12-18 months
>11-14 kg 250 mg 10 mL 5mL 1 tablet >18 months-3
years
>14-17.5 kg 300 mg 12 mL 6 mL - >3-5 years
>17.5-25 375 mg 15 mL 7.5mL - >5-7 years
>25-35 kg 500 mg 20 mL 10 mL 2 tablets >7—-11 years

LoE:NI"

Children > 35 kg and adults who do not meet criteria for urgent referral:
e Amoxicillin clavulanic acid, oral, 875/125 mg, oral, 1 tablet 12 hourly for 5 days.

Acute pyelonephritis
Outpatient therapy is only indicated for women of reproductive age, who do not have
any of the manifestations requiring referral (see referral criteria below). All other
patients should be referred.
¢ Ciprofloxacin, oral, 500 mg 12 hourly for 7-10 days.

o ltis essential to give at least a 7 day course of therapy.

REFERRAL
Urgent
» Acute pyelonephritis with:
— vomiting
— sepsis
— diabetes mellitus
» Acute pyelonephritis in:
— pregnant women
— women beyond reproductive age
— men
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» Children > 3 months of age who appear ill.

» Children < 3 months of age with any UTI.

» Pregnant women and adolescents allergic to penicillin.

lll patients awaiting transfer

» Ensure adequate hydration with intravenous fluids.

e Ceftriaxone, IM, 80 mg/kg/dose immediately as a single dose. See dosing
tables, pg 22.2.
o Do notinject more than 1 g at one injection site.

CAUTION: USE OF CEFTRIAXONE IN SEVERELY ILL NEONATES AND
CHILDREN
Ceftriaxone should be used in neonates that are seriously ill only, and
must be given even if they are jaundiced.
In infants < 28 days of age, ceftriaxone should not be administered if a calcium
containing intravenous infusion e.g. Ringer-Lactate, is given or is expected to be given.
After 28 days of age, ceftriaxone and calcium containing fluids may be given but only
sequentially with the giving set flushed well between the two products if given IV.
Annotate the dosage and route of administration in the referral letter.

Non-urgent

» All children for urinary tract investigations after completion of treatment.

» No response to treatment.

» UTI > 3 times within a one-year period in women, and > 1 time in men.

» Recurrent UTI in children for assessment and consideration of prophylaxis.

8.5 PROSTATITIS
N41.0

DESCRIPTION

Infection of the prostate caused by urinary or STI pathogens.

Clinical features include:

» perineal, sacral or suprapubic pain

» dysuria and frequency

» varying degrees of obstructive symptoms which may lead to urinary retention
» sometimes fever

» acutely tender prostate on rectal examination

The condition may be chronic, bacterial or non-bacterial, the latter usually being
assessed when there is failure to respond to antibiotics.

MEDICINE TREATMENT
Acute bacterial prostatitis
In men < 35 years of age or if there are features of associated urethritis (STI

regimen):

e Ceftriaxone, IM, 250 mg as a single dose.
AND

= Macrolide, e.g.:

e Azithromycin, oral, 1 g as a single dose.
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In men > 35 years of age or if there is associated cystitis:
¢ Ciprofloxacin, oral, 500 mg 12 hourly for 14 days.

REFERRAL

» No response to treatment.

» Urinary retention.

» High fever.

» Chronic/relapsing prostatitis.

UROLOGY SECTION

8.6 HAEMATURIA
R31

DESCRIPTION

Bleeding from the urinary tract, which can be from the kidneys, collecting system,
bladder, prostate and urethra.

Glomerular disease is suggested if proteinuria, red blood cell casts and/or
dysmorphic red blood cells are present on microscopy.

Exclude schistosomiasis (bilharzia), a common cause of haematuria.

When haematuria is accompanied by colicky pain a kidney stone should be excluded.
Note: The presence of blood on the urine test strips does not indicate infection and
should be investigated as above.

MEDICINE TREATMENT

If evidence of schistosomiasis, treat as in Section 10.13: Schistosomiasis.

If symptoms of UTI; leucocytes and/or nitrite test positive in urine, treat as UTI.
If haematuria does not resolve rapidly after treatment referral for formal
investigation will be required, i.e. next 48 hours.

REFERRAL

» All cases not associated with schistosomiasis or UTI.

» All cases not responding to specific medicine treatment.
» When glomerular disease is suspected.

8.7 BENIGN PROSTATIC HYPERPLASIA (BPH)
N40

DESCRIPTION

BPH is a noncancerous (benign) growth of the prostate gland.

May be associated with both obstructive (weak, intermittent stream and urinary
hesitancy) and irritative (frequency, nocturia and urgency) voiding symptoms.

Digital rectal examination reveals a uniform enlargement of the prostate.

Urinary retention with a distended bladder may be present in the absence of severe
symptoms, therefore it is important to palpate for an enlarged bladder during
examination.
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GENERAL MEASURES

Annual follow-up with digital rectal examination.

For patients presenting with urinary retention, insert a urethral catheter as a
temporary measure while patient is transferred to hospital.

Remove medicines that prevent urinary outflow e.g. tricyclic antidepressants,
neuroleptics.

REFERRAL
All patients with suspected BPH.

8.8 PROSTATE CANCER
D07.5

DESCRIPTION

Usually occurs in men > 50 years of age and is most often asymptomatic.
Systemic symptoms, i.e. weight loss, bone pain, etc. occurs in 20% of patients.
Obstructive voiding symptoms and urinary retention are uncommon.

The prostate gland is hard and may be nodular on digital rectal examination.

As the axial skeleton is the most common site of metastases, patients may present
with back pain or pathological spinal fractures.

Lymph node metastases can lead to lower limb lymphoedema.

Serum prostate specific antigen (PSA) is generally elevated and may be markedly
so in metastatic disease.

REFERRAL
All patients with suspected cancer.

8.9 ENURESIS
F98.0

DESCRIPTION

Enuresis is bedwetting that occurs in children > 5 years of age.

It is a benign condition which mostly resolves spontaneously.

It is important, however, to differentiate between nocturnal enuresis and daytime
wetting with associated bladder dysfunction.

Secondary causes of enuresis include:

» diabetes mellitus

» urinary tract infection

» physical or emotional trauma

Note:

» Clinical evaluation should attempt to exclude the above conditions.
» Urine examination should be done on all patients.

GENERAL MEASURES
» Motivate, counsel and reassure child and parents.
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» Advise against punishment and scolding.
» Spread fluid intake throughout the day.
» Diapers are not advised, as this will lower the child’s self-esteem.

REFERRAL

» Suspected underlying systemic iliness or chronic kidney disease.
» Persistent enuresis in a child > 8 years of age.

» Diurnal enuresis.

8.10 IMPOTENCE/ERECTILE DYSFUNCTION
N48.4/F52.2

DESCRIPTION

The inability to attain and maintain an erect penis with sufficient rigidity for
penetration. Organic causes include neurogenic, vasculogenic, endocrinological
(e.g. diabetes mellitus) as well as many systemic diseases and medications.

GENERAL MEASURES

» Thorough medical and psychosexual history.

» Physical examination should rule out gynaecomastia, testicular atrophy or penile
abnormalities.

» Consider the removal of medicines that may be associated with the problem.

» A change in lifestyle or medications may resolve the problem, e.g. advise
cessation of smoking and alcohol abuse.

TREATMENT
Treat the underlying condition.

8.11 RENAL CALCULI
N20.2

DESCRIPTION

This is a kidney stone or calculus which has formed in the renal tract i.e. pelvis,

ureters or bladder as a result of urine which is supersaturated with respect to a

stone-forming salt.

Clinical features of obstructing urinary stones may include:

» sudden onset of acute colic, localized to the flank, causing the patient to move
constantly,

» nausea and vomiting,

» referred pain to the scrotum or labium on the same side as the stone moves
down the ureter.

Urinalysis usually reveals microscopic or macroscopic haematuria.

GENERAL MEASURES
Ensure adequate hydration.
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MEDICINE TREATMENT
Adults:
Analgesia for pain, if needed:
e Morphine 10 mg diluted with 10 mL of water for injection or sodium chloride
0.9%, slow IV (Doctor initiated).
o Start with 5 mg; thereafter slowly increase by 1 mg/minute up to 10mg.
o0 Can be repeated after 4—6 hours if necessary, for pain relief.
o Beware of hypotension.

REFERRAL
All patients.

' ACE-inhibitor: Adult Hospital level STG, 2012. http://www.health.gov.za/

" ACE-inhibitor: Adult Hospital level STG, 2012. http://www.health.gov.za/

" Sulphonylureas: Primary healthcare level STG, 2014/5: Chapter 9 Endocrine conditions. http://www.health.gov.za/

" Ciprofloxacin-uncomplicated cystitis: Zalmanovici Trestioreanu A, Green H, Paul M, Yaphe J, Leibovici L. Antimicrobial
agents for treating uncomplicated urinary tract infection in women. Cochrane Database Syst Rev. 2010 Oct 6;(10):CD007182.
http://www.ncbi.nlm.nih.gov/pubmed/20927755

¥ Amoxicillin/clavulanic acid — pregnant women and adolescents: Lewis DA, Gumede LY, van der Hoven LA, de Gita GN, de
Kock EJ, de Lange T, Maseko V, Kekana V, Smuts FP, Perovic O. Antimicrobial susceptibility of organisms causing
community-acquired urinary tract infections in Gauteng Province, South Africa. S Afr Med J. 2013 Mar 15;103(6):377-81.
http://www.ncbi.nlm.nih.gov/pubmed/23725955

Y Amoxicillin/clavulanic acid — Children < 35 kg: Bosch FJ, van Vuuren C, Joubert G. Antimicrobial resistance patterns in
outpatient urinary tract infections--the constant need to revise prescribing habits. S Afr Med J. 2011 May;101(5):328-31.
http://www.ncbi.nlm.nih.gov/pubmed/21837876

Amoxicillin/clavulanic acid — Children < 35 kg: Zorc JJ, Kiddoo DA, Shaw KN. Diagnosis and management of pediatric
urinary tract infections. Clin Microbiol Rev. 2005 Apr;18(2):417-22. http://www.ncbi.nlm.nih.gov/pubmed/15831830

Amoxicillin/clavulanic acid — Children < 35 kg: Bamford C, Bonorchis K, Ryan A, Hoffmann R, Naicker P, Maloba M, Nana T,
Zietsman |, Govind C. Antimicrobial susceptibility patterns of Escherichia coli strains isolated from urine samples in South
Africa from 2007-2011. South Afr J Epidemiol Infect 2012;27(2):46-52.
http://www.sajei.co.za/index.php/SAJEL/article/view/483

Amoxicillin/clavulanic acid — Children < 35 kg: Lewis DA, Gumede LY, van der Hoven LA, de Gita GN, de Kock EJ, de
Lange T, Maseko V, Kekana V, Smuts FP, Perovic O. Antimicrobial susceptibility of organisms causing community-acquired
urinary tract infections in Gauteng Province, South Africa. S Afr Med J. 2013 Mar 15;103(6):377-81.
http://www.ncbi.nlm.nih.gov/pubmed/23725955
Amoxicillin/clavulanic acid — Children < 35 kg: Fitzgerald A, Mori R, Lakhanpaul M, Tullus K. Antibiotics for treating lower
urinary tract infection in children. Cochrane Database Syst Rev. 2012 Aug 15;8:CD006857.
http://www.ncbi.nlm.nih.gov/pubmed/22895956

Amoxicillin/clavulanic acid — Children < 35 kg: Keren R, Chan E. A meta-analysis of randomized, controlled trials comparing
short- and long-course antibiotic therapy for urinary tract infections in children. Pediatrics. 2002 May;109(5):E70-0.
http://www.ncbi.nlm.nih.gov/pubmed/11986476

Amoxicillin/clavulanic acid — Children < 35 kg: Downs SM. Technical report: urinary tract infections in febrile infants and
young children. The Urinary Tract Subcommittee of the American Academy of Pediatrics Committee on Quality Improvement.
Pediatrics. 1999 Apr;103(4):e54. http://www.ncbi.nlm.nih.gov/pubmed/10103346

Amoxicillin/clavulanic acid — Children < 35 kg: American Academy of Pediatrics. Committee on Quality Improvement.
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tract infection in children in primary care and comparison with the NICE guidelines. BMC Fam Pract. 2010 Jan 26;11:6.
http://www.ncbi.nlm.nih.gov/pubmed/20102638

Amoxicillin/clavulanic acid — Children < 35 kg: Shann F. Drug doses, 15™ edition, 2010. Intensive Care Unit, Royal
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Amoxicillin/clavulanic acid — Children < 35 kg: Triomed, RSA. Package insert for Augmaxcil®S, SF (Powder for suspension,
suspension forte). 1997.

Amoxicillin/clavulanic acid — Children < 35 kg: Montini G, Toffolo A, Zucchetta P, Dall'’Amico R, Gobber D, Calderan A,
Maschio F, Pavanello L, Molinari PP, Scorrano D, Zanchetta S, Cassar W, Brisotto P, Corsini A, Sartori S, Da Dalt L, Murer L,
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9.1 TYPE 1 DIABETES MELLITUS
E10.9

DESCRIPTION

Type 1 diabetes mellitus, previously known as juvenile onset diabetes mellitus and
as insulin-dependent diabetes mellitus (IDDM) occurs because of a lack of insulin.
The result is an increase in blood glucose concentration.

CLINICAL PRESENTATION

» hunger » thirst
» polyuria » unexplained weight loss
» ketoacidosis » tiredness

DIAGNOSIS

Type 1 diabetes mellitus is diagnosed when the classic symptoms of polyuria and
polydipsia are associated with hyperglycaemia:

» Random plasma glucose > 11.1 mmol/L

» Random is defined as any time of day without regard to time since last meal
OR

» Fasting plasma glucose > 7.0 mmol/L

» Fasting is defined as no caloric intake for = 8 hours

GENERAL MEASURES

» Lifestyle modification, including self-care practices.

» Education regarding diabetes and its complications.

» Even and regular meal consumption.

» Dietary emphasis should be on regulating carbohydrate, fibre and fat intake (See
Section 9.2.2 Type 2 Diabetes mellitus, in adults for recommended diet plan).

» Increased physical activity, aim for 30 minutes 5 times a week.

» Appropriate weight loss if weight exceeds ideal weight.

» Education about foot care.

» Monitor for development of depression.

» All patients should wear a notification bracelet.

REFERRAL
All patients.

9.1.1 TYPE 1 DIABETES MELLITUS, IN CHILDREN AND

ADOLESCENTS
E10.9

MEDICINE TREATMENT
Oral anti-diabetic medicines should not be used to treat children with type 1
diabetes mellitus.

REFERRAL
All children with confirmed or suspected type 1 diabetes mellitus should be referred to a
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hospital immediately for management.

9.1.2 TYPE 1 DIABETES MELLITUS, IN ADULTS

E10.9

Type 1 diabetes mellitus is a rare condition and should be diagnosed and monitored
at hospital level. Only stable patients may be down referred for chronic medicines.

MONITORING FOLLOWING DOWN REFERRAL

At every visit:
» Finger-prick blood glucose.

»  Weight.
» Blood pressure.

Annually:

» HbA1c, one month before next hospital appointment.

Treatment targets

Additional
Parameter Optimal Acceptable action
suggested
Finger-prick blood glucose values:
— fasting (mmol/L) 4-7 <8 >8
— 2-hour post-prandial (mmol/L) 5-8 8-10 >10
Glycosylated haemoglobin (HbA1c) (%) <7 7-8 >8
Blood pressure Systolic <140 mmHg
Diastolic <90 mmHg

| LoE]

The increased risk of hypoglycaemia must always be weighed against the potential
benefit of reducing microvascular and macrovascular complications.

MEDICINE TREATMENT

As type 1 diabetes mellitus usually presents with diabetic ketoacidosis, treatment is
usually initiated with insulin and the patient is stabilised at hospital level. Oral anti-
diabetic medicines should not be used to treat type 1 diabetics.
Insulin dose requirements will decrease as kidney disease progresses.

Types of insulin

e Insulin, short acting, SC, three times daily, 30 minutes before meals.

o0 Regular human insulin.

o0 Onset of action: 30 minutes.
o Peak action: 2-5 hours.

o Duration of action: 5-8 hours.

¢ Insulin, intermediate acting, SC, once or twice daily usually at night at bedtime,
approximately 8 hours before breakfast.
o0 Neutral Protamine Hagedorn (NPH) insulin.

o Onset of action: 1-3 hours.
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o0 Peak action: 6—-12 hours.
o Duration of action: 16—24 hours.

e Insulin, biphasic, SC, once or twice daily.
0 Mixtures of regular human insulin and NPH insulin in different proportions,
e.g. 30/70 (30% regular insulin and 70% NPH insulin).
0 Onset of action: 30 minutes.
o0 Peak action: 2-12 hours.
o0 Duration of action: 16—24 hours.

Insulin regimens

Basal bolus regimen

All type 1 diabetics should preferentially be managed with the “basal bolus regimen’
i.e. combined intermediate-acting (basal) and short-acting insulin (bolus). This
consists of pre-meal, short-acting insulin and bedtime intermediate-acting insulin
not later than 22h00.

The initial total daily insulin dose:
o 0.6 units/kg body weight.

The total dose is divided into:
0 40-50% basal insulin
0 The rest as bolus insulin, split equally before each meal.

Adjust dose on an individual basis.

Pre-mixed insulin

Twice daily pre-mixed insulin, i.e. a mixture of intermediate- or short- acting insulin

provides adequate control, when used with at least daily blood glucose monitoring. It

is a practical option for patients who cannot monitor blood glucose frequently.

Education related to insulin therapy

» Types of insulin.

» Injection technique and sites of injection.

» Insulin storage.

» Recognition and treatment of acute complications, e.g. hypoglycaemia and
hyperglycaemia.

» Diet:

— Meal frequency, as this varies according to the type and frequency of
insulin, e.g. patients may need a snack at night, about 3—4 hours after the
evening meal.

— Consistent carbohydrate intake for patient receiving fixed mealtime doses
of insulin.

» Self-monitoring of blood glucose and how to self-adjust insulin doses.

Drawing up insulin from vials

» Clean the top of the insulin bottle with an antiseptic swab.

» Draw air into the syringe to the number of marks of insulin required and inject
this into the bottle; then draw the required dose of insulin into the syringe.
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» Before withdrawing the needle from the insulin bottle, expel the air bubble if one
has formed.

Injection technique

» The skin need not be specially cleaned.

» Repeated application of antiseptics hardens the skin.

» Stretching the skin at the injection site is the best way to obtain a painless
injection. In thin people it may be necessary to pinch the skin between thumb
and forefinger of one hand.

» The needle should be inserted briskly at almost 90 ° to the skin to almost its
whole length (needles are usually 0.6—1.2 cm long).

» Inject the insulin.

» To avoid insulin leakage, wait 5-10 seconds before withdrawing the needle.

» Injection sites must be rotated to avoid lipohypertrophy.

Prefilled pens and cartridges
In visually impaired patients and arthritic patients, prefilled pens and cartridges may
be used.

Home blood glucose monitoring LoE:iHl
Patients on basal/bolus insulin should initially measure glucose at least twice daily.

Once patient is stable, reduce the frequency of monitoring.
LoE:Il"

REFERRAL
All type 1 diabetic patients.

9.2 TYPE 2 DIABETES MELLITUS

9.2.1 TYPE 2 DIABETES MELLITUS, IN ADOLESCENTS
E11.9

DESCRIPTION
The majority of adolescent diabetics are of type 1. However, an increasing number
of adolescents are being diagnosed with type 2 diabetes mellitus.

Criteria for screening for diabetes in children

» Body mass index > 85" percentile for age and sex.

» Family history of type 2 diabetes mellitus.

» Presence of hyperlipidaemia, hypertension or polycystic ovarian syndrome.
AND

» Physical signs of puberty or age > 10 years of age.

DIAGNOSIS
» Symptoms of diabetes plus a random blood glucose = 11.1 mmol/L.
— Random is defined as any time of day without regard to time since last meal.
- The classic symptoms of diabetes mellitus include polyphagia, polyuria and
polydipsia.
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» Fasting plasma glucose = 7.0 mmol/L.
— Fasting is defined as no caloric intake for = 8 hours.

It is difficult to distinguish type 2 from type 1 diabetes mellitus, as many type 1
diabetics may be overweight, or have a family history of type 2 diabetes mellitus,
given the increasing prevalence of both obesity and type 2 diabetes mellitus. The
diagnosis of type 2 diabetes mellitus in adolescents should be made in consultation
with a specialist.

REFERRAL
All.

9.2.2 TYPE 2 DIABETES MELLITUS, ADULTS
E11.9

DESCRIPTION

Type 2 diabetes mellitus is a chronic debilitating metabolic disease characterised by
hyperglycaemia with serious acute and chronic complications. It is an important
component of the metabolic syndrome (see Section 9.5.1: Obesity in diabetes).

Most adults with type 2 diabetes mellitus are overweight with a high waist to hip ratio.
In adults the condition might be diagnosed only when presenting with complications,

eg.
» ischaemic heart disease » deteriorating eyesight
» peripheral artery disease » foot ulcers

» stroke » erectile dysfunction

CLINICAL PRESENTATION

Symptoms of hyperglycaemia are:

» thirst, especially noticed at night

» polyuria

» tiredness

» periodic changes in vision due to fluctuations in blood glucose concentration

» susceptibility to infections, especially of the urinary tract, respiratory tract and skin

Note: It is important to distinguish type 2 diabetes mellitus from type 1 diabetes mellitus.
Suspect type 1 diabetes mellitus among younger patients with excessive weight loss
and/or ketoacidosis.

DIAGNOSIS
» Symptoms of diabetes plus a random plasma glucose = 11.1 mmol/L.

— Random is defined as any time of day without regard to time since last meal.
» Fasting plasma glucose = 7.0 mmol/L.

— Fasting is defined as no caloric intake for = 8 hours.

MONITORING

At every visit:
» Finger-prick blood glucose.

» Weight.
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»

Blood pressure.

Baseline:

»

»
»

»
»
»
»

Serum creatinine concentration (and calculate estimated glomerular filtration

rate (eGFR)).

Serum potassium concentration, if on ACE-inhibitor or eGFR < 30 mL/min.

Urine protein by dipstix.

— If dipstix negative, send urine to laboratory for albumin: creatinine ratio,
unless already on an ACE-inhibitor. (See Section 9.4.3: Diabetic
nephropathy).

— If dipstix positive, see Section 9.4.3: Diabetic nephropathy.

Blood lipids (fasting total cholesterol, triglycerides, HDL and LDL cholesterol).

Foot examination.

Eye examination to look for retinopathy.

Abdominal circumference.

Annually:

»
»
»

»

»
»

Serum creatinine concentration (and calculate eGFR).

Serum potassium concentration, if on ACE-inhibitor or eGFR < 30 mL/min.

Urine protein by dipstix.

— If dipstix negative, send urine to laboratory for albumin: creatinine ratio,
unless already on an ACE-inhibitor. (See Section 9.4.3: Diabetic

nephropathy.)
LoE: "

HbA1c, in patients who meet treatment goals (3—6 monthly in
patients whose therapy has changed, until stable).

Eye examination to look for retinopathy.

Foot examination.

Treatment targets

Additional
Parameter Optimal | Acceptable action
suggested
Finger prick blood glucose values:
fasting (mmol/L) 4-7 <8 >8
2-hour post-prandial (mmol/L) 5-8 8-10 >10
Glycosylated haemoglobin (HbA1c) (%) <7 7-8 > 8
Blood pressure Systolic <140 mmHg
Diastolic <90 mmHg

»

»
»

In the elderly, the increased risk of hypoglycaemia must be weighed against the
potential benefit of reducing microvascular and macrovascular complications.
Prevent acute complications, e.g. hyperglycaemic and hypoglycaemic coma.
Management of type 2 diabetes mellitus includes:

Treatment of hyperglycaemia.

Management of chronic conditions associated with diabetes. For treatment of
hypertension and dyslipidaemia after risk-assessment, see Section 4.7:
Hypertension and Section 4.1: Prevention of Ischaemic heart disease and
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atherosclerosis.

— Prevention and treatment of microvascular complications. See Section 9.4:
Microvascular complications of diabetes.

— Prevention and treatment of macrovascular complications. See Section 9.5:
Cardiovascular risk in diabetes.

GENERAL MEASURES

» Lifestyle modification, including self-care practices.

» Education about diabetes and its complications.

» Increased physical activity, aim for 30 minutes 5 times a week.

» Appropriate weight loss if weight exceeds ideal weight.

» Discourage smoking.

» Moderate or no alcohol intake (£ 2 standard drinks per day for males and < 1 for
females).

» Education about foot care.

» All patients should wear a notification bracelet.

Diet
» Consider the following for a person-centred approach to diet therapy:
—  Weight.
— Lifestyle and physical activity.
— Cultural, social and economic issues.
» Dletary emphasis for improved glycaemic control should be on:
Even and regular meal consumption.
— Low-glycaemic and high fibre foods. These foods are digested slowly
resulting in a slow and steady rise in blood glucose concentrations.
— Reduced amounts of fat, sweets, sugary foods and sugar-containing
beverages.

Fruit and vegetables
» Eat a variety of fruit and vegetables — 4 to 5 portions on a daily basis.
— One portion of which is a good source of vitamin C, e.g. tomato, cabbage
family, citrus fruit and guavas.
— One portion, a dark green vegetable e.g. broccoli, green beans, spinach and
baby marrow.
— One dark yellow/orange vegetable, e.g. carrots, pumpkin and butternut
prepared without butter.
» Eat only one fruit (fresh) at a time.
— Fruit must preferably be eaten with a meal or as a snack.
— When eating dried fruit, limit the portion to the equivalent of a fresh fruit, e.g.
2 dried pear halves = 1 pear.

Carbohydrate
» Make starchy foods the basis of most meals.

» At least half of the grain intake should be from wholegrain products e.g. whole
wheat, brown or rye bread, oats, whole wheat cereals, brown rice, whole
wheat pasta.
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Fat and cholesterol

»

»

Reduce total intake of fat, saturated and transfat.

— Unhealthy fats include: animal fat, hard margarine, butter, cheese, and any
type of oil heated to a high temperature.

— Use healthy types of fat, e.g. avocado pear, nuts, canola oil, canola
margarine, olive oil and olives.

— Soft low fat margarine (in the tub) should preferably be used instead of
butter or hard margarine.

— Never use 2 “fats” on bread e.g. when using a spread containing fat, do not
use margarine as well.

— Use low fat dairy products e.g. low fat/fat free milk, low fat cheese.

— Limit the intake of cheese to a 30 g portion (a matchbox size or a third cup
grated cheese) three times per week.

— Grilled or steamed fish/chicken (without the skin) should be eaten in
preference to red meat.

— Eat at least 2 servings of fish per week.

— Small amounts of red meat (lean portions) < three times per week.

— Protein source alternatives include legumes, e.g. peas and beans, lentils
and soya products.

Restrict food high in cholesterol, e.g. egg yolks, tripe, liver, processed meat

(sausages), cheese, butter, fast food (fried chicken, hamburgers).

Salt

»
»
»
»

Salt restriction may help to control blood pressure.
Remove the salt from the table.

Gradually reduce added salt in food preparation.
Avoid processed foods.

MEDICINE TREATMENT
Oral blood glucose lowering agents
Stepwise approach:

»

»

»

»
»

Add metformin to the combination of dietary modifications and physical
activity/exercise.

Combination therapy with metformin plus a sulphonylurea is indicated if therapy
with metformin alone (together with dietary modifications and physical
activity/exercise) has not achieved the HbA1c target.

For persisting HbA1c above acceptable levels and despite adequate adherence
to oral hypoglycaemic agents: add insulin and withdraw sulphonylurea.

Ensure patient is adherent at each step.

Oral agents should not be used in type 1 diabetes mellitus, renal impairment or
clinical liver failure.
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STEP 1

Lifestyle modification plus metformin

Entry to Step 1

Treatment and duration

Target

» Typical symptoms -

thirst, tiredness,

polyuria.

AND

» Random plasma
glucose >11.1mmol/L.

OR

» Fasting plasma

glucose = 7 mmol/L.

Lifestyle modification
for life.

»

»

Appropriate diet.

»

Weight loss until at
ideal weight.

Initiate therapy with:

e Metformin.

» Assess monthly.

» 2-hour post-prandial
finger-prick blood
glucose: 8-10
mmol/L.
OR
fasting finger-prick
blood glucose: 6-8
mmol/L.
AND/OR

» HbA1c:7-8%.

(o]

Metformin, oral, 500 mg daily with meals.
Titrate dose slowly depending on HbA1c and/or fasting blood glucose

concentrations to a maximum dose of 850 mg 8 hourly.

o Contraindicated in:

uncontrolled congestive cardiac failure

severe liver disease

patients with significant respiratory compromise

In patients with renal impairment, adjust dose according to table:

eGFR

Action

>30-60 mL/minute »
»

»

Continue use

50% of dose (maximum 500 mg 12 hourly)
Increase frequency of renal function monitoring (3—6

monthly)

<30 mL/minute

Stop metformin

LoE:IlI

STEP 2
Add sulphonylurea:
Entry to Step 2 Treatment and duration Target
» Failed step 1: HbA1c > » Lifestyle modification. | » 2-hour post-prandial
8 % or fasting finger- AND finger prick blood

prick blood glucose > 8
mmol/L despite
adherence to treatment
plan in step 1 and
maximal dose of
metformin for 2-3
months.

OR

» 2-hour post-prandial

finger-prick blood

» Combination oral
hypoglycaemic agents,
i.e.

e Metformin.

AND

e Sulphonylurea.

glucose <8-10 mmol/L.

OR

» fasting finger prick
blood glucose: 6-8
mmol/L.

AND/OR

» HbA1c:7-8%.
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glucose > 10 mmol/L
despite adherence to
treatment plan in step
1 and maximal dose
of metformin for 2—-3
months.

= Sulphonylurea derivatives: glimepiride or glibenclamide.
e Glimepiride, oral with or before breakfast.
o Initially 1 mg daily, adjusted according to response in 1 mg increments at 1
to 2 week intervals.
0 Maximum dose of 4 mg daily.
o Preferred in the elderly.
OR
Glibenclamide, oral, 2.5 mg daily 30 minutes before breakfast.
o Titrate dose slowly depending on HbA1c and/or fasting blood glucose levels
to a maximum of 15 mg daily.
o When = 7.5 mg per day is needed, give ?/3 of the total dose in the morning
and '/3 at night.
0 Avoid in the elderly and patients with renal impairment

Both glimepiride and glibenclamide should be avoided in

LoE: "
patients with renal impairment i.e. eGFR< 60 mL/minute.
T
Sulphonylureas are contraindicated in: LoE-1ll

» severe hepatic impairment
» pregnancy

Missing meals while taking sulphonylureas may lead to hypoglycaemia.

STEP 3

Insulin therapy: See Section 9.1.2: Type 1 diabetes mellitus, in adults.

» Insulin is indicated when oral combination therapy fails.

» Continue lifestyle modification.

» Insulin therapy must be initiated and titrated by a doctor, until stabilised.

» Stop sulphonylurea once insulin therapy is initiated but continue metformin.

Education for patients on insulin therapy: Lok /il

» Types of insulin.
» Injection technique and sites of injection.
» Insulin storage.
» Self-monitoring of blood glucose and how to self-adjust insulin doses.
» Diet:
— Meal frequency, this varies according to the type and frequency of insulin, e.g.
patients may need a snack at night about 3—4 hours after the evening meal.
— Consistent carbohydrate intake for patients receiving fixed mealtime doses
of insulin.
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» Recognition and treatment of acute complications, e.g. hypoglycaemia and
hyperglycaemia.

Insulin type Starting dose Increment
Add on 10 units in the evening before | If 10 units not effective:
therapy: bedtime, but not after 22h00. | increase gradually to 20 units
¢ Intermediate (2—4 units increase each
to long-acting week).
Substitution Twice daily. 4 units weekly.
th;ira:g;ic Total daily dose: First increment is added to
P 15 units divided as follows: dose before breakfast.
0 %5 of total daily dose, i.e.
10 units, 30 minutes Second increment is added to
before breakfast. dose before supper.
0 /3 of total daily dose, i.e.
5 units, 30 minutes before
supper.
LoE: "
REFERRAL
Urgent (same day)

» Acidotic breathing.

» Dehydration and hypotension.

» Nausea, vomiting and abdominal pain.

» Ketonuria (more than 1+).

» Hyperglycaemia > 25 mmol/L .

» Gangrene.

» Sudden deterioration of vision.

» Serious infections.

Note: Consider IV infusion with sodium chloride 0.9%, before transferring very ill
patients.

Non-urgent

» Pregnancy.

» Failure of step 3 to control diabetes.
» eGFR < 30 mL/minute.

» Ischaemic heart disease.

» Cerebrovascular disease.

» Refractory hypertension.

» Progressive loss of vision.

9.3 DIABETIC EMERGENCIES

DESCRIPTION
Diabetics may present with a decreased level of consciousness owing to:
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» hyperglycaemia diabetic ketoacidosis (DKA) or hyperosmolar hyperglycaemic
state(HHS), or
» hypoglycaemia.

DIAGNOSIS
Check blood glucose concentration and test urine for ketones, immediately.
Hyperglycaemia Hypoglycaemia
DKA | HHS
Blood glucose =2 11.1 mmol/L < 4mmol/L
Urine test for Usually positive Negative/ positive usually negative
ketones and > 1+

If a diagnosis cannot be made, treat as hypoglycaemia and refer urgently.
Low blood glucose presents the most immediate danger to life.

9.3.1 HYPOGLYCAEMIA IN DIABETICS
E10.0/E11.0

DESCRIPTION

Diabetic patients on therapy may experience hypoglycaemia for reasons such as
intercurrent illness (e.g. diarrhoea); missed meals; inadvertent intramuscular
injections of insulin or miscalculated doses of insulin or progressive renal failure
leading to decreased insulin clearance; alcohol ingestion; and exercise without
appropriate dietary preparation.

Risk factors include age < 6 years of age, low HbA1c and longer duration of diabetes.

Hypoglycaemia in diabetic patients can be graded according to the table below:

Mild/moderate hypoglycaemia Severe hypoglycaemia
» Capable of self-treatment*. » Semi-conscious
or
Unconscious/comatose.
» Conscious, but requires help from someone else. » Requires medical help.

*Except children < 6 years of age.

Autonomic symptoms/signs Neurological symptoms/signs
» Tremors » Headache
» Palpitations » Mood changes
» Sweating » Low attentiveness
» Hunger » Slurred speech
» Fatigue » Dizziness
» Pallor » Unsteady gait
» Depressed level of consciousness/ convulsions

*Note:

» Children, particularly < 6 years of age, generally are not capable of self-
management and are reliant on supervision from an adult.

» Patients may fail to recognise that they are hypoglycaemic when
neuroglycopenia (impaired thinking, mood changes, irritability, dizziness,
tiredness) occurs before autonomic activation.
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DIAGNOSIS

» Blood glucose <4 mmol/L with symptoms in a known diabetic patient.

» Blood glucose concentrations should be measured with a glucometer to confirm
hypoglycaemia.

Hypoglycaemia must be managed as an emergency.
If a diabetic patient presents with an altered level of consciousness and a
glucometer is not available, treat as hypoglycaemia.

EMERGENCY TREATMENT
» Measure blood glucose concentration with glucometer/testing strip, immediately.

Conscious patient, able to feed
Breastfeeding child
— give breast milk

Older children
— A formula feed of 5 mL/kg
OR
— oral sugar solution
0 Dissolve 3 teaspoons of sugar (15 g) in a 200 mL cup of water — administer
5 mL/kg

OR
— sweets, sugar, glucose by mouth

Adults
— sweets, sugar, glucose by mouth
OR
— oral sugar solution
0 Dissolve 3 teaspoons of sugar (15 g) in a 200 mL cup of water.

Conscious patient, not able to feed without danger of aspiration
Administer via nasogastric tube:
o Dextrose 10%, 5 mL/kg
0 Add 1 part 50% dextrose water to 4 parts water to make a 10% solution.
OR
- milk
OR
— sugar solution
o Dissolve 3 teaspoons of sugar (15 g) in a 200 mL cup of water — administer
5 mL/kg.

Unconscious patient
Children
e Dextrose 10%, IV, 2-5 mL/kg.
0 10% solution e.g. add 1 part 50% dextrose water to 4 parts water for
injection to make 10% solution.
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IV administration of dextrose in children with hypoglycaemia:
» Establish an IV line. Do not give excessive volumes of fluid: usually can
keep line open with 2mL/kg/hour.
» Take a blood sample for emergency investigations and blood glucose.
» Check blood glucose.
— If low, i.e. < 2.5 mmol/L or if testing strips are not available, administer
2-5 mL/kg of 10% dextrose solution IV rapidly.
In the majority of cases an immediate clinical response can be expected.
»  Recheck the blood glucose after infusion.
— If still low, repeat 2 mL/kg of 10% dextrose solution.
»  After recovery, maintain with 5-10% dextrose solution until blood glucose is
stabilised.
»  Feed the child as soon as conscious.

Adults LoE: Il

e Dextrose 50%, IV, 50 mL immediately and reassess.
o Ifthere is no clinical response, give a second 50% dextrose bolus.
o Followed with dextrose 10% solution.
o In the majority of cases an immediate clinical response can be expected.
0 Maintain with 5% dextrose solution after recovery until blood glucose is
stabilised.

N q
Alcoholics LoE: III*

e Thiamine, IV/IM, 100mg immediately.

CAUTION
Thiamine should preferably be administered prior to intravenous glucose to prevent
permanent neurological damage.
Do not delay the dextrose administration in a hypoglycaemic patient.

REFERRAL

Urgent

» All hypoglycaemic patients on oral hypoglycaemic agents.

» Hypoglycaemic patients who do not recover completely after treatment.

» All children with documented hypoglycaemia unless the cause is clearly
identified and safe management instituted to prevent recurrence.

9.3.2 DIABETIC KETOACIDOSIS (DKA)
E10.1/E11.1

DESCRIPTION

Clinical features of DKA include:

» dehydration » drowsiness, confusion, coma
» abdominal pain » acetone/fruity smelling breath
» vomiting » elevated blood glucose

» deep sighing respiration
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MEDICINE TREATMENT

Adults

Average deficit 6 L, and may be as much as 12 L.
Be cautious in renal and cardiac disease.

In the absence of renal or cardiac compromise:

e Sodium chloride 0.9%, IV, 15—20 mL/kg in the first hour
0 Subsequent infusion rate: 10 mL/kg/hour with 20 mL/kg boluses if shocked.

0 Do not exceed 50 mL/kg in the first 4 hours.
o Correct estimated deficits over 24 hours.

Refer urgently with drip in place and running at planned rate.

LoE: "

When referral will take more than 2 hours and a diagnosis of diabetes with

hyperglycaemia is confirmed:
e Insulin, short acting, IM, 0.1 unit/kg.

0 When giving insulin IM, do not use insulin needle.

CAUTION

Do not administer 1V short-acting insulin if the serum electrolyte status, especially
potassium is not known.

Continue with IV fluids but delay giving insulin in these cases in consultation with
referral facility as this delay should not negatively affect the patient, but
hypokalaemia with resultant cardiac dysrhythmias definitely will.

See Section 21.12: Hyperglycaemia and ketoacidosis

Children

If in shock:

e Sodium chloride 0.9%, IV, 20 mL/kg as a bolus.
» If shock not corrected, repeat the bolus.

» If a 3rd bolus is required, consult with paediatrician.

If no shock or aftershock is corrected
e Sodium chloride 0.9%, IV.

Fluid rates of sodium chloride 0.9%, IV (if no Check regularly for shock or
shock) in children awaiting transfer. increasing dehydration
Weight range Rate (mL/hr)
kg (2-10 kg: 6 mL/kg/hr)

(>10-—20 kg: 5 mL/kg/hr)

(>20-40 kg: 4 mL/kg/hr)
4 <6 25
6 <10 40
10 <15 60
15 <20 85
20 <30 100
30 <45 150
45 <80 200

R X
Refer urgently with drip in place and running at planned rate. LoE. IIf
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When referral will take > 2 hours and a diagnosis of diabetes with hyperglycaemia is
confirmed and provided glucose is monitored hourly:
e Insulin, short acting, IM, 0.1 units/kg after 1% hour of infusion of saline

o When giving insulin IM, do not use insulin needle.

9.4 MICROVASCULAR COMPLICATIONS OF DIABETES

9.4.1 DIABETIC NEUROPATHY
E10.2/E11.2/N08.3

DESCRIPTION

Neuropathies are a common complication of diabetes. They play an important role
in the morbidity and mortality suffered by people with diabetes.

There are three major categories:

» peripheral neuropathy

» autonomic neuropathy

» acute onset neuropathies

GENERAL MEASURES
» Educate patient regarding appropriate footwear and good foot care.
» Patients with neuropathy should have their feet examined at every visit.

MEDICINE TREATMENT

Ensure appropriate glycaemic control.
Exclude or treat other contributory factors e.g.:
» alcohol excess

» vitamin B42 deficiency, if suspected,

» uraemia, and

» HIV infection.

Pain:
e  Amitriptyline, oral, 10-25 mg at night increasing to 100 mg, if necessary.

0%
AND/OR LoE: lIf

e Paracetamol, oral, 1 g 6 hourly as needed.

Gastroparesis:
e Metoclopramide, oral, 10 mg 8 hourly before meals.

LoE: lIFY
REFERRAL

For further treatment if the above measures do not control symptoms adequately.

9.4.2 DIABETIC FOOT ULCERS
E10.5/E11.5

DESCRIPTION

Ulcers develop at the tips of the toes and on the plantar surfaces of the metatarsal
heads and are often preceded by callus formation.
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If the callus is not removed then haemorrhage and tissue necrosis occurs below the
plaque of callus which leads to ulceration. Ulcers can be secondarily infected by
staphylococci, streptococci, coliforms, and anaerobic bacteria which can lead to
cellulitis, abscess formation, and osteomyelitis.

DIAGNOSIS

The three main factors that lead to tissue necrosis in the diabetic foot are:
» neuropathy,

» infection, and

» ischaemia.

GENERAL MEASURES

» Metabolic control.

» Treat underlying comorbidity.

» Relieve pressure: non-weight bearing is essential.

» Smoking cessation is essential.

» Frequent (e.g. weekly) removal of excess keratin by a chiropodist with a scalpel
blade to expose the floor of the ulcer and allow efficient drainage of the lesion.

» Cleanse with sodium chloride 0.9% solution daily and apply non-adherent dressing.

MEDICINE TREATMENT
e Amoxicillin/clavulanic acid 875/125 mg oral 12 hourly for 10 days.

REFERRAL

Urgent

Threatened limb, i.e. if the ulcer is associated with:
» cellulitis,

» abscess,

» discolouration of surrounding skin, or

» crepitus.

LoE: lIr"

Non-urgent
» Claudication.
» Ulcers not responding to adequate treatment.

9.4.3 DIABETIC NEPHROPATHY
E10.2/E11.2/N08.9

DESCRIPTION

Screening

» Check annually for proteinuria using dipstix.

» A diagnosis of nephropathy can be made on either a positive dipstix or, if dipstix
negative, send urine to laboratory for albumin:creatinine ratio. If ratio > 3
mg/mmol, diagnose nephropathy.

» Measure serum creatinine annually, and estimate eGFR.

Diet and lifestyle
» Limit protein intake < 0.8 g/kg daily, if proteinuric.

9.18
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» Advise smoking cessation.

MEDICINE TREATMENT

» Start treatment with an ACE-inhibitor and increase gradually to maximal dose if
tolerated.

»= ACE-inhibitor, e.g.:

o Enalapril, oral, initiate with 5mg 12 hourly.
0 Increase to 20 mg 12 hourly, as tolerated.
o Monitor potassium, at baseline, within 1 month, and annually.

S
Persistent proteinuria

See Chapter 9: Kidney and urological disorders.

Hypertension
Target BP: < 140/90 mmHg. See Section 4.7: Hypertension.

Diabetes mellitus
Target HbA1c < 7.5%.

» Intensify other renal and cardiovascular protection measures (not smoking,
aspirin therapy, lipid lowering therapy).

REFERRAL
To specialist: When eGFR < 30 mL/minute or earlier if symptomatic.

9.5 CARDIOVASCULAR RISK IN DIABETES
E10.69/ E11.69

DESCRIPTION

The metabolic syndrome is a cluster of risk factors:
» impaired glucose metabolism

» central obesity

» dyslipidaemia

» hypertension

DIAGNOSIS

There is still some controversy as to whether the metabolic syndrome is a true syndrome
or a cluster of risk factors. There are also varying diagnostic criteria around the world.
The more components of the syndrome, the higher the risk.

MEDICINE TREATMENT
Aspirin therapy (Doctor initiated).
» Use aspirin therapy in adult Type 1 and Type 2 diabetic patients with a history of
cardiovascular disease i.e.
- ischaemic heart disease
- peripheral vascular disease
- previous thrombotic stroke

e Aspirin, orally, 150 mg (*% tablet) daily.
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9.5.1 OBESITY IN DIABETES
E66.9

» Abdominal obesity, i.e. waist circumference > 94 cm in men, and > 80 cm in women.
» BMI: determined by weight in kg/height in m”.

BMI (kg/m?)
18.5-24.9 normal
25.0-29.9 overweight
30.0-34.9 mildly obese
35.0-39.9 moderately obese
>40 extremely obese

GENERAL MEASURES
A decrease in food intake together with an increase in physical activity is crucial to
losing weight.

MEDICINE TREATMENT
Treat the metabolic risk factors, i.e. dyslipidaemia, hypertension, and
hyperglycaemia.

9.5.2 DYSLIPIDAEMIA IN DIABETES
E78.5

DESCRIPTION

Dyslipidaemia in type 2 diabetes is usually characterised by increased fasting
plasma triglycerides (> 1.7 mmol/L), decreased HDL cholesterol (< 1.0 mmol/L in
men and < 1.30 mmol/L in women) and to a lesser extent, increased LDL
cholesterol. In those with type 1 diabetes, triglycerides, and to a lesser extent
cholesterol concentrations, are usually increased.

MONITORING
See Section 9.2.2: Type 2 diabetes mellitus, in adults.

MEDICINE TREATMENT
Dyslipidaemia may successfully be treated through lifestyle modifications alone.
= HMGCOoA reductase inhibitor (statin) therapy should be added to lifestyle
modifications, regardless of baseline lipid concentrations, for all type 2 diabetic
patients, who:
— are > 40 years of age
— have had diabetes for > 10 years
— have existing cardiovascular disease
— have chronic kidney disease (eGFR < 60 mL/minute)
e e.g. Simvastatin, oral, 10 mg at night.
In patients < 40 years of age, risk assess as for dyslipidaemia. See Section 4.1:

Prevention of ischaemic heart disease and atherosclerosis.
LoE: I
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REFERRAL
» Random cholesterol > 7.5 mmol/L.
» Fasting (14 hours) triglycerides > 10 mmol/L.

9.5.3 HYPERTENSION IN DIABETES
115.2

BP lowering in hypertensive patients reduces cardiovascular risk. The diagnosis of
hypertension is confirmed if the blood pressure remains > 140/90 mmHg on 2
separate days. See Section 4.7: Hypertension.

9.5.4 HYPERGLYCAEMIA

R73.9

See Sections 9.1.2: Type 1 diabetes mellitus, in adults and 9.2.2: Type 2
diabetes mellitus, in adults.

9.6 HYPOTHYROIDISM

9.6.1 HYPOTHYROIDISM IN NEONATES
E03.9

DESCRIPTION

Congenital deficiency of thyroid hormone due to aplasia/hypoplasia of the thyroid
gland, defects in thyroid hormone biosynthesis or intrauterine exposure to
antithyroid medicines. Congenital hypothyroidism is one of the common treatable
causes of preventable mental retardation in children. Congenital hypothyroidism
must be treated as early as possible to avoid intellectual impairment.

DIAGNOSIS

Clinical

» prolonged jaundice » swollen hands, feet and genitals

» feeding difficulties » decreased muscle tone

» lethargy » delayed achievement of milestones
» constipation » enlarged tongue

REFERRAL

All patients for investigation and initiation of therapy.

9.6.2 HYPOTHYROIDISM IN CHILDREN AND ADOLESCENTS
E03.9

DESCRIPTION

Hypothyroidism in children causes decreased growth, lethargy, cold intolerance and
dry skin. Physical signs may include goitre, short stature, bradycardia and delayed
deep tendon reflexes.

Congenital hypothyroidism may present in childhood. Acquired hypothyroidism in
children and adolescents may be caused by:
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» chronic lymphocytic thyroiditis » radioactive iodine
» iodine deficiency » infiltrations

» surgery

DIAGNOSIS

Elevated TSH and low T4 concentrations.

MEDICINE TREATMENT
e Levothyroxine, oral, 100 mcg/m2 once daily, preferably on an empty stomach

(Doctor initiated).
REFERRAL | LoE: ]

All cases for investigation and initiation of therapy.

9.6.3 HYPOTHYROIDISM IN ADULTS
E03.9

DESCRIPTION

Hypothyroidism causes general slowing of metabolism, which results in symptoms
that include fatigue, slow movement and speech, hoarse voice, weight gain,
constipation, cold intolerance, depression and impaired memory. Physical signs
may include bradycardia, dry, coarse skin, hair loss and delayed relaxation of deep
tendon reflexes.

Common causes of primary hypothyroidism are:

» thyroiditis » post surgery

» amiodarone » radio-active iodine

Secondary hypothyroidism (< 1% of cases) may be due to any cause of anterior
hypopituitarism.

DIAGNOSIS
» Check TSH concentration. If elevated, check T4 concentration.
» If TSH is elevated, and T4 is low, diagnose hypothyroidism.

MEDICINE TREATMENT
o Levothyroxine, oral, 100 mcg daily, preferably on an empty stomach.
o |If there is a risk of ischaemic heart disease, start at 25 mcg daily and
increase by 25 mcg every 4 weeks.
o0 In the elderly, start at 50 mcg daily, increased by 25 mcg at 4 week intervals,
according to response.
0 Check TSH and T4 after 2—3 months and adjust dose if required.

0 Once stable, check TSH andT4 annually.
LoE: IIF*
REFERRAL

» Suspected hypopituitarism.
» Hypothyroidism in pregnancy.
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9.7 HYPERTHYROIDISM

9.7.1 HYPERTHYROIDISM IN CHILDREN AND ADOLESCENTS
E05.9

DESCRIPTION

Hyperthyroidism is a pathological syndrome in which tissue is exposed to excessive
amounts of circulating thyroid hormones. The most common cause is Grave’s
disease, although thyroiditis may also present with thyrotoxicosis.

DIAGNOSIS

Clinical

» fatigue » tachycardia

» nervousness or anxiety » warm moist hands
» weight loss » thyromegaly

» palpitations » tremor

» heat insensitivity

REFERRAL
Urgent
All patients.

9.7.2 HYPERTHYROIDISM IN ADULTS
E05.9

DESCRIPTION

Most common cause of hyperthyroidism is Graves’ disease, which is an
autoimmune condition resulting from the presence of thyroid stimulating
autoantibodies. Other common causes are toxic single or multinodular goitre and
sub-acute thyroiditis.

DIAGNOSIS
Suppressed TSH and elevated T4
Note: T4 may be normal in hyperthyroidism.

REFERRAL
Urgent
All patients.

Blood pressure target: Lopez-Jaramillo P, Sanchez R, Diaz M, Cobos L, Bryce A, Parra-Carrillo JZ, Lizcano F, Lanas F, Sinay |,
Sierra IV, Penaherrera E, Bendersky M, Schmid H, Botero R, Urina M, Lara J, Foss MC, Matquez G, Harrap S, Ramorez AJ,
Zanchetti A, on behalf of the Latin America expert Group: Latin American consensus on hypertension in patients with diabetes type
2 and metabolic syndrome. J Hypertens 2013, 31:223-238. http://www.ncbi.nlm.nih.gov/pubmed/23282894

Blood pressure target: Mancia G, Fagard R, Narkiewicz K, Redon J, Zanchetti A, et al. : ESH/ESC Guidelines for the
management of arterial hypertension; The Task Force for the management of arterial hypertension of the European Society of
Hypertension (ESH) and of the European Society of Cardiology (ESC). J Hypertens 2013, 2013 (31):1281-1357.
http://www.ncbi.nim.nih.gov/pubmed/23817082

Blood pressure target: Lopez-Jaramillo P, Lopez-Lopez J, Lopez-Lopez C, Rodriguez-Alvarez MI. The goal of blood pressure in
the hypertensive patient with diabetes is defined: now the challenge is go from recommendations to practice. Diabetol Metab
Syndr.2014 Mar 4;6(1):31. http://www.ncbi.nlm.nih.gov/pubmed/24594 121
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" Insulin: Adult Hospital level STG, 2012. http://www.health.gov.za/
" Home blood glucose monitoring: Starostina EG, Antsiferov M, Galstyan GR, Trautner C, Jérgens V, BottU,Miihlhauser |, Berger
M, Dedov Il. Effectiveness and cost-benefit analysis of intensive treatment and teaching programmes for type 1 (insulin-
dependent) diabetes mellitus in Moscow-blood glucose versus urine glucose self-monitoring. Diabetologia. 1994 Feb;37(2):170-6.
http://www.ncbi.nim.nih.gov/pubmed/8163051

Home blood glucose monitoring: American Diabetes Association. Standards of medical care in diabetes-2013. Diabetes Care.
2013 Jan;36 Suppl 1:511-66. http://www.ncbi.nlm.nih.gov/pubmed/23264422

Home blood glucose monitoring: Canadian Diabetes Association Clinical Practice Guidelines Expert Committee. Canadian
Diabetes Association 2013 Clinical Practice Guidelines for the Prevention and Management of Diabetes in Canada. Can J
Diabetes 2013;37(suppl 1):S1-S212. http://www.ncbi.nIm.nih.gov/pubmed/24070961

Home blood glucose monitoring: Adult Hospital Level STG, 2012. http://www.health.gov.za/
"' Screening for microalbuminuria: Amod A, Ascott-Evans BH, Berg Gl, Blom DJ, Brown SL, Carrihill MM, Dave JA, Distiller LA,
Ganie YN, Grobler N, Heilbrunn AG, Huddle KRL, Janse van Rensburg G, Jivan D, Joshi P, Khutsoane DT, Levitt NS, May WM,
Mollentze WF, Motala AA, Paruk IM, Pirie FJ, Raal FJ, Rauff S, Raubenheimer PJ, Randeree HAR, Rheeder P, Tudhope L, Van
Zyl DJ, Young M; Guideline Committee. The 2012 SEMDSA Guideline for the Management of Type 2 Diabetes (Revised)
JEMDSA 2012;17(2)(Supplement 1): S1-S95. http://www.semdsa.org.za/images/2012_SEMDSA_Guideline_July FINAL.pdf

Screening for microalbuminuria: Ballard DJ, Humphrey LL, Melton LJ 3rd, Frohnert PP, Chu PC, O'Fallon WM,
Palumbo PJ. Epidemiology of persistent proteinuria in type Il diabetes mellitus. Population-based study in Rochester, Minnesota.
Diabetes. 1988 Apr;37(4):405-12. http://www.ncbi.nlm.nih.gov/pubmed/3378684

Metformin: Canadian Diabetes Association Clinical Practice Guidelines Expert Committee. Canadian Diabetes Association 2013
Clinical Practice Guidelines for the Prevention and Management of Diabetes in Canada. Can J Diabetes 2013;37(suppl 1):S1-
S$212. http://www.ncbi.nlm.nih.gov/pubmed/2407096 1

Metformin: NICE Clinical Guideline 87: Type 2 diabetes - The management of type 2 diabetes, 2009, 2014. [Online][Accessed
2014] Available at: www.nice.org.uk/Guidance/CG87

Metformin: South African package insert, Glucophage® 500mg, 850 mg tablets.

Metformin: South African package insert, Bigsens® 500, 850, 1000 mg tablets.

Metformin: South African package insert, Diabetmin retard® 850 mg tablets.

Metformin: Aronoff, Bennett et al. Drug Prescribing in Renal Failure: Dosing Guidelines for Adults and Children, 5" Edition.
American College of Physicians.United States of America, 2007.

Metformin: Lipska KJ, Bailey CJ, Inzucchi SE. Use of metformin in the setting of mild-to-moderate renal insufficiency. Diabetes
Care. 2011 Jun;34(6):1431-7. http://www.ncbi.nlm.nih.gov/pubmed/21617112
"' Glimepiride: Tsumura K-i. Clinical evaluation of glimepiride (HOE490) in NIDDM, including a double blind comparative study
versus gliclazide.Diabetes Diabetes Res Clin Pract.. 1995; 28: S147-S9. http://www.ncbi.nlm.nih.gov/pubmed/8529507

Glimepiride: Inukai K, Watanabe M, Nakashima Y, Sawa T, Takata N, Tanaka M, et al. Efficacy of glimepiride in Japanese type
2 diabetic subjects. Diabetes Res Clin Pract.. 2005; 68(3): 250-7. http://www.ncbi.nlm.nih.gov/pubmed/15936468

Glimepiride: Li Y, Xu L, Shen J, Ran J, Zhang Y, Wang M, et al. Effects of short-term therapy with different insulin
secretagogues on glucose metabolism, lipid parameters and oxidative stress in newly diagnosed Type 2 Diabetes Mellitus.
Diabetes Res Clin Pract. 2010; 88(1): 42-7. http://www.ncbi.nlm.nih.gov/pubmed/20060192

Glimepiride: Schernthaner G, Grimaldi A, Di Mario U, Drzewoski J, Kempler P, Kvapil M, et al. Blackwell Publishing, Ltd. GUIDE
study: double-blind comparison of once-daily gliclazide MR and glimepiride in type 2 diabetic patients. Eur J clin Invest. 2004;
34(8): 535-42. http://www.ncbi.nim.nih.gov/pubmed/15305887

Glimepiride: SAMF 10" edition, 2012.

Glimepiride: Contract circular HP09-2014SD. http://www.health.gov.za/
_ Glimepiride: NDoH: Affordable Medicines, EMP-PHC. Medicine Review: Glimepiride vs. gliclazide, January2014.
"' Glibenclamide: Contract HP09-2014SD. http://www.health.gov.za/

Glibenclamide: Canadian Agency for Drugs and Technologies in Health. Second-line pharmacotherapy for type 2 diabetes,
Update. Ottawa: The Agencx; 2013. (CADTH optimal use report; vol.3, no. 1a).

Glibenclamide: SAMF 10™ edition, 2012.

Glibenclamide: Tessier, D., Dawson, K., Tétrault, J.P., Bravo, G. and Meneilly, G.S. Glibenclamide vs Gliclazide in Type 2
Diabetes of the Elderly. Diabetic Medicine.1994; 11: 974-980. http://www.ncbi.nlm.nih.gov/pubmed/7895463

Glibenclamide: NDoH: Affordable Medicines, EMP- PHC. Medicine Review: Glimepiride vs. glibenclamide, October 2013.

Sulphonylurea renal caution: Screening for microalbuminuria: Amod A, Ascott-Evans BH, Berg Gl, Blom DJ, Brown SL, Carrihill
MM, Dave JA, Distiller LA, Ganie YN, Grobler N, Heilbrunn AG, Huddle KRL, Janse van Rensburg G, Jivan D, Joshi P, Khutsoane
DT, Levitt NS, May WM, Mollentze WF, Motala AA, Paruk IM, Pirie FJ, Raal FJ, Rauff S, Raubenheimer PJ, Randeree HAR,
Rheeder P, Tudhope L, Van Zyl DJ, Young M; Guideline Committee. The 2012 SEMDSA Guideline for the Management of Type 2
Diabetes (Revised) JEMDSA 2012;17(2)(Supplement 1): S1-S95.
http://www.semdsa.org.za/images/2012_SEMDSA_Guideline_July_FINAL.pdf

Sulphonylurea renal caution: SAMF 10" edition, 2012.

Sulphonylurea renal caution: South African package insert, Glycron® 5 mg tablets.

Sulphonxlurea renal caution: Aronoff, Bennett et al. Drug Prescribing in Renal Failure: Dosing Guidelines for Adults and
Children, 5" Edition. American College of Physicians. United States of America, 2007.

Sulphonylurea renal caution: Adult Hospital level STG, 2012. http://www.health.gov.za/
*Education on insulin therapy: NDoH. Primary care 101 Guidelines, 2013/2014.
*Dextrose 10%: Paediatric Hospital level STG, 2013. http://www.health.gov.za/
“Dextrose 50%: Adult Hospital level STG, 2012. http://www.health.gov.za/
' Sodium chloride 0.9%: Craig ME, Twigg SM, Donaghue KC, Cheung NW, Cameron FJ, Conn J, Jenkins AJ, Silink M, for the

il
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Australian Type 1 Diabetes Guidelines Expert Advisory Group. National evidence-based clinical care guidelines for type 1 diabetes
in children, adolescents and adults, Australian Government Department of Health and Ageing, Canberra 2011.
" Sodium chloride 0.9%:Craig ME, Twigg SM, Donaghue KC, Cheung NW, Cameron FJ, Conn J, Jenkins AJ, Silink M, for the
Australian Type 1 Diabetes Guidelines Expert Advisory Group. National evidence-based clinical care guidelines for type 1 diabetes
in children, adolescents and adults, Australian Government Department of Health and Ageing, Canberra 2011.
https://diabetessociety.com.au/downloads/Type1guidelines(7Feb11).pdf
XV Amitriptyline: Adult Hospital level STG, 2012. http://www.health.gov.za/

Paracetamol: Adult Hospital level STG, 2012. http://www.health.gov.za/
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Carrihill MM, Dave JA, Distiller LA, Ganie YN, Grobler N, Heilbrunn AG, Huddle KRL, Janse van Rensburg G, Jivan D, Joshi P,
Khutsoane DT, Levitt NS, May WM, Mollentze WF, Motala AA, Paruk IM, Pirie FJ, Raal FJ, Rauff S, Raubenheimer PJ, Randeree
HAR, Rheeder P, Tudhope L, Van Zyl DJ, Young M; Guideline Committee. The 2012 SEMDSA Guideline for the Management of
Type 2 Diabetes (Revised) JEMDSA 2012;17(2)(Supplement 1): S1-S95.
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diabetes in children, adolescents and adults, Australian Government Department of Health and Ageing, Canberra 2011.
https://diabetessociety.com.au/downloads/Type1guidelines(7Feb11).pdf

Screening for microalbuminuria: Canadian Diabetes Association Clinical Practice Guidelines Expert Committee. Canadian
Diabetes Association 2013 Clinical Practice Guidelines for the Prevention and Management of Diabetes in Canada. Can J
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Screening for microalbuminuria: Warram JH, Gearin G, Laffel L, Krolewski AS. Effect of duration of type |
diabetes on the prevalence of stages of diabetic nephropathy defined by urinary albumin/creatinine ratio. J Am Soc Nephrol. 1996
Jun;7(6):930-7. http://www.ncbi.nim.nih.gov/pubmed/8793803
* ACE inhibitor: ACEI (ACE Inhibitors in Diabetic Nephropathy Trialist Group) (2001). Should all patients with type 1 diabetes
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Annals of Internal Medicine, 134(5): 370-379. http://www.ncbi.nim.nih.gov/pubmed/11242497
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~ ACE inhibitor: Adult Hospital level STG, 2012. http://www.health.gov.za/
™ Simvastatin: Adult Hospital level STGs, 2012. http://www.health.gov.za/
* Levothyroxine: Paediatric Hospital level STG, 2013. http://www.health.gov.za/
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10.1 FEVER
R50.9

DESCRIPTION

Fever, i.e. temperature = 38°C, is a natural and sometimes useful response to
infection, inflammation or infarction.

Fever alone is not a diagnosis.

Fever may be associated with convulsions in children < 6 years of age, but is not a
cause of the convulsions.

Note:

» Temperature > 40°C needs urgent lowering, in children.

» Fluid losses are increased with fever.

» Malaria must be considered in anyone with fever who lives in a malaria endemic
area, or who has visited a malaria area in the past 12 weeks.

GENERAL MEASURES
Children
» Caregivers should offer the child regular fluids (where a baby or child is
breastfed the most appropriate fluid is breast milk).
» Dress child appropriately for the weather.
» Following contact with a healthcare professional, parents and carers who are looking
after their feverish child at home should seek further advice if:
— the child has a convulsion
— the child develops a non-blanching rash
— the parent or carer feels that the child is less well than when they previously
sought advice
— the parent or carer is more concerned than when they previously sought advice
— the fever lasts > 2 days
— the parent or carer is distressed, or concerned that they are unable to look after
their child

Note: Tepid sponging and evaporative cooling are not recommended.

Adults LoE: il

Maintain hydration.

MEDICINE TREATMENT

Only febrile children who appear distressed should be treated with paracetamol.
Consider treatment with paracetamol in adults with associated tachycardia,
possibility of worsening cardiac conditions, or who are in distress.

Antipyretic agents are not indicated with the sole aim of reducing body temperature in
children and adults with fever.

Children
e Paracetamol, oral, 10—-15 mg/kg/dose 6 hourly when required. See dosing table,

pg 22.7.
LoE: IlI"
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Adults
» Paracetamol, oral, 1 g 6 hourly when required.

CAUTION
Do not treat undiagnosed fever with antibiotics, except in children < 2 months of
age who are classified as having
POSSIBLE SERIOUS BACTERIAL INFECTION.
Do not give aspirin to children with fever.

LoE:Ill"

Children < 2 months of age, fulfilling any criterion of possible serious bacterial
infection (see referral criteria):
o Ceftriaxone, IM, 80 mg/kg/dose immediately as a single dose. See dosing
table, pg 22.2.
0 Do not inject more than 1 g at one injection site.

CAUTION: USE OF CEFTRIAXONE IN SEVERELY ILL NEONATES AND
CHILDREN
Ceftriaxone should be used in neonates that are seriously ill only, and
must be given even if they are jaundiced.

In infants < 28 days of age, ceftriaxone should not be administered if a calcium
containing intravenous infusion e.g. Ringer-Lactate, is given or is expected to be given.
After 28 days of age, ceftriaxone and calcium containing fluids may be given but only
sequentially with the giving set flushed well between the two products if given V.
Annotate the dosage and route of administration in the referral letter.

LoEIIF

» All children < 2 months of age with any one of the following criteria of possible
serious bacterial infection:
— axillary temperature > 37.5°C
— bulging fontanelle, decreased movement/only moves when stimulated,
convulsions with current illness, decreased level of consciousness
— breathing difficulties, i.e. respiratory rate > 60, nasal flaring, chest indrawing
or apnoea
— pus forming conditions, i.e. umbilical redness extending to the skin or
draining pus, many or severe skin pustules, pus draining from eye
»  All children in whom a definite and easily managed cause is not found.
»  Fever that lasts > 2 days without finding a treatable cause.
»  Fever that recurs.
»  Fever combined with:

— signs of meningitis — coma or confusion
— toxic-looking patient — jaundice
— convulsion — failure to feed

10.3



CHAPTER 10 INFECTIONS AND RELATED CONDITIONS

10.2 ANTISEPTICS AND DISINFECTANTS

DESCRIPTION

Disinfectants are used to kill micro-organisms on working surfaces and instruments,
but cannot be relied on to destroy all micro-organisms.

Antiseptics are used for reducing bacterial load on skin and mucous membranes.

Disinfecting surfaces

Guidelines for the use of disinfectants

» Cleansing (removal of visible soiling) is the first and most important step in
chemical disinfection.

» The disinfection fluid must entirely cover the object and penetrate all crevices.

» Use the recommended strengths for specific purposes.

» Disinfectants cannot sterilise surgical instruments.

» No chemical agent acts immediately;note the recommended exposure time.

» Equipment must be rinsed with sterile water after immersion in a chemical
disinfectant e.g. chlorhexidine solution, 0.5% in 70% alcohol.

» Avoid recontamination at this stage.

» Make sure that the rinsing water and all other apparatus are sterile.

» Equipment must not be stored in chemical disinfectants.

» The best disinfectant for killing HIV and other pathogens is a chlorinated solution
such as bleach or hypochlorite:
— Solutions must be freshly prepared.
— Discarded after 24 hours to disinfect properly.
— Do not use on the skin.

Intact skin

» Use alcohol swabs before injections.

» Use antiseptics like povidone iodine or chlorhexidinefor surgical scrubbing.
Wounds and mucous membranes

e Use chlorhexidine 0.05% aqueous solution to clean dirty wounds.

e Use sodium chloride 0.9% and sterile water on clean wounds.

Disinfectant Indications Directions for application
e Chlorhexidine » Cleaning dirty » Remove all dirt, pus and blood
solution: wounds. before use.
0 0.05% aqueous | , Skin disinfection » Clean dirty wounds with 0.05%
solution before surgery. aqueous solution.
0 0.5% in 70% » Do not use for normal cleaning.
alcohol » Use the correct concentration for a
specific purpose.
e Povidone iodine: » Skin and wound » Use ointment for skin infection.
o solution 10% infections » Use solution for cleaning skin and
o ointment 10% Contraindication: wounds.
o cream 5% iodine allergy » Avoid using on large wounds
because of danger of iodine
absorption
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Articles and instruments
Adhere to the appropriate cleansing and disinfection policy.

10.3 CHICKEN POX
B01.9

DESCRIPTION

A mild viral infection that presents 2—-3 weeks after exposure, with:

» mild fever preceding the rash

» lesions beginning on the trunk and face, later spreading to the arms and legs

» small, red, itchy spots that turn into blisters and burst to form scabs. These
stages may all be present at the same time.

Chickenpox is infective from the start of the fever until 6 days after the lesions have

appeared or until all the lesions have crusted.

The infection is self-limiting, with a duration of about 1 week.

Complications such as secondary bacterial infection, encephalitis, meningitis and

pneumonia may occur (more common in adults and immunocompromised patients).

GENERAL MEASURES

» Isolate from immunocompromised people and pregnant women until all lesions
have crusted.

» Ensure adequate hydration.

» Cut fingernails short and discourage scratching.

MEDICINE TREATMENT

CAUTION
Avoid the use of aspirin in children and adolescents < 16 years of age because of
risk of Reye’s syndrome.

For itch:
e Calamine lotion, applied as needed.
In severe cases

Children
e Chlorphenamine, oral, 0.1 mg/kg/dose 6—8 hourly. See dosing table, pg 22.3.

CAUTION
Do not give an antihistamine to children < 2 years of age.

Adults
e Chlorphenamine, oral, 4 mg, 6—8 hourly.

For fever with distress:

Children LoE: Il

e Paracetamol, oral, 10-15 mg/kg/dose 6 hourly when required.
See dosing table, pg 22.7.
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Adults

e Paracetamol, oral, 1 g 6 hourly when required.

If skin infection is present due to scratching, treat as for bacterial skin infection. See
Section 5.4: Bacterial infections of the skin.

Treatments with antiviral agents are recommended for:

» Immunocompromised patients.
» All patients with severe chickenpox (irrespective of duration of rash).

— Extensive rash.

— Haemorrhagic rash.

Visceral involvement.
Presence of complications.

» Adults and adolescents presenting within 48 hours of the onset of the rash.

Children

LoE:Il"

e Aciclovir, oral, 20 mg/kg/dose 6 hourly for 7 days (Doctor initiated).

Weight Dose Use one of the following: Age
kg mg Susp Tablet months/years
200 mg 200 mg 400 mg
/5 mL
>3.5-5 kg 100mg | 2.5mL - — >1-3 months
>5-7 kg 140mg | 3.5mL - - >3-6 months
>7-9 kg 160 mg 4 mL - - >6—12 months
>9-11 kg 200 mg 5mL 1 tablet > tablet >12-18 months
>11-14 kg 240 mg 6 mL - - >18 months—3 years
>14-25kg | 300mg | 7.5mL 1% tablet - >3-5 years
>25-35 kg 500mg | 15mL | 2% tablets - >7-11 years
>35-55 kg 700 mg - 3 % tablets - >11-15 years
Adults

e Aciclovir, oral, 800 mg 6 hourly for 7 days (Doctor initiated).

REFERRAL

» Complications such as:
— meningoencephalitis
— pneumonia

» Severely ill patients.

» Pregnant women.
» Asymptomatic neonates whose mothers had chicken pox 7 days before or 7

days after delivery.
» Neonates with clinical chicken pox.

10.4 CHOLERA

See Chapter 2: Gastrointestinal conditions.

10.5 DYSENTERY, AMOEBIC

See Chapter 2: Gastrointestinal conditions.

LoE: "
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10.6 DYSENTERY, BACILLARY

See Chapter 2: Gastrointestinal conditions.

10.7 GIARDIASIS

See Chapter 2: Gastrointestinal conditions.

10.8 MALARIA
B54
Note: notifiable condition.

Refer to the most recent Malaria Treatment Guidelines from the Department of Health
for the most suitable management in the various endemic areas.

DESCRIPTION

Malaria is an infection of red blood cells by a parasite micro-organism called
Plasmodium. Four species of Plasmodium are known to cause malaria in humans in
Africa. The four species are:

» Plasmodium falciparum (P. falciparum)

» Plasmodium vivax (P. vivax)

» Plasmodium ovale (P. ovale)

» Plasmodium malariae (P. malariae).

The parasites are usually transmitted to humans by the bite of a vector mosquito. In
South Africa, P. falciparum is the most common and the most dangerous of the
malaria species. Malaria caused by P. falciparum is an acute febrile illness that may
progress rapidly to severe disease if not diagnosed early and treated adequately.
Symptoms and signs of malaria are non-specific.

The most important element in the diagnosis of malaria is a high index of suspicion in
both endemic and non-endemic areas. Any person resident in or returning from a
malaria area and who presents with fever (usually within 3 months of possible
exposure to vector mosquito bites) should be tested for malaria. The progression of
P. falciparum malaria to severe disease is rapid and early diagnosis and effective
treatment is crucial. Pregnant women, young children < 5 years of age and
people living with HIV/AIDS are at particularly high risk of developing severe
malaria.

Symptoms and signs of malaria may include:

» severe headache » shivering episodes
» fever > 38°C » nausea and vomiting
» muscle and joint pains » flu-like symptoms

Severe disease may present with one or more of the following additional
clinical features:

»  prostration (severe general body weakness)

» sleepiness, unconsciousness or coma, convulsions

» respiratory distress and/or cyanosis » jaundice

» renal failure » repeated vomiting

» shock » hypoglycaemia
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» severe anaemia (Hb <7 g/dL) » haemoglobinuria/black urine
» abnormal bleeding

DIAGNOSIS

Microscopic examination of thick and thin blood smears. Thick films are more
sensitive than thin films in the detection of malaria parasites.

Where rapid diagnostic tests, e.g. HRP2 antigen dipsticks are available, these can
be used to diagnose malaria within 10—-15 minutes.

Ncgte: One negative malaria test does not exclude the diagnosis of malaria. Request a
2" test.

GENERAL MEASURES

» Provide supportive and symptomatic relief.

» Monitor for complications.

» Ensure adequate hydration.

» Carefully observe all patients with P. falciparum malaria for the 1%' 24 hours for
features of severe malaria.

MEDICINE TREATMENT

All first doses of antimalarial medicines must be given under supervision and
patients must be observed for at least an hour as vomiting is common in patients
with malaria. Treatment must be repeated if the patient vomits within the first hour.

Vomiting oral treatment is one of the commonest reasons for treatment failure.

In areas with high incidence of malaria (whether locally transmitted or
imported) it should be definitively diagnosed and treated at PHC level. In
other areas, patients should be referred for treatment.

10.8.1 MALARIA, UNCOMPLICATED
B54
Note: notifiable condition.

MEDICINE TREATMENT
o Artemether/lumefantrine 20/120 mg, oral, with fat-containing food/milk to
ensure adequate absorption.
o0 Give the first dose immediately.
0 Follow with second dose 8 hours later.
0 Then 12 hourly for another 2 days (total number of doses in 3 days = 6).

Weight Tablet Age
kg Artemether/lumefantrine 20/120 mg months/years
>5-15 kg 1 tablet 6 months—3 years
>15-25 kg 2 tablets >3-8 years
>25-35 kg 3 tablets >8-12 years
>35 kg 4 tablets >12 years and adults

LoE:II”
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For fever in children < 5 years of age:
Children
e Paracetamol, oral, 10—15 mg/kg/dose 6 hourly when required. See dosing table, pg

2217.
| LoE:lll_|
REFERRAL
Urgent

» All patients in areas that do not stock antimalarials.
» Patients not responding to oral treatment within 48 hours.
» After 1% dose of artemether/lumefantrine 20/120 mg:
— All patients with any sign of severe (complicated) malaria.
— All children < 2 years of age.
— Pregnant women.
— Patients with co-morbidities such as HIV, diabetes etc.
— Patients > 65 years of age.

LoE:IIF

10.8.2 MALARIA, SEVERE (COMPLICATED)
B50.9
Note: notifiable condition.

DESCRIPTION

Any one of the following is a sign of severe (complicated) malaria, is
associated with a higher mortality, and requires urgent referral (after initial
quinine dose as below):

» prostration (severe general body weakness)

» sleepiness, unconsciousness or coma, convulsions

» respiratory distress and/or cyanosis

» jaundice

» renal failure

» shock

» repeated vomiting

» hypoglycaemia

» severe anaemia (Hb <7 g/dL)

» haemoglobinuria/black urine

» abnormal bleeding

MEDICINE TREATMENT

Treatment may be commenced before referral in clinics designated by the regional
malaria control programme provided they have facilities to diagnose malaria (either
microscopy or rapid antigen point of care tests) and healthcare workers trained in
the management of severe malaria.

The preferred agent is parenteral artesunate:
¢ Artesunate IM, 2.4 mg/kg IM immediately as a single dose and refer urgently.
o If transferral to referral hospital is delayed, administer second dose at 12
hours and third dose at 24 hours.

10.9



CHAPTER 10 INFECTIONS AND RELATED CONDITIONS

X
If parenteral artesunate is not available:

e Quinine dihydrochloride, IV or IM, 15-20 mg/kg immediately as a single dose

and refer urgently. See dosing table pg 22.8.

o IM: dilute quinine dihydrochloride in sodium chloride 0.9% to between 60 and
100 mg/mL. Inject half the volume immediately as a single dose in each thigh
(anterolateral) to reduce pain and prevent sterile abscess formation.

o IV: dilute with 5-10 mL/kg of dextrose 5% and administer over 4 hours.

NOTE
For all patients requiring referral, the patient must be transferred to reach the
referral hospital within 6 hours of being seen at the PHC facility.

REFERRAL
Urgent
All patients.

10.8.3 MALARIA, PROPHYLAXIS (SELF-PROVIDED CARE)
779.89

In South Africa, malaria prophylaxis should be used, together with preventive
measures against mosquito bites, from September to May in high-risk areas. State
facilites do not provide prophylactic therapy. It is recommended that persons
intending to travel to high-risk areas take the relevant prophylactic therapy.

Preventative measures against mosquito bites between dusk and dawn include:

» Use of insecticide impregnated mosquito nets, insecticide coils or pads.

» Application of insect repellent to exposed skin and clothing.

» Wearing long sleeves, long trousers and socks, if outside, as mosquitoes are
most active at this time.

» Visiting endemic areas only during the dry season.

CAUTION
Immunocompromised patients, pregnant women and children < 5 years of age
should avoid visiting malaria-endemicareas, as they are more prone to the serious
complications of malaria.

Refer to National Malaria Guidelines.

10.9 MEASLES
B05.9
Note: notifiable condition.

CASE DEFINITION

» Fever.

AND

» Maculopapular (blotchy) rash.

AND

» Cough or coryza (runny nose) or conjunctivitis.
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Inform the local EPI co-ordinator about all cases of suspected measles, (i.e.
which fulfil the case definition criteria). Send clotted blood and throat swabs
to confirm (or exclude) a diagnosis of measles.

DESCRIPTION

A viral infection that is especially dangerous in malnourished children or in children
who have other diseases such as TB or HIV/AIDS.

Initial clinical features, that occur 7—14 days after contact with an infected individual,
include:

» coryza » conjunctivitis which may be purulent
» fever » cough

» diarrhoea

After 2-3 days of the initial clinical features, a few tiny white spots, like salt grains appear
in the mouth (Koplik spots).

The skin rash appears 1-2 days later, lasting about 5 days and:

» usually starts behind the ears and on the neck

» then on the face and body

» thereafter, on the arms and legs

Secondary bacterial infection (bronchitis, bronchopneumonia, otitis media) may
occur, especially in children with poor nutrition or other concomitant conditions.

GENERAL MEASURES
Isolate the patient to prevent spread.

MEDICINE TREATMENT
All children < 5 years of age with measles should be given an extra dose of
vitamin A, unless the last dose was received within a month:

e Vitamin A (retinol), oral, as a single dose.

Age range Dose Capsule Capsule
units 100 000 u 200 000 u

Infants 6—11 months 100 000 1 capsule -
Children 12 months-5 years 200 000 2 capsules 1 capsule

In children < 5 years of age, give the 1% dose immediately. If the child is sent home,

the caregiver should be given a 2" dose to take home, which should be given the

following day.

Administration of a vitamin A capsule

0 Cut the narrow end of the capsule with scissors.

0 Open the child’s mouth by gently squeezing the cheeks.

0 Squeeze the drops from the capsule directly into the back of the child’s mouth. If
a child spits up most of the vitamin A liquid immediately, give one more dose.

For fever with distress:
Children
e Paracetamol, oral, 10-15 mg/kg/dose 6 hourly when required. See dosing table,

pg 22.7.
LoE: I
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Adults
e Paracetamol, oral, 1 g 6 hourly when required.

Children with diarrhoea: LoE:Ill

Treat according to Section 2.9.1: Acute diarrhoea in children.

Children with pneumonia (1** dose before referral):
e Amoxicillin, oral, 30 mg/kg/dose 8 hourly for 5 days. See dosing table, pg 22.1.

Children with otitis media:
Children < 3 years of age
e Amoxicillin, oral, 45 mg/kg/dose 12 hourly for 5 days.

Use one of the following:
Weight Dose Capsule Age
kg mg Syrup mg/ SmL mg Months/years
125 250 250 | 500
>7-11kg 375 15 mL 7.5mL - - >6—18 months
>11-14 kg 500 - 10 mL 2 1 >18 months—3 years

Children > 3 years of age
e Amoxicillin, oral, 500 mg 8 hourly for 5 days.

X
Penicillin allergy

Children

= Macrolide, e.g.:

e Erythromycin, oral, 10—-15 mg/kg/dose 6 hourly for 5 days. See dosing table, pg
22.4.

Children: 18—35 kg (able to take tablets)
= Macrolide, e.g.:
e Azithromycin, oral, 250 mg daily for 3 days.

Children > 35 kg
= Macrolide, e.g.:

e Azithromycin, oral, 500 mg daily for 3 days.

Purulent conjunctivitis:
e Chloramphenicol, 1%, ophthalmic ointment 8 hourly into lower conjunctival sac.

REFERRAL
» All adults.
» Children < 6 months of age.
» Children who are malnourished or immunocompromised, or who have TB.
» Where serious complications are present. These include:
— stridor/croup
— pneumonia
— dehydration
— neurological complications
severe mouth and eye complications
Provide emergency treatment, if needed, before referral.
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10.10 MENINGITIS

See Chapter 15: Central nervous system.

10.11 MUMPS
B29.9
DESCRIPTION

Incubation period: 14-21 days.

A viral infection primarily involving the salivary glands.

Signs and symptoms:

» Fever.

» Pain on opening the mouth or eating.

» About two days later a tender swelling appears below the ears at the angle of
the jaw. Often first on one side and later on the other.

» The swelling disappears in about 10 days.

GENERAL MEASURES

» Bed rest during febrile period.

» Advise on oral hygiene.

» Recommend plenty of fluids and soft food during acute stage.

» Patient is infectious from 3 days before parotid swelling to 7 days after it started.
Isolate until swelling subsides.

» Children may return to school 1 week after initial swelling.

MEDICINE TREATMENT

Children

e Paracetamol, oral, 10-15 mg/kg/dose 6 hourly when required. See dosing table,
pg 22.7.

Adults

e Paracetamol, oral, 1 g 6 hourly when required.

REFERRAL

» Abdominal pain (to exclude pancreatitis).
» Painful swollen testes (orchitis).

» Suspected meningo-encephalitis.

10.12 RUBELLA (GERMAN MEASLES)
B06.9

DESCRIPTION

Incubation period: 14—-21 days. A viral infection with skin lesions that is less severe
than measles and lasts only 3—4 days.

A maculopapular red rash starts on the face spreading to the trunk, arms and legs.
It usually fades as it spreads.

Note: If cough, coryza or conjunctivitis are also present, it is essential to exclude
measles. See case definition of measles (Section: 10.9 Measles).
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Clinical features include:

» mild rash

» swollen and tender lymph nodes behind the ears (suboccipital)

» in adults, a small joint arthritis may occur

Note: Infection during the first or second trimester of pregnancy may lead to severe
permanent deformities in the baby. All pregnant women should be referred for
confirmation of diagnosis of rubella and counselling.

GENERAL MEASURES

» Bed rest, if needed.

» Isolate from pregnant women for 7 days after onset of the rash.

MEDICINE TREATMENT

Children

e Paracetamol, oral, 10-15 mg/kg/dose 6 hourly when required. See dosing table,
pg 22.7.

Adults
e Paracetamol, oral, 1 g, 6 hourly when required.

REFERRAL

Urgent

» Pregnant women with rubella.

» Pregnant women who have been in contact with a patient with rubella.

10.13 SCHISTOSOMIASIS (BILHARZIA)
B65

DESCRIPTION

A parasitic infestation with:

» Schistosoma haematobium: primarily involves the bladder and renal tract, or

» Schistosoma mansoni: primarily involves the intestinal tract.

Infestation occurs during washing, bathing or paddling in water harbouring snails
shedding this parasite.

Clinical features vary with the location of the parasite.

Most cases are asymptomatic.

Acute schistosomiasis, consisting of a non-specific febrile illness with marked
eosinophilia, may occur in non-immune people several weeks after initial exposure,
especially with Schistosoma mansoni infection.

Chronic schistosomiasis may present with local or systemic complications due to
fibrosis, including urinary tract obstruction with ensuing renal failure, portal
hypertension or other organ involvement.
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Schistosoma haematobium | Schistosoma mansoni
Clinical features | » blood in the urine » diarrhoea with blood and
» recurrent cystitis mucus in the stools
» other urinary symptoms » colicky abdominal pain
» _enlarged liver and spleen
Diagnosis » eggs in urine or stool on microscopy
» rectal biopsy

GENERAL MEASURES

» If bilharzia is endemic, educate the community to avoid contact with contaminated
water:
— Do not urinate or pass stools near water used for drinking, washing or bathing.
— Do not swim in contaminated water.
— Collect water from rivers and dams at sunrise when risk of infestation is lowest.
— Boil all water before use.

MEDICINE TREATMENT

In endemic areas where urine microscopy cannot be done patients should be
treated empirically after first excluding possible glomerulonephritis, i.e. no raised
blood pressure, no oedema, and no shortness of breath. See Section 8.3:
Glomerular diseases (GN).

In non-endemic areas treatment should be given only if eggs of S. Haematobium or
S. mansoni are found in the urine/faeces.

Children
e Praziquantel, oral, 40 mg/kg as a single dose. See dosing table pg 22.7.

Adults
e Praziquantel, oral, 3 g as a single dose.

REFERRAL

» Children < 2 years of age.

» Ongoing urinary tract symptoms.

» Signs of bleeding disorders or glomerulonephritis.

10.14 TYPHOID FEVER

See Chapter 2: Gastrointestinal conditions.

10.15 TUBERCULOSIS
See Chapter 17: Respiratory conditions.
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10.16 VIRAL HAEMORRHAGIC FEVER (VHF)
A98.0/A98.1/A98.2/A98.3/A98.4/A98.4/A98.5/A98.8/A99/A91

Consult the most recent Viral Haemorrhagic Fever Guidelines
from the National Department of Health.

DESCRIPTION

Viral haemorrhagic fevers (VHF) are uncommon conditions in South Africa. They
may present with non-specific signs (fever, headache, conjunctivitis, pharyngitis,
myalgia (especially lower back pain), diarrhea,vomiting, abdominal pain) or with
signs strongly suggestive of VHF (petechial rash, ecchymoses, other haemorrhagic
signs e.g. epistaxis, haematemesis and melaena). Other symptoms and organ
involvement may be variable.

More than 90% of suspected cases of VHF in South Africa prove to be severe forms
of common diseases. Many of the diseases mistaken for VHF are treatable if
diagnosed early.

These include:

»  Severe tick bite fever. »  Fulminant hepatitis.

»  Severe falciparum malaria. »  Leptospirosis.

»  Severe bacterial infections, particularly N. meningitidis.

Endemic causes of VHF in South Africa are Crimean-Congo fever and Rift Valley Fever,
both of which may be transmitted between humans by means of blood and body fluids.
Imported conditions include Lassa, Ebola and Marburg Fever amongst others.
Obtaining a history of possible exposure to infection (including a detailed travel
history) is crucial to diagnosing VHF. Relatives and friends often provide more
reliable information than severely ill patients.

GENERAL MEASURES

All suspected, probable VHF cases and contacts of VHF cases must be discussed
and managed in consultation with the Regional Virologist or Infectious Diseases
Consultant at the referral centre.

Cases should also be discussed with the Special Pathogens Unit of the National
Institute for Communicable Diseases (NICD):

Tel: 011 386 6000, Outbreak hotline: 082 883 9920

Transfer of patients will only occur once all relevant arrangements have been made
to limit further exposure to a potentially contagious and life threatening agent.

Viral haemorrhagic fevers (VHF) are readily transmitted to healthcare workers,
so it is essential to apply strict contact precautions.
ISOLATE ALL SUSPECTED SYMPTOMATIC CASES AT ALL TIMES

If VHF is considered, isolate patient in a single room and take proper precautions to
limit further exposure. These include where available:

» long sleeved disposable gown,

»  waterproof apron if the patient is bleeding,
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»  two pairs of latex gloves, one underneath the gown and one with the wrist of
the glove pulled over the gown wrist,

»  disposable face mask (preferably with a visor),

»  goggles if a mask without the visor is used,

»  waterproof boots or 2 pairs of overshoes, one over the other.

Note: Do not touch your own skin with your gloved hands.

MANAGEMENT
Signs strongly suggesting VHF Non-specific signs that may occur with
VHF
»  Petechial rash. »  Fever.
»  Ecchymoses. »  Headache.
»  Oher haemorrhagic signs (e.g. »  Conjuctivitis.
epistaxis, haematemesis, »  Pharyngitis.
melaena). »  Myalgia (especially lower back pain).
»  Non-specific signs of infection. »  Vomiting.
»  Abdominal pain.
»  Diarrhoea.

Management of VHF contact
»  Consult clinician, discuss with NICD and isolate patient (See above).
»  Record and follow up all patient contacts.

Management of suspected/possible/probable VHF
»  Non-specific signs:
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— Consult with clinician, discuss with NICD, isolate patient, initiate
ceftriaxone and record and follow up all patient contacts.
»  Signs strongly suggestive of VHF:
— Consult with a clinician, discuss with NICD, isolate patient, initiate
ceftriaxone and arrange transfer with EMS (providing patient's VHF status,
and names, addresses and telephone numbers of patient contacts).

Adults
e  Ceftriaxone, IV, 2 g immediately.

CAUTION: USE OF CEFTRIAXONE
Do not administer calcium containing fluids, e.g. Ringer-Lactate, concurrently with

ceftriaxone.
Children
e Ceftriaxone, IM, 80 mg/kg/dose immediately as a single dose. See dosing
table, pg 22.2.

o Do not inject more than 1 g at one injection site. LoE:Ir"

CAUTION: USE OF CEFTRIAXONE IN SEVERELY ILL NEONATES AND
CHILDREN
Ceftriaxone should be used in neonates that are seriously ill only, and
must be given even if they are jaundiced.

In infants < 28 days of age, ceftriaxone should not be administered if a calcium
containing intravenous infusion e.g. Ringer-Lactate, is given or is expected to be given.
After 28 days of age, ceftriaxone and calcium containing fluids may be given but only
sequentially with the giving set flushed well between the two products if given IV.
Annotate the dosage and route of administration in the referral letter.

REFERRAL
» All cases, after consultation with clinician, discussion with NICD, isolation of
patient and management of acute condition.

Manage all contacts of VHF cases according to the current national
guidelines. Ensure that contact details are obtained and that there is a plan to
manage contacts.

' Physical cooling measures: NICE Clinical Guideline-Feverish illness in children: assessment and initial management in children
younger than 5 years, May 2013. http://www.nice.org.uk/quidance/cg160/chapter/recommendations

Physical cooling measures: NICE Guidelines, May 2013 evidence tables - Axelrod P. External cooling in the management of
fever. Clinical Infectious Diseases 2000;31(Suppl 5):5224-9. http://www.ncbi.nlm.nih.gov/pubmed/11113027

Physical cooling measures: NICE Guidelines, May 2013 evidence tables - Purssell E. Physical treatment of fever. Archives of
Disease in Childhood 2000;82(3):238-9. http://www.ncbi.nim.nih.gov/pubmed/10685930
" Paracetamol: NICE Clinical Guideline-Feverish iliness in children: assessment and initial management in children younger than 5
years, May 2013. http://www.nice.org.uk/quidance/cg160/chapter/recommendations

Paracetamol: NICE Guidelines, May 2013 evidence tables - Perrott DA, Piira T, Goodenough B, Champion GD. Efficacy and
safety of acetaminophen vs ibuprofen for treating children's pain or fever: a meta-analysis. Arch Pediatr Adolesc Med. 2004
Jun;158(6):521-6. http://www.ncbi.nim.nih.gov/pubmed/15184213

Paracetamol: NICE Guidelines, May 2013 evidence tables - Wong A, Sibbald A, Ferrero F, Plager M, Santolaya ME, Escobar
AM, Campos S, Barragan S, De Ledn Gonzalez M, Kesselring GL; Fever Pediatric Study Group. Antipyretic effects of dipyrone
versus ibuprofen versus acetaminophen in children: results of a multinational, randomized, modified double-blind study. Clin
Pediatr (Phila). 2001 Jun;40(6):313-24. http://www.ncbi.nIm.nih.gov/pubmed/11824173
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Paracetamol: NICE Guidelines, May 2013 evidence tables - Figueras Nadal C, Garcia de Miguel MJ, Gémez Campdera A, Pou
Fernandez J, Alvarez Calatayud G, Sanchez Bayle M; Paediatric Fever Co-operative Group from the Spanish Paediatric
Association. Effectiveness and tolerability of ibuprofen-arginine versus paracetamol in children with fever of likely infectious
origin. Acta Paediatr. 2002;91(4):383-90. http://www.ncbi.nlm.nih.gov/pubmed/12061352

Paracetamol: NICE Guidelines, May 2013 evidence tables - Autret E, Breart G, Jonville AP, Courcier S, Lassale C, Goehrs JM.
Comparative efficacy and tolerance of ibuprofen syrup and acetaminophen syrup in children with pyrexia associated with infectious
diseases and treated with antibiotics. Eur J Clin Pharmacol. 1994;46(3):197-201. http://www.ncbi.nlm.nih.gov/pubmed/8070499

Paracetamol: World Health Organisation. WHO model formulary for children, 2010.
http://www.who.int/selection_medicines/listWMFc_2010.pdf

Paracetamol: British National Formulary for children, 2011 to 2012.

" Caution - POSSIBLE SERIOUS BACTERIAL INFECTION: National Department of Health, Integrated Management of
Childhood lliness (IMCI) Guidelines, 2014. http://www.health.gov.za/

' Ceftriaxone: FDA safety alert: Ceftriaxone, 21 April 2009. Available at:
http://www.fda.gov/Drugs/DrugSafety/PostmarketDrugSafetylnformationforPatientsandProviders/DrugSafetyInformationforHeathca
reProfessionals/ucm084263.htm

Klassen TP, Hartling L, Wiebe N, Belseck EM. Acyclovir for treating varicella in otherwise healthy children and adolescents.
Cochrane Database Syst Rev. 2005 Oct 19;(4):CD002980.

¥ Paracetamol: NICE Clinical Guideline-Feverish iliness in children: assessment and initial management in children younger than 5
years, May 2013. http://www.nice.org.uk/quidance/cg160/chapter/recommendations

i Aciclovir, indications: Wallace MR, Bowler WA, Murray NB, Brodine SK, Oldfield EC 3rd. Treatment of adult varicella with oral
acyclovir. A randomized, placebo-controlled trial. Ann Intern Med. 1992 Sep 1;117(5):358-63.
http://www.ncbi.nlm.nih.gov/pubmed/1323943

Aciclovir, indications: Klassen TP, Hartling L, Wiebe N, Belseck EM. Acyclovir for treating varicella in otherwise healthy children
and adolescents. Cochrane Database Syst Rev. 2005 Oct 19;(4):CD002980. http://www.ncbi.nlm.nih.gov/pubmed/16235308
" Aciclovir, dosing interval: Klassen TP, Hartling L, Wiebe N, Belseck EM. Acyclovir for treating varicella in otherwise healthy
children and adolescents. Cochrane Database Syst Rev. 2005 Oct 19;(4):CD002980.
http://www.ncbi.nim.nih.gov/pubmed/16235308

Aciclovir, dosing interval: Balfour HH Jr, Edelman CK, Anderson RS, Reed NV, Slivken RM, Marmor LH, Dix L, Aeppli D, Talarico
CL. Controlled trial of acyclovir for chickenpox evaluating time of initiation and duration of therapy and viral resistance. Pediatr
Infect Dis J. 2001 Oct;20(10):919-26. http://www.ncbi.nlm.nih.gov/pubmed/11642624

Aciclovir, dosing interval: Wallace MR, Bowler WA, Murray NB, Brodine SK, Oldfield EC 3rd. Treatment of adult varicella with oral
acyclovir. A randomized, placebo-controlled trial. Ann Intern Med. 1992 Sep 1;117(5):358-63.
http://www.ncbi.nlm.nih.gov/pubmed/1323943
" Aciclovir, referral criteria: Centers for Disease Control and Prevention (CDC). Updated recommendations for
use of VariZIG--United States, 2013. MMWR Morb Mortal Wkly Rep. 2013 Jul 19;62(28):574-6.
http://www.ncbi.nIm.nih.gov/pubmed/23863705
* Artemether/lumefantrine, >5-15 kg dosing: World Health Organisation. Guidelines for the treatment of malaria. Second edition,
March 2010. http://www.who.int/malaria/publications/atoz/9789241547925/en/

Artemether/lumefantrine, >5—15 kg dosing: Food and Drug Administration registered package insert of Co-artem®.
http://www.accessdata.fda.gov/drugsatfda_docs/nda/2009/022268s000_SumR.pdf
* Artemether/lumefantrine, pregnancy: Tarning J, McGready R, Lindegardh N, Ashley EA, Pimanpanarak M, Kamanikom B,
Annerberg A, Day NP, Stepniewska K, Singhasivanon P, White NJ, Nosten F. Population pharmacokinetics of lumefantrine in
pregnant women treated with artemether-lumefantrine for uncomplicated Plasmodium falciparum malaria. Antimicrob Agents
Chemother. 2009 Sep;53(9):3837-46. http://www.ncbi.nlm.nih.gov/pubmed/19564 366

Artemether/lumefantrine, pregnancy: Piola P, Nabasumba C, Turyakira E, Dhorda M, Lindegardh N, Nyehangane D, Snounou G,
Ashley EA, McGready R, Nosten F, Guerin PJ. Efficacy and safety of artemether-lumefantrine compared with quinine in pregnant
women with uncomplicated Plasmodium falciparum malaria: an open-label, randomised, non-inferiority trial. Lancet Infect Dis.
2010 Nov;10(11):762-9. http://www.ncbi.nlm.nih.gov/pubmed/20932805
* Artesunate, parenteral: Sinclair D, Donegan S, Isba R, Lalloo DG. Artesunate versus quinine for treating severe malaria.
Cochrane Database Syst Rev. 2012 Jun 13;6:CD005967.http://www.ncbi.nlm.nih.gov/pubmed/22696354

Artesunate, parenteral: Mehta U, Durrheim DN, Blumberg L, Donohue S, Hansford F, Mabuza A, Kruger P, Gumede JK,
Immelman E, Sanchez Canal A, Hugo JJ, Swart G, Barnes KI. Malaria deaths as sentinel events to monitor healthcare delivery
and antimalarial drug safety. Trop Med Int Health. 2007 May;12(5):617-28.http://www.ncbi.nlm.nih.gov/pubmed/17445129
Artesunate, parenteral: NDoH: Affordable Medicines, EDP-PHC. Medicine Review: Parenteral artesunate, January2014.

X Paracetamol: NICE Clinical Guideline-Feverish illness in children: assessment and initial management in children younger than
5 years, May 2013. http://www.nice.org.uk/guidance/cg160/chapter/recommendations

' Amoxicillin - Children with ofitis media: Thanaviratananich S, Laopaiboon M, Vatanasapt P. Once or twice daily versus three
times daily amoxicillin with or without clavulanate for the treatment of acute otitis media. Cochrane Database Syst Rev. 2013 Dec
13;12:CD004975. http://www.ncbi.nlm.nih.gov/pubmed/24338106

Amoxicillin - Children with otitis media: Piglansky L, Leibovitz E, Raiz S, Greenberg D, Press J, Leiberman A, Dagan R.
Bacteriologic and clinical efficacy of high dose amoxicillin for therapy of acute otitis media in children. Pediatr Infect Dis J. 2003
May;22(5):405-13. http:/www.ncbi.nim.nih.gov/pubmed/12792379

Amoxicillin - Children with otitis media: Klein JO. Microbiologic efficacy of antibacterial drugs for acute otitis media. Pediatr Infect
Dis J.1993;12(12): 973-975. http://www.ncbi.nlm.nih.gov/pubmed/8108222

Amoxicillin - Children with otitis media: SAMJ, Updated guideline for the management of upper respiratory tract infections in
South Africa: 2014, in press.

XV Ceftriaxone: National National Department of Health Viral Haemorrhagic Fever Guidelines, 2014. http://www.health.gov.za/
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virus and acquired
immunodeficiency
syndrome
(HIV AND AIDS)
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HIV infection in children
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HIV INFECTION IN ADULTS
B24

DESCRIPTION

HIV replicates in CD4+ lymphocytes and monocytes, leading to progressive
destruction of CD4+ lymphocytes and impaired immunity.

Primary infection is characterised by:

» glandular fever-type iliness

» maculopapular rash

» small orogenital ulcers

After primary infection patients have generalised lymphadenopathy and are usually
asymptomatic for several years. Subsequently inflammatory skin conditions and an
increased frequency of minor infections occur, followed by more severe infections
(especially tuberculosis), weight loss or chronic diarrhoea. Eventually severe
opportunistic infections, HIV-associated cancers or other severe HIV manifestations
develop, known as the Acquired Immune Deficiency Syndrome (AIDS).

DIAGNOSIS

» Adequate pre- and post-test counselling must be provided.

» Ensure patient confidentiality.

» HIV in adults must be confirmed with a 2" test. This can either be 2 rapid tests,
using kits from different manufacturers, or with 1 rapid test and 1 laboratory test,
usually ELISA.

» HIV antibodies are not detected during the 1% few weeks in primary infection.
This is known as the window period.

PROGNOSIS

Progression of HIV diseases is variable. The CD4+ lymphocyte count and clinical
features of immune suppression (see WHO staging below) both provide
independent information on prognosis. Patients may be asymptomatic with very low
CD4 counts or have severe clinical features with well-preserved CD4 counts. CD4
counts < 200 indicate severe immune suppression. All HIV-infected patients must
have a CD4 count requested and WHO clinical staging done. The CD4 count
should be repeated every 6 months in patients not yet eligible for ART. Patients
should be counselled about ART.

WHO staging system for HIV infection and disease in adults and
adolescents

Clinical stage |
» Asymptomatic.
» Persistent generalized lymphadenopathy.

Clinical stage Il

» Unexplained moderate weight loss (< 10% of presumed or measured
body weight).

» Recurrent respiratory tract infections (sinusitis, otitis media and pharynagitis).
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» Herpes zoster (shingles).
» Angular stomatitis.

» Recurrent oral ulceration.
» Papular pruritic eruption.
» Seborrheic dermatitis.

» Fungal nail infections.

Clinical stage lll

» Unexplained severe weight loss (> 10% of presumed or measured body weight).

» Unexplained chronic diarrhoea for > 1 month.

» Unexplained persistent fever (> 37.5°C intermittent or constant for > 1 month).

» Persistent oral candidiasis (thrush).

» Oral hairy leukoplakia.

» Pulmonary TB.

» Severe bacterial infections (such as pneumonia, empyema, pyomyositis, bone
or joint infection, meningitis or bacteraemia).

» Acute necrotizing ulcerative stomatitis, gingivitis or periodontitis.

» Unexplained anaemia (< 8 g/dL), neutropaenia (< 0.5 x 109/L) and/or chronic
thrombocytopaenia (< 50 x 109/L).

Clinical stage IV

» HIV wasting syndrome.

» Extrapulmonary tuberculosis.

» Pneumocystis pneumonia.

» Recurrent severe bacterial pneumonia.

» Chronic herpes simplex infection (orolabial, genital or anorectal of >1month
duration or visceral at any site).

» Oesophageal candidiasis (or candidiasis of trachea, bronchi or lungs).

» Kaposi’s sarcoma.

» Cytomegalovirus infection (retinitis or infection of other organs).

» Central nervous system toxoplasmosis.

» HIV encephalopathy.

» Extrapulmonary cryptococcosis including meningitis.

» Disseminated non-tuberculous mycobacterial infection.

» Progressive multifocal leukoencephalopathy.

» Chronic cryptosporidiosis.

» Chronic Isosporiasis.

» Disseminated mycosis (extrapulmonary histoplasmosis or coccidiomycosis).

» Recurrent septicaemia (including non-typhoidal Saimonelia).

» Lymphoma (cerebral or B cell non-Hodgkin).

» Invasive cervical carcinoma.

» Atypical disseminated leishmaniasis.

» Symptomatic HIV-associated nephropathy or symptomatic HIV-associated
cardiomyopathy.
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GENERAL MEASURES

» Patients and their families must be supported and encouraged to join support or
peer groups.

» Counsel patients on preventive methods of reducing the spread of the disease:
- use condoms during sexual intercourse
- seek early treatment for sexually transmitted infections
- safe handling of blood spills

11.1 ANTIRETROVIRAL THERAPY, ADULTS

Antiretroviral therapy (ART) suppresses viral replication (measured with the
viral load test), increases the CD4 count and reduces HIV-associated diseases
and death. ART guidelines are regularly updated, so it is important to consult
the current National Guidelines.

The criteria for starting ART in adults are:
» All patients with stage 3 or 4 disease irrespective of CD4 count.
OR
» All patients with CD4 < 500.
OR
» All pregnant and breastfeeding women, irrespective of CD4
count.
OR
» Other severe HIV-related conditions or co-morbidity. This group
of conditions requires specialist diagnosis and recommendation for ART.
Examples of conditions in this category includes but is not limited to:
— Immune Thrombocytopenic Purpura and Thrombotic Thrombocytopenic
Purpura.
— Severe manifestations of the diffuse infiltrative lymphocytic syndrome (e.g.
lymphocytic interstitial pneumonitis, polymyositis).
— Chronic liver disease due to hepatitis B.
— Patients being treated for non-HIV-related malignancies.
ART should be initiated immediately in pregnancy and during breastfeeding.
Unless contra-indicated (see table below), ART should be initiated within 1 week in
the following cases:
» CD4 count < 200 (except TB patients and cryptococcal meningitis).
» WHO stage 4 (except TB meningitis and cryptococcal meningitis).

In patients with cryptococcal meningitis, ART should be deferred LoE:l"

until 4—6 weeks after starting antifungal treatment (earlier initiation has been shown
to increase the risk of death).

In TB patients with CD4 count > 50, ART should be deferred until 8 weeks after
initiating TB treatment, which has shown to be safe and reduces the risk of
deterioration due to the immune reconstitution inflammatory syndrome (IRIS).

In TB patients with CD4 counts < 50 (except TB meningitis), start LoE:II"

ART at 2 weeks after starting TB therapy.
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In patients with TB meningitis (irrespective of CD4 count), ART LoE:Il

should be deferred until 8 weeks after initiating TB treatment.

Antiretroviral medicines: Dose and common adverse drug LoE:N"

reactions (life-threatening reactions in bold type)
MEDICINE CLASS DOSE COMMON OR SEVERE
ADVERSE DRUG REACTIONS
Zidovudine NRTI | 300 mg 12 Bone marrow suppression,
(AZT) hourly gastro-intestinal (Gl) upset,
headache, lipoatrophy,
hyperlactataemia/
steatohepatitis (medium risk).
Lamivudine NRTI 150 mg 12 Anaemia (pure red cell aplasia,
(3TC) hourly or rare), hyperlactataemia/
300 mg daily steatohepatitis (low risk).
Abacavir NRTI | 600 mg daily Hypersensitivity reaction,
(ABC) hyperlactataemia/
steatohepatitis (low risk).
Tenofovir NRTI | 300 mg daily Renal failure, tubular wasting
(TDF) syndrome, reduced bone mineral
density, hyperlactataemia/
steatohepatitis (low risk).
Emtricitabine NRTI | 200 mg daily Palmar hyperpigmentation,
(FTC) hyperlactataemia/
steatohepatitis (low risk).
Nevirapine NNRTI | 200 mg daily for | Rash (high risk), hepatitis
(NVP) 14 days then (high risk). Not to be used in
200 mg 12 women with CD4 > 250 or men
hourly with CD4 > 400.
Efavirenz NNRTI | 600 mg at night | Rash (medium risk), central
(EFV) nervous system symptoms (vivid
dreams, problems with
concentration, confusion, mood
disturbance, psychosis),
hepatitis (medium risk).
Atazanavir Pl 300 mg and Dyslipidaemia (low risk),
(ATV) ritonavir 100 mg unconjugated jaundice, hepatitis.
daily
Lopinavir/ritonavir Pl 400/100 mg Gl upset, dyslipidaemia (high
(LPV/r) 12 hourly risk), hepatitis.

NRTI = nucleoside reverse transcriptase inhibitor

NNRTI = non-nucleoside reverse transcriptase inhibitor
Pl = protease inhibitor

LoE: "
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Standardised national ART regimens for adults and adolescents

1¥ine

All new patients
needing treatment,
including pregnant
women

TDF + FTC (or 3TC)
+EFV

FDC preferred

Contraindication to
EFV

TDF + FTC (or 3TC)
+ NVP

Replace EFV with NVP in patients
with significant psychiatric co-
morbidity or intolerance to EFV and
where the neuro-psychiatric toxicity
of EFV may impair daily functioning,
e.g. shift workers.

Contraindication to
TDF

ABC+ 3TC +EFV (or
NVP)

LoE:llI"

Renal disease or use of nephrotoxic
medicines e.g. aminoglycosides.

Contraindication to
TDF and ABC

AZT+ 3TC+EFV (or
NVP)

Renal disease or the use of other
nephrotoxic medicines, e.g.
aminoglycosides and rash.

2"ine

Management of
virological failure

If plasma HIV RNA > 1000 copies:
Check for adherence, tolerability
and medicine interactions and
assess psychological issues.
Repeat VL test 2 months later.

If plasma VL confirmed > 1000:
Change regimen to 2™ line therapy.

Failing on a TDF-
based 1% line
regimen

AZT+3TC+ LPVIr

Check hepatitis B surface antigen —
if positive continue TDF+3TC (or
FTC) and add AZT +LPVI/r.

LoE:lI

Failing on a ABC-
based 1% line
regimen

AZT+3TC (or FTC)
and LPV/r

Dyslipidaemia or
diarrhoea associated
with LPV/r

Switch LPV/r to ATV/r

3“line

Failing 2™ line
regimen for > 1 year
and good adherence
documented (e.g. by
pharmacy refills on
time for the last 6
months).

Genotype antiretroviral resistance test must be done. Only
patients with resistance to LPV/r (or ATV/r) qualify for 3
line. Application for 3" line using the standard motivation
form is required (available from TLART@health.gov.za) —
the regimen will be determined by an expert committee
based on the pattern of resistant mutations and the prior
history of antiretroviral exposure.

Note: In patients who have defaulted ART:
» Recommence previous regimen and
» Do VL at 6 months.
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Standardised national monitoring for adults and adolescents

with HIV

LoE:IIF

At initial diagnosis of HIV

Purpose

Confirm HIV result with rapid antibody test.

Ensure that national testing algorithm
has been followed.

If HIV-infected: Do CD4 count and WHO
clinical staging.

To assess eligibility for ART.
To assess eligibility for fast-tracking.

Screen for pregnancy or ask if planning to
conceive.

See Section: 6.2.1 Care of HIV-
infected pregnant woman.

Screen for TB symptoms (See Section
17.4: Pulmonary tuberculosis).

To identify TB/HIV co-infected.

Do CD4 count on the same day.

To identify eligibility for ART or ARVs
for prophylaxis if pregnant.

If CD4 < 100: Do cryptococcal antigen test
(CrAg).

To identify asymptomatic patients who
need pre-emptive fluconazole
treatment.

If AZT required: Do FBC.

To detect anaemia or neutropaenia.

If TDF required: Do Creatinine.

To detect renal insufficiency.

If NVP required: Do ALT.

To exclude liver disease.

On ART

Purpose

CD4 at 1 year on ART.

To monitor immune response to ART.

VL at month 6, 1 year and then every 12
months.

To identify treatment failures and
problems with adherence.

If on NVP and develops rash or symptoms
of hepatitis: Do ALT.

To identify NVP toxicity.

If on AZT: Do FBC at month 1, 2, 3 and 6.

To identify AZT toxicity.

If on TDF: Do creatinine at month 3 and 6,
1 year and then every 12 months.

To identify TDF toxicity.

If on LPV/r: Do fasting cholesterol and
triglycerides at month 3.

To identify LPV/r toxicity.

At routine follow-up visits for those
not yet eligible for ART

Purpose

Repeat CD4 count at 6 months.

To determine patient eligibility for ART.

WHO clinical staging at every visit.

To determine patient eligibility for ART.

Screen for TB symptoms.

If no TB symptoms, consider IPT (See
Section 11.2.2: Isoniazid preventive
therapy (IPT)).

To identify TB/HIV co-infection.

To prevent TB activation.

Offer advice on secondary prevention of
HIV.

To prevent HIV transmission and re-
infection and STIs.

In patients treated for TB with rifampicin

regimens there are some important
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medicine interactions:

»  Efavirenz is not affected and no dose adjustment is needed.

»  Nevirapine concentrations are modestly reduced. If efavirenz is contra-indicated
nevirapine can be used, but the lead-in dose of nevirapine must be omitted.

»  Lopinavir concentrations are markedly reduced. The dose should be doubled
slowly (increase to 3 tablets 12 hourly after 1 week, then 4 tablets 12 hourly
after the 2™ week, with monthly ALT monitoring).

»  Atazanavir cannot be used with rifampicin.

REFERRAL
Contra-indications to commencing ART.

LoE:lIl"

11.2 OPPORTUNISTIC INFECTIONS, PROPHYLAXIS IN ADULTS
729.2

11.2.1 COTRIMOXAZOLE PROPHYLAXIS

729.2

Primary prophylaxis with cotrimoxazole prevents many infections, e.g.:
» Pneumocystis pneumonia » bacteraemia

» toxoplasmosis » isosporiasis

» bacterial pneumonia

Indications for primary prophylaxis:
» WHO Clinical stage II, lll or IV.
» CD4 count < 200.

Prophylaxis should be discontinued if the CD4 count increases
on ART to > 200 for at least 6 months.

e Cotrimoxazole, oral, 160/800 daily.

(See Section 17.3.4.2.4: Pneumocystis pneumonia for secondary prophylaxis).

Note: Cotrimoxazole hypersensitivity is common and usually presents as a
maculopapular rash. If there are systemic features or mucosal involvement
associated with the use of cotrimoxazole, the medicine must be immediately and
permanently stopped and the patient referred to hospital.

11.2.2 ISONIAZID PREVENTIVE THERAPY (IPT)
7292

Patients with HIV infection are more susceptible to TB infection than HIV-uninfected
patients at any CD4 count.

It is essential to rule out active TB before IPT is given.

Do not start IPT if the patient has any of the following:

» Active cough (any duration). » Night sweats.

» Fever. » Weight loss.

The duration of IPT depends on the Mantoux status and whether the patient is on ART.
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In patients not eligible for ART:

» IPT reduces the risk of TB in patients with a positive TST (Mantoux = 5 mm).
*

» IPT does not significantly reduce the risk of TB in patients with a
negative TST (Mantoux < 5 mm).

» Prolonged IPT (at least 36 months) has been shown to reduce

the risk of TB by 92% in TST positive patients compared with 6 months of IPT,
but caused harm in TST negative patients. Therefore, TST is strongly
encouraged.

» If TST cannot be done there is a net population benefit with 6 LoE:Ir"

months’ IPT.

In patients on ART: LoE: N
IPT reduces the risk of TB, irrespective of TST status.
LoE: "

Duration of IPT
Mantoux status Patients not eligible for ART Patients on ART
Mantoux 2 5 mm At least 36 months At least 36 months
Mantoux < 5 mm No IPT 12 months
Mantoux not done 6 months 12 months

¢ |soniazid, oral, 300 mg daily for 6 months.
o Educate patients on the symptoms of hepatotoxicity (nausea, vomiting,
yellow eyes, brown urine, pain in right upper quadrant).
o Instruct patient to present early if these symptoms arise.
o Patients should be followed up monthly for the 1% 3 months.
o Pyridoxine, oral, 25 mg once daily.

11.3 OPPORTUNISTIC INFECTIONS, TREATMENT IN ADULTS

11.3.1 APHTHOUS ULCERS IN HIV INFECTION
K12.0

DESCRIPTION

Painful ulcers in the oropharynx.

Minor ulcers < 1 cm diameter) usually heal within 2 weeks.

Major ulcers (> 1 cm diameter) are very painful, often very deep and persist. Major
ulcers generally resolve rapidly on ART.

Herpes simplex, histoplasmosis and mycobacteria may also present with major
mucosal ulcers.

MEDICINE TREATMENT

Minor aphthous ulcers:

e Tetracaine 0.5 %, oral, topical, applied every 6 hours.
o Apply a thin layer on the affected areas only.
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REFERRAL

Major aphthous ulcers for further diagnostic evaluation.

11.3.2 CANDIDIASIS, ORAL
B20.4

See Section 1.2: Candidiasis, oral (thrush).
e Commence ART.

11.3.3 CANDIDA OESOPHAGITIS
B20.4

DESCRIPTION

Infection of the oesophagus with candida, a fungus causing oral thrush.
Occurs in patients with oral thrush who have pain or difficulty on swallowing.
See Section 1.2: Candidiasis, oral (thrush).

GENERAL MEASURES
Maintain hydration.

MEDICINE TREATMENT
e Fluconazole, oral, 200 mg daily for 14 days.
e Commence ART.

REFERRAL

» Inability to swallow.

» Frequent relapses.

» Poor response to fluconazole.

11.3.4 CRYPTOCOCCAL INFECTION, PRE-EMPTIVE THERAPY
B45.1

All ART-naive patients with CD4 < 100 should have cryptococcal antigen (CrAg)
test done on serum (unless they had a diagnosis of cryptococcal infection).

If CrAg test is positive and the patient has any symptom of meningitis:
Refer patient immediately for lumbar puncture.

If CrAg testis positive and the patient is asymptomatic:
e Fluconazole, oral.
o 800 mg daily for 2 weeks, then
o 400 mg daily for 8 weeks.
o Followed by 200 mg daily until the CD4 count increases on ART to > 200.

REFERRAL

Pregnant women with a positive CrAg test.
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11.3.5 CRYPTOCOCCAL MENINGITIS
B45.1

DESCRIPTION

Fungal meningitis occurring in advanced HIV infection.

Presents with headache, often lasting for weeks. Neck stiffness is often absent.
Decreased level of consciousness, confusion and fever are common.

MEDICINE TREATMENT
All patients should be treated for cryptococcal meningitis at hospital level. Patients
may be down referred for secondary prophylaxis.

Secondary prophylaxis
After completion of fluconazole 400 mg daily for 8 weeks:
¢ Fluconazole, oral, 200 mg daily for a minimum of 12 months.
o Continue with fluconazole if CD4 count does not increase to > 200 on ART.

LoE:IF*
LoE: ™

e Commence ART 4-6 weeks after starting antifungal therapy.

REFERRAL
All patients for initial management in hospital.

11.3.6 DIARRHOEA, HIV ASSOCIATED
A08.3

DESCRIPTION

Diarrhoea that persists for > 2 weeks.

Often associated with wasting.

Stool for ova, cysts and parasites should be requested in all cases.

MEDICINE TREATMENT
If stool is negative for parasites or shows Cryptosporidium:
e Loperamide, oral, 2 mg as required.
o Maximum 8 mg daily.
¢ Commence ART.

If stool shows Isospora belli:
e Cotrimoxazole, oral, 320/1600 mg (4 tablets) 12 hourly for 10 days.
o Followed by 160/800 mg (two tablets) daily until CD4 > 200 on ART.
e Commence ART.
Diarrhoea persisting for 4 weeks is a WHO stage 3 condition (if there is weight loss
or fever it is stage 4) and ART should be commenced.

REFERRAL
Stool contains blood or mucous.
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11.3.7 ECZEMA, SEBORRHOEIC
L30.9
See section 5.8.3: Dermatitis, seborrhoeic.

11.3.8 FUNGAL NAIL INFECTIONS
B50.5

This is common in HIV-infected patients and can involve multiple nails. Treatment is
not generally recommended because it is mostly of only cosmetic importance and
therefore the risk of systemic therapy is not warranted. It generally resolves when
patient is on ART.

11.3.9 FUNGAL SKIN INFECTIONS

B50.5
See Section 5.5: Fungal infections of the skin.

11.3.10 GINGIVITIS, ACUTE NECROTISING ULCERATIVE
K05.1
See Section 1.3.3: Necrotising periodontitis.

11.3.11 HERPES SIMPLEX ULCERS, CHRONIC
B20.3

DESCRIPTION

Painful ulcers due to herpes simplex virus, involving the skin around the anogenital
area or in and around the mouth and nostrils in patients with advanced HIV
infection. Ulcers persist for weeks and may be several centimeters in diameter.

GENERAL MEASURES
Keep affected areas clean with soap and water or diluted antiseptic solution.

MEDICINE TREATMENT
e Aciclovir, oral, 400 mg 8 hourly for 7 days.
e Commence ART.

Pain:
e Paracetamol, oral 1 g when needed up to 4 times a day.

REFERRAL
» No response to therapy.
» Frequent relapses.

11.3.12 HERPES ZOSTER (SHINGLES)
B20.3

DESCRIPTION
Painful vesicular rash in a dermatomal distribution, usually presenting as a band on
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one side of the body, due to recrudescence of the varicella-zoster virus that causes
chickenpox. The surrounding skin is inflamed and the vesicles often contain cloudy
fluid. Secondary bacterial infection is often suspected, but is very uncommon.

The elderly and HIV-infected are most affected.

Severe pain can occur after shingles has healed (post-herpetic neuralgia).

Shingles is less infectious than varicella and isolation is not warranted.

MEDICINE TREATMENT

If fresh vesicles are present:

e Aciclovir, oral, 800 mg five times daily (4 hourly missing the middle of the night
dose) for 7 days.

If secondary infection is present:

ADD

e Flucloxacillin, oral, 500 mg 6 hourly.

Pain: LoE:lll

e Paracetamol, oral, 1 g 6 hourly when needed.
If inadequate pain relief
ADD

e Tramadol, oral, 50 mg 6 hourly (Doctor initiated).

For prolonged pain occurring after shingles has healed (post herpetic
neuralgia), or if pain not responding to paracetamol and tramadol:
¢ Amitriptyline, oral, 25 mg at night.

0 Increase dose to 50 mg after two weeks if needed.

0 Increase further to 75 mg after a further two weeks if needed.

REFERRAL

» Involvement of the eye.

» Disseminated disease (many vesicles extending beyond the main area).
» Features of meningitis (headache and neck stiffness).

» Severe post-herpetic neuralgia not responding to amitriptyline.

11.3.13 PAPULAR PRURITIC ERUPTION
L30.9

DESCRIPTION

Itchy inflamed papules at different stages of evolution. Healed lesions are often
hyperpigmented. The itch is difficult to manage. May flare after starting ART, but
generally improves as the CD4 count increases. It is essential to exclude scabies.

GENERAL MEASURES
Minimise exposure to insect bites, e.g. by regularly dipping pets.

MEDICINE TREATMENT
e Cetirizine 10mg, oral daily.
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e Hydrocortisone acetate 1% cream, applied twice daily for 7 days.
o Apply sparingly to the face.

11.3.14 PNEUMONIA, BACTERIAL
J15.9
See Section 17.3: Respiratory tract infections.

11.3.15 PNEUMONIA, PNEUMOCYSTIS
B20.6
See Section 17.3: Respiratory tract infections.

11.3.16 TOXOPLASMOSIS
B58.9

Initial diagnosis can only be made at hospital level.

MEDICINE TREATMENT
e Cotrimoxazole, oral, 320/1600mg 12 hourly for 4 weeks.
o Then 160/800 mg 12 hourly for 12 weeks.

Secondary prophylaxis
e Cotrimoxazole, oral 160/800 mg daily.

o Continue until the CD4 count has risen to > 200 on ART.
¢ Commence ART.

11.3.17 TUBERCULOSIS (TB)
A15.0
See Section 17.3: Respiratory tract infections.

11.4 HIV AND KIDNEY DISEASE
B20/ N18

DESCRIPTION
Various forms of kidney disorders are described among patients who are HIV-infected.
Early detection of HIV kidney disease may be beneficial in an attempt to protect the
kidney from further disease progression.
Screening should include all patients at time of HIV diagnosis.
Patients at high risk or susceptible for HIV renal disease includes:
» CD4 count < 200.
» History of nephrotoxic medications.
» Comorbidity such as diabetes mellitus, hypertension, or hepatitis C virus co-
infection.
Screening for renal disease in HIV
» Tests should include:
— Urine dipstix for haematuria and proteinuria.
— A measure of kidney function, i.e. creatinine to estimate eGFR.
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» If there is no evidence of kidney disease at the initial evaluation, screening
should be repeated annually.

» Monitor creatinine on initiation and at months 3, 6, 12 and then annually for
patients receiving tenofovir.

REFERRAL
» Patients with persistent significant proteinuria (1+ or more).
» Estimated creatinine clearance < 60mL/minute.

HIV INFECTION IN CHILDREN
B24

DESCRIPTION

HIV is a retrovirus affecting immune cells, especially CD4 T lymphocytes. In
advanced HIV disease the body loses its ability to fight infections and this is
characterised by organ damage, opportunistic infections, malignancies and very low
CD4 counts.

In infants, most infection is transmitted from mother to child.

In adolescents and adults sexual spread is the usual cause.

Infants born of HIV-infected mothers may be:

» HIV-infected,

» HIV-uninfected, or

» HIV exposed (at risk of becoming HIV-infected).

To exclude HIV infection in HIV exposed infants/children, a HIV PCR test (if = 18
months of age: a HIV rapid or ELISA test) performed = 6 weeks following cessation
of breast feeding should be negative and the infant should be > 6 weeks of age.

If the positive HIV status of a child already initiated on ART is disputed, consult with
the closest referral centre for additional HIV testing.

WHEN AND HOW TO TEST IN CHILDREN

Which Test
Child < 18 months of age
HIV PCR test: Always confirm with 2" HIV PCR test if the 1%'test is positive.

Child = 18 months of age

HIV rapid or ELISA test: Always confirm with a 2" HIvV rapid or ELISA test if 1% test

is positive.

- HIV rapid tests may be less reliable in children with advanced disease. If clinical
findings suggest HIV infection but the rapid test is negative, send a further
specimen of blood to the laboratory for HIV ELISA testing.

When to Test

» At 6 weeks (if the child received NVP for 12 weeks — repeat HIV PCR at 16 weeks.

» At any time clinical signs indicate possible HIV infection.

» At 6 weeks, after breastfeeding has stopped.
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» If the exposed infant has not been shown to be HIV-infected by 18 months, do
an ELISA or HIV rapid test.

AND

Perform PCR testing AT BIRTH on:

— HIV exposed low birth weight infants (< 2.5 kg) or premature infants.

— Infants born to mothers who were on TB treatment for active TB during their
pregnancy.

— Infants born to mother with a VL > 1000.

— Infants born to mothers with HIV drug resistance.

— Infants with congenital pneumonia.

— Infants who were symptomatic of HIV at birth.

— Infants of mothers, who were only diagnosed HIV-infected during or shortly
after delivery.

— Infants born to mothers initiated on ART < 4 weeks before delivery.
High risk infants requiring urgent HIV diagnosis.

(Note The standard 6 week HIV PCR test must still be done).

If the HIV PCR result is not available at discharge, the mother should return
within1 week for the result.
If the HIV PCR result is negative, repeat at 6 weeks:

— If HIV PCR result at 6 weeks or an age-appropriate test 6 weeks after
breastfeeding has stopped, is still negative, perform HIV rapid test at 18
months of age.

— If positive at any time, start infant ART.

Also perform age-appropriate testing at any time on:
— Parental request to test the child.
— HIV-infected father or sibling.
—  Death of mother, father or sibling.
— Mothers HIV status and her whereabouts are unknown.
—  Clinical features suggest HIV infection.
— Infant has acute severe illness.
— Breastfed infant of newly diagnosed HIV-infected breastfeeding mother.
— IMCI classification of SUSPECTED SYMPTOMATIC HIV INFECTION or
POSSIBLE HIV INFECTION.
— TB diagnosis, history of TB treatment or new TB exposure.
—  Suspicion of sexual assault.
—  Wet nursed/breastfed infant fed by a woman of unknown or HIV-infected status
(and repeat age-appropriate test 6 weeks later).
—  Children considered for adoption or fostering.
Newborn child whose mother is of unknown HIV status, has died or is not
available due to abandonment or other reasons:
Perform an infant HIV rapid test and if positive perform HIV PCR. Initiate PMTCT.
Perform age-appropriate HIV testing in an HIV-uninfected child at any other time if
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clinical symptoms suggest HIV infection.

Clinical indications that HIV infection should be considered in a child are:
» If the mother is HIV-infected or if the mother’s HIV status is not known.
» If the child was HIV PCR negative but was subsequently breastfed.
» If a child has any of the following features:

- Rapid breathing or chest indrawing now (“Pneumonia”).

- Persistent diarrhoea now or in the past.

- Ear discharge now or in the past.

- Low weight for age/height or unsatisfactory weight gain.

- 22 enlarged glands of: neck, axilla or groin.

- Oral thrush.

- Parotid enlargement.

WHO staging of HIV and AIDS for children with confirmed HIV infection

Clinical Stage 1
» Asymptomatic.
» Persistent generalised lymphadenopathy.

Clinical Stage 2

» Unexplained persistent hepatosplenomegaly.

» Papular pruritic eruptions.

» Extensive wart virus infection.

» Extensive molluscum contagiosum.

» Fungal nail infections.

» Recurrent oral ulcerations.

» Unexplained persistent parotid enlargement.

» Linear gingival erythema.

» Herpes zoster.

» Recurrent or chronic upper respiratory tract infections (otitis media, otorrhoea,
sinusitis, tonsillitis).

» Seborrhoeic dermatitis.

Clinical Stage 3

» Unexplained moderate malnutrition not adequately responding to standard therapy.
» Unexplained persistent diarrhoea (= 14 days).

» Unexplained persistent fever (> 37.5°C intermittent or constant, for > 1month).
» Persistent oral candidiasis (after the first 6 weeks of life).

» Oral hairy leukoplakia.

» Acute necrotising ulcerative gingivitis or periodontitis.

» Lymph node TB.

» Pulmonary TB.

» Severe recurrent presumed bacterial pneumonia.

» Symptomatic lymphoid interstitial pneumonitis.

» Chronic HIV-associated lung disease including bronchiectasis.
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» Unexplained anaemia (< 8 g/dL), neutropaenia (< 0.5 x 109/L) and/or chronic
thrombocytopaenia (< 50 x 10%/L).

Clinical Stage 4

» Unexplained severe wasting/severe malnutrition not responding to standard therapy.

» Pneumocystis pneumonia.

» Recurrent severe bacterial infections (such as empyema, pyomyositis, bone or
joint infection or meningitis, but excluding pneumonia).

»  Chronic herpes simplex infection; (orolabial or cutaneous of >1 months duration).

» Extrapulmonary TB.

» Kaposi sarcoma.

» Oesophageal candidiasis (or candida of trachea, bronchi or lungs).

» Central nervous system toxoplasmosis (after 1 month of life).

» HIV encephalopathy.

» Cytomegalovirus infection: retinitis or cytomegalovirus infection affecting another
organ with onset at > 1 month of age.

» Extrapulmonary cryptococcosis (including meningitis).

» Disseminated endemic mycosis (extrapulmonary histoplasmosis, coccidiomycosis).

» Chronic cryptosporidiosis.

» Chronic isosporiasis.

» Disseminated non-tuberculous mycobacterial infection.

» Cerebral or B cell non-Hodgkin lymphoma.

» Progressive multifocal leukoencephalopathy.

» Symptomatic HIV-associated nephropathy or HIV-associated cardiomyopathy.

DIAGNOSIS IN CHILDREN
Testing must be done with counselling of parent/legal guardian/primary caregiver
and, where appropriate, the child/and the appropriate consent obtained.

Children < 18 months of age: (HIV PCR test)

» Do HIV PCR at 6 weeks of age in all HIV exposed infants.

» If positive confirm with a 2" HIV PCR test. Initiate treatment while awaiting the
2""HIV PCR test result.

» If the child is breast fed and the 6-week HIV PCR is negative, testing should be
repeated 6 weeks after complete cessation of breastfeeding. (If the child is = 18
months, an ELISA or rapid test can be done).

» If an exposed child reaches 18 months of age and has not had a positive HIV
PCR test or positive HIV infection diagnosis, a rapid test should be done.

» If at any time the child has evidence suggesting HIV infection, even if this is < 6
weeks of age, the child should be tested for HIV infection. If the HIV PCR test
was done before 6 weeks and is negative, it should be repeated at 6 weeks.

In children = 18 months of age: (HIV rapid/ELISA tests)
» I 1T HIV rapid test is positive, confirm the result with a 2" HIV rapid test using a
kit from a different manufacturer (preferably on different blood specimens).
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» If 2" HIV rapid test is not available, confirm diagnosis with an ELISA.
Note:

- Negative tests do not exclude infection until 6 weeks after birth and 6 weeks after
exposure to other risk of HIV infection (including cessation of breastfeeding).

- Children with discordant HIV test results must be discussed with an expert.

- Do not repeat HIV rapid/Elisa tests in children on established ART.

11.5 THE HIV EXPOSED INFANT

DESCRIPTION

An infant whose mother is HIV-infected, or in whom HIV infection has not been
confirmed or excluded.

Transmission of HIV infection from mother to child may occur during pregnancy,
during delivery or via breastfeeding. Prevention of transmission of infection from
mother to child can be effectively carried out with a very high success rate by means
of suppressing the mother’s VL and giving ARVs to the infant.

Where the mother's VL cannot be suppressed the risk of breast milk transmission
remains significant.

The PMTCT care plan starts with the mother and may take one of the following

routes once she is diagnosed as HIV-infected:

1. HIV-infected pregnant women receive combined ART to suppress the VL to
undetectable levels after which the risk of breastfeeding transmission is
negligible. ART may have been started before the woman became pregnant or
may only be started during pregnancy as soon as the infection is detected.

»  If the mother is started on ART early in pregnancy (i.e. > 4 weeks before
delivery), and continues while breastfeeding: Give ARV prophylaxis (NVP)
to the infant until 6 weeks of age.

- If 6 week infant PCR is positive: Start infant ART, stop NVP and
continue breastfeeding. Start cotrimoxazole prophylaxis.

»  If the mother is started on ART late during pregnancy (i.e. < 4 weeks before
delivery) or at delivery: Give NVP to the infant until 12 weeks of age.

- If 6 week infant PCR is positive: Stop NVP, continue breastfeeding,
start infant ART and cotrimoxazole prophylaxis.

»  HIV-infected mother who has not received ART by delivery:

- Initiate mother on ART, and give NVP to the infant until 12 weeks of
age. If 6 week infant PCR is positive: Stop NVP, continue
breastfeeding, start infant ART and cotrimoxazole prophylaxis.

»  Mother with previously unknown HIV status, newly diagnosed HIV-infection
and presents within 72 hours of delivery:

- Initiate mother on ART and initiate infant ARV prophylaxis:

e NVP: Start immediately and then daily for 12 weeks.

»  If mother with previously unknown HIV status, newly diagnosed HIV-

infected and presents > 72 hours after delivery:
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- Infant is breastfed or stopped breastfeeding < 1 week previously:
e Infant AZT + NVP started and mother to be initiated on ART. HIV
PCR test done and obtain result within 7 days.
0 Negative HIV PCR: Stop AZT and give NVP for 12 weeks.
o Positive HIV PCR: Initiate infant on ART and confirm with a
2" HIV PCR.
- Infant not breastfed and has not breast fed in the previous 1 week:
e Initiate mother on ART. Do HIV PCR and get results within 7 days.
o Negative HIV PCR: 2" HIV PCR at 6 weeks of age.
o Positive HIV PCR: Initiate infant on ART and confirm with a
2" HIV PCR.

»  If the mother has been on lifelong ART before the pregnancy, she must
have a VL at 1% booking. If VL is not suppressed, this must be addressed
and infant ARV prophylaxis appropriately adjusted.

- VL > 1000: Consider adherence problems or viral resistance. Seek
expert advice for the management of the mother and the child.

- VL< 1000 and mother is breastfeeding: Give NVP to the infant until 6
weeks of age. If 6 week infant PCR is positive: Stop NVP, continue
breastfeeding, start infant ART and cotrimoxazole prophylaxis.

2. Orphaned or abandoned infants and mother’s HIV status is unknown:
e  Give NVP immediately and test infant with rapid HIV test.
o Positive rapid HIV test: NVP daily for 6 weeks.
0 Negative rapid HIV test: Discontinue NVP.

Perform PCR testing on all HIV exposed infants at 6 weeks of age, and if negative,
perform an ELISA/HIV rapid test at 18 months of age (or an age-appropriate test 6
weeks after cessation of breastfeeding).

Note: For recommendations on when to perform additional tests, refer to the

guidance on “When to Test” (Section: HIV infection in children).
LoE: 1"

Infant regimens
Infant Regimen Comment
Mother starting ART | 1. Mother starts ART > 4 weeks before PCR positive at
in pregnancy delivery: any time
(including TDF + e NVP at birth and then daily for 6 weeks. | including the 6
EFV +3TCor FTC) | OR week test:
2. Mother starts ART < 4 weeks before Confirm with 2™
delivery, or at delivery: HIV PCR test,
o NVP at birth and then daily for 12 stop PMTCT
weeks. and start ART.
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Mother on lifelong
ART, initiated
before pregnancy
(including TDF +
EFV + 3TC or FTC)

Mother has VL at booking:

1. Mother VL < 1000:

¢ NVP at birth and then daily for 6 weeks.
2. Mother VL > 1000:

Mother failing 1%"line and initiated on
2" line:

» >4 weeks before delivery

e AZT + NVP for 6 weeks.

» <4 weeks before delivery
e AZT + NVP for 12 weeks.

Mother failing 2™ line ART:
Refer for specialised management.

Mother did not get
any ART before or
during delivery and
diagnosed HIV-
infected post
delivery.

Presents < 72 hours of delivery:

Mother to be initiated on ART.

¢ NVP immediately and then daily for 12
weeks.

Presents > 72 hours from delivery:
» Infant is breastfed or stopped breast
feeding < 1 week previously.

e AZT + NVP started and HIV PCR
sent. Initiate mother on ART. Get
HIV PCR result within 7 days:

o Negative: Stop AZT, and give
NVP for 12 weeks.

o Positive: Initiate infant on ART
and confirm with a 2" HIV PCR.

» Infant not breastfed and has not
breastfed in the previous 1 week.
o Initiate mother on ART. Do HIV
PCR and get results within 7 days:
0 Negative: Check PCR at 6 weeks
of age.
o Positive: Initiate infant on ART
and confirm with a 2" HIV PCR.

Unknown maternal
status because
orphaned or
abandoned.

¢ Give NVP immediately* and test
infant with rapid HIV test.

o Positive: If presents < 72 hours of
delivery, give NVP daily for 6 weeks.
Check PCR at 6 weeks of age.

0 Negative: Discontinue NVP.

(If on NVP
prophylaxis for
12 weeks and

2"'HIV PCR

confirmatory
test was
negative:

Repeat HIV

PCR at 16

weeks).

* If rapid HIV test can be done < 2 hours, wait for HIV result before commencing NVP.
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Infant PMTCT dosages:
Premature and low-birth weight newborns (< 2 kg) are treated in hospital.

Daily prophylaxis for 6 or 12 weeks administered to infants, as indicated above:

» Give 1% dose as soon as possible after birth.

» If baby vomits: Repeat dose once only.

» Ifinfant HIV PCR is positive at any time, stop prophylactic ARV, confirm with 2
PCR and initiate/refer for ART, while awaiting 2" PCR result.

» Continue normal breastfeeding and start cotrimoxazole prophylaxis if > 6 weeks
of age.

Nevirapine (NVP) dose for infant on PMTCT:
Newborns = 2 kg and infants:
o Nevirapine, oral, daily.

Weight Dose syrup Age
kg mg 10 mg/mL Months
2-2.5Kkg 10 mg 1 mL .
>2.5 kg 15 mg 15mL Birth—6 weeks
>2.5-7 kg 20 mg 2 mL >6 weeks—6 months

Zidovudine (AZT) dose for infant on PMTCT:
Newborns > 2 kg and infants:
e Zidovudine, oral, 4 mg/kg/dose 12 hourly.

Weight Dose Syrup Age
kg mg 10 mg/mL Months
2-2.499 kg 10mg 1 mL Birth—6 weeks
22.5 kg 15 mg 1.5 mL >6 weeks

Feeding advice

» Exclusive breast feeding is strongly recommended for the 1% 6 months, after
which the nutritional needs of the child will require the introduction of
complementary foods, while breastfeeding continues.

» Mothers failing 2" or 3 line regimens should not breastfeed, provided the mother
fulfils the AFASS (affordable, feasible, acceptable, sustainable and safe) criteria.

» If women are switched from 1% to 2™ line therapy during pregnancy or
breastfeeding, consult with a practitioner experienced and knowledgeable of the
factors informing the feeding option decision.

» The mother should be encouraged to breastfeed as the advantages of breast
feeding exceed the risks of HIV transmission in a mother on effective ART.

» Use of flash pasteurisation or Pretoria pasteurisation to reduce HIV transmission
is supported but may pose significant barriers to successful breast milk feeding
due to the effort involved.

Cotrimoxazole prophylaxis

Initiation:

» All HIV exposed or infected infants, starting from 6 weeks of age.
» Any child 1-5 years of age with CD4 < 25%.
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» Any child > 5 years of age with CD4 < 350.
e Cotrimoxazole, oral, once daily (everyday). See dosing table, pg 22.3.

Discontinuation:

» Child is HIV-uninfected and has not been breastfed for the last 6 weeks.

» HIV-infected child > 1 year of age whose immune system is fully reconstituted
on ART (i.e. 1-5 year: CD4 > 25% or > 5 years: CD4 > 350 on 2 tests at least
3-6 months apart).

» Child is HIV-infected with PCP infection: after treatment, continue cotrimoxazole
prophylaxis till 5 years of age.

Mother declines infant ARV prophylaxis.

11.6 MANAGEMENT OF HIV-INFECTED CHILDREN

DESCRIPTION
HIV-infected child: An infant/child in whom HIV infection has been confirmed with
2 age appropriate tests. See Section 11.5. The HIV exposed infant.

GENERAL AND SUPPORTIVE MEASURES

» ldentify a caregiver who can supervise the child’s treatment.

» Link the HIV interventions to the regular well infant visits/nutritional care. Ensure
the road to health booklet is correctly filled and used to reflect and guide care.

Counselling is a vital part of the successful care of children with HIV infection and
their families. Specific matters requiring attention are:
» The implications of the disease to the family.
» Implications of treatment and understanding of the condition and its care.
» The disclosure process within the family and extended family should be
encouraged. Besides the caregiver, help from the family is often useful.
» Disclosure to the child appropriate to age and maturity with the parents’ support.
- Find out what the child understands of their illness and what they would like
to know.
- Disclosure should be child led in terms of information required, language
used and educational/emotional readiness.
- Anticipate the effects of disclosure on the child, family and other contacts
such as friends and school colleagues.
- Ensure that in disclosure the child is constantly reassured of the
parents/caregivers love.

Treatment of mothers, caregivers and other family members:

» Always ask about the caregiver’s health, and the health of other family members.

» Ensure that mothers and other family members have timeous access to medical
care including ART.

» Encourage breastfeeding in all mothers with HIV-infected children, with
introduction of complementary foods from 6 months of age.
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» At every visit ask about TB contacts and TB symptoms in all children and their

caregivers.

Standardised national monitoring for infants and children with HIV

At initial diagnosis of HIV

Purpose

Verify HIV status.

To ensure that national testing algorithm
has been followed.

Document weight, height, head
circumference (< 2 years of age) and
development.

To monitor growth and development.

Screen for TB symptoms.

To identify TB and HIV co-infection

Do CD4 count.

Children < 5 years: Baseline. Do not wait
for CD4 count to start ART.

Children = 5 years: To assist in
determining eligibility for ART.

Hb or FBC if available.

To detect anaemia or neutropenia.

At routine follow-up visits (patients
not yet on ART)

Purpose

Document weight, height, head
circumference (< 2 years) and
development.

To monitor growth and development.

If > 5 years: Check that a CD4 count has
been done in the last 6 months.

To determine eligibility for ART.

If > 5 years: WHO clinical staging.

To determine eligibility for ART.

Screen for TB symptoms.

To identify TB/HIV co-infection.

At initiation of ART (baseline)

Purpose

Hb or FBC.

If < 8 g/dL: Manage appropriately.

CD4 count (if not performed in last 6
months).

Baseline assessment.

If on Pl-based regimen: Cholesterol +
triglyceride.

Baseline assessment.

If considering TDF-based regimen:
Serum creatinine + urine dipstick test.

If abnormal refer for specialist opinion.

If jaundiced or on TB treatment: ALT.

To detect liver dysfunction.

On ART

Purpose

Height, weight, head circumference (if
child < 2 years) and development.

To monitor growth and development.
Adjust dosing at each visit according to
weight gain.

Clinical assessment including
medicine-related adverse events.

To monitor response to ART and detect
adverse effects.

CD4: 1 year on ART, and then 12
monthly.

To monitor response to ART.
Stop cotrimoxazole prophylaxis if
indicated.

11.25




CHAPTER 11 HIV AND AIDS

On ART Purpose

Viral load:

» < 5 years: At month 6 and 12 on To monitor viral response to ART.
ART, then annually.

» 5—15 years: At month 6 on ART, and | To identify treatment failure and
if suppressed - annually. adherence problems.

If on AZT: Hb or FBC: At month 1, 2, 3 To identify AZT-related anaemia.
and then annually.

If on Pl-based regimen:
LDL-cholesterol + triglyceride: At 1 year| To monitor for Pl-related metabolic side
and then 12 monthly. effects.

MEDICINE TREATMENT

Cotrimoxazole prophylaxis

Initiation:

» All HIV exposed or infected infants, starting from 6 weeks of age.

» Any child 1-5 years of age with CD4 < 25%.

» Any child >5 years of age with CD4 < 350.

e Cotrimoxazole, oral, once daily (everyday). See dosing table, pg 22.3.

Discontinuation:

» Child is HIV-uninfected and has not been breastfed for the last 6 weeks.

» HIV-infected child > 1 year of age whose immune system is fully reconstituted
on ART (i.e. 1-5 year: CD4 > 25% or > 5 years: CD4 > 350 on 2 tests at least
3-6 months apart).

» Child is HIV-infected with PCP infection: after treatment, continue cotrimoxazole
prophylaxis till 5 years of age.

Immunisation, deworming and vitamin A program
» Continue deworming and vitamin A programme as in the HIV-uninfected child.
» Continue immunisation as in the HIV-uninfected child except:
- Do not give BCG to children with symptomatic HIV unless the child has
immune reconstituted on ART.
- Give an additional dose of measles vaccine at 6 months.

- See Chapter 13: Immunisation. LoE:NIr*

Nutritional support
Specific nutritional conditions should be treated appropriately.

Antiretroviral therapy
Initiation of ART in well, uncomplicated infants shown to be PCR positive should be
carried out at PHC level.

The preparation of the child and family to start ART is critical to the success of the
treatment. Failure to achieve adherence and understanding may lead to resistance
and adversely affect the prognosis of the child.
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Eligibility for ART

Clinical criteria

» Confirmation of diagnosis of HIV infection.

AND

» Child < 5 years of age irrespective of CD4 count or staging.

» Child 2 5 years with CD4 < 500 or WHO clinical stage Ill or IV.

AND

» No medical contraindication (e.g. major organ dysfunction). If medical
contraindications are present refer to hospital for rapid review and planning.

Children requiring fast track (i.e. start ART within 7 days of being eligible if
safe to do so):

» Children < 1 year of age.

» WHO Clinical stage 4.

» MDR or XDR-TB.

» CD4 count < 200 or < 15%.

Social issues that must be addressed to ensure successful treatment

These are extremely important for success and impact on adherence. Social
challenges should be overcome and not be barriers to care. Adherence to treatment
must at least be considered probable. Disclosure to another adult living in the same
house is encouraged so that there is someone else who can assist with the child’'s
treatment. However, absence of disclosure should not preclude ART initiation.

» Mandatory component: At least one identifiable caregiver able to supervise the
child and/or administer medication. All efforts should be made to ensure that the
social circumstances of vulnerable children (e.g. orphans) be addressed to
facilitate treatment.

» Adherence:

- High levels of adherence are required for adequate virological response and
prevention of viral resistance. This can be achieved with regular education
and support.

- All efforts to encourage this level of adherence should be made.

- Viral load measurements are useful for monitoring adherence.

- Sensitive, age-appropriate disclosure facilitates adherence.

» Mother and other family members should be assessed and treated.

Requirements before ART is initiated:

The child’s family (parents, caregivers) should understand:

» ART is life-long.

» The prognosis of the condition (treated and untreated).

» Medicines’ adverse effects and modes of action, and the risk and implications of
developing resistance, if incorrectly used.

» That all medicines should be given. If 2 1 antiretroviral is missing from the
medicine regimen, treatment should be stopped until they are all available again.
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ART regimens

» Are chosen according to age, weight, expected adverse effects, efficacy and
prior antiretroviral exposure.

» Adjust the dosage of ART according to weight, during follow up visits.

» Do not change regimens or move to 2" line therapy without clear guidance from
a practitioner experienced in child ARV medicine, as unnecessary loss of
effective regimens can shorten life expectancy. Adherence problems need to be
addressed thoroughly before switching to a 2" or 3 line regimen.

» Single medicine substitutions may only be made when medicine-specific adverse
effects are encountered, on condition that virological suppression is documented

and the matter is discussed with a practitioner experienced in child ARV medicine.

First Line Regimen

All infants and children < 3 years
or
Older children < 10 kg.

ABC + 3TC + LPVIr.

Do not change from this regimen to regimen
below on the sole basis of increased age and
weight.

Infants < 3 months or < 3 kg: Seek advice on treatment regimen and dosage.

All children > 3 years and > 10 kg.

ABC + 3TC + EFV.
Do not exceed maximum adult dosage.

Adolescents > 15 years and > 40 kg.

TDF + 3TC (or FTC) + EFV.

Do not use in patients with significant
psychiatric co-morbidity, renal compromise
(creatinine clearance < 50 mL/min/1.73m?),
or co-administration of nephrotoxic
medicines.

Children < 6 weeks or < 3 kg, who
are positive at birth.

Consult a person experienced in initiating
ART in such children.

Adjustment of previous 1% line regimens

d4T-containing 1% line regimens

— If VL is suppressed: Change d4T to ABC.

— If VL is > 1000: Manage as virological
failure. If VL remains high after enhanced
adherence, refer for consideration of a
change in regimen.

— If VL is 50-1000: Consult or refer.

Change 1% line children regimen to
adult treatment, if > 15 years and >
40kg.

— If VL is > 1000: Manage as virological
failure. If VL remains high after enhanced
adherence, refer for consideration of a
change in regimen.

— If VL is 50-1000: Consult or refer.

— If VL is suppressed and on 1% line:

1. ABC +3TC + EFV.

e Change to TDF + 3TC (or FTC) + EFV.

2. ABC +3TC + LPVIr.
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e Change to TDF + 3TC (or FTC) + EFV.

Changing from a 2" child regimen requires
consultation or referral.

ddl-containing 1% line regimens Change ddl to ABC, irrespective of VL.

. (XVI
Initiating ART in children (the 6 steps/IMCI child NIMART) LoE:/II

(These steps are taken from the IMCI nursing protocol. Doctors may obtain further
guidance from the Paediatric Hospital Level EML and STG, 2013).
1. Decide if the child has confirmed HIV infection (see testing above).
2. Decide if the child is eligible to receive ART (see criteria above).
3. Decide if the caregiver is able to give ART (If not, refer to appropriate level to
ensure ability to take ART effectively and safely).
4. Decide if a nurse should initiate ART (i.e. NIMART suited patient).
a. If any of the following are present refer:
- Fast breathing.
- TB.
- Weight < 3 kg.
- General danger signs or severe disease evident.
5. Assess and record baseline information.
a. Record the following information:
- Weight and height.
- Head circumference in children < 2 years of age.
- Assess for malnutrition and anaemia.
- Feeding assessment and feeding problems.
- Development.
- Consider and screen for TB.
- WHO clinical stage.
Laboratory results: Hb, VL, CD4 count and percentage.
b. If SEVERE MALNUTRITION, SEVERE ANAEMIA or TB refer to next level of care.
c. IfPOSSIBLE TB provide appropriate follow up.
d. If Hb <10 g/dL (but not severe anaemia) treat as per IMCI. Do not delay ART.
Send appropriate laboratory tests but do not wait for results to start ART.
6. Start ART:
a. If <3 years of age OR < 10 kg: ABC+3TC+LPV/r.
b. If >3 years of age AND = 10 kg: ABC+3TC+EFV.
c. Continue (or start) cotrimoxazole prophylaxis.
d. Follow up after 1 week:
- To check ability to adhere.
- To check outstanding laboratory results.
- To resolve any problems that may have arisen.
Then proceed to long term follow up (the 7 steps/IMCI child NIMART).
(These steps are taken from the IMCI nursing protocol. Doctors may obtain further

guidance from the Paediatric Hospital Level EML and STG, 2013).
1. Assess for problems:
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a. Ask if there are any problems.
b. Check for any danger signs.
c. Check for ART dangers signs:
- Severe Skin Rash.
- Difficulty breathing or severe abdominal pain.
- Yellow eyes.
- Fever, vomiting, rash.
d. Check for any other symptoms.
e. Consider TB/ask if there has been TB contact and examine at each visit.
2. Monitor progress on ART:
a. Record weight (and height every 3 months).
b. Assess development every 6 months.
c. Assess adherence and record (ask mother, self-assessment, record correct
number of pills remain, watch body language).
d. Assess for side effects. If present manage according to guidelines or refer:

— yellow eyes — rash

— nausea and vomiting — diarrhoea

— fever — headache

— sleep disturbances — nightmares

— anxiety — tingling or numbness

- lipo-atrophy LoE:1IFr*™"

e.  Assess clinical progress.
f.  Monitor blood results.
Indications for referral to a doctor include:
Not gaining weight for 3 months.
Regression of milestones.
Failure to attain milestones.
Poor adherence after adherence counselling.
Significant side effects despite appropriate management.
Deterioration of clinical stage.
CD4 count significantly dropping.
VL > 400 despite adherence counselling.
Fasting total cholesterol > 4.43 mmol/L.
Fasting TG > 5.6 mmol/L.
3. Provide further ART:
a. Continue treatment if stable and no significant side effects.
Note: Check dose is correct for current weight and adjust accordingly.
4. Provide other treatments:
a. Continue cotrimoxazole prophylaxis till: 1-5 year: CD4 > 25%; or if > 5
years: CD4 > 350; on 2 tests at least 3—-6 months apart.
5. Provide routine care:
a. Check immunisations, vitamin A, de-worming etc. have all been done.
6. Counsel the mother/caregiver:
a. Use the visit to check mother’s knowledge and need for support.
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b. Check if family and mother are receiving own necessary care.
7. Arrange further follow up:
a. Arrange follow up in 1 month (more frequently if other problems are present).

Treatment failure

» VL is the most sensitive method to detect failure of response to ART.

» Virological failure can be defined as a measurable viral load, despite optimal
adherence and optimal dosing over a four month period. Clinical and
immunological deterioration are late features of ART failure.

» The most common cause of treatment fallure is poor adherence. Adherence has
to be addressed, before switching to 2" line therapy.

Viral load (VL) Response

Lower than
detectable limits

» Praise the patient and caregiver(s) and continue 12 monthly
VL monitoring.

< 50 copies/mL » 12 monthly VL monitoring and adherence support.

50~1 000
copies/mL

» Begin step up adherence package.
» Repeat VL in 6 months.

>1 000 copies/mL | » Begin step-up adherence package.
» Repeat VL in 3 months:

VL < 400: Return to routine 6—12 monthly monitoring.

— VL 400-1000: Continue step up adherence and repeat

VL after 6 months.

— VL > 1000 despite stepped up adherence, and child is
on NNRTI based regimen: Consult or refer for switch to

2" line therapy after adherence ensured.

— Child is on a Pl-based regimen and VL > 1000, despite
stepped up adherence:

» VL < 30 000: Continue with same regimen while
monitoring VL 3-monthly. Continue stepping up
adherence and consult an expert.

» VL > 30000: Refer.

1f laboratory does not test VL of 50 copies/mL, use cut-off of < 400 copies/mL.

General ART comments

» Switch to tablets or capsules from syrups or solutions as soon as possible.
» Fixed dose combinations are preferred to single agents.

» If available, use daily dose regimens.

Side effects:

Continue ART with careful
monitoring.
Get expert advice.

Consider stopping
treatment URGENTLY.
Consult expert urgently.

Symptomatic
hyperlactataemia/ lactic
acidosis

Lactate: 2-5 mmol/L with no
signs or symptoms

Lactate > 5 mmol/L,
or
acidosis,
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or

signs or symptoms.
Anaemia Hb: 7.0-9.9 g/dL Hb <7 g/dL,

or

cardiac failure.
Neutropenia 0.4-1.2 X 10°/L < 0.4 X 10°/L

Increased liver enzymes and
hepatitis

< 9.9 X upper normal limit

= 10.0 X upper normal limit

Increased serum triglycerides | 1.54-8.46 mmol/L > 8.47 mmol/L
Increased LDL cholesterol 4.43—12.92 mmol/L 2> 12.93 mmol/L
Skin reactions - diffuse maculo- papular Vesiculation,
rash, or or
- dry desquamation ulcers,

or

exfoliative dermatitis,

or

Stevens-Johnson syndrome,
or

erythema multiforme,

or

moist desquamation,

or

elevated ALT,

or

elevated AST.

Other side effects:

- peripheral neuropathy
- myopathy

- abdominal pain

- nausea and vomiting
- pancreatitis

- headache

- fatigue

- sedative effect

- sleep disturbance

- confusion

- abnormal thinking

- probably teratogenic

Clinical evaluation.

Discuss all cases with an HIV clinician, before

interrupting therapy.
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11.7 OPPORTUNISTIC INFECTIONS, PROPHYLAXIS IN

CHILDREN
7292

Cotrimoxazole prophylaxis

Indications:

» All HIV exposed or infected infants, starting from 6 weeks of age.

» Any child 1-5 years of age with CD4 < 25%.

» Any child > 5 years of age with CD4 < 350.

¢ Cotrimoxazole, oral, once daily (everyday). See dosing table, pg 22.3.

Discontinuation:

» Child is HIV-uninfected and has not been breastfed for the last 6 weeks.

» HIV-infected child > 1 year of age whose immune system is fully reconstituted
on ART (i.e. 1- 5 year: CD4 > 25% or >5 years: CD4 > 350 on 2 tests at least
3-6 months apart).

» Child is HIV-infected with PCP infection: after treatment, continue cotrimoxazole
prophylaxis till 5 years of age.

TB prophylaxis
See Section 11.8.7: Tuberculosis: TB prophylaxis.

Immunisation
Continue immunisation as in the HIV-uninfected child except:
- Give an additional measles vaccination at 6 months of age.

- Do not give BCG to children with symptomatic HIV unless LoE:Nr™"

the child has immune reconstituted on ART.
- See Chapter 13: Immunisation.

11.8 OPPORTUNISTIC INFECTIONS, TREATMENT IN
CHILDREN

11.8.1 CANDIDIASIS, ORAL (THRUSH), RECURRENT
B20.4

MEDICINE TREATMENT
e Nystatin suspension, oral, 100 000 IU/mL, 0.5 mL after each feed.
o0 Keep in contact with the affected area for as long as possible prior to
swallowing.
0 In the older child, ask child to swirl in the mouth, prior to swallowing.
o0 Inthe infant, advise mom to apply to front of the mouth and spread over the
oral mucosa with a clean finger.
o Continue for 48 hours after resolution of symptoms.

LoE: /"™

If there is oral candidiasis and the child cannot swallow, this
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indicates the presence of oesophageal candidiasis. See Section 11.8.2:
Candidiasis, oesophageal.

11.8.2 CANDIDIASIS, OESOPHAGEAL
B20.4

MEDICINE TREATMENT

e Fluconazole, oral, 6 mg/kg once daily for 21 days. See dosing table, pg 22.4.
LoE: ™

11.8.3 DIARRHOEA, HIV ASSOCIATED
B23.8
See Section 2.9: Diarrhoea.

11.8.4 PNEUMONIA
B23.8
See Section 17.3: Respiratory tract infections.

11.8.5 MEASLES AND CHICKENPOX
B20.7
Refer all patients.

11.8.6 SKIN CONDITIONS
B20.7

These are common and include scabies, seborrhoeic eczema and others. See
Chapter 5: Skin conditions.
If no response to care as directed in the chapter, refer.

11.8.7 TUBERCULOSIS (TB)
A15.0

DESCRIPTION
TB and HIV are often co-morbid conditions. Exclude TB in all patients before
starting ART. See Section 17.4.2: Pulmonary tuberculosis, in children.

Re-evaluate the risk for TB and TB contact at each visit on history (including contact
history) and clinical examination.

TB should be considered early in non-resolving pneumonias.
Tuberculin tests are often not reliable and a negative test does not exclude TB.
If TB is suspected but cannot be proven, refer early for diagnostic evaluation.

MEDICINE TREATMENT

TB prophylaxis

Give TB prophylaxis to all children in whom no evidence of TB disease is present
and who are:
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» Exposed to a close contact with infectious pulmonary TB or
» TST positive (only the 1 time a positive TST is shown).

e Isoniazid, oral, 10 mg/kg/dose once daily for 6 months. See Section 17.4.2.1: TB
chemoprophylaxis/Isoniazid preventive therapy (IPT) in children.

Repeat course if an HIV-infected patient, irrespective of age, is re-exposed to a TB
contact at any point after completing TB treatment or prophylaxis.

If patient has been exposed to a known MDR or XDR-TB source case or the contact
case has failed standard TB treatment, refer.

TB treatment

If the child is not yet on ART:

» Commence TB treatment first. Follow with ART, usually after 2—8 weeks:
— 2 weeks if CD4 <50
— 8 weeks if CD4 > 50

. . . LoE: NI
» Check ALT before commencing ART. If the ALT is raised,

discuss this with an expert as it may not be an absolute contra-indication to
treatment.
» Be aware of the possibility of Inmune Reconstitution Inflammatory Syndrome (IRIS).

If the child is already on ART:
» Commence TB treatment taking into consideration possible medicine
interactions.

If the child needs to take concomitant ART and rifampicin:

» Abacavir and lamivudine: no dose adjustment required.

» Lopinavir/ritonavir: Add additional ritonavir to ensure an equal dose in mg of
lopinavir and ritonavir while on rifampicin. For example for each mL of LPV/r
solution (80/20 mg/mL), add 0.75 mL of ritonavir solution (80 mg/mL).

LoE:NIF*™

» Give pyridoxine (vitamin Bg) to all children on TB and ART, to
avoid development of peripheral neuropathy.

11.9 DEVELOPMENTAL DELAY OR DETERIORATION
B23.8
Refer for assessment.

11.10 ANAEMIA
B23.8
See Section 3.1: Anaemia
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11.11 COMPLICATIONS OF ART

11.11.1 LACTIC ACIDOSIS
E87.2

DESCRIPTION

All nucleoside analogues have been associated with lactic acidosis, which is rare
but life threatening. Initial symptoms vary and occur between 1-20 months (median
4 months) after starting therapy. The risk is highest with stavudine, followed by
didanosine and then zidovudine.

DIAGNOSTIC CRITERIA
Clinical

Clinical prodromal syndrome:

»  Generalised fatigue

»  Weakness and myalgia

»  Gastrointestinal symptoms:

— nausea — vague abdominal pain
— vomiting — hepatomegaly
— diarrhoea — anorexia

— unexplained weight loss
»  Respiratory symptoms: tachypnoea and dyspnoea.
»  Neurologic symptoms, including motor weakness.

Investigations
»  Laboratory abnormalities:
—  Hyperlactataemia
Raised: 2.1-5 mmol/L
Severely raised : > 5 mmol/L
— Lactic acidosis, defined by:
Lactate > 5 mmol/L.
Bicarbonate <20 mmol/L.
Severe acidosis i.e. pH < 7.3.
Increased anion gap i.e. >15 mEq/L.

REFERRAL
All urgently.

11.11.2 LIPODYSTROPHY
E88.1

DESCRIPTION
Stavudine and zidovudine, in decreasing order, are the main causes of lipoatrophy.
Lipohypertrophy was thought to be an adverse drug reaction of certain ARVs, but is
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no longer considered to be a consequence of ART, but rather a feature of HIV
infection.

Risk factors include pubertal development during protease inhibitor therapy.
Lipodystrophy contributes to non-adherence to ART as patients may be embarrassed
by their physical appearance.

The relationship between hypercholesterolaemia, insulin resistance with puberty,
hypertriglyceridaemia, body habitus and ART (especially protease inhibitors), is less
clear but an association has been described.

DIAGNOSTIC CRITERIA
»  Lipoatrophy:
- Subcutaneous fat loss (lipoatrophy) of the face, extremities or buttocks.
» Insulin resistance may be suspected if there is:
- fasting hyperglycaemia,
- frank diabetes or acanthosis nigricans,
»  Abnormal lipid profile: See Section 4.1: Prevention of ischaemic heart disease
and atherosclerosis.
- Hypercholesterolaemia, i.e. total cholesterol level > 5 mmol/L

REFERRAL
»  All with abnormal lipid profile.
»  Significant lipodystrophy for consideration of surgical intervention.

11.11.3 IMMUNE RECONSTITUTION INFLAMMATORY

SYNDROME (IRIS)
D89.3

DESCRIPTION
Clinical deterioration can occur after starting ART due an improvement in the
immune system response to organisms already causing infection, e.g.

» M. Bovis (BCG)

» M. tuberculosis (MTB)
There are 2 types of IRIS:
1. Unmasking: when a previously unsuspected condition becomes manifest.
2. Paradoxical: known condition on appropriate treatment becomes worse.

DIAGNOSTIC CRITERIA
»  Exclude other active or inadequately treated diseases (including DR-TB).
»  Presentation:

- Usually during the first 6 weeks after starting ART.

- Depends on the causative organism and the organ-system involved, e.g. TB
presents with fever, lymphadenopathy, worsening of the original tuberculous
lesion, and/or deteriorating chest radiographic manifestations such as miliary
pattern or pleural effusion.
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REFERRAL
All.

! Criteria for starting ART, CD4 < 500: WHO. Consolidated guidelines on the use of antiretroviral drugs for treating and preventing
HIV infection, June 2013.Web annexes: Chapter 7 Clinical guidance across the continuum of care: antiretroviral therapy guidelines;
section 7.1.1: When to start ART in adults and adolescents and GRADE tables.:
http://www.who.int/hiv/pub/guidelines/arv2013/annexes/en/index2.html
" Criteria for starting ART, pregnant and breastfeeding women: WHO. Consolidated guidelines on the use of antiretroviral drugs for
treating and preventing HIV infection, June 2013.Web annexes: Chapter 7 Clinical guidance across the continuum of care:
antiretroviral therapy guidelines;Section 7.1.2: When to start ART in pregnant and breastfeeding women and GRADE
tables.http://www.who.int/hiv/pub/guidelines/arv2013/annexes/en/index2. html
" Criteria for fast track of ART: WHO. Consolidated guidelines on the use of antiretroviral drugs for treating and preventing HIV
infection, June 2013; March 2014 and December 2014 supplements.http://www.who.int/hiv/pub/guidelines/arv2013/en/

Criteria for fast track of ART: National Department of Health.National consolidated guidelines for the prevention of mother-to-child
transmission of HIV (PMTCT) and the management of HIV in children, adolescents and adults, 2014 .http:/www.health.gov.za/
" Time to start ART: TB & CD4 > 50: Naidoo K, Yende-Zuma N, Padayatchi N, Naidoo K, Jithoo N, Nair G, Bamber S,Gengiah S,
El-Sadr WM, Friedland G, AbdoolKarim S. The immune reconstitution inflammatory syndrome after antiretroviral therapy initiation
in patients with tuberculosis: findings from the SAPIT trial. Ann Intern Med. 2012 Sep 4;157(5):313-
24 http://www.ncbi.nlm.nih.gov/pubmed/22944873

Time to start ART: TB & CD4 > 50: Abdool Karim SS, Naidoo K, Grobler A, Padayatchi N, Baxter C, Gray AL, Gengiah
T, Gengiah S, Naidoo A, Jithoo N, Nair G, EI-Sadr WM, Friedland G, Abdool Karim Q. Integration of antiretroviral therapy with
tuberculosis treatment. N Engl J Med. 2011 Oct 20;365(16):1492-501.http://www.ncbi.nlm.nih.gov/pubmed/22010915

Time to start ART: TB & CD4 > 50: Havlir DV, Kendall MA, Ive P, Kumwenda J, Swindells S, Qasba SS, Luetkemeyer
AF, Hogg E, Rooney JF, Wu X, Hosseinipour MC, Lalloo U, Veloso VG, Some FF, Kumarasamy N, Padayatchi N, Santos BR,
Reid S, Hakim J, Mohapi L, Mugyenyi P, Sanchez J, Lama JR, Pape JW, Sanchez A, Asmelash A, Moko E, Sawe F, Andersen J,
Sanne |; AIDS Clinical Trials Group Study A5221. Timing of antiretroviral therapy for HIV-1 infection and tuberculosis. N Engl J
Med. 2011 Oct 20;365(16):1482-91.http://www.ncbi.nlm.nih.gov/pubmed/22010914

Time to start ART: TB & CD4 > 50: Blanc FX, Sok T, Laureillard D, Borand L, Rekacewicz C, Nerrienet E, Madec Y,
Marcy O, Chan S, Prak N, Kim C, Lak KK, Hak C, Dim B, Sin Cl, Sun S, Guillard B, Sar B, Vong S, Fernandez M, Fox L,
Delfraissy JF, Goldfeld AE; CAMELIA (ANRS 1295-CIPRA KH001) Study Team. Earlier versus later start of antiretroviral therapy
in HIV-infected adults with tuberculosis. N Engl J Med. 2011 Oct 20;365(16):1471-81.http:/www.ncbi.nlm.nih.gov/pubmed/22010913
¥ Time to start ART: TB & CD4 < 50: Blanc FX, Sok T, Laureillard D, Borand L, Rekacewicz C, Nerrienet E, Madec Y, Marcy O,
Chan S, Prak N, Kim C, Lak KK, Hak C, Dim B, Sin Cl, Sun S, Guillard B, Sar B, Vong S, Fernandez M, Fox L, Delfraissy JF,
Goldfeld AE; CAMELIA (ANRS 1295-CIPRA KH001) Study Team. Earlier versus later start of antiretroviral therapy in HIV-infected
adults with tuberculosis. N Engl J Med. 2011 Oct 20;365(16):147 1-81.http://www.ncbi.nlm.nih. gov/pubmed/22010913

Time to start ART: Havlir DV, Kendall MA, Ive P, Kumwenda J, Swindells S, Qasba SS, LuetkemeyerAF, Hogg E, Rooney JF,
Wu X, Hosseinipour MC, Lalloo U, Veloso VG, Some FF, Kumarasamy N, Padayatchi N, Santos BR, Reid S, Hakim J, Mohapi L,
Mugyenyi P, Sanchez J, Lama JR, Pape JW, Sanchez A, Asmelash A, Moko E, Sawe F, Andersen J, Sanne I; AIDS Clinical Trials
Group Study A5221. Timing of antiretroviral therapy for HIV-1 infection and tuberculosis. N Engl J Med. 2011 Oct 20;365(16):1482-
91.http://www.ncbi.nlm.nih.gov/pubmed/22010914

Time to start ART: Abdool Karim SS, Naidoo K, Grobler A, Padayatchi N, Baxter C, Gray AL, GengiahT, Gengiah S, Naidoo A,
Jithoo N, Nair G, El-Sadr WM, Friedland G, Abdool Karim Q. Integration of antiretroviral therapy with tuberculosis treatment. N
Engl J Med. 2011 Oct 20;365(16):1492-501.http://www.ncbi.nlm.nih.gov/pubmed/22010915
V' Time to start ART: TB meningitis: Toérok ME, Yen NT, Chau TT, Mai NT, Phu NH, Mai PP, Dung NT, Chau NV, Bang ND,
Tien NA, Minh NH, Hien NQ, Thai PV, Dong DT, Anh do TT, Thoa NT, Hai NN, Lan NN, Lan NT, Quy HT, Dung NH, Hien TT,
Chinh NT, Simmons CP, de Jong M, Wolbers M, Farrar JJ. Timing of initiation of antiretroviral therapy in human
immunodeficiency virus (HIV)--associated tuberculous meningitis. Clin Infect Dis. 2011 Jun;52(11):1374-
83.http://www.ncbi.nlm.nih.gov/pubmed/2 1596680
“! Antiretroviral medicines: WHO. Consolidated guidelines on the use of antiretroviral drugs for treating and preventing HIV
infection, June 2013; March 2014 and December 2014 supplements.http://www.who.int/hiv/pub/guidelines/arv2013/en/

Criteria for fast track of ART: National Department of Health.National consolidated guidelines for the prevention of mother-to-
child transmission of HIV (PMTCT) and the management of HIV in children, adolescents and adults, 2014.
" ABC: Cruciani M, Zanichelli V, Serpelloni G, Bosco O, Malena M, Mazzi R, Mengoli C, Parisi SG, Moyle G. Abacavir use and
cardiovascular disease events: a meta-analysis of published and unpublished data. AIDS. 2011 Oct 23;25(16):1993-
2004.http://www.ncbi.nlm.nih.gov/pubmed/21716077

ABC: Cruciani M, Mengoli C, Malena M, Serpelloni G, Parisi SG, Moyle G, Bosco O. Virological efficacy of abacavir: systematic
review and meta-analysis. J Antimicrob Chemother. 2014 Dec;69(12):3169-3180. Epub 2014 Jul 28. Review.
http://www.ncbi.nlm.nih.gov/pubmed/25074854
*Tenofovir rSpositive hepatitis B surface antigen): Adult Hospital level STG, 2012. http://www.health.gov.za/
*2" and 3% line regimens: WHO. Consolidated guidelines on the use of antiretroviral drugs for treating and preventing HIV
infection, June 2013; March 2014 and December 2014 supplements.http://www.who.int/hiv/pub/guidelines/arv2013/en/

Criteria for fast track of ART: National Department of Health.National consolidated guidelines for the prevention of mother-to-
child transmission of HIV (PMTCT) and the management of HIV in children, adolescents and adults, 2014.
* Rifampicin-ART drug interactions: Adult Hospital level STG, 2012. http:/www.health.gov.za/
*'Cotrimoxazole: Grimwade K, Swingler, G. Cotrimoxazole prophylaxis for opportunistic infections in adults with HIV. Cochrane
Database Syst Rev. 2003;(3):CD003108. http:/www.ncbi.nlm.nih.gov/pubmed/12917946
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*"IPT: In patients not eligible for ART, positive TST: Akolo C, Adetifa |, Shepperd S, Volmink J. Treatment of latent tuberculosis
infection in HIV infected persons. Cochrane Database Syst Rev. 2010 Jan 20;(1):CD000171.
http://www.ncbi.nlm.nih.gov/pubmed/20091503

*PT: In patients not eligible for ART, negative TST: Akolo C, Adetifa I, Shepperd S, Volmink J. Treatment of latent tuberculosis
infection in HIV infected persons. Cochrane Database Syst Rev. 2010 Jan 20;(1):CD000171.
http://www.ncbi.nlm.nih.gov/pubmed/20091503

* Prolonged IPT, positive TST: Samandari T, Agizew TB, Nyirenda S, Tedla Z, Sibanda T, Shang N,Mosimaneotsile B, Motsamai
Ol, Bozeman L, Davis MK, Talbot EA, Moeti TL, Moffat HJ, Kilmarx PH, Castro KG, Wells CD. 6-month versus 36-month isoniazid
preventive treatment for tuberculosis in adults with HIV infection in Botswana: a randomised, double-blind, placebo-controlled trial.
Lancet. 2011 May 7;377(9777):1588-98. http:/www.ncbi.nlm.nih.gov/pubmed/21492926

IPT: In patients not eligible for ART negative TST: Samandari T, Agizew TB, Nyirenda S, Tedla Z, Sibanda T, Shang
N,Mosimaneotsile B, Motsamai Ol, Bozeman L, Davis MK, Talbot EA, Moeti TL, Moffat HJ, Kilmarx PH, Castro KG, Wells CD. 6-
month versus 36-month isoniazid preventive treatment for tuberculosis in adults with HIV infection in Botswana: a randomised,
double-blind, placebo-controlled trial. Lancet. 2011 May 7;377(9777):1588-98.http:/www.ncbi.nlm.nih.gov/pubmed/21492926
™ |PT: In patients not eligible for ART unknown TST status: WHO. Consolidated guidelines on the use of antiretroviral drugs for
treating and preventing HIV infection, June 2013; March 2014 and December 2014
supplements.http:/www.who.int/hiv/pub/guidelines/arv2013/en/

IPT: In patients not eligible for ART unknown TST status: National Department of Health.National consolidated guidelines for the
prevention of mother-to-child transmission of HIV (PMTCT) and the management of HIV in children, adolescents and adults,
2014.http://www.health.gov.za/
™ IPT: In patients on ART, irrespective of TST status: Rangaka MX, Wilkinson RJ, Boulle A, Glynn JR, Fielding K, van Cutsem G,
Wilkinson KA, Goliath R, Mathee S, Goemaere E, Maartens G. Isoniazid plus antiretroviral therapy to prevent tuberculosis: a
randomised double-blind placebo-controlled trial. Lancet 2014;384(9944):682-90. http:/www.ncbi.nlm.nih.gov/pubmed/24835842

IPT: In patients on ART, irrespective of TST status:Samandari T, Agizew TB, Nyirenda S, Tedla Z, Sibanda T, Shang
N,Mosimaneotsile B, Motsamai Ol, Bozeman L, Davis MK, Talbot EA, Moeti TL, Moffat HJ, Kilmarx PH, Castro KG, Wells CD. 6-
month versus 36-month isoniazid preventive treatment for tuberculosis in adults with HIV infection in Botswana: a randomised,
double-blind, placebo-controlled trial. Lancet. 2011 May 7;377(9777):1588-98.http://www.ncbi.nlm.nih.gov/pubmed/21492926
X pyridoxine: van der Watt JJ, Harrison TB, Benatar M, Heckmann JM. Polyneuropathy, anti-tuberculosis treatment and the role
of pyridoxine in the HIV/AIDS era: a systematic review. Int J Tuberc Lung Dis. 2011 Jun;15(6):722-
8.http://www.ncbi.nlm.nih.gov/pubmed/2 1477422

Pyridoxine: Zilber LA, Bajdakova ZL, Gardasjan AN, Konovalov NV, Bunina TL, Barabadze EM.The prevention and treatment of
isoniazid toxicity in the therapy of pulmonary tuberculosis. 2. An assessment of the prophylactic effect of pyridoxine in low dosage.
Bull World Health Organ. 1963;29:457-81. http:/www.ncbi.nlm.nih.gov/pubmed/14099673

Pyridoxine: Snider DE Jr. Pyridoxine supplementation during isoniazid therapy.Tubercle.1980 Dec;61(4):191-6.
http://www.ncbi.nlm.nih.gov/pubmed/6269259

Pyridoxine: Carlson HB, Anthony EM, Russell WF jr, MiddlebrookG. Prophylaxis of isoniazid neuropathy with pyridoxine. N Eng/
J Med. 1956 Jul 19;255(3):119-22. http://www.ncbi.nlm.nih.gov/pubmed/13334809
**Tetracaine 0.5 %, oral, topical: PHC STG, Chapter 1: Dental and oral conditions, 2014/15. http:/www.health.gov.za
™ Fluconazole: Jarvis JN, Harrison TS, Govender N, Lawn SD, Longley N, Bicanic T, Maartens G, Venter F, Bekker LG, Wood R,
Meintjes G. Routine cryptococcal antigen screening for HIV-infected patients with low CD4+ T-lymphocyte counts--time to
implement in South Africa? S Afr Med J. 2011 Apr;101(4):232-4. http:/www.ncbi.nlm.nih.gov/pubmed/21786721

Fluconazole: Harling G, Orrell C, Wood R. Healthcare utilization of patients accessing an African national treatment program.
BMC Health Serv Res 2007;7:80. http://www.ncbi.nlm.nih.gov/pubmed/17555564

Fluconazole: Jarvis JN, Lawn SD, Vogt M, Bangani N, Wood R, Harrison TS. Screening for cryptococcalantigenemia in patients
accessing an antiretroviral treatment program in South Africa.Clin Infect Dis 2009;48(7):856-862.
http://www.ncbi.nlm.nih.gov/pubmed/19222372
! Fluconazole: Jarvis JN, Harrison TS, Govender N, Lawn SD, Longley N, Bicanic T, Maartens G, Venter F, Bekker LG, Wood R,
Meintjes G. Routine cryptococcal antigen screening for HIV-infected patients with low CD4+ T-lymphocyte counts--time to
implement in South Africa? S Afr Med J. 2011 Apr;101(4):232-4. http://www.ncbi.nlm.nih.gov/pubmed/21786721

Fluconazole: Harling G, Orrell C, Wood R. Healthcare utilization of patients accessing an African national treatment program.
BMC Health Serv Res 2007;7:80. http://www.ncbi.nlm.nih.gov/pubmed/17555564

Fluconazole: Jarvis JN, Lawn SD, Vogt M, Bangani N, Wood R, Harrison TS. Screening for cryptococcalantigenemia in patients
accessing an antiretroviral treatment program in South Africa.Clin Infect Dis 2009;48(7):856-862.
http://www.ncbi.nlm.nih.gov/pubmed/19222372
! ART: Makadzange AT, Ndhlovu CE, Takarinda K, Reid M, Kurangwa M, Gona P, Hakim JG. Early versus delayed initiation of
antiretroviral therapy for concurrent HIV infection and cryptococcal meningitis in sub-saharan Africa. Clin Infect Dis.

2010 Jun 1;50(11):1532-8.http://www.ncbi.nlm.nih.gov/pubmed/20415574

ART: WHO guidelines: Rapid advice: Diagnosis, prevention and management of cryptococcal disease in HIV-infected adults,
adolescents and children. December, 2011. Available at: http:/www.who.int/hiv/pub/cryptococcal_disease2011/en/index.html
XU PMTCT care plan: National Department of Health.National consolidated guidelines for the prevention of mother-to-child
transmission of HIV (PMTCT) and the management of HIV in children, adolescents and adults, 2014.http://www.health.gov.za/

PMTCT care plan: Paediatric Hospital level STG, 2013. http://www.health.gov.za/

PMTCT care plan:National Department of Health. Integrated Management of Childhood llinesses
Guidelines, 2014 http://www.health.gov.za/
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PMTCT care plan: Bera E, Nkosazana J, Pauls F, Mancotywa T, Ngcelwane N, Hlati Y. Risk factors for perinatal HIV-1
transmission in pregnant women requiring lifelong antiretroviral therapy: A longitudinal study at a tertiary hospital in South Africa.
SAJOG 2010;16(1):6-13. http://www.ajolinfo/index.php/sajog/article/view/70521

PMTCT care plan: Boyd MA, Dixit NM, Siangphoe U, Buss NE, Salgo MP, Lange JM, Phanuphak P, Cooper DA, Perelson AS,
Ruxrungtham K. Viral decay dynamics in HIV-infected patients receiving ritonavir-boosted saquinavir and efavirenz with or without
enfuvirtide: a randomized, controlled trial (HIV-NAT 012). J Infect Dis. 2006 Nov 1;194(9):1319-22.
http://www.ncbi.nlm.nih.gov/pubmed/17041859

PMTCT care plan: Murray JM, Emery S, Kelleher AD, Law M, Chen J, Hazuda DJ, Nguyen BY, Teppler H, Cooper DA.
Antiretroviral therapy with the integrase inhibitor raltegravir alters decay kinetics of HIV, significantly reducing the second phase.
AIDS. 2007 Nov 12;21(17):2315-21. http:/www.ncbi.nlm.nih.gov/pubmed/18090280

PMTCT care plan: Townsend CL, Cortina-Borja M, Peckham CS, de Ruiter A, Lyall H, Tookey PA. Lowrates of mother-to-child
transmission of HIV following effective pregnancy interventions in the United Kingdom and Ireland, 2000-2006.A/DS. 2008 May
11;22(8):973-81. http://www.ncbi.nlm.nih.gov/pubmed/18453857
¥ Cotrimoxazole: WHO. Consolidated guidelines on the use of antiretroviral drugs for treating and preventing HIV infection, June
2013; March 2014 and December 2014 supplements.http://www.who.int/hiv/pub/guidelines/arv2013/en/

Cotrimoxazole: References from WHO Guidelines:

- Chintu C et al. Co-trimoxazole as prophylaxis against opportunistic infections in HIV-infected Zambian children (CHAP): a
double-blind randomised placebo-controlled trial. Lancet. 2004;364:1865—71.http://www.ncbi.nlm.nih.gov/pubmed/15555666

- Grimwade K, Swingler GH. Co-trimoxazole prophylaxis for opportunistic infections in children with HIV infection.

Cochrane Database Syst Rev. 2006;1:CD003508..http://www.ncbi.nlm.nih.gov/pubmed/16437457

- Ryan M et al. The cost-effectiveness of co-trimoxazole prophylaxis in HIV-infected children in Zambia.AIDS.
2008;22:749-57 http:/www.ncbi.nlm.nih.gov/pubmed/18356605

- Prendergast A, Walker AS, Mulenga V et al. Improved growth and anemia in HIV-infected African children taking
cotrimoxazole prophylaxis. Clin Infect Dis. 2011;52:953—6.http://www.ncbi.nlm.nih.gov/pubmed/21427404

- Walker AS et al. The impact of daily co-trimoxazole prophylaxis and antiretroviral therapy on mortality and hospital
admissions in HIV-infected Zambian children. Clin Infect Dis. 2007;44:1361—7 .http:/www.ncbi.nlm.nih.gov/pubmed/17443476

- Mulenga V et al. Effect of co-trimoxazole on causes of death, hospital admissions and antibiotic use in HIV-infected
children. AIDS. 2007;21:77-84.http://www.ncbi.nlm.nih.gov/pubmed/17148971

Cotrimoxazole: National Department of Health. National consolidated guidelines for the prevention of mother-to-child
transmission of HIV (PMTCT) and the management of HIV in children, adolescents and adults, 2014. http:/www.health.gov.za/
*“Measles vaccine: Scott P, Moss WJ, Gilani Z, Low N. Measles vaccination in HIV-infectedchildren: systematic review and meta-
analysis of safety and immunogenicity. J Infect Dis. 2011 Jul;204Suppl 1:5164-78. http:/www.ncbi.nlm.nih.gov/pubmed/21666158

Measles vaccine: Rubin LG, Levin MJ, Ljungman P, Davies EG, Avery R, Tomblyn M, Bousvaros A, Dhanireddy S, Sung L,
Keyserling H, Kang |, Infectious Diseases Society of America. 2013 IDSA clinical practice guideline for vaccination of the
immunocompromised host.Clin Infect Dis. 2014 Feb;58(3):309-18.http://www.ncbi.nlm.nih.gov/pubmed/24421306
21t ing ART regimen (children):National Department of Health.National consolidated guidelines for the prevention of mother-to-
child transmission of HIV (PMTCT) and the management of HIV in children, adolescents and adults, 2014.http://www.health.gov.za/

1%line ART regimen (children):Paediatric Hospital level STG, 2013. http:/www.health.gov.za/

1% line ART regimen (children):National Department of Health. Integrated Management of Childhood llinesses Guidelines,2014.
http://www.health.gov.za/

XWART side effects (lipohypertrophy):de Waal R, Cohen K, Maartens G. Systematic review of antiretroviral-associated
lipodystrophy: lipoatrophy, but not central fat gain, is an antiretroviral adverse drug reaction. PLoS One. 2013 May
28,8(5):€63623.http://www.ncbi.nlm.nih.gov/pubmed/23723990

*“IMeasles vaccine: Scott P, Moss WJ, Gilani Z, Low N. Measles vaccination in HIV-infectedchildren: systematic review and meta-
analysis of safety and immunogenicity. J Infect Dis. 2011 Jul;204Suppl 1:5164-78. http://www.ncbi.nlm.nih.gov/pubmed/21666158

Measles vaccine: Rubin LG, Levin MJ, Ljungman P, Davies EG, Avery R, Tomblyn M, Bousvaros A, Dhanireddy S, Sung L,
Keyserling H, Kang |, Infectious Diseases Society of America. 2013 IDSA clinical practice guideline for vaccination of the
immunocompromised host.Clin Infect Dis. 2014 Feb;58(3):309-18.http://www.ncbi.nlm.nih.gov/pubmed/24421306
®*Nystatin suspension: PHC STG, 2014. Chapter 1: Dental & oral conditions, Section 1.2 Candidiasis, oral (thrush).
http://www.health.gov.za/

“*Fluconazole: Paediatric STG, 2013. http:/www.health.gov.za/

**CD4 cut off of 50: WHO. Consolidated guidelines on the use of antiretroviral drugs for treating and preventing HIV infection,
June 2013; March 2014 and December 2014 supplements.http://www.who.int/hiv/pub/guidelines/arv2013/en/

CD4 cut off of 50:National Department of Health. National consolidated guidelines for the prevention of mother-to-child
transmission of HIV (PMTCT) and the management of HIV in children, adolescents and adults, 2014. http:/www.health.gov.za/

X opinavir/ritonavir (Rifampicin medicine interaction):Ren Y, Nuttall JJ, Egbers C, Eley BS, Meyers TM, Smith PJ, Maartens G,
Mcllleron HM. Effect of rifampicin on lopinavir pharmacokinetics in HIV-infected children with tuberculosis. J Acquir Immune Defic
Syndr. 2008 Apr 15;47(5):566-9. http://www.ncbi.nlm.nih.gov/pubmed/18197120

Lopinavir/ritonavir (Rifampicin medicine interaction):Mcllleron H, Ren Y, Nuttall J, Fairlie L, Rabie H, Cotton M, Eley B, Meyers
T, Smith PJ, Merry C, Maartens G. Lopinavir exposure is insufficient in children given double doses of lopinavir/ritonavir during
rifampicin-based treatment for tuberculosis. Antivir Ther. 2011;16(3):417-21.http://www.ncbi.nlm.nih.gov/pubmed/21555825
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The syndromic approach to Sexually Transmitted Infections (STI) diagnosis and
management is to treat the signs or symptoms (syndrome) of a group of diseases
rather than treating a specific disease. This allows for the treatment of one or more
conditions that often occur at the same time and has been accepted as the
management of choice.

It is important to take a good sexual history and undertake a thorough ano-genital
examination in order to perform a proper clinical assessment. The history should
include questions concerning symptoms, recent sexual history, sexual orientation,
type of sexual activity (oral, vaginal, anal sex), the possibility of pregnancy (females),
use of contraceptives including condoms, recent antibiotic history, antibiotic allergy
and recent overseas travel.

Suspected STI in children should be referred to hospital for further management.

GENERAL MEASURES

» Counselling and education, including HIV testing.

» Condom promotion, provision and demonstration to reduce the risk of STls.
» Compliance/ adherence with treatment.

» Contact treatment/ partner management.

» Circumcision promotion with appropriate counselling concerning condoms.
» Cervical cancer screening.

Promote HIV counselling and testing.

For negative test results repeat test after 6 weeks.

12.1 VAGINAL DISCHARGE SYNDROME (VDS)
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SEXUALLY TRANSMITTED INFECTIONS

( Abnormal vaginal discharge/ dysuria or vulval itching/ burning

Patient complains of: >

Age < 35 years

Consider vaginal candidiasis and/or bacterial vaginosis

OR
Partner has

TREATMENT

MUS?

Abnormal
discharge
confirmed?

Lower abdominal
pain (LAP)
OR
Pain on moving
the cervix?

» Metronidazole, oral, 2 g as a single dose

and

« Clotrimazole vaginal pessary 500mg inserted
as a single dose at night
or
Clotrimazole vaginal cream, inserted with an
applicator 12 hourly for 7 days

If no response: LoE:Il"
* Metronidazole, oral, 400 mg, 12 hourly for 7 days.

If no response after 7 days, refer.

TREATMENT (All cases including pregnant women)

« Ceftriaxone, IM, 250 mg as a single dose*
and

* Azithromycin, oral, 1 g, as a single dose g/
and

* Metronidazole, oral, 2 g as a single dose

LoE:I"

If vulva oedema/ curd-like discharge, erythema,
excoriations present:

Use lower abdominal pain
flowchart (LAP) and treat for
candidiasis if clinically evident.

« Clotrimazole vaginal pessary 500mg inserted
as a single dose at night

and

If vulval irritation is severe

* Clotrimazole vaginal cream, applied thinly to vulva
12 hourly and continue for 3 days after symptoms
resolve. (Maximum 2 weeks)

Ask patient to return if symptoms persist.
If no response:
» Metronidazole, oral, 400 mg, 12 hourly for 7 days.

If no response after 7 days, refer.

*People who are allergic to penicillin may also react to ceftriaxone.

If severe penicillin allergy, i.e. angioedema, anaphylactic shock or bronchospasm,
omit ceftriaxone and increase azithromycin dose to:

* Azithromycin, oral, 2 g, as a single dose.

LoE:I

For ceftriaxone IM injection: Dissolve ceftriaxone 250 mg in 0.9 mL lidocaine 1% LoE:/i"
without epinephrine (adrenaline).

Take Pap smear after treatment, if indicated according to screening guidelines.
Note: Suspected STI in children should be referred to hospital for further management.
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12.2 LOWER ABDOMINAL PAIN (LAP)
N73.9

Sexually active patient complains of lower abdominal pain
with/ without vaginal discharge

Take history (including gynaecological) and examine (abdominal and vaginal)
Emphasize HIV testing

Any of the following present:
» Pregnancy

» Missed period

» Recent delivery, TOP or

Lower abdominal tenderness
with/ without
vaginal discharge

Y
miscarriage Urinalysis resul.ts or
» Abdominal guarding and/or symptoms consistent
rebound tenderness with UTI

» Abdominal vaginal bleeding and

» Abdominal mass absence of cervical

» Fever > 38° C motion ter|1derness

*
Refer all patients for gynaecological or TREATMENT
surgical apssessment.gy ’ « Ceftriaxone, IM, 250 mg Treat as UTI
single dose* LoE:I"
SEVERELY ILL PATIENTS and
Set up an IV line and treat shock if * Azithromycin, oral, 1gas a
present. single dose LoE:I"
and

If referral is delayed > 6 hours: * Metronidazole, oral, 400 mg
« Ceftriaxone, IV, 1g (Do not dilute with 12 hourly for 7 days _ LoE/N
lidocaine 1%). Pain not improving after 48 — 72
and hours, refer urgently for
* Metronidazole, oral, 400 mg gynaecological assessment

For pain, add: Ibuprofen, oral

400 mg 8 hourly with food  |-°E™"

Discharge patient

*If severe penicillin allergy, i.e. angioedema, anaphylactic shock or
bronchospasm, omit ceftriaxone and increase azithromycin dose to:
« Azithromycin, oral, 2 g as a single dose. LoE:/

For ceftriaxone IM injection: LoE: "
Dissolve ceftriaxone 250 mg in 0.9 mL lidocaine 1% without epinephrine (adrenaline).
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12.3 MALE URETHRITIS SYNDROME (MUS)
AB4 + N34.1

C Patient complains of urethral discharge or dysuria )

v
Take history, including sexual orientation and examine.
If no visible discharge; ask patient to milk urethra.
Emphasise HIV testing and partner(s) tracing

TREATMENT

« Ceftriaxone, IM, 250 mg single dose*
and

* Azithromycin, oral, 1 g as a single dose
LoE:I"

LoE: "

If sexual partner has VDS, add:
* Metronidazole, oral, 2 g as a single dose

Urethral discharge persist after 7 days

!

Suspected ceftriaxone 250 mg treatment failure:

Buioeuy (s)4auyied asiseydwy

« Ceftriaxone, IM, 1 g single dose ** LoE:II
and

* Azithromycin, oral, 2 g as a single dose

and

* Metronidazole, oral, 2 g as a single dose, if not already
given

Refer all ceftriaxone treatment failures within 7 days for
gentamicin, IM, 240 mg as a single dose LoE:Hr™

If severe penicillin allergy, i.e. angioedema, anaphylactic shock or bronchospasm:
* omit ceftriaxone, IM, 250 mg and increase azithromycin dose to azithromycin, oral, 2 g
as a single dose  LoE:l"
** omit ceftriaxone, IM, 1 g and refer to a centre for gentamicin, IM, 240 mg as a single
dose plus azithromycin, oral, 2 g as a single dose LoE/™”

For ceftriaxone IM injection:
- Dissolve ceftriaxone 250 mg in 0.9 mL lidocaine 1% without epinephrine (adrenaline).
- Dissolve ceftriaxone 1 g in 3.6 mL lidocaine 1% without epinephrine (adrenaline)LoE: /"
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12.4 SCROTAL SWELLING (SSW)
N45.1

SEXUALLY TRANSMITTED INFECTIONS

C Sexually active patient complains of scrotal swelling/pain )

v

Take history and examine.
Emphasize HIV testing.

Scrotal swelling For pain add:

or * Ibuprofen, oral, 400 mg 8
pain confirmed? hourly with food LoE:ll

Testes rotated and elevated TREATMENT
or + Ceftriaxone, IM, 250 mg as a single
History of trauma dose* LoE:I"
or and
Other non-tender swelling not + Azithromycin, oral, 1 g as a single
thought to be due to sexual dose
activity? Review after 7 days or earlier if
necessary

Refer for surgical opinion

Improving?

Refer urgently if
suspected torsion

Complete treatment and
discharge patient.

*If severe penicillin allergy, i.e. angioedema, anaphylactic shock or
bronchospasm, omit ceftriaxone and increase azithromycin dose to:
« Azithromycin, oral, 2 g as a single dose  LoE:l"

For ceftriaxone IM injection, dissolve ceftriaxone 250 mg in 0.9 mL lidocaine 1%
without epinephrine (adrenaline). LoE:IIl"
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12.5 GENITAL ULCER SYNDROME (GUS)
AB0.9/A51.0

( Patient complains of genital sore or ulcer with/ without pain )

!

Take history and examine for ulcers and, if present, buboes.
Emphasise HIV testing.

¥ Consider genital herpes.
Emphasise HIV testing.

If HIV positive or unknown

« Aciclovir, oral, 400 mg 8
hourly for 7 days

Sexually active
within the last 3
months?

TREATMENT (If bubo present, use bubo

flowchart)

« Benzathine benzylpenicillin*, IM, 2.4 MU
immediately as a single dose**

If HIV positive or unknown HIV status, add:
« Aciclovir, oral, 400 mg 8 hourly for 7 days
LoE:Ill

Pain relief if indicated. Emphasise HIV testing.
Review all cases in 1 week.

If no improvement

Ulcer(s) healed or * Azithromycin, oral, 1gas a
clearly improving? single dose LoE:lif*

If no response after 48 hours -
refer.

| Discharge patient |

*Penicillin allergic men and non-pregnant women:

» Perform a baseline RPR and replace benzathine penicillin with:
* Doxycycline, oral, 100 mg 12 hourly for 14 days.

» Patient to return for a follow-up RPR 6 months later.  LoE:ll

*Penicillin allergic pregnant women/ breast feeding women, refer for confirmation of
new syphilis infection and possible penicillin desensitisation. LoE:/II"

For benzathine benzylpenicillin, IM, 2.4 MU: Dissolve benzathine benzylpenicillin 2.4 MU
in 6 mL lidocaine 1% without epinephrine (adrenaline). Lo/
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12.6 BUBO
A58

Patient complains of hot tender inguinal swelling with
surrounding erythema and/or oedema

Take history and examine.
Emphasise HIV testing.
Exclude hernia or femoral
aneurysm.

h 4

Bubo
confirmed?

A 4

TREATMENT

LoE:IIr™
* Azithromyecin, oral, 1 g immediately and 1 g a week later

If bubo is fluctuant

Aspirate pus in sterile manner.
Repeat every 72 hours, as necessary.

If no improvement after 14 days, refer.
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12.7 BALANITIS/BALANOPOSTHITIS (BAL)
N48.1

Patient complains of soreness/ itching of glans,
inability to retract foreskin, malodour

.

Take history and examine. Foreskin cannot
Emphasize HIV testing. be retracted
v

Retract foreskin, clean with water
filled syringe and dry if required

Complicated case: Refer

Re-examine
Symptoms
confirmed

TREATMENT

Instruct on retraction of foreskin when washing.
Wash daily with water — avoid soap while inflamed.

 Clotrimazole cream, applied 12 hourly for 7 days
Perform analysis for glycosuria. If positive, refer.

If profuse collection of watery pus under the foreskin (not
urethral in origin), add:

uoISIdWN21ID 13440

» Benzathine penicillin, IM, 2.4 MU immediately as a
single dose * LoE:lll

v

C If patient returns after 7 days? )

Treatment failure:
Refer

Poor adherence to
clotrimazole?

Repeat treatment

*Penicillin allergic men:
» replace benzathine penicillin with:
* Doxycycline, oral, 100 mg 12 hourly for 14 days.

For benzathine benzylpenicillin, IM, 2.4 MU: Dissolve benzathine benzylpenicillin
2.4 MU in 6 mL lidocaine 1% without epinephrine (adrenaline). LoE: "
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12.8 SYPHILIS SEROLOGY AND TREATMENT
A53.9

Syphilis serology

The Rapid Plasmin Reagin (RPR) measures disease activity, but is not specific for
syphilis. False RPR positive reactions may occur, notably in patients with connective
tissue disorders (false positive reactions are usually low titre < 1:8). For this reason,
positive RPR results should be confirmed as due to syphilis by further testing of the
serum with a specific treponemal test, e.g.:

» Treponema pallidum haemagglutination (TPHA) assay.

» Treponema pallidum particle agglutination (TPPA) assay.

» Fluorescent Treponemal Antibody (FTA) assay.

» Treponema pallidum ELISA.

» Rapid treponemal antibody test.

Screening can also be done the other way around starting with a specific treponemal
test followed by a RPR in patients who have a positive specific treponemal test. This
is sometimes referred to as the “reverse algorithm”.

Once positive, specific treponemal tests generally remain positive for life.

The RPR can be used:

» To determine if the patient’s syphilis disease is active or not,

» To measure a successful response to therapy (at least a fourfold reduction in
titre, e.g. 1:256 improving to 1:64), or

» To determine a new re-infection.

Some patients, even with successful treatment for syphilis, may retain life-long

positive RPR results at low titres (<1:8), which do not change by more than one

dilution difference (up or down) over time (so-called serofast patients).

Note:

» Up to 30% of primary syphilis cases, i.e. those with genital ulcers may have a
negative RPR.

» The RPR is always positive in the secondary syphilis stage and remains high
during the first two (infectious) years of syphilis.

For syphilis treatment in pregnancy, see Section 6.2.4 Syphilis in pregnancy.

MEDICINE TREATMENT
Early syphilis treatment
Check if treated at initial visit.
« Benzathine benzylpenicillin, IM, 2.4 MU immediately as a single dose.
o Dissolve benzathine benzylpenicillin, IM, 2.4 MU in 6 mL lidocaine 1% without
epinephrine (adrenaline).
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Perform RPR if indicated:
» sexual assault case

» suspected tertiary syphil

» suspected secondary syphilis

» 6 month follow-up of early syphilis cases treated with doxycycline

is

RPR results

positive negative

A 4
Previous RPR
results available

Symptoms/ Treat as early syphilis
signs of
genital * Benzathine benzylpencillin

and previously ulcer or IM, 2.4 MU immediately as a
treated for secondary single dose
syphilis? syphilis

present?

» Rules out secondary/ tertiary syphilis
» Repeat RPR in 3 months only in
sexual assault cases
» Indicates cure in previously treated syphilis case

Treat as late syphilis

* Benzathine benzylpencillin
IM, 2.4 MU once weekly for 3
weeks

v Current RPR is 4
What was fold or more higher
the last RPR than the last RPR,

result? e.g. was 1:8 and

now 1:32 or higher

H<

Was there a negative RPR
in the last 2 years?

)

A
Current RPR is 4 fold lower, or, in a
known “serofast patient, is the same,
lower or no more than 2 fold higher than
the last RPR e.g. was 1:4 and now no
more than1:8 (*Refer to text)

* Benzathine
benzylpencillin IM,
2.4 MU once weekly
for 3 weeks

* Benzathine
benzylpencillin IM,
2.4 MU immediately
as a single dose

Late and early syphilis:
» record titre on patient’s record

» issue a partner notification slip

and

» repeat RPR in 6 months if treated
with doxycycline LoE:lll

2.4 MU in 6 mL lidoca

For benzathine benzylpenicillin, IM, 2.4 MU: Dissolve benzathine benzylpenicillin

ine 1% without epinephrine (adrenaline). Loe:i
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In penicillin-allergic patients:
o Doxycycline, oral, 100 mg twice daily for 14 days.

If penicillin-allergic and pregnant: Refer for penicillin desensitisation.

Late syphilis treatment
Check if treatment was commenced at initial visit.
¢ Benzathine benzylpenicillin, IM, 2.4 MU once weekly for 3 weeks.
o Dissolve benzathine benzylpenicillin, IM, 2.4 MU in 6 mL lidocaine 1% without
epinephrine (adrenaline).

If penicillin-allergic and pregnant: Refer for penicillin desensitisation.

REFERRAL
» Neurosyphilis.
» Clinical congenital syphilis.

12.9 TREATMENT OF MORE THAN ONE STI SYNDROME

STl syndromes | Treatment (new episode)

MUS + SSW Treat according to SSW flow chart.

MUS + BAL Treat according to MUS flow chart.
AND
o Clotrimazole cream, 12 hourly for 7 days.

MUS + GUS o Ceftriaxone, IM, 250 mg immediately as a single dose.
AND

e Azithromycin, oral, 1 g as a single dose.

AND

+ Aciclovir, oral, 400 mg 8 hourly for 7 days*.

Treat according to LAP flow chart.

VDS + LAP AND

Treat for candidiasis, if required (see VDS flow chart).
VDS + GUS o Ceftriaxone, IM, 250 mg immediately as a single dose.

AND

e Metronidazole, oral, 2 g immediately as a single dose.

AND

e Azithromycin, oral, 1 g as a single dose.

AND

e Aciclovir, oral, 400 mg 8 hourly for 7 days*.

AND

Treat for candidiasis, if required (see VDS flow chart).

LAP + GUS o Ceftriaxone, IM, 250 mg immediately as a single dose.

AND
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e Metronidazole, oral, 400 mg 12 hourly for 7days.

AND
« Aciclovir, oral, 400 mg 8 hourly for 7 days*.

SSW + GUS o Ceftriaxone, IM, 250 mg immediately as a single dose.
AND

+ Aciclovir, oral, 400 mg 8 hourly for 7 days®*.

*Treat with aciclovir only if HIV status is positive or unknown.

**Penicillin allergic men and non-pregnant women avoid ceftriaxone and refer to
relevant algorithms.

Penicillin allergic pregnant or breastfeeding women, refer for penicillin
desensitisation.

12.10 GENITAL MOLLUSCUM CONTAGIOSUM (MC)
B08.1

DESCRIPTION

This is a viral infection which can be transmitted sexually and non-sexually. It is usually
self-limiting but can be progressive in an advanced stage of immunodeficiency.

Clinical signs include papules at the genitals or other parts of the body.

The papules usually have a central dent (umbilicated papules).

MEDICINE TREATMENT
e Tincture of iodine BP.
o Apply with an applicator to the core of the lesions.

12.11 GENITAL WARTS (GW): CONDYLOMATA ACCUMINATA
ABG3.0

DESCRIPTION

The clinical signs include:

» Warts on the ano-genital areas, vagina, cervix, meatus or urethra.
» Warts can be soft or hard.

In most cases, warts resolve without treatment after 2 years in non-
immunosuppressed patients.

GENERAL MEASURES

» If warts do not look typical or are fleshy or wet, perform a RPR test to exclude
secondary syphilis, which may present with similar lesions.

» Emphasise HIV testing.

REFERRAL
» All patients with:
— warts > 10 mm
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— inaccessible warts, e.g. intra-vaginal or cervical warts
— numerous warts

12.12 PUBIC LICE (PL)
B85.3

DESCRIPTION

Infestation of lice mostly confined to pubic and peri-anal areas, and occasionally
involves eyelashes.

The bites cause intense itching, which often results in scratching with bacterial super-
infection.

GENERAL MEASURES
Thoroughly wash clothing and bed linen that may have been contaminated by the
patient in the 2 days prior to the start of treatment in hot water and then iron.

MEDICINE TREATMENT

o Benzyl benzoate 25%
o Apply to affected area.
o0 Leave on for 24 hours, then wash thoroughly.
0 Repeatin 7 days.

Pediculosis of the eyelashes or eyebrows
e Petroleum jelly.
o Apply to the eyelid margins (cover the eyelashes) daily for 10 days to smother

lice and nits.
o Do not apply to eyes.
REFERRAL

All children with lice on pubic, perianal area and eyelashes to exclude sexual abuse.

i Criteria for STI therapy in VDS: Unpublished surveillance data for VDS at Alexander Health Centre, Gauteng (2007 -2012) shared
by NICD: Centre for STl and HIV.
ii: Metronidazole: Swedberg J, Steiner JF, Deiss F, Steiner S, Driggers DA. Comparison of single-dose vs. one-week course of
metronidazole for symptomatic bacterial vaginosis.JAMA. 1985 Aug 23-30;254(8):1046-9.
http://www.ncbi.nlm.nih.gov/pubmed/3894707

Metronidazole: Kissinger P, Secor WE, Leichliter JS, Clark RA, Schmidt N, Curtin E, Martin DH. Early repeated infections with
Trichomonasvaginalis among HIV-positive and HIV-negative women.Clin Infect Dis. 2008 Apr 1;46(7):994-9.
http://www.ncbi.nlm.nih.gov/pubmed/18444815

Metronidazole: Kissinger P, Mena L, Levison J, Clark RA, Gatski M, Henderson H, Schmidt N, Rosenthal SL, Myers L, Martin DH.
A randomized treatment trial: single versus 7-day dose of metronidazole for the treatment of Trichomonasvaginalis among HIV-
infected women. J Acquir Immune DeficSyndr. 2010 Dec 15;55(5):565-71. http://www.ncbi.nlm.nih.gov/pubmed/21423852
iii: Ceftriaxone:Newman LM, Moran JS, Workowski KA. Update on the management of gonorrhea in adults in the United States. Clin
Infect Dis. 2007 Apr 1;44Suppl 3:584-101.Review. http://www.ncbi.nlm.nih.gov/pubmed/17342672

Ceftriaxone:lto M, Yasuda M, Yokoi S, Ito S, Takahashi Y, Ishihara S, Maeda S, Deguchi T. Remarkable increase in central Japan
in 2001-2002 of Neisseria gonorrhoeaeisolates with decreased susceptibility to penicillin, tetracycline, oral cephalosporins, and
fluoroquinolones. Antimicrob Agents Chemother. 2004 Aug;48(8):3185-7. http://www.ncbi.nIm.nih.gov/pubmed/15273147

Ceftriaxone:Tanaka M, Nakayama H, Tunoe H, Egashira T, Kanayama A, Saika T, Kobayashi |, Naito S. A remarkable reduction
in the susceptibility of Neisseria gonorrhoeae isolates to cephems and the selection of antibiotic regimens for the single-dose
treatment of gonococcal infection in Japan. J Infect Chemother. 2002 Mar;8(1):81-6. http://www.ncbi.nim.nih.gov/pubmed/11957125

Ceftriaxone:Deguchi T, Yasuda M, Yokoi S, Ishida K, Ito M, Ishihara S, Minamidate K, Harada Y, Tei K, Kojima K, Tamaki M,
Maeda S. Treatment of uncomplicated gonococcal urethritis by double-dosing of 200 mg cefixime at a 6-h interval. J Infect
Chemother. 2003 Mar;9(1):35-9. http://www.ncbi.nim.nih.gov/pubmed/12673405
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Ceftriaxone:Lewis DA. Gonorrhoea resistance among men-who-have-sex-with-men: what'’s oral sex got to do with it? S Afr J Epid
Infect. 2013;28: 77. www.sajei.co.za/index.php/SAJEL/article/download/569/706

Ceftriaxone: Lewis DA, Sriruttan C, Miiller EE, Golparian D, Gumede L, Fick D, de Wet J,Maseko V, Coetzee J, Unemo M.
Phenotypic and genetic characterization of the first two cases of extended-spectrum-cephalosporin-resistant Neisseria gonorrhoeae
infection in South Africa and association with cefixime treatment failure. J AntimicrobChemother. 2013 Jun;68(6):1267-70.
http://www.ncbi.nim.nih.gov/pubmed/23416957

Ceftriaxone: Lewis DA. The role of core groups in the emergence and dissemination ofantimicrobial-resistant N gonorrhoeae. Sex
Transm Infect. 2013 Dec;89Suppl4:iv47-51. Review. http://www.ncbi.nIm.nih.gov/pubmed/24243880

Ceftriaxone: Health Protection Agency. Gonoccocal Resistance to Antimicrobials Surveillance Programme (GRASP) Action Plan
for England and Wales: Informing the Public Health Response. (Ed.A(Eds) (HPA, London, 2013)

Ceftriaxone: Bignell C, Fitzgerald M; Guideline Development Group; British Association for Sexual Health and HIV UK. UK
national guideline for the management of gonorrhoea in adults, 2011. Int J STD AIDS. 2011 Oct;22(10):541-7.
http://www.ncbi.nim.nih.gov/pubmed/21998172

Ceftriaxone: Centers for Disease Control and Prevention. Cephalosporin-resistant Neisseria gonorrhoeae public health response
plan. (Ed.*(Eds) (CDC, Atlanta, 2012)

Ceftriaxone: Centers for Disease Control and Prevention. Update to CDC's Sexually transmitted diseases treatment guidelines,
2010: oral cephalosporins no longer a recommended treatment for gonococcal infections. MMWR Morb Mortal Wkly Rep. 2012;6:
590-594. http://www.cdc.gov/mmwr/preview/mmwrhtml/mme6131a3.htm
iv: Azithromycin: Lau CY, Qureshi AK. Azithromycin versus doxycycline for genital chlamydial infections: a meta-analysis of
randomized clinical trials. Sex Transm Dis. 2002 Sep;29(9):497-502. http://www.ncbi.nlm.nih.gov/pubmed/12218839

Azithromycin:Bignell C, Garley J. Azithromycin in the treatment of infection with Neisseria gonorrhoeae. Sex Transm Infect. 2010
Nov;86(6):422-6. http://www.ncbi.nlm.nih.gov/pubmed/20940153

Azithromycin: Stamm WE, Hicks CB, Martin DH, Leone P, Hook EW 3rd, Cooper RH, Cohen MS, Batteiger BE, Workowski K,
McCormack WM. Azithromycin for empirical treatment of the nongonococcal urethritis syndrome in men. A randomized double-blind
study.JAMA. 1995 Aug 16;274(7):545-9. http://www.ncbi.nlm.nih.gov/pubmed/7629982

Azithromycin: Lister PJ, Balechandran T, Ridgway GL, Robinson AJ. Comparison of azithromycin and doxycycline in the
treatment of non-gonococcal urethritis in men.J AntimicrobChemother. 1993 Jun;31Suppl E:185-92.
http://www.ncbi.nIm.nih.gov/pubmed/8396092

Azithromycin: Schwebke JR, Rompalo A, Taylor S, Sefia AC, Martin DH, Lopez LM, Lensing S, Lee JY. Re-evaluating the
treatment of nongonococcal urethritis: emphasizing emerging pathogens--a randomized clinical trial. Clin Infect Dis. 2011 Jan
15;52(2):163-70. http://www.ncbi.nlm.nih.gov/pubmed/21288838

Azithromycin: Manhart LE, Gillespie CW, Lowens MS, KhosropourCM,Colombara DV, Golden MR, Hakhu NR, Thomas KK,
Hughes JP, Jensen NL, Totten PA. Standard treatment regimens for nongonococcal urethritis have similar but declining cure rates: a
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The contents of this chapter are based on the National
Vaccinators Manual that contains recommendations from the
National Advisory Group on Immunisation (NAGI).

13.1 IMMUNISATION SCHEDULE

Any medical incident that takes place after immunisation causes concern and
if believed to be caused by immunisation should be reported.

» Every clinic day is an immunisation day.

» Never miss a chance to immunise — never turn a child away if an immunisation
is needed, even if it means opening a multidose vial for just one child.

» Check the Road to Health Booklet every time the child visits the clinic, and give
missed immunisations. These should be given according to the catch-up
schedule which is shown in the table on page 4.

» Mild illnesses are not a contra-indication to immunisation — most children who
are well enough to be sent home, are well enough to be immunised. Do not
immunise a sick child if the mother seriously objects, but encourage her to bring
the child for immunisation on recovery.

» Give an extra dose if in doubt whether a child has had a certain dose or not, as
extra doses are not harmful.

» All vaccines listed in the table can be given safely at the same time, but should
not be mixed in the same syringe.

» Serious adverse events following immunisation are uncommon. All adverse
events other than mild systemic symptoms (irritability, fever > 39°C) and minor
local reactions (redness/swelling at infection site) should be reported.

There are very few contra-indications, but many missed opportunities.

Adverse events requiring reporting

Local reactions

» Severe local reaction (swelling extending > 5 cm from the injection site or
redness and swelling for > 3 days).

» Lymphadenitis.

» Injection site abscess.

Systemic reactions

» All cases of hospitalisation (thought to be related to immunisation).
» Encephalopathy within 7 days.

» Collapse or shock-like state within 48 hours.

» Fever of more than 38°C within 48 hours.

» Seizures within 3 days.

» All deaths (thought to be related to immunisation).

Conditions that are not contraindications to any of the standard EPI vaccines
» Family history of any adverse reactions following vaccination.

» Family history of convulsions.

» Previous convulsions.

» Previous measles, mumps, rubella or pertussis-like illness.
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13.2 CHILDHOOD IMMUNISATION SCHEDULE

Preterm birth.
History of jaundice after birth.

Stable neurological conditions such as cerebral palsy and trisomy 21.
Contact with an infectious disease.
Minor iliness (without systemic illness and with a temperature below 38.5°C).

Treatment with antibiotics.

Asthma, eczema, hay fever or ‘snuffles’.

Treatment with locally acting (inhaled or low-dose topical) steroids.

Child’s mother is pregnant.
Child being breastfed.

Underweight, but otherwise healthy child.

Over the age recommended in vaccination schedule.

Recent or imminent surgery.

Immunisation schedule

Age of child Vaccine
At birth OPVO
BCG
6 weeks OPV1
RV1
Hexavalent (DTaP-IPV-HB-Hib)1
PCV 1
10 weeks Hexavalent (DTaP-IPV-HB-Hib)2
14 weeks RVv2
Hexavalent (DTaP-IPV-HB-Hib)3
PCV2
9 months Measles1
PCV3
18 months Hexavalent (DTaP-IPV-HB-Hib)4
Measles2
6 years Td
12 years Td
Note:

»
»

Children with HIV should receive the full schedule of vaccines.
Exception: Symptomatic HIV infected children (WHO Stage 3 or Stage 4) should

not be administered BCG vaccine.
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Catch-up doses
Any child who is unimmunised should be given a full schedule of immunisations.

Vaccine Age of child | First dose Interval for subsequent doses
Second Third Fourth
Give one
BCG <1 year dose
> 1 year Do not give
Give first
oPV <6 months dose 4 weeks
>6 months Do not give
12 months
Hexavalent Give first (do not give
LD;Z}EI)PV- Up to 5 years dose 4 weeks 4 weeks before child is
18 months old)
<20 weeks Give first 4 weeks
dose
Rotavirus Give one
20-24 weeks dose
>24 weeks Do not give
Give first Give at 9
<6 months dose 4 weeks months of age
s-9months | Mt 14 veeks 8 weeks
ose
PCV —
>9-12 Give first
4 weeks 8 weeks
months dose
1-6 vears Give one
y dose
17 months or Give first At 18
Measles younger _dosg months
>17 months Sdles 4 weeks
dose
Td >6 years Glc\j/e first At 12
ose years
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13.3 VACCINES FOR ROUTINE ADMINISTRATION

Vaccine Form Dose Route Recor;lirtrL ended Age
Right upper arm, at .
BCG Powder | 0.05mL | Intra-dermal thg deltoid muscle Birth
OPV Liquid 2 drops Oral Oral Birth, 6 weeks
RV Liquid 1.5mL Oral Oral 6, 14 weeks
<1 year: lateral
Hexavalent Liquid aspect of the left 6,10,14
(DTaP-IPV- and 0.5mL IM thigh weeks,
HB-Hib) Powder > 1 year: left upper | 18 months
arm
<1 year: lateral
aspect of the left
Measles Powder | 0.5 mL IM thigh 9, 18 months
> 1 year: right
upper arm
- Lateral aspect of 6, 14 weeks,
PCV Liquid 0.5mL M the right thigh 9 months
Lo 5-7 years,
Td Liquid 0.5mL IM Left arm 12 years.

BCG (Bacillus Calmette-Guérin)
Protects against TB meningitis and miliary TB in children < 2 years of age.
e BCG, 0.05 mL of reconstituted intradermal BCG vaccine.
0 Administered into the skin (intradermally) on the right upper arm, at insertion
of the deltoid.

» Storage:
Fridge: diluent on middle shelf and vaccine on top shelf at 2-8°C.

Discard opened vial after 6 hours or at end of immunisation session,
whichever comes first.

» Adverse events:

Initial reaction to intradermal vaccination is a papule formation that lasts
a maximum of 4-6 weeks. This develops into a scar (visible in 40% of
vaccinated infants).

In 1-10% there is oozing, ulceration and lymphadenopathy after
vaccination. This is a usual reaction and not a cause for alarm.
Lymphadenopathy < 1.5 cm is not clinically significant.

Occasionally the papule becomes a pustule.

Refer all cases with significant lymphadenopathy or a draining sinus.

» Contraindications:

Children with signs of symptomatic HIV infection (AIDS) should not get
BCG vaccination.

Children > 12 months old should not get BCG vaccination.

Newborn infants: if the mother is on TB chemotherapy, the infant should
be on chemoprophylaxis and receive BCG later.
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Hexavalent (DTaP-IPV-HB-Hib) vaccine (Diptheria, tetanus, acellular pertussis,
inactivated polio, hepatitis B and Haemophilus influenza type b vaccine).
Protects against diphtheria, tetanus, pertussis, poliomyelitis, hepatitis B infection
and invasive infections caused by Haemophilus influenza type b.
e Hexavalent (DTaP-IPV-HB-Hib), IM, 0.5 mL.

o <1 year of age: administer into outer side of left thigh.

o >1 year of age: administer into upper left arm.
Hexavalent (DTaP-IPV-HB-Hib) vaccine is a combination of diphtheria toxoid, tetanus
toxoid, acelluar pertussis vaccine, inactivated polio vaccine, hepatitis B vaccine and
Haemophilus influenza type b vaccine with a freeze-dried powder conjugate.
Hib conjugate vaccine is presented as a white, homogenous powder while the
acellular component of pertussis vaccine is combined with diphtheria and tetanus
toxoids and injectable polio vaccine is in a form of whitish turbid suspension for
injection.

» Storage:

— Fridge: middle shelf at 2-8°C.

— Hexavalent (DTaP-IPV-HB-Hib) vaccine should never be frozen.

— The vaccine must be injected immediately after reconstitution of the
freeze-dried powder by the suspension.

» Adverse events:

— lrritability.

— Fever 238°C and acute illness.

— Redness and induration at the site of the injection.

» Contra Indications:

— Known hypersensitivity to any component of the vaccine or pertussis
vaccine (acellular or whole cell pertussis) or a life-threatening reaction
after previous administration of the vaccine or a vaccine containing the
same substance.

Td (Tetanus and diphtheria vaccine)
Protects against diphtheria and tetanus.
e Td, IM, 0.5 mL in upper arm.
» Storage:
— Fridge: middle shelf at 2—-8°C.
— Easily damaged by freezing.
— Keep opened vials for next session if kept at correct temperature and not
contaminated.
— Discard after 30 days.
— Record date of reconstitution.
» Adverse events:
— Mild fever.
— Pain.
— Local swelling occasionally.
» Contraindications:
— Previous anaphylaxis.
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— Children < 6 years of age should not get Td.

OPV (Oral polio vaccine)
Protects against polio.
e OPV, oral, 2 drops given by mouth.
o If spat out or vomited, repeat immediately.
o Not affected by feeding (breast or other).
» Storage:
— Fridge: top shelf (in clinics); or freezer (in pharmacy).
— Not damaged by freezing.
— Easily damaged by temperature > 8°C.
— Discard after 30 days.
— Record date of opening.
» Adverse events:
— May be associated with a flu-like illness and gastroenteritis.
— Mild fever.
» Contraindications:
— Previous anaphylaxis.
— Children with congenital or acquired immunodeficiency.

RV (Rotavirus Vaccine)
Protects against gastro-enteritis caused by rotavirus.
e RV, oral, 1.5 mL given by mouth.
0 Squeeze the entire contents of the tube in the inner cheek.
» Storage:

—  Fridge: top shelf (in clinics) at temperature 2—8°C.

— Easily damaged by freezing.

—  Protect the vaccine from light.

» Adverse events:

- Mild fever.

— lrritability.

» Contra-indications:

— Previous anaphylaxis to rotavirus or any ingredients in the formulation.

— Do not give Rotavirus vaccine if a child has a history of chronic gastro-
intestinal disease or severe diarrhoea including children with any history of
uncorrected congenital malformation of the gastrointestinal tract. Refer the
child for medical opinion.

— A history of intussusception (severe abdominal pain, persistent vomiting,
bloody stools, abdominal bloating and/or high fever).

— Rotavirus vaccine should not be given after 24 weeks of age (see table above
for catch-up schedule).

PCV (Pneumococcal Conjugated Vaccine)

Protects against invasive pneumococcal disease (meningitis, septicaemia),
pneumonia and otitis media.

e PCV, IM, 0.5 mL
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o <1 year of age: administer into outer side of right thigh.
> 1 year of age: administer into upper arm in the deltoid muscle.
o PCV and Hexavalent (DTaP-IPV-HB-Hib) can be administered at the same
time, but at different sites.
» Storage:
—  Fridge: middle shelf at 2-8°C.
— Easily damaged by freezing.
— Do not freeze.
— Do not mix PCV in the same syringe with other vaccines.
— Shake the vaccine well before use.
» Contra- indications:
—  Previous anaphylaxis.

o

Measles

Measles vaccine, IM, 0.5 mL.
0 <1 year of age: administer into outer side of right thigh.
o > 1 year of age: administer into upper arm in the deltoid muscle.
» Storage:
— Fridge: diluent on middle shelf and vaccine on top shelf at 2-8°C.
— Discard opened vial after 6 hours or at end of immunisation session
(whichever comes first).
» Adverse events:
— Transient morbilliform rash and mild pyrexia 6—11 days after vaccination.
» Contra-indications:
— Previous anaphylaxis.
— Give an additional dose to HIV-infected children at 6 months of age.

13.4 THE COLD CHAIN

Maintaining the cold chain means keeping vaccines at the right temperature
throughout distribution, storage and use. The cold chain can be maintained by:

»

»
»
»
»

»

»
»
»

Never exposing vaccines to heat or freezing conditions, especially during
transportation from one point to another.

Always using a cold box to keep the vaccines cold during transport and immunisation.
All vaccines should be kept in a refrigerator at a temperature of 2—8°C.
Defrosted OPV should not be kept in the freezer or be allowed to freeze again.
Use a metal dial thermometer or a fridge-tag for all vaccines (Min-max
thermometer not recommended).

Do not let Hexavalent (DTaP-IPV-HB-Hib), HPV, PCV, RV, Td and TT vaccines
touch the evaporator at the back of the fridge as they may freeze. Do not freeze
these vaccines. Do not use frozen vaccines. Do shake test to check whether
vaccines have frozen, if unsure.

Monitor and record fridge temperature twice daily.

Leave space between each tray to allow cold air to circulate.

Do not keep food in the same fridge as the vaccines.
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Correct packing of the cold box

»

»

»
»

»

»

»

»

Fully conditioned ice packs (the ice should rattle inside the pack) are placed on
the bottom, at the sides and on top.

If there are not enough ice packs, place available ice packs at the sides and on
top of the vaccines.

Td, TT, HPV, PCV, RV and vaccines must not be allowed to freeze.

Keep measles and polio vaccines very cold - place on bottom of the cold box,
closest to the ice packs.

BCG can be placed anywhere in the box.

Keep the lid firmly closed and the box out of the sun.

Keep a thermometer and a freeze tag in the cold box with the vaccines and the
temperature at 2—-8°C.

Live vaccines (BCG, OPV, measles) contain weakened organisms and are very
sensitive to heat, sunlight and skin antiseptics.

How to pack your fridge correctly

»
»

»

»

»

»

»

»

»
»

Top shelf: measles and polio vaccines in the coldest part.

Middle shelf: BCG, Td, Hexavalent (DTaP-IPV-HB-Hib), HPV,RV, PCV and TT
vaccines (do not freeze) with sufficient diluent for the BCG and measles for 2 days.
Do not let Td, Hexavalent (DTaP-IPV-HB-Hib), HPV, RV, PCV and TT vaccines
touch the evaporator plate at the back of the fridge as they are destroyed by
freezing.

Do not keep vaccines in the fridge door.

Store the same kind of vaccines together in one tray.

Leave about 2cm space between each tray to allow the cold air to move around.
Bottles filled with salt water stored in the bottom of the fridge will keep the
fridge contents cold when the door is opened.

Do not keep food in the same fridge as the vaccines to avoid unnecessary
opening of the door.

If there has been a power failure consult the supervisor.

Monitor and record temperature twice daily.

Do not use vaccines that have expired, missed the cold chain or that VVM has

CAUTION

reached discard point.
Keep the fridge temperature between 2—8°C.

Note: All vaccines with a “T” in the name are sensitive to freezing —TT, Td, liquid
Hib-Type b, RoTavirus, HepaTiTis B and even diluent.

13.5 OPEN MULTI-DOSE VIAL POLICY
Opened vials of TT, Td, HepB and OPV vaccines:

» May be used in subsequent immunisation sessions for a maximum of one
month, provided that each of the following conditions have been met:
— the expiry date has not passed
— each vial must be dated when opened
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— the vaccines are stored under appropriate cold chain conditions (2—-8°C with
temperature monitoring and recording)

— the vaccine vial septum has not been submerged in water

— aseptic technique has been used to withdraw all doses

If one of these vaccines has a VVM e.g. OPV, the vaccine vial monitor (VVM) will
indicate the potency of the vaccine and the vaccine may be used for any length of
time as long as the VVM has not reached discard point, and the other conditions
above apply.

Opened vials of measles, BCG

Check the VVM and expiration date prior to reconstitution.

Reconstituted vials of measles and BCG vaccines must be discarded at the end of

each immunisation session or at the end of 6 hours, whichever comes first.

Always label the vials with the date and time when opening or reconstituting.

All opened vials must be discarded immediately if:

» sterile procedures have not been fully observed,

» there is even a suspicion that the opened vial has been contaminated,

» there is visible evidence of contamination such as a change in appearance or
floating particles, etc.

INJECTION SAFETY

» Always wash hands before and after giving the vaccine.

» Always keep a fully equipped emergency tray at the immunisation point.

» Use a sterile syringe and sterile needle for each immunisation.

» Clean the skin adequately with cotton wool and water, no alcohol swabs must
be used.

» Check all vaccines for safety.

» Return all unsafe vaccines back to the pharmacist.

» Use the same needle for drawing up and administering the vaccine. “One
Needle, One Syringe”.

» Diluents are not interchangeable. Different vaccines have different diluents.

» Always use the same diluent from the same manufacturer as the vaccine.

» Used needles and syringes must be disposed of safely.

» Discard all used empty vaccines in the sharps container.

13.6 ADVERSE EVENTS FOLLOWING IMMUNISATION (AEFI)
Report all AEFIs to the local EPI Coordinator.

13.7 OTHER VACCINES

TT (Tetanus toxoid)
Protects against tetanus (neonatal and after wounds)
e TT, IM, 0.5 mL into arm
» Storage:
— Fridge: middle shelf at 2—-8°C.
— Easily damaged by freezing.
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— Keep opened vials for next session if kept at correct temperature and not
contaminated.
— Discard after 30 days.
— Record date of reconstitution.
» Contraindications:
— Previous anaphylaxis.

Pregnant women
All pregnant women should routinely receive tetanus toxoid.

TT or Td TT or Td TT or Td TT or Td TT or Td
Pregnant women
with no previous As early as At least 4 ﬁtgﬁﬁ]sst 6 At least 1 At least 1
immunisation (or possible weeks lat . year later, year later,
unreliable in 1° later. a etr, orin orin next or in next
h C nex
:nmf(r;;n;?;t:))n pregnancy pregnancy. pregnancy. pregnancy.
Pregnant women As early as
with 3 childhood | possible Q;ff;t 4 | Atleast 1
DTP, DTP-Hib or in later year later.
DTaP-IPV//Hib 1S‘pregnanc ’
doses y
Pregnant women As early as
with 4 childhood possible
DTP, DTP-Hbor | in pleast 1
DTaP-IPV/Hib 1%pregnanc | ¥ :
doses y.
Trauma

¢ Give booster dose of TT/Td after each trauma episode (unless given in previous 5
years).

Human Papillomavirus (HPV) Vaccine
Protects against infection with HPV serotypes 16 and 18.
Persistent HPV infection is associated with the development a number of
reproductive tract cancers, especially cancer of the cervix.
Two dose schedule (6 months apart) currently offered as part of the Integrated
School Health programme to Grade 4 girls (= 9 years of age) in public schools.
HPV, IM, 0.5 mL
0 Administered into the deltoid of the non-dominant arm.
o Storage:
Fridge: middle shelf at 2-8°C.
— Easily damaged by freezing — do not freeze and discard any vaccine which
has been frozen.
Store in original package and protect from light.
— Use immediately once withdrawn into a syringe.
» Contraindications:
—  Previous anaphylaxis.
—  Febrile iliness (= 38.5°C).
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»

Should not be administered to girls/women who are known to be pregnant.

Adverse events:

Injection site pain and swelling in the arm are common.

Itching, rash, redness and urticaria may also occur.

Nausea, diarrhoea, abdominal pain, headache, myalgia, fever (38°C) are
not uncommon.

Syncope, dizziness, lymphadenopathy, and anaphylaxis have been reported.

All personnel working in a health care facility (including support staff)
e Hepatitis B, 3 adult doses of 1 mL.

first dose administered immediately;
second dose 1 month after the first dose;
third dose 6 months after the first dose.

Influenza vaccine
¢ Influenza vaccine, IM, 0.5 mL

Should be given annually to:

» Elderly patients > 65 years of age.

» Medical and nursing personnel.

» HIV-infected people.

» All patients with chronic cardiac or pulmonary conditions.
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Chapter 14: Musculoskeletal
conditions

14.1 Arthralgia
14.2 Arthritis, rheumatoid
14.3 Arthritis, septic
14.4 Gout
14.4.1 Gout, acute
14.4.2 Gout, chronic
14.5 Osteoarthrosis (osteoarthritis)
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14.1 ARTHRALGIA
M15.9

DESCRIPTION

Joint pain without swelling, warmth, redness or systemic manifestations such as fever.

It is usually self-limiting. May be an early manifestation of degenerative joint conditions
(osteoarthrosis) or local and systemic diseases. May follow injury to the joint, e.g.
work, play and position during sleep. Suspect rheumatic fever in children, especially if
arthralgia affects several joints in succession.

GENERAL MEASURES

» Advise patient to:
— apply heat locally to the affected joint, taking precautions not to burn oneself
— exercise after relief from pain
— reduce weight, if overweight, to decrease stress on the joint

» Exclude other causes.

» Reassure patient.

MEDICINE TREATMENT
Treat for 1 week (maximum 2 weeks) provided no new signs develop.

Pain:

Children

e Paracetamol, oral, 10-15 mg/kg/dose 6 hourly when required. See dosing table,
pg 22.7.

Adults

e Paracetamol, oral, 1 g, 6 hourly when required.

e Methyl salicylate ointment, topical, applied to affected areas may be considered
in selected patients.

REFERRAL

» Pain for 1 week in children, and pain for > 2 weeks in adults.

» Recurrent pain.

» Severe pain.

» Backache with radiation to one or other lower limb.

» Neurological signs.

» Signs of arthritis (swelling, redness, tender on pressure, warmth).
» Fever.

14.2 ARTHRITIS, RHEUMATOID
M06.9/M05.9

DESCRIPTION

A chronic, inflammatory, systemic condition of fluctuating course.

May affect many organs, predominantly joints with:

— Swelling or fluid, affecting at least 3 joint areas simultaneously.

— Rheumatoid nodules occur most frequently on extensor surfaces of the forearm.
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— Pain.
— Limited movement with morning stiffness for longer than 30 minutes, which
improves with activity. This distinguishes osteoarthrosis from rheumatoid arthritis.
— Destruction of affected joints.
— Mainly affects the small joints of the fingers and hands with the exception of
the distal 