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Foreword

The overall goal of Uganda’s health system is to provide
accessible, equitable, and quality services to the population,
in order to promote a healthy and productive life, which is a
necessary factor for achieving socio-economic growth and
national development.

Currently, the health system is faced with multiple
challenges that include a high burden of infectious diseases
that remain major causes of morbidity and mortality, such
as HIV, malaria, tuberculosis, lower respiratory tract
infections, malnutrition, and meningitis. In addition, new
threats keep emerging, for example, epidemics of hepatitis
B, yellow fever, haemorrhagic fevers, COVID-19 and
nodding disease. The increase of non-communicable
conditions including diabetes, hypertension, heart
diseases, cancer and mental disorders complicates the
scenario.

The push towards universal health coverage, including
universal access to ART and particular attention to neonatal,
child, adolescent and maternal health, is also placing more
demands on asystem with limited resources.

To respond appropriately, the health system has to ensure
high standards of quality and efficiency in service delivery.
The Uganda Clinical Guidelines helps to achieve these
standards by presenting updated, practical, and useful
information on the diagnosis and management of common
health conditions in Uganda. They also provide a rational
basis for an efficient procurement and supply system that
ensures the availability of safe, efficacious, quality
medicinesand healthsupplies.

Theguidelinesarebasedonprinciplesofscientificevidence,
cost effectiveness, and prioritization of conditions to
maximize the health benefit with limited resources.
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FOREWORD

The regular update of clinical guidelines and essential
medicines lists is one of the key interventions in the Health
Sector Development Plan 2015-2020 to promote the
appropriate use of health products and technologies.

I wish to thank all the members of the Ministry of Health Update
Task Force, government parastatals, the medical consultants,
district health workers, the private sector, Uganda Reproductive
Maternal Child and Adolescent Health Improvement Project
(URMCHIP) and development partners for their immense in put in
developing the 2022 UCG edition.

Finally, I thank the consultancy firm, Zenith Solutions Limited that
coordinated the overall inputs that led to the successful
development of this book

Lare il

Dr. Aceng Jane Ruth Ocero
Hon. Minister of Health
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Preface

The Uganda Clinical Guidelines (UCG) evolved from the
National Standard Treatment Guidelines 1993, which were
the first of the type published in Uganda. Before then,
individual guidelines existed to manage a limited number of
specific conditions.

The purpose of national standard treatment guidelines is to
provide evidence-based, practical, and implementable
guidanceto prescribersto provide the most cost-effective and
affordabletreatmentofpriority healthconditionsinacountry.

Together with the Practical Guidelines for Dispensing at
Lower/Higher Health Facility Level, which provide
information about medicine characteristics, administration,
and side effects, the UCG are designed as a practical tool to
support daily clinical practice by providing a reliable reference
for health workers on appropriate management of Uganda’s
common health conditions. It also gives health managers a
reference tool to assess and measure service quality.

The guidelines are also the basis for the formulation of the
essential medicines and health supplies list of Uganda
(EMHSLU)whichareusedtoguidesupplyandprocurement.
This allows for more efficient use of limited resources to
improve rationalprescribing.

The treatments described in the UCG are the nationally
recognised standard treatments, and in many cases, they are
derived from those recommended in the Ministry of Health
Vertical Programmes, World Health Organisation, and other
international guidelines.

The guidelines have been reviewed and updated through a
three month process involving extensive consultations with
public health programs staff, medical experts, and health
workers of all cadres and various health development
partners.
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PREFACE

As medicine is an ever-evolving field, this manual is to be
used for guidance, but cannot replace clinical judgement in
individual cases.

The Ministry of Health and all those involved in updating
the UCGsincerely hopethatthe UCG will makeasignificant
contribution to ongoing improvements in national
therapeutic services and medicines utilisation.

Dr Henry G Mwebesa
DIRECTORGENERAL OFHEALTH SERVICES

Ministry of Health
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Abbreviations

APRI aspartate aminotransferase (AST) to platelets
ratio index

aPTT  activatedpartialthromboplastintime

AQ amodiaguine

ARB . aldosteronereceptorblocker .

ART antiretroviral therapy
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ARV antiretroviral
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CML chronic myeloid leukaemia
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DRE digital rectalexam

DRV danavir
DST ... drug susceptibility testing o
DT . dispersibletablet
DTG dolutegravir

DVT  deepveinthombosis
EBV Epstein-Barr virus

EC . entericcoatd
ECG electrocardiogram

ECP emergency contraceptive pill
EDD estimateddeliverydate
EFV efavirenz

ENT ... ear,nose,andthroat
ESR ... erythrocytesedimentationrate
ETV .. CUAVIMING
F-75/F-100therapeuticmilk formula750r100keals/100ml
FB. o foreIgNbOdY e
FBC full bloodcount

FDC fixed dose combination
oy o explratory o
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IMNCI Integrated Management of Neonatal and
Childhood IlIness

IMPAC Integrated ManagementofPregnancyand
Childbirth

IPTp intermittent preventive treatment of malaria
in pregnancy
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MCH maternal and child health
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National Referral (hospital)

PGD Practical Guidelines for Dispensing at Lower/
Higher Level Health Facilities
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pelvic inflammatory disease
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RIA radio immune assay
RF__ theumatoidfactor
RFT renal function test
RH__ rifampicin +isoniazid
RHZE rifampicin + isoniazid + pyrazinamide +

ethambutol
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Sp0O2 arterial oxygen saturation

UNEPI UgandaNational Expanded Programon
Immunisation

USAID United States Agency for International
Development
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UVF ureterovaginal fistula
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IntroductiontoUganda
Clinical Guidelines 2022

Thisfully updated publicationreplacesthe UCG 2016 and is
being circulated to all public and private sector prescribers,
pharmacists, Training Inditutionsandregulatory authorities in the
country.

For effective use of the UCG, it is recommended that a
carefully designed dissemination sessions be organized
country wide to ensure users appreciate the new features,
changes, structural arrangement and content to improve it’s
usability .

The following sections will present the structure and main
features of the guidelineto highlight the changes in this latest
edition and help the user become familiar with the book and
use iteffectively.

What is the aim of the UCG?

The UCG aims to provide summarized easy-to-use,
practical, complete, and useful information on how to
quickly and correctly diagnose and manage common
conditions you are likely to encounter. Thiswillensurethat
patientsreceivethe bestpossibleclinical servicesandobtain
prompt and effective relief from or cure of their complaint,
thereby making the most appropriate use of scarce
diagnostic and clinical resources, including medicines. It
should however, be emphasised that the UCG does not
replace or substitute available text books on the subject.

Why is the UCG necessary?

Medicine is an ever-evolving and expanding field in terms of
needs and knowledge. The UCG helps the country to
prioritize and effectively use limited resources by guiding the
procurement system to ensure the availability of the most
needed medicines and supplies.
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Being a health worker today...

NEW TREATMENTS...
NEW GUIDELINES....
NEW PRIORITIES...

-~ NEW POLICIES. ..
NEW DISEASES...
NEW DIAGNOSTICS. ..

In the context of new knowledge and changing priorities, as
a tool, the UCG assists health workers in their daily practice
by providing information in an easy-to-follow and practical
format.

How do I use the UCG?

First of all, familiarize yourself with it. Check the table of
contents and see how the chapters are arranged and organized.

NEW FEATURE

The order of chapters has been maintained as in the
previous versions. However new chapters have been
introduced namely self-care, management of hypoxia,
COVID-19. The Palliative Care section has been
expounded with more clarity. For the first time a
purely herbal preparation with selenium has been
included for management of stress. The snake bite
section has been enriched with photographs of the
common virulent snakes found in Uganda to ease
identification and thus more accurate intervention and
management.

Most chapters are organised by disease monographs, arranged
either in alphabetical order or another logical order (e.g.,
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according to occurrence of disease progression). However,

some chapters are organised according to syndrome or
symptoms (e.g. child health, palliative care, oncology, sexually

transmitted infections, emergencies, and trauma), while TB
and HIV are presented as individual sub-chapters.

NEW FEATURE

The chapters, Covid -19, Self-care and Hypoxia
management have been added with focus on primary
care (prevention and early recognition of symptoms).

Disease monographs are organized in the order of: definition,
cause/risk factors, clinical features and complications,
differential diagnosis, investigations, management, and
prevention.

NEW FEATURE

Palliative care ladder has been introduced to make it
easier for pain assessment. Treatments are presented

in logical order from non-pharmacological to
pharmacological, from the lower to the higher level of care.
Where possible, alternatives and second-line options have
been presented, as well as referral criteria.

Medicines are presented by their generic name, in bold.
Unless otherwise specified, dosages are for adults and via oral
route. Children’s dosages are added whenever indicated, as
well as duration and other instructions.

The level of care (LOC) is an important feature; it provides
information about the level at which the condition can be
appropriately managed. Often, treatment can be initiated
at lower level, but the patient needs to be referred for
further management, or for second-line treatment, or for
complications. For antibiotics, it is recommended that

treatment can be initiated some cases awaiting laboratory
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results. HC1-4 refers to health centres of different levels
(with HC1 being the community level), H to general
hospital, RR toregional referral hospital, and NR to national
referral hospital.
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After familiarizing, try using it! Practice finding conditions
and looking them up to see how they are managed, using either
the table of contents at the beginning or the index at the end.

Read all the introductory sections. They will give you useful
advice for your daily practice. There is always something new
to learn or to be reminded of.

Useitin yourdaily practice. The UCG is designed as a simple
reference manual to keep at your work station, where you can
consult it any time. Using it in front of patients and colleagues
will show that you care deeply about the quality of your work,
and it will provide good examples to other health workers.

The UCG cannot replace
health workers” knowledge and
skills; like your thermometer
and stethoscope, it is a tool to
help improve clinical practice
by providingaquickandeasily
available summary of the
recommended management of
common health conditions.

Whatisthedifferencebetweenthe UCGand atextbook?

The UCG gives a summary of recommendations for
managing priority conditions in Uganda. Itdoes not provide
extensive or in-depth information about all diseases and all
treatments available in the world.

Conditions have been selected based on their prevalence
in the country and their impact on the population’shealth
status. Treatmentshavebeen selected based onthe following
criteria:
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Scientific evidence: recommendations are evidence- based,
from international literature and local experts. For example,
the situation analysis on antimicrobial resistance in Uganda
conducted by the National Academy of Sciences was used
to guide the choice of antibiotic treatments.

Cost-effectiveness:treatments have been selected based on
their effectiveness, but also their affordability, to get the best
”value for money”, meaning the maximum benefit with the
limited resources available. For example, a liver transplant is
a very effective way to treat terminal cirrhosis, but it is
definitely not affordable—money is better invested in treating
patients with chronic hepatitis B!

What has changed compared to the previous edition?

Therearemore chaptersas explained before.

The management sections have been re-edited to be
nmoeuser-friendly, using the suggestions collected during a
user survey.

New diseases have been added, following new
epidemics and public health priorities (e.g., viral
haemorrhagic fevers, Covid-19, yellow fever, nodding
disease, sicklecelldisease, newborn illnesses).

More attention has been paid to non-communicable
chonic diseases; for example, stroke and chronic
obstructive pulmonary disease (COPD), and sections on
diabetes, hypertension, asthma, and mental conditions
including diseases of elderly and dementia have been
expanded.

Recommendations have been aligned with the most
reatnational and international guidelines related to ART,
TB, malaria, IMNCI, IMPAC, mhGAP (see the list of
references in Appendix 5).

Medications have been added or deleted and level
of @ehas changed according to recent evidence and
national policies.

Skin management of Albinos using a sun screen
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protection product has been included under the

dermatological section.
The essential medicines list has been removed
from this edition to make the book pocket friendly.

36 UGANDA CLINICAL GUIDELINES 2022



What about the Essential Medicines and Health Supply
List (EMHSLU)?

The essential medicines list has been removed from this edition
to make the book pocket friendly. Always refer to the separate
EMHSLU.

To implement the recommendations in the UCG, the
medicines listed in the EMHSLU have to be procured
and distributed in adequate quantity. This is why the
procurement and supply system plays a fundamental role
in the provision of quality health care.

The EMHSLU has all the medicines recommended in
the UCG, with specification of the level of care (LOC) at
which they can start being used, but it also has additional
”specialty” medicines, which are items used at referral
level (regional or national) or in the context of specialized
services. Theymaynotbeincludedinthe UCG,whichfocus
more on primary care, but are still part of the list because
they need to be procured to ensure the provision of awider
range of services at secondary and tertiary levels.

UGANDA CLINICAL GUIDELINES 2022 37



ABBREVIATIONS

In the context of limited resources, it is very important to
learntoprioritize medicinesfor procurement:thisisreflected
by the vital, essential, necessary (VEN) classification inthe
EMHSLU, introduced in 2012.

Medicines are classified into three categories according to
health impact:

V: vital medicines are potentially life-saving, and lack of
availability would cause serious harm and side effects.
These must ALWAYS be available—for example insulin,
metformin, most antibiotics, first-line antimalarials, some
anti-epileptics, and parenteral diuretics.

E: essential medicines are important; they are used to
treat common illnesses that are maybe less severe but
still significant. They are not absolutely needed for the
provision of basic health care (e.g., anti-helminthics, pain
killers).

N: necessary (or some times called non-essential)
medicines are used for minor or self-limiting illnesses, or
may have a limited efficacy, or a higher cost compared to
the benefit.

Every effort has to be made to ensure health facilities do not
suffer stock-outsof VITAL MEDICINES.

AWaRe classification

The WHO AWaRe classification was used to describe overall
antibiotic use as assessed by the variation between use of
Access, Watch, and Reserve antibiotics

Why is a laboratory test menu in the appendix?

Laboratory is an important tool in supporting the diagnosis
and management of various conditions. Tests are listed
according to the level at which they can be performed, in
ordertoinformtohealthworkersontheavailablediagnostics
at each level for the suspected condition and guide on

managemeent or referral decisions.
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PRIMARY HEALTHCARE
Definition

Primary health care is essential health care based on
practical, scientifically sound, and socially acceptable
methods and technologies. Primary health care should be
universally accessible to individuals and families in the
community through their full participation and at a cost
that the community and country can afford in the spirit of
self-reliance andself-determination.

Primary health care forms an integral part of both the
country’s health system, of which it is the main focus, and
of the community’s overall social and economic
development.

Primary health care brings health care as close as possible
to where people live and work and is the community’s first
level of contact with the national health system.

“Primary health care isthe key to the attainment of
the goal of Health for All.”

—Declaration of Alma-Ata International Conference on Primary
Health Care, Alma-Ata, USSR, 6-12 September 1978
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How to diagnose and treat in primary care

The principles of health care are the same wherever it takes
place.

“Listen to the patient; he is telling you the diagnosis”
—Sir William Osler, MD, 1849-1919.

Communication skills in the consultation room

Goodcommunicationskillsareessential formakingacorrect
diagnosisand forexplaining or counselling onthe illness, its
treatment, and prevention of future illness.

At the beginning of the consultation, use open questions,
whichallowthe patienttoexpresshimorherselffreely, listen
withoutinterrupting, and give him or her the chance to share
their interpretations, fears, and worries.

The Golden Minute

The golden 60 seconds at the start of the
consultationiseliciting ideas,concerns,and
expectations without interrupting.

Move to more specific questions later, to ask for further
details and clarifications.
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The Seven Steps in a Primary Care Consultation

+ Greetand welcome the patient. Ensure
adequate space and privacy!

+ Observe the patient as he/she walks into your
roomfordegreeorstateofillness. Look for
danger signsand actimmediately if necessary

asking relevantquestions

+ Brieflyaskabout previous medical history, other
pastorpresentillnesses, and current or recent
medications

+ Performacompletemedical examination,
focused but not limited to the complaints

+ Askabout themaincomplaintorcomplaints,
establish duration, and explore each symptom

ST T4 + Write your findings, and think about possible
GIELLSEN  diagnosis anddifferentials

+ Request tests toconfirmor exclude possible
diagnosis

treatment, ifneeded

+ Explaindiagnosis, treatment, and follow-up to
the patient

+ Give counselling and advice as appropriate

| ‘ + Concludeonadiagnosisanddecideonthe
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NEW FEATURE

Introduced a section on self-care interventions for sexual and
reproductive health (SRH), in the categories of self-
awareness, self-testing and self-management, across the
various health areas of Antenatal Care, Family Planning,
HIV and STIs and post abortion care.

WHO defines self-care as the ability of individuals, families
and communities to promote health, prevent disease,
maintain health, and cope with illness and disability with or
without the support of a healthcare provider.

Ministry of Health developed the National Guideline on Self-
Care Interventions for SRH. For details refer to the current
guidelines

CHRONIC CARE

Health workers are faced with increasing number of
chronic diseases and conditions that require additional
attention, such as hypertension, chronic heart problems,
diabetes, cancers, mental conditions, HIVV/AIDS, and TB.

Communication is even more important to:

Find out the duration of the symptoms, previous
diagnosis, previous or current treatments, and impact on the
daily life

Explain the nature and management of the condition
to tgpatientand counsel on lifestyle and adjustment

Chronic diseases require long-term (sometimes lifelong)

follow-up and treatment:

Counsel and advise the patient on the importance of
follow-up and treatment adherence

Set up a system for scheduling appointments (on the
moddof HIV care!)
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At each monitoring visit, determine whether the
patient’scondition is improving, stable, or deteriorating and
assess whether patients are taking prescribed treatments
properly (the right medicines, in the right doses, at the
right time). Tryto be consistentin prescribing, and change
theregimen only if itis notworking or has side effects. Ifa
treatmentis working and well tolerated, maintain it!

Counsel and motivate the patient to follow lifestyle
recommendations including selfcare.

Assess the need for further support (e.g., pain
management, counselling, etc.)

A chronic care system requires collaboration among and

integration of all levels of health care:

Higher levels of care may be responsible for initial
diagnosisand prescription of treatmentand periodic reviews
and re- assessment in case of problems or complications

Lower levels of care (including the community!) na be
responsible for routine follow-up, counselling and
education, medication refills, and prompt and early
referral in case of problems

APPROPRIATE MEDICINES USE

Accordingto WHO, “Rational [appropriate] use of medicines
requires that patients receive medications appropriate to
their clinical needs, in doses that meet their own individual
requirements, for an adequate period of time, and at the
lowest cost to them and their community”.

Inappropriate medicines use can notonly harm the patient,

but by wasting resources, may limit the possibility of other

people getting health care!

Both health workers and patients have an important role to

play inensuring appropriate use by:

Prescribing (and taking) medicines ONLY when they
aneeded
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Avoiding giving unnecessary multiple medications b
satisfy patients’ demands or for financial gain

Avoiding expensive alternative or secondHine
medications when an effective and inexpensive first-line
isavailable

Avoiding injections when oral treatment is perfectly
adequate

Ensuring that the correct dose and duration of
tfreatment is prescribed especially for antibiotics to avoid
resistance.

Providing adequate information and counselling to te
patient to ensure adherence with instructions.

ANTIMICROBIAL RESISTANCE (AMR)
According to the WHO definition—

“Antimicrobial resistance occurs when microorganisms
such as bacteria, viruses, fungi and parasites change
in ways that render the medications used to cure the
infections they cause ineffective. Antimicrobial
resistance is facilitated by the inappropriate use of
medicines, for example, when taking substandard
dosesornotfinishingaprescribed course oftreatment.
Low-quality medicines, wrong prescriptions and poor
infection prevention and control also encourage the
developmentand spread of drug resistance”.

The problem of AMR is a serious threat for the modern world:

The resistance of malaria parasites has caused
verlchanges inantimalarial regimens inthe last 15 years

MDR-TB (multi-drug resistant tuberculosis) is
spreadingand requires long and complex treatments

HIV resistance is a serious concern, especially after
lbgterm treatment

AMR is spreading and, in some cases, commonly
whntimicrobials are not as effective as before

Antimicrobial resistance amomg bacteria other than TB and
fungi (moulds and yeasts) that affect the immune-compromised is
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evolving, spreading and responsible for death from sepsis in
general and high dependency units

Inappropriae use of antibiotics (in human medicine butalso
inanimal agriculture), poor quality products, and ineffective
infection control measures are all contributing factors. We
are seriously at risk of finding ourselves in a situation with
no affordable antimicrobial available to cure common and
dangerous infections.

Itis URGENT that both health workers and patients become

aware of the problem and start acting by:

Using antimicrobials only when it is really
necessary athccording to recommendations (e.g. not for
simple viral infections!)

Avoiding self-prescription of antibiotics

Avoiding using last generation and broad spectrum
antibiotics as first-line treatment

Prescribing correct dosages for the correct duration ad
ensuring adherence to the prescription

Practising strict measures of infection control in healh
facilities

Improving hygiene and sanitation in the community,
thereby reducing the circulation of germs.

AWaRE

WHO has further introduced the AWaRE classification to
guide prescribers during prescribing of antibiotics. The
major focus of AWaRe approach is to reduce on the
increasing antimicrobial resistance.

The principal of aware prescribing is based on

Access

Watch

Reserve

Prescribers are encouraged to adhere to the above.
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PRESCRIBING GUIDELINES

The cument PGD (Practical Guidelines for Dispensing at
provide
comprehensive information about how to prescribe and
dispense the medicines listed in the EMHSLU and UCG

Lower/ Higher

2022.

Carefully consider the following key questions before writing

any prescription:

Level Health Facilities),

QUESTION

COMMENTS

Does the
diagnosed
condition
require drug
treatment?

Notall patients or conditions need a
prescription for medicines (condition

is self-limiting): non-medicine
treatments or simple advice may be
more suitable in certain situations

Is theprescribed
treatment likely
tohaveoptimum
therapeutic
effect and to

Good therapeutics depends on:

Accurate diagnosis ofthe
condition

Knowledge of the relevant
available medicines

benefit the Ask patient on previous drug
patient? history (eg. drug reaction /allergy)
Selection of the most
appropriate medicine, dose, route,
and duration
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In all cases, carefully consider the
expected benefit of a prescribed
medicationagainstits potential risks

Is the selected
dosage-form
the most
appropriate?

For systemic medications,
ALWAYSUSE THE ORALROUTE
ifpossible, as it is the cheapest and
least hazardous route

Always resist patient
demands for youto prescribe
injections or other expensivedose
formswhentheyare notclearly
indicated or appropriate

LIMIT INJECTIONS to
situations wheretheyareabsolutely
necessary (they carry risks and
are more expensive)

Alwaysexplaintothe
patient teeasonsto choose a
certain route

Can | justify
using a
combination of
medicines?

Dolreallyneed
to prescribe
more than one
medicine?

Do not prescribe a
combination of medicinesunless
they have aproven and significant
therapeuticadvantage over
correspondingsingleingredient
preparations

Do not practice multiple
medicine prescribing
(polypharmacy), especially when
the diagnosis is uncertain. It is a
tremendous waste of resources and
puts the patient at increased risk
without clear benefit
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Have | taken Consider the following:

into account all Age, gender, weight—

relevant patient especially &hildren and elderly

criteria? Likelihood of side effects
(including allergies)

Presence of renal or hepatic
discase(many medicines may have
to be used in reduced doses or
avoided completely)

Any other medicines the
patient ny be taking (risk of
unwanted medicine interactions or
adverse effects)

Pregnancy and breastfeeding:
only use medicines in pregnancy
if the expected benefit to the
mother is greater than any risk to
the foetus/ baby and avoid all
medicines if possible during the
first trimester (thefirstthree
months of pregnancy)

Likely degree of adherence
to treatment (simpler, shorter
dosage regimesincrease the
chance of
thepatientcorrectlyfollowing
prescribed therapy)

Prescribing placebos

Avoid placebos whenever possible. Instead, spend some time
reassuring and educating the patient. Use home remedies
when possible (e.g., honey for cough in adults and children
above lyear).
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Prescription writing

=) A wrong prescription is very risky for you
= and your patient.

Unclear, incomplete, or inaccurate prescriptions are very
dangerous for the patient. To avoid problems, follow the
guidance below in writing your prescriptions:

NO | PRESCRIPTION WRITING RULES

1 Write all prescriptions legibly in ink

Poor writing may lead to errorsin
interpretation bithe dispenser,whichmayhave
harmfulandpossibly life-threatening
consequences for the patient

2 Writethe full name, age, gender, and
address of tgpatient, and sign and date the
prescription form

All prescriptionsshould clearly indicate
the raveand address of the prescriber and of the
facility

APRESCRIPTION ISALEGAL
DOCUMENT

3 Write the name of the medicine or
preparationusing its full generic name.

Unofficial abbreviations, trade names, and
obsoletenames should not be used
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EVIATIONS

State the strength of the medicine prescribed where

relevant:

Quantities of one gram or more should be
writtendg, 2.5g,10g,and soon

Quantities <1g but >1mg should be
expressed in milligrams rather than grams, for
example, 500mg and not0.5g

Quantities<lmgshouldbeexpressedin
microgramsand notinmg, forexample, 100
micrograms rather than 0.1 mg or 100 mcg

If decimal figures are used, always write a zero n
front of the decimal point where there is no other
figure, forexample 0.5mland not.5ml

Always state dose regimen in full:
- Dosesize
- Dose frequency
- Duration oftreatment

The quantity to be dispensed is calculated
fromteegimen.

Forexample, doxycycline 100 mg every 12
hours &7 days = to be dispensed: 14 tablets of 100
mg.

For in-patients, clearly state the route of
administration and specify time of administration,
if relevant

Avoid use of instructions like “prn” or
“to be used/takenasrequired”. Indicate a
suitable dose frequency instead

Inthe few caseswhere “asrequired” is
appropriate, always state the actual quantity of the
medicineto besupplied,whentotakeitand
maximumamount

Where relevant, always remember to include on
the prescription any special instructions necessary
forthe correctuse of amedicine or preparation, for
example“before food” or “apply sparingly”
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Controlled medicine prescriptions

These medicines are covered by the provisions of the
National Drug Policy and Authority Act 1993, which should
be consulted fordetails ofthe appropriate legal requirements
asrequired.

Medicinescoveredbythe Actandappearinthe UCG 2022 or
EMHSLU 2022 include:
Morphine injection

Morphineoral solution
Papaveretum + hyoscine injection
Pethidine injection

Codeine

Tramadol

Diazepam injection

These are all medicines of potential abuse that may result
in dependence. All procedures involving them should be
carefully recorded in the appropriate record books.

They may only be prescribed by authorised prescribers who

must observe the following legal requirements:

Prescriptions must be in the prescriber’s own
handwriting, with a signature, date, and the prescriber’s
address

Prescriptions must state the name and address of te
patient

Prescriptions must state the total amount of the
product twe supplied in words and figures

It is an offence for a prescriber to issue and for a
pharmacy tispense prescriptionsforcontrolled medicines
unlessthey areinfull compliance with the requirements of
the law.

ﬂ Notes

¢ Specialised palliative care nurses and clinical officers are
authorised to prescribe oral morphine and other medicines
used in palliative care.

+ Morphine rarely causes psychological dependence when
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prescribed for severe pain.

In certain exceptional circumstances, senior nurses in
charge of departments, wards, or theatres and midwives
mayalsoobtainandadministercertainspecified controlled
medicines. Consult the relevant sections of the Act for
details of the appropriate legal requirements in each case.
Hospital in-patient prescriptions written on treatment
cards or case sheets and signed/dated by the person
administering the medicine are considered as compliant
under the Act.

Prescribing in children and the elderly

In these guidelines, paediatric medicine doses are usually
givenaccordingtobodyweightand notage, andare therefore
expressed as mg/kg.

The main reason for this is that children of the same age may
vary significantly in weight. Thus, itis saferand more accurate
to prescribe medicines according to body weight. Moreover,
this should encourage the good practice of weighing children
whenever possible.

However,asaguidetoprescribingbyweightwhenaweighing
scale is not available, the weight-for-age charts at the end of
Chapter 17 can be used as an estimate for children from 1-24
months and 2-15 years, respectively. Always use lean/ideal
body weight for children who are overweight/obese to avoid
giving them overdoses.

Note: Paediatric doses calculated using mg/kg should not
exceed the normal adult dose.

In the case of some medicines that have a wide therapeutic
range and a good safety profile, dosages are given for age
ranges for easy reference.

Prescriptions in the elderly also need additional attention
because the elderly are more prone to side effects, they are
more likelytotakeseveral medications (polypharmacy)with
possibleinteractions,andthey oftenhave co-morbiditiesthat
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can affect their response to medicines. Reduced doses and
careful monitoring are always advised, and specific warnings
have been added for some medicines.

Medicine interactions

Beforeprescribingany medicine, take caretoavoidproblems
of interactions with other medicines by obtaining details of
any other medication that the patient is taking, whether the
medication is:

Also prescribed at the same time

Previously prescribed by another prescriber for the
same @nother condition and currently being taken by the
patient

Purchased or otherwise obtained by the patient for
tepurposes of self-medication athome

Noteon interactions with alcohol. If a prescribed medicine
interacts with alcohol (for example, metronidazole, diazepam,
anti-diabetic medicines, and tricyclic antidepressants),
cautionthepatienttoavoidtakingalcoholicdrinksduringthe
course of treatment and for 48 hours afterwards.

Patient counselling

Thisvital partofpatientmanagementis oftenneglected with
potentially serious consequences.

Although counselling the patient may take time, if done
systematically, it should only take a few minutes and could
make the difference between treatment success and failure.
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Include the following key components when counselling the

patient:

Explain the diagnosis and the likely cause of the
disease @ondition and discuss the proposed approach to
treatment

Describe the prescribed medicine therapy in deail
including:

- Medicine name

Function of the medicine

Dose regimen (size, frequency, duration)

Any additional instructions on correct use or storage of

the medicine

Any likely side effects and what to do if they occur

Advise on important medicine interactions (including

with alcohol)

Give advice on how to contribute to the success of te
treatment (for example, rest, diet, fluids, other lifestyle
changes) and howto avoid the same problem in the future

Ensure the patient or caretaker fully understands te
information and advice provided—ask him or her to repeat
key points

For health conditions that require selfcare, proper advise
should be given to the patient on self-awareness, self-testing,
and self-management.

Ensure the patient is satisfied with the proposed
treatmentand has an opportunity to raise any problems or
queries with you
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1.1.1 ANAPHYLACTIC SHOCK

1. Emergencies and Trauma

1.1 COMMON EMERGENCIES

1.1.1 Anaphylactic Shock ICD10 CODE: T78.2

Severe allergic reaction that occurs rapidly (seconds or
minutes)afteradministration, orexposure,and maybelife
threatening. Itgenerally affects the whole body.

Causes

Allergy to pollens, some medicines (e.g.
penicillins, vaccines, acetylsalicylic acid), or certain
foods (e.g. eggs, fish, cow’s milk, nuts, some food
additives)

Reaction to insect bites, e.g. wasps and bees

Clinical features

Body itching, hives (urticarial rash), swelling of
lips, egstongue

Difficulty in breathing (stridor, wheezing)

Hypotensionandsudden collapse, excessive
sweating, tipulse

Abdominal cramps, vomiting and diarrhoea

Differential diagnosis
Othercausesofshock,e.g.haemorrhagic (dueto
bleeding), hypovolemic (severe dehydration), septic

Asthma, foreign body in airways

Management
TREATMENT LOC
General measures HC2

T Determine and remove the cause

T Secure the airways

T Restore BP: lay the patient flat and raise feet
T Keep patient warm
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EMERGENCIES AND TR AUMA '

1.1.1 ANAPHYLACTIC SHOCK

fSodium chloride 0.9% infusion20ml/kg by IV
infusion over 60 minutes

— Start rapidly then adjust rate according to BP

T Administer oxygen

HC3

HC4

fAdrenaline(epinephrine)injection1in1000
(Img/ml)0.5mg(0.5ml) IMimmediately, into
anterolateral thigh

— Repeat every 5-10 minutes according to BP, pulse
rate, and respiratory function until better
Child <6 years: 150 micrograms (0.15 ml)
Child 6-12 years: 300 micrograms (0.3 ml)

In severely affected patients
FHydrocortisone 200 mg IM or slow IV stat
Child <1 year: 25 mg
Child 1-5 years: 50 mg
Child 6-12 years: 100 mg

If urticaria/itching
fGiveanantihistamine as useful adjunctive
treatment
e.g. chlorpheniramine 4 mg ever 6 hours
Child 1-2 years: 1mg every 12 hours
Child 2-5 years: 1 mg every 6 hours
Child 5-12 years: 2 mg every 6 hours

-Or Cetrizine 5mg once daily for adults
Child 6 and above years: 5mg daily
Child 1-6 years: 2.5mg once daily.

- or promethazine 25-50 mg by deep IM or very
slow IV (or oral)
Child 1-5 years: 5 mg by deep IM
Child 5-10 years: 6.25-12.5 mg by deep IM

- Repeatdoseevery8hoursfor24-48hoursto
preventrelapse

HC2

HC3

HC2

HC4
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1.1.1 ANAPHYLACTIC SHOCK

TRepeat adrenaline and hydrocortisone every
2-6hours prndepending onthe patient’s progress
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1.1.2 HYPOVOLAEMIC SHOCK

Notes

+ Adrenaline: IM is the route of choice: absorption is rapid
and more reliable than SC

* Monitorthe patient for several hours (reaction may
recur after several hours)

¢ Ifdrugreaction,compileadversedrugreactionreporting
form (see appendix 2)

Prevention

Always ask about allergies before giving
patients mwmedicine

Keep emergency drugs at hand at health facilities
and rsituatiuons where risk of anaphlaxis is high, e.g.
visiting bee hivesor places that usually harbour snakes

Counsel allergic patients to wear alert bracelet or tag

1.1.2 HypovolaemicShock ICD10 CODE:R57.1

Condition caused by severeacute lossofintravascular fluids
leading to inadequate circulating volume and inadequate
perfusion.

Causes

Loss of blood due to internal or external
haemorrhage gpost partum haemorrhage, splenic
rupture etc.)

Acutelossoffluids, e.g. ingastroenteritis, or
extensive burns

Clinicalfeatures
High heart rate, fast breathing rate

Low bloodpressure
Mental agitation, confusion

DIDIDI D
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EMERGENCIES AND TR AUMA

1.1.2 HYPOVOLAEMIC SHOCK

Classification of hypovolaemia in adults

CLASS 2
CLASS1| PRO- CLASS 3 CLASS 4
INDICATOR MILD | GRESSING | SEVERE END STAGE
Blood loss 0.75 -
(Litres) <0.75 15 15-2 >2
% of total
blood <15 15-30 | 30-40 >40
volume loss
Pulse rate |Normal| >100 >120 >140
Pulse
pressure Normal % 2% NAZ/7.)
Systolic BP |Normal N N2 N2
Capillary
refill Normal N ™M Absent
Respiratory |\ ormal| 20 -30 | 3040 | 450
rate gasping
Mentalstate Alert | Anxious | Confused Confus_ed/
unconscious
Urine
output >30 20-30 5-20 <5
(ml/h)
Differential diagnosis
Other types of shock
Management in adults
TREATMENT LoC
¥ Control obvious bleeding with pressure HC3

T Keep patient laying down with raised legs
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1.1.2 HYPOVOLAEMIC SHOCK

If established hypovolaemia class 2 and above

T Set 2 large bore 1V lines

FIVfluidsNormal Saline0.9% (orRinger’s
lactate) 20-30ml/kgover60minutesaccording
toresponse

- If possible, warm the fluid

- Startrapidly, monitor BP

- Assessresponsetofluidresuscitation: BP,HR,
RR, capillary refill, consciousness and urinary
output

fIfinternalorexternalhaemorrhage,consider
blood transfusion

If rapid improvement and stable (blood loss <20%

and not progressing)

FSlow IV fluids to maintenance levels

fNoimmediate transfusion but do cross-matching

fRegular reassessment

f Detailed examination and definitive treatment
accordingtothe cause

If transient improvement (blood loss 20-40% or
ongoing bleeding)

T Rapid administration of fluids

T Initiate blood transfusion (see section 11. 2)
T Regular reassessment

T Detailed examination and early surgery

If no improvement
fVigorousfluidadministration
T Urgentbloodtransfusion

T Immediate surgery

HC4

Caution
rDonotuseglucosesolutionsorplainwateras
replacement fluids
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EMERGENCIES AND TR AUMA '

1.1.2 HYPOVOLAEMIC SHOCK

1.1.2.1 HypovolaemicShock In Children
Principlesof managementare similartothe onesinadults

BUT:

- Recognising this may be more difficult than in adults

- Vital signs may change little, even when up to 25% of blood
volume s lost (class 1 and 2 hypovolaemia)

- Tachycardiais oftenthe first response to hypovolaemia
but may also be caused by fear or pain

Classification of hypovolaemia in children

hour)

CLASS 2
CLASS 1 | PROGRES- | CLASS 3 CLASS 4
INDICATOR MILD SING SEVERE | END STAGE
% of total
blood <15 15-25 25-40 >40
volume loss
Pulse rate | Normal >150 >150 >150
Pulse
pressure Normal N N2 Absent
Systolic BP| Normal N2 Absent
Capillary
refill Normal N ™ Absent
Respiratory ™
rate Normal N/ ™~ Slow sighing
Mental Normal | Irritable | Lethargic | Comatose
state
Urine
output
<1 <1 <1 <1
(ml/kg/
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1.1.2 HYPOVOLAEMIC SHOCK

Normal ranges for vital signs in children

10ml/kgofpacked cells (only insevereanaemia)

BLOOD
AGE PULSE SYSTOLIC | RESPIRATION voL
(YEARS) | (RATE/MIN) | BP (MMHG) | (RATE/MIN) | (ML/KG)
<1 120-160 70-90 30-40 85-90
1-5 100-120 80-90 25-30 80
6-12 80-100 90-110 20-25 80
>12 60-100 | 100-120 15-20 70
Management
TREATMENT LOC
TInitialfluidchallengeshouldrepresent25% of
blood volume as signs of hypovolaemiamayonly | HC3
show after thisamountis lost
T Iftherearesignsofclass2 hypovolaemiaor
greater, give 20-30 ml/kg of Normal Saline 0.9%
(orRinger’slactate) over 60 minutes
- Startrapidly
- Monitor BP
- Reduce rate depending on BP response
TDependingonresponse,repeatupto3timesif
necessary i.e.up to max 60 ml/kg
If no response:
FGivefurtherIVfluidsandbloodtransfusion
FInitiallytransfuse20ml/kgofwholebloodor | HC4
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EMERGENCIES AND TR AUMA '

1.1.3 DEHYDRATION

1.1.3 Dehydration I1CD10 CODE: E86.0

A condition brought about by the loss of significant
quantities of fluids and salts from the body.

Causes

Vomiting and/ordiarrhoea

Decreased fluidintake

Excessive loss of fluids, e.g. due to polyuria in
diabetes, excessive sweating as in high fever, burns

Clinical features

Apathy, sunken eyes/fontanel, loss of skin
tugor(especially in children)

Hypotension, tachycardia, deep (acidotic) breathing,
dgmucosae, poor or no urine output

1.1.3.1 DehydrationinChildrenunder5years
Assess degree of dehydration following the table below.

Clinical features of dehydration in children

DEGREE OF DEHYDRATION
SIGNS NONE SOME SEVERE
General Well, alert | Restless, Lethargic,
condition irritable drowsy or
unconscious
Eyes Not sunken | Sunken Sunken
Fontanel | Notsunken | Sunken Sunken
Ability Drinks Drinks Drinks poorly
to drink normally eagerly, or not able to
thirsty drink
Skin pinch | Goes back Goes back | Goes back
immediately | slowly; very slowly;
<2 seconds | >2 seconds
Treatment | Plan A Plan B Plan C
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1.1.3 DEHYDRATION

Management

Plan A (No dehydration and for prevention)
TREATMENT LoC
T Counselthemotheronthe4rulesofhome HC2

treatment: extra fluids (ORS), continue feeding,
zincsupplementation, whentoreturn

T Giveextrafluids:asmuchasthechildwilltake

- Ifchild exclusively breastfed, give ORS or safe
clean water in addition to breast milk

- Ifchild not exclusively breastfed, give one or more
of: ORS, soup, rice-water, yoghurt, clean water

- Inaddition to the usual fluid intake, give ORS
after each loose stool or episode of vomiting
Child <2 years: 50-100 ml
Child 2-5 years: 100-200 ml

- Givethe mother 2 packets to use athome

- Giving ORS isespecially important if the child
has been treated with Plan B or Plan C during
current visit

- Givefrequentsmall sips fromacup

fAdvicethemothertocontinueorincrease
breastfeeding

Ifchildvomits, wait 10 minutes, thengivemore

slowly

- Inachildwith high fever or respiratory distress,
giveplentyoffluidstocountertheincreasedfluid
losses in these conditions

- Continuegivingextrafluidaswellas ORS until
the diarrhoea or other cause of dehydration stops

T If diarrhoea, give Zinc supplementation
Child <6 months: 10 mgonce aday for 10 days
Child >6 months: 20 mg once a day for 10 days
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EMERGENCIES AND TR AUMA '

1.1.3 DEHYDRATION

Plan B (Some dehydration)

TREATMENT

LOC

fGive ORS in the following approximate amounts
duringthe first4 hours

AGE
(MONTHS) <4 | 4-12 | 13-24 | 25-60

Weight(kg)| <6 | 6-9.9 [10-11.9| 12-19

ORS (ml) | 200- | 400- | 700- | 900-
400 | 700 | 900 | 1400

- Only use child’s age if weight is not known

- Youcanalso calculate the approximateamountof
ORStogiveachildinthefirst4 hoursasweight
(kg)x75ml

¥ Show the mother how to give the ORS

- Give frequentsmall sips fromacup

- Ifthe childwantsmore than isshown inthe table,
give more as required

- Ifthe child vomits, wait 10 minutes, then continue
more slowly

fForinfants<6 monthswhoarenotbreastfed, also
give 100-200mlofcleanwaterduringthefirst4
hours

T Reassesspatientfrequently (every 30-60
minutes) for classification ofdehydrationand
selection of TreatmentPlan

After 4 hours

T Reassess the patient

T Reclassify the degree of dehydration

T Select the appropriate Treatment Plan A, B or C
T Begin feeding the child in the clinic

HC2
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1.1.3 DEHYDRATION

If mother must leave before completing the child’s

treatment

fShow herhowtoprepare ORSathomeandhow
much ORStogiveto finishthe4-hourtreatment

— Give her enough packets to complete this and 2
more to complete Plan A at home

T Counselmotheronthe4rulesofhometreatment:
extrafluids, continue feeding, zinc,whentoreturn

Plan C (Severe dehydration)

TREATMENT

LOC

IfyouareunabletogiveIVfluidsandthistherapy

isnotavailable nearby (within 30 minutes) buta

nasogastrictube (NGT)isavailableorthechildcan

drink

fStartrehydrationwithORSbyNGT orby mouth:
Give20ml/kg/hourfor6hours(total=120ml/
kg)

T Reassess the child every 1-2 hours

- Ifthereisrepeated vomiting orincreasing
abdominaldistension,givemoreslowly

- Ifhydration status is notimproving within 3
hours, refer the child urgently for 1V therapy

T After 6 hours, reassess the child

T Classify the degree of dehydration

fSelectappropriatePlan A, B, or Ctocontinue
treatment

HC2
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1.1.3 DEHYDRATION

IfyouareunabletogiveIVfluidsbutIVtreatmentis
availablenearby (i.e. within30 minutes)
T Refer urgently for IV treatment

If the child can drink:

fProvidemotherwithORSandshowherhowto
give frequentsips during the trip to the referral
facility

HC2

If you are able to give 1V fluids

T Set up an IV line immediately

- Ifchildcandrink,give ORSwhilethedripisset
up

T Give 100 ml/kg of Ringer’s Lactate

- Or half-strength Darrow’s solution in glucose
2.5% or sodium chloride 0.9%

- Dividethe IV fluid as follows:

FIRST GIVE THEN GIVE
AGE 30 ML/KG IN: | 70 ML/KG IN:
Infants <1 years 1 hour* 5 hours*
Child 1-5 years | 30 minutes* | 2% hours*

* Repeat once if radial pulse still very weak/
undetectable

T Reassess patient frequently (every 30-60
minutes) to re-classify dehydration and treatment
plan

If the patient is not improving
F Give the IV fluids more rapidly

HC3

Assoonaspatientcandrink, usually after3-4
hours in infants or 1-2 hours in children
T Also give ORS 5 ml/kg/hour
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1.1.3 DEHYDRATION

T Continue to reassess patient frequently; classify
degree of dehydration; and select appropriate
Plan A, B, or C to continue treatment

Note

+ If possible, observe child for at least 6 hours after
rehydration to ensure that the mother can correctly use
ORS to maintain hydration

1.1.3.2 DehydrationinOlder Childrenand Adults
Assess degree of dehydration following the table below.

CLINICAL DEGREE OF DEHYDRATION

FEATURE MILD MODERATE | SEVERE

General Thirsty, Thirsty, Generally
appearance | alert alert conscious,
anxious,
clammy, cold
extremities,
cyanosis,
wrinkly skin
of fingers,
muscle
cramps, dizzy
if standing

Pulse Normal Rapid Rapid,
thready,
sometimes
absent

Respiration| Normal Deep, may | Deep and
be rapid rapid

Systolic BP| Normal Normal Low, may be
immeasurable
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1.1.3 DEHYDRATION

T Give oral ORS 25 ml/kg in the first 4 hours
— Increase or maintain until clinical improvement

Moderate dehydration
F Give oral ORS 50 mg/kg in the first 4 hours

Severe dehydration
fRinger’slactate (or Normal Saline0.9%) IV,
50 ml/kg inthe first4 hours

then adjust rate
- Re-evaluate vitals after 4 hours

Volumesthatare givenoverthefirst24 hoursin
adultsare shown inthe table below

- Give IV fluids rapidly until radial pulse can be felt,

Skin pinch | Returns Returns Returns very
rapidly slowly slowly (>2

seconds)

Eyes Normal Sunken Very sunken

Tears Present Absent Absent

Mucous Moist Dry Very dry

membranes

Urine Normal Reduced, Anuria, empty

output dark urine | bladder

Note

+ Atleast 2 of these signs must be present

Management
TREATMENT LoC
Mild dehydration HC2

HC3
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1.1.3 DEHYDRATION

VOLUME
TIME PERIOD OF IV FLUID
First hour 1L
Next 3 hours 2L
Next 20 hours 3L

given)

dehydration persists

T After4hours,evaluaterehydrationintermsof
clinical signs (NOT interms of volumes of fluid

fAssoonassignsofdehydrationhavedisappeared
(but not before), start fluid maintenance
therapyalternatingORSandwater(toavoid
hypernatraemia)asmuchasthe patientwants

Continueforaslongasthe cause oftheoriginal

Notes

occurs

+ VVolumes shown are guidelines only. If necessary,
volumes can be increased or initial high rate of
administration maintained until clinical improvement

¢ Inadditionto ORS, otherfluids, suchassoup, fruitjuice,
and safe clean water may be given

- Initially, adults can take up to 750 ml ORS/hour.

¢ Ifsodiumlactate compound IV infusion (Ringer’s
Lactate) isnotavailable, use half-strength Darrow’s
solutioninglucose 2.5% orsodium chloride infusion
0.9%, However, both of these are less effective

¢ Continuednutritionisimportant,and foodshouldbe
continued during treatment for dehydration

Caution

r Avoid artificially sweetened juices
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1.1.4 FLUIDS AND ELECTROLYTES IMBALANCES

Prevention (for all age groups)
Encourage promptuse of ORS athome ifthe
person&omiting and/or having diarrhoea

1.1.4 FluidsandElectrolytes Imbalances
ICD10 CODE: E87.8

A condition where losses of bodily fluids from whatever
cause has led to significant disturbance in the normal fluid
and electrolyte levels needed to maintain physiological
functions.

Causes

Disordersmay occurinthe fluid volume, concentration
(sodiumcomposition),anddistributionoffluidand other
electrolytes and ph.

The main cause is problems in intake, loss and/or
distributionand balance between waterandelectrolytes, as
shown in the table below.

MECHANISM EXAMPLES
Gastrointestinal Excessive vomiting and
loss diarrhoea

Nasogastric drainage
Fistuladrainage

Haemorrhage Internal or external

Fluid Paralytic ileus,

sequestration intestinal obstruction
Peritonitis

Loss through Sweating

skin/wounds Extensive burns

Urinary loss Decompensated diabetes
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1.1.4 FLUIDS AND ELECTROLYTES IMBALANCES

Fluid retention Renal, hepatic and heart

and electrolytes failure (seespecificsectionfor
or water management)
imbalances

Reduced intake Post operative patients

Excessive intake Water intoxication, 1V fluids
overload

Clinical features
Dehydration in mild/moderate fluid

(water aetlectrolytes) deficiency
Hypovolaemic shock in severe fluid deficiency
Oedema (including pulmonary oedema) in fluid excess
Specific effects due to electrolytes imbalances

Management

IV fluids and electrolytes therapy has three main objectives:

Replace lostbody fluids and continuing losses
Correct eventualimbalances
Maintain daily fluid requirements

Always use an 1V drip in patients who are seriously ill
(except patients in congestive heart failure; for these,
use only an indwelling needle) and may need IV drugs or
surgery.

If the fluid is not needed urgently, run it slowly to keep the
IV lineopen.
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1.1.4 FLUIDS AND ELECTROLYTES IMBALANCES

Maintenance fluid therapy

TREATMENT

LOC

T Administerdailyfluidandelectrolyte
requirements to any patient notable to feed

fThebasic24-hourmaintenancerequirementfor
anadultis 2.5-3 litres

— One third of these daily fluids should be (isotonic)
sodium chloride 0.9% infusion (or Ringer’s
Lactate), the other two thirds Glucose 5%
infusion

fAswellasthedailyrequirements,replacefluid
lostduetotheparticular conditionaccordingto
the assessed degree of dehydration

HC3

Notes

adjusted as required

tissues (extravasation)

¢ Closely monitorall IV dripstoensurethattherateis

+ Check the drip site daily for any signs of infection;
changedripsiteevery 2-3daysorwhenthedripgoesinto

Replacement therapy in specific conditions

TREATMENT

LOC

Dehydration
¥ See section 1.1.3

HC3

Diarrhoea and vomiting with severe dehydration,

paralytic ileus, intestinal obstruction

FReplacefluidlosseswithisotonic (sodium)
solutions containing potassium e.g. compound
sodiumlactateinfusion (Ringer’sLactate
solution)

fOr half-strength Darrow’s solution in 2.5%
glucoseinfusion
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Haemorrhage

Ifthereisbloodloss andthe patientis notinshock

fUsesodiumchloride0.9%infusionforblood
volumereplacementgiving0.5-1L inthe 1sthour
and notmorethan2-3Lin4hours

If there is blood loss >1 litre
fGive 1-2unitsofbloodto replace volume and
concentration

Shock

f Give Ringer’s Lactate or sodium chloride 0.9%
infusion 20 ml/kg I'VV over 60 minutes for initial
volumeresuscitation

- Startrapidly, closely monitor BP

- Reduce the rate according to BP response

fInpatientswithsevereshockandsignificant
haemorrhage,giveabloodtransfusion

Notes

adjusted as required

tissues (extravasation)

¢ Closely monitorall IV dripstoensurethatthe rateis

¢ Check the drip site daily for any signs of infection;
changedripsiteevery2-3daysorwhenthedripgoesinto

1.1.4.1 IV Fluids in Children
Fluid management in children

TREATMENT

LOC

fTotaldailymaintenancefluidrequirementis
100 ml/kgforthefirst10kg plus
50ml/kg forthenext10kgplus
25ml/kgforeachsubsequentkg

T Givemorethanaboveifchildisdehydratedorin
fluid loss or fever (10% more foreach 1°C of fever)

HC4
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1.1.4 FLUIDS AND ELECTROLYTES IMBALANCES

fMonitor IV fluids very carefully because of risk of
overload

fFluidswhichcanbeused formaintenance:

- Halfnormal saline plus 5% or 10% dextrose

- Ringer’slactate with 5% dextrose

- Normal saline with 5% dextrose

- Donotuse Dextrose 5% alone

Fluid management in neonates

TREATMENT

LOC

fEncouragemothertobreastfeedorifchildunable,
giveexpressedbreastmilkviaNGT

T+ Withhold oral feeding in case of bowel
obstruction, necrotizingenterocolitis,orif
feedingisnottolerated (abdominal distension,
vomiting everything)

T Withhold oral feedinginacute phase of
severe sickness, ininfantswho are lethargic,
unconsciousorhaving frequentconvulsions

Totalamountoffluids (oraland/orIV)
Day 1: 60 ml/kg/day of Dextrose 10%
Day 2: 90 ml/kg/day of Dextrose 10%
Day3:120ml/kg/day ofhalfnormalsalineand
dextrose 5%
Day 4 onwards: 150 ml/kg/day
flfonly IV fluidsaregiven,donotexceed 100 ml/
kg/day unless child isdehydrated, under aradiant
heater or phototherapy
TlIffacialswellingdevelops,reducerateofinfusion
fWhenoralfeedingiswellestablished, raisethe
totalamountto 180 ml/kg/day

HC4
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1.1.4 FLUIDS AND ELECTROLYTES IMBALANCES

Shock in non-malnourished child

T If bleeding, give blood at 20 ml/kg

If still no improvement
T Give another 20 ml/kg of 1V fluids

If no improvement further still

T Suspect septic shock

fRepeat20ml/kglV fluidsandconsider
adrenaline ordopamine

If improvement noted at any stage (reducing heart

rate, increaseinblood pressure and pulse volume,

capillary refill <2 seconds)

fGive 70ml/kgof Ringer’slactate (or Normal
salineif Ringer’snotavailable) over5hours
(ifinfant<12months)or2.5hours(ifchild>12
months)

TREATMENT LoC
T Use Ringer’s lactate or normal saline HC3
T Infuse 20 ml/kg as rapidly as possible

If no improvement

T Repeat 10-20 ml/kg of IV fluids HC4

Note

blood should be used in severe anaemia

¢ Inchildrenwith suspected malaria oranaemiawith
shock, IV fluidsshouldbeadministered cautiouslyand

Shock in malnourished child

TREATMENT

LOC

TInmalnourishedchildren,give 15ml/kgover
1 hour, use one of the following:

- Ringer’slactate with 5% glucose

- Halfstrength darrow’s solution with 5%
glucose

HC3
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1.1.4 FLUIDS AND ELECTROLYTES IMBALANCES

T Repeat once

T Startrefeeding

- 0.45% Sodium chloride plus 5% glucose

If signs of improvement
fSwitchtooralorNGTReSoMalat10ml/kg/hour
forupto 10 hours

If no improvement
f Give maintenance IV fluids 4 ml/kg/hour
TTransfuse 10ml/kgslowly (over3hours)

¥ Start IV antibiotics

HC4

Commonly used IV fluids and indication

(normal saline)

NAME COMPOSITION | INDICATIONS
Sodium Na 154 mmol/L | Shock, dehydration
Chloride 0.9% | Cl 154 mmol/L | in adults (and

children)
Maintenance fluid in
adults

Dextrose Glucose 25 g in | Maintenance fluid in
(Glucose) 5% | 500 ml adults

Dextrose Glucose 50 g in | Hypoglycaemia in
(Glucose) 10%* | 500 ml children and adults
(to be prepared) Maintenance fluids

in newborns day 1
and 2

Dextrose 50%

Glucose 50 g in
100 ml

Hypoglycaemia in
adults

Ringer’s lactate
(Sodium lactate
compound,
Harmann’s
solution)

Na 130 mmol/L
K 5.4 mmol/L
Ca 1.8 mmol/L

Shock, dehydration
in children (and
adults)

Maintenance fluid in
adults

72

UGANDA CLINIC AL GUIDELINES 2022




1.1.4 FLUIDS AND ELECTROLYTES IMBALANCES

5%?
(to be prepared)

500 ml

Y strenghth Na 61 mmol/L | Shock and
Darrow’s K 17 mmol/L dehydration in
solution in 5% | Glucose 25 g in | malnourished
glucose 500 ml children

Half normal Na 77 mmol/L | Maintenance fluidin
saline (Nacl CI 77 mmol/L | children

0.45%) dextrose | Glucose 25 g in | Shock and

dehydrationin
malnourished
children

Normal saline
or Ringer’s
lactate with 5%
dextrose®

(to be prepared)

Na 154/130
K0/5.4
Glucose 25gin
500 ml

Maintenance fluid
in children

Note

discard

5% and 50%

1 Prepare from Dextrose 5% and 50%:
- Remove50mlfrom Dextrose 5% 500 mlbottleand

- Replace with 50 ml of Dextrose 50%. Shake

- Follow normal aseptic techniques

- Useimmediately, DO NOT STORE

2 Prepare from Normal saline 500 ml bottle and dextrose

— Replace 250 ml of Normal saline with 225 ml of
Dextrose 5% and 25 ml of Dextrose 50%

3 Prepare by replacing 50 ml of normal saline or Ringer’s
500 ml bottle with 50 ml of Dextrose 50%
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1.1.5 FEBRILE CONVULSIONS

1.1.5 FebrileConvulsions ICD10CODE:R56

A generalized tonic-clonic seizure associated with a rapid
rise in temperature due to an extracranial illness. It is a
diagnosis of exclusion: specific conditions (cerebral malaria,
meningitis, epilepsy) should be excluded. It commonly
affects children from age 3 months to 6 years.

Causes

Malaria

Respiratory tractinfections
Urinary tractinfections
Other febrile conditions

Clinical features

Elevated temperature (>38°C)

Convulsions usually brief and self limiting (usually <5
minutes, always <15 minutes) but may recur if temperature
remains high

Noneurological abnormality inthe period
betweenconvulsions

Generally benign and with good prognosis

Differential diagnosis

Epilepsy, brain lesions, meningitis, encephalitis

Trauma (headinjury)

Hypoglycaemia

If intracranial pathology cannot be clinically
excluded (especiallyinchildren<2years)consider
lumbarpuncture or treat children empirically for
meningitis

Investigations

&> Blood: Slide/RDT for malaria parasites

&> Random blood glucose

&> Full bloodcount

&> LPand CSF examination

74 UGANDA CLINIC AL GUIDELINES 2022



1.1.6 HYPOGLYCAEMIA

&> Urinalysis, culture and sensitivity
&> Chest X-ray

Management
TREATMENT LOoC

FUsetepidspongingtohelplowertemperature | HC2
fGiveanantipyretic: paracetamol 15 mg/kg every
6 hours until fever subsides

If convulsing

fGivediazepam 500 micrograms/kg rectally
(usingsuppositories/rectaltubeordiluted
parenteral solution)

- Maximum dose is 10 mg

- Repeat prn after 10 minutes

If unconscious

T Positionthe patientontheside (recovery
position) and ensure airways, breathingand
circulation (ABC)

If persistent convulsions
T see section 9.1.1 HC4

Prevention
Educate caregivers on howto control fever (tepid sponging
and paracetamol)

1.1.6 Hypoglycaemia ICD10 CODE:E16.2

A clinical condition due to reduced levels of blood sugar
(glucose). Symptoms generally occur with ablood glucose
<3.0 mmol/L (55 mg/dl).

Causes
Overdose of insulin or anti-diabetic medicines
Excessive alcoholintake
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1.1.6 HYPOGLYCAEMIA

Sepsis, criticalillnesses
Hepatic disease
Prematurity

Starvation

Tumours of the pancreas (insulinomas)
Certaindrugse.g. quinine

BI DI DIRIDI DB D

Clinical features

Early symptoms: hunger, dizziness, tremors,
sweating, nervousness andconfusion

Profuse sweating, palpitations, weakness

Convulsions

Loss ofconsciousness

Differential diagnosis

Other causes of loss of consciousness (poisoning,
kedinjury etc.)

Investigations

&> Blood sugar (generally <3.0 mmol/L)

&> Specific investigations: to exclude other causes
dypoglycaemia

Management

Operationsto reduce the size of the stomach (gastrectomy)

Hormone deficiencies (cortisol, growth hormone)

TREATMENT

LOC

If patient is able to swallow

T Oralglucoseorsugar10-20gin100-200ml
water (2-4teaspoons)isusuallytakeninitially
and repeated after 15 minutes if necessary

If patient is unconscious

FAdults:glucose50%20-50ml1Vslowly(3ml/
minute)ordilutedwithnormalsaline, followedby
10 % glucosesolutionbydripat5-10mg/kg/

HC2

HC3
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minute until patientregainsconsciousness, then

encourage oral snacks

Child: Dextrose 10% IV 2-5 ml/kg
flfpatientdoesnotregainconsciousnessafter30

minutes, consider other causesofcoma
fMonitorbloodsugarforseveralhours(atleast12

ifhypoglycaemiacausedbyoralantidiabetics)

and investigate the cause—manage accordingly

Note

+ Afterdextrose50%, flushthe IV linetoavoidsclerosisof
the vein (dextrose is very irritant)

¢ PreparationofDextrose 10% from Dextrose5%and

Dextrose 50%:

Remove 50 ml from Dextrose 5% bottle and discard

Replace with 50 ml of Dextrose 50%. Shake

Follow normal aseptic techniques

Use immediately, DO NOT STORE

Prevention

Educate patients at risk of hypoglycaemia on
recognition of early symptoms e.g. diabetics, patients who
have had a gastrectomy

Advise patients at risk to have regular meals and to
aways have glucose or sugar with them for emergency
treatment of hypoglycaemia

Advise diabetic patients to carry an identification tag
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1.2.1 BITES AND STINGS

1.2 TRAUMA AND INJURIES

1.2.1 Bites and Stings
Wounds caused by teeth, fangs or stings.

Causes
Animals (e.g. dogs, snakes), humans or insects

Clinical features
Depend on the cause

General management

TREATMENT

LOC

First aid

Fflmmediatelycleanthewoundthoroughlywith
plenty of clean waterand soap to remove any dirt
or foreign bodies

f Stop excessive bleeding by applying pressure
where necessary

F Rinse the wound and allow to dry

fApplyanantiseptic: Chlorhexidine solution
0.05%orPovidoneiodinesolution10%

Supportive therapy

T Treat anaphylactic shock (see section 1.1.1)

fTreatswellingifsignificantasnecessary,usingice
packs or cold compresses

T Give analgesics prn

T Reassure and immobilise the patient

HC2

HC3

Antibiotics

fGive only for infected or high-risk wounds
including:

- Moderate to severe wounds with extensive tissue
damage

- Very contaminatedwounds

- Deep puncture wounds (especially by cats)
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1.2.1 BITES AND STINGS

- Wounds on hands, feet, genitalia or face

- Woundswith underlying structures involved

- Wounds in immunocompromised patients

f See next sections on wound management, human
and animal bites formore details

Tetanus prophylaxis

fGive TT immunisation (tetanus toxoid, TT 0.5
ml) if notpreviously immunised within the last
10years

Caution
r Do not suture bite wounds

1.2.1.1 Snakebites

Snakebites can cause both local and systemic effects. Non
venomous snakes cause local effects (swelling, redness,
laceration) and venomous snakes cause both local and systemic
effects dueenvenomation. Over 70% of snakes in Uganda are non-
venomous and most bites are from non-venomous snakes. Of the venomous
snakes, more than 50% of bites are “dry” i.e. no envenomation
occurs.

Inthe eventthatvenom isinjected, the effect of the venom
depends on the type of venom, quantity, location of the biteand
sizeand general condition of the victim.

Cause

Common venomous snakes in Uganda: Puff adder,
Gaon v, black mambas, Brown Forest cobra, Egyptian
cobra and Boomslang (see below images of some of the
common snakes in Uganda)
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1.2.1 BITES AND STINGS
Clinical features

Local symptoms and signs Generalized (systemic)
symptoms and signs
+  Fang marks *  Malaise
+  Swelling *  Vomiting
*  Local bleeding « Difficulty in
breathing
* Pain *  Abdominal pain
»  Blistering *  Weakness
*  Redness *  Loss of consciousness
«  Skin discoloration «  Confusion
(necrosis)
*  Shock

If cytotoxic venom (Puff adder, Gaboon viper)

Extensive local swelling, pain,
lymphadenopathy—starting 10-30 minutes after the
bite.

If neurotoxic venom (Jameson’s mamba, Egyptian Cobra, Forest Cobra,

Black mamba)

Weakness, paralysis, difficulty in breathing, drooping eyelids,
difficulty in swallowing, double vision, slurred speech — starting
15-30 minutes after the bite

Excessive sweating and salivation

If hemotoxic venom (Boomslang, Vine/Twig snake)

Excessive swelling and oozing from the site

Skin discoloration

Excessive bleeding, bloodyblisters

Haematuria, haematemesis —even after some days
Shock

If combined venom toxicity
Late appearance of signs and symptoms
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Investigations

1.2.1 BITES AND STINGS

Whole d clotting test atarrival and every
4-6 housafter thefirstday:

Put2-5mlof blood ina dry tbeand observe after 30
minutes

If inoompkee or no clotting, itindicates coagulation
abnormalities

Other useful tests depending on severity, level of
care and availability:

Oxygen Saturation/PR/BP/RR
Haemoglobin/PCV/Platelet count/PT/APTT/D-
Dimer

Biochemistry for Serum Creatinine/Urea/Potassium
Urine Tests for Proteinuria/Haemoglobinuria/
Myoglobinuria

Imaging ECG/X-Ray/Ultrasound

Management
What to do What not to do
Reassure the patient to Do not panic

stay calm

Lay the patient on the
side to avoid movement
of affected areas

Remove all tight items
around the affected area

Leave the wound/bite
area alone

Immobilize the patient

UGANDA CLINIC AL GUIDELINES 2022

Do not lay the patient on
their back as it may block
airways

Do not apply a tourniquet

Do not squeeze or incise
the wound

Do not attempt to suck
the venom out

Do not try to kill or
attack the snake

DON’T use traditional
methods/herbs
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1.2.1 BITES AND STINGS

Venom in eyes
Flrrigate eyes with plenty of
water

FCover with eye pads

LOC

TREATMENT
HC2

TAssess skinforfangpenetration

If signs of fang penetration
f  Immobilise limb with a splint
f  Analgesic e.g. paracetamol (avoid NSAIDS like
aspirin, diclofenac, ibuprofen)
Ifnosignsandsymptomsfor6-8hours:most likelybite
ithoutenvenomation
f Observation for 12-24 hours recommended
f  Tetanustoxoid (TT) IM0.5mlifnotpreviously
immunisedinthelast10years

If local necrosis develops
f Removeblisters,cleananddressdaily,debride
afterlesionsstabilise (minimum15days)
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Criteria for referral for administration of antivenom HC IV
Signs of systemic envenoming (paralysis, respiratory
difficulty, bleeding)
Spreading local damage:
= Swelling of hand or foot (site of most bites) within 1 hour of
bite
= Swelling of elbow or knee within 3 hours of bite
= Swellingofgroinor chestatany time
= Significantswelling of head or neck

FAntivenom sera polyvalent (Africa)

= Check package insert for IV dosage details. Ensurethe
solutionisclearand checkthatpatient hasno history of
allergy

Antibiotics

Flndicated only if wound is infected

Images of some common snhakes in Uganda
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Jameson’s mamba
(Dendroaspisjamesoni) Boomslang (Dispholidus typus)
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Puff Adder (Bitis arietans)

Gaboon Viper (Bitis gabonica)
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Egyptian Cobra (Naja haje) Eastern Forest Cobra (Naja subfulva)

Python (Python sebae)

Battersby's green snake Olive House Snake
(Philothamnus battersbyi) (Lycodonomorphis inornatus)
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1.2.1 BITES AND STINGS

1.2.1.1 InsectBites & Stings ICD10CODE: T63.4

Causes

Bees, wasps, hornetsand ants: venomisusually
mild attauses only local reaction but may cause
anaphylactic shock in previously sensitized persons

Spidersand scorpions: Mostare non-venomous
oraimildly venomous

Other stinging insects

Clinical features

Swelling, discolouration, burning sensation, pain at
twite of the sting

There may be signs of anaphylactic shock

Differential diagnosis
Allergic reaction

MANAGEMENT LOC

FIfthestingremainsimplantedintheskin, HC2
carefullyremovewithaneedleorknifeblade
fApply cold water/ice

If severe local reaction

FGivechlorpheniramine4 mgevery6hours
(max: 24 mgdaily) until swellingsubsides
Child1-2years: 1 mgevery 12hours
Child 2-5years: 1 mgevery 6 hours (max: 6 mg
daily)
Child 6-12years: 2mgevery 6 hours (max: 12mg
daily)

T Apply calamine lotion prn every 6 hours

If very painful scorpion sting

finfiltrate2mloflignocaine2%aroundthearea
of the bite

If signs of systemic envenomation
T Refer

86 UGANDA CLINIC AL GUIDELINES 2022



1.2.1 BITES AND STINGS
Prevention

Clear overgrown vegetation/bushes around the home
Preventchildren from playing inthe bush

Cover exposed skin while moving in the bush

Use pest control methods to clear insect colonies

DI DI DD
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1.2.1 BITES AND STINGS

1.2.1.2 Animal and Human Bites
ICD10 CODE: W50.3, W54.0

Clinical features

Teeth marks or scratches, lacerations

Puncture wounds (especially cats)

Complications: bleeding, lesions of deep structures,
waudinfection (by mixed flora, anaerobs), tissue necrosis,
transmission of diseases (tetanus, rabies, others)

VYWNY Y1 ANV SIIONIDYINW
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1.2.1 BITES AND STINGS

MANAGEMENT

LOC

First aid

Fflmmediatelycleanthewoundthoroughlywith
plenty of clean waterand soap to remove any dirt
or foreign bodies

f Stop excessive bleeding where necessary by
applying pressure

T Rinse the wound and allow to dry

fApplyanantiseptic: Chlorhexidinesolution
0.05%orpovidoneiodinesolution10%

FSoakpunturewoundsinantisepticfor15minutes

fThorough cleaning, exploration and debridement
(underlocal anesthesiaif possible)

As a general rule

DO NOT SUTURE BITE WOUNDS

fReferwoundsonhandsand face, deep wounds,
woundswithtissue defectstohospital forsurgical
management

Tetanus prophylaxis

fGive TT immunisation (tetanus toxoid, TT 0.5
ml) if notpreviously immunised within the last
10years

HC2

HC4

Prophylactic antibiotics

T Indicated in the following situations:

- Deep puncture wounds (especially Cats)

- Human bites

- Severe (deep, extensive) wounds

- Wounds on face, genitalia, hands

- Wounds in immunicompromised hosts

T Amoxicillin500mgevery8hoursfor5-7days
Child: 15 mg/kg per dose

T Plus Metronidazole 400 mg every 12 hours
Child: 10-12.5 mg/kg per dose

HC2

Note

dog bites/wounds

+ Donotuseroutineantibioticsforsmalluncomplicated
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1.2.1 BITES AND STINGS

1.2.1.3 Rabies Post Exposure Prophylaxis
ICD10 CODE: Z220.3, 223
Post exposure prophylaxis effectively prevents the
development of rabies after the contact with saliva of
infectedanimals, through bites, scratches, licksonbroken
skin or mucous membranes.

For further details refer to Rabies Post-Exposure Treatment
Guidelines, Veterinary Public Health Unit, Community
Health Dept, Ministry of Health, September 2001

General management
Dealing with the animal

VYWNY Y1 ANV SIIONIDYINW

TREATMENT LOC

Iftheanimal can be identified and caught HC2
FIfdomestic,confirmrabiesvaccination
Flfnoinformationonrabiesvaccinationor

wild: quarantinefor10days(only dogs,catsor
endangered species) or kill humanely andsend the
headtothe veterinary Department for analysis

- Ifnosignsofrabiesinfection shown within 10
days: release the animal, stop immunisation

- Ifitshowssignsofrabiesinfection:killtheanimal,
remove its head, and send to the Veterinary
Department for verification of the infection

If animal cannot be identified
FPresume animal infected and patient at
risk

Notes

¢ Consumptionofproperlycookedrabidmeatisnot
harmful

* Animalsatrisk:dogs, cats, bats, other wild carnivores

+ Non-mammals cannot harbour rabies
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1.2.1 BITES AND STINGS

Dealing with the patient

The combination of local wound treatment plus
passive immunisation with rabies immunoglobulin
(RIG) plus vaccination with rabies vaccine (RV) is
recommended for all suspected exposures to rabies

if the RI is not available, the patient should

still be vaccinated with the Rabies Vaccine alone

Since prolonged rabies incubation periods are
possible, persons who present for evaluation and
treatment even months after having been bitten should
be treated in the same way as if the contact occurred
recently

Administration of Rabies 1G and vaccine depends
on teype of exposure and the animal’s condition

TREATMENT

LOC

FLOCALWOUNDTREATMENT:Promptand
thorough local treatmentisan effective method to
reduce risk of infection

fFormucousmebranescontact, rinsethroroughly
with water or normal saline

if the wound is deep Tetanus Toxoid (TT)
should be given as well to prevent tetanus

HC

fLocalcleansingisindicatedevenifthepatient
presents late
DO NOT SUTURE THE WOUND

If Veterinary Department confirms rabies infection or

if animal cannot be identified/tested

fGiverabiesvaccine+/-rabiesimmunoglobulin
human as per the recommendations in the next
table
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1.2.1 BITES AND STINGS
Recommendations for Rabies Vaccination/Serum

CONDITION OF ANIMAL

NATURE OF AT TIME OF| 10 DAYS RECOMMENDED
EXPOSURE EXPOSURE | LATER ACTION
Saliva in Healthy | Healthy | Do not vaccinate
co_ntact with Rabid Vaccinate
skin but no
skin lesion Suspect/ | Healthy | Do not vaccinate
Unknown Rabid Vaccinate
Unknown | Vaccinate
Saliva in Healthy Healthy Do not vaccinate
contactwith . .
. Rabid Vaccinate
skin that
has lesions, Suspect/ | Healthy | Vaccinate; but
minor bites unknown stop course if
on trunk or animal healthy
proximal after 10 days
limbs Rabid Vaccinate
Unknown | Vaccinate
Salivain Domestic Vaccinate and
contact with | or wild give antirabies
mucosae, rabid immunoglobulin
serious bites | animal or
(face, head, suspect
flngl;e_rsl or Healthy Vaccinate but
multiple domestic stop course if
bites) animal animal healthy
after 10 days
Prevention

Vaccinateall domesticanimalsagainstrabiese.g. dg
cats andothers

92
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1.2.1 BITES AND STINGS
Administration of Rabies Vaccine (RV)
Thefollowingschedulesuse Purified VERO Cell Culture
Rabies Vaccine (PVRYV), which contains one intramuscular
immunising dose (atleast2.51U) in 0.5ml of reconstituted
vaccine.

RVandRIGarebothveryexpensiveandshouldonlybe
used when there is an absolute indication

Post-Exposure Vaccination in Non-Previously
Vaccinated Patients

Give RV to all patients unvaccinated against rabies together
with local wound treatment. In severe cases, also give rabies
immunoglobulin

The 2-1-1 intramuscular regimen

This induces an early antibody response and may be
particularly effectivewhen post-exposure treatmentdoes
notinclude administration of rabiesimmunoglobulins
fDay0:Onedose (0.5ml)inrightarm+onedoseinleftarm
T Day 7: Onedose

T Day 21: One dose

Notes on IM doses

¢ Dosesaregivenintothedeltoid muscle ofthearm. In
youngchildren, theanterolateral thigh mayalso beused

+ Neverusethegluteal area (buttock) as fatdeposits may
interfere with vaccine uptake making it less effective
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1.2.1 BITES AND STINGS

Alternative: 2-site intradermal (ID) regimen
ThisusesPVRVintradermal (ID)dosesofo.1ml
(i.e. one fifth of the 0.5 ml IM dose of PVRV) F
Day0:onedose of 0.1 mlineach arm (deltoid) ¥
Day 3: onedoseof0.1 mlineacharm

T Day7:onedoseof0.1mlineacharm

T Day 28: one dose of 0.1 ml in each arm

Notes on ID regime

+ Much cheaperas itrequires less vaccine

+ Requiresspecial stafftrainingin IDtechnique using1ml
syringes and short needles

+ Compliance with the Day 28 is vital but may be difficult to
achieve

+ Patientsmustbe followed up foratleast 6-18 monthsto
confirm the outcome of treatment

+ |fon malaria chemoprophylaxis, do NOT use

Post-exposure immunisation in previously vaccinated patients
Inpersonsknowntohave previously received full pre-or
post-exposure rabiesvaccination withinthe last3years

Intramuscular regimen
fDay0:Oneboosterdose IM
fDay3:0Oneboosterdose IM

Intradermal regimen
fDay0:Oneboosterdose ID
fDay3:0neboosterdose D

Note
¢ If incompletely vaccinated or immunosuppressed: give
full postexposure regimen

Passiveimmunisation with rabiesimmunoglobulin (RIG)
Give in all high-risk rabies cases irrespective of the time
between exposure and start of treatment BUT within 7 days
of first vaccine.DO NOT USE in patient previously
immunised.
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1.2.1 BITES AND STINGS

Human rabies immunoglobulin (HRIG)

T HRIG 20 1U/kg (do not exceed)

- Infiltrateas much as possible of this dose around the
wound/s (if multiplewoundsandinsufficientquantity,
dilute it 2 to 3 fold with normal saline)

- Givetheremainder IM into gluteal muscle

- Followthiswithacomplete course of rabies vaccine

- The first dose of vaccine should be given at the same
time as the immunoglobulin, but at a site as far away
as possible from the site where the vaccine was
injected. If the bite is at or near the upper arm, do not
infiltrate the wound with the immunoglobulin unless
the vaccine won’t be injected in the deltoid muscle
of that arm. If the wound near the deltoid is
infiltrated with the immunoglobulin, use the deltoid
muscle of the opposite arm for the vaccine”

Notes
¢ IfRIG notavailable atfirstvisit, itsadministration can
be delayed upto 7 daysafter the firstdose of vaccine

Pre-exposure immunisation
Offerrabiesvaccinetopersonsathighriskofexposure
suchas:

f Laboratory staff working with rabies virus

f Veterinarians

f Animal handlers

f Zoologists/wildlife officers

f Any other persons considered to be at high risk

T Day0: Onedose IMor ID
T+ Day 7: Onedose IMor ID
FDay28:0OnedoselMorID
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1.2.1 Rabies

1.2.1.5 Rabies Vaccine Schedules

Intramuscular Regimen

DAY Vaccine Dose Number of Doses Comments

0 0.5ml 2 (one in each deltoid) | Into the deltoid muscle

7 0.5ml 1 NEVER IN THE GLUTEAL
21 0.5ml 1 MUSCLE (buttocks)

Children with less muscle mass:
Anterolateral aspect of the thigh
Note: Day 14 is skipped

The 2:1:1 regimen uses 4doses in
3weeks

It has fewer patient appointments
and it is easy to comply with

If the patient is on anti-malarial
prophylaxis with Chloroquine, it
should be withheld and an
alternative malaria prophylaxis
should be started if needed.

2-site Intradermal (ID) Regi

DAY Vaccine Dose Number of Doses Comments

0 0.1ml 2 (one in each deltoid) | Itis cheaper since it uses less

3 0.1ml 2 (one in each deltoid) | drug

7 0.1ml 2 (one in each deltoid) | It requires special staff training in

28 0.1ml 2 (one in each deltoid) | ID technique using 1ml syringes
with shorter needles
Note: Days 14 and 21 are skipped

Rabies Immunoglobulin
DAYS Immunoglobulin Number of doses Comments
dose
0 20IU/kg Infiltrate in the area The Immunoglobulin should be

around and in the
wound at the same
depth as the wound

administered as far as possible
from the vaccine to avoid
antibody-antigen reaction
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1.2.2 FRACTURES

1.2.2 Fractures ICD10CODE:S00-T88
A fracture is a complete or incomplete break in a bone.

Causes

Traumae.g. road traffic accident, assault, falls, sports

Bone weakening by disease, e.g., cancer, TB,
osteomyelitis, osteoporosis

Clinical features

Pain, tenderness, swelling, deformity
Inability to use/movethe affected part
May be open (withawound)orclosed

Differential diagnosis

Sprain, dislocations

Infection (bone, joints and muscles)
Bone cancer

Investigations

@ X-ray:2views(APandlateral)includingthejointsdne
and below

Management

Suspected fracturesshould bereferredto HC4 or Hospital
after initial care.

TREATMENT LOC

If polytrauma
T Assess and manage airways
T Assess and treat shock (see section 1.1.2)

Closed fractures HC2
f Assessnerve and blood supply distal to the injury:
ifnosensation/pulse,referasanemergency
T Immobilise the affected part with a splint

T Apply ice or cold compresses
T Elevate any involved limb
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1.2.3 BURNS

fGiveananalgesice.g.paracetamollgevery6-8
hoursto relieve pain
Child: 10 mg/kg every 6-8 hours
TForseverepain,useopioidsstat HC4
— Morphine 5-10 mg IV or Pethidine 50-100 mg IM
T Refer to hospital for further management

Open fractures

T Stop any bleeding by applying pressure

fCleanopenwoundandcoverwithsteriledressing

T Give Tetanus Toxoid if not fully vaccinated HC2

T Start antibiotic

— Amoxicillin 500 mg every 8 hours
Child:25mg/kgevery8hours(or40mg/kgevery
12 hours)

If severe soft tissue damage HC3

T Add gentamicin 2.5 mg/kg every 8 hours

fRefer URGENTLY to hospital for further
management

Note
* Treatsprains, strains and dislocations as above

Caution
rDonotgivepethidineandmorphineforribfracturesand
headinjuriesastheycauserespiratorydepression

1.2.3 Burns ICD10CODE: T20-T25

Tissueinjurycausedbythermal,chemical,electrical,or
radiation energy.

Causes

Thermal, e.g., hot fluids, flame, steam, hot solids, sun

Chemical, e.g., acids, alkalis, and other caustic chemicals

Electrical, e.g., domestic (low voltage) transmission
Ins(high voltage), lightening
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1.2.3 BURNS

Radiation, e.g.,exposuretoexcess
radiotherapy @adioactive materials

Clinical features

Pain, swelling

Skin changes (hyperaemia, blisters, singed hairs)

Skin loss (eschar formation, charring)

Reduced ability to use the affected part

Systemic effects in severe/extensive burns include
shock, lowurineoutput,generalisedswelling, respiratory
insufficiency, deteriorated mental state

Breathing difficulty, hoarse voice and cough in
grdeinhalation injury —medical emergency

Criteria for classification of the severity of burns
The following criteria are used to classify burns:

ofdurationof
contact with

the skin)

CRITERIA LEVEL

Depth of 1st Degree burns

the burn Superficial epidermal injury with no

(a factor of | blisters. Main sign is redness of the skin,
temperature, | tenderness, or hyper sensitivity with
ofagent,and | intact two-point discrimination. Healing

in 7 days
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1.2.3 BURNS

2nd Degree burns or Partial thickness
burns

It is a dermal injury that is sub-classified
as superficial and deep 2nd degree burns.
In superficial 2nd degree burns, blisters
result, the pink moist wound is painful. A
thin eschar is formed. Heals in 10-14 days.

In deep 2nd degree burns, blisters are
lacking, thewoundispale, moderately
painful,athickescarisformed. Healsin
>1month,requiringsurgicaldebridement

3rd Degree burns

Fullthickness skin destruction, leather-
likerigideschar.Painlesson palpationor
pinprick. Requires skin graft

4th Degree burns
Fullthicknessskinand fascia, muscles, or
bone destruction. Lifeless body part

Percentage
of total body
surface area

Small areas are estimated using the open
palm of the patient to represent 1% TBSA.
Large areas estimated using the “rules of

(TBSA) nines” or a Lund-Browder chart. Count all
areas except the ones with erythema only
The body Face, neck, hands, feet, perineum and
parts injured | majorjointsburnsare considered severe
Age/general | In general, children and the elderly fare
condition worse than young adults and need more

care. Apersonwhoissickordebilitated at
the time of the burn will be more affected
than one who is healthy

94

UGANDA CLINIC AL GUIDELINES 2022




1.2.3 BURNS

- Categorisation of severity of burns
Usingtheabovecriteria, aburn patientmay be categorised

H as follows:
<
E SEVERITY CRITERIA
H Minor/mild | - Adultwith <15% TBSA affected or
§ burn - Child/elderly with <10% TBSA affected
I} or
: - Fullthicknessburnwith<2% TBSA
affected and no serious threatto
function
Moderate - Adultwithpartialthicknessburn15-
(intermediate) 25% TBSAoor
burn - Child/elderly with partial thickness

burn 10-20% TBSA

- All above with no serious threat to
functionandno cosmetic impairment
ofeyes, ears, hands, feetor perineum

Major (severe) | Adult with
burn - Partialthicknessburn>25% TBSAor
= Fullthickness burn>10% TBSA

Child/elderly with

- Partial thickness burn >20% TBSA
or full thickness burn of >5% TBSA
affected

Irrespective of age

- Anyburnsofthefaceandeyes,neck,
ears,hand, feet, perineumandmajor
joints with cosmetic or functional
impairment risks, circumferential
burns

- Chemical, highvoltage, inhalation burns

- Anyburnwithassociated major trauma
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Chart for Estimating Percentage of Total Body Surface
Area (TBSA) Burnt

LUND AND BROWDER CHARTS Ignore simpleerythema
Superficial
% Deep
Region %
Head

Neck

Ant. Trunk
Post. Trunk
Right Arm
Left Arm
Buttocks

Genitalia
Right Leg
Left Leg

Total Burn|

Relative percentage of body surface area affected by growth
Area Age 0 1 5 10 15 | Adult
A =% of head 9% 8%, 6% 5% 4%, 3%
B = % of one thigh 2% 3 4 4% 4, 4%
C=%ofonelowerleg | 2% 2% 2% 3 3V 3%
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1.2.3 BURNS

Management

TREATMENT

LOC

Mild/moderate burns - First aid

fStoptheburningprocessand movethe patientto
safety

T Roll on the ground if clothing is on fire

T Switch off electricity

fCooltheburnbypouringorshoweringorsoaking
theaffectedareawithcoldwaterfor30minutes,
especially inthe firsthourafterthe burn (thismay
reducethedepthofinjury if started immediately),

fRemove soaked clothes, wash off chemicals,
removeany constrictive clothing/rings

T Clean the wound with clean water

fCoverthewoundwithacleandryclothandkeep
the patientwarm

At health facility

T Give oral or IV analgesics as required

fIFTBSA<10%and patientabletodrink, giveoral
fluids otherwise consider IV

FGive TT if not fully immunised

fLeavesmallblistersalone,drainlargeblistersand
dressifcloseddressingmethodisbeingused

fDresswith silver sulphadiazine cream 1%, add
salinemoistenedgauzeorparaffingauzeanddry
gauzeontop to preventseepage

f Small superficial 2nd degree burns can be dressed
directly with paraffin gauze dressing

T Change after 1-3 days then prn

TPatientmaybeexposedinabedcradleifthereare
extensive burns

fSalinebathshouldbedonebeforewounddressing

HC1

HC2

HC3
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1.2.3 BURNS

Flfwoundinfecteddressmorefrequenlywith
silver sulphadiazine cream until infection is
controlled

Severe burns

fFirstaidandwound managementasabove PLUS

FGivelVfluidreplacementinatotal volumeper
24hoursaccordingtothecalculationinthebox
below (usecrystalloids, i.e., Ringer’slactate, or
normal saline)

Fifpatientinshock,runthelVVfluidsfastuntilBP
improves (see section 1.1.2)

T Manage pain as necessary

T Refer for admission

T Monitor vital signs and urine output

T Useantibioticsiftherearesystemicsignsof
infection: benzylpenicillin 3 MU every 6 hours
+/- gentamicin 5-7mg/kg 1V or IM once aday

T Blood transfusion may be necessary

TIfsigns/symptomsofinhalationinjury,give
oxygenand referforadvanced life support(refer
toregional level)

Surgery

fEscharotomyandfasciotomyforcircumferential
finger, hand, limb ortorso burns

T Escharectomy to excise dead skin

T Skingraftingtocovercleandeep burnwounds

HC3

HC4

Eye injury
T Irrigate with abundant sterile saline
TPlace eye pad over eye ointment and refer

HC2

Additional care
T Nutritional support
T Physiotherapy of affected limb
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1.2.3 BURNS

T Counselling and psychosocial support
f Health education on prevention (e.g. epilepsy
control)

Caution
f Silver sulphadiazine contraindicated in pregnancy,
breastfeeding and premature babies

Fluid replacement in burns

The objective isto maintain normal physiology as
doanby urine output, vital signs and mental status

Fluid is lost from the circulation into the
tissues surrounding the burnsand someislost
through the wounds, especially in 18-30 hours
aftertheburns

Low intravascular volume results in tissue
circulatory insufficiency (shock) with results such as
kidney failure and deepening of the burns

Thefluid requirementsare often very highand so
shouldbe given as necessary to ensure adequate urine
output

TREATMENT

LOC

TGiveoralfluids(ORSorothers)and/orIVfluids
e.g.normal saline or Ringer’s Lactate depending
on the degree of loss of intravascular fluid

fThetotalvolumeoflVsolutionrequiredinthe
first24 hours ofthe burnsis:

4 ml x weight (kg) x % TBSA burned
plusthenormaldailyfluid requirement

TGive50%offluidreplacementinthefirst8hours
and50% inthenext16hours. Thefluidinputis
balancedagainsttheurineoutput. Thenormal
urineoutputis: Children (<30kg) 1-2ml/kg/hour
andadults 0.5ml/kg/hour (30-50 ml/hour)

HC2
HC3
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1.2.4 WOUNDS

Prevention

Publicawareness of burn risksand firstaid water
useitooling burntskin

Construction ofrraised cooking fireplacesas
silymeasure

Ensure safe handling of hotwaterand food, keep
well abfthe reach of children

Particular care of highrisk persons near firese.g.
children, epileptic patients, alcohol or drug abusers

Encourage people to use closed flames e.g.
hurricare lamps. Avoidcandles.

Be ware of possible cases of child abuse

1.2.4 Wounds ICD10 CODE: S00-T88

Anybreakin the continuity of the skinormucosaor
disruption inthe integrity of tissue due to injury.

Causes

Sharp objects, e.g. knife, causing cuts, punctures
Bluntobjects causing bruises, abrasions, lacerations
Infections, e.g.abscess

Bites, e.g. insect, animal, human

Missile and blast injury, e.g. gunshot, mines,

exlosives, landmines
Crushinjury, e.g. RTA, building collapse

DI

Clinical features

Raw area of broken skin or mucous membrane
Pain, swelling, bleeding, discharge

Reduced use of affected part

Cuts: sharpedges

Lacerations: Irregularedges

Abrasions: loss of surface skin

Bruises: subcutaneous bleeding e.g. black eye

DIDDDRDE
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1.2.4 WOUNDS

Management

TREATMENT

LOC

Minor cuts and bruises
fFirstaid,tetanusprophylaxis,dressingandpain
management
fAntibioticsarenotusuallyrequiredbutifthe
woundisgrossly contaminated, give
— Cloxacillin or amoxicillin 500 mg every 6 hours
as empiric treatment
Child: 125-250 mg every 6 hours

HC2

Deep and/or extensive

Tldentifythecauseofthewoundorinjuryif
possible

fWashaffectedpartandwoundwithplenty of
water or saline solution

— (you can also clean with chlorhexidine 0.05%
or hydrogen peroxide 6% diluted with equal
amountofsalineto3%ifwound iscontaminated)

TExplorethewoundunderlocalanesthesiato
ascertain the extentofthe damage and remove
foreign bodies

fSurgicaltoilet: carryoutdebridementtofreshen
the wound

f Tetanus prophylaxis, pain management,
immobilization

HC4

If wound is clean and fresh (<8 hours)

fCarryoutprimaryclosurebysuturingunderlocal
anaesthetic

— Use lignocaine hydrochloride 2% (dilute to 1%
with equal volume of water for injection)

HC3
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1.2.4 WOUNDS

If wound is >8 hours old or dirty

T Clean thoroughly and dress daily
fCheckthestate ofthewound for2-3days
fCarryoutdelayedprimaryclosureifclean
— Use this for wounds up to 2-4 days old

Ifwound >4 days oldordeeppucture wound,

contaminated wounds, bite/gunshot wounds,

abscess cavity

fLetitheal by secondary closure (granulation
tissue)

fDressdailyifcontaminated/dirty,everyotherday
ifclean

f Pack cavities (e.g. abscesses) with saline-soaked
gauzes

In case of extensive/deep wound
T Consider closure with skin graft/flap

Note

Use SOP for collection of wound discharge, or
deep tissue, submit to lab

Start on treatment, change treatment when results
return

If MDR, gramnegative or MRSA or VRE
impleme the respective transmission-based
precautions.

Where can, use chlorine release for environmental
decontamination or alternate fumigation (not
formaldehyde)
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1.2.5 HEAD INJURIES

1.2,5 HeadInjuries ICD10 CODE: S00-S09

Trauma to the head resulting in brain injuries due to:

- Directdamagetothebrain(contusion, concussion,
penetrating injury, diffuse axonal damage)

- Haemorrhage from rupture of blood vesselsaroundand in
the brain

- Severeswellingofthecerebraltissue (cerebraloedema)

Causes

Road trafficaccident

Assault, fall or a blow to the head

Clinical features

May be closed (withouta cut) or open (with a cut)

Swelling on the head (scalp hematoma)

Fracture of the skull, e.g., depressed area of the skull,
gafracture (brain matter may be exposed)

Racoon eyes (haematomaaroundtheeyes), bleeding
ador leaking of CSF through nose, ears—signs of
possible skull basefracture

Severe head injury

Altered level of consciousness, agitation, coma (see
QG Delow)

Seizures, focal neurological deficits, pupil abnormalities

Minor head injury (concussion)

Transient and short lived loss of mental function,
e.g., loss of consciousness (<5 minutes), transient
amnesia, headache,disorientation,dizziness,
drowsiness,vomiting
— symptoms should improve by 4 hours after the trauma

Severity classification of head injuries

Head injuries are classified based on Glasgow Coma Scale
(GCS) scoreas:

- Severe (GCS3-8)

- Moderate (GCS 9-13)

- Mild (GCS>13)
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Glasgow Coma Scale (GCS)

1.2.5 HEAD INJURIES

EYE OPENING

VERBAL RESPONSE

MOTOR RESPONSE

1 = No response

1 = No response

1 = No response

2=0Openin 2= 2=Extensionto

response to Incomprehensible | painful stimuli

pain sounds (grunting (decerebrate)
in children)

3=0penin 3 = Inappropriate | 3 = Abnormal

response to words (cries and | flexion to

voice screams/cries painful stimuli
inappropriately in | (decorticate)
children)

4 = Open 4 = Disoriented 4 = Flexion/

spontaneously | able to converse | withdrawal from
(use words painful stimuli

inappropriately /
cries in children)

NA 5 = Oriented 5 = Localize pain
able to converse
(use words
appropriately/
cries appropriately
in children)
NA 6 = Obeys
command

(NA in children
<lyr)
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EMERGENCIES AND TR AUMA '

1.2.5 HEAD INJURIES

For infants and children use AVPU

A Alert GCS >13

Vv Responds to voice GCS 13

P Responds to pain GCS 8

U Unresponsive GCS <8
Note

Mildinjuriescanstill beassociated with significant brain
damageandcanbedividedintolowandhighriskaccording

to the following criteria:

LOWRISKMILD HEAD INJURY

HIGHRISKMILDHEADINJURY

GCS15at2hours
No focal
neurological deficits
No
signs/symptoms ékull
fracture
No recurrentvomiting
No risk factors (age
>65 years, bleeding disorders,
dangerousmechanism)
Brief LOC (<5
minues)and post traumatic
amnesia(<30minutes)
No persistentheadache
No large
heematoma/ laceration

Isolated head injury
No risk of
waginformation

GCS<15at2hours
Deterioration of GCS
Focal neurological deficits
Clinical suspicion of
dddfracture

Recurrentvomiting
Known bleedingdisorder
Age >65years

Post traumaticseizure
LOC >5minutes
Persistentamnesia

DI

DIDIRI BRI BB

Persistent
abnomalbehaviour
Persistent
®aeheadache
Large scalphaematoma
Polytrauma
Dangerous

mechanism(fall from
height, car crashetc.)
Unclear information
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1.2.5 HEAD INJURIES

Investigations
&> Skull Xray useful only to detect fracture

&> CTscanisthegold standard for detection of head injury

Differential diagnosis

Alcoholic coma-may occur together with ahead injury

Hypoglycaemia
Meningitis
Poisoning

Other cause of coma

Management (general principles)

Management depends on:

GCSandclinical features at first assessment

Risk factors (mechanismoftrauma, age,
beselineconditions)

GCSand clinical features at follow up

TREATMENT

LOC

T Assessmechanismofinjurytoassessrisksof
severe injury (which may notbe apparentatthe
beginning)

T Assessmedical historytoassessriskof
complication (e.g., elderly, anticoagulant
treatmentetc.)

f Assesslevel of consciousnessusing GCS or AVPU

f Perform general (including ears) and neurological
examination (pupils, motor and sensory
examination, reflexes)

— Assess other possible trauma especially if road
traffic accident, e.g., abdominal or chest trauma

DO NOT SEDATE. Do NOT give opioids

T Do NOT give NSAIDs (risk of bleeding)

HC3
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EMERGENCIES AND TR AUMA

1.2.5 HEAD INJURIES

Management of mild traumatic head injury

TREATMENT

LOC

T First aid if necessary

FMild analgesia if necessary e.g. paracetamol

fObserveforatleast4-6hours,monitorGCSand
neurological symptoms

If low risk (see above)

T Discharge on paracetamol

fAdvisehomeobservationandreturntothefacility
incase of any change

If high risk

T Monitor for 24 hours

f Referimmediately if GCS worsens or other
clinical signs appear/persist

Flfpatientisfineattheendofobservationperiod,
sendhomewithinstructionstocomebackin
caseofanyproblem (severeheadache, seizures,
alteration of consciousness, lethargy, change in
behaviouretc.)

HC3

Note

injury may persist for weeks/months

* Headachesanddizzinessfollowingmildtraumaticbrain

Management of moderate traumatic head injury

TREATMENT

LOC

T Refertohospital forappropriate management

T Careful positioning (head 300 up)

T Use fluids with caution

T Keep oxygen saturation >90% and systolic BP
>90 mmHg

T Monitor GCS, pupils and neurological signs

H
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1.2.6 SEXUAL ASSAULT/RAPE

fEarly CT ifavailable, otherwise observeand refer | NR
immediatelyifnotimprovinginthefollowing
hours

Management of severe traumatic head injury
TREATMENT LoC

f Referimmediately for specialist management NR
fSupportive care as per moderate head injury
flfopenheadinjury,givefirstdoseofantibiotic
prereferral
— Ceftriaxone 2 g IV
Child: 100 mg/kg

Prevention

Careful (defensive) driving to avoid accidents

Use of safety belts by motorists

Wearing of helmets by cyclists, motor-cyclistsand
peopeworking in hazardous environments

Avoid dangerous activities (e.g., climbing trees)

1.2.5.2 Traumatic Spinal Injury
Early recognition of spinal injury.

Immobilizations with a rigid cervical collar or thoracolumbar corset
to prevent further nerve damage.

Decompression:
Non operative Skull traction, Skin traction of lower limbs

Operative eg discectomy, anterior or posterior spinal decompression
surgery

1.2.6 SexualAssault/Rape ICD10 CODE Z04.4

Rapeistypically definedasoral,analorvaginal penetration
thatinvolvesthreats or force againstan unwilling person.

Such penetration, whether wanted or not, is considered
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EMERGENCIES AND TR AUMA '

1.2.6 SEXUAL ASSAULT/RAPE
statutory rapeifvictimsare youngerthantheage of consent

(18 years).

Sexual assault or any other sexual contact that results from
coercionisrape,includingseductionofachildthroughoffers
ofaffectionorbribes;italsoincludesbeingtouched,grabbed,
kissed or shown genitals.

Clinical features

Rape may result in the following:

Extragenital injury

Genitalinjury (usually minor,butsome vaginal
lacerations can be severe)

Psychologic symptoms: often the most prominent

- Shortterm:fear,nightmares,sleepproblems,anger,
embarrassment

- Long term: Post traumatic Stress Disorder, an anxiety
disorder; symptoms include re-experiencing (e.g.,
flashbacks, intrusive upsetting thoughts or images),
avoidance (e.g.,oftrauma-relatedsituations, thoughts,
andfeelings)andhyperarousal (e.g.,sleepdifficulties,
irritability, concentrationproblems).

- Symptomslastfor>1monthandsignificantlyimpairsocial
and occupational functioning.

- Shame,guiltoracombinationofboth

Sexually transmitted infections (STls, e.g., hepatitis,
syphilis, gonorrhea, chlamydial infection, trichomoniasis,
HIV infection)

Pregnancy (mayoccur)

Investigations
&> Pregnancy test
&> HIV, hepatitis B and RPR tests

Management

Whenever possible, assessment of a rape case should be
donebyaspeciallytrained provider. Victimsare traumatized
soshouldbeapproached withempathyandrespect. Explain
and ask consent for every step undertaken.
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1.2.6 SEXUAL ASSAULT/RAPE

The goals are:

Medical assessmentand treatment of injuries

Assessment, treatment and prevention of
pregnancy atSTIs

Collection of forensic evidence

Psychologic evaluation and support

TREATMENT

LOC

T Advisenottothrowoutorchangeclothing,
wash, shower, douche, brush theirteeth oruse
mouthwash;doingsomaydestroyevidence

HC2

FInitialassessment (historyand examination) —
use standard forms if available

- Typeofinjuriessustained (particularly to the
mouth, breasts, vaginaand rectum)

- Anybleeding fromorabrasionsonthe patientor
assailant (to help assess the risk of transmission
of HIV and hepatitis)

- Descriptionoftheattack (e.g., theorificeswhich
were penetrated, whether ejaculationoccurred, or
whetheracondom was used)

- Assailant’s use of aggression, threats, weapons
and violent behavior

- Description of the assailant

- Use of contraceptives (to assess risk of
pregnancy), previouscoitus(toassessvalidity of
sperm testing)

- Clearlydescribesize, extent, natureofanyinjury.
Ifpossibletake photosofthelesions (with
patient’s consent)

HC4

fTestforHIV,RPR, hepatitisBand pregnancy,
toassessbaseline status of the patient

— If possible test for flunitrazepam and gamma
hydroxybutyrate (’rape drugs”)

HC4
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EMERGENCIES AND TR AUMA '

1.2.6 SEXUAL ASSAULT/RAPE

fCollectforensicevidence (with standard kits if
available)

- Condition of clothing (e.g., damaged, stained,
adhering foreign material)

- Small samples of clothing including an unstained
sample, givento the police or laboratory

- Hairsamples, including loose hairsadhering to
thepatientorclothing,semen-encrusted pubic
hair,and clipped scalp and pubic hairsofthe
patient (at least 10 of each for comparison)

- Semen taken from the cervix, vagina, rectum,
mouth and thighs

- Blood taken from the patient

- Dried samples of the assailant’s blood taken from
the patient’s body and clothing

- Urine, saliva

- Smearsof buccal mucosa

- Fingernail clippings and scrapings

- Otherspecimenasindicated by the history or
physical examination

HC4

T Prophylaxis for STD including:

- Ceftriaxone 1g IM or cefixime 400 mg
orally stat

- Azithromycin 1 g stat or doxycycline 100 mg
twice a day for 1 week

- Metronidazole 2 g stat

- HIV Post Exposure Prophylaxis if within 72
hours:
Adults : TDF+3TC+ATV/r for 28 days
Children: ABC+3TC+LPV/r

T Hepatitis Bvaccineifnotalreadyimmunised

fEmergency contraceptionifwithin72hours (but
may be useful up to 5 days after)

HC4
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1.2.6 SEXUAL ASSAULT/RAPE

— Levonorgestrel 1.5 mg (double the dose if patient
is HIV positive on ARVS)

fCounselling: usecommonsense measures(e.g.,
reassurance, general support, non-judgmental
attitude)torelievestrongemotionsofguiltor
anxiety

T Provide links and referral to:

- Longterm psycho-social support

Legal counseling

Police- investigations, restraining orders

Childprotection services

- Economicempowerment, emergency shelters

- Long-term case management

Notes

+ Becausethefullpsychologiceffectscannotalwaysbe
ascertained at the first examination, follow-up visits
should be scheduled at 2 weeks intervals

* Reporting: Health facilities should use HMIS 105 to
report Gender-Based Violence (GBV)

Harm classification for police reporting

Harm:any body hurt, disease or disorders,
whetherpermanent or temporary

Grievousharm:any harm whichamountstoa
main a@angerousharm, or seriously or permanently
injures health, or causes permanent disfigurement
or any permanentinjeury to any internal or external
organ, membrane orsense

Dangerous harm: means harmendangering life

”’Main” meansthe destruction orpermanent
disabling @ny external membrane or sense
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1.3.1 GENERAL MANAGEMENT OF POISONING

1.3 POISONING
1.3.1 General Management of Poisoning
ICD10 CODE: T36-T50

Bodilyentry oftoxicsubstancesinamountsthatcause
dysfunction of body systems.

Causes
Microorganisms (food poisoning)
Fluids and gases (organic), e.g., agricultural
chemicals, petrol, paraffin, carbon monoxide
Metal poisoning (inorganic), e.g., lead, mercury, copper
Alcohol, drugs of abuse, medicines (in excessive amounts)

Acute poisoning can occur by ingestion, inhalation, injection
orcutaneous/mucosal absorption.

Exposure can be intentional (e.g., suicide or homicide
attempt), unintentional (e.g., medication error) or
environmental/ occupational.

Principles of general management
TIfpossible,referpatientsshowingsignsofpoisoningto
hospital foradmission. Sendanote ofwhatisknownabout
the poison and whattreatmenthas been given
fAlsorefer/admitpatientswhohavetakenslow-acting
poisonseveniftheyappearwell. Theseinclude:
acetylsalicylic acid, iron, paracetamol, tricyclic
antidepressants (e.g., amitriptyline, imipramine),
paraquat, modified-release products
fOptimalmanagementofthepoisonedpatientdepends
uponthespecificpoison(s) involved, the presentingand
predictedseverityofillnessandtimethathaselapsed
between exposure and presentation
fTreatmentincludessupportive care,decontamination,
antidotal therapy and enhanced elimination techniques
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1.3.1 GENERAL MANAGEMENT OF POISONING

T Itmay notalways be possible to identify the poison and the

amounttaken. Anyway,
f Only afew poisons have specific antidotes
f Few patients need active removal of the poison
f Most patients must be treated symptomatically

However, knowledge of the poison will help you anticipate

the likely effects on the patient.

1.3.1.1 Supportive Treatmentin Poisoning

TREATMENT

LOC

T Ensuresafety ofthe patientand minimize/stop
exposuree.g.washoff/cleanskinwithwaterand
soap

f Monitor and stabilize all vitals (blood pressure,
heartrate, respiratory rate,oxygensaturation
AND temperature)

HC2

Airway and breathing (often impaired in

unconscious patient)

T Ensure the airway is cleared and maintained

— Insert an airway cannula if necessary

fPositionpatientsemipronetominimiserisk of
inhalation of vomit

T Assist ventilation if necessary

T Administer oxygen if necessary

HC2

HC4

Blood pressure

— Hypotension iscommon in severe poisoning with
CNS depressants. A systolic BP <70 mmHg may
cause irreversible brain or renal damage

fCarrythe patient’shead down onthestretcher
andnurseinthispositionintheambulance

HC2
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1.3.1 GENERAL MANAGEMENT OF POISONING

T Set up an IV normal saline line

— Fluid depletionwithouthypotensioniscommon
afterprolonged comaandafteraspirin poisoning
due to vomiting, sweatingand hyperpnoea

T Hypertension is less common but may be
associated with sympathomimetic poisoning e.g.
amphetamines, cocaine, pseudoephedrine

HC3

Heart

— Cardiacconductiondefectsandarrhythmias may
occurinacutepoisoningespecially withtricyclic
antidepressants, but the defects usually respond
to correction of any hypoxiaoracidosis

HC4

Body temperature

- Hypothermia may develop in patients with
prolonged unconciousness especially after
overdoseofbarbituratesorphenothiazinese.g.,
chlorpromazine, trifluoperazine

- Hypothermiamaybemissedunlesstemperature
ismonitored

- Treatby covering the patient with ablanket

f Hyperthermia may occur with anticholinergics
and sympathomimetics

- Treatby tepid sponging and antipyretics if
appropriate

HC2

Convulsions

T Diazepam 10 mgrectally repeatedifnecessary
Child: 0.5mg/kg perdose (1.5-2.5mgif <1 month,
5mgiflmonth-2years,5-10mgif2-12 years)
Ordiazepam 5- 10 mgslow IV repeated if
necessary max 30 mg
Child: 200 micrograms (0.2 mg)/kg max 10 mg

HC2

HC3
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1.3.1 GENERAL MANAGEMENT OF POISONING

Other considerations HC4

f Counsel patient and families concerning
poisoning

fApsychiatricevaluationisnecessaryifpoisoning
was intentional

fIfenvironmentalorccupational exposure,follow
uptoassessifotherpeople have beenaffectedand
take appropriate measures

1.3.1.2 RemovalandEliminationofIngested Poison
Removal and elimination of poison (decontamination) has to
be implemented AFTER stabilization of vital signs.

Removal from the stomach

Balance the dangers of attempting to empty the
somechagainstthe likely toxicity of any swallowed
poisonas determinedbythetypeofpoisonandamount
swallowed against the risk of inhalation

Do not induce vomiting

Gastric lavage

f Onlyusefulifdonewithin2hoursofpoisoning (except
withsalicylatesoranticholinergicswhenitmaybeofuse
within 4 to 6 hours)

f Seldom practicable or necessary before the patient
reaches hospital

f Contraindications: drowsy or comatose patientsand if
poisoning with corrosive or petroleum products

Prevention of absorption and active elimination

Oralactivated charcoal canbind many poisons
intstomach and reduce their absorption

Itismore effective the sooner itisgivenbut may still
workupto2 hoursafterpoisoning (longerwith modified-
release products and anticholinergics)

Contraindications
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1.3.1 GENERAL MANAGEMENT OF POISONING

Depressed mentalstatus
Late presentation
Ingestion of corrosives and petroleum products

lithium, alcohol)
- Intestinal obstruction

Toxins poorly absorbed by charcoal (e.g. metals like iron,

Itisgenerally safe and especially useful for poisonstoxic

nsmall amounts, e.g. antidepressants

TREATMENT

LOC

Prevention of absorption

T Dose: activated charcoal powder 50 g
Child: 0.5-1 g/kg

- Grindtabletsintoafine powder before mixing
with100-200 mlofwater (50g=200tablets of
250 mg)

- If patientunable to swallow the charcoal/water
mixture (slurry), give by gastric lavage tube

Active elimination

TRepeateddosesofactivatedcharcoalmaybe
beneficial in some cases, e.g., acetylsalicylic
acid, carbamazepine, phenobarbital, phenytoin,
quinine, theophylline

- Give activated charcoal 50 g repeated every 4
hours

FTreatanyvomitingasthismayreducethe
effectiveness of the charcoal

In case of intolerance
fReduce dose and increase frequency, e.g.,25¢g
every 2 hours,or 12.5gevery hour

HC2

116 UGANDA CLINIC AL GUIDELINES 2022




1.3.2 ACUTE ORGANOPHOSPHATE POISONING

1.3.2 AcuteOrganophosphatePoisoning
ICD10 CODE: T60.0

Organophosphatesareingredientsofsomepesticidesand
insecticidesintended foragriculturalandhousehold use.

Poisoningoccursbyingestion,inhalationorabsorption
through the skin.

Causes

May be accidental, e.g., contamination of food
Intended poisoning, i.e., suicidal or homicidal
Occupational hazard, e.g., agricultural workers

Clinical features

Patient may smell of the chemicals
Constricted pupils

Cold sweat, anxiety, restlessness
Abdominal pain, diarrhoea and vomiting
Twitching, convulsions

Bradycardia

Excessivesalivation, difficulty inbreathing,
abundantrespiratory secretions

Headache, hypotension, urine incontinence
Coma

DIDIRIDIBIDI

DI &

Differential diagnosis
Other causes of poisoning
Other causes of convulsions

Management
TREATMENT LOC
f Remove contaminated clothing (use gloves) HC4

fWash contaminated skin with lots of water
T Establishand maintainthe airway
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EMERGENCIES AND TR AUMA '

1.3.2 ACUTE ORGANOPHOSPHATE POISONING

fAtropine2-4mglIMorlV (accordingtothe
severity of the poisoning)
Child: 0.05 mg/kg per dose

- Doubledoseevery3-5minutesuntilsignsof
atropinisationoccur (stopping of bronchial
secretions andbroncoconstrictions)

- Continuousinfusion of atropine 0.05 mg/kg/
hour may be necessary

- Reducedoseofatropineslowlyover24hoursbut
monitor for patient’s status

fAssisted respirationwithair or oxygen may be
required during the first24 hours after poisoning

fGiveIVfluids,e.g.,normalsalineprnfor
dehydration, hypovolaemia, and shock

fPreventandtreatconvulsionswithdiazepam 10
mg IV
Child: 0.2 mg/kg IV or 0.5 mg/kg rectal

fSalbutamol 5mg(2.5mgforchildren<5Syears)
nebulisation if bronchospasm:

fPerformgastriclavageifthe poisonwasingested
(upto6hoursafteringestion) butconsider risk of
aspiration

fGive standard dose of activated charcoal if
patient presentswithin2 (upto4)hours

fMonitorpatientforafewdays(worseningcan
occur afewdaysafteringestion)

In moderate to severe poisoning (only if not
responding to adequate doses of atropine)
T Add pralidoxime mesylate 30 mg/kg IV over
30 minutes
Child: 25-50 mg/kg IV
- Continue with infusion 8 mg/kg/hour
Child: 10-20 mg/kg/hour

RR
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1.3.3 PARAFFIN AND OTHER PETROLEUM PRODUCTS POISONING

Note
+ Pralidoxime: Only effective if given within 24 hours of
poisoning

Prevention

Labelagriculturaland domestic pesticides
properly—ahot use unlabelled bottles for pesticides

Store such products away from children

Wear protective clothing when using the products

1.3.3 Paraffinand OtherPetroleumProducts
Poisoning ICD10 CODE: T53.7

Includesparaffin,petrol, paintthinners,organicsolvents,
and turpentine.

Clinical features

Patient may smell of paraffin/other petroleum product

Burning sensation in mouth and throat

Patient looks pale (transient cyanosis)

Vomiting, diarrhoea, bloody stools

Cough, dyspnoea, wheezing, tachypnoea, nasal
flaring @eto chemical pneumonitis)

Lethargy, convulsions, difficulty in breathing

DI DI B DI B

Themainriskisdamage to lung tissue due to aspiration.
AVOIDgastriclavageoruseofemeticsasthismay leadto
inhalation of gastric contentand pneumonitis

Differential diagnosis
Other causes of poisoning
Acute infections
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EMERGENCIES AND TR AUMA '

1.3.4 ACETYLSALICYLIC ACID (ASPIRIN) POISONING

Management
TREATMENT LOC
Treatment is supportive and symptomatic HC4

fRemoveclothesandwashskinifcontaminated
T Avoid gastric lavage or use of an emetic
F Charcoal isNOT useful

T Give oxygen if patient has hypoxia

Prevention

Store paraffin and other petroleum products safely (e.g.
indocked cupboard, out of reach of children)

Do notstore paraffinand other petroleum
productsitommon beverage bottles

1.3.4 AcetylsalicylicAcid (Aspirin) Poisoning
ICD10 CODE: T39.0

Overdose of ASA, duetoconsumptionof>10gof ASAiIn
adultsand 3 g in children.

Clinical features

Mild to moderate toxicity (after 1-2 hours):
hyperventilation, tinnitus, deafness, nausea, vomiting,
dizziness, vasodilation

Severe toxicity: hyperpyrexia, convulsions, altered
mertstatus, non cardiac pulmonary oedema, coma

Complex acid-base disturbances (acidosis)

Management
TREATMENT LocC
Stabilise vital signs H

T Oxygen and IV fluids as necessary
fGastriclavage: worthwhileupto4hoursafter
poisoningasstomachemptyingisdelayed
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1.3.5 PARACETAMOL POISONING

T Activated charcoal 50grepeatedasneeded
every4hoursor25grepeated prnevery 2 hours
— It delays absorption of any remaining salicylate
f Treat/prevent hypoglycaemia with Dextrose 50%
50-100 ml (Dextrose 10% 2-5 ml/kg in children)
T Tepid sponging for hyperpyrexia
T Treatconvulsionswith IV diazepam10mgprn

Referto higherlevel of care ifcoma, pulmonary RR

oedema, renal insufficiency, clinical deterioration

inspite ofabove measures

T Treat acidosis and enhance renal excretion in
symptomatic patients with Sodium bicarbonate

- Bolus1-2mEg/kg (max 100 mEQq) in 3-5minutes

- Followedbyaninfusionof50-75mEqin500mlof
Dextrose 5 %;runat 250 ml/hourinadults (run
at1.5-2 times maintenance in children)

- Mantainurine pH 7.5-8

1.3.5 Paracetamol Poisoning ICD10 CODE: T39.1

Accidental or intentional assumption of excessive amount
of paracetamol. Toxic dose: >150 mg/kg or >7.5g (200 mg/kg
for children <6 years)

Clinical features

First24 hours: asymptomatic or aspecific symptoms
suchas nausea and vomiting, malaise, anorexia, abdominal
pain

Inpatientswithmild poisoning, symptomswill
resolve and patientwill recover. In patientswithsevere
poisoning, symptoms will progress to the next phase

In24-72hours: progressivesignsofhepatic
toxicity egrightupper quadrantabdominal pain,
enlargedtender liver, increasedtransaminases)

After 72 hours: signsand symptoms peak at 72-96 hours
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1.3.5 PARACETAMOL POISONING

andthismaybe followedby full recoveryin5-7days
or progression into irreversible hepatic failure (less
frequently renal failure) and death

Investigations
&> Monitor liver function, renal funtion, INR

&> Rule outpregnancy (itcrossesthe placental barrier)

Management

T+ Treatment

LOC

f Give repeated doses of activated charcoal (25-50
gevery 4 hours)

flfingestionwas<2hours,emptythestomachto
removeany remaining medicine using gastric
lavage

T Give acetylcysteine 1V preferrably within
8 hours from ingestion; if patient presents later,
give it anyway

- 150 mg/kg (max 15 g) in 200 ml of Dextrose 5% in
60 minutes followed by

- 50mg/kg (max5g)inDextrose5%500mlin
4 hours followed by

- 100 mg/kg (max 10 g) in Dextrose 5% 1000 ml in
16 hours

T Supportive treatment

HC2

Note

If bronchospasm, stop the infusion

* Acetylcysteinemay cause histaminerelease, mimicking
anallergicreaction. Ifpatientisstable,slowtheinfusion.

122 UGANDA CLINIC AL GUIDELINES 2022




1.3.6 IRON POISONING

1.3.6 IronPoisoning

ICD10 CODE: T45.4

Common in children, due to the candy-like aspect of iron
tablets. Ingestion of a quantity <40 mg/kg of elemental iron
is unlikely to cause problems. Doses >60 mg/kg can cause

serious toxicity.

Note: thecommontabletof200 mgofanironsaltcontains
60-65 mg of elemental iron.

Clinical features
Clinical symptomsvary accordingto the time fan

ingestion
TIME SYMPTOMS
Phase 1 Initial symptoms (by corrosive action of
(30 minutes | iron in GIT): nausea, vomiting (may be
to 6 hours) blood stained), abdominal pain, shock,

metabolic acidosis

Phase 2 Symptoms improve or disappear
(6-12 hours)
Phase 3 Severe shock, vascular collapse,

(12-48 hours)

metabolic acidosis, hypoglycaemia,
convulsions, coma

Phase 4 Liver and renal failure, pulmonary
(2-4 days) oedema

Phase 5 Gastrointestinal scarring and
(>4 days) obstruction in survivors
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1.3.7 CARBON MONOXIDE POISONING

Management

TREATMENT

LOC

T Gastriclavageifingestionwithin 1 hourfrom
arrivalorpillsvisibleinthestomachat X-ray

T NB: charcoal is NOT EFFECTIVE

fPatientswhoareasymptomaticafter6hours
from ingestion most likely do not need specific
treatment. Monitor foratleast12 hours

FIV fluids to manage shock and hypovolaemia

Indication for use of antidote:

- Severe symptoms

- Metabolic acidosis

f Desferroxamine continuous infusion 15 mg/kg/
hourinnormal saline orglucose 5%

Do not use for more than 24 hours

Increase 1V fluids if BP drops
Continueuntilmetabolicacidosisclearsor
clinical condition improves

Contraindication: renalfailure/anuria

NR

1.3.7 CarbonMonoxidePoisoning 1cpiocope: 158

Usuallyduetoinhalationinconfined spacesofsmoke, car
exhaustorfumescausedbyincompletecombustionoffuel

gasese.g. use of charcoal stoves in unventilated rooms.

Cause

Carbonmonoxide,acolourlessand odourless
ronirritating gas

Clinical features

Due tohypoxia

Headache, nausea, vomiting, dizziness,
confusion, weakness

Collapse, seizures, coma, death
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1.3.8 BARBITURATE POISONING

Management

TREATMENT

LOC

T Move person to fresh air

fCleartheairway

fGive oxygen 100% (use non-rebreather masks) as
soon as possible

T 1V fluids for hypotension

T Diazepam for seizures

HC4

1.3.8 BarbituratePoisoning ICD10CODE: T42.3

Barbituratesare used inthe treatment of epilepsy and

convulsions (e.g. phenobarbital).

Clinical features
Confusion, irritability, combativeness
Drowsiness, lethargy

Hypotension, bradycardia or tachycardia, until shock

Respiratory depression, until coma
Management

TREATMENT

LOC

Supportive care

T Oxygen therapy

FIV fluids for hypotension

T Charcoal maybeusefulbutonlyifgivenwithin
1 hourfromingestionand ifthe patientis not
drowsy (risk of inhalation)

fReferforventilatory supportifnecessary

fAlkalinisationtoincreaserenal excretion

— Sodium bicarbonate 1 mEq/kg bolus followed by
infusion (specialist only)

RR
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1.3.9 OPIOID POISONING

1.3.9 Opioid Poisoning ICD10 CODE: T40

Voluntaryoraccidentaloverdoseofopioiddrugslike
codeine, morphine, heroin used for therapeutic or
recreational purposes.

Clinical features

Respiratory depression
Hypotension, hypothermia
Pinpointpupils

Decreased mental status until coma

Management
TREATMENT LoC
Antidote:
fNaloxone 0.4-2mg IV or IM, repeatevery 2-3 H

minutesifnotimprovinguntilmax10mg

Child:0.01mg/kg,increaseto0.1mg/kgif

necessary
fAimatrestoringventilationnotconsciousness
fRepeateddosesorinfusionmay be necessary
F Manage complicationsaccordingly

Note

+ Naloxonedosesusedinacute poisoning may not
besuitable fortreatingopioid-induced respiratory
depression and sedation in palliative careand in chronic
opioid use

1.3.10 WarfarinPoisoning ICD10 CODE: T45.5

Overdosemay resultfromaccidental ingestionofratpoison
(containing a warfarin-like substance) or overdose of
warfarin used for therapeutic purposes.

Warfarininhibitsthe production of coagulationfactorsin
the liver.
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1.3.11 METHYL ALCOHOL (METHANOL) POISONING

Clinical features

Bleeding (canbelifethreatening) internal
orfarmucosae

Usually evident 24 hours after ingestion

Management
TREATMENT LOC
T Empty the stomach HC2

T Giveactivatedcharcoal 50gifpresentingearly
Child: 25 g (50 g if severe)

fPhytomenadione (vitamin K1) 5mg 1V slowly HC4

T Supportivetreatment (1V fluids, blood RR
transfusion, fresh frozen plasmaifactive
bleeding)

Note
¢ Intoxicationwith ratpoison may require prolonged
treatmentwith vitamin K

1.3.11 MethylAlcohol(Methanol)Poisoning

ICD10 CODE: T51.1
Methanol isused asanindustrial solventand isaningredient
of methylated spirits. Itis often ingested for self-harm oras
asubstituteforalcohol. Itcanforminhome-distilled crude
alcohol due to incomplete conversion to ethanol.

Adose>1g/kgispotentially lethal: itistransformedinto
toxic metabolites and causes profound acidosis.

Clinical features
Initial inebriation (as in alcohol assumption)
Latentasymptomatic period of 12-24 hours
Headache, dizziness, nausea, vomiting,
visual disturbances, CNS depression and respiratory
failure
Toxic metabolites may cause severe acidosis and
retinal/ optic nerve damage
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1.3.12 ALCOHOL (ETHANOL) POISONING

Management
TREATMENT LoC
T Gastric aspiration and lavage H

- Onlyuseifdonewithin2hoursofingestion (ithas
avery rapid absorption)

T Charcoal is NOT USEFUL

fGivel.5-2ml/kgoforalalcohol40%(e.g.waragi,
whisky, brandy) in 180 ml of water as loading
dose, oralorviaNGT

- Maintenance dose: 0.3 ml/kg/hour

fSodium bicarbonate50-100 ml IV over 30-45
minutes

T Check for and correct hypoglycaemia

1.3.12 Alcohol(Ethanol)Poisoning icpiocope: 51
Alcohol poisoning may be acute or chronic.

1.3.12.1 Acute Alcohol Poisoning
Symptoms of alcoholic poisoning following ingestion of a
large amount of alcohol overa short period.

Cause

Deliberate consumption ofexcessivealcoholina
dotperiod of time

Accidental ingestion (may occur in children)

Clinical features

Smell of alcohol in the breath

Slurred speech, uninhibited behaviour,
Altered cognition and perception
Nausea andvomiting

Excessive sweating, dilated pupils
Hypoglycaemiaand hypothermia

In later stages, stupor and coma develop

DI DI BRI DI B

N
(=

UGANDA CLINIC AL GUIDELINES 2016



1.3.12 ALCOHOL (ETHANOL) POISONING

As coma deepens the following appear:
Thready pulse and falling BP

Fall in body temperature

Noisy breathing

Differential diagnosis

Other causes of coma:

Malaria and other intracranial infections
Diabetes mellitus

Head injury

Stroke (cerebrovascularaccidents)

Low blood sugar (hypoglycaemia) due to other causes
Poisoning by other medicines e.g. narcotics
Mental illness

Investigations

&> Blood: alcohol content, glucose level
&> Urine: forglucose and protein

&> Lumbar puncture

Management
TREATMENT LoC

T Manage airways (ventilation may be needed) H

f Correct hypothermia and hypovolaemia if present

fCheck and correct hypoglycaemiawith Dextrose
50% 20-50 ml IV

- GiveitviaNGT orrectal if IV notavailable

- MaintaininfusionofDextrose5-10%until
patient wakes up and can eat

FThiamine IV 100 mg in 1 L of Dextrose 5% H
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1.3.12 ALCOHOL (ETHANOL) POISONING

1.3.12.2 Chronic Alcohol Poisoning

Cause
Heavy habitual drinking combined with poor nutrition

Clinical features

Features of malnutrition

Weight loss, dry scaly skin

Brittle discolored hair, pale mucous membranes

Cerebral damage

Memory loss, hallucinations, tremors

Liver disease

Poor appetite

Fluid in the abdomen (ascites) as aresult of cirrhosis

Withdrawal

Mild: 12-48 hours after the last drink, with
anxiety, agitation,insomnia, tremors, palpitation,
sweating.Ifnot progressing it may resolve over 24-48
hours

Severe:seizures, hallucinations (from 12to 48 hours
diethe last drink)

Very severe: delirium tremens characterized by
hallucinations, disorientation, tachycardia, hypertension,
hyperthermia, agitation, and diaphoresis In the absence
of complications, symptoms of delirium tremens typically
persist for up to seven days

Wernicke encephalopathy

Duetothiaminedeficiency. Commoninchronic
alcoholabuse

Characterized by acute mental confusion, ataxia
(unstable gait) and nystagmus/ophthalmoplegia
(abnormal eye movements)
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1.3.12 ALCOHOL (ETHANOL) POISONING

Management

TREATMENT

LOC

Withdrawal syndrome

T Supportive care (IV fluids, nutrition)

fCheck and correcthypoglycaemiawith Dextrose
50% 20-50 ml IV

- GiveitviaNGT orrectal if IV notavailable

- Maintaininfusionof Dextrose until patientwakes
up and can eat

fDiazepam 5-10 mgevery 10 minutesuntil
appropriate sedation isachieved

- Very high doses may be required

- Monitor respiration

flfnotresponsing, consider phenobarbital 100-
200mgslow IV butithasarisk ofrespiratory
depressionand hypotension

FThiamine IV 100 mg in 1 L of Dextrose 5%

FIfdeliriumorhallucinationspersistinspite of
treatment,considerhaloperidol2.5-5mgupto3
timesaday

If Wernicke encephalopathy
fThiamine 100 mg IV or IM every 8 hours for 3-5
days

HC3

HC4

Note

disorders

* Seesection 9.2.5. for general management of alcohol use
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1.3.13 FOOD POISONING

1.3.13 Food Poisoning ICD10 CODE: A05

Iliness caused by consumption of food or water
contaminated by certain pathogenic microorganisms. It
usually affects large numbers of people after ingestion of
communal food in homes, hospitals, hotels and parties.

Causes

Can be infective or toxic

Infective: by bacteria e.g. Salmonella
typhimurium, Campylobacter jejuni, Bacillus cereus

Toxic: by toxins from Staphylococcus aureus and
Clostridium botulinum

Clinical features

Nausea, vomiting

Intermittent abdominal pain (colic) with
associated diarrhoea

Fever (especially if poisoning is the infective type)

Often self-limiting

Botulism

Paralysis of skeletal, ocular, pharyngeal and
respiratory muscles

Differential diagnosis
Cholera, dysentery
Other causes of stomach and intestinal infections

Investigations
&> Good history and examination is important for diagnosis
& Stoolmicroscopy, C&S
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1.3.13 FOOD POISONING

Management
TREATMENT LOC
T Establish the cause and treat accordingly HC2

fGiveoral (ORS)orIVfluids (Normalsaline)for
rehydration as required

T For pain, give paracetamol 1 g every 4-6 hours
Child: 10 mg/kg per dose

Ifdiarrhoeasevereandpersistingorbloody, high

fever

fGiveanantibiotic for3-7 days, depending on
response: HC2

- Ciprofloxacin 500 mg every 12 hours
Child: 10 mg/kg per dose

- Orerythromycin 500 mg every 6 hours
Child: 10 mg/kg per dose

Prevention
Heat cooked foods thoroughly before

eating and aadeating cold left-over cooked foods
Ensure adequate personal and domestic hygiene

Hypoxaemia is the low concentration of Oxygen in blood or
oxygen saturation (SpO2) less than 90% in peripheral arterial
blood detected on pulse oximeter reading.

Hypoxaemia is a life-threatening condition corelated with disease
severity and an emergency stat. Left untreated and for prolonged
periods of time, it results into low tissue oxygen concentration
(Hypoxia), and this leads to death.

UGANDA CLINIC AL GUIDELINES 2022 133

VYWNY dL ANV S!IDN!SH!Wﬂ



1.3.13 FOOD POISONING
Causes
Surgical causes.
o Head Injury, Chest trauma
Medical Causes
o Severe Asthma, Pneumonia, Sepsis, Shock, Malaria,
Covid-19, Heart Failure, Cardiac arrest, Upper airway
obstruction, Severe anaemia, Pertussis, Carbon
Monoxide poisoning.
Obstetric, gynaecological, and perioperative causes.
o  Obstructed labour, Ruptured uterus, Pre-eclampsia and
eclampsia, Post caesarean section,
Neonatal causes
o Transient tachypnoea of the new-born, Hypoxic
Ischaemic encephalopathy (Birth asphyxia), Respiratory
distress Syndrome, Neonatal Septicaemia.

Diagnosis

@ Do a clinical assessment (history taking for symptoms
and physical examination for signs)

@ Pulse oximetry and blood gas analysis. The findings on
clinical assessment (symptoms and signs) [It is non-
invasive but associated with missed opportunities for
diagnosis].

Symptoms

Fast/very slow breathing, Difficulty in breathing,
Inability to talk, complete sentences

Extreme weakness

Inability to feed

Confusion, sleepy, agitated

Convulsions

g —,

Clinical Features
Fast breathing rate for age (Tachypnoea)

> 60 bpm 0 — 2months Tachypnoea
> 50 bpm 2-12 months Tachypnoea
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1.3.13 FOOD POISONING

> 40bpm 12- 59 months Tachypnoea
> 40bpm 5-12years Tachypnoea
> 20bpm Adults Tachypnoea

Note: bpm = Breaths per minute

(¥}

)

Nasal flaring
Head nodding

@ Chest in drawing (Intercostal, subcostal recession)

@ Cyanosis (peripheral or central)

@ Prostration

@ Glasgow coma scale< 10/15

@ Use of any accessory muscles of respiration

Management

Pulse oximetry use. Always refer to the manufacturer’s insert
or the steps outlined below for guidance on how to use the
pulse oximeter.

The steps involved in conducting pulse-oximetry

f  Turn on the Pulse oximeter.

f  Attach the Oximeter probe to the finger or toe.

f  Wait until there is a consistent pulse -wave signal before you
take the reading, this may take 20-30 seconds.

f  Record the reading and act accordingly.

Interpreting pulse-oximetry results

f  SpO2 > 90% without danger signs = Normal

f SpO2 < 90% =Low oxygen concentration in blood
(Hypoxaemia)

f  Sp02 <92- 95% in Pregnancy = Low oxygen concentration in
blood (Hypoxaemia)

f  SpO2 < 94 % with danger signs = Low oxygen concentration

in blood (Hypoxaemia

Blood gas analysis-direct measurement of the partial pressure of
oxygen (Pao2) and Carbon dioxide (PC02) 2, the PH and
electrolytes concentration in blood. It is the most accurate, but it is
highly skill dependant, expensive and invasive.
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1.3.13 FOOD POISONING

Treatment

Oxygen therapy
The treatment of hypoxaemia includes the use of Medical Oxygen
(Oxygen therapy) and specifically treating the underlying cause.

Indications

Bl

Bl

B

All patients with documented Hypoxaemia-arterial Oxygen
tension (Paco2) of < 60 mmHg or peripheral arterial oxygen
saturation (SpO2) OF < 90%.

Patients with the following danger/emergency signs
irrespective of the documented SpO2, PaCO2.

Absent or obstructed breathing, Features of severe respiratory
distress, Central cyanosis, Convulsions, Signs of shock, Coma
All acute conditions in which Coma is suspected like:

Acute Asthma, Severe Trauma, Acute myocardial Infarction,
Carbon monoxide poisoning

Post anaesthesia recovery.

Increased metabolic demand

Severe burns, Poisoning, Multiple injuries, Severe infections
Medical Oxygen dosing and appropriate use of delivery
device.

The dosing of oxygen is dependent on the age of the patient

and severity of disease while the choice of appropriate
delivery devices depends on the amount or dose of oxygen to
be delivered to a patient.
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1.3.13 FOOD POISONING
Titrate oxygen based on oxygen saturation and delivery device.

Delivery ~ Neonates Infants Pre- Adults  Comments

device (dmonth school
-1yr)

1-3yrs

Nasal 0.5-1.0 1-2 1-4 L/min 1-6 L/min

Canulae L/min L/min

Face NA NA 6-10L/min 6-10L At 5-7L/min to avoid

Mask /min CO2 rebreathing

Face NA NA NA NA 10- Reservoir must be

mask 15L filled correctly before

with /min administration

reservoir

CPAP When When When When NA -Bubble CPAP with
nasal nasal nasal nasal modified nasal prongs
canulae canulae canulae canulae can be run with an
failed to failed to failed to failed to oxygen concentrator/
raise raise raise raise cylinder
SpO2 SpO2 Sp0O2 Sp02 -CPAP decreases
above above above above atelectasis and
90% 90% 90% 90% respiratory fatigue and

improves oxygenation

High NA NA NA NA

Flow

Nasal

Canula

Iliness/disease  FiO2 02 flow rate Delivery devices

categorization
Range Average  Name
1 Mild 25-40% 1-51/min 3L/min Nasal Cannula

Moderate  40-60% 6-10l/min 8L/min Face Mask

Severe 60-90%  10-15/min  13L/min  Face mask with
reservoir bag
4 Critical 100% 20-60l/min  40l/min  High flow nasal cannula

5 ? 16-20l/min  18I/min Mechanical ventilation
?/

NB: Mild —Moderate illness start with 5I/min by nasal
cannula

f  For older children and adults with severe disease, give
10-15I/min via face mask with a reservoir bag.

f  Older children and severe disease with mild —moderate
disease give 6-10l/min via a simple face mask

f  Children below 5years of age that require >5l/min of
oxygen, the preferred delivery device is CPAP.
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1.3.13 FOOD POISONING

Titration and weaning patients off Oxygen

@ How to Escalate or increase oxygen in non-Responsive
Adult patients with consistent Spo2 below 90%.

Start oxygen therapy at a rate of 1-5litres/min
Use Nasal prongs
Assess response

Worsening respiratory distress with
Sp02<90%

Use a simple face mask, give 5-10litres/minute

Worsening respiratory distress with
Sp02<90%

Use a mask with a reservoir bag, ensure the bag is well inflated.
Give 10-15litres/minute. Assess for response.

Worsening respiratory distress with
Sp02<90%

Continue to try to find a higher level of care and consider one of the
following if available and adequate O2 supply:

HFNO: 30-60 LPM (may also adjust FiO2)

CPAP: 10-15 cmH20

Weaning patient off oxygen

The oxygen flowrate/ dose should be decreased if patient
stabilizes or improves with SpO2 above 90%.

f  Decrease oxygen flow by 1-2Litre/min once patient is
stable with Oxygen saturation above 92%.

f  Observe the patient for 2-3 minutes, reassess after 15
mins to ensure Sp02 is still above 90% (by recording
clinical exam and SpO2)
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1.3.13 FOOD POISONING

f  If a patient does not tolerate less oxygen, then maintain
the flow rate that the patient has been on prior to reducing
until the patient is stable (Sp02 >92%)

f  Ifapatientisinincreased respiratory distress or Sp02 less
than 90%, then increased the oxygen flow rate to the
previous rate until the patient is stable.

f  If a patient remains stable after 15 mins of reassessment
and Sp02 >92%, continue to titrate oxygen down as
tolerated.

f  Recheck clinical status and Sp02 on the patient after
1 hour for delayed hypoxemia or respiratory distress.

OXYGEN CONCENTRATORS
4

G ( 2\
F1) POSITIONING THE
A CONCENTRATOR
- Close to a power outlet
- Good air supply - inlet at
the back should not be
obstructed

- Atleast 1.5m away from
any source of heat

- Away from direct sunlight

2] STARTING THE
RSl CONCENTRATOR

- Connect oxygen tubing to the

oxygen outlet

= Connect with a humidifier if

needed

- Pluginand start the

concentrator

- Itmay take up to 10min for the

concentrator to stabilise at, or
above the minimum
performance. Wait for the
green light

) USING THE
& CONCENTRATOR
- Adjust the flow meter

according to the flow
required for the patient

FLOW RATES:

., 1-2liters/minute for
children under five
0.5 liters/minute for
newborns

=4

- Any loud noise should stop Do not increase Sp0:> 95%
after 5-10sec if external power in preterm babies
- ek \
MAINTENANCE

- Change humidifier water weekly with distilled or rain water, and daily, with tap water

- Replace particle filter each week with a clean, dry one (wash in detergent, rinse thoroughly

and allow to dry)

Oxygen can spread fire very rapidly.
Never allow an open flame or a cigarette within 3meter of an oxygen source
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Once child is stable (Sp0z > 90%)
Disconnect 02 for 10-15min

= 5p0z> 90% = monitor for rest
of day before discharge

- SpO:z < 90%= restart 0z
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1.3.13 FOOD POISONING

OXYGEN CYLINDERS

3

COMPONENT CHECKLIST

Oxygen level
gauge

Flow meter

Manometer
with regulator

Humidifier

o Nasal prongs

(" = to deliver oxygen

# topatient
N ; .

-

A&

© Em

Fit the connecting nut attached
to the head into the cylinder and
fasten it with use of spanner by
turning it clockwise

Tighten all connections so
oxygen does not leak

Connect oxygen tubing to the
oxygen outlet of the humidifier

Carefully open the regulator
and check the amount of oxygen
in the cylinder on the gauge

If the gauge is in the red zone
then the bottle will need
changing soon and might not
last through a night shift

Change humidifier water weekly
with distilled or rain water, and

daily, with tap water.

A

Oxygen can spread fire very rapidly.
Never allow an open flame or a cigarette within 3meter of an oxygen source

=
(o TR

- Adjust the flow meter
according to the flow
required for the patient

FLOW RATES:

1-2 liters/minute for
children under five

0.5 liters/minute for
newborns

Do not increase Sp0:> 95%
in preterm babies

Once child is stable (Sp0: > 90%)
onnect 0: for 10-15min

- Sp0z > 90% = monitor for rest
of day before discharge

- Sp0z<90% = restart 0z
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INFEC TIOUS DISEASES '

2.1.1 ANTHRAX

2. Infectious Diseases

2.1 BACTERIAL INFECTIONS

2.1.1 Anthrax ICD10CODE:A22.10-A22.9

Anthrax is an acute zoonotic infectious disease caused by
the bacterium Bacillus anthracis. It most commonly occurs
in wild and domestic animals, such as cattle, sheep, goats,
camels, antelopes, and other herbivores. B. anthracis spores
can live in the soil for many years.

It occurs in humans when they are exposed to infected
animalsortissue frominfected animals. The incubation
periodisusually 1-3days. Anthraxis a notifiable disease.

Cause

Exposure to B. anthracis spores by handling
products frominfectedanimalsorby inhalinganthrax
sporesfrom contaminated animalproducts

Anthrax canalso be spread by eating undercooked
metfrominfected animals

Clinical features
Symptomsvarydependingonhowthediseasewas
contracted, and usually occur within 7 days

TYPE FEATURES

Cutaneous 95% ofanthrax infectionsoccur
throughskin cut or abrasion

Starts as raised itchy
bump teresemblesan insect
bite

Within 1-2days, itdevelopsintoa
wvesideandthenapainlessulcer,usually 1-
3cm indiameter, with a characteristic
black
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2.1.1 ANTHRAX

(eschar)

swell
About 20% of untreated
cutaneousanthrax results in death

necrotic (dying) areainthe centre

Lymphglandsinadjacentareamay

may progressto severe breathing
problems and shock

Inhalation Initial symptoms resemble acold
After several days, symptoms

appetite, vomiting andfever
Thenabdominal pain,

in /40 60% of the cases

vomiting bloodand severe diarrhoea
Intestinal anthrax results in death

Inhalation anthrax is usually fatal
Gastro- Acute inflammation of the
intestinal intestinal tract

Initial signs of nausea, loss of

Investigations

IsolationofBacillusanthracisfromblood, skin

lesions, oespiratory secretions- Smear-many bacilli

&> Ormeasurespecificantibodiesinthe blood of

personswsuspected infection

Management
TREATMENT LoC
Cutaneous anthrax HC2

T Treat for 7-10 days
FFirstlineisciprofloxacin 500 mgevery 12 hours
T Alternatives:doxycycline100mgevery 12 hours
T Oramoxicillin 1 gevery 8 hours
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INFEC TIOUS DISEASES '

2.1.2 BRUCELLOSIS

If suspected systemic disease RR

TFRefer for treatment with IV antibiotics

Note

fTobeeffective,treatmentshouldbeinitiatedearly. Ifleft
untreated, the disease can be fatal

Prevention

The following public measures are key for quick prevention

and control of anthrax infection:

Health educationand information

Properdisposal by burying of carcasses, hidesand
s, (no burning as it can spread spores)

Noskinningofdeadanimals;thisallowsspore
formation, which can stay in soil for decades

No eating of meat from dead animals

Restrictmovementofanimalsandanimal by-
products from infected to non-infected areas

Massvaccinationofanimalsinendemicareas

Vaccinationusinghumananthraxvaccinefor:

- Personswhoworkdirectly with the organisminthe
laboratory

- Personswho handle potentially infected animal products
in high-incidence areas

2.1.2 Brucellosis ICD11CODE: A23.9
(Undulant fever, malta fever, abortus fever)

Azoonoticbacterialinfectionofacuteonset. Common

as an occupational disease among people working with
infected livestock orassociated fresh animal products, for
examplebutchers, farmers, abattoir workers, and vendors of
contaminated roasted meat (muchomo). Incubationis 2-4
weeks onaverage, butitcan be from 1 to 8 weeks.

136 UGANDA CLINIC AL GUIDELINES 2022



2.1.2 BRUCELLOSIS

Causes

Brucella abortus(cattle)

Brucella canis(dog)
Brucellamelitensis (goats and sheep)
Brucella suis(pigs)

Clinical features

Intermittent (fluctuating) fever
Achesand pains
Orchitis (inflammation of the testes)

DI DI B D

Differential diagnosis

Typhoid fever, malaria, tuberculosis
Trypanosomiasis (sleeping sickness)
Other causes of prolonged fever

Investigations
&> Blood:complementfixationtestor
agglutination §where possible)

Vertebrae osteomyelitis (uncommon but characteristic)

The interpretation of serological tests can be difficult,
particularly inendemicareaswhereahigh proportion of
thepopulationhasantibodiesagainstbrucellosis. Positive
serological testresults can persist long after recovery in
treated individuals so results have to be interpreted on the
basis of the clinical picture.

&> Isolationoftheinfectiousagentfromblood, bone
maloApr other tissues by culture

Management
TREATMENT LoC
Adult and child > 8 years: HC4

TFDoxycycline100mgevery12hoursfor6weeks
Child > 8 years: 2 mg/kg per dose
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INFEC TIOUS DISEASES '

2.1.3 DIPHTHERIA

fPlus gentamicin 5-7 mg/kg IV daily for 2 weeks
Child<8years:7.5mg/kgdailyin1-3divided
doses

— Or ciprofloxacin 500 mg twice daily for 2 weeks
Child < 12 years: do not use

Children below 8 years

f Cotrimoxazole 24 mg/kg every 12 hours for 6
weeks

fPlus gentamicin 5-7 mg/kg IV insingle or divided
doses for 2 weeks

Caution

r Treatmentdurationmustbeadheredtoatalltimes

r Ciprofloxaciniscontraindicatedinchildren<l12years
r Doxycyline, gentamicin: Contraindicated in pregnancy

Prevention

Provide public health education on

- Drinking only pasteurised or boiled milk

- Careful handling of pigs, goats, dogs, and cattle if a person
has wounds or cuts

- Provide veterinary services fordomestic animals

2.1.3 Diphtheria ICD10CODE:A36.9

An acute bacterial infection caused by Corynebacterium
diphtheriae, which is spread through droplet infection and
mainly occurs in the nasopharynx. The bacteria produce
atoxinwhichisresponsible forthe systemiceffects.
Incubation period is 2-7 days.

Cause
Toxin of Corynebacterium diphtheriae
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Clinical features

Pseudomembranous tonsillitis (grey, tough and
very sticklymembranes)withdysphagia,cervical
adenitis,at times progressing to massive swelling of the
neck

Airway obstruction and possible suffocation when
infectionextendsto the nasal passages, larynx, tracheaand
bronchi

Low gradefever

Effects of the toxin: cardiac dysfunction
(myocarditiswibheart failure), neuropathies 1-3 months
after the onset affecting swallowing, vision, breathing
andambulation

Renal failure

Investigation
&>  Culture from throat swab

Management
TREATMENT LoC
T Refer urgently to hospital H

flsolate (contactand droplet precautions) until 3
throatswabs (nose, throat, or skin) are negative
fGiveprocainebenzylpenicillin1.2MIUdaily IM

until patients can switchto oral
Child: procaine benzylpenicillin 50,000 1U/kg
per day IM once daily until patient can swallow

When patient is able to swallow
fGivePenicillinV250mgevery6hoursperdayto
complete 14 days.
Child 1-6 years: 125 mg 6 hourly
Child< 1 years: 12.5 mg/kg every 6 hours

In case of penicillin allergy
FErythromycin500mgevery6hoursforl4days
Child: 50 mg/kg every 6 hours
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Prevention

Isolation of patientand proper management of
doecontacts

- Monitor close contacts for 7 daysand give prophylactic
antibiotics: single dose benzathine penicillin IM (child
<10years: 600,000 1U, child >10yrsand adults: 1.2 MIU)

- Verifyimmunisationstatus,completeifneeded, givea
booster if the last dose was more than ayear before

Immuniseall childrenduringroutine
childhood immunisation

2.1.4 Leprosy/Hansens disease
ICD10CODE: A30.0

A chronic infectious disease caused by Mycobacterium
leprae/Hansens bacillus - an acid-fast bacillus. It mainly
affects the skin, peripheral nerves and mucous membranes.
It is transmitted from one person to another via the
respiratory tract (possibly, very rarely, through broken
skin). It is classified into paucibacillary (PB) or
Multibacillary (MB) Leprosy.

Clinical features

e Pale or reddish patches on the skin (The most common sign
of leprosy)

Loss or decrease in feeling in the skin patch

Numbness or tingling of the hands or feet.

Weakness of the hands, feet or eyelids

Painful or tender nerves

Swelling or lamps in the face or earlobes

Painless wounds or burns on the hands or feet

Case definition

A case of leprosy is a person with clinical signs
of leprosy who requires chemotherapy.
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Diagnosis of leprosy:
Diagnosis of Leprosy must be based on careful

clinical examination of the patient and when
necessary, backed by bacteriological examination

Leprosy is diagnosed by finding at least one of the
three cardinal signs:
i.Hypopigmented patches with definite loss of

sensation in them

ii.Thickened or enlarged peripheral nerves, with loss of
sensation and/or weakness of the muscles supplied
by those nerves

iii. The presence of acid-fast bacilli in a slit skin smear

Classification of leprosy
Paucibacillary (PB) leprosy - 1-5 patches
Multibacillary (MB) Leprosy - More than 5 patches

Differential diagnosis
Hypopigmentation e.g. birthmark, early vitiligo
Fungal infections of the skin
Molluscum contagiosum
Other nodular conditions, e.g. Kaposi’s sarcoma,
neurofibromatosis, secondary syphilis

Other causesof peripheral nerve damage, e.g.
diabetesmellitus

Psoriasis, molluscumcontagiosum

Investigations
&> In most cases, a definite diagnosis of leprosy can
be naising clinical signs alone
&> Atreferral centre: stain slit skin smears for
Acid Bacilli (AFB)
&> Skinbiopsies NOT recommended as aroutine procedure

Management

Multi-drugtherapy (MDT) forleprosy ispresentedinthe

form of various monthly dose blister packs. The same

three drugs are used for both PB leprosy and MB
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leprosy, with special packs for children
Summary of Treatment of leprosy

PB Leprosy MB Leprosy
Rifampicin Rifampicin
Dapsone Dapsone
Clofazimine Clofazimine

All for 6 months All for 12 months

Recommended treatment (drugs and their doses)

Drug Dosage and | Duration
frequency
PB MB
Adult Rifampicin | 600 mg once a | 6 12
month months | months
Clofazimine | 300 mg once a
month and 50
mg daily
Dapsone 100 mg daily
Children | Rifampicin | 450 mg once a | 6 12
(10-14 month months | months
years) Clofazimine | 150 mg once a
month, 50 mg
daily
Dapsone 50 mg daily
Children | Rifampicin | 10 mg/kg once | 6 12
<10 month months | months
yearsold | Clofazimine | 6 mg/kg once a
or month and 1
<40 kg mg/kg daily
Dapsone 2 mg/kg daily
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Steroids for treatment of severe leprae reactions| RR

FPrednisolone 40 mg once daily in morning

- Treatfor 12 weeks in PB and 24 weeks in MB

- Reduce dose gradually by 10-5mg once every 2
weeks (PB) or 3 weeks (MB)

Note

¢ In patients co-infected with HIV and on
cotrimoxazole ,donotuse dapsone.

* Health worker should directly observe that the
medicinestakenonceamonthareactually swallowed

+ Treatmentdurationslonger than 12 months and steroids
for leprae reactions should only be prescribed by
specialists at referral centres

¢ Lepra reactions: sudden inflammation (pain, redness,
swelling, new lesions, loss of nerve function) in skin
lesionsornervesofapersonwith leprosy. They can
occur before, during orafter MDT completion.

$3SV3SIA SNOIL J34NI ﬂ

* Severelepraereaction (Type2)arealsoknown
as ErythemaNodosum Leprosum (ENL or
Type2 reactions)

+ Allpatientsshouldundergorehabilitation
and physiotherapy

¢ Counsel patient on: need to complete treatment,
presenceof residual signsafter completion of
treatment

* Presence of residual signs or post-treatment reactions
is NOT an indication to re-start the treatment

¢ Refer to the National Tuberculosis and
Leprosy Programme(NTLP)manual2016for
moredetails

Prevention
Early diagnosis of cases and effective treatment
Screening of contacts of known patients

154 UGANDA CLINIC AL GUIDELINES 2022



2.1,7 SEPTICAEMIA
Administration of Single dose rifampicine in contacts of
leprosy patients to prevent contacts of leprosy patients from
developing leprosy disease
Rifampicine dose used in contacts of leprosy patiients

Age/weight Rifampicin single dose
15 years and above 600mg

10-14years 450mg

Children 6-9years (weight >20kg) | 300mg

Children 20kg (>2years) 10-15mg/kg

BCG vaccination may be help

Disability due to Leprosy

Leprosy commonly causes physical disabilities which generate social
stigma. Disability’ refers to an impairment (primary or secondary)
that makes it difficult or impossible for the affected person to carry
out certain activities, e.g. affecting manual dexterity, personal care,
mobility and communication behavior

Definitions of disability:

In the hands and feet:

Grade 0 = No anesthesia, no visible deformity or damage
Grade 1 = Anaesthesia, but no visible deformity or damage
Grade 2 = Visible deformity or damage present

In the eyes

Grade 0 = no eye problem due to leprosy, no evidence of visual loss
Grade 1 = eye problem due to presence of leprosy, but vision not
severy affected as a result (6/60 or better, can count fingers at six
meters)

Grade 2 = severe visual impairment (vision worse than 6/60; inability
to count fingers at six meters), lagophthalmos, iridocyclitis, corneal
opacities
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Management of Disability in the hand and feet

Resting of the affected limb in the acute phase can be aided by

splinting, especially at night

Soaking and oiling for about 30 minutes every day of dry skin
helps to prevent cracking and preserves the integrity of the
epidermis.

Use of a clean dry cloth to cover the wounds and walking as little

as possible and walk slowly taking frequent rest. Passive exercise

and stretching to avoid contractures and strengthen muscle

weakness

Use of a rough stone to smoothen the skin on the feet or palms,

Protective foot wear (MCR Sandals) al, the time. For insensitive

feet and protective appliances like gloves for insensitive hands

Bl B

Eye complications due to Leprosy
These include
1. Lagophthalmos: whole spectrum
2.Corneal hypoesthesia: with/without corneal ulcers
3. Acute iritis and scleriti
4.Chronic iritis and iris atrophy

Treatment & Management of eye complications

Medical therapy for eye complications due to Leprosy- use of the
topical antibiotics and topical steroids

It is strongly recommended that an ophthalmologist and a trained
leprologist, if available, be included in the treatment of Hansen
disease with ocular manifestations.

2.1.5 Meningitis
ICD10 CODES: A39.0 (MENINGOCOCCAL), GOO, GO1, GO2

Meningitis is acute inflammation of the meninges (the
membranes covering the brain). Bacterial meningitis is a
notifiable disease.

Causative organisms
* Most commonly bacterial: Streptococcus pneumoniae,
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Haemophilus influenzae type b (mainly in young children),

Neisseria meningitidis, Enteric bacilli
Viral (HSV, enteroviruses, HIV, VZV etc)
- Cryptococcus neoformans (in the immune-suppressed)
Mycobacterium tuberculosis

Clinical features
Rapid onset of fever
Severe headache and neck stiffness or pain
Photophobia
Haemorrhagic rash (N.meningitidis infection)
Convulsions, altered mental state, confusion, coma
In mycobacterial and cryptococcal meningitis, the
clinical presentation can be sub-acute , over a period of
several daysor 1-2 weeks

INFEC TIOUS DISEASES

Differential diagnosis

Brain abscess

Space-occupying lesions in the brain
Drug reactions or intoxications

Investigations

&> CSF: usually cloudy if bacterial, clear if viral.
Analyse for white cell count and type, protein, sugar,
Indian-ink staining (for Cryptococcus), gram stain,
culture and sensitivity

&> Blood: For serological studies and full blood count

&> Blood: for culture and sensitivity

&> Chest X-ray and ultrasound to look for possible
pireysite

Management

Because of the potential severity of the disease, referall
patients to hospital after pre-referral dose of antibiotic.
Carry outlumbar puncture promptly and initiate empirical
antibiotic regimen

Treatmentdepends on whether the causative organismsare
already identified or not.
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TREATMENT

LOC

General measures

FIV fluids

¥ Control of temperature

T Nutrition support (NGT if necessary)

HC4

Causative organisms not yet identified

fStartinitial appropriateempirical broad
spectrum therapy

- Ceftriaxone 2g 1V or IM every 12 hours for 10-14
days
Child: 100 mg/kg daily dose given as above

- Changetocheapereffectiveantibioticifandwhen
C&Sresultsbecome available

If ceftriaxone not available/not improving
T Usechloramphenicol1g1Vevery6hoursforup
to 14 days (use IM if IV not possible)
Child: 25 mg/kg per dose

Once clinical improvement occurs

- Changeto500-750mgorallyevery6hoursto
complete the course;
Child: 25 mg/kg per dose

Causative organisms identified

Streptococcus pneumoniae (10-14 day course; up

to 21 days in severe case)

fBenzylpenicillin3-4MU IV orIMevery4hours
Child: 100,000 1U/kg per dose

T Or ceftriaxone 2 g IV or IM every 12 hours
Child: 100 mg/kg daily dose
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Haemophilus influenzae (10 day course)

T Ceftriaxone 2 g IV or IM every 12 hours
Child: 100 mg/kg per dose

Onlyiftheisolateisreportedto besusceptible to the

particulardrug

T Changetochloramphenicol1g 1V every6hours
Child: 25 mg/kg per dose

¥ Or ampicillin 2-3 g IV every 4-6 hours
Child: 50 mg/kg per dose

H

Neisseria meningitidis (up to 14 day course)
fBenzylpenicillin IV 5-6 MU every 6 hours
Child: 100,000-150,000 1U/kg every 6 hours
fOr Ceftriaxone2g 1V or IMevery 12 hours
Child: 100 mg/kg daily dose
FOrChloramphenicol1glVevery6hours(IMif
IV notpossible)
Child: 25 mg/kg IV per dose

Once clinical improvement occurs
- Change to chloramphenical 500-750 mg orally
every 6 hours to complete the course
Child: 25 mg/kg per dose
Note: Consider prophylaxis of close contacts
(especially children < 5 years):
f Adultsand children>12 years: Ciprofloxacin 500
mg single dose
Child <12 yrs: 10 mg/kg single dose
fAlternative (e.g.inpregnancy): ceftriaxone 250
mg IM single dose
Child < 12 yrs: 150 mg IM single dose
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Listeria monocytogenes (at least 3 weeks course) H
Common cause of meningitis in neonates and
immunosuppressed adults
FBenzylpenicillin3MU IV orIMevery4hours
FOr ampicillin 3 g IV every 6 hours

Notes

+ Both medicinesare equally effective

+ Therapy may need to be prolonged forupto 6
weeks in some patients

Prevention
Avoid overcrowding
improve sanitation and nutrition

Prompttreatmentof primary infection (e.g. in
respiratory tract)

Immunisation as per national schedules

Mass immunisation if N. Meningitis epidemic

2.1.5.1 Neonatal Meningitis

Bacterial infection of the meninges in the first month of life.

Organisms causing neonatal meningitis are
similar to those causing neonatal septicaemia and
pneumonia, i.e. S.pneumoniae, group A & B
streptococci, and enteric Gram-negative bacilli.

f MeningitisduetogroupBstreptococci: These organisms
oftencolonise the vaginaand rectumof pregnantwomen,
can be transmitted to babies during labour, and cause
infection. Meningitisandsepticaemiaduringthe 1stweek
after birth may be particularly severe.

Clinical presentation is aspecific with
temperature disturbances, lethargy, irritability,
vomiting, feeding problems, convulsions,apnoea,
bulging fontanel
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Management
TREATMENT LocC
Refertohospitalafterinitialdoseofantibiotics
Supportive care H

T Keep baby warm

fForhigh temperature control environment
(undress), avoid paracetamol

f Prevent hypoglycaemia (breastfeeding if
tolerated/possible, NGT or 1V glucose)

T Ensure hydration/nutrition

T Give oxygen if needed (SpO2 <92%)

Empirical regimen (for 21 days)
T Ampicillin IV
Neonate < 7 days: 50-100 mg/kg every 12 hours

Neonate > 7 days: 50-100 mg/kg every 8 hours
fPlusGentamicin2.5mg/kg IV every 12 hours
Need for blood culture

If group B streptococci

fBenzylpenicillin 100,000-150,000 1U/kg IV
every 4-6 hours

8 hours
FPlusgentamicin2.5mg/kglVevery12hours
+ Continue treatment for a total of 3 weeks

Neonates <7 days: 50,000-100,000 IU/kg IV every

2.1.5.2 Cryptococcal Meningitis ICD10 CODE: B45.1
Fungal meningitis caused by Crypotococcus neoformans and
usually occurs in severely immunosuppressed patients (e.g.

advanced HIV, usually CD4 < 100).

It commonly presents with headache, fever, malaise
developing over 1 or 2 weeks, progressing into confusion,

photophobia, stiffneck

@ Diagnosisisthroughidentificationofthe microorganism
inthe CSFwith Indian Ink stain, antigenin CSF or culture
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Management
TREATMENT LoC
T Refer to hospital H
¥ See section 3.5.1.2 for more details

2.1.5.3 TBMeningitis ICD10 CODE: A17.0

Meningitis caused by M. tuberculosis. Onset may be gradual

with fatigue, fever, vomiting, weight loss, irritability,

headache, progressing to confusion, focal neurological

deficits, meningeal irritation, till coma.

@ Fordiagnosis:check CSF (raisedprotein, lymphocytosis),

look for possible primary TB site

Management

TREATMENT

LOC

T Refer to hospital

T Treat as per pulmonary TB but continuation
phase is 10 months instead of 4 (2RHZE/10RH)

T See section 5.3 for more details

2.1.6 Plague ICD10CODE:A20.9

Severeacute bacterial infection with high fatality rate
transmitted by infected rodent fleas. Itis a notifiable

disease.
Cause

Yersinia pestis (a coccobacillus) transmitted from

goudrodents to man by bites from infected fleas

Itmay also be spread from person to person by

dropketinfection and may occur in epidemics
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Clinical features

TYPE

FEATURES

Bubonic
(A20.0)

Involves lymph nodes (usually
femoraland inguinal)

Rapidly rising temperature with
rigors

Headache

Pneumonic
(A20.2)

Veryinfectiousand highly fatal:
PATIENT MUST BE ISOLATED

— Death occurs within 2 days if not treated
early

Infectionislocalisedinthe
lungs whfever,generalmalaise,
headache,and frothy blood stained
sputum

May be complicated by
respiratory attardiac distress

Septicaemia
(A20.7)

Complication of the primary
infectiondue to toxins

There is high fever, nose
bleeding, diarrhoea, heart failure,
disseminated intravascular coagulation,
skin necrosis, and shock

Differential

diagnosis

Malaria, typhoid
Lymphogranulomavenereum
Pneumonia

Investigations
& Bubo aspirate: for microscopy, C&S
&> Blood and sputum: check for presence of the bacilli
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Management

TREATMENT LOC

FDoxycycline100mgevery 12hoursforl4days | HC2
Child > 8 years: 2 mg/kg per dose

Alternatives:

fChloramphenicol 500 mgorallyor IV every HC4
6 hours for 10 days
Child: 25 mg/kg per dose

fOrgentamicin 1.7mg/kg (adultand child) IV or
IM every 8 hours for 7-10 days

Note
+ Foruse in pregnancy, consider gentamicin

Prevention

Health education

Improved housing

Destruction of rats (rodents) and fleas

Early detection and treatment to reduce further spread
2.1.7 Septicaemia ICD10 CODE:A41.9

Blood infection due to various bacteria which may be
associatedwithinfectioninspecificsites(e.g.lungs,urinary
tract, gastrointestinal tract) or there may be no specific
focus. It is life threatening because it can progress into
multi-organ dysfunction and septic shock.

Cause

Organisms commonly involved are Staphylococcus
auras Klebsiella, Pseudomonas, Staphylococcus
epidermidis, fungal (Candida spp), Coliforms and
Salmonella spp, Pneumococci, Proteus spp

Risk factors

Extremes of age (children, elderly)
Diabetes, cancer,immunosuppression
Hospital admission
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Community acquired pneumonia

Clinical features

Fever, prostration (extreme tiredness)

Hypotension, anaemia

Toxicshock isacomplication

Signsand symptomsofthe primary site of
infection gpneumonia)

Differential diagnosis

Severe cerebralmalaria
Meningitis

Typhoid fever (enteric fever)
Infective endocarditis

Investigations
Look for possible primary source of infection
(If identified use SOP for respective sample collection coey
to the lab)
Blood: WBC count, culture and sensitivity
(Use the aseptic technique and collect sample(s) for
culture and sensitivity, to RRH (if service present) before
initiation of treatment)
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Management

after pre-referral dose of antibiotics.

Septicaemiaisalifethreating condition, refertohospital

T Control of temperature
T Nutrition support (NGT if necessary)
F Monitoring of vitals and urinary output

If known focus of infection, treat immediately with

IV antibiotics as per guidelines. If unknown focus,

give:

Use aseptic technique to tale blood sample before

initiating treatment

Adult

fGentamicin 7 mg/kg 1V every 24hoursor1.5-2
mg/kg IV or IM every 8 hours

FPluseithercloxacillin2glVevery4-6hours

fOrchloramphenicol 750 mg IV every 6 hours

Child

fGentamicin 3.5-4mg/kg IV every 8 hours
(neonate: every 8-12 hours)

TPluseither: Ceftriaxone 50 mg/kgevery8hours
(<7daysold: every 12 hours)

T Or cloxacillin 50 mg/kg 1V every 4-6 hours

Prevention

TREATMENT LOC
General measures H
F IV fluids

Protectgroupsat risk, forexample immunosuppressed

atpost-surgical patients
Follow strictly aseptic surgical procedures
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2.1.7.1 Neonatal Septicaemia

Organism causing neonatal septicemiaare similarto the
onescausingneonatal pneumoniaandmeningitis. Referto
hospital after pre-referral dose of antibiotics.

Management
TREATMENT LoC
Supportive care H

T Keep baby warm

fForhightemperature, controlenvironmenti.e.
(undress), avoid paracetamol

f Prevent hypoglycaemia (breastfeeding if
tolerated/possible, NGT or 1V glucose)

T Ensure hydration/nutrition

T Give oxygen if needed (SpO2 < 90%)

First line treatment
fGiveampicillin 50 mg/kg IV every 6 hours plus
gentamicin 5 mg/kg every 24 hours for 10 days

If risk of staphylococcus infection (infected

umbilicus or multiple skin pustules,

fGive cloxacillin 50 mg/Kg I\VV/IM every 6 hours
andgentamicin5-7mg/Kgevery24hours

— Clean infected umbilicus and pustules and apply
gentian violet

If no improvement after 48-72 hours change from
ampicillin to:
T Ceftriaxone 100 mg/kg daily

2.1.7.1 SEPTIC SHOCK MANAGEMENT, IN ADULTS

1. At Emergency Unit
Early recognition and resuscitation with iv crystalloids Or Blood
Empirical Broad spectrum antibiotics Treatment:
Early and adequate broad-spectrum antibiotics
Intravenous access. Administer 30ml/kg of crystalloids. A large bore
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cannula, in an adult (gauge 16) is preferred.

Urinary catheterization: UOP in an adult is 0.5ml/kg/hr or more, an
equivalent of 30-50mls/hr.

Transfer for management to ICU if not responding to
resuscitation

2. AtICU, Intubation and Mechanical Ventilation.
The recommended tidal volume is kept at 6ml/Kg, with plateau
pressure kept at or below 30ml of water.

Iv vasopressor Norepinephrine; 5-20ug/min.
Second line is synthetic human angiotensin ii,
or vasopressin CVP; <8mmHg
lonotropic therapy and Augumented oxygen therapy
Dobutamine up to 20pg/kg/ml
Corticosteroids Therapy:
Iv hydrocortisne200mg/Kg/day in 4 divided dosages,
Maintenance infusion of methyl prednisolone 1mg/kg/day for 7 days,
then tapper down for at least another 7 days.
Glycemic control Maintain glycemic level below 180mg/dl through
insulin therapy
Deep Venous Thrombosis prophylaxis
UFH 2 or 3 times a day and LMWH
Disseminated Intravenous Coagulation Management
1. Platelets and plasma transfusion
2. Anticoagulant
3. Fresh Frozen Plasma (FFP)
4. Antifibrinolytic e.g. tranexamic acid 1g 8hly
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2.1.8 Tetanus ICD10CODE:A35

Bacterial disease characterised by intermittent spasms
(twitching) of voluntary muscles. Incubation period is from
few days to few weeks (average7-10 days).

Cause

Exotoxin of Clostridium tetani

Common sources of infection: tetanus spores enter
the body through deep penetrating skinwounds, the
umbilical cord of the newborn, earinfection, orwounds
produced during delivery and septic abortions

Clinical features

Stiff jaw, difficulty in opening mouth (trismus)

Generalised spasms induced by sounds and/or strong
light,characterised by grimace (risus sardonicus)

Archingofback (opisthotonus) with the patient
remaining clearly conscious

Fever

Glottal spasms and difficulty in breathing

Absence of a visible wound does not exclude tetanus

Differential diagnosis
Meningoencephalitis, meningitis
Phenothiazine side-effects
Febrile convulsions

Management
TREATMENT LoC
General measures H

FIf at HC2 or 3, refer to hospital
TNursepatientintensivelyinaquietisolatedarea
fMaintain close observationand attentionto
airway, temperature, and spasms
fInsertnasogastrictube (NGT) fornutrition,
hydration,and medicineadministration
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T Oxygen therapy if needed

T Prevent aspiration of fluid into the lungs

f Avoid IM injectionsas muchas possible; use
alternativeroutes(e.g.NGT,rectal) where
possible

fMaintainadequate nutritionasspasmsresultin
hugh metabolic demands

TTreatrespiratoryfailureinlCUwithventilation

RR

Neutralise toxin

f Give tetanus immunoglobulin human (TIG)

— 1501U/kg (adultsand children). Givethedose
inatleast 2 differentsites IM, differentfrom the
tetanustoxoid site

FInaddition,administerfullcourseofage-
appropriate TT vaccine (TT or DPT)—starting
immediately

T See also section 18.2.3

Treatment to eliminate source of toxin
¥ Clean wounds and remove necrotic tissue.

First line antibiotics

fMetronidazole 500 mg every 8 hours IV or by
mouth for 7 days
Child: 7.5 mg/kg every 8 hours

Second line antibiotics

fBenzylpenicillin 2.5 MU every 6 hoursfor10
days
Child: 50,000-100,000 1U/kg per dose

Control muscle spasms

First line

T Diazepam 10mg (I orrectal) every 1to4 hours

T Child:0.2mg/kg1VVor0.5mg/kgrectal (maximum
of 10 mg) every 1to4 hours
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Other agents

fMagnesiumsulphate (aloneorwithdiazepam):5
g (or75mg/kg) IV loading dose then 2 g/hour till
spasm control isachieved

- Monitorknee-jerkreflex, stopinfusionifabsent

f Or chlorpromazine (alone or alternate with
diazepam)50-100mgIMevery4-8hours
Child: 4-12mgIMevery4-8 hoursor

F12.5 mg-25 mg by NGT every 4-6 hours

- Continue for as long as spasms/rigidity lasts

Control pain
fMorphine 2.5-10 mg IV every 4-6 hours (monitor
forrespiratory depression)
Child: 0.1 mg/kg per dose
FParacetamol1lgevery8hours
Child: 10 mg/kg every 6 hours

Prevention
Immuniseall children againsttetanus during
routinechildhood immunisation

Proper wound care and immunisation (see chapter 18):

- Fullcourseifpatientnotimmunised or notfully
immunised

- Booster if fullyimmunised but lastdose >10 yearsago
- Fullyimmunisedwhohadabooster<10yearsagodonot

need any specific treatment

Prophylaxis in patients at risk as a result of
contaminated wounds: give Tetanus immunoglobulin
human (TIG) IM Child <5years: 751U
Child 5-10 years: 125 1U
Child > 10 years and adults: 250 1U
Doublethedose ifheavy contaminationorwound
obtained > 24 hours.
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2.1.8 TETANUS

2.1.8.1 Neonatal Tetanus ICD10 CODE: A33

Neonatal tetanus is a notifiable disease

Caused by infection oftheumbilicus through cutting
ofteord with unsterile instruments or from putting cow

dung or other unsuitable materials on the stump
Usually presents 3-14 days after birth with

irritability adlifficulty infeedingduetomasseter (jaw
muscle)spasm, rigidity,generalisedmusclespasms. The
neonate behaves normally for the first few days before

the symptoms appear.
Management

TREATMENT

LOC

T Refer to hospital immediately

General measures

T Nurse in quite, dark and cool environment

T Suctionthemouthandturntheinfant30min
aftersedative. Amucousextractororother
suctionshouldbeavailable foruse prn

T Ensure hydration/feeding

- Startwith IV fluids (half saline and dextrose 5%)

- PutNGT and start feeding with expressed breast
milk 24 hours afteradmission—insmall frequent
feeds

- Monitor and maintain body temperature

- Monitorcardiorespiratory functionclosely.Refer
for ICU management if possible

RR

Neutralise toxin

fGive tetanus immunoglobulin human (TIG)

= 5001UIM. Givethedoseinatleast 2different
sites IM, differentfrom the tetanus toxoid site

T In addition give 1st dose of DPT

UGANDA CLINIC AL GUIDELINES 2022

157

$3SV3SIA SNOIL J34NI ﬂ



INFEC TIOUS DISEASES '

2.1.9 TYPHOID FEVER (ENTERIC FEVER)

Treatment to eliminate source of toxin H
FClean and debride the infected umbilicus

First line antibiotics

fMetronidazole loading dose 15 mg/kg over 60
minthen

- Infant <4 weeks : 7.5 mg/kg every 12 hours for 14
days

- Infant >4 weeks: 7.5 mg/kg every 8 hours for 14
days

Second line antibiotics

fBenzylpenicillin 100,000 IU/kgevery 12 hours
for10-14 days

Control muscle spasm
T Diazepam0.2mg/kg 1V or0.5mg/kgrectalevery
1to4hours

Other medicines
F Chlorpromazineoral 1 mg/kg8hourlyviaNGT

Prevention
Immunise all pregnantwomen during routine ANC visits
Proper cord care

2.1.9 Typhoid Fever (Enteric Fever)
ICD10 CODE: A01.00

Bacterialinfectioncharacterised by feverandabdominal
symptoms. Itisspread through contaminated food and
water.

Causes
Salmonella typhi and S. paratyphi A & B

Clinical features
Gradualonsetofchillsand malaise, headache,
anorexia, epistaxis, backache, and constipation
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2.1.10 TYPHUS FEVER

Usually occurring 10-15 days after infection
Abdominal pain and tenderness are prominent features
High fever > 38°C

Delirium and stupor in advanced stages

Tender splenomegaly, relative bradycardia, cough
Complicationsmay include perforation of the
gutwiperitonitis, gastrointestinalhemorrhage

DIDIDIDRD

Differential diagnosis
Severe malaria, other severe febrile illnesses

Investigations

&> Blood culture (most reliable)

&> Stool culture

&> Rapidantibodytest(e.g. Tubex, Typhidot)—
not\gensitive orspecific, possibly usefulin
epidemics

Widal’s agglutination reaction is neither sensitive nor
specific for typhoid diagnosis: a single positive screening
does not indicate presence of infection

Management
TREATMENT LoC
Do culture and sensitivity to HC3

confirm right treatment

fCiprofloxacin 500 mg every 12 hours for
10-14days HC3
Child: 10-15 mg/kg per dose

Other antibiotics
fChloramphenicol 500 mg 6 hourly for 10 days HC4
Child: 25 mg/kg IV, IM or oral for 10-14 days
In severe, resistant forms or pregnancy
T Ceftriaxone 1g1Vevery12hoursfor10-14days
Child: 50 mg/kg per dose
Alternative in pregnancy
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2.2.1 CANDIDIASIS

T Amoxicillin 1 g every 8 hours for 10 days
Child: 10-15 mg/kg per dose

Chronic carriers (treat for 4-6 weeks) HC3
f Ciprofloxacin 500-750 mg every 12 hours
T Child: 10-15 mg/kg per dose
fRefercomplications(e.g.perforation)toahigher H
level of care

Note
+ Fever may persists for few days after starting treatment

Prevention

Early detection, isolation, treatment, and reporting
[~] Properfaecal disposal

Use of safe clean water for drinking

[&] Personal hygiene especially hand washing

Good food hygiene

Bl Bl B

Bl D]

2.1.10 TyphusFever ICD10 CODE: A75.9
Febrile infection caused by Rickettsia species

Causes
Epidemiclouse-bornetyphusfever: caused by
Ricketisia prowazeki; the common type in Uganda,
which is transmitted to man (the reservoir) by lice
Murine (endemic) typhus fever: caused by Rickettsia
yhi(mooseri) and transmitted by rat fleas. Ratsand mice
are the reservoir
Scrubtyphusfever(mite-bornetyphus): caused
by Rsutsugamushi and transmitted by rodent mites

Clinical features

Headaches, fever, chills, severe weakness, muscle pains

Macular rash that appears on the 5th day on the rest of
tdhody exceptthe face, palms, and soles

Jaundice, confusion,drowsiness

Murine typhus has a similar picture but is less severe
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2.1.10 TYPHUS FEVER

Differential diagnosis
Any cause of fever such as malaria, HIV, UT], or typhoid

Investigations

&> Blood: For Weil-Felix reaction

Management

TREATMENT LocC

FDoxycycline100mgevery12hoursfor5-7days | HC2
Child > 8 years: 2 mg/kg per dose
fOr chloramphenicol 500 mgorally or IV every HC4
6 hours for5 days
Child: 15 mg/kg per dose

Note
+ Onesingle dose of doxycycline 200 mg may cure
epidemic typhus but there is risk of relapse

Prevention
Personal hygiene
Destruction of lice and rodents

2.2 FUNGALINFECTIONS

2.2.1 Candidiasis ICD10 CODE: B37

Fungalinfectionusually confinedto themucousmembranes
and external layers of skin. Severe forms are usually
associated with immunosuppressive conditions, such as
HIV/AIDS, diabetes, pregnancy, cancer, prolonged antibiotic
use, and steroids.

Causes
Candidaalbicans, transmitted by direct contact
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2.2.1 CANDIDIASIS

Clinical features

It may present as:

Oral thrush

Intertrigo (between skin folds)

Vulvovaginitisandabnormal vaginal discharge
(vaginalcandida is not a sexually transmitted disease)

Chronicparonychia(inflammation involving the
proximaland lateral fingernail folds)

Gastrointestinal candidiasis may present with
ponswallowing,vomiting,diarrhoea, epigastric
and retrosternal pain

Investigations
&> Diagnosis is mainly clinical

&> In case of vaginitis, sample collection —a high vaginal swab
(protected by a speculum), pH, KOH , wet preparation and

Gram stain, C&S

&> Smear examination with potassium hydroxide (KOH)

Management

TREATMENT

LOC

Oral candidiasis

T Npystatin tablets 500,000-1,000,000 I1U every 6
hours for 10 days (chewed then swallowed)
Child < 5 years: Nystatin oral suspension
100,000 1U every 6 hours for 10 days
Child 5-12 years: 200,000 IU per dose every 6
hours for 10 days

HC3

HC2

Oropharyngeal candidiasis
fFluconazole 150-200 mgdaily for 14 days
Child: loading dose 6 mg/kg, then 3 mg/kg daily

HC3

Vaginal

fInsertclotrimazole pessary 100 mghighinto the
vaginawith anapplicator each night for 6 daysor
twice aday for 3days

HC2
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2.3.1 AVIAN INFLUENZA

fOrinsert one nystatin pessary 100,000 IU each
night for 10 days

T For recurrent vaginal candidiasis, give
fluconazole 150-200 mg once daily for 5 days
Fluconazole is associated with spontaneous
abortions and congenital anomalies and should
be avoided in pregnancy

Chronic paronychia HC3

T Keep hand dry and wear gloves for wet work

T Hydrocortisone cream twice daily

If not responding HC4
T Betametasone cream twice daily
FFluconazole150-200mgonceadayfor5-7days

Intertrigo HC3

FClotrimazolecreamtwiceadayfor2-4weeks

fInsevere formsuse fluconazole 150-200 mg once
aday for 14-21 days

Prevention
Early detection and treatment
Improve personal hygiene

Avoid unnecessary antibiotics

2.3 VIRALINFECTIONS

2.3.1 AvianInfluenza ICD10 CODE: J09.X2

Influenza caused by avian (bird) influenza Type A viruses
(mainly H5NZ1 strain). It is endemic in the poultry population
in Eurasia and can occasionally be transmitted to humans
through direct contact with sick birds (inhalation of
infectious droplets). Disease can be mild or severe and has
limited potential to spread from person to person but there is
risk of mutations giving rise to a very infectious virus which
could cause widespread epidemics. Avian flu is a notifiable
disease.
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2.3.1 AVIAN INFLUENZA

Cause
Avian (bird) influenza Type A viruses

Clinical features
Conjuctivitis

Flu symptoms: fever, cough, sore throat, muscle aches
Gastrointestinal (diarrhoea) and neurological symptoms
In some cases, severe acute respiratory syndrome (SARS)

Investigations

&> Bloodandrespiratoryspecimens,noseswab: labtest

Binfluenzaandrule outbacterial infection
— Testing must be in a special laboratory

Management
TREATMENT LoC
If patient requires hospitalisation RR

fHospitalise patientunderappropriateinfection
control precautions

f Administer oxygen as required. Avoid nebulisers
and highair flow oxygen masks

T Give paracetamol or ibuprofen for fever prn

T Giveoseltamivir phosphate in patients> 1 year
who have been symptomatic forno more thantwo
days. Treat for 5 days as below:
Adults and children > 13 years: 75 mg twice daily
Child > 1 year and < 15 kg: 30 mg twice daily
Child 15— 23 kg: 45 mg twice daily
Child 23-40 kg body weight: 60 mg twice daily
Child>40kgbodyweight: 75mgtwicedaily

Ifacasedoesnotrequirehospitalisation

T Educatethe patientand his/her familyon:

- Personal hygiene and infection control measures

- Hand-washing, use of a paper or surgical mask by
the illperson
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2.3.2 CHICKENPOX

- Restriction of social contacts
- Seekpromptmedical careifthecondition
WOrsens

Prophylactic use of oseltamivir
fIndicatedinpersons13yearsandabovewhohave
come into contact with affected birds/patients
fClosecontact: 75mgoncedailyforatleast7days
fCommunitycontacts: 75mgoncedailyupto6

weeks
fProtectionlastsonlyduringtheperiodof
chemoprophylaxis

Discharge policy

Infection control precautions for adult patients
should remain in place for 7 days after resolution of fever
andfor 21 daysinchildrenyoungerthan 12 years

Children should not attend school during this period

Control and Prevention of Nosocomial Spread of

Influenza A (H5N1)

Health workers should observe the following to preventthe

spread of avian influenza in the health care facilities:

Observe droplet and contact precautions. In
addition, ghegative pressure room if available

Isolate the patient to a single room

Place beds more than 1 metre apart and
preferably separated by a physical barrier (e.g.
curtain, partition)

Appropriate personal protective equipment
(APPE) hnall those entering patients’ rooms. APPE
includes high efficiency mask, gown, face shield or
goggles,andgloves

Limit the number of health care workers (HCWSs)
and otherhospital employeeswho havedirectcontact
withthe patient(s). These HCWSsshould:

f Beproperly trained in infection control precautions
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2.3.3 MEASLES
f Monitor their own temperature twice daily and report any
febrile event to hospital authorities
AHCWwhohasafever (>380C)andwho hashad
diedtpatient contact should be treated immediately
Restrictthe number of visitors, provide them with
APPEand instruct them in its use

2.3.2 Chickenpox ICD10 CODE: BO1

Ahighlycontagiousviralinfection. Patientsare contagious
from 2 days before onset of the rash until all lesions have
crusted. Anattack of chicken poxusually confers lifelong
immunity. Disease ismoresevereandcomplicatedinadults.

Causes
Varicella Zoster virus (VZV) by droplet infection

Clinical features

Incubation period is 14 days, butshorterin
immuno-compromised host

Mild fevers occur 10-20 days after exposure

Prodromalsymptomsconsisting of lowfever,
headache,and malaise occurring 2 to 3 days before the
eruption

Eruptivephase: they appearasmacules, papules,
vesicles, pustules and crusts. The most characteristic
lesion is a vesiclelooking likeadropof wateronthe
skin. Vesicles rupture easily and may become infected

Therashbegins onthe trunk and spreads to the face
atbxtremities

Lesionsofdifferentstages (crops) existtogetherat
tsame time inany given body area

Complications may include septicaemia,
pneumonia, fulminating haemorrhagic varicella, and
meningoencephalitis
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2.3.2 CHICKENPOX

Differential diagnosis

Drug-induced eruption
Scabies
Insect bites

(| Erythema multiforme, impetigo
Other viral infections with fever and skin rash

Bl B

Investigations
&> Virusisolation possible but not necessary
&> Diagnosisispractically clinical

Management
TREATMENT LOC
Symptomatic and supportive treatment HC2

fApply calamine lotionevery 12 hours
FCool,wetcompressestoproviderelief
Chlorpheniramine: Adult4mgevery 12hours
Child<5years:1-2mgevery12hoursfor3days
Painrelief:paracetamol10mg/kgevery6hours

Inadults and children >12 years consider antivirals:

Oral aciclovir 800 mgevery 6 hours for 7 days HC4

Keepchildathome/removefromschooltill
healed to avoid spread

Prevention

Isolation of infected patient

Avoid contact between infected personsand
immuno-suppressed persons

2.3.3 Measles 1CD10 CODE: BO5

An acute, highly communicable viral infection characterized
by a generalised skin rash, fever, and inflammation of
mucous membranes. Measles is a notifiable disease.
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2.3.3 MEASLES

Cause
Measlesvirus spreads by dropletinfectionand
directcontact

Clinical features

Catarrhalstage: high fever, Koplik’sspots
(diagnostic) runny nose, barking cough,
conjunctivitis

Misery, anorexia, vomiting, diarrhoea

Later: generalised maculopapular skinrash
followed lglesquamation after few days

Complications

Secondary bacterial respiratory tractinfection,
eggbronchopneumonia, otitis media

Severe acute malnutrition especially following diarrhoea

Cancrum oris (from mouth sepsis)

Corneal ulceration and panophthalmitis—can
lead tblindness

Demyelinating encephalitis

Thrombocytopaenic purpura

Differential diagnosis
German measles(Rubella)
Other viral diseases causing skin rash

Investigations
@ Clinical diagnosis is sufficient though virus isolation
gpossible

Management (symptomatic)
TREATMENT LOC

Flsolate patients (at home or health centre) HC2

T Paracetamol prn for fever

Applytetracyclineeyeointment1%every 12
hours for 5 days

fIncreasefluidandnutritionalintake (highrisk of
malnutrition and dehydration)
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2.3.4 POLIOMYELITIS

T Give3dosesofvitamin A:firstdoseatdiagnosis,
2nd dose the next day and 3rd dose on day 14
Child <6 months: 50,000 U
Child 6-12 months: 100,000 1U
Child >12 months: 200,000 1U

fMonitor forandtreatsecondary bacterial
infectionswithappropriateantibiotics
immediately

T Refer to hospital in case of complications

Prevention
Measles vaccination (see chapter 18)

Avoid contact between infected and uninfected persons

Educatethe publicagainstthecommonlocal
mythsegstopping to feed meatand fish to measles
patients

2.3.4 Poliomyelitis ICD10 CODE: A80.3

Anacuteviral infection characterised by acute onset of
flaccid paralysis of skeletal muscles. Itis transmitted
from person to person through the faecal-oral route.
Poliomyelitis is a notifiable disease.

Cause
Poliovirus (enterovirus) types |, 11, and 111

Clinical features

Majority of cases are asymptomatic, only 1%
result iflaccid paralysis

Non-paralytic form: minorillness of fever,
malaise, headache,andvomiting,musclepains,
spontaneous recovery in 10 days

Paralytic form: after the aspecific symptoms, rapid
onset (from morning to evening) of asymmetric flaccid
paralysis, predominantly of the lower limbs, with
ascending progression
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Paralysis of respiratory muscles is life threatening
(bulbar polio)

Aseptic meningitis may occur as acomplication

Differential diagnosis

Guillain-Barré syndrome

Traumatic neuritis

Transverse myelitis

Pesticides and food poisoning

Considerall cassof Acute Flaccid Paralysisaspossible
Poliomyelitis:alertthedistrictfocal personforepidemic
control, and send 2 stool samples (refrigerated).

Investigations

& Isolation of the virus from stool samples

& Viral culture

&> Ensure that Giardia intestinalis, Entamoeba histolytica,
Cryptosporidium, Cyclospora, sarcocystis, Toxoplasma gondii are
included in the investigations
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2.3.5 RABIES

Management
TREATMENT LoC
Acute stage H

Poliomyelitisin thisstage withoutparalysisis
difficultto diagnose

Paralytic form

Fifparalysisisrecent, restthe patientcompletely
Note:DonotgivelMinjectionsasthey makethe
paralysis worse

fReferthe patienttoahospital forsupportive care

T After recovery (if partially/not immunised),
complete recommended immunisation schedule

Chronic stage

fEncourageactiveuse ofthelimbtorestoremuscle
function/physiotherapy

fIneventofsevere contractures, refer for
corrective surgery
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Prevention

Isolate patient for nursing and treatment, applying
contactand droplets precautions

Immuniseallchildrenbelow5yearsfromthearea
oftsuspected case

If caseisconfirmed, organize mass
immunisation campaign

Proper disposal of children’s faeces

Immunisation (see chapter 18)

Proper hygiene and sanitation

2.3.5 Rabies ICD10 CODE: A82

Rabies is a viral infection of wild and domestic animals,
transmitted to human by salivaof infected animals through
bites, scratch or licks on broken skin ormucuos membranes.
Once symptoms develop, rabies presents itself as a fatal
encephalitis: there isno cure and treatment is palliative.
Beforesymptomaticdiseasehasdeveloped,rabiescan
effectively be prevented by post-exposure prophylaxis.

Cause

Rabiesvirus. Incubationisaverage 20-90 daysbut
canlshorter in severe exposure (multiple bites, biteson
face/ neck) ofevenlonger (>ayear) in afew cases

Clinical features

Itching or paraesthesiae (abnormal sensation)
around $of exposure, malaise, fever

Neurologic phase

f Furious form: psychomotor agitation or hydrophobia
(throat spasm and panic, triggered by attemptto drink
or sight/sound/touch of water) and aerophobia (similar
response to adraftof air)

f Paralytic form (rarer): progressive ascending paralysis
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2.5.2 MALARIA

Management

TREATMENT

LOC

fThereisnocure.Incaseofsuspectedexposure, H

take all the appropriate steps to prevent the
infection (seesection1.2.1.3onanimal bites)

T Startassoonastheexposure happensoras
soonasthe patientcomes formedical attention,
regardlessof whatevertime has passed fromthe
exposure

T Admit case

T Palliative and supportive care

T Observe strict hygienic precautions

- Avoid contact with patient’s body fluids or
secretions

- PPE (personal protective equipment)

r Caution: the patient may bite

TCounselcaregiversonrabiesandconsequences
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2.3.6 ViralHaemorrhagic Fevers
e 23.6.1 EbolaandMarburg ICD11CODE: A%9

Ebola and Marburg are severe zoonotic multisystem
febrile diseases caused by RNA viruses. They are
notifiable diseases.

e Cause

* Ebola and Marburg viruses. Transmission to humans
happensthrough contactwith meatorbody fluids of
an infected animal. The disease canthen be

transmitted from humantohumanthroughbodyfluids

(includingsemenfor months after recovery) and itis
highly contagious.

*  Risk factors

* Communities around game parks

e Communities inendemicarea

e Cultural practices like burial rituals
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Poor infection control practices

History of exposure to infected people inthe last
2to daysi.e sexual partner, breastfeeding
mothers

Recentcontactwith infectedanimalse.g
monkeys, besinfected gamemeat

Clinical features

Early signs (non specific): sudden fever,
weakness, headache, muscle pains, loss of
appetite, conjunctivitis

Late signs:

Diarrhoea (watery or bloody), vomiting
Mucosal and gastrointestinal bleeding: chest
pain, respiratory distress, circulatory shock
CNS dysfunction, confusion, seizures
Miscarriage inpregnancy

Elevated AST and ALT, kidney injury,
electrolyte abnormalities

Note: Haemorrhage is seen in less than a third of
Ebola patients

Differential diagnosis

Malaria, rickettsiosis, meningitis

Shigellosis, typhoid

Anthrax, sepsis, viral hepatitis, dengue, leptospirosis

Investigations

Sendbloodsampletoareferral laboratory for
specific testing (taking off blood samples from
patients suspected of viral hemorrhagic fever
should be done by a trained healthcare worker in
appropriate PPE.

Notify district surveillance focal person

Management

| TREATMENT
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2.5.2 MALARIA

fReferall patientstoregional referralhospital for
managementinanappropriatesetting
T Notify the district health team

RR

Safetyofhealthworkers:maximumlevelof infection
controlprocedures

Health workers should maintain a high level of suspicion
for Ebola virus disease. While standard precautions
should be followed for all patients at all times,
implementation of transmission-based precautions for
cases suspected or confirmed to have Ebola or Marburg
virus diseases is essential. This includes:

o screening for rapid identification and
isolation of cases,

o hand hygiene according to the WHO 5
moments

o safe injection practices

o use of personal protective equipment (e.g.
eye protection, mask (medical or respirator),
gloves, gown or coverall, head covering,
apron and gum (rubber) boots.

o handling and disposing of all waste related to
the care of an Ebola patients as infectious

o safe handling and disinfection of linens (or
disposal if not possible) and thorough
cleaning and disinfection of the environment
and medical equipment.

o disinfectants (e.g. chlorine mixture of 0.5%
for surfaces) used must be prepared and used
ensuring adequate concentration and contact
time on surfaces.

Handling of the deceased is particularly high risk and
should be kept to a minimum. Strict adherence to IPC
measures including hand hygiene, use of personal
protective equipment (e.g. eye protection, mask (medical
or respirator), gloves, gown or coverall, head covering,
apron and gum (rubber) boots is required.
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Patient care

- Refer to the MoH recent guidelines for management of
viral hemorrrhagic fevers
Fcpmasupportive treatment of signs and
symptoms
— Replace and monitor fluids and electrolytes for
patients with diarrhoea or vomiting

Triage and contact tracing

fTriagepatient (thosewhohadcontactwitha
patientor not)

fContactidentification,contactlistingand contact
follow up

Dead Body handling

¥ Avoidwashing or touching the dead
fThereshould be nogatheringatfunerals
fThedeadshouldbeburiedpromptly by
a designated burial team

Prevention

Healtheducationofthe population (e.g.avoideating
wikanimals)

Effective outbreak communication and
havinghaemorrhagic viral fever protocolsin
place

Appropriate safety gear for patients/health
workers iBuspect cases

Modification of burial practices

Use ofcondoms

Yellow Fever

Anacute viral haemorrhagic fever transmitted through the
bite ofinfected female Aedesaegyptimosquito. Incubation
period is 3to 6 days. Itisanotifiable disease.

cause
Yellow fever RNA virus

Risk factors
Residents inendemic area
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2.5.2 MALARIA
Hunters and settlers around game parks

@inical features

Firststage:

Fever, chills, headache, backache, muscle pain,
prostration, nausea, vomiting, fatigue. Usually resolves within
3-4 days.

Second stage:

About 15% of casesenterintoasecond or toxic
stagedferl-2 day of remission: high fever, prostration,
signs and symptoms of hepatic failure, renal failureand
bleeding
(jaundice, nose bleeding, gingival bleeding, vomiting blood,
blood instool)

About half of these patients die within 7-10 days

Differential diagnosis

Hepatitis E, liver failure
Malaria, Ebola
investigations

* PCRinearly phases
* ELISAinthe late stage

Management
TREATMENT LOC
T Refer all cases to regional referral hospital RR

T Notify the district health team

FThere is no specific antiviral drug treatment

T Supportive treatment is recommended:

- Rehydration

- Managementof liverand kidney failure

- Antipyretics forfever

- Blood transfusion

fTreatassociatedbacterial infectionswith
antibiotics

Note
+ Individuals who have recovered from a yellow fever
infection develop life-long immunity
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2.5.2 MALARIA
Prevention

Vaccination (see chapter 18)

Elimination of mosquito breeding sites

Epidemic preparedness i.e prompt detection ad
treatment

2 COVID-19 Disease
Coronavirus disease (COVID-19) results from infection with the

Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2), it
is a novel virus in humans, knowledge on it and pathogenesis is still
evolving. Additionally, the population-level immunity is uncertain.
Complications of the severe infection can result in death.

It is a notifiable disease.

Clinical features
Early symptoms are non-specific and may include;

@ fever, cough, myalgia, fatigue, shortness of breath, sore
throat, headache, flu-like symptoms, diarrhea, nausea,
respiratory distress, features of renal failure, pericarditis, and
Disseminated Intravascular Coagulation (DIC).

It is important to know that many individuals with COVID-19 are
asymptomatic. It is therefore paramount that all health workers observe
strict infection prevention and control (IPC) measures at all times.

Classification of COVID 19 disease

Disease Stage Hallmark Features
Mild Disease |No Respiratory Normal Vital Signs
Distress
Moderate Non-Severe Crackles in chest but Normal SPO2,
Disease Pneumonia mild respiratory distress (Resp Rate <30)
Severe Oxygen Severe Respiratory distress
Disease De saturation (Resp Rate >30) & SPO2 <90%,
Critical Organ * CNS: Altered Mental State
Dysfunction * CVS: Hypotension & Shock
» Kidney: Decreased Urine Output, Raised
Creatinine
« Liver: Elevated liver enzymes
¢ Coagulation: Raised PT & INR,
Thrombocytopenia
« Endocrine: Hypoglycemia
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Groups at High Risk of Developing Severe Disease
or Complications
f  Age> 65 year
f  Obesity
f  Lung diseases (e.g. asthma, TB, COPD)
f  Hypertension
f  Heart conditions such as history of heart attack or
stroke
Diabetes
Cancer patients whether or not on chemotherapy
Advanced liver disease
Person living with HIV
Kidney disease
Severe Acute Malnutrition
Sickle cell disease
COVID 19 unvaccinated
Pregnancy and recent pregnancy
Hypertension

- R = =R =R = = =R =k =h

Differential diagnoses
@ Malaria and other febrile illnesses.

@ common respiratory, infectious, cardiovascular, oncological,

and gastrointestinal diseases.
Investigations

Suspected case of SARS-CoV-2 infection Probable case of SARS-CoV-2 infection
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o
Confirmed case of SARS-CoV-2 infection
Epidemiological Criterial
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2.5.2 MALARIA
Management
COVID-19 screening and triage process at health facilities

COVID-19 triage aims to flag suspected patients at first point
of contact within the health care system in order to

protect other patients and staff from potential exposure.

identify and rapidly address severe symptoms, rule-out other
conditions with features similar to COVID-19, ascertain if
suspect case definition is met.

All suspected patients should be directed to a designated area
away from other patients and be handled as per standard covid
protection guidelines

Refer to the Comprehensive COVID-19 Case Management
Guidelines for details
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l Patient enters health facility grounds I

l

Wash or sanitize hands
Take temperature (if infrared or axillary thermometer available)

Low risk for
COVID-19:
Direct to facility
for further
management
YEStoatleast1
SUSPECT CASE e :
1 *Danger signs: !
1+ Rapid breathing !
1 >30per min (adul/child>Sy) |
Provide a medical mask tothe patient |1 >40Permin(chid15y)
and direct to designated triage area | 330 parwin ity '
'+ Difficult breathing and/or i
chest indrawing
Stabilize Persistent high fever for3or !
(oxygen if available) more days :
ina desigrated +  Disorientation, seizuresor |
convulsions 1
isolation area |
i+ Lethargy (excessive weakness, |
Collect samples for: } tiredness) 1
o COVID-19 I+ Sunken eyes or othersignsof |
o Malaria ROT (if fever) i severe dehydration i
i+ Inability to drink or eat :

ADMIT FOR ISOLATION
ADMIT FOR ISOLATION

Admit for isolation to hospital,

another designated facility (if

available), or home (case-by-

case basis; must have ability
for close follow-up)
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TREATMENT
Safety of health workers and caregivers: maximum
level of infection control procedures

Strict isolation of suspect cases

Use of adequate protective gear
Minimize invasive intervention

Safe handling of linen

Appropriate use of chlorine mixtures
Proper disposal of health care waste
Educate the patient and care givers on
appropriate infection control measures

BI B B B B B B

No Hospitalization (mild to moderate diseases)
All patients with no risk of developing severe COVID-19
diseases.

f  symptom management, supportive care, and
monitoring (at home, or in the community).

f  Control fevers with paracetamol, multivitamins
and advise on balanced diet

Adults and Children >40kg at increased risk of
developing severe COVID-19 diseases. Refer to current
Covid-19 treatment guidelines.

f

nimatrelvir/ritonavir 300/100mg orally (PO) twice
daily for 5 days (must be initiated within 5 days of
symptom onset)

OR remdesivir IV infusion Once daily for 3 days with
a loading dose 200mg on Day 1 and 100mg on
subsequent days. (initiated within 7 days of symptom
onset)

OR molnupiravir 800mg orally (PO) twice daily for 5
days ONLY when ritonavir-boosted nirmatrelvir or
remdesivir cannot be used; treatment should be
initiated as soon as possible and within 5 days of
symptom onset (contraindicated in pregnant or
breastfeeding women and children)

If the patient requires hospitalization (Severe to Critical

disease)
f  Oxygen therapy
f  And Corticosteroids
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f  And Venous thromboembolism prophylaxis
f  And Interleukin-6 receptor blocker (tocilizumab or

sarilumab)

f  or JAK Inhibitor (baricitinib)
For details refer to the Comprehensive COVID-19 case
Management Guidelines

Prevention

Vaccination (Refer to chapter 18: Immunization)

Epidemic preparedness i.e prompt detection and treatment
Infection Prevention and control measures including Mask

wearing, social distancing, regular handwashing, avoid
shaking hands etc.

2.4 HELMINTHES PARASITES

2.4.1 IntestinalWorms

Intestinal worms enter the human body through ingestion
ofthewormeggsinfood orwater viadirty handsorthrough
injured skinwhenwalking barefoot. Examplesinclude:

ICD10 CODE: B83.9

TYPE OF

INFESTATION FEATURES

Ascariasis Oro-faecal transmission
Ascaris Usually few or no symptoms
lumbricoides Persistentdry irritating cough
(round worm). Patient may pass out live
Infests small wormsthrough the anus, nose, or
intestines mouth

DI

Pneumonitis- Loeffler’s

syndrome

Heavy infestations may
aeenutritional deficiencies

Worms may also cause
obstruction to bowel, bile duct,
pancreaticduct, or appendix

DI
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Enterobiasis
(threadworm)
Enterobias
vermicularis

Transmitted by faecal-oral
route

Mainly affectschildren

Intense itching at the anal orifice

Hook worm
Caused by
Necator
americanus and
Ancylostoma
duodenale

Chronic parasitic
infestation of t@ntestines
Transmitted by penetration
of tskin by larvae from the soil
Dermatitis (ground itch)
Cough and inflammation of
the trachea (tracheitis) common
during larvae migration phase
Iron-deficiency anaemia

Reduced blood proteins in heay
infestations

Strongyloidiasis
Strongyloides

‘oralis

INFEC TIOUS DISEASES

Skin symptoms: Itchy
eruption ghe site of larval
penetration

Intestinal symptoms e.g.
abdominal pain, diarrhoea, and weight
loss

Lungsymptomsdueto
larvae intdungs, e.g.coughand
wheezing

Specific organ
involvement, g
meningoencephalitis

Hyperinfection
syndrome: Occurswhen
immunity against auto-
infection fails, e.g. in
immunosuppressed cases

184
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Trichuriasis May besymptomless

Whip worm Heavy infestation may cause
Infestshuman bloody, mucoid stools, and diarrhoea
caecum and Complications include

upper colon anaemia aprolapse of the rectum

Differential diagnosis
@ Other causes of cough, diarrhea

@ Other causes of intestinal obstruction and nutritional

deficiency
@ Loeffler’s Syndrome
@ Other causes of iron-deficiency anaemia

Investigations

&> Stool examination for ova, live worms or segments

&> Full bloodcount

Management

TREATMENT

LOC

Roundworm, threadworm, hookworm, whipworm
T Albendazole 400 mg single dose

Child <2 years: 200 mg
T Mebendazole 500 mg single dose

Child <2 years: 250 mg

Strongyloides

fAlbendazole 400 mgevery 12 hours for 3days

fOrIvermectin 150 micrograms/kg single dose
Child: see dose table in the section 1.4.5

HC1

HC3

Prevention

Properfaecal disposal

Personal and food hygiene

Regular deworming of children every 3-6 months
Avoid walkingbarefoot
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2.5.2 MALARIA
2.4.1.1 Taeniasis (Tapeworm) ICD10CODE: B68
An infestation caused by Taenia (Taenia saginata (from
undercooked beef ), Taenia solium (from undercooked pork),
Diphyllobothrium latum (fromundercooked fish).

Cause

Adult Tapeworms: intestinal infestation, by
ingestion of undercooked meatcontaining cysticerci
(larvalformofthe worm)

Larvae forms (cysticercosis): by ingestion of
foodAwater contaminated by eggs of T.solium. The eggs
hatch in the intestine, the embryos invade the intestinal
walls and disseminate in the brain, muscles or other
organs

Clinical features
T. saginata, T.solium (adult tapeworm)
Usually asymptomatic, but live segments may be passed
Epigastric pain, diarrhoea, sometimes weight loss
Cysticercosis
Muscular: muscle pains, weakness, fever,
subcutaneous nodules
Neurocysticercosis: headache, convulsions,
ammeningo-encephalitis, epilepsy

Ocular: exophthalmia, strabismus, iritis
D. latum
Usually asymptomatic, but mild symptoms may occur
Megaloblasticanaemiamay occur as arare complication

Differential diagnosis
Other intestinal worm infestations

Investigations

&> Laboratory: eggs, worm segments in stool or collected
bperianal skin (scotch tape method)

&' Cysticercosis: hypereosinophiliain blood and CSF
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Management
TREATMENT LOC
Tapeworm
fPraziquantel 5-10 mg/kg single dose HC3
Alternative
F Niclosamide HC4

Adult and child > 6 years: 2 g single dose
Child < 2 years: 500 mg
Child 2-6 years: 1 g

— Give Bisacodyl 2 hours after the dose

Cysticercosis

T Refer to specialised facilties RR

TAntiparasitictreatmentwithoutdiagnosis
oflocationby CT or MRIscancanwaorsen
symptoms, and even threaten the life of the
patient.

T Neurosurgical treatment required

Prevention

Cook all fish and meat thorougly

Proper hygiene: handwashing, nail cutting, proper
disposal of faeces

2.4.2 Echinococcosis (Hydatid Disease)
ICD10CODE:B67

Tissueinfestationby larvae of Echinococcusgranulosus. Itis
transmitted through direct contact with dogs or by ingesting
water and food contaminated by dog faeces.

Clinical features

Cough, chest pain

Liver cysts may be asymptomatic but may also
give abdominalpain, palpablemassandjaundice (if
thebile ductis obstructed)

Rupture of cysts may cause fever, urticaria, or
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anaphylactic reaction

Pulmonary cysts can be seen on chest X-ray
and mgrupture to cause cough, chestpainand
haemoptysis

Differential diagnosis
Amoebiasis, hepatoma

Other causes of liver mass and obstructive jaundice

Tuberculosis (TB)
Investigations

& SKintest

&> Ultrasound

& Chest X-ray: for pulmonary cysts

& Serological tests

&> Needle aspiration under Ultrasound
Sonogphy(US) or CT-scan guidance

Management
TREATMENT LoC
Refer for specialist management RR

T Surgical excision
Priortosurgeryorincasesnotamenabletosurgery
T Albendazole

— Child >2 years and adults: 7.5 mg/kg every 12
hours for 3-6 months

Prevention

Food hygiene

Health education
Proper disposal of faeces
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2.4.3 Dracunculiasis (GuineaWorm)
ICD10 CODE: B72

Aninfestation ofthe subcutaneousand deeper tissue with
the guineaworm. Itis anotifiable disease.

Cause

Dracunculus medinensis, transmitted to man by
drinking water containing cyclops (waterflea or small
crustacean) infected with larvae of the guineaworm

$3SV3SIA SNOIL J34NI

Clinical features
Adultworm may be felt beneath the skin
Local redness, tenderness, and blister (usually on the

foot) atthe pointwhere the worm comesoutofthe skinto
discharge larvae into the water

There may be fever, nausea, vomiting, diarrhoea,
dyspnoea, generalised urticaria, and eosinophilia before
vesicle formation

Complicationsmay include cellulitis,
septicaemia, athseptic or pyogenicarthritis; tetanus
may also occur

Differential diagnosis

Cellulitis from any other causes

Myositis

Investigations

&> Recognition ofthe adultworm under the skin
&> X-ray may show calcified worms
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Management

TREATMENT LOC
Thereisnoknown drugtreatment forguineaworm | HC2

All patients:

T Tofacilitateremoval oftheworm, slowlyand
carefullyrollitontoasmallstick overaperiod of
days

fDressthewoundocclusivelytopreventtheworm
passing ovainto the water

T Give analgesics for as long as necessary

Ifthereis ulcerationandsecondaryinfection give:

F Amoxicillin 500 mg every 8 hours for 5 days
Child: 250 mg every 8 hours for 5 days

T Orcloxacillin 500 mgevery 6 hours for5days

Prevention
Filter or boil drinking water
Infected persons should avoid all contact with

sources drinking water

2.4.4 Lymphatic Filariasis ICD10 CODE:
B74.9

Lymphaticfilariasisisadisease causedbytissuedwelling
nematode, transmitted by the Aedesaegypti mosquitobite

Causes
Wuchereria bancrofti

Clinical features

Acute

Adenolymphangitis- inflammation of lymph nodes
andlymphatic vessels (lower limbs, external genitalia,
testis, epididymis orbreast)

With or without general signs like fever, nausea, vomiting

Attacks resolve spontaneously in one week and
reuregularly in patients with chronic disease
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Chronic

Lymphoedema (chronic hard swelling) of limbs or
external genitalia, hydrocele, chronic epididymo orchitis,
initially reversible but progressively chronicand severe

(elephantiasis)

Differential diagnosis
DVT
Cellulitis

Investigations

@ Blood slide for Microfilaria (collect specimen between

Pmand 3am)
Management
TREATMENT LoC
Case treatment HC2

TSupportivetreatmentduringanattack (bed
rest, limbelevation,analgesics, cooling,
hydration)

T Doxycycline100mgtwiceaday for4-6weeks
(do not administer antiparasitic treatment during
an acute attack)

Chronic case

fSupportivetreatment:bandageduringtheday,
elevationofaffectedlimbatrest,analgesicsand
surgery (hydrocelectomy)

Largescaletreatment/preventivechemotherapy

Giveannuallytoallpopulationatrisk,for4-6years

FIvermectin150-200mcg/kgplusalbendazole
400 mg single dose

- Noteffective againstadult worms

- Ivermectinisnotrecommendedinchildren<5
years, pregnancy, or breast-feeding mothers

- No food or alcohol to be taken within 2 hours ofa
dose
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Prevention
Use of treated mosquito nets
Patient Education

2.4.5 Onchocerciasis (River Blindness)
ICD10 CODE: B73.0

Chronic filarial disease present in areas around rivers

Cause

Onchocercavolvulus, transmitted by a bite from a
female black fly (Simulium damnosum, S. naevi and S.
oodi, etc), which breeds in rapidly flowing and well-
aerated water

Clinical features
Skin
Onchocercoma: painless smooth subcutaneous
nodules containing adultworms, adherentto underlying
tissues,usually on body prominences like iliac
crests, pelvic girdle, ribs, skull
Acute papular onchodermatitis: Intense pruritic
rehoedema (due to microfilariae)
Latechronicskinlesions:dry thickened peeling
dd(lizard skin), atrophy, patchy depigmentation
Eye
Inflammation ofthe eye (ofthe cornea, uvea,
reting) leading to visual disturbances and blindness

Differential diagnosis

Other causesofskindepigmentation (e.g. yaws,
burs vitiligo)

Other causesof fibrousnodulesinthe skin
(egneurofibromatosis)

Investigations
&> Skinsnip after sunshine to show microfilariae in
preparations

192 UGANDA CLINIC AL GUIDELINES 2022



2.5.2 MALARIA

&> Higheosinophils atthe bloodslide/CBC
&> Excision of nodules for adult worms

&> Slit-lamp eye examination for microfilariae in the atir

chamber ofeye

Management
TREATMENT LoC
Case treatment (adult worms) HC3

f Doxycycline 100 mg twice aday for 6 weeks
followed by
FIvermectin 150 micrograms/kg single dose

Mass treatment

fIvermectin 150 micrograms/kg once yearly for
10-14years (seealso dose table below)

— Not recommended in children <5 years,
pregnancy, or breast-feeding mothers

— No food or alcohol should be taken within 2 hours
of a dose

Ivermectin dose based on height

HEIGHT (CM) DOSE
>158 12 mg
141-158 9mg
120-140 6 mg
90-119 3mg
<90 Do not use
Prevention

Vector control
Mass chemoprophylaxis

2.4.6 Schistosomiasis (Bilharziasis)

ICD10 CODE: B65.1

Disease of the large intestine and the urinary tract due to
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2.5.2 MALARIA
infestation by a Schistosomablood fluke.

Causes

The larvae form (cercariae) of Schistosoma
penetrate the skin from contaminated water and they
migrate to differentparts of the body, usually the
urinary tract (Schistosomahaematobium)andthegut
(S.mansoni)

Clinical features
S. haematobium (urinary tract)
Painless blood stained urine atthe end of
urination terminal haematuria
Frequentand painful micturition
Infemales: lowabdominal painandabnormal
vaginaldischarge
Late complications: fibrosis of bladder and ureterswhincreased UTI
risks, hydronephrosis, infertility
S. mansoni (gastrointestinal tract)
Abdominal pain, frequentstool with blood-stained
muashepatomegaly
Chroniccases: hepaticfibrosiswith cirrhosisand
porielhypertension, haematemesis/melena are frequent

Differential diagnosis
Cancer of the bladder (S. haematobium)
Dysentery (S.mansoni)

Investigations

&> History of staying inan endemic area (exposure to wir
bodies)

& Urine examination (for S. haematobium ova)

&> Stool examination (for S. mansoni ova)

&> Rectal snip (for S. mansoni)

Management
| TREATMENT | Loc |
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fReferpatientiftheydevelopobstructionor
bleeding

T Praziquantel 40 mg/kg single dose HC4

Prevention

Avoid urinating or defecating in or near water
Avoid washing or stepping in contaminated water
Effective treatment of cases

Clear bushes around landing sites

BI DI DI DI

2.5 PROTOZOAL PARASITES

2.5.1 Leishmaniasis ICD10 CODE: B55

Achronicsystemic infectiousdisease transmitted by the bite
ofasandfly.

Cause
Flagellated protozoa Leishmania species

Clinical features

Visceral Leishmaniasis (Kala-azar)

Chronic disease characterized by fever,
hepatosplenomegaly, lymphadenopathy, anaemia,
leucopenia, progressive emaciation and weakness

Feverofgradual onset, irregular, with 2 daily
peaksathlternating periods of apyrexia

The disease progresses over several monthsand is
fatalhot treated

After recovery from Kala-azar, skin
(cutaneous) leishmaniasis maydevelop

Cutaneous and Mucosal Leishmaniasis (Oriental sore)

Starts as papule, enlarges to become an indolentulcer

Secondary bacterial infection iscommon

Differential diagnosis
Other causes of chronic fever, e.g. brucellosis
(Fordermal leishmaniasis) Other causes of
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cutaneous lesions, e.g. leprosy

Investigations

&> Stained smears from bone marrow, spleen, liver,
lymph nodes, orbloodtodemonstrate Leishman Donovan
bodies

&> Culture of the above materials to isolate the parasites

&> Serological tests, e.g. indirect fluorescent antibodies

&> Leishmanin skintest (negative in Kala-azar)

Management

Refer all cases to regional referral hospital
TREATMENT LOC
Cutaneous Leishmaniasis (all patients) RR

fFrequentlyhealsspontaneously butifsevereor
persistent, treatas for Visceral Leishmaniasis
below

Visceral Leishmaniasis (Kala-azar): All patients

fCombination: Sodium stibogluconate 20 mg/kg
perday IMor 1V for 17 days

fPlusparomomycin 15mg/kg [11 mgbase] per day
IM for 17 days

Alternative first line treatment is:
fSodium Stibogluconate 20 mg/kg per day for30
days(incaseparomomyciniscontraindicated)

In relapse or pregnancy
fLiposomal amphotericin B (e.g. AmBisome) 3
mg/kg per day for 10 days

In HIV+ patients
fLiposomalamphotericin B5mg/kgperdayfor
8 days
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Post Kala-Azar Dermal Leishmaniasis (PKDL) | RR

F Rare in Uganda

fSodium Stibogluconate injection20 mg/kg/day
until clinical cure. Several weeks or even months
of treatment are necessary

Note

¢ Continue treatment until no parasites detected in 2
consecutive splenicaspirates taken 14 days apart

+ Patientswho relapse after a 1st course of treatment with
Sodium stibogluconate should immediately be re-
treated with Ambisome 3 mg/kg/day for 10 days

$3SV3SIA SNOIL J34NI ﬂ

Prevention

Case detection and prompt treatment
Residual insecticide spraying
Elimination of breeding places

2.5.2 Malaria ICD10 CODE: B50
2.5.3 Malaria ICD10 CODE: B50

Malariaisanacutefebrileillnesscausedby infectionwith
Plasmodium parasites and is transmitted from person to
person by an infected female anopheles mosquito.

Cause

There are five Plasmodium species of malaria
paresieswhich infecthumans namely: P.falciparum, P.
vivax, P. ovale, P.malariae and P. knowlesi.

f P.falciparum is the most virulent and also the most
common malaria parasite in Uganda.

2.5.3.1 Clinical Features of Malaria

Itmay be asymptomatic, mild illness
(uncomplicated malaria) or severe illness (severe
malaria)

Intermittent fever is the most characteristic
symptom dnalaria. Three classical stagescanbe

distinguishedina typical attack of malaria:
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f Thecoldstage: the patient feels cold and shivers
f Thehotstage: the patient feels hot
f Thesweatingstage:associatedwithsweatingandreliefof
symptoms.
Acomplete physicalexaminationhasto be
performed iany patient presenting with fever or history
of fever.
When people are frequently exposed to malaria,
they develop partialimmunity. Insuchpeople, the
classical stages ofamalariaattack above may notbe
observed.
Also, in people who have had partial treatment
with antimalarial medicines, these classical stages may
notbe pronounced.
Uncomplicated Malaria 1€CD10CODE:B50.9
Common symptoms/signs of uncomplicated malaria
Fever:above 37.5°C (takenfromtheaxilla) or
history dever.

Loss of appetite, mild vomiting, diarrhoea

Weakness, headache, jointand muscle pain

Mildanaemia(mild pallorof palmsand
muoolsmembranes); occurs commonly in
children.

Mild dehydration

Enlarged spleen (in acute malaria it may be
minimally enlarged, soft and mildly tender)

Complicated/Severe Malaria ICD10 CODE: B50.0, B50.8
It is an immediate threat to life and is therefore a medical
emergency. Malaria is regarded as severe if there are asexual
forms of P.falciparum in blood plus one or more of the
following complications in the table below.

Classical definition of severe malaria

COMPLICATION | CRITERION FOR DIAGNOSIS

Defining manifestations
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Cerebral malaria

Deepcoma(unabletolocalisea
painful stimulus), Normal CSF,
parasitaemia

Severe anaemia

Hb <5g/dl with parasitaemia
(<7 g/dl in pregnancy)

Respiratory
distress

Tachypnoea, nasal flaring and
intercostal recession inapatient with
parasitaemia

Hypoglycaemia

Blood glucose <40 mg/dl
(2.2 mmol/L) with parasitaemia

COMPLICATION CRITERION FOR DIAGNOSIS
Circulatory Clinicalshock (systolicpressure <50
collapse mmHg for children and <80mmHg for

adults,withcoldperipheries,clammy
skin) with parasitaemia

Renal failure

Urineoutput<12ml/kgin24hours
andplasmacreatinine >3.0mg/dl,
with parasitaemia

Spontaneous Parasitaemia with unexplained

bleeding spontaneous bleeding
(haematemesis, melaena, or
prolonged bleeding from nose, gum or
venipuncture site

Repeated 2 or more convulsionsin 24 hours,

convulsions with parasitaemia

Acidosis Deep (acidotic) breathing and plasma

bicarbonate <15 mmol/L, with
parasitaemia

Haemoglobinuria

Parasitaemia, haemoglobin in urine
(dark coloured urine but no RBC’s)

UGANDA CLINIC AL GUIDELINES 2022

199

$3SV3SIA SNOIL J34NI ﬂ




INFEC TIOUS DISEASES '

2.5.2 MALARIA

Pulmonary Deep breathing, fast breathing,

Oedema laboured breathing (nasal flaring,
intercostal recession and chest in-
drawing), Cheyne stokes breathing

Supporting manifestations (some other signsin
addition to above complications)

Impaired Parasitaemiawithdepressedlevel
consciousness ofconsciousnessbutcanlocalize
a painful stimulus, or change of
behavior, confusion, drowsiness

COMPLICATION CRITERION FOR DIAGNOSIS

Jaundice Parasitaemia with unexplained
jaundice

Prostration Unabletosit,inachildnormallyable
todosoorunabletodrinkinonetoo
young to sit

Severe vomiting| VVomitingeverything,notabletodrink
or breastfeed

Severe Sunken eyes, coated tongue, lethargy,

dehydration inability to drink

Hyperpyrexia Temperature >39.50 C, with
parasitaemia

Hyper- Parasite count > 250,000 /pl, > 10%
parasitaemia

Threatening Uterine contractions and vaginal
abortion bleeding
Differential diagnosis

Respiratory tractinfection
Urinarytract infection
Meningitis, otitis media, tonsillitis
Abscess, skinsepsis

Measlesorotherinfectionswithrashes (beforerashcomes)
UGANDA CLINIC AL GUIDELINES 2022
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2.5.2 MALARIA
2.5.3.2 Investigations for Malaria

Note: All suspected malaria patients MUST be tested by
blood slide or RDT before they are treated. NOT all fevers
are malaria.

& RDT or thick blood slide for diagnosis of malaria

&> Random blood sugar and Hb level if clinically indicated

&> Lumbar puncture: in case of convulsion/coma and
negative malaria test

&> Thinfilm for parasite identification

Note on RDTs

+ RDTs (Rapid Diagnostic tests) detect malaria antigen (not
whole parasites like the blood slide) and remain positive
for 2 to 3 weeks after effective treatment

+ RDTdonotbecomenegativeifthe patienthasalready
taken antimalarials

+ RDTsare reliable, quick and easily accessible tools for
malaria diagnosis.

A blood slide for microscopy is specifically recommended
over RDT in the following situations:

&> Patients who have completed antimalarial
treatment and symptoms persist

&> Patientswho completed treatmentbut comes back
within3 weeks

&> RDT negative patients without any other evident
cause of fever
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2.5.2 MALARIA
2.5.3.3 Management of Malaria

NATIONAL MALARIA TREATMENT POLICY

Uncomplicated Malaria

All patients: First line medicine

including children Artemether/Lumefantrine

<4monthsofageand | Fjrst line alternative

pregnantwomen Artesunate/Amodiaquine

in 2nd and 3rd . -

: Second line medicine

trimesters . . .

Dihydroartemisin/
Piperaquine

Ifnotavailable: quininetablets

Pregnant women 1st |ACT currently used
trimester
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Severe Malaria

All age groups or
patient categories

First line
IV Artesunate

First line alternative
IV Quinine
Or Artemether injection

Pre-referral treatment

Rectal artesunate for children 6
years and below only. IM
Artesunate, IM artemether or
quinine where the parental
medicine is available

Intermittent preventive treatment in pregnancy

Sulfadoxine/Pyrimethamine (SP)forIPT.Start at
13weeksand give monthly till delivery

Treatment of uncomplicated malaria
Thefollowingtablescontaindosagesformedicinesusedin
treatment of uncomplicated malaria.

Dosage of artemether/lumefantrine 20/120 mg

WEIGHT (KG) AGE

DAY 1 DAY 2 DAY 3

<14 ltabletatO| 1tab 1 tab 1 tab
hours then | twice twice twice
ltabletat 8| daily daily daily
hours
15-24 2tabletsat | 2 tab 2 tab 2 tab

0 hours, twice twice twice

then, 2 daily daily daily

tablets at 8
hours
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2.5.2 MALARIA

25-34 3tabletsat| 3 tab 3 tab 3tab
0 hours then|  twice twice twice
3tabletsat| daily daily daily

8hours
>35 4tabletsat | 4 tab 4 tab 4 tab
0 hours then|  twice twice twice
4 tablets at | daily daily daily

8 hours

Note: Give doses every 12 hours
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2.5.2 MALARIA

Dosage of artesunate (AS) tablets 50 mg once a day

AGE DAY 1 DAY 2 DAY 3
0-11 25mg 25mg 25mg
months (¥4 tab) (%2 tab) (%2 tab)
1-6 years 50mg 50mg 50mg
(1tab) (1tab) (1tab)
7-13 years 100mg 100mg 100mg
(2tabs) (2tabs) (2tabs)
>13 years 200 mg 200 mg 200 mg
(4tabs) (4tabs) (4tabs)
Note: Do not use artesunate alone, give with amodiaquine tabs

Dosage of amodiaquine (AQ) 153 mg tablets

AGE DAY 1 DAY 2 DAY 3
0-11 76 mg 76 mg 76 mg
months (1/2 tab) (1/2 tab) (1/2 tab)
1-6 years 153 mg 153 mg 153 mg
(1tab) (1tab) (1tab)
7-13 years 306 mg 306 mg 306 mg
(2tabs) (2tabs) (2tabs)
>13 years 612 mg 612mg 612mg
(4tabs) (4tabs) (4tabs)

Note: Do not use amodiaquine alone, use with artesunate tabs

Dosage of dihydroartemisinin (DHA)/Piperaquine tablets
(PPQ) (40/320 mg) tablets

WEIGHT (KG) AGE DAY 1 DAY 2 DAY 3
<5-9.9 <6 0.5 0.5 0.5
month—
1 year
10-20 2-7 years 1 1 1
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2.5.2 MALARIA

20-40 8-13 years
40-60kg 3

60-80kg |4 4 n 4

>80kg 5 5 5
Dosage for Pyronaridine Tetraphosphate / Artesunate

PYRONARIDINE TETRAPHOSPHATE/ ARTESUNATE (PYRAMAX)

Body Weight Product Description Day 1 Dose Day 2 Dose Day 3 Dose

5kg to < 8kg [ 1 sachet J [ 1 sachet J [ 1 sachet ]
s ;"
(60mg / 20mg)
8kg to < 15kg Sacket pramles o Oral [ 2 sachets J [ 2 Sachets ] [ 2 Sachets ]
& :

uspension

15kg to <20kg [ 3Sa=:het5J [asachetsJ [ 3 Sachets ]

20kg to < 24kg
24kg to < 45kg
Pyronar idine J

(180mg / 60mg)}

Film Coated Tablet
45kg to < 65kg [3 Tablets ] 3 Tablets
> = 65kg [

1 tablet ] 1 tablet

( ) (

2 Tablets ][ 2 Tablets ] [ 2 Tablets ]
( J (
( ) (

4 Tablets ] 4 Tablets 4 Tablets ]

Dosageof quinine tablets (1 quininetab = 300 mgsalt)

WEIGHT DOSE (TO BE GIVEN EVERY
(KG) AGE 8 HOURS FOR 7 DAYS)
<5-10 3 months—1 year 75 mg (Ya tab)
10-18 1-5 years 150 mg (V% tab)
18-24 5-7 years 225 mg (%4 tab)
24-30 7-10 years 300 mg (1 tab)
30-40 10-13 years 375 mg (1% tab)
40-50 13-15 years 450 mg (1v2 tab)

> 50 > 15 years 600 (2 tabs)
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2.5.2 MALARIA
Management of severe malaria

General principles

Managecomplicationsasrecommended inthesection
below

Manage fluids very carefully. Adults with severe malaria
areveryvunerableto fluid overload, while childrenare
more likely to be dehydrated

Monitor vitals signs carefully including urine output

Intravenous artesunate is the medicine of choice

- At a health unit without admission and 1V drug
administration facilities, give a pre-referral dose of rectal
artesunate*anlyrecommencedforchilienof6yearsandbelon see
dosingtablesbelow)assoon as possible and refer for
further management

- At a health unit with admission and 1V drug
administration facilities, treat with IV artesunate as in the
table below

- If IV route is not possible, use IM route
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2.5.2 MALARIA

If Ivartesunate is notavailable,useIMartemether
(intothe thigh, neverinthe buttock) or IV quinine

Dosage of rectal artesunate

ARTESUNATE REGIMEN
WEIGHT (KG) AGE DOSE (MG) | (SINGLE DOSE)
5kg to<14 |4 monthsto| 100mg 1 supp (100 mg)
<3years
14-19 3 years to 100 mg 2 supp of
less than 6 100mg
ears
Note

* Intheeventthatan artesunate suppository is expelled
from the rectumwithin 30 minutes of insertion, inserta
repeat dose.

+ Hold the buttocks (especially in young children) together
for 10 minutes to ensure retention of rectal dose
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2.5.2 MALARIA

Dosage of intravenous artesunate for severe malaria

Artesunate IV

DOSE TIME QUANTITY
Firstdose:onadmission | At 0 hours | Child less than
Loading dose 20 kg: 3 mg/kg
Second dose At 12 hours | Adults and child

- >20kg: 2.4mg/kg
Third dose At 24 hours

Thenonceaday until patientisable totolerate oral
medication, thengiveafullcourse of oral ACT.* currently
all severe malaria cases to be discharged on DP. Then
reviewed every month for 3 months and given monthly
DP for post severe malaria chemoprevention.

Preparation of IV or IM artesunate

IV artesunate is usually dispensed in powder vial
of 30mg, 60mg,120mg, pre-packed with sodium
bicarbonate solution 1 ml

Calculate the dose in mg according to the weight
and thenumber of vials needed

Reconstitute eachvial separately,and use within 1
hour

Reconstitution: injectall the content of the
bicarbonateampoule (1 ml) in the artesunate vial. Shake
gently
till solutionbecomeclear (discard if notclearafter 2
minutes)

IV use

Dilution: dilute solution by adding 5 ml of
sodium chloride 0.9% (normal saline) or Dextrose 5%,
obtaining a concentration of 10 mg/ml

Calculate the required volume and withdraw

Give by IV injection slowly over 5 minutes

UGANDA CLINIC AL GUIDELINES 2022 209



2.5.2 MALARIA

IM use

Dilution: dilutesolutionbyadding 2mlofsodium
chloride0.9%,0btainingaconcentrationof20mg/ml

— Inject into the upper outer anterior thigh, NEVER in the
buttock

DONOT USE WATERFOR INJECTION FOR
DILUTION

Dosage of IM artemether

Artemether
DOSE TIME QUANTITY
Firstdose:onadmission | At 0 hours 3.2 mg/kg
Loading dose
Second dose At 24 hours 1.6 mg/kg
Third dose At 48 hours 1.6 mg/kg

Thenonceaday until patientisable totolerate oral
medication, thengiveafull course of oral ACT. If after
48hours (day 3) the patient is still un stable and parasites
density is still almost the same as at day 0, switch to IV
quinine for 3 to 4 doses then discharge on ACT (DP).

Dosage of quinine IV

Dose |f10mg/kgindextrose5% every8hourstill
patientisabletotolerate oralmedication

fThencompletewithafulldoseofACT(3
days) or quinine tablets to complete 7 days

2.5.3.4 Management of Complications of
Severe Malaria

COMPLICATION | TREATMENT

Hyperpyrexia | Giveparacetamollgevery6hours
Child: 10 mg/kg + tepid sponging +
fanning
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Convulsions

Give diazepam 0.2 mg/kg (max 10
mg)slow IV or (inadults) IMor0.5
mg/kg rectally

If convulsions still persist:

Givephenobarbital200mgIM/IV
Child: 10-15mg/kg loading dose then
2.5mg/kgonceortwicedailyifstill
necessary or

phenytoin15mg/kgloadingdose

Hypoglycaemia

Adult: dextrose25%2ml/kgbyslow
IV bolus over 3-5 min (to prepare,
takedextrose50% 1 ml/kganddilute
with an equal volume of water for
injections)

Child:dextrose10%5ml/kgbyslow
IV bolus over 5-7 min (to prepare,
take 1 ml/kg of dextrose 50% and
dilute with 4 ml/kg water for
injection)

DONOTGIVE UNDILUTED50%
dextrose

Monitorbloodglucosefrequently

Ensure patient is feeding

Acidosis

Correct fluid & electrolyte balance

Ifthereissevereacidosiswithout
sodium depletion:

- Give sodium bicarbonate 8.4%
infusion 50 ml IV

- Monitor plasmapH
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Severe anaemia

fDobloodgroupingandcross-
matching

fTransfusepatientwithpackedcells
10-15ml/kgorwholeblood 20ml/
kgespeciallyiftheanaemiaisalso
causing heart failure

fRepeatHbbeforedischargeand
preferably 28 daysafterdischarge

Pulmonary
Oedema

fRegulatethelVinfusion(donot
overload with IV fluids)

T Prop up the patient

T Give oxygen

FGive furosemide 1-2 mg/kg

Acute Renal
Failure

fUrineoutput:<17ml/hourforadult
or<0.3ml/kg/hourforachild

T Checktoensurethatthe cause of
oliguriaisnotdehydrationorshock

T Ifduetoacuterenalfailure: Givea
challenge dose of furosemide 40 mg
IMorslow IV (child: 1 mg/kg)

If this fails:
fReferforperitoneal dialysisor
haemodialysis

Shock

FIfsystolicBP<80mmHg (adult)or
<50 mmHg (child) or if peripheral
pulse absent and capillary refill is
slow (>2seconds)

- Raise the foot of the bed

- Givesodium chloride 0.9% by fast
1V infusion bolus 20 ml/kg in 15 min

- Review fluid balance and urinary
outputs
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— Look forevidence of haemorrhage or
septicaemia and treataccordingly

Haemoglo- T Rehydrate the patient

binuria f Assess foranaemiaand transfuseif

(intravascular necessary

haemolysis)

Dehydration | fRehydrateusingORSorlVRLoOrNS
(seerehydration,section1.1.3)

fOver-enthusiasitc IV infusionmay

harmthe patientandleadtofluid
overlaodand pulmonary oedema

Bleeding fTransfusepatientwithwholefresh
bloodtoprovidelackingclotting
factors

Coma fCheckandtreatforhypoglycaemia:

ifnotrespondingwithin20min,
consider another cause

fProvideintensivenursingcarewith:

- I\VVdrip (forrehydrationand IV
medication)

- NGT (for feeding and oral
medication)

- Urethral catheter (to monitor urine
output)

- Turning of patient frequently to
avoid bed sores

Criteria for referral to regional/tertiary hospital
Persistent renal failure needing dialysis
Any complication that cannotbe managed locally
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2.5.3.5 Management of RDT/Blood Smear

Negative Patients

Patients who have a negative malariatest (most likely, if

RDT isused)donothave malariaso other causes of fever

have to be investigated for appropriate treatment.

Re-assess patient history, clinical signs and
laboratory results. Consider other frequent causes of
feversuchas:

f Ifrunning nose, sore throatand cough: viral upper
respiratory infection

f Ifswollentonsils with exudate on it: tonsilitis

f Ifearpainand discharge: otitis

f Ifcough,rapidbreathinganddifficulty inbreathing:
pneumonia

f Ifurinary symptoms: urinary tractinfection

f If vomiting, diarrhoea and abdominal pain: gastro-
enteritis

f Ifskinrash: measles or other viral rash

Ifmalariaisstill suspected, investigate according
to the flonchart below

f Ifsigns/symptomsof severe malaria, RDT and blood slide
negative butno otherdiagnosisisfound, consider treating

for malaria anyway but repeat RDTs after 24 hours to
confirm.Also add a broad spectrum antibiotic

f IfRDTandbloodslide negative, nosignsofotherillness
and no signs of severe sickness (patient has no danger
signs) treat symptomatically with antipyretics, advise
patientto returnimmediately if conditionworsensorin2
days if fever persists.

Possible reasons for false negative tests (test is negative but

patient has malaria):

Lowperipheral parasitaemia

Technical error in performing the test or test
reagents teare out of date
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Sequestration of parasites in the internal organs
Havingalready takenantimalarial drugs, inadequate
or incomplete dose: this affects only microscopy, while
RDT remains positive evenifthe patienthasalready

takenan antimalarial
Using prophylactic treatment for malaria

Patient with negative
blood smear or RDT

A 4

Is there evidence of
non-malarial illness?

Treat non-malarial

illness

Are there signs and
symptoms suggestive

of severe malaria?

Treat for severe disease
with artesunate and
broad-spectrum
antibiotics. Repeat
testing (RDT) in 12-24
hours

UGANDA CLINIC AL GUIDELINES 2022

Withhold treatment

for malaria, give
symptomatictreatment
andask the patient to
come backimmediately
if the illness becomes
worseorifitpersistsfor
more than twodays.
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2.5.3.6 Malaria Prophylaxis
Notrecommendedforallthoselivinginahighly endemic
arealike Uganda. However, itisrecommended for certain
high-risk groups but is not 100% effective.

PATIENT GROUP

PROPHYLAXIS

Pregnancy

In endemic areas,
pregnant women
carry malaria
parasites in their
blood or placenta,
whichisharmful to
the health of both
mother and foetus

fGiveintermittent preventive
treatment (IPT) to ensure the
well-beingofmotherandfoetus

TSPsingledose(3tabs)givenat
13weeksandcontinued monthly
until delivery

fEnsure doses are taken under
supervision by the health
providerasdirectly observed
therapy (DOT)

T Record doses on the patient’s
card and treatment register and
summarise further inthe delivery
bookand monthly returns

fDonotgive SPinHIV patientson
cotrimoxazole

Sicke cell disease

I— Sulphadoxine-
pyrimethamine (SP) - see
section 11.1.3
Chloroquine is the
alteranative:
Adult: 300 mg base weekly
Child: 5 mg (base)/kg weekly
f

People living
with HIV

fCotrimoxazoledailyasper
national guidelines

Non-immune
visitors/tourists

T Mefloquine
Adult: 250 mg once weekly
Child: 5 mg/kg once weekly
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2.5.3.7 Malaria Prevention and Control

Give effective treatment and prophylaxis

Eliminate parasites from the human population by
ealydiagnosis and effective treatment

Protect vulnerable groups with chemoprophylaxis

Give IPT toall pregnantwomen

Reduce human-mosquito contact

Use insecticide-treated materials (e.g. bed nets)

Destroy adult mosquitoes by indoor residual
spraying dwellings with insecticide or use of knock-
down sprays

Screen houses

Carefully select house sites avoiding mosguito-
infested areas

Wear clothes which coverthearmsand legsand use
repellentmosquito coils and creams/sprayson the skin
when sitting outdoors at night

Control mosquito breeding sites

Eliminate collections of stagnant waterwhere
mosquitoesbreed, e.g. in empty cans/ containers,
potholes, old car tyres, plasticbags, and footprintsby
disposal, draining, or covering with soil or sand

Destroy mosquito larvae by dosing stagnant water
bodieswith larvicides or with biological methods (e.g.
larvae- eating fish)

Give public health education on the above measures
include the need for self testing (selfcare) using RDT
before any medication.
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2.5.3 HUMAN AFRICAN TRYPANOSOMIASIS (SLEEPING SICKNESS)

2.5.4 Human African Trypanosomiasis
(SleepingSickness) ICD10CODE: B56

Adisease caused by trypanosomes (aprotozoa) and
transmitted to humans by several species of tsetse fly

Cause

Trypanosomarhodesiense (mostly inthe
CentralatEastern regions of Uganda)

Trypanosomagambiense (mostly in West Nile region)

Clinicalfeatures

May be history of tsetse fly bite and swelling atsite
of beafter 7-14 days (more oftenin T.rhodesiense, rarely
inT. Gambiense)

T. Rhodesiense

Incubation is 2-3 weeks

Early stage (haemolymphaticstage):
headachenot responding to common analgesics,
fever, generalised lymphadenopathy, joint pains

Latestage (meningoencephalitisstage): aftersome
wedsneurological and psychiatric symptoms like apathy,
day sleepiness, paralysis,seizures

Ifnottreated: cachexia, lethargy, comaand death
within3-6 months

T. gambiense

Similar to the rhodesiense but less acute and with
donerprogression

Incubation can last several years

Differential diagnosis

Malaria, meningitis

TB, HIV/AIDS
Investigations

&> Blood: Slides for trypanosomes
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2.5.3 HUMAN AFRICAN TRYPANOSOMIASIS (SLEEPING SICKNESS)

&> CSF: For trypanosomes, lymphocyte count

&> Aspirate from chancre/lymph node: for trypanosomes
Management

Thisisbasedonthefindingsofthe CSFanalysis,determining

the stage of disease. Todetermine the medicine of choice, the
diseaseisdivided intotwostages: earlyand late stage

STAGE FEATURES
Early (first) CSFisnormal
stage Lymphocytes <5cells/mm?

Total protein <37 mg/dl (by dye-
binding protein assay) or < 25 mg/dl (by
Double Standard & Centrifuge Method)

Absenceoftrypanosomes (by
DoubeStandard and Centrifuge

Method)
Late (second) Lymphocytes > 5
stage cell/ rm®8And/or

Presence oftrypanosomes

Patientwithsuspected ordiagnosedsleepingsickness
should be managed at referral facilities.

TREATMENT

Early (first) stage RR
T.rhodesiense sleeping sickness
For both children and adults
F Suramin IV
- Atestdose of 5 mg/kg of body weight should first
be administered to test for anaphylactic reaction
- Followed by five injections of 20 mg/kg every 5
days interval
Day 0: 5 mg/kg body weight
Day 3: 20 mg/kg body weight
Day 8: 20 mg/kg body weight
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2.5.3 HUMAN AFRICAN TRYPANOSOMIASIS (SLEEPING SICKNESS)

Day 13: 20 mg/kg body weight
Day 18: 20 mg/kg body weight
Day 23: 20 mg/kg body weight
If anaphylaxis: do notadminister

T. gambiense sleeping sickness

For both children and adults

T Pentamidine IM 4 mg/kg daily for 7 days

- Give food 1 hour before to prevent hypoglycaemia

- Thepatientshould beinasupine positionduring
administration and 1 hour after to prevent
hypotension

Late (second) stage

T. rhodesiense sleeping sickness

For both children and adults

f1V Melarsoprol 2.2 mg/kg body weightdaily for
10days

T.gambiense sleeping sickness

Children<12yearsand<35kg

fEflornithine IV 150 mg/kg 6 hourly for 14 days
(total dose of 600 mg/kg/day. Dilute 150mg/kg
doseofeflornithineintothe 100 mlofdistilled
water. Administertheinfusionoveratleast2
hours

Children >12 years up to 15 years

fEflornithine IV 100 mg/kg 6 hourly for 14 days
(totaldose of400mg/kg perday). Dilutethe
eflornithinedoseof100mg/kgintothe 100 mlof
distilledwater. Administertheinfusionoverat
least 2 hours (rate 20 drops/minute)
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2.5.3 HUMAN AFRICAN TRYPANOSOMIASIS (SLEEPING SICKNESS)

Adults >15 years

- Nifurtimox/Elfornithine combination therapy
(NECT)

- Nifurtimox: 5 mg/kg every 8 hours orally for 10
days (15 mg/kg/day)

- Plus Eflornithine 200 mg/kg 12 hourly for 7
days(400mg/kg/day). Dilute Eflornithinedose
of200 mg/kg into 250 ml of distilled waterand
administer the infusion overatleast 2 hours (50
drops/minute)

- Infusionsaregivenslowlyto preventconvulsions

Relapses
FlVmelarsoprol2.2mg/kgoncedailyfor10days

Note

¢ Corticosteroids: Shouldbegiventopatientswith
latetrypanosomiasisonmelarsoprolwhomayhave
hypoadrenalism - the steroids may also reduce any drug
reactions

+ Donotgive hydrocortisoneafterday 24, eventhoughthe
melarsoprol treatment is not yetcomplete

+ Ifprednisoloneisused instead of hydrocortisone, the
anti-inflammatory actionissimilar butthe correction of
the hypoadrenalism will be much less marked

¢ Suramin: Donotusethismedicineforearly orlate stage
T.gambiensetreatmentinonchocerciasis-endemicareas
as it may cause blindness in any onchocerciasis-infected
patients by killing the filariae inthe eye

Prevention

Trapping of tsetse flies

Clearing of bushes around homes and paths
Early detection and treatment of cases
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3. HIV/AIDS and

Sexually Transmitted Infections

Alwaysrefertothe latest Ministry of Health PMTCT, ART,
andSTIGuidelinesforthemanagementofHIVand Sexually
Transmitted Infections. This section has been adapted from
the “current Consolidatedguidelinesforpreventionand
treatmentof HIV in Uganda”.

3NFEIVION AND ACQUIRED
IMMUNODEFICIENCY SYNDROME (AIDS)

ICD 10 CODE: B20
Acquired Immunodeficiency Syndrome (AIDS) is a
condition of reduced immunity as a result of infection with

the Human Immunodeficiency Virus (HIV). HIV should be
confirmed with an HIV test.

Test and Treat policy

Uganda has adopted the “Test and Treat Policy”, which
involvesprovidinglifelongantiretroviraltherapy (ART)to
ALL peoplelivingwithHIV irrespective of CD4 countor

clinical staging.

Causes
Human Immunodeficiency Virus

Modes of transmission

Sexual intercourse with an HIV-infected person

Transfusion with HIVV-infected blood

Mother-To-Child Transmission during
pregnancy, delivery, or through breastfeeding
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HIV/ AIDS AND SEXUALLY TR ANSMIT TED INFEC TIONS

3.1.1 CLINICAL FEATURES OF HIV

HIV-contaminated sharp instruments, e.g. dental
and surgicalequipment, needles,scalpels, razors, hair
shaving equipment, nail cutters, and other sharp objects

Exposureto HIV-infected materialsthroughan
gawound or cut

Epidemiological risk factors for HIV

Presentor past high-risk behaviour (multiple
sxudpartners)

Lossofaspouse or partner from HIV disease

Having sexually transmitted infections, especially
Herpessimplex virus type 2

Being an uncircumcised man

BeinginanHIV-discordantsexual
relationship enarriage

History of blood transfusion between 1975 and 1986

3.1.1 Clinical Features of HIV

The WHO Clinical Staging of HIV for adults and children
inthetablesbelowshowsthetypical clinical featuresofHIV
infection. The staging is based ondemonstration of one or
moreopportunisticinfectionsorkeyfindingsandcorrelates
with disease progression and prognosis of survival.

WHO Staging for HIV Infection and Disease in Adults and
Adolescents

Clinical Stage I: Asymptomatic
1. Asymptomatic
2. Persistent generalisedlymphadenopathy

Performance Scale 1: asymptomatic, normal activity
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Clinical Stage II: Mild
L

Moderateweightloss(<10% ofpresumedormeasured
body weight)

Minormucocutaneous manifestations (seborrheic
dermatitis, prurigo, fungal nail infections, recurrent
oral ulcerations, angular stomatitis/cheilitis)

Herpes zoster within the last 5 years
Recurrentupperrespiratorytractinfections (e.g.
bacterial sinusitis, tonsillitis, otitis media, and
pharyngitis)

And/or performance scale 2: symptomatic but normal
activity

N o g

Clinical Stage III: Advanced
1.

Severeweightloss (morethan10%ofpresumedor
measured body weight)

Unexplained chronic diarrhoea for longer than 1

month

Unexplained persistent fever, intermittentor constant,
for longer than 1 month

Persistent oralcandidiasis

Oral hairyleukoplakia

Pulmonary tuberculosis

Severe bacterial infections (such as pneumonia,
pyomyaositis, empyema, bacteraemia or meningitis)
Acute necrotizing ulcerative stomatitis, gingivitis or
periodontitis

Unexplained anaemia (< 8 g/dl), neutropenia (< 0.5x10°
perlitre), orchronicthrombocytopenia (<50x 10°per
litre)

And/or performance scale 3: Bed ridden for less than 50%
ofthe day during the last month
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1

o~ W

© ®© N>

10.
11.

12.
13.
14.
15.
16.
17.

18.
19.

Clinical Stage IV: Severe

HIV wasting syndrome: weight loss of more than 10%
and unexplained chronic diarrhoea for more than 1
month, chronic weakness, or unexplained prolonged
fever for more than 1 month

Pneumocystis jirovecii pneumonia (PCP)
Recurrent severe bacterial pneumonia
Toxoplasmosis of the brain
Cryptosporidiosiswithdiarrhoeaforlongerthanl
month

Chronicisosporiasis

Extrapulmonary cryptococcosisincluding meningitis
Cytomegalovirus infection (retinitis or other organs)
Herpes simplex virus (HSV) infection (orolabial,
genital or anorectal of >1 month’s duration or visceral
at anysite)

Progressive multifocal leukoencephalopathy (PML)
Any disseminated endemic mycosis such as
histoplasmosis, coccidioidomycosis

Candidiasis of the oesophagus, trachea, bronchi, or
lungs

Disseminated non-tuberculous mycobacterial
infection

Recurrent septicaemia (including non-typhoid
salmonella)

Extrapulmonary tuberculosis

Lymphoma (cerebral or B-cell non-Hodgkin)

Invasive cancer of the cervix

Kaposi sarcoma

HIV encephalopathy — disabling cognitive and/or
motordysfunctioninterferingwithactivitiesofdaily
living, progressingslowlyoverweeksormonths,inthe
absence of concurrentillness or condition other than
HIV infection that could account for the findings
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20. Atypical disseminated leishmaniasis
21. Symptomatic HIV-associatednephropathy or
symptomatic HIV associated cardiomyopathy

And/or performance scale 4: Bed-ridden for more than
50% of the day during the last month

WHO Clinical Staging of HIV for Infants and Children with
HIV Infection

Clinical Stage I: Asymptomatic
1. Asymptomatic
2. Persistent generalisedlymphadenopathy

Clinical Stage II: Mild

1. Unexplained persistent hepatosplenomegaly
Papular pruriticeruptions

Extensive wart virus infection

Extensive molluscumcontagiosum
Recurrent oral ulceration

Unexplained persistent parotid enlargement
Lineal gingivalerythema

Herpes zoster

Recurrentor chronic upper respiratory tract infections
(otitis media, otorrhoea, sinusitis, tonsillitis)
10. Fungal nailinfections

© o N W

Clinical Stage III: Advanced

1. Unexplained moderate malnutrition not adequately
responding to standard therapy

2. Unexplained persistentdiarrhoea (14 days or more)

3. Unexplained persistent fever (above 37.5°C,
intermittent or constant for longer than one month)

4. Persistentoral candidiasis (after first 6 weeks of life)

Oral hairyleukoplakia

6. Acute necrotizing ulcerative gingivitis/periodontitis

o1
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7.
8
0.
10.
1

Lymph nodeTB

Pulmonary TB

Severe recurrent bacterial pneumonia
Symptomatic lymphoid interstitial pneumonitis
Chronic HIV-associated lung disease including
bronchiectasis

12 Unexplained anaemia (< 8 g/dL), neutropenia (< 0.5 x

10%L) or chronic thrombocytopenia (<50 x 10% L)

1

10.

11.
12.

13.
14.

Clinical Stage IV: Severe

Unexplained severewasting, stuntingor severe
malnutrition notresponding to standard therapy
Pneumocystis jirovecii pneumonia (PCP)
Recurrent severe bacterial infections (e.g. empyema,
pyomyositis, bone or joint infection, meningitis but
excluding pneumonia)
Chronicherpessimplexinfection (orolabial or
cutaneousof more thanone month’sduration, or
visceral atany site)

Extrapulmonary TB

Kaposi sarcoma

Oesophageal candidiasis (or candidiasis of trachea,
bronchi or lungs)
Centralnervoussystemtoxoplasmosis (afterthe
neonatal period)

HIV encephalopathy

Cytomegalovirus (CMV) infection, retinitis, or of other
organs with onset atage > 1 month

Extrapulmonary cryptococcosis (including meningitis)
Disseminated endemic mycosis (extrapulmonary
histoplasmosis, coccidiomycosis)

Chronic cryptosporidiosis (with diarrhoea)
Chronic isosporiasis
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15. Disseminated non-tuberculous mycobacterial
infection
16. Cerebral or B cell non-Hodgkin lymphoma

17. Progressive multifocal leukoencephalopathy
18. HIV-associated cardiomyopathy or nephropathy
Differential diagnosis
B
Untreated diabetesmellitus
Malnutrition
Cancer
Other chronic diseases

3.1.2 DiagnosisandInvestigationsof HIV

HIV testing isthe pointofentry into comprehensive care
HIV services. Since an early diagnosis is fundamental
forearly treatment, good prognosis and reductionin
transmission, HIV testing should be offered to all patients
atany levelof careandatanyoccasion possible: provider-
initiated HIV testing and counselling.

Preand postcounsellingand consentare needed exceptin

thefollowing situations:

f Diagnostic testing: test carried out on very sick,
unconscious, symptomaticormentallill by attending
health care team for the purpose of better patient
management

f Routinetesting: forindividuals likely to pose arisk of
HIVinfectiontootherse.g. pregnantandbreastfeeding
mothers, sexual offendersandsurvivors,blood orbody
tissue or organ donors. Individuals tested using this
appraochmustbe givenan opportunity to know their
status
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Ifapatientispositive, he/shemustbe IMMEDIATELY
connected to HIV care services.

Inadultsand children>18 months, testing isbased on
serological (antibody) testing.

Duetothewindow period between infectionand production
ofdetectable levelsofantibodies, patients who are negative

should be re-tested after three months if they had a possible

exposure in the 3 months before the test.

Serial HIV Testing Algorithm for testing persons above
18 months of agein Uganda, 2020.

Screening Test

DETERMINE
ON-REACTIVE
Report HIV Confirmatory
Negative Test: STAT-PAK
Tie-Breaker Test Report HIV
SD BIOLINE Positive

Report HIV Report as
Negative Inconclusive

1

Re-Test after
14 days
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HIV Testing Algorithm using the HIV-Syphilis Duo Kit in

MCH Settings

No, Only HIV

Does client need both syphills and HIV test
[new, or previously negative)

No, Only Syphilis

[ ]

Client tested positive for
syphilis and on treatment
within 1 year

I

Test for HIV usingthe
National Algorithm

Screening Test

| l

HIV/Syphilis Duo Test ‘

Non-Reactive
For HIV and Syphilis

Reactive for HIV*

Reactive for Syphilis

Use

Client already known
HIV positive +ve (TRRK)

Y

Testfor syphilis only
using the single syphilis
rapid test and manage

as appropriate

+ treatment far syphilis

Report as Negative for

HIV and Syphilis Notify the partner

Encourage partner
testing

Confirmatorytest
Statpak

‘ Non-Rescve | =

! !

Re-test immediately
with the National
Algorithm

ReportHIV positive

Notify the partner

Serological testing is available from HC2 level.

In children below 18 months, testing is virological, that
isbased ondirect detection of viral DNA (DNA-PCR).
Virological testing (DNA-PCR and viral load) isdoneon DBS
(dried blood spots) samples which can be collected from
HC2 and are sentto acentral national laboratory through the
hub system.

HIV testing in children less than 18 months
Therecommendedtestforchildren<18monthsisvirological
(DNA-PCR) testing, since antibody tests will detect
antibodies passed to the child from the mother (so the test
can give a false positive).

If the mother is HIV negative:

f Thechildis classified as HIV negative

UGANDA CLINIC AL GUIDELINES 2022 221

SNOIL J34NI @31 LIWSNY ¥l ATTVNX3S ANV SAIV /I\Iﬁ



3.1.2 DIAGNOSIS AND INVESTIGATIONS OF HIV
If the mother is positive:

&>  DoDNAPCRat6weeksofageoratanearlier
opporiunitythereafter

f Start cotrimoxazole prophylaxis and Niverapinesyruptill HIV
status is confirmed for the child

&> IfPCRispositive, enroll child for ART

&> IfPCRisnegativeand child never breasfed
the childgegative.

f Stop cotrimoxazole and Niverapine.

f Follow up every 3 months and do HIV rapid test
(serological) at 18 months.

&> IfPCRisnegativeBUT childisbreastfeeding/has
besddin the last 6 weeks, re-check PCR 6 weeks after
cessation of breastfeeding.

If mother’s status is unknown:
&> Test the mother and continue management
according the result
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If mother unavailable:

&> Performrapidantibodytestingonthechild. Theresult
wigive indication on the mother’s status:

- Ifthetestisnegative: child negative

- Ifthetestispositive, followalgorithm for meregngachildfroma
HIVpositive mother.

Other tests in HIV management

TEST

DESCRIPTION

LOC

CDh4

It measures the level of CD4 T
lymphocytes, a subtype white blood cell.

It reflects the level of compromise of
theimmune system. Itisused for initial
assessmentpre ARTandformonitoring of
ART effect.

HC2

Viral
Load

It measures the quantity of virus inthe
blood. Itisused to monitorthe effect of
ARVs. Itiscurrentlydoneby DBS (Dried
Blood Spot)

HC2
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3.1.2 DIAGNOSIS AND INVESTIGATIONS OF HIV

Initiate infamn
Sertd CorfTrm
Do mof wail uniil resulis are back

*Ifan infant with a negative previous PCR is symptomatic while still breastfeeding, take offa PCR sample at that point in time. If negative, another PCR sample
must be taken according to the algorithm sither § months or & weeks after breastfeeding,

*Ifmather's status cannot be ascerained, may usa rapid test in babies to determine HIV exposure status, Should perform DNA PCR for baby wha is symplomatic,
malnourished of has TB as routine.

*|fbreastfeading is stopped bafore 9 manths then a final DNAPCR can be done at any point & weeks after cessation of breastfeeding,

* For infants whose mothers are failing on any regimen: take off 2 DBS at the time of confirming the positive test — one for confirmation and one for
HIVDR testing
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3.1.3 MANAGEMENT OF HIV INFECTION

3.1.3 Managementof HIV Infection

HIVismanaged throughacomprehensiveapproachthat
combinesspecific ARV treatmentwith other measures
including prophylaxisagainstopportunistic infections,

counselling and adherence support.

3.1.3.1 Measures before ARV Treatment

Evenwithoutthe use of specific ARV treatment, there
aremanywaysinwhichgood HIVV managementcanhelp

patients:
TREATMENT LOoC
Prophylaxis against opportunistic infections
f Cotrimoxazole 960 mg once daily foradultsand | HC2

children>30 kg
Child <5 kg: 120 mg once daily
Child 5-14.9 kg: 240 mg once daily
Child 15-29.9 kg: 480 mg once daily
f Contraindications: known allergies, severe
anaemia and neutropenia
T Alternative: dapsone
Adults and child >12 years: dapsone 100 mg daily
Children below 12 years: dapsone 2 mg/kg daily
@ In adults if there is no evidence of treatment failure
cotrimoxazole is stopped(based on viral load
levels)

TPT (TB Preventive treatment)

fsuch as; isoniazid + rifapentine(3HP)
weeklyfor3monthsinalladults, adolescents
andchildren>12monthslivingwith HIVandin
whomTBdisease hasbeenexcluded (other
medications for TPT refer to the current
HIV/TB guidelines)

fIfchild <12 months, give only if history of contact
with TB caseand no active disease (one-
month daily rifapentine and isoniazid

HC3
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(1HP).)
— Dose: (seesection532.1)

Prompt and appropriate medical care HC3

TBytreatingopportunisticinfectionsastheyoccur

f By treating symptoms, such as pain, diarrhoea,
and skin problems, asthey develop

T Going for treatment promptly if unwell

Positive living HC2
fEncouragingpatient/familytohelpthemselvesby:
- Eatingabalanced diet

Engaging in regular exercise

Keeping active and resting well

Spending quality time with family and friends
Obtaining support fromacounsellor

Abstaining from sex or being faithful to one
partner

Using acondom to help ensure safe sex

3.1.3.2 General Principles of Antiretroviral Treatment
(ART)

Initial evaluation checklist for patients starting ART
Before initiating ART, a full evaluation of the patient must be
done. This includes:

Assessment of the history, physical exam and
beseline laboratory tests to assess disease progression
andany other conditions

Staging the patient’s stage using WHO clinical staging

Counselling and assessing patient’s readiness to start ART

Assessment of patient’s history

Level of understanding of HIV/AIDS

Length of time since the diagnosis of HIV infection

Demographics and lifestyle: whether employed and
reure of work

History of previous ART, prior use of nevirapine

UGANDA CLINICAL GUIDELINES 2022

SNOIL J34NI @31 LIWSNY ¥l ATTVNX3S ANV SAIV /I\Ibﬂ



3.1.3 MANAGEMENT OF HIV INFECTION

duingpregnancy
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Pregnancy risks: contraceptionoptionsand
choices, currentor planned pregnancy, access to
contraceptive services

Sexual risks and disclosure: willingness to practice
shrsex, disclosure of HIV serostatus, use of condoms,
HIV counselling, and testing of sex partners and
children

Symptoms of chronic pain and depression

History of opportunistic infectionsand other
significantillnessese.g. TBandSTls, hospitalisations,
andsurgeries

Current medications (including anti-TB drugs,
traditional therapies, etc.)

Physical exam

Weight

Nutritional status

Functional capacity and level of disability

Vitalsigns, skin, eyes,oropharynx (presence of
thrush), lymphnodes, lungs,heart,abdomen, genital
tract(STlIs), extremities, nervoussystem

Baseline laboratory tests to assess immunosuppression and

disease aggressiveness

Confirming HIV serostatus

CD4 testing

Pregnancy test

Fullblood countparticularly for patients starting
on&ZT-containing regimen

BaselineLabstoassessgeneralhealthanddiagnoseany

pre-existing HIV complications

Sputum smear for AFB for patients who have
coughed for > 2-3 weeks and a chest X-ray for patients
who have unproductive cough or whose AFB smears
arenegative

Urine analysis for proteinuria, particularly for
patientsstarting on TDF-containing regimen

Syphilis and Hepatitis B screening
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Liverand renal function tests if available

Cryptococcal antigen and urine LAM screening
for patients whose MEountis <200 cells/ml

Symptom-directed lab tests to diagnose pre-
existing illnesses

Staging of disease

Using WHO clinical criteria (see tables above)

Counselling and assessment of patient’s readiness to

starttherapy

Assess for education, information or
counsellingsupport needs

Develop an adherence plan

Background of ART
AcureforHIVisnotyetavailable, butbyusing highly
activeantiretroviraltherapy (HAART), itispossible to
promotegrowthinchildrenandprolongthesurvival of
all HIV infected patients, reduce their morbidity, and
improve their quality of life.

Highly active antiretroviral therapy (HAART) is defined
as therapy which is potent enough to suppress HIV
viraemiatoundetectable levels (<50 copies/mL),and is
durableinitsvirologic effect.

f HAART conventionally includes three or more
medicinesfromatleasttwoclassestoachievefulland
durable suppression of viral load

f Known sub-optimal regimens, e.g. monotherapy, double
nucleoside, or certaintriple nucleoside combinations
arenotHAART and arecontraindicated in HIV disease

Goals of treatment with antiretroviral medicines are to:

Inhibitviral replicationas reflected in plasma
HIV concentrationtoaslowaspossible and foras
longas possible. This promotes restoration of the
immune system.
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Preserve or enhance the immune function
(@4 restoration), which prevents/delays the
clinical progression of HIV disease
Minimise toxicities and side effects associated with
tenedicines
Improve quality of life and reduce HIV-related
morbidity and mortality
Promote growth and neurological developmentin children

Tools to achieve the goals of therapy

Maximisationofadherenceto ART:adequate
suppartto patient to adhere to treatment and/or
access to community/facility level adherence
counselling

— Disclosure of HIV serostatus reinforces patient’s
adherence to ART

Rational sequencing of medicinesto preserve
fuuretreatment options

Useof ARV medicineresistance testingwhen
appropriateand available

Use of viral load estimates for monitoring

Principles of ART
Antiretroviral therapy is partof comprehensive HIV care.
Theguiding principlesofgood ART include:
Efficacy and durability of the chosen medicine regimens
Freedom from serious adverse effects; low toxicity
Ease of administration including no food
restrictions, better palatability, and lower pill burden
Affordabilityandavailability of medicinesand
medicinecombinations
Organised sequencing — spares other available
formulationsforuseinsecond linewhileallowing for
harmonisationofregimensacrossageand population
Ongoing supportof the patient to maintain adherence
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Limitations of ART

Antiretroviral medicines are notacure for HIV but
greatlyimprove quality of life when used appropriately

ARVs are relatively expensive, require an
adequate infrastructure, and knowledgeable
healthcare workers

Medicine interactions and resistance may
decrease tgpotency of ARVs

Patients may develop adverse medicine reactions

Patientshave to take at least 95% of their pillsin
ordertespond well (adherence iskey to successful
therapy)

The medications have to be taken for life

Some patients may notrespond (benefit) to
treatmentattontinue to regress in spite of high adherence

Children are dependentonadults foradherenceto ART

Available Medicines for ART

At present, antiretroviral medicines come in six classes,
whichattack differentsitesandstagesofthe HIV lifecycle,
thereby interfering with its reproduction.

CLASS EXAMPLES

Nucleoside reverse transcriptase | Tenofovir (TDF)

inhibitors (NtRTIs) incorporate Zidovudine (AZT)
themselves into the DNA of the . ]
virus, thereby stopping the building Lamivudine (3TC)

process Abacavir (ABC)
Non-nucleoside reverse Efavirenz (EFV)
transcriptase |nh|b|t0|_'s Nevirapine (NVP)
(NNRTIs)stopHIVproductionby o

binding directly onto the reverse Etravirine (ETV)

transcriptase enzyme, and prevent
the conversion of RNA to DNA
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Integrase inhibitors interfere with
the HIVV DNA’s ability to insert itself
into the host DNA and copy itself.

Dolutegravir
(DTG)

Raltegravir (RAL)

Protease inhibitors (PIs) prevent
HIV from being successfully
assembled and released from the
infected CD4 cell. Boosted Pls
are combinations of low-dose
ritonavir (RTV) with a PI for

Atazanavir (ATV)
Lopinavir (LPV)
Darunavir (DRV)
Ritonavir (RTV,

9999

abbreviated as r” if]

co-receptor molecules that HIV uses
to infect new target T-cells. Some
forms of HIV use a different co-
receptorandthus, somepatients may
not benefit from maraviroc

pharmacoenhancement boosting other Pls,
e.g. ATVI/r, LPVIr

Entry inhibitors (HIV fusion Enfuvirtide

inhibitors) prevent the HIV virus | (T-20)

particle from infecting the CD4 cell

CCR5antagonistshlocktheCCR5 | Maraviroc

Initiation of ART

It is recommended to initiate ART at the earliest
opportunity inalldocumented HIV-infected adults,
adolescentsandchildrenregardlessof CD4 countand
WHO clinical staging (Testand Treat)
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Evidence and programmatic experience have shown
thatearly initiation of ART resultsinreduced mortality,
morbidity and HIV transmission outcomes. However,
priority shouldbegiventopatientswith lower CD4 countsas
well as those who are symptomatic

A CD4 countisnotnecessary forinitiation butshould
be used to identify patients with advanced HIV
disease.

ART in children

Thevastmajority (about90%) of infants and children
withHIVacquiretheinfectionthrough mother-to-child
transmission.

HIV infection follows a more aggressive course among
infants and children than among adults; 30% die by age 1
year and 50% die by age 2 years without access to life-saving
medicines, including ART and preventive interventions,
such as cotrimoxazole prophylaxis.

Early HIV diagnosis and ARV treatment is critical for
infants. A significant number of lives can be saved by
initiating ART for HIV-positive infants immediately after
diagnosis within the first 12 weeks of life.

General principles

ARV dosesneedto be adjusted fromtime totime
astehildrengrowquickly and thus, theirweight
changes.

Beforeachildbegins ART,the following
assessmentsmabe made:

f Readiness of parents/caretakers or child (if older) to start
ART

f Complete pre-treatment baseline assessment (see
previous sections)
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3.1.3.3 Recommended First Line Regimens in Adults,
Adolescents, PregnantWomen and Children

HIV management guidelines are constantly being updated
according to evidence and public policy decisions. Always
refer to the latest official guidelines.

The 2020 guidelines recommends DOLUTEGRAVIR (DTG)
an integrase inhibitor as the anchor ARV in the preferred first
and second-line treatment regimens for all HIV infected clients;
children, adolescents, men, women (including pregnant women,
breastfeeding women, adolescent girls and women of child
bearing potential).

ARTregimensinchildrenareageandweightdependent.
When children grow, doses and regimens have to be
changed according to guidelines below.

E.g.achild started atage 2 on ABC+3TC+LPV/rwill
transition to ABC+3TC+EFV when age >3 and weight
>15 Kkg..

Table xx: Recommended first-line ARV regimens in adults,
adolescents, pregnant or breastfeeding women and children

Patient Preferred Alternative regimens
Category regimens

ADULTS AND ADOLESCENTS

Adults and TDF + 3TC | Pregnant and breastfeeding
adolescents > + DTG women: TDF + 3TC + EFV400
30Kg If DTG is contraindicated:

TDF + 3TC + EFV400

If TDF is contraindicated?:
ABC + 3TC +DTG

If both TDF and DTG are
contraindicated:

ABC +3TC +EFV400
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Pregnant and TDF +3TC+ | IfEFV and DTG are
breastfeeding DTG? contraindicated:
women TDF +3TC + ATV/r or ABC +
3TC + ATVIr
CH ILDREN
Children ABC +3TC | If DTG is contraindicated: ABC
>20Kg-<30Kg +DTG + 3TC + LPVI/r (tablets) If ABC
is contraindicated:
AZT + 3TC + DTG or
TAF + 3TC + DTG (TAF in
children> 6 years and >25Kg)
Children<20Kg | ABC +3TC | Ifintolerant or appropriate DTG
+DTG? formulations are not available:
ABC +3TC + LPV/r (syrup,
pellets, or tablets)*.
If intolerant to LPV/r:
ABC + 3TC + RAL or
ABC + 3TC + EFV (in children
> 3 years and >10Kg)
If ABC is contraindicated:
AZT +3TC + DTG or LPVI/r
1. Contraindications for DTG 4. Children will be
(use DTG screening tool prior to DTG assessed individually for
initiation) including: known diabetics, ability to correctly take

patients on anticonvulsants
(carbamazepine, phenytoin,

phenobarbital)

the different
formulations of LPV/r
and will be given syrup,

2. Contraindications for TDF: pellets or tablets
Renal disease and/or GFR
<60ml/min, weight <30Kg

3. DTG is the preferred when
appropriate formulations and dosages

available.

appropriately.
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Notes

1 TDF/3TC/EFV has low toxicity, once daily
administration, andiseffectiveagainsthepatitis B. It
isarelatively inexpensive regimenanddoesnotcause
anaemiaas AZT (whichcanthenbereserved forsecond
line). EFV haslessrisk of treatment failure than NVP.

2 Contraindications for EFV:
- Severe clinical depression or psychosis
- PatientreceivingBenzodiazepinesor Carbamazepine
- Ongoing complications of neurological disease that

block ability to assess side effects of EFV

- Age<3yrsorweight<15kg

3 Contraindications for TDF
- Renal disease and/or GFR <60
- Adolescents below 35 kg

4 Children unable to swallow pellets can start on
nevirapine and then be switched to LPV/rwhen ableto
swallow

¢ TripleNRTIregimensare nowdiscouraged duetohigh
virological failure ratesand decrease of patient’s future
ART options
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3.1.3 MANAGEMENT OF HIV INFECTION

Important drug interactions

Drug Family

Anti-TB
medicines

Drug Family

ARV Drug

NVP

Interaction

Rifampicin
decreases NVP

Action

Do not co-administer NVP
and rifampicin

concentrations in See Table 30 and Table 31

blood.

Could cause
liver toxicity

Interaction

for
TB/ARV co-management

Action

ARV Drug

DTG Rifampicin Adjust DTG dose to twice
lowers DTG daily
levels
ATVIr, Rifampicin If given together with LPV/r
LPV/r, boosts increase the dose of RTV to
DRV and metabolism of achieve 1:1 ratio
RTV Pls
Combined | EFVor Risk of Use additional barrier
ATVIr, contraceptive method or
oral LPVIT, failure due to
contracept DRV and increased Use Depo-Provera or IUDs
ive piIIs, RTV metabolism of
hormonal contraceptives
implants
(etonogest
rel)
Anxiolytics, ATVIr, Risk of Reduce dose of midazolam
€.g. LPV/r, respiratory or diazepam
midazolam, DRV and depression
diazepam RTV (midazolam)
Increased
sedation
(diazepam)
Antifungals, NVP Risk of Use fluconazole
€.g. hepatotoxicity

ketoconazole
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halofantrine

Simvastatin, ATVIr, Inhibition of Use atorvastatin with
rosuvastatin, LPVIr, CYP450 3A4 lowered dose and monitor for
atorvastatin DRV and (reduced side effects like muscle pains

RTV metabolism

of statins)

Anti- EFV, DTG, | Carbamazepine Use valproic acid
epileptics, e.9. | Etravirine, decreases DTG
carbamazepin levels by 30-
e, 70%
phenobarbital,
and phenytoin
Drugs for acid | ATVIr Reduced Use alternatives like
reflux or concentrations ranitidine, cimetidine, etc.
ulcers, e.g. of Atazanavir
omeprazole,
esomeprazole,
lansoprazole,
pantoprazole
Polyvalent DTG Reduce DTG Use DTG 2 hours before or 6
cation levels hours after the product to
products avoid interaction
containing
Mg, Al, Fe,
Ca, Zn (e.g.
vitamin
supplements
and antacids)
Antimalarial ATV Both could When given with
drugs: prolong QT artemether/lumefantrine
artemether/lu interval monitor closely for
mefantrine, undesired effects

Halofantrine: do not give
together (contraindicated)
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Metformin

DTG

DTG increases
metformin
levels. May

increase
risk of
hypoglyca
emia and
metabolic
acidosis

Close follow-up (routine
electrolytes, BUN and

Creatinine, Random Blood
Sugar tests) recommended
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3.1.3 MANAGEMENT OF HIV INFECTION

3.1.3.4 Monitoring of ART

The purpose of monitoring patients on ART is to assess:
Response to ART and early detection of treatment failure
Side effects and toxicity

Adherence

Theschedule ofmonitoringvisitsfollowapre-setcalendar
forthe 1stone year after initiation of ART, i.e:

f Atl,2and3monthsfromstartof ART

f At6,9,12months

After 12 months from initiation of ART, the Differentiated
Model of Care Delivery is followed, in which schedule and
modalities of periodic checks are based on individual needs
and characteristics of the patient.

The aim of this model is:

f Aclientcenteredapproach, sothatstable patients have
spaced checks and fast tracks drug pick ups

f More efficient use of resources by avoiding overcrowding
and long waiting times

f Morefocus on unstable/complex patients

(Refer to MOH HIV/ART guidelines for more details).
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TYPE OF
MONITORING COMPONENTS
Clinical - Screenforandmanageopportunistic
Monitoring infections (Ol)and STI
- Assess for pregnancy, and/or use or
need of FP

- Screenand manageco-morbidities
including depression

- Weightand nutritional assessement

- Disclosure
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3.1.3 MANAGEMENT OF HIV INFECTION

For children and adolescents:

— Growth and development, school
attendance, behavioural issues, sexual
awareness

Laboratory
Monitoring

Viral load

&> Is preferred method to momir
response to ART and treatment
failure:

- FirstVVL:doneat6 monthsfrom
initiation

- Inadults: annually thereafter if
patientissuppressed (<1000 copies/
ml)

- Inchildren and adolescents <19
years: every 6 monthsifpatientis
suppressed

- Inpregnantwomen:atfirst ANC visit
regardless of previous checks

- If patients not suppressed: see
algorithm below

CD4 monitoring

&> Recommendedatbaselineto
safor risk of opportunistic
infections

&> Inpatients who are suppressed
butain clinical stage 3-4

&> In patients on prophylaxis
for cryptococcustoinform
decisonon whento stop
fluconazole

Other tests
— According to clinical findings
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Viral load testing algorithm

| Patienton ART for at least 6 months |

Doinitia VL test

N

VL <1000
Continue current
treatment andprovide
routine adherence
support

A 4

VL=1000
Continuecurrent
treatment
Do intensive adherence
counseling monthly for
at least 3 months

i

Repeat VL test
1 month after the last
adherence session

A 4

A 4

VL <1000
Continue current
treatment and provide
routine adherence support

VL=1000
Treatment failure
Evaluate for
2nd Line ART

A 4

A 4

Do routine VL tests
6monthlyforchildrenandadolescents
Annuallyforadultsand pregnantwomen

~

_/

Do resistance testing
before 3rd line
Continue intensive
adherence counseling
Repeat VL 6 month after
switching therapy
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3.1.3 MANAGEMENT OF HIV INFECTION

3.1.1.1 ARV Toxicity

ARV drugs can cause a wide range of toxicities, from mild to

life threatening.

Activemonitoringand managementoftoxicitiesand side
effects is important not only to avoid negative medical
outcomebutalsotoensure thatthey donotnegatively affect

adherence.
CATEGORY ACTION
Severe Life- Immediately discontinue all ARV drugs (possibly

Threatening
Reactions

(e.g. SJIS/TEN,
severe hepatitis

all drugs in general), manage the medical event and
substitutetheoffendingdrugwhenthe patientis
stabilised

Severe Stoptheoffendingdrugandsubstitute

Reactions it without stopping the ART (if

(e.g. Hepatitis, clinically possible)

anaemia)

Moderate Substitute with a drug in the same ARVclassbut
Reactionsy withadifferenttoxicity profile, or with a drug in a
(Gynaecomastia, different class

lipodystrophy)

Donotdiscontinue ART.Continuation of ARTaslongas
feasible. If

the patient does not improve on symptomatic therapy,
consider single- drug substitution

Mild Reactions
(Headache, minor
rash, nausea)

Donotdiscontinueorsubstitute ART.

Reassurethe patientor caregiverthat whilethereaction
maybebothersome, itdoesnotrequireachangein
therapy andoftenitsubsidesinfewweeks.

Provide support to mitigate the adverse
reactionsaswellascounseling about the events
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Table of Toxicities/side effects of commonly used ARVs and recommended substitutions

MAJOR PRESENTING SUGGESTED MANAGEMENT
ADVERSE/TOXICITY SIGNS/SYMPTOMS

EVENTS
REGIMENS FOR ADULTS AND

ADOLESCENTS
DTG 1. 2. Hyperglycaemia 1. 2. Excessive Do RBS to confirm hyperglycaemia
3. Insomnia 3. drinking/eating, then substitute with EFV
4 Hepatotoxicity ex_ce_sswe urm_atlon
Hypersensitivity 4. Difficulty fal?mg as!eep Insomnia: Ensure patient is taking
reactions Nausea, vomiting, right DTG during the day if it persists then

upper quadrar)t substitute with EFV
abdominal pain, yellow

urine or eyes

Skin itching (localized or
diffuse), dizziness,
faintness, difficulty
breathing, nausea,
vomiting, diarrhoea, and
abdominal cramping

If EFV is contraindicated: Substitute
with ATV/r
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Persistent central
nervous system
2 3. toxicity
4.  Convulsions

Hepatotoxicity

5. Severe skin and

hypersensitivity

reactions

Gynecomastia

EFV 1.

2.3.

Dizziness, insomnia,
abnormal dreams, or
mental symptoms
(anxiety, depression,
mental confusion,
suicidality)
New-onset seizures
Nausea, vomiting,
right upper
quadrant abdominal
pain, yellow urine
or eyes New-onset
skin rash

Breast enlargement in
men

In case on EFV 600mg

. Lower the dose of EFV to
400mg.

In case on EFV 400mg
. Reassure,
If symptoms persist
. Substitute EFV with DTG

If DTG is contraindicated: substitute
with ATV/r

TDF 1. Chronic kidney
disease, acute kidney

injury and Fanconi
2. 3. syndrome
4. Decreased bone
mineral density
Lactic acidosis or
severe

1.2

Lower back pain, change
in urine volume

Bone aches, spontaneous
fractures

Exhaustion or extreme
fatigue, muscle cramps or
pain, headache.

Do LFTs and RFTs. If deranged
(elevated liver enzymes and/or GFR is
< 60mls/min) then substitute with
ABC

If ABC is contraindicated: substitute
with AZT
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neutropenia
Lactic acidosis
or severe
hepatomegaly
with steatosis
Lipoatrophy,
lipodystrophy,
myopathy
Severe vomiting

recurrent infections
Exhaustion or extreme
fatigue, muscle cramps
or pain, headache.
Abdominal pain or
discomfort decrease in
appetite.

Persistent vomiting
resulting in severe
dehydration

Hepatomegaly with Abdominal pain or
steatosis discomfort, decrease in
appetite.
ABC Hypersensitivity Skin itching (localized or | Substitute with TDF
reaction diffuse) dizziness, If TDF is contraindicated: substitute
faintness, difficulty with AZT
breathing, nausea,
vomiting, diarrhoea, and
abdominal cramping
AZT 1.2. Severe 1.2. Easy fatigability, Do Hb (if < 8mg/dl): Substitute with
anaemia, breathlessness, TDF

If TDF is contraindicated: substitute
with ABC
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3.1.3 MANAGEMENT OF HIV INFECTION

RecommendedSecondLineRegimensin Adults,
Adolescents, Pregnant Women and Children

Patients may need to be switched to second line regimens in case of

treatment failure, and to third line if they fail on second line drugs.

Third line regimens require resistance

testingtoinformthechoice ofappropriate drugs,andneeds

referral to specialised ART centres.

Factorsinvolved intreatment failure are poor adherence,
inadequate drug levelsor priorexisting drug resistance.

counselling if necessary.

Before switching therapy, it is essential to assess and
addressadherence issues, and provide intensive adherence

following table:

Criteria for defining treatment failure are presented in the

DEFINITION

COMMENT

VIROLOGICAL FAILURE

Two consecutive viral loads >1000
copies/ml, done at three to six months
apart, with intensive adherence support
following the 1st VL test

Patient should
have been on
ART for at least

six months

CLINICAL FAILURE

Adults and adolescents:

New or recurrent WHO clinical stage 3
or 4 (with exception of TB) in a patient
whohasbeenoneffective ARTregimen
forat least six months

Children:

NeworrecurrentWHO clinical stage 3or
stage 4 event (with the exceptionof TB)
in a patient who has been on effective
ART regimen for atleast six months

The condition
must be
differentiated
from Immune
Reconstitution
Inflammatory
Syndrome
(IRIS)
occurring after
initiating ART
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3.1.3 MANAGEMENT OF HIV INFECTION

Table of Second- and third-line ART regimens for patients failing on treatment

Population

Adults and
adolescents > 30Kg,
including pregnant

and breastfeeding
women

Children
>20Kg -
<30Kg

Failing first line regimens

Recommended second

Alternative second

line regimen line regimen
TDF + 3TC+EFV
AZT+3TC+DTG AZT+3TC+ATVIr
TDF+3TC+NVP
TDF+3TC+DTG AZT+3TC+ATVIr AZT+3TC+LPVIr
AZT+3TC+NVP
AZT+3TC+EFV TDF+3TC+ATVIr
ABC/3TC/NVP TDF+3TC+DTG
ABC+ 3TC+ EFV
AZT+3TC+DTG
TDF+3TC+ATVIr TDF+3TC+LPVIr
ABC+3TC+DTG
ABCHSTCHEFV AZT+3TC+DTG AZT+3TC+LPV/
ABC+3TC+NVP ’
ABC+3TC+LPV/r AZT+3TC+DTG AZT+3TC+DRVIr
ABC+3TC+DTG AZT+3TC+LPVIr AZT+3TC+DRVIr
AZT+3TCHERV TAF or TAF or
AZT+3TCHNVP ABC+3TC+DTG ABCH3TC+LPVr

UGANDA CLINICAL GUIDELINES 2022

Third line regimens*?

All 3rd line regimens
to be guided by

resistance testing

NOTE: For details on
the third-line ART,

please see the thirdline
ART
implementation
guides.
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AZT+3TC+LPVIr TAF or TAF or
ABC+3TC+DTG ABC+3TC+DRV/r

AZT+3TC+DTG TAF or TAF or
ABC+3TC+LPV/r ABC+3TC+DRV/r

ABCHSTC+ERV AZT+3TC+DTG AZT+3TC+LPV/
ABC+3TC+NVP r
ABC+3TC+LPV/r AZT+3TC+DTG AZT+3TC+DRV/r
ABC+3TC+DTG or RAL AZT+3TC+LPV/r AZT+3TC+DRV/r
AZT+3TC+EFV

AZT43TOLNVP ABC+3TC+DTG ABC+3TC+LPV/r
AZT+3TC+LPVIr ABC+3TC+DTG ABC+3TC+DRV/r
AZT+3TC+DTG ABC+3TC+LPV/r ABC+3TC+DRV/r
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@
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3.1.4 MOTHER-TO-CHILD TRANSMISSION OF HIV

3.1.2 Mother-to-Child Transmissionof HIV

Approximately one-third of the women who are infected
with HIV can pass it to their babies.

Cause
Time of transmission

During pregnancy(15-20%)
During time of labour and delivery (60%-70%)
After delivery through breast feeding (15%-20%)

Pre-disposing factors

High maternal viral load
Depleted maternal immunity (e.g. very low CD4 count)
Prolonged rupture of membranes
Intra-partum haemorrhage and invasive
obstetrical procedures
Ifdelivering twins, firsttwin isathigher risk of

infectionthan second twin

Premature baby is at higher risk than term baby
Mixed feeding carriesahigherrisk than

exclusive breastfeeding or use of replacement
feeding

Investigations

&> Blood: HIV serological test
&> HIV DNAPCR testing of babies (see algorithm in section
3.1.2 above)

Viral load testing every 6 months

Management

AIlIHIV servicesfor pregnantmothersare offered inthe

MCHclinic. Afterdelivery,motherandbabywill remain
inthe MCH postnatal clinictill HIV status of the child is

confirmed, then they will be transferred to the general ART
clinic.

The current policy aims atelimination of Mother-to-Child
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3.1.4 MOTHER-TO-CHILD TRANSMISSION OF HIV

Transmission (eMTCT) through provision of a continuum
of care with the following elements:

- Primary HIV prevention for men, women and adolescents
- Preventionofunintendedpregnanciesamongwomen

living with HIV

- Preventionof HIV transmission fromwomen living with
HIV to their infants

- Provisionoftreatment, care and supportto ALL women
infected with HIV, their children and their families

3.1.2.1 Managementof HIV Positive PregnantMother

Key Interventions for eMTCT
eMTCT Services for Pregnant Women

Provide HTS and o
syphilis testing in
ANC

Offer routine HTS and testing for syphilis to
pregnant women and their partner(s) with
same-day results using the SD-Bioline duo
HIV/syphilis test according to algorithm If
found positive treat for syphilis in order to
reduce HIV transmission from mother to
child using the following:

Pregnant women/girls with early syphilis:
give Benzathine Penicillin G 2.4 million
units intramuscularly once. Early syphilis for
this guideline is: (primary, secondary and
early latent syphilis of not more than two
years’ duration).

In late syphilis or unknown stage of syphilis:
give Benzathine Penicillin G 2.4 million
units intramuscularly once weekly for three
consecutive weeks. Late syphilis for this
guideline is defined as infection of more than
two years’ duration without evidence of
treponemal infection.

Note: Adequate maternal treatment for
prevention of congenital syphilis is defined
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as at least one injection of 2.4 million units
of intramuscular Benzathine Penicillin at
least 30 days prior to delivery.

Alternative treatment with Procaine
Penicillin or Erythromycin, Azithromycin
and Ceftriaxone if allergic to penicillin.

Offer syphilis screening using syphilis rapid
tests for mothers who are already on ART.
Offer HTS (including PITC, VCT and couple
testing) and support mutual disclosure.

Link all HIV-positive seroconcordant
couples as well as HIV-positive individuals
in serodiscordant relationships to ART.
Offer PrEP to all pregnant and breastfeeding
mothers at substantial risk of HIV acquisition
as well as negative partners in the discordant
couples.

For HIV-negative pregnant women, re-test in
the third trimester, during labor, or shortly
after delivery, because of the high risk of
acquiring HIV infection during pregnancy.
Re-test HIVV-negative pregnant women in a
discordant relationship every three months.
Re-test the following HIV negative pregnant
women within four weeks of the first test:
STI, HBV or TB-infected pregnant women.
Those with a specific incident of HIV-
exposure within the past three months

Provide risk reduction counseling to HIV-
negative women.

Test pregnant women/girls and their partners
for Hepatitis B during antenatal

For patients who are HBsSAg positive assess
the HBeAg and HBV viral load. Patients who
are HBeAG negative with a HBV VL of
<200,000 1U/ml should be monitored with

UGANDA CLINICAL GUIDELINES 2022
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CBC, LFTs and VL at 6 and 12 months (see
Figure 10).

For patients who are HBsAg positive assess
the HBeAg and HBV viral load. Patients who
are HBeAg positive with HBV VL of
>200,000 1U/ml should initiate prophylactic
treatment at 24 weeks gestation or at the
earliest contact. Discontinue medication 3
months after delivery. After starting
treatment, LFTs should be monitored at 4, 8,
12 and 24 weeks and thereafter annually.
Monitor HBV viral load at 6 and 12 months

Antenatal care
package for all
pregnant women
(regardless of HIV
status)

General care:

All pregnant women/girls should have at
least eight ANC visits: encourage and
support mothers to start ANC in the first
trimester

Routinely provide iron, folic acid, and
multivitamin supplements

Deworm in the 2" trimester using
Mebendazole

Provide nutrition assessment, counseling
and support

Counsel and encourage women to deliver at
the health facility

Screen for TB and take appropriate action
Take weight and BP at every visit

Laboratory services:

Screen and treat for syphilis, HIV, hepatitis
B, other STIs and anemia. Use syndromic
approach to treating STIs

Perform urinalysis to detect a urinary tract
infection (UTI), protein in the urine
(proteinuria), or blood in the urine
(hematuria) indicating kidney damage, or
sugar in urine suggesting diabetes

Do a blood slide for malaria for all pregnant
women.
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e  Perform a blood group test in anticipation of
blood transfusion and check for hereditary
conditions if suspected (sickling test)

Laboratory
investigations
specific to HIV-
positive pregnant
women

° For HIV-positive women, perform a
baseline CD4 count. The test result is not
required for ART initiation.

. Do Hb test for women/girls beginning
AZT-based ART at baseline and four weeks
after initiating ART.

. For HIV-positive pregnant
women/girls already on ART, do VL test at first
ANC visit, then follow the VL testing algorithm
for pregnant and breast feeding women.

. For newly diagnosed HIV-positive
pregnant women/girls, do VL test 3 months after
initiating ART and then every 3 months until end
of MTCT period

Comprehensive
care for pregnant
women with HIV

At each visit provide:

e  Comprehensive clinical evaluation

e Pregnant women on CPT should not be
given Sulphadoxine-Pyrimethamine
(Fansidar) for intermittent preventive
treatment for malaria (IPTp)

e  Screen for TB and take appropriate action

e INH for eligible women/girls

e  Screening and management of opportunistic
infections (Ols)

Assess risk of
unborn baby
among pregnant
women with HIV
at ANC 1

e Conduct a risk assessment of the unborn
baby at 1t ANC among all HIV positive
pregnant women and at every visit and flag
those at high-risk including:

o Newly initiated on ART in the
3rd trimester or breastfeeding
period

o  Most recent VL is non-suppressed

o Mothers testing HIV positive later
in pregnancy or during
breastfeeding
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e Closely monitor all high-risk pregnancies

ART

o All women/girls living with HIV
identified during pregnancy, labour and delivery
or while breastfeeding should be started on
lifelong ART

o ART should be initiated on the same
day, and adherence counseling should be
initiated and sustained intensively for the first
three months then maintained for life.

o Initiate mother on once-daily FDC of
TDF+3TC+DTG with pharmacovigilance

o The mothers initiated on TDF + 3TC
+EFV400 shall be transitioned to TDF + 3TC +
DTG at 6-9 months post-partum if VL within
past 6 months is suppressed.

o If mother is already on ART >6
months with TDF/3TC/EFV, do VL test. If she
is virally suppressed, maintain her on
TDF/3TC/EFV400 until 6-9 months after
delivery and then substitute EFV with DTG if
VL within the past 6 months is suppressed.

o Ifsheisalready on a DTG-based 1st-
line regimen and virally suppressed, maintain on
the same regimen.

o Ifsheisalready on ART and VL is not
suppressed, manage as treatment failure and
switch to DTG-based 2" line regimen (if no
previous exposure to DTG).

o Ifsheison 2™line ART with ATV/r or
LPV/r and virally suppressed, maintain on the
same regimen until 6-9 months after delivery
and then substitute PI with DTG if VL within the
past 6 months is suppressed and no previous
exposure to DTG.

o All women should receive Pre-ART
adherence counseling before initiating ART and
ongoing adherence support after that

o ART should be initiated and
maintained in mother-baby care point in MCH.
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What to do if mum refuses ART or if you know
adherence is poor:

Maternal VL suppression is key for preventing
breastfeeding transmission, so if VL suppression
is not certain infant prophylaxis may serve as a
“back up” to prevent MTCT - similar to “Option
A”. Clinical providers should continue infant
prophylaxis with NVP for these specific
scenarios. Continuation of prophylaxis should be
seen as an interim measure while maternal
adherence is improved

Risk reduction
counseling and
support

e Encourage consistent and correct condom
use

e  Encourage women to deliver at the health
facilities

e  For negative pregnant women, offer other
prevention services like SMC to partner and
mitigate or manage GBV

Visit schedules for

HIV-infected
pregnant women

On ART for more than
one-year Stage T1 and

HIV-positive pregnant HIV-positive
woman/ girl already on ART | pregnant
and stable: woman/girl
Stable pregnant and initiating ART
breastfeeding mother in ANC (new
e  Viral suppression clients):
e Adherence above 95% | Unstable

pregnant and
breastfeeding

no active Ols women/

e Not due for vital lab adolescent girl
tests in the next e Recently
twomonths,e.g., viral initiated
load on ART

e Has disclosed to (less than
significant other/ one year
household member/ on ART)
family member e Poorviral

suppressi
on: most
recent VL

UGANDA CLINICAL GUIDELINES 2022
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Adherenc
e less
than 95%
Stage
T3,4 and
active Ols
Comorbid
ities/ co-
infection
CD4 less
than 500
Due for
vital lab
tests in
the next
two
months,e.
g., viral
load

Has not
disclosed
to
significan
t other/
household
member/
family
member

8 ANC visits
Synchronize ART
refills and adherence
support with the ANC
visits

Two weeks
after
initiating
ART
After that,
monthly
until
delivery
Follow
routine
MCH
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schedule
after
delivery
together
with the
exposed
infant visit
schedule

HIV-exposed infant care services

Identification
of HIV-
exposed
infants

Identify all HIV-exposed infants; document the
HIV status of the mother in the child card and
mothers’ passport. Infants whose HIV status is
not documented or is unknown should be
offered rapid HIV testing; including those
whose mothers did not receive eMTCT
services or have become newly infected after
pregnancy. Rapid diagnostic tests for HIV
serology can be used to assess HIV exposure
among infants younger than four months of
age. HIV-exposure status among infants and
children 4-18 months of age should therefore
be ascertained by HIV serological testing the
mother. The mother should be tested every 3
months until end of breastfeeding. The entry
points for identification of HIV-exposed
infants include YCC, OPD
pediatric/Nutrition/TB wards and outreaches.
Special attention should be paid during
immunization both at static and outreach areas
to ensure that all children have their exposure
status ascertained.

HIV testing
for infants

Follow the infant testing
algorithm in to test and interpret | Provide 1st

the test results: PCR within 4-6
Provide 1% PCR within 4-6 | weeks or the
weeks or the earliest earliest
opportunity thereafter. opportunity
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Provide 2nd PCR at

9months thereafter

Provide 3"PCR 6 weeks

after cessation of

breastfeeding

Do DBS for confirmatory

DNA PCR for all infants

who test positive on the day

they start ART

Do a DNA PCR test for all

HEI who develop

signs/symptoms suggestive

of HIV during follow-up,

irrespective of breastfeeding

status.

Conduct rapid HIV test at

18 months for all infants

who test negative at 1%, 2n

and 3"PCR

e  *** \Where available
Point-of-care nucleic
acid testing should be
used to diagnose HIV
among infants and
children younger than
18 months of age

e  ART for mothers and
ePNP causing low viral
particles difficult to
detect, sometimes
below cycle threshold.
An indeterminate
range of viral copy
equivalents should be
used to improve the
accuracy of all nucleic
acid—based early infant
diagnosis assays

Guidance for
indeterminate
test:

Take off whole
blood and test
at CPHL and
transport within
2 days

Hold off ART
until results of
whole blood.
Communicating
results to
caregiver
Testing
intervals for
infants with
repeated
discordant
results 4 weeks,
4 months, 8
months
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e Indeterminate range: a
range of viral copy
equivalents that would
be too low to be
accurately diagnosed
as HIV infected. The
indeterminate range
suggested is currently
estimated to be
approximately
equivalent to a cycle
threshold of 33 on the
Roche COBAS®
Ampliprep/COBAS®
TagMan® HIV-1
Qualitative Test v2.0
assay

Routine
immunization

HIV-infected children are more susceptible to
diseases preventable by immunization than
their HIVV-uninfected counterparts.
HIV-infected infants and children can safely
receive most childhood vaccines if given at the
right time. All HIV-infected and exposed
children should be immunized as per EPI
immunization schedule.

Health workers should review child

immunization status at every visit

Some special considerations/modifications for

HIV-exposed children:

o BCG: When considering BCG vaccination
at a later age (re-vaccination for no scar or
missed earlier vaccination), exclude
symptomatic HIV infection. Children with
symptomatic HIV infection should not
receive BCG.

o  Measles: Although the measles vaccine is
a live vaccine, it should be given at six
and nine months even when the child has
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symptoms of HIV. The measles illness
from the vaccine is milder than that from
the wild measles virus, which is more
severe and likely to cause death.

o  Yellow Fever: Do not give yellow fever
vaccine to symptomatic HIV-infected
children; asymptomatic children in
endemic areas should receive the vaccine
at nine months of age.

Growth Growth and child nutrition should be
monitoring monitored using weight, length/height, and
and MUAC at all encounters with a child, and
nutritional recorded on the growth monitoring card
assessment e MUAC should only be measured starting at six

months of age.

o Failure to gain weight or height, slow
weight or height gain, and loss of weight
may be an indication of HIV infection in
an infant/young child. Failure to thrive
affects as many as 50% of HIV-infected
infants and children. HIV-infected infants
and children who are failing to thrive have
a significantly increased risk of mortality.

e Counsel the mother/caregiver on the child’s
growth trend and take appropriate action where

necessary.
Development At each visit assess the infant’s age-specific
monitoring developmental milestones.

e Infants are at high risk for HIV
encephalopathy and severe neurologic disease
e  Early identification of developmental delay
can facilitate intervention and these children
can improve with treatment.
e  Some forms of development delay are:
o  The child may reach some developmental
milestones but not others.
o The child may reach some milestones but
lose them after some time.
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(0]

The child may fail to reach any
developmental milestones at all.

e  Test children with developmental delay for
HIV and, if infected, initiate on ART.
e  Measure the infant's head circumference.

Early .
Childhood
Development

The first two years of life are the most
critical for brain development and
influences during this period significantly
contribute to longer-term developmental
outcomes.

ECD therefore comprises all the essential
care and support a young child needs to
survive and thrive in life and spans the
period from prenatal to eight years of age
across multiple domains consisting of
physical, cognitive, language and
communication, social and emotional and
spiritual development. Years 0-8 most
critical stage of life because the brain
undergoes most dramatic growth

It is well established that infants and young
children exposed or affected by HIV have
poorer health and developmental outcomes
compared to their non-HIV affected peers.
Prevention of mother-to-child transmission
(PMTCT) services, which focus on
mothers and infants throughout the
exposure period provide an ideal platform
during a period of life that affects both
longer-term health and developmental
potential, moreover, the services along the
PMTCT cascade are well aligned with
intervention points for ECD.

ECD services and messages will therefore
be well integrated into PMTCT/HEI
services to improve outcomes of HEI.

ARV e Provide NVP syrup to HEI from birth until six
prophylaxis weeks of age.
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e  For high-risk infants, give NVP syrup from
birth until 12 weeks of age.
e  High-riskinfants are breastfeeding infants
whose mothers:
o Have received ART for four weeks or less
before delivery; or
o Have VL >1000 co.pies in four weeks
before delivery; or
o Diagnosed with HIV during 3rd trimester
or breastfeeding period (postnatal).

What to do if baby presents after 6 weeks:
a. Do first PCR
b. Give ART (First Line Paed regimen;
give weight appropriate dose) for
6weeks
c. IfPCR results are negative, give
NVP for 6 weeks (after completing
the 6 weeks of ART)
d. IfPCR results are positive, continue
with ART first line ART.
Irrespective of timing, the mother should be started
on ART as soon as possible for her own health and
to decrease risk of transmission to breastfeeding
baby.

Opportunistic
infection
prophylaxis

264

Cotrimoxazole prophylaxis

Cotrimoxazole (CTX) prophylaxis significantly

reduces the incidence and severity of Pneumocystis

Jiroveci pneumonia. It also offers protection against

common bacterial infections, Toxoplasmosis and

Malaria.

e  Provide CTX prophylaxis to all HIV-exposed
infants from six weeks of age until they are
proven to be uninfected.

e Infants who become HIV-infected should
continue to receive CTX prophylaxis for life.

e |f CTX s contraindicated, offer Dapsone at
dose of 2mg/kg once daily (up to 100mg).

TB Preventive Treatment (TPT)
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e  Give INH for six months to HEI who are
exposed to TB after excluding TB disease.

e  For newborn infants, if the mother has TB
disease and has been on anti-TB drugs for at
least two weeks before delivery, INH
prophylaxis should not be given.

Malaria prevention:

e Al HEI and HIV-infected children should
receive insecticide treated nets and CTX.
Using both reduces risk of malaria by 97%.

Actively look HEI are susceptible to common infections and Ols.

for and treat e  Counsel caregivers to seek care to receive

infections timely treatment.

early e At every visit, assess HEI for signs and
symptoms of common childhood illnesses
using the Integrated Maternal, New-born and
Childhood IlInesses Guidelines and provide
treatment.

Counseling Provide infant feeding counseling and advice

and feeding according to guidance.

advice

Educate the e HEI depend on their caregivers to receive

caregiver and
family

care.
e  Provide information to the caregivers and
family about the care plan including what to
expect and how to provide care for the infant.
e  Caregivers should participate in making
decisions and planning care for the child,
including decisions about therapy and where
the child should receive care.
e Empower caregivers to be partners with the
health facility.
e Provide key aspects of home-based care for
the child, including:
o Dispensing prophylaxis and treatment
o Maintaining adherence
o Complying with the follow-up schedule
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o  Ensuring good personal and food hygiene
to prevent common infections
o  Seeking prompt treatment for any
infections or other health-related problem
e  The most important thing for the child is to
have a healthy mother. Ensure the
mother/infected caregiver is receiving their
care. If the mother is sick, the infant will not
receive care.
e When members of the same family such as
mother-baby pair are in care, their
appointments should be on the same day.

Referrals and e Link the caregiver and HEI to appropriate

Linkage services like OVC care, psychosocial support
including FSG and other community support
groups.

ART for Initiate ART in infants who become infected

infected according to guidance

infants

3.1.2.2 Careof HIV Exposed Infant
HIV-exposedinfantsshouldreceive careatthe mother-baby
care point together with their mothers until they are 18
monthsofage. ThegoalsofHIV-exposedinfantcareservices
are:
Topreventthe infant from being HIV infected
Among those who get infected: to diagnose HIV
infectionearly andtreat
Offerchild survival interventionsto preventearly
dethfrom preventable childhood illnesses

The HIV Exposed Infantand the mother should consistently
visitthe health facility atleastnine timesduring thatperiod.

Thevisitsare synchronised with the child’simmunisation
schedule(i.e.,at6,10and 14 weeks, thenat5,6,9,12,15and
18 months).
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Management
TREATMENT LoC
Nevirapine prophylaxis HC3

FProvide NVP syrup from birth for 6 weeks

fGiveNVPforl2weeksforbabiesathighrisk,that
isbreastfeeding infants who mothers:

- Havereceived ART for 4 weeks or less before
delivery;or

- Have VL >1000 copies in 4 weeks before delivery;
or

- Diagnosed with HIV during 3rd trimester or
breastfeeding period (Postnatal)

TDoPCRat6weeks(oratfirstencounterafterthis
age) and start cotrimoxazole prophylaxis

- IfPCR positive, start treatment with ARVsand
cotrimoxazole and repeat PCR (for confirmation)

- If PCR negative and baby never breastfed, child
is confirmed HIV negative. Stop cotrimoxazole,
continue clinical monitoring and do HIV serology
testat 18 months.

- If PCR negative but baby has breastfed/is
breasfeeding, start/continue cotrimoxazole
prophylaxis and repeat PCR 6 weeks after
stopping breastfeeding

fFollowupanyexposedchildanddoPCRifthey
develop any clinical symptom suggestive of HIV
atanytimeandindependently of previously
negative results

TFornegativeinfants,doserologyat18months
before final discharge
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Dosages of nevirapine

- Child0-6weeks, 2-2.5Kg: 10mgoncedaily (1 mlof
syrup 10mg/ml)

- Child 0-6 weeks, >2.5kg: 15 mgonce daily (1.5 ml
of syrup 10 mg/ml)

- Child 6 weeks—12 weeks: 20 mg once daily (2 ml)

Cotrimoxazole prophylaxis HC2
FProvidecotrimoxazoleprophylaxistoalIHIV-
exposed infantsfrom 6 weeksofage until they are
provento be uninfected. Dosages:
Child <5 kg: 120 mg once daily
Child 5-14.9 kg: 240 mg once daily
T Infants who become HIV infected should
continueto receive cotrimoxazole prophylaxisfor
life
T If cotrimoxazole is contraindicated, offer
dapsoneatadoseof2mg/kgoncedaily (upto
100 mg max)
TB preventive therapy (TPT) HC3

T Give INHforsixmonthsto HIV-exposed infant
whoareexposedto TB(closecontactwithPTB
case) after excluding TB disease (see section
5.3.2.3).

fDose:Isoniazid 10mg/kg +pyridoxine25mg
daily

fFornewborninfants,ifthemotherhasTBdisease
andhasbeenonanti-TBdrugsforatleasttwo
weeksbeforedelivery, INH prophylaxisisnot
required.
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Immunisation

f Immunise HIV exposed children as per national
immunisation schedule

flncaseofmissed BCGatbirth,donotgiveifchild
has symptomatic HIV

fAvoidyellowfevervaccineinsymptomaticHIV

fMeaslesvaccinecanbegivenevenin
symptomatic HIV

Counselling on infant feeding choice

- Explaintherisksof HIV transmission by breastfeeding
(15%)andotherrisksofnotbreastfeeding (malnutrition,
diarrhoea)

- Mixed feedingmay also increase risk of HIV transmission
and diarrhoea

- Tell herabout options for feeding, advantages, and risks

- Helphertoassesschoices, decide onthe bestoption,and
then support her choice

Feeding options

- Recommended option: Exclusive breastfeeding then
complementary feedingafterchild isé monthsold

- Exclusive breastfeeding stopping at 3-6 months old if
replacement feeding possible after this

- Ifreplacementfeeding introduced early, mother must stop
breastfeeding

- Replacement feeding with home-prepared formulaor
commercialformulaandthenfamilyfoods(providedthis
isacceptable, feasible, safe,and sustainable/affordable)

If mother chooses breastfeeding

- Theriskmaybereducedbykeepingthebreastshealthy
(mastitisand crackednipplesraise HIV infectionrisk)

- Advise exclusive breastfeeding for 3-6 months
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If mother chooses replacement feeding

f Counselandteach heronsafe preparation, hygiene,
amounts, times to feed the baby etc.

f Followup withinaweek from birth and atany visitto
health facility.

3.1.5 OpportunisticInfectionsinHIV

3.1.5.1 TuberculosisandHIV Co-Infection
Active TBmaybepresentwhen ART needstobeinitiatedor
itmay develop during treatment.

TBandHIV careforco-infected patientsshould be provided
in an integrated manner under one roof by one care team
(one-stop-shop).

Co-management of TB and HIV is complicated by:
Drug interactions between rifampicin and both the
NNRTland PI classes

Immune reconstitution inflammatory syndrome (IRIS)
Pill burden, overlapping toxicities and adherence issues.
Management

ARTshouldbeinitiatedinall TB/HIV co-infected people
irrespectiveoftheirclinical stage or CD4 count. However,
thetiming of initiation of treatment may differ based on
whether the patientis diagnosed with TB before or after
initiating ART.

SITUATION RECOMMENDATIONS

TB patients diagnosed | Start anti-TB medicines

with HIV immediately, THEN start
ARVs 2 weeks later (see table
below)

Patient already on ART, | Start anti-TB medicines

diagnosed with TB immediately,adjustregimenas
per guidelines below
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Start anti-TB medicines
immediately, start ARVs before

ADULT TB patients
diagnosedwithTB

HIV/ AIDS AND SEXUALLY TR ANSMIT TED INFEC TIONS

completing 2 weeks

ARV regimen in ART-naive patients on TB treatment

AGE GROUP RECOMMENDED REGIMEN
Adults, Pregnant and TDF+3TC+EFV
Breastfeeding Women, and

Adolescents

Children aged 3 - < 12 years ABC+3TC+EFV
Children 0 - < 3 years ABC+3TC+AZT

ARV regimen substitution for patients initiating TB
treatment while on ART

REGIMEN WHEN

Women and
Adolescents

based regimen

DIAGNOSED RECOMMENDED
AGE GROUP WITH TB ACTION/ SUBSTITUTION
Adults, If on EFV- Continue with the
Pregnant and | based regimen | same regimen
Breastfeeding Ifon DTG Continue the same

regimenbutdoublethe
dose of DTG (give DTG
twice daily)

If on NVP
based regimen

Substitute NVP
WithEFV.IfEFVis
contraindicated, give
DTGasabove. IfDTG
not available, give a
triple NRTI regimen
(ABC+3TC+AZT).

254
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based regimen

If on LPVI/r Continue the same
based regimen | regimen and give
If on ATV/r Rifabutin for TB
based regimen | treatment
Children aged | If on EFV- Continue the same
3 - <12 years | based regimen | regimen
If on NVP or | Substitute NVP with

EFV.

If EFV is
contraindicated, give
atriple NRTIregimen
(ABC+3TC+AZT)

LPV/r Continue the same
regimen and give
Rifabutin for TB
treatment
Children 0 - | If on LPV/r Give triple
<3 years orNVPbased | NRTI regimen
regimen ABC+3TC+AZT

Second line ART for patients with TB

There are significant drug interactions with
Pls agifampicin.

If rifabutin is available, it may be used in place
of rifampicinwith ATV/ror LPV/r,butitis
contraindicated in patients with WBC counts below

1000/mm?3.

Maintaining Plinsecond line regimenswhile
switching from Rifampicin to Rifabutin (if available) is

ideal
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TB prevention

BCG immunisation: it protects children against
svere forms of TB. It can be given at birth. If delayed,
avoidin symptomatic HIV

IPT (Isoniazid Preventive Treatment) (see section5.3.2.3)

3.1.5.2 Cryptococcal Meningitis ICD10CODE:B45
Crytococcal meningitis is an opportunistic infection caused
by a fungus Cryptococcus neoformans.

In Uganda, cryptococcal meningitis (CM) associated
mortality isupto 39%. PatientswithaCD4 cell countof<100
areatthehighestrisk, soearly screeningand managementis
critical.

Screening In ART-Naive Patients

Screen routinely for Cryptococcal Meningitis with
trecryptococcal antigen (CrAg) test (a bedside finger
prick test):

- All ART naive individuals with CD4 <100 cells/pL

- Patientson ART withviralload (\VL>1000copies/ml)or
clinical (stage 3 or 4 disease) failure

Ifserum CrAgnegativeand nosignsof meningitis:
$tART immediately (or switch regimen)

If CrAg positive and/or signs or symptoms of
meningitis (headache, presence of seizures, altered
consciousness, photophobia, neck stiffness, and a
positive Kernigs’ sign)

- Performlumbarpunctureandtestfor CSF CrAg (culture
if possible)

If CSF CrAg positive, diagnose and treat for
Cryptococcal Meningitis

If CSF CrAg negative but blood CrAg positive, give
pre emptive treatment for asymptomatic cryptococcal
disease or non CNS cryptococcal disease
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Cryptococcal screening algorithm

ART naivepatientwithCD4<100
orsuspected treatment failure

Doserum CRAG test

Istheserum CRAG
test positive

Canyoudoa
lumbar puncture (LP:
atsite?

Doespatienthave
signsandsymptoms
of meningitis

Screen forsigns Start ART
and symptoms immediately
of meningitis
¥ Screenforsigns
Start andsymptomsof
Flucopazole meningitis
Refertofacttity l
where LP can Do LP and CSF
be done analysis CRAG test

Is CSF CRAG
b
positive? s

| Treat as Crypgcxcal Meningitis

Start Fluconazole
+ 400 mg BD for 2 weeks
+ Then 400 mg OD for 8 weeks
+ Then 200 mg OD for 14 weeks v

Start ART 4-6 weeks after
Start ART 2 weeks after starting initiating treatment for
Fluconazole Cryptococcal Meningitis
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Management

Pre-emptive treatment for cryptococcal disease
TREATMENT LOC
Induction Phase HC4

fFluconazole 800 mg for 2 weeksor 12 mg /kg/day
forindividuals below 19 years

Consolidation Phase
fFluconazole400mg(or6 mg/kg/dayupto
400 mg) for 8 weeks

Maintenance dose
FFluconazole 200 mg for 14 weeks

Cryptococcal Meningitis

It commonly presents with headache, fever, malaise

developing over 1-2 weeks, progressing into confusion,

photophobia, stiffneck

@ Diagnosisisthroughidentificationofthe microorganism
inthe CSFwith Indian Ink stain, antigenin CSF or culture

Management

TREATMENT

LOC

Induction phase (2 weeks)

Recommended:

F Amphotericin B 0.7-1 mg/kg/day +

fFlucytosine (100 mg/kg/day in four divided
doses) for 7days
OR
High-dose fluconazole 800 mg/day (12 mg/kg in
children)
OR

fAmphotericin B shortcourse 5-7 days + high-
dosefluconazole 800 mg/day, (12mg/kgin
children)

HC4
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Alternative:
fFluconazole 1200 mg/day (12 mg/kg/day in
childrenandadolescents <19kg)

Consolidation phase (8 weeks)

fFluconazole400-800mg/day (or6-12mg/
kg/dayinchildren)if Amphotericinisusedin
induction phase

T Fluconazole 800 mg (12 mg/kg/day) if
amphotericinshortcourse-highdosefluconazole
regimen used

fInitiate ART 4-6 weeksafter startingCM
treatmentand there is clinical response to
antifungal therapy

HC4

Maintenance phase
f Fluconazole 200 mg/day (or 6 mg/kg/day max
200 mg for children)

Criteriaforstoppingafter1yearofmaintenance

phase

- Adults VL <1,000 copies/mm3 & CD4 >100 for 6
months or CD4 >200 if viral load not available.

= Children: If CD4% >25% or suppressed viral load

HC4

Adequate control of elevated CSF pressure

T Controlofincreasedintracranial pressure
improvessurvival by 25% in personswith
cryptococcal meningitis

T Allpatientswitha CSFPressure>250 mmHgwill
need atherapeutic LP the following day to reduce
the CSF pressure to <200 mmHg

TIntheabsence ofamanometer,onemayusean
IV giving settocreate an improvised manometer
measuring the heightwith a meter stick
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fRemoving20-30mL ofCSF (evenintheabsence
ofamanometer) maybeadequatetodecrease
CSFpressure.Mostpatientswillneed2-3LPs
during the induction phase

Notes

Preventing Amphotericin toxicity:

+ Topreventnephrotoxicity and hypokalaemia, do:

- Pre-hydrationwith 1 L Normalsaline before starting the
daily amphotericin dose;

- Monitor serum potassium and creatinine levels at
initiationandat leasttwice weeklytodetectchangesin
renal function;

- Routine administration of 40 mEqg/day of potassium
chloride can decrease the incidence ofamphotericin-
related hypokalaemia;

- Consideralternate day amphotericin if creatinine is >3
mg/dl

¢ Other options for treatment are a combination of
Flucytosine (100mg/kg/day infourdivideddoses)and
fluconazole 800-1200 mg daily

* Amphotericin and fluconazole are not recommended
during pregnancy butuse ifbenefitto motheroutweighs
risk. Avoid Flucytosine in pregnancy

Relapse Cases

- Present with a recurrence of symptoms of meningitis and
have a positive CSF culture following a prior confirmed
diagnosis of cryptococcal meningitis

- Evaluate for drug resistance:

- SendCSFtoMicrobiologyreferencelaboratory (CPHL or
Makerere University) for Culture and sensitivity testing
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f If there are no drug resistance results, re-initiate the
inductiontherapy for 2 weeksand complete other phases
of treatment.

3.1.5.3 HepatitisBandHIV Co-Infection 1CD10CODE:B18

Hepatitis B virus (HBV) is the leading cause of
chronic liver disease among HIV patients. In Uganda,
the prevalence of HepatitisBamong HIV patientsis
estimated tobeat17%. (Seesection 6.5.2formoredetails
onhepatitis B infection)

All HIV-infected patients initiating and those
failing ARIshouldberoutinelyscreenedforHBV infection
usingHep B surface Antigen (HBsAQ)

People living with HIV with a positive HBsAg
should raeother complementary tests at baseline and
repeated every 6 months and these include:

f Acomplete blood count

f Liverfunctiontests: ALT, AST, aloumin, bilirubin, PT-INR

f Liverultrasound scan: to assess stage of liver fibrosis

Repeat tests every 6 months since patients with
donicHBV infection are at increased risk for
hepatocellular carcinoma

Management of HBV/HIV co-infection
Thegoalof HBV/HIV treatmentisto preventdual disease
progression and to reduce HBV-related morbidity and

mortality.
TREATMENT LOC
Preferably ART regimen containing: H

FTDF300mg+3TC300mgPOoncedailyforlife
f After6 monthsoftreatment, patientsshouldbe
evaluated for HBV treatmentfailure
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Ifjaundice, malaise andabdominal right upper

quadrantpainarepresentorifliverfunctiontests

areabnormal

fDoHBYV DNA (hepatitis viral load) if any of the
above ispresent

Treatment Failure

fPatientswithHB VL >2000 IU/mlat24 weeks of
therapy should be referred for further evaluation
and management

Prevention of HBV infection

Counseling: emphasize sexual transmissionaswell
atherisksassociated withsharing needlesand
syringes, tattooing orbody-piercing

Advise patientswithchronicHBV disease toavoid
alooholconsumption

All household members and sexual partners of
people living with HIV with HBV should be screened for
HBsAG

HBV Vaccinationisthe mosteffective wayto prevent
HBVinfection and its consequences

- All HIV-infected patients who test negative on HBsAg
should be vaccinated with HBV vaccine

- All sexual partners and contacts should receive HBV
vaccinationregardlessofwhether they are HIVV-infected
ornot

3.1.5.4 Pneumocystis Pneumonia ICD10CODE: B59

Interstitial pneumonitis caused by the parasite
Pneumocystis jirovecii (formerly carinii). It is common in
severely immunosuppresed patients (e.g. in HIV).

Clinical features

Fever

Dry cough

Shortness of breath (significant hypoxemia)
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Investigations
&> Chest x-ray shows characteristic bilateral
inersttialinfiltrates

Management
TREATMENT LoC
Pneumocystis Jirovecii pneumonia HC4

T Give oxygen if SpO2 <94%
fCotrimoxazole 120 mg/kg/daily in 2-4 divided
doses for 21 days
— For example cotrimoxazole 480 mg tablets:
If patientis <60 kg: give 3tablets
If patient >60 kg: give 4 tablets
TPlusprednisolone2mg/kgdailyin3divided
dosesfor5days,thenreducedosetocomplete 21
days of treatment

Or(inpatients who cannottolerate ordo not

respond to cotrimoxazole)

fPentamidine 4 mg/kg by IV infusiondaily for RR
21days

- Reducedose inrenal impairment

- Avoid direct bolus injections wheneverpossible
but if unavoidable, never give rapidly

Alternative regimen (21-day course) if above not
available/ tolerated H
- Clindamycin 600 mg every 8 hours
- Plus dapsone 100 mg daily

Prophylaxis

Give to all patients with history of PCP infection
andconsideralsoforseverelyimmunocompromised
patients

- Cotrimoxazole 960 mg daily or HC2
- Dapsone 100 mg daily HC3
- Continue until immunity recovers sufficiently
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3.1.6 PREVENTION OF HIV

3.1.5.5 Other Diseases

Peopleliving with HIV are at higher risk of acquiring any

other infection and diseases, including non-communicable

diseases,duetoHIVitselfanddrugside effects.

- Treatanyotherinfection(e.g.malaria,STI1)asper
guidelines for the general population

- Screenregularly for NCD (diabetes, hypertension and
depression)

- ScreenwomenatenrolmentinHIV careandthenannually
for cervical cancer using Visual Inspection with Acetic
Acid (VIA) (seesection12.2.2)

3.1.6 Prevention of HIV

Behavioural change

Always follow safe sex practices (e.g. use condoms;
aadmultiple sexual partners)

Never share used needles, syringes, razors, hair
shavers, nail cutters, and other sharp objects

Avoidtattooing, body-piercing, and scarification
unless carried outunderstrictly hygenicconditionsin
properly controlled premises

Delay start of sexual activity in adolescence

Discourage cross generational and transactional sex

Avoidviolence and abuse
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ART with viral suppression

PEP (Post Exposure Prophylaxis)

PreP (Pre Exposure Prophylaxis)
Bloodtransfusion safety

STl screening and treatment

Safe infusion and injection practices
Adherence to infection control procedures
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3.1.6 PREVENTION OF HIV

3.1.6.1 Post-Exposure Prophylaxis ICD10CODE:Z20.6
Post-exposureprophylaxis (PEP) istheshort-term use of
ARVs to reduce the likelihood of acquiring HIV infection
after potential occupational or non-occupational exposure,

Types of Exposure:

Occupational exposures: Occurinhealthcare
settings and include sharpsand needlestickinjuriesor
splashesof body fluids to the skinand mucous
membranes

Non-occupational exposures: Include
unprotected sxexposure following assault like in rape &
defilement, road traffic accidents and injuries at
construction sites where exposure to body fluids occur

Steps in providing PEP

TREATMENT LOC

Step 1: Rapid assessment and first aid HC2
Conductarapid assessmentofthe clientto assess
exposure and riskand provideimmediate care

Occupation exposure:

After a needle stick or sharp injury:

T Do not squeeze or rub the injury site

T Washthesiteimmediately withsoapormild
disinfectant(chlorhexidinegluconatesolution)
or,useantiseptichandrub/gelifnorunning
water (donotusestrongirritating antiseptics
(like bleach oriodine)

Afterasplashofbloodorbodyfluidsincontactwith

intact skin/broken:

fWashtheareaimmediatelyoruseantiseptichand
rub/gelifnorunningwater (don’tusestrong
irritating antiseptics)

After a splash of blood or body fluids contact with

mucosae:

T Wash abundantly with water
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HIV/ AIDS AND SEXUALLY TR ANSMIT TED INFEC TIONS

3.1.6 PREVENTION OF HIV

Step 2: Eligibility assessment

Provide PEP when:

- Exposure occurred withinthe past 72 hours; and

- The exposed individual is not infected with HIV;
and

- The ‘source’ isHIV-infectedorhasunknown HIV
status or high risk

Do not provide PEP when:

- Theexposed individual is already HIV positive;

- Whenthesourceisestablishedtobe HIV
negative;

- Exposureto bodily fluids thatdo notpose a
significant risk: e.g. to tears, non-blood-stained
saliva, urine, and sweat, or small splashes on
intact skin

- Exposed people who declinean HIV test

Step 3: Counseling and support

T Counsel on:

The risk of HIV from the exposure

Risks and benefits of PEP

Side effects of ARVs
ProvideenhancedadherencecounselingifPEPis
prescribed

Link for further support for sexual assault cases
(see below)

Step 4: Prescription

TPEPshouldbestartedasearlyaspossible,andnot
beyond 72 hours from exposure

F Recommended regimens:

- Adults : TDF+3TC+ATV/r

- Children: ABC+3TC+LPVI/r

T AcompletecourseofPEPshouldrunfor28days
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3.1.6 PREVENTION OF HIV

fDonotdelaythefirstdosesbecauseoflackof
baseline HIV Test

Step 5: Follow up

TTomonitoradherenceandmanagesideeffects

T Discontinue PEP after 28 days

f Perform follow-up HIV testing 6-week, 3and 6
months after exposure

- IfHIV infected, provide counseling and link to
HIV clinic for care and treatment

- IfHIVuninfected, provide HIV prevention
education/risk reduction.

Post-rape care (see also section 1.2.6)

Health facilities should provide the following clinical
services as part of post-rape care:

Initial assessmentof the client

Rapid HIV testing and referral to care and
treatmentHIV-infected

Post-exposure prophylaxis (PEP) for HIV

STl screening/testing and treatment
Forensic interviews and examinations
Emergency contraception—if person reached
within t€first 72 hours

Counselling

DI DI

DI DI BB

Dl

Thehealthfacilityshouldalsoidentify, referandlink
clients tonon-clinical services

Some of the services include the following:
Long term psycho-social support

Legal counseling

Police investigations, restraining orders

DI DI BB

Child protectionservices(e.g.emergency outof
family care, reintegration into family care or permanent
options when reintegration into family is impossible)
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HIV/ AIDS AND SEXUALLY TR ANSMIT TED INFEC TIONS

3.1.7 PSYCHOSOCIAL SUPPORT FOR HIV POSITIVE PERSONS

Economic empowerment
Emergency shelters
Long-term case management

Reporting: Health facilities should use HMIS 105 to report
Gender Based Violence (GBV)

3.1.7 Psychosocial Support for HIV Positive
Persons

HIV positive persons benefit greatly from the following

support after the first impact of the test result is overcome:

Provide of emotional support

Help the person understand the social, medical,
and psychological implicationsforhim/herself, the
unborn child (inthe case of apregnantwoman), and
anysexual partners

Connectthe personwith supportservices,
including (religious) support groups, orphan care,
income- generating activities, home care and
others

Help the person find strategies to involve his/her
partnerand extended family in sharing responsibility

Help the personidentify someone fromthe
community supportand care for him/her

Discusswith HIV positive mothers howto provide for
tother children in the family

Help him/her identify a person from the extended
familyor community who will provide support

Asappropriate, confirmand supportinformation
gvanin HIV counselling and testing on mother-to-
child transmission, possibility of ARV treatment,
safersex, infant feeding and FP advice

Help the personto understand and develop
strategies apply new information within daily life.
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3.2.1 URETHRAL DISCHARGE SYNDROME (MALE)

3.2 SEXUALLYTRANSMITTED INFECTIONS (STI)

STlsareacollection of disorders, several of which are better
regardedassyndromes formore effectivemanagementusing
asyndromic approach.

Prevention of STIs

General preventive measures include:

Give health educationabout STls

Provide specific education on the need forearly
reportingand compliance with treatment

Ensure notification and treatment of sexual partners

Counsel patientonrisk reduction e.g. practice of safe
sex byusingcondoms, remainingfaithfultoone sexual
partner, personal hygiene

Provide condoms

Ifnecessary and possible, schedule return visits

3.2.1 UrethralDischarge Syndrome(Male)
1CD10 CODE: R36

Itrefersto urethral discharge in menwith or withoutdysuria,
caused by a number of diseases usually spread by sexual
intercourse, which produce similar manifestationsinmales
and may be difficult to distinguish clinically.

Causes

Common: Neisseriagonorrhoea (causing gonorrhoea),
Chlamydia trachomatis and Ureaplasma urealyticum

Uncommon: Trichomonasvaginalis

Clinical features

Mucus or pus atthe tip of the penis; staining underwear

Burning pain on passing urine (dysuria), frequent
urination
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HIV/ AIDS AND SEXUALLY TR ANSMIT TED INFEC TIONS

3.2.1 URETHRAL DISCHARGE SYNDROME (MALE)

Investigations

& Pusswab: Gram stain, culture and sensitivity
&> Blood: Screen for syphilisand HIV
&> Examine patient carefully to confirm discharge

Management

| Patient complains of urethral discharge or dysuria |

Take history and examine.
Milk urethra if necessary.
Retract prepuce and
examine for ulcers.

Discharge not Discharge
confirmed confirmed
. Reassure Cefixime 400 mg stat plus Doxycycline|
+ Educate and counsel 100 mg 12' r;]ou'rlylford7 days. Treat
+ Promote and provide partner with similar drugs.
condoms If partneris pregnant, instead of
Doxycycline give Erythromycim
+ Offerorrefer for HCT 500 mg every 6 hours for 7 days.
If discharge persists, find
outif partners were treated
A 4 A 4
If partners were treated, If partners were not
repeat Doxycycline 100 treated: Re-start
mg 12 hourly for 7 days treatment all over
plus Metronidazole 2 g
single dose

If discharge persists

Ceftriaxone
injection, 1g stat

Refer for specialist’s
If discharge persists management

270
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3.2.1 URETHRAL DISCHARGE SYNDROME (MALE)

TREATMENT

LOC

fTakehistoryandexaminetheclient. Milkurethra
if discharge is not obvious

fRetractprepuceandexamineforulcers

T Treatboth patientandsexual partners

T Adviseabstinence orcondomuse

Medicines

fCeftriaxone 250mg IM or Cefixime 400 mg
single dose plus

T Doxycycline100mgevery 12 hoursfor7days

If partner is pregnant

f Substitute doxycycline with erythromycin 500
mg every 6 hours for 7 days

For Azithromycin 1 g stat if available

If discharge or dysuria persists and partners were
treated:
T Exclude presence of ulcers under prepuce
fRepeat doxycycline 100 mgevery 12 hours for

7 days
T Also give metronidazole 2 g single dose

If discharge or dysuria persists and partners were

not treated:

fStarttheinitial treatmentall overagainandtreat
partners

If dicharge persists still
T Ceftriaxone 1 g IM
T Referforspecialistmanagementifnotbetter

HC2

HC3
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HIV/ AIDS AND SEXUALLY TR ANSMIT TED INFEC TIONS

3.2.2 ABNORMAL VAGINAL DISCHARGE SYNDROME

3.2.2 AbnormalVaginal Discharge Syndrome
ICD10 CODE: N76

Oftenthefirstevidenceofgenitalinfectionalthoughabsence
ofabnormal vaginal discharge does not mean absence
ofinfection. Normal discharge is small in quantity and
whitetocolourless. Notall vaginalinfectionsaresexually
transmitted diseases.

Causes

Can be a variety and often mixture of organisms

Vaginitis: by Candida albicanis, Trichomonas
vaginalis abacterial vaginosis (by Gardnerella vaginalis,
Mycoplasma hominis)

Cervicitis:commonlyduetogonorrhoeaand
chlamydia: usually asymptomatic and rarely a cause of
abnormal vaginal discharge.

Clinical features

Increased quantity of discharge, abnormal colour
abdour

Lowerabdominal pain, itchingand painat
sxudintercourse may be present

In Candida albicans vaginitis: very itchy thick or
Lmpywhite discharge, red inflamed vulva

Trichomonas vaginalis: itchy greenish-yellow
fohydischarge with offensive smell

Bacterialvaginosis: thindischargewith afishy smell
forthe vagina

Candidavaginitisandbacterial vaginosisare NOT sexually
transmitted diseases, even though sexual activity isarisk
factor.
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3.2.2 ABNORMAL VAGINAL DISCHARGE SYNDROME

Gonorrhoeacausescervicitisand rarely vaginitis.
Therega purulentthin mucoidslightly yellow pus
dischargewith no smell and non-itchy

Chlamydiacausescervicitis which may present
withaon-itchy, thin, colourless discharge

Differential diagnosis

Cancer of the cervix (blood-stained smelly discharge)

Intra-vaginal use of detergents, chemicals, physical
agasand herbs, chronic tampon use, allergic vaginitis

Investigations

&> Speculum examination

&> Pusswab: microscopy, Gram stain, C&S
@ pH, KOH

&> Blood: syphilistests (RPR/VDRL)

&> HIV Testing

UGANDA CLINICAL GUIDELINES 2022 273

SNOIL J34NI @31 LIWSNY ¥l ATTVNX3S ANV SAIV /I\Ibﬂ



HIV/ AIDS AND SEXUALLY TR ANSMIT TED INFEC TIONS

3.2.2 ABNORMAL VAGINAL DISCHARGE SYNDROME

A 4
If there are
ulcers, treat as
genital ulcers

Take history and
examine for genital
ulcers and abdominal
tenderness. Perform
speculum examination
for cervical lesions.

v

If there is abdominal
tenderness, treat as

!

lower abdominal

Onspeculum

examinauion, are signs
YIS of cancer of the cervix

Refer to
Gynaecologist

Check forerythema
excoriations or

immediately

thrush

Fluconazole 150 mg-

200mg plus Metronidazole
tablets, 2 g single dose.

If pregnant replace Fluconazole
with Clotrimazole pessary
100 mg once for6days and
add Metronidazole only
after 1st trimester

1

If discharge persists|
beyond 7 days

Give cefixime 400 mg stat plus
doxycycline 100mg 12 hourly
for7daysandif pregnantgive
Erythromycin500mg6hourly
for 7 days and treat sexual

partners.

If discharge persists beyond
7 days and partners were
treated, referforspecialist’s

management

274

Cexfixime 400 mg stat plus
Doxycycline 100 mg 12 hourly
for 7 days plus Metronidazole
2 g single dose. Treat sexual
partners. If pregnantreplace
Doxycycline with Erythromycin
500 mg 6 hourly for 7 days

i

If discharge persists beyond
7 days and partners were
treated, referforspecialist’s
management
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3.2.2 ABNORMAL VAGINAL DISCHARGE SYNDROME

Management

TREATMENT

LOC

fTakehistoryandexamineforgenitalulcers,
abdominal tenderness

fPerformspeculumexaminationforcervical
lesions

T Assess risk for sexually transmitted disease

If there is lower abdominal tenderness and sexually
active:
T Treatas in PID (see section 14.1.2)

Ifnolowerabdominalpainanddischargeis
thick and lumpy, vaginais itchy and erythema or
excoriations are present: likely Candida
fGiveclotrimazole pessaries 100mg;inserthigh

invaginaoncedaily before bedtime for6 daysor

twice daily for 3 days
fOrfluconazole200mgtabletssingledose,orally
T+ Metronidazole 2 g stat dose

HC2

Ifabundant/smelly discharge/vaginosis: possible
trichomonas or vaginosis
fMetronidazole2gstat

HC2

If purulent discharge, or high risk of STD, or
previous treatment non effective: treat for
gonorrhea, and chlamydia, and trichomonas
T Give cefixime 400 mg stat or ceftriaxone 1g

1V stat
TPlusdoxycycline100mg 12hourly for7days
T Plus metronidazole 2 g stat

HC3
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HIV/ AIDS AND SEXUALLY TR ANSMIT TED INFEC TIONS

3.2.3 PELVIC INFLAMMATORY DISEASE (PID)

However if client is pregnant
fReplace doxycyclinewith erythromycin500mg | HC3
6 hourly for 7 days or
— Azithromyecin 1 g stat
TTreat the partner

Ifdischarge or dysuria still persists and partners
treated:
TRefer for further management

3.2.3 PelvicInflammatory Disease (PID)

See section 14.1.2

3.2.4 GenitalUlcerDisease (GUD) Syndrome
ICD10 CODES: N76.5-6, N48.5

Genitalulcersyndrome isone ofthe commonestsyndromes
thataffectmenand women. Single or multiple ulcers canbe
present.

Causes

Multiple organisms can cause genital sores, commonly:
Treponema pallidum bacteria: syphilis

Herpes simplex virus: genital herpes
Haemophilusducreyi: Chancroid

Donovania granulomatis: Granuloma inguinale
Chlamydia strains: lymphogranuloma venerium (LGV)

Clinical features

Mixed infections are common

Primary syphilis: theulcerisatfirstpainlessand
may lieetween or on the labia or on the penis

Secondarysyphilis: multiple, painlessulcersonthe
pensor vulva
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3.2.4 GENITAL ULCER DISEASE (GUD) SYNDROME

Genital Herpes: small, multiple, usually painful
blisters, vesicles, or ulcers. Often recurrent

Granuloma inguinale: an irregular ulcer which
increases Bize and may cover a large area

Chancroid:multiple, large, irregularulcerswith
enlarged painful suppurating lymph nodes

Differential diagnosis
Cancer of the penisinelderly men
Cancer of the vulva in women >50 years

Investigations
&> Swab: formicroscopy
&> Blood:for VDRL/TPR
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HIV/ AIDS AND SEXUALLY TR ANSMIT TED INFEC TIONS

3.2.4 GENITAL ULCER DISEASE (GUD) SYNDROME

Management

| Patientcomplainsof ulcersorsores

painful ulcers/vesicles?

Take history and examine.
Is there presence of
history of recurrent

Acyclovir 400 mg 6hourly
for7daysandperform RPR

test, ifpositive, give

Bezathine penicillin 2.4 MU IM
single does (half into each
buttock). If allergic to penicillin,
give Erythromycin 500 mg every
6 hours for

14 days.

Apply acyclovir cream

| If vesicle or blisters persist|

| Repeat Acyclovir for 7 daysl

Ciprofloxacin 500 mg bd
for 3 days plus Bezathine
penicillin 2.4 MU IM

single does (half into each
buttock). If allergic to
penicillin, give Erythromycin
500 mg every 6 hours for
14days. Inpregnancyavoid
Ciprofloxacin.

1

If ulcers persist for >10 days
and partner was treated

i

Erythromycin 500 mg every
6 hours for 7 days

l

| If ulcers still persist . |

| Refer for specialist’s managementl

TREATMENT

LOC

Multiple painful blisters or vesicles: likely herpes

T Aciclovir 400 mg every 6 hours for 7 days | HC4

fIfRPRpositiveadd Benzathine penicillin2.4 HC3
MU IMsingle dose (halfineachbuttock)

TIf lesions persist, repeat acyclovir for 7 days

278
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3.2,5 INGUINAL SWELLING (BUBO)

All other cases

fCiprofloxacin 500 mgevery 12 hours for 3days
plusBenzathinepenicillin2.4MU IMsingle
dose (halfinto each buttock)

fInpenicillinallergy, give Erythromycin 500 mg
every 6 hours for 14 days

Ifulcerpersists >10daysand partnerwastreated

f Add Erythromicin 500 mg every 6 hours for 7
days

If ulcer still persists

T Refer for specialist management

Note

+ Negative RPR does not exclude early syphilis
+ Genitalulcersmayappearwithenlargedandfluctuating

inguinal lymphnodes (buboes). Donotincise buboes

3.2.5 InguinalSwelling (Bubo) ICD 10 CODE: A57

Itisan STIsyndrome presentingaslocalised swellingsor
enlarged lymph glandsinthe groinand femoral area.

Causes

Chlamydiastrains: lymphogranuloma venerium (LGV)
Heamophilus ducreyi:chancroid

Treponema pallidum:syphilis

Clinical features

Excessively swollen inguinal glands

Pain, tenderness

Swellings may become fluctuant if pus forms

Differential diagnosis

Other causes of swollen inguinal lymph nodes, e.g. leg ulcer

Obstructed inguinal hernia
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HIV/ AIDS AND SEXUALLY TR ANSMIT TED INFEC TIONS

3.2.5 INGUINAL SWELLING (BUBO)

Investigations

&> Asfor Genital Ulcers

&> C&S ofpus
Management

| Patientcomplainsofinguinal swelling

Take history and examine for
genitalulcers, rule out infection
ofthefoot, legorbuttockand
exclude inguinal hernia

A 4
| If genital ulcer is present |

| Treat as genital ulcer |

A 4

Inguinal/femoral buboes
present and no ulcer

GiveDoxycycline100mg 12 hourlyfor14days.
Treatpartner. If partnerpregnant, instead of
DoxycyclinegiveErythromycin500mgevery 6
hoursfor14days. Donotincisebubo. Aspirate
through normalskinwith alarge boreneedle
gauge <20 every 2 days until resolution.

1

If buboes persist, check to see if partner was
treated. If partner not treated

l

ContinuewithDoxycycline 100mg 12 hourly
for 14 days or Erythromycin 500 mg every 6
hours for 14 days.

| If no improvementl_}l Refer for specialist’s managementl
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3.2.6 GENITAL WARTS

TREATMENT LOC

TExamineforgenitalulcers,ruleoutinfection
ofthefoot, legorbuttockandexcludeinguinal
hernia

flfgenitalulcerispresent,treatas perabove
protocol

FGivedoxycycline100mg12hourlyfori4days | HC2

T Treat partner

If partner is pregnant
fGive erythromycin 500 mgevery 6 hours for HC3
14 days

Ifbubopersisting, andpartnerwasnottreated
T Continue treatment for 14 days

If not improving
T Refer for specialist management

Caution

rDonotincisebubo. Aspiratethroughnormalskinwitha
largebore needle gauge <20every 2 daysuntil resolution

r Alternative todoxycycline: azithromycin1gsingledose

3.2.6 GenitalWarts ICD10 CODE: A63.0
Superficial mucocutaneous infection

Causes

Human papillomavirus (HPV): causes
viralwats(condylomata acuminata)

Treponemapallidum: causessyphiliticwarts
(condylomata lata)

Molluscum contagiosumvirus
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HIV/ AIDS AND SEXUALLY TR ANSMIT TED INFEC TIONS

3.2.6 GENITAL WARTS

Clinical features

Penis, foreskin, labiaand vaginaare the most
commansites of the warts

Wartscan be variable innumber and size, either
fewanultiple, small to very large

HPV warts: soft fleshy growth on genitals

Syphilitic warts: flat-topped and broad based growth

Molluscum contagiosum: light coloured,
umbilicated growths on the face and genital areas

Differential diagnosis
Rashes
Eruptive skin lesions

Management

TREATMENT

LOC

T Advise on personal hygiene
T Treat underlying infection

HPV viral warts

fApply podophyllumresin paint 15%to the warts
1-3timesweeklyuntil wartshaveresolved; may
require multiple weekly treatments

- Protectnormal skinwith petroleum jelly before
application

- Apply precisely on the lesion avoiding normal
skin

- Wash off with water 4 hours after each
application

r Do not use in pregnancy

If no improvement after 3 applications
T Refer for specialist management

Syphilitic Warts
fGive:benzathinepenicillininjection2.4MU
single dose (halfinto each buttock)

HC4

HC3
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3.2.7 SYPHILIS

Molluscum contagiosum

T Usually self limiting

fTreatunderlyingconditionsthatmaybe
compromisingthe person’simmunity

3.2.7 Syphilis ICD10CODE: A51-53

Complex chronic bacterial infection affecting a variety of
organs and with multiple manifestations.

Cause

Treponema pallidum

Transmitted sexually and from mother to foetus,
raelythrough blood transfusion or non sexual contact

Clinical features

The disease has several stages

Primary syphilis: 10-90 days following
inoculation, characterized by a painless genital ulcer
with clean base and indurated margins, regional
lymphadenopathy. It can heal spontaneously but the
disease will progress to secondary lesions

Secondarysyphilis: fewweeksto months (max 6

months)from primary lesions, characterised by:

Generalised maculopapular rash

Mucous membranes lesions (patches and ulcers)

Weeping papules (condylomaalata) in moist skin areas

Generalized non tender lymphadenopathy

Fever, meningitis, hepatitis, osteitis, arthritis, iritis

Early latent syphilis (<1 year in duration):
clinically quiescent but possible relapse of secondary
syphilis

Latelatentsyphilis: clinically quiescent, notvery
infectious (but possible maternal foetal transmission)

Late (tertiary) syphilis: atany time after secondary
syphilis(even manyyears):

- =h =—h =h —h
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HIV/ AIDS AND SEXUALLY TR ANSMIT TED INFEC TIONS

3.2.7 SYPHILIS

- Infiltrative tumour of skin, bones, liver

- Aortitis, aneurysms, aortic regurgitation

- Central nervous system disorders (neurosyphilis):
meningo vascular syphilis, hemiparesis, seizures,
progressivedegenerationwith paraesthesias, shooting
pains, dementia, psychosis

Investigations

&> Non-treponemal antibody tests (VDRL and RPR)

- Positive 4-6 weeks after infection

- Used as screening test

- Possibility of false positive

- Remains positive 6-12 months after treatment

&> Treponemal antibody tests (TPHA): very sensitive,
usedwonfirmapositivenon-treponemaltest. Remains
positive for long even after treatment so its positivity
may not indicate activedisease.

Management

TREATMENT LOC

fBenzathine penicillin 2.4 million U IM stat, half
ineach buttock
forDoxycycline100mgevery12hoursforl4days

Primary, seconday and early latent syphilis| HC3

Latelatentoruncertainduration, ortertiary
without neurosyphilis

for3weeks
fOrDoxycycline100mgevery12hoursfor28days

fBenzathinepenicillin2.4million U IMweekly | HC3

Neurosyphilis
fBenzylpenicillindmillionlU1Vevery4hoursor | HC2
T Ceftriaxone2glVorIMdailyfor10-14days HC3
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3.2.8 OTHER GENITAL INFECTIONS

Followed by

fBenzathinepenicillin2.4million IU IMweekly | HC3
for 3weeks

fTreatpartner(s), abstainfromsexduring
treatmentand 10 days after

3.2.8 Other Genital Infections

3.2.8.1 Balanitis ICD10 CODE: N48.1
Inflammation of the glans penis

Cause
Usually caused by Candida, rarely by Trichomonas

Clinical features
Discharge, erythema, erosions
Prepuce isretractable

Management
TREATMENT LoC
T Fluconazole 200 mg stat HC3

fPlus metronidazole 400 mg every 12 hours for
7 days
T Advise on hygiene and circumcision

If not better:
T Treat partner

3.2.8.2 Painful Scrotal Swelling ICD10CODE:N45
Inflammation of epididymis and testis

Causes
Usually caused by N. gonorrhoea, Chlamydia

Clinical features
Acute painful and tender unilateral swelling of
epididymus and testis, with or without urethral discharge
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HIV/ AIDS AND SEXUALLY TR ANSMIT TED INFEC TIONS

3.2.9 CONGENITAL STI SYNDROMES

Differential diagnosis
Acute testiculartorsion
Scrotal hernia, tumors

Management
TREATMENT LoC
fTreatas perurethral discharge protocol above HC3
(section 3.2.1)

3.2.9 Congenital STI Syndromes

Congenital STIsinnewbornsoccurasaresultofinfection
ofbabiesinuteroorduringdeliveryasacomplication of
untreated STIs among mothers. Syphilis, HIV, gonococcal,
chlamydia and herpes simplex are the most serious
congenital STIs.

3.2.9.1 Neonatal Conjunctivitis (Ophthalmia
Neonatorum) ICD10 CODE: P39.1

Refers to conjunctival infection of neonates by STI
organismsinthe infected mother’sbirth canal. Itisavery
serious condition thatcan lead to corneal ulceration and
ultimatelytoblindness. Blindnessinchildrenisassociated
with high infant morbidity and mortality.

Causes

Commonly caused by Neisseria gonorrhoeae and
Chlamydia trachomatis

Other non-STI causes of neonatal conjunctivitis
predisposed by difficultlaboursuchasearly rupture of
membranes, vacuum extraction or other assisted vaginal
delivery
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Clinical features

Purulentdischarge from one or both eyeswithin
30 dasfrom birth

Inflamed and swollen eyelids

Complications of untreated conjuctivitis:
comealulceration, perforation, scarring and
blindness

Investigations
&> Pusswab: Gram stain, Culture & Sensitivity

Management
TREATMENT LoC
Treatmentshould coverbothgonorrhoeaand
chlamydia
fStartcleaningwithnormalsalineandapply HC2

tetracycline ointment every hour while
referring for systemic treatment

T Ceftriaxone 125 mg single dose IM plus HC3
azithromycin syrup 20 mg/kg orally, once daily
for3days

T Irrigate the eyes with saline or sterile water

fUseglovesandwashhandsthoroughlyafter
handling the eyelids

f Coverthe eye with gauze while opening the eyelid
as pus may be under pressure

f Topical tetracycline eye ointment has NO added
benefitinactive disease

T Treatboth parents for Gonorrhoeaand

Chlamydiaandscreenfor HIVV and syphilis

Prevention

Screen and treat all infected mothers in antenatal care

Apply prophylactictetracyclineeye ointment 1%
tobeyesof ALL newbornsatthe time of delivery
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3.2.9.2 CongenitalSyphilis 1CD10COD

E:A50

It is a serious debilitating and disfiguring condition that can
be fatal. About one third of syphilis infected mothers have
adverse pregnancy outcome, one third give birth to a healthy

baby, while the remaining third may result into congenital
syphilis infection.

Cause
Treponema pallidum bacteria

Clinical features

May beasymptomatic

Early congenital syphilis: beginstoshowafter6-8
weeksdlelivery

- Snuffle, palmar/plantar bullae, hepatosplenomegaly,
pallor,jointswellingwith orwithout paralysisand
cutaneous lesions. These signsare non-specific.

Late congenital syphilis: begins to show at 2 years

- Microcephaly, depressednasal bridge, arched palate,
perforated nasal septum, failure to thrive, mental sub
normality and musculoskeletal abnormalities

Investigations

Preferably perform the tests on mother:
&> VDRL/RPR

&> TPHA

Management of congenital syphilis

TREATMENT

LOC

f Assume cerebrospinal involvement in all babies
lessthan 2 years

fAqueousbenzylpenicillin 150,000 1U/kgbody
weightlVevery12hoursforatotalof10days

fOR procaine penicillin, 50,000 1U/kg body
weight, IMsingledosedailyfor10days

HC3
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3.2.9 CONGENITAL STI SYNDROMES

fTreatbothparentsforsyphiliswithbenzathine
penicillin2.4MUsingledose (halfoneach
buttock)

Note

+ Assume that infants whose mothers had untreated
syphilisor started treatmentwithin 30 daysof delivery
have congenital syphilis

+ Ifmotherisdiagnosed withsyphilisduring pregnancy,
usebenzathine penicillnasfirstlinesinceerythromycin
doesnotcrossthe placental barrier and therefore does
noteffectively preventinuteroacquisition of congenital
syphilis

+ Do not use doxycycline in pregnancy

Prevention
Routine screening and treatment of syphilis
infecedmothers in antenatal clinics
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CARDIOVASCULAR DISEBSESS

4.1.3 HEART FAILURE

4, Cardiovascular Diseases

4.1.1 Deep Vein Thrombosis/Pulmonary
Embolism (DVT/PE) ICD10 CODE: 182.409

Clot formation within the deep venous system, usually of the
calf, thigh, or pelvic veins. The clot can cause a local problem
at site of formation or dislodge, leading to thromboembolism
in various parts of the body, particularly the lungs
(pulmonary embolism).

Causes

Venous stasis (slowing of blood flow)
Increased coagulability states
Endothelial injury

Risk factors

Immobilisation, prolonged bed rest, surgery, limb

paralysis

Heart failure, myocardial infarction

Blunt trauma, venous injury including cannulation

Oral contraceptive pills, pregnancy and postpartum

Malignancies and some forms of chemotherapy

[ Long distance airtravel

I InherittedInherited thrombophilic states

ForPE: any other causeof dyspnoea and chest pain e.g.

bronchopneumonia and myocardial infarction

Clinical features

50% of cases may be clinically silent

Pain, swelling and warmth of the calf, thigh, and groin

Dislodgement of the thrombus may lead to
pulmonary embolism characterised by dyspnoea,
tachycardia, chestpain, hypotension

Half of the cases of PE are associated with silent DVT

Bl

DI BDBDEDRE
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Differential diagnosis
&> Cellulitis, myositis, phlebitis, contusion
&> For PE: any other cause of dyspnoea and chest pain

Investigations
» Compression ultrasound +/- doppler
» In case of pulmonary embolism: chest CT angiogram
» Other useful tests (not specific): blood D-dimer, ECG,
Chest X ray, echo cardiogram

Management
TREATMENT LOC
» Enoxaparin (Low molecular weight heparin- H

LMWH) 1 mg/kg every 12 hours for at least 5 days
— No monitoring is required

evening, commencing on the same day as the
heparin

- Maintenance dose: 2.5-7.5 mg single dose daily,
adjusted according to the INR 2 -3

If enoxaparin not available

bolus and then 1000 units hourly or 17500 units
subcutaneuosly 12 hourly for 5 days. Adjust dose
according to activated partial thromboplastin
time (APTT)

- Or333units/kg SC as an initial dose followed by
250 units/kg SCevery 12 hours

- Pluswarfarin as above

» Plus warfarin 5 mg single dose givenin the H

- Unfractionated heparin given as: 5000 units IV H
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4.1.3 HEART FAILURE

Notes
+ Monitor for bleeding complications
* Seesection 1.3.10. for treatment of warfarin overdose
and PGD 2015 monograph on protamine for excessive
heparin dose
¢ Do not start therapy with warfarin alone because it
initially increases risk of thrombus progression

Prevention
* Early mobilisation

* Prophylaxis with enoxaparin 40 mg SC daily in any
acutely ill medical patientand in prolonged admission

TREATMENT

LOC

f-Low molecular weight heparin-

(LMWH) e.g., Enoxaparin given as 1 mg/kg
every 12 hours or 1.5mg/kg once a day, for at least
5 days
f Plus warfarin 5 mg single dose given in the
evening, commencing on the same day as the
heparin. Overlap treatment of warfarin and
heparin. Heparin is stopped when the warfarin

dose leads to an optimal INR of 2-3.

— Maintenance dose: single dose daily; that need
a—higher —maintenance —dose —than—others
especially when there are drugs that may
interact with warfarin. Typical dose may
range between 2.5 — 10mg daily. adjusted
according to the INR 2 -3

H

4.1.2 Infective Endocarditis ICD10 CODE: 133.0
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4.1.3 HEART FAILURE

An infection of the heart valves and lining of the heart
chambers by microorganisms, usually bacterial, rarely
fungal.

Causes

Itisclassified into 3 types:

* Sub-acute endocarditis: caused by low virulence
organisms such as Streptococcus viridans

* Acute endocarditis: caused by common pyogenic
organisms such as Staphylococcus aureus

* Post-operative endocarditis: following cardiac surgery
and prosthetic heart valve placement. The most common
organism involved is Staphylococcus aureus

Clinical features

 Disease may present as acute or chronic depending on the
microorganism involved and patient’s condition

* Fatigue, weight loss

* Low grade fever and chills or acute severe septicaemia

* Embolic phenomena affecting various body organs (e.g.
brain)

* Heartfailure, prominentand changing heart murmurs

* Splenomegaly, hepatomegaly

* Anaemia

* Splinter haemorrhages (nail bed and retina)

* Finger clubbing

 Diagnostic triad: persistent fever, emboli, changing
murmur

Risk factors
Rheumatic heart disease, congenital heart disease
Prosthetic valve
Invasive dental/diagnostic/surgical procedures (including
cardiac catheterization)
Immunosuppression
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* 1V drug use/abuse

Note: Any unexplained fever in a patient with a heart valve
problem should be regarded as endocarditis

Differential diagnosis
e Cardiac failure with heart murmurs
» Febrile conditions associated with anaemia

Investigations

» Blood cultures: These are usually positive and all efforts
should be made to identify the responsible pathogen and
obtain sensitivity data

» At least 3 sets of blood cultures (8 ml) each should be
obtained (each from a separate venipucture) at least one
hourapart

» Blood: Complete blood count, ESR

» Urinalysis for microscopic haematuria, proteinuria

» Echocardiography

> ECG
Man agement
TREATMENT LoC
» Bed rest H

» Treat complications e.g. heart failure

Initial empirical antibiotic therapy
» Benzylpenicillin 5 MU IV every 6 hours for
4 weeks
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Child: Benzylpenicillin 50,000 1U/kg every
6 hours for 4 weeks
» Plus gentamicin 1 mg/kg IV every 8 hours for 2
weeks
If staphylococcus suspected, (acute onset) add:
» Cloxacillin IV 3 gevery 6 hours
Child: 50 mg/kg every 6 hours for 4 weeks
A (Multi-Resistant Staphylococcus aureus)
» Vancomycin 500 mg IV every 6 hours RR
> ghild: 10 mg/kg (infused over 1 hour) 6 hourly for
@weeks
Oncg a pathogen has been identified
» Bmend treatment to correspond with the

%nsitivity results
-3

Prefention

* Prophylaxis in case of dental procedures and tonsillectomy
in patients at risk (valvular defects, congenital heart
disease, prosthetic valve). Give amoxicillin 2 g (50 mg/kg
for children) asasingle dose, 1 hour before the procedure.

4.1.3 Heart Failure ICD10 CODE: I50

Clinical syndrome caused by inadequate cardiac output for
the body’s needs, despite adequate venous return.

For management purposes, it can be classified into:
- Congestive/acute heart failure

— Chronic heart failure

— Acute pulmonary oedema (see next section)

Causes
* Hypertension
* Valvular heart disease, e.g. rheumatic heart disease
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* Myocardial infarction

* Myocarditis

* Prolonged rapid irregular heartbeat (arrhythmias)
* Congenital heart disease

* Severe anaemia, thyroid disease

Clinical features

Infants and young children

* Respiratory distress with rapid respiration, cyanosis,
wheezing, subcostal, intercostal, and sternal recession

* Rapid pulse, gallop rhythm, excessive sweating

* Tender hepatomegaly

* Difficulty with feeding

* Cardiomegaly

Older children and adults

* Palpitations, shortness of breath, exercise intolerance

 Fatigue, orthopnea, exertional dyspnoea, wheezing

* Rapid pulse, gallop rhythm

 Raised jugular venous pressure (JVP)

* Dependent oedema, enlarged tender liver

» Basal crepitations

Differential diagnosis

e Severe anaemia, severe acute malnutrition
* Nephrotic syndrome, cirrhosis

e Severe pneumonia

* Any severe sickness in infants

Investigations

» Chest X-ray

» Blood: Haemogram (for ESR, anaemia)
» Ureaand electrolytes

» Echocardiogram, ECG
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4.1.3 HEART FAILURE

Management of congestive heart failure

TREATMENT

LOC

» Bed rest with head of bed elevated
» Prop up patient in sitting position

» Reduce salt intake and limit fluid intake (1-1.5 L/
day)

» Furosemide 20-40 mg oral or IV daily for every
12 hours increasing as required to 80-160 mg
according to response
Child: 1 mg/kg oral or IV daily or every 12 hours
according to response (max: 8 mg/kg daily)

» ACEinhibitors: start with low dose Enalapril 2.5
mg once daily, increase gradually over 2 weeks to
10-20 mg (max 40 mg) if tolerated (or Lisinopril
5mg increase gradually over 2 weeksto 40mg)

» Child: Enalapril 0.1-1 mg/kg daily in
1-2 doses Or

» Captopril 6.25-12.5 mg 8 -12 hourly, increase over
2-4weeks to max 150 mg daily in divided doses

» Child: Captopril 0.1-0.3 mg/kg daily every 8-12
hours
If available and when patient stable add:

» Adults: Carvedilol 3.125 mg every 12 hours,
increasegradually every 2 weeks to max 25 mg
12 hourly (or Bisoprolol 1.25mg once daily
increase gradually to max 10mg)

» Child: Carvedilol 0.05 mg/kg every 12 hours,
increase gradually to max 0.35 mg/kg every 12
hours

HC4

HC4

HC4

Additional medicines (second/third line)
» Spironolactone 25-50 mg once a day

Child: Initially 1.5-3 mg/kg daily in divided doses
» Digoxin 125-250 micrograms/daily

Child maintenance dose: 15 micrograms/kg daily

HC4
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Caution

A Use ACE inhibitors and beta blockers with caution
if systolic BP is less than 90 mmHg: monitor renal
function

A Use digoxin with caution in elderly and renal disease

Prevention

* Management of risk factors

 Early diagnosis and treatment of the cause (e.g.
hypertension)

* Treatmentadherence

Chronic heart failure
Patients with chronic heart failure need continuous
treatment to control symptoms and prevent disease
progression and complications.

Management

TREATMENT

LOC

» Periodic monitoring of body weight, blood
pressure, heart rate, respiratory rate and oxygen
saturation

» Saltand fluid restriction
» Limitalcohol intake
» Regular exercise within limits of symptoms

» Continued treatment with the medicines listed
above, with doses progressively increased to
achieve control

HC2

HC4
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CARDIOVASCULAR DISEASES

4.1.4 PULMONARY OEDEMA

4.1.4 Pulmonary Oedema ICD10 CODE: 150.21

Congestion of the lung tissue with fluid, usually due to heart
failure.

Cause

 Cardiogenic

* Severe fluid overload e.g. in renal failure or iatrogenic

* Non-cardiogenic pulmonary oedema: severe pneumonia,
altitude sickness, inhalation of toxic gases, acute
respiratory distress syndrome

Clinical features

» Severe dyspnoea, rapid breathing, breathlessness
* Tachycardia, wheezing

* Cough with frothy blood stained sputum

Differential diagnosis

* Pneumonia, pleural effusion

* Foreignbody

* Trauma (pneumothorax, pulmonary contusion)
Investigations

» Chest X-ray

> ECG

» Renal function, electrolytes

» Echocardiography

Management

TREATMENT LOC

Acute
» Prop up patient in sitting position
» High concentration oxygen : start with 5 L/min, HC4
aimat SpO2 >95%
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4.1.4 PULMONARY OEDEMA

» Furosemide 40-80 mg IM or slow IV - Repeat prn | HC4
up to 2 hourly according to response
Child: 0.5-1.5 mg/kg every 8-12 hours (max: 6 mg/
kg) daily)

» Glyceryl trinitrate 500 microgram sublingually H
every 4-6 hours

» Give morphine 5-15 mg IM or 2-4 mg slow IV HC4

Child: 0.1 mg/kg slow IV single dose

> Repeat these every 4-6 hours till there is
improvement

Consider also
» Digoxin loading dose IV 250 micrograms 3-4 H
times in the first 24 hours then maintenance dose
of 125-250 micrograms daily
Child: 10 mg/Kg per dose as above then
maintenance dose of 15 microgram/kg/day
Caution
A Do notgive loading dose if patient has had digoxin
within the past 14 days but give maintenance dose

Prevention

* Early diagnosis and treatment of cardiac conditions

* Compliance with treatment for chronic cardiac conditions
* Avoid fluid overload

4.1.5 Atrial Fibrillation ICD10 CODE: 148

Common cardiac arrhythmia characterised by irregular

pulse due to the loss of the regular atrial electrical activity.

Its onset can be acute or chronic, and it can be symptomatic
orasymptomatic.

Risk factors

* Heart disease (heart failure, valvular heart diseases,
ischaemic heart disease)

* Thyroid disease (hyperthyroidism)
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Clinical features

* Irregular pulse (frequency and volume), heart rate can be
either normal or very high

 Acute onset (often with high heart rate): palpitations,
dizziness, fainting, chest pain, shortness of breath

* Chronic (with normal or almost normal heart rate): often
asymptomatic, discovered at routine checks

* Itcan precipitate heart failure or pulmonary oedema

* It can cause embolic stroke if clots form in the heart and
are then dislodged to the brain circulation

Investigations
> ECG

Objectives

* Control heart rate

* Restore normal rhythm if possible (specialist only)
* Preventortreat complications

 Treat underlying conditions

Management

TREATMENT LoC
If acute onset, high heart rate or patient in HC4
congestive heart failure and/or pulmonary
oedema:

> Treat heart failure as per guidelines (section
4.1.3), use digoxin and or Carvedilol (or
Bisoprolol) to reduceheart rate

If acute onset and high heart rate but no signs of HC4
heart failure:

» Use atenolol 50 mg to control heart rate
If chronic but normal heart rate: H
» Only treat underlying conditions

» Refertoregional level to assess indication for

anticoagulation with aspirin or warfarin to
preventstroke
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4.1.6 Hypertension ICD10 code: 10

Persistently high resting blood pressure (>140/90 mmHg for
at least two measurements five minutes apart with patient
seated) on at least 2 or 3 occasions 1 week apart.

Classification of blood pressure (BP)

| CATEGORY SBP MMHG DBP MMHG

Normal <120 |and <80
Pre-hypertension 120-139 | or 80-89
Hypertension, stage 1 | 140-159 | or 90-99
Hypertension, stage 2 >160 or >100
SBP=systolic blood pressure; DBP=diastolic blood pressure

Causes
* Inthe majority of cases, the cause is not known (essential
hypertension)

Secondary hypertension is associated with:

* Kidney diseases

* Endocrine diseases

e Eclampsia/pre-eclampsia

* Medicines (steroids and decongestants containing caffeine
and pseudoephedrine)

Risk factors

e Family history, race

* Obesity, physical inactivity

* Excessive intake of saltand alcohol
 Diabetes and dyslipidaemia

Clinical features
The majority of cases are symptomless and are only
discovered on routine examination or screening.

General symptoms include:

e Headache
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* Palpitations, dizziness

Hypertension may present as a complication affecting:

* Brain (stroke)

* Heart (heart failure)

* Kidney (renal failure)

* Eyes (impairment of vision)
Differential diagnosis

* Anxiety

Investigations

Toidentify complications and possible cases of secondary

hypertension:

» Urine analysis

» Blood sugar

» Plasma urea and electrolytes

* Chest X-ray
* ECG

Management of hypertension
Target: blood pressure below 140/90 mmHg

TREATMENT

LOC

Hypertension, stage 1
Step 1: Lifestyle adjustments
» Do not add extra saltto cooked food, increase
physical activity/exercise, reduce body weight
» Stop smoking
» Decrease alcohol intake
If all the above fail (within 3 months), initiate
imedicine therapy

Step 2:
» Emphasize lifestyle changes with medicines

» Give amlodipine 5 mg once daily
» Ifnot controlled after 1 month, treat as in stage 2

HC3

Hypertension, stage 2
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Step 3

» Give Amlodipine 5 mg once daily

Plus
» Angiotensin II receptor blocker (ARB)
e.g. Losartan 50mg (or Valsartan 8omg or
Telmisartan 40mg) once daily

A Note: Instead of ARBs, you can use
angiotensin converting enzyme inhibitors
(ACEI) like Lisinopril 20mg or Enalapril
5mg once daily.

HC3

Step 4

If blood pressure > 140/90 mmHg after 1 month
» Give Amlodipine 10 mg once daily
Plus
» Losartan 50mg (or Valsartan 8omg or
Telmisartan 4omg) once daily

HC3

Step 5

If blood pressure > 140/90 mmHg after 1 month
» Give Amlodipine 10 mg once daily
Plus
» Losartan 100mg (or Valsartan 160mg or
Telmisartan 8omg) once daily

HC3

Step 6

If blood pressure > 140/90 mmHg after 1 month
» Give Amlodipine 10 mg once daily
Plus

» Losartan 100mg (or Valsartan 160mg or
Telmisartan 8omg) once daily

Plus

» Thiazide diuretic like
Hydrochlorothiazide 12.5mg (or
IBendroflumethiazide 5mg) once in the
morning

HC3

Step 7

If BP is = 140/9ommHg, refer for further
management to a higher level of care.

O  Provision for specific patients

O Assess the cardiovascular disease (CVD) risk in all patients with
hypertension.

O  Patients with diabetes, coronary heart disease, stroke or chronic
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kidney disease are considered having a high CVD risk.

0 The target BP is <130/80 mmHg in people with high CVD risk.

O Start statin (atorvastatin 20-40 mg once daily or simvastatin 20-
40 mg once daily) and aspirin 75mg in people with prior heart
attack or ischemic stroke. Consider statin in people at high risk.

0  Start beta blocker (Atenolol 50mg or Bisoprolol 5mg or Nebivolol
5mg once daily) in people with heart attack in past 3 years.

Q A combination of ACEI or ARB and a CCB or a diuretic is
recommended as initial therapy in patients with chronic kidney
disease.

O  For hypertension secondary to thyroid disease consider adding
Propranolol 40mg twice daily.

Caution
A Inpregnancy, do NOT use ACEI or ARBsand diuretics.
Methyldopa and calcium channel blockers are safe touse
A Don’t use both an ACEI and ARB due to increased risk of side
effects

Choice of antihypertensive medicine

Choice of medicine may depend on concomitant risk factors/
other conditions: the table below indicates the suitable
medicines for such patients.

o -4
E|S|g WS
7] -] Z W0 wn O
x < |8 4, |9
2| E |W%| O |8E
RISK FACTOR (=) o (<| O <<
Heart failure v | v*| v 4
Post myocardial infarction v | v
Angina v v
Diabetes v v v
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Mild/moderate kidney v v
disease

IAdvanced chronic kidney v

disease

Stroke v

*Carvedilol or Bisoprolol only

Prevention

* Regular physical exercise

* Reduce salt intake

* Healthy diet, stop smoking

* Periodic screening of blood pressure

4.1.6.1 Hypertensive Emergencies and urgency

Hypertensive emergency

BP >180/110 mmHg with symptoms and acute life

threatening complications:

* Hypertensive encephalopathy (severe headache,
confusion, seizures, visual disturbances)
* Acute angina or acute myocardial infarction (AMI)

* Pulmonary oedema

* Acute kidney failure
e Acute aortic dissection

ICD10 CODE: I16.2

» Eclampsia or pre-eclampsia (sections 16.3.7and 16.3.8)
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Management
TREATMENT LOC
» Admit and give parenteral medicines. Aim at HC4

lowering the blood pressure over 24 hours (not
too rapidly except if absolutely necessary)

» Treatment depends also on the presenting
complications

- Inacute ischaemic stroke, do not lower below
220/120 mmHg

- Inacute aortic dissection, lower BP rapidly

- In pulmonary oedema, AMI: treat the
complication

» Give IV furosemide 40-80 mg

» If aggressive BP lowering is needed, use 1V

hydralazine 5-10 mg slowly over 20 minutes.

Check blood pressure regularly, repeat dose after
20-30 minutes if necessary

Hypertensive urgency
BP >180/110 mmHg without evidence of target organ

damage, such as pulmonary edema, cardiac ischemia,
neurologic deficits, or acute renal failure.

Management
TREATMENT LoC
> Admit HC4

» Treat with combination of oral antihypertensive
therapy (ACEI/ARB inhibitor + calcium
channel blocker + diuretics)

» Aim at lowering blood pressure over the next 48-
72 hours
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4.1.7 Ischaemic Heart Disease
(Coronary Heart Disease) 1CD10 CODE: 120, 121, 125

A condition in which there is insufficient blood flow through
the coronary arteries of the heart, thus leading to ischaemia
and/or infarction.

Cause
* Deposition of fatty material (cholesterol plagues) and
platelet aggregation inside the coronary arteries causing
partial or total obstruction of blood flow

Risk factors
* Hypertension, diabetes mellitus
* Smoking
* Obesity, unhealthy diet, physical inactivity
* Hyperlipidemia
e Family history of heart disease

Clinical features

* Acute coronary syndrome (including acute myocardial
infarction): prolonged chest pain, which may be localised
on the left or central part of the chest, ranging from mild
to severe, at times radiating to the left arm, neck and back,
and associated with sweating, dyspnoea, vomiting, anxiety,
low BP, tachycardia

* Stable angina: tightness in the chest or a sense of
oppression worsening on exertion, relieved by restand
lasting only a few minutes

* Sudden cardiac death: usually due to fatal arrhythmias

Differential diagnosis

* Indigestion, hiatus hernia, peptic ulcer

* Pleurisy, pericarditis, pulmonary embolism
* Dissecting aneurysm
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Investigations

 Cardiac enzymes (CPK, troponin)
* ECG (atrestand stress ECG)

* Echocardiogram

Management of acute coronary syndrome

TREATMENT

LOC

» Give acetylsalicylic acid 300 mg single dose (to
be chewed)

Refer immediately to hospital
» Glyceryl trinitrate 500 micrograms sublingually
Repeat after 5 minif no response
» Oxygen therapy if SpO2 < 94%
» Morphine 2.5-5 mg IV if persisting pain
» Simvastatin 40 mg or atorvastatin 40 mg
» Enoxaparin 1 mg/kg SC every 12 hours
» Treat complications accordingly (pulmonary
oedema, arrhythmias)

HC2

H

Consider adding:
» Beta blockers if no contraindications (SBP <90
mmHg, HR <60 bpm) e.g. Atenolol 25-50 mg daily
— Ensure close observation of the pulse rate and
circulatory status
» ACE inhibitor e.g. Enalapril 2.5-10 mg/daily
» Refer for further management to higher level of
care if unstable

When patient is stable, continue with:
> Acetylsalicylic acid 75 mg once daily,
> Atorvastatin 40 mg daily
» Betablocker (Atenolol or Carvedilol or
Bisoprolol) and ACEinhibitor if tolerated
» Emphasize life changes (healthy diet, no smoking,
regular exercise, control of other risk factors)
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Management of stable angina
TREATMENT LoC

» Aggressive control of risk factors (hypertension, HC4
diabetes, smoking, obesity)
» Acetylsalicylic acid 75-150 mg once a day
» Atorvastatin 40 mg once aday
» Beta blockers (e.g. Atenolol 25-100 mg) if not
diabetic
» Referto higher level if still uncontrolled

Prevention
* Lowfat, low cholesterol diet
» Stop smoking
* Effective control of hypertension and diabetes mellitus
* Consider treatment with acetylsalicylic acid and statin in
patients with multiple risk factors

4.1.1 Pericarditis ICD10 CODE: 130
Inflammationofthe heartmembrane (pericardium),which
may be:

f Acuteandself-limiting,sub-acute orchronic
f Fibrinous,serous,haemorrhagicorpurulent

Causes

Idiopathic or viral (most common causes) e.g.
Coxsackie& B, influenza A & B, varicella

Bacterial e.g. mycobacterium,

staphylococcus, meningococcus, streptococcus,

pneumococcus, gonococcus, mycoplasma

Fungal: Histoplasmosis

Severe kidney failure (lesscommon)

Hypersensitivity such as acute rheumatic fever

Myocardial infarction

Radiation, trauma, neoplasms

Bl

DIDIBI DB
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Clinical features

Pericarditis without effusion: retrosternal pain
rediatingto shoulder, which worsens on deep breathing,
movement, change of position or exercise; pericardial rub
is a diagnostic sign

Pericardial effusion: reduced cardiac impulses,
muffiedheart sounds, cardiomegaly

Cardiactamponade(compression)incaseof
massive effusion or constrictive pericarditis:
dyspnoea, restlessness, rising pulmonary and
systemic venous pressure, rapid heartrate, pulsus
paradoxus, low BP,and low output cardiac failure

Differential diagnosis
Other causes of chest pain
Other cause of heart failure

Investigations
& ECG, chestX-ray
&> Echo-cardiography

Management
TREATMENT LoC
If viral or idiopathic H
T Rest

T Ibuprofen 600 mg every 8 hours
T If there is fluid, perform tapping

If other causes, treat accordingly

Prevention
Early detection and treatment of potential (treatable)
causes
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4.1.2 Rheumatic Fever I1CD10 CODE: 100, 101

A systemic connective tissue disease which follows a
streptococcal upper respiratory tract infection. It may
involvetheheart, joints,skin,subcutaneoustissue,and CNS.
Thefirstattack usually occursbetweenagesof 3—15years.

Causes
Hypersensitivity reaction to group A streptococcal
thraetinfection

Clinicalfeatures

Arthritis (migrating asymmetric polyarthritis)

Acute rheumatic carditis, signs of cardiac failure,
mumursand pericarditis

Subcutaneous nodules

Chorea (involuntary movements of limbs)

Skinrash

Otherminor signs/symptoms: fever, arthralgia,
laboratory findings

Differential diagnosis

Any form of arthralgia/arthritis including
sickle adisease, haemophilia

Pyrexiawith cardiac failure

Investigations

&> Blood: Haemogram (raised ESR)
Chest X-ray

ECG

=3 Echocardiography

&> Antistreptolysin O titre (ASOT)

Diagnostic criteria (revised Jones criteria)

Evidence of recent streptococcal infection

f Elevated ASO-titer or other streptococcal Ab titres
orpositivethroatswabforgroup Abeta-hemolyticus
streptococcus
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PLUS

Two major manifestations or one major and two

minmanifestations

6 hours for 10 days
Child: 125 mg per dose

stat
Child<30kg: 0.6 MU
Child>30kg: 1.2 MU

tablets every 8 hours

tablets

Ifallergic to aspirin
fLowdosesteroid

MAJOR MANIFESTATIONS | MINOR MANIFESTATIONS
Polyarthritis Polyarthralgia
Carditis Fever
Erythema Acute phase
marginatum reactants (increased
Subcutaneous ESR/CRP)
nodules ECG: prolonged
Management
TREATMENT LoC
T Bed rest HC4

To eradicate any streptococci:
fPhenoxymethylpenicillin (PenV) 250 mgevery

f Or Benzathine benzylpenicillin dose 1.2 MU IM

To treat the inflammation

fAcetylsalicylicacid4-8g/dayuntillsignsof
inflammation subside (usually 4-8 weeks)
Child: 80-100 mg/kg/day in 3 doses

f Plus magnesium trisilicate compound 2-4

Taken30minutesafterthe acetylsalicylicacid
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If carditis/heart failure symptoms

T Treat as per heart failure guidelines (section
4.1.3)

T Consider high dose steroids (specialist only)

If chorea:

T Valproate 10-20 mg/kg/day

Prophylaxis

To prevent further episodes

T Pen V 500 mg 12 hourly
Child: 125-250 mg 12 hourly

f Or Benzathine benzylpenicillin 1.2 MU IM
every 4 weeks
Child <30 kg: 0.6 MU

If allergic to penicillin:
f Erythromycin 250 mg 12 hourly
T Child: 10mg/kgtwiceaday

Duration of prophylaxis depends on severity of

disease:

- Rheumatic feverwithoutcarditis: for5yearsor
untilage 18 or 21 yearsold

- Carditisbutnoresidual heartdisease: for 10 years
or until age 25 years old

- Carditiswithresidual heartdisease: untillage 40-

45 yearsor for life

HC3

Prevention

Early diagnosis and treatmentofgroup A
Streptococcus throat infection

Avoid overcrowding, good housing

Good nutrition
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4.1.3 RheumaticHeartDisease 1cp1ocope: 105-109

Disease of the heart valves following an episode of rheumatic
fever. The valves commonly involved are:

Mitral valve, leading to stenosis, incompetence, or both
Aorticvalve, leading tostenosisand incompetence or both

Clinical features

Heart failure

Arrhythmias, palpitations

Thromboembolic problems e.qg. stroke

Heartmurmurs depending on valvesaffected and
nature &ffect caused

The patient may be asymptomaticand the valvular
lesondiscovered as an incidental finding

Increased cardiac demand as in pregnancy and
angemiamay present as congestive cardiac failure

Differential diagnosis
Other causes of cardiac failure

Investigations

&> Chest X-ray

&> ECG whereavailable
&> Echocardiography

Management
TREATMENT LOC
T Treat heart failure if present HC4
FProphylaxisforlifeasinrheumatic feverabove
fCardiacsurgeryifnecessary (onlyatnational NR
referral hospital)
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4,14 Stroke ICD10 CODE: 163

Acerebralneurological dysfunctionduetoaproblemin
bloodcirculation: aclot(ischaemicstroke)orbleeding
(haemorrhagic stroke).

Causes

Clot (athrombusinabrainvessel oranembolus
fromalot sowhere else) —mostcommon

Haemorrhage (from trauma or spontaneous)

Clinical features

Focal neurological deficits as one-sided weakness
(face, arm, leg. Note that eyes are not affected) —
hemiparesis or hemiplegia

Difficulty inspeaking/swallowing

Severe headache (especially in haemorrhage)

Alteration ofconsciousness

Convulsions

Investigations

&> CTscan brain
Intheabsenceofneuroimaging, thefollowingclinical
features may help to distinguish the stroke subtypes.

TYPE CLINICAL RISK FACTORS | OTHER
COURSE CLUES

Intracerebral | Gradual Hypertension, | Patients

haemorrhage | progression | trauma, may have
over bleeding reduced
minutes/ disorders, alertness
hours illicitdrugs | and severe

headache
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swallow

TEnsureairwaysandrespirationifunconscious

f Do not give anything by mouth before assessing
theability toswallow,toavoidrisk ofinhalation

TIVorNGTforhydrationandnutritionifunableto

T Control blood sugar with insulin if diabetic

Subarachnoid | Abrupt Smoking, Patients
haemorrhage | onset of hypertension, | may have
very severe | illicit drugs, |reduced
headache, but at times | alertness
focal none (due to It may
symptoms rupture of happen
less common| congenital ;
aneSrysms) n young
people
Ischaemic Gradual Age, smoking, | Symptoms
(thrombotic) | development | diabetes, can
of focal dyslipidemia | improve
deficits over and
hours or worsen
days in the
following
days
Ischaemic Sudden As above plus| Often
(embolic) onset of valvular heart | improves
focaldeficits | disease and | slowly
arrhythmias
Management
TREATMENT LoC
General care H
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If ischaemic stroke

T Aspirin 150-300 mg every 24 hours

T Intheacute phase, treathypertensiononly if
extreme (more than 220/120) or if there are other
complications(pulmonaryoedema, angina, etc),
otherwise re-start antihypertensive 24 hours
afterthe eventand reduce blood pressure slowly

fConsider DVT prophylaxiswith enoxaparin 40
mg SC daily

If stroke clinically haemorrhagic
T Supportive care as above
TReferforCTscanandneurosurgicalevaluation

Chronic care of ischaemic stroke
f Early mobilization and physiotherapy
fAspirin75-100mgoncedailyforlife
T Atorvastatin 40 mg daily for life
T Control of risk factors

HC4
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5. Respiratory Diseases

5.1 NON-INFECTIOUSRESPIRATORY DISEASES

5.1.1 Asthma ICD10 CODE: J45

Achronicinflammatorydisease oftheairwayswhichleads
tomuscle spasm, mucus plugging, and oedema. Itresults
in recurrent wheezing, cough, breathlessness, and chest
tightness.

Acute attacks may be precipitated by upper respiratory tract
infections(e.g. flu)andexposuretoirritantsubstances (e.g.
dust, exercise, and cold).

Causes
Notknown butassociated with allergies, inherited
atenvironmental factors

Clinical features

No fever (if fever present, refer to pneumonia)

Difficulty in breathing (usually recurrent attacks)
with chesttightness, with orwithoutuse of accessory
muscles. Patients may notappear very distressed despite
asevere attack

Wheezing, rhonchi

Cough -usually dry, may be intermittent,
persistent, acute, especially atnight

Severeforms: failureto complete sentences,
darkening dips, oral mucosa and extremities (cyanosis)

Differential diagnosis

Heart failure

Other causes of chronic cough
Bronchiolitis

Bronchiectasis

DI DI B D

w
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Investigations
&> Diagnosisis mainly by clinical features
Specialised investigations
&> Peakflowrate: the peak flow rate increases toabout
200nfiollowing administration of a bronchodilator
&> Spirometry (an increase in Forced Expiratory
g FEV) of >12% after bronchodilation)
&> Sputum: foreosinophilia
If evidence of bacterial infection
&> Chest X-ray
&> Blood: complete blood count
General principles of management
The four essential components of Asthma Management:
Patient education, control of asthma triggers, monitoring
for changes in symptoms or lung function, and
pharmacologic therapy.
Inhalation route isalwayspreferredasitdelivers
temedicinesdirectly to the airways; the dose required
is smaller, the side-effects are reduced
f E.g.nebulisersolutions foracute severe asthmaare given
over 5-10 minutes, usually driven by oxygen in hospital
f Inchildrenhavingacute attacks, use spacersto administer
inhaler puffs
Oral route may be used if inhalation is not
possible hsystemicside-effectsoccur more
frequently, onset of action is slower and dose
required is higher
Parenteral route is used only invery severe cases
whamnebulisation is notadequate

5.1.1.1 AcuteAsthma

Asthma attack is a substantial worsening of asthma
symptoms. Theseverityand duration ofattacksare variable
and unpredictable. Most attacks are triggered by viral
infections. Assess severity using the following table.
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Notall features may be present. Ifthe patientsaysthey feel

very unwell, listen to them!

Assessment of Severity

CHILDREN BELOW 12 YEARS ADULTS AND CHILDREN
>12 YRS
Mild to moderate

Abletotalkinsentences Abletotalk
Peak flow is > Pulse <110 bpm

50% d¢predicted orbest Respiratory rate <
Pulse 25

(beats/minute) Child>5 Peak flow

years: <125bpm Child<5 >50% ¢predicted

years: <140 bpm orbest

Respiratory rate
Child>5years: <30
Child<5years: <40

SpO,> 92%

SpO, > 92%

Sever

e

Cannot complete
sentencesin one breath or, too
breathless to talk or feed

Peak flow <
50% ¢predicted or
best

Pulse (beats/minute)
Child > 5 years: > 125 bpm
Child <5 years: >140 bpm

Respiratory rate
Child>5years: >30
Child <5years: >40

Use of accessory
muckesfor breathing
(young children)

Sp0O,< 92%

Cannot
complete sentencesin
one breath

Pulse>110bpm

Respiratory rate
>25

Peakflow
<50% ¢predicted
orbest

SpO,> 92%
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Life threatening (Adults and Children)

Reduced level of consciousness
Peak flow < 33% of predicted or best
Avrterial oxygen saturation <92%

BI DI B B B

Silentchest, feeble respiratory effort, cyanosis
Hypotension, bradycardia or exhaustion, agitation

Management of asthma attacks

TREATMENT

LOC

Mild to moderate

HC3

T Treat as an out-patient

fReassure patient; place himina¥zsitting position
T Give salbutamol

- Inhaler 2-10 puffs via a large volume spacer

- Or5mg (2.5 mginchildren) nebulisation

- Repeatevery 20-30 min if necessary

T Prednisolone 50 mg (1 mg/kg for children)

Monitorresponsefor30-60min. Ifnotimprovingor
relapsein 3-4 hours
T Refer to higher level

If improving, send home with

fPrednisolone 50 mg (1 mg/kg for children) once
aday for5days (3 daysforchildren)

fInstitute or step up chronic treatment (see next
section)

¢ Follow up after 1-2 weeks

fInstructthe patients on self treatmentand when
to come back

T Review in 48 hours

+ Donotgiveroutineantibioticsunlessthereare
clear signs of bacterial infection

HC3

HC3

HC3
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Severe

HC4

Patients with severe asthma need to be referred to
HC4 or hospital after initial treatment
TAdmitpatient;placehiminaYzsittingposition
f Give high flow oxygen continuously, at least
5 litres/minute, to maintain the SpO,>94% if
available
T Give salbutamol
- Inhaler 2-10 puffs via a large volume spacer
- Or5mg (2.5 mg inchildren) nebulisation
- Repeatevery 20-30 minifnecessary during the
1sthour
fPrednisolone 50 mg (1 mg/kg for children) or
fOrhydrocortisone 100 mg (children 4 mg/kg
max100mg) IV every 6 hoursuntil patientcan
take oral prednisolone
F Monitor response after nebulisation

If response poor

fIpratropium bromide nebuliser 500 micrograms
(250micrograminchildrenbelow 12) every 20-
30minforthefirst2hoursthenevery4-6 hours

TFOr aminophylline250mgslow I1\VVbolus
(child5mg/kg) if patientisnottakinganoral
theophylline

Alternatively, if symptoms have improved,

respiration and pulse settling, and peak flow >50%

T Step up the usual treatment

f And continue with prednisolone to complete
5days of treatment

T Review within 24 hours

- Monitor symptoms and peak flow

- Arrange self-managementplan

HC4

HC4
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Life threatening

HC4

fArrange forimmediate hospital referraland
admission

First aid

TAdmitpatient;placehimina¥zsittingposition

f Give high flow oxygen continuously, at least
5 litres/minute, to maintain the SpO,>94% if
available

T Give salbutamol

- Inhaler 2-10 puffs via a large volume spacer

- Or5mg (2.5 mginchildren) nebulisation

- Repeatevery 20 min for 1 hour

f Hydrocortisone 100 mg (children 4 mg/kg max
100mg) IV statorprednisolone50mg (1 mg/kg
forchildren)

fIpratropium bromide nebuliser 500 micrograms
(250 micrograminchildrenbelow 12) every 20-
30minutesforthefirst2hoursthenevery4-6
hours

T Monitor response for 15-30 minutes

If response is poor

f Aminophylline 250 mgslow IV bolus (child
5 mg/kg) if patient is not taking an oral
theophylline

HC4

HC4

Note

* The use of aminophylline and theophylline in the
management of asthma exacerbations is discouraged
because of their poor efficacy and poor safety profile
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PRIMARY CARE-Patientpresentswithacute
or sub-acute asthma exacerbation

+

ASSESS the PATIENT - Is it asthma?
Risk factor forasthmarelated death?

Severity of exacerbation

v ! v
MILDORMODERATE SEVERE LIFE
Talks in phrases, Talksinwords, sits THREATENING
prefers sitting not hunchedforwards, Cyanosis, drowsy,
lying, not agitated. agitated confused or silent

Respiratory rate
increased
Accessory muscles

Respiratoryrate>30/min
Accessory muscles in use
Pulserate >120 bpm

chest

URGENT

not used

+
STARTTREATMENT-HC3
Salbutamol: 5mg by
nebulizer or inhaler+ spacer
4 - 6 puffs (200ug) every
20minutes for 1 hour
Prednisolone:adults
1 mg/kg max 50mg,
children 1-2 mg/kg

TRANSFER TO HIGHER
CARE FACILITY
While waiting: repeat
inhaled Salbutamol

Aminophylline:
250mg slow IV bolus

if not taking an oral
theophylline

CONTINUETREATMENT withsalbutamolasneeded
ASSESS FOR RESPONSE AT 1 HOUR (or earlier)

IMPR( VING
¥

ASSESS FOR DISCHARGE
Symptomsimproved, not needing
salbutamol PEF improving, and>
60-80% of personal best inhaleror
predicted

Oxygen saturation >94% room air|

ARRANGE AT DISCHARGE
Reliever: continue as needed
Controller: start or step up, check
techniques, adherence
Prednisolone: continue usually for
5 days

¥

FOLLOW UP
Reliever: reduce to as needed

background toexacerbation

Controller: continue higher dose for short term (3 months), depending on

Riskfactor: checkand correct modifiable risk factors that may have
contributed toexacerbation, includi

nginhalertechniqueandadherence.

Adapted with modification GINA Pocket Guide for Health Professionals 2016
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5.1.1.2 ChronicAsthma

General principles of management

Follow a stepped approach

f Before initiating a new drug, check that diagnosis is
correct,complianceandinhalertechniquearecorrectand
eliminate trigger factors for acute exacerbations

Start at the step most appropriate to initial severity

Rescue course

f Givea3-5days‘“rescuecourse”of prednisoloneat
any step and atany time as required to control acute
exacerbations of asthmaat a dose of:
Child < 1 year: 1-2 mg/kg daily; 1-5 years: up to 20 mg daily;
5-15 years: Up to 40 mg daily; adult: 40-60 mg daily for up
to 3-5days.

Stepping down

f Review treatmentevery 3-6 months

f If controlisachieved, stepwise reduction may be possible

f If treatment started recently at Step 4 (or contained
corticosteroid tablets, see below), reduction may take
place afterashortinterval; in other patients 1-3 months
or longer of stability may be needed before stepwise
reduction can be done

TREATMENT LOC

STEP 1: Intermittent asthma
Intermittent symptoms (< once/week)
Night time symptoms < twice/month
Normal physical activity

Occasional relief bronchodilator
fInhaled short-acting beta,agoniste.g. salbutamol | HC3
inhaler 1-2 puffs (100-200 micrograms)

— Use with spacer for children
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fMovetoStep2ifuseofsalbutamolneededmore
thantwiceaweekoriftherearenight-time
symptomsat leastonce aweek

STEP 2: Mild persistent asthma
Symptoms > once/week, but < once/day
Nighttime symptoms > twice/month
Symptoms may affectactivity

Regular inhaled preventer therapy

fSalbutamolinhaler1-2puffsprn

fPlusregularstandard-doseinhaled
corticosteroid, e.g. beclomethasone 100-400
micrograms every 12 hours (children: 100-200
micrograms every 12 hours)

- Assessafter 1 month and adjust the dose prn

- Higherdosemaybeneededinitiallytogain
control

- Doubling of the regular dose may be useful to
cover exacerbations

HC3

HC4

STEP 3: Moderate persistent asthma
Daily symptoms

Symptoms affectactivity

Night time symptoms > once/week
Daily use of salbutamol

Children below 5 years: refer to specialist

Regular high-dose inhaled corticosteroids

fSalbutamolinhaler 1-2 puffs prnupto 2-3hourly
Usually 4-12 hourly

TFPLUSbeclomethasoneinhaler400-1000
micrograms every 12 hours (In child 5-12 years:
100-400 microgramsevery 12 hours)

HC3

HC4
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Inadults, also consider 6-week trial with HC4
f Aminophylline 200 mg every 12 hours

STEP 4: Severe persistent asthma

Daily symptoms

Frequent night time symptoms

Daily use of salbutamol

Refertospecialist clinicespecially children<12years | RR

Regular corticosteroid tablets

plus

fRegularhigh-dose beclomethasone (asin Step 3)

fPlusregular prednisolone 10-20 mg daily after
breakfast

Note

¢ Ifinhaler not available, consider salbutamol tablets
4 mg every 8 hours
Child < 2 years: 100 micrograms/kg per dose
Child 2-5 years: 1-2 mg per dose

Caution

r Do notgive medicines such as morphine, propranolol, or
other B-blockersto patientswithasthmaasthey worsen
respiratory problems

rDonotgivesedativestochildrenwithasthma,evenif
they arerestless

Prevention

Avoid precipitating factorse.g.

f Cigarette smoking

f Acetylsalicylicacid

f Knownallergenssuch asdust, pollens, animal skins

f Exposureto cold air

Exercise canprecipitate asthmainchildren, advise
tento keep an inhaler handy during sports and play

Effectively treat respiratory infections
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5.1.2 ChronicObstructive Puilmonary
Disease (COPD) ICD10CODE: J42-44

Chronicobstructive pulmonary disease (COPD)isalung
diseasecharacterizedbychronicobstructionoflungairflow
that interferes with normal breathing and is not fully
reversible.

- The more familiar terms ‘chronic bronchitis’ and
‘emphysema’ are no longer used, but are now included
within the COPD diagnosis.

- Suchadiagnosis should be considered in any patientwho
has symptoms of cough, sputum production, or dyspnea
(difficult or labored breathing), and/or a history of
exposure to risk factors for the disease.

A COPD exacerbation is an acute worsening of the patient’s
respiratory symptoms needing a change in medications.

Causes and predisposing factors
Tobacco smoking is the most common cause
Indoor air pollution: Biomass fuel smoke
(firewood, charcoal and cow dung) exposure in
poorly ventilated kitchens
Exposuretooccupational dustand chemicals
(cement, paint, saw dust, fumes) withoutadequate
protection
Itmay frequently follow TB disease (residual symptoms)

Clinical features

Chroniccoughinacurrentor previoussmokerwho is
0&840 years

Breathlessness: persistent, progressive and worse
wihexercise +/- tight chest and wheezing

Chronicsputum (mucuos) productionand
‘bronchitis’ fat least 3 monthsin 2 successive years

On examinationthere may be abarrel chest
(increased antero-posterior diameter)
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Rapid breathing, reduced chest expansion, with or
without increased use of accessory muscles of respiration,
rhonchi, cyanosis

Decreased breath sounds, ankle swelling and other
signsdight heart failure

Differential diagnosis
Asthma

Congestive Heartfailure
Pulmonary embolism
Pulmonary TB

Investigation

&> Spirometry: goldstandard fordiagnosisbutifnot
aakbeuse all availabletools (history ofexposuretorisk
factors+ clinical symptoms +any available
investigations).

&> History of exposure to risk factors

> Chest X-ray (Hyper-inflated lungs)

Peak flometry

&> Echocardiography — when one suspects right-
sided fefailure secondary to COPD

Management

Treatment aims at:

f Removingrisk factorsand preventing further damage

f Reliefofsymptomsand preventionoftheseverityand
frequency of COPD exacerbations

f Improving the patients exercise tolerance and maintaining
good health

Inhalers are the preferred formulation for the treatment of
COPD.
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TREATMENT

LOC

T Explain to the patient that:

- COPDischroniclungdamageandthereisnocure

- Treatmentis to preventexacerbations, further
damage, and infections

Non-pharmacological management

T Advise the patient that:

- Theymuststopsmoking—itistheonlywayto
stop it from getting worse

- Reduce exposure to charcoal and wood/dung
cooking smoke. Keep cooking areas well-
ventilatedby openingwindowsanddoors. Use
alternative clean energy sources like Biogas,
improved cooking stovesetc.

- Use masks for respiratory protection or stop
workinginareaswith occupational dustor
pollution

- Physical exercise to train lung capacity
(pulmonary rehabilitation) under supervision

- Gettreatment quickly in case of increased
breathlessness, cough or sputum

fPhysiotherapy is beneficial to improve exercise
tolerance

HC2

Step 1: Mild

fInhaled salbutamol 2 puffs 2-4 timesaday, may
be used periodically for shortperiods. The main
purposeofthistreatmentistoreduceorprevent
symptoms.

If inhalers not available consider:
T Aminophylline 200 mg twice daily

HC3

HC4
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Step 2: Moderate

FInhaled salbutamol 2 puffs 2-4 times a day

fPlusinhaled steroid beclomethasone 100-400 HC4
micrograms 2-4timesaday

Step 3:Severe H
fAsinstep2plusipratropiuminhaler 2 puff 2-4
timesaday

Note RR

+ If available, long acting bronchodilators
salmeterol and formeterol can be used in
moderateandsevere COPDincombinationwith
inhaled steroids

S3ASY3SIA AYOLY }IIdS!ﬂ

COPD exacerbations

Ifmore sputum, changed to more yellow/green
coloured, and/orbreathlessness, temp>38°Cand
orrapid breathing (“bronchitis”), then

fTreatwithantibiotice.g.amoxicillin500mg HC2
every8hoursfor7-10daysordoxycycline 100
mg every 12 hours for 7-10days

T Oral Prednisolone40 mgoncedailyinthe HC3
morningfor5days. DoNOT use oralsteroidsfor
extended periodsinpatientswith COPD

Refer urgently to hospital if:

- Rapidpulse (>100beatsperminute)orbreathing
(>30 breaths per minute)

- Tongueor lips are “blue” (central cyanosis)

- Confused

- Failure toimprove

fGive oxygen by nasal cannula (1-3 litres/min) if
available, target SpO,88-92%
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Note

+ Giveoxygenwithcare(minimumflowrequiredtoreach
thetarget SpO,) because COPD patientsareatrisk of
hypercapnia (CO, retention) which cause respiratory
depression andcoma

5.2 INFECTIOUSRESPIRATORY DISEASES

5.2.1 Bronchiolitis ICD10 CODE:J21

Acute inflammatory obstructive disease of small airways
(bronchioles) common in children less than 2 years.

Causes
Mainly viral (often respiratory syncitial virus, RSV)
Mycoplasma

Clinical features

First24-72 hours: rhinopharyngitis with dry cough

Latertachypnoea, difficultyinbreathing,wheezing
(poorlyresponsive tobronchodilators)

Cough (profuse, frothy, obstructive secretions)

Mucoid nasal discharge

Moderate or no fever

Criteria for severity: child < 3 months, worsening
of generalcondition, pallor,cyanosis, respiratory
distress, anxiety, respiratoryrate >60/minute,
difficultyfeeding, SpO2 <92%

Differential diagnosis
Asthma

Pneumonia, whooping cough
Foreign bodyinhalation
Heart failure
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Investigations

&> Clinical diagnosis

&> X-ray: Chest (to exclude pneumonia)
&> Blood: Haemogram

Management

TREATMENT

LOC

Mild-moderate bronchiolitis

Wheezing, 50-60 breaths/minute, no cyanosis, able
to drink/feed
fTreatthesymptoms(possiblyasanout-patient)
- Nasal irrigation with normal saline

- Small,frequent feeds

- Increased fluids and nutrition

- Treat fever (paracetamol)

Severe bronchiolitis

Wheezing, fast breathing > 60 breaths/min,

cyanosis

T Admitandgivesupportive treatmentasabove

T Give humidified nasal oxygen (1-2 litres/min)

fSalbutamolinhaler 100 micrograms/puff: 2 puffs
with spacer, every 30 minutes or nebulisation
salbutamol 2.5mgin4 mlnormalsaline.

- Ifsymptomsimprove, continuesalbutamolevery
6 hours

- Ifsymptomsnon-responsive, stop the salbutamol

FNebuliseAdrenaline1:1000,1 mldilutedin2-4
ml normal saline every 2-4 hours

T Giveasmuchoral fluidsasthechildwill take:
e.g. ORS. Use NGT or IV line if child cannot take
orally

— Give basic total fluid requirement of 150 ml/kg in
24 hours plusextrato coverincreased losses due
toillness

HC3

HC4
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Note

+ Antibiotics are usually not needed forbronchiolitis
since itisviral.

+ Steroids are notrecommended

Prevention
Avoid exposure to cold and viral infections
Proper handwashing after contact with patients

5.2.2 AcuteBronchitis ICD10 CODE: J20
Acute inflammatory disease of the bronchi.

Causes

Mostly viral

In older children, can be caused by
Mycoplasmapneumoniae

Secondary Bacterial infection: Streptococcus
pneumoniae, Haemophilus influenzae

Predisposing factors
Exposure to cold, dust, smoke
Cigarette smoking

Clinical features

Often starts with rhinopharyngitis, descend
progressively to larynx, pharynx, tracheitis

Irritating, productive cough sometimeswith
ganymucoid, blood streaked sputum

Chest tightness, sometimes with wheezing

Fever may be present

No tachypnoea or dyspnoea

Secondarybacterialinfection:fever>38.5°C,
dyspnoea, purulent expectorations
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Differential diagnosis
Bronchial asthma,emphysema
Pneumonia, tuberculosis

Investigations
&>  Diagnosis based on clinical features
&> Chest X-ray

Management
TREATMENT LOC
¥ Most cases are viral and mild HC2

FParacetamollgevery4-6hours(max:4gdaily)

T Child: 10 mg/kg (max: 500 mg) per dose

T Plenty of oral fluids

fChildren:nasalirrigationwithnormalsalineto
clearthe airway

TLocal remediesforcough(honey,ginger,lemon)

If there is suspicion of bacterial infection,
especiallyifpatientisingeneral poorconditions
(malnutrition, measles, rickets, severe anaemia,
elderly, cardiacdisease)
T Give Amoxicillin 500 mg every 8 hours
Child:40mg/kgdispersibletabletsevery12hours
T Or Doxycycline 100 mg every 12 hours
Child >8 years: 2 mg/kg per dose

Prevention
Avoid predisposing factors above

5.2.3 Coryza (Common Cold) 1CD10 CODE: J00

Acute inflammation of the upper respiratory tract;
rhinitis (nasal mucosa) and rhinopharyngitis (nasaland
pharyngitis).
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Cause
Viruses - several types, often rhinoviruses

Clinical features

Onsetusually sudden

Tickling sensation in nose and sneezing
Throatdry and sore

Profuse nasal watery or purulent discharge, tearing

Complications

Sinusitis

Lower respiratory tract infection (pneumonia)
Ear ache, deafness, otitis media

Headache

Differential diagnosis
Nasal allergy

Management

Common cold is aviraldisease andsodoesNOT
require any antibiotics. Antibioticsdonotpromote
recovery or preventcomplications, and cause patients
unnecessary side effects.

TREATEMENT LOC

No antibiotics, give only symptomatic treatment HC2

FlIncreasefluidintake,preferablywarmdrinks

T Give paracetamol for 2-3 days

f Home remedies (steam, honey)

fXylometazoline0.05 - 0.1%nosal drops2-3 HC4
dropsinto each nostril 3timesdaily (max:5
days)

For breastfeeding children

¥ Continue breastfeeding

fClear the nose with normal saline to ease
breathing or feeding

TKeepthe childwarm
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Note
+ Avoid coughsyrupsin children below 6 years

Prevention
Avoid contact with infected persons
Include adequate fresh fruits and vegetables in the diet

5.2.4 AcuteEpiglottitis ICD10CODE: J05.1

Anacute inflammation of the epiglottis, arare but serious
disease of young children. Airway obstruction is always
severe, and intubation or tracheostomy is often needed. Itis
raresinceroutine childhood immunisationwith Hib vaccine
was introduced.

Cause
Bacterial infection, commonly Haemophilus influenzae

Clinical features

Rapid onset of high fever

Typical:“tripodorsniffing” position,
preferringtostleaningforwardwithanopenmouth,
appearsanxious

Sore throat, difficulty swallowing, drooling,
respiratory distress

Stridor and maybe cough

Appears critically ill (weak, grunting, crying,
drowsy, denot smile, anxious gaze, pallor, cyanosis)

Asphynxia leading to quick death

Differential diagnosis
Laryngeal cause of stridor e.g. laryngotracheobronchitis

Caution

r Avoidtonguedepressionexaminationasthismaycause
completeairway blockage and suddendeath

rDonotforcechildtoliedownasitmay precipitateairway
obstruction
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Management
TREATMENT LoC

fAdmitandtreatasanemergency —intubationor H
tracheostomy may often be needed

f Avoid examination or proceduresthat agitate
childasthismayworsensymptoms. Avoid IM
medication

FlInsert 1V line and provide IV hydration

fCeftriaxone50mg/kgoncedailyfor7-10days

Prevention

Hibvaccine is part of the pentavalent
DPT/HepB/Hib vaccine used in routine immunisation
of children

5.2.5 Influenza("Flu") ICD10CODE:J9-11

A specific acute respiratory tract illness occurring in
epidemics and occasionally pandemics. Influenza virus
strains can be transmitted to humans from animals (pigs,
birds) and can occasionally mutate and spread from person
to person (e.g. swine flu, or HIN1).

Cause
Influenzaviruses of several types and strains
Spread by droplet inhalation

Clinical features

Sudden onset

[~ Headache, paininbackand limbs
Anorexia, sometimes nausea and vomiting
Fever for 2-3 dayswith shivering

[~ Inflamed throat

Harsh unproductivecough

DI B

DI D

Bl D

Complications
Secondary bacterial infection: bronchopneumonia
Toxic cardiomyopathy and sudden death

338 UGANDA CLINIC AL GUIDELINES 2022



4.1.4 PULMONARY OEDEMA

Differential diagnosis
Other respiratory viral infections

Investigations
&> Isolation of virus
&> Viral serology to identify virus

Management
TREATMENT LoC
If no complications: treat symptoms HC2

FParacetamol 1gevery4-6hours (max:4g/

day)
Child: 10 mg/kg per dose

For nasal congestion

T Use steam inhalation prn

fOrxylometazoline nose drops 0.05 -0.1% 2-3 HC4
drops intoeachnostril 3timesdaily (max:5
days)

In the breastfeeding child

flfblockageinterfereswith breastfeeding,clean/
clearnose withnormal saline

T Keep child warm

T Breastfeed more frequently

For troublesome cough
fFrequentwarmdrinks,homeremedies(honey,
ginger)

Prevention
Avoid contact with infected persons
Inactivated Influenzavaccineyearly (for

wulnerable populations)
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5.2.6 Laryngitis ICD10 CODE: J04

Inflammationofthelarynxwhichmayinvolvesurrounding
structures, e.g. pharynx and trachea

Cause

Viruses: Para-influenzagroup, influenza—by farthe
nmodcommon cause. Usually acute (up to 3 weeks)

Excessive use of the voice, allergic reactions,
inhalation of irritating substances, e.g. cigarette smoke,
gastroesophageal reflux. Often chronic symptoms (>3
weeks)

Clinical features

Onset similar to any upper respiratory tract infection
Fever usuallymild

Hoarseness

Differential diagnosis

Diphtheria, whooping cough
Laryngotracheobronchitis, epiglottitis
Bacterial tracheitis

Foreign bodyaspiration

Asthma

Airway compression by extrinsic mass (e.g.
tumours haemangioma, cysts)

Investigations

&> Blood: Complete blood count
& X-ray: Chest

&> Laryngeal swab for C&S

DIDIBIRIDID
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Management
TREATMENT LocC

The causeisusually viral forwhichthereisno
specifictreatmentand noneed forantibiotics
T Give analgesics HC2
T Use steam inhalations 2-3 times daily

T Rest the voice
TForchroniclaryngitis:identifyandtreatthecause

5.2.7 AcutelLaryngotracheobronchitis (Croup)
ICD10 CODE: 105.0

Anacuteinflammationoflarynx,tracheaandbronchi
primarily inchildren <3years, usually viral.

Cause
Measles virus
Influenza and Parainfluenzatype 1 viruses

Rarely - superinfection with bacteriae.g. H. influenzae

Note: Secondary bacterial infection is rare, therefore
antibiotics are rarely needed

Clinical features
Early phase (mild croup)
Barking cough, hoarse voice or cry

Inspiratory stridor (abnormal high-pitched sound)

Common cold

Late phase (severe croup)

Severe dyspnoeaand stridor at rest

Cyanosis (blue colourofchild-especially
extremitiesadmouth)

Asphynxia (suffocation)
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Caution
r Avoid throat examination. Gagging can cause acute
obstruction

T Admit the patient

fEnsure close supervision

F Give humidified oxygen 30-40%

T Keep well hydrated with IV fluids

FUse Darrow’s solution % strength in glucose
2.5%

T Steroids: hydrocortisone slow IV or IM
Child <1 year: 25 mg
Child 1-5 years: 50 mg
Child 6-12 years: 100 mg

- Ordexamethasone300micrograms/kg IM

T Repeatsteroiddoseafter6hoursifnecessary

flfnotcontrolled,nebuliseadrenaline0.4mg/
kg (max5mg)dilutedwithnormalsaline, repeat
after 30 min if necessary

If severe respiratory distress develops

fCarry out nasotracheal intubation or
tracheostomy if necessary

F Admit to ICU or HDU

Management
TREATMENT LOC
Mild croup HC2
fIsolate patient, ensure plenty of rest
f Keep well hydrated with oral fluids
- Useoral rehydration solution
T Give analgesics
T Single dose steroid:
- Prednisolone 1-2 mg/kg single dose HC3
- or Dexamethasone 0.15 mg/kg single dose HC4
If condition is severe H

RR
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Suspect bacterial infection if child does not
improve or appears critically ill
T Treat as epiglottitis (see section 5.2.4)

Note
+ Avoid cough mixturesinchildren<6yrs

Prevention
Avoid contact with infected persons
Isolate infectedpersons

5.2.8 Pertussis (Whooping Cough) 1cpiocope:a37

Anacute bacterial respiratory infection characterised by an
inspiratorywhoop following paroxysmal cough. Itishighly
contagiouswithanincubation period of 7-10days. Itisa
notifiable disease.

Cause
Bordetella pertussis, spread by droplet infection

Clinical features

Stage 1: Coryzal (catarrhal: 1-2 weeks)

Most infectious stage

Running nose, mild cough, slight fever

Stage 2: Paroxysmal (1-6 weeks)

More severe and frequent repetitive cough
ending inavhoop, vomiting, conjuctival
haemorrhage

Fever may be present; patient becomes increasingly tired

In infants <6 months: paroxyms lead to apnoea,
cyanosis(coughing bouts and whoops may be absent)

Stage 3: Convalescent

Paroxysmal symptoms reduce over weeks or months

Cough maypersist
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Complications may include

Respiratory: pneumonia(newonsetfevera
symptom), atelectasis, emphysema, bronchiectasis,
otitismedia

Nervous system: convulsions, coma,
intracranial haemorrhage

Others: malnutrition, dehydration, inguinal hernia,
redalprolapse

Differential diagnosis
Chlamydial and bacterial respiratory tract infection
Foreign body in the trachea

Investigations

&> Clinical diagnosis

&> Blood: complete blood count
&> Chest X-ray

Management
TREATMENT LOC
F Maintain nutrition and fluids HC4

f Give oxygen and perform suction ifthe child is
cyanotic

f For the unimmunised or partly immunised, give
DPT (three doses) as per routine immunisation
schedule

T Isolate the patient (avoid contact with other
infants) until after 5 days of antibiotic treatment

T Treatmentshouldbeinitiated within 3weeks
from onset of cough: Erythromycin 500 mg every
6 hours for 7 days
Child: 10-15 mg/kg every 6 hours

Note

+ Cough mixtures, sedatives, mucolytics, and
antihistaminesare USELESS inpertussisandshould
NOT begiven
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Prevention

Educate parentson the importance of
following teoutine childhood immunisation
schedule

Ensure good nutrition

Avoid overcrowding

Booster doses of vaccine in exposed infants

5.2.9 Pneumonia ICD10CODE:J13-18
Acute infection and inflammation of the lungs alveoli.

There are two major types:

Bronchopneumonia: involves both the lung
parenchymaand the bronchi. Common in children and the
elderly

Lobar pneumonia: involves one or more lobes of the
LrgCommon in young people

Causes
Causative agents can be viral, bacterial or parasitic.
Pathogensvaryaccordingtoage, patient’sconditionand
whether infection was acquired in the community or
hospital (Gramnegativearemorecommoninhospital).
Neonates: group B streptococcus,
Klebsiella, EodliChlamydiaand S. aureus
Children <5years: Pneumococcus, Haemophilus
influenzae, less frequently: S. aureus, M. catarrhalis, M.
Pneumoniae, viruses (RSV, influenza, measles)
Adults and children >5 years: most
commonly S.pneumoniae, followed by atypical
bacteria, e.g. Mycloplasma pneumoniae, viruses
Immunosuppressed: Pneumocystis (in HIV infected)

Predisposing factors

Malnutrition

Old age

Immunosuppression (HIV, cancer, alcohol dependence)
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Measles, pertussis
Pre existing lung or heart diseases, diabetes

Investigations

If facilities are available

T Do a chest X-ray and look for complications, e.g.

- Pneumothorax, pyothorax

- Pneumonitis suggestive of pneumocystis jiroveci
pneumonia (PCP)

- Pneumatocoeles (cavities filled with air) suggestive of
staphylococcal pneumonia

& Sputum: For Gram stain, Ziehl-Neelsen (ZN) stain, ake
for AFB

&> Blood: Complete blood count

5.2.9.1 PneumoniainanInfant(upto2months)

In infants, not all respiratory distress is due to infection.

But as pneumonia may be rapidly fatal in this age group,
suspected cases should be treated promptly and referred
for parenteral treatment with antimicrobials. Considerall
children<2monthswithpneumoniaasSEVEREdisease.

Clinical features

Rapid breathing (=60 breaths/minute)

Severe chest indrawing, grunting respiration
Inability to breastfeed

Convulsions

Drowsiness

Stridorinacalmchild,wheezing

Fever may or may notbe present

Cyanosisand apnoeic attacks (SpO2 less than 90%)

REREREREREREREN

Management
Infants with suspected pneumoniashould be referred to
hospital after pre-referral dose of antibiotics.
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TREATMENT LoC

T Admit H

T Keep baby warm

f Prevent hypoglycaemia by breastfeeding/giving
expressed breast milk/NGT

flfchildislethargic,donotgive oral feeds. Use IV
fluids with care (see section 1.1.4)

T Give oxygen to keep SpO, >94%

FAmpicillin50mg/kg 1V every6hours

fPlusgentamicin 7.5mg/kg IV oncedaily
Neonates < 7 days old: 5 mg/kg IV once daily

fInprematurebabies,thedosesmayneedtobe
reduced (specialist only)

In severely ill infants
T Ceftriaxone 100 mg/kg IV once daily

Alternative (only use if above not available)

fChloramphenicol 25 mg/kg IV every 6 hours
(contraindicated in premature babies and
neonates <7 daysold)

fContinuetreatment forat least 5 days, and for 3
daysafterthechildiswell

fIfmeningitisissuspected,continuefor21days

flfsepticaemiaissuspected, continue for 10 days

5.2.9.2 PneumoniainaChild of 2months-5years

Clinical features

Fever, may be high, low grade or absent (in severe illness)

Pneumonia

Cough

Fastbreathing (2-12 months:>50bpm, 1-5
years:>®&pm)

Mild chest wall in-drawing
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Severe pneumonia

Asabove plus at least one of the following

Central cyanosis (blue lips, oralmucosa, finger
nails @xygen saturation <90% using apulse
oximeter)

Inability to feed, vomiting everything

Convulsions, lethargy, decreased level of consciousness

Severe respiratory distress (severe chest
indrawing, grunting, nasal flaring)

Extrapulmonary  features, e.g. confusion or
disorientation, may predominate and may be the only signs
of pneumonia in malnourished or immunosuppressed
children

Management of pneumonia

TREATMENT LOC

Non severe pneumonia

fGiveoralamoxicillin dispersible tabs (DT) 40 HC2
mg/kgevery 12 hoursfor5daysO

- 2-12 months 250 mg (1 tab) every 12 hours for 5
days

- 1-3years500 mg (2 tabs) every 12 hours for 5 days

- 3-5years 750 mg (3 tabs) every 12 hours for 5 days

If wheezing present

fSalbutamolinhaler 1-2 puffsevery 4-6 hours HC3
until wheezing stops

T Reassess child for progress after 3 days

Severe pneumonia

T Refer to hospital after 1st dose of antibiotic

T Admit

fGive OxygenifSpO,<90% with nasal prongsand | HC4
monitor through pulse oximetry

FGiveampicillin50mg/kg 1VVevery6hoursor | HC4
benzyl penicillin 50,000 IU/kg IM or IV
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TPlusgentamicin7.5mg/kgIMor1Voncedaily
— Continuetreatmentforatleast5days,upto10days

Ifnotbetterafter48hhours, usesecondline

fCeftriaxone 80 mg/kg IM or IV once daily

fIf staphylococcus is suspected (empyema,
pneumatocele at X ray) , give gentamicin 7.5 mg/
kg once daily plus cloxacillin 50 mg/kg IM or IV
every 6hours

Once the patient improves

fSwitchtooralamoxicillin40mg/kgevery 12
hoursfor5daystocompleteatotal ofatleast5
days of antibiotics

Alternative (if above not available/not working)
FChloramphenicol 25 mg/kg IV every 6 hours

Other treatments

fGive Paracetamol 10 mg/kg every 4-6 hours for
fever

fIfwheezing,givesalbutamol1-2puffsevery4-6
hours

fGentlesuctionofthicksecretionsfromupper
airway

T Daily maintenancefluids—carefultoavoid
overloadespeciallyinsmalland malnourished
children (see section1.1.4)

flfconvulsions, give diazepam 0.5 mg/kg rectally
or0.2mg/kg IV

If convulsions are continuous

T Give a long-acting anticonvulsant, e.g.
phenobarbital 10-15mg/kg IM asaloading dose.
Dependingonresponse, repeatthisdose after 12
hoursorswitchtooralmaintenancedoseof3-5
mg/kgevery 8-12 hours
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Monitor and record

Respiratory rate (every 2 hours)

Body temperature (every 6 hours)
Oxygen saturation (every 12 hours)
Improvementin appetite and playing
Use of accessory muscles of respiration
Ability to breastfeed, drink and eat

5.2.9.3 PneumoniainChildren>5yearsandadults

Clinical features

Moderate

Fever,chestpain, cough (withorwithoutsputum),
igadbreathing (> 30 bpm), no chest indrawing

Severe

As aboveplus

Chestindrawing

Pulse >120/minute

Temperature > 39.50C

Low BP <90/60 mmHg

Oxygen saturation less than 90%

Note

+ Extrapulmonary features,e.g.confusionordisorientation,
may predominateand may bethe only signsofpneumonia
inelderly orimmunosuppressed patients

DIDBIRIDI

Management

TREATMENT LOC

Moderate pneumonia (ambulatory patients)

T Amoxicillin500mg-1gevery8hoursfor5days | HC2

T Children: 40 mg/kgevery 12 hoursfor5days.
Preferablyusedispersibletabletsinyounger
children
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If penicillin allergy or poor response after 48 hours
(possible atypical pneumonia), give:
T Doxycycline 100 mg every 12 hours for 7-10 days
T Child > 8 years only: 2 mg/kg per dose
fOrErythromycin500mgevery6hoursfor5days
— 14 days in cases of atypical pneumonia

Child: 10-15 mg/kg per dose

Severe pneumonia (hospitalised patients)

f Give oxygen and monitor SpO, saturation with
pulse oximeter

fBenzylpenicillin2 MU IV or IM daily every 4-6
hours
Child: 50,000-100,000 IU/kg per dose

If not better in 48 hours:
T Ceftriaxone 1 g IV or IM every 24 hours
Child: 50 mg/kg per dose (max: 1 g)

If S. Aureus is suspected
T Cloxacillin 500 mg IV every 6 hours

If other options are not available
T Chloramphenicol 1g 1V every 6 hoursfor7 days
Child: 25 mg/kg per dose (max: 750 mg)

HC3

5.2.9.4 Pneumoniaby Specific Organisms

TREATMENT

LOC

Stapylococcus pneumonia
Thisformisespeciallycommonfollowingarecent
influenza infection. It can cause empyema and
pneumatocele.

Adults and children >5 years:
fCloxacillin1-2g1VorIMevery6hoursfor10-14
days
Child >5 years: 50 mg/kg per dose (max: 2 g)
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Child 2 months-5 years

T Cloxacillin25-50mg/kg 1V orIMevery 6 hours

fPlusgentamicin 7.5mg/kg IV in 1-3divided
dosesdaily

— Continue both medicines for at least 21 days

Mycoplasma pneumoniae

fDoxycycline100mgevery12hoursfor7-10days
Child >8 years: 2 mg/kg per dose

X Contraindicated in pregnancy

TOrerythromycin500mgevery6hoursfor5days
Child: 10-15 mg/kg per dose

Klebsiella pneumonia

fGentamicin5-7mg/kglVVdailyindivideddoses

T Or ciprofloxacin 500 mg every 12 hours
Child: chloramphenicol 25 mg/kg every 6 hours

- Give a5-day course

- Amend therapy as guided by C&S results

Pneumococcal pneumonia

FBenzylpenicillin50,0001U/kg 1V orIMevery 6
hours for 2-3 days then switch to oral
Amoxicillin500mg-1gevery8hoursfor5days
Children: 40mg/kgevery 12 hoursfor5days.
Preferablyusedispersibletabletsinyounger
children

5.2.9.5 PneumocystisjiroveciiPneumonia
Refer to section 3.1.5.2
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5.2.9.6 LungAbscess ICD10 CODE: J85.0-1
Localised inflammation and necrosis (destruction) of
lungtissueleadingtopusformation. Itismostcommonly
caused by aspiration of oral secretions by patients who have
impaired consciousness.

Cause
Infection of lungs with pus forming organisms:
e.g.
Klebsiella pneumoniae, Staphylococcus aureus
Clinical features
Onsetisacute or gradual
Malaise, loss of appetite, sweating with chills
and fever
Coughwithpurulentsputum, foul-
smelling breaih(halitosis)
Chest pain indicates pleurisy
Finger clubbing

Complications

Pus in the pleural cavity (empyema)

Coughing out blood (haemoptysis)

Septic emboli to various parts of the body,
e.g. han(causing brainabscess)

Bronchiectasis (pus in the bronchi)

Differential diagnosis

Bronchogenic carcinoma

Bronchiectasis

Primary empyemacommunicating with abronchus
TB ofthe lungs

Liver abscess communicating into the lung
Investigations

&> Chest X-ray

f Early stages: Signs of consolidation

f Laterstages: A cavity with a fluid level

&> Sputum: Formicroscopy and culture and sensitivity
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Management
TREATMENT LOC
fBenzylpenicillin 1-2 MU IV or IM every 4-6 HC4
hours

Child: 50,000-100,000 1U/kg per dose (max:

2 MU)
fPlusmetronidazole500mglVevery8-12hours

Child: 12.5 mg/kg per dose

Onceimprovementoccurs,changetooral
medication and continue for 4-8 weeks
T Metronidazole 400 mg every 12 hours
Child: 10 mg/kg per dose
FPlus Amoxicillin 500 mg-1 g 8 hourly
Child: 25-50 mg/kg per dose for for 4-6 weeks
T Postural drainage/physiotherapy
¥ Surgical drainage may be necessary

Prevention
Early detection and treatment of pneumonia

5.3TUBERCULOSIS (TB) ICD11 CODE: A15-A19

5.3.1Definition, Clinical Features and
Diagnosis of TB

A chronic infection caused by Mycobacterium tuberculosis
complex. Itcommonly affects lungs but can affect any organ
(lymph nodes, bones, meninges, abdomen, kidney).

FormoreinformationonthemanagementofTBsee:

&> Manual ofthe National TB/Leprosy Programme
(NTLPin Uganda4"Edition, 2022

@D

&> NTLP desk guide

&> Latent TB guidelines

&> National drug resistant TB guidelines
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Causes

Mycobacterium tuberculosis complex (e.g. M.

tuberculosis,
M. bovis, M. avium, M. africanum and M. Microti)

M. tuberculosis is the commonest cause of
tuberculosis

Transmissionby dropletinhalation
(cough from a patientwithopenpulmonary TB);
canalsobethroughdrinking unpasteurised
milk, especially M.bovis

Clinical features
General symptoms
Feversespecially in the evening,
excessive night sweats
Weight loss and loss of appetite
Pulmonary TB
Chronic cough of >2 weeks (however,
in HIV sttings,cough of any duration)
Chestpain, purulentsputum
occasionally blood-stained, shortness of breath
Extrapulmonary TB
Lymphnode TB: Localized enlargement
of lymph rosdepending on the site affected
(commonly neck)
Pleural or pericardial effusion
Abdominal TB: ascites and abdominal pain
TBmeningitis: subacute meningitis (headache,
alteration of consciousness)
Bone or joint TB: swelling and deformity

Complications
Massive haemoptysis - coughing up >250 mL
blood mepisode
Spontaneous pneumothorax and pleural effusion
TB pericarditis, TB meningitis, TB peritonitis
Bone TB: can be TB spine with gibbus, TB
joints wideformity)
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Respiratory failure

TB Case Definitions

CASE DEFINITION

DESCRIPTION

Presumptive TB
patient

Any patient who presents with
symptoms and signs suggestive of TB
or found to have chest X-ray
suggestive of active TB disease

Bacteriologically
confirmed TB
patient

Patientinwhombiological specimen
is positive by smear microscopy,
culture or molecular WHO
Recommended Diagnostic
(MWRD) test like GeneXpert
Truenat or TB LAMP. All such
casesshouldbenotified (registeredin
the unit TB register)

Clinically
diagnosed TB
patient

Patient who does not fulfil the criteria
for bacteriological confirmation
buthasbeendiagnosed withactive
TBbyaclinician onthe basis of
clinical signs and symptoms
supported by relevant

investigations

Classification of TB Disease

CRITERIA CLASSIFICATION
Site of the Pulmonary TB:
disease bacteriologically confirmed or

clinically diagnosed case,
affecting lung parenchyma or
tracheobronchial tree.

ExtrapulmonaryTB: Anyother
case of TB.

Isolated TB pleural effusion and
mediastinal lymphadenopathy
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without lung tissue involvement is
considered extrapulmonary TB

If the patient has pulmonary and
extrapulmonary involvement, he/ she
will be classified as pulmonary TB

History of
treatment

New: no previous TB treatment
(or treatment less < 1 month)

Relapse: patient who
completed aprevious course of
treatment, wasdeclared cured
or treatment

completed, and is now diagnosed
with a recurrent episode of TB

Treatment after failure:
those who have previously been
treated for TB and whose treatment
failed at the end of their most
recent course of treatment

Treatment after loss to
follow- up: Patienthas been
previously

treated for TB and weredeclared
lost to follow-up atthe end of their
most recent course of treatment.

Treatment history unknown:
Those who have previously been
treated for TB but whose Outcome
after their most recent course of
treatmentisunknownor
undocumented

Drug
susceptibility
status

(based on drug

Drug Sensitive TB (DS-
TB): These are sensitive to 1st
line anti-TB drugs

Drug resistant TB (DR-
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susceptibility
Tests)

TB): Resistant to any anti-TB
drug. Can be classified as
follows.
Rifampicinresistant:any
caseof rifampicinresistance
(isolated orin combination with
other resistance) (RR-TB)

Monoresistant: resistant to only
one first line anti-TB drug

Poly drug resistant: resistant
to morethanonefirstlineantiTB
other than both rifampicinand
isoniazid

Multi drug resistant: resistant
to rifampicinandisoniazid (MDR —
TB)

Extensive drug resistance
(XDR-TB): resistant to rifampicin,
isoniazid (MDR TB) and any
fluoroquinolone and at least one of
either bedaquiline or Linezolid )

HIV status

Positive: patients who tested
HIV positive at time of diagnosis
or already enrolled in HIV care

Negative: patients who tested
negativeatthe momentof
diagnosis

Unknown: Iftestingisthen
performed at any moment during
treatment, patientshouldbere
classified

Differential diagnosis
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Histoplasma pneumonia, trypanosomiasis, brucellosis
Pneumonia

COVID-19

HIV/AIDS

Malignancy

COPD, asthma, bronchiectasis, emphysemaetc.

Post TB lung disease

Fungal infection of the lungs e.g. Aspergillosis

Screening and diagnosis of TB disease

TB screening: is defined as the systematic identification of people
at risk for TB disease, in a predetermined target group, by
assessing using tests, examinations or other procedures that can
be applied rapidly

TB screening approaches:

BI DI B B DI DRI D

e Symptom screening or CXR

e Allindividuals seeking health care should be screened for TB at
each visit

Investigations for TB
[ | Obtain sputum sample or other relevant samples from presumptive
TB patients for diagnosis
e  Xpert MTB/RIF is the recommended diagnostic test for TB
diagnosis
e  Where Xpert MTB/RIF test is not available, do
Sputum smear microscopy for AAFBs (ZN stain) but send
the sample for Xpert MTB/RIF test.

GeneXpert MTB/Rif: automated DNA test on body
samples (sputum, lymphonodes tissue, pleural fluid, CSF
etc) which candiagnose pulmonary TB and determine
susceptibilitytoRifampicin. Itissuperiortomicroscopy.
Other investigations

* X-ray,abdominalultrasound, biopsies etc. canbe
used for sputum and GeneXpert negative patients or
in case of extrapulmonary TB according to clinical
judgement
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e TSTcan be used as a supportive test to guide decision to treat for
TB in children

&> Sputum culture and Drug
susceptibility test: is gonfirmatory test for TB
and also provides resistance patternto TB medicines.
Do this test for:

f Patientswith Rifampicin resistance reported with
GeneXpert

f Alsopatientsonfirst-linetreatmentwho remainpositive
at 2 months and are reported Rifampicin sensitive on
GeneXpert

f Patientssuspected to be failing on first-line treatment

Note: All presumed and diagnosed TB patients should be
offered an HIV test
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5.3.1.1Tuberculosis in Children and adolescents

RESPIR ATORY DISEASES '

TB may presentatany age in childrenthough therisk is
highestbelowtheage of2years. Whencomparedtoadults,
childrenare more proneto TB infection, TB disease, and
severe forms of TB disease.

Risk factors

Contact with infectious (pulmonary) case of TB

Age<5years

Immunosuppression (HIV, malnutrition, diabetes, etc).

Age < 1yearand lack of BCG vaccination are risk
factors for severedisease

Clinical features

Suspect TB inall children with

- Fever > 2weeks

- Cough>2weeks

- Poorweightgain for one month

- Close (home) contact of pulmonary TB case.

- In young children, reduced playfulness, poor feeding,
decreased activity

- Other signs include swollen lymph nodes in the neck, groin
region etc.

Investigations

&> Bacteriological confirmation of TB is more difficult
in children. The diagnosis of TB in children is dependent
on conducting a detailed clinical assessment combined
with available tests

&> Whenever possible, geneXpert should be performed

Management

The principles and objectives of TB treatment are similar
to those of adults. In addition, effective treatment of TB in
children promotes growth and development.
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5.3.1.2Drug-ResistantTB

RESPIR ATORY DISEASES '

Drug resistance is said to occur when TB organisms
continuetogrowinthe presence ofoneormoreanti-TB
medicines.
Although several factors can
contribute to the developmentofdrug-
resistant TB, inadequate anti-TB treatment
isprobably the mostimportant. Inadequate
anti-TBtreatmentleadsto mutation indrug-susceptibility
bacilli making them drug resistant.

Who is at risk for drug-resistant TB:

f Contactwith known drug-resistant tuberculosis

f Retreatments (relapses, treatment after failures, return
after loss to follow-up)

f History of frequentinterruption of drug treatment

f Patientswho remainsputum smear-positive atmonth 2 or
3 of first-line anti-TB treatment

Patients presumed to have DR-TB should
be screened usingrapiddrugsusceptibility
testing(DST)ofrifampicin (Xpert MTB/RIF,
Truenat)

f Allpatients who are drug-resistant TB suspects should
therefore have sputum/other specimens taken for culture
and DST.

Patients with drug-resistant TB
should be linked to designated MDR
TB treatment initiation centers in the
respective regions

DRUGRESISTANTTBISAMAJORPUBLICHEALTH
PROBLEM. INADEQUATE TB TREATMENT ISTHE

MAJOR CONTRIBUTING FACTOR!

5.3.1.3 Post-TB patient management

Apost-TB patient is one who was successfully treated for
TB but presents with respiratory symptoms (chest pain,
shortness of breath, cough).
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Re-do standard TB diagnostic evaluation
(uiumgeneXpert and Chest X ray)

If negative, evaluate for post-TB lung disease
e.g. bronchiectasias, COPD, pulmonary
hypertension.

In most cases these patients have residual lung damage
on Chest X-ray from previous TB, BUT they do not need
retreatment if bacteriologically negative

Counsel the patient and give supportive treatment e.g
Pulmonary rehabilitation, etc.

5.3.2Management of TB

General principles
The country hasadopted patient centered care. . Itis
recommended thatall TB medicinesare takenunderdirect
observation by atreatment supporter (DOT).Digital
Adherence Technologies (DAT) have been introduced
to support treatment adherence.
Anti-TB drugs are given in fixed dose combination
F>Oregimens according to the patient’s TB classification
Treatmentisdivided into 2 phases: aninitial (intensive)
phaseof2monthsandacontinuation phase of4 months
(longer in severe forms of TB particularly TB meningitis
and osteoarticular TB)TB treatmentregimens are
expressed inastandard format,
e.g. 2RHZE/4RH where:
- Lettersrepresentabbreviated drug names
- Numbers show the duration in months
- /showsthe division between treatment phases
Other shorter term (4-months) treatment regimen recently
adopted
« 2 HRE(Z)/2RH for children 2 months to 16 years
* 2 HPMZ/2HPM for adults
Anti-TBdrugs havesideeffectsand they
shouldlenanaged appropriately (see next section)
TB treatment monitoring should be done by
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clinical,sputum and where possible radiological

Aconclusion of’treatmentoutcome” statusshould le
done forevery patient treated for TB

First line anti-TB medication

RESPIR ATORY DISEASES '

DRUG ADULT CHILDREN | CONTRAINDICATIONS
DOSE DOSE (C)/INTERACTIONS (I)
Isoniazid | 5 mg/kg | 10 mg/ C: Liver
(H) oral | (max 300 | kg (range | disease, known
mg) 7-15mg/ | hypersensitivity
kg) I: carbamazepine,
phenytoin
Rifampicin| 10 mg/kg | 15 mg/ C: Liver
(R) oral | (max 600 | kg (range | disease, known
mg) 10-20 hypersensitivity
mg/kg) | 1. Oral
contraceptives,
nevirapine,
warfarin, phenytoin,
glibenclamide
Pyrazina- | 30-40 35 mg/ C: Liver
mide mg/kg kg (range | disease, known
(Z) oral | (max 30-40 Hypersensitivity
2500 mg) | mg/kg)
Etham- 15 mg/kg | 20 mg/ C:Preexistingoptic
butol (E) kg (range | neuritis, established
oral 15-25 kidney failure
mg/kg)
Moxiflox | 10-15mg Resistance to a
acin (M) | /Kg fluoroquinolone
oral
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Note

+ Rifampicin interacts with oestrogen-containing
contraceptivesandreducesthe protectiveefficacy ofthe
contraceptives. Use high dose contraceptive or use an
additional barrier method.

Important: Thechoiceofregimennowdependson

rifampicinsensitivityand notontheprevioushistory of

treatment:

f All patients without rifampicin resistance (either new or
re-treatments) aretreated with 1stline regimen.

T Patientswithrifampicinresistance (eitherneworre-
treatments) are treated with second line medicationin a
designated MDR-TB treatment facility.

Susceptible TB: 1st line treatment regimens

For patients withoutrifampicin resistance o Gene Xpert
MTB/RIf (both new and re-treatment cases).

New cases notbelongingto priority (risk) groupsandin
whichdiagnosiswasdonebysputumexaminationwillalso
be treated with this regimen.
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TYPE OF TB DISEASE

REGIMEN FOR
SUSCEPTIBLE TB

INTENSIVE| CONTINUATION
PHASE PHASE

LOC

All forms of TB in
adults and children of
all ages but

excluding TB
meningitis and Bone
TB)

2RHZ 4RH
E

HC3

TB meningitis Bone
(Osteoarticular) TB

2RHZ 10RH

HC4 and
above

Alternative 1%-line
treatment regimen

IAll forms of
TB in
children (2
months to 16
years) with
non-severe
disease

2 2RH
HRE(Z

General
Hospital
and
above

IAll forms of
TB in adults
above 12
years,
weight >40
Kgs, if HIV
positive
CD4>100
cells/L

2 2HPM
HPMZ
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Drug -resistant TB
Patients with drug -resistant TB should undergo culture
and Drug Sensitivity testing, and be treated with second
line regimens according to national guidelines.

Notify therelevant TB focal personsand organize referral to
MDR-TBtreatment initiation center forappropriate

management.
TYPE OF TB| REGIMEN FOR DRUG LocC
DISEASE RESISTANT TB
INH mono- | 6(H)REZ-levofloxacin) [DTUS
resistance
RR/MDR TB Treatment at designated | Hospital and
MDR TB treatment above
initiation centers as per
the national guidelines
Pre XDR,  Treatment at designated | Hospital and
XDR MDR TB treatment abovein
initiation centers as per | consultation with
the national guidelines national panel

Adjunctive treatment

TREATME

NT

LOC

fVitamin B, (pyridoxine): 25 mgperday; given
concomitantlywithisoniazid forthedurationof
therapy, to prevent peripheral neuropathy

T Prednisolone in TB patients in whom
complicationsof fibrosis areanticipated because
ofsevereinflammationsuchasTBmeningitis.

— Prednisolone is given in a dose of 1-2 mg/kg body
weight(notmore than 60 mg/day)asasingle dose
for4weeks, and then tapered off over 2 weeks

HC3 |
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Monitoring of susceptible TB

LABORATORY MONITORING (FOR PULMONARY TB)

At the end of the initial 2 months:

- Sputum smear-negative; start continuation phase

- Sputum smear-positive; do GeneXpert to rule out
rifampicin resistance, start continuation phase and Xpert
MTB/XDR where accessible, to rule out resistance to
other drugs

- IfRifampicin-resistant, refer for MDR-TB treatment
and

- If Rifampicin-sensitive, continue with first-line
- treatment, explore adherence issues but repeat smear at

At the beginning of 5 months:
- Sputumsmear-negative, continue with continuation

treatment

- Sputum smear-positive, diagnose Treatment Failure
- Takesputum forGeneXperttorule out Rifampicin

Resistance and Xpert MTB/XDR where accessible, to
rule out resistance to other drugs

- If Rifampicin Resistant, refer for DR treatment
- If INH resistant manage as INH mono-resistant TB as

above

- If TBdetected butnotRifampicin Resistant, restartfirst

line regimen but explore adherence issues

During the 6th month:

Sputum smear-negative, complete treatmentand
declare cured or treatment completed

Sputum smear-positive, diagnose treatment failure
Takesputum for GeneXpertto rule outrifampicin
resistance and Xpert MTB/XDR where

accessible, to rule out resistance to other drugs

If Rifampicin-resistant, refer for MDR-TB treatment
If Rifampicin-sensitive, restart first-line treatment,
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explore adherenceissues

CLINICAL MONITORING (FOR ALL TB CASES)

- Monitor well-being and weight gain
- Assess and reinforce treatment adherence
- Assess and manage side effects

Note

+ Radiological monitoring—this method should not be used
asthe sole monitoring tool

Management of treatment interruptions
Refer to NTLP manual

Treatment outcomes
Aconclusionshouldbemaderegardingtreatmentoutcome
of EVERY TB patient who has been started on anti-TB

treatment.

OUTCOME DESCRIPTION

Cure A pulmonary TB patient with
bacteriologically confirmed TB atthe
beginning oftreatmentwhowassmear-
or culture-negative in the lastmonth of
treatmentand on at least one previous
occasion

Treatmen ATB patientwhocompletedtreatment

t withoutevidence offailure BUT with

complete no record to show that sputum smear

d or culture results in the last month of
treatmentand on at least one previous
occasionwerenegative, eitherbecause
tests were not done or because results
are unavailable
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Lost to A TB patient who did not start
follow- up treatment, orcompleted more than

1 month of treatmentand whose
treatmentwas interrupted for 2 or more
consecutive months

Died ATB patientwho diesforany reason
before starting orduringthe course of
treatment

Treatment A TB patient whose sputum smear or

failure culture is positive at month 5 or later
during treatment

Not A patient for whom no treatment

evaluated outcomeisassigned. Thisincludescases

“transferred out” to another treatment
unit as well as cases for whom the
treatment outcome is unknown to the
reporting unit

Treatment The sum of cured and treatment
success completed

5.3.2.1 Anti-TBDrugs Side Effects
Common side effects

DRUG SIDE-EFFECTS
Isoniazid Hepatitis, peripheral neuropathy
Rifampicin Flu-like syndrome, dermatitis, hepatitis,

reddish-brown colouration of urine
Pyrazinamide | Joint pains, hepatitis

Ethambutol | Impairedvisualacuityandcolourvision

Moxifloxacin | Tendonitis, arthralgia, Gl
disturbance, heamaturia
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DRUG(S)
SIDE-EFFECTS | LIKELY TO MANAGEMENT
CAUSE
Low appetite, | Pyrazinamide, | Give drugs with
nausea, Rifampicin small meal or just
abdominal pain before going to bed
Joint pains Pyrazinamide | Give an analgesic
e.g. ibuprofen or
Paracetamol
Burning Isoniazid Pyridoxine 25-100
sensation in the mg daily
feet
Orange/redurine| Rifampicin Reassure the
patient that it is not
harmful
Skin rash Any anti-TB Depending
(hypersensitivity | drug on degree, see
reaction) guidelines below
Deafness(no Streptomycin | Stop streptomycin.
wax on Use Ethambutol
auroscopy)
Dizziness,
vertigo, and
nystagmus

Jaundice (other
causes excluded)

Pyrazinamide,
Rifampicin and
Isoniazid

Stop anti-TB drugs
see guidelines
below

Mental confusion

Isoniazid,
Rifampicin and
Pyrazinamide
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2. If no jaundice,
suspect Isoniazid,
increase dose of

pyridoxine
Visual Ethambutol Stop Ethambutol.
impairment Use streptomycin
(other causes
excluded)

Hypersensitivity reaction

Most anti-TB drugs can cause hypersensitisation between
week 3 and week 8 of treatment in order of frequency:
ethambutol, pyrazinamide, rifampicinandisoniazid.

If mild (simple itchy rash), give antihistamine (e.qg.
chlorpheniramine) and moisturizerand continue treatment.

Severe reactions are characterised by

- Fever, headache, vomiting

- Maculardark erythematous rashwhich canprogresstoa
StevenJohnson-Toxic Epidermal Necrolysis syndrome
(seesection 22.7).

TREATMENT LOC
T Stop all drugs immediately H
T Manage supportively (see section 22.7)

T Refer for specialised management RR

Drug-induced hepatitis

Severe hepatic damage, presenting with jaundice, vomiting,
severe malaise. Inorderof frequency, theimplicated drugs
arelsoniazid,Pyrazinamide, Rifampicinand Ethambutol.
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TREATMENT LOC

T Stop all drugs immediately H

T Manage supportively (see section 22.7)

f When jaundice has resolved, re-introduce single RR
drugsat3-7 daysinterval, starting from the least
likely involved

Tlfreactionverysevere,donottrytorestart
pyrazinamide.IfRHtolerated,donottry
pyrazinamide

fUsealternativeregimenavoidingthecausative
drug

5.3.2.2 Preventionand Infection Controlof TB

Case diagnosis and management
A TB patient is more infectious before they start TB
treatment.
Provide PPE to sputum-positive patients
Early detection of casesand initiation of

appropriate Breatment
Treatment under directly observed treatment

(DOT) adfollow up to ensure adherence and cure
Contact tracing
Tracing of contacts of TB patients
Routine screening of health workers for laent&active TB

HIGH PRIORITY PATIENTS FOR CONTACT

TRACING

Bacteriologically confirmed PTB (Smear positive or
Xpert positive or Culture positive)

Cavitation of chest x-ray

Age <5 years

MDR TB « PLHIV

Other preventive measures
BCG vaccinationatbirth to preventsevere formsof TB

TB Preventive Treatment for categories at risk
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General hygiene

Avoidance ofovercrowding

Cough hygiene (cover cough with pieces of cloth,
weshinghands with soap, proper disposal of sputum)

Avoid drinking unboiled milk

Good nutrition

Promote good ventilation in housing &transport

 Open ventilators, windows & doors that allow air
exchange

5.3.2.3 Tuberculosis Preventive Treatment
Tuberculosis preventive treatmentisrecommended to
prevent the developmentofactive TB diseaseinan
individual who has latent TB infection (LTBI).

Uganda guidelines for programmatic management of
Latent TB infection recommend TB preventive
treatment (TPT)inthe following categories of people:

- Personsliving with HIV

- Child & adult contacts of pulmonary TB patients

S3ASY3SIA AYOLY }IIdS!ﬂ

Donotuse TPT incasesofactive TB
Donotuse TPT incontactsof MDR-TB

5.3.2.4
TREATMENT LOC
T Exclude active TB HC3

- Assess for cough, fever, weight loss and nights
sweats (Children: cough, fever, poor weight gain)

- Ifanyofthe TB symptomsare present,doclinical
evaluation for TB

= Ifnone s present, TB is unlikely, then rule out
contra-indications for TPT medicines. If none, then
give

- ¥ Give TPT as per dosing chart below.
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Note

* HIV positive children < 1 year should receive TPT only if they

have history of contact with TB case and active TB has been
excluded

5.3.2.5 TB Preventive Treatment Dosing
Chart
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Medicine Formulation | Dose of TPT Dose/ Recommended number of tablets per body weight in kilograms
frequency & medicine (mgs) | weight
duration
3HP (once | Fixed Doze Rifapentine 359 | 6-99 | 10-15 | 16-23 | 24-30 | 31-34 | 35-45 | >45
weekly Combination 300mg/ kgs Kgs kgs kgs kgs kgs kgs kgs
rifapentine (FDC) Tablet | Isoniazid
plus 300mg
isoniazid for | Single Pyridoxine 1 15 2 25 3 3
3 months) medicine 25mg/day
tablet 1 1 1 1 1 1
6H (daily 359 | 6-99 | 10- 14— 20-
isoniazid for kgs Kgs 13.9 19.9 24.9
6 months) kgs kgs kgs
Single Isoniazid 100 | <10 years 0.5 1 15 2 25
medicine mg 10mg/kg
tablet > 10 years
5mag/kg
Isoniazid 300 | > 10 years
mg 5mag/kg
Single Pyridoxine 25
medicine mg
tablet
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3RH  (daily
Rifampicin
Isoniazid for
3 months) RH 75mg/50mg | < 10 years
R o
Fixed Doze 15mg/kg
Combination H =
(FDC) Tablet 10mg/kg
RH > 10 years
150mg/75mg R -
10mg/kg
H - 5
mg/kg
Single Pyridoxine
medicine 25mg/day
tablet
Medicine Formulation | Dose of TPT Dose/ Recommended number of tablets per body weight in kilograms
frequency & medicine (mgs) | weight
duration
1HP  (once 3-5.9 6-9.9 10-15 | 16-23 | 24-30 | 31-34 35-45 >45
daily kgs Kgs kgs kgs kgs kgs kgs kgs
rifapentine One Isoniazid Regardless 1 15 2 25 1 1
plus . H) 300m of weight
isoniazid for Slné]_le' Eab)let ’ band
1 month - 28 ggleltcsme 4 Rifapentine
days) for (P) 150mg

adolescents
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>13 years & tablets / day
adults
1 1 1 1 4 4
Pyridoxine 1 1 1 1 1 1
25mg/day

Preferred options for TB Preventive Treatment

TPT medicine option Target population (active TB ruled out)

Isoniazid monotherapy Contacts of PBC TB patients < 2 years of age

PLHIV on protease inhibitors

3. Pregnant women living with HIV with;
a. history of contact with a TB patient
b. CD4 < 200 cells/ml
C. WHO stage 3 or 4

Isoniazid/co-trimoxazole/pyridoxine (Q-TIB) PLHIV;

new (<12 months) in care

CD4 < 200 cells/ml

WHO stage 3 or 4

3 months of Rifapentine/Isoniazid PLHIV > 2 years of age (not on protease inhibitors (PI)

Contacts of PBC TB patients > 2 years

1 month of Rifapentine/Isoniazid Prisoners

Health workers







GASTROINTESTINAL AND HEPATOBILIARY DISEASES

4.1.4 PULMONARY OEDEMA

6. Gastrointestinal and

Hepatic Diseases

6.1 GASTROINTESTINALEMERGENCIES

6.1.1 Appendicitis (Acute) I1CD10 CODE:K35-K37
Inflammation of the appendix.

Causes
Blockage ofthe appendix ductwith stool or
particles, followed by infection by intestinal bacteria

Clinical features

Constipation (common)

Pain situated around the umbilicus

- Crampy, keeps on increasing in severity

Aftersome hours, the painis localised in the right
iiecfossa and becomes continuous

There may be nausea and vomiting

Fever (low grade in initial stages)

Tendernessandrigidity (quarding) inrightiliac fossa

Generalized abdominal pain and signs of
peritonitis follows rupture when the contentsare
poured into the abdominal cavity

Differential diagnosis

Salpingitis (in females), ovarian cyst

Ectopic pregnancy

Pyelonephritis, ureteritis (inflammation of the ureter)
Intestinal obstruction

Investigations
@ Nospecialinvestigations-good historyand phyad
examination are essential for diagnosis

374 UGANDA CLINICAL GUIDELINES 2022



4.1.4 PULMONARY OEDEMA

&> Complete blood count: look for leucocytosis

&> Transabdominal ultrasound

&> Abdominal X ray (to assess for perforation and
inesirdlocclusion)

Management
TREATMENT LoC
T Emergency surgery H

TIfsurgeryisdelayed,startantibiotictreatment
while referring

- ceftriaxone 2 g IV once daily
Child: 80 mg/kg IV once daily

- plus metronidazole 500 mg IV every 8 hours
child 10 mg/kg 1V every 8 hours

T Startantibiotic prophylaxisbeforethesurgery
and continue for a duration depending on the
findings(<24hoursforunperforatedappendix, at
least 5 days for perforated appendix)

6.1.2 AcutePancreatitis ICD10 CODE: K85
Acute inflammation of the pancreas.

Cause

Excessive alcoholintake

Gall stones, biliary tractdisease (obstructive
cancer @anatomical abnormalities)

Infections, e.g. mumps, HIV, hepatitis A, ascaris

Drugs, e.g. sulphonamides, furosemide,
lamivudine, analgesics, organosphosphate poisoning

Peptic/duodenal ulcers

Clinical features
Acuteabdominal painusually inthe epigastrium
radiatingto the back
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Painworsened by eatingor lyingdown and
relievedgitting up or leaning forward

Nausea, vomiting, abdominal distension

Fever, tachycardia, dehydration (may be severely ill
wishock)

Abdomenisverytender butinthe absence of
peritonitisthere is no rigidity/rebound tenderness

Complications

Pseudocysts

Necrotizing pancreatitis with infection

Peritonitis

Differential diagnosis

Perforated peptic ulcer, peritonitis

Acute cholecystitis, inflammation of the biliary tract
Sickle-cell anaemiacrisis

Investigations

&> Blood: Serum analysis, complete blood count,
aunblood sugar

&> Raised pancreaticamylase and lipase > 3 times normal

& Ultrasound: gallstones, pancreatic oedema, aocomirdl
fluid

&> Liver function tests: raised liver enzymes

Management
TREATMENT LoC
Mild acute pancreatitis HC4

(No organ failure, no local or systematic

complications, no signs of peritonitis, normal serum

creatinine, normal haematocrit [not increased]

Earlyaggressivefluidresuscitationandacid-base

balance

fPreventvolumedepletion (adequate fluidswith
Ringer’s Lactate). Give 5-10 ml/kg/hour or 250-
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500mlofisotoniccrystalloidsinthefirst12-24
hours or urine output of at least 0.5 ml/kg/hour
fGive IV fluids to correct metabolic and
electrolyte disturbances and to prevent
hypovolaemiaand hypotension
T Monitor electrolytes
fGoalistodecreasehaematocritandBUNin48
hours, evaluate every 4-6 hours

Pain control

f Opioids, paracetamol, epidural anaesthesia [avoid
NSAIDs)

Rectal/lV paracetamol 500 mg 6-8 hourly

or Pethidine 25-100 mg SC or IM or 25-50 mg
slow IV. Repeat prn every 4-6 hours

IV morphine 1-3 mg every 4 hours

Beaware ofcomplicationse.g.constipation,
dysphagia, respiratory depression, confusion

Emesis

T Anti-emetics as appropriate

- Metoclopramide 10 mg IV/IM every 8 hours

fPassanasogastrictube forsuctionwhen
persistentvomitingorileusoccurs

Feeding and nutrition

TNofeedingbymouthuntilsignsandsymptoms
ofacute inflammation subside (i.e. cessation of
abdominal tendernessand pain, returnofhunger
and well-being)

fProvide energy with dextrose 50% 300-500 ml
aday(add50mlto500 mINormalsaline)to
prevent muscle wasting

T Startearlyoralre-feedingondemand, start
within 48-72 hoursassoonasthe patientisable
and cantolerate feeds
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T Startwithclearliquids, then lowfatsemi-solid
feedsthenanormal diet—accordingtotolerance

fMonitor daily forvital signs, fluid intake, urinary
output, and Gl symptoms

f If oral feeding not possible, consider peripheral
parenteral and central parenteral nutrition

Glycaemic control (hyperglycaemia is common)
T Keep serum blood sugar between 6-9 mmol/I
T Avoid hypoglycemia

Antibiotics

fAvoidinappropriateuseofantibioticsandother
medicationse.g for prophylaxis

fIn case of specificinfection, e.g. biliary sepsis,
pulmonaryinfection,orUTI, treatvigorously
with appropriate antibiotic therapy

Other measures

FAddresstheunderlyingcauseasisappropriate

¥ Stop alcohol or drugs

T Mobilisation

FEvaluation for gallstones by ultrasound scans

f Manage complications e.g. acute peri-pancreatic
fluid collections, acute necrosis, pseudocyst

- Persistentorgan failure (> 48 hours)
- Eithersingle or multiple organ failure

Moderately acute pancreatitis RR
- Transientorgan failure (< 48 hours)
- Local orsystematiccomplicationswithout
persistent organfailure
Severe acute pancreatitis RR
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Treatment as above plus

fReferorconsultwithspecialistathigherlevel

T HDU/ICU ( monitoring and nursing)

T Volume resuscitation

T Pain management

fNutrition/re-feeding

T Glycaemiccontrol

T Nasogastrictube

T+ Oxygen / mechanical ventilation

T Renal replacement

T Address the cause where possible

f Manage complications as appropriate e.g. acute
peri-pancreatic fluid collection, acute necrosis,
pseudocyst

Note
+ Lookoutfordiabetesmellitusasaconsequence of
damage to the pancreas

Prevention
Reduce alcohol intake - moderate consumption
Limituse of toxic drugs

6.1.3 Upper Gastrointestinal Bleeding

ICD10 CODE: K92.2
Bleeding fromtheuppergastrointestinaltract(oesophagus,
stomach and duodenum). Itcan be a medical emergency.
Cause
Gastro-oesophageal varices
Peptic ulcer disease/severe gastritis/cancer

Mallory Weiss tear (a tear in the oesophageal
muoosacaused by forceful retching)
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Clinical features

Vomiting of fresh blood (haematemesis)

Coffee brown emesis (degraded blood mixed with
somechcontent)

Melena: passing of soft dark red smelly stool

Black stools (in case of minor bleeding)

Complications

Acute hypovolaemia (if acute and abundant):
synoope, hypotension, tachycardia, sweating

Chronic anaemia (if subacute/chronic loss)

Diagnosis

&> Endoscopy

Management
TREATMENT LocC
Supportive treatment H

T Refer/admit to hospital

f1V line(s) and IV fluids (Normal saline or
Ringer’sLactate), startwith500mlin30
minutesand adjustaccordingto BP

- Aimatsystolic BP >90 mmHg and HR <105 bpm

T Blood grouping and crossmatching

- Hb may not reflect the amount of acute loss,
consideramountofbleedingandclinicalstatusto
decide for blood transfusion

FNGT and nothing by mouth (NPO)

T Urinary catheter

F Monitor vitals every 15-30 minutes

T Stop antihypertensives and diuretics

fCorrectcoagulopathyifpresent(e.g.inwarfarin
overdose, livercirrhosis) withvitamin K5mg
slow IV and fresh frozen plasma
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PUD, gastritis

fRanitidine 50 mg IV every 8 hours (switch to oral
omeprazole when possible, test for H. pylori)

TV proton pump inhibitor (omeprazole, rr
rabeprazole), switch to oral as soon as possible

Oesophageal varices
fReferforendoscopictreatmentandprophylaxis
with betablockers

6.1.4 Peritonitis ICD10 code K65
Irritation (inflammation) of the peritoneum
Causes

Infection following:

Perforation of the gutand leakage of its contents,
e.g. budappendix, perforated peptic ulcer

Perforated bowel due to obstruction or injury

Perforation of gall bladder, containing infected bile

Perforation of the uterus

Tuberculosis, abscess, typhoid ulcers

Malignancy

Post-operative peritonitis

Chemical causes

Leakageofurine, blood, bile orstomach or

pancreascontent into the peritoneal cavity

DI DI D B

DI

Clinical features

Severe and continuous pain

f Generalised if the whole peritoneum is affected
Abdominal swelling(distension)

Fever, vomiting, tachycardia, hypoxia
Hypovolemic shock, reduced urinary volume
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[~lemder rigid abdomen

Rebound tenderness - pressure on the abdomen
atsudden release causes sharper pain

Absent bowelsounds

investigations
Abdominal X-ray and/or ultrasound

Blood: Completeblood cell count, culture and sensitivity

Renal function and electrolytes
Liver function tests

Management
TREATMENT LoC
éler to hospital H

T Start initial treatment before referral

F Monitor temperature

TMonitorBP,pulse,Sp02,urineoutput, mentation

F Putup an IV drip with normal saline or ringer’s
lactate or any other crystalloid: 1 L every 1-2
hoursuntil BPisnormal,then1L every4-6hours
when BP isnormal

fNilby mouth. Passanasogastrictube and start
suction

fAskpatienttolieontheirsideinacomfortable
position

T Give oxygen if patient is hypoxic

T Pain control (avoid NSAIDs)

- Pethidine50mg IMor IV
Child: 0.5-2 mg/kg

- OrMorphine5-15mgIVorIMorSC
Child: 2.5-5mg IM IV SC

fReferpatienttohospital forfurthermanagement,
includingpossibleexploratorylaparotomy
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In suspected bacterial infection and fever:
(minimum 7-day course)
T Ceftriaxone 1-2 g IV once daily
Child: 50 mg/kg per dose
fPlusgentamicin 7 mg/kg IV daily individed
doses
Child: 2.5 mg/kg every 8 hours
fPlusmetronidazole 500 mgby IV infusionevery
8hours;changewhen possible to400 mgorally
every 8 hours
Child: 12.5mg/kg IV perdose; change when
possible to oral route
T ldentify and control the source of infection
FPreventand controlcomplicationsthrough:

propernutrition, earlyambulation, rehabilitation

6.1.5 Diarrhoea 1cp10CODE:DEPENDINGONTHECAUSE

Occurrence of 3 or more loose watery stools in 24 hrs.
Acutediarrhoea: > 31oose, watery stools within 24 hours
Dysentery:bloodydiarrhoea, visiblebloodandmucus
Persistent diarrhoea: episodes of diarrhoea lasting more
than 14 days

Causes

Viruses: Rotavirus, Norovirus , adenovirus,
measkes hepatitis A virus, hepatitis E virus, Ebola

Bacteria: Vibriocholera, E.coli, Salmonella,
shigella, campylobacter

Protozoa: giardiasis, malaria, cryptosporia

Heliminthes e.g. strongyloidiasis, schistosomiasis

Infectious diseases, e.g. measles, malaria, and
other fve-causing conditions

Malnutrition e.g. kwashiorkor
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Drugse.g., prolonged use of purgativesand broad-
spectrum antibiotics

Unhygienic feedingmethods

Malabsorption syndrome

Lactose intolerance

HI1V associated-diarrhoeas

Irritablebowel syndrome

Metabolic: diabetes, thyroid disease

Travellers’ diarrhoea

Inflammatory bowel disease (persitentdiarrhoea

wsellybloody)

Clinical features
Loosewatery stools
Abdominal cramps
Dehydration - thirst, sunken eyes, loss of skin
elasticity, low urine output
Signs of malnutrition if diarrhoea persists for > 14 days
Blood in stool (in dysentery)

Investigations

&> Stool: Microscopy, C&S

& Other investigations may be necessary according to
heoyandphysical examination

Red flags

- Fever

Extremes ofage

History of travel from a known endemic area
Dysentery

Shock, failure to feed, mental confusion

BI DI B RIDI DB D
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Management

TREATMENT LOC

fPreventorcorrectdehydrationwithORSorIV HC2
fluidsaccordingtotreatmentplansA,BorC
(seesection1.1.3)

T Find and treat the cause if indicated

— Avoid inappropriate use of antibiotics e.g.
metronidazole, ciprofloxacin

fRoutinely use zinc supplementation, atadosage
of 20 milligramsper day for children older than
sixmonths for 10—-14 days

fPrevent or treat undernutrition and
micronutrientdeficiencies

Persistent or chronic diarrhoea:
FAdultsonly: Asabovepluscodeinephosphate | HC4

30 mg every 8-12 hours as required
F Child: vitamin A

— 6-11 months: 100,000 1U; 1-6 years: 200,000 IU

Prevention

Vaccination: measles, rotavirus, polio, hepatitis A virus

Notify in case of suspected epidemics e.g. cholera,
hepatitis A or E virus infections, Ebola

Encourage handwashing, use of cleandrinking
water, agproperwaste disposal
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6.2 GASTROINTESTINAL INFECTIONS

6.2.1 Amoebiasis ICD10CODE:A06

Acommon parasitic infection of the gastrointestinal system
acquired through oral-faecal transmission.

Causes
Protozoan Entamoeba histolytica

Clinical features

It may present as:

Amoebic dysentery

Persistent mucoid/bloody diarrhoea

Abdominal pain, tenesmus

Chronic carriers are symptomless

Amoebicabscess (asaresultofspreadviatheblood

stream):

Liverabscess: swelling/paininthe rightsub-costal
aegfever, chills, sweating, weight loss

Brain: presenting as space-occupying lesion

Lungs: cough and blood stained sputum

Amoeboma: swelling anywhere in the abdomen,
especially ascending colon

Analulceration: may occur by directextension from
t@ntestinal infection

Differential diagnosis

Bacillary dysentery

Any other cause of bloody diarrhoea
Cancer of the liver

Other causes of swelling in the liver
Carcinomacolon

RIDIRIDRI

Investigations
&> Stool: Microscopy for cysts and motile organisms
&> Ultrasound
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Management
TREATMENT LOC
T Correct any dehydration (section 1.1.3) HC2

FMetronidazole800mgevery8hoursfor10days
Child: 10 mg/kg per dose

¥ Or tinidazole 2 g daily for 5 days H
Child: 50 mg/kg per dose

Caution

r Metronidazole/tinidazole: do not use in 1st trimester
ofpregnancy;avoidalcoholduringtreatmentandfor48
hours thereafter

1 Metronidazole: Take after food

Prevention

Educate the public on personal and food hygiene
(washinghands before eating), proper faecal disposal

Ensure proper management of carriers and patients

Promote use of clean drinking water

6.2.2 Bacillary Dysentery (Shigellosis)
ICD10 CODE: A03.9

Anacutebacterialdiseaseinvolvingthelargeandsmall
intestine characterised by bloody mucoiddiarrhoea.
Bacillary dysentery is a notifiable disease.

Cause
Shigelladysenteriae, Shigellaflexneri, Shigella
sonnei, dpread by faecal-oral route

Clinical features

Mucoid bloodydiarrhoea

Fever

Nausea, vomiting, abdominal cramps
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Tenesmus (sensation of desire to defecate
withoutproduction of significantamounts of
faeces)

Toxaemia (sometimes)
S.flexneriinfectionmay be complicated with
Retter’ssyndrome —urethritis, conjutivitis and

arthritis

Differential diagnosis
Amoebic dysentery
Other causes of bloody diarrhoea

Investigations
&> Stool: For C&S, microscopy

Management
TREATMENT LoC
F Correct any dehydration HC2

T Ciprofloxacin 1 g single dose
T Child>3months: 30 mg/kg twice daily for 3days

In case of sepsis, toxemia, severe disease or

pregnancy

FCeftriaxonelV 1gdailytillabletotakeoral,then
switch to oral ciprofloxacin 500 mg every 12
hoursto complete 7 days

HC3

Prevention

Provide health education to the public about:
- Washing hands before eating food

- Proper disposal of faeces

- Boiling of all drinking water

- Avoiding eating cold foods & roadside foods
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6.2.3 Cholera ICD10 CODE: A00.9

Anacutewater-secretingdiarrhoeal infectioninvolvingthe
entire small bowel. Itis very seriousand spreads rapidly,
andusuallyoccursasanepidemic. Choleraisanotifiable
disease.

Cause
Vibrio cholerae, spread by faecal-oral route

Clinical features

Incubation period is between 1-3 days

Sub-clinical form

Mild, uncomplicated diarrhoea

Acute form

Abrupt severe painless watery diarrhoea
(rice-water stools)

Excessive vomiting and fever

Muscularcramps, weakness

Rapid onsetseveredehydrationwith oliguriaand
collapse, decrease inconsciousness

Differential diagnosis

Acute bacillary dysentery (shigellosis)
Viral enteritis

Acute foodpoisoning

Severe falciparum malaria (‘algid malaria’)

Investigations
&> Stool culture (fresh stools or rectal swabs)
&> Mobile vibriosunder microscope

Management

Upto90%ofpatientswithcholeraonlyrequire prompt
oralrehydration. Only severely dehydrated patients
need IV fluids and antimicrobials
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TREATMENT LOC

fStartrehydrationwithORSatHC1/2andrefer HC2
forisolation
fGiveoral (ORS)or IV fluids (Ringer’slactate) HC3
accordingtodegree of dehydration (seesection
1.1.3)
T Give glucose 1V for hypoglycemia
FGivemaintenancefluid;atleast4-5litres/day
f Doxycycline 300 mg single dose (children 4 mg/
kgsingle dose)
Or erythromycin 25-50 mg/kg every 6 hours for
3 daysinchildren under 12 years
FOrciprofloxacin1gsingledoseor20mg/kg
12 hourly for 3 days

Caution

r Ciprofloxacin, doxycycline: usually contraindicated
inpregnancy and children<8yearsbutsingledosein
cholerashould not provoke adverse effect

r Alternative: erythromycin 500 mg every 6 hours for
5days

Prevention

Educate the patient/public to:

Rehydrate with plenty of fluids

Continue breastfeeding or weaning

Personaland food hygiene, e.g. washing hands
befoepreparing and eating food and after using the
toilet

Using and drinking clean safe water

Proper human faeces disposal

Promptisolation, treatment, and reporting of cases
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6.2.4 Giardiasis ICD10 CODE: A07.1

A protozoan infection of the upper small intestine
transmitted by faecal-oral route.

Cause
Giardia lamblia (a flagellated protozoan)

Clinical features

Often asymptomatic

Prolonged diarrhoea, steatorrhoea

Abdominal cramps, bloating

Fatigue, weightloss

Malabsorption of fats and fat-soluble vitamins
Severe giardiasis may cause reactive arthritis,
damageuodenal, and jejunal mucosa

DIDI B DB D

Differential diagnosis
Other causes of prolonged diarrhoea
Other causes of malabsorption

Investigations
&> Stool: Forcysts and trophozoites

Management

TREATMENT LOC

Child: 30 mg/kg (max: 1.2 g) per dose
T Or tinidazole 2 g single dose
Child: 50 mg/kg

FMetronidazole 2 g after food daily for 3 days| HC2

Caution

r Metronidazole, tinidazole: Avoidin firsttrimester,
avoidalcohol during treatmentand for 48 hours after

r Metronidazole: Take after food
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Prevention

Provide health education on

- Personal and food hygiene e.g. washing hands before
handling or eating food and after using toilets

- Proper disposal of human faeces

- Use of safe clean drinking water

6.3 GASTROINTESTINALDISORDERS

6.3.1 Dysphagia ICD10 CODE:R13.1

Dysphagia is difficulty in swallowing. It may be
oropharyngeal dysphagia or oesophageal dysphagia

Causes

Oropharyngeal dysphagia

Neurological: stroke, parkinson’s, dementia, multiple
sclerosis, Guillianbarre, myasthenia, cerebral palsy, tardive
dyskinesia, brain tumours, trauma

Myopathy: connective tissue diseases,
sarcoidosis, dermatomyositis

Structural: Zenker’s diverticulum, webs,
oropharyngeal tumours, osteophytes

Infections: syphilis botulism, rabies, mucositis

Metabolic: Cushing’s, thyrotoxicosis, Wilson’s disease

latrogenic: chemotherapy, neuroleptics, post surgery,
paradiation

Oesophageal dysphagia

Tumours: cancer of the oesophagus

Oesophagiitis: gastroesophageal reflux disease,
candidiasis, pill oesophagitis (e.g. doxycycline), caustic soda
injury

Extrinsic compression: tumors, lymph nodes

Motility: achalasia, scleroderma, oesophageal spasms
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Clinical presentation

Difficulty initiating a swallow, repetitive swallowing
Nasal regurgitation

Coughing, nasal speech, drooling

Diminished coughreflex

Choking (aspiration may occur without

concurrentchoking or coughing)

Dysarthriaanddiplopia(mayaccompany
neurologic conditions that cause oropharyngeal
dysphagia)

Halitosis in patients with a large, residue-
containing Zenker’sdiverticulumorin patients with
advanced achalasia or long-term obstruction with
luminal accumulation of decomposing residue

Recurrentpneumonia

Other features due to causative problem

Dl

Investigations
~>  Medical history and physical examination
Timed water swallow test (complemented by a food test)

Endoscopy (mandatory)
&> HIVserology, RBS, electrolytes
Management
TREATMENT LoC
T Ensure rehydration with 1V fluids HC3

fPreventmalnutritionthroughappropriateenergy
replacement

fTreatcause if possible (e.g. fluconazoletrial in
caseofsuspectedoral candidiasisamong HIV
patients)

T Consult and/or refer the patient
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6.3.2 Dyspepsia 1CD10 CODE: K30

Upper abdominal discomfort arising from the upper
gastrointestinal tract usually lasting more than 2—4 weeks.

Causes

Peptic ulcerdisease

Gastroesophageal reflux disease (GERD)
Functional dyspepsia

Gastric or oesophageal cancer
Oesophagitis (drugs, candida, and others)
Gastroparesis or gastric outlet obstruction
Other motility disorders

0

linical features

Epigastric pain or discomfort, heartburn

Bloating, early satiety and/or fullness after meals
Repeated belching or regurgitation (often rumination)
Nausea

>

>

DI D B D

Dyspepsia alarm features: requires endoscopy-REFER
Dysphagia

Odynophagia (among patients who are HIV
negative)

Weight loss

Abdominal mass or cervical lymphadenopathy
Evidence of upper Gl bleeding

Iron deficiency anaemia

Recurrent vomiting

Recentdyspeptic symptomsornew
dyspepsiaiindividuals over the age of 40 years

DI &

DI DI B DI B D

Other indications for endoscopy

History of long term smoking and alcohol misuse

Persistent dyspepsia despite appropriate treatment
@Proton-pump inhibitorsin GERD)

Hepatobiliary disease
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6.3.3 Gastroesophageal Reflux Disease
(GERD/GORD) ICD10 CODE: K21

Dyspepsiawithmainlyheartburncausedbyregurgitationof
gastric contents into the lower oesphagus (acid reflux).

Predisposing factors

Hiatus hernia

Increased intra-abdominalpressure

Gastric ulcer

Clinical features

Heartburn: aburning sensation inthe chest.
Usuallybroughtaboutby bending orexertionorlying
down

Unpleasant sour taste (due to stomach acid reflux)

Oesophagitis with pain and difficulty when swallowing

Halitosis, bloating and belching

Nausea, chronic pharyngitis

Complications

Dysphagia

Reflux asthma

Differential diagnosis

Peptic ulcer, gastritis, pancreatitis

Investigations

&> Gastroscopy

&> Barium meal and follow through

Management

Lifestyle modifications include the following:

f  Losing weight (if overweight)

f  Avoiding alcohol, chocolate, citrus juice, and
tomato-based products also suggest avoiding
peppermint, coffee, and possibly the onion
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family, spicy foods, food with high fat content,
carbonated beverages)

f  Avoiding large meals

f  Waiting 3 hours after a meal before lying down
or eating within 2-3 hours before bedtime
should be avoided

f  Elevating the head of the bed by 8 inches

f  Avoid tight fitting clothes

TREATMENT LOC

fModifydiet:avoidprecipitatingcausesand HC2
increase milk intake

T Give an antacid
Magnesium trisilicate compound 1-2tablets
every 8hours

GASTROINTESTINAL AND HEPATOBILIARY DISEASES

If no response and no alarm signs HC3
T Omeprazole 20 mg once daily for 8 weeks

Ifnotrespondingto4weeksofomeprazole, refer

for further management
6.3.4 Gastritis 1CD10 CODE: K29
Acute or chronic inflammation of the gastric mucosa.
Causes

Acute gastritis

Non-steroidalanti-inflammatorydrugs (NSAIDS),
ggacetylsalicylicacid, diclofenac, ibuprofen

Alcohol

Regurgitation of bile into the stomach

Chronic gastritis

Autoimmune gastriculceration
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Bacterial infection (Helicobacter pylori)

Clinical features
May be asymptomatic or have associated anorexia,
nausea, epigastric pain, and heartburn

Differential diagnosis

Pancreatitis, cholecystitis

Peptic and duodenal ulcers, cancer of the stomach
Epigastric hernia

Investigations
&> Gastroscopy
&> Stool for occult blood

&> Barium meal for chronic gastritis
&> Management

TREATMENT LOC

f Modify diet: Avoid precipitating causes and HC2
increase milk intake

T Give an antacid
Magnesium trisilicate compound 2 tablets
every 8 hours as required

If no response HC3
T Omeprazole20mgintheevening for 4 weeks

If vomiting

fMetoclopramide 10 mg IM repeated when HC4

necessary up to 3timesdaily
fOrchlorpromazine 25 mgdeep IM ororal
(iftolerated) repeated prnevery 4 hours

Caution
r Acetylsalicylicacid and other NSAIDS are
contraindicatedinpatientswithgastritis

Prevention
Avoid spices, tobacco, alcohol, and carbonated drinks
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Encourage regular, small, and frequent meals
Encourage milkintake

6.3.5 PepticUlcerDisease (PUD)  1cpiocope:k27

Ulcerationofgastro-duodenal mucosa. Ittendstobe chronic
and recurrent if untreated.

Causes

Helicobacter pyloriinfection

Hyperacidity due to

Drugs (NSAIDS e.qg. acetylsalicylic acid, corticosteroids)
Irregular meals

Stress

Alcohol and smoking
Caffeine-containing beverages

Clinical features

General

Epigastric paintypically worseatnightand when
hungy(duodenal ulcer) alleviated by food, milk, or
antacid medication

Epigastric pain, worse with food (gastric ulcer)

Vomiting, nausea, regurgitation

Discomforton palpation of the upperabdomen

Bleeding ulcer

Haematemesis (coffee brown or red vomitus)

Black stools (i.e. melena)

Sudden weakness and dizziness

Cold, clammy skin (when patient has lost a lot of blood)

Perforated ulcer

Acuteabdominal pain, signsof peritonitissuchas
rgdabdomen

Ground coffee-brown vomitus (due to blood)

Fever

Shock (weak pulse, clammy skin, low blood pressure)

Differential diagnosis
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Pancreatitis, hepatitis
Disease of aorta, myocardial infarction
Lung disease (haemoptysis)

Investigations
@ PositivestoolantigenforH.pylori.Usedfordiagnosisal
to confirm eradication.
— This test may give false negative if the patient has been
taking antibiotics or omeprazole in the previous 2 weeks a

SERUMANTIBODY TESTISNOTUSEFULFOR
DIAGNOSIS AND FOLLOW UP

&> Gastroscopy
&> Biopsy of stomach wall
&> Barium meal

Management and Prevention
TREATMENT LoC

fModifydiet:avoidprecipitatingcausesand HC3
increase milk intake

T Give an antacid

— Magnesium trisilicate compound 2 tablets
every 8 hours as required

Treatment for eradication of H. pylori (Triple HC3

therapy)

Combination 1 (First line)

¥ Amoxyecillin 1 g every 12 hours PLUS
metronidazole400mgevery 12 hoursPLUS
omeprazole20mgevery12hoursfortwoweeks

@ Checkeradication with astool antigen test &
4 weeks

$3SVISIA AYYITIG0LYdIH ANV TVNILSILNIOYLSY:!

For bleeding and perforated ulcer H
T Refer patient to hospital immediately for

- IV fluids and blood if necessary

- IV ranitidine 50 mg in 20 ml slowly every 8 hours
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Note

+ Tinidazole 500 mg every 12 hours can be used instead of
metronidazole

+ Confirmeradication with stool antigen testamonth
aftercompletion of treatment; testshould be negative

6.3.6 Chronic Pancreatitis 1CD10 CODE: K86.0-K86.1

Chronic pancreatitisisadisease of the pancreas inwhich
recurrentepisodes ofinflammation lead toreplacementof
the pancreatic parenchymawith fibroticconnectivetissue,
formation of calculousand loss of ductarchitecture. This
leads to progressive loss of pancreas function.

Causes
Toxic/metabolic: alcohol, tobacco,

hypercalcemia, hyperlipidemia, chronic renal failure
Idiopathic: tropical
Genetic, autoimmune
Recurrentand severe acute pancreatitis
Obstructive cancer or anatomical abnormalities

Clinical features

Chronic pain: main symptom in chronic pancreatitis
Diarrhoea

Loss ofweight

Diabetes mellitus

Complications of chronic pancreatitis
Pseudocysts

Stenosis of the pancreatic duct
Duodenal stenosis

Vascular complications

Compression of the bile ducts
Malnutrition

Increased risk of cancer of the pancreas

Investigations
&> Blood: Serum analysis, complete blood count,

BI DI DRI DI D B
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aunblood sugar
&> Raised pancreatic amylase/lipase >3 times normal

&> Ultrasound: gallstones, pancreatic oedema,
adomirdfluid

&> Liverfunctiontests: raised liver enzymes

Management

Chronic pancreatitis requires specialized management,

refer.

TREATMENT LOC

f Refer for specialist management RR

fUse WHO Pain Analgesic ladder

— Pethidine 50-100 mg IM or Tramadol 50-100 mg
oral or IM as required

T Avoid alcohol and fatty foods

6.4 ANORECTAL DISORDERS

6.4.1 Constipation ICD10 CODE: K59.0

A condition characterised by hardened faeces and difficulty
emptying the bowels

Causes

Dietary: lack of roughage, inadequate fluid intake

In infants: concentrated feeds

Lack of exercise, bedridden patient especially in elderly
Pregnancy

Certaindrugse.g. narcoticanalgesics,

antidepressants, diuretics, antipsychotics,iron
Colon or anorectal disorders : stricture, cancer,
fissure, proctitis , congenital bowel abnormalities,
irritable bowel syndrome, volvulus, intussusception
Metabolic : hypercalcemia, diabetes, hypothyroidism
Neurological disorders: spinal cord lesions,
groke, Parkinsonism
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Clinical features

Abdominal discomfort

Small hard stools passed irregularly under strain
Can cause haemorrhoids and anal fissure

Alarm features

Symptomsandsigns of intestinal obstruction or
aeabdomen

Confusion/disorientation

Abnormal vitalsigns

Iron deficiency

Rectal bleeding or haematochesia or rectal mass

Haem postive stool

Patients> 45 yearswith no previous history of
aoncancer screening

History of colon cancer inimmediate family relatives

Weight loss

Investigations

&> Physical examination

- Abdominal mass and tenderness

- Anorectalexamination (faecalimpaction, stricture, rectal
prolapse, rectalmass)

&> Stool examination

Investigations for patients with alarm features

&> Abdominal series (supine, upright, left lateral decubitus)

& Transabdominal ultrasound

& Endoscopy

&> Complete blood count, renal function tests, serum
alumthyroid function tests, blood sugar

&> Barium enema +/- CT scan or X-ray
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Management
TREATMENT LocC

No alarm features or chronic constipation | HC2

T High dietary fibre

T Adequate fluid intake

FBisacodyl: Adult10mgatnight. Takeuntilstool | HC3
is passed
Child 5-12 years: 5 mg (suppository only) HC4

— Contraindicated in acute abdomen as it
aggravates the condition

fOral or rectal lactulose (osmotic agent). Provides | H
faster relief than bisacodyl

If alarm features or severe chronic constipation are
present
T Refer to hospital for specialist management

Prevention

Dietrichin roughage - plenty of vegetables and fruit
Plenty of oral fluids with meals

Increased exercise

6.4.2 Haemorrhoids(Piles)andAnalFissures
ICD10 CODE: K64/K60.0-K60.1-K60.2

Haemorrhoids are swellingsinthe upperanal canal and
lowerrectumduetoengorgementofveins. Maybeinternal
orexternal. Anal fissureisatear inthelining of the lower
rectum.

Causes

Constipation and straining in defecation

Portal hypertension from any cause

Compression of pelvic veins, e.g. abdominal
fumours, pregnancy

Sedentary lifestyle
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Clinical features

Haemorrhoids

Painless rectalbleeding

Visible swellingattheanusor prolapse of the
swelling,especially at defecation

Blood isusually not mixed with stool butinstead coats
teurface of the stool or toiletry

Mucous discharge and irritation atanus

Anal fissure

Painin passing stool

Bleeding at passing of stool

Differential diagnosis

Schistosomiasis, amoeboma

Rectal polyps, prolapsed rectum

Analtags (harmlessgrowthsthathang off the skin
aoundthe outside of the anus)

Tumour ofrectum

Anal warts

Investigations
& Visual inspection and digital rectal examination
& Protoscopy, sigmoidoscopy,colonoscopy

Management
TREATMENT LOC
T Establish the cause HC2

T Increase fibre and fluid diet intake

¥ Correct any constipation

fSitzbath(sittingfor10-15minutesinlukewarm
waterwithaspoonofsalt) 2or3timesaday

fInsertabismuthsubgallatecompoundrectally | HC4
every12hoursfor5days(e.g. Anusol, Sediproct
cream or suppositories)
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If signs of infection: HC2

fGive metronidazole 400 mgevery 8 hours for5
days

T Give analgesics as required for the pain

If there is no response:
T Refer to hospital for surgery

Prevention

Maintain high residue (fibre) diet

Ensure adequate fluid intake

Regular exercise

Refrain from straining and reading in the toilet

6.5 HEPATICAND BILIARY DISEASES
6.5.1 Viral Hepatitis

A condition characterised by inflammation of the liver
duetohepatitisviruses. They may cause acute hepatitis,
symptomaticornot. ThehepatitisB, D,Cviruscancause
chronichepatitis. The hepatitis B viruscanalsogive chronic
carrier status.

Cause
Hepatitis A and E: orofaecal transmission
Hepatitis B: sexual, mother to child,
transmission §nfected body fluids /blood
Hepatitis Cvirus: contactwithinfectiousblood
(possibly sexual andvertical)
Hepatitis D: contactwith infectiousblood, sexual

(possibly vertical)
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6.5.1.1 AcuteHepatitis ICD10CODES:B15,B16,B17,B19

Clinical features

Asymptomatic

Classic form: fever, fatigue, malaise, abdominal
discomfort (right upper quadrant), nausea, diarrhoea,
anorexia, followed by jaundice, dark urine and more or
less clay coloured stool

Fulminantform:acute liverfailure due to massive
liver necrosis, often fatal. ItismorecommoninHepB
patients with secondary infection with D virus and
pregnant women who get hepatitis E in their third
trimester

Differential diagnosis

Other causes of hepatitis, e.g. drugs, herbs, tumours,
athutoimmune diseases

Gastroenteritis, relapsingfever

Pancreatitis

Malaria, leptospirosis, yellow fever

Haemorhagic fevers, e.g. Marburg and Ebola

Investigations

&> Complete blood count

&> Slide or RDT for malaria parasites

&> Liver function tests

&> Viral antigens and antibodies: Hepatitis B, Hepatitis C,
#H1V serology

Management
TREATMENT LocC
Classic form HC4

T Supportive management

T Rest and hydration

fDiet:highincarbohydratesandvitaminsand
vegetable proteins. Avoid animal proteins e.g.
meat
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f Avoid any drug —they may aggravate symptoms
Referifpatienthasfeaturesofliverfailureor
decompensated liver disease

Caution

r Avoid drugs generally but especially sedatives and
hepatotoxic drugs

r Ensure effective infection control measures e.g.
institute barrier nursing, personal hygiene

rPatientisolationisnotnecessaryunlessthereishigh
suspicionofviralhaemorrhagic fevers

Prevention
Hygiene and sanitation
Immunizationagainsthepatitis B (all children,

healthworkers, household contacts of people with
chronic hepatitis B, sexworkersand other
populationsatrisk)

Safetransfusion practices

Infection control in health facilities

Screening of pregnantwomen

Safe sexual practices (condom use)

6.5.1.2 Chronic Hepatitis ICD10 CODE: B18
The hepatitis viruses B, C and D can give chronic infection
with chronic low level inflammation of the liver and
progressive damage which may progress to liver cirrhosis.

6.5.2 ChronicHepatitis B Infection
ICD10 CODES: 18.0, 18.1, 19.1

Clinical features

Can be symptomatic or asymptomatic:

Weakness and malaise, low grade fever

Nausea, loss of appetite and vomiting

Pain or tenderness over the right upper abdomen
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Jaundice, dark urine, severe pruritus
Enlarged liver
Complications: liver cirrhosis, hepatocarcinoma

Investigations

&> Hepatitis B surface antigen positive for >6 months

& Hepatitis B core antibody: Negative IgM and Positive &
to exclude acute hepatitis B infection

&> Liver tests, repeated at 6 months

&> HBeAg (can be positive or negative)

&> HBV DNAifavailable

&> HIV serology

&> APRI (AST to Platelets Ratio Index): a marker for fibrosis

(AST/ULN) x100
Platelet count (10°/L)

(ULN: upper limit of normal, usually 40 1U/L)
&> Alphafetoprotein at 6 months
&> Abdominal ultrasound at 4-6 months

APRI =

Management
TREATMENT LoC
General principles RR

FScreenforHIV:ifpositive, refertoHIV clinic
for ART:coninfectionisarisk factorfordisease
progressionand some ARVsare active against
Hepatitis B virus

fIfHIV negative:refertoaregional hospital for
specialist management

T Antiviraltreatmentisgiventoprevent
complicationsanditisusually givenforlife

fPatientswithchronichepatitisBneedperiodic
monitoring and follow up for life

fPeriodicscreening forhepatocarcinomawithalfa
fetoproteinand abdominal ultrasound once ayear
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Treatwithantiviralsifthe patient hasany one of

these:

- Allpersonswith chronicHBV infectionswho
have cirrhosis (whether compensated or not)
basedonclinical findingsand/or APRIscore>2,
irrespectiveofliverenzymelevels,Hbe Agstatus
or hepatitis B viral load)

- HIV co-infection (useatenofovirbased
combination)

- Patientswith no cirrhosis (APRI score <2) but
persistentlyelevated ALT on 3occasionwithin
6-12 months and viral load >20,000 IU/L (if
available) regardless of Hbe Ag status

T First line antivirals
Adultsand children>12yearsor >35kg: tenofovir
300 mg once a day
Child 2-11 years (>10 kg): Entecavir 0.02 mg/kg

The following patients should NOT be treated

f Patients without evidence of cirrhosis (APRI <2)
andwithpersistentlynormal ALT leveland HBV
viralload <2000 IU/ml (if available)

Health education
Mangementis lifelong because ofthe need to

monitorhepatitis
Bed rest
Urge patient to avoid alcohol as it worsens disease
Immunisation of household contacts
Do notshare items that the patient putsin

mouth egtoothbrushes, cutlery) and razor blades
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6.5.2.1 InactiveHepatitis B Carriers ICD10CODE:B18.1

Carriers are patients with chronic but inactive infection:

- HBsAg positive formore than 6 months plus

- Persistentlynormal liver function (atleast3timesin12
months) and

- Noevidence of viral replication (negative HBe Ag and/or
HBYV DNA < 2000 1U/ml)

Patientsclassified asinactive carriers need to be monitored
once a year with CBC, renal and liver tests, HBsAg,
abdominalultrasound. Ifpossible,doHBV-DNAevery 3
years.

Theyarenothighly infectiousbutclose contactsshould be
immunized and appropriate precautions should be followed.

6.5.2.2 Pregnant Mother HbsAg Positive
ICD10 CODE: B18.1

If a pregnant mother is found HBSAg positive:

Ifalso HIV positive,

- Start ARVs.

- Child should receive HepB vaccine at birth

If she is HIV negative,

- She should be referred for further testing (HBeAg, HBV
DNA) to assess the risk of transmission to the baby and
eventual need of antiretrovirals

- Child should be immunized atbirth

Breastfeeding issafe
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6.5.3 Chronic Hepatitis C Infection
ICD10 CODE: B18.2

Clinical features
Can be symptomatic or
asymptomatic

Investigation

Anti hepatitis C antibody positive at 0 and 6 months
(| Abdominal ultrasound

Liver functiontests, INR

Renal function tests

Blood glucose

Pl I

DI B B

Management
TREATMENT LoC

TRefer to a regional hospital or higher for RR
confirmatory investigations and management

6.5.4 LiverCirrhosis ICD10 CODES: K74,K70.3

Cirrhosis is a chronic disease with necrosis of liver cells
followed by fibrosis and nodule formation. Decompensated
cirrhosis is defined by the presence of complications such as
ascites, variceal bleeding, encephalopathy, or jaundice which
result from the portal hypertension and liver insufficiency
caused by cirrhosis.

Causes
Infections e.g. viral hepatitis B and D, hepatitis C
Intoxication with alcohol, drugs, or
toxins egmethotrexate, isoniazid, methyldopa
Infiltrativedisorders, e.g. non-alcoholicfatty liver
dissase, Wilson’s disease, haemochromatosis
Iron overload (e.g. in over transfused SCD patients)
Immunological, chronic autoimmune hepatitis
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Congestion with bile e.g. primary biliary cirrhosis (PBC)

Congestion with blood e.g. chronic cardiac failure,
ButChiari syndrome

Idiopathic

Clinical features
General symptoms: Fatigue, weightloss,
featuresdnalnutrition,nausea,vomitingandloss
ofappetite
Initially enlarged liver which later decreases in size
Distension of blood vessels on the abdomen
Enlarged spleen
Loss oflibido
Cirrhosisisdecompensated when the following are present:
Jaundice
Encephalopathy
Ascites (fluid in abdominal cavity) with or
without lpedema
Vomiting of blood from ruptured blood
vessels imesophagus (varices)

BI B B D

Bl

STAGE CLINICAL DEATH AT
1 YEAR
0 | Fibrosis 1%
1 | Compensated No varices 1%
cirrhosis No ascites
2 No ascites 3%
Varices present
3 | Decompensated | Ascites 20%
cirrhosis + varices
4 Bleeding 57%
+ascites

Spontaneous bacterial
peritonitis + sepsis
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Renal failure
Hepatocellular
carcinoma
Jaundice
Hepatic
encephalopathy

Differential diagnosis

Diffuse hepatic parenchymal disease
Metastatic or multifocal cancer in the liver
Hepatic vein obstruction

Any cause of enlarged spleen

Heart failure, renal disease

Investigations

&> Blood: Hb, film, WBC, platelets, prothrombin time
M\Rserology (hepatitis B, C,and D), HIV serology

&> Stoolandurine

> Abdominal ultrasound

&> Liver: Liver function tests, alpha fetoprotein, and biopsy

f APRIscore>2 is diagnostic

&> Endoscopy (forvarices)

Management
Refertoaregional hospital or higher for the attention of
specialist

TREATMENT LOC
General principles RR
T Treat cause and prevent progression

- Stopalcohol

- Appropriate nutrition

- Ifchronic hepatitis B, start antiviral treatment
- Specific treatmentaccording to the cause

= Avoidherbs and self medication
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- Usemedicinesonly afterprescriptionfroma
health worker

fManageandpreventcomplications(seebelow)

- Ascites

- Encephalopathy

- Bleeding varices

6.5.4.1 Ascites ICD10 CODES: 70.31,70.11,71.51
Pathological accumulation of fluid in the peritoneal cavity.

Clinical features
Ascites not infected and not associated with
hepatorenal syndrome

CLASSIFICATION | FEATURES

Grade 1 Ascites| Only detectable by ultrasound
(mild) examination

Grade 2 Ascites| Ascites causing moderate symmetrical
(moderate) distension of the abdomen

Grade 3 Ascites| Ascites causing marked abdominal
(severe) distension

Clinical diagnosis
Fluid thrill (fluid wave)
Shifting dullness

Investigations

&> Abdominalultrasound scan
& Peritoneal tap (paracentesis)
&> Analysis of fluid

Management
The main principles of management are: diet modification,
daily monitoring, diuretics and drainage
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TREATMENT

LOC

Diet

TRestrictdietarysalttoano-addorlowsaltdiet

fAvoidproteinmalnutrition (associatedwith
highermortality), soconsumeplantproteins
liberallyandanimal proteinsoccasionally
(titratetosymptomsandsignsofhepatic
encephalopathy)

fRestrictwaterifoedemaand hyponatremiaare
present

T Abstain from alcohol, NSAIDS, herbs

Daily monitoring
fDailyweight, BP,pulse,stool formelaena,
encephalopathy

Diuretics

T Use spironolactone 50-100 mg/day in the
morning,toreachgoal ofweightloss: 300-500g/
day. Ifneeded, dosestobe increased every 7 days
uptomaximumof400mg/dayofspironolactone

T Furosemidecanbeaddedatastartingdose of
20-40mg/dayand subsequently increasedto 160
mg/dayifneeded. Bestusedifpedaloedemais
present; monitor for hypotension

T Formaintenance, itisbesttotitrate tothe
lowestdiureticdose. Mostpatientsdowellwith
spironolactone 50 mg/day if they have no ascites

Drainage

T Indicated forsevereascites (Grade
3).Paracentesisisalwaysfollowedby
spironolactone
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How much should you tap?

- Smallvolume (lessthan5 L in 3—4 hours) or
largevolume (5-10L)withinfusionofaplasma
expander (e.g.8galbumin per litre of ascites
removed)

- Monitor forhypotension or reduced urine output

fReferifpatienthasordevelopscomplicated
ascites

6.5.4.2 SpontaneousBacterial Peritonitis (SBP)

ICD10 CODE: K65.2
SBP is an acute bacterial infection of ascitic fluid. Itis a
common and severe complication of advanced liver cirrhosis
and it is associated with a poor prognosis.

Clinical features

Patientsmustbe admitted to hospital and should be
suspected of SBP infection when:

Ascites increases in severity

Presence offever

Abdominal pain, abdominal tenderness

Worsening encephalopathy

Complications: renal failure, bleeding varices, death

Investigations

&> Diagnosis is confirmed by an ascitic tap and cell
counts. Aeutrophil count of > 250/mma3 in ascitic fluid
confirms the diagnosis

Management
TREATMENT LoC
T Treat with IV antibiotics for 5-10 days H

IV ceftriaxone 1-2 g daily
— If needed, add metronidazole 500 mg IV every
8 hours
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FGivealbumininfusionlg/kgtopreventhepato- | RR
renal syndrome

fConsultorreferforspecialistcareassoonas
possible

Caution
r Avoid gentamicin and NSAIDs

6.5.4.3 Hepatic Encephalopathy (HE)

ICD10 CODES: 70.41, 71.11, 72.11, 72.91
Hepaticencephalopathyisasyndromeofneuropsychiatric
symptomsandsigns, includingcoma, observed in patients
with cirrhosis. Itis probably due to the accumulation of
toxins inthe blood.

Clinical features

Grade 0: Subclinical —personaity changes,
construction apraxia(inability ordifficultytobuild,
assemble,ordraw objects)

Grade I: Confusion, flap tremor

Grade Il: Drowsy

Grade 111:Stuporous

Grade IV:Coma

Encephalopathy may be aggravated by surgery,
parencentsis, excessive diuretics, sedatives, and opioid
analgesics

Intracranial hypertension and sepsis are the main
cassof death

DD, oD

DI

Management
Management involves addressing the pathophysiological
mechanisms related to brain, gut and liver
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TREATMENT

LOC

T Identify and correct precipitating factors
includingrenal impairment, gastrointestinal
bleeding, infections,andelectrolytedisturbances

TEmpty the gut

- Giveorallactulose15-30mL every8hoursuntil
the condition resolves (aim at 2-3 soft stools/day)

- Lactulose can be administered through a
nasogastrictube (grade 1and 2) orasanenemain
patients with acute HE (grade 3and 4)

T Refer to a specialist

If referral delays

fGiveanantibioticwithalocalactiononthegut:
oralmetronidazole400-800mgevery8hours
for5days

fOroral paromomycin 1000 mg every 6 hours for
5days

RR

6.5.4.4 Oesophageal Varices ICD10 CODE: 185.1
Extremely dilated sub-mucosal veins in the lower third of

the esophagus, due to portal hypertension caused by liver

cirrhosis. They can cause severe upper gastrointestinal
bleeding.

Management
TREATMENT LoC
T Screenpatientswithlivercirrhosiswith
endoscopy to assessforpresence of varices
FlIncaseofvarices,considertheuseofbeta H

blockersto preventbleeding

- Propranolol 20 mg every 12 hours, titrate to keep
resting heart rate at 55-60 bpm

- Avoid inrefractery ascitis and SBP
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f Endoscopic ligation sclerotherapy NR

fIfacute bleeding, see section 6.1.3

6.5.4.5 HepatorenalSyndrome 1CD10 CODE: K76.7
Hepatorenal syndrome (HRS) is the development of renal
failure in patients with advanced chronic liver disease. It

can be precipitated by infection (SBP) and large volume
paracentesiswithoutalbumin replacement. Itcarriesavery
poor prognosis.

It is characterized by:

f Reduced urinary output (<500 ml in 24 hours in adults)

f Abnormalrenalfunctiontest(progressivelyraising
creatinine)

f Normal urinesediment

Management
TREATMENT LoC
T Correct hypovolemia RR

T Treat precipitating factors
T Refer for specialised management

6.5.4.6 HepatocellularCarcinoma ICD10 CODE: €22.0
Liver cancer usually in patients with risk factors such as
Hepatitis B and C, aflatoxin, alcoholic liver disease and
cirrhosis.

Clinical features

Presents with right upper quadrant pain,
hepatomegaly with or without splenomegaly

Weight loss

Jaundice, ascites, and lymphadenopathy

Differential diagnosis
Liver metastasis
Liver abscess, hydatid cyst
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Investigations

&> Abdominal ultrasound ( sonogram)
&> Alpha fetoprotein

&> Livertests

&> Liverbiopsy

Management
TREATMENT LOC
TRefer to a regional hospital or higher RR

6.5.5 Hepatic Schistosomiasis ICD10 CODE: B65.1

Most common cause of liver disease among communities
where Schistosoma mansoni is endemic (see section 2).

Cause

Inflammatory and fibrotic reaction to eggs laid by
Schistosoma parasites and transported to the liver through
the veins from the intestine

Clinical features

Upper gastrointestinal bleeding due to varices or
porelhypertensive gastropathy

Splenomegaly and ruptured spleen

Thrombocytopenia

Portal veinthrombosis

Bloody diarrhoea, anaemia and stunting

Investigations

&> Liver ultrasound features: periportal fibrosis
patterns and portal veinthickeningasdescribed by
WorldHealth Organization Niamey ultrasound
protocol

&> Screen for varices with endoscopy
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Management
TREATMENT LOC
T Refer to a specialist
f Praziquantel 40 mg/kg single dose if HC4

schistosomaeggs are detected

T Correct anaemia as appropriate

f Surveillance for oesophageal varices with
endoscopy

FPrimaryandsecondary preventionofbleeding HC4
oesophageal varices with propranolol (see
section 6.5.4.4),endoscopic band ligation

fTreatacute uppergastrointestinalbleeding (see RR
sectionon 6.1.3)

6.5.6 Drug-InducedLiverInjury  1cpiocope:k71

Drugsare animportantand common cause of liverinjury.
Manymedicinesandherbsareknowntocauseliverdamage.
Thedrug-induced liverinjurycanrangefromasymptomatic
elevationofliverenzymestosevere hepatic failure. Health
workers must be vigilant in identifying drug-related liver
injury because early detection can decrease the severity of
hepatotoxicity ifthedrugisdiscontinued. Knowledgeofthe
commonly implicated agents is essential in diagnosis.

Common causes

Phenytoin, carbamazepine, anti-tuberculosis
drugs, cotrimoxazole, diclofenac, paracetamol,
antiretroviral drugs, ketoconazole

Clinical features

It is a diagnosis of exclusion:

Any patientwith liverenzyme elevation that
canatbe attributed to infections, autoimmune
disease or malignancy
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Patientexposed toadrug or herbal medication
knowntause liver cell injury

Patients may present with skin or mucosal drug reactions
e.g.Stevens-Johnsonsyndromeortoxicepidermal
necrolysis

Management
TREATMENT LocC
FStop all drugs or herbs H

TGive supportive care: rehydration

fSee section 1.3.5 for paracetamol poisoning

fDonotgivethedrugagain(donotrechallenge!)

fRefertoaregional hospital orhigherforattention
ofaspecialist

Note

¢ Fill the reporting form for adverse drug reaction
(appendix 2) and send to the nearest NDA
pharmacovigilance centre

6.5.7 Jaundice (Hyperbilirubinemia)

ICD10 CODE: R17
Yellowishdiscolorationofscleraandskinduetoraised levels
ofbilirubininthebody. Bilirubinisaby-productofredcell
breakdown, processed in the liver and excreted mainly in
bile. Jaundice may be benign or life threatening.

Causes

Pre hepatic —haemolysis e.g sepsis, sickle cell
disease, pregnancy (HELLP syndrome), disseminated
intravascular coagulation (DIC), vascular

Hepatic — hepatitis, drugs, tumors, alcohol, toxins,
hesautoimmune disease, pregnancy, cholangitis

Posthepatic—gall stones, strictures, tumors,
surgery, pancreatitis, biliarydisease
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Complications
Renal failure , coagulopathy
Sepsis

Investigations
Liver function tests (AST, ALT, bilirubin),
Coomb’s &5low haptoglobin, LDH
Hepatitis A, B, C
Malaria, sickle cell screen
Ultrasound shows dilated bile ductsand gall bladder
CBC, INR, RFTS, LDH, Endoscopic
retrograde cholangiopancreatogram (ERCP)
Liver biopsy

Management
TREATMENT LoC
T Referand/orconsultasappropriate H

T Treat the underlying cause

T Discontinue offfending factors

fUsephototherapywithUV lightfornewborn
babies OR expose the newborn to
natural sun

6.5.8 Gallstones/Biliary Colic ICD10 CODES: K80
Small hard masses formed in the gallbladder or biliary tree.

Risk factors
Age, gender, family history

Obesity, diabetes, use of oral contraceptives, dyslipidemia

Clinical features

Asymptomaticand often found by chanceatan
abdominalultrasound

Biliary colic: episodes of intense acute epigastric
right hypocondrial pain (due to acute temporary
blockage ofa bileduct) lasting fewminutesto fewhours,
oftentriggered

UGANDA CLINIC AL GUIDELINES 2022 423

$3SVISIA AYVITIG0LVdIH ANV 'IVNI.I.S!.I.NIO}LI.SVﬂ



GASTROINTESTINAL AND HEPATOBILIARY DISEASES

4.1.4 PULMONARY OEDEMA

by a high-fat meal. It can occur sporadically. NO fever or
jaundice arepresent.

Cholecystitisorcholangitisdue toblockageand
infection of bile

Pancreatitis due to blockage of the pancreatic duct

Differential diagnosis

Peptic ulcerdisease

Investigations
&> Abdominal ultrasound
&> Liver function tests

Management
TREATMENT LOC
Asymptomatic

HDoes not require any intervention
Biliary colic HC4
fDiclofenac75mgIMand/or
T Pethidine 50-100mg IM

Low-fatdiet, Weight management
T Refer for cholecystectomy after acute phase | RR

6.5.9 AcuteCholecystitis/Cholangitis
ICD10 CODES: K81

Inflammationofthegall bladderand/orofthe biliary tract. It
often requires surgical management.

Causes

Obstruction of gall bladder duct by gall stones (calculi)
May occur after major trauma, burns, or surgery
Occursin HIV infected persons asacalculous cholecystitis

Clinical features

Sudden onset of painand tenderness inthe right
Uperquadrant of the abdomen; worsenson deep
breathing
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Nausea andvomiting
Jaundice (incholangitis)
Fever (38-39°C) with chills

Severity of acute cholecystitis is classified into:

cholecystitis)

GRADE DEFINITION
Grade I Associated with no organ dysfunction
(mild acute andlimiteddisease inthegallbladder,

making cholecystectomy a low-risk
procedure

Grade II
(moderate
acute
cholecystitis)

Associated with no organ dysfunction,
but with extensive disease in the

gallbladder, resulting in difficulty in
safely performing a cholecystectomy

Usually characterized by:

- Anelevated white blood cell count

- Apalpable, tendermassintheright
upper abdominal quadrant

- Disease duration of more than
72 hours

- Imagingstudiesindicatingsignificant
inflammatory changes in the
gallbladder.

Grade III
(severe acute
cholecystitis)

Acute cholecystitis with organ
dysfunction (shock)

Differential diagnosis
Acute alcoholichepatitis
Intestinal obstruction

Investigations

&> X-ray,abdominal ultrasound: findingsare wall
thickening 4tones pericholecystic fluid
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&> Blood: Haemogram, liver tests, pancreatitis. Findings &

fever, elevated white blood cells
&> Enzymes and renal function tests

Management
TREATMENT LoC
F Nil by mouth (duration?) HC4
fRelieve pain: Pethidine 50-100 mg IM every 6
hours
FRehydratewithIVfluidsandelectrolytese.g.
Ringer’s lactate
T Ceftriaxone 1-2 g daily
In cholecystitis:
fRefertohospitalwithin2—3daysforsurgery RR

(cholecystectomy)
FIncholangitis,ifnotbetterreferforurgent
surgical management
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7. Renal and Urinary Diseases

7.1 RENAL DISEASES

7.1.1 AcuteRenalFailure ICD10 CODE: N17
Acute impairment of renal function

Causes

Compromisedrenal perfusione.g.
dehydration, heatfailure, shock(acute)

Obstructed urinary flow

A Damagetorenaltissue by infectiousand

inflammatory dieases (e.g. glomerulonephritis),

intoxications, nephrotoxic drugs

Clinical features

Oliguria (urine flow <1 ml/kg/hour)
Generalised oedema

Hypertension, heart failure, dyspnoea
Nausea and vomiting, anorexia
Lethargy, convulsions

Differential diagnosis
Other renal disorders
Biventricular heartfailure

DI DI

Investigations
&> Urine analysis: for blood, proteins, leucocytes, casts
&> Urea, creatinine and electrolytes

Management

Management of acute kidney condition can be started at
hospital level but the patient should be referred at higher
level for more appropriate management:
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TREATMENT

LOC

T Treat underlying conditions e.g. dehydration

T Monitor fluid input and output

— Daily fluid requirements = 10 ml/kg + total of
losses through urine, vomitus and diarrhoea

F Monitor BP twice daily

T Daily weighing

TRestrictsaltintake (<2gorhalfteaspoonfuldaily)

f Restrict potassium intake e.g. oranges, bananas,
vegetables, meat, fizzy drinks

T Moderate protein intake

T Ensure adequate calories in diet

fCheckurineandelectrolytesfrequently

fTreatanycomplications(e.g.infections,
hypertension, convulsions), adjusting drug
dosagesaccordingtotheclinical responsewhere
appropriate

f1foliguria, furosemide IV according to response
(high doses may be necessary)

If no response to above general measures,
worsening kidney function or anuria (urine output
less than 100 mi/24 hours)
fReferforspecialistmanagementincluding
possibledialysisassoonaspossibleandbefore
thepatient’sconditionbecomescritical

RR

Caution

worsee.g. use gentamicin with caution

r Donotgive anydrugswhich may make kidney damage

428 UGANDA CLINIC AL GUIDELINES 2022




4.1.4 PULMONARY OEDEMA

7.1.2 ChronicKidneyDisease (CKD)1cpiocope:N1s
Chronic impairment of kidney function
Causes/risk factors

Diabetes mellitus
Hypertension/cardiovascular disease
Age>50years

Kidney stones

Dl

A1 Drugs especially pain killers like diclofenac,
ibuprofen abther NSAIDs

Family history of kidney disease

HIV/AIDS

Clinical features
Most patients with CKD have no symptoms
until telisease is advanced
May present with features of predisposing risk factor
Anaemia, lethargy, easy fatigue, appetite loss,
neusea, vomiting, skin itching, bone pains
May have body swelling
May have loin pain

DI D

Differential diagnosis

Other causes of chronic anaemia
Heart failure

Protein-energy malnutrition
Chronic liver disease

Investigations

&> Creatinine/Urea/electrolytes

&> Urinedip stick for protein and blood

&> Kidney ultrasound

How to screen for CKD in patient at risk

&> Urine dipsticks (for protein and blood) and blood
pesuemeasurementat least once a year in high risk
patients
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&> In diabetics, urine microalbumin where possible or
a gwirine for protein: creatinine ratio at least once ayear

&> Patients with detected abnormalities should have a
surcreatinine test performed and GFR calculated as
suggested above

Refer the following patients for specialist attention:

Children

Persistent proteinuria or haematuria beyond 3 months

GFR <60 ml/min or creatinine >1.9 mg/dl

Familial kKidney disease, e.g. polycystic kidney disease

Management

Treatment of end stage renal disease is complex and
expensive, and available only at national referral hospital.

Goals

Establish diagnosis and treat reversible diseases

Identify co-morbid conditionsand manage
furthercomplications of CKD

Slow progression of CKD by optimizing treatment

Plan renal replacement therapy well before end
seekidney disease is reached

TREATMENT LOC

Treatment to preserve kidney function in patients | HC4

with CKD

fLifestylemodifications: Weightloss,stop
smoking, exercise, healthy balanced diet, lipid
control, saltrestriction

fBlood pressure control: Target 130/80 mmHg
(lowerinchildren). Use ACE inhibitorsas first
line antihypertensives for diabetics and patients
with proteinuria, plus low saltdiet

T 1In diabetics: BP control is paramount

F Optimal blood sugar control (HbA1C <7%)
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T Proteinuria: Reduce using ACE inhibitorsand/or
ARBs; target< 1 g/day

fAvoid nephrotoxic medicines, e.g. NSAIDs,
celecoxibs,aminoglycosides, contrastagents

Prevention of complications

f Anaemia: due to multiple causes. Consideriron
and folic supplements. Target Hb 11-12 gr/dL

fBonemineraldisease: consideraddingcalcium | RR
lactate or other calcium/vitamin D supplements

Treatment of symptoms

flIffluidretention/oliguria, furosemidetablet
accordingtoresponse (highdosesmaybe
necessary)

F Dialysis for end stage cases NR

Caution

r Start ACEinhibitorsatlowdosesand monitorrenal
functioncarefully. DONOT useinadvancedchronic
disease

S3ASYIASIA AYVNINN ANV 'IVN!ﬂ

Prevention

Screening of high risk patients

Optimal treatment of risk factors

Treatments to slow progression ininitial phases
Avoidance of nephrotoxic drugs

7.1.3 Useof DrugsinRenal Failure

Be very careful when prescribing any medicine
and check available prescribing information (e.g. in
Practical Guidelinesfor Dispensing2015)regarding
useinrenal failure/impairment

Many medicinesare excreted through the
kidneysathccumulate when urinary output is
reduced
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Somedrugs are presented as sodium or potassium
ssand contribute to accumulation of these
electrolytes

With life-threatening infections (e.g. meningitis),
wnormal orhighdosesofantibioticsinitially,and
then reduce doses once the condition has responded

Drugs which are usually safe
TDoxycycline

T Erythromycin

T Benzylpenicillin (max 6 g daily in severe impairment)
T Phenytoin

T Rifampicin

Drugs to use with care in reduced doses

r ACE inhibitors (e.g. captopril)

r Amoxicillin

r Chloramphenicol (avoid in severe impairment)

r Ciprofloxacin

r Cotrimoxazole

r Diazepam

r Digoxin

r Insulin

r Isoniazid-containing medicines

rPethidine (increasedose interval,avoidinsevere
impairment)

r Phenobarbital

r Propranolol

Drugs to avoid using

X Acetylsalicylic acid (aspirin) and other NSAIDS e.qg.
ibuprofen, indomethacin

X Codeine

% Ethambutol

X Gentamicin

X Metformin

% Nalidixic acid
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X Nitrofurantoin
X Streptomycin
X Tenofovir (TDF)

7.1.4 Glomerulonephritis ICD10CODE: N0O-NO1

Acute inflammation of the renal glomeruli (small blood
vessels in the kidney)

Cause

Immunereactionsoften followinganinfection -
wsually 1-5 weeks after a streptococcal skin or throat
infection

Clinical features

Commonin children >3 yearsand adolescents
Haematuria (red, or tea-coloured urine)

Oedema: Puffiness of the face/around the

eyes, Ecommonly generalised body swelling
Discomfortin the kidney area (abdominal or back pain)
Anorexia

General weakness(malaise)

High blood pressure for age, commonly
presenting as headaches,visualdisturbances,vomiting,
andoccasionally pulmonary oedemawith dyspnoea
Convulsions (in hypertensive crisis)

Oliguria (passing little urine) as renal failure sets in
Evidence of primary streptococcal infection:

f Usually asacute tonsillitis with cervical adenitis

f Lessoftenasskinsepsis

DI B B

DIDR D

DI Bl Dl

Differential diagnosis

Kidney infections e.g. TB, pyelonephritis
Kidney tumours

Heart failure

Malnutrition

Allergic reactions

BI DI B B D
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Investigations

&> Urine: Protein, microscopy for RBCs and casts, WBCs

&> Blood: Urea (uraemia) and creatinine levels,
ASklectrolytes
&5 Ultrasound: Kidneys

Management

Inflammatory kidney disease with oedema, hypertension
and oliguria should be referred to regional hospital for

specialised management.

T Treat primary streptococcal infection (10-day
course): phenoxymethylpenicillin 500 mg every
6 hours
Child: 10-20 mg/kg per dose
FOrAmoxicillin500mgevery8hoursfor10days
Child: 20 mg/kg per dose

If allergic to penicillin
T Erythromycin500mgevery6hoursfor10days
Child: 15 mg/kg per dose

For fluid overload (oedema)
T Furosemide 80 mg IV (slow bolus)
Child:1 mg/kg every 8-12 hours

TREATMENT LoC
F Monitor urine output, BP, daily weight H
T Restrict fluid input (in oliguria)
FRestrictsaltandregulateproteininthediet(in
oliguria)
fAvoidorusewithcautionanydrugsexcretedby
the kidney (see section7.1.3)
TTreatanycontinuinghypertension(seesection
4.1.6)
If post-streptococcal H
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For high blood pressure
T Nifedipine 20 mg every 12 hours
Children: refer to specialist

Caution

r Ciprofloxacin, tetracycline, doxycyline, and
cotrimoxazole are unsuitable and should notbe used
fortreating primary streptococcal infection

Prevention

Treatthroatand skin infections promptly and effectively
Avoid overcrowding

Adequate ventilation in dwellings

7.1.5 NephroticSyndrome ICD10 CODE: N04

Disorder characterised by loss of protein inthe urine due to
damage of the kidney. Itiscommon in children.

Causes

Idiopathic/unknown (majority of cases)

Congenital (rare)

Secondary: Due to post-streptococcal acute
glomerulonephritis, malaria, allergy, UTI, hepatitis B, HIV

Clinical features

Generalised oedema

Severe loss of protein in urine (proteinuria)

Low protein (albumin) levelsin the blood
sum(hypoalbuminaemia)

Hyperlipidaemia (high blood cholesterol)

Investigations

&> Asfor Acute glomerulonephritis plus

&> 24 hour urine protein quantification or Albumin
aeainireratio (ACR)

&> Serum protein and cholesterol
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O

ifferential diagnosis

Cardiac failure, liver disease

Malnutrition with oedema e.g. kwashiorkor
Malabsorption syndrome

Allergic states causing generalised body swelling
Chronic glomerulonephritis

REREREREN

Management

TREATMENT

LOC

fRestrictsaltintake(<2gdaily,i.e.lessthanahalf
teaspoon/day)

T Restrict water/fluid intake

— Both salt and water/fluid intake should be
moderated until diuresis is induced and swelling
is subsiding, which can take several weeks

f Furosemide 40-80 mg each morning to induce
diuresis
Child: 1-2 mg/kg per dose (but see notes below)

T Prednisolone 2 mg/kg daily (max: 60 mg)

- Continue until no further proteinuria (around 6
weeks)

- Gradually reduce the dose after the first4 weeks,
e.g. reduce by 0.5 mg/kg per day each week

Whenoedemahassubsidedandifstill
hypertensive
T Giveappropriatetreatment(seesection4.1.6)

If clinical signs of/suspected streptococcal
infection:
fGiveantibioticasin Acuteglomerulonephritis

Ifpatientfromareaofendemicschistosomiasis
T Praziquantel 40 mg/kg single dose

Ifnoimprovementafter4 weeksorpatientrelapses
T Refer for further management

RR
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7.2 UROLOGICAL DISEASES

7.2.1 AcuteCystitis ICD10 CODE: N30

Aninfection/inflammation involving the bladder, a part
of the lower urinary tract. It isa common manifestation
ofuncomplicated UTI (Urinary TractInfection) innon-
pregnantwomen.

Uncomplicated cystitisislesscommon in menand needs
to be differentiated from prostatitis and urethritis (sexually
transmitted).

Cause
Bacterial infection, usually gram negative (from
intestinal flora) e.g. Escherichiacoli

Clinical features
Dysuria (pain and difficulty in passing urine)
Urgency of passing urine, frequent passing
of srdlamounts ofurine
Suprapubic pain and tenderness
Pyuria/haematuria (pus/blood inthe urine
makingtloudy)
Foul smellingurine
There may be retention of urine in severe infection

Investigations
&> Midstream urine: urine analysis for
protein, teucocytes, nitrates,sediment
&> Cultureand sensitivity (if resistant/repeated infections)
Diagnostic criteria
Symptoms + leucocytes and/ or nitrates at urine analysis

Differential diagnosis

Women: vaginitis

Men: urethritis (in young sexually active patients),
prostatitis (fever, chills, malaise, perineal pain, confusion,
in oldermen)
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Note: Asymptomatic bacteriuria or pyuria (leucocytes
in urine) does not need treatment except in risk groups
such as pregnant women, patients undergoing urological
interventions and post kidney transplant patients

Management
TREATMENT LoC
Uncomplicated UTI (cystitis) in non-pregnant HC2
women

T Ensure high fluid intake

First line agents:

fNitrofurantoin 100mg 6 hourly for5-7
days[advise patient to take after meals]
Child: 3 mg/kg/day 6 hourly for 7 days

Second line agents

f Ciprofloxacin 500 mg 12 hourly for 7 days
(adults)
Children: amoxicillin 125-250 mg 8 hourly for 7
days

If poor response or recurrent infections
fReferforinvestigationofcultureandsensitivity
and further management

Note
* Forurinary tractinfection in pregnancy, see section
16.2.6

Prevention

Improved personal/genitalhygiene
Passurine after coitus

Drink plenty of fluids
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7.2.2 Acute Pyelonephritis I1CD10 CODE: N10

Upperurinarytractinfectioninvolvingoneorbothkidneys
(but notusually involving the glomeruli)

Cause

Bacterial infection, e.g. Escherichiacoli,usually
dueto ascendinginfection (faecal-perineal-urethral
progression of bacteria)

Risk factors

Bladder outlet obstruction
Malformations of urinary tract
Pregnancy

HIV, old age, diabetes

Clinical features

Loinpain, tendernessinone orbothkidney areas
(erelangle)

Fever, rigors (generalised body tremors)
Vomiting

If associated cystitis: dysuria, urgency, frequency
Diarrhoeaand convulsions (common in children)
Ininfantsandelderly: may simply presentas
feveragpoor feeding/disorientation without other
signs

Bl

DIDIDI D B

Differential diagnosis

Appendicitis

Infection of the fallopian tubes (salpingitis)
Infection of the gall bladder (cholecystitis)

Investigations
&> Urine: Microscopy for pus cells and organisms,
C&Sdnid-stream urine
f Specimenshould reachthe labwithin 2 hours of collection
or be refrigerated at 4°C for not >24 hours
&> Blood: Full count, C&S, urea,
electrolytes
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&> Ultrasound kidneys/prostate

Management

TREATMENT LoC

T Ensure adequate intake of fluid (oral or
I\V)toirrigate bladder and dilute bacterial
concentrations

FGiveparacetamol 1gevery6-8hoursforpainand
fever

If outpatient (only adults):

fCiprofloxacin 500 mgevery 12 hours for 10-14 HC3
days (only adults)

Inseverecases, allchildrenorifnoresponseto

abovein 48 hours:

T Ceftriaxone 1 g IV once a day HC3
Child: 50-80 mg/kg IV once a day

Followinginitialresponsetoparenteraltherapy

¥ Consider changing to:

- Ciprofloxacin 750 mg every 12 hours to complete | HC3
10days (adults only)

= Orcefixime 200 mgevery 12 hours to complete H
10 days of treatment
Child: 16 mg/kgthefirstdaythen8 mg/kgto
complete 10 days

Alternative regimen

fGentamicin5-7mg/kg IV inoneordivided doses | HC3

withorwithoutampicillin2glVevery6hours
Child: gentamicin 2.5 mg/kgevery 8hours (or
7.5 mg/kg once daily on outpatient basis) with or
without ampicillin 25 mg/kg every 6 hours
FConsiderreferralifthereisnoresponsein72
hours and for children with recurrent infections
(toexcludeurinarytractmalformations)
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Prevention

fEnsureperianalhygiene

fEnsureregularcompleteemptyingofthebladderand/or
doublevoiding (additional attempttoemptybladderafter
initial urine flow ceases)

7.2.3 Prostatitis ICD10 CODE: N41

Acute inflammation/infection of the prostate, a gland
presentinthe maleand located below the bladder, around
the proximal urethra.

Cause

Dl

Bacterial infectionas for UTI

Clinical features

Fever, chills

Rectal, perineal and low back pain

Urinary urgency, frequency and dysuria

May cause acute urinary retention

Atrectal examination: tender enlarged prostate
(avodvigorous examination)

DI DI B DI B

Investigations
&> Haemogram

&> Urineanalysisand C&S

Management
TREATMENT LOC
F IV fluids, antipyretics, bed rest HC4

T Stool softeners
T Ciprofloxacin500mg12hourly for4-6 weeks
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7.2.4 RenalColic ICD10 CODE: N23

Acuteseverepainintheloin (kidney area) asaresultof
obstruction of the ureters by a stone.

Causes
Urinary stones
Rarely clotortumor

Clinical features

Acute, severe, colicky loin pain oftenradiating to the
iiecfossa, testes, or labia of the same side

At timesdysuria

Nausea andvomiting

Differential diagnosis

Lower UTI

Acute upperUTI

Other causes of acute abdominal pain
Investigations

&> Urinalysis (forblood)

&> Plainabdominal X-ray: for radio-opaque stones
&> Ultrasound

Management
TREATMENT LoC
T Oral or 1V fluids to mantain hydration HC4

TAntiemeticsifnecessarye.g.metoclopramide
10 mg IM or IV

fDiclofenac 75 mg IM single dose
and/or

T Pethidine 50-100 mg IM single dose

Refer if repeated episodes/unresolving episode.

Prevention
Ensure oral fluid intake of 3-4 L/day
Reduce salt intake and animal protein
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7.2.5 Benign Prostatic Hyperplasia
ICD10 CODE: N40

Enlargementoftheprostate causingurinary symptoms.
Common in men above 50 years.

Cause
Benign growth of prostate size, age related

Clinical features

Obstructive symptoms: weak urine stream,
straining at micturition, hesitancy, intermittency,
sensation of incomplete bladder emptying

Irritative symptoms: frequent micturition
especialy during the night, urgency, urge
incontinence

Complications: acute urinary retention, frequent
infectionswhich may precipitate symptoms

Investigations

&> Urineanalysis (blood, leucocytes)
Renal function

&> Abdominal ultrasound

Management
TREATMENT LOC
fTreatwithantibioticsifinfection present (see HC2
prostatitis or acute cystitis in previous section)
T Surgical management if severe symptoms RR
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7.2.6 Bladder Outlet Obstruction

Obstruction of urinary tractanywhere below the bladder,
causingdistensionandincompleteemptyingofthebladder.
Itcan be acute (Acute Urinary Retention) or chronic.

Causes

BPH)/prostate cancer

Bladdertumors, stones

Pelvic masses (rarely pregnancy)

Rarely neurological causes

Infections can precipitate acute retention
Chronic obstruction can cause
hydronephrosis atthronic kidney damage

DIDI DRI

Clinical features

Acute: painfulandtenderpelvic mass, difficulty in
pessingurine

Chronic: obstructiveand irritative symptoms (see
BPH)painless pelvic mass

Investigations

&> Urine analysis,C&S

&> Abdominal ultrasound

&> Renal function tests

&> Other specialised investigations (Cystourethrogram)

Management

TREATMENT LOC

FUrethralcathetertorelieveobstruction(>18F) | HC4
T Suprapubic catheter if urethral fails
T Treat infection if present

T Refer to specialist for assessment/care RR
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7.2.7 Urine Incontinence ICD10 CODE: N39.3-4
Involuntary urine leakage

Causes and clinical features

Pelvic floor muscles dysfunction (e.g. following
pregnancy):stressincontinence (atstrainslikecoughing,
sneezing)

Overactivebladder: urgeincontinence (sudden
compelling need to urinate, difficult to defer)

Anatomicalproblems: continuousincontinence
(VWFectopic ureter)

Chronicbladder outlet obstruction: overflow
incontinence

Investigations

&> Careful history and examination

&> Urineanalysis

&> Abdominal ultrasound

Management

TREATMENT LOC

FStress incontinence: pelvic floor exercises | HC2
T Other: specific according to the cause H
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8. Endocrine and

Metabolic Diseases

8.1.1 Addison’sDisease ICD10CODE:E27.1-4

A condition where the adrenal gland produces insufficient
glucocorticoid hormones (adrenal insufficiency)

Causes

More common: abrupt cessation of steroid treatment
afierlong use

Autoimmune (self destruction of the gland)

TB of the adrenals, HIV/AIDS

Surgical adrenal removal, cancer affecting adrenal
gands bleeding into the adrenals, necrosis of the adrenals

Clinical features

Acute

Weakness and fatigability (getting tired easily)

Shock, very low BP

Hypoglycaemic attacks

Mental changes, e.g., irritability and restlessness
uticoma

Fever, hyponatremia (low Na), hyperkalemia(high
Kacidosis

Chronic

Asabove plus weight loss, hair loss

Darkening of the skin and mouth

Menstrual disturbance and infertility

Symptomsareworse in situations of stress
(eg,infections)
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Differential diagnosis
HIV/AIDS, TB,cancer
Depression

Diabetes mellitus
Hypothyroidism

Investigations
&> Drughistory

&> Referathigherlevel forhormonetestsifnoclear

history @brupt withdrawal of steroid treatment
Management

TREATMENT

LOC

Acute crisis

fHydrocortisone 100mg 1V 6 hourly until stable,
then switch to oral
Child 0-3 years: 25 mg
Child 3-12 years: 50 mg

fIVfluidsanddextrosetomaintainnormal
volume and blood sugar

f Treat complications/concomitant illnesses (e.g.
infections)

Chronic case

Hydrocortisone tablets 10mg

T Ifhistory ofabruptsteroid cessation, restart
prednisolonetreatment, and slowly decrease it
by 2.5-5mg perweek

f Replacement treatment with prednisolone (5-7.5
mg/day)
Child: 1-5 mg/day

TUsedosesasinacuteregimensincaseofstress
(e.g.,surgery, disease, labour)

Prevention
Avoid self medication with steroids
(prednisolone, dexamethasone)
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Decrease steroids gradually if used for treatment durations
longer than 2 weeks (see above)

8.1.2 Cushing’'sSyndrome ICD10 CODE: E24

Constellation of signs and symptoms caused by chronic
glucocorticoid (steroid) excess, from excessive secretion or,
more commonly, from chronic glucocorticoid therapy.

Causes

latrogenic (steroidtreatment)
Cushing’s Disease

Adrenal adenoma, adrenal carcinoma

Clinical Features

Central (truncal) obesity, moon face, buffalo hump
Thinning of the skin, striae

Poorwound healing, muscle weakness and atrophy
Hirsutism and acne (females)

Hypertension and hyperglycaemia

Differential diagnosis

Ordinary obesity

Alcoholism (alcohol-induced pseudo-
Cushing’s syndrome)

DI DI BB D

Investigations

&> Drug history

&> Refer to higher level for hormonal tests
(dexamethasone suppression test) if no history of steroid
overuse

Management
TREATMENT LoC
Iatrogenic H

FSlowlydecreasesteroiddose by 2.5-5mgevery
1to 2 weeks

448 UGANDA CLINICAL GUIDELINES 2022






4.1.4 PULMONARY OEDEMA

Non-iatrogenic RR
fRefernon-iatrogenicCushing’s,oriatrogenic
caseswithcomplicationstohigher level of care

8.1.3 Diabetes Mellitus

ICD10CODE: E08-E13

Metabolic disease resulting from insulin insufficiency
or ineffectiveness, due to decreased insulin secretion,
or peripheral resistance to the action of insulin, or a
combination of the two.

Causes

¢ Type 1: decreased insulin production due to autoimmune
destruction of the pancreas. Usually starts at a young age

e Type 2: insulin resistance, usually combined with
insufficient production of insulin as the disease progresses.
Usually starts in adulthood

* Gestational Diabetes-any degree of glucose intolerance
with onset or first recognition during pregnancy.

* Secondary diabetes: due to other identifiable causes, e.g.,
Cushing’s syndrome, chronic pancreatitis, etc.

Risk factors

* Type 1: genetic factors, environmental factors (e.g., some
viral infections)

e Type2

* Non Modifiable risk factors: Age >40 years, Family
history in first degree relatives, Gestational DM,
delivery of big baby >4kg

* Modifiable risk factors; Unhealthy diets, physical
inactivity, tobacco use, harmful use of alcohol,
hypertension, stress, obesity, high cholesterol levels,
impaired glucose tolerance

Clinical features
Classical symptoms

@)
@)

460

Polyuria — frequent urination, night waking to urinate
Polydipsia — frequent thirst, drink a lot of water
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o Polyphagia — increased appetite, feeling hungry all the
time, frequent, eating

o Polyneuropathy-burning pains, pins and needles,
numbness

Other symptoms

o Weight loss despite high appetite

o Frequent skin infections like boils, itchy genitalia
(candidiasis), slow healing wounds

o Fatigue — feeling tired all the time, children not
wanting to play

o Bed-wetting in children

o Poor vision

o May present with complications

Type 2 diabetes often only presents with minor
aspecific symptoms,anditisdiagnosed either by
screeningorwhen the patient presents with
complications

Complications

Acute complications of diabetes

* Acute coma due to diabetic ketoacidosis, or
hyperosmolar hyperglycaemia (see next section), or
hypoglycaemia (seesection 1.1.6)

Chronic complications

1.Microvascular complications: affect the small blood

vessels, such as those supplying blood to the eyes and

kidneys. The microvascular complications of diabetes are
retinopathy, nephropathy and neuropathy.

2. Macrovasculary complications: affect the larger blood

vessels, such as those supplying blood to the heart, brain

and legs: stroke, heart attack, peripheral artery disease
 Stroke, ischaemic heart disease, kidney failure

* Blindness, impotence, peripheral neuropathy

* Diabetic foot which may lead to amputations

Differential diagnosis
Diabetes insipidus, HIV/AIDS, TB
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Investigations

&> Blood glucose (fasting, random, and/or 2 hours after 75rg
of glucose)

&> Urine: for glucose, and ketones (intype 1)

HbA1c - Glycated haemoglobin 1c

Other baseline tests- RFTs, Lipid profile, ECG, urine protein
or microalbuminuria

Diagnostic criteria
1 | Fasting blood sugar >7.0 mmol/L (126 mg/dl)

2 | Two-hourbloodsugarafter 75 mgofglucose>11.1
mmol/L (200 mg/dl)

3 | HbAlc >6.5%

In a patient with classical symptoms of
hyperglycaemia:RandomBlood Sugar>11.1 mmol/L
(200 mg/dI)

Caution

r Intheabsence ofunequivocal hyperglycaemia(very
highlevelsofbloodsugar), criterial-3should be
confirmed by repeated testing. Onesingleslightly
elevatedbloodsugarintheabsenceofsymptoms|S
NOT DIAGNOSTIC for diabetes

General Management

Goals of treatment

f Treatment ofhyperglycaemia

f Treatmentof associated risk factors

f Preventionand treatment of acute and chronic
complications
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TREATMENT

LOC

Life style modifications
fDiabetic diet (see section 19.1.3)
T Weight loss if overweight
T Regular physical exercise
TModerate,ornoalcoholintake
T Smoking cessation

HC2

Management of risk factors

T Assessforotherriskfactors (hypertension,
obesity, smoking, etc.), and manage accordingly

T Hypertension: target BP 120/80, first line
medication are ACE inhibitors (renal protection
effect),e.g.,enalapril (seesection4.1.6)

T Dyslipidaemia: considerstatintreatment,e.g.
atorvastatin 20-40 mg once daily or simvastatin
20-40mgoncedailyintheevening,especially if:

- Ischaemic heartdisease or cerebrovascular
disease already present

- Age>40years

Caution
r Donotusebetablockers,e.g.,atenololindiabetes

HC2

HC4

Management of complications

T Assessforcomplications (renaldisease, eye
problems,diabeticfoot, peripheralneuropathy,
heart problem, stroke), and refer/ treat
accordingly

HC3

f Aspirin 75-100 mg/daily inischaemic
heart disease, or stroke

f Amitriptyline 10-25 mgatnight (max 100mg
in divided doses) for peripheral neuropathy

fAtorvastatin20-40mgonceadayin
ischaemic heartdisease, or stroke

HC3

Treatment targets
- Fasting blood sugar <7 mmol/I
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- Postprandial sugar <10 mmol/I
- HbA1c <7% (7.5 % for elderly)

Elderly people are at higher risk of hypoglycaemia. Monitor
carefully, and do not aim at very strict control of blood sugar.

Management of Type 1 Diabetes

paediatrician

Insulin SC: 0.6 -1.5 IU/kg/day
Children <5 years: start with 0.5 lU/Kg/day, and refer to a

HC4

TYPE OF USUAL ACTION
INSULIN PROTOCOL | ONSET | PEAK |DURATION
Insulin 3 times 30 2-5 5-8
short acting, | daily, 30 minutes | hours hours
regular minutes
soluble(e.g. | before
Actrapid) meals
Insulin Aspart (3 times 10- 45 3-
daily 10-15 | 20mins mins 5hours
minutes
before
meals
Insulin Once or 1-3 6-12 16-24
intermediate | twice daily | hours hours hours
acting, (evening =
NPH, (e.g. morning)
Insulatard)
Insulin Once or 30 2-12 16-24
biphasic, twice minutes | hours hours
mixture of daily
regular and
NPH (e.g.
Mixtard
30/70)

464
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Preferably, a combination of intermediate and short acting
insulin should be used, in the following regimense.g.,
» Pre-meals short acting insulin (e.g. actrapid) or Rapid
acting insulin analogue (e.g Aspart) and evening
intermediate acting insulin (e.g. Insulatard) or long acting
insulin analogues (e.g Glargine). The evening dose should be
40-50% of the daily dose (basal-bolus therapy)
OR
» Twice daily premixed insulin Mixtard: usually 2/3 of
total dose in the morning and 1/3 in the evening, 30
minutes before meals or Biphasic Insulin Aspart 2/3
of total dose in the morning and 1/3 in the evening
10-15 minutes before meals.

Note

¢ Patients on insulin should measure their blood glucose
level at least twice daily (before breakfast, and before
dinner), and insulin doses adjusted accordingly

+ More frequent pre- and post-meals measurements are
requiredtoadjustthe dosesespecially withabasal-bolus
therapy.

Caution
r Oral antidiabetic medicines are NOT used in type 1.
Metformincanbe used butonly under specialistadvice
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Management of Type 2 Diabetes

TREATMENT

LOC

First line

T Life style modifications

— If sugar levels not very high, and patient is willing,
try lifestyle modifications for 3 months, and
reassess

If lifestyle modifications not enough, and/or sugar

level initially very high, start on:

fMetformin1.5-2gdailyindivided dosesatmeals
(startwith500mgonceadayforoneweek,then
increase by 500 mg every week until target
control is achieved)

If treatment targets not achieved with lifestyle
modifications and metformin, add a second line
drug.

Ifintoleranceorcontraindicationto metformin,
startdirectly withsecondline

HC2

HC3

Second line

fOr Glimepiride 1-4 mgoncedaily before or with
the first meal of the day

— Start with lowest dose, and increase every 1-2
weeks according to response

Ifcontrolnotachieved,addbasalinsulin (thirdline)

HC4

Third line
FInsulin SC NPH (Insulatard)

81U (or0.31U/Kg)intheevening, increase by 2-4
IUevery 3-7daysuntilfastingblood glucoseisin
range

HC4
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If control still not achieved, consider a full insulin regimen. Stop
glimepiride, but maintain metformin if possible
fBiphasicinsulin(e.g. Mixtard 30/70) twice aday,
2/3total dose inthe morning before breakfast,and | yeg
1/3 inthe evening before supper

E.qg., Startingdose: 10 IlU SCmorning,51USC
evening, increase by 4-5 IU/weekly. Adjust
morning dose as per pre-supper blood glucose, and
eveningdoseasper pre-breakfastbloodglucose OR
fBasal-bolusregimen: 0.4-0.6 IU/kg/day, half is
givenasbasalinsulin(e.g. Insulatard)in the
evening,andhalfgivenasrapidinsulin30 minutes
before meals

Adjust basal dose according to fasting blood sugar,
and pre-mealsinsulinaccordingto pre-and post-
meals blood sugar levels

Caution

rMetforminiscontraindicatedinadvancedkidney
disease

rDonotuseoralanti-diabeticsinacutecomplications,
andinacutelysick patients: useinsulinforinitial
management

8.1.4 Diabetic Ketoacidosis (DKA) and
Hyperosmolar Hyperglycaemic State (HHS)
ICD10 CODE: E10.1 AND E11.0

Acute metabolic complications of diabetes mellitus:

- DKA is characterized by ketosis, acidosis, and
hyperglycaemia. It is more common in type 1 diabetes.

- HHS is characterized by hyperglycaemia, severe
dehydrationand hypovolemia, butnoketosisandacidosis.
Itismore common in type 2 diabetes.

Causes
Newly diagnoseddiabetes
Poor control of diabetes mellitus
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Treatmentinterruptions
Infections and trauma

Clinical features

DKA

Acute onset (24 hours or less)

May be preceded by the typical symptoms of
excessivethirst, fluid intake, and passing of urine,
weight loss, tiredness

Abdominal pain,vomiting

Alterated consciousness,coma

Deep breathing(acidotic)

Sweet, acetone smell on the breath (from ketosis)

Cardiovascular collapse (hypotension)

HHS

Slower onset

More severe dehydration and fluid deficit

No ketosisand acidosis (no/few ketones in urine)

Differential diagnosis
Other causes of ketoacidosis/hyperglycaemia
Other causes of acute abdominal pain
Other causes of coma

Investigations

&> Bloodsugar

Urine analysis (for ketones, positive)
Full bloodcount

Renal function and electrolytes (Na, K)
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Management
TREATMENT LOC
General measures HC4

FMonitorBP,urineoutput,andbloodsugarhourly

T Urinary catheter if unconscious

fTreatinfectionsifpresent(they canbea
precipitating factor)

fEnoxaparin40001U SCuntilpatientisableto H
move (to preventthromboembolism)
F Normal saline (NaCl 0.9%) HC4

= 15-20ml/kg inthe firsthour (500-1000 ml)
Children: 10-20 ml/kg

- Continuewith5-15ml/kg/houraccordingtovital
signs, urinary output, and clinical condition

flfblood sugar <14 mmol/L, switch to dextrose 5%
ifketonesstillpresent,and/orclinicalcondition
notyetnormal (patientunable to eat)

fSolubleinsulin4-61U IMeveryhouruntil HC4
condition stabilises
Child >5 years: 0.1 IU/kg/hour
Child <5 years: 0.05 1U/Kg/hour

— Continue insulin until ketosis resolves, and
patient is able to eat
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— Once clinical condition normalises (normal BP,
consciousness, urine output, and able to eat), start
Insulin SC regimen (see previous section) 1-2
hours before stopping the IM insulin

Potassium (KCI) HC4

If potassium level not available

fAddpotassium chloride 1ampouleinevery
llitreofinfusionassoonasthe patienthas

If potassium levels available:

- K<3.5mmol/L: add 40 mmol (2 ampoules) per
1 litre of fluid

- K3.5-5.5mmol/L: add 20 mmol (1 ampoule)
per 1 litre of infusion

- K>5.5mmol/L: donotadd any potassium

Prevention

Early detection

Good control of diabetes
Prompttreatment of infections
General education

Hypoglycemia

For hypoglycaemia in patients on anti-DM drugs, manage as in
section 1.1.6, and

Add Glucagon 1mg (1 unit) IM/SC, repeat every 15minutes
once or twice according to response to treat severe
hypoglycemia in diabetes patients treated with insulin who are
unconscious or cannot take some form of sugar by mouth.

8.1.5 Goitre ICD10CODE:E04

Visible enlargement of thyroid gland. May be associated with
abnormal thyroid function (hyper or hypothyroidism), or
not.
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(@)

auses

lodine deficiency

Grave’s disease

Thyroiditis

Multinodular

Physiological (pregnancy,puberty)

BI DI D B D

Clinical features
Visible neckswelling
(Rarely) difficulty in swallowing

Investigations
&> Thyroid hormones
&> Neckultrasound

Management
TREATMENT LOC
fReferforthyroidhormonesandspecialist RR
management

- Ifhypoor hyperthyroidism, see next sections
- Ifcausing obstruction, surgery is indicated

8.1.6 Hyperthyroidism ICD10 CODE: E05

Aconditionresultingfromanexcessofthyroid hormones,
usually due to excessive production.

Causes
Grave’sdisease (autoimmune, common in females)
Neonatal thyrotoxicosis
Tumoursofthyroidgland (adenomas,

multinodular icgoiter)
Inflammation of the thyroid gland (thyroiditis)
latrogenic causes (side effect of some medications)

Clinical features

Weight loss with increased appetite
Swelling in the neck (goitre)
Palpitations, tachycardia
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Irregular, scanty menstrual periods

High blood pressure

Protruding eyes (exophthalmos) in some forms

Frequentdefecation

Differential diagnosis
Anxiety states

Irritability, nervousness, inability to rest or sleep

Profuse sweating, extreme discomfort in hot weather

Tumoursof the adrenal gland (pheochromocytoma)

Other causes of weight loss
Other causes of protruding eyes

Investigations

&> Blood levels of thyroid hormone (high T3, T4, low TSH)

&> Thyroid ultrasoundscan
&> Biopsy of thyroid gland for cytology/histology

Management

The aim is to restore the euthyroid state

Use pulserateand thyroid hormones level to
monitorprogress

TREATMENT

LOC

fCarbimazole 15-40mg (max60mg)in2-3
divided doses for 1-2 months
Child: 750 micrograms/kg/day in divided doses
(max 30 mg)

— Adjust dose according to thyroid hormone levels
(under specialist management only)

To control excessive sympathetic symptoms (e.g.
palpitations), add:

1 month

T Propranolol40-80 mgevery 12 hoursforatleast

Child: 250-500 micrograms/kg 3-4 times daily
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Once patient is euthyroid H

T Stop propranolol, and progressively reduce
carbimazoletodaily maintenance dose of 5-15
mg.Continuecarbimazoleforatleast18 months

fSurgerymayberequiredincertaincases,e.g.,
obstruction, intolerance, or lack of response to
drug treatment

fRadioactiveiodinemayalsobeusedespeciallyin
toxic multinodular goitre

Caution

rPatientstreated with carbimazoleshouldbeadvised to
reportany sore throat immediately because of the rare
complicationofagranulocytosis (lowwhite cell count)

8.1.7 Hypothyroidism ICD10 CODE:E03

Aconditionresulting fromthyroidhormonedeficiency. Itis
5times more common in females than in males.

Causes

Autoimmune disease

Post-therapeutic, especially after radiotherapy, or
surgicaltreatment forhyperthyroidism

Secondary; due to enzyme defects (congenital)

lodine deficiency

latrogenic (side effects of some medicines)

Clinical features

Dull facial expression, puffiness, periorbital swelling
Hoarse voice, slow speech

Weightgain, drooping eyelids

Hair sparse, coarse, and dry: skin dry, scaly, and thick
Forgetfullness, other signs of mental impairment
Gradual personalitychange

DIDIDIDRD
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Bradycardia, constipation (often), anaemia (often)
Paraesthesia (numbness) of hands and feet

Differential diagnosis
Myastheniagravis
Depression

Investigations
&> Bloodlevelsofthyroidhormone (lowT3,T4,highTSH)

Management
TREATMENT LoC
T Levothyroxine H
- Initialdose50-100microgramsoncedailybefore
breakfast

Elderly: start with 50 micrograms
- Gradually increase by 25-50 micrograms
every 4 weeks to maintenance dose of 100-200
micrograms daily, according to hormonal levels
- Once stable, check hormone levels every 6-12
months
Child: refer for specialist management

Note
* In most cases, the treatment is for life

Prevention
Educate patients on the use of iodised salt

8.1.8. Central precocious puberty

Also referred to as gonadotropin dependent precocious
puberty is an endocrine- related developmental disease
characterized by the onset of pubertal changes, with
development of secondary sexual characteristics and
accelerated growth and bone maturation, before the normal
age of puberty (8 years in girls and 9 years in boys).

UGANDA CLINIC AL GUIDELINES 2022 479



4.1.4 PULMONARY OEDEMA

Causes

Premature activation of the hypothalamic-pituitary-
gonadal (HPG) axis.

Idiopathic

Secondary causes include brain tumors (glioma,
astrocytoma), CNS infections (meningitism, encephalitis),
brain malformations (hydroceohalus, arachnoid cysts),
trauma and injuries.

Clinical features

Accelerated growth and bone maturation

Premature breast development

Early menarche in girls, and testicular and penile
enlargement with development of facial and sexual hair in
boys

Genetic counselling

Most cases are sporadic, familiar caese show
autosomal dominant mode of transmission with
incomplete, gender-dependent penetrance

Differential diagnosis

Gonadotropin-independent precocious puberty
McCune-Albright syndrome

Gonadal tumours

Benign premature thelarche

Investigations

&> Pelvic ultrasound

&> Screening of basal luteinizing hormone (LH)
levels or measurement of gonadotropin levels after
stimulation tests using gonadotropin releasing
hormone (GnRH)
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Management

TREATMENT LOC

NH

fTreatment of progressive CPP using GhRH
agonists ( leuprolide acetate for depot
suspension)

flLeuprolide acetate for depot
suspension 7.5mg inj monthly

Prognosis
The disease has minimal consequences during adulthood,
although the association of variation of pubertal timing with
adult disease or behaviour may be questioned.

9. Mental, Neurological and

Substance Use Disorders

9.1 NEUROLOGICAL DISORDERS
9.1.1 Epilepsy ICD10 CODE: G40

A chronic condition characterised by recurrent unprovoked
seizures. Seizures are caused by abnormal discharges in the
brain and present in two different forms: convulsive and
non-convulsive forms.

Convulsive epilepsy has features such as sudden
muscle contraction, causing the person to fall and lie
rigidly, followed by the muscles alternating between
relaxation and rigidity with or without loss of bowel or
bladder control

Non-convulsive epilepsy has features such as
changein awareness, behaviour, emotions or senses
(such astaste, smell, vision or hearing) similar to

UGANDA CLINICAL GUIDELINES 2022 481

SY3IAYOSIA ISNAY FIDNV.LSENS ANV TV II90T0UNIAN '1V1N3ﬁ



MENTAL, NEUROLOGIC AL AND SUBSTANCE ABUSE DISORDERS

4.1.4 PULMONARY OEDEMA

mental healthconditions, so may be confused with
them

Consider a diagnosis of epilepsy if aperson has had at least 2
seizures in the last calendar year on two differentdays.

Seizures during an acute event (e.g. meningitis, acute
traumatic brain injury) are not epilepsy.

Causes

Genetic, congenital malformation, birth asphyxia,
braintumour

Brain infections, cysticercosis, trauma (acute or
in thepast)

Metabolic disorders

In some cases, no specific causes can be identified.

Clinical features
Depending on the type of epilepsy:

TYPE OF DESCRIPTION

EPILEPSY
Generalized Seizure involves whole brain,
epilepsy consciousness is lost at the onset
Tonic Clonic * May commence with a warning
(grand-mal) or sensation in the form of sound, light or
convulsive abdominal pain (aura)
epilepsy * There may be asharp cry followed by

loss of consciousness and falling

e Tonic contraction (rigidity) of muscles
occurs followed by jerking movements
(clonic phase)

* There may be incontinence of urine or
faeces, frothing, and tongue biting

* Aperiod of deep sleep follows
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Absence * Mainly a disorder of children
seizures * Theattack is characterized by a brief
(petit mal) loss of consciousness (5-10 seconds)
inwhich posture is retained but other
activities cease
* Thechild hasavacant stare
* Previousactivities are resumed atthe
end of the attack
 Several attacks may occur inasingle day
Atonic or * Sudden loss of muscular tone, of
tonic seizures brief duration (15 seconds), with
(drop attacks) consciousness maintained or
 Sudden stiffening of muscle

TYPE OF DESCRIPTION
EPILEPSY
Myoclonus * Abnormal jerking movements
epilepsy occurringusually in the limbs but may
involve thewhole body
Focal Epilepsy | Seizure activity starts in one area of the
brain
Simple * Patientremains alert but has abnormal
sensory, motor, psychic or autonomic
manifestation e.g. jerking of a limb,
déjavu, nausea, strange taste or smell,
signs of autonomic nerve dysfunction
i.e. sweating, flushing, and gastric
sensation, motor contraction or sensory
change in a particular point of the body)
Complex  Altered awareness and behavioure.g.
confusion, repetitive movements
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Status * A convulsive state in which the
epilepticus convulsions last >30 minutes or
several epileptic convulsions occur

in succession without recovery

of consciousness in between or
convulsions not responsive to 2 doses of
diazepam. Itisamedical emergency.

Differential diagnosis

@ Syncope (fainting),

@ Hypoglycaemia (low blood sugar)

@ Hypocalcaemia (low blood calcium levels)

@ Conversion disorder (previously known as hysteria)
@ Hyperventilation (fast breathing) and

@ Panic attacks

Investigations

A complete medical and mental health
assessment

@ Electroencephalogram (EEG)

- Useful in petit mal and focal seizures

— Tobe done atspecialist level (RR and NR)

@ Other investigations are guided by suspected cause

Management

neral principles

All suspected cases of non-convulsive epilepsy should
beconfirmed and treated by a specialist

Convulsive epilepsy can be diagnosed at hospital/HC3
level but drug refills should be available at lower levels
One brief isolated seizure does not need further
treatmentbut review at 3 months and re-assessment.
Treat patients with repeated episodes as per definition
Treatment can effectively control epilepsy in most cases
Treatment should include psychological and social

support
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Start with a single anti-epileptic medicine

Start with low doses and increase gradually accordin
response

If a patient has been seizure free for 2 years, conside
gradual stopping of medication

Commonly used antiepileptics include:

Generalized tonic-clonic seizures

MA

gto

r

* Children <2 years: phenobarbital or carbamazepine

* Children>2 years: carbamazepine or valproate
Absence seizures: Valproate or ethosuximide

Caution: Avoid phenobarbital and phenytoin in children

with intellectual disability and/or behavioural problems

Acute seizure and status epilepticus

TREATMENT

LOC

First aid for acute seizure
» DO NOT RESTRAIN or put anything in the mouth
» Protect person from injury: make sure they are
in a safe place away from fire or other things that
might injure them
» DO NOT leave patientalone. Seek help if possible
» After the crisis, check airway, breathing and
circulation and, while unconscious, put the
personin recovery position (on their side)

HC2

» Most seizures resolve spontaneously.

HC3
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Status epilepticus
» Dextrose 50% 1 mL/kg adults and Dextrose 10%
» Givediazepam 10mg IV orredtal 5 ml/kg chidren

— Child: 0.05 mg/kg rectally, 0.02 mg/kg IV
repeat dose after 5-10 min if seizures persist

If not responsive, consider

» Phenobarbital 10-15 mg/kg slowly IV. Dilute
the solution with 10 times its volume of water for
injections and give VERY SLOWLY (atarate <0.1
mg/minute)

— Monitor BP and respiration, be ready to
administer 1V fluids if hypotension develops and
ventilate with Ambu bag in case of respiratory
depression

» Or phenytoin 15-18 mg/kg over 1 hour
» Phenytoin an cause severe tissue damage so
useagood Vline
If not responsive
» Give another drug (if available) or add phenytoin
10 mg/kg in 30 minutes
- Monitor for respiratory depression

HC3

HC4

RR

Chronic epilepsy

TREATMENT

LOC

General principles
» Start with a single anti-epileptic medicine. The
effective dose mustbe reached progressively and
patient monitoredfor tolerance and side effects.
Aim at the lowest dose able to control (prevent)
the seizures

HC3
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> If treatment is ineffective (less than 50%
reduction in crisis) try another
monotherapy(slowly reduce the current
antiepileptic and introduce the new one)

» Ifhigh doses with side effects are required
and seizures are anyway infrequent, less
thancomplete control can be the goal

» Follow up monthly until stable, thenevery 3
months

» Warn patient that treatment interruptions can
trigger seizures or even status epilepticus

» If no seizure for 2 years and no known cause like
head trauma or infection, consider possibility of
stopping treatment (over 2 months). Discuss
withthe patient

» If 2 monotherapy trials fail, refer to specialist

HC 4

RR

Carbamazepine
Effective in all generalized tonic-clonic seizures,
focal seizures
- Giventwice daily, steady state reached in 8 days
- Adult: starting dose of 100-200 mg daily and
increased in 100 mg increments every 1-2
weeksto a maintenance dose of 400 to 1400 mg
daily
- Child: starting dose of 5 mg/kg/day and
maintenance dose of 10-20 mg/kg/day in
divideddoses
A Side effects: skinrash, diplopia, blurred vision,
ataxia (staggering gait), nausea

HC3
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Phenobarbital

Effective for tonic-clonic seizures and focal seizureshut is sedative
in adults and cause behavioural disturbances and hyperkinesia
in children. It may be tried for atypical absences, atonic and
tonic seizures

- Givenonce aday in the evening to reduce
drowsiness

— Adult: starting dose of 1 mg/kg (60 mg) daily for 2
weeks, if not controlled increase to 2 mg/kg (120
mg) for 2 months, if not controlled increase to 3
mg/kg (180 mg)

— Child: starting dose of 2 mg/kg/day for 2 weeks, if
not controlled increase to 3 mg/kg for 2 months,
if not controlled increase until maximum of 6 mg/
kg/day

- Ittakes 2-3 weeks for the drug to achieve steady
blood levels so assess effect only after this period

A Side effects: drowsiness, lethargy, hyperactivity
and irritability in children, skin rash, confusion in
elderly, depression

HC2

Phenytoin

Effective in all forms of epilepsy except absences.

- Adult: starting dose of 150-200 mg daily as single
dose or 2 divided doses and maintenance dose of
200-400 mg daily

- Child: starting dose of 3-4 mg/kg and
maintenance dose of 3-8 mg/kg/day (max 300 mg
daily)

- Increase slowly by 25-30 mg every 2 weeks

A Side effects: drowsiness, ataxia, slurred speech,
blurred vision, twitching, confusion, gum

hyperplasia, blood abnormalities, rash, hepatitis

HC2
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Sodium valproate

Effective in tonic clonic seizures, absences and

imyoclonic seizures. It may be tried for atypical

absences, atonic and tonic seizures.

- Given2timesdaily

- Adult: starting dose of 600 mg daily and
maintenance does of 400-2000 mg daily

- Increase by 200 mg every 3 days until control is
achieved

— Child: starting dose of 15-20 mg/kg/day and a
maintenance dose of 15-30 mg/kg/day

- Increase by % to ¥ of initial dose every 3 days
until control is achieved

A Side effects liver toxicity, blood disorders,
gastrointestinal disorders, weight gain, transient
hair loss. Monitor liver function and full flood
count.

RR

Ethosuximide

Effective in absence seizures.

= Child>6 years: initially 500 mg daily in 2 divided
doses, increase if necessary by 250 mg every 5-7
days up to a usual daily dose of 1-1.5g in 2 divided
doses

= Child 1 month to 6 years: Initially 250 mg single
dose at night increased gradually every 5-7 days as
required to usual dose of 20 to 40 mg/kg daily in 2
divided doses

A Side effects: gastrointestinal disorders, blood
disorders, gum hyperplasia, drowsiness

RR
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Note

+ In children, look for presence of associated intellectual
disability or behavioural problems. If present, consider
carbamazepine or valproate. (avoid phenobarbital and
phenytoin) and manage associated intellectual disabilityor
behavioural problem

¢ All pregnant women with epilepsy should be referred
to specialist for appropriate management (most
antiepileptic drugs have an increased risk of congenital
malformations)

Health education
Health/psycho-education to patients, carers and community
Advice on management of seizures and safety precautions
In children, look for and manage presence of
associated intellectual disability or behavioural
problems

Prevention
Good antenatal care and delivery
Avoid causative factors

9.1.2 Nodding Disease ICD10 CODE: G40.4

An unexplained neurologic condition characterized by
episodes of repetitive dropping forward of the head,
often accompanied by other seizure-like activity, such
asconvulsions or staring spells.

The condition predominantly affects children aged 5-15
years and has been reported in South Sudan from the states
of Western and Central Equatorial, Northern Uganda and
southern Tanzania.

Cause

Not yet certain but consistent association with
onchocerciasis has been found

Other associated factors: malnutrition, pyridoxine deficiency
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Clinical features

Starts at age 5-7 years in previously normal child

Early symptoms: problems in concentration and thinking

Then “nodding” starts, which is a type of seizure
(atonic seizures) often triggered by eating or cold
temperatures

Cognitive impairment appears

Neurological deterioration, delayed puberty and
growth retardation progresses until the child becomes
mentallyand physically disabled

Investigations
@ No diagnostic investigations have been identified

Management
TREATMENT LOC

» Supportive HC4
» Antiepileptic drugs as above (valproate and
phenobarbital)

9.1.3 Headache ICD10 CODE: R51
Common complaint and cause of disability. Pain can be of
varying intensity and affect different areas of the head.

Causes

Facial and frontal headache: sinusitis, eye
problems,oropharyngeal disorders

Temporal headache: severe hypertension, stress,
eardisorders, subarachnoid haemorrhage

Top of the head: stress, tension

Unilateral (one sided): migraine

Whole head: malaria, meningitis, severe hypertension,
dehydration

Back of the head (occiput and neck): meningitis,
malaria,refractive eye problems, neck trauma or sprain,

tension
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Danger signs

SIGN OR SYMPTOM

POSSIBLE CAUSE

Recent traumato the head

Intracranial bleeding
Head injury

High fever

Malaria
Meningitis
Other infections

IAcute onset, severe

Intracranial bleeding

Chronic worsening

Tumours, hypertension

assessment

» Ifany danger signs, refer to hospital for further

» Follow pain ladder for control of symptoms

headache

IAltered consciousness Tumour, intracranial

and/or focal neurological bleeding, intracranial
symptoms and/or seizure infection

Management

TREATMENT LoC
» Investigate and treat cause if found/possible HC2

9.1.3.1 Migraine

ICD10 CODE: G43

Periodic severe headache, usually unilateral, which may
occur with or without an aura (neurological warning signs)
and associated with nausea and/or vomiting

Causes
The cause is unknown but thought to be linked to:
Familial factors
Craniovascular disorders, which can be precipitated

by:stress, anxiety, menstruation, flashing lights, hunger,
lack of sleep, oestrogens (in COC), perfumes, tyramine-containing
foodse.qg.red wine, cheese, chocolate
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Clinical features
Warning signs (aura): visual or sensory

sympotms (flashing lights) preceeding the start of

the headache

Migraine with warning signs is called migraine with

aura.They are not always present

Moderate to severe episodic unilateral headache

throbbing(pulsating)

Nausea and vomiting, sensitivity to light and sound

Differential diagnosis

Any cause of headache
Conversion disorder (hysteria)

Investigations

@ No specific investigations needed except if another cause

issuspected

Management

TREATMENT

LOC

Treatment of acute episode
» Paracetamol 1 g every 6 hours
» Or Ibuprofen 400 mgevery 6-8 hours
» Or Acetylsalicilic acid 300-900 mg every 4-6
hours (max 4 g daily)

HC2

\If severe and/or not responding to the above
treatment
» Diclofenac 75 mg IM
— Plusmetoclopramide 10 mg IM/IV for
thenausea and vomiting
» Or ergotamine 2 mg sublingual, then 1-2 mg
hourly to amax of 6 mg in 24 hours
» Or Sumatriptan 50 mg, repeat after 2 hours if
necessary, max 300 mg in 24 hours

HC4

RR
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PProphylaxis: in case of >3 attacks/month and/or

functional impairment

» Amitriptyline 10-75 mg nocte or HC3
» Propranolol 40-80 mg every 12 hours HC4

Prevention

Avoid precipitating factors

9.1.4 Dementia ICD10 CODE: FO1, F03

A chronic slowly progressive organic mental disorder
characterised by progressive loss of memory and cognitive
function, with difficulty in carrying out every day activities.

Causes
Primary degeneration of the brain
Vascular disorders
Infections e.g. syphilis, TB, HIV/AIDS, meningitis
Metabolic disorders e.g. hypothyroidism
Deficiencies of vitamin B12 and B1
Brain trauma (chronic subdural
haematoma, hydrocephalus)
Toxic agents e.g. carbon monoxide, alcohol

BI DI BIDBI D

Bl

Clinical features

Impairment of short and long term memory

Impaired judgment, poor abstract thinking

Language disturbances (aphasia)

Personality changes: may become apathetic or

withdrawn,may have associated anxiety or depression

because of failing memory, may become aggressive
Wandering and incontinence in later stages

Differential diagnosis
@ Normal aging
@ Delirium, chronic psychosis, depression

DI DI Bl B

Bl
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Investigations

@ Guided by history and clinical picture to establish cause

@ Thorough physical, neurologic and mental state
examination

@ Laboratory: thyroid hormones, RPR and vitamin B12
levels, other tests as indicated

Management

TREATMENT

LOC

» Where possible, identify and treat the cause
» Psychosocial interventions:

— psychoeducation of family members about the
illness and about following a regular routine
programme

- provision of regular orientation information

- creation of an environment to support activitiesof
daily living

» Assess for and treat other co-occurring health
problemse.g depression, HIV

HC2

»  Donepezil 5mg once daily initially, can increase to 10mg after 4-6 weeks

»  Alternatively; Memantine 10mg once daily initially, can increase to 20mg
after 4-6 weeks

Preferably at bed time
Note: These medicines only slow progression of symptoms but not cure dementia.

Ifrestlessand agitated

» Haloperidol 0.5-1 mg every 8 hours with higherdose at
nightif required

Alternatively; Risperidone 0.5-1 mg once daily, preferably
at night.

- Adjust dose according to response and review
regularly, monitor for and treat extrapyramidalside
effects with Benzhexol 2 mg every 12 hoursif
necessary

HC4
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Caution
A Avoid Diazepam: itcan lead to falls and is often noteffective

Prevention
Avoid and treat preventable causes

9.1.5 Parkinsonism ICD10 CODE: G20, G21

A syndrome characterized by tremor, rigidity, bradykinesia
(slow movement) and postural disturbances, due to primary
degeneration or damage to particular areas of the brain
(basal ganglia).

Causes

Primary Parkinsonism:
Cause is unknown

Secondary Parkinsonism:

Infections e.g. sleeping sickness, syphilis
Poisoning e.g. manganese, carbon monoxide
Drugse.g. chlorpromazine, haloperidol
Vascular disorders, intracranial tumour, trauma

Bl B B B

Clinical features

Non intentional tremor

Muscle rigidity

Slowness of voluntary movement

Walking with short quick steps (shuffling gait)
Vacant facial expression (mask face)
Excessive salivation

Urinary incontinence (sometimes occurs)
Variable cognitive impairment

DI DI BB B BB B

Differential diagnosis

Essential tremor (isolated intentional tremor, benign)
Thyrotoxicosis
Dementia, depression
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Investigations
@ Good history and clinical examination

Management

TREATMENT LOC

» Levodopa-carbidopa 10/100 mg. The dose can RR
increased to 25/100mg
» Start with 1 tablet every 8 hours (specialist only
management)

Only for drug-induced parkinsonism HC2
» Benzhexol 2-15 mg daily in 1-3 divided doses
- Initially: 1 mg/day; increase by 2 mg increments at
intervals of 3to 5 days
— Usual dose: 6 to 10 mg/day in 3 to 4 divided doses;
doses of 12 to 15 mg/day may be required

Caution
A Benzhexol side effects: dry mouth, constipation,
palpitations, urinary retention, confusion and
agitation(especially in the elderly)

A Do not give benzhexol routinely to patients on
antipsychotic medicines in the absence of Parkinson-
like side effects

A Use lower doses in elderly

9.1.6 Delirium (Acute Confusional State)  1cp10
CODE: FO5

A clinical syndrome usually with acute onset, which involves
abnormalities in thought and perception and fluctuating

level of consciousness. It is caused by impaired brain
function resulting from diffuse physiological change.

Causes

Infections e.g. malaria, trypanosomiasis,
syphilis,meningitis, rabies, typhoid fever,
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HIV/AIDS
Pneumoniaand urinary tractinfections in elderly
Intoxication with or withdrawal from alcohol or
othersubstances of dependence

Bl

Some medicines e.g. anticonvulsants and
neuropsychiatricmedications

Cerebral pathology e.g. head trauma, tumour

Severe anaemia, dehydration

Electrolyte imbalances, hyperglycemia
Clinical features

Acute onset of mental confusion with associated

disorientation, developing within hours or a few days.
Attention, concentration and memory for recentevents is
impaired

Reduced ability to think coherently:
reasoning andproblem solving are difficult or
impossible

Illusions and hallucinations are common

Symptoms tend to fluctuate: patients feel better in
the dayand worse at night

Some patients may present with reduced activity
and/ormovement (hypoactive delirium)

Differential diagnosis
Acute psychosis

Investigations
Guided by history and physical examination:
aim atidentifying the cause
NB: drug history is very important!
CBC, blood glucose, RDT, renal function and electrolytes

Management
Due to the complexity of underlying conditions, patients
with acute confusional state should be referred to hospital

for appropriate management and investigation.
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TREATMENT LOC

» Identify and treat the cause such as substance H
and alcohol use disorders, diabetes, head injury or
infections e.g. malaria, UTI, pneumonia in older
people

Supportive treatment

» Ensure hydration, control of fever, safe and quiet
environment, constant monitoring

» Withhold any unnecessary medicines, keep
the use of sedatives and antipsychotics to the
minimum necessary

If patient is agitated and acutely disturbed
» Haloperidol 5 mg IM: repeat after 60 min if HC4
necessary
— Continue with haloperidol 1.25-5 mg every 8 to
12 hours

» Or chlorpromazine 25-50 mg every 8-12 hours HC2
(IM or oral)

» Trifluoperazine 5-10 mg every 12 hours H

If patient is extremely agitated

» Diazepam 5-10 mg slow IV or rectal HC3

- repeat after 10-15 minutes if necessary
- then oral diazepam 5-15 mg at night

MENTAL, NEUROLOGIC AL AND SUBSTANCE ABUSE DISORDERS

Prevention
Early diagnosis and treatment of underlying cause

9.2 PSYCHIATRIC AND SUBSTANCE USE
DISORDERS

9.2.1 Anxiety ICD10 CODE: F40-F48

Anxiety isanormal physiological response, which enables
a person to take steps to deal with a threat. When anxiety
is prolonged or interferes with normal functions of the

individual, it constitutes the clinical condition of an anxiety
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disorder.

Causes

Not fully understood: possibly external traumatic
eventsmay trigger anxiety in predisposed people

Association with other mental conditions e.g.
depression,alcohol and substance abuse

Types and clinical features

Generalized anxiety: Unrealistic and excessive worry
aboutalmost everything

Panic attacks: Episodes of sudden onset of
intense apprehension or fear; anxiety symptoms
usually peak within 10-15 minutes and resolve in a few
minutes to onehour

Phobia: An excessive fear of aknown stimulus (object or
situation) e.g. animals, water, confined space) causing the
person to consciously avoid the object or situation

Each of the above clinical types will have one or more of the
following manifestations:

Sleep, mood and concentration problems

Palpitations, dizziness, shortness of breath

Shakiness or tremors, excessive sweatiness

Easily frightened

Other symptoms: urinary frequency, hesitancy, or
urgency,diarrhoea

B DI B B B

Differential diagnosis
Consider organic conditions e.g.
hyperthyroidism,hypoglycaemia,

phaeochromocytoma
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Management

TREATMENT

LOC

» Psychosocial interventions: counselling,
psychotherapy (individual and group
psychotherapy)

For an acute episode or intense prolonged anxiety

» Benzodiazepines e.g. diazepam 5 mg 1-2 times
daily

- Increase if necessary to 15-30 mg daily in divided
doses
Elderly: Alprazolam 0.25mg-05mg twice daily initilly,
Increase if necessary to 3-6 mg daily in divided doses.
If alprazolam is not available, Give half the above
dose of diazepam

- Duration of therapy 1-2 weeks, tapering off to zero
within 6 weeks

If poor response: refer to specialist
» Fluoxetine 20 mg once a day for long term
management of the anxiety disorder
Or Sertraline 50mg once daily
— Continue antidepressant for 4 to 6 weeks then
evaluate the response

HC2

HC4

Caution

withdrawal symptoms. Use for short periods and
gradually reduce the dose. Avoid alcohol

A Diazepam is addictive and abrupt cessation can cause
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| TREATMENT | Loc

Notes
* Diazepam is NOT appropriate for treating depression,
phobic or obsessional states, or chronic psychoses (see
relevant sections for more information)
* Antidepressants: May be useful in managing panic
disorders and other anxiety disorders which require long
term treatment

Prevention
Good personality development
Good stress management

9.2.2 Depression ICD10 CODE: F32, F33

A common disorder characterised by low mood, loss of
interest and enjoyment and reduced energy leading to
diminished activity and in severe forms, difficult day-to-day
functioning.

Causes
Biological, genetic, and environmental factors

Clinical features
For at least two weeks, the person had at least two of the
symptoms below:
Low mood (most of the day, almost every day)
Loss of interest or pleasure in activities that are
normallypleasurable
Associated lack of energy, body weakness or easily
fatigued

During the 2 weeks, the person also has some of the
symptoms below:

Difficulty in concentrating, reduced attention
Reduced self-esteem and self confidence
Poor sleep, poor appetite, reduced libido
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Bleak and pessimistic view of the future

Feeling of guilt and unworthiness

Multiple body pains or other medically unexplained
somatic symptoms

Ideas or acts of self harm or suicide (occurs in up to 65% of
patients)

Children and adolescents usually present with irritability,
school phobia, truancy, poor academic performance,
alcohol and drug abuse

Differential diagnosis

Thyroid dysfunction (hypothyroidism)
Adrenal dysfunction (Addison’s disease)
Parkinson’s disease, stroke, dementia
Anxiety disorder

Investigations

@ Medical, social and personal history

@ Check for bereavement or other major personal loss

@Find out if person has had an episode of mania in the past:
if so consider treatment for bipolar disorder and consulta
specialist

@Find out if they have psychotic features e.g. hallucinations
(refer to section on Psychosis)

@ Assess for co-occurring health conditions (e.g. HIV/AIDS),
substance or alcohol abuse

@ Assess risk of self-harm/suicide

S¥3aYO0SIA ISNGV IDNVLSENS ANV TV II90104¥NIN “TVINIW

Management
TREATMENT LOC
First line HC3

» Psychological therapy (Individual or group
psychotherapy) is first line for mildcases:

— Psychoeducation (counselling of patientand
family)
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TREATMENT LOC

— Addressing current stressors (abuse, neglect...)

- Reactivating social networks

— Structured physical activities

- Regular follow up

» Manage concurrent physical medical problems

» Address co-existing mental problems e.g.
substance abuse

» If available, consider psychotherapy
(cognitive behavioural therapy, interpersonal
psychotherapy, behavioural activation etc)

If bereavement or another major personal loss
» Counselling and support

» Do not consider drugs or psychotherapy as first
line

If not responding to all above

» Consider antidepressant

— DONOT useinchildren <12 years

- Adolescents: only under specialist supervision

» Fluoxetine 20 mg once daily in the morning HC4

- Startwith 10 mg inelderly

- If not better after 4-6 weeks, increase to 40 mg

» Or Amitriptyline 50 mg at bedtime

- Increase by 25 mg every week aiming at 100-150
mg in divided doses or single bedtime dose by 4-6
weeks of treatment

— Useful in case of associated anxiety

- Avoidinadolescents, elderly, heart diseases,
suicide risks

- Or Venflaxine 37.5 mg given in the RR
morning or evening

- Increase dose to75mg per day divided 8-12
hourly

— Maintenance dose is 75 to 225 mg once a
day
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- Maximum dose is 375mg; Useful in the
patients with comorbid anxiety disorders.

— Or Sertaline 50mg per day; preferred for
patients on other medicines due to it’s low
potential for drug interactions and for
breast feeding mothers, may increase dose
by 25mg at weekly intervals

- Do not exceed 200mg per day

- Or Escitalopram10mg, may increase dose
to 20mg per day.

— Or Bupropion 150 mg/day PO for those
than can not tolerate SSRIs and with
comorbid Nicotine use disorder. Titrate to
150-450 mg/day based on tolerability and
efficacy; may administer in divided doses

RR

RR
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TREATMENT

LOC

If patient responding to medication
» Continue for at least 9-12 months
» Consider stopping if patient has been without
depressive symptoms and able to carry out
normal activities for at least 9 months
— Counsel the patient about withdrawal symptoms
(dizziness, tingling, anxiety, irritability, nausea,
headache, sleep problems)
— Counsel the patient about possibility of relapse
and when to come back
— Reduce slowly over at least 4 weeks even slower if
withdrawal symptoms are significant
— Monitor periodically for re-emergence of
symptoms

In case of pregnant woman, child, adolescent,
patients not responding to treatment with
antidepressant, psychotic features, history of
imania

» Refer for specialist management

Caution

If history of mania refer to specialist

A SSRI in bipolar depression can trigger a manic episode.

Prevention

Stress management skills
Promotion of useful social support networks

9.2.2.1 Postnatal Depression
Referto section 16.6.2
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9.2.2.2 Suicidal Behaviour/Self Harm

ICD10 CODES: T14.91, 791.5
Suicidal behaviour is an emergency and requires
immediate attention. It is an attempted conscious act of
self-destruction, which the individual concerned views as
the best solution. It is usually associated with feelings of
hopelessness, helplessness and conflicts between survival
and death.

Self-harm is a broader term referring to intentional
poisoning or self-inflicted harm, which may or may not have
an intent of fatal outcome.

Causes/risk factors
Physical illnesse.g. HIVV/AIDS, head injury,
malignancies,body disfigurement, chronic pain
Psychiatric disorders e.g. depression, chronic
psychosis, dementia, alcohol and substance use disorders,
personalitydisorders, epilepsy

isk is high in the following cases:
Patient >45 years old
Alcohol and substance use
History of suicide attempts
Family history of suicide
History of recent loss or disappointment
Current mental illness e.g. depression, psychosis
Evidence of violent behaviour or previous
psychiatricadmission

-

DI B B B B D B

Risk may be low if patient is

<45yearsold

Married or in stable interpersonal relationships
Employed

Ingood physical health

DI DI DI D
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Clinical features

Patients can present in one of the following situations:

A currentsuicide attempt or self harm

A ssituation of imminent risk of suicidal attempt or
selfharm:

— Currentthoughts or plans of suicide/self harm or history
of thoughts or plans of suicide/self harm in the last
1 month, or acts of self harm/suicide attempts in the last
1lyearsplus

— Person is agitated, violent, emotionally distressed or
uncommunicative and socially isolated, hopeless

A situation of no imminent risk but

— Thoughts or plans of suicide/self harm in the last 1 month
oracts of self/harm/suicide attempt in the last one year in
person notacutely distressed

Investigations

@  Complete medical, social and family history

@  Ask the patientaboutsuicidal or self harm
thoughts/plans/acts and reasons for it

@ Asking about self harm or suicide does not increase
therisk of those acts. On the contrary, it may help the
patientto feel understood and considered. First try to
establish agood relationship with the patient before
asking

@ Always assess risk of suicide and self harm in patient

@ With any other mental illness (depression,
mania, psychosis, alcohol and substance abuse,
dementia, behavioural or development
disorders)

@  Chronic pain, severe emotional distress
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Management

TREATMENT LOC

If acute suicidal behaviour/act of self harm or
imminent risk

» Admit the patient and treat any medical

complications (bleeding, poisoning etc)

» Keep inasecure and supportive environment

- Donot leave patientalone

- Remove any means of self-harm

» Continuous monitoring

» Offer/activate psychosocial support

» Consult mental health specialist

» Treat any medical and mental condition present

HC4

If no imminent risk
» Offer/activate psychosocial support
» Refer to mental health specialist for further
assessment
» Establish regular follow up

HC3

Note
¢ Suicide is less frequent in children and adolescents,
butthere is increased risk if there is disturbed family

background (e.g. death of parents, divorce), use of alcohol
and other drugs of abuse, physical illness, psychiatric

disorder
Prevention
Identify and manage risk factors
Screening and early identification of patients at risk
Ensure good psychosocial support
Restrict access to means of self-harm
Develop policies to reduce harmful use of alcohol
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9.2.3 Bipolar Disorder (Mania) 1cp1o copE: F30, F31

A disorder of mood control characterized by episodes in
which the person’s mood and activity level are significantly
disturbed: in some occasions, there is an elevation of mood
and increased energy and activity (mania) and in other
occasions, there is a lowering of mood and decreased energy
and activity (depression). Characteristically, recovery is
complete in between the episodes.

Causes
Biological, genetic, environmental factors

Clinical features

Patient can present in an acute manic episode, ina
depressive episode or in between the episodes.

Mania
Elevated, expansive or irritable moods and increased
activity or subjective experience of increased energy
Increased talkativeness
Flight of ideas
Increased selfimage, self esteem or grandiosity,
Decreased need for sleep
Distractibility
Impulsive reckless behavior, extravagancy, partying and
, increased
Increased sexual drive, sociability and goal directed
behaviour
Increased appetite but weight loss occurs due to
over-activity
Auditory and visual hallucinations may be present

BIBIDID BB

Depression

As for depression described above, but with a
history ofmanic episode

High index of suscipiscion for bipolar in early
onset depression with family history of bipolar illness
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Differential diagnosis

Organic mental states e.g. drug or alcohol
intoxication,delirium

Chronic Psychosis

Investigations

Good medical, social and personal history

Assess for acute state of mania

If depressive symptoms, investigate for previous
manicepisodes

Assess for other medical or mental conditions
(alcohol orsubtance abuse, dementia, suicide/self harm)

Bl B B

Bl

Management

Patients with suspected bipolar disorder should be referred
for specialist assessment
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TREATMENT LOC

Manic episode
Edultiple symptoms as above for > 1 week and

evere enough to interfere with work/social

ctivities and/or requiring hospitalization

» Aseess risk to selfand others

Discontinue antidepressant if any

» Provide counseling and education HC3

» Chlorpromazine initially 100-200 mg every
8 hours, then adjust according to response

- Daily doses of up to 300 mg may be givenasa
single dose at night

— Gradually reduce the dose when symptoms of
mania resolve and maintain on doses as indicated
in section on Chronic psychosis HC4

» Or haloperidol initially 5-10 mg every 12 hours
then adjustaccording to response

- Upto 30-40 mg daily may be required in severe or
resistant cases H

» Or trifluoperazine initially 5-10 mg every
12hours then adjust according to response

- Upto 40 mgor more daily may be required in
severe or resistant cases

- Or Olanzapine 10-15 mg/day initially; may
adjust to 20mg according to response

- Or Risperidone 2-3mg initially, may
increase to 6mg in over 3 weeks according
to response.

512 UGANDA CLINICAL GUIDELINES 2022



MENTAL, NEUROLOGIC AL AND SUBSTANCE ABUSE DISORDERS

4.1.4 PULMONARY OEDEMA

If under specialist supervision: initiate a mood

istabilizer

» Carbamazepine initial dose 200 mg at night,
increase slowly to 600-1000 mg/day in divided
doses

» Or Valproate initial dose of 500 mg/day. Usual
maintenance dose 1000-2000 mg

Or Lithium 900-1800mg/day in in two divided doses
(RR)

RR

Note

Serum lithium should be monitored 12 hours after dose, twice weekly
until serum concentration and clinical condition stabilize, and every 3
months thereafter.

1.2 mEg/L.
Monitor Wt, BP, PR, Lipid profile and LFTs. Do RFTS, TSH and Ca
levels for those on Lithium

Increase dose as tolerated to target serum lithium concentrations of 0.8-

If agitation/restlessness, add a benzodiazepine for
ishort period (until symptoms improve)

» Diazepam 5-10 mg every 12 hours

Zuclopenthixaol acetate 50-100 mg given 48-72 hours
if available

HC2
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Note

+ If extrapyramidal side-effects (muscle rigidity,
dripping of saliva, tongue protrusion, tremors) are
present while on antipsychotic drugs

— Add an anticholinergic: Benzhexol initially2 mg | HC2
every 12 hours then reduce gradually to once daily
and eventually give 2 mg only when required

DO NOT INITIATE LITHIUM AND VALPROATE AT LOWER
CENTRE EXECEPT AS CONTINUATION

REFER if poor response, poor adherence, pregnant,
side effects, underlying physical or mental
comorbidity

Bipolar depression
Depressive symptoms but with history of manic
lepisode/diagnosis of bipolar disorder
» Counsel about bipolar disorder
Psychological support for mild depression otherwise
refer for specialist care H
» If on olanzapine, add fluoxetine or give quetiapine| RR
alone. If not available
> Begin treatment with a mood stabilizer
(carbamazepine or valproate, see above)
» Psychoeducation and psychotherapy if available
» If moderate/severe depression, consider
treatment with antidepressant in addition to
mood stabilizer BUT under specialist supervision
(there isrisk of triggering a manic episode)
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In between episodes

Indication for use of mood stabilizers to prevent

lboth manic and depressive episodes

— 2 or more episodes (2 manic or 1 manic and 1
depressive)

- 1severe manic episode involving significant risk
and consequences

» Valproate (or carbamazepine) as above or lithium

at higher levels.

Provide psychoeducation and support

Caution

A Avoid mood stabilizers in pregnant women. Use low
dose haloperidol if necessary

A Use lower doses in elderly

» Referadolescents for specialist management

Prevention
Information and support
Self management techniques
Adherence to care
Good psychosocial support
9.2.4 Psychosis ICD10 CODE: F20-F29

A mental condition characterized by distortions of thinking
and perception, as well as inappropriate or narrowed range
of emotions.

Causes
Not known, but there are associated biological,
genetic andenvironmental factors

Clinical features

Any one or more of these may be diagnostic:
Delusions (abnormal, fixed, false beliefs) or
excessive andunwarranted suspicions (may be multiple,
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fragmented or bizarre)

Disconnected ideas with vague or incoherent
speech andinadequate in content

Hallucinations: hearing voices or seeing things that
are notwitnessed by others

Severe behaviour abnormalities: agitation or
disorganisedbehaviour, excitement, inactivity or
overactivity

Disturbance of emotions such as marked apathy or
disconnection between reported emotions and observed
effect

Mood is usually inappropriate

Difficulty in forming and sustaining relationships

Social withdrawal and neglect of usual responsibilities

ronic psychosis or schizophrenia

Symptoms of psychosis lasting for 3 or more months
Accompanied by deterioration in social, general
andoccupational functioning

Differential diagnosis
Alcohol and drug intoxication or withdrawal
Organic delirium, dementia, mood disorders

Investigations

@ Good social, personal and family history
@ Laboratory investigations for infectious diseasese.g. HIV,
syphilis
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Management

TREATMENT LOC

/Acute psychosis
» Counselling/psychoeducation of patient and
carers

Antipsychotic drugs HC2
» Chlorpromazine: starting dose 75-150 mg daily

and maintenance dose of 75-300 mg daily. Up to
1000 mg daily individed does may be required for
those with severe disturbance

» Or Haloperidol: starting dose 5-10 mg daily HC4
(Lower in elderly) and maintenance dose of 5-
20mg daily in divided doses
Or Olanzapine 5-10 mg daily, maintenance

dose is 10-20mg/day H
Or Risperidone 2 mg initially, may increase to H
8 mg/day in divided.

Or Quetiapine 150-750mg/day twice daily NR
Or For treatment resistant schizophrenia, NR

Clozapine 25-50mg/day initially, if well
tolerated titrate to 450mg per day in two weeks
depending on response
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» Administer orally or IM for those with agitation
» Only use one antipsychotic atatime
» Gradually adjust doses depending on response
» Monitor for side effects e.g. extrapyramidal side
effects
» Use therapeutic dose for 4-6 weeks to assess
effect

» Psychological interventions (family therapy or RR
social skills therapy) ifavailable
» Ensure follow up
» For acute psychosis, continue treatment for at
least 12 months. Discuss discontinuation with
patient, carers and specialist
Ifextrapyramidal side-effects
» Add an anticholinergic: Benzhexol initially2mg | HC2
every 12 hours then reduce gradually to once daily
and eventually give 2 mg only when required
Ifnoresponse
» Referto specialist
Chronic psychosis
Treat as above, but if adherence is a problem or the
patient prefers, use:
» Fluphenazine decanoate 12.5-50 mg every 2-5 HC4
weeks deep IM into gluteal muscle
» Or Haloperidol injection (oily) 50-200 mg (300 RR

mq) deep IM into gluteal muscle every 3-4 weeks
OR Zuclopenthixol decanoate 200-500mg e