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Disclaimer

While every atlernpt has heen made to ensure fhat the information in this Handbook is
accurate, the authors, compilers, editors and publishers accept no responsibility for any
loss or damage that may arise out of the reliance of any person upon any of the information
provided in Lhis Handbook; nor is responsibility accepled for any loss or damage suslained
as & result of use of the information contained herein.

When in doubt, seek the assisiance of a more senior colleague, or, when further information
is required concerning drug indications or dosages, consult the SAMF, ihe current
pharmaceulical package insert, or the relevant pharmaceutical comgany.

Contact Addresses
To order this Handbook, contact the Comrments and suggestions may be
South African Academy of Family Practice  forwarded to  hlabisa@iafrica.corm or
al saacadpb@netactive.co.za or The Medical Superiniendent
PO. Box 2731 Hlahisa Hospital
Rivonia 2128 PB. X5001
Ted. (011) 807 65605 Hiabisa 3937

Fax (011) 807 6611 Fax (035) 838 1117
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INTRODUCTION
N ]
by, 1] OO g L e

Hlabisa is one of the larger heailh wards in norlhern
Zululand with an estimated pepulation of more [han
200,000. 1t lies between latiludes 28 ®and 29° soulh, and is
{raversed kkomnorth 10 soulh by the National Road N2. The
boundaries enclose four small lowns, the infermal
setllements at Dukuduku and a large rural hialerland nsing
to 300+m above sea-leve) inthe niorh west The Hiutluwe/
Umfolozi Game Reserve, Ihe oldest and third largest in
South Alrica, culs the districl in two. The major industries
inhe area are sugar cane, pineapple cullivation and forestry.
The district is also Ihe home of Ihe widely exported Hlabisa
basket. However, mosl workers are local/distant migrants
and 50% af the population are unemplaoyed. The average
wage is eslimated at RS00 per monih bul same cane-cutters
receive as little as R2.50 per day.

The districi endures many of the typical heaiih problems
ol a developing country - epidemics of cholera, bacillary
dysenlery, malaria, iuberculasis and lha masi devasiating,
HIV/AIDS. have all occurred in recent years. The peringtal
montality rate is estimated at 311000 and the infanl moriality
rale al 16+/1000 (facility-based estimales). 15% ol childrea
in e community are slunted and 7% are under-weight-
for-age. Immunisalion coverage up o 6 monlhs is -70%
Demand for healthcare in the disliicl ofien lhicalens to
overwhelm Lhe available resources.

The first clinic at Hiabisa was established by lhe Lutheran
Misston Sociely in 1532. The Hospilal itseli came inio
being in 1948, wilh the arrival of the lirs resident medical
officer, Dr Erling Heslenes. Qver the next 20 years he
developed lhe chinic - more or less single-handedly - into a
300 bedded hospilal, capable of meeting the neads of Ihe
local populalion.

The hospital was laken over by the KwaZulu government
in 1978 and was run by staff from the Lutheran Mission
Society and army doctors on alternalive rilitary service.
By the 1990s, doctors al the hospital were caring for 420
inpatients and supporting thirleen community clinics. Afier
ihe elections of 1894, local services, previously provided
by 1he Naial Provingial Administialion, were incorporated
intg ihe new province ol KwaZulu-Naial.

The hospilal has been staffed since 1892 by ai leasl six
Medical Officers, mainly expalriaies, but mare racently South
African doctors on Community Service They see ~30,000
palients each year in OPD, about 10,000 of whom are
admitled. 3,000 deliveries per year [ake place in the labour
ward and approximalely len procedures are perfarmed each

iX

day inthe operating lheatre. Almost 200 patients are enralled
in the communily TB programme every month. Primary
Health Care-lrained nurses run the communily ¢linics, and
aresupporied by fortnightly / monthly visits from the Medical
Officers.

Anlenatal, under 55 and TB services are freg, though
olhes palienis are charged R7 for an QPO consultation.
However, lhe hospilal and its clinics are often Lhe lasl port 6
call foc many patienls - traditional nealers (ianyanga and
izisanqoma) arg invariably the firsl to be consulled. There
are also 13 GPs praclising in the district, who are widely
respected and charge ~R60 for a first consultation Some
palients with medical insurance have access 1o sophisticated
lacttilies and specialist consullalion in Richard’s Bay/
Empangeni.

For most heallhicare warkers and their patienls in the
districl, however, access lo immediale specialist consullation
is aften impossibie, and the range of clinical problems 10
which they are expecled to respond is formidaple. Few
appropriate clinical resources exisl 10 support them. Many
rural hospitals have compiled books of prolocols / slanding
orders designed to guide therr staff, but these have rarely
been subjected 10 wider review. The National and Provinial
Depariments of Heallh have also produced many helpiul
guidelines, bul Ihese lack comprehensiveness and
sometimes need to be adapled to iocal conditions.

This project began in 1891 when doclors al Hiabisa
Rospital atterpted to establish their own protocols o
improve the care of their palients. These prolocols were
updated in 1984 and have been an essential souice lor all
new stalf since. This new edilion aims Lo build on (he
experience accumulaled in the previous versions, by
updating the management protocols, and supplementing
them wilh a ratignale, and wilhy references Lo the pest ol
local literature. We hope Lhat Ihis approach will ermpower
rural doctors k& make appropriate decisions in a critical
way, in parlnership with their refercal centres, and so allow
(he conlinual evolution af lne prolocals, quided as laras is
possibie by the evidence availatie.

Gerry Davies - on behall of the stall of Hiabisa Hospital -

pasl, present and fuluce
January 2001.

Furher reading

13 Couper L 1999 Why dociors choose Lo work in ural hospitals' SAM J
89736

2)Reid, SJ 1999 The procedural skills ol rural dociors’ S.AM./ 86:769
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PRE-OPERATIVE
ASSESSMENT AND ORDERS

The vast majority of our cases are emergancies and
will usually be done the same or the next day. No eleclive
cases will De done routinely on Fridays. Remember thal
Ihe Monday fisl may be packed with cases from Ihe
previous weekend. 1n order to ensure the smooth running
ol lists and Lo minimise cancellations, wards musl beok
cases prior (o (07h30 on the day of surgery - booking
slips arriving lale may Oe cancelled fac hal day at the
discralion of [he surgeon (please make fhese decisions
in Ihe mogning for e comlod of such palienis). Priorily
n the morning session shouic be given 10 paedialric,
0.PD and previously cancelled cases, Gases arisingin
0.PD. should be discussed with the surgeon on duty in
thealre ihal day.

It is the responsibilily of [he doclor who books he
patianl for thealre, to ensure that the palienl is fif for
anaesthesra, consent has been given (age of cansent is 18
years; however Il patient has 10 book and is in paid
emplaymeni, age of consenl is 16) and, il necessary,
prescribed appropriafe pre-medication . All hul the mosl
minor ¢ases should arrive in Lheaire with a pafent i.v, line.
Bload for eclopics and trauma cases should be ordered
according o the palient’s hagmodynamic state. We do nol
roulingly X-Malch for Cagsarean seclion unless he palien)
has a hislory of anaemia and/or i00ks anaemic clinically
and check Hb < 8. Non-urgent surgery shovld not be
comemplated in poorly conlralteg diabetics of palients
with a diastolic B.P. of 110 mm Hg or greater. We stll
recommend a 8.PO. lime of 6 hours prioe 1o Surgery
wheigver passible butihis may not be necessary in healthy
palients wha have (aken only fiuids (2 hours sale).

All pbsteiic patients should be given Simelidine 800
mg stat p.o + Sodium Citale 0.3 30 mi 30 minutes
prior lo surgery 1o minimise Ihg risk of aspiration, should
gengral anaesihesia / paramedication be required.
Palients for spinal anaesthesia shouid be pre-loaded
wilh Ziflre of Normal Saline ymmedialely pre-operalively.

Children should roulingly be given Trimepiazine 2-
3 mg fkg 2 houss pre-0p and Alrgping 0.02 makg iv.
atfimmedialely prior 1o induction - il an be mixed with
Kefamine in Lhe same synnge. However, do nat give
Atropine in the summer monlhs if (he iemperaluce i >
30 ¢ ¢ as it may abolish swealing, and resuit in
hyperpyrexia.

Adulls for kelaming ansesthesia should be given

ANAESTHESIA 3

Diazepam 0.2 mg/kg p.o 1 hour pre-thealre o allernalively
ihe same dose immedialely prior to induction i.v. {it
cannat be mixed wilh ketaming or pethiding in the same
syringe). This helps (o prevenl emergence delirium.

Furiher Aeading

1) Carson 01 3). 1986 "Sevesity ol anaemia and operative mactality and
morbidity Lanee! i 727

2 Johnston JR 1982 A lieict rial of Cimedidine a3 1he 500 072! anlatld in
obsleltic anaesthesia Arzssihesia 3733

3 Phillips &f al.1993 ‘Pie-operative diinkang does nal affec) gastric
conienls’ B4 Anaesth. 06

=D I OILKL=

Boift our lheahies are equipped with Bovie's fype
anaesthelic machines thal use piped oxygen as (he carrier
0as lor the lwa ather inhaled agenis - Nilrous oxide from
a separate pipeline and Halothane from a vaporiser. Each
is lilled with a Humphrey A.0.E. breathing system and a
veniilalor. It 15 essenlial Ihat you undersiand something
about Ihe equipmen and how io check il in order Lo
operale it safely.

THEMACHINE

Gas Irom the pipeline supply at high pressure enlers
1he maching Ihrough pressine regucing valves. Back -
up cylinders of Oxygen ang Nilrous Oxde are atlached at
ihis point for use in case Ihe bulk supply tails. The gases
pass through a flowmeider ihal controls the flow rale and
composition delivered Lo ihe patient. This mixture ten
flows downsiream inrough (he vaporiser belorg enlering
the braathing system. The vapouriser is low-
compensaied and calibraled for Halothane only. A “flusih”
vaive localed by lhe maching Iresh gzs llow aullel Gelivers
resh oxygen al 35 Ifmin directly Irom upslream bypassing
ihe llowmeler and vagoriser.

T

VAPOURISER

- '
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THE BREATHING SYSTEM

The Humphrey A.D.E. isa combined Mapleson 4 and
0 /F breathing system which can safely be used for both
sponianecus and confroffed venfilation in both aduffs
and cirildren. The configuration is selecled by a single
iever - Ainthe UPposition and 2 /Einthe DOWN position.
The Heidebrink or “spill” valve locaied on the top ol the
system must be fully open (unscrewed) in the A
conifiguration, in order to allow the patient to exhiale during
sponlangous ventilalion. A [itlle positive expiratory
pressuie (i.e. valve parlially sceewed down) should be
applied when hand ventifating an apnogic patient.

51!:;:? Expired Gases
kn

A CONFIGURATION

The A.D.E is a "low-flow" system - re-brealhing is
usually prevented and normocapnia maintained with a
fresh gas llow (F.G.F.) from the machine of 50 mi /kg/
min for spontaneous ventitation and 70 ml /kg/min lor
controlled ventilation. In prachice, thismeans a mindmum
F.G.F for an adult of 3-4 1/ min in A configuration and 6
I/ min in D configuration.

THE VENTILATOR

For general anaesthesia with controlied ventilalion
we use an Ohmeda 7000 series. This is driven by the
oxygen supply and is designed to deliver a pre-sef tidal
volume to the patient. L is therelore, a “volume cycled”
ventlator such thal, when the required volume of gas has
been pumped through lo the patient, the inspiraiory phase
will be switched off and the expiratory phase will start.
This also means that lhe airway presswe reflects the
impedance of the palient’s lungs and the breathing
system.

The respiratory rate should be set on the diatat 12/
min for an adult and slightly higher for a chilg. The
required lidal volume is 10 mi / kg - multiply this by the
R.R. lo obtain the minute volume ( 8-131/ min for most
adulls) and set this on the minule volume dial . Setthe LE
ratio at 1:2 and confirm Lhat the “sigh” swilch is on - this
delivers 150% of the sel tidat volume every B4 brealhs to
minimise aleleclasis.

SAFETY CHECKS
These should be performed af feast daily for arouling list
and before any maior aperation.

¥ Check the gas supply

1) Check the pressure gauges for the bufk supply outside
the theatre - Inese should read ~ 400 kPa for gases and
- 70 kPa for vacuum,

2) Disconnedt ihe O, (white} and N0 ( blue ) pipelines
from the PMGY outlet on the ceiling behind the maching.
Tumn onthe fowmeter - no flow shoutd occur and the O,
faifure alarm wili sound.

ACTIVE
SCAVENGING
SYSTEM (SHOULD
BE ATTACHED To
WALL SULTTON Y

Mo voi RATE 1E " Feéb THE
G Qo0 L0 i ARWAY VENTILATOR
L/mie Bfmud e PRESSURE
w5 [|conraotLER GAUGE
0y FLU3H
“«i‘jéé"“ PRESSURE
RELIEVING
e AT VALVE (@0em Hy0)
/- _' ) - SPILL
VALVE WITH
'\ " SCAVENGI NG
aT SI0E AL



3) Tuin ON the G, cylinder - there should be no leakage of
gas at the ack of the machine. The 0, bobbin only
should rise and the O, cylinder gauge shauld read il

4} Turn ON the N0 cyfinder - there should be no leakage
ol gas al Ihe back of the machine. The N 0 bobbin
should rise and the N0 cylinder gauge should i¢ad
fuil.

5) Turn OFF the O, cytinder - BOTH bobbins should fall.
The O, failure alarm should again sound.

6) Reconnect the 0, pipeto the PMGV outle! - BOTH bobbins
should fise, the O, failure alarm should be turned off.

7) Tum OFF the N,O cylinder - the N, O bobbin only
should fall.

8) Reconnect the N0 pipe to the PMGY outlet - the N0
bobbin should rise again.

v Check for leaks

Occhuide the fresh gas flow outlet with your finger. The
machine should leak only fiom the prassure-relieving
valve 2l the back, with a characleristic noise.

Close the spill valve fully in A contiguralion and
ocelude the Y-onnecior of the breathing sysiem with
your finger. The reservoir bag should expand sieadily,
the manomeler (ise and there should be ag feaks from
any parl.

v Check the ventilator
Swilch he breathing system lo D configuration . Fill
the bellows with Ihe 0., flush and occlude the Y-connector
- if (ke bellows {alls > 100 mi/min a 'eak should be
suspected.
Check thal Ihe controller is plugged in af the back of
the machine. furn the ventilator on.
Press “lamp fest” to confirm all the alarms are
funclioniing (N.B. the power failure alarm is audible only),
Further lest ke high and low airway pressure afarms
3s loliows :
w fit reservoir bag onfo Y-connecios (* Dummy Lung”)
m il beltows
= allow venlilator to cycle a few times
= (emove dummy lung
w “lew airway pressure” fam should seund on 2nd
cycle
now set tidal volume 1o 11
pul finges lightly over Lhe end
m (he "Sef valume nol detivered” alarm will sound and
the beliows will re-expand belore reaching the 1|
mark.

v" Check that the vapourlser is full

ANAESTHESIA ]

v" Check the suction equipment

v" Check the intubation equipment
There should always be 2 laryngoscopes, a range of
£.T.tubes and Guedel airways, inlroducer, lube changer
and Farguson’s gag available.
v' Check that a ssitinflating ambu-bag and
free-standing oxygen cylinder are in theatre
(shauld everything go wiong).

Further Reading

1} Bumphrey D 1986 Towards simpler, safer and moreefficienl araesthelic
breatning systems’ in M. Moles (ed) Exconnds Medica, Recent Advances in
Anaesthesia, Criical ang immedigle Care  Hang Kong, 93-107

2) Ohareda 7000 Manua! {Ohmeda)

R DR B E

Control of the airway 15 the FIRST PRIQRITY in
anaeslhelics - a patient will die more guckly from
respiralory ebslruction ihan lrom anything else. Thus il
is vital lo recognise when you are dealing with a patienl
with a potenlially unsale airway, and (o be clear about ihe
management of airway probiems.

RECOGNISING THE PROBLEM AIRWAY
Many starved patients breathing spontaneousty under

general anaesthesia do nol need intubation. Kelaming in

particular, by virlue ol ils dissochalive effects, preserves

zirway reflexss betier than any olher infravenous agenl.

Simple airway manoeuvres {chin il jaw (hrust or

insertion of the correct size Guede! airway) are usually all

thal is required in such situations. However, intubalion

will normally be necessary in the following cases (either

10 secure (he upper airway or protect the lower [rom

aspiration of gastric contents):

m Emergency abdominal surgery with a full slomach
{<4 hrs post-lluids <6 hrs post-solids)

m Qbstelric general anaesihesia (> 18/40 and early
posi-partum period)

n Obese patients (especially those with symplomalic
rellux)

m Muscle relaxation / conlrolled veniilation required

m Difficult mask airway {esp. edentulous, manditular
problems)

m Paosition oiher fhan supine / lithotomy

m Procedure longer than one bour (really for
convenience of the anaesthetist).
Some inlubalions may De “gifficit”. However, several
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useful predictors may help o identity such patients in

advance {and enable you to ensure thal help is at hand /

refer Lhe palient), such as:

m Short neck/receding chin (<6 cm belwsen the thyroid
nolch and fower border of mandible alerts you to the
possibility of an “anlerior larynx" that may require a
straight blade and cricoid pressure 1o intubate
successfully)

w Immobile mandible (patient should be able lo apen
mouth 3 fingers’ breadlh and protrude lower testh
beyond the upper)

m Overbite (upper testh gel in the way)

Limiled neck llexion / extension

m Mallampati INVs (if you can only visualise the base
of the uvula or just the hard palale when the patient
opens the mouth wide and protrudes the tongue,
intubation may well be a problem)

m Deviated /immobile iraches.

RAPID SEQUENCE INDUCTION
Most of the intubations we do are lor emergency
patients at risk of aspiration as part of 3 Rapid Sequence

of “trash” induction - this is the standard method ol

securing an unsafe airway lor G.A. The important points

are as lollows.

m  Fassanmg. twbe prior o the operation and aspirate
it / instill antacids belore you begin.

= Always have the following immediately at hand before
you slart: adeguale suction, TWD working laryngo-
scopes, introducer, bougie and a tube of the corect
sizethat you have checked and cut o length 1o minimise
the risk of bronchial intubation - it is also & good idea
to have another ube 0.5 cm smaller as a back-up.

m (The correct diameter Wbe s, for a chiid age/d + 4.5
cm (this approximates to the size of the liltle finger),
for an adull female 7.0-7.5cm, and for an adult male
8.0-8.5 cm. The correct depih lor the lube is age/2
+ 12 ¢m up to 2 maximum of 23 cm. Laryngeal
pedema ¢an be a prablem in e¢lamplic patients and
a smalier tube may be needed).

m  Always pre-oxygenate the palient with 100% Oxygen
for 3-5minutes. This creales acolumn o ~100% 0 ,
in the patient’s airway and lungs, giving you almast
two full minutes to inlubate once the mask is removed,
although less in abstetric patients owing to changes
in lung volumes. .

m  Asyou give the I.v. induction agent, get an assistant
ta apply cricoid pressure - it musl nol be removed
unifi the trachea is intubated or Ifie patient is again in

a state to maintain the airway him / herseli. The only
exceplions ace if the palient aclually vomits {in which
case mainiaining cricoid pressure may lead to
ogsophageal rupture), and if you cannot pass the
tube through the cords (when releasing cricotd
pressure siighily may help).

m [nivbate, inffate the culf, hand ventifate and listen in
both axiflae. The most reliable proof [hat the tube is
in lhe trachea is that you saw it go in there! Other
signs {mist in the lube, breath sounds etc.) can be
unreliable and desaluration may be delayed for as
iong as 10 minutes. If you are genuinely unsure, try
wilhdrawing air from ihe fube with an oesophgeal
detector device or take a second Iook with lhe
laryngoscope.

FAILED INTUBATION DRILL

Do not persist for fonger than two minules il you can't
intubate. Repeated atterpls and prolonged hypoxia will
kill the patient. Therefore recognise early that this
intubalion may be beyond your capabilities!

Caff for help !
Mainlain cricoid pressure
Lay Whe paltenl head down on the left side
Suck oul any secrefions / vomilus
Mainiain a mask airway and hand ventiate with 160% Oxy-

gen (venlilate relalively shallowly and rapigly lo avoid lorc-
ing (he cesophagus open with cansequenl risk of aspiration).

if the airway is easy to mamiain
wilh a mask and more experi-
enced help is available, induce
anesthesia with Halothane and

attemplintubation  with a sec-

ond doss of Suxarmethonium if
required. Be very caulious about
a second aflempl in non-gmer-
gency palienlsand cancet non-
Urgenl cases,

ifthe airway is in douti and/or
the patient femains hypoxic DO
NOT atlempl re-inlubalion and
NEVER give a third dose of
Suxamelhoniym, Ty a
nasopharyngeal airway / lube
and refease cricoid pressure. Ifall
glse fails do.an emergency needle
crico-throidalomy and sel up for
formal surgical crico-
limyroidiatomy.

LARYNGEAL SPASM
Occurs mosl commonly during induction bul may
also oceur after extubalion, especially if mal-timed (i.e.
when {he patient is semi-anaesthetised). § may alsobe a
complication of Ketamine anaesthesia. Children are
aspeciafly prore due to the smaller size of their airway.
The stimulus is usually premalure insertion of an



airway or laryngoscope (especially after induction wilh

thiapentone or ketamine) or incision whiie the patient is

still “lighl®, Pharyngeal secrelions and vomitus in lhe

airway may also imtiate iL. Laryngeal spasm manifesls as

inspitalory siridor but may be silenl if complete , wilh
falling salurations and paradoxical chest/abdominal

(Hpvements.

Don’t panic!

m Remove the stimulus (i.e.. disconlinue surgery, do
not poke things in the airway and don'l lry to force the
tube through Lhe cords)

u Adminisier 100% oxygen by mask and apply CPAP
by screwing down the spiil vaive a liitle

m |l salyralions can be maintaingd {which (hey will 9/
10) allow the spasm 10 subside - if they cannol
{rare) lry a small dese of Suxamethonivm {30-20
mg), which may relieve the spasm withoul abolishing
spontaneous ventilation, If the girway is still
compromised Lhen consider a full dose of
Suxamethonivm and infubation .

EXTUBATION

“Awake” extubalion is the rule in our pracie (i.2.
make sure the palient coughs or makes a grab for he
tube before you remove it). However,"deep” exlubation is
smoother [or patients wilh a safe airway and may be safer
lor asthmatics and smatier chitgran {lor fear ol inducing
broncha- or laryngespasm raspectively). Some patienls
may bite the tube on emergence so always pul ina Guedel
airway as well to pre-emp! this problem.

Furtner Reading

1) Kerr JH 1987 15 the lube in the iraches 7 8 M./, 285:400

2} Turnstall ME 1976 ‘Failed intubation diill” Ansesthesia 31:850

3} Wee MYK 1988 The oesophageal detector device. Assessment of a
new method to distinguish nesophageal from racheal inlubation’
Anaesthesia 43:27

) (fo— o= =cho))(
______MONITORING

“Critical incidents™ ogcur in ~ 0% of anagsthelics,
so is imporiant that you feet prepared 1o deal with them.
Most are non-lile threalening and simply deall with, as
long as they are recognised eaily and dealt with effectivefy
The common ones in our practice are the short apnogas
lhal occur post-induction with hiopentone or kelamine
and hypolensive episcdes in patients undergoing spinal
anaeslhesia for Caesarian Section. Serious arrythmias
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and loss of airway control seem 10 occur quite
infrequently.

Moniloring of patienls during general or spinal
anaesthesia is essential for spolling /dealing wilh
problems as they oceur - i 15 facililaied by use of the
anaesthelic record Al such patients should have 8.°
and pulse recarded every 5 minules and continious pulse
oximelry. Iy should be remembered Lbal the "kneg” of the
0, dissociation curve lies at ~ 90% and thal blood 0 ,
content falls off rapidly below this value - which should
be regarded as lhe minimum acceplable during
maintgnance. Another important point is that normal
salurations do nol guaraniee normocapnia , which may
have ctinical importance. The signal may be disturbed il
the palient is very cold, moving, or if there is a lol of
ambienl light.

Depin o/ anaesthesia can be difficult o assess clinically.
The classicat stages described by Guedel are most obvious
durng a mask anaeslhetic when no pre-medicalion has
been given. They are nol as useful under ketaming or
when the patient is paralysed. The mosl reliabie guides
are ihe paftern of respiration (with sponianeous
venlilation) and the autonomic response o suigical
stimutation. Typical signs ol “Hoht" anaesthesia are
swealing. nyperension and lachycardia with Awitfrout
voluntary movements in the unparalysed palieni. The
surgically anaesthelised patienl breathes slowly, regularly
and deeply with litile/oo response to incision. Patients
under spinal anaesihesia should be allended al all fimes
and observed carefully lor any signs of & “high spinal”.

STAGES OF ANAESTHESIA
URT &
RESPIR- EYE
STAGE PUPILS e | RESPIRAIORY
ATION AEFLEXES QEFLEXES
1. Reqular Small (.)
Analgesta Volumg
2 Q Eyelash
Excitemenl Iegular . ansenl
3 Anaes- Regqular Eyelid zbsent| Pharyngeal
Lhesia Large @ Conjunctival | & vomiting
Plang | Valume depressed | depressed
Reqular @ Corneal
Flang it Lage Volume depressed
Regular becoming )
4 ) ryngeal
e | Srnaie” | (@) —
Irregular @ Carinal
Prane ry| GmAImalC | depresset
“ ®
Overdose Aprioea
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COMPLICATIONS

DURING ANAESTHESIA

HYPOTENSION

Significant hypotension intra-operatively is defined
as a syslolic pressure of =< 70 mmHg in fif adults or 80
mmHg in the frail/elderly, or a falf of 25% from pre-op
fevels. These fiqures relate to the limils of cerebral
autorequlation. Hypovelagmia is Ihe most common
underlying/polentiating factor.

For procedures lasting less than ong hour, and where

blood toss is insignificanl, no inlra-operative fluid

replacement is necessary. For ionger procedures, usually
complicated Caesars or Laparotomies, give ~ 10 mifkg/
fraur maintanance crystatlold o compensate {or
evaporative loss / (luid shifls etc. Healthy adults with a
normal pre-op haemaoglobin can tolerate 750 -1000 mi

blood loss (20% blood volume) without iranstusion -
replace with crystalloids and ¢olloid in a ratio of 2:1.

Furiher losses should be replaced with a combination of

colloid and packed cells 1o maintain an optimal

haematocrit.

Al anaesihetic agents { with the exception of ketamine,
diazepam and opioids ) ara bolh negative imoiropes and
vasodilators and depress central cardiovascular reflexes.
The increased intralhoracic pressure generated during
positive pressure venlilation can alse reduce venous
return and resull in hypotension.

Hypavalaemia ? Replace signilicant haemorrhiang
Mo YeS —>  viporously, lwd challenge 10mIfkg
\L pver - 5 miinules.

Posl-spinat 7 Give 3 mg afiguols of Ephedrine every
Mo Yes —>  2-3mintes unhl Sasfacion response.
| Exelude agriacaval compression if
~ pregnant.

Drugeftect ? Exglige anaphylaus Reduce %
No Yes —> Halothane Expectant management if
J{ immedialely post-induction

Respiralary cause 7 Exgiude preumathory, Reducs rinute

o Yes —> valume I over-vigarous IPPY.
d

Arrythmig 7 fes —> Treat as per thythm
No {see below).

Consider shock dug 16 More Serigus Causes
esp Cardiogenic, Septic or PES

Hypertension intra-operatively is the norm under ketaming
anaesthesia. in oiher circumstanges, it usually reflects
pre-existing hypertension, poorly controlled pre-op and/
ar “light” anaesthesia. Hypercapnia should however be
considerad in palients undergoing mechanical ventilation
{long procedures when CO , retenlion could occur.

HYPOXAEMIA

Asystematic approach is helpful when the salurations
start dropping!

Confirm that the pulse oximeter is reading accurately
- but remember that il is considerably more sensilive at
delecting desaturation / cyanosis than you are. Foitow
the aigorilbm -

Is the ainvay secure?  No— Chin lift £ aw (hrust / Guedet airway

{7 airway obstruglion® faryngeal spasm)
Yes {heck position of and suctionE.T. tube
| {? Bronchial intubation? Tube migration?
Blocked). Check cuff integrily fusualty
% |otd expiratory leak).

s ventilation No —» Lightgn anaesitesia’hand venlilate

adequate? {7 Hypoventikation due Lo oversedalion)
2 Check breathing system for dis-
Yes connegtion Check ventilalor setings
Evidence of Yes .~ Give 10 puifs of B-agonist down tube
bionchospasm? Give Amunaphyl hne 5mg &g vil no
[High intiation effect Suclion€ T lube if aspiraona
pressures, possibility. Withdraw lube 1-2 cmif
Wheezing efc ) caninal srritation suspected. Deepan
Np anagsthasia with 3-5% Halothane it
I severe. Give Adrenatine 0.3-0.5ml 1 in
v 10007t signs of anaptraxis.
Clinical signs of Yes—> Discontinue N0 immediately. Meedle
preumothorax? thoraenstomy fol lowed by chest drain
Mo
4
Clincalsignse!  Yes >, Resuscitate vigorously with Huid
shock? challenge and lranshusion as required.
Mo Adrenaline nfusion i resistant
i
e
Check Fi0, using Zoio—>> II Fi),, dogs ot correlle with flowmetar
0, monitor | seting, swhch o cylinder if on pipetine
~ supply and (0 emergency tree-standing
=Fowmeter cylinder il eylinder supply exhavsied
i tncreass Fi B, lo compensate.
v

Inira-potrnonary shunting

dueto the ehiecls of anaesthesia

and ventilation but consider fai,
3mniolic fluid Or pimonary emooplism



ARRYTHMIAS

We do not roulinely monitor the E.C.G. since coronary
artery disease is uncommon in our patients, However,
high risk patients or a heart rate ol <60 or > 120 shoutd
be assessed wsing Lhe menitor. The common causes of
inira-operaiive arrythmias are Diypoxagmea. hypercapnia,
nypokalaemia and autonomic stimufation {sympalhetic
stimulation on intubalion and parasympalhetic
stimulation (rom visceral traction elg ). Pre-gxisting
cardiac disease and medication £5p. aminophylling and
digoxin should also be jaken into account.

BRADYCARDIA

® Heallhy sinus bradycardia

m Effecl of Haiothane (dose-dependent supression of
SA node may lead to a junclional escape chyttim, ar
“Benign junclional block”) or QOpioids Para-
sympalhetic stimulalion (Jaryngoscopy, visceral
taciion)

® Lalg sign of hypoxia

m True hearl Dlock or sinus node disease

Treatmenl is mol usually requiced il Rale is > 40/min
and B.F / Perfusion mainiained . Withdrawal ol noxious
stimulationand Atropine 0.25 mg i.v will usvally restore
sinus rhythm and B.P

TACHYCARDIA

m Lighl Angesthesia

= Hypovolaemia

= Anaemia / Hypoxaemia

m Fever

Drug eHect - ketaming, suxamethonium, thiopenione,
alropine, ephedrine

Narrow complex tachycardiasesp PAT and A
Broad complex 1achycardias esp. V1.

In zll cases correc the underfving cause. Vagal
maneuvres should be iried with PA T but il Ihere is no
response and in cases of paroxysmal AF, give Drgoxin
0.5 mg as an L.v. infusion over 30 minuies . In cases of
severe compromise, synchionised B.C. Carchoversion
10-50 J should be perlormed. Calcium antagonisls and
b-blockers are relatively contra-ingicated under Halothane
anaeslhiesia. Frank V.T. (v. uncommon in our patienis)
réquires lignocaing 1.5 mg/skg slal iv followed by an
infusion of -4 mg/min.
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ANAPHYLAXIS

This ocgues in ~ 1 in 10,000 anaesthetics, more
commpnly in fermale patients. Almost all anaphylactic
reactions occur around ihe lme of Jnduction and the
mos! likely culprils are #hiopentone, suxamethonium of
opioids. Reactions 10 kelamine and diazepam are very
jare. The usual $igns are an erythemalous 1ash,
bronchospasm and/or cardiovascular coligpse. Draw up
1 mg (mi of 1.1000) adrenaling in 9 mis of waler and
give 0.3-0.5 mg siat fv. and lurlher 0.1 mg aliquots
(amounis) until 2 salislaclory response is obtained. Give
a 10 milfkg olus of fluid. If hypolension is resislant 10
bolus adrenaline (uncommon) give an infusion of 5 g
in 500 mi al 10 mifhr initiaily. Pessistenl bronghospasm
should be Lreated with hydrocoriisone 500 mg i.v. and
aminophylling 6 mg/kg 1.v. over 20 minules.

Furthes Rezding

1}Hanning and Alexander-Williams 1985 ‘Puise Oximetry - a praclical

review' BAML 311367

#) Zanik PE ang Davis HS 1968 ‘Cardiac atrythmias during halgthane

anaesthesia’ Angesth. Analg. 47.29%

3) Mouis WR 1993 "Desalueauon - diagnosis and tieatment’  8aflrere’s
Chinical Ansesthesiology 112).215

4) Fisher MM 2nd Boida BA 1984 ‘Anaphylaclod resclions guting

angesinesia’ Clin. Anaesthesrol 2677

5) Scoll DA, ang Davles M.J. 1993 Hypolension' Baffiere’s Claics!
Anaesthesiology 7(20:237
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LOCAL ANAESTHESIA AND
USEFUL PERIPHERAL BLOCKS

Local anaesthesia is Ihe safesl and mos! salisfactory
method for a surprisingly large number of procedures,
fough il is usually indppsopriate for chitdren. In our
hospilal, the following are usuatly dore under focaf -
maost debridements / revisions / situeing of small and
superticial wounds, small abscesses, small skin grafts
and most biopsies including lymph node and some
breast. Use of ring and brachial plexus blocks allows
mosl of our hand / forearm surgery 1o be done wilhout a
G.A. (manipulations excepled). Ring block is also (he
rnethod of choice for ciccumeisionin adulls  Lignocaine
1% (10 mg / mi), Lignocaine 2% (20 mg /ml) and plain
0.5% (5mg / mi) Bupivacaine are available for use.
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m The maximum dose for a single administration of

Lignocaing is 3 mg/kg.

m The maximum dose for a single administration of

Bupivacaine is 2 mg/kg.

Howeaver, “near-loxic” doses are used often in regional
anaesthesia.

Bothare remaved {rom site into the general circulation
with maximum plasma levels at ~ 30 minules. In order to
minirmise the risk of significant syslemic absorption, gither
aspirate before you inject or keep the needle moving
constantly. Local anaesthesia is reialively ineftective in
fighly inflammed or infected lissue and may also be very
rapidly absorbed from such 3 site. The rale of removal is
relaled 10 the vascularity of the area and can be reduced
by the use of vasoconstrictors.

Adrenaline should be added al a concentralion of 1;
200,000 (= 100 g = 0. 1 mi of 1:1000 solution for each
20 mf of lignocaine soiution). The maximum dose for an
adult is 500 g 1t makes no difference fo the absorplion
of Bupivacaine and neeo nof be used. NEVER use
adrenatine for anaesthesia of the nase, ear, penis or Jigils.

N.8. Absorption of adrenaline during halothane
anaesthesia can lead to serious arrythmias so be very
caulious about converting loa G.A. atter failed infillralion
or regional anaesthesia involving adrenaline al any
concenlration higher than 1:400,000 - rather use a
ketaming infusion.

Wihen adrenaling has been added the dose of Lignocaine
can be doubled. Large volumes of 0.4% Lignocaine can
be made by adding 20ml 2% [0 80 mi of 0.9% saline and
0.5 m! 1:1000 adrenaline - 1his is very uselul for
anaesihetising large areas and augmenting a low or partial
spinal block at Caesar. Lignocaine lasls for aboul 1 hour.
The optimal concentration of Bupivacaine for infillration
anaesthesia is 0.25% so where more prelonged
anaesthesia is required equal volumes of 1% lignacaine
and 0.5% bupivacaing may be mixed

TOXICITY

Hypersensitivily reactions are uncommon with amide-
type agents like lignocaine and bupivacaine, but patients
should always be monilored for ihe first 30 minutes for
signs ol systemic foxicity. This almost always results
from infravascular injection and is characlerised by anxiety,
nauseafvomiting - convulsions may be followed by
drowsiness and cardiovascular depression. Supportive
care is all that is normally required aithough diazepam
may be mecessary o control fils and rarely bolus
ephedring or an adrenaline infusion may De required 10
suppor Lhe circuiation lemporarily.

AXILLARY BLOCK

This is an exiremely useful brachiaf plexus block and
safer for the non-expert than the supraclavicular route
{which carries a risk of pneumo-thorax of 1+% even in
the best hands).

The principal pitlail is poor blockade of the musculo-
cutaneous and infercosto-brachiat nerves which leave
1he sheath proximally ai the level of the coraceid process.
This may make use of an arterial lourniquet proximaily
uncomiortable.

Position Lhe patient’s arm wilh ihe elbow al 90 °- don't
overabducl the shoulder. Use 40 mi of 1% lignocaine or
0. 5% Bupivacaine with adrenating. Add 0.4 ml of 4%
Sodium Bicarbonate (this speeds up the onset of the
block). Apply a tourniquel +/- digital pressure distally to
prevent leakage from the dislal end of the sheath afler
injeclion. Slide a scalp vein or regional needle with the
bevel directed downwards under the fibrous axillary sheath
next to Ihe axillary artery until il can be seen o pufsate
strongly when released. [nject the solution and wait 15-
20 minules for lhe block 1o iake. I you puncture the
artery you need not withdraw, rather re-position the needle
in the shealh, aspirale again carefully to confirm you are
ne longer in the artery and then inject. As you come out
of the sheath, inject 2-3 mis of solution into the medial
aspecl of ihe arm to block the intercosto-brachiaf nerve.

The biack can have a latent peried of 30 minutes and
spreads proximally to distally - so be patient! Test e/bow
flexion (musculocutaneous n.) and extension {radial n.)
and grip strength (median julnar n.). Assessihe sensafon
up and down lhe pre-and posl-axial border of the arm, If

—- Coracod process

Intercoslo-
beachial

Corato
-bractialis
muscle

. -- \’\‘\m[‘,lawcie
/

Axillary
sheath

sensation is preserved on ihe [ateral aspect of the forgarm
perform & rescue block ol (he musculo-culaneous A,
githier by injecling 3-4 mls of solution along the lateral
aspect of the biceps tendon 2cm proximatly and distally
10 the flexion crease, or injecting 5-10 mis into the coraco-
brachialis mustie under the coracoid process. The block
should iast 2-4 hours.
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Thisis the method of choice in our hospilal for virually
any major aperation below the umbilicus - we use il for
all routine caesarian seckions and leg amputations.
Hyperbaric bupivacaing solution is iniecled inio Lhe
subarachnoid space to produce blockade of the spinat
raols and ganglia. The level ol the block is dependent on
the dose (njected. voiume and baricily of the solulion,
level of punctuie and posilion of the palienl during the
firsl §-10 minyles. Al types of nerve fibres are aflected
wilh large, myelinaled nerve libres the firsl 1o be blocked
and the first {o recover. Sensory tibres should be blocked
for 2 hours. Sympathelic blockade extends ~ lwo
segments figher than the sensory block and the resulting
vasomotor paralysis s responsible for hypotension, the
major immediale complication.

The contra-indications lg Spinal anaesihesia are :
bleeding diathesis / platelels < 100
hypovolaemia

fixed cardiac oulpul (e.g. severe milral stenosis)
lacal sepsis an Lhe back

faised Intra-craniat pressure

G.I. perforation (increased peristalsis dug to
unappnsed parasympathetic aclion)

® pioven diabetic avtenomic neuropalhy

TECHNIQUE

Patient sitling upright on iable with nurse altending.
All palients should be pre-feaded wilh at leasi 500 ml ol
NfSaline. Check B.P. before you start.

Perlorm lumbar puncture at L3-4 feve! (1 space above
fevel of the ifiac crests) - wherever possible use a 226G
(0.7 mm, black) standard spinal needle or smaller, il
necessary wilh a large hypodermic as an inlroducer/
shieath. Always inserl the needie with the beve! direcled
fateraliy to split rather {han cut the dura.
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Ensure thal CSF is freely flowing. You may also
aspirate alitlle lo ensure ihat the needle is not in 3 spinal/
dural vessel. fnject stowly (1ml every 5 seconds) and do
not barbotage. ONLY 0.5% Bupivacaine with 5% dexirose
(s.g. 1. 024} should be used — 1. 5-2 O mis (7.5 - 10
mg) lor Caesarian Section, 1. 0-1.5 mis (5-7.5 mg) for
saddle block or feg operations Morphine 0.5 mg or

Diaphragm 2 - 4
Inercastal Muscles
innervaled by

Segmamed Nerves

C5~

Sympathelic
Oulllgw T1- 12

NEUROLOGICAL LANDMARKS FOR SPINAL

Fenlanyl 50 mg may be added to provide extra analgesia

(though we do not do (his in our hospital), bul NEVER

use adrenaling in an ailempt to prolong the block. Note

thal pregnancy, abesity and oid age are associated with a

tower subarachnoid volume and caulious dosing may be

necessary. Do not inject during 2 conlraclion  as the
increased infrathecal pressure could raise the level ol ihe

block.

Keep the palient in the initial position for 5 minules fo
allow the solution to sink and “fix" {o Ihe tissues, Position
the palient Tor surgery (15° lefi tateral 1ill foc Caesars
(Crawlord position}, head supported by 2 pillow in alt
cases). Check B.P, gvery 3-8 minuies .
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Delermine and moniior the level of the block for af
feast 20 minules - the paiienl should be attended al a!l
times. The sensory level Is easily assessed wilh 3 pair of
forceps - the umbificus is T1Z ihe xiphoid 17 and the
nipples T4. Molor blockade can be crudely assessed as
100% - can't move fegs at all, 66% - flexes feet but not
knees, 33% - ifexes knees. I you find the sensory bock
has ascended above Ihe level of the axillag, tesl biceps
funclion (C5-6 myolome). If ihis is absenl, preparg
immedialely to deal with & high spinal.

In order satisfactorily 1o anaesthetise the visceral
pertloneum for abdominal surgery the Great Splanchnic
nerve should be blockaded, which probably requires a
black lo 76in most patients. Inasupine /5° head-down
position 2 mis Bupivacaine will block 1o T4 or even
higher with involvement of the respiratory muscles, but
the level of the block is probably lower in the sitting
position with a hyperbaric solution. 7.5 mis will usually
block to T4 bul may be as fow as T8-1¢ and give a
shorler duralion of anaesthesia, which may be a problem
for an inexperienced surgeon doing a C/S through a
midline incision.

COMPLICATIONS

HYPOTENSION

Treat initially with a fast bofus of Lv. fuids, give 100%
Oxygen. il no response , saise the palient's legs but do
NOT put her head-down_ Dilute 7 vial of ephedrine (30
my) in 20 mf of water. Give 3 mgq aliquols every 2-3
minules until the B.P. responds. If hypolension is
assoclated wilh bradycardia dug to cardioplegia from g
T1or higher block, give afropine 8.3 mg.

FAILED/INADEQUATE BLOCK
Always lest the adequacy of your block before you
cut! A fotaily failed block mandales a GA and if you don'l
feel capable of doing this salely, refer the patient. [i the
block is slightly too low or partial, you have two oplions
m Paramedication - Give ketamine 0.25 mg / kg atiquols
every 10-15 minules (preferred before the cord is
clamped) or Pethiding 50 mgim./ 50mg iv
m Local infiftration - Make 700 mi 0.4% Lignacaine as
follows - add 20 ml 2% Lignocaine to 80 mt slefiie
0.9% Saling with 0.5 m! 1:1000 Adrenaline (this

makes a dilulton of 1 200,000). Inhfirale two bands
either side of the midline about two finger's breadth
aparl from he symphysis la 5 cm above the umbilicus.
Inlitirale the sheath undernealh through the already
anaesthetised skin, After incising the skin and fascia,
infitrate the pariloneum undermeath the sheath, before
entering the abdomen. Don't fry te pack, and be as
gentle as possible.

“HIGH SPINAL”

Respiralory difficullies are usually the first sign (some
doctors like to maintzin constanl verbal contact wiih the
patienl while they are operaling 1o detect lhis), and may
progress toa respiratory arrest if the C2-4 sagments are
involved. oflen accompanied by severe hypolension. The
patient should be intubated if necessary and ventilation
may be required wilh 0.5% halothane as sedation - even
if this is the case the elfects of he spinal will wear oft after
2-3 hours, and the patienl can be weaned off the ventilator,
An adrenaline infusion may be required temporarily if
hypotension responds pootly to ephedrine/atropine.

POST-SPINAL HEADACHE

We see this uncommonly. ILis related toa persistent
(CSF feak afler dural punctyre. Il may be delayed for up to
6 days and is characleristically occipitai/Ironial and worse
on sitting /standing. It may lasl 6 weeks. Analgesia may
suffice in mild cases but tight binding of the upper 8" of
the abdomen or blood paiching may be required.

Less common complications are meaingilis, transient
VIV palsies and rarely, spinal cord compression from
a paraspinal haematoma or abscess.

Further Reading

1} Wilkinson D 1996 ‘Low spina! anaesthesia Tor Caesarian Section’
Update in Anaesifesia 6:28

2) Van Bohaert L) 1996 *Spinal Anaesthesia for Caesatian Section”
Updals in Anaesthesia 7.30

3) Inglis A &1 3. 1995 ‘Malernal position during induction af spinat
anaesihesiator CfS. Acomparison of right \ateral and silting positions’
Anagsthesia 50(4.363

4) Cambers WA 1982 Spinal anaesthesia with hyperbaric bupivacaine
gffects of concentralion and volume administered” B Angesihesia
S4(1):75
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GENERAL ANAESTHESIA

In principle, we aim to reserve general anaesthesia for
cases where regionalflacal anaesthesia 15 difficull or
unsalisfactory, or where good cantrol of the depih of
anaesihesia is required.

We use lhvee distinct methods ol general anaesthesia
in gur hospital -

1) KETAMINE is the method of chaice lor mosl patienls
requiring a G.A. in our hospilal, because it is the saest
It produces a unique “dissogiative” stale in which the
patient is insensilive 1o pain but relains rmuscle lone and
proteclive rellexes {pharyngeal laryngeal and corneal).
Aloneamongst i.v. inductionagents il isa cargiovascular
stimufant, and causes a rise in pulse and blood pressure.
The deplh of anaesthesia can somelimes be difficult 1o
3558sS - movermeni / verbalisalion does not always indicale
pain bul do nol assume that surgical anaesihesia has
been achefved unlil nystagmus and voluniary movement
have been abolished. Usually children should be pre-
medicaled with atroping 0.02 mo/fkg 10 prevent
siglorrficea and alrway compligations during the
procedure, and agulls wilh didzepam 0.2 mg/kg 1o
allenusate emergence delfirium.

Kelamine may be used as an iv bolus of -2 mg/kg,

given slowly over aboul 30 seconds to avoid apnoea

(which is usually iransient in mosi cases). This should

qive 5- 10 minules of surgical anaesihesia after -60 3.

Boluses may be given repeatedly il you have

undereslimated the exlent of the procedure, bul a

veller method would be 16 use anm infusion of 0.5 mg/

m (250 mg kelamine in 500 rof of Huid) 2 2 rate of

1.5-3.0 mgskashour (use drip rate chart). Remember

Ihai al the end of the operation you slill have ~ 10-15

mls of solulion in 1he drip $et, so ensure thal you

always conlinue running N/Saling through for al least

{ive minules before (he patient leaves the theatre esp.

in children. Ketamine may also be given

intramuscularly 0 children without a line up al 4-6

mg/skg which gives up to 25 miaules of anaesihesia

affer ~5 minuigs.

The only absolule conlra-indicaiions 19 kelamine

anaesthesia are yperiension, cardiac/cerebrovascular

disease, and raised mlia-cranial or inlra-ocular
presswe. |l is not ideal but can be used in patients
with 2 Risiory of menlat Hiness or alcohotism Inour
praclice, il is (he Jdeal pagdiairic anaesthelic dueloits
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safety and should be used wherever possible.

2} THE MASK TECHNIQUE is uselul for patienis
where airway problems are noi anlicipaled ang good
confrof of anaesthesia, or a refative degree of muscle
relaxation are needed (e.g. some manipulalions, hang
surgery/lailed axilary biock) Neuromuscular
blockade and inlubation are not required and
sponfaneous ventifation is preserved throughoul, The
fechrique is simple but requires more anaesthelic
experience as \he airway/ventilation must be closefy
moniigred and controlled it necessary - ihis myst be
the job ol @ docler or lrained anaesihetic assisiant.
The patienl is induced with an i.v. agent e.g
Thiopentone 4-6 mgfkg - a “sleep dose” litraled to
effect {the eyelash rellex is & reliable indicator with
thicpenlone) i$ used rather ihan the pre-gdelermined
bolus used ir a ¢rash inguclion. Anaesthesia is then
mainlained with Haloifiane, Nilrous Oxide and Oxygen
given by mask and varied according lo depih. Increase
lhe concenlration 01 Halolhane from 1% in 0.5%
inceements every 5 breaths or so. For Lhe first few
minules afler the induction figh concentrations o
Halothane (~3%;) should be administered Lo salurale
thetissues ("Oves-pressure”), ol affer 3-10 minules
1-2% showfo provide adequate anaesthesia . Opiales
should be used to provide exlra analgesia e.g.
pethiding Tmg/kgiv
Same children can have a gas faduction using lhe
Ayre’s T-piece il they will tolerale the mask as this 1§
saler - slarling with an O, /N, O mix only. Halothane
concentralion should be increased Irom 0.5% by
0.5% every 3-4 breaths until surgical anaesthesia is
reached (up la 5% may be required). In praclice this
even works well with a crying/shouting child, especially
il Ing mother 15 presenl However, the technigue
requires experience and should be used onfy when
other meihods fail.

3) INTUBATED GENERAL ANAESTHESIA is
the method of choice for most emergency abdominal
procedures (e.q. eclapics. trauma and non-trauma
laparatomies) which are lechnically difficuf! without
muscle paralysis, often volve a fulf stomachfunsale
dirviay, and will in mos! circumstances fast> 7 hour,
A spinal is saler for Caesarian Section due 10 lhe
special nisks involved with an obsleliic G A. (25%0l
maernal deaths in Zuloland are refated Lo General
Anaesthesia).
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1} Resuscitate the patient as (ully as possible pre-op,
pass an n.g. tube and aspirate il. Check the anaesinetic
maching, draw up your drugs and label them. Check
the ventilator setlings.

2) Rapid sequence induction
«  Pre-gxygenate for § minules
= Thiopentone ~5 mg/kg i.v. bofus (beware of
giving too much {> 2 mg/kg) inthe efderly or shocked
patient when kelamine 2 mg/kg is a belter
choice).
= Apply cricoid pressure as the induction agent is
given.
= Suxamethomium 1mg/kg i.v. bolus. Keep the mask
sealed on the palient's lace. Wait until the
fasciculalions stop and the palient’s jaw drops.
= [Infubate and confirm tube placement. Release
cricoid pressure.

3) Alcuronium 0.1-0.25 mg/kg iv. as s00n as you are
happy ihat Ine airway is secure.

provide extra analgesia and reduce Halothane
requirements. Foran obstelric G.A. wail until the baby
is delivered belore giving opiates with a long ha'i-life.
B) Reversal - Give Afropine .02 my/ig + Neostigmine
0.04 mg/kg (in (he same syringe) slowly i.v.. Do not
atlernp! to reverse the effect of alcurenium earlier than
20 minutes after the last dose.
= Twrit halothane and nitrous oxide off. Give 100%
Oxygen. {This should be continued for ~ 5 minutes
after N,0 is stopped to prevent diflusion hypoxia) .
= Suction the airway, ensure a Guedel aiway is in
place {in case the patient biles 1he fube while
emerqing).
= Extubate.

Further fleading

1) Winle et ). 1982 "Ketaming -its pharma¢otopy and therapautic uses’
Anagsthesiplogy 56:118

2) Whilg PF. 1988 "Whal's new in inlravenqus anaesthetics?'

4) Turn the ventifator on, ; g .
, Angesihesiohogy clinies of . America §(2) 297
5) Maintenance - N0/ G, 70/30% + Halothane 1% 3)xelcham D.W. 1990 Where Ihere is no anasthesiologis! - the many

inlravenous opiales (e.q. Pethidine 100mg iv.)  usesofKetamine' Trop Doc. 20:163 -
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Obstetric practice in our districh is lairly typical ol
Southera Africa but may be quite dittereni fram the
experience of many newly arrived doclors. Anlenalal care
/5 free and 95% of mothers in our dislsict aliend at least
ance, but 20-30% deliver at home withfwthout the aid ol
3 traditional birth attendant. Some use tradilional
medicines to lacilitaie labour ( isiblambezo, inembe,
imbelekisane) and afterwards (ugobho). Some of the
plants included in (hese preparations .. clivia miniaia
have powerful oxylocic effects. At home the cord may be
cul with a razor blade bul is tradilionaliy cut wiih a reed
(vmhianga) and may not be tied. Ochre or dung is
sometimes slill applied. However Ihough cases of neonatal
tefanus are still seen, we see very few negfectad 3rd degree
fearsin our hospital. Of mothers delivering with a Irained
midwile, hall deliver in clinics and hali in hospilal.
Pariographs are used for all.

The perinatal moriality cate in our districl is 40 per
1000 and ihe malernal morialily rate prabably - 150 per
10%. Common causes of perinatal mortality/masbidily in
our dislrict are APH, premalurity, obstructed/prolonged
second stage of labour, eclampsia/pregnancy-induced
hyperiension, diabeles and syphilis/choricamnignitis.,
Asymptomatic carriage ot STDs can be demonsirated in
-50% of our antenalal altenders and ~40% are HIV +ve.
Plalypeiloid and small Gynaecold pelves are prevalent
amongsl Zulu women. The pelvic brim ofien has a high
angle of inclination and a reslricted inlet which results in
a late descenl of the head during Ihe 35 lrimester / first
slage and frequen! cephatopelvic dispropartion . Though
the "head’ (caput) may be visible at the introitus, il is not
uncommon te find that the head is still 3/5 paipable
abdominaily. Our rale of caesarian seclion for hospital/
¢linic deliveries 1s cutrently ~ 15 %.

Only about 25% of the Zulu population are Rhesus
negative and Ihe commonesi Rhesus phenolype is cle
sa aimosl all ol the few cases ol haemolytic disease ol the
newbora are due o anii-D anlibodies. Sensitisation to
Kell, Dufly or Lewis anligens is extremely rarg, though
more of [he Zuly papulatian are negalive for Ihese antigens
than Europeans.

-15% of births are fow birlhweigh! and the incidence
ol twins is ~ 7 in 75 Qelivenies. The morality raie for
fnfants up tofincluding 30/40 gestaiion managed in our
nuisery is 73%. though more intensive neanalal care 1s

OBSTETRICS AND GYNAECOLOGY 17

available al our referral centres. Breastieeding is widely,
(hough not universally, praclised by molners in our
distrcl.

The maternity services in our gdishrict resl primarily
o1 clinic and advanced diploma midwives - they rur the
community and high-risk referral ANC clinics. Al the
hospilal, the maternity M.0. reviews new and sick high
risk cases daily - all low-risk waiting malhers are reviewad
once a week, Other M.0.5 provide on-call lahour ward
cover, The lollowing prolocols are aimed al everyone
involved in perinalal care in our district. They are
designed to complemen the exceltenl already existing
manuals by Dis Larsen and Breen and the Perinatal
Education Programme which should be rsferred I if
furlher delails are needed.

Fudher Reading

1y Laizen JV elal. 1983 The fate of mothers delwenng at iome in rural
Kwazulu™ S.A M S 63543

2) Slewan K.S et 31, 1879 'Pelvic dimensions and the outcome of iria)
labour i Shona and Zulu primigravidas S.AMJ 55:847

J)Larsen JV 1996 The dilierences bafwean caucasian and black obstelnc
nalients in South Alrica’ 086 Forum p.36

43Larsen ¥ elal. 1996 "Maternal mortality in hospitals iz Zutvland July
1993 - Jung 1994' SAM.L 86 424

5)MabinaM.H_etal. 1997 “The effec of raditicnal herbal medicmes on
pregnancy oulcome’ $.4M.J 87. 1008
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ANTENATAL

HYPERTENSION

8P >140/90 mm Hg on Iwo measuremanis 4 hours
aparl. Occurs in ~ 1 in 8 of the antenatal population inthe
second hatl of pregnancy. Antenatal is divided into lwo
groups:

& Aproleinuric - may te chronic hypertension (present
in the first hall ol pregnancy), or geslational . These
patients are al lower risk.

m Proleinuric - 1+ proteinuriais already a bad sign and
patienls with 2+ proteinurig skould be urgently
assessed by a doctor. Never ariribule 2+ proleinuria
or more [0 @ UTI in a hyperlensive patient. These
palients are high risk and in danger ol developing
eclarmpsia, inlracerebral hagmorthage, abruption, IUGR
and IUD.
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Management
1) Initially admil anyone wilh a DBF = 100 mm Hg.
« B hourly BP chart, daily urine dipstick and kick
chart.
= It high B.P. is confirmed, lreal with Methyl Dopa
500 mg t.d.s.
= Nifedipine 10 mg p.o. for every B.P. spike >110
mm Hy.
= US/S for dates and liquor volume.
» Check urea, crealining, urate and plalelets.

2) I 8.F seltfes on ireatment, patient is aproteinuric, U/
CifUrate/Platelels are normal and foglal movements
are good - may conlinue management as an outpalient.
» Check B.P. and urine dipstick weekly al ANC.

« Induce il necessary 1o avoid posi-datism.

= Re-admil il condition deteriorates.

N B. Patients occasionally develop eclampsia without
proteinuria but this woufd be very rare if FM. good
angd urate normal.

3) K BFis difficuit to control, increase anti-hypertensive
medication as necessary

Methyl Dopa increasing to 750 mg 6 hrly

Hydrallazine 25-50 mq & hrly

Nifedipine 10-30 mg 8 hrly

» Prazosin 1-5mg & nrly

4) in-palienf management is required for ali patients

wilfr any of the following fealures:

« proleinuria

« prea»4.5., Ci »73, Urale »0,35 {the lasl reftects
placental DNAlurnover and cannot be interpreted
in lwins)

= plalelets <120

= poor foetal movements

« JUGR

- severe oedema

Management
m Control B.P.
m Check U&Es, Cr, Uraie and plalelels iwice weekly.
Kick chart b.d..
CTG twice weekly and anytime foetal movements poor.
<34 weeks give decadron § mg i m. 12 hrly x 4 doses.
be conservative if
= B8P conlrolled
= foeluswell
= renal function does not deteriarale
Otherwise delivery is indicaled - consider referral to
a unil wilh neonatal ICU.

® >34 weeks (do amnig if unsure) deliver - by induclion
or by C/S if evidence of foela! compromise.

m Imminent eclampsia - characterised by restlessness,
headache, hypereflexia/clonus and hepatic pain/
tenderness in the presence of deteriorating bicods.
Give Nifedipine or Hydrallazing 1o control 8.F as
required and give a loading dose of Magnesium
Sulphate. Delivery should be urgenl if the maternal
condition does nol slabilise, the geslalion is <28 or
>34 weeks or there is foetal dislress and should
certainly be achieved wilhin 24 hours in all cases.

ECLAMPSIA

The principles are simple: the molher's condifion takes
priorily over thal of the foelus. A vaginal delivery is
afien possible, but if you do have to do a C/S get
experienced help or lransier the mother once her
condition has been stabilised.

1) Resuscilale Ihe patient: il still liting, use suclion and
(eft lateral pasition to prevent aspiration, give 0, by
mask, eslablish i.v. access. Give diazepam 10 mg
boluses only if the fit has nol yet stopped. Once the fil
slops, nurse 30° head up (to minimise cergbra!
ogdema).

2) Give alf patients & loading dose of Magnesium
Sufphate 4 i.v. and 10g i.m. (haif into each butlock}.
Maintenance doses of 5g i.m. are then given 4 hrly
unltil 24 nours post-delivery provided that the wrine
oulput is 30+ mifhy respiralory rale is 16/min and
pateliar reflexes are present. Calhelerise all patients.

3} Reduce B.F to 140/90. Use nifedipine 10 mg p.o.1/2
twly g.r.n. for conscious patients Give hydrallazine
6.25 mg i.m. in unsconcious patients (bul beware
signs of cardiac failure). Repeal in 30 minutes if no
response bt be carelul not Lo precipilate a ypotensive
episode.

4) Mosl eclamptics are hypovolaemic but very prone (o
puimonary oedema. I the patient is oliguric, give a
cautious fluid challenge of 300 ml N/Saline of Ringers
repealed according to the JVP, stale of (he chest. 1 lhere
are other complicating factors, especiaily haemorrhage,
a CYP ling is very useful - aim for a CYP of slightly
below normal {~3-5 cm B,0). (n general, 100 mi/hour
mainlenance is aboul righl - do not give 5% dextrose as
this may precipilate cerebral oedema.

5) Examine the patient carefully with atiention (o the
feasibility of vaginal defivery and condilion/viability
ol the loetus. Order Hb, U&Es/Cr, INR and plalelels.
Check the whole biood clolling lime yourself.



B) Decide ona mode of delivery- this is the only way fo
stop the disease process, and must be achieved as
s00n as possible, and prelerably wilhin 12 hours
Unless the mother already has definite coagulopathy
or 3 definite obsteiricat indication for C/S (e.n. CPD},
aim initially 1or vaginai delivery and if nol already in
Jabour induce on admission using Pgs/AROM/
Synlacinon as sppropriate. This gives you time o
stabihse the palieni, who clien makes a signiticanl
initial improvement (£.0. regaining consciouSNess).
Reassess in 4 hours. li labour is progressing aim lor
vaginal delivery wilh 3ssisted second stage. If lhere is
na changs, make sure that the mother’s condition is
slabilised and prepare/refer for C/S (depending an
available anaesihetic skills). As iong as a mother has
had magnesium sulphate and her B.P. is well
controlled, she is unlikely to deteriorate during
transter. [f you decide to do a G.A. remember the
possibilily of laryngeal oedema (have 7.0 ET lube al
handand the effecis of magnesium sulphate on other
drugs - reduce doses of muscle refaxants and opiates
accordingly.

7) Give Syntocinon NOT ergomelring posi-delivery.
fonilor Ihe uring oulput and fluid status closely.

8) Low dose aspirin prophylaxis (75 mQ daily)should
be considered (or all eclamptics and severe pre-
eclamptics 3l the lime of their next pregnancy, bul
especially those with onset <32w

Further Reading

1} Mwinyoglee et al. 1996 Ceiampsia at G3-Rankuws hospital SAM.J
95. 1536

2) Collabarative Eclampsia Trialisle 1995 'Which anticonvoisan lot

women wih eclampsia? Evidence from he Collzborative Eclampsia Tal

Lancef 3451455

3) ECPPA Collaborsiive Group 1896 'ECPPA. Randonused Irial of low

dose aspinn lor 1ne prevention of maternal and foeta! complications in

high risk pregnart women' 8r J. Obs. Gyn. 106: 39

ANTE-PARTUM HAEMORRHAGE
PV bieeding in the second hali of pregnancy.
Abruplion lypically painful, praevia painless.

The haernorrhage may however be completely concealed,
S0 be suspiciaus in any warnan with severe lower abdominal
pain and a distressed/dead foetus 1i the baby is dead. the
Cause is invariably a severe abruption, not  vasa prasvia,

Management
The principles ol managemenl are to sesuscitate the

mother aggressively and ondy o do & C/S lor & ve/

viable foelus or a placenia praevia.
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1) Resuscilate the mother: Large bore iv access both
arms. Give 1-2 liires of crystalloid +/- colloid last and
start ¢ross-maiched blood as soon as i is available.
Check Hb,U&Es, Plalelets and INR. Check the whole
blood clotling lime at the bedside {normal 3-8
minuies). If coagulopalhy is already present give
fregze-dried plasma 4-5 units slal {(his lasts aboul 1
fiour in the circulation)

2) Decide on the cause: Do NQT do a p.v. unlil you have
established the placental site by US/S and speculum
examination! Remember that even a ‘heavy shaw’
should be mixed with mucus. Beware ol 3 diagrosis
of abruption ina scarred ulerys - always consider (he
possibility of Ruplured Uterus especially if there (s &
sudden cessalion of contraclions/pain during labour.
The presenting part lypically disengages and may be
easily palpable in the abdomen.

3) Decide on the mode of detivery. Consider the clinical
and antenatal findings esp. causefseverily of APH
and (he gestatianal age

w Flacenia Pragvia;

<37/40 manage conservatively - deliver by
emergency C/S only if bleeding is  conlinuous/
irequent and heavy. Give dexamethasone 6mg i.m.12
hrly x 4 if <34/40.

>37/40 deliver by elective/emergency C/S even if
lhe bleading has stopped.

m Abruption -

Deliver vaqinally i the foetus is dead and lhe mother
is welt-resuscitated. 0o AROM and siarta Syntocinon
infusion, Prompt dehvery can be expected in mast
cases due lo lhe irrilant efiect of the intraulerine
bleeding. Il progress is evidenlly poor, consider
referval at an early stage for G/S.

« - CfS is reserved [or a viable foetus or a
detenorating mother. However, consider referral il the
platelet count is <50, the WBCT is >8 minules or
there are signs of coagulopathy.

- CfS for APH can be dangerous - you musi al
leasl know how to devascularise the ulerus Bleeding
may be severe in Ine presence of coagulopalhy or an
abnormal piacenial site. Consider referral for C/S
wilh an anterior placenia pragvia and ulering scar - a
cagsarian-hystereciomy may be necessary owing to
adherence 0l the ptacema to the scar.

4) Post -partum : Prevent PPH with a 40u/1 Synlocinon
infusion but be prepared 10 explore in thealrg if
bleading does nol promptly settle - this may be dve 1o
uterine atonia or rupture or resistant coagulopatny.
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Further Reading

1) AbdRabbo SA 1994 'Slepwise ulerine devascularization: a novel
technigue lor management of uncantrolfable PPH with preservation of
the uterus’ Am. S Qbst Gynae 171.694

2)8-Lynch C et al. 1997 The B-Lynch surgical technigue for Lhe control
of massive post-partum haemorrhage: an alternalive 1o hystereclomy?
Five cases reported’ 8. J. Obs Gyn. 104:372

3) Heij HA el a). 1984 The treatment of rupture of the pregnant ulerus:
Analysis of 93 cases treated in a rural hospilal in Zambig' it J Gyn. and
Gbs. 22:415

PRE-LABOUR RUPTURE OF

MEMBRANES
NEVER DO A PV!

Confirm the diagnosis - lake a carelul history and do
a slerile speculum to see if liquor is draining lrom 1he
cervix. Laok at the quaiity of the tiquor (is it meconium-
slained or offensive?), excludg cord prolapse and noie
the state of the cervix.

Determine the pestation - i an early US/S has not
been dene and you are unsure clinically you can do a
foam test on liquor obtained from the specuium
examinalion or amniocentesis. Fortunalely, the earlier in
gestation thal the membranes rupture, the longer it iakes
for labour to ensue - at 28/40 ~25% of mothers will still
not be in labour after one week, whereas at term 80+%
will be in fabour by 24 hours.

m <34 /40 or Negative amnio

4 hrly obs and pad checks

Dexamelhasong 6 mg 12 hrly im. x 4

Ampicillin 500 mg 8hrly i.v./p.o. for 1 week

Melronidazole 1g p.r. 8 hrly/400 mg 8 hily p.o.

for 1 week

If infection occurs, add Genfamicin and deliver.

If the patient does qo into labour spontaneousty,
do not suppress H.

m >34/40 or Positive amnio(1-4+)

Await sponlaneous labour for 24 fours il no PV.
has been done and maternal and foetal obs are
satisfactory.

I not in established labour by 24 hours do a PV.
and induce with Pgs/Synto depending on the state of
Lhe cervix. The exceplions are grandmultiparae or
previous C/Ss in whom conservative management
should be pursued for another 24 hours - il there is
still no sign of labour proceed to C/S.

Further Reading

1) Van Heerden J, Steyn W 1956 ‘Management of premalure ruplure
of membranes aner 34 weeks geslation - early vs delayed induction o
labour’ $.A.M.J. 86:262

2)0wen J el al. 1993 Randomized lrial of prophylaclic antibiolic therapy
alter pre-term amnion upture’ Am, J. Ops Gyn. 168:975

PRETERM LABOUR (WITH INTACT

MEMBRANES)

m Confirm the diagnosis - 'pseudo-conlractions’ may
result from U.TI. True prelerm labour may be
precipilated by twins, abruption or choricamnionitis.
Do a PV, diplest the urine ang do a £.T.G. Reassess
alter 4 hours. [f there is no change in the cervix faise
labour” is confirmed.

m Fstablish the gestation - ‘FPre-term' < 34/40. Do an
amnio if you are in any doubt. There is ng point in
suppressing labour when the foetus is mature!

w Suppress labour il definilely <« 34/40 of amnio 0-1+.
and the cervix is <5 cm dilaled (exception twins or
known cervical incompelence when locolysis may be
gffectiva even up 1o 8 cm).Ensure that lhe mother is
not hyperiensive or hagmorrhaging and has no signs
of cardiac disease.

m Hexoprenafine - T0UQ iv. slowly then 150[0g in 9
litre al 30-45 deops/min titrated to lhe contractions
and lhe maternal puise (which must never exceed
120/min). Continue the infusion [or 6 hours then
reduce it to half the Inerapeutic rate jor 12-18 hours.
Then continue oral Hexoprenaling 1 mq 6 hriy for the
duration of pregnancy.

= Indomethacin - 100 mg p.r. 12 hrly x 4 (il <32/40)

Dexamethasone - 6 mg 12 hrly x 4 i.m.

m Ampicitlin 500 mg 6 hrly x 4 doses i.v. then oral for 1
week

m Melronidazole 1g p.r. 8 hriy/400 mg 8 hrly p.o. for 1
week

w Vifamin K10 mg i.m.

um
If MSU shows 10+ leucocyles and bacleriuria give
Nalidixic acid 1g 6 hrly for 7 days.

VAGINAL DISCHARGE

In pregnancy, vaginal discharge may be more copious
but should nol be oitensive or discoloured. Trug pelvic
inllammatory disease is thought 1o be very rare in
pregnancy, bul sludies in our disirict have demonstrated
high carriage of STD organisms in anlenalal patients.
m [f white and itchy - Econazole/Clotrimazole pessary
m [j frothy, greanfyeliow - Metronidazole 29 stat
w [f unresponsive 10 metronidazole or cervicitis seen -

Erythromycin 500mg & hrly for 10 days

+ Metronidazole 400 mg 8 hrly for 7 days.
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The prevalence of syphilis in gur antenalal clinics is
6.5% - il probably approachs 30% in unbooked palients.
WR +ve mothers have an 0dds raiio of ~ 12 for adverse
perinatal outcome in our disirict - in the unireated case
Ihe risk of congenital syphilis is ~10%.

w Benzalhing Penicilfin 8 mli.m. weekly for 3 weeks as
an oulpatient

m It an inpatient, Procaing Peniciffin 600 mg i.m. daily
lor 10 days

m {lruly allergre Lo Penigilfin (rare)- Eryihromycin 500
g 6 nrly for 14 days (much less eflective)

Fueher Reading

1} Wilkinson D el ab 1397 ‘Epidermolagy of syphitis in pregnancy in
rurad South Afrca, Opporunilies for cantrof T rap, Meg inl, Healife 2(1357
2 Rolts RT 1995 Treatment of Syphitis 1993° Cha.fnf. Dis. 20 {Suppl 1):
523

ANAEMIA

Admil if Hb<7 or <9 close to term

Check stools for parasiies and uring for bitharzia.

m Give ferrous sulphale 200 mg 8 hrly and Folate 5 rag
daily for the rest of pregnancy.

Recheck Hb 1 month afier slarting Ireatmen

Only transfuse if absolutely necessary (<6g in labour
or <8 q prior 1o C/S)

POLYHYDRAMNIOS
The common associations are maternal diabeles, foofal

abnormatiiies and fwins but a cause cannol be found in

half.

m Check the blood glucose and Rhesus status. US/S
will detect wins and ~50% oi loetal abnormalities -
duodenal alresia is easily visualised 35 @ ‘double
bubble’ in the [oetal abdomen whereas in oesophageal
alresiz the stomach bubble is conspicuously absen!.
Gastroschisis and anencephaly ate also quile easy 10
visualise on US/S - these last three can be confirmed
by a maternal serum cc-FP and the 1asl by x-ray.
Because of ne risk of pre-ferm labour and cord

profapse the molher should have her cervical score

checked lortnightly at the clinic, and be admilled if it is

less (han 1, or &l 36/40.

Severely symptomatic polyhydramnios can be
manages with fndomelnacin 25mg 6 brly o repealed
amniocentesis. Tne laetal lie should be checked and
corrected daily on the ward and a conlrolled rupture of
membrares carried out at 5+cm when labour ensues.
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Examine the child carefully and always pass ann.g. ube
to check that the oesophagus is paltent.

Furiher Reading
KirshonBetal 1950 Indomethacin Iherapy mihelreatment of symplomatic
polyhdramnios’ Qs Gym. 75 {2) 262

INTRAUTERINE DEATH

m (Check Hb, glwcose, WR, HIV

m (heck INR ang WBCT weekly, although coaguiapathy
is very rare.

w Give eryifromycin 500 mg 6 vty for 10 days.
Induce i the patieni requesis this, except in the case

ol grandmultiparae and previous C/Ss, where waiting for

sponlaneous labowr is much safer. U coagulopaihy

develops, it can be reversed wilh Heparin, and the patient

nduced.

DIABETES

Defined as a fasting blood glucose >8 mmol/i o0
two 0ccasions. In cases of ‘impaired glucose lolerance’
(>6 but <§ mmoif1) do & sugar screen (mini-GTT). Give
the unlasted patient 50¢ qlucose orally and [3ke a blood
glucose 1 hour afterwards. A glucose >8 mmalf conlirms
the diagnosis.

All diabelic mothers should be admitled either at
their firsl ante-nalal visit or other first available opporiumty
{or1 assessment of conlrof. The target is @ normal blood
glucose throughout the aregnancy 1o averi loetal
hyperinsufinaemia and its consequences. This will require
insutin in almost all cases, requirements for which will
approximately double as pregnancy progresses. Howevel,
some patients can be satistaclonly managed on oral
hypogiycaemics in the first lrimester.

m Do bipod glucose profiles 2-3 week viz. 06h00
{fasting}, one hour after lunch and supper ang 22h00.

= Use Actrapid and Monotard initially at 0.6-0.8u /fkg/
day (2/3a.m. 1/3 p.m.}and adjusl the doses to achieve
abiood glucose <7 mmaifi al all tirmes. Some mothers
wilh mild diabetes can be managed on glibenclamide
iniliatly bul wiil require insulin afier 36/40.

m See al high-nisk clinic lortightly and induce af 38/
40 as Ihere is an increasing risk of stili bicth and
dystocia ai tern. Omit i morning insuir on ihe day
ol induction and starl at 5% dexirose infusion al 40
drops/min - add aboul /3 of the daily insuiin dosage
as Actrapid along o the bag and check blood glucose
2 hrly - adjust the dose of insulin according to Ihe
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resuits. Posi-delivery stop afl insufin as requirementls

fall rapidty post-partum. Insulin is usually not required

again for some days.

Be alert to the possiblily of hypoglvcagmia in the
foetus - and paradoxically lo respiratory dislress which
may occur despite lhe evident macrosomia
(hyperinsulinaemia may delay lung maiuration).

Further Reading

1) Coelzee £) & Jackson WA 1584 '0ral hypoglycaemics in the first
(rimesler and foetal qutcome” S.4.M.4 65(16):635

2) Kyos SL et al. 1993 'Insulin-requiring diabetes in pregrancy, a
randamized trial of active induclion of [2bour and expectant management’
Am J Obs Gyn. 189(3).611

3) Casson IF 1997 ‘Outcomes of pregnancy in insulin gapendenl dhabetic
women' resulls of a five year populalion cohort study’ 844 315 275

BAD OBSTETRIC HISTORY

For previous stillbirth, sarly neonalal death or mid-
Irimester abortion where (here is no evident cause, check
Hb, WR, HIV, Glucose. Assess Lhe cervix.

All patienis

m Folate 5 mg dailyvitlamin C 100 mg, Slow Mg ¥ |
daily

a Erythromycin 500 mg 6 hrly for 14 days and
Meilronigazole 2 stat

= Condoms

Shirodkar sulure may be inseried al Ngwelezane for cases
ol cervical incompetence.

KX ((4(0)p)) BOXX

LABOUR

ASSESSMENT QF THE WOMAN IN LABOUR
Review the anienatal and inpatient records before looking
al the partogram. Take account of the antenatal risk faclors
and confirm that ihe parlogram is correctly filled in.
Consider the mother’s general state (hydration,
hunger, menial slate ) and examine the abdomen before
proceeding {o PV (n general if you are uncertain about
your findings accept the more consenvative estimate of
progress and ask a more experienced colleagus for help.
Esiablish (he fie, presentation and station of the head for
other presenting part) in fifths palpable per abdominum.
On p.v. note the degree of cervical efiacement (very
important in early tabour). appiication and difalationincm,
Feel the head for position, moulding al the sagiltal and
farnbdoid sutures {add together for a score out ol 6) and
caput. If you can'l feel the moulding at the {ambdoid suture
you must at east double that at 1he sagittal. If you can't feel

any sulures ai ali due to capul assume a score of 6.

Make some assessmeni of the pelvis - the diagonal
confugate approximates the A-P diameler of the inlet +
1.5 cm. This should be ~ 77.5+ crm in most normal Zulu
women. If you can easily louch ihe sacral promoniory
suspect a smail pelvis (most doctor's fingers are less
than 11 cm long!) The fntertuberous diameter should
accept four knuckies and (he subpubic angle threg fingers
{~90° )- otherwise suspect a smail outiel. Usually however
2 large inlet means an adequate oullel.

AssessmG THe Descent oF THE Heao 1N FiFTHs
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Confirm foetal well-being. Always listen to the foetal/
heart wilh the Pinard slethoscope - we also praclice
sefective moniloring of high-risk foetuses antenalally and
in labour with CTG bul remember thal this has fow
specificity. The normal FH.R. is 120-160/min (can be as
low as 110/min at term} with baseline variability of 10-
25 b.p.m. Warrying lraces are a fafling basefing and
prolonged Type 2 or Variable decelerations with poor
baseline variability, tachy/bradycardia.

The presence of moderate/heavy meconium -staining
of the liquor is consistently associated with an agverse
perinatal outcome. \n Zulu primigravidae, even fight
slaining in early fabour 1s associated with insurmounlabie
CPD in ~ 50% of cases. It is our policy to rupture the
membrangs at an early siage in high-risk pregnancies Lo
view the liquor. i no liguor is seen, push the presenting
part up a fittle, you may obtain a rush of thick meconium
which has been dammed up behind a tight head.

Furlher Reading

1) Lennox CE and Kwast BE 1995 ‘The parlograph in community
obsleirics’ Tropical Doctor 25.56

2) Thacker SB el at. 1995 Efficacy and safety of inkrapartum elecieonic
foetal monoring: anupdate’ Obste! Gynaeco! 86:613

3) Khalree MH and Mokgokong ET 1979 The significance of meconium
slaining of iicquor amnii during labour’ S.A.M.J. 561099
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FAILURE TO PROGRESS

IN LABOUR

Failure fo progress in tatiour 15 deflned inihe diagram.
The causes difler according to (he slage al which delay
aceurs, ihe posilion of the foetus and parily ol 1he mothe,
m  [elay inthe fatent phase

Ensure that the molher is in established Iabaur {i.e.

Ihal there has been a documented change in the s1ale

Be
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coniraclions) may encourage this as long as here are
no signs ol CPO. Conslriclion ring is diagnased when
3 space can be fell between the brim and the head
during a ¢onliaclion and a ‘second cervix’ can be fell
pv.~ 5cmabove Lhe real one. Primigravidae almost
aiways warrani 3 gl of Syntocinon for hypotonic
inenia as long as here are no signs of C.P.D.

sure 10 exarming the molhes 2 frly fo 8 cm and hourly

thereafter. No molhee should be allowed more than Hhidy
minutes in 2nd stage belore sleps are laken lo expedile
lne delivery

al the cervix). Il so. ruplure the membranes. Il here
is meconium staining the cause is &ither CPD ora
Sick Ipelus and G/S will usugfly be required. Il the
hauor is clear ina pricugeavida then Ihe likely cause
is primary hypolome ingrtia and she should be given
3 Irial of Syntocinon. Cervical dyslocia is another
(31€ CaUSE.

Delay in Ihe active phase

Be very suspicious in 8 mullipara as the Cause will
usually be CPD. Aboul 2/3 of foeluses (nitially in he
Ceclpito-posterior position will subsequentiy rolale

135° 10 the anterior and deliver and In SOme cases

analgesia +/- synigtinon (1o overcome disceordinaie

GUIDE TO MODE OF DELIVERY WITH CERHALIC

PRESENTATION AND LIVE FOETUS
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INDUCTION AND
AUGMENTATION OF LABOUR

Neverattempt lo induce [abour with Pgs or Syntocinon
in grante muitiparae, in the presence ol a wlerine scar or
where ihere is a high risk of €. £0. n all cases confirm that
ihie foelus is cephalic and has a salisfaclory CTG prior o
induction. All molhers undergoing inductionfaugmentalion
should be observed hall hourly for at least two howrs.

INDUCTION

If the cervixis «Jem dilated and > fem Jongit must be
ripened with vaginal Proslaglandin tablels. These should
be placed in the posterior fomix next lo the cervix Patients
must lhen lie on (heir side for T hour,

m PO/P1 - PgE! (Misoprosiol) 50 g (1/4 tablels) once
daily

m P2/P3- FgE? (Dincproslone)! mg (2 tablets) 8 hourly

® P4-PgB?0.5mg 12 hourly

Repeat CTG 1-2 hours alter inserlion.

Once the cervix is 3 cm dilated and well-effaced,
Amniotomy + 2u/l Oxylocin infusion 10 -60 drops/min
should be starled.

Induction of labcur in PS and upwards may present
prablems - uselul methods are nipple slimulalion and
‘sweep and slretch’. Ballpon catheter induction may be
used if these methods fail.

AUGMENTATION
Ingdicated lor primary hypolenic inertia of the uterus,
aimast always in primigravidae. This may be manifesl as
a prolenged latent or active phase. Be suspicious of the
mullipara whose has delay in Ihe active phase - she usually
has secondary inertia which always has an associaled
cause (C.P.D./ Maipresentalion efc.). The presenlalion
mus| be cephalic and ihere must be no signs of C.PD. or
foelal distress (esp. meconium stained liquor). The aim
is 0 achieve 3 contractions >40 § every 10 minules.
m PQ Synlocinon 2u/l stariing at 10 drops/min,
increasing every 30 minutes o max 60 drops/min.
m Change to 10 u/l if satisfactory contractions not
achieved, increasing in the same way.
m Abandon augmentalion after six hours if no progress
or seongr if signs of C.PD develop.
m P1i-4 Syniocinon 2u/t ONLY increased {rom 10 -60
drops/min as required.
If signs of hyperstimulation (4+ contraclions in 10
minules) andfor foefal disiress develop - remove Pgs

from vagina/swilch off synte, put the melher in lef lateral
position, administer oxygen and give hexoprenaline 5-
10 mgq slowly i.v. |l foetal distress persisls C/S will be
necessary if vaginal delivery is nol imminent.

Furlher Reading
Meesell DAed 2l 1995 induction of fabour with iniravaginal misoprostol
in ihe second and third trimesters of pregnancy’ §.4 M./ 85(10) 1088
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BREECH

We alternpt £CVal termior all breechs. Vaginal delivary
for all singleton breechs results in complications in al
feast 1 in 200 deliveries in fhe best hands in Europe - we
do nol use oullet forceps and have little experience of
breech extraction, so our policy i 10 do /S for aimost
all singlefon breechs, preferably electively.

However, you may be cailed upon Lo deliver a fait
accompli breach in labour or one ol twins, or the
uncommon case of 8 multip with 2 well-iried pefvishaving
an elective vaginal delivery Progress must te perfect
and augmentation is never appropriale. Familiarise
yourseif with the mechanism of breech delivery, especiaily
Lovsel’s and Mauriceau-Smellie-Veil manoeuvres.

TWINS

The big cause of perinatal morfalily wilh twins is
premaiure labour. Even term twins are smaller than
singletons, and r/af of labour is appropriale even wilh
scarred uferys, if the firsl twin is cephalic (85% of cases).
Breechs are also usually safely delivered vaginally. Elective
C/S should only be planned for lwins where the firsf is
{ransverse or olher risk faclors dictale otherwise.

Syniocinon may be used for he same indications
as a singlelon gelivery, alinough there can be problems
monitoring the second twin Alter delivery of the first
Iwin, clamp and cut the cord as usual and \ry 1o establish
the fig/presentation of the second twin. [1 il is oblique or
transverse correct to vertex or breech by exteraal version,
but keep the membranes intac!. Atihis slage it is heipful
10 have 20 u/l Syntocinon running, as the coniractions
may lake a short time to return. Once the presenting parl
has descended into 1he pelvis (and this can take up 10 60
minules, 30 don’t hurry) rupture the membranes In the
case ol afootiing breech or a iransverse lie that cannol be
corrected by exiernal version, grasp one foot firmly



through the membranes and pull down, rupluring the
membranes as you do so {infernal version). The foetus
can then be delivered Dy breech extraclion.

If you fail wilh internal version, of i 2 mather is
admitled from glinic wilh & refained second ransverse
twin and ruptured memibranes, youwil have lo doa &/S,
since lhe risk of ruplturing e uterys with furher atiempls
is high. However, lry [0 avoid doinp a C/5 for a relained
second bwin in ather circumstances. especially if (he foetus
is dead. OFD with & second fwin is rare angd 1l may be
possible (0 do a V.E. ar craniotomy.

CORD PROLAPSE
If the cord is stil) pulsaling when this is detecled and

management is correcl, a live baby should result. Defiver

vaginally if the ceevix 15 9+ cmand the head well-down

with vacuum il necessary.

{Othenwise prepare for emergency C/S -

s Push the head upand hold it away from the cord

m Give Hexoprenaline 10 mg i.v. siowly

w Inserl a calheler, #4f the biadder with 500 ml salne
ang clamp il.

m Take the molher lo theatre wilh a hand in ihe vagina al
ali times displacing ihe head.

m AtG/S drainthe bladder at the Jast minute and remove
{he hand from the vagina as be uierus 1$ opened.

m Resuscilate the baby as necessary,

SHOULDER DYSTOCIA

Usually heralded by a head lhat is slow to deliver and
buries itsell in the peringum, oflen aller aralher tighl V.E.
Use MeRoberi's Manoeyvre - get your assistents lo apply
exireme flexion lo ihe molhar's hips so Lhat her knees
almosl louch her shoulders and apply gentile iraction on
ife head +/- suprapubic pressure fram above. This is
almosl always successiul. (1 you still cannol deliver the
shoulders, place afinger in the poslerior axilla and pull
downwards. Push the elbow forwards and dediver ihe
posterior arm. Traction on he head will then deliver the
anterior shoulder. Always check [he baby aflerwards (or
brachial plexus infury.

RETAINED PLACENTA

A relained placenta is one thal has nol delivered one
hour afier delivery of the baby. However, il Synlemelring
has been given it should be expecled wilhin 15 minutes.
I itis lying in Ihe cervix or fig vaqing, simply grasp and
remove it IF it cannol be lell at all, removal in theaire
under G.A. will be required - run & Syntacinon infusion
of 26 v/, resuscilate vigorously and injecl 10 u of
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Syntocinon oreximal to the clamp to encourage
separalion. Always check thal you have removed all Lhe
cotvledons. Do nol persist if the placenta is very adherent
and diflicuit to remove - iansfer early as hyslerectomy is
somelimes required.

POST-PARTUM HAEMORRHAGE
Prevent and be prepaied for PPHs - especially
grandmulliparae, twins, APHs etc. Act quickly as PPH
can be brisk and life-Ihreatening.
w Siad an intusion of Syntocinon 20u/i
m Aesusciale aggressively, with blood as soon as it is
available,

if the bieeding doesnot stop promplly, explore the genital

fract immediately unger saddle block in thealre. Have

good light, at least one assislant and wo Sims’ spacuiae
handy. Excluge

w sefained producls {renvove manually or with blunt
currettefforceps)

w alonic uterus or ruplure (pack the uterus thoroughly
wilh bandages and apply bimanual campression -
refer lor? hystecectomy in the lalter case)

w Jower lract facerations (sulure)

m coagtlopalhy (give FOPs)

THE HIV +VE MOTHER

Apocoximalely 40% at ihe fedtile temale populalion
0 Wlabisa are IV +ve Strenuous efforts should be made
fo avoid unwanted pregnancies amangsl ihese women.
Perinatal complications which may be ascciated with HIY
include low birlhweight, IUGR, premalurity, pugrperal
$epsis and possibly increased loetal loss, though we
haven'l vel seen a significant rise in the perinatal martalily
rate in our dislrict . The risk ol transmissian to the child
is ~30% in our sefling, aboul hall which is relaled to
breas|-feeding.

PREVENTION OF VERTICAL

TRANSMISSION

m Shorl course antirelroviral regimes arg demonstrated
to reduce e rate ol transmission by ~40%, bul neilher
zidovydine nor neviraping are currently licensed in
Soulh Africa for this purpose.

m Mullivitamin supplementation during pregnancy
reduces the risk of adverse perinalal outcome. Vilamin
A alone is not associaled with any benelil and neilher
i5 capable of aclually reducing lransmission,

m For rolhers in whom membrangs are ruptured > 4
hours prior 1o delivery, cleansing of the binh ¢anal
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with 0.25% chlorhexidine 4 hrly unti delivery may be
elfective at reducing transmission,

m Cagsarian detivery has a relative risk of 0.46 fos
lransmission in local studies, but we do not olfer it
for this indication al present because of the high rale
of post-operalive morbidity in the mother.

m Avoid amniocentesis, routine AROM in early labour,
and routine episiotomy,

m Propnylaclic antibiotics should be considered for all
gagsarian sections, in pre-labour rupture of
membranes, and all clinicai AIDS patients in labour.

BREAST-FEEDING

m Mothers should in general be encouraged to continue
breasl-feeding until al leasl six monihs since infants can
rarely be weaned sconer and the risks ol malnulrition
and respiratory/gastroinlestinal infections are greally
seduced in this period. If breast-feeding is prolonged,
the risks ot transmission probably cutweigh the benefits
conferred. Some mothers who have secure access to
clean water and a sound understanding of Lhe sale
preparalion of formula are capadle of using this righl
from the starl, but each case needs 1o be considered on
ils own merils.

Further Reading

19 Leroy Vel al. 19398 'international multicenlre pooied analysis of fale
postnatal mother-1o-child transmission of HIV-1 Infection’ Lancet
352:597

2102 Cotk K et al. 2050 Prevention of Mother-to-Child HIV Transmissien
in developing countries \ranslating research into policy and practice’
JAMA 2831175

3) Fawzi'WW etal 1988'Randomised {rigd of efleols of vikamin supplements
on pregnancy outcomes and T cell counts In HIV-1 infecied women it
Tanzania’ Lancet 3511477

4)Bobat R et 3!, 1996 'Determinanis of molher-o-child Iransmission of
humanimmunodeliciency virus type 1infeclion in a cohorl frem Ourban,
Soulh Altica’ Pagd Inf Dis. Journal 15604

5)Biggar RJ et al 1956 Perinatal intervention tral in Afnica.effect ol abinih
tanal cleansing intervenlion 1o prevent HIV transmussion’ Lancal 347
1647
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This is lhe commones! reason for admission te our
gynagcological ward (~ 40% of admissions in 1996). It
is difficull to ascertain whal proportion of ‘spontaneous’
abortions in ous district are in fact illegally induced but 2
multi-centra survey of hospitals in RSA concluded thal
at least 7.5% were. It was estimaied that ~ 30% of
incomplete abortions in biack women showed evidence
of infection/complications.

Ualil November 1996 when the Abortion and
Sterifisalion Act ol 1975 was repealed, therapeutic
aboriian could be performed on very limiled indications
in South Alrica. The new Choice on Termination of
Pragnancy Act of 1896 provides for Termingiion on
request up 10 12/40 and from 13/4010 20/40 if a medical
praciitioner is of the opinion that the conlinued pregnancy
would 'significantly alter 1he social or economic
circumsiances of the woman' of ‘pose a risk of injury to
lhe woman's physicai and mental heallh’. implementation
of [hve act in gur province has been extremely patchy and
we do nol al the present time perform abortion on demand
in our hospital but patients can be referred to Empangeni
Hospital far the procedure.

Ectopic pregnancy is the commanest indication lor
emergency laparotemy in our hospita! - this is almost
cerlainly due to Ihe high prevalence ol pelvic infection in
our districl, which is estimated 1o increase (he risk of
ectopic pregnancy 7-10x.

All incomplele aborlions should be Amp, Gent &
Flagy! IV and have Hb, WR and rhesus requesled on
admission. We still perform all our ER.P.C.s in lhealre
under ketamine as this is the safesl environment in our
hospital.

LOWER ABDOMINAL PAIN AND/OR BLEEDING
WITH POSITIVE PREGNANCY TEST

VAN
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ECTOPIC PREGNANCY

A pasilive pregancy (es! wilh suspicious findings on
bimanual palpation + tenderness and carvicat excitation
should always prompt a pelvic US/S. A normal/slightly
enlarged wlerus with no evident geslation sac implies
ectopic pregnancy even if no mass is visible in the adnexas
{may be absent in ~ 0% initially even wilh skilled
operators). Conversely a definile infravierine gestalion
$4¢ co-exists wilh an ectopic pregnangy in only ~ 1 in
30,000 cases. A confusing ‘decidoal cast” with small
lucent areas in he uterus may sometimes be present in
ectopic pregnancy but is usually easy to distinguish irorn
a tue sac. In Ihe presence of these findings it is usually
not necessary to confirm 3 haemoperiioneum by
cuidocentesis or periloneal aspiraiion (hough this shouid
recover unclotied blood in 85+%. I is possidle Lo refer
difficult cases for [aparoscopy al Ngwelezane bul we fiave
only dore one unnecessary laparolomy in the lasl four
years using B-HCG and US/S findings alone

Further Reading

1)Rees H et al. 1997 The epidemiglooy of incomplele abarlion in South
Aiica' S.4.4.J 87432

2)De Jonge E. TM 1994 |5 ward evatuation for yncominlicated incompiete
2bortjon under syskemic analgesia sale snd elfective?’  SAM.J 84481
3) Pedersen JF 1980 Ulirasons scanning in eclopic pregnancy” 8J
Ratliclogy 53625
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AMENORRHOEA

The vast majority of our cases are secondary and the
clinical approach to amenorrhoea is essentially the same
for both 1° and 2° forms. Premalure ovarian (ailure,
polycystic avary disease and hypogonadelrophic
nypogonadism account for 70+% of cases in both groups.

1° amenorrhoea is delined as no periods atage 17 or
no breasl gevelopmenl folher secondary sexual
characteristics af age 14. Uterine agenesis seems 10 have
been (he commonest siruclural abnormality in the primary
qroup.

Lactalional amenorrhoea, pregnancy and depol
contracentive use are probably the commanes| causes of
secondary amenorrhoga in our practice. Prolonged
breasi-leeding can prevent menslruation for up to 15
months post-parium. The mean duralion (o refurn ol
fertility post-depot is ~ 6 months, and 80% will have
conceived by ong year.
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Diagnosis

Do a general exammalion with altention o
ogstrogenisation (secondary sexval characteristics),
virilisation, nutribion and thyraid stalus Look for signs
ol Turners syadrome. Check visual fields and express
for galactorchoga. Do a pelvic examination fo rule oul
any major slructural abnormalities.

Check Pregnancy lesl

Petvic JS/S should be done to assess the size of the
uterus (smali if paorly cestrogenized) and il possible the
ovaries - in 70% ol palients with PC.0.S. the ovaries are
ingreased in size (upper limit of narmal ~ 2x2x4em) and
may contain muftiple 6-8 mm ¢ysts arranged perpherally.
Ovarian lumours should 4lso be evidend - cysts Ihal are
complex andfor >6 cm in diameter should be relerred
garly for exploration,

Order a screening hormonal profile (FSH, LH and
oestradig!) in all palients who have normal p.v.s and no
gaiactorrhoea. Hlihe patient is concemed about her ferhlity,
also arrange a provera test at ihe lirst visil. Give 5 mg
td.s. tor 5 days. A wilhdrawl bleed signifies a well-
eestrogenised endomelrium and psobable supra-ovarian
cavse.

in palients wib frank gataclorrhoga, order profactin
only. Ifr very wasled paiients be sure 10 exclude other
systemic iflness, especially H.1.V. and hyperlhyroidism.

Management

Post-depot - expectant management or lry two or
Ihree cycles of COCP

Abnarmal p.v. - imperorate hymien and haematocolpas
can be managed by simple incision but other
abnormalities need specialisl surgical repair.

LH and FSH high,? clinical Turner's => Prematyre
ovarian failure Starl Prempak-N.

LH ard FSH !low => Hypogonadotrophic
hypogonadism. Reler Endacring clinic 1or combined
piluitary function iesis.

LH high, FSH and Oesiradiol low + Large, cyslic
ovaries = > P.C 0.5, Refer Endocrine clinic.

Normal gonadotiophins, High Prolactin =» Probiable
Prolactinoma, Refer Endocring clinic for C.T.

furiher Reading

1) Delvoye P 1980 ‘Biezstiegding and posi-pariunt amenorhoes in central
Aliica 2 Pratactin and posl-panumamenorchoea’ S frop. Pacds. 26:184
2)Crosigrani RG 1996 A praclical guicdk to the diagnosis and management
of amencrthoea” Drugs 52671

3) Gray RH 1981 Yamna! bleeding disturbances assoclated with the
discontmealion of fong-acling injectable conlraceptives B J. 0bs. Gyn. -
M7
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" INFERTILITY

Most Zulu women have achild belore marriage, ollen
by a man they do not marry subseguently. That child will
usually be left with the malernal grandmother when the
worman does marry. Most Zule men will have fathered
children Hy other women before they marry. A married
couple will only rarely have children irom a previous
union in their own kigal. [ is nol uncommon (o see
women with children from dilierenl pre-marital partners
who presenl lor investigation ol secondary infertility (~
65% of cases). Presentalion may also be indirect wiliz
various non-specific lower abdominal complaints: direct
gueslioning elicits the reason for lhe consultation.

ILis vital to realise that ihe pressure on women to
produce a child in their marriages is huge, and the
possibilily tha failure to do so may be the fault of the
husband is rarely considered. 11% of coupies presenting
fo Ngwelezane Inlerdility Clinic report that the hushand
had had no previgus children and in 90% of these cases
he was found to be oligo/azoospermic.

30+ % ol women presenling for investigalion al Ngwz
show evidence of lubal damage on HSG and -4G% are
found to be anovulalory (some women have both
problems). Only ~5% of women undergoing treatment at
the Infertiiity Clinic uilimately become pregnant,

FIRST VISIT

1. Take a carelul hislory enquiring aboul previous chitdren
{on both sides), menstrual history and contraceplive
use, marilal status and duration of inlerility. Many
newly weds are found to spend much lime apart due
lo lhe hushand's migrant labour. Sensilive advice is
lhen appropriate about the ferlile perind and no
investigation s necessary for a further year.

2. Gynaecological examinationto exclude an immedialely
obvious cause of infertility. Slart with & PAP smear
belore doing a PY.

If you suspect a pelvic infection treal it, and it you
suspecl a cervical malignancy, biopsy it.

If she has a fibroid ulerus clinically/on US/S, refer to
Ngwelezane with a view to myomeclomy.

if histary and examinalion are unremarkable further
investigation may be indicaled but four criteria musl be
met first:

1. The woman muost be under 38 years.

2. There musl be ne fiving chifdren Irom the marriage.

3. Both partners should be HfV niegative.

4. The man musl have aormal semen-analysis. This is
done here in our iab on a fresh (2 hour) specimen
produced 2 days alter ast inlercourse.

(Normai volume1-4ml. Sperm concentration >20 x 10°
per mi. Total sperm gjaculate >50 x 105, Motifily >50%.
Liquefaclion complete in twenly minutes. Leucocyles
<5 x 10° per ml )

Abnormality is only accepied alter three specimens.

Treating any infections can improve sperm funclion, Male

inferlilily is very hard to treal bul consider referral {0

Urology to confirm the diagnosis.

No further measures are taken until these
criterla are met;: If the man will not come forward
for investigation we should not investigate the
woman further.

Calculate Ihe dale of the twenty first day of Lhe woman's
next menstrual cycle. Ask couple to relurn on his day.

SECOND VISIT

1. Review HIV and PAP smear results wilh Lhe patients
and counse’ accordingly. i either pariner is HiV
positive further investigations are inappropriale.

2. Take bloods for: WA/ FSH/ LH/ Predactin/ Day21
progesterone + TFTs {ihe latter if clinically ingicaled).

THIRD VISIT

1. Review blood resulis. I resulls show normal
gonadolraphins with an angvuialory progesterone,
freal wilh an ovulatory stimulant ( Tamoxifen 10mg od
on day 2-6 of the menstrual cycle).

2. Reler to Endocrinology i hyperprofactinagmia or
LH:FSH = >3: 1{probable polycystic ovary disease).

3. Refer to Ngwelezane for Hysterosalpingogram if blood
lests are normal

Furlber Reading

1] ¥an Zyl A 1980 'The infertile coupte’ Parts 1 & 1I, S.AM.J 57446 and
485

2} Blumenlhal NJ 1984 "Hysterosalpingography in the assessment of
infertility in black patients' 5.4 M J 65854

3 Desgrees De Lou Aet al 1999 ‘Impaived feritity in HY-1 inlected
pregnant women - aclinic-based survey in Abidjan’ Cols dtvaire AIDS
13517

4) Ghugumadzi PT et al. 1998 'Inferlility profile al King Edward VI
Hospital , Durban , South Atrica’ Frop. Doe. 28:168
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PELVIC INFI.AMMATdRY
DISEASE

This 1s 2 common cavse af inlertilily and chronic
pelvic pam in our selting. ~30% of cases are caused by
L. trachomalis inleclion, which correlates slrongly with
subsequent inferlility. The more severe Lhe presenlalion
ihe more often M. ganorrhoeaes isolated (60% of severe
¢ases). This organism is now atways penicillin-resislant
and -10% of isolales are also telracyciing resislant. Many
other vaginal organisms may aise contiibute {0
ascending infeclion. The oresentalion may be florid in
HIV +ve women and quickly result in perilonitis.

The 1.0.5.0.G. crileria are widely used 10 guidg
diagnosis. Acule £ D. is diagnosed in (he presence of :
m Lower gbdominal + cervical excilalion + adnexal
lenderness plus one or more of Ihe loliowing
Fever >38°C
WBC > 10,0
FPus an cuidaceniesis
Inflammatory mass on bimanual palpation or US/S
+ve gram slain for gonocecct or anligen tesl for
chlamydia or >10 leucocylestield on cervical swab

In practice, the prevalence of chlamydial infection
ang olher STDS in young women in Hiabisa is so high
Inaf even when Lhese crileria are not mel, you will rarely
be wrong 1o lreal for P10 on suspicion. Remember that
acute P1D. isuncommon i there has Deen no intercourse
[or 6+ months ar il Ihe patient is pregnant. Tag important
diflerentials are ectopic pregnancy and gvarian cysl
complications. Endometniosis and appendicilis aze both
uncommon in our patients Therefore, always do a
pregrancy lestt Vomiling is rare even in severg PLD,
and ils presence should suggesl another diagnosis.
Intravenous (elracycling, previously the mainstay of
therapy, has now been withdrawn and various antibiotic
combinations are prelerred. All are equally eflective
provided they have adequale anaerobic cover.
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Management

MILD CASES

m Ciprofloxacin 500 mg stat p.o.

m Doxycycline 100 mg gaily ©.0. for 1 week
w Melromdazole 400 mq 1.6.5. or 1 week

SEVERE CASES
{deflined as Fever >35°C, Pulse ~100, peritonism or lender
adnexal mass)
m Ampicillin 19 8-hourly i.v.
m Meironidazole 19 b.g. p.1.
m Gentamicin 240 mq daily i v.
® + Doxycycling 200 mg daily g.0. and Ciprolloxacin
250 mg stal p.o. when can take oral.
m Continve iv. ankbiolics until afepale for 48 hours
and abdomen soff. Canlinue doxycycline for 10 days
n For jubg-ovarian abscasses antibiotics should be
conlinued for 74 days.
® Surgery is somelimes required loc patients failing
consemvalive management -
 Generalised perftonitis failing Lo improve within
24 hours on 1.v. ads
= Tubo-ovarian abscess >6 cm which enlarges or
fails 1o fesolve atler iwo weeks
= Pouch of Douglas abscess
Poslerior colpatamy or US/S guided percuianeous
drainage may be possible for the Iwo lailer bul
laparotomy is the anly oplion il a ubo-ovarian
abscess has ruplured and is probably the easiest way
(o definilively drain 3 Pouch of Douglas abscess.

(nall cases, ensure coniact tracingand promole condom
use where possible.

Funiher Reading

i} Hager WO &t al. 1983 'Crlena los Ihe diagnasis ang grading o
salpngitis” Obste! Gynagcod 61 (3} 113

2} Landers DV ang Sweel RL ¥385 Currentirends in e diagnosis and
uealinent of uba-Ovaiian abscess’ Am J Obstel. Gynaece! 151:1098
3)Kamenga el al 1985 The impacl of HIV infeclion on Petvic inflammaiory
disease: acase-conirol slugy in Apidian, Wory Goast' Am J, Obs Gynae.
172(3).919

4} Dodgson MG 1994 “Antibiobic regumens ot icgating acute Petvic
(nflammatory Disease ;an evalualion’ J. of Reprod Med. 33283
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HPV INFECTION AND
CARCINOMA OF THE CERVIX

HPY Causes genital warls (condylomata acuminata)
and is a cause of cervical and vaginal carcinoma. The
lifetime risk of Ca cervix for g black South African lemale
is currently estimated al -1 in 20 and serological surveys
in women from our district have demonsirated that
serolypes 15 and 18 which are responsible for malignant
transformalion are widespread. Morethan 10% of women
of reproductive age have dyskaryolic smears on screening.
Cervical screening is currently a conlroversial fopic in
Soulh Africa - we do not yet have the structures to
fmplement any such comprehensive screening
programme in our district, since coverage of 70+% of
over 358 would be reguired, and we are already struggling
to implement effective primary health care in other areas.
Even in an intensive pilot study in our district we were
unable to get results to ~50% of those screened.

CHILDREN

it should be laken as a sign of sexual abuse. Histology
and EUA is essenlial! Treatmenl is by electro-caulery and
podaphyllin or beladine paint. These chiidren need reqular
cervical smears from puberty.

WOMEN OF REPRODUCTIVE AGE

Appearance varies [rom the ocbvious warty growihs to
flat lesions. It may be difficult to differsntiate them from
condyiomata lata (which disappear afler a dose of
penzathing penicillin), granuloma inguinale, and
Carcinoma so alypical lesions should always be biopsied .

The preferred trealment for women is efectro-caudery.
Thig cannot be used on the penis howaver - Podophyfiin
0,25% sotulion is a less effective aliernalive and should
only be appiied under supervision in 0.PD.fon ward. No
morg than 0.5 m! should be vsed at a single applicalion
and it should not be left on lor longer than § hours.
Applications can be conlinued twice a week 10 a maximum
of eight. Difficult, chronic and confluent lesions may
need referral for vulvectomy or circumncision.

PREGNANT WOMEN

Oflen large secondarily infected qrowlhs are Seen.
Treatment is of the secondary infeclion (Flagyl 2g stal +
Erythromycin 500mg qds for five days) and review after
ane month. Never use Podophyliin in pregnancy! Most
regress postnatafly and unless they are & real meghanicai

problem are nol a contia-indicalion fo NYD (risk of
juvenile laryngeal papiliomatosis in the neonala is <3 in
1500 deliveries).

POST MENOPAUSAL WOMEN
Must always be biopsied to exclude
malignancy.

‘Burning Vulva Syndrome’ is secondary lo HPY
infection and is trealed by lopical steroids or premarin
cream - in difficult cases laser ablalion of the area can be
carried oul.

C.I.N. AND CARCINOMA QF THE CERVIX
Any ciinically abnormal cervix must be biopsied

uniess obvious cervicilis on speculum. (Take 2-3 biopsies

from squarmo-cotumnar junclions al different siles.) The

only imporlant differential of a hacd, delormed cervix

with contacl bleeding is & bilharzioma which may respond

to praziquantel and is uncommon.

m (/N 7 - treal for PID and repeal in 3-6 months

m (/N 2/3 - reler Colposcopy clinic Empangeni trospitai

a Confirmed Ca - in all cases do Hb, U&Es, LFTs, CXR
and rena! US/S lor staging and refer with histology
report to Room 6 KEH VIl {Gynae Oncology Clinic)
for assessment. Do not send cases with renal lract
involvement or evident distani mefastases.

Further Reading

1) Heysteck i el ). 1995 "Screening for cenvcat neoplasia in Mamelodi
- lessons from an unscieened population’ S.AM.S 85 1180
2yMcCoy D and Barron P 1936 ‘Cylological screeming for cervical cancer
- what are Ihe opportunity costs? (Opinion) S.A.M.J 86935

3} Stone K elal 1950 Treaiment of external genilal warts: a randomized
¢lmical Irial comparing pedophyilin, cryoiherapy and elecirodessicalion’
Gendlourin, Med . 66:15

4) OFarrell W 1389 Sexualty ransmiiled pathogens in pregnant women
in a rural South Afncan community’ Gendtourinary Medicine 85:276
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VAGINAL BLEEDING

Pelvic inffammalory disease and fibroids are the
common causes of abnormal vaginal bleeding ouiside
pregnarncy in women of reproductive age in our praciice.
Endometrial hyperplasia and polyposis are aiso guile
common bul true endomelricsis is rare. Ingidence rates
for Carcinoma of the cervix in black women in Seulh
Africa are among the highest in the world (43+ per 10
40% of cancer deaths in black women). Endoemelrial



carcinpma is much less common, probably due lo the

high parity of local women and comprises <5% of cancer

dealhs among black women in RSA. Malignancy is

responsible in - 50% ol women presenling wilb posl-

menopausal Gleeding. in 3l cases it is essential /o
exciude malignancy chinically/hisiologically before

starting teeatment. Once this has been done Lhe basic

principle ol management i$ to couect a deficiency of
progesterong in the second haif of the cycte. Diagnastic
D&C can be aveided in many cases with a lillle

consideration of Ihg likely urderlying pathology - a survey

of endomelrial cureltings al our haspital during 1995-

1996 showed 60% to be normal/unrepresentative, 20%

hyperplastic +/- polyps and Ihe other 20% equally divided

between malignancy, endomelrilis and evidence of recent

pregnancy.

ABNORMAL VAGINAL BLEEDING

CYCLICAL NON-CYCLICAL
‘Menarehagia’ “Meloriaghizfinter-menstrual bleeding'
Ahways 0o 9 retenry testand wie oul ecem depot
/ \ contiaceplive e Mid-Cycle  oleadingf
MI#SERMER 11 yOUNger women 13 tvulzhon-
Unge 35 yexs 35 years + 1glaled 33 banigh Ascwulaiony Cyees dre cominan
Teers enareed ) memeche 300 PoIv-TAAINAUSS.
Teaorplp, U S
and feem WI2 librgids, W
cofimed ety ARSOIMEL CEReX
| ; et Hormal cerox
i ittt a6 WeIvs 306
iy, Heal (RS " L
du Jizgresiic | <3 yiors
Assume anowy- D8 %2 1@l Do giagnostic
oty cycles  SCPOTER DEE - cercal Prasyme
Ty (ocR  Peeesy pigpsy. and treal andvulaeary
tof 3 cycles acconding 10 oyl
1 \ histokgy i
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1 mEso e S mgids for
iy Frivesa 5 mo Cr3tie glandylas hyperoizsa T dars nd see
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 Jier PA D,
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gre staraid 16, ireamanl

Malmarv:y‘- teles uniess stage IV
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Always try 10 get afairly delailed menstrual history - it
i possiple with a lillle patience and is crucial to deciding
on management. Specifically ask aboul the possibilily of
pregnancy and conlraceptive use. Carry out 3 full gynae
examinalion.

Management is delermined by the age of the patient
and nature of the bleeding.

Inall cases. check Hb and prescribe haematinics where
appropriale. Translusion may rarely be required in lhe
acule stages.

~3/d ol women on Depe-Provera will experience some
irregular bleeding. Very heavy bleeding 15 dug 10 & very
atrophic endomelrivm which has ulcerated and is best
managed wilh intramuscutar Conjugated Oestrogens 25
mg repealed once after § hours il necessary, and followed
by Ethinyt Oesiradiol 50 mg b.d. for 10 days. In mos!
olher cases (he endomeirivm is prolileraiive - lor acute
pleeding thal is so severe thal il is resulling in signilicant
anaemia or distress Norethisferone 5-10mg1.0.5. Tor 14
days may be prescribed.

If bieeding conlinues afler a recent abarlion suspect
hydalidiform mole. This probatly occursin ~ 1in 2000
pregnancies in Zituland. The wlerss may femain eniarged
and grape-fike vesicles may be passed. The diagnosis is
contirmad by a ‘snowstorm’ appearance on US/S. All
patients should be referred for evacuation (younger
women) or hystereclomy (over 40 years). ~20% of women
undergoing evacualion will develop fnvasive disease bl
as long as it 1s delected garly a cure rate from
chemotherapy of close to 100% can be expecled So goad
follow-up Is essential. Uring B-HCG should be checked
fortnightly and should be negative 3l 3/12. Serial
dilutions of Ihe urine can be casried out to get a crude
s during this lime. Continug until the B-HCG has heen
negalive for 3 canseculive fortnights. Afler that check the
uring every 3 monihs for 2 years.

Further Reaging

1) Bayer S and OeCherney AH 1993 Clinical manileslalions andinerapy
ol dysfunclional uletine bleeding JAkA 2631823

2)#ali £151.1987 Conteol of mengirhagia by he eyclo-oxygenase
inhibilors napioxen sodium and meferamic acid” Br /. Obs Gyn. 84.554
J) Lz DA et al. 1965 ‘Aetiology 0l nosimenopausal bleeding in

black wornzn 1 Durban” S.A M J. 60674
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Conlraceptionis a key primary care service RSA curmently
has a population growth rate of close to 4% / year. Tha
average age of sexual debul is ~ 14 years - in surveys ol
rural schoolgirls less than 30% were using contraception.
~10% of deliveries in our district are of mothgrs under 17
years and we currently receive about lwo requests for
lerminaion of pregnancy per week. Uptake of family pianning
services is low in Hlabisa. Many faclors contribute -
misunderstanding concerning conlraception, lack of an
independent choice for many women and failure o inlegrate
family pianning into many hospital / clinic consuitations.
Abortion is now legat in South Atrica (since 1997) and the
[aws governing its use are some of the most libera! in the
world. Work is engoing lo try 1o ensure that this oplion is
available to rural women as well as urban women. However,
acceplable and available family planning methods should
help to give women more power 1o choose when 1o conceive
in the first place.

FAMILY PLANNING FOR WOMEN

INJECTABLE CONTRACEPTIVES

We roulinely use Medroxyprogesterone acetale ("Depo-
Provera”) or Norelislerone Qenanlhiate "Noristerat™) which
are bolh extremely effeclive contraceplives. They have higher
efficacy than the combined pill if given at the correct intervals,
and Ihe need lo remember a daily lablel is removed. Depo-
provera is given every 12 weeks and Noristerat every 8
weeks. Both are suitable for most women but are contra-
indicated with a hislory of pasl severe arterial disease or
steroid- assacialed jaundice, curren! abriormal genital tract
bieeding or current pregnancy. I should be given on day 1-
5 of the period or within 6 weeks post-partum. it is safe
immediately post-partumn but g 4 1o 6 week delay is
recommended o avoid iorrential posl-partum bleeding
Protection is immediate. With depo. give the patient a date
{0 return in 11-13 weeks and exptain thaf if she doesnt
return, she may become pregnant.

Benefits;

1. Highty effective confraceptives.

2. Do not aftect braast milk volume {unlike Ihe combined
pHY.

3. Reduce menorrhagia (and ihereby anaemia) and
dysmenorrhoea in most women.

4. Reduce ingidence ol PID.

5. Invisible once given and under the woman’s control.

Side-Effects / Drawbacks:

1. Irreqular bleeding is common on injectables and
although this is usually light spotting lcan be
clinically significant Patients need to be warned in
advance of the possibility of irregular bleeding.

Heavy pv bleeding can be treated with Ethinyloestradiol
50mcg daily for 21 days. {ie Ovran). 50% of
women stop menstrualing completely alter 1 year on
depo, and 1his also needs lo be carefully explained.

2. Slow return to fertility {average is 8 months after the
last injeciion).

3. Possible loss of bone densily with long-term use
(therefore less suitable when nearing lhe menopause).

ORAL CONTRACEPTIVES
1) Combined Oestrogen / Progestogen Pills
These are excellent contraceptives {99% eflective if
{aken as per protocol). They should be slaried on day i-
5 of menstruation {officially need barrier contraception
for 7 days if started after day 2). All our pilis contain
seven gummy lablels so in alf cases one pill shouid be
swaflowad al the same time each day {nol one each iime
the woman tias intercoursel). A wilhdrawal bleed will
normaily be seen during ihe week of dummy tablats.
Protection is immediale if COC is slarted with
menslruation.

Missed plils:

m i pill is laken within 12 hours of the normal time, no
aclion is required.

m I a pill is missed complelely il shouid be taken as
soon as possible and the rest ol the packet continued
al lhe normal fimes. A simple rule afler one or more
missed pills is 1o recommend barrier contraceplion
for 7 days aller the omission,

Additionai prolection (eg barriers are required iithe
patient has vomiling or diarrhoea, or if she is on
antibiotics. Always give three packets of COC at a time
and see the woman in 12 weeks 10 monitor satisfaction
angd understanding of the method. 6 monlhly
prescriptions thereafter.

While on rifampicin/T8 lreaiment or anti-pileptics
(enzyme inducers) double doses of COC or POP are
required and depo. should be given every 8 weeks.

Triphasil® or Nordelte® are combined oral
conlraceptive pills suilable for non-lactating non-smoking
women up ta Lhe menopause with no history of
hygertension, thromboembolism, liver or breast disease
and wilh a BMI of less than 4G,



Benefits;

1. Highly eflective and easily reversible.

2. Reduces rales of carcinoma of (he endomeirium and
avary, PID, fibraids, endomelriosis, eclopic.
pregnancy, heavy periods {and thereby anaemia).

Side-effects/drawbacks:

i. Increased incidence o! thromboembolism and
hyperiension, myocargial infarction and CVA

2. Small increased risk of breast carcinoma and liver
adenoma.

3. Reduces breasl milk volume and thereigre nol
recommended while laclaling.

2) Progesterone-only Pill

Microval® is a progesierone-only pill suilable for
lactating mothers. One table! is laken dally. POPs work
by thickening cervical mucws and making engometrium
unreceptive lo mplanialien. Unlike the COC they do nat
suppress ovulalion.

Benefits:

1. Do nol reduce breast milk.

2.No oestrogen-relaled stde-ellects .9.thrombo-
ernbolisr.pyperlension (therelore can be used by
diabetics).

Slde-effects/drawbacks:

1. MUST be taken within Ine same three hours every day
or it is ineffeclive {less forgiving han COC).

2. Only 95% eflective even i taken religiously.

3. May cause ifregular bleeding.

TUBAL LIGATION

This is available to ail women who requesl permanent
birlh coniral. It mus! be made clear fo the paienl that
there is afailure rale of al least 1in 300. A small operation
is required under spinal anaesthesia which requires
admission for 24 hours. in practice, most of our T.Ls are
carried oul al C/5 ar immediately post-parium andg this
may be associated with a stigatly higher faifure rate. We
use lhe Pomeroy method routinely.

EMERGENCY CONTRACEPTION

Must be taken as early as possidle afler inlercourse
and wilhin 72 hours of intercourse lo be effeclive, Give 2
QOvral tablels siat and repeal 12 hours laler. The high
doses of oestrogen clten cause nausea and vomiting 0
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qive Metoclopramide 10 mg wilh each dose. If the fablets
are vomiled wilhin 3 hours af consumplion a replacement
dose is required.

Consider levonorgesire), 0.75my repeated 12 hours later
(this is 25 microva! 1ablels repeated after 12 hours). This
is as eflective as he combined regime and does nat
Cause nausea.

INTRA-UTERINE CONTRACEPTIVE

DEVICES

Fitied as an outpatisnl and Yasls for 4-5 years unlil
removed. They are appropriaie for women > 35 years in
a stable refationship - in most ather cases the risk of
subsequent pelvic infeclion is probably 10o high. Women
with IUCOs may experience heavier perings.

FEMALE CONDCMS

Preliminary surveys of this melhod in our dislricl
showed thal acceplability was reasonable but uplake has
been low and availabilily poor.

FAMILY PLANNING FOR MEN

VASECTOMY

Nol very poputar in our gistrici! Can be dane unce/
local anaesthetic, but requires referral as we have lillle
experience ol the procedure,

CONDOMS

Increasingly acceptable to men in Hlsbisa and widely
available free in OPD and ¢linics. Ssnce the relalive risk
ol HIV acquisition in women using oral contraception in
Alrica is ~ 1.45, condams should be recommendged for
almost all sexuai centacls, even where the parlner is
atready using an effeclive method.

Fuitner Reading

131983 ‘Mulbinationa| comparative clinical ing! of long-acling injectatle
contraceplive : nofhensterone enanthale given in the dosage regimens
and depat Medroxyprogesterone acelate. Final réport” Contracapiion 26:1
2yBuga G.A et al 1996 "Sexval behavigur, conlraceplive praclice ang
reprjuciive healih among school adolescen(s in ruial Transkei S.AM.J
85:523

3) Pelerson H B 2L} 1996 The risk of pregnancy aher tubal sigrrlization:
findings from the .S, Collaborative Review of Stelihzation” Am. 1. Obs.
Gyn 174 1161

4)Wang £C el af. 1999 ‘Risk of HIV intection in oral contraceplive pill
users: a meta-analysis' J, Acqu immune Defic. Syndr. 21:428
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A general underslanding of Lhe principles of woung
managemen! 1s heigful when dealing with surgical/
traumatic wounds, vicers and burns, both on the wards
and in 0.PD. Humans have the capacily lo regenerale
theis epilhelia bul the connective tissues (with the
exception of liver) can only undergo repair. In nature
therefore almost all wounds heal by 'second inlenlion’ -
an inllammalosy phase is lollowed by proliferalion of
myofibroblasts and angiogenesis thal form granulalion
tissue (ihe future dermis), which is re-epiiheliised
complelely from the wound edges in 14-21 days. The
scar becomes red and hard as it organises and conracls
over Lhe first 12 weeks bul then gradually whitens ang
relaxes according Lo the progressive wilhdrawal of blood
vessels, usuakly cormplele by 6 monihs, Malure scar tissue
has ~ 70% of the slrengih of the lissugs it has replaced

Wound healing can be modified surgically by dressing,
suture or skin grafting. Approximation of wounds by
suture can lead to more rapid healing by first infention’
and correcl dressing, especially the provision ol & moist
wound envirgament over Yarge defecls, facilitates epithelial
cell growlh and wigration and prevenls cantaminalion/
inlection. Early or delayed skin grafling will often be
necessary where the above cannot achieve salisfactory
closure. However Lhe liming of suture/grafting and need
for prior preparaticn/ioileting of the wound requires some
careful consideration.

in all wounds ensure thal there is no danage t¢ deeper
siructures that mighl need attention and thal there are no
retained foreign bodies (esp. glass).

SUTURING

Qur general purpose suture malerials are monolifament
aylon for skin and chomic catgut for degper fissues. The
Tormer is non-absorbable and supports less bacterial giowth
than braided suiures like silk or polyester, bul has less
forgiving knotling praperties and should always be lied wilh
surgeon’s knots. The falfer can be used (o close desper
lissue spaces and is fully absorbed by ~ 21 days bul may
encourage infection - in many cases good apposition can be
obtained by monofitament mattress sulures alone. The fiming
of sulwre essentially depends on the degree of lissue trauma
and conlamination which delermine the size of the bacigrial
inoculum in the wound al presentalion. By ¢ay 3, the wound
tufd is actively baclericidal and I frank Infection 15 nol
estabiished closure Should be safe.
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Immediate primary suture is appropriate for all ¢lean/
minimally contaminated wounds <8 hours old on (he
body an¢ <24 hours old on Lhe hands, lace and scalp.
However, il i5 2Imost never appropriate for:

m wounds on the logl

m crush injuries/severe laceralions wilk extensive lissue
trauma

m hiles

m fieavily conlaminaied wounds

m tongue / lip wounds {which invariably heal well
sponlanzously uniess severe)

Il there is some doubl as fo the slalus ol a wound
rather do a wound foilel and arrange for defayed primary
closure 3l 72 howrs, \hough in some ragged facerations
presenling early il may be possible 1o excise the
edges,oilel and close immedialely. Secondary sulure 1S
usudlly indicated lollowing a wound infection or very late
presentation and may require undercuiling of tissues to
acheive good approximation Mote \hal a wound is as
fikely lo become infected if i is closed loo late as too early
(due to colonisation).

Sutures are usually removed al Ine Toltowing intervals -
Face - 4 days

Scrotum/Labia - 5 days

Scalp, hand - 7 days

Trunk - 10 days

Leg - 14 days

Abdomen - transverse 5 days, midline 7-10 days
Most sulured wounds witl quickly develop a prolective
fibrinous crust and a dry gauze dressing for the Lirs! lew
days isusually all Ihal is required. A clgan wound shouly
be disturbed as fiitle as possible and only changed il
signs of wound inisclion or ‘Sirike-ifirough' by exudate
occurs, providing a path 1o the wound lor bacleria,
Olherwise the dressing should be removed when the
SUlures are removed.

DRESSINGS

There is almost no dressing thal needs ko be changed
more frequently than every 72 howrs! Slerile saling is
prelecred for general purpose cleansing of wounds as it
has na tissue-toxicity and does nol cause hypersensitivily.

Gauzeis our general purpose dry dressingand is used
alone for surgical wounds and with povidong-iodine
ointmen! or cream lor many other infected wounds e.g
afler debrigement, drainane. Il et in place for too long lhe
fibres easily become enlangled in lhe healing tissue -
such dressings should be soaked off with normal saline.
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Paraftin gauze (luffe gras) is our principai non-adherent
dressiag. it should not be used on infected wounds. Its
main us¢ is for dressing skin grafts and clean wounds
where gauze alone would easily stick esp. abrasions.

Semi-permeable membrane dressings {polyurgthane
film) are available principally for dressing burns - they
allow such wounds to exude whilst protecting them from
infeclion and allowing re-epitheliisation.

Qcclusive hydrocollofd dressings {Sodium
carboxymethyicefivloss e.g. granuflex-E) are uselul for
ulcers esp. bed sores - they expand info the wound cavily
and apely pressurg to the ulcer floor whilst absorbing
exudate. They may encourage aulo-debridement of some
sloughy wounds but should never be used in the presence
of infection and are no substitule for a surgical
debridement where indicaied. They may be left in place
for up to a week bul shouid atways be changed when Lhey
leak.

Fovidone-ioding is an iodophor - il refeases inorganic
iodine ina more controlled way than the older,more 10xi¢
tinctures. It is used as a 7.5% surgical scrub 5% cream
and a 10% ointment. Il has a broad speclrum ang is
sporicidal. The cream has desloughing properties.

Chiorhexidine is available as a 20% surgical scrub
and a 25% aqeous sotulion - the latter is diluted with
70% alcohol to 0.5 % for hand-washing and with sterile
water to 0.05% far cleansing of infected wounds. ltis also
uselu! for overgranulated wounds as it inhibits formation
of granulation tissue.

Asarbineis a mixture of malic and olher organic acids
+ propylene glycol which causes difierential swelling of
organic and inorganic prolgins and conseguently
separation of adherent sloughs. Glucose powder/caslor
sugar may be equally effective. Again, for heavy sloughs
the trealment is surgical.

Sitver Nifrate sticks are used for severely
overgranulating wounds.

SKIN-GRAFTING

Most defects smaller than 2x2 ¢m on non-gritical areas
will close by secondary intention. However, 556 may be
required for larger delects o if located in an area where a
coniracture could be a problem - e.g face, fingers elc.
Grafting in this situation should be carried out early (at
about 3 days).

TETANUS PROPHYLAXIS

Though immunisation coverage in our heallh ward is
currently high, only ~70% of children receive all three

doses af DTP and many older patients wili never have
had & primary immunisation series for tetanus al all.
Therefore for any wound that is >6 hour old and/or
gvitlently conlaminated in a patient 6/ any age who cannol
produce evidence of a complele primary series and/or 8
Booster within the fast ien years, give 0.5 mi of Telanus
foxoid i.m. al presentation .

For heavily contaminated/devitalised wounds innon-
immunes aiso give Human Telanus lg im. (250 iu. for
adulls, 125 iu. 5-10 years and 75 i.u. under-5s) +/-
Benzathine Peniciflin 2 4. Mu Lm. Inall cases where the
patieni seems never to have had toxoid before arrange
for a lurlher booster at 6 weeks and again at 6 months.

Fuither Reading

1) Singer AJ 1997 ‘Evalualion and management of lraurmatic facerations'
NESM 337:1142

2) Thomas S 1990 Wound Managesent and dressings  London:
Pharmaceulical Press

3) Ryan TJ 1997 "Global curriculum for wound managemenl’ Tropical
Doclor 27 Suppi 5. 31

4) Brown RP 1992 "Knotting technique and sulure materials’ Br J Strg
79399

SiTera H & Aberg C 1975 ‘Tensile strengths of twelve types of knot
eraployed in surgery, using diferent stiure malenials’ Act Chir Scand.
142:4

WEECIOINIEDE

Wilh the exceplion of digit amputalions, we only
altempl classical Above and Below-knes ampuiations in
our hospital Most are two stage procedures -a guitioling
(ollowed by fashioning and closure of the stump after
48-72 hours. in the lace of pre-existing ascending
infection, guitfoting amputation as distal as possiblg to
the site of eleclion followad by a below-knee revision
resulls in a subsequent above-knee ampulation 4x less
often ihan an allempted primary B.K.A. Broad specirum
Dperioperative aniibiotics can reduce amputation sepsis
rates to ~ 75%. Always use a fourniquet unless you think
you are operating for definile ischagmia.

After delayed primary closure of the stump a plaster shefl
should be applied to prevenl contractures. This should
be remaoved when the sulures come out {~ 10-14 days).
Physiolherapy and continued bandaging of the stumg to
encourage a conical shape should continue unlif he
stumg is ready for limb-fitting al aboul 6 weeks.

An amputation is usually considered for ong of the
four following reasons -
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Limb salvage may be possible even when your firsl
impressions are highly unlavourable! Aboul 78% ol
Gustilo lll¢ injurigs will require a secondary ampulalion
from resulting complications but only -20% of Ib's.

Assess the limb accoraing lo the ‘Mangled Extremily
Severily Score’ (ME5.5) -
A.Skeletal/Soft tissue injury

Low energy {Stab, Low velociy gunshol simple £) 1

Medium energy {Open/mullipfe #3) 2
High energy (High energy gunshol, crush) 3
Very High energy

(Above + gross contamination/favulsion) 4

B.Limb Ischaemia

Reduced pulse bul variahie 1

Puiseless. Paraesthetic 2

Cool, paralysed, insensate 3

(N.B.AN scores GOUBLE for ischagmia >6 hours)
C.Shock

Sysiolic B.P. always >80 mmHg 0

Transient hypolension 1

Persistent hypotension 2
D.Age

<30 years 0

30-50 years i

50+ years 2

AMESS. score 6f 7+ is an indicaton for PRIMARY
AMPUTATION,

Less severe injuries should be thoroughty debdrided
and stabilised as for any open lracture - consider eaily
transler {o Ngwelezane lor fixation of the more sevese but
potentially salvageable injuries esp. tibias.

DIABETES

About half our amputations are relaled 1o
complications of Lhis - although he weighl distribution
of the African (ool seems lo have a protective effect,
prevenlion of 1oot inleclions can be difiicull in an area
where many people do nol wear shoest A limb-threafening
infection 1$ usually indicated by Ihe presence of a fulf-
thickness ulcer/>2 cm of surounthing cellulitis and
resistant hypergiycaemia. A varadoxical policy of
“aggressive conservalism * should be adopted viz. all sueh
{oot intections in tiabetics nal respanding (o antibiotics
{Amp. Gent, Melro) wilivin 12-24 hours must be rgently
debrided because al the ofien unsuspected extent of the
underlying infechon - if a loot is leit Yo suppurale an
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amputation witl usually inevilably lollow. Primary
amputation may somelimes be indicated where injgction
nas already destroyed the funciion of the fimb.

Aggressive glycaemic control, conlinued anfibiolics
and especially repealed debridement where indicated car
salvage adiabetic limb The presence of osteomyeliis is
an imporiant {actor - the abilily lo reach bone wilh 3
probe at debridement and X-ray changes are helffut tul
insensilive guides. Most deep diabalic faot infections are
polymitrobial, ine commoneshisolates are Staphylococes,
Enterobacieriaceae (esp Proteys, Klebsielia, coliforms),
Slrepiococei and anaerobes (mostly baclgroides and
clostridia} Inliavenous anlibiotics should be continued
for at leasl 48-72 haurs after defervescence and conlinued
orally for 3 1olal of 4 weeks.

Whete conirol of the infection is not achieved by lhese
methods, amputation should be periormed al the /Jowes!
functional level that dogs not lransgress the ascending
celfufitis. Macrovascular disease is slill relatively
uncomman in our populalian but if there are good reasons
lo suspect il rafer the patient for invesligalion of Ihe other
limb and revascularisalion.

ISCHAEMIA

An increasing problem - though our patients may
have 2 more favourable hpid profite and greater librinalytic
activitythan Europeans, smoking is beginning lo lake ils
toll. Peripheral atheromatous aneurysms may be more
common in biack patienis but the dislribution of disease
is oiherwise similar. Non-altheromalous peripherat
vascular disease may also occur, usually Takayasu's
disease or idiopathic intimo-medial degeneralion of the
abdomina) aorla (the majority ol abdominal aoric
aneurysms in black palienls are due to non-atheromaious
causes). Most of our patienfs present lale wilh advanced
complicaligns - 2 camphaint of claudication is exceptional,
Revascutarisation is oflen hampered by signilicant disease
bayond the bifurcation.

Though many more below knee ampulees may become
ambulant with Lhe propez supporl, therg s nothing more
gemoralising lor Lhe palient than repeated revisions or 3
second amoulation. Unfortunately,ihe extent of he
ischaemic lesion, the presence fabserce of the paplileal
pulse, amauni of intraoperative bleeding and even Ankla-
Brachial Indices /Angiograms may not accurately predicl
slump-healing {thugh an absolute ankle pressure of 70
mm Hg or an ankle-brachial index of at least 0.3 may be
nelplul). Without Lhe benefit of transculaneous Oxygen
prassures 2 failure/revision rate 250% can be expected.
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Sepsis in lhe stump is an important contributory factor - the
organisms commonly recovered include S faecalis, and
amaerobes including & fragitis and clostridia. In chronic
cases, consider referral for a revascularisation/ampulation’
al KEH which may acheive a belter functional level.

'VROT-FOOT

This is an idiopathic neurolrophic fostinvariably lound
in males <50 yearswith a history ol alcofiofismsormetimes
associated with lrank pellagra. The proximal vessels are
always palent - there is an endarteritis of the foof arteries/
smalfer vessels wilh marked vasodiialation sometimes
resembling a tumour blush on angiogram. If is usually
associated with a peripfieral sensory neuropathy and
destruction of the bones of the foot, in which infection
may play a rele. The clinical appearance is of a clawed
fooi otten with missing or stubby loes, subluxed melatarsal
heads and wiceralion of the sofe. The lesion is chronic,
unlikely to respond to revascutarisation and conservative
management should be pursued as far as possible.
Diabetes, leprosy and malignancy should be excluded.

Furlher Reading

1) Robbs Jv 1693 "Simpte surgical audit - benefits and spin-offs of un-
gsotenc research’ A Surgery31 2 53

2} Huizinga et al 1983 Prevention of wound sepsls i amputalions’
SAMJL 63N

3y Poftock and Ems! 1993 'Use of doppler pressure measurements in
prechching suceess n amputation of the leg AmJ. Surg 138 203

4) Dagogo-Jack S 1991 Paitern of diabetic oot wlcer 1n Port Hargourt,
Nigerla' Practical Diabeles Digest2 15

5) Trope GE and Crookes RC 1975 'ldiopathic neurapathic eel in blacks’
SAMJ 40 2157
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" OPEN FRACTURES

A surgical emergency! Debridement must wherever
possibte be carried out within 6-8 howrs - an apen #
{fracture) is essentially a ‘wound complicaled by a broken
bone' angd the quality of your initial wound management
may well determine the ultimate outcome. May be
classified by the Gustilo method as follows -

GRADE 1

m Skin puncture by bone (usually from wilhin oul)

= Wound <1 cm

m Usually low energy injury with minimal contamination
but beware the occasional high energy wourd e.g.
pedestrian hil by 2 vehicle where a small wound may
be associated with crushing/degloving.

GRADE 2

m Wound 1-10 cm with moderate soll lissue damage

m Ganusually be closed by simple mgans (the lemptation
i5 often t0 do a primary closure).

GRADE 3
Wound >10 cm with associated extensive devilalisalion
of skinfmuscle. Comminution / wide disptacement of
the #. High energy injury from the history.
Subciassified as -
m 3A - adequate cover of bone /4

(= skin loss requiring SSG)
m 3B - periosteal siripping/exposed bone

{= skin loss requiring flap)
» 3C - associated arterial injury

(requiring repair for limb preservation)

Management

Cover the wound, give lefanus {oxoid and
immunog/obulin in severe cases with uncerlain
immunisation status. Give antibiofics immedialely -
Penicillin and Cloxacillin i.v. for Gde. 1 injuries and Pen/
GentyMelro 1.v. for more severe injuries. Antibiotics need
no! be cortinued beyond 72 hours unless frank infection
is established.

Grade 1 injuries may be lofleled in 0.P.0. under LA,
wilhoul Jaying open which would probably anly
contaminate Ihe wound further - apply a sterile dressing
and apply 4 backslab to allow dressing/review of the
wound.

Grade i injuries should be formafly debrided in thealre
immedialely. Clean (he surrounding skin then remaove
ihe dressing. /rrigale copisusty and continuously
{‘dilution i5 lhe best disinfectant’) - starl with the bucket
and then vse sterile saline. Use a lourniguet only if
bleeding is severe - an ooze will slowly abale and iells
you which tissues are viable! You may need lo exlend the
wound longitudinally for access 10 contaminated recesses.
Remaove foreign malerial and debride in layersto ensure
adequacy - be conservative with skin but trim ragged
edges, excise non-viable fascia and muscle mare
agoressively. Leave farge bone fragmenisi they have any
sofl tissue atlachments. Severe injuries shouid be referred
to Ngwelezane within the first 48 hours so Ihal externa!
fixator/ilap closure can be effecled at e 48 hour wound
inspection. In less severe cases, leave the wound open
and review at 48 hours in theatre - clean wounds may



then be closed by sulure or gralling. The wound thal
remains Sloughy for days and cannot be clesed in this
way has usually not been adeguately debrided - secondary
infeclion and necrosis has laken hoid.

All Grade Il injuries should be referred as an
emergency to Ngwelezane for lhe primary debridement,
Stability of the underlying # s crucialin reducing the
incidence of delayed sepsis. Suitable methods for our
hospital are -
m calcaneal pin traclion and below-kneebackslab for
libial #5
m Perkin's traction lor lemoral #s
m Narrow, mig-arm sling or light U-slab for
humerus #s
m closed methods for forearms {usually incomplele
bushknite injury)
Primaryfearly internal flixation is indicaied for ankle,
plecranon and unsiable forearm injuries. External lixation
may he required al a later slage especially in severs tibial
~ #swith bone loss/severe comminution.

Further Reading

1) Marks RK 1584 Managemen of (e openfraciure - (encommandments’
Trauma and Emesgency Medicine 11.1 pp 963

2) Gustiio RB.Angerson JT 1976 'Pravention of Infection in the beaimen
of 1025 ppen Iraclutes and long bones: retiospeciive and prospective
anglysis” AM J. Bore Jount Surgery 72.229

3Antrum RM and Solomkin JS 1987 “A review ol antitiolc prophylaxis
lor ppendracimes’ Orfio. Rev. 16248

4) De Wnd CM 1999 "Managemenl ol open tbial fraciures’ Trop. Dog.
20:46
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ANKLE FRACTURES

Generally result lrom a combination of external
rotation and either abduction/adduclion. The simplest
classification is thal of Weber (see diagram). Fafar shift
always impfies disruption 0l the syndesmosis and
consequently 3 B or C # (fraclure). Due to ihe shape of
the articular surlaces, even 1 mm shift implies 40+%
loss of joinl congruity.Examing she joint carefully for
instabitily. Il bony tenderness is absent from (he posterior
6 cmi of hibia and fibula a Iraciure 1 very unlikely and X-
ray unnecessary. If 2 # is presenl clinically, order an A-P
in 107 internal rolation and laieral views.

‘Sprained’ latera! figaments should be managed with
a suppon bandage and eatly mobtlisalion unless severe
pain and sweting are present when 2 below-knee P.O.P.
should be applied for 3 weeks.
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Webg; Classilicalion

A Below level of Syndesmosis
B. &f the tevel ot Syndesmasis
G Above level ol Syndesmosis

Unilateral As and Bs wilh no falar shiff or evidence of
mediial ligament damagemay alst be managed in a below-
knee walking P.O P. as an outpalienl for 6 weeks.
Temporary admission may be required for 48-72 hours
for elevation of the leg and mobilisation,

All other #5 should be admiited. A backslab or
Quigley (raction should be applied and the limb elevated
for 24-48 hours (this doesn't apply to chinically
dislocaled anklgs which should be reduced
IVIMEDIATELY).

80-90% can be managed by closed methods.
Reduction should be accurale using Lhreg point ixation
and check X-rays taken posl-reduclion and weekly lor
two weeks. [ ihe reduction is mainfained, the patient (he
P.0.P. shoutd be maintained for a further 4 weeks {lofal 6
wieeks in plaster).

internal fixatron (s indicaled for:

m failed conservalive management

» displaced #s involving a significant part of the weighl-
bearing surface {e.0. large medial or posierior
fragmenls)

m direct/compound injuries {e.g. MVAs).

In children, epiphyses disrup! before hgamenls 5o
the congruily of the morlice is usually preserved. Saller
type {-H1 injuries are salisfactorily maraged by P.O.P. +/
- reduclion, but the rare triplane’ # usually requires
fixation of the medial malleolar lragment lo prevenl &
severe varys deformily developing.

Further Reading

1) Lingsjo U 1985 ‘Glassification ol Ankle lraciures: e Lauge-Hansen
o AQ systems? Ciin Orth. 189:12

235t elal 1995 Mullicenirednal i introduce the Ditawa ankle rules Jor
use o radiography in acule ankle injuries 8.0 J 311 294

3) Bewes PC 1995 'The managemenl of ankle lracluies” Frop. Doc.
245: Suppl 1:58
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TIBIAL AND FIBULAR
FRACTURES

The libia is Ine most commoniy fraclured long bone in
the hody and [ha mast likely o be open due to its long
subcutaneous surface. #s (Iraclures}are often spiral/oblique
and rotated when Ihe # resuils from torsignal forces. A
useful guide to assessing thisis the relalion of the anterior
superior iiac sping, middle of the palelia and big toe (which
should ail be roughly in a straight fine}.

The principles of trealment are to allow early
weightbearing in order to hasten union whilsl confrolfing
rolation and anguiation of the dislal fragment. Management
of fibutar #s is usvally determinad by the co-existing libial
# since they invariably have the same mechanism of injury
except where caused by a divect Glow. fsolated fibular #5
{midshafi or below) may be managedina befow knege walking
PO P for 6 weeks. (However, examine the ankie carefully to
exclude an associaled ankle 4.

Reduction is required for any other lib/lib #s which are
significantly shortened, rofated or off-ended (* bayonet
position’). Persistent angulation inthe first 6 weeks can be
corrected by wedging ihe plaster. Caicanea traction with a
backslat is useful in the early stages with very displaced
ppen #5. It should never be maintained for more than 3
weeks however and mosl patients wilh this kind of # will be
Iransferred to Ngwelezane after their primary debridement.
Palienls wilh Gdke - Bt open #s will usually have an externaf
fixator applied to stabilise the #. Mean lime to unionis 16
+/- 4 weeks and depends cn the # pattern (spiral (faslest)
<transverse <oblique (slowesl). Inilial managemenl is
weightbearing on cruches in an above - kneg PO.P. {with
walking heel and the knee in 15 ¢ flexion) for 6-6 weeks.

Test for signs of union al 6-8 weeks and X-ray the libia .
If union is advancing and there is good callus apply a
below-knee/Sarmiento plaster. It union is poor/absent and
thera is litlle callus reiain Ihe above knee plaster. Review the
patient again in 6-8 weeks.

Knee stitiness and small effusions following tibial #5
are common and ankle swelling and sliffness the rule. The
patient shoutd be encouraged Lo exercise lhe leg right {rom
the start of immobilisalion and o coniinue after the plaster
is removed.

Further Reading

1} Dehne and Nitz 1961 The treatment of lractures by direct weight-
bearing' J Frauma 1.514

2) Laushcke FH and Shangula K 1585 ‘Assessmenl and managemenl
of comman ibial injuries ina distnct hospilal” frep. Doc 25112
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| KNEEINJURIES

These are a (airly common presenlation af weekends
especially during seceer tournamenls! The fustory is afl
imporiani and 1s worth (aking some time over - ask
parlicularly about the mechanism of injury, abilily to
weighthear after the infury , lime of onsef and progression
of swelling, any popping/snapping of lockiag . The x-~ray
will invariably be narmal bul severe soft tissue injuries
may siili be present especially if there is a haemarthrosis.
If you immobilise any knee always encourage early
quadriceps exercises.

HAEMARTHROSIS

Usuaily a rapidly swollen knee which is olten quile
tense, unlike a traumaic effusion’. The biood can remain
liquid for upto 2 weeks but earfy aspiralion should atways
be performed both to relieve pain and (or diagnosis - fal
globufes ltaaling an the aspirate Signify an intra-articular
fraciure. The exacl diagnosis is ofien nol evident but ~
50% will be due to anterior cruciale tears . The Lachman
18515 are probably betier than the anterior draw at defecting
an ACL injury in Ihe acute unanaesthetised knee. Other
causes include capsular/synovial lears, osleachondral
#s (ofien accompanied by a patelfar dislocation and a
loud ‘snap’ al (he time of injury with usually only a small
it any bony lragment visible on the x-ray) and meniscal
injuries. A modified Robert-Jones' bandage should be
applied and Lhe patient reviewed in 2-3 days lo check for
instability or need for re-aspiration. Serious associated
injuries should e managed as below.

UNSTABLE KNEE
Collateral figament inguries may be graded simply in the
following way -
m (Grade ! - painflenderness but no instability
m Grade - pain and mild/moderate instability
m Grade Hff - severe instability but Surprisingly litlle

pain

This is a paradoxical situalion where he more severe
injury may present fater wilh fewer symploms so be wary.
Lateral figament injurias may involve the common peroneal
fierve. \n the case ol Grade Hif injuries aiways test for vafgus/
varus instability with the knee fully extended - if it is present
the posterior capsule of I joint has also been damaged. Il
there is some doubt clinically as o the presence fabsence
of instability it can be assessed on Siess x-rays under
analgesia/sedation. Grade /M injuries should be managed
in & 'stove — pipe’ PO.P af 30° fiexion for 6-8 weeks . A



grade Ml injury wilh a posterior capsule fear should be
referred for sgpair. Inall cases insiability after conservalive
management should be referred for assessment al
orthopeedic clinic. Cruciafe figament injuries may be ohvinus
fram ihe posterior ‘'sag’/+ve pasterior draw of the fiexed
kneg in poslerior ¢cruciale tears and (rom a +ve anlerior
dgraw in anfeniar cruciate injuries. The latler is usuaily
associated wilh internal rotalion in an isolaled injury and
ne rotation where a medhal cotlateral tear co-gxisls. A +ve
anlerior draw and exiernal rotation may signity a medial
ligament injury alone. In aur setling ACL lears are managed
ing slove-pipe for 4 weeks unless the patient is a very keen
sportsman and/or there is & targe avutsed fragment of the
anleriar tibial sping in Lhe joint which could be secured by
inlernal fixation. PCL lears are managed in a stove - pipe at
BUF lexion for 4 weeks.

‘LOCKED KNEE'

Ofien follows a bipw lo the flexed kneg after which the
palienl is unzble lo weightbear. The usual cause is a
meniscal lear though a loose fragment from an
asteochondral fracture or fibres [rom a torn cruciate may
be responsible. On examination hereisa* springy block’
lo full extensionfloss of nyperextension, joint ling
lenderness anc clicking on MchMurrays manoeyvre ete
(though Inese lests are often dillicull to inlerprel in the
seulely injured knee unless done under anaesthesia when
an altempt 1o unlock the knee may be made).

Initial managemenl is conservalive - an MAJ bandage
should be applied and the palient should be pariial weight
-bearing on cruiches for 2 weeks. If there is no
improvemeni during this time pe should be referred for
artiwascopy and menisceciomy (the results of delayed
sglective anhroscopy are no worse than immediate
indiscrirminate arthroscopy}.

PATELLAR DISLOCATIONS & FRACTURES

Have a high index of suspicion lor these where Lhere
has been 3 direcl blow to the knee. Dislocations should
beretuced andg managed in a plaster cylinder for 3 weeks .
Fractures where Ihe extensor mechanism is intacl (i.e.
can they raiseshold (heir leg straighl off he bed?) can be
managed in the same way bul where il 1S damaged refer
lor reparr +/- tension band wiriag of the paleffa.

DISLOCATED KNEE

Usually associaled with severe sofl tissue Injuries and
possible vascular compromise - lhey must be reduced
promplly! \mmabilisation should be maintained in a
stove-pipe PO.P. al 90° flexion for 4 weeks.
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Furiber Reading

1) tisou A.and Valiiangtos P 1988 ‘Clincal gragnusis ol uplures of
the anigsior cruciale Sigament. 3 companson between the Lachman fest
ang fhe Anleror drawer sign” fnjury 15:427

2YWison-Macdonald J el ak 1980 Asthroscopy in acule knee Injuries - a
praspechive chingal hial' fjury 21165
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NECK FRACTURES

Mast helplully thougnl ol as indracapsutfar ("subcanital,
transcervical) or frochanteric / extracapsular  {linfer-
irachanteric’, ‘perirochanteric’ and ‘sublrochanteric’). The
princigal risk in \he first group is avascufar necrosis, the
likelihgod of which inceeases (he nearer Ihe # (fracture)
is to lhe head since the Dlood supply arises from (he
anaslomosis of the femoral circurnilex arleries dislal lo
the margin of the articular cartilage. The lypical patient is
unable lo werghtbear but walking does not exclude the
diagnosts by any means - somg palients may present
ambulant after 3 weeks following a minor faff! The usual
signs are shortening, exlernal rolaifon and a reduction of
varus on x-ray from 145° lo ~8(° (in frochanteric 45).
Bruising is a late sign normally only seen in exiracapsular
#s. Initial management is analgesia and geatle skin
Iraction (-3 kg). Probably he best melhog lor selinling
during transfer elc. is 1o strap lhe patient's Jegs fogether.
In general monalily in the elderly is high (7~33% at 3
months) oiten related (¢ complicalions of iraction and
one of the besl predictors is the palient’s mental stale.
Inlracapsular #s are uselully divided inlo displaced and
undisplaced #s. Undisplaced #5 presenting early in a
younger patient should be treated with & dynamic hip
screw(0.H.S.). Oider patienis. especially lale presenters,
can oflen be managed satislactorily by immediate/early
mobilisalion 6nce pain has subsided {some witl aiready
have done [his lhemselvest) bul reler peleniial surgica!
candidales lor assessment in any case. Displaced #5 are
conveniionally managec by hemiarthroplasty in older
patients {the palienl herself will usually wear out beforg
the acetabulum...) bul for yourger paienls open
reduchion and insertion of D.H4.5. 13 probably a betler
solulien. frochanieric #s may bein 2, 3 ar 4+ parls The
delinitive management 15 infernal fixation will a sliding
pin and plaie bul siabilily is refaled to the degres ol
comminution and some 4 parl #s may neeg up lo 4
weeks of non- weighl-bearing post-op. Patients not fit
for surgery or who were nol in any £ase ambuiant prios o
the injury shouwid be managed by 4-6 weeks of skin iraction
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and mobitised as far as is possible.

Subtrochanteric #sin elderly patignts should always
raise the suspicion of melaslases bul may also be the
result of a high-energy MVA injury in younger patienls.
They are usuvally suitable for Perkin’s iraction if
undisplaced but should rather be pul in 9° - 807 - 90¢
traction if ihe proximal fragment is very flexedby the ilio-
psoas muscle.

SHAFT FRACTURES

These are usually figh-energy injuries so be on the
look-out lor associated injuries, especially knee instability,
hip disiocation, pelvic #s elc. in chifdren up to the age of
2 years and for 15 kg gallows traction showid be appliad
and in ofder chifdren extension skin traction. Union
usually takes 1week per year of age (subtracl ong week if
the # is a spiral paltern or in the lower thirg of the shall)
to a maximum of 8 wasks. /n pafients over 12 years,
Perkin's traction is our preferred management for most
uncomplicated femoral shalt #s - sorme shortening (up
to 4 cm) will often have to be accepted with this method
bul can be well compensaled wilh @ shoe-raise or hip-(ilt.
it is essential thal quadriceps exercises are slarled
immedialely lo prevent wasling and knee stifingss. Traclion
should normally be maintained for 8 wegks followed by 4
weeks partial weight -bearing. Some palients however
should be referred 1o Ngwelezane wilhin 2 weeks for
insertion of a Ausself-Tayfor interlocking nail - principally
compound injurigs, where olher fraciures co-exist or fit
glderly patients who may not tolerale traction for long
periods.

CONDYLAR FRACTURES

Perkin's traction for 4-6 weeks foflowed by a stove-
pipa P0.P may be suitable for some of these injuries e.q.
very comminuted #s in ihe elderly, unflexed
supracondylars in young patients, unrolaled unicondylar
fractures. However, in adults supracondylar #s are often
flexed by the gastrognemius and Perkin's lraction with
lhe knee in flexion/suppoited may not control the llexion
adequalely. In this case, as in mosl cases of intercondylar
#s involving ihe articular surfaces and in rolaled
unicondylar #s, Lhe patienl should be relerred to
Ngwelezang for internal fixation with an inframedullary
nail inserted via the knee joint.

Further Reading

13 Ingle Rand Ingle P 1996 The functional managernenl of lemaoral shall
fraclures' 5.A. Famify Praciice 179406

2) Bewes P 1974 Fraclures of (he femur in 2 lropical conlext : @ revalualton
of Perkin's tragtion” Trop Doc 464
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This may be the result af an MVA (high-speed-shearing
crushing of thorax efc.) or penetrating irauma from knite/
gunshot wounds (the latter carrying aboul 3x the mortality
of Ihe former). [n South Africa currently, death from the
latler is twice as likely as from the lormer. Many severely
traumatised palients in our district ngver reach hospilal
s our trauma population is somewhat selected - however,
lorso injuries accounl lor @ high proportion of hospital
{rauma falalilies - correci diagnosis and managemenl is
essenlial in reducing this. Civilian injuries are in generai
less destructive lhan military ones, and & policy of
seleclive conservalism for many cases is now generally
aceepled.

Further Reading

Muckart D4 £t al, 1995 The changing patiern of Inrse irauma in KwaZuiu/
Natal—a clinical ang palhological review' S A M. 85:1172

CHEST INJURIES

Ensure the patient’s A8C.

Attend to life-threatening injuries first:

m immediate needle thoracostomy 101 lension
prevmotfiorax

® an occlusive dressing taped on three sides for
sucking/blowing wounds

m splinting of flaif segmenis/placing the patienl
with the flall side up

m conlrol any severe external source of
fhaemarrhage e.q. intercoslal artery

Re-assess the palient more closely and identity the
injuries. Consider Lhe posilion of penelrating woundy/s
in refation to underlying structures esp. lhe mediastinum
and upper abdominal conlenls. Subcutanegus
emphysema usually but does not always indicate pleural
penelration. Rib #s (identified clinically by # [fraciure]
sile lenderness and A-P chest compression) are useful
predictors of undarlying injury - splenic injuries may
accompany # L. 10th+rib and # 1strib is oflen asseciated
with major neurovascuiar /lracheobronchial injuries. #
ol 7 or more ribs carries a risk of inlrathoracic injury of
50%. Sternum #s are similarly cause for caution as they
may be associaled with a myocardial contusion.

PNEUMOTHORAX

May be /managed conservatively onfy if <20% and the
palient is asymplomatic. Repeal 1he him if you are
suspicious on olher grounds(e.q. rib #35 or s.C.
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emphysema) or Ihe patient deteriorales.intercostal tube
drainage Is indicated for alf larger preurmotiioraces,alter
any needie thoracosiomy and in ali blunt chest injuries.
Do nol suture the chest wound belore inserting a drain
unless you are sure lhere is no pleusal penelration
clinically o1 fhe CXR shaws ro signilicant pneumainosax.
The fube should remain unfil lhere is no leak for 24
hours - persistent leakage unresponsive (o gentle suclion
(-15cmwaler} on the tube may signily a tracheo-branchial
injury or pulmanary laceralion and he palient should be
relerred for (horacotomy.

HAEMOTHORAX

Physical findings may be equivocal but the diagnosis
can usuaily oe conlirmed by aspiralion and erect CXR
{<1000 ml can be missed on a supine lilm, <200 mi on
an erecl). Intercostal drainage helps Lo tamponade the
biesding and enables monitoring of blood 1oss - use the
largest tube Ihat you can {>24F vsvally). & massive
haemolhorax is defined as »>300 mi/hr for 3 hoursand is
usually associaled wilh injury lo 2 smaller sysiemic artery,
major vessels or heart. Thoracotomy is reguired. This
may also be necessary il (ne haemothorax clots and canno!
be evacualed by lube after 7 days drainage.

FLAIL CHEST

Usually double #5 of 3+ ribs anierolalerally resulling
in paradoxical chest movementand in some cases rapidly
delerigraling ventilation due 1o chest pain, underlying
lung damage and possibly ‘pendeluli’. In the initial stages,
the flail segment should be slabilised by splinting wilh
sandbags, slrong analgesia provided and sespiration
monitored cliically and by pulse oximelry. Injercastal
nerve block may be uselul. However, many 1'3il segments
are associaled wilh an underlying pulmonary contusion
and progressive hiypoxia - posilive pressure venfilation
may be required in severe cases and early iransfer is
wise.
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PULMONARY CONTUSION

Often (e result of a deceleration injury or high velogity
gunshot wound (spallingisplintering)finertia fimplosion).
tnvariably focalised 1o 3 lobe/segment and usually occur
immedialely after e injury - hey may however be
inapparent {or 24 hours. Uncomplicated contusions
resoive in <7 days bul 50+% wilt becoms infecied and
may form empyemas/lung abscessas - anlibiclic
prophylaxis is indicated. The conlusion may resolve into
a more sharply defined nodule suggesling haematoma
formalion - (hese can be rmanaged expeciantly and will
resolve in 4-6 weeks.

STABBED HEART

Carries a dismal 85% miorialityeven in the best trauma
centres. In those who reach hospilal, Beck's triad
{hypotension/shock, distended neck vens and ‘distant
heart sounds’} will be present in 90% reflecling the
probable lemparising efiecl of cardiac (amponade.
Pericardiocentesis 15 3 temporary measure and
emergency cardiorapphy must be carried oul as s00n as
possifie - our only oplion would de e resuscilaie, leave
a calheter in the pericardivm and airlilt lne patient to
Durban. Ermergency room thoracofomy even in moribund
palienfs or those who aresi on arrival is NOT indicaled
in our circumstances as the martatity is 904+ % even with
a cardiothoragic surgeon attending.
Myocardial contusfon resulling from blunt trauma may
be diagnosed from Lhe mechanism ol injury and S-T/T
wave changes on £.C.G. - thisis thought i be the mosl
common undiagnosed visceral injury leading L0 delayed
monalily in irauma patients. Bed rest is advised unfilthe
changss resolve. Inolropes may somelimes be required

Further Reading

1) Demetriaces D et al. 1988 ‘The management ol penlrating injuries of
1he back. A prospecive study of 230 palients” Ann. Surg. 207.72
2)Demelriades 0 1384 ‘Cardiat penelialing injuries. gersonal experience
of 45 cases’ 8.JSurg 71:95

RUPTURED DIAPHRAGM

Usually the result of an M. VA, more rarely penetraling
Iraurna. Invariably left sided due to hepatic proleclion of
lhe right. Bowel sounds in lhe chest and a markedly
scaphoit abdomen{Gibson's sign) suggest the diagnasis
which can be conlirmed on X-R - An N.G. tube will be
seen in the chest, Severe respiratory compromise can
fesuftand Ihe patienl should be transierred for immediale
operaive repair.
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MEDIASTINAL INJURIES

Require a high index of suspicion - be wary if a
gunshot Irack ¢rosses the midline. The patient may have
pain on swallowing, ficarseness, haemoplysis or
inferscapiiar pafn but the presentation may be non-
speciic. Look for unexplained shock/toxicity, neck-
swelling/surgical emphysema, upper limh fiyperfension/
missing puises, mediastinal ‘crunch/murmurs on
ausculfation efc. CXR may show mediastinal widening
and emphysema +- associaled pieural eflusion. Most of
these injuries(oesophageal perforation, rupiure of the
descending aorta, tracheo-tronchial injury) are serfous
and require referral for assessment(contrasl swallow,
aortography, bronchoscopy) and repair.
Further Reading
1) Jones Ky 1980 Thotacic trauma” Surgical Clinics of N. Amefrca 60:4

. 957

gfﬁraham JM 1979 Penctrating Trauma of the Lung' J of Frauma 19:685
3) Muckar D etal 1984 ‘Penetrating injuries ol the pleural cavrty' Thorax
35:78%
4} Thomson SR et al. 1990 Prospective study of the yield of physical

examinalion compared wilh chest radiography in penetrating thoracic
trauma’ Thorax 45, 616

ABDOMINAL INJURIES

Blun! trauma can produce ruplure of a viscus without
marking the abdomen.On the other hand, even proven
perilaneal penetration need not result in surgery.
Remember that a negalive laparotomy in an unslarved,
imloxicaled palient in difficult circumstances may cary
significant morbidily/mortalily(1+%) and thal repeatad
series have firmly established sefective conservatism as
best practice. However, repeated crifical clinical
assessment is essential as it alone determines the
management - inthe hands of iraurma surgeons, sensitivity
of he initial ¢linical assessmen can be as high as 90%.

Management

1. Examine the patient cargfully for signs of peritonism
and other evidence of visceral injury escp. shock,
pyrexia etc. Be especially wary in the presence of
associated injuries, especially head and spinal cord
injuries, which may mask signs.

2. Pass an n.g. lube, pul up an i.v. line and keep Lhe
patient n.p.o. Resuscilale where appropriate prior 10
SUTgery. .

3. Explore the wound under L.A. to establish whether
peritoneal penetration has occurred, toilet and closs
the wound. However, the peritoneal breach may be
distanl from the skin wound so this lest is quite
insensilive. Eviscerated omentum shou'd be ligaled,
amputaled and pushed back into the abdomen.

4. Peritoneal lavage is only realiy useful in blunt injuries.
Abdomingi/Chest films are unhetplul as the presence
of intra-abdominal air is not in itseli an indicaiion for
laparotomy.

5. Immediale indicalions for laparalomy -

m Peritanism {not localised wound tenderness along)
m Shack {with no other obvious cause)

m Evisceration (unless omentum only)

= All gunshot wounds (much higher incidence of
major visceral injury, especially liver and colon)

m Suspected diaphragmatic injury (better
franslerred)

All other patients should be observed and re-examined
every 4-6 hours. Do NOT prescribe aniibiotics!

6. Delayed /aparotemy should be carried owl if signs of
peritonism ar haemorrhage subsequently deveion
{nole lhal the absence o bowel sounds is a late finding
wilh a haemaperitoneum vs. perforation). Mos! patients
nal requiring surgery can be discharged after 48
hours.

Further Reading

1} Huizinga et al. 1987 Seleclve management ol abdominal and (horagic
stab wounds with establisheg periloneal penelration; the evisceraled
omentom’ Am.J.Surg. 153:564

2) Demetriades D and Rabinowitz B 1984 'Seleclive conservalive
management of penetrating abdominal wounds: 3 prospeclive study
Brd Surg T1{2Y91

3y Coupland RS 1996 Review: ‘Abdominal wounds in war'  B...Surg
83:1505

PELVIC INJURIES

These are generally figh energy injuries resulting from
a traclor or ¢ar accident, ihough isolated pubic ramus #s
mdy occur in the elderly after a fall. Mortality is high and
may approach 50 % for compound #s, ofien {rom other
associaled injuries. The associated haemorrhage wili often
be in excess of 2 /ires especially in compound injuriss
where it cannot be lamponaded by the soft tissues. Look for
duttock/perinealfinguingl bruising and assess the fermoral
puises. Resuscitale vigorously! A huge retroperitoneal
haematoma may be palpable abdominally and make
diagnosis of associated abdominal injuries difficuit wilhoul
peritoneal lavage.

Paipate the whofe pelvis and apply anfero-posterior
and laterai compression/expansion 10 assess the stability
ol the pelvic ring in the laleral and vertical planes. [f there
is significant movement/displacement Lhe ring must be
disrupted in at least two places. Verlical displacement of
one side may be obvious from asymmetry of [he hips /
lower Limbs. Il thers is obvious iasfabifity and signs of
shockimmedialely stabilise the peivis by lighl efastapfas!
strapping in OPD - protect the pressure areas with 2-3



layers of orthopaedic leltfabdominat swabs.

#s (Iractures) of the anterior pelvis (especially Dutlerily
#5")y will be associated wilh blagder or urelhral injury in -1
in 20 male cases. However, if the palient can pass
macroscopically clear uring, a clinically significant injury fs
extremely unfikefy. On the other hand Blaod visible at he
ureliral meatus is considered diagnostic of urelfiral
laveration/tupture. Rectal examination may reveal a swollen
perineum and/or displaced prostate. If thereisan obvious
urethedl jnjury, insen & suprapubic catheler - if there is
some Goubt wail for the patient to void for 2-3 hours i ne
wine is passed do an emergency urelfrogram — inject
{Omnigaque 5-10 mis, mixed with KY jelly { necessary fo
increase viscosity) either via syringe and fingers oi 12F
Foley blown up to 2-3mls in the urelhral mealus.
Extravasation suggests a wrelhral injury and a suprapubic
catheler should be inserted. Il the urelhra is intact then 3
urethral catieier can be passed - il urine is still nol produced
suspect a ruplured biadder

Pelvic #s may be gradet according o the Tife
classilication:

A. Stable (Na disruplion ol pelvic ring 01 <7 cm
displacement)
B. ARolalionally unslable but vertically stable (Poslerior

Sacro-iljac ligaments inlact)

w anteroposterior ‘open book §

m Lateral ‘closed book £
. Rotationally and verlically unsiable {Posteriar

Sacro-iliac ligaments disrupted)

m ynilateral

s bilateral

m wilh associaled acetabuiar #

Managemant
= Type A #s require bed rest until pain subsides or 1-
2 weeks and then mobilisation.
= Type B #scanbemanaged inthe same way il there s
<25 om opening of the anlerior peivis.
it 52 5 cmiben open reduction and interaal fixation are
probably required.
= Type £ #s should be releried immedgiatety 10
Nowelezane and are generally managed conservalively
as operalive marbidily is high. A pefvic sfing or
exiernal fixatar is used to reduce the pelvic bones +/
- fower  limb traction 10 correcl vertical displacement
of a hemipelvis for 4-6 weeks.

Further Reading

1) Tile M 1988 ‘Pelvic ring fraciures - should ey be fed? /. Bone & Jowt
Strgary 7081

2) Teattion PG 1990 Pevic ring injuries’ Sirgical climes of N, America T0:655
3) CassAS 1984 Urethahnryin themuhiply injured paient. . Fauma 24900
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PENETRATING NECK INJURIES

The neck can be divided analomically inlo three zones .

Angle ol
Zong Mandible

Tiyiaid Carlilage
Cricilhyroid

Zone bl

Wounds in zones | and Hff usually result in severe
vascutar fnjuries and Ihetight [ascial compartmentalisation
of the neck (carolid shealh lormed from deep cervical
fascia which merges with 1he \hyroid/cricoid cartilages
anleriosly and pericardiurn inferiorly) means Lhat rapid
airway compression may result. Rowever, carefu!
assessment of zone Il injuries allows 30-40% fo be
managed conservatively. The jugular veins are injured in
<15% of penetraling neck injury and the carolids (usuaily
the commgon) ic <10%,

Managemant

Whalever the appsarance of Ihe waund, lirst secure
the airway and resuscilale the palient vigorously - he
may have bled profusely prior [o admission Always fnser!
i.v lines/check B.P in the oppasite arm {to avoid proximal
venous exlravasalion). sif ihe pafient up {10 preveni air
embolism and Yower ihe peflusion pressure), and  NEVER
probe the wound with your finger to eslablish whelher it
has penetrated the platysma as you may release
lamponade from a major vessell Controfl any extemal
haemorrhage with a pressure dressing or & proximal
pressure point. Severg bleeding can be temporarily
tamponaded with a Foley catheter inflaled in the wound.

Examine the neck (surgical emphysema, igernaloma,
tenderness along Ihe trachea elc.) all (he upper body
pulses, the neurological syslem and the chesl. CXAmay
reveal 3 widened mediastinum or associaled
haamopneumathorax (Iry ¢ include the neck right up to
the mandible to see the upper airway sillhouglie).

Absolute indications for surgical exploralan arg -
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» Gunshol woung

» Evidence of vascular injury {active bleeding/shock,
large/expanding/pulsalile haematoma, absent pulse)

- Evigence ol airway/pleural penelration {blowing/
bubbling wound, progressive surgical emphysema
or respiratory dislress)

» Haemoptysis/haematemesis.

All other patients, including 1hose whose
haemorrhage has stopped, those with non-progressive
surgical emphysema and hose with isolated nerve/
brachial plexus injuries should be admilted.
Arteriography may be indicated {or zone | and il
injuries esp. if the megiastinum is widened or there is
a bruil in ahaemodynamicaily slable patient. A shon
periad of observation will help 1o eliminate the
possibiity of an occult ogsophageal injury (suggested
by dysphagia, pain on swallowing, wound {rack
lowards the midline with surgical emphysema/signs
of mediastinitis) - Lhis is a diilicull injury to rule oul
without ogsophagoscopy as Lhe sensitivity of banum
swaliow is only 70-80%. Brachial plaxus o other
nerve injuries should undergo repair at an inlerval.

Further Reading

1) Asensicelal 1991 ‘Management of penelraling neck injuries’ Surgical
clincs of N America 71267

2] Demelriades D 1985 ‘Penetrating injuries of the neck' Ann.
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These are demanding #s {fractures) - multiple muscle
allachments in the forearm tend {0 rotate the fragmenis
and hoiding a reduction by closed methods is difiicult.
Late slipping due to muscle wasting/siackening of lhe
cast is & constant problem. However, in children, if a
reasonably accurale reduction can be achieved, the # wili
always unile and remodelling may be able lo improve
any residual deformity. However, this process is most
eflicient in the melaphysis/epiphyseal area, and only
occurs in the direction of movement of the adjacenl join
s0 mid-ihird and very rolated #s are unlikely ta remodel
well. 60% of children lose 20-60° of rotalion dug o
significant angulation but angulation in favourable areas
can improve l ~10%year unlil the epiphyses fuse. In

adults with both radius/ulna #s however there is a high
risk of non~union and ¢losed methods invariably fail so
almost all our cases are referred for primary internal
fixation with Rush rods or compression plates.

Accurale assessment of the injury is the key ta correct
management.

1800 150¢ 120 a 5° ag th
Supinalion Ptanation
ROTATION OF THE RADIAL TUBERCLE

Rotational deformity - check the relalive widihs of the
radivs at the # sile (if different, one of the fragments must
be rotated) and the relationship ol ihe bicipital tuberosity
10 the radial styloid process. Angulation - If there is
significanl shorlening of one bong the other MUST be
dislocaied so ensure that X-rays always inclyde the elbow
and the inferior radic-ulnar joinl lo exclude Monteggia
or Galleazi #/dislocations. In practice however about 90%
of injuries are ‘apex anlerior' and best maintained in mid-
or full pronation. Above elbow POP is required in all #s
above lower 25% of the arm [0 conirol rotation. Always
apply a hroad arm sling (rot a collar and culf) or a
traction long on the proximal part of the lorearm (not at
the wrst!). Il is oilen possible to re-manipulale for
angulation under screening up to 3 weeks if unsatisfactory
reduction/failure to hold - however significant
dispiacement cannot be correcied by closed methods
aller the first week.

COLLES' AND SMITH'S FRACTURES
indications for reduction of Colles' #s are severe
climical deformity, >15° postgrior tilting of the dista! radius
on laleral X-ray (normal = anterior titt of - 11°) and
displaced ulnar styloid (indicates severe disruplion of
inferior radio-ulnar joint), Salter Il epiphyseal injuries
are reduced in ihe same way. Apply a backslab and
complele at 48 hrs posi-reduction with ihe hand in full
pronalion, full ulnar deviation and slighl palmar flexion.



Smilh's #s can be reduced and held ina splil full arm
POP wilh the hand in dorsillexion and supinatipn. Take a
check X-ray at 1 week o exclude slipping. Il raduction
cannol be achieved or bheld refer for re-maniputalion/
internal lixation In both cases assess for union al $ix
weehs.

ISOLATED ULNA/MONTEGGIA FRACTURES

The mechanism ol iniury 13 usvally the same - the
patieni's arm is struck while fending off a blow Examine
the X-rays carefully 1o exclude a radial head dislocation
whenever you see a significantly displaced ulnar #. Il the
ulnar # is lruly isolated 3pply POP (hali arm lower 173,
full arm upper 1/3) for 3-6 weeks and (hen mobilise fram
a sling Il the radial head is also dislocated reler for
inlernal lixation of the ulna # and epen reduclion ¢f the
radial head.

ISOLATED RADIUS/GALLEAZI FRACTURES

Usually a # ol Ihe distal 1/3 with compiete off-ending
and the proximal fragment pulled into mid-pronation by
pronatar leres. Check for an assaciated distocation of Ihe
inferior radio-ulnar joint {ulnar head dislal lo rachal).#s
higher up the radial shaft are associaled wilh varying
degrees of supinalion ol the proximal fragmanl - 3 rough
quide as (o fiow much ¢an be gauged from Ihe position
of the radial tubercle. Closed reduclion may succeed in
children and can be held in a Il arm POP in mid
pronalion/supinalion (according o the position of the
proximal fragment} for 6 weeks X-ray weekly for |hree
weeks until you are sure the reduction will be maintained.
Compression plating ol the radivs is preterred for adulls
and failed ctosed melhods in children (esp. if epiphyses
ate aboul 1o luse).

RADIUS AND ULNA FRACTURES

Atternpt reduction of #3 in Ihe lower 2/3 of lhe arm in
children. This is besl done with the aum suspended from
adrip stand on clove hitches. Apply a splil above-elbow
POP lor six weeks (X-ray weekly for 3 weeks). Adulls and
proximal 1/3 #s in children should be referred [o
Ngwelezane - they may continue conservative managemenl
in & slraighter AE POP wilh 30° of elbow Ilexion but
internal fixatian is oflen carried oul.
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ELBOW FRACTURES

The common injuries are supracondytar fractures,
dislocations of Ihe efbow, laleral condylar injuries, medial
epicondylar injuries and fractures of the proximal radius

and ulna.

Medial
epicondyle

Capitellum
2years

Teochlea

Radial
head B years
4 years
QSSIFICATION OF EPIPHYSES
AROUND ELBOW JOINT

SUPRACONDYLAR FRACTURES

Peak 6 years. Majority [oliow  fall onto (he exlended
arm but 5-10% are of the fexion or reversed fype Usually
gross swelling bul wilh & tender, mobile lower humerus.
Always assess the radial pulse b more imporiantly
theperfusion and response to passive strelching of the
lingers (to detecl forearm ischaemia). Neuropraxia may
also be a complication {radiat>median>uinar).

The undisplaced # (iracture) may be lrealed in a coflar
& cuff for 3 weeks +/- an above slbow backsiab. indicalions
for reduction are = 75-30° of backward tilting of the
supracondylar complex, severe valgus/varus deformity
and <50% coniaci between the fragiments

Na more than 3 M.UA.$ should be alfowed and il the
first is unsuccessful (usually due lo severe swelling)
exiension traclion can be applied or a repeat allempi
delayed lor 2-3 days. If success seems untikely withoul
seieening refer 1o Ngwelezane for the Lhird atiemnpt within
the furst week. Lateral and apical views shou'd be taken 10
check the reduction and a collar and cufl and backslab in
s muchilexion as ine pulse will allow {preferably >110°)
should be worn lor Ihree weeks. Some parsisieni
backwarg lilting or cubitus varus (‘straight arm’) should
be accepted - & supracondylar asleotomy 15 possibie
later, but some severely displaced and irreducible #s
should be referred for perculaneous pinning.
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Even if [he radial puise does not return immediately
after the reduction, if there are no signs of ischaemia it
will usally return within 2-3 days. However, the patient
should be closely monitored and if ischaemia develops
1he backslab should be opened, the elbow extended and
if there is no improvernent the brachial artery must be
explored Remember Ihal reversed supracondylar fractures
should rol be reduced in the same way as Lhe ordinary
type Supracondylar #s in adults are frequently T-shaped
or more severely comminuted. I so, use a collar and cuff
but refer within the firsl week for assessment at
Orthopaedic clinic as internal fixation may be required.

DISLOCATED ELBOW

May accur at any age. The elbow is grossly swolien
put fixed and the normal trianguiar refationship belween
Ihe epicondyles and olecranon is disturbed. The
dislocation is invariably postesior, frequentiy accompanied
by other fractures esp. medial epicondyle and there may
be vascular problems in 10%. Ensure no bony fragmenls
are in 1he joinl. Reduction should be prampt and
maintained in a collar and culf + backslab for 1-2 wegks.

LATERAL CONDYLE FRACTURES

A fraclure with a bad repulation, peak 3-4 years.
Essentially a Salter if or 1V infury depending on how
proximal the fraclure line is. <2 mm displacement can be
managed in a coftar and cuff + backsiab at 90 fexion but
it is essentliat lo review al one week since lurther
gisplacementl can occur. >2mm displacement
requiresniernal fixation with a K -wire (lale complications
of which may be avascular necrosis and tardy uinar nerve
palsy)

MEDIAL EPICONDYLE FRACTURES

The medial epicondyle only ossilfies af 6 years soilis
fortunate that this # usually occurs in older children (9-
14 years) - but it can be missed in younger ones esp. in
associalion with a distocated elbow. It is caused by
avuision of the common fiexor origin during forced

abduction of the arm, The epicondyle may become

frapped in the joint in which case, il it is ossilied, it will

be absent on ihe AP and visible on the laleral {the reverse

of the narmal situation). Always assess the ulnar nerve
and check for valgus instabifiy.

Minimally displaced #5 may be treated in collar ang
cuff + backstab for one week . Open reduction and internal
fixation is indicated for - >5mm dispiacement with valgus
insiability, epicondyle incarceraled in joint, winar nerve
paisy,associated distocation. An epicondyle in the joint
for >4 weeks should be lelt alons.

PROXIMAL RADIUS FRACTURES

Putted elbow’ seems 1o be quite uncommonin Zululand
- it is due 1o subluxalion of Ihe radial head under the annuiar
ligament. Supination is tost and there is tenderness over
the radial head. X-rays are normal. Reduction is normally
easily effecied ty firm pronation and supination. In children
the usual # is through ihe neck. <30° of angulation or 4mm
of displacement can be managed in collar & cuff and
backslab Tor 2 weeks. Grealer displacement requires
reduction of the proximal Iragmenl with the joint strained in
valgus. If this is unsuccessiul refer Yor open reduction +/-
insertion of K-wires.In adults the common injury is a # of
the radial fread. Check that lne distai end of the ulna is not
also subluxed - if it is the inlerosseous membrang is
completely lorn and the # very unstable (Essex-Lopresti #/
dislocation). Undisplaced #5 are est treated with a broad
arm sling for 3 weeks with early movements. Dispiaced or
comminuted #s should have a trial of active movemens for
4-5 days bul many will require excision of the radial head
so refer early far review at Ngwz.

OLECRANON FRACTURES

tndisplaced /minimally displaced #s are managed in
a full arm POP {3 w child, 6w adull). More marked
displacement requires tension-band wiring.

Further Reading

1) Minkowlz B 1994 “Supracondylar humerus fraclures. Gurrent trends
and controversies’ Orth Clin M America 25 581

2)Wilsen NIL etal. 1988 Treaiment of fractures of the mechal epicondyle
of the humerus” ngury 19 342

3) Bewes PC 1989 ‘Supracondylar Iractures in children’
19:172

Trop. Doc.
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SHAFT OF HUMERUS FRACTURES

Always a53ess lhe radial nerve (injured in ~ 10%) Use
a 10cm narrow sling under the distal forearm only
supporting the elbow at 90° 5o that the weight of the foreamn
acls 10 reduce overlap and angulation. A bandage or very
light -slabfixed fothe shoulder may te added for prolection
{'sugar-long splint’y. The orly indications for manipulalion
are gross angulalion or a cold pulseless arm. in Ihe latier
case reduce the Iraciure and apply raction. Radial nerve
injuries are managed expecianlly as they are invariably in
conlinuity and will start 1o improve atler ~ & weeks. Show
the palient elbow exercises which must gegin within 2-3
days.Check Jor union al 4-6 weeks Il the # is clinically
uniled, discarg ihe arm splinl but conlinue 10 mobilise the
arm from the sling for anolher 4 weeks. If here are still no
$igns of union al 12 weeks refer for inlernal lixation. Oelayed
repair of Ihe radi3l nerve can be carried aut al s fime il
there nas been no recovery of function.

HEAD OF HUMERUS FRACTURES
The key principle with these #3 is early movemenl io
preveni permaneni lgss ol lunclion due lo adhesive
capsuiitis, as the fragments unite in aimosl any position
especially if impacled. Therefore the usual management
(appropriale in 90+%) is a broad arm-sling (impacted)
ar collar and cuff (angulated #s) wih elbow exercises lor
& weeks (3-4 weeks in chilgren), The exceptions are -
m Severely displaced hwo-part #5 (Neer is)ang
Fracture -dislocations (Neer Vis)- require closed reduction
and somefimes inlemal lixation.
m Avilsions ol the grealer tuberosity {Neer [Vs) - atfempl closed
reduction but may require intemal foation with a screw.

DISLOCATED SHOULDER

Try gravitalional lraclion but most requice reduction
under GA (Ketaimine seems 10 be satisfaclory in mos!
cases). We usually use Kocher's method. Keep the armin
abroad arm-sling for 3 weeks. Bewaie the elderly patient
wilh 2 dislocation - consider (hal il may have been present
for some weeks with capsulitis. Il may be irreducible by
closed melhods by lhis stage so dor'l persist il reduction
i nol easy, as there is quite a risk of ialrogenic damage.

CLAVICLE FRACTURES
Broad arm-sking lor 3 weeks or until Ihe clavicle 18 no
fonger tender.

SURGERY 5

Further Reading
Spak 11972 Humeral st fraciures. Trealment with a simple hand sking'
Acta. Onth. Scand. 49:234

X DO D> ONDOG X
| HEADINJURIES

50% of all trauma dealhs are associaled wilh head
injury - about 60% ol head injury deaths occur at scene/
in lransil bul the marlality for severe head injuries (GCS
<8, 'coma’} reaching hospital is slill 4G%. Many palignts
are muttiply injured and attenlion o ABCS is crucial -
many severe head injuries are hypoxic andfor hypotensive
on adnissian and analysis of palienis who 'talk and die
implicates such preventable faciors in -50%. In Natal,
88% ol bead injury dealhs demonstiale hypoxic neuronal
damage at post-mortem 1t is therefore crucial lo adopta
systematic approach

GLASGOW COMA SCALE {GCS)
{Incorporaling Adglaide Coma Scale for children)

Eyes apen
Sponlanecusly
lo speech
lo pain
none

— D L) s

Bast motor response
obeys commands
localises pain
withdraws ig pain
flexes{decorticate)
exlends(decerabraie)
Nane

—_ L s R

Best verbal response
orienlated 3
disorientated but agpropriate words 4
inappropriate wordsfvacal sounds 3
Incomprenensible sounds/cries 2

None i
Normal scores;
>3 years 15
2-5 years 14
1-2 years 13

B-12 months 12
6 monlhs 10
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Management

Ensure the patient’s airway and ventifation. Intubate
any patient with GCS <8 or a potentially diflicult airway
esp. facial injuries - be aware thal Ine incidence of arteriai
nypoxaemia in head-injured palients brealhing
spontaneously withoul signs of respiratory distress is
<65% and that time to intubation in comatose palients
relates 10 outcome. Use the pulse oximeter. Maintain
gervical spine immobilisafion. Hypolension in head-
injured patienls is due to hypovolaemia unlil proved
olherwise and the source oi haemorrhage may be
concealed - resuscilale aggressively with Ringer's/
haemacce! and biood as soon as available. As well as
correlating with poar outcome, hypalension may predict
later rises in 1.C.P. Do a neurological assessment wilh
special attention 1o the GCS, pupi!s and any localising
signs/signs ol raised intragranial pressure. Examine (he
skull for evidence of a vault or basal skull #{CSF leak,
haemotympanum, mastoid bruising/Panda’ sign).
Controf seizures(occur in -4%) wilh Diazepam 0.2 mg/
kg and Phenytoin 15 mg mg/kg i.v. al & raie of not »50
mg/min. X-ray cervical spine and skull.

Nurse the patient 30° head-up, (oifet and close the
scalp woundeven if there is an underlying skull #. Though
this will help to prevent any further conlamination of the
#, qive Peniciflin/Sulphadiazine(both 500 mg & brly iv/
p.0. for 10 days as prophylaxis against meningitis. Do
not remove any bone fragments or weapons as lhese may
be (amponading intracerebral vessels and you may not
be abie to control the resulting haemarrhiage.

Skull X-ray is indicated for:

any loss of consciousness / amnesia

w neurological signs

m CSF / blood from nose or ear

m suspected penetraling injury

w scalp bruising or swelling
a2
N

diflicut lo assess (children, seizures, alcohol)
B. Patients with a GCS 5-10 do not need SXR pre-CT.

Raised intracranial pressure manifested clinicaily by
detericrating GCS + papilloedema and Cushing
reflex(slowing pulse and rising B.P.) should be trealed
wilh Mannitof 1g/kg and Frusemide 80 mg i.v - this may
buy time for lransfer. Any palienl with GCS <15 (risk of
Inlracranial Haemorrhage ~ 1:121), localising signs or
skull #{risk of 1.C.H. 1:32 if fully concious and 1:4 il not)
should be admitted for observation. A fully conscious
patient with any history of loss of conseiousness before

arriving in hospital should not be discharged uniess she
has a normal SXR (risk of .C.H. >1:5000). Remember,
however that a small number of patients with initiglly
normal findings will subsequently deteriorate so always
try to ensure that they are discharged to the care of a
responsible adull with clear instruclions.

Urgenl consultation with Wentwarth Hospital {WWH)

neurosurgery.

m GCS5-10

m any fall in GCS{be careful to eliminale any non-
neurosurgical factors)

m GCS 11-14 + skull fracture or neurotogical signs

m patients with a fixed dilated pupil

Resusicate and re-evaluate before consultalion.

m Shocked and/or hypoxic patients

m Patienis with an initial GCS of 3-4 from blunt trauma
{probably have irremediatle diffuse axonal injury
{mortality/severe morbidity 95+%), and should nol be
Iransferred immediately, unless <10 years [chiidren may
demonstrate surprising improvemenls)). Bufiet wounds
fo the heactwill not be amenabie lo neurosurgery.

Non-vrgent consuftation {During working hours, nex|

neurosurgical QPO - Mon, Weds)

m GCS 15, bul stabbed head / deeply indriven bone
fragments

m GCS 15 and localising signs {usually a cerebral
contusion, often lollowing a knobkierrie injury which
does not require surgery).

m (GCS 11-14 at 48 hours and no # or focal signs (<20%
will have an abnormal C.T scan)

Emergency burrholes are almost NEVER indicated in our

silualion - the only conceivable silualion where it

might be justified would be a rapidly deferioraling patient

where air transfer could not be immediately arranged

{e.q. during the night).

Further Rgading

1)Mendelow el al. 1983 ‘Risks of intracrantal haematoma in head-injured
adults’ B.M J 287:1173

2) Wilkinson HA and Rosenteld SR 1983 Furosemide and Mannilol in
the treatmenl of acute experimental intracranial hypertension®
Mewrosurgery 12 405

3) Bullock MRR and Du Trevou MD 1988 ‘Prevention of death from
head injury in Nalal' S.A M 73523

4} Jeger JY 1990 ‘Coma scales 1n pacdialric praclice’ Am J. tis Child
144 {10):7088
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SPINAL INJURIES

The commaon causes of spinal cord injunes in our
district have been gunshol wounds and MVAs These
palients present a serious challenge and many of our
elforls at communilty rehabilitation have heen
unsuccessiul. [n recent European series, survival lor
paraplegics now approachs 20+ years but our experience
has been much less optimistic with fcequent deaths from
urinary sepsis{renal Rilure and pressure sores.

in general, 3 spinal injury accompanied by any
neurological invelvement is by delinition ‘unslable’ s
are those where ihe posierior elements of the spinal
column {pedicles, laminge, lacel joinis and posierior
hgamenls) are disrupied on X-ray. The anly spinal injuries

(hat can be considered delinilely siable and that do noi -

require reduction are;

B Anferior wedge #5to <243 the height of the posterior
vertebral border (»>2/3 o t0ss of height of the posterior
borger implies associaled disruption of the posterior
elements and /or a bursl #).

m Isolaied fansverse or spinous process #s (but be
sure 1o exclude associated unslable injuries)

m Jype!odonioid peg #5 (involve anly the lip, commonrly
missed on poor quatity X-rays)

m Fxfension injurigs ol ihe cervigal spine (tough
paradoxically a significarl number of ihese palients
will be quadriplegic at presentation).

Any suspicion ol spinal irauma mandates fofa!
immobilisation unlil X-rays exclude an unstable injury.
Immedialely apply and mainiain cervical spine
immobilisation in any lrauma patient wilh neck pain,
lorhicoflis or who has a reguced GCS and do nol examine
neck movemenls. Injuries in the ihoraco-lumbar region
should be soughl by log-rolling the palienl with in-ling
neck immobilization and examining the back for argas of
deformily or swelling (evidence of damage o the posterior
ligament complex).

When the patient’s other injuries diclate, 1ake her to X-
ray. ~ 90 % of significant cervical spine injuries will be
visible on 3 lateral/oull-down view which mustincludge C7/
T1. Requesl an AP and open mouth view as well. [ a puli-
down him still [ails to show T1 request 8 Swimmer's view.
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Other oblique films are only necessary if Ihe laleral shows
over-riding of two veriebral bodies suggesting a unilaleral/
bilateral (acet joint distocalion. Thoracic and lumbar injuries
usually resull from hyperilexion and ~ 2/3 ocour at the
tharaco-lumbar junclion belween T12 and L2. Injuries of
the upper eighl tharacic veriebrag almos) always involve the
conlralaleral sterng-coslal jeinl $o make sure you examing
1he slernum.

It neurological signs are present, the critical decision is
whether the patienl has a complete or incomplete injury.
Complele fransections are characterised by asensory level,
flaccid para/quadiiplegia, neurogenic shock and an atonic
bladder. +ve bulbocavernosus and anal wink reflexes and
prigpism may occur If therg is ANY newrological function
below (he level of the injury the lesion is INCOMPLETE -
pay particular attention Lo the S1 -5 sensory dermalomes
ant 1oe flexion (L5/S1). Incomplele transection syndromes
are especially common incervical sping injuries - the Centra!
cord syndromewnhich often follows hyperexlension injuries
of the neck is characlerised by weakness grealer in the
upper limb, palchy sensory loss and urinary retention.
Anterior cord syndrome = quadriparests + mild
spiacthalamic impairmenl and preserved proprioception.
Fosterior cord syndrome = dysaesthesia in neckfarms/
trunk + mild mator impairment of he upper limbs. All
patienis with neurological 5igns (complele or incomplele)
presenting wilhin 8 hours should receive
Methylprednisolone 20mg/kg/mour lor a further 23 hours.
Open spinal inyuries (gunshot, stabs) should receive
Pericillin ard Sulphadiazine i.v. for af leasl 72 hours,

Stable cervical spine inpuries (wedge #5, hyperextension
injuries without neurological signs, Type | odonloid peg
#s) may e managed as an aulpatient in a hard collar for ~
6 weeks. Minimally displaced Jeflerson (blow-out) #s 01 C1
and hyperextension injuries with signs should be admitted
and observed in a hard coliar for 3-6 weeks. Mos{ other
cervical spine injuries tequire reduction under sceeening
ar skulilraction and should be referred to Ngwelezane. Wedges
#5 of the thoraco-lumbar Spine (commonest injury) require
-~ 1-2 weeks bed resl/analgesia + exiension exercises.
Unstatile thoraco-lumbar injuries will generally be reduced
by exlending the spine using a pillow under the patient's
backThese palients should be referred to Ngwelezang lor
assessment as some will require surgery if reduction cannot
be acheived by conservalive melhods.
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Patients with compiele transection clinically musl

immediately be started on the following regime:

m 2 hourly turns. The paraplegic palienl should be

encouraged to take responsibilily of her own pressure

areas as $00n as possible and this should become a

lifelong habit. Quadripleaics require diligent lurning.

Passive movements of lhe affected joints al least twice

per day

Chest physiolherapy

High fluid infake

Sitastic urethral catheter. This is on free drainage for 1sl

48 hours then clamped and released 4-6 hrly by the

palient. After 4 weeks, paraplegic patients wilh lesions

higher than T10 should aitempt to 'lap and express’ (iap
the bladder to initiate the detrusor reflex and apply
suprapubic pressure 1o emply i) of provoke smplying
by slroking their thigh/scrolum/iabia. I the patienl can
do this well, this should be adequate. if not and for LMN

(biadder lesions) check a residual immegdiately after he

has expressed - if there is a significant residual

interlermittent ‘semi-sterile’ (1} cathelerisation is taught.

The patient should self-catheterise §-8 hrly with a

Jacques calheter lubricated with soap and water, and

gither boil or apply antiseplic o the catheter afterwards.

In practice many palients fail to cope with ISC and request

an indwellingcatheter - this is a iemplation thal should

be avoided al all costs! (Urinary sepsis is the major
cause of death in paraplegics). Quadriplegics will require

a long-term urethral catheler.

m Sloot soliener (liguid paraffin +/- glycering
suppositories) with intermittent manual evacuation as
required.

m Sucutaneous heparin 5,000 u. 8 hrly.

Patients with Incomplete transections must be
transferred to Ngwelezane / King George Hospital in
appropriale immobilisation, eilher on a long spinal board
and/or in a hard collar.

Furlher Reading

1) Bracken MB el al. 1992 'Methylpredniselone or naloxone lrealment
afler acute spinal cord njury : 1 year fallow-up dala. Resulls of the second
National Acute Spinal Cord Injury Study’ J. Newrosurg 76 1-23
2)Bewes PC 1978 'Managemant of raumalic paraglegia” Jrop.Ooc 8187
2) Hill VB & Davies WE 1988 "A swing to intermitlen) glean seli-
caihelerization 4s  preferred mode of management of ke neuropathic
bladder {of the dextrous spinal cord patient” Paraplegia 26:406

3) Fisk N 1985 Traumalic paraplegia in Nerthern Tanzania™ Jrgp. Doc.
15.23
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We see ~ 150 bums patients in 0.P.D. each year - more
than three quarlers are aged less than § years and burns
comprise 25% of all paedialric surgical admissions. Though
much cooking in our district is done over open fires or
paraftin stoves, 60+% of buras in our hospital are related io
scalding trom hot walerAtea/tood. Though burns probably
coniribule only 3% of accidental childhood deaths in RSA
the resutting morbidity is considerabile - furthermore, inan
audit of burn patients in Hlabisa, many of those with a
prolonged hospital stay, repealed surgery and those
ullimalely requiring transler were considered lo have been
inadeguately managed in at leasl one respact.

Assessment

1. Atiend to A B.C sfirsl. All bums >10% or signs of shock
require an i.v. lingimmediatety. Wrap children inawarm
blankel.

2. Assess ihe extenl of the burm according lo Lund and
Browder charts.

3. Make some eslimate of (he depth of he burn viz.
m Superiicial : blislered, hyperaemic, paintu! and moist
with normal hair.
m Indeterminate : waxy, white with few hairs.
m Deep: leathery eschar, dry, painless with ihrombosed
vessels and no hairs.

LUND AND BROWDER CHARTS
IGNORE SIMPLE ERYTHEMA

Age <1 1-5 K} 10
Head 10% 9% % . 8%
Thigh 3% 3% % 5%
leg - 2% 3% % 3%



All aduits with >15% or children with >10% burns or
durns fo the hands/eet, perineum or face should be
admilied. Fire and glecirical burns are usually
indelerminale or deep and may conceal unsuspecied
visceral infury and should usually be admiiled.

Management
{v fuids are indicated lor a/f aduit burns >15% and
aff chifdren’s burns »>T0% ar inany patient wilh signs of
shock. Flnd reguirements are calculaled as follows -
% B.S.A of burn x Body wt.(in kg) mi.

FOR CHILDREN {<6 YEARS) MULTIPLY THIS VOLUME
X2

This volume of {luid should be administered:

m in ine first 8 hours

® again in the succeeding 16 hours

m again in the folfowing 24 hours

It 15 important 10 rermember that these timings are
calcutaled from the time of the bum.

Though aboul 2/3 of our palienls presen wilhin 24
hours, be awarg ihat their fluid deficit may already be 1-
2 litres by the lime they acrive. Always cathelerise >30%
burns and any patients will 10 - 30 % burns whose
wring puipul is <0.5 mifkg/ty.

Give Morphing 0.2 myg /kg v, 4-6 hely lilraled fo
analgesic efleci. Tilidine drops (1 drop per year 6f age -
max. 10 drops) given sublingually 3-4 x /day are eitective
and convenient Tor children.

Keep the patient warm.

Do not prescribe antrbiotics routingly. |t is usual for a
‘burns fever ' o persist for up 10 72 hours. Penicillin and
Gentamicin should however be given if Ihe palieni becomes
syslernically unwell during this period (possible early -
haemolytic streptococcal inlection).

Beware ol the polential [or confractures especially n
flexural burns - employ splints or (less reliably) passive
strefching exercises early in an effort to avoyd Ihese.

Crrcumisrential deep buras ol limbs or trunk should
be released by immediate escharotomy - ihis is a simple
procedure which does not require anaesthesia /analgesia
in most cases and will prevent ischaemic frespiratory
complications developing.

A high energy/protein diet should begin as spon as
pessible bul many burns patienis have defayed gastric
emptying which may make feeding difficult. Our policy
has been to siart oraf intake as 5000 as the patienl can
toferate if but in severely burned patients early n.g./n .
feeding is preferable. Use Ensure supplements or a high
calgrie diet supplemented with eggs/milk fail.
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Check Hb, U&Es and albumirin patients wilh axiensive
furns. Blood loss and haemolysis may occur in Ihe early
slages so repeal fter 2-3 days. An albumin <15 and Hb
<8 will almost cerainly mean an unsuccessiul gralt.

Wound Management

There are three oplions for dressing burns in our hospital -

1 Exposure lo air wilh application of Povidone-ioding
gintment,

2 Application of thick occlusive dressings Tor the ducalion
al healing {nol less than 10 days). These ‘turn
sandwiches’ must be at leasl 2 cm thick Lo prevent
“strike-through’ and baclerial superinfection ol the
woung.

3. Applicalion ol semipermeable occlusive gressings (..
Omiderm) lor the duraiion of healing.

The fisst cleaning/tebridement ol a burnand application
o any occlusive dressing 15 besl done m fhealre under
kelaming and in slerile conditions. Subseguenl infection
should be tseated with topical 0.05% Chlorhexiding solution.
Sitver Suiphadiazine cream is preferredto Povidone-lodine
on the face.

Hands wilh sugerlicial burns are best managed wifh a
glove/plastic bag lilled wilh Powdone - iodine and passive
sireiching. Desp burns on the hand should be referred
early to Clairwood for excision and grafiing

Perineal burns are a special infeclion risk. Change the
gressing wilth each nappy! Very problematic pefingal burns
have occasionaily required referral for a delunclioning
coloslomy.

Alf superficial burns shoutd heal satisfactonily in 21
days{or at least show significant re-epithetiisation).

Indeterminate burns should be cbserved and desfoughed
as raquired, Povidone -ioding 5% cream or Aserbine may
be useful for light sloughs, bul surgical sloughectomy will
often oe required when Ihe slough is mature ai 7-10
days. Watch far any signs of easly sireplococeal infection o
laler gram negative colonisalion, Proper wound care will
help to prevent these from converting to deep buins. #f
fiealing is nof apparent by 21 days, S5G is required This
type of burn is our mos! commeon ndication for gratiing.

Deep buens >2x2 ¢m should ideally undergo early
excision and SSG. Excisionis commonly accompanied by
haemarrhage bul this usually responds [ [he application
of gauze soaked in Adrenaline 1 in 15000 solulion.
Sequenlial excisions may be necessary esp. in smalf children
who loferate blpod ioss poorly. Ir practice, deep burns can
be grafted piecemeal as dilferent parts of the eschar malure/
separate aslong as the underlying granulations are heallhy.
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SSG at Hiabisa is feasible/appropriate for up te 15% hurns.
Maximise the chances of success by ensuring thal e wound
is clean, well -prepared (properly desloughed and not
over-granufated) and the patient is not anaemic.

Burns >50% have a very poor progrosis and pafliative
careis most appropriale. Patients with 15-50% burns should
be discussed with Nowelezane/King Edward Hospital, Ensure
that the patient is adequately resuscitaled prior to transfer

Further Reading

1)Chopra t et al. 1997 ‘Faedialric burns in a rural Soulh African distiict
hospilal® $.A.44.0 87-600

2) Sowemimo GO 1993 ‘Burns care i Africa: reducing ihe misary index”
J. Bumns Care and Rehab 14:589

LIGHTNING INJURIES

Theseare super high voltage (10x10°V) D.C. discharges
of a very brigl duration. Fortunaiely the extremely high
current {<3 x 10° A) generated usually ‘flashes over rather
(han through the body and the effecls are (herelore different
from olher high voltage electrical burns. Aboul 65% of
victims survive a direct tighlming slrike bul deaths ocour
with some regularity in Zululand during the Summer months
and a consigerable hody of folklere is connecled with
protection lrom lightning. Cardigpulmonary arrest usually
lrom asystole but somelimes from ventricular fibrillation is
a frequent occurrence. Sinus rhylnm will ofien quickly
resume sponlaneousty but apnoea dus to respiratory centra
paralysis may persist for fonger than 15 minules -hough
very few of gur cases reach us within this periad, prolonged
resuscitalion under such circumstances may be appropriate.
Persislent myocardial damage is uncommon, bui $T-T
changes will be evidenl on ECG in 10-30% and arrythmias
may ocour - ddmission 1or 24 hours for observalion is
recommended.

Burns are lypically stiperficeal with a splashed-on
appearance (Liechienberg's ligures') and entry/exil wounds
are rarely seen. Muscle damage with associaled
compartment syndromes or shabdomyolysis is uncommon .
However. a Potassium and Crealining should be checked
during admission and the urine diptested for myoglobin.

Neurological complications are frequeni and include
peripheraf {usually motor) neurcpathy, iransverse myelilis
and encephalopalhy. Recovery may follow within hours o
days bul permanent disability may resull. Spinal
compression and long bone #s esp. hip may follow tetanic
spasms and trauma during the injury. Cataracts may also
develop aculely and at ar interval.

Furiher Reading
1)Castis WM and Krelt J 1974° A survey of dealhs in Rhodesia

caused Dy ightning' Cent, Afr Med J. 20 93
2) Cheringtan M 1895 Lighining injuries Ann. Emerg. Med 25:517
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UROLOGY

THE FORESKIN
Removal of the foreskin is usually requesled for one

of four reasons -

1. Tight phimasis in a child -usuaily accompanied by
spraying, ballooning of Ihe foreskin or pain on
micturition. The parents should be reassured that it is
normal for the prepuce and glans to be adherent in
infants, and only 50% of foreskins are relractiie by
the age of Iwe years. In infanis, operation should
wherever possibie be delerred unti! six monlhs or
older. In the case of a very tight foreskin that doesn't
poulal all on attempied relraction surgery should be
considered at an earlier slage. Gentle dilatation of the
prepuce with a sofl piastic suction calheter may be a
helpful temporizing measure.

2. Acute paraphimosis shouid be reduced - uniess g
dorsal slit is required to relieve it, the foreskin is
already infecled or sloughing or Ihé condition recurs,
a circurmcision need not follow.

3. Neglected or compiicatet 5TDs - this i sometimes
appropriate for severe genilal warts but poor hygiene
is also a major factor ‘vou wouldn't cut off your ears
just because you couldn't be bolhered 1o wash behind
them'. In many cases, washing with soap and water/
genlle daily retraction may be alf thal is required angd
determined treatment for STDs/balanitis should be
pursued before operation is considered.

4. L ess clearly specified sexval/cultural reasons . Though
ritual circumcision was abolished in \he Shakan era
some rural people do still circumcise and there seems
to be a quile widespread belief amongst Zulu man
that circumcision will protect ihem against ST0s.
Though Ihere is some evidence that Lhis indeed the
case the patient should be advised that barrier methods
of contraception are far more effective.

HYDROCOELE

Primary vaginal Aydrocoeles in older men are a
common presentation in OPD - they ofien obtain massive
proportions! They are generafly idiopailhic but may be
related ta chronic epididymo-orchitis esp. TB. or
mafignancy (in which case they are usually smaller and
the testicie may be palpabie). Conservative management
may be attempled in ofder palients with repealed
drainage. Always palpate Ihe testicle after drainage - if it
is abnarmai or lender treal as per urethritis, gel a lesticular



US/S and ce-FR, B—HCG. Order EMUs for AFBs in the
older paligrt. Where conservative managemen fails, the
paiient can be referred fos Aydrocoelectomy (younger),
or alhesis can be carried out {inslil 250 mg Tetracycline
in 15 mls of NfSaline + 5 mi Lignocaine 2% into Lhe
hydracoels),

In infants, congenital hydracoele due 1o 2 palent
pracessis vaginalis usually subsides sponfaneously and
only requires hermiclomy if persistent af ong year . The
congibion is commonly btlaleral, lhe swellings
Iransilluminate and he lestis s easily palpable. It must
be dislinguished front an incarceraled indirecl inguinal
hernia. These should be referced promplly for repair
within lwo-three weeks since lhe 1isk ol garly
complications is high.

THE TESTICLE

Epididymo-orchitis is common in our palients 5o be
cautious about a diagnasis of torsion in sexvally active
patienls - however a clear hislory of irauma, an elevaled
firm, tender testicle wilh little epididymal enderness and
anabsence ol penile discharge or pyuriz on MSU warrants
an exploralion. In children {<12 years) always assume
the worst. In either case the sconer the operation is carried
oulihe belter - however some palienls come ingxplicably
late and Yhere is certainly no rush 1o explore the leslicle
aller 24 hours We have found thal the best policy is to
remove the lorted testicle and do & contralalesal
orchidopexy at the same fime, as few palients can be
persuaded to return at an inlerval when the risk of infeciion
is less.

Undescended testis is found in - 5% of full lerm
infants. This is of no concern unless the lestis remains
irpatpable al one year or Ihere is an associated hernia
which requires immediale aitention, when Ihey should
be referred for assessmentforchidopexy.

RETENTION OF URINE

Bolh prosiatic disease and wrethral stricture {due lo
STDs/Trauma) are common in our palienls. Prosiafic
Carcinoma is the 2nd commonest lumour of black males
in RSA with anincidence rale of ~ 15 per 10 S/year {about
2/3 rale in while males). The age disiribution is similar
lo olher populations. However, ~ 50% are histological
stage D at presentalion and a higher Gleason grade than
in European patients can be expected. This may wetl be
due to Jate presentalion since most patienls in our district
with proslatic disease Tirst present 1o the hospital in
reteniion. Aculfe refention of uring is charadterised by
pain and biadder fengeragss - beware of catheterising
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the patient wilh chronic relention and overllow, as a
speclacular giuresis and pre-renal failure may follow.
Given the high incidence of urelhral striclure, do not
pessist or use an inlroducer If passage is difficull -
suprapubic punclure is safer. For all cases, check Hb,
U&Es and Lumbar Sping/CXR. Treat for U.T). in alicases
as almosl ali have a precipiating infection. Do a PR.
when he bladder is drained. Wherea wethra! siriciure is
suspecled reler lor opiical vrethrolomy or urethioplasty
at King Edward Hospital.

it the prastate is clinicafly normal send a £S.A and
arrange for 3 friaf withoul catheter in 1 week . Ifthe PS.A
>4 then do a prosiatic biopsy (PSA <4 has a 90+%
negative prediclive value bul poor posilive predictive
valug). i the TW.O.C. fails many palients wil! elect to
keep their calheter, in which case a Foley should be
changed every 4 weeks and a Silaslic every 3 monlhs.
T.ULR.P. can be arranged eleclively al Ngwelezane if desired.

if the prostate is suspicious do a prostatic biopsy and
arrange a {rial withou! catheler in 3-4 weeks when the
histology is back.

If Ihe patient elects o keep his catheler or il lhere is
evidence of melastases, he should be prescribed
Cyproterane acelate 100mg 1.d.s or & subcapsuial
orchidectomy can be performed

If lhere is no evidence of metaslases and the patignt wanls
the catheler out, lhen refer or @ Channel TU.R. and
Orchidectomy at Ngwelezane.

STONE DISEASE

This is not unknown in Zulys theugh we see lew
convinging presentations of renal colic - usvally mixed
stones resulting from Primary Hyperoxaluria or siruvite
stones from repeated {T1s. The vasl majorily of patienls
will pass their slone with conservalive management in
24-48 hours. [fthe pain persists and no stone is passed
do an US/S or 1Y V. (depending on Ithe Cr). Palieals
with stones causing gbstruclion should be referred 10
King Edward Hospilal for wreferescopy or nephrosiomy.

Further Reading

1) Steenkamp and De Cock 1984 ‘Epidemiology of urethral stricture at
Typererg hospital” SAMS 84:267
2) Bereczky 78 1987"'A pathological amalysis of clinicat adenocarcinoma
ol Ihe pioslate in black patients’{lerter) SA.M.A B7-344
3} Partin and Ossterling 1994 ° Theclinical uselulness ol Prostale specilic
anlipen : ypdale 1984 J. Urolagy 152 1358
4) Urasss M el al 1997 ‘Male circumeision ang suseeplibilitylo BV
infaction among men in Tanzania A/DS 11:73
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FRACTURES

Finger #3 usually take -3 weeks to unite. The key
principles of management are aclive movernents as soon
as possible for all slable #s and avoidance of rofational
deformily - il the fingers should point towards the
scaphaid when they are flexed!

All phalangeal shaft #5 not trangressing a joint are
suitable for early mobilisation with neighbour strapping.
Those which are very displaced or angulated should be
reduced firsl,

Inira-articuiar #5 can be referred lor inserlion of K-
wires unless very comminuted bul adequate results can
also be achieved with spinting.

Fiexor avulsions of the terminal phalanx should be
referred for internal lixation but extensor aviisions (mallel
finger) are salistaclorily managed in a plasler mailet splint
(PIPJ free to move, DIPJ fully extended).

Metacarpal #5 are intrinsically slable because thay are
splinted together by strong ligaments - if lhere is a It of
rolation or overlap reduction should be atlempled. A
crepe bandage for protection is usually ail that is required.
A cock-up splint is betler ii Ihe # is very angulaied angd
requires reduction. Mulliple MC #5 are less stable and
inlernai fixation is prelerred.

Disiocated fingers usvally resull from extreme
hyperexiension and musl be urgently reduced. Splint
MCP joints flexed and IP joints exlended ii the reduclion
is unslable. Neighbour strapping and early active
movements can be starled if stable. MCP dislocations
frequently ‘button-hoie’ through the volar piate and
become irreducible - they usually need o be referred for
open reduction.

TENDON INJURIES

The usual cause of these in our practice is a bushknife
wountfihough they may be part of a much more extensive
injury. We atlempt simple exfensorand Zone | flexorrepairs
as a primary procedure in our hospital.

A modiiied Kessier suiure (4/0 Ethibond) + a running
6/0 Prolene epitendingus suture is used (lhis probably
disturbs the tendon’s Hlood supply least).

Extensors- E.digdorum communisis supplemented
by £.indicis proprius and E. digiti minitni bul repair of
the last lwo is nol essential so almost all repairs on the
dorsum of the hand involve one fayer of tlendons. Since
they have a cornmon muscle bulk the 1endons lend not 1o

retract too far. Be sure 1o exclude an acule boutonierre
injury by Eison’s middie slip fesi - fiex the PIP joint over
the fabie-edge and ask the palienr! (o extend il againsl
resistance. If the middle slip of the extensor expansion is
intact, the finger fifls and the DIP joint is lax. If it is not,
there is no PIP extension and the DIP joint stiffens and
extends. These injuries should be relerred.

ZONE I

ZONE il
ZONE i
ZONE v
ZONE v

Figxors - Zone | repairs (distal to the proximal IP
crease) are distal 1o the insertion of Fdigitorum
superficiatis and oniy involve the profundus lendon,
Always check that superficialisis inlact by deing Apley's
test-anchor 1he other fingers flat on the table and ask the
palient to flex the PIP joint. If this is impossible (FDP
cul)/difficult (FOP intact)and lhe DIP joini is tense the
superficialis tendon is inlerrupied.

Simple Zone V injuries with no vascular or
neurological involvemenl can also be atlempted and

STEADY THE PHALANX

ELSONSMIDDLESLIPTEST Y} |
Il the middle slip is ruptured, bl
there is no extension of the P/P :

. 3 SLIPS OfF THE
joint and he D/ joint EXTENSOR
sliffens and extends a liltle. EXPANSION.

MODIFIED KESSLER SUTURE

1



APLEY'S TEST
FOR INTACT £DS
FUNCTION

TEST FOR INTACT FOP
FUNCTION

prelerably are dane as a primary repair since the iendons
i~ Ihis area rapidly retract, Remember however (hal there

are |wo lavers of lendons — il it appears (hal bolh are
interrupted the palient is  beller referred lo a skilled
SUrgeon.

Flexor repairs in other zones should be referred - the
results of defayed primary sulure are no worsé than
pritsty suture, 3G toilet the wound and refar lo
Nowelezane within 48 hours.

INFECTIONS

Pulpspace infections of the lingers compromise ihg
bloodsupply and guickly lead to osteamyelilis of the distal
phaianx - they should be vrgenlly drained through a
small diamond-shaped incision of the pad

Parp/eponychize - can often be managed by simple
incision and drainage +- lifling the culicle around the
nail. However,may require remaval of Ihe lateral/proximal
nail respectively 1o ensure adequate drainage in advanced
¢ases.

NCISIONS
FOR
TENDON
SHEATH
IRRIGATION

INCISIONS FOR
MIDOLE PALMAR
SPACE {LINE

{IF HEAD OR SIDT)

INGISIDNS
FOR THENAR
SPACE
(LIFE-LINE)
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The ditfusely swollea hand - is probably the
cemmonest presentation we see. It ofien lollows a human
biteor a thorn prickand presentalion has invariably been
delayed for some days. Deep Space suppuralion is almost
always established by this lime sa exploralion is usually
wartanied. X-rays may already show changes ¢f oslso-
myelitis. Look specifically for Kanavel's signs of flexor
tendon sheath infection (flexed swollen finger, pain on
passive extension and pin-point lenderngss over ihe
sheath). Certainly if Ihere is ao response fo Cloxacillin
196 hrlyi.v., Genfamicin 240 mg o d. i.v. + Melronidazole
10 b.d. p.r.in 12-24 hours surgery is mandatory. Explare
the thenar and mid-palmar space and il necessary expose
and irrigate the lendon shealhs (hullerfly needle lubing
is aboul Lhe right size). Leave corrugaied drains in (he
infecied spaces. Splint the hand in Ihe James position
immedialely past-ap {30° dorsi-flexion al the wrist, 96°
at the MCP joints and fully exiended IP joints) wilh a
volar PQP sfab. Eievate the hand post-op and give daily
hard baths Starl physiotherapywilh appronriate analgesia
on (he secend day. Il progress is clearly slow re-
exploration/debridemenl of necrotic tissue should be
gone - in praclice Ihis is ollen the slage al which an IP
amputation or MGP disarticulation is ¢arried oul for &
clearly non-viable/useless Gigit.

Furlher Reading

1yMennen U & Howells G 1981 ‘Hurman Gighl-bite inures of the hand.
A slugy ol 100 cases within 18 months’ ./ Hand Surgery 16.431

2) Neviaser R11978 Closed tendon shealh iingahion Tor pyogenic lexor
lenosynovilis' J. Hand Swigery 3:462

3y Lindsay JR 1996 Tendan injuries: how Lo recognise and Ireal them’
CME 14:9683

4) Evans 30 212l 1985 Resulls ol exlensor lengon repair performes by
jurntgr accident ang emergency SIail’ fnjury 26:107

NAKEBITE

Incidence ~80 per 10%year in our bealth ward with
peaks in spring and summer. Though the majority of
snakebules (65% of cases admitied) require no specific
trealment, some local siakes are highly venomous:

m Pulf adder (iBobosha, iBuiult) - severe cyloigxicily
somgtimes progressing to haemalological sifects
especially thromboGyiopaenia

m Mozambique spiimg cobra (uMiezi} - similar tg the
above and may also Cause snake venom opthalmia.

s Bizck and green mambas ((Mamba) - tapidly
progressive ang polentiatly teihal neurgtoxigity.
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iost of our patients are seen more than & hours afier
the bite and will often have had a lourniquel applied and
traditional remedies (isiBiba) administered. Almost half
are chilgren and they, in particular should be managed
aggressively - in 1994 the case fatality rate from snakebile
in our hospital was 5% and all lhese deaths occurred in
children,

GENERAL PCINTS

m Treatment is based onthe clinical effects of envenoma-
tion and no! on a presumptive or even positive
identification of the snake involved.

m Al children with ANY signs of envenomation must
qetaniv. line.

m Admitlo LC.U. - aff severe cases and afl under-fives
with anything but minimal swelling.

m Alf other cases with any degree of local swelling
should be observed in O.PL. overnight, or the ward
during the day, untif slabitised (usuatly 24 hours) .
Local swelling may subsequently progress in £25%
so baseline and repealed observations {leg
circumierence/level, B.P. Pulse) are crugial.

m Only cases wilhout ANY clinical manifestations of
envenomation and wilh normal blood tesis can be
discharged from observation in 0.P.D. after 8 hours.

Assessment

The vasl majorify of bites are cytoloxic wilh local pain
and local swelling most prominent.A severe bite is defined
3s-

m swelling of the whole hand or foot 1 hr

m swelling to the elbow or knee 6 hrs
m swelling to the shoulder or hip 12 hrs
from time of bite

Any neurological symploms such as confusion,
blurred vision er neurclogical signs such as
weakness,ptosis, dyspnoga or hypersalivation shouid be
taken seriously and antivenom given.

All bites regardless of sgverity should have FBC, U &
E, Prolhrombin time and Partial Thromboplastin time
{aken. A twenty minute whole blood ¢loiting time should
also be done and reviewed before the patient goes to the
Wwarg.

Treaiment

Analgesia - paracelamol +/- codeine {or routine use.
Stronger opiates wilh caution in the mora severe cases.

Elevate the billen part. I.v. fluids for ALL chiidren and
in adults with anylning bul minimal swelling.

Antibiotics are not necessary in lhe majority of cases.
Oniy cases with severe swelling as dalined above should
gel anlibiotics initially but ihey should aiso be started in
cases with later lissve necrosis. The current
recommendation is Chloramphenicol, Gentamicin and
Metronidazole for 5 days.

Give telanus 0x0id where appropriate.

Small children, under the age of 5 years, wilh moderate
or severe biles whether requiring antivenom or not,
shoutd be observed on 1.C.U. until clearly improving.

Polyvaleni anlivenom is effective against all the mosl
tangerous snakes (excepl the hoomslang or vine snake,
bites from bolh of which are characlerised by delayed
bleeding problems and for which a specific antivenom
can be oblained on request from S.ALM.R. - Tel. (011)
862 9948). The earlier it is given the betler and only in
exceptional cases should it be given more than 12 hours
past - bite. There is a high incidence of anaphylaxis
however and it should be reserved for the indicalions
lisled above. Shocked patients need may need vigorous
resuscilalion prior to antivenom though rarely
cardiovascular collapse may be a direct efiect of the venom
itself and may not resolve unti! antivenom is given.

Absolule indications lor anli-venom are:

= Neurotoxicity

m Severe Cylotoxicity as defined above

m Clinically imporlanl syslemic bleeding

Relative indications are:

m Bites on fingers (risk of local necrosis)

m Bites on face

m Sub-severe swelling with olher fealures of non-specific
envenomation esp. haemaloiogical disturbance.

m Small children wilh signs of envenomation
Antivenom is only ever administered in 1.C.U. with

resuscitalion equipment immediately to hand. The

standard dose is 4 VIALS for alf patients including

chifdren. n cases of newroloxic envenomation 10 VIALS

should be given. Dilute Ihe anlivenom in 200 mis N /

Saline and start the infusion at 1 ml/minute. SOme doctors

give 0.25 mi 1:1000 subcutaneously into the forearm

immediately prior. Slay with the patient for 15-30 minutes.



The mosl common adverse reaction in our experience
has been uricaria bul this may presage more Seripys
anaphylaxis. In such cases, stop the inlusion and give
adrenating 1in 1000i.m. o s.c. (NOT iv.} 0.1 ml fyrup
toage 5, 0.5ml 5-1Z veais and up to Tml inover 12s. +
Promethazing 25 mq stal i.m. If the indications for
antivenom are strong, the infusion may be continues
under cover of repealed doses of adrenaline as
required,but should hypolension, bronchospasm elg.
develop il must be discortinued.

Patients wilh neuroloxi¢ biles should also be given
airopine 0.6 mg (adult) or 0.05 mg /kg (child} iotloweg
by edraphonium 10 mg (adull) or 0.25 mg/kg (child) in
order fo establish whelher neuromuscular blockade is
compelilive - if improvernent can be demonstraled il may
be possible lo maintzin the palient on Neostigmine 0.05-
0.1 mg/kg 4 hourly whilst the antivenom 1S adminislered.
However in some cases, femporary infubalion and
ventilalion will be required. ~10-20% of Snakebiles
require surgery in our selling. This is usually manilesled
by early blistering but debridemanl fexplosalion (s besl
delayed unlil 5 days, when recrafic lissue has had lime
lo demarcaie and the sysiemic effects have subisided. The
lypical paltern of necrosis of a bitten limb is of dead skin
extending up the dorsal aspeci overlying an often
extensive area of lal necrosis which can lead to conlinued
infection if not debrided. Tendons may be denuded and
subsequenlly necrose. Fasciolomy [of compariment
syndrome in the early phases of snakebile is virtuaily
never required and may be hazardous. Closure by
secondary suture or SSG is the rule and carelul splinting
of the limb is necessary la prevent contraclures/
deformily/sliffness.

Patienis with neurotoxic bites should be admitled for
five days as delayed relapse of toxicity is described. Serym
sickness may occwr 7-10 days after administration of
anti-venom with a rash, arthralgia and fever. it should
iespond 1o a shorl course of prednisolone.

Furlher Reading

1y Wilkinson 0 1994 Retrospective analysis of snakebite 212 rural hospital
infululand’ S.AM.S B4:844

2)Moran KF gt 3t 1998 ‘High incidence ol early araphylactord reatlion
1o SAIMR polyvalent snake aniivenom’ TA § TM.H. 9269

33 Newmzan W 2l af 1997 ‘Tradilional \herapy for snake bite ina rural
Aftican commounily’ Ane. Trop Med. and Parsitel, 91967
4)Premawardhena AP ¢l al 1999 'Low dose subcutaneous adrenaling
10 prevent aculg adverse reaclions lo anfivenmserum in people bitten by
snakes:randomised placebo-controlled Irial” SAL 318:104)
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This is acornmon problem in Q.. especially in children
and usually presents no serious problems. However,
Kwazulu-Natal experiences reqular gpizoqtics of sylvatic
rabies and since 1976 dog rabies has spread lrom Swaziland
and Soulharn Mozambique, establishing itsell in many peri-
urhan seftlemenls. Approx. 20 cases per year are reponed
inthe region {~90% of cases repored in RSA) and al leas]
iowr have eccurred in Ihe Hlabisa districl since 1994. The
risk of cantracting rabies lrom the bile of a proven rabid
animalis - 50% overall. Most bites accur in children oflen
when passing/entering & neighbour's kraal. Treal a comment
ihat Ine dog is immunized with some suspicion unless he
gwner has been able lo produce a certificale - more than
1000 dogs are immunised each year in our district bul lhe
Mmajonty are nol.

There have teen only twenly reporiad ¢ases of vaccing
failure worlgwide, including one n South Africa, maslly
amangsl patienls in wham vaccinalion was delayed or
incomplete. All four forms ol rabies virus (Classical, Mokoia,
Lagos bat and Duvenhage) ocgur 1n RSA butvactinalion 1s
thought to confer proleclion against them all. Be wary of
head/neck and upper limb bites - ensure they arg revigwed
earfy. The overallinfeciion rate from bacteria in dog biles 15
probabiy around 5%.

DO NOT TAKE CHANCES ¢n managment of dogbites!
Rather subject a child ip 3-4 injeclians than agmit her six
weeks laler with rabies.

The history is all importanl and delermines ihe
managerment. Afways ask (ne following questions -

'S THE DOG KNQWN TO YOU?Y

LN

NO YES
Behaviour Dog well?
abnormal? Explicable bite?
Unprovoked bile? Known,
agqressive or
\J/ \L immunised dog?
RABIES PROTOCOL EXPECTANT

MANAGEMENT
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Wound Management (for all patients)

Clean thoroughly under LA., encourage bleeding.
Some larger/dirty wounds will require a formal
debridement in theatre.

Delaved primary suiure should be the rule. Cerlainly
do not suture if >3 hours old, frankly infected or there
has been suspected rabies exposure.Give fefanus foxoid
where appropriate. Antibielics - Give prophylaclic
Ampicillin and Cloxacitlin for 3-5 days il the wound is
clinicaliy conlaminated or the patient presenls <6 h¢s
after the bile (not usually required). This is NOT a
subslitute ior an adequale debridement!

RABIES POST-EXPOSURE PROPHYLAXIS
Indicaled as above bul categorised according 10 the
severity of the bite -

CATEGORY 1 CATEGORY 2 CATEGORY 3
Touchflick  af Touchf fick of Full thickress bile
intact  skin braken  skin {Transdermal,phign
Supetheial scraich, with blgeding.)
ng  hieeding
{01 calegary 3 and
previously  Immunised.)
EXPECTANT RABIES  VACCINE RABIES VACCINE
MANAGEMENT +ANTI-RABIES

Observe the dog! HAMUNOGLOBULIN

m Rabies Vaccine
We are now using human diploid cell vaccing
according lo he standard (Essen) schedulg viz. 1 ml
i.m. into the deltoid (adults) or thigh {children) on
days 0.3,7,14 and 28. An extra dose should be given
on day 90 for Cafegory 3 exposures since
immunoglobuiin is thought to interfere with
immunisation. f vaccine is given >48 hours after the
bite, doubie or lriple the first dose. It there is doubt
abeut foltow-up, it may be appropriale 1o admit the
patient for (he lirsl 2 or 3 doses. The schedule can be
stopped if the suspect dog remains well after the third
dose, or it it is subsequently killed. and foundg 10 be
free of rabies.

= Anti-Rabies Immunogiobulin
Give 20 i.u. kg 1otal (1/2 deep inio the wound, 1/2
i.m.). N.B. Dose in ml = Body weight (kg) x 0.13
This may still be effective if given <1 week alter
exposure. Do nol repeat as anaphylaxis can accur and
other live immunisalions may be hampered.

RABIES CASES

Hopelully you will never be called upon 1o manage
one of these. The incubalion period is <30 days in 80+%
of patienis. {In South Africa the made is 34 days). A brief
pradrome may occur alten wilh paraesthesiae &t the site
ol the bile. This is followed by agiation/hyperactivity/
hallucinalions reflecting rabigs encephaiitis, although
rarely a ‘paralylic’ lorm occurs in humans. Death Js
inevitable, ofien following within hours of admission,
and heavy sedation (diazepam, phenothiazines) should
be adminislered unlil this occurs. Administraiion of
immunogtobulin or vaccing at this stage is conlra-
indicated. Rabies is a nofifiable diseaseand it is vital that
posl-mortem specimens are obtained for submission to
The National Institute of Virology - if he family decling
consent authority may be sougit from the magistrate or
medical superintendent under ine Human Tissue Act of
1983.

Furlher Reading

1) Deparimen! of Healih 1997 Guidefines for the medical management
of Rabies i South Africa

2) Swanepogl R 1993 ‘Rabies in Soulh Alrica” Gndiersterpoor J. Vel
Res. 60(4):325

3) Cleveland S 1998 The growing problem of rabies in Africa’
TRSTMH 92101
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GUNSHOT WOUNDS

WOUNDING ENERGY
Kinelic Energy = Y2 My 2

The formula suggesls the greater seripusness of high
velocity wounds but ‘high” and * low’ are refalive terms
and wounding ensry i atso highly dependent an Lransfer
10 Ihe tissues e.g. coniacl with a high density lissue like
bone dissipates a fol of energy (see diagram).

A B C D E

A-B:  Small Eniry and Exit, minimal lissue damage

A-C: Smali Entry and Large Exit (Classic High
Velocily Wound)

A-D: Small Eniry ang 2-3cm Exit {comman, needs
depridement)

C-D.  Large Entry and 2-3¢m £xit (Unslable
bullet, shrapnel)

m HIGH VELOCITY wounds (e.9. AK-47]) cause grealer
fissue damage lhrough lumbling/yaw and Ihe
‘Cavitation effect” aliecting 10x 1he diameler of the
bullet and sucking in delyis via 1he exilfentry wounds.
However, many of the lechnicaily “high-velocity
wounds hal we see are through and through’ limb
injuries thal may only dissicate 10% of thelr wounding
energy and cause liille damage.

a LOW-VELOCITY wounds (e.g pistol, home-made
weapon) are mush more common. They usually ceeaie
an urcomplicaled track wilh likie or no congealed
damage. The bullet olten lacks sufficient energy to
exit the skin and may be felt subculanecusly.

® SHOTGUN wounds vary in their seriousness according
to range Al <5 m the wound (5 compact and may
penetrate deeper lissue with wadding and carlridge
plastic embedded. Al longer ranges the wound is
more scailered, and the pellets cause less damage,
usually jusl embedding themselves in the skin.
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Tissue elecls vary - Ihe more dense and less elastic, The
more damage i sustains Lung, fal and skin are therefore
relalively preserved whereas muscle, bong and liver may
suffer more severe damage.

Management
SIMPLE WOUNDS
(no bony or neurgvascular 1nvolvement)

The track dees not require debridement as long as Ihe
wouRgs are <icm in size. Admission is only indicated
for funclional reasons e g. can’l waik. Give penicillin and
1efanus foxoid.

COMPLICATED WOUNDS
(usually bony invalvemenl}

No matter how cornminuted (he # if the wounds are
<1¢min size, treat as a closed injury wilthoui debridement.

If the wounds are >1 ¢m in Ihe presence of a fraclure
of neurovascular injury, ihe injury should be debrided -
aim 10 leave 4 clean,viable wound suitable for
reconstroction. Loose pieces of bone stripped of soft
lissue altachmenis shoufd be remaved and lendons
without synovial cover should be excised. Early inspection
of lhe wound at 48 hours with a view (o repeat debridemenl
is important. Closyre should normally be delayed primary
or by SSG unless 1he wound is highly Javoursable afler
the first debridemeni. Give Penicillin/Cloxacillin
i vinitialty then oral for 3 days.

Vascular injuries of minor vessels require haemgslasis
only but mlesruplion o & critical Irunk or clear evidence
al cornpromised perfusion requires the urgenl attenlion
of a vascular surgeon,

Nerve injuries are ofien i conlinuily (~80%) and
iay be managed expectantly - a delayed repair al 3 weeks
may be atternpled il o improverient accurs, but failure
to improve usually signilies a nerve thal has been
irretrigvably damaged. However, a large inlerrupled frunk
discovered al initial debridement which is not complelely
blown apart should prebably undergo primary sulure.

Internal Jixalion will often be the method of choice for
shattered femurs bul most other #$ should e managed
with leaction/ctesed methods,

The only bultels that shouid be removed are 1hose
under the skin or inside joints.

Furiher Reading

1} Kingsley-Brown A ‘Gunshol wounds - inen and now” £R.C S Edin.
12/89 302-305

2)Swan and Swan 1991 Principles of ballislics apphicable o ihe ireatment
ol guashot wounds' Surgical Chinies of N America 71:2 224

3) Coupland & “War wounds ol imbs / C.R.C.
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Septic arthrilis usually presents as an acute
monoarthritis of a weight-bearing joint (80% lower limb
- knee commones! sile in adulls, fip>kneesankle in
children). S. Aureus the dominant pathogen (40+ % in
children), though slreptococci are responsible for 10-
20% of cases in all age groups and may be associated
wilh  slow response 1o treatment and joint destruclion.
N gonorrhoeae must be considered in sexually aclive
30ulls.H. Inffusenzae 1s animportant pathogen in children
under 2 years. HLV. +ve palients often have atypical
pathoqens especially S. preumomiae and Gram negative
organisms.Polyarticular involvement may accompary a
staph/strep bacleraemia and be present in 40-50% of
infants. About a third of cases have an evident primary
focus for the bacleraemia and in some other serious
sepsis e.g. pneumonia may be present.

Haematogenous osteomyelilts typically afiects the
metaphyses of long banes in children but verlebral
osteomyelitis /discitis can ogcur in the over 50s. ~ 90%
of cases are caused by S Aurevs. infection spreads
threugh ihe cortex causing thrombosis of Lhe
intrameduliary vessels and uilimately emerging on the
bone surface as a sub peripsteal abscess. This interrupls
the blood supply from the periosteum and infarcts the
involved corlex. [n infanls, vessels cross ihe grawth plate
and infeclion rapidly spreads iato lhe epiphysis/
neighbouring joint. In older patienis the growth plaie
has the eflect of containing the infection except in ihe hip
where the very distal envelopment of the femoral head by
the capsuie makes spread inlo the joint very likely.

Pyomyositis is sepsis in the deep tissues of a limb
oflen following minor trauma - it is common in our
practice and is increasingly seen in young adults who are
aften HIV +ve, S.aureus is invariably responsible.

Dlagnosis

is difficuit as the patient/parent will usaally give &
history of prior trauma and geaba marks may already
have been made by a traditional healer - do not agsume
tha itis these that have caused the inflammation! Important
differentials ¢i acute monarthilis in- adulis are crystal
synovitis and reactive arthropathy. In children be on the
look-out for Rhaumatic fever {classically migratory} and
Perthe's disease. Beware of a diagnosis of irrlable hip/
transient synovitis as this seems to be uncommon inour

patients. Aiso treal a diagnosis of ‘ceffulfitis in an adull
with suspicion especially i slow to respond ta treatmenl
and virivally never entertain it in a child! Flugtuance in
pyomyositis is a late sign so don'l Iet its absence delay
surgery.

The diagnosis of bane/jeint sepsis is essentially
clinical as laboratory investigations (WBC,ESR) have low
sensilivity - Diagnostic aspiration of the foint = should
always be undertaken when there is the stightest suspicion
of seplic arthritis, usually under G A. in smailer children.

Gram stain and cufture stould be performed on all
aspirales/surgica! specimens {both to confirm the
diagnosis and idenlify non-slaph organisms).

Do NOT expect x-ray changes - these do nof usually
occur for al least 5 days ailer lhe onsel of symptoms in
neonalesfinfants and 10 ¢ays in adufls. The only
appearances {0 be expected in acute seplic arthritis are
garly soft lissue swelling/joint space widening. The
sequence of changes in osteomyelitis is melaphyseal
rarelaction >perinsleal elevation »avascular necrosis
{usually ‘ normal’-looking area of bone as the rest becomes
rarified) >periosleal new bone formation >sequestras/
cloacae. X-rays are however helpiul to exclude otfer
causes of bone pain {e.q. slipped epiphysis, lracture).

NORMAL  INFLAMMATORY  SEPTIC
Volume 35 mi >3.5 mi >3.5 mil
Viscosily High Low Variable
Colour Clear Yellow, transiucen! Yellow-green,

furbid

W8C/mm <200 2-10 x 10? =10 x 167
PNMLis <25% =50% >75%
Giucose = serum  »25 mg/dl <25 mg/dl
Gram stain Negative Megalive Posilive

Management

1) Analgessa, Splintage (skin traction ior hips)

2) Give Cloxaciliin 150 mg /xg/day £v. + Erythromycin
30 mg/kg/day p.o. (wo anli-slaph agents combined
to prevent resislance emerging.) lor suspected
osteomyelitis. Substitute Ampicillin for erythromycin
in septic arthritis. Ceftriaxone is prelerred lor chitdren
ungder 2 years and {or lrealment failure in aoult
gonococeal arthrilis.

3) Septic Arthritis - Initial management for almos! all
joints should be" immediate arthroformy - needle

*Joint fluid examination



aspiration is probably only efiective if the palient
presents earlier than 72 houwrs, and ngeds to be
repealed every 2-3 days according to (he response
and re-accumutation of fluid. We nave preferred Jormal
drainage and insertion of 2 corrugated drain lor 48-
72 hours as most of our patients present lale. All
seplic joinis must be splinted pos-surgery ta prevenl
contraclures. Hip jomt sepsis requires referial to
Nowelezane as surgery is technically dilticult and ihe
risk of complications high (.g. necrosis of Lhe femoral
head with subluxation/pathological #).

4) Pyomyosilts - explaration and drainage is always
required. Long-lerm complicahans are rare.

5] Acide osfeomyelitis - cases presenting within 48 hours
gan be managed with i v anlibiolics alone bul be wary
of allempting Vs in our hospHal, as patients rarely
present so early and a sud-periosieal abscess is almost
alwavs afreatly present - lhus almost all our palients
require operation. If pusis presentinthe soff fissues
and the bone underlying the periosteum s smooth,
ihe abscess has already formed a sinus ang
discharged. A drain inserled in the abscess cavily
may stili be helpful however, The bone should be
driifed only if ng such pus is appareni in the soft
lissues 1l1here are clinicai signs ol relapse within the
first week, book the patient for a ‘second look’ in
theatre. After Ihe acule slages have settled the patient
should be discharged on Co-Trimoxazole for 6 weeks
and reviewed at the end ol the course.

6} Cheonic osteomyeditis - if X-rays demonsirate signs
of chronic osteomyelilis refapse at some stage 15
inevitable and ithe palieaf must be reviewed . Any
infercurrenl refapses arg treated with 2 weeks Co-
Trimoxazole and incision and drainage of sofi lissue
collections if necessary.

The prognasis of chranic osieomyelitis in the under
4s is usually excelfent - ahsorption of (he sequestrum
and farmation of a strong invalucrum progresses ragidty,
oller with sell curein 6 monlhs. i ofder patients, surgery
will usually be required al some stage as the sequestium
will usvally continue for much longer with persistent
infeclion. Paiients should be relerrad ior assessment al
Nowelezane at 12 anths for lower limb cases and 6
months in the upper fimb . When the involugrum 13 ripe,
sequesireciomy/saucerisation is performed + antibiotic
jrrigalion/implanlation of gentamicin beads, This is
followed al an inlerval by packing ol the cavity with
cancellous bone grafts or placemenl of a muscle fap to
fill the bony cavily
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Furtner Reading

1) Morgan 05 el at 1996 ‘An 18 year climcal review of septic arihnlis
lrom tropical Ausiralia’ Epidsmivlogy and infegtion 117(3) 423
2)Learmonth 10 etal 1984 ‘Acyle osleomyetifis and septic arhrilis in
children. Asimple approach 10 Irealment’ S.4M J 65(4): 117 (Jan 28)
3)Saraux Aetal 1997 ‘HIV infeclion a5 arisk laclos Tor seplicarthnlis’ B
J Rheum 35(3).333

4)Chuedoz LC 1978 Pyoroyosirs - a revigw of 205 cases in 112 palients’
Am. J Surg. 137.255
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A communily survey of the Ingwavuma district in
1993 found Ihat 1% of Lhe poputation were blind, with a
further 1.4% suifering from impaired vision. The
commonest causes of blindness were age-relaied calaracl
{59%) and chronic glaucoma (22.9%). Chronic open
angle glaucoma is commonier in Africa than anywhere
elsein the world and may present Jale in refatively young
patienls, but we are currently seging only 1-2 cases/
month. Serious eye infeclions and penetraling Yrauma
are also common causes of morbidity. 01 100 perforaling
gye injuries relerred Lo the ophthalmology service al
Edendale, 44 were rendered completely blind in lhe
aflecled eye and only 6 regaired an acuily of 6/12 or
better. Thereis a serioys lack of ophlhalmologists in the
public sector In South Africa Most rural patients depend
on the provision of mobile Sighl-Saver clinics, which
fast visited Hlabisa in 1998, Our eye services are currently
co-ardinaled by a frained ophihalmic nurse praclilioner

EYE INFECTIONS

m Chloramphenical 1% eye oiniment applied & hrly will
usually sulfice for uncomplicated bacterial
conjunclivitis. Don't pad the infected eyel

m [f there is an associated urethral discharge, also give
Ceftriaxone 125 mg stal im.

m For keratitis or Irank corneal ulceration revealed by
fuorescein staining, add lodified gentamicin 03 %
drops and consider subconpunctival injection of 20
mg ol gentamicin, repealed daily as necessasy for up
o5 days.

m Where siaining shows the characleristic dendritic
pattern of herpes simplex, starl aciclovir 3% drops 4
hily
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LID PROBLEMS

s Generalised Jid cedlulitis or infection localised o the
facrimal gland (dacryoadenitis) can usually be treated
with oral Penicillin ¥ 500 mg & hrly for 5 days.
Infection of Lhe tacrimal sac (dacryocystitis) requires
iv Penicillin & Mu & hrly for 2-3 days, followed by oral
Penigiilin for a furiher 5 days. Incision and drainage
ol abscesses may be required if progress is Slow or
the lid starls to point.

m Lesion at the margin of the lid may point externaily
(styes) orintemally inlo the conjugtival sa¢ {meibomian
gland abscess - painiul - or chalazion - painless).
Slyes can be managed by epilaling the affected lash.
Meibomian gland abscesses can be incised and
trained and chalazions ingised and curetied via the
conjunctival surface of the eyelid. All these procedures
should be foliowed by Chioramphenico! eye oinimenl
& hrly for 5 days -

m Blepharitis (3caling, uiceration or maceration of the
lid margin accomparnied by intense itching) can also
be treated with chloramphenicol gintment applied to
the fid margins 6 hrly for 2 weeks, and saline bathing
to remove scale. Resistanl cases somelimes benefil
from 1% hydrocortisone cream.

EYE TRAUMA

m Simple corneal abrasions resolve in 48-72 hours:
pad the eye for pain relief ang give prophylactic
chloramphenice! ointment,

= Foreign hodies can usually be removed simply under
lopical anaeslhesia with a needle or maoist collon-
wool bud . If you can't lind one, remember 10 evert ihe
lig! Afterwards freat Lhe eye as above.

a Penelraling lrauma (o the globe requiring Surgical
repair, reguires broad spectrum iv antibiotics, an eye
pad and referral wilhin 24 hours for ophthalmological
assessment.

m |l you suspecl an intrapcular loreign body, order views
of the orbit with the palient logking up and down. If
nothing is visibie and the history is suspicious refer
garly for slit lamp examinalion.

CATARACTS

All mature calaracts with absent red reflex are routinely
referred for surgery to Ngwelezane, Most patienls undergo
Extracapsular exteaction {(ECCE) and insertion of a
posterior chamber intraocular lens if they can afford it
(fortunaleiy we have & supply of low cost indian lenses ai
Hiabisa), though some have either an intracapsular
exlraction (ICCE} or failed insertion of 10L after ECCE
and need aphakic glasses afierwards. Insertion of anlerior
chamber lenses has been associated with < 30%
persistent uveilis and formation of anterior synechiae in
~16% in a Kwazulu-Natal series and is not generally
recommanded.

GLAUCOMA

m The classical symploms/signs of chronic (open angle)
glaucoma are visual field defects, cupping of the dise
on lundoscopy and raised intraccular pressure. Acute
(closed angle) glaucoma is usually much more
dramatic with severe headache /ocular pain, visual
loss and conjunctival injection with a shallow, hazy
anterior chamber.

m In acute cases give Acetazolamide 250 mg 4 limes
daily + Timolol 0.5% drops 12 hrly. When the
symptorns have subsided and in cases of chronic
glaucoma, give Pilocarpine 1-4% drops 8hrly.

m Refer all acute cases lor trabeculectomy. Many chronic
cases wilt already have such a degree of visual loss
that surgery is unfikely to be helpful and medical
therapy is often preferred.

GLASSES

Supplies of glasses for refractive errors frem =3 Lo
+4 and Aphakic glasses are available from the hospilal
jor ~R50 {c/o Hilliar's Optomelrists in Pielermaritzburg).

Furiher Reading

1) Cook CD and Slulting AA 1995 'Impact ol a Sighl Saver clinig onthe
prevalence of blindness in Noshern KwaZulu' 5.A.M.J 85:26

2) Cook CO el al. 1983 Prevalence and causes of Low vision and
blindness in Norhern KwaZulu' 5 A0 J, 82.580

3} Cook GD ¢l al. 1998 s anlerior chamber lens impianiation afler
imracapsular lens exiraction sale in rural black palients in Africa? A pitel
study in KwaZulu-atal, South Aluca’ £ye 12:821

4)Cook CO et al. 1991 'Perlarating eye injuries in KwaZuhy' S A .1
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ORAL MANIFESTATIONS OF HIV

CONDITION CLINICAL APPEARANCE
FUNGAL INFECTION

CANDIDOSIS

= pseudomembranous Creamy whitefyeliow piaque thal wipes

ofi to leave 2 red/bleeding surlace, mast commonty
pecurs on the buccal and Iabil mucasa, lengue and
hard ang soll patale

thay invodve any part of Lire oral mucosa

+ alrophic Red lesion that appeais on any surface of the oral
mucoss, chranic, midling dorsurm ol tongue and hard
patale (CIT-NIP}

- fiyperplastic Wihille plaques that cannot bewined off, mosl commonly
occurs on (he buccal mucysa

+ angular cheilitis fed fissures ragialing [rom the corners of Ihe mouth

BACTERIAL INFECTIONS

v LGE Fiery ced pang along gingival margin well wiih 1he

amount of plaque present

DONUG Destruchon and necrosis of inlerdental papillag,
spontaneous bleeding ang halitosis present

« NUP faid and progressive sofl [issue loss, destruction of
alveslar bong

- N§ Ufcero-fiecrotic lesions with exposure, destruction and
sequesiralion of boneis seen

VIRAL INFECTION

»  nherpes simplex Oral wiceraon and vesicles thal are painul and found

type1 %2 on Ihe nard palate, shached gingiva, aivealar ridges -

ulcars are shallow rogndyelliptical and coalesce - may
be chroni¢

+ vancella zosla More than one dermatone may be affecled - muliple
shatlow. small ulcers, unialeratly thsliibuled siong Lhe
Sth cranial nerve ysually ihg palale - pain, neuropraxia
and lendarmness are usually presen

+  Cylomegzlovilus Single uleers withoul indkial farmation of vesicles - both
shailow/deep vlcess may fe seen

- QHL Unilateral/bilaleral vaule lesions Lhal do nol wipe olf.
Fount commonly onihe taleral surtace of (e 1ongue,
may extend dorsatlyfvenlrally. asymptomaiic

+ HPV Oral warts May be exophytic, granular/cauliligwer like,

asymplomalic and commonly solalzg
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TREATMENT
Topicalfsysiemic

Mystalin pastillz {100 000 unils, one to two paslilles
dissolved in mouth 4-5 imes a day, vaginal Uroches or
Iuccaazole 50-100mg ods tor 1-2 weaks/Fluconazole
150mp stal

As above

As above

Nystatin/Ampholero B oinlmeni applied 4 £ daily
Miconazole gel

Remove aii lacal irritating laclors'

«  Rinse with 0,2% chlorhexiging for 2-4 weeks
Also (zke melronidazole 200mg tds for ( week

« It significant bone loss 1S seen patisnts require
regular assessmenl and removal ol sequestered
bone.
Allematively, augmentin, 1 lzolel 8 haurly can be
laken

Acyclgwr 400 - 600mag 5 x daily lor 10 days

Supportive measules
Agyclovr 800mg 5 x daily far 10 days

Acyclovin 800mg 5 x day!
Ireatmend of Systermic disease

No lreziment indicated
Or Acyclovir 800ma tds for 2 weeks

Surgicalexcision, laser herapy/eryosum
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CONDITION
NEOPLASMS

+ kaposi's sarcama

«  lymghoma

ORAL ULCERS

¢+ aphthgus ulcers

SALIVARY
GLAND

«  xeroslomia

« parghd swelling

CLINICAL APPEARANCE

Blue, black flat o lobulaied lesian seen on the hard
palate and gingiva, can ocour al other sites

Macules/non-healing ulcers anywhere in moulh

May be minor/majorfherpetiform, may be persistent

Dry mouth

E£marged parohd glands umiitateral

TREATMENT

Vintlasite ntia-lesional 0,2ma/ml o 0,1 mijem ol
lumous

Surgical excision

Ratitherapy

improve pral Rygiens

Chemo and radio herapy

Trealment depends on sevenly

Topical steroids .0.1% tnamcinoione acelonide tds
appliedto lesion

Beciamethasone spray - 1 pulf 310 4 hmes day

Beclamelhasone 0,5mg lablel dissalved in alablespeon
of waler - use mouthvinse 3-4 limes day for 2-3min

Sugarless gum/candy
Belhanechol 25mq tds po

Nospecific reatment
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MALARIA

Hlabisa lies at the unstable southern edge of e African
Malaria belt. Transmission is typically hypoendemic,
vsually January to Aprii depending an rainfall, bul may
be becoming hologngdemic in adjacem health districls
bosdering Mozambique, due 10 widespread cross-border
migration of index cases and the supplariation of
Anophieles gambiae by re-emergent pyrethroid-cesisiant
Anapheles funestus. Plasmodium falciparum is the
dominant species with <1% Plasmadium gvale - though
smears in the communily do sometimes show
asymplomatic parasilaemias. All gur patients should be
considered non-immune. Limiled local dala suggest
20+% chloroquine resistance and rising in vitro MiCs ie
Fansidar and other first line drugs. From an average of
100 casesin 1997 annual caseload in Hlabisa incyeased
to-2000 in 1998 wiih transmission continuing info Ihe
winter and an in-patient case latalily raie of £7%. Mosl
cases are from areas of (he district lying below 500m,
Iraditienally Hluhluwe and St. Lucia/Dukuduku, bul
increasingly from Miubaluba and environs. The Natienal
Mataria Surveillance Programme oversees residual
spraying and other conirol measures in the dislrict - al)
cases shovld be reparted to Lheir ollice in Jozini.

CLINICAL FEATURES

COMMON SYMPTOMS

m Fever (39+°C as a rule but may be apyrexial on agmission,
don’l expecl a tertian pattern in the acute phase)

m Headache

m Characterislic “paroxysms”

m Mild diarrhoea and vemiting

m Prosiration

However, a lu-like itlness may be the only presenting

fealure - be especially wary in seasen of women with

sponlaneous abortions and children wilh sudden onset

seizures and rapidly decreasing cansciousness. A long

hislary (>7 days} correlates with severity.

SIGNS OF SEVERE MALARIA

m Allered consciousness (confusion, seizures,
irrilabilily, coma)

MNonr-ambulant

Intolerant of oral medicalion

Paor urine autpul (&for U>20 and Cr >260)
Jaundice {&/or Bilx30)

Climcal anaemia (Het<20)

¥
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= Tachypnoea
m Hypolension
Consider pregnant women and children under 1 year as
polenlially severe even if none of the above signs is present.

DIAGNOSIS

Confirm suspected malaria wilh a rapid antigen test
{Katquick PI. currently). I negative and clinical suspicion
is slrong, repeal the test in 4 hours and ask for al least
thick lilm 1o detect non-falciparum species. Parasitaemias
are only semi-guantifiatively graded in our lab and (reaimen!
decisions are invariably based on the clinical (eatures, All
malana patients that are admilied must have FBC, U+Es
and Bilirubin reviewed by MO on the day of admission.

MANAGEMENT
NON-SEVERE CASES

(L is no longer possible lo admil all cases for
observation. Patients with no Signs of severe malaria
should be treated as owlpalienls wilh a ihree day course
of Co-arlem® [Co-~artem® canlaing 20 mg artemelher
and 120 mg lumefanlrine per tablet) according 1o lhe
fable befow. (Use weight il available rather than age.)

DOSAGE CHART FOR CO-ARTEM®
WEIGHT AGE  NO.OF TABS
10-14 kg 1-5 1
15- 24 kg 6-8 ?
25-34kg 9-12 3

=35kg 213 4

It 1s essential Ihat patients complele the 3-day (6 dases)
lreatment course; (he lirsl dose given on diagnosis, Ihe
second afler 8 hours, and then twice daily for twe days.
Tablets should be 1aken with loog or water. If the patienl
vomits within one hous of administration, 2 repeat dose
musl be faken. Palienis who are unable [0 eat within 48
haurs shouid be carelully monsiored as they ase at an
increased risk of freatment failure Il ynwell or febrile
after three days, lhey should be admitted for treatment
with quinine.

Co-artem® is conira-indicated in pregnanl wemen
and children <1 These patients must be rederred to
hospita} and treated with quining. In 1hese and all severe
cases, a loading dase of quinine should be given belore
[ransfer (see below)

SEVERE CASES

m A loading dose of quinine must be given as soon as
possible Al the clinic Lhis musl be given
intramuscularly prior Lo lransler (20mg/kg in Smi N
saline - half in each thigh).
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m Onarival at hospital all severe cases should be admitted
lo malaria ward (o ICU when the ward is full). They
should be catheterised and routine observations
inciuding RR and HGT recorded hourly.

a i noloading dose has been given at clinic, give it IV -
20mg/kg in 500mis over 4 hours fotlowed by 500m
fluid over 4 hours. Then start mainlenance doses 8
nourly - 10mg/kg in 1 litre over 8 hours. The dose may
be halved as soon as 48 hours if the patient shows a
clinical response.

= Thefluid of choice is N Saline with 50mis 50% dextrose
added per lilre, as quinine causes insulin release. Each
dose should go inat leasl 250mis. Supplementary fluids
may be required. Review fluid slatus alter inilial
resuscitation. In children 4mi/kg/nr should suffice.
Some polyuric adulls may require 21 exira per day.

m A3 500N as patients can tolerate it slart oral quining. Il
the palienl is well encugh to go home, before the
complelion of a Seven day course. slop quining and give
a full course of Co-arlem®. A minimum of 8 hours
musl pass between the lasl quinine dose and thg firsl
dose of Co-artem®. Do not give quinine and Co-
artem® at ihe same lime.

COMPLICATIONS

w Qliguric patients with malaria are almost always
hypovolaemic, so all should receive an adeguate fluid
challenge (200-500 ml over 20 minutes}. If this does
nol provoke a divresis re-assess the (uid status, if
possible with a CVP line. Repeat the fluid challenge if
{he patient still seems dry. If hydration seems salistaciory,
then give escataling doses of frusemide (80mg and 120
mg boluses followed by a 500 mi infusion), followed by
dopamine 2.5mgska/min if necessary. Refer EARLY if
dialysis is locking likely - in very ill paliems two 10 threg
passes af periloneal dialysis prior to lransfer may be
life-saving.

m Blood iransfusion is indicated for HCt <15% or Hb<5.

= Thiombogylopoenia is common in malaria and is nol in
itsell an indication of severity. Platelet transfusion is
only likely lo be required if Plls<20 or there is overl
bleeding.

w Treat convulsions with diazepam and give 10-15mg/kg
phenobarbilone 8s secondary (never primary}
prophylaxis.

w Paracetamol, fanning and lepid sponging are oflen
required as quinine has litlle febrifugal effect i itsell.

w It fever has not subsided after 72 hours, re-examine the
palient careluily. Repeat thick smears and bigod culture
(the Kalquick will still be positive al this stage even in
successiully trealed cases). Empirical lreatment for

associated gram nagative sepsis is indicated, if there is
evidence of ciinical deterioration.

Furher Reading

1) Freese Jetal. 1994 The i vitro sensilivity of South Alrican isofates of
F. Talciparum 1o amodiaquine, chiosoguine, mefloquine, quinmne aqd
sulphadgxine/pyrimelhaming’ 5.A./.8cr 90417

2) Moorthy ¥ and Wilkinson B 1997 "Severity of Matarfa and leve! of
Plalciparum transmission’ Lancet 350362

3} Sharp and Le Suer 1996 ‘Malana in S. Africa - the past presenl angd
selecled implications for the luture” SAM J 66 83

4)Warrel| O et al. 2000 Severe and Complicated Malaria {3rd edition)
TR.S TMH. 94 Supp 1

MEEUCOMNEDN

South Africa currently has one of the worsL T.B. problems
in the world - 140,000 new cases are noified each year
{probably a third of the true number) and the annual risk of
infeclion as estimaied on tuberculin surveys is ~ 1+% {or
the black poputation (suggesting inlense lransmission). In
Hlabisa, we have experienced a rise in case-foad of 400%
over the 1ast 8 years with an estimated incidence in 1595 of
~400 per 10%year. The TB. programme is now handling
175¢ases each month and 25-30+% of beds inour hospital
are currently devoted to diagnosis and management of this
condition.

Qur approach to management since 1991 has been to
inslitute Directly Observed Trealmenl (DOT) in lhe
communily at as early a slage as possible, using twice
weekly high dose therapy administered via al! the available
horizontal PHC structures including clinics, CHWs and
voluntary lay supervisors. This policy has achieved
complelion rales of between 78-89% (80% in 1993). 97%
ol these patients are cured and raies of drug resistance in
the dislrict are low - the rate of initial drug resistance was
7.3% 1n 1994, but only 0.3% of isolates were resislant to
more than one drug (1+% for R.S.A. as awholg). Acquired
resislance was even lower, but a small number af muHi-
drug resistant cases have occurred in fne last 3 years. We
do not at the present lime use a separate regime fof re-
treatment cases.

The diagnosis of T.B. resls on spufum fHCroscopy,
CXRand clinical findings (inorder of importance). Palients
with a cough for <3 weeks and no other suggestive features
(esp. weight loss, nighl sweals/iever, suspicious CXR
changes elc.) may be prescnbed Amoxycillin 250 mg£d.s.
for five days from 0.PD. bul musl be requesled to return for
admission if heir condition does nol improve. In practice,
many will already have consulted a G.P. or clinic and had
similar treatmant, Aiways ask!



All patienls with suspecied T8. are processed via lhe
medical wards with the exceplion of those with plewal T8,
or those who have a prior diagnosis (rom anolher districl
{which shovld normeally be accepted), who may be admited
direcity to T ward.

Order 3 sputum smears for AFB, CXR (need nol be
reviewed in QPO before going Lo ward) and Ho/Aulomated
differential WCC.

Tne doctor whoe makes the diagnosis should nofify
ihe following patients {using form GW 17/5) -

m Ail Sputum +ve PTBS and any spuium -ves with typical
CXR appearances

n Other smear of culfuie positives (Histofogy, CSF ele.)

» Children under 5 years wilh a confluent or uicerating
line fest

Only ihe lollowing cases are re~nofified -

m Previously completed a full cousse of freatrnent and
been shown lo be smear culturg/negalive at complelion
and

B smear/fcullire posiive again
Al deaths from TB. should also be nolified on ihe

same formn. Nole Ihal the vast majorily of ¢linical diagnoses
of TB. and Extra-pulmonary 7.8. including plevral cases
will nol be notified (in 1995 the specificiy of a diagnesis
of PTB at H'abisa a3 compared with TB cullure resuils
was 77%). Delaullers are not re-notified.

The medicat care of patients with T8 is not over
when the spuipm is positive! -60% are H1V +ve and
many will have other management problems. Be on the
Jook-0ut for intercurrent baclerial infections and agverse
drug reactions.

1B. patients in our districl are managed so/edy hrough
the 0.0.F programme - pharmacy ¢o not dispense TB.
drugs Lo patients from O.P D. or community clinics. Altes
10-14 days in hospital, patients are either iransierred to
Tward prior 10 discharge or discharged direchy from the
medical wards. After enfry in the district T.8. register
each palienl is transported with a lutl course of lrealment
ta his/her romingied supervisor The Supervisor ishen
vistted each month 1o monilor he palienl's compliance.

PULMONARY T.B.

Comprises two-fhirg's of our cases. 75-85% are spuium
positree, Primary T8, is essenlially a disease of chitdren
and Post-primary T.8. of adulis. "Progressive primary/
Transitional T8. is rarely observed where the whole spectrum
0f CXR changes may occur shortly afier & primary infection
in adolescents.
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Nole thal spuium status and clinical response 1o trial of
anlibiotics in gengral take priority over Ihe CXR appearances
- so very few suspecled PTB cases are agmitted direcl lo T
ward. Nole thati only ~ 10% of culure proven cases
demonstrating cavitation on CXR are smear -ve

Nole ihat no CXR appearance Is in itself pathognomonic
of T8. ~ important difierentials are silicosis, deslnctive
pneumonias {esp. klebsiella, slaphylacoced), lung abscess
and bronchiggiasis. The CXR should always be inlerpreted
in the clinical context. Chest signs are ofien surprisingly
scanty even when the CXR shiows marked changes.

PLEURALT.B.

In aur setling approximately fwo-mhirds of unselecied
plewraf effusions are due fa T8 - in palienls under 35,
wilh an effusion filling 50+% of ihe hemi-thorax and 3
serous aspirale which is exvdative and lvmphocylic on
miceoscopy, (he diagnosis is almos! always 8. and we
do not usually confirm the diagnosis by pleural biopsy.
Imparlant dillerentials of an exudalive ellusion are
parapneumonic {smaller, shorter history, often
polymorphic aspirate), empyema and malignancy.
Transudalive eflusions may be due lo haart (3ilure,
nephrotic syndrome etc. In patienls who are very
symplomatic, \herapeulic pleural aspiration should be
carried oul, which is a quicker melhod ol relieving acute
symploms than a short course ol oral prednisolons.
Neither intervention reguces the incidence of post-effusion
adhesions signilicanlly and most of our pleural palienis
wil} probably not benefil Irom corrective surgery due (0
lheir sero-status. The TB. emgyema/pyopreumothiorax
can be very problematic especially in H.LV. +ve patients
- il re-expansion is poor lotlowing closed inlercostal
tube drainage, our approach has been 10 insert 2 malecal
fube thoracosiomy and review for decorticalion/
pneumoneclomy at the end of irealmenl - garly removai
ol a dry ihoracosiomy is oflen the besl policy a5 -25% of
patienis al King George Hospilal will be lelt with a drain
atler decortication/pneumeneclomy and requife
thoracopiasty.

Furiher Reading

1) Rechler el 3. 1634 Dizgnasis of TB 1n palienis wih plevral effusion
in anarea ol H | V¥ infection and linied dragnostic lacililies’ Trop Geo.
Med 465 pp.293

2) Lez e12). 1968 Carsicosteraids in the lieatment of luberulous pleurisy
adouble-blind, placebo-controlled, randomized Sludy’ Chast 94:1256
3) Burgess LJ &t al. 1994 Epidemiological study of pleral effusions at
Tygerbesgh nospaat’ X1, South Afrgan Puimanology Socrety Congress
SAMS 8 (NYTT3
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‘Classicat Posi-1° P T.B"

é i -Commences in

‘vulnerable’broncho-
pulmonary segments
apifpost UL or api LL
-Cavitation
-Bronchogenic spread Lo
other parts of the same or
opposite lung

‘Miliary T.B”
‘Oid PTB.

- 1-2 mm generalised
homagenous'millet seed”
infifirales

-rgsults from haemalog
enous gissemination of 1°
orpost 1° PT.B.

- gverpenelraied views
under bright light may show
early lesions in outer rib
spaces

nterstitial infilirates
and loss of volume
-Calcilication

- Bronchiectalic
'lramlings’
-Oeslroyed lung'

LYMPH NODE T.B.

This is lhe commonest form of non-respiratory T.8.
and may te present in up lo 20% of H.LY. +ve TB.
patients. Generalised lymphadengpathy in our patienls
will usually represent follicuiar hyperpiasia as a
manifestalion of HIV - in cases where it is asymmetrical
or matted-feeling consider T.8. (though nole that
generalised lymphadenopathy from T.B. can be a
manifestation of haemategencus disseminalion and
bacillary load in such nodes may be high). Wide needle
(19G) aspiration of large nodes may yield a +ve A.F8.
smear in -30% of cases of proven T.8. lymphadenitis
and should be done on the ward or in Q.P.D. belore
praceeding io formal L.N. Biopsy. Macroscopic caseation
of the node to the naked eye has a 98+ % +ve predictive
vafue bul sensitivity of <B0% for cullure/hisiotogically
praven T.B.. In such cases trealment should be started
whilst histology/ cufture is being processed. Another
useful stralegy is 1o smear the cul surface of lhe nade on
aslide for AF8 slaining (yield ~50%). Nodes may enlarge,

‘Alypical P1B°
-LZ inhltrales
-Lymphadengpathy
-hilar
-R paralrachieal stripe
-3ono-pulmonary window
-sub-cannal
-refated to HIV, old age,
alcoholism or digbeles

==X
X

‘Prmary T.B”

-5mall 1°‘Ghon' fecus is
a1-2¢m nodule in any
area of he lung
-Enlargement of hllar
andfor mediasiinal nodes
follows usually with
sponlaneous resolulion
- Segmenizlficbar
collapse Irom bronchial
compression/ulceralion
of branchopreumonia
(rom ruplure of a node may
be complications.

X
[ENX

'Pleural T.8°

In ¢hildren, smail and
transient following 1°
jrection,

It adults, >50% ol 2
hemitharax and related
WH.IY

Charatleristic maniscus
or sfifl on decubius film

L A&
X

suppurale and form sinuses even on treatment and may
still be enlarged in 15+% al completion.

Furlher Reading

1) Bem elal 1953 The vahie of wide-needle aspiration in lhe diagnosis
of tuberculous lymphadenilis in Africa’ AIDS 71221

2) Perenboom el al 1954 ‘Diagnosis of tuberculous lymphadenitis in an
ared of H LV infection and fimiled diagnoslic facilities’ frap Gea Med
46:5 pp.298

PERICARDIAL T.B.

This is an increasing problem and oflen the most
promineni feature of disseminaled disease. It vsually
presents as a farge pericardial effusion somelimes with
lampanade bul an effusive-constrictive or straightiorward
constrictive picture may also occur. The cinical signs of
{amponade (Beck's triad - hypotension, raised jugular
venous pressure and distant heart sounds) should a/ways
be soughi. Signs thai shou'd suggest an element ol
constriction are prominenl dependeni or pulmonary



osdema, 13pid x and y descents in the JYP (which is
always raised) and a palpable pericardial knock fearly S,
jusl ater the second heari sound. CXR will demensirate
cargiomegaly alier ~ 250 ml have accumulaled and
calcification on lateralin some cases of conslriction. S/
5 giagnosis resls on demonstration o both anlerior and
pasterior echo-free (dark) areas belween the rignt and
lell venlricular lree walls and the echo-bright pericardium
which parsisi Ihroughout systole and diastole - this is
often easiesl Lo appreciate on M-mode. Some effusions
demonstiale prominent fibrinous adhesions/masses on
the epicardial surface. Precise quanlitation of eflusions
is not possible bul an echa-free space of >2 ¢m on eilher
side certainly represenis a ‘large’ eflsion and a space ¢l
<1¢ma‘small one. Collapse of the right-sided chambers
during diaslole is a highly specific and at least 80%
sensilive echo sign ol famponadebul need nol necessilale
aspiration in ilsell if ctinical signs ate definilely absent.
Signs of constriction on echo are difficull o interpre! for
the non-exper bul a paricarduim which is >4 mm thick
and a pericardial sac hull of echobright malerial are highly
suggestive.

Qur policy has been 10 freat all palients conservalively
initially with standard T.8. treatment and prednisolone
60 mg daily and Lo aspiraie only for signs of lamponade
af presentation or developing during freatment Delinitive
diagnosis really requires pericardial biopsy as the culture
of aspirales has a yield of only §0%. Prednisolone at
reduced dose shovld be conlinued for no Jonger thaa 3
weeks. Palients with refractory effusions or conslriclion
probably require refsrral for placement of a pericardial
window or pericardieciomy al an inlerval.

Further Reading

1) Slrang 416 21 31, 1988 Contiolled clinical triz) ol compleig open sur-
gicat drainage and of predrisolone in the treaimen of lberculous peri-
caraial eftusion in Transkei® Lacerii 759:63

2) Sliang JIG 1990 'Echoes Irom the third world: two dimensionai
echocardiogiaphy in a develaping country’ 5.4 M.JL 77:85

ABDOMINAL TUBERCULOSIS

The peritoneal lorm has been the commoner in our
praclice especially since the advent of HIY but we also
see Classic cases of twberculous enterilis which usually
affect the ileo-caecal junction presenting wilh a right siac
fossamass, pain and weighi 105s. Inmost of our patients
abdaminat infection is probably dug to M fuberculosis
bul some cases may slill be due to A4 bovis which is
always resistant [0 pyrazinamige though this probably
does nol alfect the adequacy of standard chemoiberapy.
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Perftoreal T.8. presents with abdominal swelling lrom
ascites or plastic pertonitis’. CXR may show associated
pulmonary TB. in <40%. U5/Smay contirm the presence
ol iluid, 1hickened/slellatefamarphous-lgoking
peritoneurm and mesenieric or retropesitoneal {ymph
nodesespecially in the pancreatic region. Cufture of ascitic
fiuid has an 80% yield but smear <5%. However, mos!
cases of exudative lymphocytic ascites warcan! a {rial of
T8. Ireaiment pending culture resulls, Probably the
quickesl way 1o confirm fhe giagnosis in the dry form is
to do a mini-laparolomy though periloneoscopy is
available at King Edward Hospital
Furiher Reading
1} Gilinsky N+ el 21, 1983 ‘Abdominal fubereulosis - a len year review'
SAMJ 64:22 0p 649
23 Shulla HS et al. 1982 ‘Pentoneat bropsy tor diagnosis ol
ahdominal ipberculosis' Postgraduate Medical Journal 58:226
3)Jain § et al 1995 'Diagnosts of abdominal T.B.- sonngraphic
lindings n palienls wilh garly disease’ Am. J. Aoentgenology
165:1397 ’

T.B. MENINGITIS

This is now the commonest form of bacterial
meningitis in Cape Town children and is a manifestalion
ol early disseminated disease. We are also seeing an
increasing number of cases in young adulls with HLV It
is characterised pathologically by #ck exudale in the
basal cisterns and vasculitis of the cerebral vesselswhich
may resull in fiydrocephalus and cerebral infarcts
respechvely. Symploms are often very non-specific n
the early slages (malaise, headache, lluctuations in
conscious level/personality) and will invariably have been
presenl lor more than fwo weeks, As the disease
progresses, the conscious leved steadily deleriorates and
neurological signs appear - commenly fiin, Vo ang Vin
palsiesand peripheral pareses ollenin conjunclion with
extrapysamidal signs. Signs of raised infracranial
pressureshould be carefully sought and monitored in all
patients Spinal asachnoiditis may alse bea complication
and is characterised Dy lower molor nevrone weakness
in a radicular dislribution, usually in the lower limbs.

The CXR 15 abnormal in al least 50% of patients in
mosl series. The lypical CSF findings are - raised protein
{(90+% of cases, iypically 2-4 g/gt}, maderalely high cell
count with lymphocylic predominance (<500 cells/mm®
in 90%, nofe that PNML s may predominale in <40% on
initial L.R) and low glucose. AFBs wiil be detecled on
smear in <20% unless large volumes of CSF are taken
(<10 ml - usually sale in TBM but not in olher more acule
meningitides} and conceniraled. The yield on cullyre is
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>85% and is highest on the first specimen.

TBM may be staged according to the British M.R.C.
system viz. stage ! - undisturbed consciousness, no
neurological signs, stage if - disturbad consciousness
but nol coma and focal nevrological signs, siage Hif -
coma +/- neurclogical signs (Ing chances of afull recovery
inthe Iast group are only ~ 20%). Standard chemotherapy
is adequate to ensure C.5.F. penetralion and should be
santinued for at least 12 monihs {substitute ethionamids
for ethambutol 1 children). Cerebraf tuberciitomala,
however,may develop/progress during lrealment and may
require 18-24 months. Prednisolone T mg /kg for adults
and 2 mg/kq for chifdren given for at least four weeks is
indfcated in patients with stage if or Iif disease and in
patients with a CSF prolein >5 g/df (Froin's syndrome)
and/or signs of arachnoiditis clinically. Palients who
deleriorale with suspected hydrocephalys should be
transferred lor .7 scanand assessment for V-P sfiunting.
Furher Reading
1} Danald PR 1996 Pagdiairic meningitis in the Western Cape Province
of South Alnga' S Trop. Paeds 42 258

2} Alarcon F el al. 1990 Tuberculous menngitis - short covrse chemo-
therapy Arch Newrof 47- 1313

SPINAL T.B.

This shows a bimodal age distribution with
predominantly paediatric or elderly cases. It presents
with chvonic back pain, a characleristic @ibbus’deformity
(~80+% +ve prediclive vaiue, most marked in thoracic
lesions) and varying stages of spinal cord involvement
resulting (rom vertebral coliapse or compression by a
paraspinal abscess. The radiological appearances include
disc-space parrowing ('discitis’), anferior wedging ol two
adjacent verlebra {from spread under lhe anterior
longitudinal ligament) and skip fesions with intervening
normas veriebrae - the average palient has 2-3 involved.
However, it is destruction of the posterior elements that
render (he spine unsiable. Soft lissue swelling may be
seen where there is a large accompanying cold abscess.
Definitive diagnosis can only bemadeon bone biopsy &
Ngwelezane o King George Hospital.

Palients with Frankel * A or B neurological lesions
should undergo spinal cord decompression as soon as
possible and patients wilh severe wedging of two adjacent
verlebra will aimost always require surgery to remedy
the imminent spinal collapse. All olher patients {including
Frankel Cs and Ds) are ireated with a month's friaf of
standard chemuotherapy and reviewed al King George
Hospital. Many ol ihese patients will be offered surgery
according lo their fitness lor operalion and nulrilional

status. Delayed surgery may be indicated for persistent
instability or collapse causing a severe deformity or
neurological delerioration - the 'Hong Kong' procedure
(radical anterior ggbridgment and bone grafling) is the

most frequently performed and successful operation.

Mosl patients are then maintained in a plaster jacket for

12-24 months until the bang graft is judged to have

fused at King George Hospital.

* Frankel classification of spinal injuries

m A -no sensory or motor function-

= B - sensory but no motor function

m G - sensory and motor function but not useful
® D - sensory and motor but-not normal

=m E- normal

Further Reading

1) Boachie-Adjel 0 and Sauiltante RG 1996 ‘Tuberculosis of the spine’
in Orihopaedic clinics of N. Amarica 27 Tpp 95

23 0gle JW 1994 Anquiar kyphosis as an indicator of the prevalence of

Potl’s Disease 1n Transker' SAM.L. 84614

DRUG TREATMENT
In Hospital

Adults Adults Children

<50 kg 50 kg

ISONIAZID (H) 250mg  300mg  15mgkg
RIFAMPICIN (R} 450 mg 600 mg 10 mg/kg
PYRAZINAMIDE (Z) 1500mg  2000mp 30 mgfkg
ETHAMBUTOL (E) 800mg 1200 mg

Given daily whilst in hospital; ail drugs are given in the
morning before faod (if possible). Children under 12 are
not prescribed sthambutol due to the risk of optic neuritis.

In Community {Twice weekly directly observed therapy)

Adults Adults Children

S0ky 5D kg <ilkg 10-15kg
ISONIAZID(H) 800 mg  900.mg 100mg  200mg
RIFAMPICIN'(R) 600mg 600mg 150 mg 150mg
PYRAZINAMIDE(Z)3000mg  3500mg  500mg  750mg
ETHAMBUTOL (E) 2000mg 2500mg - -

Children

16-20 21-25 26-30 - 31-35 kg
iISONIAZID(H) 300 mg 400 mg 400mg 500mg
RIFAMPICIN {(R) 150mg 300mg  300mg 300mg
PYRAZINAMIDE(Z}1000mg ~ 1250mg  1500mg 1500mg

ETHAMBUTOL () - - 7 5

Further Reading g
1) Davies GR et al. 1999 Twice weekly Directy Observed Trealment fo
HIV inlecled and uninfected Tuberculpsis palients Cohort sludy intural
South Alrica 405 13- 811

2)Connolly Cetal 1993 Relapseand moniably amongsl HIV infecied
and unintected palients with T8 successfully traated with twice weekly
Direclly Observed Therapy n rural South Afca’ AIDS 131543



CHALLENGE DOSES FOR SEVERE
HYPERSENSITIVITY

Many cutaneous reactions especially mild itching
{which is usually related to rifampicin) only reguire
prametnazine 25-50 mg nocle and for camphor cream/
calaming lalion. The same however is nol lrue for
hepalilis, which should always be taken sericusly -
neglecied hypersensilivity hepatitis in the community can
be latal so always try (o identify the oflending agent!
0ddly however, jaundice often dogs not recur when the
patienl is re-challenoed.

Day 1 Day 2 Day3d
ISONIAZID (H) 50 mg 300mg fult dose
RIFAMPICIN ® 75 mg 300 mg iull dose

PYRAZINAMIDE (2)
ETHAMBUTOL (E)

250 mg 1000 mq full dose
100 mg 500 mg f{ult dose

Escalate to full dose of one drug before adding \he Aext.

Furthes Reading

1} Birling 0 1982 "Agver se eftecis of aoti-luberculous drugs™ Drugs
2356

2) ZenL € 1934 Toxicily of anti-woerculous medication” 5.4/ £pf ang
fafgction 9(10:5

TN ENT
SEXUALLY TRANSMITTED

These ate very common in Hiabisa as in much of the
developing worid. As well 3s causing an acule iliness,
which is in ilself unpleasanl, STDs may become chironic
and complicated. The burden of these complications [alls
largely on women and includes ectopic pregrancy,
inferlilily, perinatal wastage ang chronic pelvic pain.
Furthermore, STDs of ALL kinds lacilitale (he ransmission
of HIV and it has been demonsirated Ihal imgraved
managemenl of STDs al Ihe primary care level can reduce
the incidence of HIV infection.

The incidence ol STO in Lhe population aged 15-49
years is estimated al 9%/year and we eslimate that ~ 25%
of adull lemales in the dislrict are harbouring an STD al
any ane lime. 50% are asymptomatic and only 250 women
segk Irgalmenl at clinics or GP surqeries each year - ol
these only 65% were judged to have been treaied
agequalely according to current provingial guidelines
STDs are widely held to he whula kaabamtu par excellence
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and lhe firsl consullalion will gfien be with a lraditional
healer - remember thal the palienl’s coneeplion of (he
iftness may be very different from yours in this case and
clear counselling is essenlial.

The prevalence of syphilis in anlenatal women is ~8%
and Ihis seems lo play a large part in our perinalal
mprtality. Other bacterial STDs especially chancroid (50%
of genital ulcers) are alsa very common. KwaZulu-Nalal
i5 an endemic [ocus for Granuloma Inguinale which may
¢ause chronic and desiruciive genital/grain ulceralion -
Genlamicin may be an efiective alterative for Lhis organism
incases of ireatment {ailuse with endhromygin. All isolales
ol N.gonorrhoeae in our area demonsirale high grade
penicilin resislance bul 90+% remain quinalone sensilive.

Iy is importanl to realize thal clinical examination alone
cannal effectively discriminate belween most STDs and
that at least 25% ol palients have more than one infeckion
Syndromic management is by lar the mosi cost-effective
and efficienl melhod, hesides being much more
canvenienl lor the palient,

1} GENITAL ULCERATION (BOTH SEXES)

Benzalhine penicilbn 2.4 Mu im stal + erlhyihromycin
500 mg g.ds p.o. for 5 days

In Ihose allergic to penicillin, erthylhromycin 500 mg
0.0.5. Jor 14 days

Aspirate any fluctuanl giands

2) URETHRAL DISCHARGE / SWOLLEN

TESTES

Ciprofloxacin 500 mg 0.0. stal + doxycytling 100 mg
0.d. p.0o. lor 7 days

3) VAGINAL DISCHARGE
SEXUALLY ACTIVE  NON- PREGNANT, PERI J POST-

PREGNANT MENCPAUSAL

Ciprolloxacin 500 mg p.o.slal « Metronidazote 29 p.o stal { nol

Doxycycling 100 mgb.d. toc 7 inlistrimesler j

days +Melionidazole 2ap o Ask Lo relurn - I pot beller

stal Celtriaxone 125 myp sial +
gryihromygin 500 mg 0 0. .85,
for 7 days

|

lclinical evigent ol candldasis Clo-trimazole 500 mg pessary

4) LOWER ABDOMINAL PAIN
Ciprofloxacin 500 mg stat + Doxycycling 100 mg b.d. for
7 days + Metronidazole 400 mg b.0. for 7 days (all p.o.}.

Treal partners ol 3 ang 4 as 2, and pariners of 2 as 3.
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As importanl as the drugs are the loltowing points -

" Do a WRan all patients and give a date for follow-up
|I‘me results will not be available the same day. If +ve,
give Benzaihine Penicillin 8 mi i m weekly for three
Weeks.

w Aboveall, ENSURE PRIVACY AND ADOPT A CARING
POSITIVE ATTITUDE. ’

» Tiytobe aware of your own preconceplions and tzke
the time to listen to any queries the palien! has.

COUNSELLING

m Emphasise that the disease is iransmitted specificaily
by sexual inlercourse.

w That someone suffering from such a
disease may be asymplomatic.

m That STDs can increase the risk of contracting HIV.
Offer a lest.

8 That you should take ALL the treatment (o ensure that
you are cured, even if your symptoms go away.

& Thal it is possible o infect your pariner again if you
to not.

m That for this reason you should abstain from sex or
use condems during the period of frealment.

CONDOM PROMOTION

m Gelacondom out of the packel and demonstrate how
to use itt

a (ive an adequate supply and tell the patient where
they are available.

Explain that condoms can prevent both STDs and HIV.

CONTACT TRACING AND TREATMENT

m Ask about Ihe number and present lacation of all
pariners within the last three moaths.

m Explain that though they have no symploms they are
probably all infected.

m Give contact cards and/or treatment for the patient fo
give 1o the pariners.

Futther Reading :
1) Grosskurth H et al 1995 Impac) o improved Ireatment of sexually
transmitled diseases on HIY infection in rural Tanzamia. randomised
controlled lrial' Lancel346; 530

2) Wiilkinsen [ 1958 'Unrecognised sexually iransmilled infections in
1ural Soulh African women: a hidden epdemic’ 8 WHO 77,22
3)Harnson Aetal 1998 Improving qualty of STD management in rural
South Alnca' AfDS 12:2329

Liver disease is 2 common cause of admission lothe
male medical ward. Liver hiopsies at Hiabisa 1995-1997
d‘emonslfaled cirthosis in 33%, steatosis in 20%,
siderosis in 15% and hepatitis/porial tract milammation
or fibrosis in 33%. Heapatocaliular carcinomas were
wice as common in this seriss as either
cholangiocarcinomas or metastases, and are probably
under-represenisd. Various agtiological factors
contribute to Ihe prevalence of liver disease in gur hospilal;
m Viral hepalitis and ils complicalions - the HepB carrier

_rale is ~19% and most of (he communily acquire the
infection horizontally before the ageof 4. ltisnow the
target of a national immunisahon programme. The
HepC carrier rate is ~1% but his virus has recently
been demonstrated to conlribute disproportionately
1o chronic liver disease/cirrhosis al KingEdward
Hospital.

m Alcohol - although isizerl (sorghum/maize beer) has

relatively low aicohol conlent {2-3%) ather much more
potent home-made spirits (30+%°) are widely available
e.Q isigatha

m Siderosis (traditionally common feature of liver

biopsies in Alrican mer, possibly related to iron
overioad {rom cooking pots and a polygenic
predisposition. Porphyria cutanea larda may be an
associated clinical feature.)

m Other less common aetiologies of chronic liver disease
include granulomatous hepalitis resulting from
schislosomiasis or tubsrculosis and veno-occlusive
disease (i.v.c. webs and Budd-Chiari type syndromes)
Painful tepatomegaly should always raise the
suspicion of amoehic liver abscess or hepalacellular
carcingma. Tuberculosis is also a relatively common
cause of unexplained hepatomegaly in adults. [n
children, mild hepatomegaly is 2 common finding
and will oiten be the result of kuppfer cell hyperplasia
from repeated infections/infesiations.

a Biliary obslruction in younger patienis may be related
to wandering as¢arids but in older patients more often
io gailstones or pancrealic malignancy,

Qur patients oflen present iate with gross ascites bul

excepting gynaecomastia, leuconychia ang subile skin

changes, signs of chronic liver disease will usuaily be
abseni.



Investigations

m Routine work-up Should always inciude LFTs, U/ & £s
and INR. Imporant differentials of primary Jiver
gisease in the jaundiced patient are malaria (ParaSighi
F) and haemolytic anaemia (Hb, Retic count and diplest
unnz2 for vrobilinogen/bilisubin]. Always exclude
cardiac (ailure/consliiclive pericardilis in cases of
asciles and diplest Ibe uning 1or protein 10 eliminate
nephrotic Syndrome.

w Liver J5/Sis uselul in almost all cases excepting lhe
jaundiced patient under 20 with typica! transaminitis
who almos| always has an acule HepA or B hepaliis.
Interpreiation of parenchymal patierns needs some
experience bul a qrossly fatty fivar oc auliary
granutomas produce a brightly echogenic enlarged
{iverand are hard fo miss. Cirrfiogis is characlerised
by a smatf bright fiver with an irregular "morse-coge’
appearance to the edge, a relatively enfarged caudale
fobe and atrophy of the gail bladder bed. Signs ol
portal hypertensionaré - porlal vein >1.5 cm, spienic
vein >1 ¢m and splenomegaly (>3 ¢ in contacl with
the abdominal wall}.

Biliary obstructionis characierised by lhe appearance
of the 'paraflet chamnels/ double-barrel sholgurt signs
In the parenchyma rapresenting normally invisible 3¢
bile ducls running alongside peripheral portal veins. The
upper limit of normal lor the common bile duct diameler
is (1.6 cm -~ gall bladder dilatation is nol a reliable sign of
biliary obslruclion.

Cysts in the liver are charactenised by the following
properlies - ifiey appear round irrespeclive of beam
direclion, the posterior wall is dislincl with posterior
enhancement of echoes due 10 passage of Lhe beam
ihrough Nuid. Many cysts have no internal echoes bul
1he Mmosi Common ¢ause in our Praclice is amoebic hiver
abiscesswhich lrequently demonsirales shifing material
inside the cysl.

Maiastases and hepaloceliular carcinomas vary in
appearance depending largely on their size. There arg no
absolulely palhcgnomonic appearances of hepatoma and
(1 can he easily confused with metaslases aspecially if
advanced with haemorrhage and necrosis giving rise to
‘mosaicilom’ or buils-eye’ appearance. On the oiher hand
large cenlral cavilies are uncommon in HCC and typically
resull fron metastalic pelvic malignancy.

MEGIGIME 7%

m Ascific fap should be performed under aseptic
conditions in mosl cases of ascites as a diagnoslic
mandeuvre -

Prolgin eslimation
Celt Counl, Glucose

<N

Serum-Ascites albumin  Serum-Asciles albumin
gradient <1.1 gragient >1.1

»250/mm’ »>250/mm?  »250/mmy
PHMLS Lymphocyles +ve cylology
Glu low Giunormal e AFP
+ve Gram »vg periloneal
or Culiure biopsy
W

Cirrhosis Sponlaneoys

Hypoalouminagmia  Bacterial 1B. Maligrancy

ttom olber causes Perionitis

m Cerlain 2ad Hine investigations can be carcied outin
Durban. a-fogtoprotein is available in cases where
H.C.C. is suspected and is +ve in 60%, especially
younger patients. Where a viral aeliology is Suspecled
arder HepA IgM, HepB sAg sic. and HepC ELISA.

w Liver blopsy is the delinilive investigation it mast
¢ases bul may be withheld where there is a clear history
ol alcahol excess or obviously advaaced malignancy
(esp. if o-F Psve). [1should not be done in jaundiced
patients with deranged clotting or in the presence af
biliary obstruction.

w Peritoneal biopsy under LA, 15 the quickest way of
delinitively diagnosing palienls who present wiih
undiagnosed exudative ascites and leatures suspicious
0l T8. onUS/S e.q. thickened peritoneym, abdominal
lymphadenopalhy. 1L is essenlial thal the ascites is
well-controlied pre-op.

Management

m Ascifes should be managed by bed-rest and a 500
myg/ day sall resteiction iniliatly. Patienls wha fail to
respond may be managed with Divrelics
{Spironolactong 100 mg/day tilraled to response up
fo 400 mg/day is mosl effective. Avoid diuretic
combinalions and den’ aim 1o diurese faster than ~ i
kq/cay except in patients who have peripheral
pedema.)Paracentesis (No more than 1.5 atatimein
the nan-oedematous patient ¢niess you aiso give
alburmin 40 q after each (ap but up 10 5 | may be safe
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in the patient wilh peripheral oedsma. In balh cases,
monitar the B.P. aflerwards and have a line in}

m Jolal abstinence from alcohol . Temporary admission
wilh diazeparn prophylaxis and thiamine supplements
may be the only way [0 achieve Lhis.

m Carelul prescribing!

m Specific management is possible only [or @ minority
of our patients (T.B. trealment, retiel of biliary
obstrugction al £.R.C.P., chemoiherapy/aspiration ol
A.LA}. Patients with vira! hepatitis are not roulinely
followed up as HbeAg +ve patienis spontanecusly
revert at a rale of 5-10% per year and interferon -
therapy can only be offered to young patienls with
severe chronic aclive hepatitis B who have a good
chan¢e of cure. The prognosis of patients with
cirrhosis can be estimated from the Child's - Pugh
classification -

Points scored for ingreasing abnormalities
1. 2 3

Encephalopathy (arade) None 12 34
Astiles None  Mili Mod/Severe
Bllirabin {pmot/) <25 25-40 40
Albumin (g/) 235  28-35 <28

Prothrombin ime {s prolonged). ~ 1-4.  4-6 6

Grade A = 5-6, _Grade B=7-9 Grade C=10-15

Palienls admitted with decompensaled/end stage liver
disease should be admitted to 1.C.U.. Give:

oral neornycin 1-2 gms & hourly

lactulose 10-30 mis 8 haurly

proiein - free diel

intravengus vitamin K 10 mg/day

vilamin B complex, 2 mls in each bag of fluid
continuous dexlrose 10 % infusion

siop all diuretics

precipitants such as S.B.P or G.1. bleeding shoulid be
logked for. Celtriaxone should be stared il S.B.P. is
suspected clinically/on tap.

Furher Reading

1) Gines P 1937 'Comparison of paracentesis and diurelics i the treatment
of cirrhotics with lense ascites - resubis of a randomised study’
Gastroenterofogy 93:234

2} Menzies el al. 1986 “Tuberculous perilonilis in Lesothe’ Fubercle
6747

3} Abdool Karim el al. 1983 ‘Hepalilis C inlection in urban and fural
KwaZutuMatal' S 4 M4 83191

4) Parakh D et al. 1987 "Gall slone disease among black Soulh Afticans’
SAMS 7223

5) Maharay B et al. 1986 'Causes of hepatomegaly al KEH VIll hospital,
Durban A prospective study of 240 black palienls” SA.M.J. 69:183

=ML K=

CARDIAC FAILURE
This condition accounted for - 5.2% 0f non-TB medical

admissions and was twice as common in women in a

survey conducled 8l the end of 1996. 35% of cases were

admilled in AF. Almost 40% were allributed to
hyperlensive hearl disease (high 8P af presentalion, LVH)
and ~ 25% to rheumatic heart disease (Murmurgcho

gvidence ol valve abnormalities). The remaining 35%

were probably due to ldionathic dilaled cardiomyopalhy

{DCMO). 1l was notable that in women pericardial TB

accounted for almosl as many admissions as all other

causes of acquired hearl disease put together (see T8
section for management).

m [schaemic heart disease remaing rare in our dislricl
but is gaining in prevalence in urbanised black South
Africans. We also see a significant number of patients
with right-sided failure due te pulmonary hyperiension
olten from advanced valvular or primary lung disease.

= Rheumatic Heart disease accounts for - 20% of
cardiac disease in RSA wilh a prevalence of - 7/1000
in the age group 2-18 years. Mixed mitral valve
disease/pure mitral requrgitation are lhe commonest
lesions. Hyperiensive heart disease is diagnosed in
15+% of aulopsies for cardiovascular disease in RSA.
A proporlion of such cases present clinically in a
normatensive phase and can be difficult to distinguish
from idiopathic dilaled cardiomyopathy - this is a
cormon entity in black South Alricans and is thoughi
to resuil from a combination of mainulrition, alcohol
excess and possibly viral myocarditis. In males it will
often be associaled wilh liver disease. Il is not due
solely to thiamine deficiency and the classic
presentation of ‘wel beri-beri’ is rarely seen bul many
of our patienis have predominantly right -sided
symploms. 'Shoshun’ beri-beri with a low-oulpul state
has also been resognised in urban black South
Alricans and responds dramalically to thiamine.
Periparlum cardiomyopathy (<3 months post-
partum) occurs 1/1000 deliveries in KwaZulu-Natal.
These cases may just reflect lhe underlying disposition
ol 1he community to develop idiopathic
cardiomyopathy under the haemodynamic stress of
1he peri-partum period - alihough it will resolve in
two-1hirds, about 50% will relapse in subsequent
pregnancies.



Managemeni
ACUTE

Sil the patient up, give 35+% Oxygen by mask

Give Frusemide 40-80 mg siowly 1.v.

Add Morphine 5-10mg slowly iy, if severe lell-5idec
symploms.

Glyceryl Trinifrate by conlinuoys i.v. infusian {al an
initial rale of Y00u g/min and decreased according to
clinical response and ihe palient’s B.P.) may be used
for resislant putmonary cedema where the systalic
B.P. >80 mm Hg. If this is nol available substitule one
amg lablet sublingually.

I{ 8P is high and not controlled by GTN infusion, use
Hydialazing 25-50 mg b.d. orafly 10 bring dizsiolic
down <100 mm Hg.

1t Syslolic BP <90 mm Bg slat a ‘cardiac dose’
Doparmine inlusion a1 10ug/kg/min and increase by
Spaskg/min every 15 minules lo 3 maximuar of 20 g/
kg/min unlif systelic >100 mm Ha. If response is
poar, slart an Adrenating infusion 0.05 - Sug/kg/
min. Either inotrope sheuld ideally be given via 2
central vein,

If a precipilaling aryihmia is presenl il is usually
Atnial Fibriilalion. Confirm this on ECG. If the palient
i§ not alrsady digilalised give F mg Digaxinin 100 mi
of fluid i.v over two haurs, 1 \he silyation is not 5o
acule consides rapid oral digitalisalion instead (0.5
mg 12hrly X2 then 0.25 mg 12 hriy X4). Maintain
with a single daily dose of up 16 0.25 mg according io
fale.

In suspecied beri-beri give Thiamine 50mg i v 8hrly
{or 24 howrs Ihen 10 mg t.d s. orally

In “last ditch’ cases consider veagsection ol 250 ml
blood.

CHRONIC/MAINTENANCE

Establish the diagnosis - Ine mos! reliable indicalors
ol pre-existing hypertension are retinopathy,
typertension al presentalion/arising after slabihsalion
and Left Ventricular Hyperrophy on Echo (LY seplal
of free wall hickness >11 mm) The S may be loud
andan S, may be present. The typical signs ol dilated
cardipmyopathy on echo are gross dilalalion {End
diaslolc grameter »5.6 ¢m) and a low cardiac oulput
(Eiection Fraction <40%. flat aortic root motion) wilh
2 normal wall thickness. S, is typically solt and an S,
may be heard. Regurgilant valve lesions are commonly
oresent in severe DCMO bul 1he presence of obvicus
stenosis or valvylas ihickening definilely establishes
the aetiology as Rheumalic
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m ACE Infubitors should be consigered in all patients

with chronic cardiac laiiure - be calious if the crealinine
is >200ng/ of the 8.2 <100 mm Hg and remermber
lo withdraw any potassium -sparing diuretics. ACE
inhibilors are contra-indicated in patients with slenolic
valvular lesions. Enalapril 2.5 mg initially increased
to 5-20 mg once daily is Ihe drug ol choice.

With the exceplion of patienis wilh symplomatic Aorlic
Stenosis who should be vigently ceferred, Ing timing
ol surgery lor valvular lesions depends an the patient’s
NYHA grade’. All patients with Rheumatic Hearl
Disease should hawever be booked lor assessmen al
Wentworth af oresentalion (appoiniments lor new
patienls oflen 1ake 3 monihs) Pure Milrai slenoses
will usually underge balloon valvuloplasly whereas
in MMVD/MR where the valve annulys is damaged
cpen repair is aliempted. In many cases this is nol
possible and Ihe success of iepair degends on how
well rheumalic aclivily is confrolied pre-op. MV
replacement is in praciice ollen carned oul at an ariy
slage even in young patients, usually wilh a St. Jude
prasthesis (parcing grafis have a life span as short as
2 years in younger patients due lo severe calcilicalion),
Refractory Cardiac Fallure - Where dwiresis with loop
divretics and ACE Inhibilors s no! salisfaclory
consider adding Jow dose thiazides (e.0.
Rydrochlorolhiazde 25 mg or Melolazone 2.5 mg
allernale days), or fow dose spironolaclone,

w n some iiraclable paiients addition of low-dose -

blockade may be beneficial (through up-regulaling
B-receptors or as prophyiaxis vs. VI) byt should
only be siarted in hospital e.g. meloprolpt 12.5 mg
once daify.

Digitalisation for patients fn smus riyihm may have a
+ve inolropic effect 10 <25%.

Anticoagulation in palients with cardiomyopathy
should prabably be reserved [or those with suspécied
embalic phenomena or lrank mural lhromposis on
gcho. Patienls with valve replacements need only be
mainlained 2! an INR of 2.0-2.5 {(+/- Dypridamole) -
this level is probably associaled wilh a raie of vaive
obstruclion due 1o theombogis of < 1%/year withoul
serious risk of bleeding. In vety unreliable patients,
low dase (2-5 mg) anticoaguiation without INR conlral
should be considered

* New York Heart Association Funclional Classification
-1 Symptom free for normal activity, Il Minor fimitation
of aclivity, 1§l Marked limitalion of activily, IV
Symptoms at rest or on minimal exertion.
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Funher Reading

1) Sirang JI 1996 The management of palienis with Rheumatic vaivuiar
tiearl disease in rural communilies” S.A.M.J. 86'53 C 160-164

2) CONSENSUS Trial Study Group 1987 * Etfects of Enalapril on martality
1N Severe congestive heart failure” M.EJ M 316:1429

3) Eifects of Meloprolol CRAL in chronic heart lature: Meloprolol CRY
XL randomised intervention trial in congestive heart failure {MERIT-HF}
Lancer 1999 353:2001

4)Jaeschke etal 1989 To what extent do patients in sinus rhythm benelil
{rom digoxin therapy. A systematic overview and mela-analysis’ Am.J.
Med. 88:279

5) Wisenbaugh et ai, 1994 *Predictors ol ouicome afler valve replacement
for theuratic miiral regurgitation in the era of chordal preservaiion’
Crculation 89

6} Desai 0 et al. 1995 Periparlum cardiomyopathy: experiences at King
Edward Vil Hospilal, Durban, South Alrica, and 2 review of the literature
Trop.Ooc. 25 118

RHEUMATIC FEVER AND HEART DISEASE
Rheumalic hear! disease s the mosl common form of
acquired hearl disease in childrenfyourg adults in our
praclice and Ihe major causg of cardiovascular death in
the first five decades of lile in RSA. The average age at
presentalion is ~23 years. 30% of patients with acude
Rheurmalic leverare under 15though the disease is rare
befow age 4 years. Cardilis is more severe and carries a
-gr mortality in developing countries. African palients
Al acule Rheumatic fever rrely demonstrate nodules,
“arga or erythema marginatum, which should be
inesnbered when applying the Jones Criteria (See below).

Aboul 2/3 give a fistery of sore throat in the precedmﬁ

3weeks. Throat swabs are +ve for Gp A, B-haemolyticstrep

in <20% bul may only represent carriage. ASQ fitres 250
havea sensilivity of <85% bul a specificity ofal best 85%in
children in developing counlries.  Some palients may

presenl iate with bona fide active carditis with few/no olher
manifestations. The dominant fgsion is usually MARand in
the acute phase is generally poorly toleraied with an
unprepared e atrium - it may somelimes create a vicious
circle of ongoing rheumatic activity unlil surgically
corrected. Mitral vatve profapse in our patients is usually
related 1o Rheumatic heart disease -it is a less benign
condition with 3 different pathology Irom that found in
Europe-it is commonly associaled wilh de facfo MR
{Barlow’s syndrome}. Palients with acute Rheumaiic Fever
should be bed-rested uniif the ESR is normaf for 2 weeks
{90% subside within 12 weeks). Aspirin may be used for
analgesia bul does not influence the course of the iliness.
The only indication for steroids is life-thieatening carditis.
Ali patients with valvular lesions clinically should be referred
for assessment at Cardiac clinic (WWH).

Penicitiin 250 mg q.d 5. should be given lo eliminate
any concomilani streptococcal infection at the lime of
presentation. The mosl eflective means f fong lerm
we have generally used Penicillin ¥V 250 mg b.d. p.0. (but
evenwith active follow-up al leasl 15% will default trealment
by one year). It is recommended that this should continue
Lntil age 21 following an attack of uncomplicaled Rheumatic
Fever and < 30 yeass in e pre<ence of frank Riiumatic
Heart disease.

Furthe. Reading

1) Haflejee [ 1992 ‘Rheumatic Fever and Bheumalic Hearl Disease the
current stalus of its immunalogy, diagnastic crlera and prophbylans’
0./ Med 84 305 p 641

2) McLaren hJ 1875 Epidemiology of Rheurmatic heart diseass in black
schoglchildren of Sowelo, Johannesburg' 8.0,/ 3(5981) 474

INFECTIVE ENDOCARDITIS

Always athreat in a populalion with such a high incidence
of theumalic vaivulopathy and poor oral ygiene- however,
il may atso occur in patienls with milcal valve prolapse or
aoriic sclerosis. in a UK. series underlying heart disease
had nol been detected previously in ~40% of patients -
gon' let the source of the bacteraemiz (2.9. pyomyosilis,
pelvic sepsis) put the possibitily of endocardilis out of your
mind. It remains a disease of young people in our setling.
in African series, Ihe presentation is ofen lalewith over half
presenting in heart failure and a mortafity of 40+ %.

The Duke Crileria may be quile useful in making a logical
clinical diagnosis. Recovery rates [rom blood cultures at
Hiabisa have been poor - where such facilities are available
~95% are +ve on the first culture. We have had 1o rely morg
on clinical signs - {ever, proximal spiinter haemormages,
microscopic haemaluria and ESR (raised in 90%). There



may be an accompanying hypergamma globuliraemia and
+ve Rheumaloid faclor in <50%. B-Mode echo has 3
sensitivity of <80% In detecting the presence of vegelations
(esp. »10 mm milraf} relates ta Lhe risk of embolisation and
mortality

1} e b!aed culture with iwrmi micio- Gl_D,al'HS’ﬂE Le

SIrep vmd;ru_s, s!aphamusat&-aersfsteilﬂy pesziwe

l Fever >38° :
Vascuiaf phenomena: aﬂeuai emt}ciism seatic
puimonary infarcts, mycotic aneurysm intvacranial

. haemgrthage, Janeway lesions: >

n maamugwal MBI}DHEHB!‘GSMT’S ned S

' Gmmewionepﬂruls :

m_ Echo: consistent with LE. utm%nwelmgmlorc;m

ll +E hi{}ed culture bm i‘tﬂ! nmehng malm cmeua

Rothsp

Definite endocarditis = 2 majolf3 mmar+ lmajor /
sminor/ | E rejecied = firm alternative diagnosis
Clinical resolulion m <4 days

Subacuie cases wih no evidence of embolisalion
(probably sireplococca!} should receive Penicillin G 2-4
Mu 4 hrly + Genlamicin 3mg/kg once daily iof 4 weeks.
In more severe cases (possibly staphylococeal) give
Cloxacillin 2g 4 hriy + Genfamicin as above. Palients
with prosthelic vaive endocardis should be referced as
should palienls with worsening cardiac farlure of those
whose fever persists or recurs after 1 week of lrealment.
further Reading
1) Bayef et al. 1994 Evaluanion of ngw chaical criteria for the diagnesis of
Inlective Endacardilis’ Am.J Meg 85211
2) Marlinetal. 1980 Clinical utility of two-dimensional echocar diography

in Inlective Fndocarding Am.J. Cargiol 46:37%
IySomers elal 1972 Infective Endocardilis - 30 Alrizan expenence’ 8

Hesrt J 341107
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COMMUNITY-ACQUIRED PNEUMONIA

The principal pathogens are S.preumoniaeand non-
encapsulaled H.influenzae. Moraxetlaspp. constitule <1%
olisolales, and though Kiebsieflz spp are recognised as
causing community-acquired severe lobar pneumaonia
in lil young adulis in Soulh Africa_ these are also
recovered in <1% of all cases Serological sludies suggest
that <20% of CAPS may be related to ‘atypical organisms'
esp C.preumoniae but Iheir signiflicance is dilficull to
inlerpeel. There is virtually no high-grade penicillin
resislance amongst Incal preumocorci and since
Moraxeffaand encapsulaled Hacmophifusspecies are 50
uncommen, penicillin remains the drug of ficst choice
{or CAP in our dislricl.

Clinical indicators of severily are - R.R. >30/min,
Systolic B.F <90 mmHg, Toc »38.3 °c, aliered
CONSGioUSNess, Lyanasis and involvement of >1 lobe.
Adait all such patients to .C.U
a f non-severe give Amoxycitin 500 mg 0.0. 8 hely.
w |l severe give Benzylpeniciliin 2-4 Mu (1.2-24 g} i.v

6 hily.

In the aver 60s ol in patients will chronic chest disease
204 Genlamicin 4 mg/kgn a single daily dose or swilch
Io Cellriaxone {Gram negative colonisation/pneumonia
is probably more comman in Lhis group}.

CHRONIC COUGH

In patients presenling with cough lasling >3/52, 18
is always the firsi differential Alibough more than half of
our chest patienls arg smokers, rates ol bronghial
carcinoma in black men are sill relatively low (13 per
105 y1} However, we do ollen see palients with Chronic
Obslructive Airways disgase. There are also plenty of
respiratary cripples in our district wilh camplications of
prior childhood chesl sepsis or TB. This is usually
manilesied clinically as bronchieclasis wilh mgi-lime/
morning spulum produclion o Ihe typical tuberculous
‘deslroyed lung’ wilh dry cough and dyspnoea. Be sure
1o lake an occupalionat Mstoty 2s silicosis etc. are
compensable.

In oyr palients who are smear negalive for 1B, a fa//ed
trial of Amoxycitiin (assessed according to the clinical
response along) in 2 palienl with an Hb <10 g/d/ has a
+ve prediclive value of 81% for culiure +ve TB However
ihere are cerlain clirical provisos 10 be remembgred when
applying Ihis approach -

=h3i=
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m In older AFB negative smokers with evidence of
hyperinitalion on the CXR and wheezing, the next
diagnostic manoeuvre is an inpafient trial of steroids
+{- bronchodifators.

= An AFB negative smoker with a coliapsed lobe which
fafls to respond radiologically lo antibiolics in ihree
weeks should be referred for bronchoscopy.

m Palients wilh bronchiectasis will somelimes
demaonstrate typical tram-line/gloved finger
appearances on CXR and characteristic postural
expectorationespecially at nighl/in the morning. They
are aiso typicaily clubbad allhough Ihis may also occur
as a manifeslation of TB alone. These patients usually
respond poorly to Penicillins owing lo gram negative
especiatly Pseudomonas colfonisation - our only
option in this siluation is oral Ciproffoxacin 500 mg
&.d. {although 8 combination of Ceftriaxone and
Gentamicin may be effeclive against other gram
negative organisms).

m Chronic Destructive Pneumonia due 1o anaerobes is
a recognised entity in Soulh Alrica. Il may mimic
luberculosis, bul responds to addition of
chigramphenicol or metronidazole.

In practice, il is quite often decided loinitiale a friafof 78
treatment’- be clear that this is nof a final diagnosis and
(hat compasison of our clinical perlormance against TB
culture results in Lhe past shows thal we are wrong almost
50% of the time! Such palients should be gritically
reviewed three weeks after siarting their lreatmen! and
further investigalions initiated as appropriate.

Posterior Segment
Upper Lobe

Superior
Segmenl
Lower Lobe

ASPIRATION - VULNERABLE BRONCHOPULMONARY SEGMENTS

EMPYEMA

All pleural effusions should be lapped to exclude
this. Most will be related to complicalions of baclerial
pheumaonia but we recover AFBs on smear from spulum
or pus in & number. A empyemas should be drained (o
dryness by chest tube and given penicillin. The tube
shoulo be at least 28F and inserted no fower than the
4ffy5ih 1.C.S. (~ nipple level) in Lhe mid-axiliary ling -

this should drain the pus as effectively as a tube sited any
lower provided the lip is placed in the most dependenl
area. |n some cases re-expansion of the lung is nol
possible and these patients should be referred o
Cardiothoracics al Xing George Hospital for assessment
1e. decorication and for thoracostomy .

LUNG ABSCESS

This condition is thought fo relate to aspiration of
infected secrelions during periods of unconsciousness
and the typical risk-groups are glcoholics and epileplics
- we do see cases in previously weli peaple and this may
be due to the generally poor stalg ol dental hygiene in
our patients. The typical sites are the superior segment
of the lower fobe and the posterior segment of the upper
fobe, usually an the right . It may be ofien complicated by
empyema or massive hasmoplysis. Give Peniciltin G 2-4
Mu 6 hidy i.v: unlil definite clinical inprovement. If progress
is slow, add iv chloramphenicoi 1 gm 6 hourly. Continue
orai amoxyeiifin (or up 10 3 months.

Fusther Aeading

1 S.A Pulmonglogy Sociely 1957 "Management of communily-
aoquired preumonia in adults S.A M./ 86:1152

2yBartletl JG and Gorbach SL 1975 Trealmenl of aspiration pneumonia
and pnimary lung abscess. Penicillin G vs. Clindamycin' JAMA,
23493935

3}Hyde J gial. 1997 Beducing mortmdity lrom chest drains” (Edilorial)
BMJ 314914

4) Seotl JAG el al, 2000 ‘Activlogy, outcome and risk faclors for mortality
in adults with acute pneumonia in Kenya' Lancef 355:1285
5)yWilkinson, 0. g al. 2000 Tnial ¢f anlibrolics for the diagnosis of T8 in
a disirict hospitai in @ developing country with high HIV prevalente’
It S b Lung Ds. 4513
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» Anaemia of chronic disease . Normocytic (MCV 80-
85) Extremely common and associated particulary with
TB and HIV. No evidence Lhat vitamins/iron are helpfui,
allhough they are often given. A narmocytic anagmia in
the absence of disease may be due 1o mixed iron and
Bi2fiolate deficiency. In patienls with chronic chest
sympterms, a normocytic anaemia is a helplul diagnostic
indicator of TB.

o Microcytic anaemia. {MCV <80, MCH <27). lron
deliciency. Most commanly due to dietacy deficiency.
Hookworms conlribute, but are probabily not sufficient
to cause anaemia in the ahsence of malnulrition. Meats
and green vegetables are the importanl sources of iron,



but in meat il is much more easily absorbed.
Absorptipn of iron from vegetable sources is improved
by vitamin Ci.e. citrus frvils. Consider schistosomiasis,
menorrhagia, or G1loss, parlicularly in Ihe elderly. QOral
iron iherapy should be given lor leng enough la correcl
[heanaemia and replenish body slores, which means 4-
6 monlhs, FeS04 given bd is batter lolerated than tds.
The Hb stiould rise by about 2g/d) every 3/52.
Indications for transfusion are
= conlinuing blood loss
= (BQuiring operation/procedure
= cardiac failure or severely debilitaled with marked
danagimia.
There i no a priori reason (hat an Hb as low as 4 needs
[ be transfused in the absence ol he above.
u Macrocytic anaemia  (MVC >95)
Alvays ask about alcohol intake. Other causes shou'td be
considered than B12 and folate deficiency- reliculocytosis
{haemorrhage/haemolysis)
+  liver disease aside from alcohol
= phenytoin (inlerlergs wilh lolate)
» aplastic anaemig and myelodysplastic syndromes
and myetoma

Do not iranluse (hese palients as this can ¢ause
circutalory overload and hey respond quickly o vitamin
repiacements.

Ask for a bload lilm (with reliculocyte counl- normal
<2%) and B12 and red cell folale levels belore starting
vilamins. Il 1he blood lilm shows hypetsegmented
neutraphils, or if the B12 level is low, then consider
pafnicicus anaemia ang send bload lor anliparietat cell
and intrinsic (actor anlibodiss.

Treal with vilamin Beo. strong tablets. Be aware thal
in parnicious anaemia, and small bowel disease {Dling
loop syndrome, crohns elc), there will be no response.
High dose folic acid -5mg od for four monlhs and
hydroxycobatamin 1mg im daily for one week can De
given and Lhe patient reviewed with [he vilamin levels. A
Schilling tesl should be booked in Ourban in B12
deficiency, and Gl invesligation may ba warranted. Giving
parenteral B12 will nol interlere with the Schilling test.

» Haemolysls. There is an exhauslive list, but acquired
haemolytic anaemias esg. maiaria and auloimmune
dug Lo infeclion e.g. pneumococcus o lymphoma/
leukaemia/SLE should be considered. Methyi dopa
can cause adrug-induced AHHA. Check the reliculocyte
count, urinary urobilinogen and then Coombs fest in
suspecied AlHA. Discuss with haemalologist.
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| ASTHMA |

Asihma is a common ane polentially fatal condilion
in our dislrict. Africa asthmalics have iraditionatly been
lound lo have low Igk fevels and a low incidence of allergic
thinilis and eczema though ~75% demonstrate prick-
test positivily to at least one anligen. Rural populations
may be relalively protecled by high levels of blocking IgE
aniibodies 1o gui helminlhs bul urbanised biack asthmatics
show clinical features not dissimilar to Europaans. Atopy
in our palients is uncomman and most patienis have
late-onset disease ~65% of asthrmalics allending our
chronic medical clinic have previously been admilied
and most patients wilh severe aslhma present late. Conirol
in the community presenls considerable problems. A
survey in 1997 demonstrated thal - 15% ol putpalienls
could be judged as ‘controlled” an Lhe basis ol symploms
especially nocturnal coughing and hat hall of hese
palients were on mainienance prednisolone Only 2/3 ol
palients previously admilled were on inhaled stercids
and in most the dose was only 200 (g /day. Many patients
slruggle 1o masler inhaler technigue but almest all are
capable ol using a spacer device.

Diagnosis

Chronic dry cough 15 [he mosl common Sympiom,

especialiy ai night. Wheeze withoul cough is very

ungommon. Not all Ihal wheezes is asthma!

The important diflerertials are

» Childhood wheezing - as mary as S0% of the under
55 wheeze al some lime, almost always refated 10
respiratory virus infeclion. The vasl majorily will be
wheeze-free by age 5 and cannot be considered 1o
have asthrna. However Ihe more severe and persislenl
the wheeze Lhe more certain a diagnosts 0f subsequent
aslhma becomes.

m Tubercuosis - this is subsequently found to be lhe
diagnosis in as many as 8% of asthmatics ai referral
centres and could be even higher in our district.

s Logfiler’s syndrome - may be @ commen cause in
children and will be characterised by a high eosinophil
couni and pulmonary infiltrates. Ascans ova may be
present in the slools.

» Jccupational - especially miners and sugar workers.
They may be enlitled to compensation. No palient
should be starled on oral/inhaled steroids wilhout
criticat chnical evaluation and a CXR. Give a 1-2 week



86 MEDICINE

{rial of Prednisolone (0.5mg/kg in children or 30mg
in adulls - no need to tail ofl dosage) and review in
OPD/CMC clinic. A goad response to steroids
indicates airways reversibility and consequently
asthma.

Management

CHRONIC ASTHMA

m Base your treatment decisions on the patients’ abililies,
bul in general, inhalers are lhe ideal. All inhaiers
should be given with a spacer (made from large plastic
bolile) initially until good technique can be ciearly
shown, Spacers reduce pharyngeal deposilion of
particles and reduce dysphonia and oral candidiasis
with inhaled steroids. Any patients who require more
than & few putfs/ day of B, agonist, or who have
troublesome night-time symploms require inkialed
sleroids. Giving a dose of salbutamol before the
steroid bronchodilates and improves lung deposition
of steroid.

Inhaled (3, agonisl
(salbutama! 100ug MOI1) 2 pufls p.r.n. Shily

\

Inhaied steroids
{Budesonide 100ug MO} 2 pulls 12 hrly*

s

Increase the dose of inhaled
steroid up to 2000pg daily

\’

Add slow release iheophylline lablets b.d.

\’

Pradnisolone (lowest dose possible)
*Beclomelhiasone 100pg mdi preferred in children under 6 years

m Always check inhaler technigue and reinforce
importance of inhalers esp steroids. Patients seen in
the CMC have been taught lo give 2 pufis with a
spacer and take a deep, slow brealh, hoid, exhale, and
take another deep braath. Children have been taughl
to breathe via the spacer aiter 2 puffs for a count of 20
seconds.

® Avoid prescribing bela blockers and NSAIDs.

m For palienls who canno! use inhalers and young
chifdren, Theophyitine tablets or syrup ¢an be used
in preference 10 oral 3, agonisis.

- 250 mg b.d. for adults {5 mg/kg/day in elderly,
cardiac /liver patients, 15 mg/kg lor healthy smakers)
- 25mg/5 ml syrup (over 8 weeks of age 1-3mg/kg 6
hrty, 1-9 years 5 mg/kg Ghrly) :

However theophyilines have a narrow [kerapeutic
index and the grealest potential for serious toxicity of
all ihe anti-asthma drugs. '

Alcohal, smoking and phenyloin and rifampicin
reduce ievels.

Liver impairment, hearl failure, ciprofioxacin,
erylhromycin and cimelidine raise levels.

Signs of theophylline foxicity include nausea, abde
discomlort, tachycardia and seizures - check
iheaphyiline ievels and reduce dese in any palient
with these warning signs.

m Maintenance predrisofone shoutd be reduced to the
lowest possible dose e.9. 2.5 mg alt days. In ritlie
asthmatics consider rescue course of prednisolone
(2 days worlh) (o lake home and give advice about
doubling dose of inhaled steroid and reporting
promptly to haspital in the eveni of a deterioration.
fake sure that palients know that they SHOULD NCT
CONTINUE TO GET PREDNISCLONE AT CLINIC, bul
should come to hospital ASAP.

m Peak llow melers can be a useful guide to management
if the best peak flow is recorded.

ACUTE ASTHMA
The key to the management of these patients is requfar
review - they should never be pul on the warg until
improved and stable.
Assess severily -
Severe asthma
= unable to speak a senlence in one breath
= RR>25/min
= pulse>110/minute
Life threatening
« silent chest
*  £yanosis
« exhauslion, confusion, bradycardia, hypotension
= Situp
s (,40-100% by mask (be wary about giving any >28%
in older smokers!) Use the pulse oximeler io gauge
the minimum F, 0, thal maintains salurations >90%.
m Salbutamol 5 mg O,-driven nebulisers every 20
minules until there is clear improvement then 2-dhrly
m Prednisolone 30-60mg stat p.o. or hydrocortisone
200myq iv
m Add Ipratropium bromide 0.5 mg aebuliser 6 hrly if
pOOr response



m Salbutamol 5mg iv. If no improvemenl, give inlg 1
fitre af saling or 5% dexirose and run al 2mi/min
incrgasing up 1o 6ml/min. il necessary

m Aminophylling has nol been shown lo be of benelil in
atute asthma

m Adrenaline nebuliser 0.5 mg may be used as 4 last
dilch measure in exiremis

m | ventilation is clearly going 1o be requised, Ihe best
method is to paralyse, intubale and sedate wilh 2
ketamine infusion which has bronchodilaling propenies.

Furlher Reaging

1) S.A Pulmonology Society §9%4 Guidetines for Ine managertent ot
asthma in adulls in South Alric’ S.A M./ 84.332

2} Weinberger M & Hendeles L 1996 ‘Drug Therapy. Theopiylline i
aslhma’ MLE.JLM 334 380

3) Browne GJ et al. Y997 "Randomised tnal of iv salbulamot in Severe
asthmg in children’ Laacer 349 p.301

4} Alzagr AH & Filzgerald JM 1993 Corlicosterpids and berculosis:
nsks ang use as adjuncl \neragy” Tubercle and Lung Disease 4.6

5} Luyl DK et al. ‘Clinical charagleristics of black asthmatic children’
SAMJ 85998

&) Warrell DA 1975 ‘Branchial asiha in the Nigerian Savania region,
Actinical and laboralary sludy of 106 palients with areview of the literglure
on asihma in he {ropics' O.J.Med 44:325

HYPERTENSION

The prevalence of hypertension defined as 160/95 in
communily surveys ol rural 2ulus has been eslimaled af
8.3 % and was lound to be mare common in females.
Hyperlension is more prevalent in urban Zulus and related
lo obesify and sall inlake. Theee are few local daia on
outcome, but in European series the lwo year monality
for a DBP of 120-130 is -16%. Post-moriem studies in
black patients in Ourban demonstraled cerebrevascular
complications in 41.9%, 32.9% congeslive cardiac
failure and 25% renal complicalions. The benefits ol
reduction of blood pressure are most evident in
prevenling stroke bul hypertension accounts for ~35%
ol cases of End Slage Renal Disease in SA blacks - the
cammonest prevenlable cause In Hlabisa only ~68% of
hyperensives are contolled at primary care level.

Malignant hypertension acceunts for -2-7% ol
hospital admissions Jor hyperlension in Soulh Atrican
series - ~50% have advanced, usually acule renal failure
and the case-fatality rate is 25%. The disease is thoughl
to be more common in the black population and we quile
commonly see palients relerred {rom clinic wilh DBP
>120 mm Hg bul no relinopathy or organ failure.
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Physiological studies in African paiienls shosw thal
many cases have lower renin levels and a retalively grealer
degree of LVH fhan Europeans. For this reason, B-
dlockers and ACE Inhibilor monatherapy are widely
thought Lo be relatively ineileclive in our population.

u AIMS

BP <160/100 1 patients without complications.

BP <130/85 in palients wilh renal faifure.

This can only be achieved by means of:

« regudar foflow-ypal C.M.C. and clinics

repeated education {poor compliance is the
commonest cause of refractory hypertension)

«  simple regimes (compliance wilh 4.5 regimes is

53% vs. 80% lor 0.0. cegimes)

» MEASUREMENT OF B.P.

= Culff size. The culf should encircle 80% of the arm

(12,5 cm cull far ordinary adulls). Use a large cuff

in obese arms s the 8.P. can be overeslimated Dy

30% with (po smatl a cuff,

Sysiohc 1s laken as Korolkov 1 {first appearance
of sounds) and diaslolic as Korotkov 5 (final
disappearance of saunds).
= Posilion. The arm should be supported an a [3ble
or bed and be al the same heignt as lhe hearl Failure
Lo do ilher can lead 10 esrors of <10 mm Hy.

The patieat can be sitting or lying.
= Record the result 19 1he agarest 5 mm Hg.

Management of
Uncomplicated Hypertension
Very rarely does freatment need lo be initialed on a
single measurement Check HGT and diptest urine on all
palients. If abnarmal, take random blood glucose and /
or UEs /Crealining,
m Inali palienis, kry non-pharmacological measures first
« fpse weight
= reduce alcohol infake
reguiar exercise
- raguced salf diet (No Knorrox stock cubes or
Aromall)
m ({ diaslolic <110 mm Hg or sysialic <200 mm Hyp,
give advice and follow-up lor 3/12
w Figures above Ihese should be given advice and seen
in one month. Yery high blpod pressures
(diastolic> 120 and/for systolic »220) should have their
B.P. checked in ong hous, before commencing
freatment.Many of these will be poarly controlled
hypertensives already on some form of freaiment.
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m  When drugs are required follow the prolocol -

Rydrochigrotfifazede 25 mg/triamierene 50 mg
{Dyazida'} i lab daily

\s

Review in one monlh
Ensure Compliance

Add Reserpine 0.125 mg 1/2 tab daily

\s

Review in one month
Ensure compliance

\

Change to Hydrallazine 20 mg 0.4,

\

Beview in one month
Ensure compliance

\%

Hydralfazine 50 mg b.d.

If stilt uncontrolled consider changing to / adding
2nd line agents e.g Prazosin 1mg b.d. increasing
to 5mg b.d. or Enalapril 2.5.mg increasing to 20
ng daily.

Management of Complicated Hypertension
m Hypertension in Diabetes
Dyazide can worsen hyperglycaemia and shouid be
avoided. If adequale control can be achieved with
ACE Inhibitor alone s is ihe drug of choice as it
slows the development of renal complications.
m Renal impairment
Slill much debate as to whether this can be caused

primarily by mild/moderate hyperlension per se.

However, every effort should be made {o slow
progression to End-stage renal disease as we have no
access o long-term diatysis. Tighter B.P. control is
necessary io achigve this and the targst shouid be
130/85 or a little less.

& Hearl failure
ACE Inhibitors prelerred, hydrallazing has littie
negatively inotropic eftect and can be used for acute
conlrol.

= Malignant Hypertension

Defined as KWB Grade 3 or 4 ratinal changes {llame
haemorrhages and for papilloedema) wilh a DBP »128
mm Hg. Admil for bed-rest and aim to reduce the
DBP 1o 110 mm Hg over 24 hours, Use orai
medication in the first inslance as i.v. overdosing
could sericusly drop the BP and resull in siroke. Use
Hydrallazine 25-50 mg t.d.s. or nifedipine 10-20 mg
Lds. In ail cases investigate for a 2° cause ol
hypertension which will often be present {1 ° renal
disease, phasochromocytoma etc).If the patienl also
gemonsirates impaired consciousness [possible
hyperiensive encephalopathy) howaver aim to reduce
the BP more quickly wilh hydrallazine slowty iv. 10-
20 mq repeated afler twenty minutes if no response.
m Following a stroke
Rapid lowering may worsen Lhe stroke. Treat it BP
200/120 after 48 hours
a Young hypertensives
Consider secondary causes:
= renal disease
= goarclation
= endacrine
= vasculilis/autoimmune.

Further Reading

1) Opie LH & Sleyn K 1395 ‘Rationale for the hypertension guidekines
for primary care in South Afica' SAMJ (12 PL2)1325

2) Sepdal YK and Hackland DB 1984 ‘The prevalence of hypertensionn
4993 yural Zuius’ TR S TMH 78785

3) Parag KB & Seedal YK 1990 'Do Angiotensin Converling Enzyme
Inhibilors work in Black hypertensives? J. Hum Hyper 4(4) :450

4y Jhetam O et al. 1552 The malignant phase of essential hypeniension
inJohannesburg tacks. A prospechive study” SA.M J 61899

5} Seedat YK 1996 'Is the pathogenesis of hyperension diflerent in Hlack
palienls? J Hum. Hyperfension 10535:37

XD ID<TIDNDN X

Prevalence generally <1% in roral Africa bul
approaching 4% in urban Zulus. 'IDDM shows a bimedal
distribution in age of onset -at 20-30 years {10 years
later than in Europe) and at ~45-50 years. The disease is
virlually unknown <10 years of age and 80% presenl
after age 30. In this older group, C-peplide levels are
relatively high, suggesting thal many patients oninsulin
may not actually reguire it. This situation and prima facie
'NIBDM' usually arise as a complication of abestly and
insulin resistance, especially in lemales. Renal lailurg is
prabably the most common long-lerm complication in



black South Alricans bul hyperglycaemic emergencies
and infeclions are responsihle for mast monalily {case
fatality rate for DKAal Baragwanath 10-25% andincreases
{0 <50% in over 70s).

Diagnosis

The diagnesis should always be confirmed by a format
blood glucose as BM siix readings may be inaccurate
under same circumslances. Diabetes Mellitus is defined
as:

m Random bicod glucase >10. 0 mmol/t
w Fasting Mood glucose >6.7 mmol/

Be wary 0 making Ihe diagnosis dusing a concurrent
illness (reaclive hyperglycaemia is especially common
in children) and look lor causes espesially drugs e.g.
Thiazides and Sleroids. The aim of managemenl should
be conlrol of symploms and avoidance of hypet/
Rypoglycaeric crises - we are in no position 10 attempt
prevention of long term comgptications except in the
excepitonally motivated patient.

Management

m Dielary manipufation should wherever possibie be
attempled as delinitive management alone and should
always accompany other lorms of lreaiment. Local
maize meals conlain plenty of viscous fibre - the
coarser forms or samp have the best glycaemic indices.
Palients should it general eat chicken rather than
beel and eat plenty of green vegelables. No more than
one teaspoon of refined sugar in each cup of lea
should be alloweghises the diel sheets available in
OPD).

m Metfprmin is he drug of cheice lor obese patients
{500 rmg b.d. with food increasing to 19 1..5. where
necessary). The principal side effect is diarrioea but
faclic acidosis is also a recognised complication.

m Glibenclamide is prelerred in the non-obese patient
(2 5eng initially once daily increasing 1o 15 mg mang
as required).

m insudin should be reserved for palients who iail
maximum oral therapy as an in-palienl or yourg
palients presenting with lite-threatemng OKA. The
only subculaneous insulin used in our hospital is
Actraphane - afixed dose human insulin combination
containing 30/70 short/medium-acting forms. The
inflial daity insutin requirernent should be inlhe range
0.5-0.7 ufkg/day with 2/3 of lhe dose given in the
morning and 1/3 in the evening, Ensure lhal palients
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know how (0 rotale their injection siles. Few of our
palienis have a fridge but most can keep their monthly
supply in (he next best cool place (ollen ahole in the
ground bul a beer pol filled with water is preferied).
Many NIDDM patienls may require insulin during 2
concurrenl illness but can usually be weaned afler it
subsides.

m Patients should have a simple evalualion every year
lof the presence of complications. This should include
fundoscopy, assessment of their feel andg a diptest far
proteinuria.,

DIABETIC EMERGENCIES

KETOACIDOSIS
In ~ 25% ol cases this occurs in patients wha have

nol previously been diagnosed - infection and poor
compliange e often important precipifants. It can otur
in NIDDM patients. The diagnosis is usually simply
confirmed by a figh blood glucose and Whe presence ol
ketonuria - however, the condilion 1s stricily defined as
+v@ serum ketones and artenial pH <7.3 - blood glucose
may be <i1.1 mmolfl in a small proporion of cases
especially in pregnani women and slarvinp/vomiting
patienls. There is usually an ingreased anion gap.

The diagnasis shoutd always be excluded in any
unsconcious patient and prompt, correcl management is
egsential -

m /ithe patient is shocked qive 0.9% Saline as fastas is
necessary 1o resiore lhe circulating volume - if fol
give 1 fitre over 1 hour followed by a Turther 1 fifre
over 2 hours. Continue at - 250 ml/Rour for a further
16 hours (the usual volume delicit is 5-7 litres). Fluid
replacemenl alone leads to 2 fall inblood glucose and
osmolality and stower, isotonic fluids minimise the
risk ol cerebrai oedema (often signalled by a lailf
failureto rise of the plasma Na *). Hypoionic soiuliens
e.g Darrows should onty be used when the Na * >150
mmolfl and anly then after 21 of 0.9% Saling have
been given lo restore the circulating volume. 9%
dextrose should be substiiuted lor Satine when the
blood glucose 1s <15 mmoifl.

» The average K- gelicit in DKA patignts is ~ 500 mmol
though 25 % presenl wilh a K+ >5.0 mmol/l.
Adminisiration of insutin feads lo redistribution of K +
inlo the intracellular compariment and may cause a
capid fall in K* fevels so afmosi all patiens need
suppiemeniation -~ this should be starled immediately
unless Whe initial K+ is 6.0 mmal/l or ihe patient is
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shocked. Check he K* 1 hour after slarting insulin.
The rale ol replacement should be varied 1o maintain
the K*levei >4.0 as foflows -

serum K replacement rale
<3.0 40 mmol/l
3.0-4.0 30 mmol/!
40-5.0 20 mmol/|
5.0-6.0 10 mmol/}

>6.0 nong

m [ow dose iv. insulin inhibils ihe uncontroiled
lipolysis and gluconeogenesis of lhe kelotic slale -
aive 5. Aclrapid siat i.v. and then add to the infusion
bags o give a constant rale of 5u/br. Il here is no fall
in the blaod glucose in 2 houss, double the infusion
rate. You are NOT aiming to normaiise the glucose as
last as possible - mainlain il al around 10-15 mmol/
| with 5% dextrose for the lirst 24 hours. Start
subcutaneous insufin as soon as the patient can eat
unless conlrol is very poor, when a sliding scale could
be used lemporarily.

m Bicarbonate is of no benefit in DKA.

m Catheterise and pass an n.g. lube in unconscious
patients. Colloid may be required in persistently
hypertensive patients. Anlibiotics should e prescribed
where there is evidence of infection as a precipitani.

HYPEROSMOLAR NON-KETOTIC COMA

(H.O.N.K.)

Pringiples of managemenl are lhe same as in DKA
with the following caveats -

m Paiients are much more insulin sensilive and an
infusion rate of ~ 2u/hour should suffice.

m Hypernairaemia is more common and hypotonic iluids
needed more frequenlly. Dehydralion is lypically more
severe and up lo 1)/hour inilially for 4 hours may be
required.

m Smaller amounts of K- are needed.

a Thrombotic complications are more common and s/
¢ heparin 5000 u. b.d. should be given.

HYPOGLYCAEMIA

This is the most common diabelic coma - aboul a
ihird oceur on oral therapy. The commonest precipilanis
are missed meais and alcohol. Remember to advise all
palien(s on diabetic medication never to be without an
emergency source of last glucose’. Give 58 ml 50%

dexirose followed by something o eat. Prolonged
hypoglycaemia may require admission and dexirose
infusion far 24 hours. Fatalilies are exceptional but do
aceur,

Further feading

13 Huddle and Gill 1989 ‘Reducing acule hyperglycaemic martaliy 1a
Alrican viabetic palienls’ Diabetic Medicing§.64

2} Huddle and Gill 1993 "Hypoglycaemic admissions amongst diabelic
patients in Soweto, South Alnca” Drabetic Medicine 10-181

3) Adrogue et al 1989 'Salulary etfects of modest Ilvid replacement in the
tregiment of adults with diabetic ketoacidosis' JA M 4 262:2108

4) Alberli KGGM 1977 "Low dose insulin in the treatment af diabehc
ketoacidosis” Arch. ind Med. 1371367

5) McLarty DG et al. 1930 Diabetes i tropical Alrica: a prospective study
1921-1987 It Course and prognesis” 8 M./ 300 1307

NEUROLOGY

EPILEPSY

The estimaled prevalence in the Hlabisa district is
0.15%, which may be an underestimate as the condilion
is ihought lo be lwice as common in developing countries
as in Europe. Partial seizures secondarily generalised
are the most common form and ~ 20% of cases are
related to previous head trauma. Birth injury and CNS
infection also play a big role in childhood.
Neurocysticercosis is probably arare cause in our district
(- one case/year) but has been demonsirated to be a
commaon faclor in other parls of RSA. Management
prasenls problems - compliance wilh medication is often
poor and monitoring ol drug [evels very diflicuil 1o apply
{the usual level is 0.00 mmol/l') - one study ol palients
compliant o a standard dose ol Phenyioin 300 mg/day
who had neither side sffects nor seizures demonstrated
‘potentially toxic' levels in 38%. Epileplics in our
community suffer considerable morbidily, especiaily
irom burns, and most are dependent on some sort of
disability grant.

Diagnosis

ILis vilal to obtain a good, witnessed history of the fil o

detail the fype of seizure.

m Always ask about alcoho/ intaketo exclude withdrawal
seizures. These typically oceur within 2 days of
abstinence and may be associated with frank delirium
tremens, but seizures may also be precipitaled Dy
acute inloxication and may continue even after the



palienl drigs oul.

~10)% of those who will sufler post-traymatic epilepsy
will have their first fit within lwo years of the injury -
this is more likely if there was a peneirating infury or
skult #/neurosurgery. However, SeizuIes can occur
some years afler the injury.

Febrife convutsions\ypicatly occur between 9 monihs
and 5 years, are single, generalised and last <15
minutes. They occur in ~ 3% of the under 55 with a
long-1erm risk of developing epilepsy ol 1%. However
any atypical leatures {repsated. neuralogical
abnormalities on recovery, meningism) warrant LP
and ideally the ¢hild should be admilted Jobserved
overnight in GPD

Neurocysticercosis may presenl abnarmal
neurotogical signs or calcitied cysts on x-ray of lhe
soft tissue of the thigh.

Do a (ull neurological examination including
lundoscopy, check the BF and diptest the urine fos
prolein. Check HGT and WR.

Further Investigations

iNol appropriale aller a single generalised alebrile
sgizure with no sequelae - Lhe tisk of recurrengce in
childngodis only 50% Though anliconvulsants given
immeciately after a first serzure probably reduce the
risk of recurrence by ~ 30%, the risks lo Ihe patienl
(.0 builder, lorry-driver elc) should be considered
caretully on an individual basis since he/she could be
gmbarking on many years of lreatmenl.

Relerrai 1o ihe epilepsy clinic al KEH {chiidren} or
WWH (aduits) should only be for those with focal/
poorty controlied fits or neurological signs.

Treatment

Start aller two seizures (or one, if Tocal, as the

likeiyhaod of a strugtural fesion is higher, and therefore

3 TeCurrence greater).

Counse! that

- drugs must be taken regularly, probably for lite

- alcohol myst be avoided

- palienis should nol sl close to an open fire

- swimming/batning in deep waler alone is dangerous

- no drivirg/cyclingfoperaling machinery is safe

- interactions of phenylin wil DCP may decrease
efficacy and need for folate in pregnancy.

Carbamazepineis \hefirst choice for all s in children

and young adulls and women of child-Bearing age.
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Start at 100mg bd {adults) and increase up to 800mg
pd until conirgl is achieved or the drug not tolerated.
Side effects dizziness, alaxia, nausea,diplopia MNal
uncommanly causes fiyponatraemia, and rarely causes
agranulocylosis.

Phanytoin is prelerred far older adulls and those in
whom compliznce may be a problem. Use 200-300mg
nocie Because ol ils non-linear kinelics, smal! dose
incfements may lead 10 large rises in serum
concentralion so the dose should be increased
cauliously.

Valproateis reseevad [or fils Ihat have tailed to respond
1o the above. I may alse be used as g first line lor
some forms ol childhood epilepsy e.g. juvenile
myoclonic. Use 200mng bd up to 1¢ bd.

Drug fevels. Used primarily lo check compliance
before deciding lo change lreatment ang to moaitos
Phenyioin levels in the upper dose rangs.
Carbamazeping levels are less useful and side effects
are a guide o dosage.

Airn for monotherapy. Il lils are nol conlrolled, check
compliance and drug levels. If seizures are siil)
occurring al therapeulic levels then add a second
drug. increasing ihe dose al successive visits until
oplimal. Then reduce the Tisst drug. Phenyloin can be
reduced over 2 weeks and GBZ over 1 month. If
monotherapy is not working, then lhere is a 10-15%
chance thal a comtrination will conlrol fits, bui monilor
levels closely as interaclions are common and
dangerous.

We do nol change patients alceagy controlled on
Phenobarbitone to anolher drug unless they are
experiencing lsoublesome side-ellecls

Stooping Ireatment. 1o praclice, acheiving a seizure-
free penad of even twa years has been gxceplional in
our clinic since compliance is so poor. In Lhe largest
European study, of adult patients slopping lrealment
after such a period 43% relapsed within 2 years
compared wilh 10% who remained on drugs. This
riskincreased if the palients were aver 15 years old or
had seizures hal were dilficult Lo conirol (on more
(han one drug, repealed seizures on trealment). Since
symptomatic epilepsy is probably much more
common in our districl, we generally wait for a five-
yeas remission before wilhdrawing (reatment. In
children however, Ihe risk of refapse ailer a two year
remission is ~ 25% for generalised convulsions, so
{reatment can be withdrawn sooner



92 MECICINE

STATUS

EPILEPTICUS
Status is delined as a generalised lonic-clonic fit

tasting more than 30 minutes, or repeated fits withaul

recovery ol aleriness in between.

m inserta guedel airway and give oxygen.

IV access and diazepam 10mg {aduls).

check HGT and give 50% dexirose il <5mmol.

repeal diazepam if no response.

give IV phenytoin at 18mg/kg over 20 mins. Then

100 mg 8 hrly i.v. until taking oral. Do nat give if the

patient is on phenytoin and known (o be compliant.

m phencbarbilone 15mg/kg IV no faster than 100mg/
min or until fits controdled.

m I all else fails then paralysed GA and ventilation.

m check electolytes +/- Ca? and consider a cause e.g.
infection/ SOL il a de novo preseniation. Nole thal
cells will be raised in the CSF after fit.

Further Reading

1) Newton CR & Gero BT 1984 ‘The epilepsies amongs! rural blacks’
SAMJ 6621

2 Dansey el al. 1992 'Seizures and newrocysticercosis in biack men’
SAMS 81424

3) McFadyen MC etal 1990 Tha reievance of a irst world (herapeutic
drug monitaring service to Ie Irealment of eplepsy in third worlg
condilions” S.AM J 78 587

4)The First Sefzure Trial Group 1993 ‘Randomised clinical Icial on he
efficacy ol 2nli-epileptic drugs in reducing the tisk of relapse after afirst
unprovoked tonig-clonic seizure’ Newrplogy 43 478

5) MRC Antieprieptic drug wilhdrawal study group 1993 *Prognostic
Index for recurrence of seizures atier temission of epilepsy” B.M.J
306:1374

CEREBROVASCULAR DISEASE

Probably the commonest cause of death in our
population atlribulable to chronic non-communicable
diseases.This is widely thought to be mugh more
commonly due io haemorrhage than infarction in our
popuwlation. Atherosclerosis in black South Airicans
chielly affects the cerebral circulation but is closely relaled
to the severity of co-exisling hypertension {Lhough this
may change as other risk factors become importanl esp.
smoking). Cerebral embolism is aiso much more
common s 2 cause ol stroke han in Europe, constituting
<30% of cases. The source is usually cardiac. Slrokes in
young black patienls are a well-documented phenomenon
- some may be related (0 meningoevascular infection
{bacterial, TB., syphilis) or Takayasu's disease {possibly

a hypersensilivity vasculitis reiated to TB.} - however 3
significant number still go unexplained.

Diagnosis

A Stroke is defined as a sudden onset of localising
neurological signs related lo a vascuiar terrilory lasting
>24 hours and a Jransient Ischaemic Atiack as Ihe same
pattern lasting <24 hours. Consider altemative diagnoses
especially il meningism and fever are prasent. Headache,
vomiting and deleriorating conscicus level are
significantly associated with a haemorrhagic aetiology.
Lislen carefuily lor a source of emboli.

Management

a Most siroke palients should be admilted. Meticulous
nursing care and avoidance of bedsores arg
PARAMOUNT! Patients MUST be turned every two
hours. The gag reflex is often absent initially, but only
2% remain dysphagic al 1 month. Naso-gastric feeding
may be poorly tolerated, and does not prevent
aspiration pneumonia.

m Hypertension should be managed cautiously as a
dislurbance of cerebral aulo-requlation at this stage
could lead ta an extension of the deficil. I! B.P. 200/
120 afler 48 hours bed rest start genile therapy.

m Passive movements should be started within 48 hours
10 preveni contractures. Independence should be
encouraged as early as possible and the family involved
right from the siart as few facililies are currently
available in our district for professional rehabilitation.

m |l is difficult clinically to distinguish 1he different
astiologies of stroke but we refer selectively for C.T
scan/further investigation -

- patients with a sudden onset deficit compiele within
rminutes and a passible source of embali (i.e.murmur
or bruit)

- patients under 40 with no obvious aetiology (e.q.
H.LV./R. -ve, no cergbral infection)

- suspecled subarachnoid haemorrhage (Nimodipine
and/or surgery may be indicated if drowsy/confused
or mild focal deficit)

m The subsequent relative risk of completed stroke in
palients with TIAs is ~ 7. Patients wilh a definite source
of cardiac emboli shouid be warfarinised {gither fully
(INR ~3) or low dose depending on compliance) and
those without should be prescribed Aspirin 150 mg
daily.



Further Reading

1)doubert J 1991 The MEDUNSA Sizake Data Bank - an analysis ol 304
palients seen belween 1986 and 1987 S.AM.J. 80:567

2) Subramanyan R el al. 1983 ‘Nalural Hislory of Aodo-arlerdis
(Takayasu's disease)’ Circutation 80:429

JyCelaniela) 1994 Comparavility and validily of two clinical scoresin
lhe early diflerential diagnosis of acule siroke” 8.0/ 308:1674

4) Kassell W el af 1990 International co-operalive Siugy on fiming of
aneurysm swrgery” Jieurosw. 7318

S5y Matenga J 1997 “Stcoke incidence rales among black residents of
Harare - 2 prospeclive community- based siudy’ S.A.M.J 87:606

MYELOPATHY

‘Idiopalhic myelopathy’ is a common problem lor
African physicians - hall of cases go unexplained. ‘Konzo’
i$ 3 naa-progressive spaslic paraparesis resulting from
ihiocyanate foxicily due to improper processing al biller
cassava fhal occurs in Mozambique. Howeves this does
nol seernto occur in RSA. HTLY-1 infeclion is prevalent
in Kwazulu-Naial (2.6% population prevalence in
Emgpangeri) and 2-3 cases ol Tropica! Spastic Paraparesis
occur in owr hospital gach year, usually in asocialion
with HIV infaclion. Tabes Dorsalis, Muiliple Sclerosis
and Sub-acute Combined Degeneralion of the Cord are
considered 10 be sare in black palients.

Diagnosis
Document the neurological signs carefully The patlemn

will ofterrnot e as clearcut as suggested below. Irnpodant

difierenlials of spinal cord disease are -

m Ascending palynauropathy (Guillain-Barre syndrome
- predominanily ascending weakness)

s Spinal Cord Compression (Exradural baclerial/T8
abscess, malignanl deposits - lypically radicular pain,
sacral-sparing sensory 10ss progressing o
hemisection/transeclion)

n Intrinsic [esions/ Transverse Myelitis’ (Tumours, HIV,
Schistosomiasis, Vascular - classically bilateral
dissocialed sensory 105s)

m Poslecior column syndromes (Tabes Dorsalis and
Sub-acute Combined Degeneration - charalerised by
+ve Romberq's sign and absent ankle jerks)

m HTLY-1 myelaneuropalby (usually spastic weakness
and absenl ankle jerks wilh lillle sensory 10$$)
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Management

m (heck Hb, RPR, uring/siool for schisiosome gva, X-
ray |he relevanl spinal level and examing the C.S.F.
Send serum for HTLY-1 and HIV serolpgy.

w i (he patienl 1$ anaemic +/- macrocytosis, take blood
for serum B, and give 1000 wg 8, stat i.m. daily for
aweek + Folale 5 mg daily. Though established spinal
cord damage (rom megaloblastosis is usually
irreversible, ihis will prevent the lesion progressing.

= Reler for C.T Myelogram if
- short history, signs progressing
- thece is no response 1o a trial of Vit 8 _/Folate
- HIV, HTLv-1, RPR all negalive, no evidence of T8/
bacterial spondylilis or schistosomiasis.

Furiher Reading

1) Bhigjee elal. 1993 Prevalence and Iransmission of HTLY- 1 infeclion
in KwazulufNatal S.4.M.J. B3.665

2) Van der Ryst € and Smith 1S 1994 A ugh prevatence of HILY-1

antibodies in HIV-1seropossiive patiens with neurelogical disease” SAJS
Epiderniptogy and Infection 9:1p.20

3) Cliti J & Nicata O 1987 "Long rerm follow-up ¢l konzo palienls’
TRSTMH 91447

PERIPHERAL NEUROPATHY

Many in-palienis complain of burning dysaesthesia/
aching feel - in many cases s probably rellects a
nulritional sensory neurapathy. This may be relaied lo a
deliciency of almosl any of the 8 vilamins (gven if Lhe
palient is not on TB trealmenl} 5o a trial of these is
usually worlhwhile (iis Llablets 8 hourly) - olher causes
incluge diabetes, HIV. porphyria culanea larda and rarely
leprosy (~ 1 ¢ase every 2 years). Nerve conduction studies
can be carried oul in Ducban but are rarely Indicaled it
ine agtiology is clear. Neuropalhic pain is relalively opiate
-resistanl and adjunctive Amitryptyline (25-50 mg nocle)
may be helpjul.

Furiher Reaging

1) Cosnetl J.£. ‘Neurglogical disease inMalal in Tropical Neurofogy
Spillane (ed.) Oxlord University Press

2)iax MB el al. 1992 Etfects of desipraming, amilryptyiine and fluoxeling
on gain in diabelic neuropalhy’ ALE.LAM. 326 1250
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HIV/AIDS

KwaZulu-Natal is undergoing an explosive epidemic
of HIV infection, outstripping the worst case projections
of Doyle, especially in urban areas. This has undoubledly
been fuelled by lhe fragmenled social struciure and high
prevalence of STDs. At Hlabisa.unlinked anonymous
serosurveys of antenatal altenders have documenled a
fise in seroprevaience from 7.9% in 1993 10 32% by
1999 and this has aiready been reflected in clinical praclice
- most nolably by a 400% increase in T8 caselcad and
lhe occurrence of several high-profile AIDS-defining
illnesses (Kaposi‘s Sarcoma, Cryptococcal meningitis
and Oesophageal Candidiasis). The number of in-patients
[ulfiliing the crileria for AIDS is slill relatively small but
is doubling every year and in 1897 constituled 5% and
2% of female and male medicai palients respectively.
However, the epidemic is affecting al! aspecls of our
chinical work and undoubtedly aliering the prevalence
and presentation of many mare common illnesses.

In our dislricl Ihe sex ratio of infection is F:M 1.4:1
and the peak incidence is in the third decade. A series of
micro-epidemics seems to be occurring, wilh the worst
affected areas being KwaMsane and Nkundusi. The
altitude of the community seems still to be generally one
of ‘denial” and Lhough major efforts are underway to
encourage communily awarenass and disclosure, home-
based care for the majority of our patients is still a distant
prospecl.

Furlher Reading

1) Wilkingon D and Hepgood LC 1994 ‘The evelving HIV epidemic ina
rural hospilal in Zulutand from 1989 10 1993' Epi. Comments 21{1)
2)Floyd Ketal 1999 Admission Irands in 2 roral South African hospital
during the early years of the HIV epidemic’ JAMA, 2821087

Diagnosis

HIV testing is available for emergencies on site using

a validated single-rapid technigue for adults, bul rmost
routine tests are double £LISAs at he regionat laboratory
in Ngwelezane. The WHO (Bangui) clinical case definition
should not therefore be applied without confirmatory
serology bui all patients undergoing a test should be
pre- and posi-test counselied by appropriately lrained
nursing staff. We have used the WHO Siaging system
which comprises four prognostic groups -

WHO CLINICAL STAGING SYSTEM FOR HIV
INFECTION/DISEASE

CLINICAL STAGE 1

m Asympiomatic

w Persistent generatised lymphadenopathy

u &for Performance scale 1 : asymptomatic, normal
activily

CLINICAL STAGE 2

m Weight loss <10% of body weight

= Minor mucoculangous manifeslalions (seborrheic
dermalilis, prurigo, fungal nail infections, recurrent
oral viceralion, angular cheilitis)

m Zoster within Lhe last five years

a Recurrent URTIS (including bacterial sinusitis)

m &/or Performance scale 2 symplomalic, normal
activity

CLINICAL STAGE 3

m Weight lass >10% of body weighi

m Unexplained chronic diarrhoea tor more than 1 month
m Unexplained fever (inlermittent or consiant) for more
than 1 month

Oral Gandigiasis

Oral hairy leukoplakia

Pulmonary fubercuiosis within the last year

Severe baclerial infections (pneumonia, pyomyositis)
&/or Performance scale 3« in bed <50% of the day
during the lasl monih

CLINICAL STAGE 4

m HIV wasting syndrome

Pneumocystis Carinii Pneumonia

Toxoptasmosis of the brain

Cryptosporidiosis with diarrhoea for more than

ong month

Cryptococcosis

Cytomegalovirus disease of an organ other than the

liver, spleen or lymph nodes

m Herpesvirus infection, mucocuianeous for more
than one month or visceral (any duralion)

m Progressive multifocal leucoencephalopathy

Any disseminaied endemic mycosis

Candidiasis of the oesophagus,irachea, bronchi or

Jungs

Alypical mycobacteriosis

Mon-typhoidal salmongila septicaemia

Extra-pulmonary tuberculesis

Lymphoma

Kaposi's Sarcoma



» HIV Encephalopalhy

» &/or Performance scale 4 : in bed >50% of the day
guring the last month.

(N.B. Boih definitive and presumplive diagnoses are

acceplable.)

We also use two surrogale prognostic markers - \he
haemalocritand the lofal fymphocyte count - this is mosl
accuralely assessed by a formal blood film bul we have
had to rely on the smalf cesl count Trom oui Couller
counter cwing (o constraints on 1ab time - [his wil!
generally correlale well except in Lhe case of a significant
monocylosis. ATLC <1000 has a +ve predictive value of
0.97 tor CD4 <200 and in the presence of TB. a TLC
<1250 has 3 +ve predictive valug 01 0.96 for CD4 <200.
Another suggeslive biochemical marker is the presence
of a high globufin fraction with a normal tofal protesn -
relaied to polyclonal B cell aclivation,

Screening syphilis serology may be valuadle al
presenlation since the prevaience in our health ward is
8+% and there is evidence of an early progression 1o
newrosyphilis in HIV +ve patienls

Management

ILis imporlanl lo appseciate hat most of our efforts
are directed 1o managemenl of early/infermediale RIV
disease with common-or-qarden 'high virulence’
infections which can be irealed successiully and
ecopormicaily, singe <40% of our patients present to the
hospilal in Stage 4. The presenting illness is TB in ~37%,
weighl loss/wasting in - 24% and STOS in~10% We do
not al present offer routine follow-up as we are nol in a
position 1o offer anti-retraviral therapy and 1he eflicacy/
feasibility of co-lrimoxazale and 1goniazid prophylaxis
remain unproven in our patients. All patients should be
counselled abowl the risks of ynsale sex ang early
{reatment of STDs.

MUCO-CUTANEOUS MANIFESTATIONS

Multidermatomal Herpes Zoster has & +ve prediclive
value of 90% for HIV infection in our setting and is
usually an earfymanifestation.Disseminalion of Ihe virus
and post-herpetic nguralgia are forlunalely uncormmon.
Give sireng anafgesiaand a topical anti-seplic{povidong/
jodine, gentian violel) and reassure the patient that the
eruption will subside in 2-3 weeks,

The occurrence of oral candidiasis strongly predicts
imminent progression to AIDS indedpendently of CD4
count - 1t may appear as plaques, flat enthemalous patches
or anguiar cheilitis. First fine trealmenl is Mysfafin oral
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suspension 100-500,00 . 6 hriy- it this fails try gentian

violel 0.5% sofution § hefy. For resislant or oesophageal

candidiasis we have & limiled stock of kefoconazole (200-

400 mg once daily for 7-10 days)
fichy rashes of various kinds are a common and

distressing problem for many patienis. Imporlant

differentials ase -

m Scabies (v prevalent infestation locally, lypical
distribution - give Benzy! Banzoate 25%)

m Folliculitis (staphylococcal infeclion usually on the
chesl/armpils in males - give oral cloxacillin)

» Seborrheic dermaliiis {Caused by blastospheric lorm
ol Pitysporum orbiculare, the same organism
implicated in pityriasis versicolor. Often inflamed /
crusled tesions in the seborrheic areas. Acute lesions
nzed wet soaks lo dry and remove the crusts lollowed
by clo-lrimazole 1% cream applied 8 hrly +/-
hydrecortisone 1%. 2% Selenium sulphide shampog
may be useful for recurrences.}

m Sgcondary Syphifis {can take varipus somelimes
bizarre forms)

m Drug reaction (escp hypersensitivily lo T.8. drugs)

m ‘Prurigo’ {idiopathic mononuclear/eosinaphilic
infiltration of sybculaneous tissues) - systemic
antinistarnines (promethazing 25-50 myg nocle) are
mosl efleclive but camphor or menthol containing
oinlments /creams may be helplul. Airial of a topical
anllungal may somefimes be successful and some
rashes respond 10 hydrocorlisone.

KAPQOSI'S SARCOMA

Anlibodies to human herpes virus - 8 are faund n
30% of aduils in Hiabisa, though KS has only become a
signiticani clinical problem inthe 1ast few years. ‘Benign’
lesicns {smal! lesions conlined to skin wilhout ogdema
or yiceration) causing Symptoms may be lrealed wiih
paltialive local field radiotherapy - <50% o fesions will
disappear with a recurience -Iree period of ~5 months
Local palliation is also appropriale loi ihe swollen painful
limb. ‘Malignant'lesions (extensive skin, lympt node or
visceral involvement) arg @ pre-terminal eveni - systemic
combinalion chemotherapy achigves a sharl partial
remission in only 40% and symplomalic relief in <10%
- it cannol be generally recommended for our patients.

Further Reading

1) Witkinson, D el ab 1989 Prevalence of infection with HHVE f KSHV
i rural South Aftica” $.A.M.J, 88.554

2)Sleinelal, 1994 Epidemic AIDS related Kaposi's Sarcoma in Southern
Africa. experience al \he Johannesturg General Hospila) 1980198
TRSTMH 88434
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MYCOBACTERIAL INFECTIONS

Tuberculosis is often the point of first contact with an
HIV +ve person - refer ta the T.B. protocols for diagnosis
and management. Mycobaclerium avium intracellulare
is rarely dacumenied in African palients though it is
commoen in the enviranment - passibly because infection
is inhibiled by the acquisition of M.uberculosis. Similarly
Mycobacteria-other-than-tuberculosis (M.0.T.T.s) though
prevalent in South African miners, are exceedingly
uncomman in our patients.

BACTERIAL INFECTIONS

v lnvasive preumacoceal disease {lobar preumonia,
baclerasmia, meningitis, sinusitis) is a common cause of
mariality in our patienls. Non-fyphoidat salmonefia and
E. coli may also cause fatal sepiicaemia.Prompi
recognition and treatmenl with Ampicillin 500 mg 6 hrly
and Gentamicin 240 mg daily -unless confirmed
pneumococcal disease) is essential - even wilh trealment
Ihe mortality of such episodes may reach 30%. Treatment
should be continued for 2 weeks where salmonella
infection is suspected or conlirmes, Bacterial infections
of all kinds in RIY palients commenly refapse and
Amoxyeiftin or Co-frimoxazole prophylaxis should be
considered in {hese patients.

Furthes Peading

1)Gilks C et al 1980 'Life-threatening Dacteraemia, in HIV-1 seropositive
adults admited {o hospital in Nairobi, Kenya' Lancef 335: 545

2) Anglaret % et al. 1999 ‘Early chemaoprophylaxis with Ce-trimpxazole
far HIV-1 miected adults in Abidjan, Cote d'voire: A randomised lrial’
{Lancef 353 1463

CHRONIC DIARRHOEA/WASTING

Acoess to safewaler and adequale nulrition are essential
in avoiding this problem but neither are available to many
ol our patients. Mealie meal is an easily digested high-
energy lood bul may need to be supplemented with
vitamins. Patients should boil their water and know how
to make 0.A.5.

In most cases of chronic diarrhoea stool examination
will be negative or show cryptosporidiosts. However, a
signilican! minorily will have either a baclerial infection
(salmonella,shigella or campylobacter) or & ireatabie
iniestation (isesporiasis, amoebiasis, giardiasis).
ianagemen ol patients with chronic diarrhoea should
proceed as follaws -

STGOL MICROSCGPY

fFever tlo Fever
Faecal Mo Faecal
Leucocyies Leucocyles

Assume  baclerial Assume  parasitic

Co-Trimoxazole 980 mg b d., Co-Trimoxazole 960 mg q.d.5.
for 5 days for 10 days
+
Consider Clproftoxacin Metronidazate 400 mg Ld.s.
500 mg b.4. lor 5 days for 10 days

A positive diagnosis ol 1sosporiasis or
cryplosporidiosis may be made on modified Ziehi-
Neeison stain of the staol.

Give Albendazole 2 tabs slat o ail patients as 40+%
will be infested with trchuris - a course of 800 mg twice
daily for 2 weeks may also heip to eliminate
microsporigiosis.

Ii there is no ciinical response, Ihe mosl likely pathogen
is eryplosporicium - symplomatic trealment with codeine
phosphate 15-60 mg 6 hrly should be staried.

Further Reading

1) Batehelor Blelal. 1996 'Microbioiogy of HIV associated bacteraema
and diarthoea 1n aduts frem Nairebi' Epidemiol. fafect. 117:133

2) Keliy Pefal. 1996 Albendazole chemolherapy for lreatment of diarrhoea
1n patients with AIDS in Zambia: a randamised double blind controlizd
Inal' A 312 1187

ACUTE NEUROLOGICAL PROBLEMS

Trealable differentials here are bacterial meningilis,
cerebral TB. (Meningitis and intra-parenchymal
tuberculomas) and neurosyphifis. We have diagnosed
few cases of cerebraf toxoplasmosis lo date bul 50% ol
our populalion have evidence of past
infection. Cryplococcal meningilis ocours sporadically (-5
cases/year) and has been difficult to treat in our hospilal.

Fatients without focaiising signs should undergo L.P
where at all possible and a Gram stain, India ink and WR.
should be ordered on the C.S.F inaddition to the routine
gxamination. Toxoplasma serology and Cryplococcal
anligen may be sent to Durban.

Patients wilh focalising signs should be commenced
on Suiphadoxine /Pyrimetharmine 500mg/12.5 mg i stat
and then ii b.d. The dilferentials are loxoplasmoma,
luberculoma and vasculilic stroke. If there is no clinical
response to toxopiasma treatment afler 2-3 days the



palieni should be relerred for C.T. scan and/or T.B.
treatment showld be commenced.

T.B. meningitis is treated wilh standard TB. therapy +
Prednisolana 60 mg daly.

Neurosyphilis (+ve C.S.F. W.R.}is trealed wilh 12-24
Mu Benzytpenicillin daily for 14 days.

Cerebral Toxoolasmosis should be lreated as above
for § weeks and Go-Trimoxazole prophylaxis
commenced.

We have usually offered symptomatic treatment alone
for cryptococcal meningitis in the past, but with expanded
availability of ltuconazole, specific therapy should be
jeasible. Traditionally paliemls with impaired
consciousness are lreated with Amphotericin B 0.7 mg/
kg iv for 7-14 days though oral Flucenazole 400 mg
daly is otherwise adequate If there is a clinical response
within the lirst lwo weeks lreatmeni ¢an oe conlinued
with Fluconazole 200 mq daily for a lurther twa months.
Secondary prophylaxis with 100 mg daily or perhaps 2-
3xpwesk is indicated. In non-responders morphing is
often indicaled for headaches, and for raised intracranial
pressuse, lherapeutic 1P/acetazolamide should be
considered.

PNEUMOCYSTIS PNEUMONIA

Thisis as prevaleni an miechion in Alrican patignts as in
Furopeans but disease occurs uncommonly - in patients
without smear +ve T.B. the highesl recovery rale al
bronchescopy has been <20% from HIV +ve patients wilh
pulmonary complaints and a small series al our hospial
laited to diagnase any cases. A typical presenlation would
he a palient wilh severe dvspnoea fdesaluration on puise
oximetry oul of all propodion to the GXR appearances
{which may be clear or show a ‘ground-glass’ appearance).
Cysls may be demonslraled on Gremsa sfain of the sputum
in ~50%. Treat with Co-Trimaxazole 120 mg/kg/tay in 4
divided dases p.o./fiv. for 14 days + Pregnisolone 40 mg
daily if severely hypoxic. Secondary prophylaxis with Co-
lrimoxazole 960mg daily or 3xfweek s indicated.

Further Reading
1) Zar BJ gt a). 2000 'Preumpcystis carimi pngumonia 1n HIV infecied
palients w Africa - an imporiant pathogen? S.A.M./L 80:684

STDS

Always ask abou! and look for Inese! Treat according
ta protocol though (hey may be mare severe in HIV +ve
patients. They are a source of great discomforl and a key
faclor in Iransmission of the virus.
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CARE AT THE END OF LIFE

When employment has clearly become impossible,
the provision ol a disability grani is an imporlaal
supportive measure and will entitle the patient’s children
10 3 maintenance grant after hisfhet death. Praparalions
for lerminal care ate heavily dependent on ihe patienl’s
dgisclosure of his/her RIV slatus to polential carers al
home - Lhus far many patients have opled for hospial
admission. Difficult tssies may arise at this lime -
especially if the palient hersel or refatives and friends
are unaware of Ihe diagnosis. Sensilive counselling is
essential. The hegllh team have 2 duly 1o encourage
disctosure especially where il might have implications
for (ne patient’s partngr or family but proteclion of the
patienl’s conlidentiality cemains paramouni. An often
expressed anxiely cONCEMS insurance - (eassurance can
pe given thal most lile insurance policies taken oul prior
[0 1985 and mos) luneral plans do nol contain an AIDS
exemption clause (though it is important to check the
small printl). Where lhe patient has remained in 3 slate of
geniat until the lime of dealh it may be prudent to avoid
wriling 'AIDS’ onvihe dealh cedtificale though the patient's
serostalus cannot legally be wilhheld [rom an insyrance
company if she has signed a waiver and the death should
be nolified configentially to (he Deparimeni of Health,

HIV TESTING POLICY

m All patients undergoing an HIY test should receive
pre- and post-lest counseibng, idezlly by a trained
counsellor. This should aim (o ensure thal the patient
understands he purpose of the tes, its advaniages
and disadvantages, why Lhe doclor has requested i,
what impact it cowtd have on sfher trealmen) and
the likely psychesocial consequences.

» Inlormed consent should be obiained. It is preferable
that this should 0g written and recorded in he noles.

m Testing wilhoul consent may be permissible in the
foliowing sifualions -

= Patient unconscious / toa unwell fo be counsefled it
emergency lrealment is required Lhat will be guided
by an HIV tesl and wili be in the patient’s besl interesis
and the palienl has not previqusly expressed a wish
not to be lesteo.

o Child <14 years with no parent/guaitiian available it
emergency lrealment is required that will be quided
by an HIV \est and will be in he patient's Deslinterssts.
In a cold climical situation \he permisston of ihe
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Minisler of Health under the pravisions ol the Child
Care Acl must be sought.

= Mental ifiness if consent cannot be sought from
spouse, parent and curator (person appointed Dy faw
to iook alter them),

= Ineach case, consent must be approved by the Medical
Superintendent in writing.

m Disclosure of results -

= Qther Health Workers consent is required from the
palient 1o disclose (he results to other health workers
even those working in the same institution.

This restriclion should onty be waived

i) after considering the decision carefully

ii) afler explaining the decision ta lhe patienl and

iiii) after accepting full responsibility for the decision.

= Sexual partners: |l Ine palient reluses to disclose o
partners at risk the health worker musl inform 1he
patienl of their duty to prolect third parlies and warn
1hal he/she may be lorced to break the confidentialily
of the patient-health worker relationship. If the patient
continues to refuse, the partner must be infermed
directly by he health worker.

= Post-mortem: There is currently some dispule
regarding the palient's right to confideniiality alter
death. This is an issue that abviously requires some
sensitivity and judgement - family members not at
risk need not be informed but this will usually be
necessary if AIDS is mentioned on the death certificale.

m Insurance-
Many Life Insurance companies are now being forced
lo drop HIV exclusion clauses but may find other
pretexts for non-payment. Some policies are available
which require the palienl to test HIV -ve at Lhe limeg of
taking out the policy and demand expensive premiums.
If ihe patient subsequently sero-converls the policy
reduces lo 10% of its quoted value. In general, patients
should be advised 1o check the small print very
carefully belore taking oul any life insurance policy.
Unil trusls and other social weliare payments are
alternatives. We have so far experienced few difficullies
with family funeral plans which provide only for funeral
expenses.

Doclors are under no legal obligalion lo release

information aboul a patient who has died unless he/she

has signed a waiver of conlidentiality from the company.

The family are not legally empowered 1o give consent if

the patient has refused.

Furiher Reading

1) Wilkinson D ¢ al. 1997 ‘On-site HiV testing in resource-poar seflings:
is one rapid tesl enough? AIDS 11:377

2) The Yoluntary HIV-1 Counselling and Tesling Efficacy Study Gioup
2000 'Efficacy of Voluntary Counselling and Testing in ingividuals and
couples in Kenya, Tanzania and Trinidad: a randomised lrral' £ancet
356:103

3) Seidel G 1996 ‘Conlidentiality and BIV status in KwaZulu/Natal, South
Africa; implications, resistances and challenges’ Health Policy and
Planamg 11:418

4) Lawyers for Human Righls ‘AIDS and (he Law'
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SCHISTOSOMIASIS

Hlabisa district lies within the endemic bell of ihis
disease. S. haematobivm infestation rales may be as high
as 25-50% (in Ubombe area around Lhe Jozini dam) and
we are at the southernmost extent of the distribution of
5. mansoniwith rates of up lo 2-3 % recorded in norhemn
Kwazuly. 5. mafthei, an ungulaie schislosome is also
prevalent and can hybridise wilh S. haemalobivm,
infecting man, Schistosomiasis is generally held to be a
milder disease in South Africa ihan more norlherly areas
and we see serious complicalions of disease
uncommonly. The usual presentations are -

m painful haemaluria in a child

m ‘hilharziomas of the genitals esp.cervix

m urological problems in aduits (obstructive uropathy,
bladder polyps/calcification/carcinoma)

We have also seen cases of Symmer's Fibrosis with

portal hyperlension and peritoneal/abdominal lymph

node invelvement.

Diagnosis

m S haemalobium - Collect 3 urines voided at lunchiime
(it is not necessary 1o exercise a sick patient
heforshand!) Also ask for a diptesl of he same urine.

m S mansoni- 3wel stool preparations +/- recial snips/
sguashs. Biopsy of abnormal cervix, cutaneous lesions
or liver.



Ovawill be identified on microscopy, viability can be
assessed Dy a simple on-the-slige hatching test il
necessary. We do nol routinely 6o egg counts bt 3+
haematuria or 1-2+ heemaluria with 3+ proletnuria on
dip-tesi strongly predicts a count of >200 ova/10 mf -2
‘moderaie’to ‘heavy' infection. Symptoms will often also
be in proportion lo the inlensily of infection,

{ VU should be carried oul on patients with suspecled
urofogical problems only, Transient abnormalilies are
coinmeon (<40% of asymplomatic patienls). ‘Aciive’
diseaseis characlerised by polypoid lesions in the distal
urelers and bladgder - Ihe classic ‘malh-gaten biadder on
post-mic (lm) whereas Tnactive disease typically involves
gbstiuctive urppathy and biadder calcification Bladder
carcinoma should be considered as a complication in
Ihg 4lh-5th decade.

Management

® Praziquante! 40 mo/kg as & slal dose.

u Treaiment does not prevent Ihe acquisition of immunity
(hough il may reguce its potency.

® ‘Lighl’ infections do not need Irsaiment unless
symptomatic.

m Active’ fesions on LY. should respond well fo
Praziquanie! bul ‘Ingclive’ lesians wilh calcilicalion
on X-ray ang dead egqs in uring usvally do nol.
Surgery is however carely required even ir ‘inactive’
Cases.

Furihes Reading

1) Cooppan RM el al. 1986 Morbidily from urinary schislosomiasis in
telation to the inlensity of infeclion in Ihe Manat provinge of Soufh Anca’
Am.J Trop. Med Hyg. 35:763

2} Cooppan fiM el al, 1387 Urinaiy reagent sirlps inihe scieening of
chilgten (or schisiesormiasis in RSA’ SAM J. 72:459

3) Schulle CH &t al 1983 “Etfectiveness of Praziquante! against Sovth
Ainican steains of $. haematobium armd S. mansoni’ $ A M J. 5866
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PARASITOLOGY

infeslabion with sail fransmitlied helminths is camman
in our palients - in survays of under-25s in the Ubombo/
Ingwavuma dislricts Lhe prevalences of infection with
frichuris, Ascaris and hookworm weie 54%, 50% and
37% respectively. Probably 30% of childien in our area
have 2 Jeas| one hetminth infection. Flagellale infestation
i also endemic - rales lor Endofimax nana, Chifomastix
mesnilfand Giardia lambliawere approximalely 7%, 4%
and 3% respectively. Taeniz ova are identilied in only
1.5% of single slool samples These findings are in
contrast Lo other areas e.g. South Coast where hookworm
infesiation may be less bul laeniasis considerably more
common. Cryplosporigium has recenlly been identified
asa comimon inleslation of chifdrenin Durban, recovered
lrom 2.4% of unselected and 9% of paedialiic
gastroenteritis admissions. Strongyloidesand Enaterobivs
are bolb foriunaiely uncommon (<1 %).

The nutritianal significance of these inleslations in
children is \he subject of some gebale, but itis 3l present
our policy to de-worm children only wilh frank
malmudriiion, anaemia or offigr possibly refaled syploms.
Pilot programmes into mass dewarming are currently
0ngoing n Ihe province. Other complications are probably
rare bul may include -

n Loefflers syndrome (wheszy children with Iransient
pulmonary infiltrales and eosinophilia, caused by
migraling ascarid larvae - do not de-worm at
presentalion as ‘verminous preumeonia’ may fesull
when ihe larvae dig)

m Smalf bowel obstructiondue 10 ascarid ‘worm balls’ -
this seems lo be becoming less cammon though
King Edwarg Haspital, during 1850-1970. 7 children
per monlh were admitied wilh this condition.
Managemenl is to drip and suck unlil the obstruction
rgsnives and only ihen de-worm.

m NeuroCysticercasis may be an imporiant trealable cause
of epilepsy though prabably nof as significant in our
patients as sludies Irom other areas vght suggest

a Trichuriasis may presenlwitha whipworm dysentery’
andfor reclal profapse.

w ‘Sandworm'is a culaneous farva migrans caused by a
canine hookworm {Ancyiosioma brazifiense) which
local chilgren pick up after handling/stepping on dog
lagces.
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m Myiasis caused by Ihe larvae of Calliphorid fiies is
occasionally encountered in smail children or
neglected wounds in adulls. Cordyiobia species may
be easily expressed from their holes after application
of liquid paraffin but more aggressive species not
responding to this treatmenl may require debridement
+- irrigation with chloroform or ether.

Treatment
Treat according to Ihe infestalion identified on stool

ricroscopy - thaugh in clinics/0.PD. it is acceptabls lo

treat blind for ‘rounciworms’ which are often well described
by mathers/patients.

m PIPERAZINE 120 mg/kg (io a maximum of 4 g} as a
single dose - for Ascaris (roundworms)

m NICLOSAMIDE 2g as a single dose (19 in under-6s)
- lor Jaenia (tapeworms)

m ALBENDAZOLE 400 mg as a single dose {200 mg in
under-2sj - lor  Trichuriasis/hookworm
(consider a second dose the following day in heavy
hookworm infestations)

= TOPICAL THIABENDAZOLE solution 4x/day for 1 week
- for ‘sandworm’

furiher Reading

1) Schutte CH et al. 1981 ‘lateslinal parasitic infections {n Black scholars
in Norihern Kwazuly' 5AMJ 25 137

2) Moodley D et al. 1991 ‘Cryptosparidium infections in children in
Durban’ $.4 M. 79:295

3) Bradley and Buch 1994 The prevalence of Ascaris and other heiminth
infestations in chuldren atlending a rural Matal hospital and s chinics’
S.A.J of Fpidemiology and Infection 9.2 p 42

4} Taylor M el al. 1995 Targeted chemotherapy for parasile wiestalions
1 rural black pre-school children” S.A.M.J 85870

5) Appleton CC 1996 ‘The distnbution of common intestinal nematodes
along an alliludinal transect in Kwazulu/Natal, Soulh Africa’ Aan 7rop
Med. & Parasitology 900181
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NEPHROTIC SYNDROME

This is probably the commanest presentation of primary
rengl disease thal we see - its prevalence may well be related
totherisk of fype 3 hypersensitivity reactions in a population
who are constantly exposed to microbial antigenaemia. In
adluiis and children, lhe commonest cause is membranous
ormembrang-proliferalive glomerulonephritis and may be
related io Hepatitis B/C carriage, syphilis, schistosomiasis
mansoni or SLE. We have also seen it in patients with HIV/
TB. In both age groups ‘minimal change’ disease is rare.

The syndrome is defingd for our purposes as -

w Proteinuria >3.50/24 hours/1.73 m? (>360 mg/mmol
creatinine on 24 hr collection)

» Serum Albumin <30 g/df

® Feripheral oedema

The usual findings are ascites, pleural effusions and
gross peripheral cedema oflen with an enlarged liver - it
is thereiore an important differentiai ot ‘chronic liver
aiseass’. Hypertension and renal impairment may also
be present depending on ihe underlying disorder.

We usualiy only carry oul a single 24 hour viing 10
confirm ihe diagnosis - check U&Es, Atbumin, Hepatitis
8 and HIV serclogy, RPR and awto-immung screen in
femaies. In older paiients consider a myeioma Screen.
Doa U5/5 10 assess the renal size (a gross discrepancy
may indicate renal vein thrombosis).

Management

m  festrict salt1o approx 1500magy/day.

m  Give Frusemide to mobilise Lhe ogdema (dose up 1o

500 mg b.d may be required).

Consider an ACE Inhibitor where proteinuria is heavy

- this may achieve <50% reduction in proteinyria bul

at The expense of a 25% reduction in GFR!

m  Special diets are probably unnecessary and are un-
likety to be foifowed by the patient aller discharge.In
any ¢ase it seems likely thal most of our patients arg
already subsisting on a relatively low-protein diel.

m Beonthe lock-out lor complications -especially ve-
nous thrombosis and infection (pneumococcal peri-
lonitis and strepiococcal cellulilis are a particular
problem).

m Al our adull patients should be referred for biopsy
- according to 1he results the renal physicians will
decide whether any specific treaiment is indicated
{e.0. immunesupressants).



Furlber reading

1) Seedal YK 1978 The Nephrolic syadrome i the Alricans and
Indians of Sauth Alrica-a len year sludy’ TRS TMA 72:5
2)Schiepatli Aelal. 1993 ‘Prognusss in untreated palients wilh
Idiopathic Membranous Glomerulonephriis’ AfE.JM 320:65

3) imperiale TE 1595 “Are cyloloxc agents henelicial in (Jiopathig
tdemiranqus Nephropzihy? A mele-analysis of Ihe controlled Lrials
JAm.Soc.Heph §.1553
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ACUTE RENAL FAILURE

[is importan| lo appieciate thal [his 1S nol usually
due 16 primary renal disease and should be reversivle in
the majorily of cases il managed correctly. Ii is more
prevelent in the developing world - 60% is ‘medical’
(hypovolaemia esp. dianhoeal disease, nephiotoxic
drugs,sepsish.25% surgical (obstructive uropalhy, stone
disease) and 15% abstetric (either early seplic abortion
or abruption/aclampsiafpuerperal sepsis). Morlalily is
still high (~50% al one year} bul usvally resulls from
complications (esp. sepsis,bleeding) rather than renal
failure per se. Common causes at Hiabisa have been
severe malaria, burns, seplicaemia and haemolylic-
Uraemic syndrome.

The diagnosis requires a high index of suspicion - up
10 50% of cases are non-efiguric (esp. posl-
catheterisalion "wbutar paralysis’ in chranic retentian).
Physical signs are non-$pecific so you may miss lhe
diagnosis i you domi check the U&Es! Cansider the
possibilily 0l pre-exisling chronic renal failure
(pigmentation,anagmia,smatl kidneys on US/S).

Distinquishing reversible ‘pre-renal failure” from
irceversible * acute tubular necrosis® is difficull
biochemically - suggesied markers o the ‘pre-ignal “state
are 3 disproperiionately high urea, urinary sodium <20
mmol/l and a uring/plasma ceeatining >40  These markers
do nol refale 1o the prognosis and le clinical picture will
often felf you more.

Management

m |(ihe palient is clinically volume-depleted., give alivid
challenge of e.q. 200 m! over 5 minutes +/- CVP
monitoring il you are genuinely unsure of the fiuid
status. Confinse unlil signs of volume gdepletion
disappear.

m [fikere is no response of the patienl is clinically fluid
overloaded qgive a bolus ol 80 mg Frusemide (lhe
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prognosis is better if you can avoid prolonged
oliguria) - toliowed by an fafusion of 2-4 mg/min
(max dose 1g/day) if no urine is produced . Add
dopamine al 2.5 pg/kaoimin o oliguria persisis and
adrenaling dmg (4 ampowles of | in 1000) in 200 mis
of salinetitrated with he B.F il persislent hypotension
seems o be responsible.

B (akean £.C.G il the pofassium is >6.0 mmol/f - any
fiatigning ol the P wave or widening ol the ORS
complex must be prompily trealed. Give Calcium
Gluconate 10 ml 10% siowly «.v. over ~ 1 minute
(repeated onge if no eliecl) followed by iv insulin/
dextrase (10 u Ackrapid + 50 i 50% dextrose repested
avery 15 minuies) - \ne potassiym should fall by 1-2
mmo}/l over ihe next 30-60 minules. As a follow-up
or as sole therapy in cases wilhoul E.C.G. changes
prescrine sodium polyslyreng sulphonale 15g oral or
30g rectal 6 tily

a Treal puimonary pedema immedialely wilh mogphing
3-10mg stowly f.v. and oxygen Venesection of 100-
200 mls bloed or giving mannilol 3G6-406 ma/kg of
25% solution gnce only may be lemporising measures
but il you are not going to abandon the pahent al Ihs
stage you must stanl persioneal dialysis or arrange for
emergency lransier.

® Restrict daily Huid intake to output over the fast 24
fiours + 500 mis, examing he patienl ceqularly and
weigh het il possible daily. Preseribe wilh caution!

® High protein diet 33 toleraled. Give cimelidine o
pravent siress ulcecation.

& Be alert to Lhe possibility of secondary sepsis.

Hypertension should respond [ Miediping.

m Palienis withoul an obvious precipitant and a
persistently active urinary sediment, hyperlension elc
should te referred lor renat biopsy (<15% ol cases
may be refaled 10 acule glomerulongphritis) and
specific therapy.

Thaugh mortaiily in the acute slages is high, n paiients

under 70 [ul} recovery of renal function is the rule

beginning after a median of 10-14 days, though il may
be delayed for some months. Patienls with & surgicai
aeliology have (he worsl prognosis.

Further Reading

1Y Chugh & al. 1989 ‘Cianging trengs in acule renal failure in third world
counlries - Chandigarh gy, G/ Med 733017

2) Rasmussen and Ibels 1982 "Acute Renal Failure® Am J.fed 13271
DGraziani et 3l 1984 Dopanune ad Frusemide iroliqueic ceng! falure’
Wephion 3738

4)Seadal el 3. 1993 ‘Acule renal lailure in Blacks and Indians in Soulh
Alvica - Companson afier 10 years” Mephron 64:198
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DERMATOLOGY

‘Hit's wet dry it if il's dry wel it and if nesther works try
sterofds! In most cases this appreach won't do any harm
and will usuaily work but there are nolable exceptions
and lhese will be covered below. The commonest
condilions encountered in OPD wili be covered as well as
those rarer conditions which are importan! to recognise
and manage.

ECZEMA/DERMATITIS

The lerms are interchangeable and refer to
inflammation of the skin due lo various endogenous and
exogenous factors. in the acute phase it is characlerised
by redness, erythema, papules and vesicles with exudale
and crusting. As the condition becomes more chronic
skin thickening, excorialion, hyper- or fypo-pigmentalion,
scaling and fissuring occur. fiching and burning are
prominent through a1l stages of the condition. Lesions
can be complicated by secondary infection.

m Conlact Dermalitis (or Exogenous Eczema): Increasing
weslernisation £xposes people to more and more
irritants and chemicals, causing a sleady rise in the
incidence of contact dermalitis.

m /rrilant contact dermalilis is caused by a direcl loxic
or damaging eflect of chemicals, such as acids, alkalis,
solvenls, detergents and cleansers, on the skin, This
can occur eilher after a single exposure il slrong
enough, or after repeated exposure wilh Jgss noxious
suibstances (e.g., washerwoman’s hands, napkin rash,
vaseling dermatilis of the face).

a Alfergic conlact dermatitis is due o delayed
hypersensitivily to various allergens: once sensilised,
dermatitis can occur wilhin 24 hours of exposure.
The mast common atlergens are zinc (jewellery, coins,
keys, clothing fasteners and studs), rubber, cosmelics
{a multitude of offending compounds), drugs, and
plants {ollen children or there is a ¢lear history ol
gardening).

= The site of the lesions ofien gives a ¢lue to the
aeliology. however, allergic dermalitis can become
disseminaled and occasionally the lesions can oceur
distant from the sile ol exposure. An occupational
history is an essentiaf part of diagnosis. It is importanl
to realise that conlact dermatitis may be superimposed
on any other skin condition: once he skin is damaged
or inflamed, its ability to act as a barrier is reduced

and irtation is much more likely.

Trealment is primarily \he identification of the causalive
agentand its strict avoidance. This is often possible
using occupational history and the distribution of
ihe rash alone Diagnostic paich tesiing may be useful
in allergic contact dermalitis and can be arranged Dy
referral to KEH. It should obviously not be done in
the acute phase of the eruplion.

In the acute phase safine soaks and or weak sieroids
(1% hydrocortisone, the absorption of sleroids is
increased when the skin is inllamed) may be helplul.
The restoration and mainlenance of a suitable barrier
between the skin and irritants is an impaortan! factor
in management. Regular use of a barrier cream may
be sufficient to avoid further episodes, emulsifying
oinlment applied twice daily to hands and affected
skin as well as after every hand wash is very effective
but its greasiness is oflen unacceptable. Aqueous
cream is a less effective put more lolerable alternative.

Atopic Dermatitis: This is familial and assaciated with
aslhma, hayfever ang urticaria. We see this very rarely.
Il often beqgins at four to six months of age with ilchy
papules on the scatp and face, upper trunk, napkin
areaand limbs. 1tis inlensely ffofy. As the chitd ages
it is focatised lo the flexures whese constant scralching
ieads 1o lichenification and hyperpigmenlation. The
exlensor suriaces may be involved. Nearly haif of all
cases will have resolved by 18 months of age and all
but the worst wili clear by age 25. Slress is a significant
exacerbaling factor.

Treatment is wilh weak steroids, 1% hydrocortisone,
once o twice daily followed by emoliients once the
inflammation has settled, ¢.9., aqueous cream,
emuisilying ointmenl. Anfifistamines e.qg.
promethazing 25-50 mg nocte or chlorpheniramine
1 m.g. 2-4x/day in children are extremely uselul
especially at nighl, more for their sedative effect than
antiprurilic eflecl. Avoidance of siress is importanL.

Seborrheic Dermatilis. Probably due 10 the fungus
Pitysporum ovale, this condilion was generally a
condition of poverty and poor hygieng until ne adven!
of the HIV epidemic. We see it quile commonty. it
appears as greasy or powdery scale on an
eryihemalous or dusky background. It is localised to
the sebum producing areasi.e., the scalp, eyebrows,
peri-auricular area, naso-labial folds, neck, axillag,
groins and preslernal and intrascapuiar regions. Il
gan occur in infancy as well as adolescence. Itch is
mild t¢ moderale.



m Trealment of scalp fesions is with seborrhioea scalp
oinlment applied twice daity. it is probabily an idea to
auvise the palienl to cut their hasr very short of lo
shave il off prior (o treatment. A medicaled or anii-
dandrull shampoo may be adequaie and more
acceptable i mwld cases. Other lesions should be
jreaied with an anti—fungal cream such as Whitfields
ointment [Compound Benzaig Acid Ointment) or 1%
clofrimazofe cream. Nystatin is inefleciive 1%
Hydrocortisone may be added in severe cases; oral
keloconazole may be necessary in AIDS cases. The
coadition olien refapses but usually responds o
turiher trealmeni and can be kept under condrol by
improved hygiene and occasional treatment.

m Xerglic Fezema: Basically just dry, cracked skin
common in Lhe elderly, malnourished and those who
frequently use strong soaps of disinfectants. itis quite
common in HIV. Treat with emolifents and avoid
frequenl washing and strong s0aps.

w Exioliative Dermatitis: TRis is 3 severe gensialised
erythema witlh oedema, vesiculation and scaling. 1l
requires urgent and inlensive therapy. It can arise
lrom excessive or inappropriafe lreatment of sczema
or other dermatoses; as a drug reaction 1o .9.
sulphonamides, streplomycin; as & cufangous
manifestation of systemic diseasee.q haemopoielic
gisease or internal malignancy; as g savere
complication of any dermatitis or de povo. ILis ong ol
the few dermaiological emergencies, though seldom
gets them out of bed! Patients are ollen systemically
unweli ang may be in shock (rom a combination of
severe inftarmmation, fluid depletfon and sepsis.

« Trealment is vigorous fuid replacement (jluid 10sS
through inllamed skin ¢an be considerabie),
intravenous corticosteroids, fiydrocartisone 100mg
g.d.s. and systemic antibiolics e.g. ampicillin and
cloxacittin, Topical sleroids should be avoided inilially
as systemic absorplion can be huge. Emollients
should be applisd frequently Oral or topical therapy
can be instiluled a5 soon as an impravement is svident.

m {ichen simplex: Arises from an inilially pruritic igsion
of any cause which is repeatediy scraiched. This causes
lichenihicalion and thickening of Lthe skin, which in
s causes further ilching, hus ¢reating a vicious
gircle. Treatmen! is aimed al breaking this cycle wilh
an ocelusive dressing over eilher polenl steroid
ointment e.g. 0.1% betamethasone or coal lar and
saticylic acid oiniment,
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m Dermafitis anglacts: This does occur and should be
considered in any bizaire skin lesions or vlcers. It can
be diagnosed by demonsirating healing by octlusion
only. This requires admission and abservalion, usually
by otfer palierls who make reliable informants.
Psychiatric help is ofien netessary.

m Darmalitis may complicale any underlying skin disease
and is often seen in Scabies infestations angd is
exaceibates by treaiment. Emollienis and/or weak
sleroids should be given in conjunclion with treatmeni.

FUNGAL INFECTIONS

Dermalophyloses are extremely common in Africa
Hol and humid weather predisposes 10 infection as do
hos! laclors such as diabeles, HIV, malnulrition and
prolonged steroid therapy.

Diagnasis is cfinical, with confirmalion by microscopy
of scrapings from lesions prepared with KOH. Clean the
sile wilh an alcohol swab, than scrape, genily collecting
the skin or nail izkes on papes {hairs can be plucked in
cases 0l T capitis). The samples are lransferred lo a stide
and a lew drops of 10-4G% KGH are added then loped
wilh a cover shp. After 5-10 ming the stide is examined
under fow pawer and low iltumination. Fungal hyphae
are seen as long branching ihreads. In 7. capitis fungal
Spores may be seen inside or outside ihe hair.

m Tineg Corporis (Ringworm of the body): Usually
presents as annuial, single or muliple, ring-iike
fesions which spread peripherally. The central area
may be scaly or as the lesion grows may become
smooth and depigmenied. The border is usually puiple
o 10, eaised, well defined, vesiculo-pustular or scaly.
Lesions may coalesce lorming large irregutar palches
The distribution is asymmetrical. Lesions grow slowly
aver weeks or moriths. Pruritis is common and severe.
Treatmenl is with Whiifields oiniment or 1%
clotrimazole cream. Exlensive or refractory £ases may
require syslemic therapy with ketoconazole or
griseoitlvin.

w Tinea Cruris (Ringwarm of the grom): This allects the
moist waim lo!ds of he groin, especially in males.
Pruntis is marked. There is a peripheral active border,
which is diagnoslic. In acute stages lreatment consists
ol polassium permanganate (1 in 10 000) soaks, in
Ihe sub-acule phase Merthialate is heipiul as is 1%
clalrimazale cream. Griseofulvin and Ketaconazole
may be used.
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Tinea Pedis (Ringworm of the feel): Usually found in
young men {especially il working in wellington boots).
Can be severe and is a common entry sile for cefiulitis.
Treatment is with potassium permanganate (1 in 10
000} {ool soaks. Prevention is carelul drying between
the toes, cotlon socks and well-aerated shoes.

Tinea Capitis (Ringworm of the scalp): Commoniy
children, and presents as single or multiple patches
ol broken or distorled hairs/alopecia often with
scaling of 1he skin. Most resolve with puberty out
may resull in permanent alopecia especially in the
more severe ‘Favus’ or Kerion' forms charagterised
by suppuration or thick crusts. Treatment is with
griseofulvin 10 mg/kg up lo 500 mg daily for 4-6
weeks.

Tinea Unquium (Ringworm of the nails). Yellow
discoloration and distortion of the nails, which are
often brittle. Treatment is with griseciulvin or
ketaconazole and has 1o be prolonged: § months for
fingernails, 18 manths for toenails, and is lherefore
only indicated in exceptional Circumstances.

Pityriasis versicofor: Common in hot humid weather,
pregnancy, stergid therapy and the immunig-
compromised. Family outbreaks ofien occur. Small
irreqular pale patches gradually coalesce to form the
continent with surrounding islands” pattern . The frunk
is most commonty affected . It can mimic vitiligo. A
single dose of ketocanazole {400mg) is probabiy the
most simple and effeclive trealment.

Scabies : Caused by the mite, Sarcoples scabiei, it is
aextremety common. Classically it causes an Achy rash
with pruritis very much worse at night and the presence
of tortuous thread-ike burrows is pathognomic . The
distributionis typically between ihe fingers, around the
wrists, the waisi, bultacks, inner thighs, ankies and the
mipples in women and the pents in men . The lesions
can be obscured by excoriation from scratching and
can hecome infected. Atypical severe infestations can
aceur in the immunogompromised with a widespread

dermatitis. Treatment is with 25% benzy! benzosie
emufsion painted into every nook and cranny from the

neck down afler a good scrub and lefl on for 24-48

nours then washed off thoroughly. All family members

shauld betreated at the sametime and bed linen changed

immgediately after trgatment. Trealmenl can exacerbate

any underlying dermatitis and the fch and rash may
persist for many days after treatment . AQueous cream
and occasionally weak steroids are indicated.

VIRAL SKIN CONDITIONS
® Shingles: Reactivation of latenl varicella zosier virus

usually affecting one, unilateral dermatome causing a
painful pustular rash. The rash may just cross lhe
midling in immunocompétent individuals but should
not involve more ihan one dermatome. Underlying
immunocompromise. especially HIV, should be
suspecled in extensive shingles affecling more than
one dermalome. Treatmeni is symptomatic as acyclovir
is expensive and most patients present 1oo lale fo
receive any benefit from it. The use of acyclovir should
be reserved for cases of severe ophthalmic shingles
only. The pain of shingles is extremely unpleasant s
adequale analgesia, e.g. with Ibuprofen 200-400 mg
t.d.s. is essential: amitriptyling 50mg nocle works
well for this type of neuralgic pain (increasing the
dose does nol increase the analgesic effect). Gentian
viole! 0.5% should be applied to the rash 1o prevent
secondary infection, which is relatively common.
Remember babies and young children can contracl
chicken pox from an adult with shingles.

Warts: Various papovaviruses are responsible for the
different types of warts, including common warts,
plantar warts and genilal warls. There is no specific
trealment for warls, i.e. no viracidal therapies, all
trealments are aimed at debulking the wart and
stimulating an inflammatory reaclion in he hopes
that ihe host immune system will clear the virus. Most
warts will in fac! disappear sportancousiy atter a lew
years, s0 aggressive surgical {reatment with the risk
of scarring is seldom indicated. Cureftage vnder focal
anaesthelic folfowed by genlle caulery is effective .
Weekiy applicalion of podophyllin 20% in benzoin
tincture can be used - cover the normal skin with
vaseling, apply an occlusive dressing and wash the
application ofi after no longer than & hours.
Podophyllin should never be given 1o palients for
self-treaiment &5 it invariably goes horibly wrong.
Extensive vaginal warts should be referred (o the
gynaecological clinic for treatment.
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IMPORTANT MISCELLANIAE:

u Psoriasis: This is rare inour population. Seen mainly m Melanoma: The acral fype of melanoma 15 (he most

in young adulls, it is generally a much milder
congition than in the West. li presents wilh pvaf or
round, erythematous, scaly macules and papuies,
which converge to form silvery, grey plagues . The
lesions are lypically found on exlensor surfaces - Ihe
elbows, scalp, ang shins and behind 1he knees. The
course is one ol relapse and remission. Treatmend is
with 2% salicylic acid io emulsifying oinlment applied
2-3 times daily lo affected skin or 100mi of coal lar
sofufion added lo a bath daily . Exposure ofthe lesions
10 sun is also very belplul.

Albinism: Congenital absence of pigment Trom lhe
skin, hair, iris and retina, Most o our patienis seem to
oe ol the panial type with yellow hair and bive eyes
('autosomal recessive melannsomal deficiency’). These
individuals are extramely sensilive 1o The damaging
effects al solar radialion. There is a high incidence ol
solar keraloses and laler squarnous cell carcingmas
ol the sun-exposed skin, Fhotophobia ang aysiagmus
are common. Every opportunity should be taken Lo
advise ahout the avoidance of prolonged sun exposure
(e.0. sunglasses, long sleeves, nmbrellas elc.) and
{ofal sun biock should be provided regularly for head,
neck and hands.

Cheloig: A typerirophic scar can be dislinguished
from 2 Irue keloid by ils remaining within the
boundaries of the wound whereas keloids lend (o
extend beyond the original lesion . The former 1ends
10 regress sportaneously whereas (he latter lends lo
enlarge. Keloids are refatively common in black
Alricans and can be disiiquring, especially in young
women. Trealment is wilh infralesional triamcinolone,
Smg/mi, al monthly intervals, if there is nop response
afler 6 momhs Lrealrent should be stopped. L should
be reserved for severe lesions on exposed areas only
as it is expensive and lhe ouicome is often
disappointing.

comman variety seen in black Alricans. Il appears as
a paichy pigmented macufe commanly atthe proximal
nail fofg, heel or sole: subungal 8sions are also
comman. The depih of the lesion at presentation is
ihe most imporant prognostic indicalor {Breslow
ihickness]. Any suspect lesions should be excised
completely wilh 2 foll thickness biopsy and a wide
excision margin. Care should be taken tc ensure [he
edges of Ihe biopsy are perpendicular to the skinie.
(he defecl lefl afler excision should be U-shaped and
nol ¥-shaped.

Pemphigus: Qne of Lhe lew dermalological
emergencies. We have seen two patients with this
condition in our district. Il slarls with blisters in the
moulf that burst leaving painful ulcers then ¢rops of
biae appear onthe frunk, head and neck . The blisters
burstio leave 3 raw wicer thal is slow 10 igal . Diagnasis
is based on biopsy of a Iresh, intact biister , preferably
sent iresh, net in formalin, to the lab for
immunollyorescence. Unireated the condilion is fatal
wilhin lwo years. Adequate trealmenl will lead to 2
near narmal life span. Large doses of pragniselone
(60 - 100 mg/day) are needed 1o bring the condiiion
under control and other immunosuppressants (&.g.
dapsone, azathioprine or cyclosporin) may be used
tor their sleroid-sparing sflects. Al ¢ases should be
ieferred {0 the dermatologisis lor follow-up.

Porghyria Cutanea Tarda Ocours relatively commonly
in Zulys and is (hought [0 be due 10 & combinaiion of
alcoholic liver disease, hepalic siderosis and maize
diet. Skin fragiity with blistering and scareing of sun-
exposed skin, especially ihe dorsum ol the hands is
characleristic. Il is trealed by repeated vengsection
(500l every 14 days) and chioroquine 200mg twice
weekly
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TYPHOID

Notifications of typhoid fever from ihe northern
Kwazuly hospilals have been faliing for some years but
we continue to see sporadic cases in our district, typically
in the first hall of ihe year. On average at present, each
health district in Morthern Kwazulu-Natat can expecl o
notify ~10 cases of lyphoid/year. Aboul two thirds of
households have access to a toilel of some sorl {pif fatrine
or flush toilet) but >50% still get their water directly from
local rivers. At present, there is viflually no
chloramphenicol resistance amongsl isolates irom our
anea.

Mosl cases accur in young people and ihe disease is
considered to be greatly under-diagnosed and severe in
chilgren. |L is imporiant lo appreciale (hal typhoid is a
systemic illness and ihat symptoms referrable to the G.I.
Iract are commonly absent. The most common symploms
are severe headache, dry cough and profound malaise.
However, diarrhoea may be a prominent lealure, especially
in late presenters and HIV +ve patients. Defirium s also
characleristic in the third week and typhoid should ahways
be considered in a young confused patient.

The cardinal signs are high fever (39+°¢) which is
typically sustainad. Refalive bradycardia (the normal
response is an increase of ~15 b.p.m. f°c increase in
temperature} is a highly specilic but insensitive sign.
Rose spots are hardly ever seen in our patients and
splenomegaly is said 10 occur in only 5% of cases.
Den’l be confused by chest signs - these arg commoniy
present.

The White Ceff Countis low in ~ 25% and a White ce!l
sount >8 correlates signilicanlly wilh complications.

Sludies of the Widaf fest in South Alrica have
demonsirated thal a titre of 1:200 + (O and for Hi has a
specilicity of =90% lor bacteriologically proven typhoid
but a sensitivity of only 75%. It appears that litres are
frequently positive in the lirst week in South Alrica and a
fourfold rise in lilre is rarely demonstraied. Furthermore,
both O and H titres are thought to remain high for about
2 years after inlection.

Biood cutture has 3 high vield throughoul Ihe illness
and stool and urine cultures after the second week (the
latter is also important 10 exclude schistosomiasis which
may permil @ profonged carrier state).

Chioramphenicol 50-75 mgfkg (~ 19 6.hrly far an
adulty is the drug of choice. |.V. is preferred initially but
start oral as soon as apyrexial for 48 hours. Give 14 days
lotal.

Monitor the patient closely for complications which
may presenl insidiously. Perforation should be.managed
strgicallyas T5% are single and can be oversewn simply.
This may be necessary on site il the patient is nol fit for
transfer.

In praclice it has heen impossible for us to confirm
bacteriological cure and since only 3% of patients are
likely 1o become chroni¢ carriers we have nol made
strenuous efforts 10 follow-up patienis discharged after
admission for typhoid.

Furiher Reading

1} Somerville PC el a1, 1981 ‘The Widal lzst in lhe diagnosis of lyphoid
fever in the Transvaal’ SAM J 58 (24):851

2} Rose IN and Abraham T 1987 'Predicting entenc kever without
bacleriolegical cutlure results’ FR.S. TAMLH. 81-1022

3) Bitar B and Tarpley J 1985 ‘(nleslinal perforation in typhoid fever - 2
histonical and slale -of -ihe-arl review' Reviews of fafectious Diseases
7:257

43 Abdod! Gaffar MS elal 1992 The white cell countin Typhaid Fever’
frop.Geo. Med 44:23

5) Depariment of Healih 1995 Typhoid lever in South Africa 1915 -
1994 £pi Commants 22(2).24

ZUCIOIE

Kwazulu-Natal has for a long lime been considered
ihe ‘Amoeba capital of the world' - the disease assumed
epidemic propartions in South Coast slum areas during
the 1950s. We see lhe disease much less freguently and
it has certainly declined in imporlance as a cause of
dysentery since the arrival of the shigella pandemic. Stool
surveys identify £. histolylica cysts in <10% of our
population whereas the non-pathogenic Enfamogba Coli
can be recovered in ~ 60 %. Recenl work has shown thal
many of Lhese cysts may in facl be of anolher non-
pathogenic ‘dead-ringer’ for E. histolylica called
Entamoeba Dispar. Amoebic liver abscess is the principal
serious manilestation in our health ward, although a few
cases of colitis are picked up. Slricture formation and
perianal disease are other serious if uncommon
complicaiions.

AMOEBIC LIVER ABSCESS

Few palienls give a history of pre-existing or
concomitani dyseniery. The usual complaint is of right-
sided hypachondrial or chest painusually for <2 weeks.
Fever is present in 75% and is usually hectic/sustained
{in contrast with colilis where fever is invariably absent).



Hepalic lenderness/swelling is present oflen with right
basal chesl signs. The presence ol jaundice should
suggesl another iagnosis.

Polymorphoruclesr leucocytosis is presenl inal least
80% and CX8 may show a raised hemidiaphragm +/-
aleleclasis The diagnosis is usvally confirmed by US/S
- & lypical cystic struclure will usually be present with
fhrough transmission and shifing fluid ingide ofa similas
echogenicily 1o the liver ilsell. They are usually single
bul rarely multiple. Do nat look for amoebic cysLs inthe
stoal - they will be present in <50% - lrgphazoites may
be identilied in Lhe 'last drag’ of an aspirale. Amoghic
serology will De positive in 85%.

Treat with Melromdazole 800 mg t.d.s for af ieast 3
and ug 1o 10 tlays - Inis is Lhe same high dose regime as
for colilis and dispenses wilh ihe need fos a luminal
amoebicide such as letracycline.

We have foflowed a policy ol sefective aspiralion lor
the tollowing indicalions -

m faiiure lo tespond [0 mettonitazole (which may noj
penelrate & tense abscess wall, but (he olher concern
nere is (o exclude a bacterial abscess)

w sarsed hemi-ciaphragm(risk of ruplure inlo the ihorax
wilh lormislion ¢l 3 problernalic amoebic empyema
and hepate-bronchial listua in up 16 50%)

m Jelf lobe abscess (especially i adjacent (o {he
pericargium)

m poinling abdominafly {iuplure anlo the abdominal
wall may leave a nasly fisiula and amoebic perilonitis
carries a mortality of 220% even in Lhe besi hands).
These is litlle point re-scanning as Lhis dees not give

any assessmenl of progress independently ol the clinical

picture and 1/3 of lesions take longer Ihan six rronihs to
resalve comnpleiely.

AMOEBIC COLITIS

Generally a more hronic ilfsess than bacillary
dysentery and withoul fever. Tng besl way lo diagnose il
is lo do a warm, wef prep of slool straighl from your
glove +/- E0sin counlersiaining. The lrophozoiies
typicatly contain ingested red cells. Even with lis method.
Lhey are rarely seen in our 13b, though cysls often are,
ang ihe widespread practice ol giving Melronidazole 1o
all cases of dysenlery al clinic may have somelfitng 10 do
with 1his. iManagement in confirmed cases (i.e.
Irophozoites seen, not jusl cysts) is Melronidazole 800
mg 8 iy for 5 days.

Mo cyslicidal diug is currently generally available in
Soulh Alrica and 90% of cysl passers will clear Iheir
infection by one year
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SHIGELLOSIS
The African Shigella dysenlery pandemic arived in our
district in 1994/5. The organism S. dysenteriae type ! has
supplanied olher prevalent causes ol dysentery in our distict
especiatly S. flexneri (<20% of isolales) and E. histolylica
(<5%) - it is resistant 1o Ampicillin, Telracycline,
Chlgramphenicol, Trimelhaprim ang Sufphameélhoxazole,
and only demanstrates i vilro sensilivity lo Nalidixic acid
and Gefiriaxone. 150 ¢ases were admitied to the pacdialric
ward during 1995 and the case fatality rate was 13%. Deaih
was 3-4xmare likely in children aged <2 years or who were
malnounshed, althouab it is important to remember Ihal
(he gisease is potentially serious in bolh aduits and children.
Shigella organisms can be isolaled from Lhe blood in ~ 10-
15% of cases. Haemolylic-uraemic syndrome was a
complication in 11% ol admissions and vero-(oxin
producing Shigellosis is a much more common cause ol
Ihis disorder in black Soulh Alrican children at presenl
than £.¢oti 0157.

Diagnosis

Baciliary’ dysenteryis characterised by fever, blood and
mucus-stained stosts and colicky abdominal pain +/-
{enesmus. The clinical presentation is 0 characlenistic lhat
furlher condirmalion ol the diagnosis is usually unnecessary
buta highly positive faecaf leucocyle testis typical of Shigella
dysenlery. Amoebic lrophozoiles and campylobaclers may
also be recognised by an sxperienced microscopis! on direcl!
dark-field microscopy bul are prabably uncommon causes
of dysentery in our district. Trealmend decisions are virlually
never made on the basts of culture in our hospilal

[n all children aad nor-ambulant adults, check HD, Pils,
U&Es and ask about viine oulpit. Be alert 16 the presence
of compficaiions. These include seplicaemia,
hypaglycaemia, myccardilis. encephalilis, pancreatitis and
loxi¢ dilatation/peroration in the acute phase Children
have tended o be hyponatraemic. Detayed complications
include Haemolvlic -uraemic syngrome, prolein-iosing
enleropalhy and reaclive arlhropathy.
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Treatment

Non-severe

m Adults - Ciprofloxacin 500 mg b.g. 5 days p.c.

m Children - Nafidixic acid 15 mg/kg 0.d.s. p.o. (Syrup
available)

Severe

m Ceftriaxione 50 mg/kg/day slow i.v.fim. 0.d.

w [n palienls not improving after 48 hours, add
iMelronidazole 7.5 mg/kg 8 hrly

Haemolylic-uraemic syndrome - the crucial indicator
in management is ihe urine output. Try to maintain >1
mifkg/tr but be careful not to overhydrate. If the urine
oulpul falls whatever Ihe urea and cannot be reslored
with Frusemide 2 mg/kg stati.v. bolus and/or Dopamine
3-5 ug/ka/min, then refer urgently for dialysis, as fluid
overload can be slubborn and faial in these children.
Repealed translusion may be required in the presence of
continuing haemolysis and is indicated it Hb <6. Monilor
BP and fluid slaius clasely around the time of
iransfusions.

Encephalopathy - Check the Na -, 8.P, Glucose. Hf all
normal, presume Shigatoxin-related.

Further Reading

1) Chopra M el al. 1997 ‘Epidemic Shigella dysentery in children in
Norihern KwaZulu/iatal’ SAM J 87:48

2}Pillay DG 1997 'An outbreak of shiga bacillus inKwaZulu/Malal, Souin
Africa’ . Infeclion 34(23.107

33 Bennish ML 1981 'Potentially lethal comphcalions of Shigetlosis'
Rev nl Dis, 13(84):5318-24
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Dyspepsia may affect up to 30% of rural Africans bui
ihe majorily are not refated to peplic ulceration, However,
peptic ulcer disease can no longer be considered
uncommon in black South Alricans - the incidence ol
admission Jor this illness increased 12x al KEH VIll
between 1950 and 1976. We have operaled for lour
perforated O.U.s at our hospital since1995 - in our
experience this is a commoner complicalion Inan the
pyloric stenasis (radilional ly altributed 1o peptic ulcer in
rural Africa. The peak incidence is in (he 3rd decade and
sex ratio M:F 4:1.

Dyspepsia can be simply approached by
distinguishing lwo symplom groups -
a fefiux fype - complain of heartburn, acid brash and

burning retrosternal discomfori made worse by lying
down and large meals.

m Ulcer type - complain of epigastric pain often worse at
night and releived by antacids. The pain may be
relieved or exacerbated by eating.

Inall cases do a stool microscopy and rule out use of

NSAIDs and alcehoi.

Managemenl depends on the lype of dyspepsia and
the age of lhe patienl (risk of malignancy).

Dyspeplic symptoms
lor more than 2 weeks

v Ny

‘Rellux’ ‘Ulcer'
and under 45 years or 45+ years

l

Trial of Anlacid
10 ml 1.d.s. alter
eating ang at night

l

Cimelidine 800mg
nocle for 4 weeks

Gastroscopy <——

LN

Qesaphagitis  Duodenal/Gastriculear  Gastrilis (hislotogical)

l l \

Omeprazole  Test for Helicobacter pylori

20mg b.a Treat symptoms
Consider efimination
therapy only if no
conlrolted
Posilive -

Negative - gggn;acglu“fﬁ izg;nn% g.d.

Cimetidine 800mg XyCl 4.

nocte (o1 4 wenks Melronidazole 400mg b.d

{all lor one week)

Heifcobacter pylori infeclion is much mare common in
Alrica than Europe - 50% of African children acquire it by
the faecal/oral route prior fo age 10 years, ~75% of adults
areinfected. Metronidazole resistance is probably common
in our district, especially In females. Chronic # pylori
gaslritis is the rule af gastroscopy in developing counlries
- it is found in 90+ % and eradication lherapy seems not (o



lead lo an improvement in symptoms.In some sludies it
has been demonsirated lo be a pre-malignant change.
However, the incidence of gastric cargingma is only ~3 per
10 in black South Africans and the valug of elimination
lherapy is unproven in his siiuation. Gastric ulcers are
much less common than B.U.s bul ~25% i RSA wiil be
malignant so G.U.s should always be biopsied.

Furher Reading

1YLousv JA gl 3. 1995 "Heliabacter Pylon eradication inthe Aliican setting
with special reference to reinfechion and dugdenal ulge recurrence GUT
36:554

2} Segal | el at. 1983 Duodenal and gastic uicer in Sowels' SAM.J
G4{200: 777

3) Mayor-Davies JA et al. 1985 "Surgery far complications of peplic
ulceralion in urban black palienls” 5.4 M.4 67(4).545

4) Holcombe C etal 1991 The prevalence of symplorms of dyspepsia in
north eastein Nigeria: arandom community-based Sludy 7 Ggo. Meg.
43.209

) 1399 ‘Diagnosis and Management of Dyspepsia - clinical guidelines”
SAMS B89
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PARAFFIN

This is he commonest [orm of poisoning we see in
chilgren. Parafiin is a common fuel in many households
and is often kept in unmarked drinks botlles. Forunately it
i$ frritant and has an unpleasanl laste, so mosl poispnings
involve small amounts. Due lo ils low surface Lension it is
readily aspirated and causes a chemical pneumonitis which
may progress to haemorrhagic pulmonary oederna. Olher
common fealures are vomiling and drowsiness. Fever
corelales with severe poisoning and almost never with
secondary infection.

Putmonary complications occur in up 1o 50% and are
almosl always apparent by 8 hrs. Respiratory distress and
bronchospasm with a fever are the usual findings. CXR
{does not need to be ablained routinely) may reveal perinilar
or confluent inliltrales in a lobar distribulion {rarety,
pneumatacoeles of pneumothorax) and a double gastric
fluid tevel.

Do nol give ofive oil or milk and do not induce emesis
unlessilis ciear on admission thal the palienl has ingesled
a massive dose (e.0. admitied in unrgusable coma shorly
afler ingestion, when gasiric lavage with a cuted E.7. lube
in place is indicaled). Antiiotics should be grescribed
only il fever persisls andfor there is clinical deterioration
alter 24 hours. Patients with signs of pneumonitis shauid
be managed supponively with oxygen and a short period of
venlilation il required. Steroids are of no tenefil.
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PURGE NUT ' INHLAKUVA’

Small children somefimes ingest the seeds of  Jalrophia
curcas (umbrella tree). These are black in colour and have
a sweel, peanutty taste. They contain curcin, a ricin-like
poison that causes q severe gastroenterilis. The plani is
cormmonly used by local lraditional healers as a purgalive,
The clinical presenlation 15 af abdominal pain,
diarrhoea,vomiling and somelimes dehydralion. The
condition is forlunalely self-limiling and supporlive
treatmenl only is required.

JIMSON WEED ‘ILOYY

Datura slamoniym is a common weed containing
parasympalhalytic alkaloids inclading alropine and hyoscing.
It is used by Iradilional healers as awound dressing/poultice
and may be smoked for chest complaints. ingestion of
medicinal preparations or food conlaining the plant (it may
be mistaken for spinach) may result in a central
anticholinergic syndrome characlensed by confusion, altered
£ansclous level, convulsions and fealures of atropinisation.
It may be responsible for some cases ol unexplained
neurological/psychialric episodes in our population,
Neostigmine 1-2 mg i.v. repeated al 10 minute intervals
according lo the response may produce a dramatic
1eSpONse.

MUSHROOMS

The most common poisonous Mushiooms in our area
are Amanita spp. esp. Phaltoides and Chierophylium
Molybdites bolh of which may be mistaken for eible variettes.
Poisoning by the A. muscaria/pantherina group (principal
{0xins - ibotenic acid wilh low doses of muscaring) typically
causes prompl dizziness/ataxia, hallucinations and
somelimes convulsions Frank muscarinic effects are
uacommon, Suppartive treatment only 18 required ang
{atalities are rare. Chlorophyifum poisoning is usually
characlerised by gasirointestinal disturbance wittin fwo-
Ihree hours and requires suppostive care only.

Poisoning wilh A. phaffoides and relaled species
{principal loxins - amanilin cyclopeplides) is characlerised
by a defay in initial symptoms for 6-24 hours followed by
protuse vomiling and choleraic diarrhoea. A 48-72 hour
remission Then supervenes but is giten fotowed by acute
hepatic and renal necrasis which is fatal In 50+% of cases.
{15 only in this phase thal neurological symploms may
become prominent as a result of mefabelic
encephalopathy. Megadose penicillin Lherapy is Lhought
(0 oppose the ellects of amaniting and dases ol 1 Mu fkg/
day shou!d be given if poisoning is suspecied.
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PESTICIDES '
Diazinon is 1he most widely used and fregly available
organophaosphale pesticide in our area. i is available in
preparalions for dipping domestic animals and stock and
i$ also used as a spray around farm compounds io conirol
cockroachs. Paraqual is aiso in general use as a herbicide.
Mosi of the other commonly used compounds e.g Amilraz
and Pyrethroids are essenlially non-toxic to humans.
Mild Organophosphate poisoning i$ characierised by
CNS stimulation and predominantly muscarinic effecls £.9.
nausea, vomiting, diarrhoea, swealing, missis and
hypersalivation. More severe poisoning involves CNS
depression and nicotinic effects at neuro-muscular junctions
e 0. generalised weakness and fasciculations. Ganglion-
blacking effects e.0. bradycardia and hypotension aceur
iale. Atropine 0.02-0.05 mg/kg/hr i.v. should be given every
15 minutes unbl frank clinical atropinisation is apparent.
This may involve doses of up to S mg initially and the dose
should be tapered off slowly aver 24 hours. Diazepam is
eflective to conirol cenvuisions. Oxime therapy is not
available in our hiospilal and has not been shown to influence
outcome. An ‘inlermediate syndrome’ of brainslem/CNS
lesions wilh proximai peripheral neuropathy may develop
1-4 days after exposure and persist lor 2-3 weeks.
Ingeslicn of paraquat causes corrosion of the gasiro-
inestinal traci, hepatic and renal failurg and progressive
pulmonary librosis. Splashes of dilute solutton may cause
corneal and skin ulceralion and inhalation {e.g. spraying
without masks) may cause lransignt mucosal inflammation.
Ingestion ol significant amounts of selution carries a
morlality of up to 60%. Since paraqual is virlually fuliy
ahsorbed wilhin 1 hour, gastric lavagefadministration ol
activated charcoal even if carried oul immediately on
admission is unlikely to influence the outcome. The value
ol haemadialysis is doubtul since plasma levels of paraqual
are low and it is rapidiy distributed to other compariments.

IRON

Severe poisoning is only likely if more than one tablel/
kg oi Ferrous Sufphate has been ingested - abdominal x-
ray can confirm the number since the lablsts are radio-
opaque. The clinical features are biphasic with initial
abdominal pain, diarthoea and vomiting of black fluid which
subsides as the iron enters Lhe reticulo-endothelial system.
In severe poisoning, this may be followed after 12-48 hours
by shock, melabolic acidosis and signs of hepalic and renal
failure. If there are clinical signs of shock or altered
gonsciousness in the initial stages or il more than ong
fablel/kg has been ingested, give Deslerrioxaming i.v. 29
adults / 1gm children, then 5mg/kg/hour for 12 hows.

POTASSIUM PERMANGANATE

This is anglher common chitdhood poisoning which
seems benign in mast cases. Howaver, upper G.1. erosion is
described and rarely laryngo-/bronchospasm with
bradycardia and hypatensien. Hepatic and renal damage
may occur. Treatment is supportive - give milk to drink and
do not do gastric lavage

ALCOHOL

Gastric lavage is of no value and most palienls reguirg
suppariive lreatrnent only. However, keto- or [actic acidosis
may oceur and significant nypoglycasmia is a recognized
camplication in children - therefore start @ 5% dextrose
infusion and check Ihe HGT. Add 50 ml 50% dexirose to
the bag il il is low. Methanol may be present in small
amounts in cerain local brews but we have no way of
confirming (his - soin patienls who are clinically acidolic
give Sodium Bicarbonate 8.5% ang lifrate according to
the response.

BATTERY ACID

Car batteries centain 28% Suiphuric acid Strong acids
lend lo spare lhe oesophagus but cause severe gaslric
iesions. Pass an n.g. ubg bul do not do a wash-out. Infubale
if evidence of {aryngeal involvement, as the situation is only
likely to deteriorate. Resuscilate vigorously and refer
immediately for gastroscopy/iaparotomy if signs of
perforation or laemorrhage. If the patient is stable, refer for
endoscopy at ~ 5 days to assess ihe degree of damage and
likelibood of stricture developing.

CANTHARIDIN

Some traditional healers are thought to make use
of exiracts of Mylabris (‘Dlisler’) beetles in preparing
aphrodisiacs. They contain high levels of cantharidin
and poisoning is characterised by burning of the throat
and genitals, vomiting and bloody giarrhoea. Haemaluria
and priapism may also cccur. There is no antidote bul
vigorous resuscilation may be required.

Further Reading

1} 1995 "Peslicidal paisoning in South Africa 1980-1994" £pr.
Comments 22:112

2) Reed RP and Convadie 1997 ‘Epidemiclogy and clinical features of
parafiin (kerasene) poisaring in rural Alrican children” Ann. Trop. Pacds
17:49

33 Rivett MJ et al. 1988 ‘Mushroam (amanita phalloides) peisaning in
the Ciskel’ 5.4 M S 73:317
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PALLIATIVE CARE

Pallialive care has been defined as the active, vital
care of palients whose disease is no longer responsive 1o
curative trealment. In resouige-poor counlries, a better
description may be Ihe care of patients for whom curative
ireatment is nof available. It is olten the only aption
available, bul managing it well can mean the world ol
dillerence 10 Lhe palienl’s comion and qualily of life,

PAIN

The keys to good pain control are carelu) assessment,
and where possiole, diagrosis of (he cause, use of the
analgesic ladder and review of the eflecliveness of Lhe
meaication used.

Analgesic ladder -

(As per cancer pain rellef programme WHG)
Non opioids;  Paracetamot to max 19QDS
NSAIDS: louprolen 200-800mg TDS
Weak opicids:  Codeine. Codetne/Paracetamol mix,

Valloran (¢hildren)
Sirong opigids: Morphing, Pethiding

On gach step, build up lo the maximum dose ang
frequency ot thal drug, and il lhe pain is not controlied,
move up 10 the nex! step. Some classes can be mixed,
i-e. NSAIDS and any of 1he olhers, and other grugs may
be uselul as analnesics e.q. carbamazopine.

Strong opioids in severe pain can be increased as
necessary (o control the pain wilhout risk of overdose,
but be aware of sige effects - particularly those Lhal may
coniribute to pain or discomlart e.g. constipation_(f a
dose ol morphine is effective in relieving the pain, bul
doesn’l last 4 hours, 3 50% increase in the dase shoufd
be made uniil pain reliel is achieved.

PAIN NOT RESPONSIVE TO OPIOIDS:
BONE PAIN

NSAICS can be particularly effective in bone pain, with
or without a weak or strong opioid in addition.

NERVE PAIN

OYSAESTHESIA

Constanl burning pain can be helped with tricyctics - in
particutar amitriplyline. Small doses are often effeclive -
stad at 10 mg af night and work up to a maximum of
100mg. Taking 1 al righl also helps with the insomnia
ofien relaled 1o pan. Remernber, il may lake about a week
1o reach etfect. This ¢an be useful with painful feel.
NEUROPATHIC/NEURALGIC PAIN

MEDICINE mnm

These are usually shooting in nalure and can be eased
by carbamazepine. Starl al 100mg 8D and inciease as
necessary.

Steroids can also be helplul in some nerve pain,

PAIN RELATED TO INFLAMMATION
Nol surprisingly these olten respond to NSAIDS, for
example headache due to meningitis or arlhilic pain.

PAIN RELATED TO ORGANCMEGALLY
e.g. liver pain from sirelching ol the capsule - may be
relieved wilh slergids.
DIARRHOEA
» Codeine Phosphate
» |operamide
= Stronger opinids as necessary i.. morphine in sevefe
cases (assuming Lreatment via ihe diairhoea protocols
nas been Iried and other trealable causes excluded).
NAUSEA AND VOMITING
= Meloclopramide - il vomniting Js post loed or medication,
give antiemetic 1/2 haur prigr to intake or in lhe case ol
lablets, il possible, give them with lood.
« Allernative anliemetics include chlorpsomazing or
haloperidol dug to their gopaming antagonisiic effecls.
BREATHLESSNESS
Religve any obvious cause such as pleural or pericardial
eflusions or asciles and ireal anaema. Regular small doses
ofbenzodiazepines may help 10 ease he panic sensation of
breaihlessness, of if necessary, regular shor acling opioids
2.g.morphine 2.5 (lo the negative 5) mg 4 hourly. Nebulised
morphing soiulion, wherg available, ¢an also be uselu!.
Dissolve 5 mg rorphine powder (i.e. for IV use) with 5 ml
waler and pul in 1he nebuliser chamber.
COUGH
Codeine of even marphing can be helplul as cough
suppressants. In resistant cases, nebulised local
anaesihetic can work.
RAISED INTRACRANIAL PRESSURE
Sleroids, in particutar dexamethasane, may help by
reducing associaled cerebral oedema and in Some cases
shrinking the lesion. Starl wilth 4 -8 mg QDS, il there is
to be a response, il is seen within & few days. If Ihere is
nong, slop. Il they espond maintain the dose lor 5 -7
days (hen start to slowly wean down.
CEREBRAL IRRITATION
Symptoms such as twilching, agilation or Severe
nyslagmus can e reduced with small regular doses of
benzodizzepines; starl with 2 mg TDS diazepam and
increase as necessary Bs careful lo delerming irritability
from fitting, which requires standard anii-epileplic treatmen.
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Cholera is a water-borne diarthoeal illness caused
by low qualily water supplies and poor sanitation. As |
wrile, the District is in the middle of its second major
outbreak in 10 years. The epidemic has allecled the rest
of the Province and appears to be spreading 1o lhe rest
of Ine counlry

Cholera should be suspected when:

m apalienl > 5 years develops severe dehydration from
acute watery diarrhoea (usually with vomiting}

B anypatienl > 2 years has acule walery diarthoea inan
area where there is an outbreak of cholera.

Up 10 90% of peopie infecled are asymptomatic. The

incubalion period is 2-3 days and mosl symptomatic

palients have only a mild disease wilh loose stools 2-3

iimes per day lor 5-7 days, this is clinicaily

indistinguishable {rom any other form of diarrhoea. No

treatment is necessary.

Thirst in a patient with diarrhoea is a
symplom diclating vrgent treatment. The patient
has lost 2-3% of body fluid, and may also be vomiting.
Trealment is with adequate guantities of oral
fluid.

In 1he classic cholera case the onsat of severe
diarchoea tollows suddenly and shorily after & prodromal
phase. Stool oulpul rises rapidly, soon takes on the
classic "rice waler™ appearance, and the patienl ¢an
develop shock within a few hours. Untreated, the patient
rapidly becomes dehydrated, haemo-concentraled and
hypovalasmic. A melabolic acidosis develops. These
and all lhe "complications’ of cholera are a resull of
loss ol luid. Treatment is lherefore fiuid
replacement.

Al >5% fluid loss clinical dehydration starls lo
become obvigus. The patienl is in danger ol
hypovolaemic sheck. (f fluid loss exceeds 10% survival
is unlikely. Treatment is urgent 1V fluids.

Renal failure is a resuli of hypovolaemia; metabolic
acidosis is primarily a result of loss of bicarbonale in
stogl. Bolh can be corrected by adequate Nuid
replacement. Bypogiycaemia may occur in some patients,
and since il carries wilh it 2 higher mortalily, routing use
ol replacemenl fluids containing dextrose is
recommended.

In children a fever and marked drowsiness are often
present, and coma, rare in adults, is not uncemmaon.
Convulsions can occur which may respond to 1V glucose.

Cholera is said to be more severe in pregnancy. In

the last 3712, foelal mortality may be as high as 50%.
Most foelal deaths accur within 24 bours of onset of
illness and early treatment does nol appear io alter ihe
oulcome. Refained placenta alter abortion is also
common.

In all but the mildest cases livid balance must be
carefully monilored. Il a cholera cot is not available,
catheierise the palienl front and back, we use a
large foley catheler reclally connected o a uring bag,
which facilitales measurement and make life easier lor
the nursing staff.

The type of IV Hwd used is less important
than the quantily. Ringer's Lactale is lhe fluid of choice;
if available with pre-added dextrose, this is even belter,
In its absence N Saline is an acceplable allernative,
Rehydralion can and should be accomplished within 4
hours. As a guide, moderately and severgly dehydrated
patienis require 50-90 and 90-120 misfkg respectively
plus replacement of ongoing losses. Antibiotics are
indicaied in paiients with moderale or severe dehydralion
requiring ¥ fluid, especially if only N Saling is used as
replacernent fluid. A single dose of ciprofloxacin 1gm
{20mgs/kg in children should be given.

In addition health education should be carried out al
every oppoftunity. Palients and communities musi be
advised on {he importance of waler purificalion, good
sanitation and scrupulovs personal hygiene.
Sedimentation, solar healing, addition of bleach and
boiling are all methods of improving waler quality al
point of use.

Fusther reading

1§ Bennish ML 1894 ‘Cholera Pathophysiology, Clinical Fealures
and Treatment', in Wachsmuth, Blake and Olsvik {eds) Vibrio Cholera
and Cholera: Molecutar to Global Perspectives

2) Cairncross and Feachern 1983 Environmentaf Health Engineering
1A the ropics

3) Christie AB 1987 Cholera'in Infecious Diseases Yol 1, 4™ ed.

4 WHO 1993 Guidetines for Cholera Controf (Good tables lar fluid
replacement}
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PSYCHIATRY

Psychialric services are poorly developed n rural
Soulh Alrica, bul Ihe nged in the community is greal. A
random cluster survey conducled in a rural community
in KwaZulu-Natal using SRQ-20 and DSM-IV, fpund a
arevalence of dyslnymia ol 7.3%, major depression 4 8%,
generalised anxiety 3.7% and dysthymia/depression
combined in 3 lunher 8.2%. Probably much of this
morbidity is dealt will in the community by lradilional
healers. Few patienls present lo OfD wilh & complaint of
depression along, and il eifher occurs in Ife conlext of
chronic physical illness, or presents with multiple
semalicised complainls. Post-partum depression
however, seems 10 be quils common in newly-gelivered
malhers: one community survey found it to be almost
three limes as common as in Euiope. Practice al our
hospital is dominaled by florid acule psychoses often
with very dislurbed behavious, which prompl lamilies to
bring the palieni to hospital. Many of these episodes are
shorl-lived and seem to be precipitaled either by problems
al home or heavy alcohol or cannabis use in men
{cannabinoids are found in Lhe urine ol ~ 30% of black
psychialric ir-palients, though Ihey are not associaled
with any unique pattern of symptams}. In women they
sometimes precede a ¢alling to become a sangoma. True
schizophrenia in the black populalion of South Alrica
seems to be associaled more wilh aggressive / disruptive
behaviour, rrritabifity. sexual / [anlastic delusions and
seli-neglecl than in Europeans, and is thoughtiocarry a
petler prognosis.

ACUTE CONFUSION

The priorities are:

» Keep calm and summon assistance

m Give adequale medicalion to control vialenl behaviour
s Exclude an ¢rganic cause

w (el a histery from Ihe relatives

Assessment

m Avoig confronting violent patienis direclly and make
some allemp! to allow them lo air [heir grigvances.
However, severely dislurbed patients, who conslitute

PSYCHIATRY 115

a danger ither fo themselves or lhe slaff in OPD,
should be sedated rapidly wilh Haloperidol 5-10 mg
imfiv +/- Diazepam 10 mg im/po, repeated Il necessary
after thirty minules to a maximum of 40 mg each per
gay If the palienl will accept oral medication, allow
him / her to 1ake it (same doses) and caim dowr in a
quiel place. Reduce doses in (he eldeily/malnourished.
Make sure Biperiden is available 1o deal wilh an acule
dystonic reaction {5 mg im).
m Make 2 mental slale examination of the patienl as far
as you can and carry out routing pbsesvations and 3
limiled physical examination in OPD if the palient will
Alow il
= Look for factors suggesting an arganic basis lor the
confuston, especially alcohol and epilepsy. Particular
pomls in ihe examinalion fo pay attention to incluge:
Reduced and /or flucluating conscious level
Ahnormal atlenticn and orienlalion
Incoherent speech
Abnarmal involuniary movements
Visual rather than audilory hallucinations
Fever (typhoid, malaria)

+  Meningism

- Alaxia/Nystagrus/¥in palsies
(Alcoho! withdrawal)
Asterixis/Jaundice/Asciles
(hepatic ercephalopathy)
Hyperiension (hypertensive encephalopalhy)
HGT (hypaglycaemia, often alcohoi-relaleg).

Roulinely check the WA and any olber lests (Blood
glutose, Kaiquick, LP}, diclaled by yaur lindings.

Collateral History
We rarely see the relatives again on the ward, so often

this is e Dest opporlunity! Imporanl points include -

m Duralion, lorm and content of symptoms

m Diugor alcohol use (Dagga, Utshwala, 1siqatha etc.)

m Precipilating psychosocial factors (quarrels, deaths
elc)

m Previous medical angd psychialric hislory, previous
admissions and (realment

® Where and with whom does the patient live?

® Who is normally responsidle lor supervising
medication at home and how adherent is (he patienl?
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Admission

A period ol medicalion-free observation would be
ideal, bul in praclice patienls requiring asmission are
often so disiurbed or disruptive that psychotropics will
be needed. Chlorpromazine t00mg b.d (tds if very
agitaled) will usually suffice, bul atso write a prn dose of
50-100 mg po/im up to 8 hrly. Inelderly or frail patients
start wilh a lower dose, e.g. 25 mg tds Anlicholinargic
medicalion does nel need to be given routinely. i the
patient does develop lioublesome extrapyramidal side-
effects give Orphenadrine 50 mg ids.

Discharge

Usually Ihe MO covering psychialry will discharge the
palients when their symptoms are controlled /rasolved.
Try lo ensure thal lhe relalives have been seen either on
ihe ward or at a home visit by the psychiatry leam.

Foltow-up

Patients oflen need 1o continug medication and are
given a date to atlend their local clinic (preferably Monday
or Friday mornings unless they need MO review) or OPD
{Psychiatry nurse clinic Tuesday marning). Fluphenazine
decanoate is our first line mainlznance depot injection,
usually 25-50 mg im 2-4 weekly. Anticholinergics do nol
need to be given routinety. Those wha need them can
olten be managed wilh Orphenadrine 50 mg 1ds for 3-4
days immediately after their injection, unless they have
well-eslablished tardive dyskinesia.

MENTAL HEALTH ACT

Patients being transferred to a psychiatric institution
for furiher assessment, usually Madadeni Hospilal, need
1o be admitted under the Mental Health Act 1973, unfess
they are willing and able (o give properly informed
consent. An applicalion jor admission on form G2/2
(available in OPD) should be completed by two medical
officers and presented to the magistrate, who may then
issue a reception order, which allows the patient 1o be
detained in the aporopriale institution 1or & maximum ol
42 days.

DEPRESSION

Tricyclics are usually 1he first choice, starting at 50-
75mg nocte and increased over 1-2 weeks to 150 mg
nocte. Doses as hugn as 300 mg may be necessary.
However il respanse is poor, consider early use of
Fluoxeline 20-40 mg daily. 8e wary about plans for
discharge if there is a significant risk of suicide/sel-
harm, as lricyclics may take up to two weeks (o work.

ALCOHOL PROBLEMS

iMosl local alcohol abusers seem 1o drink sporadically
and tend to present with an acule psychosis immedialety
pasi-binge, rather than irue delirium iremens or
Wernicke’s encephalopathy. Howsver, il you suspact
alcohol as a precipitant, slart @ 5% dextrose infusion
with 100 mg thiamine added to each litre. Continue
Vitamin B Complex iiii & hrly orally + Yitamin C 50 mg
12 hrly. Prescribe diazepam 20 mg slat po or 5-14 mg
slow iv. Re-assess in twa hours and give the same dose
again 2 hrly unlil symploms subside. If loaded orally
further sedation may nol be required as diazepam has
such a Jong half life but if loaded iv continue 5-10 mg
1.d.s. for 2-3 days in reducing doses. Rehabilitation in
ihe communily has been mostly unsuccessful in our
experience, since intensive support has been impossible
ta provide and we haven'l found disulfiram o be a usefui
alternalive.

Further Reading

1) Gogper PJ et af. 1998 ‘Post partum depression and lhe melher-nkant
relationship in a Sowh African perl-urban selilement’ 81 J Fsych
175:554

2) Daynes G 1984 ‘initialion of primary psychiatric care in Transker’, 65:964
3) Ensink K el al. 1998 'Expression of schizophrenia in blagk Xhosa-
speaking and white Engiish-speaking Solith Alricans’ 88:883

4) Solemons K et al. Toxic cannabis psychesis is avahidentity SAMJ
78:476

5) Bragwanjee ¢l al 1998 ‘Prevalence ol minor psychiatric disorders in
an aduit Alrican rural communily in Soulh Alrica’ Psychof Med, 281137
6) Thompson € 1994 The use ol high dose anti-psychelic medicalion’
Br [ Psych. 164'448

7) Sellers EM ed al 1983 ‘Diazepam foadng : simplilied reaimend o aloghol
wilhdrawal” Clin. Pharm. Ther 34:.622
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CBINPEDE

Acule infeciive GE 1s 3 comman cause of morbidity
and morlality in South African children, with data from
1968 - 1985 suggesting thal 43.5% of deaths in black
children in the postreonatal period were ailribuied to
GE. In the Hiabisa Hospital paednalric audit (1995 -
1996} acute GE was Ihe primary diagnosis in 21% of in-
patient deaths, with dysentry analher 13%. Rolavirus
has been demonslraled Lo be as common (~ 20% of
cases) 45 baclerial pathogens in black SA children -
Enleropathogenic/loxigenic E. coli , Campylobacler and
Shigella Flexnerii are the commonest baclerial isolates.

Remember that diarrhoea and vomiting ¢an be lhe
presenling lealures of parenteral infeclions (otitis media,
preumonia, meningilis, $epsis els.) and surgical
conditions (appendicilis, intussusseption eic.)

Allhough GE can be a minor illness trealed
successlylly by ORS in the commuaily, palients presenting
{0 the MO have usually failed this management. A furitier
trial of supervised ORS in OPD may be appropriate but
remember many of these children are dehydrated and
metabolicaily deranged, Additional aflention must be paid
10 the autritional stalus and he use of enemas since
these both contribule to fluid and melabolic disturbance.

The natural history of acule gastroenleritis is fowards
resolution wilhin 5 days, if there has been no improvement
at all within this peog suspect complications. The
development of chronic diarrhoea is an ominous
develapment and nutritional renabililalion is z critical
aspect ol management.

History
m DURATION: acuie
= prolonged - ie over 2 wesks
v recurrent - consider
1. oycle of undernulrition/recurrenl GEflurther
malnuirilion
2. social re-exposure to pathogens - waler source
elc.
3. HiV status
m STOOL: Ilrequency (>8x/day associated with secrefory
tharrhoea ang hyponairagmia)
+ consislency
» colour - hlood/mucus {7 dysentery - see separale
orotocol)
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& FEEDING: type and volumes of tood and fluids toleraled
vomiting

w FEVER

= UBINE: frequency and volume (mothers can reliably
assess this)

m ENEMAS

® RTHC: weight - absolute and relalive to previous
immunisalions

Assessment
HYDRATION STATUS:

A rapid but thorough examination with alienlion lo
nulritignal and hydralion slalus delermine Ihe
managemenl. Intravenous fluids wiil be required lor &l
Ihose who are:

m SHOCKED i ¢ impalpable radial pulse or capiltary

{illing time >4 sec

= DROWSY or FLOPPY

= ABCOMINAL DISTENSION - 7 ileus fobslruclion

m 7 ACIDOSIS - gasping / sighing respiralion

m FAILED ORS - no impravement alter 4 hours
supervised

m FAILING FEEDS - resislanl vamiling afler dhours

ADMIT

m anyong requirng a drip

m 3ny child
«  <imith old

« <3rd centile or Kwash
= recurrent GE ie 2nd episode in 1 month

THE KEY 70 GOOD MANAGEMENT IS REGULAR
CRITICAL REVIEW

Fluid Therapy

THE AIM IS TO COMPLETE REHYDRATION WITHIN
~ 4 HOURS

if shocked:

m RINGERS/NORMAL SALINE 30 ml/ kg BOLUS IN¥ GFD

B Intraosseous line if can't gt IV within 5
minutes.

m Give 02

= Keep wamm

m HGT stat and 2-4 hourly

m Review after 30 minutes, repeal 30ml/kg bolus il no
change.
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If not shocked or following above resuscilalion:

m 1/2 Darrow's + Dgxtrose 15mi/kg/hr

Revigw aiter 4hr

Starl oral fluids ASAP

Use homemade Sugar-Sall Soiution - teach mum (o

make

§$.5.5. = 1 LITRE BOILED WATER + 8TEASPN

SUGAR + 1/2 TEASPN SALT

m Give by cup/spoon, NEVER a bottle. Slow sips not
cupfuis 15-25 mifkg/hr - guided empirically by
volume of stool/uring

m Continue breast {lormuta ii no choice) after 4 hours
or a$ $oon as on oral fluids - give mifkand then offer
5.5.5. - do nol water down the milk!

Antibiotics

m <1 month age - Penicillin and Gentamicin

m Malnourished / immunocompromised -Ampicillin ang
Gentamicin

& Shocked {likely septicaemia) - Ampicillin and
Gentamicin

m Dysentry - Nalidixic acid or Cefiriaxone (see separate
proipcal}, consider Erythromycin or Metronidazole il
poor response (possible Campylobacler or Amosta
infaction)

w Coexistent parenieral infection eg meningilis/
pneumonia, urinary tract infection.

Electrolyte Imbalance
DO U+E SAME DAY ON ALL WHO NEED ADMISSION

A. Hyponatraemia,
Usually associated with malnutrition and
hiypoalbuminaemia. Central Pontine Myelinotysis has
not been described in acute hyponatraemia in children,
» | Nat< 125 mmoi/iQive Ringer's al 10mifkg/hr -
repeat U+E afler 8hr Change 1o 1/20+0 when
>125mmol/l.

8. Hypernalraemia:
Usually fat, well-nourished children gn formula feeds.
Implies significant intracellutar hypertoenicity and
dehydration and giving hypotonic solution risks rapid
osmosis into cells and cerebral nedema. Suspect if
rubbery skin or jittery/irritable with less dehydration
than expecied.
o f N >150mmot/ give 1/2 D0 1L + 40mi

. 84% NaHCO3at MAX 10mifkg/br.

Change Lo 1/2D+D after 24 hrs,
Repeat LI&Es after 4 hours, Na* should fall at <1 mmaol
/1 £ hr, bicarbonate may drop Lhe K*

C. Hypokalaemiz.
Suspect with acidosis, severe hypotonia, abdominal
dislension/ileus.
= If K >4. Ommol/, or continuing diarmoea, and
taking orally it should self-correct but monilor and
consider excess K* 10ss eg oedema vomiting etc.
» N K <4 0 bui >2. 5mmoldand drinking, give KCI
5ml of 15% solution orally TOS for 3/7 (i.e. the IV
preparation) but dilute wilh at leasi equal vol. milk.
= & <2 5mmel/ficorrect IV i.e. 40mmol KGi into
L IV fiuids.
REPEAT - IDEALLY AFTER 4 HOURS - K* levels change
rapidly bolh ways and may be (he cause of sudden col-
lapse and death even after a lew days.

Nutritional Support

REFEEDING IS CRUCIAL TO AVOID CYCLE OF GE
AND MALNUTRITION.

Conlinue milk as soon as back onto oral fluids. Start

food as soon as tolerated. Avoid fat and fibre. Don't worry

if the stools remain watery if the child is improving.

Delay feeds for 48 hours in children who were admitled

in shock due to the risk of gul ischaemia, but feed all

others.

« VITAMIN A: give to allt - 100,000U if < 1yr, 200,000U
if > 1yr. give orally il possible (unless documenied
dose within iast 3mth),

= MALNUTRITION REGIME: malnourished bul alse
consider if dramatic weight loss or underweight for
age or prolonged or recurrent diarhoea.

= MAGNESIUM SULPHATE: 0.5ml IM once weekly if
diarrhoea over 1 wegk.

= FOLATE: 5mg 0D 5/7 if diarrhoea over 1 week.

Further Reading

1) Mackenjee MK et al. 1984 ‘Acticlogy of diarrhosa In adequately
nourished yaung African children in Durban, South Africa’ Ann. Fap.
Paeds 4:183

2} Steele AD el al. 1988 'Enteropalhogens isglated from children wilfy
gastroenteritis at Ga-Rankuwa hospital, South Arica’ Ann. Trop, Paeds
8:262

3} Ghana YAST Sludy Team 1993 Vitamin A supplemenlation in Northemn
Ghana: Effects onclinic altendance , haspiiat atiendance and child mortafity
tancel342 7

4 Ferrinho PD &t al, 1989 'Diarrhoea! diseases and oral uid Iherapy in
the Gelukspan health ward' S4M.J 76.406

5) Wiltenberg DF 1995 'Pagdiairic diarrhoear rehydration herapy
revistled’ 5.4.M.J. 85655

6) Moore DAJ and Moaore NL 1998 'Pacdiatric enema syndrome in &
rurak Alncan seting', Ann frop.Paeds. 18139



CHRONIC DIARRHOEA

This is defined as 3 or more liquid stools per day
persisting for 14 days or more. ~5-10% of children with
acule GE develop chronic diarrhoea which accounis for
at teasl as many dealhs as the former (4% of paedialric
in-patient dealhs in Hlabisa).

Risk factors include pre-existing malnutrition, iess
than 1 year ol age, recenl acule giarrhosa, immuno-
supression (including HIV), recent non-enteric infection
(especially measles), previous persislen! diarrhoea.
Primary laclose inlolerance is present in <50% of black
children in Durban, but this seems to cause lew clinical
prablems.

Despite such a clear definilion it can somelimes be
difficult deciding il a particular child has persislenl
diarrhoea, since the pallern described by the carer may
nol be reliable. We lend 10 admit and treat as acule GE for
Lhe (irsi few days 1o gel some idea of what's going on. I
ihe diarrhpea continues profusely or a clearer slory
emerges lhen consider lne measures below. Time scales
are given as a guide only.

Prevention of Chronic Diarrhoea

STOP ACUTE DIARRHOEA BECOMING CHRONIC

m Use oral rehydralion - vomiting stops earlier hence
ealing begins sooner.

m Fpod = Trealment: Do not slop Dreast feeding in
children with diarrhoea.

m i lormula fed, reslan feeds as soon as back on oral
{luids - give every third hour. Do not dilute milk.

a Aim for normal diel in 3 days - encourage starchy
feeds e.q. porridge, mashed banana.

m Don’l worry il food makes diarrhoea worse at lirst -
it'll help once it gels abserbed.

Treatment of Chronic Diarrhgea

If diarrhoea lasls over 7 days:

m Fplaledmg 0D 747

m Mg,50,0.5m0 IM ence weekly.

a (onsider changing feeds as below:
v Formula fed infants change to Pelargon - Il seftles
then discharge on Pelargon but review 2 weeks.If
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doesn‘l settle then stickiest for reducing substances:
If >0.5% pos change lo Infasay. T -veor not betier on
Infasoy then give bowel cocklail’.
= Breast fed infant, Test for reduging substances - If
tesult positive 2% or mose then change 1o Infasoy
and gel mum 1o express and discard (lo maintain
milk proguclion wiln a vigw [0 recommencing breast
milk later - within a week of the diarrhoea slopping,
belore discharge Irom hospital).
Ii fess than 2% or negative continue Hreast milk

It exiher graup nol improving give BOWEL
COCKTAL:
Gentamycin 80mg 80 orally 3days. Choleslyramine
19 qds 5 days.
« If above measures are not helping then slarl a
semi-giemental formula (talk (o dietician at NGZ).

Discharge

Do not discharge a breast fed baby until back on
breast feeds. il stable on a Pelargon or Inlasoy then
discharge on this formulg and review in 2 weeks 10
consider reinlroduction of lactose glc. If requiring semi-
elemental lormula then do nol discharge wilhout an
anpropriate 1ood challenge.

Special points

m Ensure ihere are no parasites in Ine stool and consider
an HIV tesl.

m Ifachild is slill nol responding then consider referral
e.0 lor TPN if HIV negative.

m liif'sadifficull case talk 10 (he paediatricians/dieticians
for advice (Ngwelezane or King Edward Hospilal)

m Special eeds - NAN = whey predominanl , PELARGON
= tasein predominanl acidified

INFASOY = lactose free, ALFARE = semi-glemenlal

whey hydralysate.

Furiher Readmg

1) Molbak K et al, 1992 Persisien] and acule danmioea as the leading
causes of child mortality i usban Guinea-Bissas' TRSTA4H 86.215
2) WHO International Working geoup on cersistent diarhoga 1986
“Evaluation of an algorihm Ior (e \reatment ol persistent diarhoea a
mullicenire siudy’ Bull. WH.0 74478

3) Witlenberg DF and Moosa A 1981 The praclical significance of laclase
maldigestion in inslitutionalised black children’ SA i/ 79:70
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ACUTE RESPIRATORY
INFECTIONS
Globally Acule Respiratory Infections (ARIs) are the
fnain cause of death of children under the age of five and
are a major cause of childhood morbidity, accounting for
28% of the paedialric medical admissions io Hlabisa
Hospital IN 1995 and about 13% of deaths under the age
of 1 year in South Africa. Lung punclure studies show
ihat 75% of sericus lower respiralory tract infections are
bacterial {streptococcus pneumoniae, haemophilus
influenzae) but in RSA 3-18% of admissions are due to
RSV. The advent of the HIV epidemic and vaccination
against measles, pertussis and Hb have also changed
the clinical picture in recenl years.
Whilst prevention is critical to child heaith via
improving nutrition , vaccination coverage and indoor
air quality, in the short term the priority is Lo ensure thal

pneumania is recognised early and treated before it
hecomes life threatening.

Assessment

m The WHO slandard case management slrategy relies
on reproducible signs thal ¢an be eliciled by all health
care workers, particularly fast breathing, which is a
much better prediclor of ARI than any olher clinical
sign including ausculiation.

m Admit all children with severe pneumonia to ICU.

Management

OXYGEN THERAPY

Oxygenis indicated if

= central cyanosis

« inability to drink

« severe chest indrawing

« >80 breaths/minute {if 2 months to 5 years)
« grunting {if <2 monihs}

« restiessness, if O, improves condition

Preferably by NASAL CATHETER - an BFG calheter with
holes at the end inserled unlil the 1ip lies inside the back
of the nose (same distance as between nostril and inner
lip of eyebrow). The lig should nal be visible when the
child's mouih is open. This is safer (more efficient) than
the nasopharyngeal catheler and more efficient ihan (lhe
safer) nasal prongs.

m Mosl can be treated with flows of 1liire/min or less.
Do NOT give more than 2 litres/min as there is a
danger of gastric distension.

m Continue 2-4 days usually depending on response

ANTIBIOTICS

»2 MONTHS

£0 Amoxyciflin (non severe)

» <1 year 10-15mg / kg tds

» 1-5years 125-250mg qds

= >5 years 250-500mg tds {total 8 days)
1V Ampicillin (severe)

« <1y 15-20 mo/kg qds

= 1-3yrs 125-250 mg qds

= >0yrs 250-500 mg ads

Switch to amoxycillin when apyrexial for 24 hours.

if very severe, or no response affer 48 hours

Suspect staphylococcal pneumonia / tracheilis,

Iv¥ Chloramphenicol then oral when tolerated and apy-
rexial 12.5-25mg/kg qds, max. 500mg {lotal 10 days)

<2 MONTHS

Suspect Group8 slrep and Gram negalives

Benzy! peniciflin20-25 mgfkg qds iv/im AND Gendamycin
<2.5%g 2.5 mo/ko od, <3.5 kg 3.5 mg/kg od and gram
negalives) 3.5 kg 5 mg/kg od {for 14 days)

IF HOSPITAI. ACQUIRED

m |V/IM Gentamycin or Ceftriaxone. (risk gram
negatives)
Bronchodliator if whegzy
<IyearAlrovent nebs 125meg in 2 ml saline tds
>1year Salbutamol nebs 1.25-2.5mg in 2ml saline
4-6 hourly +PRN



= Vitamin A
<1 vear 100,000 units,
>1 ygar 200,000 units PO/IM stat

m Paracetamol if febrile
2-12 months B0mg, <Syears 120mg, >5 years 500mg
4-8 hourly, max qds

m Further Invaestigations
CXR is nol usually indicated vnless ihere is doubl
about the diagnosis, poor response Lo inilial therapy
or complicalions are othenkise suspecled. Consider
a KalQuick test or thick film in season, since respiratory
distress due lo severe malaria can be hard to
dislinguish from pneumania.

IMMEDIATE COMPLICATIONS
Il there is a poor response in the inilial phase afler

changing lo chloramphenicol consider

= foreign body aspiration { collapse on CXB , needs
bronchescopy)

« ellusion /empyema which should be drained by tube
or relerred for thoracoiomy il relraclory

« PCP which accounts for ~10% of acute severe
pneumonias in high HiV prevalence aseas of Alrica.
The typical lealures are 3 child < 6/12 with severe
hypoxia and clinically cleas chesl - Co-Trimoxazole
i5 the treatmant ol choice.

« acute Tubercelous bronchopneumonia wilh
charactesistic lymphadenopathy on CXR.

DELAYED COMPLICATIONS

~70% of chitdren with chronic lung disease will be
HIV-posiiive and/or malnourished while bronchiectasis
due to pertussis .measles etc. is probably declining owing
10 succesful vaccination.In this group, tuberculosis is
aboul a3 commoen as lymphoid interstitial pneumonitis
which is associaled with clubbing , paretid enlargement
and a reliculonodular pattern on CXR. 1 a Irial of TB
therapy fails, a lrial of sleroids is usually indicated H HIV
staius is known.

Further Reading

1)WHO "Acule respiraloey inleclions in children. Case management in
small hosoilals in developing countries. A manual for doclors and olher
health workers” WHG ARY 90

2) Graham $ et al. 2000 "Clinical presentation and outcome ol
oneumacyslis carinnii pneumonia in Malawian children' Lancet 355369
3)jeena PM et al. 1998 "Persisient and chronic fung disease in HIV-§
infegled and uninfected Alica children” AR5 12:1185

4) Vardas € et 3. 1999 The epidermology of respiratery syncitial vilus
inteclions in South Alrican children’ 5.4 M.J. 89 1078

5) von Schirnding YE el al 1931 ‘Acute respiratory infections as an
impariant cause of childhood deaths in South Alrica” SAM.S, 879
6) Redd SC el al. 1984 ‘Clinical signs of pneumaonia in chilgren atiending
anospilal outpatients’ daparimenlin Lesolho' Buft WH.0.72.113

71 Onyango FE et al. 1993 Hypoxaemia in young Kenyan children wilh
acute lower respiratory infection’ 8 M. 306: 612
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H. influenzae B epiglottitis has been an exiremely rare
condilion in Soulh African series and this mighl reflect a
lissue Iropism in SA sirains. Upper airway abstruction is
hiowever a particular problem in malnourished/measles
palienls wilh baclenal (racheitis.As many as 1 in 20
children with acule laryngotracheobronchilis will require
intubation.

Diagnosis

Vieal croup is by lar the commones| form. A confideni

diagnosis of this condilion can be made if:

= apreviously well child under 2 years of age gradually
acquires 3 progressive inspiralory ebslruclion barking
cough

« stading a day of two alter the onsel of an URTI

= mild fever (lever<38.0°C) may be present
tie chilg is well, apan from ihe respiralory obslruction

Feaiures sugoesting another cause:

= dramalic onset of severe obstruction (loreign body)

« incomplete immunisation (diplheria)

« dysphagia or if the patient prefers a sitting positian
{epiglottitis, retropharngeal absecess)

= Systemic toxicily e.g. with rash {Staph tracheilis)

Check the CXR for an inhaled radin-opaque FB/segmentai
hyperinflalion and look al the upper airway sillnouetie.

ASSESSMENT OF SEVERITY

Grade Crilena Treatmen!

| INSPIRATORY Obzerve in OFDfat home
Obslructian only il lavourabite candilions

| INSPIRATQRY + Admil
PASSIVE EXPIRATORY Nebulised Adrenaline” hall
Obstruction hourty

(if INSPIRATDRY + Admit

Conlinuous nebulised Adrena-
lire If 19y improvement

AGTIVE EXPIRATDRY
Obstruction (i e. visible

Joalpable abdominal in 1 hour, comsider intubation
coniraclion or palpable  and Iransfer
pulsus paradoxus)

1y RESPIRATORY FAILURE Conlinuous nebulised Adiena
Cyanasts, anathy, ling Intvbale 3nd bansier lor
marked inlercostal ventilalion
feCession

“Agrenghinenebulisers - 2 ml 1:1000 in 2 mi 0 9% Saline

Note: Stridar may become sohler as the obstruclion
becomes more severe.
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m Give humidilied O, by mask (not lube).

m Keep child comiortable and avoid painful procedures
as crying exacerbales laryngeai oedema. Feed small
amounis as often as loterated.

u Give Dexamethasane 0.15 mg/kg stal i.v/p.o. as a
single dose g all admissions. The i.v. preparation
can be used as a nebuliser if the patient is i extremis
or demonstrates lachyphylaxis o adrenaline.

m Give Penicittin & Chioramphenicol il - acule onset,
fever »38.0°C, systemically unwell,older child,
concomitant ppeumonia.

m 1f infubalion is requirad, the best method is to induce
wilh ketarnine 2 mg/kg maintaining spontangous
respiralions with 100% O, throughout. Spray Lhe
pharynx and coids with Lignocaine and pass a llexible
ETT (2.5 mm if <6/12, 3.0 mm if 6-18/12 and 3.5
mm if 18/12 - 3 years). If the tube won't pass easily
with genlle pressure don't force it, use the next smaller
size. Magills foreeps may be useful 10 direct the tip of
the tube bul avoid the lemptation to push if in
forcefully. Ensure thal spontaneous respiration is re-
established - arrange for transfer in an ambulance
with skilled paramedical staff and a transpor ventifator.

Further Reading

) Hussey G 1994 'Epidemiology of invasive H influenzae inlections in
Cape Town, South Africa’ Ann. Irop.Paeds 14 87

2) Kairys SW et al. 1989 ‘Sleraid Ireatment of Laryngolracheilis: A mela-
analysis of lhe evidence from randomised lrials’ Paedialrics 83:683

3} Jacabs S 1994 * Validalion of a croup scare and ils use in liiaging
children with croup” Anaestfiesia 49.903

SRS S IEPEIE

This is a serious problem in our health ward. 50% of
children in our area are below the 101k cenlile given on
American growlh charts. 21% of all paediairic admissions
in 19956 had signs of severe malnutrition, though this
was not always perse the reason for admission. A further
22% were classified as ‘underweighl for age’. These il

children are however only Lhe tip of the iceberg -
community survays have also demonsiraied a high
prevalence of stunting in well children in our area. The
staple cereal maize, though high in carbohydrate, contains
poor quality protein which facks lryptophan and lysine
and is poorly absorbed. IL1s also bulky and repeated
feeds during the diay are necessary 1o supply lhe required
daily calories.

Every mother should be advised to supplement her
children's porridge wilh vegetable oil, peanul butter, sour
milk (amasi) or beans.

Every chiid attending undei-5s clinics should have
an up-o-date Road-fo-Health card with serial weights
[rom each attendance - however il is iImparant lhal growth
moniloring does not become an end in itsell. Children
clearly faltering need seme sort of assessment and
intervention! The causes of mainutrition are complex and
will oflen lie outside a strictly medical remit . However a
cemmon scenario is a cycle of repealed infection and
worsening nutrition, especially during the weaning period.
Que communily aulrition programme s allempling to
adaress broader issues such as maternal education and
food security.

The decision to admit 1o hospilal is usually determined
by co-existing i'nesses and/or unambiguous signs ol
kwashiorker or marasmus, but some children are admitied
when UWFA. where intervention in the community has
failed, if they are & T.B. contaci or social circumsiances
are suspect. The Nutrition Office is besl placed lo make
this assessment in borderling cases and will arrange for
any follow-up necessary in the community.

The case fatality rate Tor severe malnuirition on Lhe
ward is ~20% despile intensive intervenlion. This reflects
the fact that ~30% of marasmics and 10% of kwashs are
HIV +ve and highly susceptible to gram negalive
septicaemia, often Irom co-exisling and undeclared UTs.

Weight forage  Oedema present Oedema absent
(% of expected) -
80-60 KWASHIORKOR "UWFA,

<60 MARASMIC-KWASH MARASMUS

The Wellcome Classilicalion of severe protein-energy malnutrtion
{NB- Ine expected weighl = 50th. centiie for the chid's age)



KWASHIORKOR

This is ofen an scute prasentation on a background
of chronic uadernulrition, typicaily characterised by
apalhy, oedema and weight foss, often with thin, gingery
hair and characleristic dermatitis . Hepalomegaly (rom
triglyceride deposilion is usual and diarmoga can resull
from malnutrilion iiseli. The child seems uninferested in
food.

Every child with signs of kwashiorkor should be
admifted (if possible lo ICL). These children are very ill
ang severely immunocompromised. They have an
increased total body Na* and a decreased total bady K+
which leads to cardiovascular instability, oedema and
paralylic ileus/gaslric stasis. However they may alsa be
hypovolaemic due o hypoalbuminaemia. They cannct
Ihermocequlate and rapidly become hypothermic.
Infection is present in mosl bul usuaily clinically silent.

MARASMUS
These patients demonstrale severe muscle wasiing

(the aim cifcumnigrence will be <12.5 ¢m), hair/skin

changes are absent and they are oflen hungry.

The I%0 clinical syndromes are nol always dislingl,
ang some marasmic children acmitted with an inlercurrenl
infection rapidly develop signs of kwash on 1he ward.
ON ADMISSION
a QRS +/- breast milk only p.0. 2 hrly lor 24 hours.
m Keep child warm, check lemperalure and HGTs Bhrly.
m Check Hb, U&Es and diptesl urine.

m i shocked give 20ml/kq Ringar's or dlood if severely
anaemic. Children requiring continued iv. 1luids
should also be given Galcium gluconaie 4 mg/ko/day
while oni.vi. - iry 10 avoid this wherever possible ang
use 1/2 D+D for mainlenance.

m v access required for anlibiolics. Give 0.R.S. 4mls/
kg /hr anly to mildly dehydrated children bul more
severely dehydraled chiidres should receive 1/204D
al 5-10 mis/ni and be reassessed alter 4 hours.

Stat doses on day of admlission

. Measles immunisation {il nol documented, in case
there is an outbreak on Ihe ward).

« Attendazale it labs stal.

- Folate 5 mg stat.

- Vilamia A 100,000 .u. stat i.m. (<1 ygar) or 200,000
i.u. {1-5 years) - repeal day 2.

» Vifamin 8 Co 1 amp slal i.m.

= Vitamin K 5 mqg slati.m.
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Start

« Ampicillin 25mg/fkg « Genlamicin Smg/kyg daily iv.
for 5 days.

« Oral Polassium syrup 5-7 mmol/kg/day (continue
until cedema resalved)

= Magnesium hydroxide 0.5 mmolfkg/day i.m. for 7
days

« Folale 5 mg daily

« Vitamin K § mg i.m./p.0.

= For 14 days Zinc Sulphale tableis 15 mgq lablets
Vilamin B Ca. 1 [ab. daily p.o.

» Vilamin C | tab daily

= Mulivitamin syrup 10 mi daily

« Ferrous Sulphale 3 mg/kg/day as soon as gaining
weight and apyrexial (NOT belore - increased maortality
[rom inlection)

Feeding
Give clear Nuids only (or 48 hours 3l signilicanl

abdominal distensian (ileus. risk of aspiralion)

= Otherwise EBMAuIl sirength lormula 100 mifkg/day
with similar volume of clear lluids iImmedialely alles
each feed. N.G. feeding is Irequently required due lo
anorexia,

- Start high energy milk afier 5-7 days.

« Poor prognostic signs are hypotheimia,
hyponatraemia, Albumia <16, Jaundice. Bleeding /
purpura.

- Qedemz is nol in itsell 2 prognoslic indicator so
Aloumin infusion is rarely indicaled for this reason
alone.

High Energy Miik (F-100)
28 Scoops* dried whale milk (110g).
7 Seoops sugar (50g)
4 Scoops oil (300}

*Use only a biue scoop

Make into a paste and siowly add cooled, bul warm,
boiled water to make up Hitre. ;

Furher Reading

1) Wilkinson D el al. 1997 Reduclion of in-hospilal moriality of Chldren
with malnuliition” J. Trap.Pacds 42114

2) Macintyre UE 1994 ‘Prolein-Energy mainufrilron - sesulls ol
rehabililation’ Supplement lo S.AM.. July

2) Cameron N and Kgamphe JS 1993 ‘Th growif of South Alsican rural
black childien” $ 440 83:184

4) Zollner E and Caries NI 1993 Breast teeding and weaning
praclices 1 Vends 1950° SAM.S 83560
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We have seen lfew cases of measles in our district
since 1994. 10,000+ cases/year were notilied until 1990
when mass immunisation campaigns began, but targe
outbreaks have conlinued lo occur in recent years in
RSA and many cases occur in previously vaccinated
individuals. Annual mass National Immunisation Cays
will continue in the near fulure in an ellort to push up the
vaccination rate [o the required 95%, bul eradication
seems unlikely to be achieved in ihe near future since the
virus has such a high infectivity. The disease carries a5-
15% case fatality rale in Africa and may cause persistent
immunosuppression for as iong as two years afterwards,

Diagnosis

» The incubation period is 10-14 days with lever, coryza
and conjunclivitis.

« Koplik's spots (small red spots on (he buccal mucosa
wilh white cenires like salt grains) appear 2 days prior
to the appearance of the rash.

= The rash is typically @ macuiopapular erythema
spreading centrilugaliy from the head and neck, fading
by the third day and desquamating with resolulion of
fever.

Management

Many patients can be managed at home as most are non-

inlectious by the time the rash appears.

= Give Vitamin A 100,000 (under 1s) or 200,000 i.u.
oraify al \east once to all cases. Idgally this should be
regeated lhe following day and af 4-6 weeks.

Admit

= Children under 1 year

= Signs of malnutrition

= Complicalions {Fever after the hird day, svident
pneumonia, gastroenterilis or encephalitis)

Treatment

= Anoxyciltin 125-250 mg p.o. 6 brly for 7 days

= Chioramphenicol eye ointment 8 hirly for 5 days toall
aomissions.

Problems on the ward

m Pneumonia and Laryngolracheobronchitis -
Genlamicin 5 mg/kg i.v once daily for 1 week +
Cloxacillin 125-250 mg 6firly L v.

m Diarrhoea - usual supportive care + Metronidazole
200 mg 0.d. for 5 days atfprior 1o discharge.

m Comeal ulceration - commonly due (¢ malnuirition/
vitamin A deliciency bul consider topical Acycloviril
oral ulceration as well. In HIV +ve children
Pseudomonas keralitis is @ common cause and
requires Gentamicin drops 1-2 brly,

m Encephalitis - supportive management and control of
convulsions are the only effective inlerventions.

a Try io ensure good nutrition in the month alter
TECOVErY.

Further Reading

1} Hussey GD & Klein M 1950°A randamized controlled lrial of vitamin
Ain children with severe measles’ ¥ £.4M. 323 160

2} Whillle HC el al. 1979 ‘Savere ulcerative herpes of moulh and eye
foilowing measles' TA.5.TMH. 7366

3 Naidon S & Meyers K 1994 'The measles epidemic’ S.AM.J 84125
4} Shann Fet al, 1997 *Mela-analysis of Irials of prophylaclic anlibiotics
for chilthen wilh meastes . inadeguaie evidence” G.M.1 314:334

B} Hussey GO 1996 "Clinical problems in measles case management’
A Trop Paeds 16 30/

WEECIOINIEDK

Baclerial meningitis carrigs & case fataiity rate 0f 20+
% on our paediatric ward. The commonest iselales in
Kwazulu-Natal are probably H.influenzae,S.preumoniae
and N meningitidis (in that order) and studies of
preumococcal meningitis in Ubambo have demonstrated
very few cases of intermediale penicillin resistance. The
commones! identified causes of “aseptic’ (Gram stain
negative) meningitis in South African children are
tuberculosis (~20%), enteroviruses (~ 15%) and mumps
virus {~5%). TB is now the commonest form of meningitis
altributable lo any single pathogen in Cape Town.
However,quite a large proportion of gram stain negative,
baclerial cullure posilive cases occuy, probably relaled to
recent antibiolic administration in the community for
associated parameningeal infeclions.

Diagnosis

Suspect the diagnosis in any patient with acuie onsel
ol non-focalising nevrological signs 1The history is usually
<24 haurs in classical bacterial meningitis - suspect
another diagnasis il longer. Meningeal signs will often
be absent in infanls or unconscious palients. Check the
ears and sinuses for evidence of parameningeal infection.
L.P is also indicated in any child <18/12 with febrife



conviisions or the older child with mors than two such
geizures during a single illness.

Lumbar punciure is aimost always sale when the
fontanelle is open - cerebral hernialion does uncommon y
oceur in oloer chitdren in ihe absence of localising signs
but is poorty predicled by clinical or CT findings
(papilloedema excepled). However, defer lumbar punclure
pending resuscitalion in shocked/dehydraled patienls.

Bactarial
>1000/mm?

Tubereulous  Virat
<500/mrn? <500/mm?

Csf Nornai

Cells  O-5/mm?
All lymphacyles

Protin 04500 SEY 1504 am

Glycose  S0+% ol dlood <G0% of Dloed  <50% ol Dloodt>  50% of dlaod

Gram siain has a sensitivity ol <60% vs. culiure inthe
presance of prior antibiplic trealment. It may be slightly
more sensiive than india Ink slaining at delecling
¢IyplocoCCi.

A traumalic 3p” may cause conlusion about the
diagnosis - Subarachngid bleeding is excluded if lhe
CSF clears gradually during the fap and there 15 no
xanthochromiz. Add two WBCs and 0.19/1 Protgin to he
normal values for each 1000 red cells present.

Managemant

m Give 0,and couline care of the unconsciovs patient
{nuise on side, tum 2 hrly). Monitor the response to
treatmenl with assessments of tone, pupits and head
tircumierence 1-2x/day.

w Give a stal dose of Dexamelhasone 0.1 mg/kg i.v.
immediately prior 10 slarting antibiotics. If the patient
is Unconscious or gram stain shows Gram -ve cocco-
bacilfiin a conscious palient continue with 4.7 mo/kg
Ghrly for 3 days

m Slart Amgicitiin 100 mg/kg 6 hrly and
Chigramphenicol 25 mg/kg 6hily 1. while waiting
for LP results. If the gram stain shows Gram +ve
cacci/Gram -ve diplococci change ta Penicillia 1-2
#Mu 6 hieky. N the LP shaws Gram -ve cocco-bacilli or
ro organisms in he presence of plecylosis and
reduced glucose continue Chioramphenical bul reduce
the dose to 12.5 mo/kg 6 hrly atier 48 hours, Contintie
aniibiatics lor 10 days (14 days if <2 monins}.
However, if he gagnosis was circumsianlial 5-7 days
will suffice.

m Agstrict fwids to no more than 2 mifkg/hr Lv. and
check U&Es - SIADH is comman and over-hydralion
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may precipilate ceretral gedema.

n (ontrol convufsions with bolus Dizzepam 0.3 mg/fkg
i.v. p.Ln. and a loading dose of Phenabarbitons 20mg/
kg slow i.v. if not well controlled. If convulsions
continue give Smg/kg maintenance doses daily.

u lithere is ao signilicant change atter 48-72 hours -

= Repeal ifie Na' 10 exclude significant hyponalremia.

- Do acranial US/S f Ihe Tontanelle is still open.

« Repeat ihe L P (if there are no contra-indications}

If therg is a persisient pleacylosis and gram stdin with
o localising signs and normal US/S, cansider
changing to Ceftriaxone.

= If the findings are now more consislent wilh TBM,
slart TB (reaiment (RRZ + Ethionaride 1or children).
{In praclice some children are starled on Holh
Ceflviaxone and TB treatment withoul LP prior 10
referral for CT - this may show significant basal
enhancement and allow Lhe former 1o be withdrawn).

= Ifihere are evolving localising signs, increasing heag
circumlerence or evidence of enlarged venlricles or
subdural colleclion o US/S refer lor {T and drainage/
shunling al KEH VIl

= Patients with a parameningeal locus should always
be referred early for C.T scan as the risk of subdural
empyemasbrain abiscess 1S high in this group.

Furiher Reading

1} Hussey G of al. 1997 'Egiderniotogy of posi-necnalal baglerial
meningilis1n Cape Town children” 5 A MU BF 51

2) Ciana G el al. 1995 Effacliveness of adjunclive trealmenl wilh stesoids
in reducing shorl-lerm morlaiity in & high-rsk population of children
with batlenal meningitts” J. frop. Pagds. 41 164

3) Raju M &t at. 1995 "Cranial songgraghy in pyogenic meningits in
neonzles and infams’ J Jrop. Paeds. 41,68

4) Barson W el al. 1985 "Progpeciive comparalive leial of ceflnaxong
versus conventional therapy {or tregtment o8 Dacierial meninguis in
childen' Paed inf, 0is 4:362

S)Rennitk G ¢ al. 1993 Cerebral hygeniation dunng bacierial meningilis
n children A4 306.953

ey, Lo o g U sjec

OTITIS EXTERNA

Inftamed ear canal with normal drym? ~50% iungal.

Post-auncular LNs may mimic acuie masloiditis bul

the gar is not usually displaced downwards.

= Dry mopping, Acelic acid 2% in alcohol on a wick
changed four times a day.

- Cloxacillin p.o. Il frank furunculosis visible on
otoscopy or auricular cellulitis
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= Clo-trimazoie 1% cream can be used for refractory
fungal infections.

= Primary dermalological disease of ihe ear canal should
be considered if there is no improvement.

OTITIS MEDIA

ost of our cases present late, usuaily with long-estab-

lished chronic, suppuralive disease and wet perforations.

Always check the gars in children presenting wilh inirac-

ranial sepsis - many cases have a parameningeal focust

= Actie- normally caused by S. pneumoniag but ~ 20-
30% incidence of Hjnfluenzae and M.calarrhalis in
(he under-5s, (Mostly non-3 lactamase elaboraling).
Give paracetamol and Amoxycilin p.o. Myringotomy
in the acute phase is almost never required but may
he indicated at Ngwelezane if pain dogs not resolve in
24-48 hours on antibiolics.

= Chronic- Dry mopping +/- suction with a Syringe and
5FG catheter. Never plug an ear with otitis media and
advise the patient to prevenl water gelting in! Give 1%
acetic acid in saline drops at least 4 x/day. Systemic
antibiofics are of no value.

= Assess for complications - Refer early if attic or
marginat perforation, evidence of mastoiditis or
oflensive/serosanguinous discharge suggesling
tuberculosis/cholesiealoma. The last lwoe especially
are assacialed with cranial nerve (mostly Vlin) palsies.

= Palienls wilh central perforations should be referred
for assessment for tympano/ossicuioplasty when the
ear is dry. This may help to prevent the infection re-
occurring even if audiology is relatively favourable.

= Middie ear effusion (chronic serous olitis media) is
rarely picked up in black South African children but
should be referred for insertion of grommets if
unresalved after 3 months, and affecting hearing or
language development.

Further Reading

1j Froom J et al. 1997 "Anlimicrobials for acute olitis media? A review
from Ihe International Primary Care Network’ B.4.. 314.98

2) Van Rooy CH et al. 1995 ‘Diagnosis and lrealmenl of ear disease
among children in the Elfisras districl. An oulreach programme’ 5.4 M.S
85675

3) Claassen AJ & Hough AP 1987 ‘A microbiological study of acule
olilis mecha in Bloemlontein’ SAM.J 7115

4 Liebowitz LB et al. 1987 'In vilro suscephibility of upper respiraiory lract
pathogens to 13 oral antimicrobial agenls’ S.AM.J. 72.385

22X DA< DO X

GLOMERULONEPHRITIS

We see bolh nephrolic and acule nephsitic
presentations quite commonly in local chilgren.

ACUTE NEPHRITIC SYNDROME

This is due {0 post-streplococcal glomerutonephritis
in 95+% which resufts from a recenl impetigo/ecihyma
inalmost all cases. The disease seems to occur in belter-
nourished chiidren who are able lo mounl a sironger
hypersensitivity response o sireptococcal anligens. Itis
uncommon under the age of two years. The histary is
vsually of pufty face/swelling of the body and dark urine
bul haematuria may only be microscopic. Be awara that
hypertensive encephalopathy or pulmonary cedema may
occur in children with mild peripheral osdema and
preserved renal function. Such complications may occur
in <15%.

m The diagnosis is confirmed by the linging of red celf
casts on urine migroscopy and a +ve A.5.0. fitre (1
180 or greater in 90+ %). Thrcat and skin swabs have
a low sensitivity (~30%).

w Order 4 hrly obs inc B.2, CXR, U&Es/Cr, Albumin/
Total Protein. Make sure accurale fiuid charts arg kept,
weigh and diptest uring daily.

m Restrict fluids on admission to 15 mi/kg/24 hrs and
ihereafter to the previous days oulpul.

m [ow-salt diet (NO Cheesy pulfsl). Low protein diet if
urea >20 mmol/l. However, don't try fo enforce bed
resl.

m Penicillin VK 250 mg 6 hily x 10 days (eliminates the
infection but probably has no effect on the oulcome).

» Conirol hypertension - confirm the readings yoursell.
Ifno 7 or 12 ¢m cuff is available, use an adult 20 cm
cuff around the leg. This is equivalent to brachial B.P.
+10mm Hg but the large cull will fend to underestimale
ihe B.P of a small child. The 90th %ile for a 5 year old
is 110/70
= Give Frusemide 1-2 mg/kg p.o. 8 hrly if diastolic

>80 mm Hg.

= Give Nifedipine 5 mg sublingually if giastolic > 110

mm Hg.

w Pulmonary oedema -
= Nurse vpright, 0, 5-8 l/min by mask.
= Morphine 0.7 mg/kg iv.



Frusemide 2 mg /kg 1.v. over 5-10 minutes.
Repeal 4 mofkg il no prompd reponse
Dopamine 3-5 mg/kg/min can also be used.
Emergency perilongal dialysis and/or reler il no
improvement,

The prognosis of PSGN is excellent - mast children
undergo a quick diurasis and recover wilhin seven days.
Milg persislent haematuria/proteinuria in the firsl few
weeks 1S common but always check the U&Es prior to
discharge as this helps to exclude the sare complicalion
ol rapidly progressive GN. There is thoughl fo be no
long-lerm elfect on renal function in the uncomplicaied
case though microscepic hasmalturia may persist for <18
monlhs and be exacerbaled in Ihe presence of inlercurrent
infections.

Furlher Reading
17 Hallell AF 1977 * Post-streplococeal glomerulongphyilis 10 Algan
children” LA.S.TMH T1EX:241

NEPHROTIC SYNDROME
Defined as Cedema, Froteinuria (>50 mgrkg/24 hours)

and Alburmin <25 g/, The commones| cavse (-40% of

cases) is HBsAg + ve membranous glomeruionephiilis.

Only ~ 13% have histological changes cansisleal with

Minimal Change disease and of these only hall are sleroid-

responsive. Sehistosomiasis may be found to co-exist

with nephrotic syndrome but is probably nol causally
related. Syphilis is a rare cause in children.

m The diagnosis is in practice confirmed by J3-4+
protemuria 60 dipest with a urine microscopy that
shows o signs of UTI.The simplest way lo quantify
ihis is to do an early morning specimen for prolefn/
cieatinine ratio. In nephrotics the ratio is >200 mg
protgin/mmol crealining (normal <20). Check U&Es/
Cr. Albumin and send btood for Hepatitis B and
syphilis serology.

w Order daily weight, B.P and urinalysis. Accurate flig
charts are helplul.

= Lowsalt diel.

m Give Hydrochlorathiazide 1img/kg + Spironolacions
img/kg daily to contrel oedema.Try nol 1o fluid
restrict as there is a risk of precipitating fypovolaemia
in lhese children. Give 20% Human Albumin > ml fxg
over al leasi 2 hours wilh Frusemide 1 mg/fkg cover
for resistant oedema.
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m Give Penicithn VK 250 mg b.d. in the initial stages as
nephrolics are very prone fo baclerial infeclion esp.
Preumococcaernia. Be on the lookoul lor infection
especially UTi and peritonitis.

® +ve HBsAg/HBeAg has a +ve prediciive value for
membranous GN of 90/98% respectively There is a
sponlanggus remission rale in this group ol 30%
over5 years and they should be loliowed up on divretic
therapy only +/- enalaprif 1or persistent heavy
proleinuria. HBsAg -ve patients should be given a
Irial of steroiths (2 mafkg/day max. 80 mg lor 6 weeks
then 0.5 mgska /day for a further 6 weeks) I there is
no response, refer for assessment and biopsy. Treat
any olher specific precipilaling infection {esp. Syphilis
and schistosomiasis).

Funher Reading

1) Coovadia HM et al, 1993 "Hapalilis B s and ‘" antigen carriage in
childhood  nephrotic  syndegme  predicls  membranous
glamerutonephntlis’ Asn, Irop Faed. 13.79

23 Adhikari M et 3t 1983 "Absznce of True’ minimal change nephrolic
syndrome in Alrican children in South Airica’ J. Trog. Meg. Hyg. 85:223
3) Bhimma R el al. 1597 ‘Nephrolic syndrome in Soulh Alrican children:
changing perspeclive over 20 years' Paad Ngph. 11:429

=X =

In & country like RSA where the annual rale of Inlection
is estimated al <2%, as many as one child in five will
have acquired T.B. infeciion by the age ol len years.
Probably 10% will ai some slage of their life develog T.8.
disease and this is both most likely and most severe in
ihe under 55 and eenagers. Diagnoss is diflicull as less
fhan 30% can be demaonsiraled (o be cuiture +ve on
SMear o} Spulsm or gastric aspirate {the latter requiring
special alkaline media). The approach is Iherefore one of
‘circumstanual diagnosis’, in mosl cases though a
sipnificanl numoer of older children will be able to
produce sputum for smear and ¢huldrer with
scrofulodesma may have a +ve Smear [rom a Sinus or +ve
culturgfhistology an lymph node biopsy. However the
appearance of the latler is so characterislic Ihat a rial of
T.8. lreatment is often justified.

We have found il uselul to apply the WHO provisional
guidelines for diagnosistather than any particular scoring
syslem -
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room, breaslieeds) with a tuberculous adult carries a
5 year risk of active disease in the under 5s of ~20%
in some studies.

Good quafity CXRs are required - they should be
takan al the beginning of expiration {i.e. as & child

starts to cry) and al least six intercostal spaces stould

be visible. High (~100) kV films with a shorl exposure

time (1/100) are useful 1o demonstrale mediastinal

lymph nodes and decrease blurring from maoverment.

The common findings are segmental air-lrapping or

alelectases, alveolarfinterstital infiltrales and pleural

elfusion.

2° immunodeliciencies esp. HIV malnutrition and
concomitant infeclions may cause a false negalive
skin tast and priar BCG vaccination a faise postlive
though al least 80% who received it as infants will be

non-reaclors by age 5 {look for the BCG scar on the

righl arm!- gimosi all children in gur heallh ward

have il. The Japanese immunising tool leaves a

characterislic square pattern). The Tine lest is less

reliable lhan 2 formal Manloux bul car be
semiquantitatively graded according 1o the lollowing

A. Suspect Tuberculosis B. Probable Tuberculosis C. Confirmed Tuberculosis
1.An ill ehild wilh a history of A suspect case and any 1. Detection by microscopy or culture
contact with a confirmed case of the foliowing - of tubercle bacilli from
of pulmonary T8 1. Positive tuberculin test secretions or tissues, or
2. Any child : 2. Suggestive CXR 2. The identification of Ihetubercle
2.1 Not regaining normal health 3. Suggestive histology bacillias - Mycobaclerium
after measles/pertussis 4. Favourable response to tuberculosis by  culture
2.2 With loss of weight, cough TB. treatment” characleristics A ‘
and wheeze not responding
to antibictic therapy for
repiratory disease
2.3 With painless swelling in a
group of superficial LNs
* For malnouristied children this is deflned as wi.gain of >10% in ong month,
& Mycabacteripem bovis and other MOTTS are very uncommon in our practice.
There are a few clinical provisus (o add lo Ihis - metfod. ILis nol designed lo draw blood!
m In practice the specilicity and sensitivily of symptoms
and signs are low bul the mosl commion symptoms GRADING OF THE TINE TEST
are cough, fever, wheezing and (ailure lo gain weight. ~ Grade  Description Resuit
Other causes of childhood wheezing may be confused .
including asthma, viral infections and PLE. from 0 %g(ﬁ%%?ggepu les omm E0aVe .
wandering Ascaris larvae. Perlussis is anolher
fmpor?anf cause of chronic cough. ' | One or more Doubful -
A gefinfte history of close contact (sleeps in same papuies >2mm

Il Coalescence of two or .
more papules but no ring Posilive

I+  Ring of induraticn Posilive
il Smoolh dome o
shaped swelling Positive
IV Ulcerated/Vesicuiated Treatment
mandatory

Isoniazid prophylaxis has a very (imited role in our
district. Il s demonslrably effective but a ‘mopping up’
sirateqy for low prevalence countries. Treating one sputum
positive adull probably prevenls 20 new infections but it
is necessary (o give ~ 40 children prophylaxis lo prevent
one case. It is presently our poiicy to give INH prophylaxis
only to breast-feeding infanis of AF8 +ve moifiers where
the benefits arg clear and the risk of severe disease high,

BCG is administered Lo all children in RSA af birth
and is mos! useful in prevenling severe lorms of T.B.
especiaily T.B. Meningilis.



Children ace realed in essentially ihe same way a5
adulis and itis aur galicy ta give six manlhs lreatment io
all non-severg cases. Spinal 1.B. requires twelve and
meningeal TB eighleen months of Ireatmenl. However,
Ethambutel is never prescribed to chiidren due to Ihe
risk of ppiic meuritis s0 Ethionamide is subslituted instead
(see TB trealmenl charl).

Further Reading

1} Cundall et al. 1986 ‘Diagnosis of PT8 in malnourished Kenyan
children’ Anm. Trap FPaeds 6:249

2) Parisi e1al. 1594 'Protorial review of the usua! and unusual reenlgen

manilesialions ol chilghood luberculosis™ Cfin fmaging 18 149

3) Schaal HS el at, 1995 Respiralory luberculosis in childhood - the
diagnoshve valye of chinical fealures and special investigalions” Faed inf
Dis /14,188

4)Coldiz GA et al. 1994 Tificacy of B.C.G. vaccing in e peevention of

fuberculosis . meds-anglysis of the published literature’ JA MA, 271(9)
. 698

5).Jeena PMel 3l 1936 ‘Effects of the human immynodeficiency virus an

tubsrculasis m chrldren’ Tub. Lung Dis. 77.437
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The paedialric ward was one of the firsl in the hospital
to show the impacl of the HIV epidemic. In 1997 2 survey
found 26% of all admissions o be HiV-infecled. These
children were more likely 1o have malnuirition and/or to
have been previous'y admitied and lass hkely Lo respond
10 antibiotic (heragy for intercurrent infections. (n-patient
morality was signilicantly increased { 21 vs. 7% ). Follow-
up studies elsewhere in Sub-Saharan Adrica suggest a
mortality of 60% at 5 years.

WHO/CDC CLINICAL CASE DEFINITION {1286)

MAJOR SIGNS MINOR SIGNS
Weight loss/FTT Generalised lymphadenopatiy
Oral candidiasis

Repealed common inlaclions
Persislent cough > 1 month
Chronic Diarrhoea » 1 month  Generalised dermaitis

Conlitned matgrnal infection

Ghionic Fever > 1 manih

m The clinical case delinition was developed lor
epidemiological purposes where HIV lesling is nol
widety available. The presence of al least lwo major
and lwa minor signs is suggeslive of AIDS bui
sensitivily and specilicity are poor (f applied 1o
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individual patients. Oiner uselul clinical indicalors
are oral tandidiasis relraclory la Iherapy, shingles
and chroric parotid swelling.

m HIV serology in children is complicated by (he
presence of passively translerred malernal antinodies
for up to 18 months. Therelore supplemeniary
melhods are used in addition - p24 antigen up lo 6
monihs (enly ~20% sensitive) and 19G3 thereafler.
However, these tesis are coslly, relalively insensitive
and have litlle influence on case managemeni. Clinical
follow-up and :epeal HIV ELISA al 18 months 15
therefore olten Lhe simplest palicy.

w In-patieni problems are simitar to those in uninlected
¢chiidren {malnutnlion , pneumonia , tuberculosis and
gaslroenteritis/chronic diarrhoea) bul with
exaggeraledfiefractory manifastations and increased
moriglily. More specific manilesiations include
encephalopalhy (microcephaly, developmental
regression and UMN signs), shingles and
Pneymocyslis pneumoniz. Prompl and appropriale
Ireatment of hese probiems in the community 1S
critical.

= Allention to nuirilion including viiamin A slatus is
crucial. -Breast-feeding should be encouraged for
almesl all children for at lzast six months unless the
mother has access 10 secure supplies of bolh sale
waler and lormula and can demonstrate compelence
with formula preparation.

m Immunisations can e given as usual unless very sick
from birth, when BCG should be withheld . A second
dose ol measles vaccine is recommended due o sub-
optimal respanses in HIY-positive children.

m Thrice weekly co-trimoxazole should be given altes
ihg first month a5 prophylaxis againsl bolh bacterial
and pneumocystis infeclion. Consider Isoniazid
prophylaxis if smear posilive T.8. contacl.

Furher Reading

1) Yeungy S &l al. 2000 'Paediatric HIV inleckion ina rural Soulh Afiican
visncl hospilal J. frop Faeds, 467107

2y Maurai $ et al. 1996 Use of HIV T specilic immungolabulin G3 a5 2
serological marker ot vestical lransmission” J frop. Paeds, 2.359

3) LePage P ¢l 1. 1998 Careof human immunodeficiency vires-inected
chiliren in developing counlries Faed faf Ois.) 17:581

4) Fawri W el 2l 1998 'Vitamin A supplemnenis and monality among HIV
pesilive ang negative children i Tanzania’ Atsirac 42331 12k World
ADS Conference

5) Babal R 214l 1995 ‘Morlahty in a cohorl of children born g HIV
infected women Irom Durban Soulh Afica’ S A M. 89.645
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IMMUNISATIONS

Gurrently only 76% of children in qur heallh ward
receive all ioses ol vaccines recommended by the WH.0.
Expanded Programme on Immunisation by the age of
one year. However, in general, we see few cases of the
traditional ‘vaccing-praventable’ giseases in our district.

~77% of mothers receive tefanus toxoid during
pregnancy bul we still see occasional cases ol neonalal
telanus from unbooked mothers/home births. South
Alrica is currently in the eradication phase of peliomyaiiis
control and surveillance of all acute taccid paralyses s
ongoing. Very lew cases of perlussis have been reported
lrom Kwazulu-Natal in the past few years.

Hepatitis B immunisalion was added 1o the E.PI. in
1995 - ihere is intense ransmission of the virus between
the under-5s in Southem Africa which results in a high
carrier rale and carcinogenesis in later iifg.

‘Ifa child is welf enough lo go home, that child is weli
enough lo ga home immunised. There are virtually no
centra-indicafions 1o immunising a chiid at a clinic/OPD
visil and such an opportunity should pever be missed
The only absolule contra-inlradicalion is a hislory of
previous severe reaction to a vaccine. Febrile iliness and
diarrhoea are NOT contra-indications! The administration
ol five attenualed vaceinesiespecially Measles and B.C.G.)
10 H.4V +vechildren carries a smalf rigk of disseminated
infection, but, is not thoughl to be dangerous # the chitd
does not have clinical AIDS

IMMUNISATION SCHEDULE

Age Vaceine
Birih TOPY, BCG~
6 weeks TOPY, DTP. Hep B Hib

10 weeks TOPY, DTP. Hep B Hib
14 weeks TOPV*, DTP Hep B Hlb
9 months Measles

18 monlhs TOPY, DTP, Measles

5 years TOPV, OT

" Repeat once if no scar visible al nex| visit,
* Give an exlra dose at 18 weeks it any of the primary series
given during an episode of diarrhoea.

CATCH-UP IN UNIMMUNISED CHILDREN

m <5 weeks- TOPY and BCG, followed al 6 weeks by
remaining schedule.

m 5 weeks - 9 monihs - BCG, TOPY, DPT, Hep B at the
same time, following by all outstanding doses at the
normal lime intervals.

m $months - 2 years - TOPY. Measles, DPT and Hep B
at the same time.All ouistanding doses are then given
al normal lime intervals.

u 2-10 years - Give TOPV, Measles, DT at the same
lime. All oulslanding doses are then given ai normal
lime inervals.

INDIVIDUAL VACCINES

m BCG (Bacilte Calmette-Guerin) - Live bacterial vaccine
~ 0.03 ml by mulliple percutaneovs puncture
(Japanese immunising teol) of the right upper arm,
Da not use antiseptic or alconhol swabs to prepare the
sile - you will kill 1he bagilli! H no scar is visible at 3
months of age, repeal.

& TOPV (Trivalent Oral Polio Vaccine} - Live virus
vaccine.3 drops on the longue. Breast-leeding only
has an effecl in the neonatal period when coloestrum
may interfere with immunisation. Therefore, feeds
should be wilnheld for 2 hours before and alter Lhis
lirst dose only. i the child spils it out, repeat
immedialely. If any of lhe doses are given duiing a
diarrhogal episode give an extra dose ai 18 weeks.
Give the vaccine even if there is a hislory of
poliomyelilis since the child will only be immune to
the specilic infecting strain and nol lhe other two.

m DPT (Diphtheria, Perlussis and Telanus) - Combined
loxgid and kilied tacterial vaccing. 0.5 ml
intramuseularly. Febrile reactions and pain/swelling
ol the injection site may occur.

m Measles - Schwarz strain live virus vaccine. 0.5 mi
intramuscularly. A mild morbilliform rash and fever
may occur up 10 a week after immunisation,
Vaccinalion should be avoided in active T.8. but must
be given to children with mainutrition.

m Hepalilis 8- Plasma derived HBsAg vaccine (Korean).
0.5 ml intramuscularly. Fever and pain and swelling
at the injection site may occur for up 10 24 hours.

m HIb {Haemophilus Inffuenzae).

The preferred sites for intramuscuiar
injections are the lateral thigh in children
<1 year and the deltoid in children >1 year,



THE COLD CHAIN

This is essenlial o & Successlul immunisalion slialegy.

m Novaccine shoyld ever be exposed 10 direct sunfight
or heal .

m Keep \he Jive virus vacemes (Measles and Polio) in
Ihe freezer compasdmenl (which should be «(Pc).

m -Keep Ihe olher vaccines (OPT and BCG) in ihe
relrigeralor companiment and do rot allow them lo
freeze i you suspect \al (hey have lrozen, do & shake
test - (ake the vaccines oul of (he [ridge. shake cnce
and leave in a cool placa away rom sunlight. Il ailer
15-30 minules an obviaus sedimenl has formed in 2
vial discard il.

m Make sure he ambienl (emperalure 1n the refrigerator
compartmenl is 4 - 8% gl all imes and do not sloie
vaceings i the dopors as Ihe temperalure here is usually
8 ¢¢. Food and drink should nol be slored in Ihe
vaccire fridge and 1deally 1he daor should not be
opened more lhan 2-3 limes each day.

Furthar teading

1 wilkinson 0 a1 al. 1997 ‘Maiernal ano child health indicators in a rural
South African health dislrict.’ §.4.M.J 87:456

2ySehoub B0 el a1 1996 The winler 1696 mass immunisalion campaign
-i5 i the hast siategy for South Alrica at \his time?” SAM.J 86:1128

3) Miasstry of Heahth 1935 'Immunisalion that works! The vaceinalors
manial of 1he exganded programme on imnunisalion In Soulh Alrica’
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BREASTFEEDING

Hiabisa Hospilal received Baby Friendly Hospital
Initialve (BFH{} accredilalion in March 2004, altes being
assessed in Oclober 1989, This means Lhat the haspa
prachices are in compliance wilh the Ten Sleps as
indicaled below in the UNICEF/WHO Joint stalement of
1985 1 also indicales (hal lhe hospital ohserves the
Code for the Markeling of Breasimilk Subsiitules.
Specifically. no sales represenlatives for breasimilk
substilutes of botHe-feeding are permified in this hospital;
no poslers o olher promotional malerial arg allowed.
ang breastmulk subslitutes are given only on 3 doclor's
prescriplion 1pr medical reasons.
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TEN STEPS TO SUCCESSFUL BREASTFEEDING
Every lacilily providing maternity services ang care lor
newbora infanls should:

1. Have a wnillen breastieeding palicy 1hat 1s routingly
communicaled Lo 3ll heallh-care stali.

2. Train 2l health care sfalf i lhe skills necessary lo
implemenl this pahcy.

3. Inlorm all pregnant women about the benefits and
management of breasHeeding.

4. Help mothers iniliaie breastteeding immedialety, at the
latesl within hall an hout of bisth

5. Show mothers how 10 breastieed, and how lo mainiain
lacialion even if they shoulg be separated from sheir
infants.

6. Give newborn infanis no 1ood or drink olher (han
breastmilk, unless medically indicaied.

7. Praclice rooming-in: allow (encourage) mothers and
pabies o remain together 24 hows a day (rom birlh.

8. Encourage natural breaslleeding, i.e. frequently and
o1 gemand.

9 Giveno arificial teats or pacifiers (also called dummies
or soglhers) to breasi-leeding inlanis. Do nol
enicourage Ihe use of nipple shields gither,

10. Foster the establishment ol breasitegding supporl
groups and refer mothers (o them on discharge from
Ihe Raspital ar clinic.

Bontact Numbers fof mare information of BEH! training
and implementation.
Mutrition Sub-Direcm'mte, KeaZuly-Natal,
Department of Health, Natalia, Pletermariizburg
& 0333652726 or 3852642
Nuirition Directorate. Dept of Heaith, Preteria
O’ 0123120071
Nusfrilion. Project Officer, UNICEF. Pretoria
® 012338 5000
IBFAN Africa (international Baby Food Action Network)
Mbabang, Swaziland
. W 092684045006
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NEONATAL RESUSCITATION

ASSESSMENT:
Check: colour, heart rate and respiratory effort
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o mspg aprosic  apnodic

| acTioN No suction! gentle suction gentle suction intubate

dry 0, by mask 0, DP( mask hand ventilate
| keep warm no response hanE venlilate chest compressions

monitor nand venlilaie o response i.v. access/drugs

{0 (eSponse iniubate
. hand venlilate

| chesl compressions  chest compressions

i.v. access/drugs |

iake sure the resuscilaire has been turned on/warmed
up belore Ihe baby is delivered. Mate the fime.

Always assess Lhe response after each step before
proceeding io the next!

TEMPERATURE
= keep baby warm and DRY. A lowel is much beller than
a linen saver!

SUCTION

= healiny babies do NOT need it!

= mouth firsl, then nares, genlly {(nepnates are obligale
nasal breathers)

= DO NOT suction the deep pharynx - this can cause
bradycardia/laryngospasm

= once of lwice only - do not keep repeating it

OXYGEN

v 100% @ 4L/MIN is (ine for short periods. Waler
column a1 20 cm H,0 helps lo prevent barotrauma
{rom over-enthusiaslic ventilalion.

MASK/AIRWAY

- Use the Samson resuscitalor mask

= A Guedel airway is not usually necessary
= Do nol hyperextend the neck

TRACHEAL INTUBATION
« pre-oxygenate
= ETTsizes <30 wks/tkg 2.5 >30wks/1kg 3.0

« Introducer - make sure lhe wire is complelely inside
lube so it won'l perforate the airway!

= [ntubate via the mouth, as this is most rapid

=« pass only 7 - 8 cm lube down and secure

= firstinllalion - susiained tor 2- 3 seconds

= continue al 30 - 40 breaths/min

CARDIAC COMPRESSION

« HR 128/min i.e. 3 compressions ; T veatilalon

= cup both hands under baby's back, one gither side,
thumbs on slernum and compress thorax

DRUGS
If ro increase in hearl rale/pale or blue wilh OZ/CPH.

Peripheral i.v. access usually possible, if not inser an

ustihilica! vein catheier. Give the initial 0oluses via the ET

luhe if venous access detayed. Remember lo flush the
line between boluses!

1. ADRENALINE 0.1mlskg of 1:10 000 i.v. (ie 1m! of
1:1006 + 9ml sterile water/saline} or 0.1mifkg of 1:
1000 via £T lube. Repeal every 3 mins. and increase
the dose to 0.1mifkg ol 1:1000 i.v. il resuscilation is
prolonged

2. FLUIDS - if foetal haemorrhage and shock give
hagmaccel/0 -ve blood 10-20ml/kg over 10mins. Once
perlusion resiored Neolyte 5 mi /xg/hr maintenance

3. CHECK HGT - give 3-5 mifkofor Neolyte iv. if low
{Neolyie contains 10% dextrose, don't give bolus
injections o1 50% dexirose as they are very hypertonic)

4. NALOXONE - 200 pg {3 amp. Narcan Neonatal) i.v
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ONLY ii mother had opiate within & hrs of delivery
{may need 2nd dose according to response)

5. ATROPINE ¢.3mg if <3.5kg, 0.6mq il > 3.5kg. ONLY
il persislent bradycardia in the presence of an otherwise
salislactory response

6. SODIUM BICARBONATE - 4.2% (5mls 8.5% Soda
bic + 5mls slerile water/saline}. Give 2mis/kg iv. slowly
(2 ml/min). ONLY if prolonged resuscitation and/or
acidosis.

WHEN TQO STOP

= No sign of life after 10 mins

= | HR regponds but no sponlanecus respiration after
30 mins.

IF POOR INITIAL RESPONSE
technical lault -?0,, connecied

- ETT-in tracheafloo far down one bronchus/blocked
- if in doubl - remove and replace

« pneumothorax

« diaphragmatic hernia
= congenital heart disease

FOLLOWING RESUSCITATION
] GENERAL
Incubator
- 0, {if required)
« Vitamin K 1mg
« check HGT 3-4 hourly
= continue 10% dextrose infusion if necessary
- feed - via NGT inilially, i.v.i. i very ill
= jf prem - nurse prong
m RESPS: note calour, rale, reqularity, deep/shallow
(risk pulmonary hypertension}
m CARDIOVASC: HR, peripheral perfusion (?lailure)
» ABDOMEN: vomiting, distension (NEC)
m REMAL: oligoanuria (renal failure and sign of hypoxic
organ damage)
m CNS: convulsions, tone, (ontanelle, Teeding ability
{hypoxic ischaemic encephalopatiy, IVH)

We still record the Apgar Score at 1 and 5 mins, more as a guide to prognosis than an aid fo resuscitation

THE APGAR SCORE
SIGN SCOREQ SCORE 1 SCORE 2
Heart rate Abserit Below 100/mins Above 100/mins
. Respiratory effart Absent Weak Good; ¢ries
Musele tone Flaceid Some flexion Well flexed
Heftex irritability Nao response Grimace Cough / sneeze
Golour Pale or Blue Pink body, blue limbs Completely pink

s, L ] oo o, Y rec

CRITERIA FOR AD
TO NURSER

Criterla for Admission to Nursery:

« Pre-term <37 w

= Post-term >42 w if intrapartum complications

= Low hirthweighl <2 kg (il >2 kg & no olher problems
observe on perinatal ward and home if breaslfeeding
well)

= Over-weighl-for-age

= Low Apgar (<6 at 5 mins) / required resuscitation

« Meconium aspiration and other imrapartum
complicalions (CPD, Foetal distress elc.)

= All otherwise unwell babies {Respiratory distress,
Seizures, Cord sepsis, Diabetic mother etc.)

ISSION

Premand LB.W. babies account for 80% of admissions. 95%
of neonatat deaths in our hospital oceur in babies <25 kg.

Principles of care In the nursery

The following help minimise mortality;

m  Minimal handiing: The baby must be handled only
when absolutely necessary. The more sick the baby
i$, the mare rest he needs.

m  Only the mother must handle her baby . Other
mothers, nurses and doctors musl keep hands oll
as far a3 possible. This reduges cross-infection.

m  (leanfiness: Keep hands and equipment clean -
hands should be squirted with hibilane belwaen
examinalions.

Supportive care
m WARMTH: all babies must be keptwarm. If cold wrap
himther up and eilher “kangarco” nexl lo mother's



skin, or pul in incubator. Quickly! Or respiratory
distress and hypoglycaemia will ensue,

m OXYGEN: if needed, is nesded via a headbox and
must o Lhrough an humidiier.

w BLOGD SUGAR: Small and for sick babies are at risk
ol HYPOGLY CAEMIA and need glucose either as milk
or i.v. peolyte.

m SEPSIS: Any baby thai is ‘not well' 07 has been born
pre-lerm may te septic. Look for specific causes and
cover 1or sepsis il al risk.

Routine care

= Aibirth; Dry, nole APGAR, examing and give 'o mum
lo breast fead.

«  Vilamin K

= pavidong ioding fchloramphenicol eye ointment

«  mercurichiome to cord

= chart weight and head circumlerence

= path once stable/warm

= note slool colour; meconium {green) day 1 ->yeliow
day 5 urine colour; 6 wel aappies/day = enough breast
rilk

« Nusse sick babies grone.

Further Reading

1) Witkinson O e I, 1999 mpact of prematurity on admissions 1o the
recngtal nursery of a fural Soulh Atrican rural hosodal J frap. Paeds
6576

2) Simkiss D 1999 Kangaron molher care” J Trop. Pasds. 45192
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FEEDING SICK/
HIGH RISK BABIES
ROUTINE FEEDS

Babies should be sucking at 35wks, belore this use ex-
pressed braast milk (EBM) via ng lube.

Feed frequency <15kg 1-2bry
15-18 kg 3 hrly
18-20k Ay

Pre-lerm bahies lose more waler, elecliolyles, energy
& risk aspiralion during feeds.

The firsl feed must be wilhin two hours of birih o
maintain glicose levels.

Beeast milk is besl lor all baties - pre-ierms ioof Il
they must have arlificial fhen NAN if >1.5kg,
PRENAN<1 5k

HIGH RISK/SICK BABIES
KILL /<315kg - ivifor lhe (s) 24 - 48 hours until
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= meconium passed
= abdomen soft and not disiended

Then give EBM (or PRENAN) via the NGT as below:

DAY Vi (ML/KG/DAY)  MILK
1 75 0

2 50 25

3 30 50

4 50 75

5 50 100
6 0 150

If abdo distends/ vomiting/>2mifkg aspiraled ->STOP
EBM! - We have had oo many cases ol necrolising
entercolitis lrom over-feeding.

INTRAVENOUS FLUIDS
If babies are too il 10 tolerate mlk lor >72 his Lhey
need TPN which we can’i give. Referral allempts usually
fail and they can survive for up to & week on ivi alone.
Neanales have much higher fluid reguirements han adults
dus lo large insensible and obligalory renal losses.
Requirements are higher in pre-term inlanls and increase
caily until day 4.
DAY 1-60
2-90
3-120
4-150 mifkg/day
« Add 25-30ml/day il under photolherapy of diarrhoga.
= Weigh daily - loss ol >10% birlh weighl =>increase
needad
« LIsg Neolyte for maintenance {K * 15 mmol/l).
= 1/2 Darigw's + 5% Dextrose is prelerred for
replacement in diarthoea (K- 17.5 mmolfi).
« (.45 - 0.90% Saline is preferred lor replacement of
sweal or gastric lpsses (No K.

ENERGY REQUIREMENTS

All infanls should have their weighi chared daily,
Sufticient calpries are provided by 150 miskg/day of
breast mitk (~440 kJ/kg/day). The besl measure ol
sufficiency is weight gain. Healihy babies regain birth
weight by day 10, and 1hen should gain -30g/day. If nol
increase feeds <200 mifkg/day, and give 0.5ml sunllower
oil allemale feeds, ar 1 exira scoop of PRENAN or NAN
10 100ml formuia.

SODIUM REQUIREMENTS

Normal requirements are 1-3mmoi/day. Very L B.W
babies {<1.5 kg) need 4-5mmolfday - mix 2.5mls of
8.5% s00.bic + 2.5mls water and add 1o 100mls of breast
milk (or 1mi of 4% - if available - lo 20 mis).
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HYPOTHERMIA

« = Reclal Temperature <36.5 °C.

= Pre-term, UW.FA. and wasied infants at high risk.

« Tharmaregulalion adequate out of the incubator in
mast »>1.75 kg.

= The lemperalure response to infection in neonates is
unpredictable, and may resull in hypothermia or
lempreture instability, as weli as fever.

= Signs - cold, oedematous, cyanosed infanl? with
respiralory distress and bleeding.

= Preven! hypolhermia by ensuring that babies are dry
and well wrapped up, with a hat if necessary.

» Treal in incubator or under radianl warmer al 37 °c.

+ Give 0,, add 10 ml 4% Sodivm Bicarbonate to the
drip and check HGT.

= Consider i.v. antibiotics if lhere is a suspicion of
infection.

ROUTINE INCUBATOR TEMPERATURES (°C)

Birlh weight Days
kgy 0 5 10 15 20 25 30
1 35535 35 34534 335 33

15 35 34 33533533 325 325
2 34 33 3253 2 R
25 335353 N 3 N 3
3 33 32 31 30 30 30 30

== Y. D2l &A1l i

NORMAL RANGES
FOR NEONATES

FBC U&E
Ho :14-215 Ma 132-142 BR{T) 68-120umol/|
HCT 53.6-68 4% K 5-75 BR(C} 0-3 -
MCV 100 - 140 Cl 96-105 ALP 42 - 200U/L
PLT 150 - 400 Ur16-49 ALT10-60 *
WCC9-35 Cr20- 60 AST10-42 *
€al7-26 Tot Frot 41 - 74 g/
Mg07-10 ALB 32-50
CSF
LEUCS PROTEIN. GLUC>5) mo/dl
<51 75% lymph 20 -45 mg/dl 0r75% serum

H K HK K R Y

RESPIRATORY DISTRESS

= Tachypnoea {RR>60), Intercosial Recession, Nasal
Flaring, Central Cyanosis,Grunting, Apnoeas

Though there is a high incidence of prematurily in
black Soulh African neonates lhey demonstrate a relatively
low incidence of the respiratory distress syndromes and
Hyaline Membrane disease is virtually unknown »>33w
gestalion. Infection probably accounts for 40+% of
clinically identified cases of respiratory distress, and
meconium aspiration for a further 10%. Always consider
extra-pulmonary causes. Hypoglycaemia, Anaemia,
Hypotnermia, Metabolic Acidosis, Pneumothorax,
Diaphragmatic hernia and Congenital fiean disease.
Attention 1o the tirs( four especially helps to averl
pulmonary vasoconstriclion and consequent R—xL
shunling via lhe Foramen gvale ang Cuctus arleriosus.

Supportive management for all inctudes:

m Warmih, minimal handling, energy (i.v. Neolyle)

m Observalions : RR, recession, grunting, cyanosis, HR,
temp

m 0, unhl tongue pink -5-6 Ifmin via mask/tube &
reservoir =100%

& 2-3 I/min via headbox/incubalor =30-40%

m ensure humidifier is always atlached

& reduce Lo minimum % necessary 4.5.a.p.

m CXR

m <34 wks : aminophylling

HYALINE MEMBRANE DISEASE
Pre-term/diabetic mum, negafive amnio prior {o
delivery and on gastric aspirale. Early and increasing
respiratory distress + inc 02 requirements in st 48 his -
mortalily approachs 100% in peripheral hospitals.
m O/E: infant inactive, peripheral oedema.
m {XR: small lungs, reticulo-granular infiltrales, air
bronchograms.
Management:
m Fluid restricl
= Day1&2 - 60mifko
= Day3&4- 90"
= Day58&6-120 "
= Day7&8-150 " -
m Anlibiotics: pen & gent iv/im (especially il infubated)
m Surfaciant is available at referral hospitals
w Look for and treat other associated complications of
asphyxia/prematurily.



TRANSIENT TACHYPNOEA / WET LUNG
SYNDROME
Pulmenary maladapiation associateg wiih CS.
prenalalfintrapartum asphyxia, malernal sedalion,
polyhydramnios. May be lesm or pre-lerm. Amnio/gastric
aspirate +ve. Excellent progrcsis. By detinition,
significant impravement within 24 hours.
Dlagnoslis: early respiratory distress with a hyperinflaled
chest.
CXR: (afier 6 hrs) - hyperinllated ,increased perihilar
vascutar markings, clear peripheral fields.
Management: O, requirements up to 50% inilially bul
raptdly 1ailing over 151 72 hours.

MECONIUM ASPIRATION
Term/post, rarely pre-term. Meconium - slained liquor

and meconium is suclioned irom ETT/beyond cords.

Chemical pneumanilis and airway plugging resuli.

Mortalily ~ 12% according to associated asphyxia

Diagnosis: immediale respiralory dislress in the
presence ol ihe above

CXR: paradoxical CXR appearances wilh both air-
trapping and segmental coliapse

Management:

m Stomach washoul wilth 50% Nsaline + 50% Sod bic.
with ETT in-silu {to prevent further aspiration),

w Pen, Gentivfim,

= Waich for associaied mecanium gasliilis ang
paeumothorax/mediastinum.

PNEUMONIA
Usually arises a few days posl-delivery but may oe
early foliowing maiternal chorioamnionitis {offensive
liquor and fever) The usval organisms are Group B8
Streplococci and Gram negative bacilli (esp. £.cof).
Dlagnosls: Pyrexia/hypothermiz, Gasiric aspirale : pus
cells, bacleria (only of value belore firsl feed)
CXA: collapsef consclidation
Management: Ampicilin 50 mg/kg 6-8 hrly +
Gentamicin 5 mg/kg 0.d. i.v. or Procaine penicillin
50,000 i.u./kq + Geniamicin 5 mg/kg halh once daily
i.m. (it 1.v. 3ccess a problem)

PNEUMOTHORAX

May be assoeiated with H.M.D. and Mecanium
Aspiralion
Diagnosls: sudden collapse. increased O, needs,
decreased air entry/ breath sounds. palpable liver {if
nght) decreased heart sounds transilluminalion ol
aliected side brighter/CXR
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Management:

m mild RD/no cyanosis — headbox O, + obs.

& chesl drain if mare severe {canrwla in axilla, allach to
tubing from giving set, olther end of which is placed
[hrbugh hole made in lid of specimen pot. Have waier
in pol lo cover end ol tube and cul anolher lenglh of
fube to feed out of pot through another hole in d.)

HEART FAJLURE

Dug 10 : PDA, congenital malformatians (VSD the most

common, ASD and Coarclation also), excess tvi.,

NYpOXia, anaemia.

Diagnosls:

w Tachycardia > 160/min

Tachypnoea > 60/min

Hepalemegaly > 2cm below coslal margin

» Murmur
Confinuous, under L clavicle =>PDA (venous hum
sounds like a PDA bul disappears on head
movemenl or compression ol the jugular veins)
Ejection systohic, fixed sphiting of S, - ASD
Pan-systolic, L. sternal edge =>V50
Short systolic, heard al the back =>(Coarclation

Boundmg;‘absanl pulses

m 0, - resisiant cyanosis due 10 large R—>L shunt

{prabable telralogy}

Management:

B Fiid resirict to 60 mithg/day.

m Frysemide imgskgiv siat.

= Digoxin 0.05 mg/kg/day divided info 4 doses over 24
hours fhen 1/4 of this dose daily.

s Transluse wilh packed celis if PCV<30 Hb<10, correct
ypoglycaemia and acidosis.

w 1.0,-esislant cyanosis, stop 0, and give Pg £, 30-6¢
pigkgshourdy p.o{dissolve 500 ug lablet in 10 m!
slerile waler, 1 ml = 50uq) to maintain the DA prior 1o
transfer for surgery.

DIAPHRAGMATIC HERNIA
Diagnasis: scaphoid abdomen/CXR
Management:

NGT + aspirate regulatly

m NPQ

w v pen = genl

m Iransler

APNQEIC ATTACKS
= Slopping breathing lang enough to cause Cyanosis/
bradycardia/ patlor
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Do not confuse with normal periodic breathing which
QCCUfS in preterm + term infanis =lrequent short pauses
{<20s) in resps which do not cause cyanosis efc.

Dus to:

m immaturity {<34wks, afler 48hrs, after feed)
infection {pneumonia, septicaemia, meningitis, NEC)

m CNS - asphyxia, fits, drugs {pethidine), PVH

m Gl - reflux, perforation, large feeds, vomiting

m CVS - hypo/hypertension, anaemia+/- PDA, CCF,
hypovolaemia (APH)

«  Metabolic - hypoxia/ hypothermia

= hypo- glycaemia/ -Caicaemia/ -natraemia

= hypernatraemia

= increased ambient femperature.

Treatment:

= (Oxygen - headbox

= Transfusion- 10ml/kg if Hb<10

= |f immature (<36wks) - aminophylling : loading

dose 5moskg then 2mg/kg 1ds {1ma/kg s if < 1.5

kgs

= seplic screen + ivABx

= Treal ¢lher identified causes.

AIRWAY OBSTRUCTION

Due to choanal alrgsia ->stridor + cyanosis when
asleep but pink when awake and motth open.

Dx: poiyhydramnios, lailure lo pass n.g. tube per
nares post-delivery (blocked nose - saline rose drops).

Furiner Reading

1}Van Rijswiik P & ingle RF 1998 ‘Causes of early neanatal respiraiory

distress in the former Venda - a community based study’ SAM.S 86:1413
2) Adhikari M & Gouws £ 1995 "Maconium aspiration in South Alrica’

SAMJ 85:891

3} Wax JR 1995 'A radiological update on medical diseases of the

newbotn chesl' Paed Radior, 25:631

HECIODIEDX

Any il baby should be considered o have an infection
as the signs may be very non-specific. The risk of infection
is al least 3x in premature/LBW infants, especially those
who required vacoum extraction/resuscitation. Maternal
chorioamnionitis is another significant risk laclor. The
comman causes of early neonatal sepsis (1s1 week) are
Group 8 Streplococei, £ coli , other gram negative bacilli
esp. Klebsiefla spp., and Staphylocossr. Inthe lirsl week
meningitis will be present in 30+% of cases. Syphilis is
the major chronic intrauterine infection in our practice
though we have also seen cases of congenital rubelta and

the prevalence of + ve Toxoplasma serology in our anie-
natal population is probably ~50%. Boih M gonorrhaea
and . {rachomatis cause neonatal conjunclivitis and the
latter may also result in a delayed pneumonia al 4+ weeks.

Diagnosis

GENERAL SYMPTOMS/ SIGNS:

lethargy no increase f decrease in weight
patlor poor feeding

vomiting hypothermia

jaundice purpura (TCP/DIC)
apnoea/shock lemperature instability
hypoglycaemia hypotonia oedema scleraema
SIGNS OF LOCAL INFECTION:

smelly cord

meningilis {lils)

pneuntonia

abdominal distension and blood pr (NEC)

Abnormat Absolute Neutrophit count and
ratio of band forms >12-16% are predictive of
infection.

Age Tolal Neutrophil count % Band forms
Birth 1.8-6.0 <16
24 hours 72-126 <16
48 hours 3.6-8.1 <13
5 days 1.8-5.4 <12

m (ram stain of gaslric aspirate prior 10 first feed may
also be uselul. >5 WBCs per high power lield is
suggestive of aspiration of infecied licquor. Gram +ve
cocci in pairs are usually Group B Streptococc.

m umbar Punclure should always be considered on
sick neonales with no obvious focus of infection. The
narmal values are for the first week are -

Protein  0.25-1.0¢/l
Glucose  2.2-3.3 mmol/l
Polymorphs  0-10/mm3
Lymphocyles 0-10/mm?

u {rine microscopy.

Management

Supportive: ie 0, iv Neolyle/ NG feeds) as required.

Monitor HGTs and temperature closely.

Antibiotics:

Ampicillin; 62,5 mg qds po Tweek for mild/ non-

specific infections

Benzylpeniciilin:100 00 U/kg/day divided inlo two
doses im/iv bd



Genfamycin.  <tkg: 2 Smofkg/day ivfim once daily
<2.5kg : 3.5mo/ka/day
>2.5kq : 4,5mg/ko/day
Erythromycin: - 62,5mg 6ds posper n.g.l.
in respiraiory inlections not responding
to the above
Cefliaxone:  60mg/kg/day iv/im

SPECIFIC INFECTIONS
CHORICAMNIONITIS

Infeclion of lhe amniotic Muid probably oceurs in
<4% of pregnancies and may inceease the perinaial
marialily by as much as 4x. The mosl significant risk
faclor is pralonged pre-labour ruplure of membranes. At
Izast 30% will already have +ve amniotic hud cullures at
ihe lime of rupture. The infection is invariably
pelymicrobial bul addition of anaerobic cover seems o
confer no benelits,

Give Ampiciltin and Gentamicin [or 5 days to all infanls
<37w delivered of mothers with PROM and/for clinicat
gvidence of Chonoamnionitis. Terry inlants are at lower
risk - manage expectanily il well and salisfactory saptic
SCFEEN,

SEPTICAEMIA/MENINGITIS

Signs ol meningilis are subtle in neonales (imitability,
seizures, staring, figh-pilched cry) $o have a low-
Inreshold for L P ina possibly seplicagmic infant. There
is 3 high incigence of venlriculitis and complications in
ngonalal meningilis - overall mortalily 50%, 50% of
survivors have brain damage. Use the higher doses ol
Penicillin and Celtriaxong in meningilis to ensure CSF
penelration.

Give Benzylpenicifinr 50000 - 100,000 i.u./kg/day in
2 divided doses + Gemtamicin 7.5 mg/kg/day o.d. iv.
(intrathecal adminisiration is of no benehtl).

Consider changing lo Ceftriaxone 50 - 100 mg/ka/
gay 0.d. if gram siain shaws gram -ve bacilli and/or there
is a poor inilial response to Pen + Genl.

Bive Phenobarbitone 20 mo/kg iv/im as prophytaxis
vS. Seizures - then Smo/ka po od.

NECROTISING ENTEROCOLITIS

Necrosis usually ol the ferminal ileum and proximal
colon, associaled with prenatal hypoxia and iniection.
iMay be relaled 1o premature introduction of feeds.
Diagnosis:
= septicaemia/shock
« lender, dislended abdomen
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= vomiling (+/- bile)

« blood in stoal (~75% occull)

« AXR - excluges volvalus fobstiuction, intramural gas
is diagnoslic, check for freg peritoneal gas indicaling
perloration

Complications: perforation, haemosrhage, septicaemia,
malabsorplion, strictures.

Management:

« NPO, NG.T, LV, resuscilate shock with FO P
accarding to response

»  (aily abdominal ginh measyremenls

« Benzylpenigillin + Genlamicin

= Rewmlroduce leeds slawly (when bowel sounds present/
abdo normal)

= (I perforaled or in need ¢l TPN {ie NPO for »3days)
refei.

NEONATAL CONJUNCTIVITIS
The commen causes aie Chiamydia, N. gonorrhoeae
and Staphyiococcys {in thal order). Gonococcal
conjunctivilis quickly progresses 1o corneal perforalion
and panopthalmilis in neonales and clincai lindings do
not discriminale weil between organisms, so ALWAYS
GRAM STAIN lhe discharge!
Management:
« nalicases bathe eye with sterile water/saling 2hily. [l
very pussy, irrigaie wilh bag and giving sel.
« Chipramphenicol 1% ointmen! 4-6 hrly (aclive vs.
chlamydia and staph).
= Ceftriaxone 25-50 mgfkg siatim .
= Ervthromycin 62.5 mg qds po lor 7 days.
« Tieal both parents for STDs.

OMPHALITIS AND NEONATAL TETANUS
The normal umbilical cord is solt and white
jmmedialely posl-parium. Il becormes brown and dry over
3 few days belore stoughing wilhin 2 weeks. Annfected
cord is smelly, persistently wet and has a periumbilical
flare. Postal phiebitis, perilonitis and septicaemia may
foltow. The usual causes are Staphylecoccs Streptococti
and Colilorms buf proliferation of Clostridium lefani leads
to neonatal telanus. Almost all cases of letanus that we
see in our hospital follow delivery at home whigre cord
care has been poar and Lhe moiher has not been given
toxoid during pregnancy. Signs include poor suck
trismus, listing, apnoeas and spasms, which ogur in
full conscigusness and oflen wilh conlinued crying.
Severe cases are ideniified by an incubalion period of <5
days and a prepalent period (lime from first onsel of



146 NURSERY

symptoms lo first spasm} <48 hours with 12+ spasms /
day. The mean Guration of ventilation al KEH is 23 days
and the overall mortality 22%.

Management:

OMPHALITIS:

= Routine cord care: Surgical spirit 6 hrly till dry, Do
not cover! ’

= Established infection - Surgical spirit 3 hriy +
Penicillin and Gentamicin i.v.

NEONATAL TETANUS:

» clearairway. 0,

= no stimufation

= NGT - 30 mins after sedation

» fluids: EBM - smal! frequent feeds (decrease risk
aspiration/regurgitalion)

» suctioning & turning afler each dase sedation

+ Monitor 0, salurations and pulse andrecord during
Spasms

= Diazepam 1mg/kg iv/pr till spasms stop and then
0.25-1mag/kyg 4-Bhly

« Chlorpromazine 12.5 mg i m. 4-6 hrly if spasms not
controlled

« Penicitlin 25,000 v /kg 6 hrly

= Human lelanus immuynoglobuiin 500 u i.m.

» Tetanus toxoid 0.5 mi stat i.m. {an attack of lelanus
does not confer immunity and 2 primary series of
three doses of toxoid is indicated}

= Refer all severe cases to Ngwz/KEH as ventilation is
usually required

CONGENITAL SYPHILIS

Risk of congenital infection ~50% but only ~10% of
babies of unireated WR +ve mothers have clinical signs
of Syphilis at birih. These include -

LBW Syphilitic pemphigis
(hands & feet)

Heavy greasy placenla>1/5  Anaemia

ol infant's birthweight Thrombocytopoenia/
petechiae

Hepatosplenomenaly Nasal discharge
(7blood-stained)

Lymphadenopalhy Metaphysitis on long

bone X-Rs
Condyloma lala (esp. mouth} Meningo-encephaiitis

Such a baby, wilh any of these signs, should be trealed
for congenital syphilis.
Spirochaeies may be visible on dark-field microscopy

of nasal discharge or skin scrapes. The only definitive
serological tesl is a +ve FTA-Abs IgM but even this may
be negative at birth if the infection was acquired late in
pregnancy. A +ve RPR on the baby at birth may only
signify passive immunisalion from the mother.
Therefore management shotld be as follows -

MOTHER WA +VE

Muther had 3doses im penisillin, \

I35t CNe 4+ Wi priaf t delivery Molher not adequately freated

"4

Intanl term Inlgnt pre-term Inlant ferm & »25 %g  Infani pre-tarm ar

& »2.5k or 2.5 kg or less & asymplomatic <2,5Kkg ar chinical sqas

\L J, (low rigk neurgsyphilis)  (hoh rist Rewsosyphilis)

no Ry follow up with  Benzathiae penicHlin Procaine genicillin

no fup  WB on omtant @ 312 S0.000UMAg im et x 1 0 D00 Uhg/day
m. for 10 days

I WR+ve treat
W WR —ve discharge

SKIN INFECTIONS

m Bullous impetigo

= Pusfilled blisters in the umbilicus / nappy area caused
by staphylococci (aspirate gram stain diagnostic)

»  Treaiment
wash - Chlorhexidine bd for 5 days, uncover cord -
no nappy!
Treal cord infection - prevent spread!
If unwell —>iv Abx

m Erythema toxicum:
= day 2/3 - red blolches/ vellow papules over face &
chest
« gisappear in around 1 week
« Daby well, no trealment needed
= (Dx: eosinophils in pustules)

m Monilial rash -

« raised red velvely rash especialty aroumnd skin creases
in nappy area caused by Candida albicans.

= Treatment: mycoslatin ¢ream, uncover, nurse prone
for 48hrs - il no help try mycoslalin drops.

m Nappy rash {spares creases). Use zinc and ¢astor oil
¢ream as a barrier,

» Sweal rash - small clear blisters, fine rash on forehead,
chest. Washing is the besl lreatment!

w Pusiular melanosis: blisters—s>bursi—spigmented
skin.  No Ireatment required.

CANDIDIASIS
MILD: Small areas, sucking well, n treatment,
SEVERE: big arcas, red, poor leeding elc.

Rx: mycastatin 1m after feeds for 7 days &on mum’s
nippies/vagina {cream)
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HYPOGLYCAEMIA

=BLOOD GLUCOSE <2,6 mmol/l

HYPOGLYCAEMIA CAUSES BRAIN DAMAGE -

PREVENT IT!

Al risk: pre-lerm, UWFA, wasled siressed, liver damage,
resp. distress, hypolhermic, diabstic mum, OWFA,
polycythaemic.

Symploms: none or:
decreased brain lunction: lethargy, hypotonic, weak
cry, apneea, absenl moro, cyanosis increased brain
function: jiltery, staring, making {ists, abnormal eye
movemenis, convulsions swealing,
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Sick infants should have - (V1 - 10% glucose (neonatalyle)
fmonitor

- HGT 4-hourly

- leed houry 10 stari with in at risk groups prems:
&0mifkgf24h SFD/posl-maiure/diabelic mum f
symptomatic: 80ml/kg/24n HMD: add 10m) of 30%
olucose fo 90ml neolyle

**25% dextrose = 5ml dexirose + Sl sterile water

Lasl resost if can't gel iv; Sml 50%dexlrose : add 1o
10mlfkg milk via NGT/po

Repeated hypoglycaemia —>7metabolic cause—orefer

HGT menitoring: should be as abave until on 100mifkg/
day milk leeds (leach mum 1o do il il possible).

HYPERGLYCAEMIA =>9,7MMOL/L

Due lo. neonalalyle over - infusion, PVR, slress reaction,
often ta infeclion.

Causes. polyuria, dehydration, PVH Rx 5% dexlrose,
milk feeds, it >20mmal/l despite Lhis Ihen infuse insulin
al0,05- 0,1 Units/kg/nr & strictly monitor the HGT lo
detect hypoglycaemia hourly. Stop infusion coce HGTS
normal bul continue [0 monilor HGTs houtly unlil
stable for 3 hrs Inhen go 1o 3hily measuremenis. The
very sick baby may be very sensilive to insulin and (he
blood sugar may 13l within 15-20 mins of the insulin
injection.

TREATMENT

RGT<i HGT=2 \/

1mlfkg 25% dextrose
+ slart infusion of neolyle
at 10ml/kg/h

l

repeat HGT 15 mins repeat HGT 15 mins
<2 \I, <2 or=2
20mi neoiyte iv Ry a3 <2~

J

rgpeat HGT 15 min

2

take blood {1or glucose measurement)
give hydrocorlisong Smg iv

milk feed + dextrose mixed
(0,5mlfkg of 25% dexirose)
+ slart iv neolyle - 10mi/kg/h

HGT2-4
milk feed (10mIfkg)

or glucose waler (5%) iv 10ml/kg
or milk feed + 11sp sugar

repeal HGT 15 ming

E (normal)

=201 & \L

milk feeds repeal milk feed -+ dextrose mix
HGThourly
for 3hrs,
3nrly once stable repeal HGT 15 mins
<2 ar=2 \L
Rx as <2*
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KX DXL

THE SMALL NEDNATE

All babies <2,5kg are low birth weight (LBW) . They
may be Pre-term or Under-weight-for-(gestational)-age .
There are important clinical diflerences between the two

groups -
PRE-TERM

Mutrilion agequate

Mental duil

Suck no

Skin Lhin

Qedema yes

angd each has difierent problems -

PRE-TERM
Hypothermia  yes++
Hypoglycaemia yes
Asphyxia yes
RDS HMD/PDA
Apnoea yes
Infection YES++
Hb figh

UWFA

poor
aleri/hungry
yes

crinkly

no

UWFA
yes
YES++
YBS++
Mec/Asp
no

yes

lowr

HEAD CIRCUMFERENCE AND
WEIGHT--FOR- GESTATIONAL-AGE

CHARTS
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Source ang Further Reading

Woods DL {ed.) 1998 Perinatal Education Programme. Manhval if -
Newborn Care’, 'Gesiational Age and Weight, Skills Workshep 17, pp.
5.7
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| SPLENSCORE

Splen score provides an assessment of gestational
age. [ should be done on all sick babies.

‘Underwsight for Gestational Age’ (UWGA) and prem
babies have diflerent problems so it helps to decide which
efshe is, and therefore what problems are more likely.

SPLEN SCORE
0 ] 2 3
SKIN smpolh, pink, thin, few oreases, ligh - osep croases,  wiinkies
lew voins seen brown,few vains  brown | brown
thick reeling
PLANTAH  anterior of sole . 273 of soie whole ol
CREASES
LABIA / Mo MiG0@ = MAOF  MIRIRAANAjOR)  minota covesed
TESTES  stmisnemply  inguinal tesies mm hlph i bestes desp
EAR Showe 1ecoil Teady tecail mm R!:o“ ik ol
HiPPLE fia bud <Emm ‘bod s Sam

Add the scores of the 5 factors logether and add the
resull lo 30 to obtain the gestational age (if >30w)

it <30w use (he Bailard system. In our nursery a SPLEN
of 30w carries a mortalily of 70% whereas a SPLEN of
31-36 carries a 9% mortality.



HURSERY 149

BALLARD SCORE
THE BALLARD SCORING METHOD
Each separale sign is given a score after examining thal sign on the infanl.
These separate scores are then added together to give a tolal score. From the

total score, lhe eslimated geslational age can be read off the lable.
Source: Perinalal Education Programme: Introduction and Overview - Newbom Care . p.5.
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FITS

Importance

= Continuing fits can damage re brain

m Fitsin the newborn usually indicate serious underlying
flness. This must be looked lor and Irsaled.

Recognising a fit

m Sublfe signs:

« sustained deviation of the eyes

« (drooling or lip smacking

+ apnoea

« ‘cycling” movement of the legs

= sustained posluring of a limb

m (Other signs:

« generalised lonic poslure {sustained stifiening of body
and limbs, backwards extension of neck

= cloni¢ (rhythmic jerking - one limb, whole body, or
moving from limb 10 limb)

NB some babies have jittery movements which are nol

** These may indicate low glucose or calgium or have

10 identifiable cause.

JITTERS  FITS
tye devialion or other eyesigns  No Yes
Responds to stimulalion Yes No
Dominant movement Tremoi*  Rhylhmica!
jerking**
Movements stop when timb
gently (lgxed Yes No

= both directions of movement are ol equal size and duraiion
** movement has a fasl and slow componenl.

Causes

m Common:

= perinatal asphyxia (causes fits because ol: hypoxia,
electralyle disturbance, hypoglycasmia, low BP,
intracranial bleed)

v low glucose (<2 2mmol/l)

« low calcium (<1.7 mmol/l)

= low magnssium {<4.0 mmol/l)

= high sodium (>150 mmoif)
= low sodium {<120 mmol/l)
= meningitis

= intra-cranial haemorrhage

m Less common:

- high bilirubin (kernicterus)
= polycythaemia (HCT >70%)
» structural brain abnormalily
= inbom error of melabolism

Treatment

= Ciear airway

= Give 0, - bag and mask if not breathing or slill cyanosed

in oxygen

Check HGT immediately: if <or =2 lreat as below

Emply stomach wilh NGT, nurse prong

Keep warm

Give an anti-convulsant:

a) Phenobarbitone 20mg/kg iv over Smins

b} I still litting after 10 mins give further

phenobarb 10mg/kg iv

¢ " * ' Diazepam 0.2mg/kg iv

gy ¢ " Phenytoin 15mo/kg iv over 20 mins

{diazepam oflen causes apnoea)

m |f venous access is impous.Cle, give phenobarb im
and diazepam pr

m Think WHY - review infanis noles with above causes
in ming

Investigation

w Urgent: ALL OF THESE MUST BE DONE
= glucose

= calcium

= sodium

= polassium

= chloride

« AST

= HCT (on FBC)

- BR

= LP {when Iit slopped)

m Less urgent:

» clotting studies {urgent if sepsis likely)



TREATING SPECIFIC CAUSES

HYPOGLYCAEMIA

« {1HGT <or =2 and infant isfitling: - 3mifkg 10% dextrose/
neonalaiyte IMMEDIATELY and continue with infusion
of this @ 6mifkg/hr for one hour or uniil HGT >0r = 4

« Then reduce the rate 1o 4mifkg unlil HGT stabie

« Check HGTs hourly until »or = 4 and before any change
in rale of transfusion.

HYPOCALCAEMIA

= If Ca<1.7 mmol and infani is liing - 0.5ml/kg 10%
Caicium gluconate diluled 1:4 wilh 10% dextrose or
waler for injeclions gver 10 - 15 mins.

= NB highly irrilant if exlravasales. Do not mix with
bicarb/phosphate.

POLYCYTHAEMIA

[ HCT>75% and filting da 20m/kq dilulional exchange
transtysion replacing 20mifkq blood wilh FDPaver 30
mins.

SUSPECTED QR CONFIRMED MENINGITIS
Benzylpenicillin {200 000u/kg/d) and gentarmycin for 14
days of ceflriaxone (100mg/ka/d)

ASPHYXIA

(Hypaxic Ischaemic Encephatopaliny)

1. Fluids - 2/3 mainlenance. Increase glucose
cancemration to maintain HGT if necessary

2. Relative milg hypothermia is probably proleclive

3. Control lits. Don't need propnylaxis.

Mainienance
Contiruing mamienange anti-comvuisants
necessary for - severe birlh asphyxia
meningitis
recurrent or difficult to contral lils
persisting neurological abnormality
structural brain abnormality
olherwise usually nolt necessary
Phenoharbilone mainienance dose = Smg/kg/d {od).
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NEONATAL JAUNDICE

Jaundice can be difficull to pick up in neonales - ihe
lip of the nose and feet are ofien a beiler guide than the
sclerae. Up te 50% of infanis become jaundiced arund
the third day of life. Foelal Hb falls (rom 20 g/dl at term
to ~14 g/di in lhe [irst week and Ihis increased rad cell
breakdown exceeds ne capacily ol hepalic conjugation,
resulting in unconjugated hyperbilirubinaemia. This
physiclogical jaundice only requires lreatment if severe.

m Examing the child carefully for evidence of infection,
bleeding, cephalhaemaloma, hepalomegaly eic

m Check Hb,Blood greup { child and mother ii nol
known), Direct Coomb’s lest, Bilirubin (lolal and
conjugaled) and urine far reducing Subsiances
(galactosaemia). Consider blood and urine culluses
il infection is suspecied

m A useful rute of lhumb is Ihal exchange iransiusion
will be required at (Geslalion in weeks x 10) umol/
and photolherapy al (exchange level - 100) umol/i
allhough relerence charts according to weight and
age are more accurate

® Jaundice evidenl in the lirst 24-38 hours suggesis
haemoiylic disease of Ihe newborn, generally from
ABG incompalibility in our patients. Exchange
transiusion will olten be required, especially il the
rate of rise > 85 umol/l per day, so discuss early with
Addinglon. Angemia dug to continuing haemolysis
may be a prablem as 'aie as 6 months s¢ Hb should
be monitored monthly and lranfusion is indicaled lor
symptoms or Hb < 7.5 g/dl.

m Jaundice persisting beyond 14 days in premature and
21 days in ferm infanis requires further evaluation.
The commanest cause is breast milk jaundice - lhe
conjugaled bilirubin is lygically < 10% tolal and the
prognosis excelient. (f > 20% Conjugated hiliribin
mare serious disorders should be considered
(neonalal hepalilis, biliary alresia ete.) - start W
Ampicillin and Genlamicin, check TSH and refer Lo
KEH for furlher investigations.
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(X ((4(0)b)) HOXN
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CLUB FOOT

Congenitai taiipes equing-varus is the commonest
congenilal foot deformity in all populations but is very
prevalent locally, possibly 4/1000. 2/3 occur in males,
50% bilaleral.

Diagnosis

The characteristic deformily includes -

plantar flexion of ankle.

inversion/varus of the hindtoot.

adduction of the midfoat {bean-shaped foot).

pes cavus especially 1st two mefatarsals.

The truefresislant’ club fool is identilied by resistance

to passive correction, a short foot with a ‘tucked-in'/

small heel, dorsillexed big toe and thin wasted-looking

call.

m Exclude obvigus causes e.g. cerebral palsy, spina
bifida/meningomyelocoele and arthragryphosis
(signified by other joinl conlractures).

Management

Very mild deformities may be treated with strapping
{use traclion kit strapping, not eilastoplast, and use
Benzoin tinclure 10 make sure it sticks). However if
response is poot, refer early for assessment at Ngwelezane.

Refer 10 Ngwelezang as early as possible for assessment
of clinicaliy severe deformities. Conservalive management
wilh weekly POPs for the first monii then 2 weekly is
pursued for 3 monlhs. Residual equinus along can be
corrected 20-30° by an Achilles tenotomy at this time. If
teformity remains severe, then lurther surgery will be
required.

If conservalive melhods fail then a postero-medial
release of soft tissues is carried out at Six months and the
joot maintained in POP for 2 futher 8 weeks.

Lale-diagnosed deformilies not responding well to
the above methods can undergo a Iriple {Dunn's)
arthrodesis in adolescence.
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Part ol our duty as government medical officers is 10
furnish medical reports wilh respect 1o various social
security grants provided lor by the Social Assisiance Acl
o0l 1992 This Act inlroduced stale pensions for men gver
1he age o1 65 and women aver the age of 60 years. li also
recognised three grants which concern us. Applications
lor these by oul-pafients are dealt with at a lorinighily
clinic with 1the hospilal social worker in 0.PD -
applicalions by patienis on Ihe ward are ususlly deall
wilh by the goglor concemed.

DISABILITY GRANTS

Peaple are eligible for such grants only if:

w lfigy are a Soulh African cilizen {j ¢. they have an | D
book!)

m theyfor their spouse does nol have the means to
suppor Lhe palient

m they are over 18 years or are a lull-lime sludeni under
the age of 21 years

m ihey qualily according to @ means test (prool ol
income/assels - ar lack of them musl be submitted to
the magistrate)

m 3 report by a medical ollicer certifies that he patient i3
unable 1o suppor his/hersell

m the disability is likely 10 continue lor six monlhs or
longer

m the applicanis do not refuse to accepl employment
within Lheir capabilities {an assessment of which is
asked for on the form),

Assessmen of disability is inevitably somawhat subjeclive

- itis important {o lake into accouni the palients’ educationas

atlainments and suitability for various kinds of work (e.q.

clerical work or labouring). Seme assessment of activilies

ol daily living can be helplul [n general our policy has been

ta restrict recommendalion of grants lo The following tases-

a Ampulees, paraplegics, some less severe limbinjurles

w ‘Mentally retarded’ patients and severe psythialric
maorbidity

m Destroyed lungs' from T.B. or occupalional lung
disease {which may also quality lor Workmen's
Compensalion - see defails below)

a Symptomatic/debilitating H.1.V. infection

m |ncurable/advanced malignancy

m Very poorly conlrolled chronic medical conditions
(esp. asthma and epilepsy. rarely hypertension)

m Partially sighted with poor pavigalional vision
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Though many cases are much more diflicull to assess
lhan these and lor some families grants are the only
source of income, il should be tiarme in mind that seclion
12 ol \he Act {Fafse Represenialionsy provides for
prosecution in cases where Ine recipient is nol considered
lobeentilled The palient goes 10 the magistraie after the
medical report is lilled in, has fingerprints taken ang fills
in the application form, which is submitted i the Director-
General of Social Services in Pigtermarilzburg.

A Grant-in-arg may be given Lo the attendants ¢l a
palient in 1eceipt ol a disability granl who requires full-
time altendancé al home. A Maintenance Gram may be
paid to a parenl looking afler 4 CNllg whose spouse/
partner has deserted/died, is nol legally responsible for
the child, or is in recewl of 3 disability grant.

A Care-gependency Grant is provided for a parent il
the child is ungér 18 and raquires constant care. The
child is evaluated for a specidt Schael a1 the age of six
years by an appointee ol the local educatiod duthorily. A
Foster-care Grant may he paid to fosier parents
designated by Ihe social worker in cases where children
have baen abandsned or neglacted by their parenls ar
wihere both parents hiavé died.

WORKMEN'S COMPENSATION

This provigad for by lhe Jccupational Diseases in
Mines and Woiks Act and the Compensaiion lor
Occupational Injuries and 01582583 Agl, The condilions
specilied are:
a Ppeamoconiosis
m Silicosis
@ COAD
Ptatinosis (occupalional asirima)
Asheslosis and related cancers
Sysiemic Sclergsis
TB. itsellis only compensable if the patient has worked
al least 200 shifis ir a mine and lefi less than & year ago.
and >10% oss of tung function is demonslrable on tung
lunction 1esting. All miners are entitled i¢ a free medical
exammalion at Ihe Johannesburg Medical Bureau for
Occupational Diseases twice a year. The faw stipulales
(at their franspori costs la he bureay must be refunded.
It is possible lor M.0.5 lo carry out Ihe examinations
themselves and (il out lorms GW 24/56 and annex. Lung
[unction data are nol essential.

The forms shouidbemafdedm&emge ¢
dhonde P.O. Box 4584, Johamesbu;g?ﬁﬁﬂ :

For funher inféimafiof phone B 0114036322
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SEXUALLY ABUSED CHILD

The S.4.PS. Child Protection Unit dealt with 22,000
cases of suspected child abuse in R.S.A. during 1994 (3
36% increase over previous years) - our local unit in
Richard's Bay is currently seging 65 new cases each
month in the region between Ingwavuma and the Tugela
River. This is widely acknowtedged as probably being ihe
tip of the iceberg. Child abuse is defined as “involvement
ol achild with or without the child’s consenl wilh an adult
inside/outside the [amily designed for the gratification ol
the adult. Sexual abuse is involved in aboul 11 % of
cases and in such cases 65% can be shown io harbaur
ST0s. In our selling ~50% ol abusers are not family
members, usually a neighbour.

Diagnosis
Presentations are varied and may be subtle -

m 2 parent, refative of teacher may come wilh 8 clear
nistory.

m the child may report il in an indirect way lo a carger
{e.g. nurse, nexghbour), ofien hoping to atert authority.

& inappropriale  piayiprecociously  detailed
understanding of sex.

m other behavigural disturbances e.q. regression,
enuresis, sleep disturbance, abdominal pain, runaing
away.

m chiidren who want Lo stay in hospilal.

m unexplained/suspicious genital or perianal symptoms
or Signs.

In the ‘secrecy phase’ afler frank sexual contacl has
occurred, the child has oflen been threalened with death
or serious injury by the perpelrator should she report

him. Disclosure may be followed by a ‘supression phase’

in which lhe perpetralor will put pressure on the child 1o
withdraw the allegations, possibly with promises of
change eic. The mother in such & situation may be unable
to choose belween her parner and her child and may
even pressurise lhe child herseil to “back-down’. The child
may be afraid to $peak out against authority, feel
responsible/shamed and worried about losing the love
of one or both parents. For all these reasons, an older
nursing colleague who is ready to have prolongad input
with the child is vifal ¢ successiui managemeni and
prevention of continued abuse.

Examination
Polentially abused children may be (but are not

always) sensilive to being examined by a Stranger and
examination under anaesthesia should be resorted to if
this seems likely. Girls are Dest examined in the suping
knee-chest ( frog-fegged’) position and boys in the left
lateral especially if awake - the knee-chest position may
be threatening for children abused in this way. Useful
instruments for such an examinalion are small 1humb
farceps and nasal speculae. Look for -

m Vulval wounds or erythema/tenderness. Frank
offensive discharge. Qtvious ulcers/warls.

® VYagina! lacerations are usually verlical but large
transverse lacerations of the pasterior fornix can ocour
which may bleed heavily and /for pengirate the
peritoneal cavity.

m Laceralions of he hymen. The hymeneal ring lies al
ihe junclion of the vaginal orifice and the veslibule
enclosed by Lhe labia minora. Inthe virgin, the hymen
is a very Lhin membrane thal closes the vaginal orifice
bul often has one or fwo small perforalions in il <0.5
mm in diameter. Laceralions usually occur on the
poslerior hall of the hymen batween the 3 and 6 o'clock
positions. In the chronically abused child, the
lacerations may have healed and appear as laleral
scarring of the hymen or redundant 1ags similar lo
ihe carunculae myrtiformes seen in post-pubertal
women. The vaginal orifice may be distorled in shape
by the scarring.

m Anal damage. In the acule stages, bruising, facerations
and sphincter spasm are {o be expected, though there
may be no sigas if penelration was slow and well-
jubricated. Chronic abuse may be associaled with
loss of sphincter control, reflex relaxation in response
to siroking the peri-anal skin and skin 1ags/fissures
oflen al the 6 a’clock pasition.

Management

m Take swabs for bacteriology and igentificalion of
spermatozoa If the last episode of abuse occurred
less than 48 hours belore or there is a distinct odowr
of semen. Biopsy and swab any ulcers present. Qrder
awet prep and gram stain of anal/vaginal swabs in the
hospital Jaboratory. All other specimens shoulo be
handed a5 soon as possible 1o lhe C P U. in Richard's
Bay.



= Take blood for H.LV. and WR. . Repeat these and, if
appropriate,a Pap smear al 3 manths.

m Give Erythromycin and Melronidazole in all cases of
acuie abuse.

w The J88 form carefully illed in should be processed
by the local police stalion. Il skould include  Lhe
¢hila’s account ol the incident/s . A photocopy should
be kept in the notes.

The social workes should be involved immediaiely il
seems likely thal a chiid is sulfening abuse. She shauld
apply o the police for a ¢ase lo De cpened and will
inferview the molher/carer. In dillicult cases she can
arrange for (he child 1o be removed lo a place of safely
without the immediate aporovat ol a magisiraie under
Section 12 of the Child Care Act (1983). This order may
be confirmed and arrangements made for the further
care ol Ihe child within the nexl 24 hours al lhe children’s
court in Miubatuba. After discharge (he social worker
will conduct a ome visit 10 ascertain the child’s continuing
wellare and proteclion,

Many cases do not and probably should nol come to
trial due 1o Ihe polenlial rauma to family and child.
Sexual abuse ol children is nal specilically recognised in
criminal law sO cases are heard as rape, incest or Sexval
molestation (where penglration is deemed nol 10 have
occuired).In cases where lhe abuser is a juvenile ang the
situalicn can be handled satislactorily by the famity ifself
ihis is the ysual course of aclion. Further proceedings
may however De necessary where the abuser is an adull
and malicious intenl involved. All ¢ases ol child abuse
should however be reported lo the magislratg in his
capacity as Comissioner ol child welfare, even il chaiges
are nol contemplated.

Further Reading

1) Wanship WS, Key JA and Jacob WAS 1967 ‘Examination of sexually
abused chitdren ' S 4 M./ 71:437

2) Larsen JV.Chapman JA ang Armslronp A 1996 Child sexabuse in 3
ruial populalion” 5,44 86:1432
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In cases of assault where a criminal prasecution is
contempiated, you will be asked to fill oul a form J88 at
the requesi of the atiending officer (allhough subsiiluting
‘Hlabisa Police ' is cansidered acceplable). The purpose
of the lorm is Lo corroborate/cast doubt upon the assaulled
parly’s statement with Lhe available medical evidence. In
the case of a serigus Offence against lhe Person (attempted
murder, manslaughter, grievous bodily harm ete.) you
may well be called upor totesiily by the Public Proseculor
{Oefence allerney and atlention to detail could be
imporlant.

Be careful lo write 'alleged” et¢. when wiiting down the
palient’s description of \he ingident

You are expecled to detail the 'naiure, position, extent
ol the injuries logether with the ‘probable date and manner
of causatios and 'any apparent discrepancy between any
statement made by the person and the conditions actually
found on examination.

m BRUISES - are ihe resull of wpture of small blood
vessels and exiravasation ol blood inlo the soli lissues.
The size of \he bruise in ifself is an unrelidble
indicalion of the size/shape ol instrument or force
used since bleeding may continue/spread after he
time of injury, especially in women and elderly
people.The lypical paltern of colour change with time
is purplefolue >brown >green »yellow. The more
agvanced colour changes can gslablish only that the
bruise is a week or more old and more precise dating
is impassible,

m ABRASIONS - are the resull of removal ol the
superlicial Yayers ol skin from a rough surface siriking
the skin tangentially. The direction of the object across
Ine surface of lhe skin may be inferred by pactiafly
delached {ayers of skin at the margin where lhe obiecl
lefl. Abrasions may reproduce the suriace of (he
wounding objecl quite faithfully and retain it until
healing occurs.

m LACEAATIONS - are produced by bluni frauma of
suflicienl sevenly lo cause splitting of the skin. In the
case o 3 blunt instrument they usually occur inareas
of solt tissue closely overlying bone. The margins of
the wound are irregular and Ihe surrounding lissue
olten bruised/crushed,

m Fibrous and uninjuied neurovascular lissue may
traverse (he depths of the woung and bleeding may be
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less than would he expected for the size of the wound.
Lacerations do nol reproduce the shape of the
wounding object accuralely.

m CUTS - are incised wounds caused by a sharp
instrumenl. The skin adjacent 1o the wound is
uninjured and the edges are siraight. Thers is often
considerabie bleeding. The direction of the incision
may be inferred Irom {he facl that the wound is usually
deeper at the end where the cut starts. It is impossible
1o infer the shape of the instrument from a cut

= STABS - do give some indicalion of the minimum
size and shape of the weapon invalved.

m GUNSHOT WOUNDS - Entry wounds from rifled
weapons (pislo), rifle) are generally ciean-cut wounds
slightly smatler than the diameter of the buliel. ‘Contact
injuries’ when the gun is pressed against the skin are
accompanied by bruising /ftearing of the skin or a
circular bruise nexl to the wound caused by recail of
the barrel. Close range entry wounds {<1 m)are olten
characterised by a ring of soot/powder and hair
singeing over the surrounding skin. Longer range
wounds typically have a 1.5 mm band of abrasion
around the hole and a characteristic ‘grease coliar *
derived from 1he preservalive that the bullels are
packed in. Thus, it is impossible 1o infer 1he range at
which a bullet was fired at any distance greaier than
1m.

Exil wounds are usually farger than enlry wounds , have
irregular, everted edges and no soiling by gunpowder
products.

Shot-gun wounds vary according 1o the range. Al <1
m (here will be 3 2-3 ¢m round hele with & so0t ring.
There is considerable tissue dastruction and wadding/
casing from the carlridge will be driven deep inlo the
wound. At 1-3.5 m the central wound will be surrounded
by aring of salellile 3mm wounds from diverging pellets.
Debris from the cartridge may be evident in the wound.
At >3.5 m the wound consisls of a cloud of small pellet
holes. The pellels themselves are usually lying very
superficially in the skin.
Under 'Remarks' slate whether you think he
injuries you have described are consisient with the mode
of wounding described by the patient or not ang why.

Violence against women is common in Hlabisa, 23,318
rapes were reporied in RSA in 1993 and ihese probably
conslitute ~3% of the real tolal. Less than 5% of charges
are found by the courls lo be unlounded but <10% result
in a conviction. Securing a conviction requires diligent
collection of the medical evidence though Lhis will not
usually sland alone. ~10% oi raped women demonstrate
genital injury and 30% other injuries. A successlul
prosecution resls on demonstraling thal sexual
infercourse probably occurred and thal force or threal
was involved, implying (ack of consent from the victim,

Choose a suitably privafe environment where at all
possible. Ask aboul the detaiis of the alleged incident in
as sensitive & manner as possible. Particulacly enguire
about the victim's behaviour after the incident viz. has
she douched, changed her clothes elc. and about her /2s!
mensirual period. Gblain verbal consent lo carry out an
examination.

Examing the whale body for wounds especially
bruising/abrasions an {ne thighs, arms/back of the
shoulders and face/neck from forcible reslrainl. Qval
bruises {rom bites may be presenl on the neck and breasts.

Examination of the genifafia should pay particular
altention to the following -

m Matting of the pubic hair by semen, presence of
assailant’s pubic hairs in that of the victim,

m Swelling, redness, lenderness and wounds of the
vulva and vagina. Dilatation of the vagina (assessed
by ability 10 accept 1,2 or 3 fingers) does nol conslitule
proof of intercourse in a virgin.

m Condilion of ihe hymen {generally nol helpful unless
a Iresh tear with bleeding and tenderness is present. It
may be entirely absent in alder women and conversely
be elastic encugh to remain inlact despite intercourse
in virgins, especially if tampons are being used.)
Carry out a speculurn examination. Take a Higft Vaginal

Swalr lor bacteripiogy in the hospital (ab and 3 second

plain damp swab ior detection of spermatozaa (these

may persist in the vagina for 5 days and in the cervix Tor
up to 2 weeks). This should he smeared onlo a clean
glass shide allowed to air-dry, covered with a second slide
and taped logether. Any semen siains on the palient's
tlothes should also be cut puf. These specimens are
placed into a sealed bag in the presence of a witness and



lagelled/signed by the dactor concerned 10 allow later
identilication 1n courl These are supposed 1o be
dispaiched immedialely by the police officer concerned
lo Ine State Forensic Laboralery in Preloria.
Demonstralion of spermatozoa in hospital laboralories
is nof admissible as evigence.

Take blood for WA and H LV seralogy and urine for
a pregnancy fes! (These may be essential for laler
litigation/(herapeutic aborlion.) Give
B (iprofiavacin 250 mg stal p.o.

u Melromidazole 20 stal p.o

w Frythromycin 500 mg q.d.3. p.o. for 10 days

m fOwal 2 tabs slat and 2 labs 12 hours later.

{Repeal dose wilh anti-emelic it palient vomils 1he lirst)
Aflow lime for counselfing and arrange (0 see the

palient again one week after her rext period is due lo

repeal the piegnancy lest and organize a tlerminalion if

necessary. Repeat Ihe WR. at this visit if inilially negalive

and H.1.V. serology ai 3 months.

Furiher Reaging

1) Craven SA 1995 ‘Assessmeni of alleged rape viclirs - a0
uniEwarding exercise’ SAMJ 86:237

2} London el at 1996 Reply to Ihe above” S.AM J 85:844

=N EEIN

At 1ne present time ~ 45% of deaihs in the Hlabisa
magisiralure are not iormally regisiered. Registration is
lhe duly of The magisirale, who fills in a handwritten
Death Register fosm (lorm BI-7) and issues a terporary
dealh cedilicate.Official death cerhlicales {form 81-5) ase
issuad by the Depadment of Home aftairs in Mtubaluba
bul not ail families can aflord the time, money or efiod 1o
obtain one and there is no legal requirerent that they da
50. The deceased may not always have an1.D. book and a
substanlial number are buried af home.

Deathis at the hospital are notified to the magistrale/
home affairs by a medical certificate in respect of dealh
(B1-12) filled in by Ine doctor involved with the case.
There are no speciiic exclusions al the present time as io
acceplable modes/causes of death as long as what is
given could reasonably be consirued as such. ~ 10% ol
patients dying in (he haspital are released without
certification, since the family do not need a death cedificate
for pension or insurance claims (mostly elderly pecpls
and newborns/young children). Some corpses are nol
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coltected by tkeir relalives - these are released irom the

morluary atter ene manth and a pauper's burial is arranged

near the hospital.

Deaihs in the communily are secorded by G.H.W.s
informally (since they invariably ailend he washing of
the corpse and burial), and unti! April 1996 could be
diceclly regisiered wilh the magistrale by means of an
induna’s affidavil as to the cause of deatn stated by a
relative of the deceased. This was sworn in fronl of the
inkosi and signed by him. Since Ihe wilhdrawa of Ihis
syslem, many deaths in the communily without an 1.0

book have had lo undergo post-martam in order to obiain

a handwritlen death certiticale {BI-20). A BI-12 is filleg
in and forwarded (0 Prefariz with Lhe deceased's
fingerprinis for confirmation. Deaths in Ihe community

unattended by a medical practilioner but with an 1.D.

book still present something al a problem but a BI-12

may be 1ssued at the discretion of a medical practitioner
if Ihere seems lillle doubt as to the cause of death and an
induna’s atfidavit is availadle.

Sliltbirlns cannot e registered so a handwrilten BI-
20 is issued.

Unnaiural dealhs {Assaulls, MVAs, suspecled
poisoning elc. ) are registered with the police, who enler
1he case on eifher therr Inguest Register for non-criminal
cases (e.g. svicide, lightring strikes) ar Grime Regisler.
They issue a Proof ol notice of dealh (BI-1577)
immediately. A post-maortem by the Disirict Surgeon is
arranged and a form Z POL 181 (farm 2) is issued, which
can be used by the magisirate to issue a iemporary death
certificate {BI-7). Hlabisa police stalion handled about 20
such cases in 1996.

1§ you are called upon 1o examine a palieni broughi in
dead ar dead on arrival your observations may lates be of
use ir cases ol unnaturz) death. Aside fram the usual
signs of death {absence al hear! or brealn sounds for 5
minutes) cerlain ealures may help in eslablishing the
lime/mode of death -

m feclal temperalure falls by 0.9 °c/hour alter dealh
until ¥ equitibrates with the ambient temperalure. To
obtain an eslimate of the time since death divide the
number of degrees less than 37 °c by § 9°%/hr. The
rale ol fall may be slowed in a1 or well-¢lothed corpses
ang acceleraled i (hin ones and $o this method can
be considered only an approximation.

® Hypostasis {dependeni drainage of blood) is not
nesmally apparent or al leasl 4-6 hours and when
fully estabiished usually places the time sincg death
3l >12 hours.
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m Rigor moriis (muscle stifiness dug to gelling of protein)
is usually estatlished by 6 hours, affecting the jaw
and exlremity muscles first and the whole body by -
12 hours.

w Pulrefaction usually begins over the abdominal wall
foliowed by marbling of the superficial veins and
blistering of the skin. Its presence normally establishes
the time since dealh at >48 hours.

Take nole of any suggestive signs of recent trauma or
injury. Urine and blood may be taken lor toxicology
examination but poisoning has historically been a
virtually impossible diagnosis to prove in our
magislrature.

The Inquests Act of 1959 provides for the holding of
inquests and poest-mortem examinations in cases of death
believed to be due to unnatural causes. Sugh dealhs
include -

m [hose which are likely 10 enlail criminal proceedings
m deaths under anaesthesia
= deaths in police cusiody

If the cause of a dealh in the community is obvious
from external examinalion and criminal proceedings
against any parson will definitely not follow (ihis should
ideally be confirmed with a police officer), a BI-12 can be
issued by the doclor concerned stating the likely cause. If
1his is clearly not the case, the matter must be taken up
wilh Lhe District Surgeon (Or S.J. Swanepoel 035
5901100). We do not carry out post-mortems for this of
any other purpose on site at present but guidelings are
available (D.N.H.PD. document Instructions lo medical
practitioners for the performance of medico-legal post-
mortem examinations'’}. I praclice il has been dilficull 1o
gel consent from {amilies for diagnostic post-mortems
in our area.
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The lpllowing is & shorl phrasebook designed
lor use in consullalions The qQuicker you are able io
communicale at a basic level in Zuiu the sooner you will
D2 able 10 pick up on many aspecls of the consullaion
you would otherwise miss, and Ihe more you will enjay
your work. Atlempls lo speak with the patieats in their
own language are penerally greatly appreciated and some-
Ihing of a surpnse 1o many!

Sawubona / Saniponani - Hello (sfpl)

Noena / Noenani - Come in (s/l)

Hialz phansi - Take 3 seat

Unani? / Upheihwe yini? / Yini ngawe? - Whal are you
sulfesing brom?

Ngivagula / Angiphilile kahle / Angizirwa kahle - | am
sick / nat feeling well

Kwaqgala nini? - When did Ihis start?

Isikhaihi esingakanani? - How lang?
Sekunesikhathi / Kade ngaguia - | have been sick for a
long lime

Kugale ngesanto/ ngenyanga ediule - |l slaried lasl week/
monih

Kwagaia kanjani? - How did [his slarl?

Kwenzeke nini lokhu? - When did Lhis occur?

Kwenzeke kuphi? - \Whete did it happen?

To convert any of the listed complaints into a
question replace the 1st person prafix .agi- with
the 2nd person prefix u- +/- sulix 2a? for
emphasis.

Ngitimefe - | have susiained an injury
Neivopha - | am bleeding

Ngivashisa - | have a faverfieel hot
Ngiyajuluka - | am swealing

Ngiyakhwehiels - 1 am coughing

Zinjani iztkhwehlela? - What is the sputum like?
zmhiophe - white

Zifuhiaza - green

zinedaz - blood-stained

Nginciphie emzimbeni - | am losing weighl
Noiphelelwa amangia - | am losing slrength
Noiyaghaghazeia/Ngryagedoia -

I am shivering/having chills
Noipenzuiuiwane - | am feeling dizzy
Nginenxeba - | have awaund
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The negative construction for simple slalements
like those listed is formed by adding the prefix. a-
of ka-, deleling the -ya- particie and adding the
suffix -iin place of -a (a.g. anginix, angiqubukl)

Ngephutile - | have 3 Iraclure

Noinethumba - | have an abscess

Noiyagubuka - | have 3 rash

Nogihuzukife - | have a bruise

Ngivahuga - | have diarchoea (adults)

{lyakapalaia - She hias diarrhoea (children)

{kaka kangaki ngelanga? - How many times  day do
you pass slools?

Uyakangaki ngaphandle? - How many times a day do
you pass slools?

Anjani amakaka? - What are your stoals like?
Ngiyaphalaza/Mianza - 1am vomiting

isisy siqurnbile - my abdomen is dislended / | am
canslipaled

angisuzi - | am not passing any 113lus

Ngediulwe yinyanga - | have missed a period
Naiphuma isist - | had 2 miscarriage

Nagicela ukukihlofa - 1 would like lo examing you
Noeke ngikulimaze - 1 wor huri you

Khumula - Take off your clothes

Gagaka - Put on your ¢lothes

Lala ngomhiane/ngohiangothi - Lie on your back/side
Khuphuka/Phakama - Sit up

There Is no exact equivalent of ‘please’ in Zulu
but requests may he made more polile sounding
by the use of the construction ngicela uku - {1
request you o) or by adding the sullix kefo the
listed commands.

Yehiz - Lie 1131

Phenduks - Roll over

Phefumuls - Breathe in and out
Aamba Umoya - Hold your dreath
Khipha Umoya - Breathe out
Donza Umoya - Breathe in
Khamisa - Open wide

Yithi ‘2ahh’ - Say ‘aahh’

Qoshama - Goen your legs wide
Yenza kanje/ngapha - D0 it like his (When all else Jails!)
Khululexa/Thambisa - Relax
Unganyskazi - Slay slill
Ungakhathazeki - Don'tworry
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Noikhombise lapho kubuhlungu khona - Show me where
il hurts

Ungilshele uma uzwa ubuhiungy - Tell me when you feel
pain

Uzosinda -You're going Lo be wel)

sizohlola igazi - we will take a blood test

Kulanele uzolinda imiphumela - you must wait for lhe
results '

Sizokubiofa urmchamo wakho - we'll take a Urine tesl

‘You must’ is usually expressed by the
construction Kufanele-or Kumele- foliowed by |
averb or infinitive. ‘{ need" is expressed inmost
circumstances by agidinga

+an object of infinitive,

Uzolashwa - You will be [reated

Nanku umuthi wakho - here is your medicing

FPhuza amaphilisi 20nke izinsuky - Take the tablets every
day

Ungawegisi fo muihi - dor’t take more than is prescribed
Ekuseni - in the marming

Emini - &t lunchtime

Niambarna - inthe afternoon

Ebustkis - at night

Phuza fo muthi... - take this medicine....

kabifi ngosuku - lwice a day

kathathy ngosuky - three times a day

kane ngosuke - lour limes a day

Phuza umuthi/gwinya amaphilisi ungakadli - take the
medicine/tablets belore meals

Phuza umuthi/gwinya amaphitisi usudiile - take the megi-
cing/tablets after meals

Phuza umuthifgwinya amaphilisi uma uzwa ubublungy -
take the medicine/tablets when yvou feel pain

Consisela lo muthi endlebeni - put these drops in your
ears

Kufanele unciphe - You must lose weight
Gqoka/sebenzisa iKhondom/ifazi - Wear/use a condom
ngicefa ubuye mhlaka - 14 February - would like vou lo
come back on 14 February

Khumbuia usuku lokubuyela esibfiedlela - Remember
your next appointment

Ungalukhohiwa - Don't forget (the date)!

Lzohiinzwa - You nged an operation
Sizokuthunga inxeba - we will stitch your wound
Ngizochasisa - | will explain

Ngidinga imvurme yakho - | need your consent

Sizokhipha izitishi ngomhlaka - 2 May/ezinsukwini
ezinhiany - we will 1ake the stitches out on 2 May/fin 5 :
days

Kusobala? - s il clear?

Unemibuzo? - Do you have any questions?

PARTS OF THE BODY

umzimba - body ucikicang - litlle finger
ikhanda - head umphimbo - throat
isimongo/ibunzi - torehead  Lsghoghogho - windpipe
irbuso - tace isifuba - chest

ishiya - eyebrow amaphaphts - lungs
ikhala - nose inhliziya - heart
isihfathi - cheek izimbambo - ribs
dmiome - moulh isisu - stomach

udebe - lip ithumbuy/isibifini - intestine
ufimi - longue isinye - bladder

umhiathi - jaw inyongo - Qall bladder
isifevs - chin umihiane/igofo - back

yamaZinyo - toolh/teeth  Jsifizinge - buttock/s
intammo - neck i/amathanga - thigh
i/amatiombe - shoulder/s um/imilenze - leg/s
infizingalo - arm/s i/amadolo - kneefs
ifizindolofwane - elbowfs  i/amaqgakala - ankle/s
um/imikhono - lorearm/s  u/izinyawo - Toot/Teel
isifiziflakala - wrisl/s yfizinzwane - 108/$
isfizandia - handfs isifizithende - heel/s
umu/iminwe - inger /s isithupha - thumb
isibindi - liver isi fizinso - kidneys
ubuchopho - brain isibeletho - uterus

SELECTED DISEASES

Wake waphathwa yini? - Have you ever sufiered Jrom?
Uphuzo - alcoholism

Umlutho wegazi/i'high-high'- typertension

isffo socansi - sexvally fransmitted disease

{dropu - qonorrhoea

Isimungumungwane - measles

Isifuba somoya - asthma

Inqubiriunjwana - chicken pox

Ingcuiaza - HIV/AIDS

Isankonkonku - whooping cough

Lahugho or Umalaveva - malaria

Isilepero - leprosy

Isichenene - schislosomiasis

Isisu segazi - dysentery

itB-18

Ukufa kwaBanlu, e.g. ldfiso - Zulu diseases often with no
exact European equivalent
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HOSPITAL FORMULARY

GASTROINTESTINAL SYSTEM
Drug:

Magnesium Hydroxide Mixture
AluminiumHydroxide 250 mg/Magnesium trisiticate 500
mq tabs

Cimetidine lablets 400 mg

Omeprazole 20 mg capsules
Melaclopramids 1ablets 16 mg

Senna lablets 7 mg

Liguid Parallin

Phosphate enema

Cholestyramine powder

Amethocaine 1% oinimant

RESPIRATORY SYSTEM

Drug:

Salbutamol 100 pg inhafer (300 doses)
Salbutamo! nebuliser 5 mg/ml

Salbulamol syrup 0.4 mg/ml

Aminophylline 25 mg /ml injeciion
Beclomethasone 100 pg and 50 pg inhaler {200 doses)
ipratcopium nebuhser §.25 /2 ml & 0.5/2 mt
Saline nose drops

Compound Benzoin Tinclure

Sinple LinClus

Theophyliine syrup 25 mg/s m!

Theophylline 250 mg Sustained retease tablels

CARDIQOVASCULAR SYSTEM

Drug:

Hydrochlorolhiazige 25 mq tablels
Hydrochlorothiazide 25 mg/Triamlereng 50 mg tablets
Frusemide 40 mg tablels

Frusemide 20 mg injeclion

Reserpine 0.25 mq [ablels

Atenolol 50 mg Iablets

Hydrallazine 25 mg tablets and 25 mg/ml ampoules
Methyl Dopa 250 mg 1ableis

Enalapnil 5 mg lablets

Niledipine 10 mg capsules

Digoxin 0.25 mg lablets
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Verapaniil 5 mg vials fof injection
Dopamine 200 mgy5 ml vial for injection
Heparin 5000 u/5 mi for injaclion
Wararin 5 mg iablets

ENDOCRINE SYSTEM
Drug:

Glibenctamide 5 mq tablets
Metlormin 500 mg 1ablets
Acteapid 100 u/ml vial
Actraphane 100 u/ml
Pradnisolone 5 mg 1ablets
Hydrocortisone 100 mg/2 mi vials
Dexamethasone 500 pg tablets
Melnylprednisolone sodium succinate 500 mg
injection

Thyroxine 5C g tablets
Carbimazole 5 mg tablets

ANTI-INFECTIVES

Drug:

Phenoxymethylpenicillin 250 mg tablets
Benzylpenicillin 1 My and 5 Mu vials

Procaine peniciltin 3 /10 m) vizls

Banzathine penicillin 2.4 My vial

Ampicaltin injection S00 mg vial

Amoxyciltin 250 mg capsutes and 125 mg/5 ml syrup
Cloxacillin 250 mg capsules and 500 mg vial or
injgclion

Chioramphenicol 250 mg capsules and 1 g vial for
injection

Co-trimoxazole 807400 mg tablels and 407200 mg/m
SUspension

Erghromycin 250 mg lablets

Meironicazole 400 mg tablets and 1g suppositories
Doxycycling 100 mg capsuies

Ciprofloxacin 250 mg lablels

Nalidixic acid 500 mg 1ablets and 250 mg/5 ml syrup
Nitrofurantoin 50 mg capsules

Gentamicin 40 mg/ml ampoules for injeclion
Ceflriaxone 1g vials

Cefazalin 500mg vials lor injection

Ketoconazole 200 mg tablefs

Fluconazole H50mg capsule

Clo-trimazole 500 mg vaginal lablels

Fansidar {Sulphagoxine 500 mg/Pyrimethamine 25
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ANTI-INFECTIVES cont

mg) tablets

Quinine Sulphate 300 mg tablets and Quinine
Dihydrochloride 300 mg/mi injeclion
Zidovudine 100 mg capsules

Praziguante! 800 mg fablets

Piperazine 750 mg/5 mt elixif

Niciosamide 500 mg tablets

Albendazole 200 mg labiets

Mystatin suspension 100,000 v/ml

TUBERCULOSIS DRUGS

Drug: :

Rifampicin 150 myg, 450 mg and 600 mg tablets
isoniazid 200mg and 300 mg lablets
Pyrazinamide 500 mg 1ablets

Ethambutol 400 mg 1ablets

Elhionamide 250 mq Lablels

Slreplomycin g vial for injeclion

ANAESTHETIC AND RESUSCITATION
DRUGS

Drug:

Ketamine 50 mg/ml injection

Diazepam 10 mg/2 ml injection

Thiopentone 500 mg vials

Suxamethonium 100mg/2 mi vials

Alcuropium 10 mg /2 ml

Neostigmine 2.5 mg/m! ampoules

Alropine §.5 mg/ml ampoules

Halothane

Adrenaline Tmg/m! ampoules

Ephedrine 50 mg/ml fer injection

Lignocaing 1% 25 ml vials for injection
Bupivacaine 0.5% 10 ml ampoule for injeclion
Hyperbaric Bupivacaine 0.5% 4 ml ampoule for injec-
tion

Caicium gluconale 10% injection

Sodium Bicarbonate 4% and 8.5% 50 ml ampaoules for
injeclion

Naloxone 0.02 mg/ml and 0.4 mg/ml ampoules

OBSTETRICS AND GYNAECOLOGY/
FAMILY PLANNING

Drug:

Oxytocin 1u/ml and 10ufm! vials

Oxylocin 5u + Ergomelrine 500 pg/1 mi
Hexoprenaline 51972 ml ampoules and 25 ug/10 m! in-
fusion

Dinoprostone 0.5 my tablels

Misoprostol 0.2 mg lablets

Ergometrine 0.5 mg/1 ml injeclion

Dinoprost 5 mg/1 ml ampouies for injection
Medroxyprogesterone Acelate 150 mg /1 ml vial
Norelhisierong enanthale 150 mg/1 ml vial
Triphasil, 285

Nordeite 285

Ovral 28s

Microval (Levornogestrel 30 g} 28s
Medroxyprogeslerone acetate 5 mg tablets
Norelhislerone 5mg lablets

Prempak-N 0.625/5 mg and 1.25/5 mg 28s
Cyproterone acetate 100 myq lablets

Magnesium Sulphate 50% injection 2 ml ampoules
Mefenamic acid 250 mg capsules

Vitamin K 1 mg ampoules

ANTICONVULSANTS AND
PSYCHOTROPICS

Drug:

Phenytain 100 mgq capsules, 125 mg/5 ml suspension
and 250 mg/5 ml ampoules for injeclion
Carbemazepine 200 mg Suslained release tablets and
syrup 100 mg/5 ml

Phenobarbitone 200 mg/1 ml ampoules for injection
and §0 mg tablets

Valproate 200 mg / 300 mg capsules

Chlorpromazine 100 mg lablets and 50 mg/2 ml
ampoule lor injection

Trifluoperazine 5 mq lablels

Thioridazineg 50 mg tablets

Clolhiapine 40 mg/4 ml injection

Haloperidol 20 mg/2 m!

Promethazine 50 mg/2 ml ampoules for injection and
25 mg {abiets

Fluphenazine decanoate injection 25 mg/1 ml vials for
injection



Zuclopenthixol decanoaie 200 mg/1 ml injection
Qrphenadrine 50 mg tablets

Amilriplyling 25 mg tablets

Fluoxetine 20 mg labiets

Liihium carbonate 250 mg lablels

Diazepam 5 mg lablets

Trimeprazine & mg/ml syrup

ANALGESICS

Drug:

Paracetamol 500 mq lablets and 120 mg/S ml elixir
Paracetamol 500 mg + 30 mg Codeine Combinalion
tablels

Aspirin 300 mg lableis

[buprofen 200 mg (ablets

Diclalenac 75 mg/3 ml ampoules for injeclion and 25
mq tablets

Indomelhacin 25 mq capsules

Morphine Sulphale 10 mg and 30 mg Sustained
release lablets

Mosphine Sutphale 15 mg/ml ampoules for injection
Peihiding 25 mg /1 mi. 50 mg/1 ml and 100 mg/2 ml
Titidine 50 mg/0.5 mi drops

Codgine phosphate 30 mg lablets

DERMATOLQGICALS

Drug:

Emulsifying oinlment 500g jar

Zing gxide paste

Basic iolion

Basic powder

Potassium Permanganale

Sodivm Thiosulphale

Benzoyi peraxide 5% el

Gentian violgt 0.5% $olulion

Povidone -iodine ointment 500g jar
Whillield's gintment

Clo-trimazole 1% cream

Selenium Sulphide 2 5% shampao 50 ml
Griseofulvin 500 mg Lablels

Benzy! benzoate 25% application 16 ml boliles
Benzene hexachloride lotion and shampoo 100 ml
Thiabendazole 17 6% solytion 7.5 ml botlles
Calamine lotion

Hydrocorlisane 1% cream

Clobelaso! 0.05% oinlmenl
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OPTHALMOLOGICALS

Drug:

Rydroxypropylmelhylcellulose/dexiran 70 drops
Antazcline 0.05% drops

Dexamethasone 0.1%

Betamelhasone 0 1%

Chioramphenicel 0.5% drops and 1% ointmenl
Gentamicin 0.3% drops

Acyclovir 3% oinfmenl

Fimolol 0.25% - 0.5% diops

Levubunolol 0.5% drops

Pilocarpine1%, 2% & 4 % drops
Acelazolamide 250 mg lablets

Cyclopeniolate 1% draps

Alroging 1% drops

Phenylephrine 10% drops

Oxybuprocaine 0.4% draps

EAR, NOSE AND THROAT
Drug:

Acelic acid 1% ear drops

0.9% Saline nose drops

Glycerine ear drops

Bectomelnasone 50 pg nasal spray
Cetylpyridinium 5mg/10 ml maulhwash

MISCELLANEOUS

Drug:

Vilamin A 50,000 i.u. tablels and 100,006 i.u./2 mL
ampoules lor injection

Vitamin B Compiex tablels

Nicolinamide 100 mg ablels

Thiamine 1000 mg/1Q ml vials for injgction
Pyridoxine 25 mg lablels

Vilamin B , injection 1 mg/mi

Multivitamin tablels

Ferrous Sulphale 200 mg tablets and Ferrous
Giuconale elixir {40 ma lron/5 ml)

Ferrouss Fumarate 200 mg fFolale 100 pg tablets
Folic acid 5 mq 3blets

Ipecacuanha lincluce

Activaled chascoal

Desferrioxamine 500 mg vials for injection
Acelylcysteine 200 mg/ml injeclion

Tranexamic acid 100mg/ml ampoules for injection
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MISCELLANEOUS cont.
Allopurinol 100 mg tableis
Omnipaque 380 mg/ml
Barium powder

LV. FLUIDS

0.9% Saline

Modified Ringer's Laclate
Half-sirength Darrow’s solution with 5% dextrose
Dexirose 5%

Meolyte

Paediatric maintenance solution
Haemaccel

Human albumin 20% solulion
Fresze dried plasma

Blood

VYACCINES AND IMMUNOGLOBULINS
Drug:

BCG & diluent

DPT

0T

Tetanus toxoid

HBY

Measles & diluent

Polio

Rabies & diluent

Rabies immunoglobulin
Tetanus immunoglobutin
Hib
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Note: The index excludes names of drugs found in the

iext and in the hospital formulary.

A

abdominal injuries 46
managemeni 46

abortion
indications for therapeutic 26
management 26

abruption 19

airway management
in anaesthelics 5-7
prediclors of problem 5

airway obslruction in neonates 144

{see also chronic obstructive airways disease)

albinism 105
alcohol
and mental kealth 116
(see afso poisoning)
amenagrrhoea 27
causes 27
diagnosis 27
management 27
amoenic colitis 107
amoebic iiver abscess 106-107
diagnosis 107
indications for selective aspiration 107
amputations 38-40
reasons 39-49
anaemia §4-5
of chronic disease 84
haemolytic 85
macrocytic 85
microgylic 84-85
indicalions for transiusion 85
in pregnancy 21
anaesthesia 3-14
complicalions 8-9, 12
critical incidents 7
depih 7
equipment and safely 3-5
general 13-14
local 9-11
moaitoring of patients 7

anaesthesia cont.
pre-operative assessment 3
spinal
complications 12
contra-ingications to 11
technique 11
stagesol 7
analgesic Jadder 111
anaphylaxis
during anaesthesia 9
ankle fraciures 41
management 41
Weber Classification of 41
antenatal care 17-22
anteparturm hagmorihage 19-20
cause 19
management 19
mode of delivery with 19-20
APGAR score 140
apnoeic attacks
in neonates 143
arryihmias
during anaesthesia 9
aspiration
during anagsthesia 6
assault
reporling of 157-158
asthma 85-87
diagnosts 85-86
management
acule 86-87
chronic 86
augmentiation ol labour
hyperstimulation in 24
indications for 24
axillary block 10
and rescue block 10

Baby Friendly Hospital Initiative 135
Ballard score 149
BCG vaccine 134
bilharzioma of cervix 30
bload pressure
correct measurement 87
bone and joint sepsis
diagnosis 64
managemant 64-65



INDEX i73

breasileeding chest sepsis 83-84
Baby Friendly Hospital Inilialive 135 child abuse see sexually abused child
HIV positive molher 26 cholera
steps to successiul 135 diagnosis 112
brealhing system (anaesthetics) 4 freaiment 112
brealhlessness heatlh education 112
in pallialive care 111 chorigamnianilis 145
breech presentation, 24 chronic obslructive airways disease 83
fait accompli 24 circumcision
pronchieclasis 83 indicalions for 56
burning vuiva syndrome 30 club foot
burns 54-56 giagnosis 152
assessmenl 54-55 management 152
dressing 55 condom use 78
gralting 55 conlysion 115-116
due 10 lightning 56 acule 115
management 55 ‘ admission 116
resuscitation 55 assessmenl 115
slougheciomy 55 collaleral history 115
factors suggesting an organic base 115
follow-up 116
C . . conjunetiviiis
{aesarian seclion neonatal 145
raie 17 ;
referral for 18, 19, 20, 23, 29 cogg;cheiaggnpiﬂz 3353
carcinoma emergency 33
cesvical 30 injectable 32
gastic. 109 intrz-ulerine 33
prostalic 57 missed pills 32
cardiac failure 80-81 oral 32-33
acule Bi ;
) progeslerane-only pill 33
Eg;?\':lgl 31143 (ubal ligalion as 33
and New York Hearl‘{\ssocialion gg:fgﬁrolapse 2
Functional Classilication 81 acule respiratory inlection 122
relraciory 81 asthma B85-87
Caldlﬂl()g}" 80-83 chronic 83-84
calaracts 86 trial of Amoxycillin 83
cephalic presentation 23 trial of T8 Lreaiment 84
cephalopelvic gisproportion 17 cioup 123
cerebrevascular disease 92-93 tuberculosis 131-133
cenvicél screening 30 clicoid pressure
cevix croup, in children
biiharzioma of 30 assessment of severily 123
Ca[!:lnoma of 30 diagnosis 123
cheloid 105 intubation 124

chest injuries 44-45 viral 123
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D dislocalion

death certification 159-160 eibow 50
features esfablishing time/made of death 158-160 lingers 58

delivery mode paiellar 43
ante-parlum haemorrhage 19 anulder L)
breech 24 dogbite

assessmenl 61
and rabies prophylaxis 62
wound management 62

cephalic preseniation and live foelus 23
cord prolapse 25

eclampsia 19 .
shoulder dystocia 25 DPT vaccine 134
twins 24-25 dressings 37-38

drugs list 167-170

depression 115, 116 R N o
Duke Universily criteria for infective endocardilis 83

depth of anaesthesia 7

dermatitis dyspepsia
atopic 102 managemesnl 108
contacl 102
exfoliative 103 E
and HIV 95 gclampsia 18- 19
sebortheic 102 imminent 18
{see also skin infections) management 18-19
dermatophyloses 103 mode of delivery with 19
diabetes mellitus 88-90 prophylaxis 19
and amputalion 39 ectopic pregnancy 27
complications 89 culdocentesis in 27
definition 88 ultrasound scan in 27
diagnosis 89 eczema
and hypersmolar non-kelatic coma 90 xerotic 103
and hiypoglycaemia 90 {see also dermalitis)
and ketoacidosis elbow dislocation 50
definition 89 elbow fractures
fluid replacemen 89 iateral condyle 50
insulin 89 medial epicondyle 50
management 89-30 internal fixation 50
potassium replacement 90 trapped 50
rnanagemeni 89 olecranon 50
in pregnancy 21-22 proximal radius 50
and induction 21 supracondylar 49
prevalence 88 cubitus varus 49
diaphragm, ruplured 45 indicalions for reduction 49
diarrhoea reversed 50
ghronic, in children 121 empyema 84
bowel cockial 121 epilepsy 90
definition 121 causes 80
prevenlion 121 diagnosis 90-91
primary lactose inlolerance 121 invesligalions & referral 81
risk factors and 121 prevalence 50
treatment 121 stalus epilepticus 91
and suspecled cholera 112 (reatment 91
disabilily granis see aranis slopping 91

switching 91



exlubation 7

gye
infections 65
lid problems &6
trauma 68

F

failure (o progress i tabour
in aclive phase 23
failure lo progress in labour
in laleni phase 23
family planning see contracepiion
febrile convulsions 91
(see also fils)
leeding
with diarrhoga 121
with gastra-enteritis 120
with marasmus 125
requiremenls ol babies 141
sickf high risk babies 141
inlravenous fluids 141
(seeafso breastfeeding; malnulrilion)
femur
fracture
classification 43
internal fixation lor 44
traction 43-44
fibular
fraglure 42
fils
in neonates 150-151
causes 150
invesligalion 150
lrealment 150
iafi chest 45
fluig replacemenl 112, 118-120
loetal moniforing 22
foetal pasition
head slaiion and moulding 22
forearm fracluces
Colles' 48
isolaied ulna 48
isolated radivs 48
radius 48
rempdelling 43
rotation of (he radial lubercle 48
Smith's 48
ulna 48

INDEX

fraclures
ankle 41
elbow 49-50
ferur 43-4
lorearm 48-49
fioular 42
nand 58
open 40-41
tibial 42
upper arm 51

Frankel classificaiion of spinal injusies 76

fresh gas flow 4

G

gaslric carcinoma 109
gastroenteritis
in children 113-120
anlibiotics 120
assessment 119
causes 119
electrolyle imbalance 120
luid herapy 119
history 119
indicalions for intravenous fluids 119
sugar-sal solslion 119
general anaesthesia 13-14
genilal waris 30
Glasgow Coma Scale 51
glasses 66
glaucoma 56
glomerulaneptvitis 130-131
membrangus 131
grants
care-dependency 155
disability 155
assessment 159
fosler 155
in-aid 159
mainlenance 155
growlh charts 124, 127
qunshol wounds
gefinitions lor reporling 158
managemenl 63
inneck 48
nerve injuries 63
and range 53
vasoular injuries 63
velocily and 63
Gustilo ctassification ol open Iractures 40

175
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H

haemarthrosis 42
haemothorax 45
hand
dislocated fingers on 58
fractures of fingers on 58
infeclions 58
deep space 59
parofeponychiae 59
puipspace 5%
injuries 58-59
tendon 58-59
head circumference and weight for gestalional age
chart 148
head injuries
assessment 51
and crileria for consultation or iranster 51
and indications for skull x-ray 52
management 52
raised intracranial pressure and 52
nealth chart lor children 126
Heidebrink vatve 4
nelicobacler pylori 108-109
nepatitis B vaccine 134
hernia
diaphragmatic 143
Hib vaccine 134
HIV/AIDS 94-98
and bacterial infeclions 96
and breaslleeding 26
chionic diarrhoea 96
management 96
diagnosis 94-35
and insurance 97
management 95
malernal 25, 94
muco-culaneous manifestations of 95
and mycobaclerial infeciions 96
neurciogical problems 96
with localising signs 96
wilhout localising signs 96
occurrence of AIDS defining illnesses 94
ors! manifestations 67-68, 95
paedialric 133
rate of infection and mortality 133
serology 133
WHO/CDC clinical case definition 133
pneumocystis pneumonia with 99
presentation 96
prophylaxis 86

HIV/AIDS cont.
treatment 98
prevatence 84
prevention of vertical transmission 25-26
prognoslic markers 85
and STDs 77, 78,95
staging system 84-85
terminal care 97
lesting 94
policy 97
human papillomavirus
in ¢hildren 30
in women 30
hyaline membrane disease 142
hydrocele 56-57
hypernatraemia 120
hypertension 87-88
during anagsthesia 8
antenatal 17-18
complications 87
desired outcome 87
in diabetes 88
matignant 87, 88
management 87-88
prevalence 87
and renal impairment 88
following a siroke 88
hypocalcaemia 131
nypogiycaemia
in neonates 147
symptoms 147
trealment 147, 151
hypokalaemia 120
hyponatraemia 120
nypotension 3
during anaesthesia, defirilion 8
during spinal anagsthesia 12
hypothermia
in neonates 142
flypoxaemia
during anaesthesia 8
hydatigiform mole 31

iBobosha 59
iBuluty 58
imeunisation
catch-up 134
and the cold chain 135
conlra-indications 134



imraunisalion conl
and HiY infection 133
preferied sites 134
scheduie 134
incubator temperatures 142
induction
contta-indicalions 24
and diabeies 21
melheds 24
infective endocarditis 82-83
Duke Universily crileria for 83
inledility
criferia for further investigalion 28
managemen! 28
injuries
abdoriinal 46
¢hesl 44-46
hand 58-59
head 51-2
knee 42
lightning 56
mediastinal 46
rerve 63
pelvic 46-47
penetrating neck 47-8
spinal 53-54
vascular 63
injravtering dealh 21
intubated general anaesthesia
indications 13
maintenance 14
rapid sequence induction 14
resuscitalion (pre-op) 14
reversal 14
intubation
iaileo 6
indrcalions 5
prediclors of difficult 6
(see also extubation; inlubated general anaesthesia,
rapid sequence induclion}
ischaemia 39-40

J

jaundice
neonalal 151
due 1o haemalylic disease 151
persisting 151
physiofogical 151
ireglmenl of 151

INDEX

K

Kaposi's sarcoma 68, 95

keiamine (anaesthesia)
gonla-indications 13
infysion 13
intramuscular 13

knee
coltateral ligament injuries 42-43
cruciate ligamenl injuries 43
dislocated 43
haemarthrosis 42
locked 43
unslable 42

kwashiorkor 125

L

[zbour
assessmeni 22
examination 22
failure to progress 23
foetal monilaring 22
and lhe HIV pasilive mother 25
induction and augmentation 24
pailogram in 22
pre-lerm 20
(see also specilics under individual enlries)
laryngeal spasm 6-7
tichen simglex 103
ligament injuries
collaleral 42-43
cruciale 43
lightning injuries 56
liver disease
decompensaled/end slage 80
investigations 79
managemenl 79
origins of 78
Paracenlesis 78-80
local anaeslhesia
indications 9
dosages 10
techniques 10
loxicity 10
low birth weight 148
Lungd and Biowder charis 54
lung 3bcess 84

177
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malaria
blood transfusions 72
casetoad 71
clinical features 71
complications 72
convulsions with 72
diagnosis of severe 71
management 71
and resislance 71
malnuirition 124-5
use of high energy milk in 124
Wellcome Classificalion of severe profein-energy
malnulrition 125
iMamba 59
Mangled Exiremity Severity Score 39
map of heaith {acilities in Hlabisa dislricl viii
marasmus
malnutrition regime 125
management 125
mask technique
in children {gas) 13
indications 13
“sleep dose” induclion 13
measles, in children
complicalions 128
diagnosis 128
management of 128
mass immunisation and 128
vaccine 134
Mmecanium
aspiration 143
slaining 22
mediaslinal injury 46
melanama 105
meningitis
in children 128-9
aseotic 128
bacierial 128
diagnosis 128-129
[umbar punclure 128
management 129
with HIV/Aids 97
in neonates 145
mental healih seg confusion
Mental Health Act 116
uMiezi 59
milk, high energy 124

monitoring
foetal 22
of palienis during anaesihesia 7
mortalily rale
malernal 17
perinalal 17
myelopathy 93
diagnosis 93
management 93
indications for referral 93
myiasis 100
mylabris beetle 110
myocardial contusion 45

nausea and vomiting
in palliative care 111
neck
penelraling injuries of 47
zones of 47
necrolising enterocolitis 145
negnalal jaundice 151
neonalal
cardiac faiture 143
hypoglycasmia 147
hypothermia 142
jaundice 151
resuscilation 139-140
respiratory distress 142
sepsis 144-147
(see afso breasteeding; neonales; nursery)
neorates
apnoeic attacks in 143
feeding 141
small 148
pre-tgerm 148
under weight for gesialional age 148
(see afso breastieeding; neonatal; nursery)
nephrilic syndrome
diagnosis 130
management 130-131
nephrolic syndrome
causes 100
definilion 100
diagnosis in children 131
managemenl of 100-101
in children 131
(see afso nephritic syndrome; renal failure)
neurocysticercosis 91



neurology 90-93
Mew York Heart Associalion
Funclional Classification 81
nursery
criteria lor admission lo 140-141
prifncigles of care in 140-141
nulrition
programme 124
(see also feeding, malnulrition)

0

oliguria 72
amphalitis 145
open liactures
Gustilio Classification of 40
managemeni 40
oplhalmology 65-66
osleomyelilis 64
chrom¢ 65
oliis
externa 129-130
megia 130
acute 130
chronic serous 130
chrani¢ suppuralive 130

P

pain
contral 111
nol resgonsive 1o oproids 111
paltialive care 111
parasiies
complications 99
prevalence of infection 99
trealmenl of infection 99
patellar, dislocation of 43
pelvic inflammatory disease
1.D.S.0.G. crileria 29
maniagemenl 29
pelvic injuries
assessment 46-47
management 47
Tile classificalion of 47
pemphigus 106
penelrating neck injuries
indicalions for surgical exploration 47-48
management 47
and zenes of the neck 47

INDEX

peptic vicer disease 108-9
peripheral blocks 9-11
peripheral nevropalhy

causes 93
pityriasis versicolor 104
placenta pragvia 19
pneumonia

communily acquired 83

indicalors of severily 83
principal pathogens 83

chronic deslructive 4

neonalal 143

pneumocyslis 87

staphylococeal 122
pneumoingrax 44-45

neonalal 143

surlace marking of the pleura 45
poisoning

alcohgl 110

batlery acid 110

cantharidin 110

diazinon 109

iLoyi 109

iNRlakuva 109

irgn 110

jimson weeg 102

meihanol 110

mushrooms 109

arganophosphale 109

paraflin 108

paraqual 119

pesticides 110

potassium permanganate 110

purge nul 109
polyhydramnios 21
porphyria culanea tarda 05
post-mortem 160
post-partum haemorrhage 25
pre-medicalion 3
pre-operalive orders

blood and cross-matching 3

chilgren 3

obstetric patienis 3
pre-lerm labour 20
prostatic ¢arcinoma 57
psoriasis 109
pulmonary contusion 45
pyomyasitis 64

179
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rabies
cases 62
and posl-exposure prophylaxis 62
raised intracranial pressure
in head injuries 52
ini palliglive care 111
rape 158-159
examination following 158
management 158-159
prevalence 158
specimens 158
rapid sequence induction

in intubaled general anaesthesia 14

rapid sequence induclion
fechnique 6
renal failure
acute 101
causes 161
diagnosis 101
management 101
respiratory dislress
in neonates 142-144
definition 142
exira-pulmonary causes 142
supporlive managament 142
respiratory infeclions
acute, in children 122-123
and antibiotics 122
assessment 122
delayed complications 122
hospital acquired 122
immediate complications 122
and indications for oxygen 122
management 122
WHO std case management 122
resuscitalion
antepartum haemorrhage 19
bumns 55
eclampsia 18
neenatal
assessment 138
drugs 139-140
foliowing 140
when fo siop 140
penetrating neck injuries 47
retained placenta 25

relention of urine 57
Revised Jones crileria for theumatic lever 82
Rhesus phenotype 17
rieymalic fever
and heart disease 82
prophylaxis 82
ang revised Jones crileria for 82
Ruad (v Health charl 124, 126
rupture of membranes
pre-labour 20
ruptured diaphragm 45

S

safely checks of anaesthetic equipment 4-5
scabies 95,104
schislosomiasis 98-99
diagnosis 98-99
inleslation rates G8
management 99
presentation 98
$epsIs
bone and joint 64-5
chest 83-4
hip joint 65
neonatal 144-147
causes 144
diagnosis 144
management 144-145
seplic arhritis 64
sexual abuse
of children 156-157
prevalence 158
sexuaily abused child
diagnosis 156
examination 156
management 156-157
removal to a place of salety 157
sexually lransmited diseases
condom use 7§
coniact lracing procedure 78
counselling 78
incidence 77
syndromic management 77-78
shigellosis
diagnosis 107
haemohylic-uraemic syndrome 108
trealment 108



shingles 104
shoulder
dislocated 51
dyslocia 25
McRoberl's manoguvre 25
skin-grafling 38
skin infections
lungal 103
and HIV 85
in neonates 146-7
viral 104
{see 2lsG dermatitis)
snakebile
and adverse reaction 10 anii-venom 61
anti-venom 60
assessmenl 60
incidence 58
indicatians for anti-venom 60
managemenl 60
neuroloxic 61
and surgery &1
snakes
local 59
social securily 155
spill valve 4
spinal anaesthesia 11-12
complications 12
sonlra-indicalions lo 11
faileg 12
“high* 12
indicalions 13
neyrological landmarks 11
fechnique 11-12
spinal injuries
complete 53
cathelerisation 54
regime 53-54
immobilisation 53
incomplete 53
slable 53
Splen score 148
stabbed hearl 45
stones 57
slroke
definition 92
further investigation 92
management 92-83

INDEX

sugar salt solution lor gasiro-enteritis 120
surture
delayed primary 37
immediale primary 37
removal 37
syphilis
congenital 145
maragemeni 146
signs 146
in pregnancy 21

T

lachypnoea 143
testicle
torsion 57
undescendsd 57
leianus
ngonalal 145, 146
prophylaxis 38
tibial fraclure 42
Tine test lof luberculosis 132
{inga
capitis 104
corporis 103
cruris 103
pedis 104
gnguium 104
TOP vaceine 134
Iraclion 43-44
lraditiorial medicines
used in labour 17
for snakebite 50
trauma
lorso 44-47
lubal higation 33
lubarcutosis 72-77
abdominal 75
periloneal 75
in children 131-133
and contact wilh T8 adult 132
diagnosis 131-132
pnor BCG vaccination 132
rale of inlegtion 131
Ting (st for 132
WHO provisional guidelines for
diagnosis 131-132
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fuberculosis cont.
CXR appearances ol 74
diagnosis of 72
drug treatment of 76
challenge doses 77
efpyema/oyopneumolhorax 72
Directly Observed Treatment of 72
lymph node
viopsy 74
wide needle aspiration 74
meningeal 75-76
cerebral tuberculoma 76
GSF findings 75
M.R.C. syslem staging of 76
symptoms 75
nofification 73
pericardial 74
presentation 74
treatment 74
ulirasound scan findings 75
pleural 73
aspiration 73
pulmonary 73
and (rial of antibiotics 73
spinal 76
chemotherapy 76
and Frankel Classificalion 76
and Hong Kong procedure 76
fwins
and labour 24-25
second twin
relained 25
version 24-25
typhoid 106

U

underweight neonates 148
unslabie knge 42-43

upper arm fractures
clavicle 51
head of humerous 51
shaft of humerous 51
urglhral stricture 57
urinary tract infection
in pregnancy 20
urglogy 56-7

v

vaginal bleeding

causes 30-31

and Depo-Provera 31

management 31
vaginal discharge

in pregnancy 20
ventilators

chacks 5

description and settings 4
viot-fool 40

W

warts 104
weight for gestationa! age chart 148
Wellcome Classificalion o

severe protein-energy malnutrition 125
WHQ/CDC clinical case definition of HIV 133
WHO provisional guidetines for

diagnosis of TB in children 131-132
WHO Staging System lor HIY 94-95
workmen's compensation 155
wound managemenl 37-38

doghile 62
wounds

gunshol 48, 63

4
Zulu phrases 162-164
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The Hlabisa Hospital Handbook is an essential desktop reference
book for every community service doctor, medical officer, or medical
student who serves in a rural district hospital in South Africa. Generalist
doctors in rural hospitals are called upon to deal with a vast spectrum
of disease and pathology, which can be overwhelming to the recent
graduate or newcomer from overseas, who is “thrown in at the deep
end” with little or no supervision. Local clinical management protocols
have not been compiled in may institutions, and medical staff make
their own decisions without standardized treatment guidelines.
Standard medical textbooks often suggest investigations and
management plans that are unavailable in rural areas. The Handbook
aims to fill this gap, and provide simple and practical guidelines for the
commonest clinical conditions in tropical southern Africa.

Written specifically for the context of Hlabisa Hospital in KwaZulu-Natal,
the Handbook’s approach in management to a wide range of conditions
nevertheless is applicable to similar rural hospitals in other regions

of the country. The author, a physician from the UK with four years
experience in rural practice, has included all the clinical management
protocols that he would have liked to have known when he started at
Hlabisa, including a section on the Zulu language. He has drawn on
the accumulated experience of a wide range of colleagues, and in this
way has extended the scope of the material. This book is an extremely
valuable resource for young doctors, and provides a baseline that can
be adapted for use in district hospitals in other contexts.

In the deep end, the Hlabisa Handbook is a lifeline.
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