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COURSE INTRODUCTION

As a Mid Level health care provider, you have to provide need based care to the
communities, families and individuals at the place of their living. This course
will enhance your knowledge and skills to provide comprehensive primary health
care in common conditions as per protocols of sub centre. The focus is on
management of common conditions related to various body systems and
emergencies, first aid, Reproductive Maternal, Newborn, Child Health and
Adolescent Health, Common Surgical Conditions and Essential Drugs. The main
emphasis is on strengthening your knowledge and skills in identifying the
problems/risk factors in early stages, refer the cases to appropriate health facility
and provide follow up care to prevent the morbidity and mortality among
individuals, community, and family at large.

This course comprises six blocks as given below:

Block 1 deals with management of common conditions and emergencies
including first aid

Block 2 deals with maternal health

Block 3 deals with reproductive and adolescent health

Block 4 focuses on new born and child health

Block 5 presents an overview of common surgical conditions

Block 6 deals with essential drugs

Your responsibility is only to identify the problems, provide appropriate care at
sub centre level as per protocols, refer and follow up. You have to note that your
responsibility is not to prescribe the drugs in any condition.

We hope you will enjoy reading this course.





BLOCK INTRODUCTION

You have a key role in providing the comprehensive Primary health care to people
at grass roots level during wellness and illness, so that the patient/case load at
secondary and tertiary level health care services can be minimized. It has been
observed that majority of population seeking health services at higher health
care facility can be dealt at primary level more efficiently in a cost effective
manner. In order to ensure need based health services at sub centre level, you
need to update your knowledge and skills to manage the common conditions and
emergencies at that level by identifying the problems, providing basic care, making
appropriate referrals and providing follow up care. The block also focuses on
updating your knowledge skills in First Aid and Disaster Management.

This block comprises six units as given below:

Unit 1 deals with Common Conditions -1 Gastro Intestinal System

Unit 2 explains Common Conditions - 2 Respiratory System

Unit 3 dealt with the Common Conditions -3 Heart, Urinary System and Blood
Disorders

Unit 4 describes the Common Conditions - 4 Eye, Ear, Nose and Throat

Unit 5 explains First Aid in Common Emergency Conditions

Unit 6 focuses on Disaster Management.

We hope the information provided in this block will help you to provide effective
health care to the individuals, families and communities at large.
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Vomiting associated with abdominal distension and constipation may be a
symptom of intestinal obstruction requiring immediate hospitalisation.

Diagnosis

• There could be many reasons for nausea and vomiting. Try to identify the
cause while starting with the symptomatic treatment.

• The various causes may be vertigo, some GI problem, systemic illness, early
pregnancy, renal failure etc.

• Ask the patient if vomiting is associated with nausea, abdominal pain,
diarrhoea, food intake, certain drugs etc.

Pharmacological treatment

Stable patients need oral symptomatic treatment, while sick patients will need
injectable symptomatic treatment and IV fluids.

• Hospitalise the patient to give intravenous fluids in case of dehydration.

• Start oral fluids as soon as the patient can tolerate or even initially in stable
patients.

• Administer appropriate antispasmodic and /or analgesics if patient has pain.

• Injection/tab ondansetron 8 mg IV/orally. Repeat 6 to 8 hourly if needed. or
Injection/tab metoclopramide 10 mg IM, repeat after 6 to 8 hours if needed.
or Tab domperidone 10 mg three times a day.

• In pregnancy avoid all drugs, if possible. Tablet/injection promethazine 25
mg is safe in the first trimester.

• If there is history of motion sickness then give Tab cyclizine 50 mg 3 times
daily.

• Domperidome: (10 mg tablets, syrup) 10 to 20 mg taken 3 to 4 times a day
before meals. Do not take more than 8 tablets (80 mg) in 24 hours. For
children: 0.25 – 0.5 mg per kg bodyweight taken 3 to 4 times a day before
meals.

• Metocloperamide: (10 mg tab and injections) 10 to 15 mg orally up to 4
times a day 30 minutes before meals. 10 mg IV (slowly over a 1 to 2 minute
period) 

• Levosulpiride: (25 mg tablets and injections): can be taken three times a day
before meal.

Health education

• Avoid stale food, cut vegetables/fruits kept in open.

• Drink potable water only.

• Avoid NSAIDS, especially if ulcer symptoms are present for any vomiting/
epigastric pain.

• Prevent dehydration. Encourage patients to take oral fluids frequently to
prevent dehydration.

Referral: Immediately refer the patient if

• Dehydrated

• In shock
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• Known diabetic or patient with glycosuria / hyperglycaemia.
• Septicaemia
• Jaundiced or unstable (simple acute viral hepatitis can be managed on OPD

basis).
• Showing signs of intestinal obstruction, i.e. no stool or flatus passed with

distension, vomiting
• Presenting with abdominal tenderness with guarding and rigidity
• Vomiting with fresh blood (not responding to routine measures).

Check Your Progress 1

i) Identify the site of the pain.

................................................................................................................

................................................................................................................

ii) Explain Pain in left hypochondrium.

................................................................................................................

................................................................................................................

iii) Diagnose Nausea and vomiting.

................................................................................................................

................................................................................................................

1.4 DIARRHOEA
Most common diarrhoeas are self limiting illnesses where taking care of hydration
with oral fluids preparations and administration will belive symptoms.
Let us discuss Common problem which cause diarrhoea are cholera, dysentery
as given below.

1.4.1  Cholera
Cholera is usually very acute severe watery diarrhoea. It occurs due to the infection
with the bacteria Vibrio cholera. The main danger is rapid and severe dehydration.
The suspected cases are to be notified.

Clinical features: The various clinical features are:
• Acute watery diarrhoea
• No blood in stool
• No mucous in stool
• No specific faecal odour
• Stool is often gray and turbid (rice water stool)
• Possible vomiting
• Severe dehydration  which can have a rapid onset, can be severe, and is

potentially fatal
• Possible shock
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Assessment of the patient

• Obtain thorough history of the patient especially history of other cases in
family, neighbourhood, or common water sources.

Management

The objectives of management are to:

• treat and prevent dehydration

• prevent spread to other people (inform authorities)

• notify the condition

• Plenty of oral rehydration solution (ORS) to prevent dehydration and possible
shock. ORS-2200–4000 ml in the first four hours, plus as much water as
they want in addition to ORS, till the symptoms of dehydration disappear.

• No antibiotic

• Maintain intake/output chart.

• Assess for dehydration as given in Table 1.2.

• IV fluids (dextrose 5% in sodium chloride 0.9%) may be started as per
requirement.

• Check vital signs accurately two hourly. The duration of checking the vital
signs may be increased or decreased depending upon the condition of the
patient.

Rice water stools, well described for cholera usually need only fluids. However
if patient has pulse rate of more than 100/minute, dry tongue, decreased urine
output, sunken eyes or when the patient looks sick: all these signs are indicative
of hospitalisation and parenteral treatment. But before referring these patients,
make a point to put an IV cannula and hydrate them well with Ringer’s lactate, as
this can save a lot of lives.

Table 1.2: Assessment of Dehydration

Chief Complaints Mild Dehydration          Severe Dehydration

Patients’ appearance Thirsty, alert, restless Drowsy, cold, sweaty

Radial pulse Normal rate and Rapid, feeble, sometimes
volume impalpable

Blood Pressure (mm of Hg) Normal <80, may be unrecordable

Skin elasticity Pinch retract Pinch retract slowly (more
immediately than 3 seconds)

Tongue Moist Very dry

Urine flow Normal Little or none

Estimated fluid deficit 40-50 ml/kg 100-110 ml /kg

Prevention

Advise the use of good individual and general hygiene practices:

• Hand washing with soap before handling food and after toilet use
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• Boil water before drinking

• Use of safe latrines

Referral

• Severely ill patients (shock, anuria, altered sensorium)

• According to local policy.

Let us discuss, dysentery which can be bacillary or amoebic in nature.

1.4.2  Bacillary Dysentery
Bacillary Dysentery is the acute infection of the bowel usually caused by Shigella.

Assessment

Check for sudden onset of diarrhoea with the following:
• Blood in stool
• Mucous in stool
• Fever
• Often abdominal cramps
• Toxic appearance
• Possibly  associated convulsions
• Lethargy

Management

• Prevent and treat dehydration.
• Start Tablet Ciprofloxacin 500 mg 12 hours for 5 days. (Contraindicated in

pregnant women)

Follow-Up

• Ask the patient to come for follow up after 48 hours / SOS.
• Ask for the relief of symptoms.
• If she/he shows no improvement, switch to the other first-line antibiotic or

to metronidazole.

Referral

• All cases with serious general symptoms, or not responsive to treatment after
48 hours.

• Malnourished patients.
• Severely dehydrated patients.
• Patients with comorbidities.

Health education

• Hand washing with soap before handling food and after toilet use

• Hand washing with soap after handling sick babies and children

• Washing soiled garments and bed clothes with soap

• Using safe latrines
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1.4.3  Amoebic Dysentery
Amoebic dysentery is a condition characterised by diarrhoea caused by Entamoeba
histolytica.

Assessment

Check the diarrhoea with the following:

• Blood in Stool

• Mucous in Stool

• Unpleasant odour

• Usually without fever

• May alternate with constipation, flatulence or both.

• If possible, a fresh stool examination (three specimens) will confirm live
forms or cysts. For stool specimen collection  refer BNSL-043, Block 2, Unit 2.

Management

• Rehydrate the patient with oral and/or IV fluid.

• Provide nutritional support.

• Prescribe metronidazole.

Referral

• Failure to respond to treatment

• For laboratory confirmation

• Worsening condition

Most common diarrhoeas are self limiting illnesses where taking care of hydration
with oral fluids with oral hydration preparations will suffice. Blood in stool may
be just Haemorrhoids (terminal bleed at the end of stools and not mixed with
stools). Treat the diarrhoea. Haemerrhoids can be managed as per protocol. Large
amount of blood mixed with stools with frequent stools will require hospitalisation
and further evaluation. Bacillary and amoebic diarrhoeas can be diagnosed with
stool routine and culture examinations and have to be treated with antibiotics
(ofloxacin, ciprofloxacin, amikacin, ceftriaxone etc) and metronidazole
respectively. Chronic diarrhoeas can usually be managed on OPD basis with
investigations. Chronic haemerhoidal blood loss presents not infrequently with
anaemia and needs appropriate management.

1.5 CONSTIPATION
Constipation is a change in the usual bowel habits. It is defined as decrease in
frequency and liquidity of stool as compared to the normal pattern in a particular
individual. The usual complaints of the patients are straining at defecation >25%
of time, lumpy/hard stools, sensation of incomplete evacuation, or less than 3
bowel actions per week.

Constipation like any other symptom can be diagnosed with history and clinical
examination.
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Causes of Constipation

Various causes of constipation include:
• consuming low fiber diet and less fluid
• lack of exercise
• pregnancy
• old age
• side effects of  certain drugs
• metabolic, endocrine, neurogenic causes, lower bowel abnormalities
• psychogenic disorders
• chronic use of enemas and laxatives
• cancer of the bowel
• ignoring the urge of passing stool
• change in environment etc.

Each cause needs to be looked into and corrected accordingly.

Chronic constipation may be a problem both for the patient and practitioner.
Poor oral intake and its causes need to be looked into. These may vary from ill
fitting denture to loneliness in elderly, non availability of food, poor intake of
high roughage diets because of ignorance or bad eating habits. Any illness resulting
into poor oral intake can cause constipation which can usually be managed with
improved oral intake with roughage and promotion of fluid intake. Restriction of
intake is not always due to anorexia alone, but many myths stopping oral intake
by patient during illness is a frequent underlying cause.

Recent onset constipation, bleeding per rectum, anorexia and weight loss may be
due to colonic malignancy. Hypothyroidism in elderly, especially females is not
an uncommon aetiology of poor appetite and constipation. Laxatives, stool
softeners and enemas at appropriate place will do the trick.

Assessment
• A thorough assessment of the patient is important.

• Note the possible causative factors of constipation.

• Duration and severity of problem.
• What all interventions the patient has tried and their outcome.
• Acute constipation associated with vomiting and if the patient has not

passed even wind and appears ill, GIT obstruction may be suspected.
These patients need to be referred immediately to a higher centre.

Non-pharmacological treatment: Health education plays a vital role for the
individual as well as society at large. The non-pharmacological interventions
should be tried first before moving on to laxatives.

• Advise high fiber diet (vegetables, salad, fruits, bran) and increased intake
of fluid.

• Decrease the consumption of caffeinated drinks.
• Avoid suppression of urge to defecate.
• Make a regular bowel habit.
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• Bulk forming agents like ‘isapghula husk’  also help to relieve mild
constipation.

• Advise regular physical exercise such as walk for 1/2 to 1 hour daily and
abdominal exercises.

• Discourage the continuous use of laxatives.

If the constipation is resolved, ask the patient to continue with these measures.

Pharmacological treatment: If there is no response with the above said non-
pharmacological measures, then try the following pharmacological measures

• Lactulose  15–20 ml orally at night. Or Susp. magnesium sulphate 15–20 ml
at night.

Or Tab sodium picosulphate 10 mg at night. Or

• Isotonic polyethylene glycol (PEG) electrolyte solution 125–250 ml.

Any of these may be given 2–4 times a week. The dose can be decided as per the
adequate relief.

• Phosphate enemas to be used on as and when required basis in patients having
acute problem with severe constipation or sub-acute intestinal obstruction.

For symptomatic patients, laxatives and enema may be all that is required to
relieve the acute constipation.

When to refer?
• If the patient has not passed stool or wind in the past 24 hours plus there is

abdominal pain, distension and vomiting.

• If the patient continues to have severe constipation or symptoms get worsen.

• Any acute constipation–especially with vomiting, abdominal pain. Suspect
acute abdomen.

• Acute or chronic constipation not responding after 2 weeks – suspect
malignancy.

• Constipation due to intestinal obstruction as mentioned earlier will need urgent
referral with IV fluids and Ryle’s tube by an experienced practitioner well
versed with these problems.

Check Your Progress 2

i) Explain clinical features of Cholera.

................................................................................................................

................................................................................................................

ii) Diagnose Bacillary Dysentery.

................................................................................................................

................................................................................................................

iii) Causative agents of Amoebic Dysentery.

................................................................................................................

................................................................................................................
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1.6 JAUNDICE
Jaundice of recent onset with anorexia, nausea, vomiting may be very typical of
acute viral hepatitis where management is with normal diet and symptomatic
domiciliary care. (Various traditional ways, faith healing and myths are responsible
most of the morbidity and need to be strongly discouraged). Patients with fever,
vomiting, altered sensorium or bleed will need specialised care. Jaundice with
right hypochondrial pain may be related to gall stones and needs investigation
and appropriate treatment. Asymptomatic jaundice will need evaluation to rule
out a hepatobiliary malignancy.

Viral hepatitis is an infection of the liver caused by hepatitis A virus
(HAV), hepatitis E virus (HEV), hepatitis B virus (HBV), and hepatitis C
virus (HCV). Hepatitis A and E are typically caused by ingestion of contaminated
food or water. Hepatitis B, C and D usually occur as a result of parenteral contact
with infected body fluids. All hepatitis viruses can cause acute hepatitis. Viral
hepatitis types B and C can cause chronic hepatitis.

Clinical features of viral hepatitis :
• Fever, Chills, Headache

• Fatigue, Generalised weakness

• Body pain
• Anorexia

• Nausea

• Vomiting
• Dark urine

• Jaundice

Diagnosis of acute viral hepatitis is often easy, but diagnosis of chronic hepatitis
can be difficult as patient usually presents wth non-specific symptoms.
When a patient reports symptoms of fatigue, nausea, abdominal pain, darkening
of urine, and jaundice, the diagnosis of acute viral hepatitis is likely and can be
confirmed by blood tests. On the other hand, patients with chronic hepatitis
due to HBV and HCV often have initially no symptoms or only mild non-
specific symptoms such as chronic fatigue. Typically, these patients do not have
jaundice until the liver damage is advanced. Therefore, these patients can remain
undiagnosed for years to decades. In the later stages they can present with
oedema, ascites, GI bleed (Hematemesis &/or malena) or alterd sensorium
(hepatic encephalopathy) etc.

Management

Treatment of acute viral hepatitis and chronic viral hepatitis are different.
Treatment of acute viral hepatitis involves rest if required, relieving symptoms
and maintaining adequate intake of fluids plus normal balanced diet. Treatment
of chronic viral hepatitis involves medications to eradicate the virus and taking
measures to prevent further liver damage.

Acute hepatitis
• In patients with acute viral hepatitis, the initial treatment consists of relieving

the symptoms of nausea, vomiting, and abdominal pain (supportive care).
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• Careful attention should be given to medications, which can have adverse
effects in patients with abnormal liver function (for example, acetaminophen,
alcohol etc.).

• Only those medications that are considered necessary should be administered
since the impaired liver may not be able to eliminate drugs normally, and
drugs may accumulate in the blood and reach toxic levels.

• Moreover, sedatives and “tranquilizers” are avoided because they may
accentuate the effects of liver failure on the brain and can precipitate hepatic
encephalopathy. The patient must abstain from drinking alcohol, since alcohol
is toxic to the liver.

• Patients with severe nausea and/or vomiting or altered sensorium etc. may
need to be hospitalised for treatment and intravenous fluids.

Prevention

Improved sanitation, food safety and immunisation are the most effective ways
to combat hepatitis A.

The spread of hepatitis A/E can be reduced by:

• Vaccine against Hepatitis A is available now.

• Control of infection at source of infection. This requires notification and
contact tracing.

• Good hygiene and sanitation are of fundamental importance.

• Tap water should be avoided in high-risk areas. There should be adequate
supplies of safe drinking water.

• Public education about transmission and prevention are needed, particularly
in communities where HAV is endemic.

• There should be system of proper disposal of sewage within communities.

• There should be good personal hygiene practices such as regular hand-washing
with safe water.

1.7 GASTROINTESTINAL (GI) BLEEDING

Let us discuss upper GI bleeding in detail as given below:

1.7.1 Upper Gastrointestinal (GI) Bleeding (Haematemesis)

Upper GI bleed remains a major medical problem.  Various causes may include
esophageal, gastric, duodenal ulcer, varices, tumours, vascular lesion etc.

It needs stabilisation of the patient before referral for endoscopy to ascertain
the cause and treatment thereof. Not to forget that many small oral bleeds may
be related to dental, nasal and throat related issues where proper history and a
clinical examination is all that is required to refer the patient to the right clinician
saving unnecessary harassment to the patient saving valuable time and other
resources.
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Remember:

Refer the patient to higher  facility as soon as possible saving valuable
time.

Signs and Symptoms

• Hematemesis &/or malena
• Coffee ground gastric aspirate
• Pain
• Hypovolemic shock
• Tachycardia
• Hypotension

Assessment: The signs of significant bleed are:

• Vital signs: BP < 90 mm Hg, HR > 100 beats/min.
• Skin: Pale, diaphoretic, Cold, clammy.
• Cardiovascular: weak, thready pulse; capillary refill > 3 sec

Management

Acute GI bleed is an emergency and needs active management. An assessment of
severity of bleed should be done immediately. Severity of GI bleed is assessed as
mild (patient has tachycardia but blood pressure is maintained), moderate
(tachycardia with postural hypotension, tachypnoea, sweating, cold skin) and
severe (hypotension and shock).
1) Check the blood pressure and pulse immediately as soon as the patient is

brought to the centre.
2) Assess the airway, breathing, and circulation. Protect the airway with

intubation to avoid respiratory compromise from aspiration of blood,
especially in patients with altered mental status.

3) Provide oxygen as needed, and begin cardiac monitoring.
4) Insert atleast two large-bore IV cannulas and administer Ringer’s lactate

solution to maintain mean arterial pressure at 60 mm Hg or higher. Do not
use normal saline for patients with liver disease, as it may lead to ascites.
instead of saline use other fluids.

5) Be sure to monitor respiratory status closely as you administer fluids, and
keep the head end of the bed elevated.

6) Obtain blood samples for laboratory tests, including haematocrit,
haemoglobin, and coagulation studies, as well as for typing and cross matching
for packed red blood cells. Arrange six units of packed cells if bleeding is
significant.

7) Insert nasogastric tube for the drainage of stomach contents and other
measures, such as rapid fluid resuscitation and gastric lavage which may be
required if bleeding is severe.

8) Catheterize patient for the proper monitoring of the urine output.
9) If the patient is conscious, ask him/her about previous episodes of bleeding,

dyspepsia, and jaundice, and intake of alcohol and drugs.
10) Once the patient has been stabilised, refer him for further management.
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Subsequent follow up after referral is equally important as the underlying cause
may require long term medication for variable duration to prevent subsequent
episodes of GI bleeds.

1.7.2 Bleeding Per Rectum (Haematochesia)
It is commonly due to benign anorectal causes and evaluation by anorectal clinician
will clinche the diagnosis. Haemerrhoids and fissures are  the common diseases.
Amoebic, basillary and other infective diarrhoea are next common conditions
associated with bleeding. A relatively chronic diarrhoea with blood in stools could
also be due to ulcerative colitis which is diagnosed with colonoscopy and
confirmed with biopsy. Blood in stool especially in elderly with or without any
other symptoms needs malignancy to be ruled out.

Give symptomatic management and refer the patient to the higher centre
for further management.

1.8 DISTENSION OF ABDOMEN
Distension of abdomen when acute needs urgent evaluation. Acute pain with
toxic symptoms could be due to intestinal perforation or peritonitis where abdomen
is tender, with rigidity and rebound phenomenon. Intestinal obstruction will be
associated with constipation, pain and vomiting. Sub-acute to chronic distension
can be due to ascites. Cirrhosis of liver and tuberculosis are very common in our
society. Malignancies can be diagnosed in most of the cases using ascitic fluid
analysis, ultrasound, CT scan and tissue biopsy/ FNAC where required.

Give symptomatic management and refer the patient to the higher centre for
further management.

1.9 DYSPHAGIA AND DYSPEPSIA
We shall now discuss the components of Dysphagia and Dyspepsia as given
below:

1.9.1  Dysphagia
It needs prompt investigation in the form of oropharyngeal examination followed
by upper GI Endoscopy to know the exact cause of the difficulty in swallowing.
Simple throat inflammation to peptic stricture and melignancies are too frequent
in clinical practice that treating these patients without diagnosis must be
discouraged. However difficulty to swallow in day to day practice will be due to
throat infection, inflammation due to allergy &/or acid reflux with psychological
causes adding their own number to patient population in routine OPDs.

Give symptomatic management and refer the patient to the higher centre for
further management.

1.9.2  Dyspepsia
Dyspepsia is a non-specific group of symptoms rather than one predominant
symptom. It is a functional disease of the upper gastrointestinal tract.

Diagnosis

The patients usually complains of the following symptoms. The symptoms most
often are aggravated by eating.
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• Epigastric burning pain
• Early satiety
• Feeling of fullness after eating
• Abdominal bloating
• Loss of appetite
• Nausea
• Regurgitation (burping up food or liquids)
• Burping

This could be one of the symptoms of the diseases like gastroesophageal reflux
disease (GERD), irritable bowel syndrome, gastric ulcer or duodenal ulcer, lactose
intolerance, cholecystitis etc. Routine investigations, thyroid profile, Ultrasound
abdomen and upper GI endoscopy will usually diagnose the underlying structural
causes if any.

Pharmacological treatment

Treatment depends upon the causative factor. If specific causes have been ruled
out, advise certain non pharmacological interventions discussed later.
• Cap Omeprazole 20 mg once a day 45 minutes before breakfast for 4 to 6

weeks or
• Tab Ranitidine 150 mg twice a day 45 min. before breakfast and dinner for 4

to 6 weeks.
• Antacids 2 to 3 teaspoon or 2 tabs (chewable) whenever symptomatic despite

above medication.
For those with dysmotility symptoms,
• Tab Domperidone 10 mg three times a day 30 minutes Before breakfast,

lunch and dinner
• Duration: Short courses of therapy (4 to 6 weeks) of the drug may be repeated

or a long-term treatment may be continued for up to a year. Intermittent
therapy or biweekly PPI is also recommended in those requiring long-term
treatment

• Anti-H.pylori treatment is recommended for those on long term NSAIDs or
those with Duodenal/ gastric ulcers (complicated e.g. bleeding). Combination
of Cap omeprazole 20 mg twice a day with Cap Amoxicillin 500 mg thrice a
day with Tab Metronidazole 400 mg thrice day for two weeks, followed by
Cap Omeprazole 20 mg once a day for four to six weeks.

Health education
• Avoid excess tea, coffee, fried food items
• Stop alcohol and smoking.
• Avoid spicy food.
• Avoid unnecessary NSAIDs: Prefer paracetamol especially those with ulcer

like symptoms or those with documented duodenal/gastric ulcer.
• Follow meals at regular intervals.
• After having meal, wait for 2 to 3 hrs before lying down.
• It is better to eat several small meals instead of two or three large meals.
• Do not eat late night snacks.
• Maintain optimum weight.
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Aphthous ulcers are the most common oral mucosal lesions in the general
population. These are rounded ulcer with yellowish gray fibrinoid centre. These
are quite painful. These ulcers have recurrent appearance even after successful
treatment

Diagnosis: Before starting medications for aphthous lesions, it is important to
determine the causes which are contributing to the disease. The various causes
could be

• Recurrent trauma from tooth/denture.

• Sometimes aphthous ulcers can be the sign of systemic diseases, so it is
essential to establish a correct diagnosis to determine suitable therapy.

Non-pharmacological treatment

• Advise adequate oral hygiene.

• Rinse the mouth with plain water especially after eating any thing.

Pharmacological treatment: Various treatment modalities may be used, though
there is no definitive therapy.

• Advise symptomatic treatment with application of any gel containing local
anaesthetic before taking meals (for relief of meal related pain).

• Topical medications, such as antimicrobial mouth-washes and topical
corticosteroids (dexamethasone, triamcinolone, fluocinonide, or clobetasol),
can be used to reduce pain and to improve healing.

• Systemic medications can be tried if topical therapy is ineffective.

Health education

• Maintain good oral hygiene.

• Avoid precipitating factors, if any.

• Ensure toothbrush has aligned and soft bristles.

• Avoid chewing betel leaf and other condiments, excessive carbonated drinks
and spicy or sharp/crispy foods.

• Take plenty of green leafy vegetables.

Check Your Progress 3

i) Define Viral hepatitis.

................................................................................................................

................................................................................................................

ii) List signs and symptoms of upper gastro intestinal bleeding.

................................................................................................................

................................................................................................................



24

Management of Common
Conditions and Emergencies
including First Aid

1.11 LET US SUM UP
Practice doesn’t make a man perfect, rather proper practice makes a man perfect.
So it is of paramount importance to make most of the learning from our teachers
during formal learning not only in the initial years when we least understand the
subject but also subsequently during any possible opportunities when we start
understanding both the diseases as well as the life. Nothing can replace regular
learning and updating when we start understanding the medical subjects in the
real life. Thus during the service, we must not miss the opportunities to attend
trainings and visit higher institutes of learning. Let us try to revise and understand
some of the common symptoms with which the patients are most likely to present
to us when we are working in primary care settings where we have no
investigations, doctors etc. available to guide us.

1.12 MODEL ANSWERS

Check Your Progress 1

i) Identification of the site of pain is very important clue to the cause of pain.

ii) Pain in left hypochondrium in acute febrile illness or trauma could be a tender
splenic aetiology or relate to chest cage. More common causes of left
hypochondrial pain in practice are not due to splenic causes but rather issues
related to chest wall, lungs, stomach.

iii) Diagnosis

• There could be many reasons for nausea and vomiting. Try to identify
the cause while starting with the symptomatic treatment.

• The various causes may be vertigo, some GI problem, systemic illness,
early pregnancy, renal failure etc.

• Ask the patient if vomiting is associated with nausea, abdominal pain,
diarrhoea, food intake, certain drugs etc.

Check Your Progress 2

i) Clinical features: The various clinical features are

• Acute watery diarrhoea

• No blood in stool

• RH = Right hypochondrium

• E = Epigastrium

• LH = Left hypochondrium

• RL = Right lumbar

• LL = Left lumbar

• U = Umbilical

• RI = Right iliac fossa

• LI = Left iliac fossa

• SP = Suprapubic region
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• No mucous in stool

• No specific faecal odour

• Stool is often gray and turbid (rice water stool)

• Possible vomiting

• Severe dehydration  which can have a rapid onset, can be severe, and is
potentially fatal

• Possible shock

ii) Diagnosis

Check for sudden onset of diarrhoea with the following:

• Blood in stools

• Mucous in stools

• Fever

• Often abdominal cramps

• Toxic appearance

• Possibly  associated convulsions

• Lethargy

iii) Amoebic dysentery is a condition characterised by diarrhoea caused by
Entamoeba histolytica.

Check Your Progress 3

i) Viral hepatitis is an infection of the liver caused hepatitis A virus
(HAV), hepatitis E virus (HEV), hepatitis B virus (HBV), and hepatitis C
virus (HCV). Hepatitis A and E are typically caused by ingestion of
contaminated food or water. Hepatitis B, C and D usually occur as a result of
parenteral contact with infected body fluids. All hepatitis viruses can cause
acute hepatitis. Viral hepatitis types B and C can cause chronic hepatitis.

ii) Signs and Symptoms

• Hematemesis &/or malena

• Coffee ground gastric aspirate

• Pain

• Hypovolemic shock

• Tachycardia

• Hypotension
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UNIT 2 COMMON CONDITIONS-2 –
RESPIRATORY SYSTEM

Structure

2.0 Introduction
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2.3 Primary Care  for Acute Upper  Respiratory System  Infections

2.3.1 Catarrh (Rhinitis)
2.3.2 Common Cold (Viral Rhinitis),
2.3.3 Sinusitis
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2.3.5 Laryngitis
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2.4.2 Pneumonia

2.4.3 Bronchial Asthma

2.5 Screening, Referral and Follow up of Patients
2.5.1 Haemoptysis
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2.5.3 Screening of Patient with Acute Chest Pain

2.6 Let Us Sum Up
2.7 Model Answers
2.8 Key Words
2.9 References

2.0 INTRODUCTION
In previous Unit you have already learnt about assessment, identification and
referral of patients with conditions related to gastro intestinal system. In this unit
we shall focus on assessment, identification and referral of patients with acute
respiratory infections and conditions. The early assessment of various acute
respiratory illnesses is very important for taking a prompt action and correctly
deciding an appropriate management at your level before referral. In this unit,
you will learn conditions related to respiratory system i.e. Acute Upper  Respiratory
System  Infections and Acute Lower Respiratory System Infections.

2.1 OBJECTIVES
After completing this unit, you should be able to:

• assess and identify signs and symptoms of patients with Acute Upper
Respiratory System Infections;

• assess and identify signs and symptoms of patients with Acute Lower
Respiratory System Infections;
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• explain the steps of primary care for patients with Acute Upper and Lower
Respiratory System Infections; and

• identify and assess the patients with Hemoptysis and Acute Chest pain in
patients above 35 years of age for early referral and follow up.

2.2 OVERVIEW OF RESPIRATORY SYSTEM
The respiratory system is composed of the upper and lower respiratory tracts,
both are responsible for ventilation. The upper respiratory tract is known as the
upper airway warms and filters inspired air so that the lower respiratory tract
(lungs) can accomplish gas exchange. The upper respiratory tract structures consist
of the nose, sinuses and nasal passages, pharynx, tonsils and adenoids, larynx
and trachea.  The lower respiratory tract structures consist of the lungs which
contain the bronchial and alveolar structures needed for gaseous exchange
(Fig. 2.1). The disorders of respiratory system are common and are encountered
by health professionals in every setting from community to the intensive care
unit. To assess the respiratory system the nurse must be skilled at differentiating
between normal and abnormal findings.

                              Fig. 2.1:   Anatomy of Respiratory System

2.3 PRIMARY CARE FOR ACUTE UPPER
RESPIRATORY SYSTEM INFECTIONS

The Upper Respiratory tract Infection is the most common cause of illness and
affects most people on different occasions. Acute respiratory infections are those
in which symptoms last for several days. Their effects are limited to mild and
temporary discomfort to the patient which can be treated at the basic level by a
competent and skilful health care giver. But occasionally these problems can
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become complicated and need referral. The Upper Respiratory tract Infections
(URIs) are viral or bacterial infections which can occur in any of the components
of upper respiratory tract, like trachea, larynx, pharynx, sinuses etc. About 90%
of URIs stem from a viral infection of the upper respiratory passages and
subsequent mucous membrane inflammation. Some of the common acute upper
respiratory infections which need prompt care are: catarrh (rhinitis), common
cold (viral rhinitis), sinusitis, pharyngitis, laryngitis and tonsillitis.

Assessment: Let us now learn the assessment for the patient with upper respiratory
infections as given below:

For assessing the patient with upper respiratory infections such as: catarrh,
common cold, sinusitis, pharyngitis, laryngitis and tonsillitis, it is important for
the community health nurse practioner to check for the following possible signs
and symptoms given in (Box 2.1) below:

Box 2.1:  Common Signs and Symptoms of Upper Respiratory Infections

• Running nose
• Nasal congestion
• Sneezing
• Postnasal drip
• Cough
• Sore throat
• Headache
• Difficulty in breathing
• Fever
• Fatigue
• In addition to above signs and symptoms, the patient has

other symptoms associated with specific condition/ disease.

Primary care:

As the upper respiratory tract infections are mostly contagious, they  spread from
one person to another by coming in contact with respiratory droplets from
sneezing, coughing etc. Thus exposure to objects like doors, sink faucets, table
surfaces with viruses can lead very frequently to acute infections like rhinitis and
common cold. Besides, infections like sinusitis, pharyngitis, laryngitis and
tonsillitis can be caused by bacterial infections as well. Most of the upper
respiratory infections occur during winter season. Individuals with low immunity
are more prone to these problems. Therefore community health nurse practioner
plays a significant role in educating these patients to practice following primary
remedial measures before referring to the general practioner.

Primary Remedial Measures for Acute Upper Respiratory Tract Infection

a) Non-pharmacological  measures:

• Taking ginger tea several times in a day is one of the most effective natural
remedies for upper respiratory infection for being antibacterial and excellent
cough expectorant in nature. Prepare the tea by boiling one or two teaspoons
of freshly ground ginger in water for about ten minutes. Add some honey in
it to make this more effective.
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• Gargling with lukewarm salt water several times in a day can help relieve
throat discomfort. It also helps to dislodge any phlegm that is hanging out
and expels it out easily.

• Steam inhalation therapy (plain or added with menthol crystals or eucalyptus
oil) during morning and evening is beneficial in loosening the trapped mucous
and soothing the sore throat.

• Take 1 tablespoon of honey 1–3 times daily to control coughing by soothing
the irritated mucous membrane. Take immediately before bed if cough is
disrupting   the sleep. Honey also has antibacterial properties due to its
enzymes.

• Drinking a combination of garlic and lemon juice mixed in water daily is
one of the therapeutic natural remedies for upper respiratory infection due to
their antibacterial and antioxidant properties.

• Drinking warm milk mixed with half a teaspoon of turmeric powder twice a
day is effective due to its antibacterial and antiviral properties.

• Sniffing few drops of eucalyptus oil placed on a clean cloth will reduce nasal
congestion.

• Taking a combination of lemon juice extracted from one lemon and a teaspoon
of honey in a glass of lukewarm water is a highly beneficial for fighting cold,
cough and the flu naturally due to their antibacterial and antiviral properties.
Follow this therapy for a few days by taking this mixture about one or two
times in a day.

• Consuming a combination of onion juice and honey is useful in providing
relief by soothing the throat during throat infection. Combination of carrot
juice can also help in controlling the infection.

• Take adequate rest.

• Avoid physical and mental stress.

• Maintain proper hygiene to avoid the infection from spreading such as:
covering mouth and nose during coughing and sneezing, wiping running
nose with separate handkerchief and proper hand washing.

b) Dietary  measures:

• When dealing with upper respiratory infection, it is recommended to take a
diet rich in vitamin C and zinc. Vitamin C, in particular, helps strengthen the
immune system and hence helps fight infection.

• Take chicken soup. Having antiviral action chicken soup really does act to
knock out a cold or the flu and hasten healing.

• Take low fat dairy products, sprouts and vegetables high in protein with
garlic, onion, carrot, lemon and ginger. Use spices like cardamom, black
pepper, turmeric and clove.

• Avoid refined carbohydrates and flesh foods as well, atleast until you get rid
of the infection.

• Drink plenty of water to replace fluid loss.

• Drink hot herbal teas added with honey which has antibacterial property.
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c) Stop

Taking alcoholic, caffeinated beverages and smoking as it can make the
condition worse causing irritation in the bronchial tubes. In addition, it also
affects the immune system adversely.

Referral:

If the patients with upper respiratory tract infections do not respond to non-
pharmacological measures / elementary treatment and show the recurrence of
sign and symptoms or become very sick, such patients are then referred to a
hospital for further diagnostic investigation and appropriate treatment.

2.3.1  Catarrh (Allergic Rhinitis)
Catarrh is a vasomotor rhinitis or allergic rhinitis caused by the body’s natural
reaction to an infection or irritation / allergen which causes the mucous membranes
to swell and produce mucous. The common triggers for catarrh are cigarette smoke,
air pollution, perfume, alcohol, spicy food, changes in the weather and stress.

Assessment:

Assessment includes identifying the problems of the patient by history taking
and physical examination. Upon assessment, patient with catarrh will have the
following possible signs and symptoms given in Box 2.2.

Box 2.2:   Assessment of patient with catarrh for possible signs and symptoms

• A  blocked or ‘stuffy’ nose

• A running nose or mucous that runs down the back of
throat· Sore throat

• An irritating cough

• Headache

• Loss of smell or taste

• Pain in the face

• Generalised fatigue

• Body aches

• An occasionally mild hearing loss

• Or a crackling sensation in the middle ear

Primary care:

• Most cases require no specific treatment. But if it does not clear up on its
own, then   patient is advised to take following treatment:

• Antihistamine drugs (levocitrizine 1 tablet 1 to 3 times a day) which
help to relieve a blocked nose by reducing swelling of the blood vessels
in the nose but this should not be used for more than a few days.

• Tablet paracetamol stat if there is headache, fever or body ache.

• Steam inhalation therapy: This involves inhaling steam from a bowl of
hot but not boiling water which helps in softening and loosening any
mucous form nasal cavities.
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• Ask the patient to :

• Gargle with hot water and salt, this will help in relieving the throat
congestion and irritation.

• Avoid common triggers such as cigarette smoke, dust, perfume, alcohol,
caffeinated beverages, spicy food, cold breeze and congested environment.

• Take adequate rest.

• Follow dietary measures as mentioned  above in Box 2.2.

Referral:

• If catarrh persists over a week then refer the patient to the hospital to rule out
other conditions such as nasal polyps or allergy.

• Small nasal polyps are treated by shrinking them with steroid nasal sprays,
but larger polyps may need to be removed with surgery.

2.3.2 Common Cold (Viral Rhinitis)
It is a common condition which often makes a patient to seek the medical advice
at the sub-centre. It is caused by a virus which quickly spreads from person to
person through coughing and sneezing.

Assessment:

On examination the patient having common cold may have signs and symptoms
like sore throat, cough, and nasal congestion, running of nose,  fever, headache
and body aches.

Primary care:

If the patient with common cold reports to you, proceed as follows:

• Give him/ her decongestants (Chlorotone 1 tablet 3 times a day ) to relieve
the nasal congestion.

• Give paracetamol tablet/syrup for headache and body aches.

• Ask the patient to take lemon juice extracted from one lemon and a teaspoon
of honey in a glass of lukewarm water for few days to relieve cold, cough
and flu.

• Ask the patient to sniff few drops of eucalyptus oil placed on a clean
handkerchief which will reduce nasal congestion.

• Advise the patient to maintain proper hygiene to avoid the infection from
spreading such as: covering mouth and nose during coughing and sneezing,
wiping running nose with separate handkerchief and proper hand washing.

• Advise patient to follow the dietary measures.

Referral:

If the patient does feel better within 3 days, refer to PHC for further treatment.

2.3.3 Sinusitis
Sinusitis means inflammation of the sinuses (such as: frontal, ethmoid and
maxillary) caused by an infection. The cheekbone (maxillary) and frontal sinuses
are the most commonly affected.  Sinusitis is said to be acute if it lasts from 4–30
days.
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Fig. 2.2: Sites of Sinusitis

Remember:

Children are more prone than adults to complications. Swelling or redness
of an eyelid or cheek in a child with sinusitis should be reported to a doctor
urgently. As the infection may spread from a sinus to around an eye, into
bones, into the blood or into the brain. These severe complications are
estimated to occur in about 1 in 10,000 cases of acute sinusitis.

Causes:

Acute sinusitis is caused by:

i) After a cold or flu:

In most people, acute sinusitis develops after a cold or flu-like illness. Colds
and flu are caused by germs called viruses which may spread to the sinuses.

ii) Through  dental infection:

In some cases, infection spreads to a cheekbone (maxillary) sinus from an
infected tooth.

iii) Nasal allergy (Allergic Rhinitis):

The allergy may cause swelling of the tissues on the inside lining of the nose
and block the sinus drainage channels. This makes the sinuses more
susceptible to infection.

iv) Miscellaneous factors causing blockage to sinus drainage channels
(Box 2.3)

Box 2.3: Miscellaneous factors causing blockage to the sinus
drainage channels

• Growths (nasal polyps).

• Objects pushed into the nose (especially in children, such as peas or
plastic beads).

• Facial injury or surgery.

• Certain congenital abnormalities in children.

• Asthma.

Frontal
sinus

Ethmoid
sinus

Maxillary
sinus

Sinusitis
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on chemotherapy etc.

• Inflammatory disorders such as sarcoidosis.

• Pregnancy, which makes you more prone to nasal inflammation
(rhinitis).

• Previous injuries to the nose or cheeks.

• Medical procedures such as ventilation or the insertion of a tube
through the nose into the stomach (nasogastric tube).

• Smoking.

Fig. 2.3: Diagrammatic presentation of Rhinitis and Sinusitis

 Assessment:

Acute sinusitis is usually assessed by enquiring and observing the patient for the
following signs and symptoms with typical characteristics:

• Low grade fever with malaise.

• Tenderness and pain over the effected sinuses. The pain is often throbbing
and worse when the patient is asked to  bend the head forward. Chewing
may be painful.

• Throbbing type of headache.

• Swelling in the lining of the nose.

• A blocked nose and sense of smell may also go for a while.

• A running nose. If the discharge is green /yellow, it is more likely that the
patient have a bacterial infection in the sinuses. The green/yellow colour is
due to infected mucous and pus. A running nose may dry up if the sinus
drainage channels become blocked with thick mucous. If this happens, pain
and tenderness over the infected sinus may become worse.

• Cough
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• A feeling of pressure or fullness in the ears

• Tiredness

In children, symptoms may include:

• Irritability

• Ear discomfort

• Snoring

• Mouth breathing

• Bad breath

• Toothache

• Feeding difficulty

• Nasal speech

Primary Care:

In most cases of acute and mild sinusitis the immune system usually clears the
viral or mild bacterial infection and symptoms generally go within a couple of
weeks.

Remember :

• Antibiotics do not kill viruses. Also antibiotics can cause side-effects
like diarrhoea, nausea, vomiting, skin rashes and fungal infection
(thrush).

• Therefore in most cases of acute sinusitis, antibiotics are not needed.

As a community health nurse practioner, you can treat the patient as follows,
which may help to relieve symptoms while waiting for the immune system to
clear the infection include:

1) Give painkillers such as tablet paracetamol or ibuprofen to reduce pain and
fever.

2) Give stronger painkillers such as codeine for severe pain   for a short time.

3) Give decongestant nasal sprays / drops to relieve congestion and blockage in
the nose.

4) Advise the patient to maintain hydration by taking plenty of fluids.

5) Advise the patient to apply warm face packs over the sinuses to ease the
pain.

6) Teach the patient how to use saline nasal drops to relieve congestion and
blockage in the nose.

Remember :

DO NOT use a decongestant spray or drops for more than 5–7 days at a
time. If used for longer than this, these may cause a worse rebound congestion
in the nose.

7) Advise the patient to take steam inhalation (breathing in moist heat through
the nose and breathing it out through the mouth) to relieve nasal congestion.
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Referral:

Refer the patient to hospital if:

• Signs and symptoms become severe or do not ease within a week.

• Patient has reported with  following signs and symptoms:
• Severe pain and / or swelling at the front of the head.
• Swelling around the eye.
• Swelling of the face.
• Bloodstained discharge coming from the nose.

• There is H/O recurring sinusitis, as this may indicate an underlying problem.

2.3.4 Pharyngitis
Pharyngitis is a sore throat caused by inflammation of the back of the throat
between the tonsils and the larynx. (also called the pharynx) which usually
subsides within a week or less.

Fig. 2.4 : Structures surrounding the Pharynx

Fig. 2.5 : Diagrammatic presentation of Pharyngitis

Causes:

• Most sore throats are occur during colder months and are caused by viral
infections such as the common cold, flu, mononucleosis, measles, chickenpox
and croup.
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• However, bacteria such as Group ‘A’ Streptococcus, whooping cough (caused
by the bacteria Bordetella pertussis), and diphtheria can sometimes cause
pharyngitis.

• The illness often spreads between people by breathing in bacteria or viruses
that are spread in the air, or by touching a surface with germs on it.

• Other causes of a sore throat may include allergies, dryness, irritants, straining
of throat muscles, gastroesophageal reflux disease (GERD), HIV infection,
or tumours of the throat, tongue, or larynx (voice box).

Box 2.4: Risk Factors for Pharyngitis

• Cold and flu seasons

• Having close contact with someone who has a sore throat or cold /flu

• Smoking

• Exposure to second-hand smoke

• Frequent sinus infections

• Allergy

Assessment:

The common signs and symptoms which you will likely find   during assessment
in the patient with acute pharyngitis include:

Box 2.5: Common Signs and Symptoms with Acute Pharyngitis

• Sore throat

• Fever

• Headache

• Joint pain

• Muscle ache

• Skin rashes

• Enlarged lymph nodes in neck and armpits

• Swollen tonsils

• Loss of appetite

• Enlarged spleen and liver

Depending on cause of sore throat, symptoms vary as follows:

For example the patient having:

i)  Sore throat with cold will report sneezing, coughing, a low grade fever (less
than 102oF) and mild headache.

ii) Sore throat with flu will give complaint of fatigue, body aches,  chills, fever
higher than 102oF.

Primary Care:

One of the most common reasons which make a person to seek treatment is
painful swallowing, soreness or scratchiness in the throat. The first aid treatment
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will depend upon the cause of pharyngitis, therefore the first step is to find out
the cause of sore throat and manage the case accordingly as follows:
1) Enquire whether the patient has symptoms of cold or flu.  If the sore throat is

associated with cold or flu caused by a virus, antibiotics will not help and it
will go away of its own within five to seven days. For that time period advise
the patient to:
a) Take rest
b) Quit smoking
c) Avoid alcohol
d) Drink warm liquids, such as lemon tea or tea with honey
e) Gargle with warm salt water (1/2 tsp of salt in 1 cup of water) throughout

the day
f) Drink cold liquids or sucking on fruit-flavoured ice pops
g) Suck on hard candies or throat lozenges (for adults only)
h) Use a cool-mist vaporiser or humidifier.

2) Give NSAID such as acetaminophen, aspirin or ibuprofen to reduce
inflammation.

3) If the sore throat is associated with bacterial infection and there are no
symptoms of cold or flu, then give the patient a course of antibiotics (capsule
amoxicillin 500 mg 8 hourly) for five to seven days in addition to above
treatment.

Remember :
Children under 19 should not take aspirin.

Referral:
Refer the patient to ENT hospital (ear, nose and throat doctor) if:
• Signs and symptoms become severe or do not ease within a week.
• The cause of sore throat is other than common cold or flu.
• Patient has frequent bouts of sore throat.
• Explain the patient that the ENT Specialist will do physical examination by:

– Looking at your throat, ears and nose with a lighted instrument.

Refer the patient to a Laboratory technologist for:
• Throat culture to rule out streptococcal or any other cause of infection.
• Blood test to determine whether an infection is more likely caused by a

bacterial or viral agent.

AWARE the patient, about the complications of pharyngitis (given in Box 2.6) if
not treated properly at appropriate time.

Box 2.6: List of Complications due to Untreated Pharyngitis

• Suppurative Complications:
- Otitis Media
- Sinusitis
- Peritonsillar Abscess
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- Retropharyngeal Abscess

- Cervical Adenitis.

• Non suppurative Complications:

- Rheumatic Heart Disease

- Post-streptococcal Glomerulonephritis.

2.3.5  Laryngitis
Laryngitis is swelling of the voice box, including the vocal cords. Vocal cords
normally create sound by vibration. Swelling makes movement of the vocal cords
difficult which makes you sound hoarse or prevents sound at all. Parts of larynx
are shown in Fig. 2.6.

Fig. 2.6 : Parts of Larynx

Causes:

The voice box or vocal cords usually become inflamed from overuse, irritation,
or infection.  A variety of conditions can cause the inflammation that result in
laryngitis. These include viral infections, environmental factors and in rare cases,
bacterial infections.

Acute laryngitis is a temporary condition caused by:

• An underlying infection

• Overuse of vocal cords.

• Exposure  to harmful chemicals/ allergens / smoke

• Acid Reflux

Assessment:

The physical assessment of the patient with laryngitis include:

a) Inspecting the patient for  following signs and symptoms:

• Weakened voice or Loss of voice or Hoarseness of voice

• Dry throat

• Throat irritation

• Dry cough
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b) Asking the patient if there is any H/O:

• Overusing of voice
• An underlying infection
• Exposure to harmful chemicals/ allergens / smoke
• Acid Reflux

c) Visual examination through special mirror by the doctor to view the vocal
cords and voice box for signs of inflammations.

Fig. 2.7 :  Visual Examination of Nasopharynx through  Mirror

OR

d) Examination by Laryngoscope (if available) – An  instrument  having a thin
flexible tube with a microscopic camera  is passed by doctor through the
mouth or nose  to magnify the voice box for easy viewing to look for the
following signs of laryngitis (Fig. 2.8):
• Redness
• Lesions on the voice box

• Widespread swelling

Fig. 2.8 : Laryngoscopy
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Fig. 2.9 : Laryngitis

Primary care:

Treating the underlying condition will cause the laryngitis to go away.

• If the cause of infection is viral, the symptoms will disappear without treatment
and the patient will feel well within a week or two due to good immune
system.

• If it is a bacterial laryngitis (although this form of laryngitis is rare). Then
give antibiotics such as: capsule amoxicillin 500 mg 8 hourly to the patient
for five to seven days.

• Give NSAID such as acetaminophen (Tylenol), aspirin or ibuprofen (Advil,
Motrin) to reduce inflammation.

• Advise the patient to follow the instructions given below in the (Box 2.7)

Box 2.7: Instructions for the Patient with Acute Laryngitis to
Keep Vocal Cords Healthy

• Keep vocal cords moist and free from irritants.

• Use a humidifier or inhale steam to alleviate dryness.

• Give rest to the voice.

• Correct the way you use your voice and any abnormal speech patterns
that place stress on your vocal cords and voice box.

• Get vocal therapy to correct the abnormal speech.

• Avoid screaming or talking loudly for long periods of time.

• Refrain from whispering, which can strain the voice.

• Drink plenty of fluids.

• Gargle with salt water.

• Avoid smoking and being around people who smoke.

• Avoid alcohol and caffeine intake.

• Wash the hands regularly to avoid catching colds and upper respiratory
infections.

• Try to avoid toxic chemicals in the workplace if possible.
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and irritation.

• Avoid decongestants which can dry the throat.

• Keep sucking on lozenges to keep the throat lubricated.

• Avoid seasonal allergies.

• Manage acid reflux with medications and healthy food habits.

• Avoid taking antibiotics for cold, flu or other viral respiratory
infections, as these will usually go away of their own.

• It may take up to 2 weeks for your voice to completely return.

• Take prescribed antibiotics if the laryngitis is associated with a bacterial
infection.

Referral:

Refer the patient to speciality hospital if:

• Hoarseness of voice, throat irritation and dry cough do not subside within a
week.

• Patient has H/O recurring laryngitis, therefore to find out and treat underlying
problem such as sinusitis.

Remember:

• Chronic laryngitis may require more extensive treatment and this is
determined by the cause of the inflammation.

• Surgery may be required in cases where the vocal chords have been
damaged as a result of polyp or nodule growth.

• In rare cases, vocal cord inflammation can cause respiratory distress.
This situation requires immediate medical attention.

2.3.6 Tonsillitis
Tonsillitis is inflammation of the tonsils caused by viral or bacterial infection.
The majority of cases of tonsillitis are caused by cold virus, with only 15 to 30%
of cases being caused by bacteria such as streptococcus pyogenes. Tonsillitis
occurs mainly in children but rarely in children less than two years of age.

Remember:

Tonsillitis caused by streptococcus pyogenes is highly contagious and
tonsillitis caused by the Epstein-Barr virus is contagious the first time a
person has it. In both cases, steps to prevent its spread should be taken
(refer Box 28)

Assessment:

• Upon assessment the early complaints which a tonsillitis patient   may report
are:

• Moderate to severe sore throat lasting longer than 2 days
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• Cold symptoms such as: running nose, fever, chills

• Throat congestion.

• The other signs and symptoms of tonsillitis are:

• Swollen and tender glands (lymph nodes) on the sides of the neck

• Difficult or painful swallowing

• Bad breath

• Tiredness and headache

• Stomach upset or pain

• Mouth breathing, noisy breathing and/or snoring (due to enlarged tonsils
blocking the airways)

• The assessment of Viral tonsillitis will include following features:

• Teenager or younger child

• Accompanied by symptoms of severe lethargy and tiredness, swollen
glands in the neck, armpits and/or groin, and an enlarged spleen.

• Throat examination will reveal enlarged and reddened tonsils with spots of
white/yellow pus.

Fig. 2.10 : Throat  Examination Showing Tonsillitis

Remember:

• Patients with viral tonsillitis usually recover with symptomatic treatment
without antibiotics.

• Symptoms of tonsillitis usually resolve after three to four days but
may last up to two weeks.

Primary care:

After doing thorough assessment the patient is advised to:

• Take rest till recovery of symptoms.

• Take paracetamol and ibuprofen  for pain relief and reduction of fever.

• Take the full course of antibiotics as prescribed to prevent the infection
returning and to reduce the likelihood of developing rheumatic fever or kidney
disease.
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• Take corticosteroids such as dexamethasone or prednisolone as prescribed
by physician to reduce inflammation and swelling, particularly when it is
making swallowing and breathing difficult.

• Gargle with salt water (1/2 teaspoon of salt to a cup of warm water) to soothen
the throat.

• Suck on throat lozenges containing ingredients that are cooling and anti-
septic.

• Drink plenty of fluids.

• Have regular soft and non spicy meals.

• Follow hygienic measures given in Box 2.8.

Box 2.8: Precautions for Preventing the Spread of Tonsillitis

• Avoid close contact with people who have tonsillitis to prevent passing
on the infection.

• Children and other family members should be kept away from people
with tonsillitis as much as possible.

• Hygienic measures should  be used to prevent spread of infection such
as :

• Regular and thorough washing and drying of hands.

• Using a tissue to cover coughs and sneezes.

• No sharing of foods, liquids or eating utensils or drinking vessels.

• Frequent cleaning of surfaces particularly in the kitchen and
bathroom.

Referral:

• Refer the patient to ENT hospital:

• If patient shows exacerbations of signs and symptoms and does not
respond to the bacterial treatment.

• For blood test to determine whether an infection is more likely caused
by a bacterial or viral agent.

• For throat culture to rule out streptococcal or any other cause of
infection.

• For surgical removal of tonsils (tonsillectomy) in case of chronic tonsillitis
and for people who are allergic to antibiotics.

• Explain the patient that:

• Surgery does carry least risks, including rare bleeding during and after
the operation in some people.

• Throat pain and difficulty eating is usual in the first few days after the
operation.

• Full recovery typically takes two to three weeks.
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Remember:
• The streptococcus pyogenes bacteria can cause streptococcal throat

infection and associated bacterial tonsillitis which can result in the
serious complications of rheumatic fever and kidney disease. For this
reason it is important to seek medical advice and treatment
if streptococcal infection is suspected.

• The most common complication of viral tonsillitis occurs when the
infection becomes deep-seated within the tonsil resulting in a
peritonsillar abscess (a collection of pus beside the tonsil).

• Peritonsillar abscesses are extremely painful and if left untreated can
spread into the neck, blocking the airways and becoming a life-
threatening complication. It can usually occur in teenagers and young
adults but can occur at earlier ages.

• Peritonsillar abscesses can be drained using a needle and syringe or by
making an incision with a scalpel.

• Tonsillectomy is an option in those with a history of peritonsillar
abscess.

Check Your Progress 1

1) List the common signs and symptoms of Upper Respiratory system
Infections.
................................................................................................................
................................................................................................................

2) Discuss the primary care measures to be taken for the patient with
common cold.
................................................................................................................
................................................................................................................

3) What instructions will you give to the   patient with acute laryngitis to
keep his/her vocal cords healthy?
................................................................................................................
................................................................................................................

4) Fill in the blanks:

a) The various risk factors of pharyngitis include ................................
........................................................................................................

b) The streptococcal throat infection if remain untreated can result in
the serious complications of ........................ and .............................

c) A collection of pus around the tonsils called ......................... is most
common complication of .................................. which occurs when
the infection becomes deep-seated within the tonsil.

d) ........................ is an  instrument which is having a thin flexible
tube with a microscopic camera   and is passed by doctor through
......................... to visualise the voice box for 3 signs of laryngitis
such as:(i) ..................... (ii) ..........................(iii) ...............................
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RESPIRATORY TRACT  INFECTIONS (LRTIs)
In 2013 there were about 150 million LRTIs. These resulted in 2.7 million deaths
down in 2013 from 3.4 million deaths in 1990, which estimated about 4.8% of
all deaths in 2013.

The acute lower respiratory system infections include conditions like Bronchitis
and Pneumonia which can be either bacterial or viral.  (Asthma is not a lower
respiratory tract infection, so it should not be mentioned in this chapter)

2.4.1  Bronchitis
Acute Bronchitis is a sudden inflammation of the lining of bronchial tubes which
carry air to and from lungs. Acute bronchitis is a shorter illness usually lasts a
few days or weeks. In this the irritated membrane swells and grows thicker, which
narrows or shuts off the tiny airways in the lungs, resulting in coughing spells
that may be accompanied by phlegm and breathlessness. (Fig.2.11)

Fig. 2.11 : Normal Bronchi Inflammation of Bronchioles

Causes:

Acute bronchitis can be either acute bacterial or viral infection in healthy patients
with no history of recurrent disease. It affects on an average 40 adults per 1000
each year and follows a cold or viral infection such as the flu. Some of the factors
that can increase the risk for acute bronchitis are given in Box 2.9.

Box 2.9:  Risk Factors of Acute Bronchitis

• Contact with the person having bronchitis.

• Exposure to smoke or chemicals

• Dust or Air pollution

• A weakened immune system or taking drugs that weaken the immune
system

Approximately 90 per cent of acute bronchitis infections are caused by
viruses.

 Assessment:

For assessing the patient with acute bronchitis it is important to check signs and
symptoms given in Box 2.10 and enquire about their onset, duration and associated
factors.
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Box 2.10: Signs and Symptoms of Patient with Acute Bronchitis

Upon physical assessment, the bronchitis patient will usually have following
S/S:

• Hacking cough with  phlegm

• Chest discomfort or Soreness

• Occasional shortness of breath

• Fever (usually less than 101°F)

• Fatigue

• Mild headache

• Body aches

• Watery eyes

• Sore throat

Note: Most symptoms of acute bronchitis last for up to 2 weeks, but the
cough can last up to 8 weeks in some people.

Primary care:

• Acute bronchitis is most often caused by viral infection and almost gets better
on its own, so antibiotics are not needed. Antibiotic treatment in these cases
may even cause harm in both children and adults.

• Acute bronchitis lasts from a few days to 10 days. However, coughing may
last for several weeks after the infection is gone.

• Bronchitis shares many symptoms with the common cold, such as coughing,
mucous production and blocked or runny nose.

• Symptoms can be managed  by :

• Giving acetaminophen and ibuprofen for fever, headache and body
aches.

• Giving anti-inflammatory drugs and cough expectorants to mitigate the
chest discomfort, sore throat and cough and sputum.

• Giving 500 mg of amoxicillin orally, every 8 hours for 5 days or
100 mg doxycycline orally for 5 days for relief of dyspnoea and
purulent sputum.

• In addition to above patient is advised to:

• Take rest

• Drink fluids

• Gargle with salt water to soothe the throat

• Practice  the steps for prevention of acute bronchitis (given  in Box 2.11)

Prevention:

There are several steps (Box 2.11) which you can teach to the people to follow
for preventing themselves from acute bronchitis.
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Box 2.11: Steps for Prevention of Acute Bronchitis

• Avoid smoking and exposure to second hand smoke.

• Practice good hand hygiene.

• Avoid exposure to dust, chemicals or air pollution.

• Minimise contact with the person having bronchitis.

• As 50% of bronchitis cases are infected with Haemophilus influenzae,
Streptococcus pneumoniae or Moraxella catarrhalis.  Therefore keep
you and your child up to date with recommended immunisations.

Referral:

Refer the patient immediately to hospital if he/she has any of the following:
• Temperature higher than 100.4°F
• Cough with thick or bloody mucous
• Shortness of breath or trouble breathing
• If the symptoms last more than 3 weeks
• If viral bronchitis does not subside of its own and needs to be treated by

antiviral medications depending on the type of virus causing the infection.
• Repeated episodes of bronchitis
• Chronic heart or lung problems experience any new symptoms of acute bronchitis.

• A child younger than three months of age and has a fever.

Remember:

• Cough is the most common symptom of acute bronchitis which typically
persists for approximately three weeks.

• Whenever you see a patient with cough look for the following:

• Sputum- note whether it is clear or contains pus or blood

• Chest pain

• Shortness of breath

• If patient has either of these problems refer immediately to hospital.

2.4.2  Pneumonia
Pneumonia is an infection of the lungs that is characterised primarily
by inflammation of the alveoli in the lungs or by alveoli which are filled with
fluid (alveoli are microscopic sacs in the lungs that absorb oxygen).

Pneumonia can cause mild to severe illness in people of all ages. It is the leading
cause of death in children younger than 5 years of age worldwide. In the United
States, more than 3 million people develop pneumonia each year, and about 17%
of these receive treatment in a hospital. Most people with pneumonia recover,
but about 5% succumb to the condition.

Pneumonia and influenza together are ranked as the eighth leading cause of death
in the US and approximately 50% of pneumonia cases are believed to be caused
by viruses. Although the disease can occur in young and healthy people, it is
most dangerous for older adults, babies, and people with other diseases or impaired
immune systems.
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Risk factors that increase the chances of getting pneumonia are given in Box
2.12.

Box 2.12:  Risk Factors of Pneumonia

• Children younger than 1 year of age and adults older than 65 years of
age.

• People who have recently recovered from viral infections such as: cold,
flu, laryngitis etc.

• People who have other respiratory conditions, such as chronic
obstructive pulmonary disease (COPD), emphysema and asthma.

• People who have a weakened or impaired immune system such as:
HIV/AIDS, malignant diseases, stroke, dementia, Parkinson’s disease,
Cerebral palsy etc.

• Exposure to smoke/ dust/ air pollution.

• Cigarette smoking.

• Alcoholism.

• Other serious illnesses, such as heart disease, liver cirrhosis  or diabetes
mellitus.

• Recent surgery or trauma.

Causes of pneumonia

When a person breathes pneumonia-causing germs into his/her lungs and   body’s
immune system cannot prevent entry, the organisms settle in small air sacs called
alveoli and continue multiplying.  The body sends white blood cells to attack the
infection; the sacs become filed with fluid and pus – causing pneumonia (Fig.2.12).

Pneumonia has bacterial, viral, fungal and nosocomial causes as mentioned below.

i) Bacterial pneumonia

Streptococcus pneumoniae is the most common cause of bacterial pneumonia.
People who suffer from chronic obstructive pulmonary disease (COPD)
or alcoholism most often get pneumonia from Klebsiella pneumoniae and
Hemophilus influenzae. Atypical pneumonia, a type of pneumonia that typically
occurs during the summer and fall months, is caused by the bacteria Mycoplasma
pneumoniae.

ii) Viral pneumonia

Viral pneumonias are pneumonias that do not typically respond to antibiotic
treatment. Adenoviruses, rhinovirus, influenza virus (flu), respiratory syncytial
virus (RSV), and para influenza virus are all potential causes of viral pneumonia.

iii) Fungal pneumonia

Histoplasmosis, coccidiomycosis, blastomycosis, aspergillosis, and
cryptococcosis are fungal infections that can lead to fungal pneumonia.

iv) Nosocomial pneumonia

Organisms that have been exposed to strong antibiotics and have developed
resistance are called nosocomial organisms. If they enter the lungs, a person may
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develop nosocomial pneumonia. Resistant bacteria are often found in nursing
homes and hospitals.

For example: Methicillin-resistant Staph aureus (MRSA) can cause skin infections
as well as pneumonia. Similarly, outbreaks of the H5N1 influenza (bird flu) virus
and severe acute respiratory syndrome (SARS) have resulted in serious pneumonia
infections. 

 Assessment:

The assessment of pneumonia includes:

• Physical examination and taking medical history of the patient for signs and
symptoms (given in Box 2.13) which  are assessed  according to their onset,
duration, and associated respiratory condition, because pneumonia symptoms
can vary from mild to severe, depending on the type of pneumonia, age and
health.

Most people with pneumonia begin with cold and flu symptoms and then
develop a high fever, chills, and cough with sputum.

OR

Most patients have previous H/O COPD or asthma with associated symptoms.

• Other confirmatory tests are:

• Blood tests to measure white blood cell count in order to determine the
severity  and type of pneumonia  whether the infection is bacterial, viral,
fungal, etc

• Chest x-ray to determine location and extent of pneumonia in the lungs.

• Sputum test to determine the organism that is causing the pneumonia.

Box 2.13: Common Signs and Symptoms of Pneumonia (Fig. 2.13)

• Cough with sputum ( greenish or yellow mucous, or even bloody mucous)

• Fever, which may be mild or high shaking chills

• Shortness of breath, which may occur during climbing stairs

• Chest pain that gets worse when taking a deep breath (pleuritic pain)
or while coughing

• Headache, Muscle pain

• Fast heartbeat

• Fatigue and feeling very weak

• Excessive sweating and clammy skin

• Nausea, vomiting and diarrhoea

• Loss of appetite, low energy and fatigue

• Confusion or delirium especially in older people

• Dusky or purplish skin colour (cyanosis) due to poorly oxygenated blood

• Symptoms  can also vary, depending on type of pneumonia
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Fig. 2.12 : Diagrammatic presentation of pneumonia

Fig. 2.13 : Signs and symptoms of pneumonia

Primary care:

Treatment depends on the type of pneumonia and the severity of symptoms such
as:

• Bacterial pneumonias are usually treated with antibiotics.

• Viral pneumonias almost get better on their  own, so antibiotics are not needed.
Antibiotic treatment in these cases may even cause harm in
both children and adults. The patient having viral pneumonia are rather treated
with symptomatic management, rest and plenty of fluids.  Antivirals are
available for certain viral infections.
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• Fungal pneumonias are usually treated with antifungal medications.

At sub-centre/ PHC pneumonia patient is treated by generally which include
treatment for:
• Reducing headache and fever such as: paracetamol 500 mg orally every

8 hourly for first few days.
• Reducing chest pain and body aches such as: ibuprofen 200 mg to 400 mg

orally twice a day for first few days.
• Suppressing cough e.g. syrup Benadryl 1 tea spoon full 3 times a day

for a week.
• Treating infection such as amoxicillin 500 mg orally, every 8 hours for 5

days or 100 mg doxycycline orally twice a day for 5 days.

• In addition to above  patient  is advised to:
• Take rest
• Drink fluids
• Follow preventive measures given in Box 2.14.

Box 2.14: Preventive Measures of Pneumonia

• Wash hands  regularly
• Refrain from smoking
• Avoid exposure to dust, chemicals or air pollution
• Avoid seasonal allergies
• Eat healthy
• Exercise daily
• Stay away from sputum or cough particles from others with pneumonia
• Get yourself and your child vaccinated against influenza virus, measles,

rubella, haemophilus influenzae, diphtheria, and chickenpox and
bordetella pertussis for  prevention from  bronchopneumonia.

Note: There are two vaccines that are available to prevent pneumococcal
disease (the bacterial infection that is the most common cause of pneumonia)
such as:
i) Prevnar vaccine (pneumococcal conjugate vaccine), and
ii) Pneumovax vaccine (pneumococcal polysaccharide vaccine)

• Prevnar vaccine is generally administered as part of the normal
infant immunisation procedure and is recommended for children
less than 2 years of age or between two and four years with certain
medical conditions.

• Pneumovax  vaccine is provided for adults who are at increased
risk of developing pneumococcal pneumonia, such as the elderly,
diabetics, those with chronic heart, lung, or kidney disease,
alcoholics, smokers, and those without a spleen.

• The pneumonia vaccine may not completely prevent older adults
from getting pneumonia, but it can reduce the severity of a future
pneumonia.
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Referral:

Referral for hospitalisation of pneumonia patient may be required if:

• Symptoms are especially bad or a patient has a weakened immune system or
other serious illness.

• He/she has recurrent attacks of pneumonia in order to prevent possible
complications of emphysema or lung abscess.

At the hospital, patient may need Bronchoscopy – an invasive diagnostic procedure
(which is done under anaesthesia) in which and a thin, flexible, and lighted tube
is inserted through the nose or mouth to directly examine the infected parts of the
lung.

After being diagnosed the patient is treated with:

• Intravenous antibiotics/ antiviral therapy / antifungal  drugs  depending upon
the cause of pneumonia

• Bronchodilators  such as deriphyline or  aminophyline

• Oxygen therapy

• Physiotherapy

• Barrier nursing

2.4.3  Bronchial Asthma
Bronchial asthma – literally called as asthma is a reversible bronchospasm,   in
which  there is  inflammation and narrowing of bronchial lumen due to its
hyperactive response  to  a certain stimuli  which leads to wheezing and coughing
and difficulty in breathing.

• Changes taking place in airway passage during bronchial asthma are
shown in Fig. 2.14.

Bronchial Asthma effects  air passages in 3 ways:

1) When a person has asthma, the air passages are inflamed which means that
the airways are red and swollen. During the asthmatic attack, the lining of
the passages swell causing the airways narrowing and thus reducing the flow
of air in and out of the lungs.

2) Airway hyper responsiveness to a wide range of stimuli. Inflammation of the
air passages makes them over extra sensitive to a number of different things
that can trigger or bring on asthma symptoms.

3) Muscles within the breathing passages contract, causing even further
narrowing of the airways called bronchospasm. This narrowing makes it
difficult for the air to be breathed out (exhaled) from the lungs.

Changes in bronchial asthma are initiated by the action of:

• Mast cells, eosinophils and T lymphocytes found in the blood. Mast cells are
the allergy-causing cells that release histamine. Histamine is a chemical
substance that causes constriction of airways.

• Eosinophils and T lymphocytes are the types of white blood cell which are
associated with allergy and inflammation in asthma leading to the airway
hyper-responsiveness, airflow limitation and respiratory symptoms such as
feeling of chest tightness and breathlessness that is felt often at night called



53

Common Conditions-2 –
Respiratory System

nocturnal asthma or in the early morning hours. Some patients may feel
symptoms when they exercise called exercise-induced asthma.

Fig. 2.14 : Changes taking place in Airway Passages during Bronchial Asthma

Assessment:

Clinically an asthmatic patient will complaint of periodic “attacks”
of coughing, wheezing, shortness of breath, and chest tightness which frequently
occur and/or gets aggravated at night or in the morning (Box 2.15).

Note

It is important that you assess the  patient keenly for  triggers and signs/
symptoms of bronchial asthma (given in the Box 2.15)

Box 2.15: Assessment of Patient for Triggers and Signs /Symptoms of
Bronchial Asthma

a) Bronchial Asthma Triggers:

1) Smoking and second hand smoke

2) Infections such as colds, flu or pneumonia

3) Allergens such as food, pollen, dust mites and pet dander

4) Physical exertion

5) Air pollution and toxins

6) Weather, especially extreme change in temperature

7) Drugs  such as aspirin, NSAIDs and beta-blockers

8) Food additives 

9) Emotional stress

10) Singing, laughing or crying
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11) Perfumes and fragrances

12) Acid reflux

b) Signs / Symptoms:

i) Shortness of breath (especially air hunger breathing– use of
accessory muscles for breathing and tachypnea)

ii) Tightness of Chest

iii) Wheezing (especially expiratory wheezing)

iv) Excessive Coughing OR a cough that keeps the patient awake at
night OR which is frequently associated with exposure to above
triggers.

v) Cyanosis (A bad sign in asthma)

vi) Other s/s include: Elevated blood pressure, tachycardia, cold and
moist skin, fever, anxiety and apprehension.

Prevention:

As bronchial asthma disease is reversible which can be controlled with proper
and regular medications as well as by avoiding the triggering factors (given in
Box 2.16) therefore it is very important on your part to clarify the questions
(given in Box 2.16) and educate these patients thoroughly to enable them to
manage effectively with the disease process.

Box 2.16: Questions to be Clarified for Controlling the Bronchial Asthma

The following  are  the few questions  which may be asked   by the  patient
and which need to  be clarified by you for preventing  the  patient from
frequent episodes of  bronchial asthma:

• What is bronchial asthma?

• How do you get bronchial asthma?

• What are the various triggering factors? (refer Box 2.15)

• What measures to be taken to prevent yourself from these triggers?
Such as: avoiding the   dust, smoke, cold breeze, perfumes, food
allergens and so on.

• What are the various signs and symptoms?  (refer Box 2.15)

• How to notice the symptoms if these occur during onset of triggers
such as dust, cold breeze, perfumes, food allergens or  during exercise
or after smelling smoke and explain it in the same manner to the doctor?

• How to take the medicine and why to take it regularly?

• How to  make proper use of inhaler?

• Why to keep your rescue inhaler always with you?

• What are various natural home remedies and how to perform them?
(refer Box 2.17)

• How to cope with the disease process by sharing problems with those
who are asthma victims?
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• If you find any patient experiencing breathlessness, coughing, and
wheezing (whistling sound coming from chest) recently, this means
that the patient might have caught bronchial asthma.

• Tell the patient that he /she need to pay early attention to treat bronchial
asthma because the prolonged state of asthma can harm lungs in the
long run. And clarify the questions (given in Box 2.16) and effective
treatment for asthma including natural asthma remedies (given in
Box 2.17)

Fig. 2.15 : Use of  Inhaler

Natural Asthma Remedies:

Lifestyle management is very essential for asthma patients .There are two aspects
for this – avoiding the asthma triggers and adopting such ways that increase
resistance to allergy-causing factors. Here are certain dietary measures and natural
home remedies (given in Box 2.17) which you can teach to patients with bronchial
asthma:

Box 2.17:  Dietary and Natural Home Remedies for Patients with
Bronchial Asthma

• Take diet rich in vitamin B6 (meat, vegetables and nuts), B12 (meat,
milk, eggs and mushrooms) and B5, Vitamin C (amla, guava, lychee,
papaya, strawberry, orange, lemon and grapes) and folic acid (leafy
vegetables such as: spinach, turnip greens, beans and peas, sunflower
seeds and liver) as well as antioxidants (foods containing vitamin C &
coconut, peanuts, olive oil, sunflower seeds, soyabeen and maize) to
boost immune system.

• Add four minced garlic cloves in the tea while it is steaming. Drink
this after it cools down a little. It is good for controlling wheezing and
coughing.

• When experiencing asthma attack, get someone to rub mustard oil
mixed with camphor on your back. This makes breathing easier.

• Take one cup of water and add half teaspoon of ginger juice. Drink it
to get relief from symptoms.
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• Drink plenty of water to hydrate yourself.

• Clean home regularly to keep dust at minimal levels.

• Avoid pets with fur or feather. When it is cold, cover your face with
mask or cloth.

• Do only mild exercises which will not induce asthma. Such as: deep
breathing and meditation. However swimming is not known to
precipitate asthma. Also, if a particular activity triggers an asthma attack,
it is advisable to take medication before initiating activity.

• Control heartburn and gastroesophageal Reflux Disease (GERD) by
avoiding spicy foods and smoking to keep bronchial asthma under
control.

• Avoid stress. As stress can precipitate the asthmatic attack.

• Avoid all the  triggers  for preventing yourself from the asthmatic  attack.
(refer Box 2.15)

Primary care:

Whenever any patient with problems of   coughing, wheezing, shortness of breath
or chest tightness reports to your health centre, your immediate duty is:

a) To stabilise the patient by proceeding with following steps:

• Make the patient comfortable by giving semi fowler’s position to facilitate
the full lung expansion and air exchange.

• Loosen the clothes to prevent chest tightness.

• Start a slow I/V infusion for giving emergency drugs and preventing
dehydration.

• Start humidified oxygen therapy at the rate of 3 to 5 litters/minute ( if
available).

• Obtain quick history of recent medication used particularly bronchodilator,
steroid or inhaler.

• Administer Inj. aminophylline 250 to 500 mg slowly through I/V or
through I/V drip in 50 to 100 ml of dextrose 5% under supervision of
physician on duty. The patient may also need Inj. hydrocortisone
depending upon the condition of the patient.

• Check the vital signs (temperature, respiration, pulse rate/ heart rate and
blood pressure ) as well as breath sounds constantly to see if the patient’s
vital signs are stabilised and his/her  breathing has improved.

b) Obtain a comprehensive baseline data about the illness including:

• Onset of signs and symptoms, duration, precipitating factors and treatment
(if taken) of  bronchial asthma.

• Previous H/O bronchial asthma or any other illness.

• Family H/O bronchial asthma or any other illness

• Assess the patient for signs and symptoms. (as given Box 2.15)

• Enquire whether patient has any related H/O causes/ triggers ( as given
in  Box 2.15).
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• Find out whether patient has left the treatment of asthma in between.

• Ask whether patient has been taking any long term drug therapy other
than the asthmatic drugs.

Referral:
Arrange for the referral of the patient to the specialty hospital for diagnostic
investigations and appropriate treatment in case if patient fulfils the criteria given
in the Box 2.18.

Box 2.18: Criteria for referral of Patient with Bronchial Asthma to a
Specialty Hospital

i) Mild to moderate exacerbation with poor treatment response or even
worsening of the condition despite above prescribed medications for
atleast 24 hours.

ii) Critical cases of moderate exacerbations particularly the patients with
high risk of asthma-related death.

iii) Severe or extremely severe episode of asthma exacerbation.

iv) For oxygen therapy and endo-tracheal intubation or if patient needs
to be put on ventilator.

Check Your Progress 2

 1) List down 10 triggers of Bronchial Asthma.

i) ........................................................................................................

ii) ........................................................................................................

iii) ........................................................................................................

iv) ........................................................................................................

v) ........................................................................................................

vi) ........................................................................................................

vii) ........................................................................................................

viii) ........................................................................................................

ix) ........................................................................................................

x) ........................................................................................................

2) Upon physical assessment, which  signs and symptoms will you find in
a patient with acute bronchitis?

i) ........................................................................................................

ii) ........................................................................................................

iii) ........................................................................................................

iv) ........................................................................................................

v) ........................................................................................................



58

Management of Common
Conditions and Emergencies
including First Aid

3) List  the steps of  primary care which you will  follow for taking care of
a bronchial asthma patient at your level.

................................................................................................................

................................................................................................................

4) Fill in the blanks:

a) Bronchial asthma can be defined as .....................................................
..................................................

b) Clinically an asthmatic patient will complaint of ..........................
which frequently occur and aggravate during ................................
.............................................

c) The two vaccines which are available to prevent pneumococcal
bacterial infection that is the most common cause of pneumonia
are:

i) ........................................................................................................

ii) ........................................................................................................

(d)    Bronchoscopy can be defined as .........................................................

2.5 SCREENING, REFERRAL AND FOLLOW UP OF
PATIENTS

We will discuss the conditions of patients with haemoptysis and acute chest pain
in patients above 35 years of age.

2.5.1 Haemoptysis
Haemoptysis- (coughing up of blood) can be a sign of a serious medical condition.
Infections, cancer, problems in pulmonary blood vessels or in the lungs themselves
can be the various causes. Coughing up blood generally requires medical
evaluation unless the haemoptysis is due to bronchitis. Haemoptysis can also
occur from bleeding outside the lungs and airways. Severe nosebleeds or vomiting
of blood from the stomach can result in blood draining into the windpipe (trachea).
The blood is then coughed up, appearing as haemoptysis. In many people with
haemoptysis, no cause is ever identified. Most people with unexplained
haemoptysis are coughing up blood for not more than six months.

Causes of Haemoptysis :

The common conditions which give rise to coughing up of blood are given below
in the Box 2.19.

Box 2.19: Causes of Haemoptysis

• Bronchitis (acute or chronic), the most common cause of coughing up
blood. Haemoptysis due to bronchitis is rarely life-threatening.

• Pulmonary tuberculosis

• Bronchiectasis
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• Use of blood thinners (anticoagulation)

• Pneumonia

• Pulmonary embolism

• Congestive heart failure, especially due to mitral stenosis

• Trauma  such as motor vehicle accident

Assessment of the patient with Haemoptysis

Whenever you will find any patient having the complaint of coughing up of
bloodas community health nurse practioner, your first and the foremost
responsibility is to thoroughly assess the patient by taking a comprehensive
health history and doing a systematic physical examination including inspection,
palpation, percussion and auscultation. The thorough respiratory assessment
must be done to focus on determining the cause and amount of bleeding and
any risk to breathing. You should proceed with the assessment of the patient as
follows:

i) Ask the patient for how long he/ she is have been coughing up of blood and
how it started.

ii) Ask the patient whether haemoptysis is associated with any of signs and
symptoms given in the Box 2.20.

iii)  Assess the patient for these signs and symptoms.

iv) Enquire whether patient has any  related history of causes given  in the Box
2.20.

v) Ask whether patient has been taking any long term drug therapy such as
anticoagulants.

vi) Find out whether patient has received or left in between anti tubercle drug
therapy.

Box 2.20: Signs and Symptoms of Haemoptysis

• Blood in mucous that lasts longer than a week, is severe or getting
worse, or comes and goes over time.

• Chest pain

• Weight loss

• Soaking sweats at night

• Fever higher than 101oF

• Shortness of breath with usual activity level

When to refer the patient with Haemoptysis?

At health centre you need to keep a constant watch on patients with bronchitis
for having a small amount of blood in the mucous for less than a week and wait
for their condition to improve. Because the most common reason for coughing
up blood is acute bronchitis, which typically gets better on its own without
treatment.
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Remember:

If the coughing up blood does not subside after a week or 10 days and is
accompanied by the above signs and symptoms (given in Box 2.20),  it can
be treated as a sign of a serious medical condition and the patient is referred
to District hospital where cause is identified and treated to eliminate the
threat of serious bleeding.

Referral of patient with haemoptysis for:

a) Screening /Diagnostic Tests:
Once the patient has been found at high risk, then without any delay patient
must be shifted to a District hospital for   screening to undergo following diagnostic
tests to rule out the cause and treat it immediately:

• Chest X-ray to rule out the possible cause such as:   a mass in the chest, areas
of fluid or congestion in the lungs.

• Sputum test for examining acid fast bacilli.

• Tuberculin skin test for detecting mycobacterium tuberculosis.

• Computed tomography (CT scan). By producing detailed images of structures
in the chest, a CT scan can reveal some causes for coughing up blood.

• Bronchoscopy. In which an endoscope (flexible tube with a camera on its
end) is inserted (by an expert physician) through the nose or mouth into the
windpipe and airways of patient to identify the cause of haemoptysis such as
rupture of blood vessel or lung cancer etc. (Fig.2.16)

Fig. 2.16 : Bronchoscopy

• Complete blood count (CBC) test for examining white and red blood cells
including platelets in the blood.

• Urinalysis to detect any urine abnormalities.
• Blood chemistry profile test electrolytes and kidney function, which may be

abnormal in some causes of haemoptysis.
• Coagulation tests. Alterations in blood’s ability to clot can contribute to

bleeding and coughing up blood.

• Arterial blood gas analysis to test the levels of oxygen and carbon dioxide in
the blood. Oxygen levels can be low in people coughing up blood.

• Pulse oximetry. A probe (usually on a finger) tests the level of oxygen in the
blood which can be low in these cases.
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b) Treatment:

For people who are coughing up blood for more than a week, treatment aims to
stop the bleeding and treat the underlying cause of haemoptysis as early as possible
which include following interventions:

• Antibiotic therapy  for pneumonia

• Anti microbial therapy for  pulmonary  tuberculosis

• Chemotherapy and/or radiation for lung cancer

• Steroid therapy for inflammatory conditions such as  bronchitis

• People with excessively thin blood because of medication use, may require
transfusion of blood products or other medications to curb blood loss

• Bronchial artery embolisation. In this procedure a catheter is inserted through
the leg into an artery supplying blood to the lungs. By injecting dye and
viewing the arteries on a video screen, the doctor identifies the source of
bleeding. That artery is then blocked, using metal coils or another substance.
Bleeding usually stops, and other arteries compensate for the newly blocked
artery

• Bronchoscopy to treat some causes of coughing up blood. For example, a
balloon is inflated inside the airway to stop bleeding.

• Surgery. Coughing up blood, if severe and life-threatening, may require
surgery to remove a lung (pneumonectomy).

Note:

As a health worker you must be competent enough  to assess the patient
with acute chest pain for that it is important to know the  possible causes
of acute chest pain and their clinical findings and health history (given in
Box 2.21)

2.5.2  Acute Chest Pain
Sudden pain in the chest is a common complaint in rural areas because
diseases of respiratory system are more prevalent in rural community due
to reduced resistance to infections in malnourished rural population. The
condition can become more serious in young and aged than the adults and
the middle aged.

The chest pain above 35 years of age can also be an urgent signal of a life
threatening condition of heart disease leading to shortness of breath. Therefore
as a health worker no time should be wasted in debating the cause of chest
pain.

Causes of acute chest pain:

The common causes giving rise to chest pain  very frequently are the diseases
affecting  the lungs and bronchi (Fig. 2.17) such as pneumonia, bronchitis,
pulmonary embolism and heart diseases (Fig. 2.18) such as  coronary artery disease
(Fig. 2.19) including unstable angina and  acute myocardial infarction; acute
rheumatic heart disease, acute congestive heart failure. Besides other conditions
which may  lead to chest pain are gastro-esophageal acid reflux disease or anxiety
disorders.
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Fig. 2.17: (a) Pain in the Region of the Bronchi   (b) Pain in the Region of the Lungs

Fig. 2.18 : Pain in the Region of the Heart

Screening and referral:

One of the leading causes of death in the United States is the acute chest pain due
to cardiac disease and 1.5 per cent of patients with chest pain presenting to a
primary care settings have unstable angina or an acute myocardial infarction.
The initial goal in patients presenting with chest pain is to determine if the patient
needs to be referred for further investigations to rule out risk for coronary artery
disease / pulmonary embolism.

Note:

Assess the patient’s characteristics and risk factors quickly to determine
whether the patient is at risk for coronary artery disease/ pulmonary
embolism/ pericarditis /rheumatic heart disease/ heart failure. Such patients
need quick referral to a speciality hospital for further investigation and
treatment.



63

Common Conditions-2 –
Respiratory System

Fig. 2.19 : Patient Having Coronary Artery Disease

2.5.3  Screening of Patient for Acute Chest Pain
Once the patient with acute chest pain is brought to the health centre, the immediate
responsibility of public health practioner and physician on duty is to stabilise the
patient, take a  thorough health history  from patient and his/her relatives and do
the complete physical assessment of patient’s heart and chest  to find out the
cause of chest pain and any risk to coronary artery disease for immediate referral
to a specialty hospital. The assessment of chest pain is made on following
characteristics. (also refer Box: 2.21)

1) Clinical characteristics  associated with an increased likelihood of acute
myocardial infarction include male sex; age older than 60 years; diaphoresis;
pain that radiates to the shoulder, neck, arm or jaw  and a  previous history of
angina or acute myocardial infarction.

2) A twelve-lead electrocardiography is performed on the patient  to find out
any ST segment changes, left bundle branch block, presence of Q waves and
T wave inversions  which can increase the likelihood of acute coronary
syndrome or acute myocardial infarction.

3) Patients with localised musculoskeletal pain that is reproducible by palpation,
or pain reproducible by palpation in the parasternal/costochondral joints,
likely have chest wall pain.

4) Gastro-esophageal acid reflux disease should be considered in patients with
burning retrosternal pain, acid regurgitation, and a sour or bitter taste in the
mouth.

5) Panic disorder and anxiety state often cause chest pain and shortness of breath.

6) Pericarditis / rheumatic heart disease/heart failure  should be considered in
patients with pleuritic chest pain that increases with inspiration or when
reclining; pericardial friction rub and Electrocardiographic changes (diffuse
ST segment elevation and PR interval depression without T wave inversion).

7) Pneumonia can be recognised by dullness of chest to percussion, fever, chest
pain, and cough with sputum.

8) Pulmonary embolism should be assessed in patients with symptoms of chest
pain, tachycardia and dyspnoea associated with clinical signs of DVT such
as: asymmetric leg swelling, palpable calf pain or previous diagnosis of DVT
with PE or bed rest immobilisation or surgery within the past four weeks.

Plaque in
coronary artery
(Narrowing of

coronary artery)
Chest pain

Narrowed artery

Ischemia



64

Management of Common
Conditions and Emergencies
including First Aid

Box 2.21: Assessment of Chest Pain

Causes         Clinical Findings and Health History

1. Acute myocardial • Strangulating chest pain radiates to shoulder,
infarction neck, arm or jaw

• Third heart sound on auscultation

• Hypotension

2. Chest wall pain • Localised muscle tension
(localised • Stinging pain
musculoskeletal pain)

• Pain reproducible by palpation

• Absence of cough

3. Gastro-esophageal • Burning retrosternal pain
acid reflux disease • Acid regurgitation,

• Sour or bitter taste in the mouth

• One-week trial of high-dose proton pump
inhibitor relieves symptoms

4. Panic disorder/anxiety • Single question: In the past four weeks, have
state you had an anxiety attack (suddenly feeling

fear or panic)?

5. Pericarditis /rheumatic • Pleuritic chest pain (increases with inspiration
heart disease/ heart failure or when reclining  and is lessened by leaning

forward),

• Pericardial friction rub

6. Pneumonia • Dullness to percussion

• Fever

• Chest pain

• Cough with sputum

7. Pulmonary embolism • Heart rate greater than 100 beats per minute

• Dyspnoea and chest pain

• Clinical signs of DVT (asymmetric leg
swelling, palpable calf pain) OR

• Previous diagnosis of DVT with PE OR

• Bed rest immobilisation OR

• Surgery within the past four weeks

Treatment and referral for the patient with acute chest pain:

Whenever a person with acute chest pain reports at your PHC, as health worker
you have to decide what assistance you can give depending upon the history and
signs and symptoms presented by the patient. The immediate steps to be taken to
stabilise the patient’s condition include:

1) Make the patient to lie down in a comfortable position.

2) Start I/V line for giving drugs and fluids.



65

Common Conditions-2 –
Respiratory System

3) Administer humidified oxygen @ 3–5 l/min if patient has shortness of breath.

4) Watch and record vital signs (TPR and blood pressure) every 2 hourly

5) Observe the patient continuously for the intensity of chest pain.

6) Get the patient’s emergency investigations such as: blood tests, coaglogram,
chest X ray, ECG done to find out  the cause of chest pain.

7) Give the following prescribed drugs if the patient is found with pneumonic
episode:

a) Antibiotics (Amoxicillin, Levofloxine, Doxycycline)

b) Cough expectorants (Benadryl)

c) Non steroid anti inflammatory analgesics (Ibuprofen)

8) Give inj. Morphine, and oral/ sublingual nitrates. Start Nitro-Glycerine I/V
infusion as prescribed by physician if the signs and symptoms and history of
patient support the chest pain due to acute coronary artery disease.

9) Refer the patient to district hospital if the patient:

a) Does not improve with the treatment.

b) Breathing is painful and difficult.

c) Gives history of cough for more than two weeks or above.

d) Upon assessment is found high risk for acute coronary syndrome/
pulmonary embolism/ pericarditis /rheumatic heart disease/ heart failure.

Check Your Progress 3

1) List the signs and symptoms of Haemoptysis.

a) ........................................................................................................

b) ........................................................................................................

c) ........................................................................................................

d) ........................................................................................................

e) ........................................................................................................

f) ........................................................................................................

2) Mention the  various steps to be followed for doing assessment of  a
haemoptysis patient:

i) ........................................................................................................

ii) ........................................................................................................

iii) ........................................................................................................

iv) ........................................................................................................

v) ........................................................................................................

vi) ........................................................................................................
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3) List  the  causes  of acute chest pain:

a) ........................................................................................................

b) ........................................................................................................

c) ........................................................................................................

d) ........................................................................................................

 4) Fill in the blanks:

a) The patient with acute myocardial infarction  has ........................
chest pain which radiates to ................................................

b) In pulmonary embolism  patient the chest pain  may be  associated
with following signs:

i) ........................................................................................................

ii) ........................................................................................................

iii) ........................................................................................................

c) In ............................... a probe is connected to a finger to test the
......................... in the blood.

d) ............................ is the most common cause of Haemoptysis.

2.6 LET US SUM UP
In this unit you have learnt the meaning, causes and signs and symptoms   of
some of the common acute upper respiratory tract infections such as: catarrh
(rhinitis), common cold (viral rhinitis), sinusitis, pharyngitis, laryngitis and
tonsillitis as well as acute lower respiratory tract infections such as: bronchitis,
pneumonia and bronchial asthma. You have also learnt how to assess and manage
the patients with these conditions at primary level and when the referral  of these
patients and  further treatment is needed.

You have also learned screening, referral and follow-up of Haemoptysis  and
Acute Chest pain in patients above 35 years of age.

2.7 MODEL ANSWERS

Check Your Progress 1

1) The common signs and symptoms of Upper Respiratory system Infections
are:

a) Running nose

b) Nasal congestion

c) Sneezing

d) Postnasal drip

e) Cough
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f) Sore throat

g)  Headache

h) Difficulty in breathing

i) Fever

j) Fatigue

k) In addition to above signs and symptoms, the patient has other symptoms
associated with specific condition/ disease.

2. The patient with common cold is  treated  with the primary care as follows :

a) Give him/ her decongestants (such as : Chlorotone 1 tablet 3 times a
day) to relieve the nasal congestion.

b) Give paracetamol tablet/syrup for headache and body aches.

c) Ask the patient to take lemon juice extracted from one lemon and a
teaspoon of honey in a glass of lukewarm water for few days to relieve
cold, cough and flu.

d) Ask the patient to sniff few drops of eucalyptus oil placed on a clean
handkerchief which will reduce nasal congestion.

e) Advise the patient to maintain proper hygiene to avoid the infection
from spreading such as: covering mouth and nose during coughing and
sneezing, wiping running nose with separate handkerchief and proper
hand washing.

3. The following are the various instructions which will be given to the   patient
with acute laryngitis to keep his/her vocal cords healthy.

• Keep vocal cords moist and free from irritants.

• Use a humidifier or inhale steam to alleviate dryness.

• Give rest to the voice.

• Correct the way you use your voice and any abnormal speech patterns
that place stress on your vocal cords and voice box.

• Get vocal therapy to correct the abnormal speech.

• Avoid screaming or talking loudly for long periods of time.

• Refrain from whispering, which can strain the voice.

• Drink plenty of fluids.

• Gargle with salt water.

• Avoid smoking and being around people who smoke.

• Avoid alcohol and caffeine intake.

• Wash the hands regularly to avoid catching colds and upper respiratory
infections.

• Try to avoid toxic chemicals in the workplace if possible.

• Try to avoid clearing the throat. This increases both mucous production
and irritation.

• Avoid decongestants which can dry the throat.
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• Keep sucking on lozenges to keep the throat lubricated.

• Avoid seasonal allergies.

• Manage acid reflux with medications and healthy food habits.

• Avoid taking antibiotics for cold, flu or other viral respiratory infections,
as these will usually go away of their own.

•  It may take up to 2 weeks for your voice to completely return.

• Take prescribed antibiotics if the laryngitis is associated with a bacterial
infection.

4) Fill in the blanks:

a) The various risk factors for pharyngitis include:

flu, smoking, exposure to second-hand smoke, frequent sinus infections
and allergy.

b) The streptococcal throat infection can result in the serious complications
of Rheumatic fever and kidney disease.

c) A collection of pus around the tonsils called   peritonsillar abscess is
most common complication of viral tonsillitis which occurs when the
infection becomes deep-seated within the tonsil.

d) Laryngoscope is an instrument which is having a thin flexible tube
with a microscopic camera and is passed by doctor through  the mouth
or nose to visualise the voice box for the 3 signs of laryngitis: such as

(i)  Redness (ii) lesions on the voice box (iii) widespread swelling.

Check Your Progress 2

1) The 10 triggers of Bronchial Asthma are:

a) Smoking and second hand smoke

b) Infections such as colds, flu or pneumonia

c) Allergens such as food, pollen, dust mites and pet dander

d) Physical exertion

e) Air pollution and toxins

f) Weather, especially extreme change in temperature

g) Drugs  such as aspirin, NSAIDs and beta-blockers

h) Food additives 

i) Emotional stress

j) Singing, laughing or crying

2) Upon physical assessment, the acute bronchitis patient may usually have
following signs and symptoms:

a) Hacking cough with  phlegm

b) Chest discomfort or Soreness 

c) Occasional shortness of breath

d) Fever (usually less than 101° F)
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e) Fatigue

f) Mild headache

g) Body aches

h) Watery eyes

i) Sore throat

3)  The various steps of primary care to be given to a bronchial asthma patient
include:

1) Make the patient comfortable by giving semi fowler’s position to facilitate
the full lung expansion and air exchange.

2) Loosen the clothes to prevent chest tightness.

3) Start a slow I/V infusion for giving emergency drugs and preventing
dehydration.

4) Start humidified oxygen therapy at the rate of 3 to 5 liters/ minute (if
available)

5) Start nebulisation with short acting beta 2 agonists like salbutamol, with
or without anticholinergis ipratropium.

6) Obtain quick history of recent medication used particularly bronchodilator,
steroid or inhaler.

7) Administer Inj. aminophylline 250 to 500 mg slowly through I/V or
through I/V drip in 50 to 100 ml of dextrose 5% under supervision of
physician on duty. The patient may also need Inj. hydrocortisone
depending upon the condition of the patient.

8) Check the vital signs (temperature, respiration, pulse rate/ heart rate and
blood pressure) as well as breath sounds constantly to see if the patient’s
vital signs are stabilised and his/her  breathing has improved.

9) Obtain a comprehensive baseline data about the illness including:

a) Onset of signs and symptoms, duration, precipitating factors and
treatment (if taken) of  bronchial asthma

b) Previous H/O bronchial asthma or any other illness

c) Family H/O bronchial asthma or any other illness

d) Assess the patient for signs and symptoms

e) Enquire whether patient has any related H/O causes/ triggers

f) Find out whether patient has left the treatment of asthma in between.

g) Ask whether patient has been taking any long term drug therapy other
than the asthmatic drugs.

4) Fill in the blanks:

a) Bronchial asthma can be defined as  a reversible, bronchiospasm in which
there is  inflammation and narrowing of bronchial lumen due to its
hyperactive response to a certain stimuli.
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b) Clinically an asthmatic patient will complaint of periodic “attacks”
of coughing, wheezing, shortness of breath and chest tightness which
frequently occur and aggravate during night or in the morning .

c) The two vaccines which are available to prevent pneumococcal  bacterial
infection that is the most common cause of pneumonia  are:

i) Prevnar vaccine (pneumococcal conjugate vaccine)

ii) Pneumovax vaccine (pneumococcal polysaccharide vaccine)

d) Bronchoscopy can be defined as an invasive diagnostic procedure in which
a thin, flexible, and lighted tube is inserted through the nose or mouth to
directly examine the infected parts of the lung.

Check Your Progress 3

1) The haemoptysis patient may have following signs and symptoms :

a) Blood with cough

b) Chest pain

c) Weight loss

d) Soaking sweats at night

e) Fever higher than 101oF

f) Shortness of breath with  usual activity level

2) The following are the various steps to be followed for doing  assessment of
a haemoptysis patient:

a) Ask the patient for how long he/ she have been coughing up of blood and
how it started.

b) Ask the patient whether haemoptysis is associated with any other signs
and symptoms such as: chest pain, weight loss, night sweats, fever,
shortness of breath.

c) Assess the patient for these signs and symptoms.

d) Enquire whether patient has any related history of causes.

e) Ask whether patient has been taking any long term drug therapy such as
anticoagulants.

f) Find out whether patient has received or left in between anti tubercle
drug therapy.

3) The common causes giving rise to acute chest pain  are :

a) Pneumonia

b) Bronchitis

c) Pulmonary embolism

d) Coronary  artery disease

4) Fill in the blanks:

a) strangulating, shoulder, neck, arm or jaw.
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i) Heart rate greater than 100 beats per minute

ii) Dyspnoea

iii) Clinical signs of deep vein thrombosis (asymmetric leg swelling,
palpable calf muscle  pain)

b) In pulse oximetry oxygen

c) Bronchitis

2.8 KEY WORDS
Antihistamine : A substance that blocks the release of histamine which

induces allergic reaction and inflammatory reaction.

Antiviral : Destructive to viruses

Assessment : It includes health history and physical examination of the
patient

Auscultation : A method of physical examination in which body sounds
are listened by using stethoscope.

Bronchodilator : A substance that relaxes contractions of the smooth muscle
of the bronchioles to improve ventilation of lungs.

Contagious : Spread of infection or disease from person to person by direct
or indirect contact.

Confusion : Disorientation to time, place and person

Congenital : Present at birth

Cyanosis : Bluish discolouration of skin or mucous membrane.

COPD : Chronic Obstructive Pulmonary Disease.

Decongestant : A substance that reduces congestion.

Delirium : A state of disorientation.

Diaphoresis : Profuse sweating.

Dyspnoea : Difficulty in breathing.

DVT : Deep vein thrombosis.

Endo-tracheal : Insertion of airway catheter through the mouth or nose into
intubation the trachea.

Exacerbation : An increase in the seriousness of the disease or disorder as
marked by greater intensity in the signs and symptoms of
the patient being treated.

Expectorant : A substance that promotes the ejection of sputum.

Flu : Any viral infection, especially of respiratory system.

Gaseous : Involves delivering oxygen to the tissues through the blood-
exchange stream and expelling waste gases such as carbon dioxide

during expiration.

Hormone : A substance secreted by endocrine gland.

Inflammation : A protective response of the body tissues to irritation or injury.

NSAID : Non Steroid Anti Inflammatory Drug.
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Malignant : Cancerous

Nosocomial : Pertaining to hospital

Orthopnea : Inability to breath easily except in an upright position.

Palpation : Feeling the part of body with the hands.

Phlegm : It is a slimy substance made by the lining of the bronchial
tubes.

Percussion : Technique of physical examination which is performed by
striking finger of one hand, placed over the organ/body part
with finger of another hand.

Perfusion : It is the filling of the pulmonary capillaries with blood.

Polyp : A fleshy growth that projects from the surface of mucous
membrane.

PE : Pulmonary Embolism.

Reflux : An abnormal return flow of fluid.

Regurgitation : Return or backward flow food/acid /fluid or blood from
stomach to esophagus and mouth

Retro-sternal : Behind the sternum

Sarcoidosis : A chronic granulomatous disease containing growths of non-
necrotizing epithelial cells.

Tachycardia : Increased heart rate (> 100 beats/ minute).

Steroid : A substance containing hormone.

Ventilation : Movement of in or out of airways.

Vasomotor : Pertaining to nerves and muscles that control the calibre  of
blood vessels.
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3.0 INTRODUCTION
In this unit we will discuss about conditions related to heart, blood related disorders
and Urinary Tract Infection. Heart diseases are those diseases or condition which
affects or damages the heart or blood vessels. Sometimes the word “cardiovascular
diseases” is used to describe a number of diseases and conditions that affect the
heart and vessels.

Blood related disorders are disorders of Erythrocytes (red blood cells- RBCs),
leukocytes (white blood cells), and platelets (thrombocytes) and clotting factors
disorders. Blood as compared to other organs, is unique in the sense that it is
fluid.  Blood related disorders involve entire human body. Patients with blood
disorders may have few or no symptoms.  Thus an understanding of development
of diseases in patient and ability to assess the patient needs is very important.

Urinary Tract Infections include a wide range of clinical entities, including
asymptomatic bacteriuria (ABU), cystitis (infections of the urinary bladder),
prostatitis (infections of the prostate), and pyelonephritis (infections of the kidneys).
Both UTI and ABU signify the presence of bacteria in the urinary tract, usually
accompanied by white blood cells in the urine. In ABU there are no symptoms
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attributable to the bacteria in the urinary tract and does not usually require treatment,
while UTI typically implies symptomatic disease that requires antimicrobial therapy.
Much of the literature concerning UTI, particularly catheter-associated infection,
does not differentiate between UTI and ABU.

3.1 OBJECTIVES
After completing this unit, you should be able to:

• enumerate common heart diseases;

• list high risk factors of heart diseases;

• identify symptoms and signs of heart conditions;

• carry out assessment of heart conditions;

• provide appropriate care of individual, community and referral;

• explain and identify important blood disorders;

• identify clinical manifestations of various blood disorders;

• provide timely appropriate referral; and

• counsel patients and increase awareness about blood disorders in
community;

• identify urinary tract infections; and

• provide care to patients suffering from UTIs.

3.2 ANATOMY AND PHYSIOLOGY OF HEART
Heart is the hollow and muscular organ located in center of chest, between two
lungs. Its approximately weighs 300 gram, roughly of size of fist of individual. It
pumps blood through the blood vessels of the circulatory system. Blood provides
oxygen and nutrients to body,  and also assists in the removal of metabolic wastes.
Heart is made of four chambers, two atria and two ventricles. The pumping action
of heart is because of rhythmic contraction (systole) and relaxation (Diastole) of
its muscular wall. During systole (contraction of heart) all the chambers of heart
are squeezed to eject blood in the blood vessel. During diastole (relaxation of
heart) the heart chambers fill with blood which in turn will be ejected from heart
to blood vessel during systole. One systole and one diastole called as one beat.
Resting adult heart beats 60–80 times per minute. There are blood vessels which
supply blood to heart called coronary arteries.

3.2.1 High Risk Factors of Heart Diseases
There is no a single cause of heart disease. It occurs because of accumulation of
multiple high risk factors. There are some risk factors which can be changed
(modifiable) and some cannot be changed (non modifiable) risk factors. The risk
factors which cannot be changed are older age, sex, ethnicity and family history,
but this is essential to know who are at risk of heart disease by understanding
modifiable and non modifiable risk factors.  The main risk factors for heart disease
are. (Box 3.1)
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Box 3.1: Risk factors for heart disease

Non modifiable risk factors Modifiable risk factors

• Age • Overweight (Obesity)

• Sex • Unhealthy diet

• Genetic factors: Family history • High blood pressure.
of heart attacks and strokes at • High blood cholesterol (high fat
an early age. in blood)

• Ethnicity • Diabetes (High blood sugar)
• A previous heart attack • Tobacco use

• High alcohol intake

• Physical inactivity

• Stress

• Some medicines

• Some diseases like kidney
diseases

• Environmental factors: Increased
stress, extremes of condition like
too much high altitude (height)

Let us discuss the risk factors for heart diseases in terms of non modifiable and
modificable as given below:

Age: Risk increases with increase in the age.

Sex: The risk is more to adult male as compare to female but in later age risk
seems to be equal in both sexes.

Genetic factor: Genetic factors play some role in the development of heart
diseases. Some families show higher risk of heart diseases because of collection
of different risk factors in the family due to same life style and dietary pattern.

Obesity: The greater the weight the more is the risk. The risk is more if the fat
accumulation is mostly around abdomen and waist. The measure of obesity is
Body Mass Index (BMI), waist hip ratio and skin fold thickness. BMI is calculated
by taking weight of individual in kilogram divided by square of height in meters.
The normal BMI ranges from 18.5 to 22.9 kg/m2  for Indians. More than this is
either overweight (23 to 25)  or obesity (>25).

High blood sugar (Diabetes): The risk of heart diseases is 2–3 times more in
persons with high blood sugar than normal blood sugar. The high blood sugar is
labelled as when random blood sugar is > 200 mg/dl or fasting blood sugar >”
126 mg/dl or post prandial (after 2 hours of meals) > 200 mg/dl.  There is one
more condition where fasting blood sugar is normal but after having meals blood
sugar ranges between 140 to 200 mg/dl which is called as “impaired glucose
tolerance”. This is the sign of future frank diabetes.

High blood pressure (Hypertension): High blood pressure itself is a one of the
heart diseases but also the single most risk factor for other heart diseases. The
normal blood pressure for adult is systolic blood pressure (SBP) of <120 mm of
Mercury (Hg) and diastolic blood pressure (DBP) <80 mm of Hg, which is written
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as 120/80 mm of Hg (“120 by 80 mm of Hg”). Anything more than this is either
considered as prehypertension ( SBP 120–140 mm of Hg or DBP 80–89 mm of
Hg) or hypertension (SBP >140 mm of Hg or DBP >99 mm of Hg). We will learn
later about cautions and methods of measuring blood pressure.

Unhealthy diet: Diet plays important role in development of heart diseases. The
major causes are high salt intake (more than 5gram/ day), high fat intake, high
intake of  refined food items or food items less in fibres, fast food etc.

Alcohol use: High intake of alcohol puts individual at higher risk of heart disease.

Smoking: It increases plaque formation in the blood vessel and decreases elasticity
of blood vessels.

Physical inactivity: Physical inactivity increases body weight and causes
deposition of fat in body and blood vessels. The fat accumulation in blood vessel
forms plaques in blood vessel causing loss of elasticity of blood vessel.

3.2.2 Common Heart Diseases and their Signs and Symptoms
Let us now discuss heart attack, heart failure, arrhythmia as given below:

• Heart Attack (Ischemic Heart disease/ Coronary artery disease/ Angina
Pectoris )

Heart attack is one of the leading killers of both men and women in our country.
The good thing is that the chances of surviving a heart attack are greater if people
get immediate proper and timely medical care. These treatments can save lives
and prevent disabilities. As a health worker, you play an important role in educating
your community about the warning signs of a heart attack, the importance of
getting immediate medical help, and take steps to surviving a heart attack.

i) What is heart attack?

A heart attack can take place when the blood supply to a part of the heart is
stopped or hazardously reduced.  The blood vessels which supply the heart muscle
are called coronary arteries. Partial or complete block of coronary artery disease
is the main cause of heart attack, when one or more arteries become diseased by
formation of plaques in coronary arteries resulting in  reduced blood flow. The
plaque can obstruct the blood flow of an artery slowly, or suddenly by pieces of
plaque may break away and cause a blood clot. Due to blocked or reduced blood
supply the cells of the heart muscle start dying. This affects the rhythm and function
of heart. So it cannot pump enough blood to meet body requirement and meet
need of heart muscles requirement. So the part of heart gets damaged. This reduced
blood flow can kill a person or can cause heart damage.

If he survives, his capabilities to perform his daily routine gets affected. The
outcome depends on how much of the heart is damaged and how quickly a person
gets medical treatment. Here timing is important! so prompt and timely treatment
can save life. The sooner a heart attack is treated, the greater a person’s chances
of surviving. Suddenly heart can stop. Unless patient treated immediately, person
may die immediately.

Warning signs and symptoms of a heart attack

• Chest pain or discomfort: Sudden severe chest pain with no known cause
is major suspicion of heart attack. It may be of dull aching, choking, strangling,
cramping, stabbing type of pain, pressure, heaviness or just discomfort. It
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may be mild to severe. It may start suddenly or slowly. Some time it is silent
as in diabetes. The chest pain may radiate to  jaw, neck, arm, shoulders or
back. It may associate with raised heart rate, difficulty in breathing,
palpiatation, nauseas and increase or decrease blood pressure.
Angina is chest pain or discomfort that a person has if the heart does not get
enough blood. Usually angina is felt as uncomfortable pressure, fullness,
squeezing or pain in the center of the chest. A person may also feel the
discomfort in the neck, jaw, shoulder, back or arm. These feelings are also
signs of a heart attack, but if it is angina, the pain or discomfort will last only
a few minutes before going away. If these symptoms  last longer, it could be a
heart attack. Following symptoms may be present with or without chest pain.

• Shortness of breath.
• Palpitations (unpleasant awareness of own heartbeat)
• Feeling weak, light-headed, or faint
• Confusion
• Difficulty in understanding

Immediate management

If you find any suspected case of heart attack do not wait call doctor and equipped
ambulance and refer patient to hospital management of heart attack is
possible. Also give 300 mg of Aspirin by mouth  if available. Transportation in
equipped ambulance is the safest and best way to reach to the hospital. Do not let
the patient walk  because it may worsen the attack. Prefer wheel chair and
ambulance.  Put on oxygen mask and start oxygen. If you are sure about heart
attack then give Sorbitrate sublingually and analgesic to relieve pain. Heart may
stop beating during a heart attack. This condition is called sudden cardiac arrest.
In this case you may need to give cardiopulmonary resuscitation.

Diagnosis of heart attack

The diagnosis is made by relevant history, physical exam and some investigation
like electrocardiogram (ECG) and some blood test of certain markers for damage
to the heart.

Treatment

The first treatment given will be medicines that dissolve clots, pain killers, Oxygen.
To work best these medicines need to be given within three hours of a heart
attack. If this treatment is not given or does not work, other procedures (methods)
may be needed.

Unfortunatly, the most people wait several hours or even days before seeking
medical attention. There may be delay in decision making too. The longer the
delay in getting treatment, the more damage the heart is likely to have. Quick
reactions to signs of a heart attack can greatly improve the chance of surviving
the heart attack. We will discuss  taking care of person after a heart attack at the
end.

ii) Heart failure

Heart failure is inability of heart to pump blood efficiently to supply oxygenated
blood and nutrients to rest of body.  Blood moves more slowly through the body
and less oxygen and nutrients reach the body and the brain. This results in easy
fatigability and shortness of breath. The daily routine gets affected. When the
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heart cannot pumps blood efficiently the blood cannot move in vessels properly
so it may get stagnant blood vessels, in lungs and leak into the lungs and dependent
parts of body. The fluid causes congestion and makes it hard to breathe. Therefore
individuals with heart failure can develop swelling in the feet, in ankles, legs
when they stand long or stomach and can suddenly gain weight. Therefore it is
also called as “congestive heart failure”. Collection of fluid in lung causes
breathing difficulty.

Warning signs of heart failure

If people have heart failure, it is more likely that they must be a diagnosed as
case of heart or other disease.

• Breathlessness on exertion, laying down in bed or at rest. The shortness of
breath when you are active, and while resting, and sleeping is one of major
symptom of heart failure. There may create difficulty while sleeping so patient
wants to elevate his head end by using more pillows. (Patient feels comfortable
in upright position rather than lying down flat)

• Swelling in feet, ankle and legs. If we press on  ankle or upper surface of feet
with thumb there will pitting at pressed area, it called as pitting oedema.

• Increased swelling of feet, ankles, legs, and abdomen. There may be sudden
weight gain (1kg or more in one day, 2.4 kg or more in one week).

• Palpitation (Awareness of own hearbeat): There may be faster heartbeat and
one may feel like as if the heart is running fast.

• Pain in the abdomen.

• Easy fatigability.

• Confusion.

• Repeated, dry cough, especially when they are lying down.

• Blood in the cough.

What to do when you encounter patient of heart failure?

The timely referral of patient with warning signs of heart failure can save life of
patient and improve quality of life.

Confirmation of heart failure

The confirmation of heart failure is made by relevant history, physical examination
and few investigations like chest X ray, ECG, echocardiography  and some blood
investigation.

iii) Arrhythmia or irregularity of rhythm ( Atrial Fibrillation and ventricular
fibrillation)

An arrhythmia is a problem with the rate or rhythm of the heartbeat. During an
arrhythmia, the heart can beat too fast, too slow, or with an irregular rhythm.
Normally, the heart contracts and relaxes in regular, evenly timed beats. It keeps
a steady rhythm–about 60 to 100 beats per minute. Arrhythmias may be atrial
(heart’s upper chambers) or ventricular (heart’s lower chambers) in origin. Atrial
fibrillation is the most common type of arrhythmia. The irregular beating of heart
may cause difficulty in pumping blood properly. For several different reasons,
the heart sometimes begins beating irregularly, and it may beat too fast or too
slow.
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The most common cause is diseased heart valves. The risk of developing
arrhythmias increases if  patient is  having, or have had, other pre-existing heart
problems like heart failure, high blood pressure, diabetes, heart attack, Coronary
artery disease (blockage of blood vessels in the heart) etc.

Signs and symptoms of Arrhythmias

Some people may not have any symptoms. Some may have one or more of the
following signs:

• Palpitation: fast or irregular heartbeat

• Shortness of breath

• Chest discomfort or pain

• Lightheadedness or dizziness.

• Extreme weakness

Management

Check pulse. Try to see rhythm of heartbeat or pulse rate. (An easy way to see the
regularity of the rhythm is either by palpation of the pulse, or auscultation of the
precordium). If it is irregular then please refer this patient to health facility for
further evaluation by doctor.  Assurance to patient has positive impact.

Treatment for arrhythmia includes anti arrhythmic drugs or electric shock through
special machine called as defibrillators. Some time needs surgery for pacemaker
installation.

iv) Hypertension (High Blood Pressure)

Blood pressure is the force of blood pushing against the walls of arteries as the
heart pumps blood through these blood vessels. If this pressure goes up and
stays continuously high over a period of time, it can damage the body. High
blood pressure is very common. But  less than half of all people with high
blood pressure are treated for blood pressure and taking medicine. The high
blood pressure is dangerous because it is a separate heart diseases as well as its
a risk factor for other heart diseases. It is a  condition where heart has to pump
blood very forcefully than normal to push blood through stiff vessels to get to
all parts of the body. Often the heart must work harder if the arteries are too
narrow or stiff or there is too much fluid in the body. If high blood pressure is
not treated, then heart has to  work very hard  in adverse condition. A heart
increases in size and become weaker.

As we discussed the normal blood pressure for an adult is systolic blood pressure
(SBP) of <120 mm of Mercury (Hg) and diastolic blood pressure (DBP) <80 mm
of Hg, which is written as 120/80 mm of Hg (“120 by 80 mm of Hg”). Anything
more than this is either considered as prehypertension ( SBP 120-139 mm of Hg
or DBP 80-89 mm of Hg) or hypertension stage I (SBP 140-159 mm of Hg or
DBP 90-99 mm of Hg) and hypertension stage II (SBP >160 mm of Hg or
DBP>100 mm of Hg). We will learn about cautions to be taken while measuring
blood pressure.

Signs and symptoms of Hypertension

Generally people suffering from hypertension will not have many symptom, unless
it is of very severe grade. Therefore it remains undetected and silently it damage
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the health of individual, therefore it is called as silent killer too. Some of the
patient may have vague complaints like headache, generalise body pain, easy
fatigability, heaviness in head etc. But unless we measure blood pressure we will
not be able to know the blood pressure status of individual.

Record  of blood pressure

It is simple but important skill, and needs practice to get correct measurement. It
is important to take the blood pressure the right way and correct measurement.
Knowing how to take a blood pressure will pay more than just guessing about
hypertension. The instrument we use for blood pressure measurement is called
sphygmomanometer. There are different types of instruments for measuring blood
pressure  available in market. Measuring BP in adults  has two parts. One part is
the blood pressure cuff, and the other part is the dial or monitor that shows the
blood pressure numbers.

Preparation for measuring BP:

Before measuring Blood Pressure you need to know the following:

1) Do not measure BP immediately as person comes to you for BP measurement.
Allow him to settle down. Because there is always  a fare probability to
measure higher blood pressure  after  walking, running, climbing stairs, eating
large meal. Wait for 20–30 mins.

2) Check whether  the  person had coffee, tea or had smoked just minutes before
the visit. If yes then wait for 20–30 mins.

3) Make him /her comfortable. Explain about the importance of BP
measurement.

4) Avoid measuring BP on the  side of injured  arm, post- mastectomy  side, AV
fistula made for dialysis.

5) Check cuff of BP apparatus. Deflate it if it was inflated. Check mercury
column, where it is? Is it at 0 (zero) mm of Hg marking? If no, release any
pressure in cuff. If mercury column is at higher marking then probably you
will record falsely higher BP of individual.

Steps in measurements

1) Ask individual to sit comfortably without any discomforting posture. You
can take blood pressure while laying down too. Talk with person. Give  time
to  the  patient to relax.

2) Keep forearm of patient on table with palm facing upward. Keep cuff and
instrument at same level as the heart.

3) Put the proper adult size blood pressure cuff on the patient’s arm.

4) Place stethoscope, ear piece in both ear and diaphragm at inner side of elbow
fold slightly toward chest of person where you can feel  brachial artery
pulsations.

5) Lock the knob on pressure bulb and Squeeze it to raise pressure in pressure
cuff tied to arm. While inflating the cuff listen the sound by stethoscope.
While inflating at some point you will stop listening sounds through
stethoscope. Inflate it for more than 20–30 mm of Hg more from this
point.
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6) Then start deflating cuff slowly while waiting to listen sounds through
stethoscope again.

7) Note down the blood pressure numbers corresponding where sound appears
(record as systolic BP) and disappears again (record as diastolic BP).

8) Remove the cuff from the person’s arm.

If you are confused or not able to measure it properly then you can repeat
measurement after waiting for a while. Interpret the reading as discussed previously.

Management

Refer patient to doctor for further evaluation. This patient may need thorough
examination and a few investigations to know the cause of hypertension in this
patient. If we could find some cause of hypertension then we call it as “Secondary
hypertension” that is the hypertension is caused by some other problem say kidney
problem. If we could not find any cause then it is “Primary or essential
hypertension”.

Early treatment has positive outcome. So it should be encouraged to take treatment
for preventing future heart problem and other complications. Care of known
hypertensive patient we will discuss at the end of this module. Get investigated
for ECG, chest X-ray, urine routine specifically urinary protein and sugar, serum
creatinine.

There are many antihypertesion drugs available like thiazide diuretics, loop
diretics, potassium sparing diuretics, aldosteron receptor blockers, beta adrenergic
blockes, Angiotensin – converting enzyme (ACE) inhibiters, angiotensin II
antagonist, calcium channel blockers. Generally treatment is started with Thiazide
diuretics. But most of the time patient land up in muple drugs with rationale
combination required.

3.2.3 Role of Health Worker in Prevention and Management of
Heart Diseases

In community you may be the first person to be contacted for heart problem. As
we studied, almost all heart problems need to be attended promptly without
wasting time. Your right decision at given point of time can save patients’ life.

• Discuss with individual or community members, regarding risk factors present
in individuals or in the community.

• Create awareness about risk factor of heart disease.

• Modify the modifiable risk factors it will prevent good chunk of heart diseases
in the community.

• Risk factors

• Living healthy life style

• Diet

• Work on risk factors in individual and community.

• Encourage community and individual to adopt healthy and active life style.

• Encourage people to have ideal weight. Discourage tobacco alcohol use in
any form. Also discourage people taking alcohol. Help them to quit these
addictions with the help of counsellor, doctor or psychiatrist.
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• Advise all high risk people to get investigated for hypertension, high blood
sugar, and high blood cholesterol.

• Screen people for high blood pressure, high blood cholesterol, and high blood
sugar as advised in national programme for prevention and control of Cancer,
diabetes, cardiovascular diseases and stroke guidelines. In this national
programme (opportunistic screening is advised).

• During the camps/designated day health worker shall examine persons at
and above the age of 30 years for alcohol and tobacco intake, physical activity,
blood sugar and blood pressure.

• During the examination, health worker shall also carry out the measurement
of weight, height, and calculate Body Mass Index (BMI) etc.

• Encourage people to adopt daily exercise or brisk walk to prevent development
of risk factors.

• Encourage to play outdoor activities and sports and lose weight if overweight.
• Diet help individuals to adopt healthy dietary habit.
• Advise them to reduce salt intake <5gm/day in their diet. Avoid too much

sweets and fatty food, fried food items. Include vegetables and fruits in diet.

• Role in diagnosis of heart disease

Your knowledge of warning symptoms and signs of heart disease will make
huge difference in patient’s life. Keep high suspicion for symptom and signs
of heart disease. Do not worry about being wrong, if your suspicion is wrong
it will be bit embarrassing but if your suspicion was right then you will save
life! You being wrong will still be an opportunity for screening of the patient
and reassure them.

3.2.4 Take Appropriate Decision and Referral
• A timely right decision is must for positive outcome of heart diseases.

• Know health facilities in your area where heart problems can be dealt
properly.

• Have communication with doctors in your working area.

• Have ambulance number for emergency.

3.2.5 Care of Patients Who are Already Suffering from Heart
Disease

As mid level health care provider(mn), you should give psychological support to
the patient. Encourage them to have positive attitude to have good outcome.
Understand what were specific advice given by doctor. Encourage them to stick
the treatment protocol and medicine prescribed by doctor. Monitor risk factor in
individual. Take routinely BP, check blood sugar, body weight of patient.
Encourage them to have healthy life style. Advice them to adopt healthy dietary
practices in their day to day life. Help them to quit alcohol and tobacco addiction.
Though it is not easy but de-addiction will have very positive impact on outcome.
Help them to keep all essential medicine in sufficient quantity. Clear the
importance of routine follow up with doctor. Help them to keep good follow up.
Understand any problem they are facing with medicine. Link them to doctor for
any query.
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Check Your Progress 1

1) What are the risk factors of heart disease?

................................................................................................................

................................................................................................................

2) What are the symptoms of heart attack?

................................................................................................................

................................................................................................................

3.3 BLOOD DISORDER
Blood is composed of cells and plasma. Cells include red blood cells white blood
cells  and platelets.  Plasma is liquid part of blood composed of water, various
proteins, such as albumin, globulin, fibrinogen and other clotting factors. The
primary site of blood formation is bone marrow. Disease of blood cells and clotting
factors are called as blood disorders. The cells in blood have limited life span so
they are continuously produced and replaced from bone marrow.

3.3.1 Some Common Blood Disorders
Anaemia: There are three types of anaemia – nutritional, Haemolytic and due to
blood loss. Let us discuss these as given below:

1) Nutritional anaemia a) Iron deficiency anaemia

b) Megaloblastic anaemia

c) Aplastic anaemia (related to immune
system)

2) Haemolytic anaemia a) Sickel cell anaemia

b) Thalassemia

3) Blood loss anaemia: Due loss of blood volume

a. Abnormal generation of cells
Polycythemia vera
Leukaemia (Blood cancers)

b. Bleeding disorders
Throbocytopenia
Disseminated Intravascular Coagulation
Von Willebrand’s disease
Haemophilia

Anaemia: Anaemia is characterised by decrease in the number of red blood cells
(RBCs) or by decrease in haemoglobin concentration. Haemoglobin is found in
red blood cells, which helps in transporting oxygen to tissues in the body. So the
decrease in RBCs or haemoglobin will decrease oxygen carrying capacity of
blood.  Hence body cells will receive less oxygen, which will affect the function
of body in general. In severe cases patient may land up in heart failure. There are
various causes of anaemia. For easy understanding the common anaemias were
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classified in nutritional anaemia, haemolytic anaemia and blood loss anaemia. It
is important to know the type of anaemia.

Iron deficiency anaemia: Iron deficiency is by far the commonest nutritional
cause of anaemia; it may be associated with folate deficiency, especially during
pregnancy, adolescence and in childhood. Along with nutritional deficiencies
there are other causes like intestinal helminthes infestation and malaria which
may predispose to anaemia. Patient may not be having any symptoms in mild
cases. The vague symptoms like easy fatigability, shortness of breath, palpitations,
headache etc are the common symptoms  and  there may be a history of eating
mud in children. The diagnosis of iron deficiency anaemia will be done by
complete blood counts (CBC) with peripheral smear and iron profile. There will
be decreased haemoglobin, decreased pack cell volume. Serum iron and ferritin
will confirm diagnosis but this investigation not possible in PHC. Smear showing
microcytic hypochromic RBCs in our country can be suggestive of iron deficiency
anaemia.

Megaloblastic anaemia: Megaloblastic anaemia is a condition in which the bone
marrow produces unusually large, structurally abnormal, immature red blood
cells (megaloblasts). Megaloblastic anaemia has several different causes.
Deficiencies of either cobalamin (vitamin B12) or folate (vitamin B9) are the
two most common causes. These vitamins play an essential role in the production
of red blood cells.

Along with general symptoms like easy fatigability, shortness of breath, sore
mouth, glossitis, the megaloblastic anaemia may present with neurological
symptoms like tingling or numbness in the hands or feet. Additional symptoms
may develop over time including balance or gait problems, vision loss due to
degeneration (atrophy) of the nerve that transmits impulses from the retina to the
brain (optic nerve), and mental confusion or memory loss. A variety of psychiatric
abnormalities have also been reported in individuals with cobalamin deficiency
including depression, insomnia (difficulty or unable to sleep), listlessness, and
panic attacks. The spectrum of neuropsychological symptoms potentially
associated with cobalamin deficiency is large and varied. A complete blood count
with opinion on peripheral smear will give a good clue of diagnosis.

Aplastic anaemia: This is the condition in which insufficient quantity of blood
cells like RBC, WBCs and platelets are produced at its site of production that is
at bone marrow. The exact cause may not be known; mostly it is related with
immune system. All the general symptoms of anaemia will be present along with
bleeding tendency from gums, internal bleeding in organs or gastro intestinal
tract due to decrease in platelets. The management of this anaemia requires expert
opinion and evaluation; so refer this patient to health facility.

Sickle cell anaemia: Sickle cell anaemia is an inherited disorder of haemoglobin
(Hb). The red blood cells (RBC) become hard, sticky and shaped like a farmer’s
sickle. These sickle cells block blood and oxygen flow in blood vessels, and
break down more rapidly than normal RBCs. This can cause a low blood count
(anaemia). There are two types one is called sickle cell disease (SCD) where
haemoglobin pattern is SS and another is sickle cell trait where haemoglobin
pattern is AS type. SCD is severe condition and will frequently have complications
whereas most of the sickle cell trait patients lives life asymptomatically.

The complications of Sickle Cell Disease: SCD can block the flow of blood in
small arteries in many parts of the body, causing variety complications. The
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hallmark symptom of SCD is sickle cell crisis, it causes sudden attacks of severe
pain. An infection or blockage of blood vessels in the lungs can lead to acute
chest syndrome (ACS), another common and serious occurrence. The abnormal
shape of red blood cells found in patients with SCD contributes to co-morbidities
throughout the lifespan including pneumococcal infections and acute spleen
sequestrations in infants, pulmonary hypertension, stroke, gallbladder disease,
and organ damage. SCD is also associated with premature mortality. The sickle
cell crisis can be an emergency so better refer the patient to facility for evaluation
and management.

Sickle Cell Trait : SCT is different from SCD. Individuals with SCT cannot
develop SCD later in life; however, they can pass the sickle cell gene to their
children. Therefore pre-marriage counselling is important to these patients too.

Thalassemia: This is also a haemolytic condition where the proper haemoglobin
formation gets affected (defect in beta globulin chain of haemoglobin). Patient
will have symptoms of  anaemia. Patient may need repeated blood transfusions
so refer this patient to health facility.

Blood loss anaemia: There may be history blood loss from any site from body
commonly haemorrhoid (piles), heavy menses or internal organs and gastro
intestinal tract bleed etc. Some time bleeding cannot be noticed unless we do
investigate for blood in stool or urine. Refer these patients for detail investigations.

Abnormal proliferation of blood cells: It may be polycythemia vera (abnormally
increase in number of RBC) or leukaemias (blood cancers). Common symptoms
include are reddish purple skin and mucosa in polycythemia vera especially after
bathing and in leukaemia pallor, easy fatigability, shortness of breath, abnormal
bleeding or bruising. There may be enlarged liver and spleen  in these patients.
Refer this patient to health facility.

Bleeding disorders: They are very annoying to the patients. Patient may have
complaint about bleeding tendency from gums, mouth, nose, heavy bleeding
during menses or concealed internal organ bleeding presenting as pain in abdomen,
blood in vomiting. Bleeding spots or bruising in the skin is also common. There
may be history of passing black coloured stool or red streak on stool.  Patients
need to be investigated for concealed bleeding in urine and stool. Refer this patient
immediately.

3.3.2 Signs and Symptoms of Blood Disorders
General non specific symptoms in a patient of blood disorders include weakness,
easy fatigability, shortness of breath, malaise, pallor (conjunctival, tongue and
palmer) and recurrent infection are few of the symptoms which may appear to be
non specific  in nature.

Specific symptoms and signs which warrant urgent medical care are jaundice
(yellowish discolouration of eyes), acute bleeding from gums, nose, anus, passing
blood in stool or dark coloured stools, acute abdominal pain, acute chest pain,
blood in vomiting, lump in abdomen (liver enlargement, Spleen enlargement),
swellings  around neck and other parts of body (lymph nodes), swelling over
feet, ankle and legs.

On investigation  an abnormally increase or decrease in the counts and shape and
size of blood cells should raised the suspicion of blood disorder. Decrease in
haemoglobin concentration is suggestive of anaemia.
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3.3.3 Management of Blood Disorders
Management of blood disorder will be discussed under suspected case and
diagnosed case. Care of suspected case of blood disorder.

Ask about previous history of similar complaints. Any history of blood loss,
menorrhagia or amenorrhoea. Whether any history of blood transfusion in past?

Examine eyes for jaundice and pallor. See for pallor in tongue (pale and smooth
tongue is suggestive anaemia), and palms. Search for any neck swelling, abdominal
lump (liver mass on right side of lower chest cage  and for spleen enlargement on
left side of lower part of chest). Check for any bruises or bleeding spots in skin.
Examine  for spoon shaped fingernail. Check for pitting oedema (presence of pit
on pressing on upper side of feet, ankles or lower leg). Check haemoglobin. Get
complete blood count to know the cell counts with peripheral smear opinion for
any abnormality of blood cells. If suspicion is of sickle cell anaemia or thalassemia
get Hb electrophoresis to confirm type of sickle cell or thalassemia. The sickle
cell crisis can be an emergency so better refer the patient to facility for evaluation
and management.

If you had any suspicion based on above symptoms and signs then immediately
you should refer this patient to doctor or health facility for further evaluation.
Get thoroughly investigated and have a diagnosis after discussing with doctor.

Care of diagnosed case of blood disorder

Nutritional anaemia: For anaemia first try to know the type of anaemia. If you are
sure it is mild Iron deficiency anaemia which is common in pregnancy, adolescent
or in children then asses diet to known whether patient is taking iron rich foods
or not. Advise patient to take iron rich food items like meat, poultry, fish, jaggery
and groundnuts, green vegetables, cereals, legumes, nuts. Take iron rich diet
with vit C or with citrus fruits. Provide oral Iron folic acid tablet to the patient. A
tablet must contain 100 mg of elemental Iron and 5mg folic acid and it is given
for 100 days in cases of pregnancy. For iron deficiency anaemia other than in
pregnancy, encourage patient to comply with drug regimen by explaining the
duration, importance and side effect of drug therapy as advised by doctor. Warn
patient about its side effects like constipation and black colour to stool and explain
it is not worrisome. For moderate to severe iron deficiency anaemia you may
need to refer patient for injectable Iron or blood transfusion. The technique of
giving injectable (parenteral) iron is called as Z track technique. In this technique
use 2 inch needle. Retract skin over muscle of outer quadrant of buttock laterally
before inserting needle to prevent leakage along track and staining of skin. Please
rule out sickle anaemia or other haemolytic anaemia before prescribing Iron
therapy.

For megaloblastic anaemia, injectable hydroxycobalamine or cynocobalamine
(Vit B12) is given intramuscularly every month with oral folic acid tablets.

For aplastic anaemia, educate patient for his personal care like taking medicine
regularly, preventing bleeding incidents. Avoid injections.

Sickle cell anaemia: Know the type of sickle cell anaemia whether it is sickle
cell disease (SS pattern) or sickle cell trait (SA pattern) by haemoglobin
electrophoresis. Advise to take more and more water and fluids. Avoid stressful
conditions which will increase oxygen demand (any strenuous exercise), extreme
heat or cold. Make arrangement with blood bank for any blood transfusion if
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needed. Make them aware about signs of crisis. Administer analgesic and fluids
to the patients who are in crisis. Teach family member about the care and crisis.
These individuals need pre-marital counselling to prevent sickle cell disease in
their children.

Thalassemia: Patient of major thalassemia needs frequent blood transfusion in
every 3 to 4 weeks. Make available blood for transfusion from authorised blood
bank. Encourage community members for blood donation which may help this
kind of people.

Blood loss anaemia: Try to know the site and cause of blood loss. It may be
haemorrhoids (piles), menorrhagia (excessive loss of blood during menses),
internal gastro intestinal tract bleeding. Some time need more investigation to
know the site of bleeding. After conferring diagnosis as patient need to stick to
medication as advised by doctor. Act as bridge between patient and doctor to
understand problem in patient.

Abnormal proliferation of blood cell occurs in polycythemia vera and blood
cancers, it can be confirmed by complete blood count and bone marrow studies.
Refer patient to health facility for detail management. Encourage patient and
family for regular follow up with health facility.

Bleeding disorder:

Avoid bleeding by preventing use of sharps, needles and hard tooth brush. Advise
to take stool softeners and plenty of water. Advise to watch on bleeding like
number of pad used in menses, colour of urine and stool. Advise to have routine
follow up with treating doctor and investigate for concealed blood loss in urine
and stool.

3.3.4 Importance of Counselling in Blood Disorder
As health worker you may need to help to take right decision regarding their
disorder. For example, you may need to give pre-marriage counselling to the
haemolytic anaemia patients. Advise to avoid marriage between two sickle cell
disease patients. Help them to take decision regarding treatment centers and
treatment facilities available nearby. Have contact number of blood bank in case
you need to direct them to avail blood in emergency. Encourage community
members to donate blood.

Check Your Progress 2

1) Name the common blood disorder.

................................................................................................................

................................................................................................................

2) When you will suspect blood disorders?

................................................................................................................

................................................................................................................

3.4 URINARY TRACT INFECTIONS
A patient with Urinary Tract Infection (UTI) may be symptomatic or
asymptomatic. UTI usually presents with
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Cystitis: The typical symptoms of cystitis are burning micturition, dysuria,
increased frequency of micturition, and urgency. Nocturia, hesitancy, suprapubic
discomfort, and haematuria may also be present. Unilateral back or flank pain is
generally an indication that the upper urinary tract is involved.

Pyelonephritis: Mild pyelonephritis can present as low-grade fever with or
without lower-back or costovertebral-angle pain. In severe cases high grade fever,
rigors, nausea, vomiting, and flank pain may be present. Symptoms are generally
acute in onset, and symptoms of cystitis may not be present. Fever is the main
feature distinguishing cystitis and pyelonephritis. The fever of pyelonephritis
typically exhibits a high, spiking “picket-fence” pattern. When it is due to
obstructive pathology, urine flow may be decreased.

Prostatitis: It may be infectious as well as non-infectious, although infectious
form is less common than the non-infectious form. Acute bacterial prostatitis
presents as dysuria, frequency, and pain in the prostatic, pelvic, or perineal area.
Fever and chills are usually present, and symptoms of bladder outlet obstruction
like hesitancy, dribbling and urgency are common. Chronic bacterial prostatitis
presents more insidiously as recurrent episodes of cystitis, sometimes with
associated pelvic and perineal pain.

3.4.1  Assessment for Urinary Tract Infections
UTI can be diagnosed quite accurately on the basis of symptoms and laboratory
tests are seldom needed to initiate the treatment. In absence of complicating factors
like pregnancy, STD/RTI, comorbidities, the symptoms of UTI can diagnose about
90% of the infections correctly. The biochemical, pathological and microbiological
investigations are needed to reach the etiology of the disease. Care should be
taken about complicating symptoms like vaginal discharge, in presence of which
the patient may require further evaluation. Other diagnosis that should be
considered when a woman presents with dysuria and vaginal discharge are
cervicitis, vaginitis, and urethritis. Women with multiple sexual partners, frequent
sexual intercourse, with inconsistent use of condoms are at increased risk of
STD/RTI and these should be excluded before initiating treatment for UTI. An
approach to diagnosing and initiating the treatment among UTI patients has been
presented in the following table.

Clinical Patient Characteristics Diagnostic and
Presentation Management

Considerations

Acute onset of Non-pregnant healthy • Consider uncomplicated
urinary symptoms women with clear cystitis
• Dysuria history suggestive of • No urine culture needed
• Frequency UTI
• Urgency Women with unclear • Consider uncomplicated

history or risk factors cystitis or STD
for STD • STD evaluation and pelvic

examination

Male with perineal, • Consider acute prostatitis
pelvic or prostatic • Urinalysis, culture and
pain urological evaluation may

be needed
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Patients with indwelling • Consider catheter
urinary catheter associated UTI

• Exchange or remove
catheter

• Urinalysis and urine and/or
blood culture for
assessment

All other patients • Consider complicated UTI
and refer to higher centres
for urinalysis, assessing
any anatomical or
functional abnormality.

Acute onset of Otherwise healthy non- • Consider uncomplicated
• Backpain pregnant women pyelonephritis
• Nausea/vomiting All other patients • Urine culture may be
• Fever needed
• Possible cystitis • Consider complicated

symptoms pyelonephritis and refer to
higher centre for further
assessment

Non localising Patients with sign and • Consider complicated UTI
systemic symptoms symptoms of systemic or pyelonephritis and refer
• Fever infections and no obvious to higher centre for further
• Altered mental cause assessment and

status management

Recurrent acute • Refer to higher centre for
urinary symptoms further assessment and

management

Although urine cultures would be ideal in diagnosing UTI, in primary care settings
investigations like blood and urine culture, ultrasonography etc. are not available.
Microscopic examination of urine is also seldom available depending on the
expertise of the laboratory technician. If available it may help in visualising pus
cells and RBCs in the urine. A peripheral smear may help in determining if the
leucocyte count is raised which may signify inflammatory response to the
pathology and bacteria in the urinary tract.

A rough differentiation of pyelonephritis and cystitis can be made by determining
the presence of proteins in the urine. Urine dipstick test or heat coagulation test
may be performed for the same by collecting 10–15 ml urine in a test tube and
heating the upper portion. Appearance of turbidity shows proteins in urine.  As
proteins are excreted in urine in case of renal pathology, it signifies pyelonephritis
if detected in urine. Benedicts test or dipstick test for glucose may also be
performed which signifies chronic renal pathology.

Clinical Patient Characteristics Diagnostic and
Presentation Management

Considerations
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3.4.2 Treatment
Antibiotics form the mainstay of treatment for all symptomatic cases of UTI.
However, asymptomatic bacteriuria cases e.g. asymptomatic patients with catheter
should not be given antibiotics as unnecessary antibiotic treatment is associated
with significantly increased risk of clinical adverse events due to destruction of
normal bacterial flora and development of antibiotic-resistance. Empirical therapy
in UTI cases should not be withheld because of unavailability of investigations.
The treatment options include:

Antibiotics:

1) Cotrimoxazole: Cotrimoxazole is the first line drug for treatment of cystitis.
In adults a double strength tablet of Cotrimoxazole in BD dose for 5 days is
effective in treating cystitis.

2) Nitrofurantoin: Nitrofurantoin is generally useful only in case of cystitis as
tissue levels of nitrofurantoin do not reach enough concentration to cure
pyelonephritis. A 5 day or 7 day treatment regimen with 100 mg BD dosage
gives good response in cystitis.

3) Fluoroquinolones: Ciprofloxacin 500 mg tablets given for 3 or 5 days in
BD dose gives good response in cystitis but in view of antibiotic resistance
its use is restricted these days. Fluoroquinolones are the first line drugs for
treating pyelonephritis due to antimicrobial resistance to Cotrimoxazole in
Pyelonephritis patients.

4) Penicillins: Penicillins are generally less useful in treatment of UTI and should
be used in complicated cases of UTI and pregnancy. In pregnancy due to the
possible effects on foetus Nitrofurantoin, Cotrimoxazole or Fluoroquinolones
should be avoided. Ampicillin and cephalosporins are mostly the first line
drugs in pregnancy. Among Cephalosporins, Cefixime tablets 100 mg BD
dose for 5 or 7 days should be given.

Prostatitis in males: In men with apparently uncomplicated UTI, a 7 to 14 day
course of a Fluoroquinolone or Cotrimoxazole is recommended. In case of a
recurrent episode of prostatitis or UTI in males a 12 week course of antibiotic
should be initiated.

Analgesics: Analgesics and antipyretics often provide symptomatic relief in
patients having fever and pain. Paracetamol may be given for fever and pain.
Often patients with obstructive uropathy may require injectable analgesics.

General measures: The general measures for UTI patients include plenty of fluids
and frequent emptying of bladder which will reduce urinary stasis, reduce the
chances of infection and thus help in recovery.

3.4.3 Urinary Tract Infection in Children
UTI affects about 6–8% of girls and 1.5–2% of boys. They are important cause
of morbidity and may also cause renal damage if not treated effectively. The
incidence is higher in boys in infancy and later in girls.

Vesico-ureteric reflux, obstructive uropathy, neurogenic bladder, malnutrition,
immunosuppressive therapy and conditions, renal parenchymal disease are
important predisposing factors for UTI among children.
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In neonates unexplained fever may be the only presenting symptom of UTI.
Occasionally the infant may present with failure to thrive or poor weight gain,
diarrhoea, vomiting, jaundice and sometimes features of systemic toxicity
signifying sepsis may also be present.

UTI presenting with oedema over face typically present in the morning which
progresses to feet and legs in few days. Haematuria, polyuria, dysuria, flank pain,
ureteric colic, polydipsia, and enuresis may be present. These features signify
underlying renal pathology like glomerulonephritis. Chronic renal conditions may
also present with rickets, symptomatic hypertension, collagen vascular diseases,
anaemia along with UTI.

Diagnosis: Children require the use of diagnostic tests more often than
adults for confirming the diagnosis. The diagnostic tests are similar to what
has been described among adults. Differentiating between upper and lower
urinary infections practically is not useful in deciding the initial treatment
in children.

Treatment: In young infants UTI is often associated with sepsis and requires
injectable antibiotic therapy with ampicillin, aminoglycoside or a
cephalosporin for 10–14 days. If available an initial dose should be given in
such cases and patient should be referred to higher centre for further
management. I.V. fluid should be initiated in case of fluid or electrolyte
imbalance.

In older children if the child is taking orally, oral amoxicillin in 30–50 mg/
kg/day in 3 divided doses or oral cefixime in dose of 10–20 mg/kg/day in 2
divided doses should be given. The treatment should be continued for 7–10
days. In case the child does not respond in 24–36 hours, the child should be
referred to a higher centre for management in view of non-response to
treatment which may be due to resistance or some other underlying
abnormality.

The general measures in management of UTI in children are  same as that in
adults.

Check Your Progress 3

1) When do you suspect a person to have UTI?

................................................................................................................

................................................................................................................

2) What measures do you take to manage UTI?

................................................................................................................

................................................................................................................

3.5 LET US SUM UP
Heart diseases are the major cause of death in adult and elderly people in country.
The common heart diseases are heart attack, heart failure, arrhythmias and
hypertension. There are non-modifiable and modifiable risk factors for heart
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diseases. Non-modifiable risk factor are age, sex, genetic factors and ethnicity.
The modifiable risk factor are high blood sugar, hypertension, high cholesterol,
overweight, unhealthy life style, unhealthy dietary pattern, alcohol and tobacco
consumption. The most common symptoms are chest pain, chest discomfort,
breathlessness, palpitation, swelling over feet, ankle, legs, breathlessness on
exertions, sleep or at rest. All the suspicious cases of heart diseases need prompt
response. The timely response can save life.

The common blood disorder are anaemia (nutritional, haemolytic or blood loss),
disorders of abnormal proliferation of blood cells like leukaemia (blood cancer)
and bleeding disorders. The diagnosis of blood disorder is crucial for its
management. So it is essential to have clear diagnosis of patient suffering from
type blood disorder. The management include dietary advise and medications
in mild case of nutritional anaemia. For moderate and severe cases needs parental
iron or blood transfusion and other specific medications. Haemolytic anaemia
may need blood transfusion. In sickle cell disease prevention of crisis is
important. For leukaemia and bleeding disorder a specialised treatment is
required.

We have also discussed urinary tract infections and its treatment in children.

3.6 MODEL ANSWERS

Check Your Progress 1

Non modifiable risk factors Modifiable risk factors

• Age • Overweight (Obesity)

• Sex • Unhealthy diet

• Genetic factors: Family history • High blood pressure.
of heart attacks and strokes at • High blood cholesterol (high fat
an early age in blood)

• Ethnicity • Diabetes (High blood sugar)
• A previous heart attack • Tobacco use

• High alcohol intake

• Physical inactivity

• Stress

• Some medicines

• Some diseases like kidney
diseases

• Environmental factors: Increased
stress, extremes of condition like
too much high altitude (height)

2) Symptoms of heart attack.
• Chest pain or discomfort: Sudden severe chest pain with no known

cause is major suspicion of heart attack. It may be of dull aching,
Choking, strangling, cramping, stabbing type of pain, pressure,
heaviness or just discomfort. It may be mild to severe. It may start
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suddenly or slowly. Some time it is silent as in diabetes. The chest pain
may radiate to  jaw, neck, arm, shoulders or back. It may associate
with raised heart rate, difficulty in breathing, palpiatation, nauseas and
increase or decrease blood pressure. Angina is chest pain or discomfort
that a person has if the heart does not get enough blood.  Usually angina
is felt as uncomfortable pressure, fullness, squeezing or pain in the
center of the chest. A person may also feel the discomfort in the neck,
jaw, shoulder, back or arm. These feelings are also signs of a heart
attack, but if it is angina, the pain or discomfort will last only a few
minutes  before going away. If these symptoms  last longer, it could be
a heart attack.  Following symptoms may be present with or without
chest pain.

• Shortness of breath
• Palpitations (unpleasant awareness of own heart beat)
• Feeling weak, light-headed, or faint
• Confusion
• Difficulty in understanding

Check Your Progress 2
1) Some of common blood disorders

A. Anaemia:

Nutritional anaemia a) Iron deficiency anaemia
b) Megaloblastic anaemia
c) Aplastic anaemia (related to immune

system)

Haemolytic anaemia a) Sickel cell anaemia
b) Thalassemia

B. Abnormal generation of cells
• Polycythemia vera
• Leukaemia (Blood cancers)

C. Bleeding disorders
• Throbocytopenia
• Disseminated Intravascular Coagulation
• Von Willebrand’s disease
• Haemophilia

2) General non-specific symptoms in a patient of blood disorders include
weakness, easy fatigability, shortness of breath, malaise, pallor (conjunctival,
tongue and palmer) and recurrent infection are few of the symptoms which
may appear to be non-specific  in nature.

Specific symptoms and signs which warrant urgent medical care are jaundice
(yellowish discolouration of eyes), acute bleeding from gums, nose, anus,
passing blood in stool or dark coloured stools, acute abdominal pain, acute
chest pain, blood in vomiting, lump in abdomen (liver enlargement, Spleen
enlargement), swellings  around neck and other parts of body (lymph nodes),
sweeling over feet, ankle and legs.
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Check Your Progress 3

1) UTI can be diagnosed quite accurately on the basis of symptoms and
laboratory tests are seldom needed to initiate the treatment. In absence of
complicating factors like pregnancy, STD/RTI, comorbidities, the symptoms
of UTI can diagnose about 90% of the infections correctly. The biochemical,
pathological and microbiological investigations are needed to reach the
etiology of the disease

2) General measures: The general measures for UTI patients include plenty of
fluids and frequent emptying of bladder which will reduce urinary stasis,
reduce the chances of infection and thus help in recovery.
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4.0 INTRODUCTION
In this unit we will discuss some very common eye  and Ear-Nose-Throat (ENT)
conditions affecting various age groups. Ophthalmic conditions affect all age
groups. Refractive errors, vitamin A deficiency, conjunctivitis, trachoma, cataract,
glaucoma, Eye injuries are common cause of ocular morbidity.  Ear-Nose-Throat
conditions can affect all age groups. Children are affected frequently- as many as
40% Ear-Nose-Throat patients comprise children/ paediatric age group.

Let us review the common eye problems and Ear-Nose-Throat conditions and
learn appropriate management.

4.1 OBJECTIVES
After completing this unit, you will be able to:
• enumerate common eye problems;
• recognise clinical manifestations of common eye problems;
• enumerate and advise appropriate investigations and treatment and nursing

care;
• enumerate common Ear-Nose-Throat  (ENT) conditions;
• recognise the signs and symptoms of common Ear-Nose-Throat  (ENT)

conditions; and
• enumerate and advise appropriate investigations and treatment and nursing

care
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We will discuss about general primary care for local infections of eye followed
details of specific eye infections such as Redness of Eye, conjunctivitis, trachoma,
stye and initial diagnosis and referral of refractive errors.

4.2.1  Primary Care for Local Infection of Eye
Before discussing the primary care, let us go through symptoms and signs,
assessment for general eye problems as given below:

Symptoms and signs of eye infections.

• Pain, itching, or sensation of a foreign body in the eye

• Photosensitivity (aversion to bright light)

• Redness or small red lines in the white of the eye

• Discharge of yellow pus that may be crusty on waking up

• Watering of eyes

• Swelling of eye

• Whitening of black of eye

• Swollen eyelids

• Constant involuntary blinking (blepharospasm)

• Crusting over of the eyelid

Primary Care and Nursing Management

Assessment (WHATSUP) explained as:

• W-What part of the eye is affected? Eyelid, conjunctiva, cornea?

• H-How does it feel? Pressure? Itchy? Painful? No pain? Irritated? Spasm?

• A-Aggravating and alleviating factors. Worse when rubbing eyes, blinking?

• T-Timing. Was there exposure to a pathogen? Previous infection or irritation?
Length of time, symptoms have persisted?

• S-Severity. Is there visual impairment?

• U-Useful data for associated symptoms

• P-Photosensitivity.

• Immunosuppressant drugs?

• Do other members of the family or peer group have symptoms?

• Are decongestant eye drops used?

• Are there exudates?

• Are the eyelids sticks together on awakening?

• Does patient wear contact lenses, soft contact lenses overnight, disposable
contact lenses?

• Does Patient has dry eyes?

• Infection with Tuberculosis, Syphilis, HIV?
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• What is typical eye hygiene?

• Perception by the patient of the problem. What does patient think is
wrong?

• Pain related to inflammation or infection of the eye or surrounding tissues.

• Sensory-perceptual alteration (visual) related to blepharospasm, photophobia,
diminished visual acuity (corneal opacity, eye patching), visual distortions
(exudates, ophthalmic ointment).

• Risk for injury related to visual impairment.

• Risk for infection related to poor eye hygiene.

• Knowledge deficit related to disease process, prevention and treatment.

Primary care

1) Checking of visual acuity (refer BNSL-043, Block 2, Unit 5)

2) Relief of acute pain – analgesics, topical local anesthetic.

3) Cleaning of eyes with clean water.

4) Cleaning of hands to prevent spread of infection.

5) Dry hot compresses.

6) Conjunctival swab for culture sensitivity.

7) Contact lenses wearer to switch to glasses.

8) Avoid unusual strain and stress to eyes.

9) Specific management as per cause.

Check Your Progress 1

i) What are common signs and symptoms of eye infections?

.............................................................................................................

ii) First step to assess eye infection is......................................................

iii) In case of infection contact lens wearer should...................................

iv) Most important step to prevent spread of infections..........................

Let us discuss common local infections which affect eyes as given below:

4.2.2 Redness of Eye
Definition: Eye redness refers to a red appearance of the normally white part of
the eye. The eye looks red or bloodshot because blood vessels on the surface of
the eye widen (dilate), bringing extra blood into the eye.

Causes

Conjunctivitis may due to following causes.

• Bacterial

• Viral (most common cause)

• Chlamydia

• Allergic
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• Irritants

• Blepharitis (inflammation of eye lids)

• Stye

• Subconjunctival haemorrhage

• Keratitis

• Corneal abrasion

• Corneal ulcer

• Iridocyclitis

• Acute glaucoma

• Conjuctival or corneal foreign body

• Trichiasis- abnormally positioned eyelashes that grow back towards the eye
touching cornea or conjunctiva

• Episcleritis

• Scleritis

First Aid and Nursing Management

• Visual acuity.

• Eye and hand hygiene to prevent spread

• Investigations for underlying cause

• Dark goggles

• Specific management as per cause

• Conjunctival swab for culture sensitivity

• Do not bandage the eye without ascertaining the cause

• Do not use steroids  without ascertaining the cause

When to refer the patient?

• Associated diminution of vision is there

• Symptoms not improving after conservative management

• Any of the symptoms more pronounced

• In case of very severe pain

• Bulging of eyes is noted (proptosis)

• There is white in black of eye

Detailed Eye examination and investigations (to be done by ophthalmologist)

• Visual acuity

• Torch light examination

• Intra Ocular Pressure (IOP) measurement

• Slit lamp examination

• Fundus examination

• Conjuctival swab for culture sensitivity
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• In case of corneal ulcer: KOH mount, Gram stain, Sample for culture
sensitivity from the lesion

Management is specific for the cause of the lesion.

• Bacterial conjunctivitis: Dry hot fomentation, Topical antibiotics, dark goggles

• Viral conjunctivitis: Supportive treatment. Cold compress, dark goggles,
topical antibiotics to prevent superadded infection.

• Glaucoma:

- Intra Occular Pressure (IOP) lowering drugs.

• Daimox

• I/V mannitol

• Timolol etc.

• Scleritis/episceritis:

- Topical steroids

• Iridocyclitis:

- Topical  steroids

• Stye:

- Dry hot fomentation, Topical antibiotics, oral antibiotics, epilation of
affected hair follicles

• Trichiasis:

- Epilation (removal of hair) of eye lashes

Check Your Progress 2

1) What are common causes of red eye?

................................................................................................................

................................................................................................................

................................................................................................................

2) Blepharitis is inflammation of ..................................................

3) Conjuctival swab is taken for ...................................................

4) ........................................ should not be used without ascertaining the
underlying cause.

5) Trichiasis can be treated by........................................................

6) What action to be taken if red eye is associated with diminution of vision.

................................................................................................................

................................................................................................................

................................................................................................................
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4.2.3 Conjunctivitis
Let us now discuss another important eye condition as given below:

Definition: It is an inflammation or swelling of the conjunctiva. The conjunctiva
is the thin transparent layer of tissue that lines the inner surface of the eyelid and
covers the white part of the eye.  Often called “pink eye”, conjunctivitis is a
common eye disease.

1) Allergic Conjunctivitis: Allergic conjunctivitis occurs more commonly
among people who already have seasonal allergies. They develop it when
they come into contact with a substance that triggers an allergic reaction in
their eyes.

2) Giant papillary conjunctivitis is a type of allergic conjunctivitis caused by
the chronic presence of a foreign body in the eye. People who wear hard or
rigid contact lenses, wear soft contact lenses that are not replaced frequently,
have an exposed suture on the surface of the eye or have a prosthetic eye are
more likely to develop this form of conjunctivitis.

3) Infectious Conjunctivitis
Bacterial conjunctivitis:
• Staphylococcal: most common cause of bacterial conjunctivitis
• streptococcal : produces peudomembranous conjunctivitis
• Pneumococcal
• Haemophilus influenza
• Moraxella- axenfeld
• Neisseria gonorrhoeae
• Cornebacterium diptheriae: acute membranous conjunctivitis

4) Viral conjunctivitis: It is most commonly caused by contagious viruses
associated with the common cold. Adeno virus and picorna virus are most
common causes.

5) Chemical Conjunctivitis: Chemical Conjunctivitis can be caused by irritants
like air pollution, chlorine in swimming pools, and exposure to noxious
chemicals.

Assessment
Conjunctivitis can be diagnosed through a comprehensive eye examination.
• Patient history to determine the symptoms, when the symptoms began, and

whether any general health or environmental conditions are contributing to
the problem.

• Visual acuity measurements to determine whether vision has been affected.
• Evaluation of the conjunctiva and external eye tissue using bright light and

magnification.
• Evaluation of the inner structures of the eye to ensure that no other tissues

are affected by the condition.
• Supplemental testing, which may include taking cultures or smears of

Conjunctival tissue. This is particularly important in cases of chronic
conjunctivitis or when the condition is not responding to treatment.
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Treatment - Treating conjunctivitis has three main goals:

1) Reduce or lessen the course of the infection or inflammation.

2) Prevent the spread of the infection in contagious forms of conjunctivitis.

3) The appropriate treatment for conjunctivitis depends on its cause.

Allergic conjunctivitis

1) The first step is to remove or avoid the irritant, if possible.

2) Cold compresses and artificial tears to relieve discomfort in mild cases.

3) In more severe cases, non-steroidal anti-inflammatory medications and
antihistaminic.

4) Persistent allergic conjunctivitis may also require topical steroid eye
drops.

Bacterial conjunctivitis

1) Antibiotic eye drops or ointments

2) Dry hot fomentation

3) Dark goggles

Viral conjunctivitis

1) Usually self limiting supportive treatment. Cold compress, dark goggles,
topical antibiotics to prevent superadded infection.

Chemical conjunctivitis

1) Careful flushing of the eyes with saline is a standard treatment for chemical
conjunctivitis.

2) Chemical conjunctivitis also may need to use topical steroids.

When to refer the patient

• Associated diminution of vision is there

• Symptoms not improving after conservative management

• Any of the symptoms more pronounced

• In case of very severe pain

• Bulging of eyes is noted (proptosis)

• There is white in black of eye.

Check Your Progress 3

1) Why we use dark goggles in case of conjunctivitis?

................................................................................................................

................................................................................................................

................................................................................................................
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3) What are 3 main goal of treatment of conjunctivitis?

................................................................................................................

................................................................................................................

................................................................................................................

4) Most important step in treatment of chemical conjunctivitis is

................................................................................................................

4.2.4 Trachoma
Definition: This disease is a chronic keratoconjunctivitis caused by the obligate
intracellular bacterium Chlamydia trachomatis.

Mode of spread

Trachoma is spread through direct contact with infected eye, nose, or throat fluids.
It can also be passed by contact with contaminated objects, such as towels or
clothes. Certain flies can also spread the bacteria.

Symptoms

Symptoms begin 5 to 12 days after being exposed to the bacteria. The condition
begins slowly, appearing as inflammation of the tissue lining the eyelids
(conjunctivitis, or “pink eye”). Untreated, this may lead to scarring.

• Mild itching and irritation of the eyes and eyelids

• Discharge from the eyes containing mucous or pus

• Eyelid swelling

• Light sensitivity (photophobia)

• Eye pain

Symptoms and signs as per WHO grading

• Trachomatous inflammation, follicular (TF) – Five or more follicles of >0.5
mm on the upper tarsal conjunctiva.

• Trachomatous inflammation, intense (TI) – Papillary hypertrophy and
inflammatory thickening of the upper tarsal conjunctiva obscuring more than
half the deep tarsal vessels.

• Trachomatous scarring (TS) – Presence of scarring in tarsal conjunctiva.

• Trachomatous trichiasis (TT) – Atleast one ingrown eyelash touching the
globe, or evidence of epilation (eyelash removal)

• Corneal opacity (CO) – Corneal opacity blurring part of the pupil margin.

Assessment

• As per clinical examination at torch light and  Slit lamp.

• Microbiological examination.
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Treatment

The WHO recommends 2 antibiotics for trachoma control: Oral Azithromycin
single dose and Tetracycline eye ointment.

The World Health Organization (WHO) developed the SAFE strategy.

S = surgical care
A = antibiotics
F = facial cleanliness
E = environmental improvement

Treatment is the one time use of Azithromycin  or the topical use of 1%
Tetracycline  ointment.

When trachoma has progressed to inward-turning of the lashes, surgery is
necessary to correct this and prevent the lashes from scarring the cornea.

Nursing action
• Visual acuity

• Identification of stages of trachoma

• To teach patient importance of hygiene and environmental factors in
prevention and containment of infection

• Early institution of antibiotics ointments to the patient

• Identification of advanced stages of trachoma as per WHO grading and referral
of such patients.

Check Your Progress 4

1) Trachoma is caused by .........................................................

2) Treatment of choice of trachoma is .....................................

3) WHO has developed ....................................strategy for trachoma

4) In case of inward – turning of lashes, what should be done?

................................................................................................................

................................................................................................................

................................................................................................................

5) Enumerate stage of trachoma as per WHO grading system.

................................................................................................................

................................................................................................................

................................................................................................................

4.2.5 Stye
Definition:  Stye or external hordeolum  is an inflammation of a gland of Zeis
that opens into the lash follicle. An abscess forms, which usually points near an
eyelash.  Stye needs to be differentiated from other common causes of lid swelling
like chalazion
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Signs and symptoms

• Swelling, often with pointing on the lid margin situated near a lash

• Pain, watering

• Redness, discharge

Patient’s needs
• Relief of pain and swelling

Treatment
• Topical antibiotics
• Antibiotic ointments

• Removal of affected lash
• Rarely, oral antibiotics

Primary care and nursing management
• Visual acuity

• Eye and hand hygiene to prevent spread
• Explain the treatment to the patient
• Explain the patient how to apply ointment and drops
• If styes recur, the patient should be investigated for diabetes mellitus

• Refraction error in case of recurrent stye

Check Your Progress 5

1) Stye is inflammation of ................................................

2) In stye pus point is present near.....................................

3) Stye needs to be differentiated from which condition?

................................................................................................................

................................................................................................................

................................................................................................................

4) Abscess in case of stye may be drained by .................................

4.2.6 Initial Diagnosis and Referral of Refractive Errors
The refractive power of eye:

The ‘refractive power’ of the eye is the degree to which the eye is able to refract
the light rays. This power is expressed in dioptres. One dioptres brings rays of
light to a focus over one metre. Ten dioptres bring rays of light to a focus over
one-tenth of a metre or 10 cm. The refractive power of the eye is 60 dioptres.
(that of the lens is 17 dioptres and of the cornea 44 dioptres).

Types of refractive errors
• Myopia
• Hypermetropia
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• Astigmatism

• Presbyopia

Myopia (short sightedness)
• A short-sighted person has a long eyeball. The light rays therefore come to a

focus in front of the retina.

• The vision is usually more blurred for distant vision than near vision as the
lens can accommodate for near vision.

• If a concave lens is placed in front of the eye, the light rays will diverge
before converging through the cornea and lens and will come to a focus at
the retina.

• A concave lens is spherical and is known as a ‘minus’ lens.

Hypermetropia (long sightedness)
• A long-sighted person has a short eyeball. The light rays therefore come to a

focus behind the retina causing blurred vision.

• A long-sighted person consequently has to accommodate for their distant
vision to be clear. No further accommodation is possible for near vision, so
this is blurred.

• If a convex lens is placed in front of the eye, the light rays will converge
more sharply and come to a focus on the retina. A convex lens is a spherical
lens because its shape is equal in all meridians. It is known as a ‘plus’ lens.

Presbyopia
• From the age of about 40 years, the lens in the eye no longer has the ability to

accommodate for near vision.

• The light rays therefore fall behind the retina before coming to a focus. This
is known as presbyopia.

• Convex or plus lenses are needed to bring the image into focus on the retina.

• Prescription power of lens increases with increasing age.

Astigmatism
• The astigmatic cornea has an uneven curvature so that there is no point of

focus of the light rays on the retina.

• A cylindrical lens placed in front of the eye with its axis corresponding to the
abnormal plane on the cornea will focus the light rays.

• The cylindrical lens can either be concave or convex.

• Most spectacles combine both spherical (plus or minus) lenses with cylindrical
lenses to provide a compound lens to correct myopia/hypermetropia and
astigmatism.

Assessment
• Initial assessment involves checking visual acuity of the patient both for

distance and near.

• Vision with pin hole is important as it gives clue to visual potential of eye.

• Refraction of eye can be determined under full cycloplegia with automated
refractometer or retinoscopy. (objective refraction)
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• Patient is then called for Post Mydriatic test for prescription of final glasses
after cycloplegic affect of the drug is over. (subjective refraction)

• Refraction and prescription of glasses can be done by optometrist, trained
ophthalmic nurse or ophthalmologist.

Nursing action

• It is very important to indentify and diagnose refractive errors early.

• Visual acuity testing is most important screening method for the same.

• Specially in children early diagnosis and correction is important as uncorrected
refraction can leads to development of Amblyopia. (State of permanent
diminution of vision)

• After screening patient may be referred to designated centers for further
diagnosis and prescription of glasses.

Check Your Progress 6

1) Hypermetropia is also known as ........................................

2) Myopia is also known as ...................................................

3) ................................. is defect of accommodation.

4) Myopia correction is done by ..........................lenses.

5) Hypermetropia correction is done by ..........................lenses.

6) Uncorrected refractive error in children can cause............................

4.3 COMMON EAR-NOSE-THROAT (ENT)
PROBLEMS

We will discuss Epistaxis, Acute Suppurative Otitis Media (ASOM), Sore Throat,
and Deafness.

4.3.1   Epistaxis
Definition

Bleeding from inside the nose is called epistaxis. It is also called nosebleed in
common language or nakseer in the local language and is seen in all ages –
children, adults, elderly.

Causes

These can be divided into:

• Local

• General

• Idiopathic

Local Causes

Nose

1) Trauma : Finger nail trauma, direct injury to nose, nose surgery, facial fractures
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2) Infections : Viral or bacterial rhinitis, sinusitis, fungal infections like
rhinosporidiosis, tuberculosis, syphilis, atrophic rhinitis

3) Foreign Bodies : Non-living, Living: maggots, leeches

4) Neoplasms/Cancers of Nose/Paranasal Sinuses: Haemangioma, papilloma,
carcinomas

5) DNS (Deviated Nasal Septum)

6) Atmospheric changes : High altitudes

Nasopharynx : Adenoiditis, Juvenile angiofibroma, malignant tumours

General Causes
1) Cardiovascular System : Hypertension, pregnancy (hypertension and

hormonal), arteriosclerosis (thickened arteries)

2) Blood and Blood Vessel Disorders : Aplastic anaemia, leukemia, purpura
(platelet disorders), vitamin K deficiency, haemophilia

3) Chronic liver and kidney disease

4) Acute General infections : Influenza, measles, chicken pox, rheumatic fever,
typhoid, pneumonia, malaria, dengue, chikungunya

5) Drugs : Excessive use of analgesics/painkillers (for joint pains, headaches),
anticoagulant therapy (blood thinners) used for heart and other conditions

6) Other Causes : Mediastinal tumours; vicarious menstruation (nosebleed at
time of menses).

Idiopathic

No cause found.

Classification

Anterior : Blood flows out from front of the nose

Posterior : Blood flows back into the throat and is swallowed-patient later has
coffee-coloured vomitus due to altered blood.

First Aid and Nursing Management

• Make patient sit and pinch the nose with thumb and index finger for 10
minutes. This compresses the vessels in anterior septum (called Little’s
area) which is the commonest site of bleeding. It is known as Trotter’s
method.

• Apply cold compresses to nose and face to cause vasoconstriction.

• Make patient sit up and record blood loss taking place through spitting/
vomiting.

• Reassure patient and check pulse, BP, respiratory rate.

• Maintain haemodynamics. Fluids and blood may be required if BP falls below
100/60 mm of Hg.

• Investigate for underlying local/general cause.

Investigations : To rule out bleeding disorders

• Complete blood count
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• Bleeding time, clotting time

• PT/PTTK and INR

Drug Therapy

Patient may be given intravenous Tranexaminic acid 500 mg stat dose, to arrest
bleeding. Up to three such doses can be given over 24 hours.

Specific Management

• Cauterization : If the bleeding point has been located, in anterior epistaxis-
the point is coagulated with electrocautery or silver nitrate. It can be done
under endoscopic vision also.

• Anterior Nasal Packing : Ribbon gauze soaked in antibiotic ointment is
folded upon itself and inserted along floor of nose and then whole nasal
cavity. This stops bleeding by pressure.

• Posterior Nasal Packing : Simplest method is to insert a Foley’s catheter
through one nostril and inflating it with 5–10 ml saline. Then catheter is
pulled forward and anterior nasal packing is done.

• TESPAL- Trans-Nasal Endoscopic Sphenopalatine Artery Ligation :
Specialised procedure done in the operation theatre, where this vessel is
located and ligated under endoscopic guidance.

Check Your Progress 7

1) Commonest cause of epistaxis is .............................

2) First measure to take in a patient with epistaxis, after checking vital
signs is..........................

3) Maximum duration of nose-pinch to stop bleeding is ................ minutes.

4) Fluid resuscitation should be considered if blood pressure falls below
................... mm Hg.

5) Best posture for a patient with active bleeding is sitting upright, to prevent
........................ of blood.

4.3.2  Acute Suppurative Otitis Media (ASOM)
Definition, Causes

It is an acute inflammation of the middle ear cleft, that is Eustachian tube, middle
ear and mastoid air cells. It is very common in small children especially of lower
socioeconomic group. It usually follows upper respiratory tract infection. It can
be caused by viruses or bacteria.

Predisposing Factors
• Recurrent attacks of common cold
• Infection of tonsils/adenoids
• Allergies
• Sinusitis

• Cleft palate.
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Causative Organisms

Streptococcus pneumonia (commonest), Haemophilus influenza, Moraxella
catarrhalis.

Clinical Symptoms: History and Examination

History : Patient will present with history of earache, which occurs within 3 to 5
days after an attack of common cold. There may also be

• Fever

• Decreased hearing

• Pus discharge from ear due to spontaneous rupture of tympanic
membrane

Examination

• Child is irritable

• May be febrile

• Ear canal may or may not contain pus discharge

• Always make sure to examine ear canal to rule out inflammation of skin
(otitis externa). In otitis externa light pressing of tragus will cause severe
pain while this is not the case in ASOM.

Management

• Ear toilet : If there is discharge, it should be mopped gently with cotton
buds. This will make eardrops more effective.

• Antibiotic Ear Drops : Only in cases with ear discharge.

• Analgesics & Antipyretics : Paracetamol (Crocin) is both analgesic as well
as antipyretic (reduces fever) Dose is 15 mg/kg/day in divided doses.

• Antibiotics : If fever and earache do not subside even after 48 hours of the
above management, antibiotics must be started. Amoxicillin or Co-
amoxiclavulanic acid are the most commonly used. Dose: 40 mg/kg/day in
divided doses for at least 7 days.

• Steam inhalation : Helps to remove congestion.

Follow up : All children must be followed up after one week to rule out any
hearing loss or persistent symptoms. Referral to ENT surgeon must be sought if
symptoms persist beyond two weeks.

Check Your Progress 8

1) Commonest manifestation of ASOM is ..........................

2) ..........................is the most commonly used effective drug in patients
of ASOM.

3) Antibiotics must be considered if there is no improvement in symptoms
after ......................hours of conservative management.

4) Ear discharge occurs only when there is .....................of the tympanic
membrane.
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4.3.3  Sore Throat
Definition

Sore throat can be technically classified as pharyngitis or tonsillitis
(inflammation of the pharynx and tonsils) and laryngitis (inflammation of
larynx). The clinical features may overlap with each other. Sore throat can be
acute or chronic.

Etiology

Acute sore throat can be bacterial, viral or fungal. Most common causative
organisms are :

Bacteria : Streptococcus pneumonia, Haemophilus influenza

Viruses : Rhinovirus, influenza virus, Herpes virus

Fungal : Candida

Chronic sore throat : Chronic acid reflux, environmental pollution, vocal abuse
(excessive and inappropriate use of voice).

Signs and Symptoms

History

• Throat pain

• Fever - may or may not be present

• Pain during swallowing food-This may lead to decreased ability to eat.
In severe pain patient may not eat at all leading to dehydration and
starvation.

• Swelling in neck - Due to infected lymph nodes.

Examination

• General features - Patient is febrile, toxic-looking. Vital signs: Tachycardia
may be present. If patient is dehydrated blood pressure will be low.

• Local Examination of throat - Congestion (redness) of tonsils and/or posterior
pharyngeal wall.

Management

• Plenty fluids, soft diet

• Analgesics : Paracetamol (Crocin), also lowers fever

• Antibiotics: Co-amoxiclavulanic acid, Azithromycin

• Steam inhalation

When to consider admission of patient

• Patient cannot eat or drink at all

• Patient not improved after 48 hours of management at home

• Unstable vitals (blood pressure less than 100/60 mmHg)
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Check Your Progress 9

1) Neck swelling in a case of sore throat is because of swollen
.............................

2) Patient unable to eat or drink at all will need admission for
............................ fluids and antibiotics.

4.3.4   Deafness
Definition

Inability to hear is called deafness. It can be present in children and adults. It can be:
• acute or chronic depending on duration, more than 3 months-chronic,

• conductive or sensorineural-

Conductive : Due to defects in : Ear canal, tympanic membrane (eardrum) or
ossicles;

Sensorineural : Due to defect in auditory nerve or cochlea

Assessment

For diagnosis of the condition it is necessary to take history of illness and do an
examination of the ear.

History

Adults
• Patient will complain of inability to hear; difficulty in conversations
• Patient may have history of ear discharge

• Ask about history of dizziness and ringing of ears

• Also take history of continuous exposure to loud sound for example, patient
works in a noisy factory

Child
• Mother/caregiver will complain that child does not respond to loud sounds.

Also child does not speak

• Ask history of ear discharge

• Ask history of low weight at birth/jaundice or high-grade fever within a week
of birth/ICU admission

Examination
• Conversation in a low voice will help to find out if patient has significant

hearing loss. In case of a child, make a loud sound (clap) and check if the
child has startle reflex or blinks.

• Examine ear canal to rule out wax or ear discharge.

Management

Adult
• Ear discharge : Treat with ear drops. Once ear is dry, refer for hearing test

PTA (pure tone audiometry) and further management



113

Common Conditions-4 – Eye,
Ear, Nose and Throat

• Ear discharge + dizziness : Refer immediately for intravenous treatment as
dizziness may indicate complication of ear disease.

• Only hearing loss: Refer for PTA

Child

• Ear discharge: Eardrops- then refer for hearing test- child below 5 years:
OAE (otoacoustic emissions) - a screening test, and BERA (brainstem-evoked
response audiometry)

• Only hearing loss: Refer for hearing test.

Sudden deafness in either adult or child should be immediately referred to an
ENT specialist.

Further Management

• Conductive hearing loss:Ear surgery like tympanoplasty-repair of eardrum
Ossiculoplasty- repair of ear ossicles

• Sensorineural hearing loss:

• Hearing aids

• Cochlear implants - It is a device which is fitted inside the mastoid bone
after surgery and helps hearing. Minimum age to operate is 6 months.

Important Note: Deafness in a child must be addressed urgently and referred
for hearing test at the earliest. Earlier the diagnosis, better the chances of the
child for hearing and speech either via hearing aids or cochlear implants.

Check Your Progress 10

1) Deafness can be conductive or ........................

2) A mother may suspect deafness in an infant if there is no .....................
reflex in child on hearing loud sounds.

3) Hearing test to be done in a child younger than 5 years of age is
..........................

4) Minimum age to get a cochlear implant to remedy deafness is
...................................

4.4 LET US SUM UP
We have learnt about 4 common ENT conditions – epistaxis, ASOM, sore throat
and deafness. We have covered basic causes of these conditions, patient symptoms
and signs, and basic management of these problems. Situations in which patient
must be referred to a higher centre have also been described.

4.5 KEY WORDS
Aplastic Anemia : A condition in which bone marrow stops formation

of all kinds of blood cells

Adenoiditis : Inflammation of the adenoid tissue – a kind of
lymphoid tissue present in nasopharynx
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Analgesic : Pain relieving drug. Examples: Paracetamol,
Diclofenac, Ibuprofen

Anticoagulant : Drugs used as blood thinners; prevent blood from
clotting. Used in some heart conditions

Cauterization : Burning with help of heat/chemicals

Epistaxis : Bleeding from nose

Inflammation : An acute reaction of the body involving migration
of white blood cells, proliferation of blood vessels
and healing

ICU : Intensive Care Unit. Very sick patients are admitted
for round-the-clock monitoring and care

PT/INR : Prothrombin Time/International Normalised Ratio.
Tests to detect defect in clotting of blood

Ligation : Tying off of blood vessels to stop bleeding

Maggot : Larva form of fly Chrysomia species

Neoplasm : Abnormal growth of a cluster of cells anywhere in
body

Tympanic Membrane: Eardrum

Startle Reflex : When an infant gives sudden jerk of body in
response to a loud sound/stimulus

4.6   MODEL ANSWERS

Check Your Progress 1

i) Symptoms and signs of eye infections.

• Pain, itching, or sensation of a foreign body in the eye

• Photosensitivity (aversion to bright light)

• Redness or small red lines in the white of the eye

• Discharge of yellow pus that may be crusty on waking up

• Watering of eyes

• Swelling of eye

• Whitening of black of eye

• Swollen eyelids

• Constant involuntary blinking (blepharospasm)

• Crusting over of the eyelid

ii) Assessment (WHATSUP)

a) What part of the eye is affected? Eyelid, conjunctiva, cornea?

b) How does it feel? Pressure? Itchy? Painful? No pain? Irritated? Spasm?

c) Aggravating and alleviating factors. Worse when rubbing eyes, blinking?
Photosensitivity?
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d) Timing. Was there exposure to a pathogen? Previous infection or
irritation? Length of time, symptoms have persisted?

e) Severity. Is there visual impairment?

f) Useful data for associated symptoms

g) Perception by the patient of the problem. What does patient think is
wrong?

iii) Contact lenses wearer to switch to glasses

iv) Cleaning of hands to prevent spread of infection

Check Your Progress 2

i) Conjunctivitis may due to following causes.

• Bacterial

• Viral (most common cause)

• Chlamydia

• Allergic

• Irritants

• Blepharitis (inflammation of eye lids)

• Stye

• Subconjunctival haemorrhage

• Keratitis

• Corneal abrasion

• Corneal ulcer

• Iridocyclitis

• Acute glaucoma

• Conjuctival or corneal foreign body

• Trichiasis- abnormally positioned eyelashes that grow back towards the
eye touching cornea or conjunctiva

• Episcleritis

• Scleritis

ii) Blepharitis is inflammation of eye lids

iii) Conjunctival swab for culture sensitivity

iv) Do not bandage the eye without ascertaining the cause

v) Epilation of trichiatic lashes

vi) Refer the patient  to higher medical  facility when associated diminution of
vision is diagnose
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Management of Common
Conditions and Emergencies
including First Aid

Check Your Progress 3

i) During Bacterial conjunctivitis

ii) Bacteria and Virus

iii) Treating conjunctivitis has three main goals:

a) Reduce or lessen the course of the infection or inflammation.

b) Prevent the spread of the infection in contagious forms of conjunctivitis.

c) The appropriate treatment for conjunctivitis depends on its cause.

iv) Careful flushing of the eyes with saline is a standard treatment for chemical
conjunctivitis.

Chemical conjunctivitis also may need to use topical steroids.

Check Your Progress 4

i) Bacterium Chlamydia trachomatis.

ii) The WHO recommends 2 antibiotics for trachoma control: oral azithromycin
single dose and tetracycline eye ointment.

iii) The World Health Organization (WHO) developed the SAFE strategy.

S = surgical care
A = antibiotics
F = facial cleanliness
E = environmental improvement

iv) Surgery is done  to correct inward-turning of the lashes  and prevent the
lashes from scarring the cornea.

v) Stage of Trachoma as per WHO grading system

• Trachomatous inflammation, follicular (TF)–Five or more follicles of
>0.5mm on the upper tarsal conjunctiva.

• Trachomatous inflammation, intense (TI)–Papillary hypertrophy and
inflammatory thickening of the upper tarsal conjunctiva obscuring more than
half the deep tarsal vessels.

• Trachomatous scarring (TS)–Presence of scarring in tarsal conjunctiva.

• Trachomatous trichiasis (TT)–Atleast one ingrown eyelash touching the
globe, or evidence of epilation (eyelash removal)

• Corneal opacity (CO)–Corneal opacity blurring part of the pupil margin.

Check Your Progress 5

i) a gland of Zeis

ii) An eyelash

iii) other common causes of lid swelling like chalazion

Check Your Progress 6

i) long-sightedness

ii) short sightedness

iii) Presbyopia
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Common Conditions-4 – Eye,
Ear, Nose and Throat

iv) concave lens

v) convex lens

vi) Amblyopia

Check Your Progress 7

1) Fingernail trauma

2) Pinch the nose

3) 10

4) 100/60

5) Aspiration

Check Your Progress 8

1) Earache

2) Paracetamol

3) 48

4) Rupture

Check Your Progress 9

1) Lymph Nodes

2) Intravenous

Check Your Progress 10

1) Sensorineural

2) Startle

3) BERA

4) 6 months
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