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PATHOPHYSIOLOGY
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POST-PRIMARY TB
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* Is the area of the leas DPepsity in the Femoral Necl

Babcock’s Triangle
* ¥ Frequently a site of Tubercular lesions.
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MC SITE in spine: Doveal sfn'n,
Least common: facet \['b
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Diagnostic algorithm for pulmonary TB

PLHIV

Presumptive TB patiey

4

-

!

Smear Examination

!

"

|

Smear Positive and
CXR suggestive of TB

Smear Positive, but
CXR not suggestive of
B

Smear Negative
but CXR
suggestive ci B

Smear Negative or Not Available & Clinical
CXR not suggestive of TB or not > Syspicion
available High

OR LIQUID CULTURE: MGIT Bactec

) PRESUMPTIVE TB CASES

- Presumptive Pulmonary TB —
«” Cough for > 2 weeks
— Fever for > 2 weeks
— Significant weight loss
— Haemoptysis
— Any abnormality in Chest Radiograph

Jo. of sputum samples@sf’r
Test within: 24 ha
F} L—”i‘;?

ene Xpert MTB/RI

_Quantiferon GOLD: ) T 4]

’AW Y Q .(.SW

N L e—-—-—-eeeee Ss—
~ PMDT criteria, high 1 =
MDR settings :
! MTB detected MTB not detected or CBNAAT Consider Clinically
result not available alternate Diagnosed
l ] diagnosis
. -~ : . g J Reter 1o and refer to
Rif sensitive Rif Indeterminate Rif Resistant e SR specialist Allernats
l Rif Resistance s I -
diagnosis
Repeat CBNAAT on
2 2" sample

Microbiologically

l

Confirmed TB

77

sample for Liquid Cultug

Indeterminate on 2nd sa ct fresh
/ LPA

si: "y

2 HlESZrE v iR el 2

N

HIV & Tuberculosis
Ideally all presumptive TB patients have to >_//"

\undergo HIV screening.

This is important to ensure all HIV positive TB
patients receive ART irrespective of CD, count
and Chemo Prophylaxis (CPT).

,BLovD only
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Diagnostic algorithm for Pediatric Pulmonary TB
AN NN

* Persistent Fever >2wk, without a known cause and/or
* Unremitting Cough for >2w and/or
Wt loss of 5% in 3m or no wt gain in past 3 months

CBNAAT* (§n sputum) I * CBNAAT Is not readily avalable. smear microscopy

should be parformed

\

MTB not detected OR Sputum not available

r 4 ] >
MTB detected X_Ray and TST
} ! |
Micrabiologically XRC highly suggest CXR NS shadows CXR Normal CXR Normal
confirmed TB Cas« TST -ve TST +ve TST -ve
T | } |
Gastric Aspirate/ Give course of Evaluate for EPTB
Induced Sputum for CBNAAT Antibiotics Refer to expert

Persistent shadow

and symptoms

Look for
alternate cause

No other likely alternative diagnosis
Clinically Diagnosed 7B case

Gastric Aspirate/

Ilnduced Sputum for CBNAAT
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Refer 10 expert for
work up of persistent
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Flasma

Cell wall membrane

Mycobacterial cell

Interior of cell
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- Mycolic acid
synthesis

mRNA

RNA polymerase)

mRNA synthesis
(DNA-dependent

O

Arabinogalactan
Synthesis
(Arabinosyltransferase)

(

Rifabutin
Rifampin

Rifapentine

[ Pyrazinamide 'ﬂ

« Mosthepatotoxic: 2 2 H 2 R

* Hyperuricemia: 2 » E
* Red-green colour blindness: Eh\am

¢ Maxcidal action, inducer of enzymes, Pulmonary syndrome, orange urine

* Safestinrenal failure:
* Pseudojaundice, uveitis, min inducer of enzym

* Shoulder hand syndrome, Neuropathy:
* redflax @bkaetien, Prodrug, Safest in pregnancy: @
 MRETE R Biation:

“HAneT 4

—
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Grouping of anti-TB drugs and steps for designing longer MDR-TB regimen . Hep atitis, hypothyroidism, visual issues: f mdv\gl\.
GROUPS & STEPS MEDICINE ABBREVIATION . ATP synthase inhibitor: ﬁ QA = '
Group A ( Levofloxacin or Lix . S(TQLQJ.D.D@f Telal 15
Include allthree medicines /"1 Mosifoxacip, M . ycolic acid synthesis inhibitor): NWD _,m
y Bedaquiline Bdg TEe==
s * Multi Drug Resistant (MDR){INH + Rifampicin
» Linezolid Lzd —

Group B Clofazimine Clz + Extensively Drug Resistant (XDR):
Add one or both medicines Cycloserine or Cs MDR TB + fluoroquinolone (ofloxacin, levofloxacin, or maxifloxacin) + seeend-ire-mjectabie

Terizidone Trd inmamikast in) )
Group C Ethambutol : (4-6) Bdq, Hh, Eto, Lfx, Cfz, Z, E (5) Lfx, Cfz, Z, E
Add to complete the regimenand  Delamanid )retom anid — )
when medicines from Group A and B/P'yrazm eV 7 d
cannot be used

Imipenem-cilastatin or Ipm-Cln 6 men \

Meropenem Mpm ) M 0> j

i » PROPHYLAXIS:

(OR Streptomycin) (S) )

e s Household contacts

ionamide or 0 . .
N AntiTNF/ immunosupressants
Prothionamide Pto . .
S " Dialysis
p-aminosalicylic aci Silicosis

TBin pregnancy: 246 + L
MDR-TB/ XDR-TB: MT? X Mu.l‘xo& Ct %h‘_apentinH_NI:IxC’inonWeekly(>2yrs)

eketmyram: @bratmesgscalpel

CliFbpregrancy : Einisamde | Kenanion @@ INH x 6m (<2yrs) -




%OALS 2025

No of TB deaths: 90_
TBincidence: &9 °/
Catastrophic costs: Z&o
World TBday: 24 Maxt

;

ELIMINATE TB

Take Pledge to Help Persons with

C’él urge every person, every organization and representatives associated with the civil
soclety 1o take up this resolution of playing an active role in building a TB free India.g‘-g,)
- Narendra Modi, Prime Minister

PRADHAN MANTRI

TB MUKT BHARAT ABHIYAAN

Join as Ni-Kshay Mitra and take pledge to help persons with TB.
Any Individual, NGO, Elected Representative
or Corporate Institute can become Ni-Kshay Mitra.

TO JOIN AS NI-KSHAY MITRA

»» Log on https://communitysupport.nikshay.in

» Click on "Pradhan Mantri TB Mukt Bharat Abhiyaan”
» Fill-up Ni-Kshay Mitra Registration Form

»» Choose persons with TB you would like to support

Tele ram; @brainandscalpel
BFL’J 8§B’a gyldlng monthly Nutrition Kit, Diagnostic Help

and Vocatlonal Support

Rni-kehs g

e Launched from 01st April
2018

e Nutritional support through
Direct Benefit Transfer of
500 INR per month

e For all patients on TB
treatment throughout
duration of treatment

P

ICT-enabled adherence system:
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g MOHFW
L CENTRAL TB DIVISION

| STATE TB CELL
DISTRICT TB CENTRE

E¥B UNID 1/1.5-2.5akH27 .
T1/50K-1LAKH ~ Aeb

PHI M8y

PHI

7,

K =

Tuberculosis unit//
e Itis th for TB control activities in the

ub-district:
» In urban areas 1 TU per 2,00,000 population
(range 1.5-2.5laks)

e Manned b ignated
. @Medical Officer ITuberculosis Control (MO-TC)
. Senior Treatment Superviso

—_

N

Senior TB Laboratory Superviso @ per 5
lakh population

4. 1 TBHV per 1 lakh urban population

o

Initiation of first=line ART inrelation to anti=TB therapy

ndscalpe
t.me/brainandscalpel

NIellEeg;nI;Iégrgnpriori'Fy TB-HIV dlst>r|c;’:>/ =

Clinical CD4 cell Timing of ART in
staging count relation to
(cells/mm3) initiation of TB
treatmen f' ’5
Start ART CD4 countof any |e CStart ATT first ) "\ , Cmv Cvf ¢
irrespective of value « Start ART as soon 7"’"» | |
any clinical as TB treatment is / 2 4w
stage tolerated(between2 \ — -——
weeks and._2
months) | Rifabutin |
-
g F




HIV / AIDS
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Envelope proteins
acquired through budding from
host cell plasma membrane

gplm: L&/ o

Docking
glycoprotein ~N /

Transmembrane
glycoprotein

p17: Matrix protein

Lipid envelope

p24:
Capsid protein

Reverse
transcriptase

Coreceptor, eithe@CRS Bn m

CCRS5 (delta 32) m

es (early infection) or CXCR4 on T cells (late infection)

utation = Im
MC strain in india:/ ﬂmm
=/
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Acute HIV :

clacgif™

10 20 30 40 50
Days Following HIV Exposure

0

)

A lnal
nustarygct

t.m&/brain@nhdscalgel 4 5 6 7 8 9 10

Weeks since infection

Eclipse | 1l 1l IV \ Vi

HIVRNA + |
; : - |
P24AgH _ |
Busar |
| | EWe#tom blot +/- . i
iWestern blot+ (p31-) l

| Western blot+

. . . . . i ;

100

Viral load (RNA copies/ml)

e
N

AIDS
]
HLA B35
1071 Rapid progression Non controllers
105+ Progressor - (NC)
105
1041 =
10%1 ) iremic controlle
102+ e —— - mm)  Controllers
e ———— - - lite controller
10
o S O ! o O il
2 46 234567 8910 HLA‘B_5_7
Weeks Years
HLAB27(ahk Sy
y antibodies and p24 antigeg combination immunoassay
Negative for HIV-1 and HIV-2
antibodies and p24 Ag
0
HIV-1/HIV-2 antibody
differentiation mmunogssay
’ [
l l ; |
HIV-1 () HIV-L © HIV-L @) HIV-1© or indeterminate
HIV-2 © HIV-2 (5 HIV-2 & i
HIV-1 infection HIV-2 infection HIV-1and HIV-2
infection

() Indicates reactive test results

() Indicates nonreactive test results

NAT: nucleic acid test
Diagnostic tests
True positive tests

True negative tests

HIV-1 NAT &)
Acute HIV-1 infection

HIV-1 NAT &)
Negative for HIV-1



%=
Commonly used @

» Agglutination assay
» Immunochromatographic assay (lateral flow)
» Dipstickand comb assay based on Enzyme Immune Assay (EIA)

» Enzyme Linked Immunosorbent Assay (ELISA) | 'IV DNA PCR

4 i - —
B | PI,24 viral Ag test
» Immunoconcentration/Dot Blot assay (vertical flow) ——

Nis=d *
90% of people 90% of people who 90% of people

TN
Blood donation: (_(/2) — Discarl - PRQ_S]ECNVL'—:
Symptomatic:
Asymptomatic:

ANC-Opt out test

@onfirmatory:> e

Western Blot = ___

living with HIV know know their HIV-positive on antiretroviral
their status status are on therapy are virally
antiretroviral therapy suppressed

-~

1)

Il in initiative : Adolescects
Nirantar scheme, — fawarentsa

SUNRISE project, ctiles uvqu

Sexualtransm|SS| 0.01-1%
Blood .
Needles 0.3%

dscalpel a duri d elive rY)

t.me/brainandscalpel

HIV sentinel syryeillance:
NOT: 7D clanwt [ T8 cenlrea
Blennel Unlinked, anonymous 1/

roxy for general pop pulation : é
High-risk @ﬂ@l@ iv drug abusers

ridge group: Single male migrants, Tru% drivers




MTCT

HIV + Pregnant female: stort ART

Delivery: @ Utr&(. c?aiu ¢ <loyp LML .—Vladdlu;)
Most important prognostic factor: ﬁﬂﬂfw\'ﬂ’b viRAL wE

Newborn of mother on ART: 6WT—N2 -

High-risk newborn: —(Z.,,:a. - N+ 2 j ‘%J
Early infant diagnosis: —bwka — 6‘,‘,.,@4.\41 <97,2)

Telegram: @brainandscalpel
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AMDL

Stage 1 Stage 2 Stage 3 Stage 4 )
Asymptomatic Mild disease Moderate disease vere disease (Al M
°O °o
No symptoms Wt. loss>5—10% | @ 0s5>10% ) A o/ ot
Sore or cracks around the lip  Oral thrush_/ ‘}sophageal thrush S [ d, / ¥, / Lok
Or only persistent Seborrhea Oral hairy More than 1 month: Herpes simplex ulceratidn
generahzed Persistent pa rotid Leukoplakia /Lymphoma ID‘S
lymphadenopathy , _
gnlargement: BLEL More than 1 month ~Kaposi sarcoma
. — Ve
ecurrent URTI Invasive oervucalcancer
t"é‘\‘ﬂ( Recurrent mouth ulcer plaied fever > ‘/aeﬁmocystlc pneumoma
J’t\ Persistent HSM » Severe bacterial infection Extrapulmonary TB
— * Pneumonia v@ﬂptococcal meningitis

|ldiopathic pruritus

fuscle infection__ _Fo%oplasma brain abscess

@ Pulmonary TB @ Visceral leishmaniasis
Viral warts TB lymphadenopathy ‘/Hle‘:noephalopathy
Acute necrotizing ulcerative
gingivitis

Pancytopenia

Telegram: @brainandscalpel
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OPPORTUNISTIC INFECTIONS

CD4 <500

.(TB (MC)
. associat

* Most common cardiac complication: art useat

e Least common cardiac complication: B@u’ 2
« HIV associate.. &'U‘rf':]

« Cacervix

* MC neuropathy: olisJal sendy N

t.me/brainandscalpel \—.J
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Rx: TMP- Smx

Severe disease:

Preventiory
Stop:




CD4 <100

revention:

ciICUl & A\=.49] o
t.me/brainandscalpel



CD4 <100
P

Cryptosporidium

Telegram: @b
t.me/brainandg

HIV associated enteropathy:

rainandscalpel

igravher~ Plmpn  + NO

Ingestion-
(Cat feces; 00‘%"
Meat: brul 20

Vertical: ""'“U =

Frenkel test
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Anti-Viral drugs

974

Ent
gp120- 4 Reverse
Fostemsauvir (oral) Afiachinient Transcriptase
gpal- Maraviroc —& B
nfuviriti NRT'SW B
CD4: Penetration : Emticitabine (FTC)
Ibalizumab Enfuvirtide —&— Lamivudine (3TC)
Uneaating Tenofovir (TDF, TAF)
CCR5: o~ Zidovudine (ZDV,
Maraviroc (oral) y s~ formerly AZT)
/Reverse
transcription
l’\/\ Nevirapine

Intergrase

Bictegravir
Dolutegravir
D )

Atazanavir

jarunavir

Proteolytic
processing

"All pTetewamf@hm dslmlnn'istmg with either ritonavir (protease inhibitor only used as a boosting agent) or cobicistat

cytogfl%%%w i itor).

ART /PEP :

Tenofovir 300 mg+ Lamivudine 300 mg + Dolutegravir 50 mg

Integration

\ Translation
.-‘:.:}".- Q

s by
)

CD4+T cell

2 Packang
¢ ¥-.._and assembly

Max neuropathy-shwdl:“b

Max pancreatitis- d‘danow

;M suppression, Hepatotoxic- ddﬂum
Nephrotoxic- Tenofovir

MI- Macam

Pigmentation in palms and soles-
Safest- [ am padent

Hop 8 TETS

o —, :
Best to prevent vertical transmission- I\)thfv‘"
Teratogenic, Vivid dreams- 44“;\’»\7\
(&

NHW

Min lipodystrophy- Afa2an .
Ritonavir boosting not with- N
Stones, hyperbilirubinemia-“~4ineur
Intracranial hemorrhage- ’]___{'Emm,,;,




NVBDCP
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Targets:

APl: <

ABER: >loY/

Reduce lifespan of mosquito to:
MiEFoargis: <o/

lDat%




Dengue: Flaviviridae

Asymptomatic

Dengue virus infection

1

'

Symptomatic

Fever of 2-7 days with two or more of following- Headache, Retro orbital pain, Myalgia,
Arthralgia with or without leukopeni ja and no evidence of plasma leakage.

bove criteria pluf_positive tourniguet and evide

baseline.

bove plus some evidence c{f spontaneous bleedingfin skin or other organs (black tarry
stool, epistaxis, gum bleeds) and abdominal pain. Thrombocytopenia with platelet count less
than 100000/ cu.mm and Hct rise more than 20% over baseline.

Bp L

vSS): Above plus circulatory failure (weak rapid pulse, narrow pulse pressure < 20 mm
Hg, Hypotension, cold clammy skin, restiessness). Thrombocytopenia with platelet count less

l Y
Undifferentiated Dengue fever Déngue hemorrhagic fever
fever syndrome {plasma leakage)
A
Without Unusual A Dengue shock
hemorrhage hemorrhage W syndrome
——

than 100000/ cu.mm and Hct rise more than 20% over baseline.

erdLy
@D SS): Profound shock with undetectable blood pressure or pulse. Thrombocytopenia
with platelet count less than 100000/ cu.mm and Hct rise more than 20% over baseline.

Ccedd
q
Conifrmed dengue Fever:

A case compatible with the clinical description of dengue fever with at least one of the following

* |Isolationoftheden

ridld increase
» Detection of viral nucleic acid by polymerase chain reacti

Tplpgmm' @hminanr‘l:{‘allnpl

» Demonstration of IgM antibodyftitre by ELISA positive in single m sample >~§-0L
* Demonstrationo gue virus antigen in serum sample fy NS1-ELISA. —_—
* |gG seroconversion in paired sera after 2 weeks with Fou — SIS

Breteau index:

Aedes

ol

t.me/brainandscalpel
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Course of

dengue illness RECOVERY

Days of illness 1 2 3 4 oi 6 7 8 9 10

Temperature

Potential
clinical issues

Dehydration Shock / Bleeding Reabsorption / Fluid overload

Organ Impairment

Platelet

IlgM/lgG
Serology

and virology

whie «landl

LSuﬂwL

Tourniquet test: The tourniquet test is performed by inflating a blood pressure cuff to a
r five minutes. The test

midpoint between the systolic a ' | ure and maintaj
is considered positive wher{ 10 or more petechiae per one square inch ar ver forearm

are observed.” In DHF, the test usually gives a definite positive test with 20 petechiae or

more. mdetest may be negative or only mildly positive during the phase of profound shock

(g@@rﬁinandscalpel

Q\‘ Virus
0) = \)Q/ —

Anti-viral
antibody

Target cells (CD32+) :
monocytes, macrophages,
B cells, dendritic cells

Infectious or
non-infectious virions

@@

=0







rL Dengue viral infection J

[ symptomatic J

\ 4

v

Mild
dengue

5

[ Moderate J [

dengue

v

v

L Asymptomatic j

8.

!

Severe
dengue

'

'

DF with high risk & co-
morbid conditions

DF with warning signs
and symptoms

h 4

.

A. Undifferentiated
DF

B. Fever without
complication like

* Infants

* Old age

* Diabetes

* Hypertension

with warning
signs and sympto

omiting
—
* Abdominal pain/
enderness

- - - - /
eria for discharge of patients

Absence of fever for at least 24 hours without the use of anti-fever therapy
No respiratory distress from pleural effusion or ascites

Platelet count > 50 000/mm°

Return of appetite

Good urine output

Minimum of 2 to 3 days after recovery from shock

Visible clinical improvement.

v

. DF/DHF with

. DHF with shock (DHF

significant
Haemorrhag

bleeding,- ' PregnanCy . eneral weakness/ I & 1V- DSS)
hypotension and | |« CAD letharginess/ restless —
organ ; ; ; :
e olvamant * Haemoglobinopathies /plild ple}ﬁle&ﬂon/ - Severe organ
* Immunocompromized Haees '(nEV°'V9r;e;tD
. xpanded Dengue
C. Without evidence patlgnt ) ’ HE&“’F”;W_"‘.'V Syndrome)
of capillary * Patient on steroids, jl / ncreased Hct>20%
leakage anticoagulants or (" m s Metaboli
i . Severe Metabolic
Immunosuppressants. | | g pHF | & Il with minor :
Disorder
bleeds
7 9 N J

mdibraiaVMdstagement

l

l

l

Close Monitoring”* and possibly Hospitalization

Tertiary level care

* |V crystallo
* Platelet:(<10000/




CHIKUNGUNYA

Sl. | Features Chikungunya Dengue

No.

1. Fever Acute Gradual
Onset 2-4 days 5-7 days
Duration

2. Rash Maculopapular Petechiae

maculopapular

3. Arthralgia
Frequency ,’ﬁuent Less common
Duration £'May last longer than@ Short duration

4. Hypovolaemic shock Rare Common

5. Leukopenia Common Infrequent

6. Thrombocytopenia Infrequent Common

7. Haematocrit Normal High

Telegram: @brainandscalpel
t.me/brainandscalpel




FILARIASIS

¢ Washing,
Prevention and cure of entry lesions,
Elevation of the foot,
Exercise
Wearing proper footwear,

Management of acute attacks.

The lymphoedema management involves the following components:

« The dose for different age groups is

indicated below:

yN

A_ge —k%?—ﬁlbenda \
(in Dose Tablets i
years) (100 mg) mg)
<2 Nil Nil Nil
2-5 100 1 tablet 1 tablet
mg
6-14 200 2 tablets 1 tablet
mg
15 & 300 3 tablets 1 tablet
o o)/ V0L

b ¥4

\0

Mass Drug Administration:

Administration of single dose of
antifilarial drugs to the entire
community (mass drug
administration), yearly once for 5-6

years. Cb;a )

Who should take the drugs?

« Everybody in

other iliness.

/’When should people take DEC
tablets?

-blets should be taken once
IN"a year on the identified day of

MDA (National Filaria Day).

the community,
except pregnant women, children
below two years of age and
persons Who are very sick from



,/
Transmission

assessment
survey /

e

S

> 12
N

D@mchocerca volvulus

E. Mansonella perstans
—

.....‘.O. e®enes M !

/\
10C:  Peugh Hood e & lopm -2am )
DEC Provocation test
Concentration: Membrane filtration / Knott method (2% formalin)

poc: bPEC GAUI? ~12dosea
— t Alpen + /W’\}

Tnlngrnm' frﬂhrninnnr‘lcr‘alpnl

t.me/brainandscalpel




KALA-AZAR

(/ Jharkhand
L~

PUO+ HSM g ,-. West Bengal
Rk39 Ag Test 4_04 ) '
Napier’s aldehyde test
wt ¢ Incentive to ASHA Rs. 500/- for Kala-azar and PKDL case identification, complete treatment & follow up
Montenegro test S ——
NNN medium * One time Wage loss incentives/compensation of Rs 4000/- to each new PKDL patient and Rs 500 for Kala-azar
patient
DOC: Lposonal Amp & 5> s
L‘fu“ ] M Hj““"' * Free diagnosis and treatment for KA and PKDL patients at all CHC/PHCs of the endemic blocks
ng 0
v v * To generate healthy competition among states/districts/blocks and incentivize the well-performing states for
achieving the target

Pa.umuyu;g

Telegram: @brainandscalpel
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-2 doses of JE vaccine have been approved to be included in
UIP to be given one along with measles at the age of 9
months and the second with DPT booster at the age of 16-24
rﬁ_’i’fﬁs w.e.f. April, 2013. -

*Killed vaccine 0.5ml: im; Open vial followed

<
ek > gl - Ogeet

The JE case is suspected as per clinical signs/symptoms and it has to be confirmed in laboratory as follows: -

Clinical: Acute onset of fever <7 days duration associated with change in mental status (may include irritability,
somnolence or abfiormal behavior greater than that seen with usual febrile illness) and/or new onset of seizures
(excluding simple febrile seizures).

Confirmatory test:- It has to be laboratory confirmed with any one of the following markers:

¢ Presence of IgM antibodyin.serum and/ or CSF to JE Virus
¢ Four fold difference in 1gG antibody titre in paired sera

® Virus isolation from brain tissue

> ¢ Antigen detection by immunofluroscence

® Nucleic acid detection by PCR

Q @
Telegram: @brainandscalpel
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Malaria

Peripheral smear stain- NES
Thin: JFM Thick: + /-
Fluorescent stain: Acudine ovarge

1 microscope: \[ 1ck

Most important measure of malaria control: APT
Best indicator of operational efficiency: AR ER
Best during outbreak: gpg

Absence of duffy Ag - oy
EvPo-)cm,o&o&mNG + p&w

PIPm- ACT-SP +0R (T S22

—

—_—
PfPm in NE- A'W
Severe malaria- v Quumy /hr whe s

(CTin pregnancy: > PQ

Malaria
v [oleds laoe
Loy [ele
: f
" C}h, 2
(< 1)

Prophylaxns- wbly —> Golinsns ¢ @
Mw vaccine ext d from
"1 indi sk _prani W )
S. No. Categories of states/UTs Definition >
1. Category 0: Prevention of States/UTs with zero indigenous cases of malaria. M oS q u ito b ite . £ nNo w
re-establishment phase . * ,
2, Category 1: Elimination phase States/UTs (15) including their districts reporting an API of less Tra n Sfu sion: m m
than 1 case per 1000 population at risk . <I ﬁacental tran sfer: ! 2 [ i
3. Category 2: Pre-elimination States/UTs (11) with an APl of less than 1 case per 1000 — ‘5
CEEEE———
phase populaligat risk, but some of their districts are reporting an =
Telégram: @brainandscalpel AP of 1 case per 1000 population at risk or above.
4. tme/brinangsealpehsified control States/UTs (10) with an APl of 1 case per 1000 population at risk
phase == or above, >/




Integrated vector control approach for mosquito

Mosquito Control Measures

Anti larval Anti adult Protection against Legislative
measures measures mosquito‘?}es control
1. Environmental 1 Space sprays 1. Mosquito nets T
control ———
2. Residual 2. Screening
2. Chemical —
control e 3. Repellents

3. Genetic control
3. Biological control

r—— j
Chemical: Space spray: API <2 Deltamethrin

~

Paris green= Stomach poison ,,malathion
Temephos/Abate = Contact LsCyphenothrin

—

-ITBN: 6_r£9n (AP 2-5)

poison ATyrethrum -LLIN:3vrs (API >5
— LLIN:3yrs ( )

Biological: Gambisia 4@jua[spray;AP| >2: \ 0.0475inch

Bacillus thuringiensis DDT (2 rounds) *1/ >150 holes/ich
9L - (150 D

n _Malathion (3 rounds)
)eltamethrln (2 roundsp

Telegram: @brainandscalpel (RM{ 5
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Urban Malaria scheme:

Use of larvicides
Use of larvivorous fi
 Space spray

. MiTor engineering

* Legislative measure

Key points

Under programme, IRS and LLIN are recommended for adult control in routine for
the areas qualifying for such intervention (API>1).

Larval Source Management was recommended earlier for urban areas/towns
covered under Urban Malaria Scheme/National Filaria Control Programme.
Currently, Larval Source Management is recommended for Aedes mosquitoes
(vectors of dengue, chikungunya, Zika) and An. stephensi (Malaria vector) in urban
areas and urbanized rural areas.

Fogging (Thermal/Cold) is recommended for outbreak containment and not as a
routine vector control measure.

Approved insecticides under programme need to be used only.

Insecticide resistance Monitoring by entomologists is crucial for change of insecticide
and therefore data need to be generated on yearly basis.



RESPIRATORY ILLNESS
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Communicable disease: Droplet infection

COMMUNI | IMPORTANT
CABLE
PERIOD

VARICELLA
C—
2w

Live vaccine OKA strain SC

- pr—— — 4 &
MEASLES MC complication: e6Nba rmadiss
Paramyxo MCC of mortalit ALUM <,
S.SRNAy - L 4d L’/ E

enuated, SC, Edmonston Zagreb (DW)

RUBELLA Seasonal, cyclical trend
20 + CRS: (atavact [ S L /PDA

RA 27/3 strain vaccine- CI In pregna=ncy

DIPHTHERIA A\ ~Case: Isolation till 2 negative culture + Macr,lldes *14d + Antitoxin
@L 2.w/(.

Culture+ Ant|b|0t|c+ Vaccine status:
<3doses: rlate. ~ acei =
>3 doses booclir dexe T<5yrs I_N.nv‘

COVID-19 CE-2,)TMPRSS-2 receptors-Type 2 Pneumocytes
2-lod 24 prors-Typ Y
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COVID-19 vaccines

COVID-19 OXFORD VACCINE TRIAL

Vaccine: University of Oxford/

AstraZeneca |BioNTech/Pﬁzer Novavax Chimpanzee adenovirus é SARS-CoV-2

Spike
Modified protein

.

A
09%0p Unable to cause A
o s, " ’ disease D v:
:° \ .% 8 ) ¢
£>9 L VS =Ph
F=F v ) - =
g ChAOY viral > — e
) oes - | spike protein
S protein R f‘ g “mm‘-‘, Bl oriress ChAdOX1 nCov-19
) vaccine
ONA Platform: lipid nanoparticle- . finfected.i
Platform: Adenovirus with gene for the ncapsulated mMRNA vaccines —"— / e
SARS-CoV-2 spike (S) protein encoding Spike protein antibodies against sysS:Rscovz

—
N J

Another milestone in

India’s fight against

COVID-19!

@ Central Drugs Standard Control
Organization (CDSCO) grants
emergency use authorization to
CORBEVAX vaccine for children
between 12-18 years.

f;‘ 7 A .o @ Itis India’s 1**indigenously
) ) - . developed receptor binding domain

e protein sub-unit vaccine.

¥
ChAdOxX1 nCoV- 19
rona Virus Vacdne !

(Recombinant)
COVISHIELD

Multidose vial
S mi- 10 doses

(' INcOwACe |
3y
FH

i’s"
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Risk of CT findings
suspicion

Equivocal

High

Very high

PCR +

Telegram: @brainandscalpel
t.me/brainandscalpel

Insufficient examination

Normal or non-infectious abnormalities =~ Mass/emphysema

Abnormalities consistent with infections ~ ATYPICAL findings
other than COVID-19

Non-specific appearance Perihilar GGO, crazy-paving + pleural
effusion
Abnormalities suspicious for COVID-19 Unilateral GGO, Multiple Consolidations,
Pre-existing lung disease
@al COVID-19 TYPICAL findings
M’ ;- CAnt"
« LN

. nodeM



Adult patient diagnosed with COVID-19

v
Mild disease
Upper respiratory tract symptoms

and/or fever WITHOUT shortness
of breath or hypoxia

Home Isolation & Care
(Refer to relevant guideline)

MUST DOs

[ Physical distancing, indoor mask
use,stricthandhygiene

[¥j Symptomatic management
(hydration, anti-pyretics, anti-
tussive)

(7] Stayincontactwith treating
physician

[¥j Monitor temperature and oxygen
saturation (by applying a SpO: probe
to fingers)

Seekimmediate medical attgpiiers
+ Difficultyinbreathing ¢r Sp0,<93%
+ High grade fever/severc“weaugh

particularly iflasting for >5 days
+ Alow threshold to be kept for those
with any of the high-risk features*

MAY DOs

Therapies based onlow certainty of
evidence especially for those with
high-risk of progression*

@\ Inhalational Budesonide (given via

— Metered dose inhaler/ Dry powder
inhaler) at adose of 800 mcg BD for
5days) to be givenif symptoms
(fever and/or cough) are persistent
beyond 5days of diseaseonset

*High-risk for ere disease or
ortality
[/ Age>60years

Ej/ Cardiovasculardisease,
hypertension,and CAD

[/ Diabetes mellitus and other
immunocompromised states (such
as HIV)

El/ Active tuberculosis

4 chepnjraingidansafiraraisease
[ Gerrbreuprewacdisepse
[ Obesity

v
Moderate disease
Anyone of:

1. Kespiratory

breathlessne
2.Spg :90% to < 93% on room air

I'ADMITINWARD ’

Oxygen Support:

® Target SpO,: 92-96% (as\-92% in
patients with COPD)

@ Preferred devices for oxygenation:
non-rebreathing face mask

& Awake proningencouragedinall
patientsrequiring supplemental
oxygen therapy (sequential
positionchangesevery2hours)

Anti-inflammatoryor

immunomodulatory therapy:
Inj. Methylprednisolone 0.5to 1
mg/kg in 2 divided doses (or an
equivalentdose of
dexamethasone)usuallyfora
duration of 5 to 10 days

Patients may be initiated or
switched to oral route if stable
and/or improving

There is no evidence for benefit for
injectable steroids in those NOT
requiring oxygen supplementation,
oron continuation afterdischarge

Anti-inflammatory or
immunomodulatory therapy (such
as steroids)can haverisk of
secondary infection such as
invasive mucormycosis when used
too early, at higher dose or for
longer than required

Anticoagulation:

@ Conventional dose prophylactic
unfractionated heparinorLow
MolecularWeight Heparin(weight
basede.g.,enoxaparin0.5mg/kgper
day SC). There shouldbeno
contraindication or highrisk of
bleeding

Monitoring:

@ Clinical Monitoring: breathing rate,
Hemodynamic instability, Change
inoxygenrequirement

@ Serial CXR; HRCT chest to be done

*~ ONLYifthereis worsening

® Labmonitoring: CRP,D-dimer,
bloodsugar48to72hrly; CBC,KFT,
LFT24to48hrly

Q

LY

Severe disglase

Anyone of: -

1.Respiratory r

“? breathlessne
2.Sp02<90% onroom air

ADMIT IN HDU/ICU

AIIMS/ ICMR-COVID-19 National Task Force/ Joint Monitoring Group (Dte.GHS)

CLINICAL GUIDANCE FOR MANAGEMENT OF ADULT COVID-19 PATIENTS

Respiratory support:

® Consideruseof NIV (Hel
interface depending on availability) in
patients with increasing oxygen
requirement, if work of breathing is LOW

e (based on limited available evidence and onlyin specific circumstances):

beconsidered ONLY in patientswith

ays of onset of symptoms, inthose having moderate to severe disease (requiring supplemental

oxygen), but who are NOT on IMV or ECMO

+ Considerremdesivirfor5 days totreat hospitalized patients with COVID-19 (No evidence of benefit for
treatment more than 5 days)

+ NOT to be used in patients who are NOT on oxygen support or in home setting

+ Monitorfor RFT and LFT (remdesivir not recommended if eGFR <30 ml/min/m2; AST/ALT >5 times UNL) (not

an absolute contraindication)

Racomuended dose: 200 mg IV on day 1followed by 100 mg 1V OD for next4 days

Tocilizumabmay be considered when ALL OF THE BELOW CRITERIA ARE MET

Rapidly progressing COVID-19 needing oxygen supplementation or IMVand not responding adequately to
steroids ‘preferablywithin 24-48hours of onset of severe disease/ ICU admission)

Preferably to be given with steroids

No active TB, fungal, systemic bacterial infection

Long termfollow up for secondary infections (such as reactivation of TB, Flaring of Herpes etc.)
Significantly raised inflammatory markers (CRP and/or IL-6)

Recommended single dose: 4 to 6 mg/kg (400 mg in 60 kg adult) in 100 mI NS over 1 hour

sk

@ Consideruse of HFNC in patients with
increasing oxygen requirement

@ Intubation should be prioritized in
patients with high work of breathing /if
NIV is not tolerated

@ Useinstitutional protocol for ventilatory
management whenrequired

¢

Anti-inflammatoryor
immunomodulatory therapy:
j'nj Methylprednisolone 1 to 2 mg/kg IV in
2 divided doses (or an equivalent dose of

dexamethasone) usually for a duration 5
to10days

Anti-inflammatory or
immunomodulatory therapy (suchas
steroids)canhaveriskofsecondary
infection such as invasive mucormycosis
when used too early, at higher dose or for
longer than required

¢

* o o o o

Supportive measures:

PEG INFoL 2D

Maintain euvolemia (if available, use . H

dynamic measures for assessing,ﬂuid Vl rafl n
responsiveness) . .
If sepsis/septic shock: manage as per (0] ln u p iravir
existing protocol and local antibiogram -

")axlovid: Nirmatrelvir/ritonavir
2-DG o
Barcitinib cpur
REGEN-COV: Casirivimab + Imdevimab {PEP)
Bamlanivimab+Etesevimab

Sotrovimal

C

Monitoring:

@ Clinical Monitoring: work of breathing,
Hemodynamic instability, Change in
oxygen requirement

(») Serial CXR; HRCT chest to be done ONLY /
ifthereis worsening —

@ Lab monitoring: CRP, D-dimer, blood
sugar48to72hrly;CBC,KFT,LFT24to048
hrly

1




Revised Discharge Policy for COVID-19
Confirmed COVID-19Case

Mild/ Mild/ Pre

symptomatic *

harge after| Fd.[of

AScharge after
symptom onset and no
fever for 3 days

[ 1
Fever resolved within Symptoms not
3 days resolved and demand
and oxygen saturation of oxygen therapy
maintained without continues

support

Severe **

|

wischarge only after

* resolution of clinical
symptoms

ability to maintain
oxygen saturation for 3
consecutive days

Discharge affer 10 days of
sympiom onset
Absence o ithout
antipyretics s
*  Resolution of
breathlessness
*  No oxygen requirement

Discharge only after

* Clinical recovery

* Patienttested negative
once by RT-PCR ( after
resolution of
symptoms)

RT-PCR test required before discharge

Telegram: @brainandscalpel
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PNEUMONIA

Wi

. L Stridor in calm child.
=

PNEUMONIA
OR VERY

| Chest indrawing or
» Fast breathing.

(e,

= RIS 0

\ »Give first dose of am icillin/oral amoxycillinand
intramuscular géntamicin,
) aAmp + J“JK‘

»Refer URGENTLY to hospital.

> Give Amoxycillin for 5 da
mhmﬁwmﬁg%pidly acting

bronchodilator) give an inhaled bronchodilator for
5 days*
»>Soothe the throat and relieve the cough with
a safe remedy if child is 6 months or older.
»If coughing more than 14 days or recurrent wheeze,
refer for possible TB or asthma assessment
>Advise mother when to return immediately.
»Follow-up in 2 days.
>If Oxygen saturation <90% by Pulse Oximeter refer

SAANS 2021 — GUIDANCE NOTE
for Childhood Pneumonia Management

SOCIAL AWARENESS & ACTION PLAN TO NEUTRALISE PNEUMONIA SUCCESSFULLY

Telegram: @brainandscalpel
t.me/brainandscalpel

ur_genuy

| >If wheezing (or disappeared after rapidly acting

chodilator) give an inhaled bronchodilator for 5




&
CURB-65 Scoring /

Symptom

Points

Confusion

Urea: BUN>19 mg/dL (>7 mmol/L)

Respiratory rate>30 breaths /min

Systolic BP <90 mm Hg or
diasiQlic: BR-nH6apen Hg

_— - -

t.me/Qrainandscalpel
Age 65 year

oP \( Amoxiciu';) +/- Macrolides /
\0-1 oxycycline

IP FQ / BL+ Azithral/Doxy

2 = =

ICU BL+ FQ/ Azithral

3-5 —

Pleural effusion with low
glucose:

R* KA




Table 2. Diagnostic criteria for ABPA by the international society for humanﬁ

and animal mycology (ISHAM] (2013).7 a&m

Baseline conditions: asthma and/or cystic fibrosis. —m

—

Halo e
fav Apeaslloga
MY i sk

R : Yo R|conzore

Mandatory criteria:

1. IgE specific to A. fumigatus (OR) >0.35kU/L

2. A positive skin test against A. fumigatus [AND)

3. Total serum IgE >1000UI/mL
Other criteria (at least 2 must be present)

IgG against A. fumigatus (OR) >27 mg/L

Radiological changes typical of ABPA (OR]

e Central and proximal cylindrical bronchiectasis
Alterations predominantly in the upper lobe
Nodules

Atelectasis

Air trapping

Telegram: @brai

t.me/brai 3. Total eosinophil count >500cells/UL



INFECTIVE ENDOCARDITIS



SLE

IE:
MCCi .@ Hospital Acquired / Acute- S-aurern

MCC in community acquirgd IE/ dental procedure/ Late-onset prosthetic
(>12mon)- Z_'. vi ridanp) J o

MCC in prosthetic value IE-

MCC in ca colon- (.bsvis
MCC in urinary procedure- Ea l&tO?DCcz A
L\ AAAAANAA- - ~—)

—
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TABLE 128-3 The Modified Duke Criteria for the Clinical Diagnosis of

Infective Endocarditis®
Major Criteria

4. Positive blood culture 8.
Typical microorganism for infective endocarditis froarate blood
cultures

Viridans streptococci, Streptococcus gallolyticus, HACEK group organisms,
Staphylococcus aureus, or

Community-acquired enterococci in the absence of a primary focus,
Persistently positive blood culture, defined as recovery of a microorganism
consistent with infective endocarditis from:

All of 3 or a majority of >4 separate blood cultures, with first and last drawn

atleast 1 h apart
Single positive blood culture f w rffefii or phase | IgG antibody titer
of >1:800
Positive echocardiogram®

Oscillating intracardiac mass on valve or supporting structures or in the

alternative anatomic explanation, or

Abscess, or

or
New valvular rer%tsjggltcealtion (increase or change in preexisting murmur not

or
Blood cultures drawn >12 h apart; or
or
2. Evidence of endocardial involvement
path of regurgitant jets or in implanted material, in the absence of an
New partial dehiscence of prosthetic valve,
SHERFIR A ascaipe

Minor Criteria

1. Predisposition: predisposing heart conditions® or injection drug use
2. Fever >38.0°C (>100.4°F)

3. Vascular phenomena: major arterial emboli, septic pulmonary infarcts, mycotic
aneurysm, Intracranial hemorrhage, conjunctival hemorrhages, Janeway
lesions

4. Immunologic phenomena: glomerulonephritis, Osler’s nodes, Roth’s spots,
rheumatoid factor

5. Microbiologic evidence: positive blood culture but not meeting major criterion,
as noted previously,® or serologic evidence of active infection with an
organism consistent with infective endocarditis

*Definite endocarditis is defined by documentation of two major criteria, of one
major criterion and three minor criteria, or of five minor criteria. See text for further
details. "Transesophageal echocardiography is required for optimal assessment

of possible prosthetic valve endocarditis or complicated endocarditis. European
Society of Cardiology includes finding on EKG-gated cardiac CT angiogram or FDG-
PET/CT as major criteria (see text). “°Valvular disease with stenosis or regurgitation,
presence of a prosthetic valve, congenital heart disease including corrected

or partially corrected conditions (except isolated atrial septal defect, repaired
ventricular septal defect, or closed patent ductus arteriosus), prior endocarditis,

or hypertrophic cardiomyopathy. ‘Excluding single positive cultures for coagulase-
negative staphylococci and diphtheroids, which are common culture contaminants,
or for organisms that do not cause endocarditis frequently, such as gram-negative
bacilli.

~



Blood Cultures In patients with suspecte@

PVE, or CIED-IE who have not received antibiotics during the prior
2 weeks, three two-bottle blood culture sets containing the appropriate
volume of blood (10 mL per bottle) should be obtained from different
venipuncture sites over 1-2 hours. If the cultures remain negative
after 48-72 h, two or three additional blood culture sets should be
obtained, and the laboratory should be consulted for advice regarding
optimal culture techniques. Pending culture results, empirical antimi-
crobial therapy should be withheld initially from hemodynamically
and clinically stable patients with suspected subacute IE, especially

Telegram: @brainandscalpel
t.me/brainandscalpel



Prophylaxis Prophylaxis Not

Recommended Recommended
Dental procedures Dental procedures
W procedures that Routine anesthetic injections

involve manipulation of gin- through noninfected tissue,
gival tissue or the periapical taking dental radiographs,
region of the teeth or perfo- placement of removable

ration of the oral mucosa prosthodontic or orthodontic
Respiratory tract procedures appliances, adjustment of
ynly respiratory tract proce- orthodontic appliances,
dures that involve incision of placement of orthodontic
the respiratory mucosa brackets, shedding of decidu-

Procedures on infected skin, ous teeth, and bleeding from
skin structure, or musculo- trauma to the lips or oral
I tissue mucosa
Gastrointestinal tract
< procedures
Genitourinary tract procedures

Telegram: @brainandscalpel
t.me/brainandscalpel

TABLE 128-9 High-Risk Cardiac Lesions for Which Endocarditis

Orophylaxis is Advised Before Dental Procedures
Prosthetic heart valves or material

Left ventricular assist devices or implantable heart
Prior endocarditis

Unrepaired cyanotic congenital heart disease, including palliative shunts or
conduits

Completely repaired congenital heart defects during the 6 months after repair

Repaired congenital heart disease with residual defects adjacent to prosthetic
material

Surgical or transcatheter pulmonary artery valve or conduit placement
Valvulopathy developing after cardiac transplantation®

ASD x»




LEPROSY

Telegram: @brainandscalpel
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1T BT BB BL LL

1. Number of lesions increase

2. Well-defined, elevated margins ill-defined

3. Single thickened nerve more nerves bilaterally

4. Sit Skin Smear (SSS) negative positive

5. Anesthetic lesions sensations present

6. Tuberculoid granuloma foam macrophages and Grenz zone

Route of infection - MW
Mc Nerve for biopsy- radusd et N > Sureds |+ >2yrs

MC cranial nerve- W )‘Prophylaxis in contacts:

E tsensation lost- ¢, k"f’ « >20hrs per week
FiteFarataetain ) 4 « Sharing clothes




NLEP

1. Which of the following indicators can help in determining whether the health system is Targets: N
giving importance to identifying leprosy in the community? Prevalence{ < ‘/ ’O DO )
A. Treatment completion rate §rade 7disability <lo /
B, Ammginewicesedetpeionraieperioe Zero stigmal/ disability among new children
C. Treatment initiati ‘ -
\ K:Proportion of newly diagnosed patients with grade-2 di;a_tj_ﬁ_Df.

Leprosy prophylaxis : Rifampicin SD
71>20hrs a week =

>3months
’
>2yrs age

P— )

Joinus to make
India Leprosy free.




PB child treatment (10-14 years):

PBL MBL

v
N
Vv
“\

Skin lesions

Sw
Nerves C’: raclor
SSS AFB
MDT duration

Féll course: 6 blister packs

Full course: & blister packs
PB adult blister pack PB child blister pack For childran younge than 10, the dose

must be adjusted according to body weght

ol
|

-

v

-~

MB child treatment (10-14 years);

QﬁB adult treatment: >
- 2 tapsades u; rilampicin (300 mg X 2)

- 3 capsules of clofazimine (100mg X 3)
- | tablet of dapsone (100 mg)

’ZW Once a day: Days 2-28
= 1 capsule of clofazmine (50 mg)
- | tablet of dapsone (100 mg)

n h

- 2 caprules of ntampean (300 mg v 150 mg)

- 3 capsules of clotaziming (50 mg X 3)

- | tablat of dapsone (50 mg)

Once a day: Days 7-28

- 1 capsule of clofazimine avery other day
(50 mg)

- 1 tablat of dapsooe (50 mg)

7

Full course: 12 bhstar packs

MB adult blister pack MB child blister pack Full course: 12 blister packs
For children younger than 10, the dose

28N\ must be adjusted according fo body wesght.
Typg1 Typ@ ( Rifampicin | Dapsone | Clofazimine

Hysn reaction: N i

| S—

600mg 100mg OD _-300mg OAMS+
Seen in: B3 (LL) OAMS — 20mg OD

Relation to

treatment: Cm [2m d ﬁo No rel®

CIF: preexichy RED | Nedudar NEW
) N

Systemic

involvement: ®X

NATIONAL LEPROSY ERADICATION
PROGRAM

T[Feeeg’a\%: t%g!\\ntéscalpel &_’ wc’ - s l- j
t.me/brainandscalpel D’D No 6%? MDT -




ZOONOSES
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Epizootic-Epidemic Cycie
rehoth a reservoir | | CCHF cases occur more during the warmer parts of  Humans become infected through tick bites and
virus. the year, mostly the spring and summer. Thereare direct contact with infected animal blood or tissue.
no cases during the wlnter

Telegram: @brainandscalpel
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:%( Inmazeb

Enzootic Cycle

New evidence strongly implicates
bats as the reservoir hosts for
ebolaviruses, though the means of
local enzootic maintainance and
transmission of the virus within bat
populations remain unknown,

Ebolaviruses:
Ebola virus (formerly Zaire virus)
Sudan virus
Tai Forest virus
Bundibugyo virus
Reston virus (non-human)

Telegram: @brainandscalpel
t.me/brainandscalpel

(atoltivimab, maftivimab,
ang odesivimab - ebgn)
njection

16.67 mg/16.67 mg/16.67 mg per mL

Epizootic Cycle

Epizootics caused by ebolaviruses appear
sporadically, producing high mortality among
non-human primates and duikers and may
precede human outbreaks. Epidemics caused by
ebolaviruses produce acute disease among

humans, with the exception of Reston virus which
does not produce detectable disease in humans.
Little is known about how the virus first passes to
humans, triggering waves of human-to-human
transmission, and an epidemic.

Human-to-human transmission is a
predominant feature of epidemics.

\ VSV ZEBOV-GP
Tter: > 1x10° pi”
lot No.: 003 05 -
Ya| contains 1.0

Date: 30.05~ >
Q"tion New DV

ral Law to 11




ZIKV infected
mosquito
Mosquito bites a
ZIKV infected person

Zika virus
transmission cycle
Infected mosquito
transmit Q\ C PK'
the ZIKV to *
community

Sexual transmission of
ZIKV —
—
Infected Transmission of ZIKV via

mosquito transmit the ZIKV blood transfusion
to family members

Telegram: @brainandscalpel
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bl

Intermegiate Human host Human to human transmission
host l
Transmuission of the virus l g E

from camel to human
bugh consumption of its P ]

meat and milk
oonotic transmission ||
Transmisstaon of

MERS-CoV from
camel 1o other

& i piitti
~a

animals

'

)

Primary host re ¢ *
k . Y‘-“\ Hospital patient  community
MERS-CoV infected contact
bats transmit the virus -6 -——
through their excreta oW Nogboomis]
and saliva
transmission & '
- .
! 3 ‘
Donkey H { T ‘ {
s L
Other patient V
‘ Health care
a < personnel
Contaminated water Goat

Transmission of the virus
from a group to a larger
population

??'
1114

Symptoms possessed
by the infected human

v

w Headache
f Joint pain

g Fever
R Chills

" Breathing
problem




Ticovirimat
/' Brincidafovir
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Categories of contact with suspect Post — exposure prophylaxis measures
rabid animal

Category | None
» Touching of feeding animals
» Licks on intact skin

Category Il 1. Immediate vaccination and

* Nibbling of uncovered skin 2. Local treatment of wound

» Minor scratches or abrasions
without bleeding

Catego; 1L 1. Immediate vaccination

« Single or multiple transdermal 2. Administration of rabies
bites or scratches immunoglobulin

» Licks on broken skin 3. Local treatment of the wound

 Contamination of mucous

membrane with saliva from licks
- Contacts wi -—(M %)

Z g

Re-exposure:
ol
Pre-exposure:

Post-exposure:

Modified Thai Cross:
Essen:
HRIG: 20 1v/Lq

\\

Equine IG: g9 lolk&

RABIES g il e Prace - Soolims

C/F: Pnra%mﬂ@d@) + Hda?m—flmbta

: i< Pe nral  Cudlict — .
Gold standard for diagnosis: P e/ culoown - Sop %

_,.Milwaukee protocol —

POSSIBIGImStain: Seller shacn Megus Lodia Sholder : HADN




PEP C b

All wound reicelve surgical toilet A - has had a complete course of Toxoid or booster

| dose with in the past 5 year

ek s dhen & e all SHner el * B- has had a complete course of Toxoid or booster
clean, non-penetrating, dose more then 5 years ago & less then 10 years ago
& with negligible tissue damage Immunity category * C-has had a complete course of Toxoid or a booster
<z <@Nothing more required@ dose more then 10 year ago
B:Toxoid 1 dose S —I * D-has not had a complete course of Toxoid or

C: Toxoid 1 dose + human tetanus‘l‘g.5>% immunity status unknown
g

Immunity category D:Toxoid complete course + human tetanus |

(@Nothing more required
B: Toxoid 1 dose

C: Toxoid 1 dose

D: Toxoid complete course

=z
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PUO :
* Temperature of 101 degrees Fahrenheit (38.3 degrees Centigrade) or higher

with a minimum duration of three weeks without an established diagnosis
despite at least ong week's investigation in the hospital (NO
Qr 3 OPD visits

Not immunocompromised
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