Key Changes and Enhancement

Dr Vanessa Mudaly — Knowledge Translation Foundation,
Knowledge Translation Unit, University of Cape Town




Contents: Symptoms and Long-term Conditions

CONTENT

SYMPTOMS

A D |
Abused patient 33 Dental symptoms 54 Injured patient 30
Abdominal pain 56 Diarrhoea 58 Itch 82
Abnormal thoughts 36 Diphtheria 53
Aggressive patient 35 Discharge, genital 62 J
Anaemia 44 Disruptive patient 36 Jaundice 94
Anal symptoms 61 Dizziness 46 Joint symptoms b
Anaphylaxis 28
Anxiety 98 E L
Arm symptoms 79 Ear symptoms. 50 Leg symptoms 80
Emergency patient 16 Lump, neck/axilla/groin a2
B Eye symptoms 48 Lump, skin 89
Back pain 78 Lymphadenopathy 42
Bites 29 F -
Blackheads 89 Face symptoms 49 M
Blackout 45 Faint 45 Malaria 39
Body pain 75 Falls 45 Menstrual symptoms 72
Breast symptoms 55 Fatigue 43 Miserable patient 98
Breathing difficulty 23 Fever 38 Mouth symptoms 52
Burns 31 Fits 20 Mpox 40
Foot symptom: 81
C Foot care 81 N
Cardiac arrest 17 Fracture 30 Nail symptoms 97
Cancer symptoms 194 Nausea 57
Cervical screening 70 G Neck pain 79
Chest pain 24 Genital symptoms 62 Needlestick injury 122
Cholera 59 Glucose 19 Nose symptoms 51
Collapse 45 Gum symptoms 54 -
Coma 18 (o)
Condom broken 172 H Overdose 27
Confused patient 36 Hair loss 9 Overweight/obese patient 156
Constipation 60 Hand symptoms 79 -
Convulsion 20 Headache 47
Cough 23 Hearing symptoms 50
Heartburn 56

L% health

Department:
Health
REPUBLIC OF SOUTH AFRICA

p
Pain, back

Pain, body/general
Pain, chest

Pain, chronic

Pain, neck

Pallor

Palpitations

Period problems
Pimples

Poisoning

Public lice

R

Rape

Rash

Respiratory arrest

S

Scabies, genital
Scalp symptoms
Scrotal symptoms
Seizures
Self-harm

Sexual problems
Sexually transmitted infections
Skin symptems
Sleeping difficulty
Smoking

Stings

Stress

Suicidal patient
Syphilis

T
Teeth symptoms
Throat symptoms
Tiredness
Traumatised patient

u

Uleer, genital

Ulcer, skin
Unconscious patient
Urinary symptoms

Vaginal bleeding
Vaginal discharge
Violent patient
Vision symptoms.
Vomiting

w

Warts, genital
Weakness
Weight loss
Wheeze
Wound, acute
Wound, chronic

Assess and manage TB infection

TB: diagnosis

How to collect a good sputum specimen for TB
Drug-sensitive TB (DS-TB): routine care
INH-resistant TB: routine care
Rifampicin-resistant TB (RR-TB): routine care

HIV: pre-exposure prophylaxis (PrEP)

HIV: pre-exposure prophylaxis (PrEP): routine care
HIV: post-exposure prophylaxis (PEP)

Review the patient on post-exposure prophylaxis
(PEP)

HIV: diagnosis

Advanced HIV disease

HIV: routine care

ONG COVID 136

CHRO RESPIR. RY DISEASE

Asthma and COPD: diagnosis
Using inhalers and spacers
Asthma: routine care

COPD: routine care

100
102
105
106
107
m

119
120
122
123

124
125
126

138
138
140
141

TERM HEALTH CONDITIONS

CARDIOMETABOLIC CONDITIONS

Cardiovascular disease risk: diagnosis
(Cardiovascular disease risk: routine care
Diabetes: routine care

Hypertension: diagnosis

Hypertension: routine care

Heart failure

Stroke

Ischaemic heart disease: routine care

Peripheral vascular disease
Chronic kidney disease (CKD): routine care
Overweight/obesity

MENTAL HEALTH

142
144
145
148
149

152
153
154
155
156

The mentally ill patient needing treatment or admission
The patient with symptoms of depression
Depression and/or anxiety: routine care
Schizophrenia

Tobacco smoking

Alcohol/drug use

Dementia

EPILEPSY

Glossary

Prescribe rationally

Initial assessment of the patient
Address the patient’s general health
Observation post vaccination
Collapse following vaccination
Cancer screening and early detection

158
159
160
162
164
165

Contraception
Planning a pregnancy
Pregnancy

Manage the patient requesting a termination of
pregnancy (TOP)

Routine antenatal care
Routine postnatal care

Manage the pregnant/breastfeeding mother with an
unsuppressed VL (= 50)

Prevent communicable infections in the newbormn
Prevent vertical transmission of HIV
Menopause

Chronic arthritis
Gout
Fibromyalgia

PALI

TIVE CARE

Routine palliative care
Address the dying patient's needs

Support the patient taking long-term medication
Protect yourself from occupational infection
Protect yourself from occupational stress
Communicate effectively

Support the patient to make a change

Helpline numbers

170
173
174
176

177
182
184

185
186
187

188
189
190

191
193

195
196
197
198
199
200




How to use the guide

ow SE THE APC GUIDE

Always start on the contents pages: o
adult AvaSE
Use the red box to determine if the patient needs urgent attention primary care

and manage them appropriately.

If the patient does not need urgent attention, follow the algorithmic approach to either a
management plan or to consider a long-term health condition.

Does the patient have symptoms?
Yes No

The guide refers you to relevant pages during patient evaluation or routine care
with arrows:

— | - The return arrow (D) indicates that you need to consult another page but
ﬁ | suggests you return to the original page after and complete the assessment.
— — - The direct arrow (=) guides you to leave the current page and continue the

 J

—
e assessment on another page.

A 3-step framework of Assess, Advise and Treat standardises the approach to the patient with a long-term health condition.

The ‘Assess’ table is divided into different shades to indicate 3 assessment areas:

History (what to ask)
Examination (what to look for)
Investigations (what tests to do)
Medications are highlighted in different colours to show the different prescriber levels:
+ «Orange-highlighted medications may be prescribed by a doctor or a nurse according to his/her scope of practice.
- ePurple-highlighted medications may be initiated by a doctor and continued by a nurse according to his/her scope of practice.

« »Blue-highlighted medications may be prescribed by a doctor only.
- Refer to Health for All promation tool available at: knowledgehub.health.gov.za when you see the icon: Health |
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Non-Communicable Diseases
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LIFESTYLE
Staff Writer

The biggest killers in South Africa
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Stats SA has published its latest Mortality Report for South Africa, revealing that
the main causes of deaths in the country in 2024 were due to diabetes,

hypertension and strokes.

Source: https://businesstech.co.za/news/lifestyle/876629/the-biggest-killer-in-south-africa/

Diabetes, hypertension

and stroke have replaced

infectious diseases to
become our top 3 killers




Non-Communicable Diseases

ARDIOVASCULAR DISEASE (C RISK: ROUTINE CARE

Assess the patient with CVD risk

Symptoms Every visit
Modifiable CVD risk factors  Every visit

Ask about chest pain O 24, difficulty breathing *523, leg pain 80 and symptoms of stroke/TIA © 152.
Ask about smoking, diet, substance misuse, stress, exercise, and activities of daily living. Manage below.
BMI and waist circumference At diagnosis, then yearly Aim for BMI of 18 to < 25 and a waist circumference < 80cm if woman and < 94cm if man. If BMI = 25 5 156.

Aim for < 0.85 if woman and < 0.90 if man.

If known hypertension > 149. If not known hypertension, and BP = 140/90 3148,

If QVD risk < 10% reassess after 5 years. If CVD risk 10-20%, reassess after 1 year. If CVD risk > 20%, reassess after 6 months.
Fingerprick glucose If known diabetes > 145. If not known diabetes*> 19.

Random total cholesterol At diagnosis f patient/family has any of:carly onset?CVD, yellow - If cholesterol > 7.5, check TsH and refer to doctor.
fatty lumps under skintendens, or familial hyperlipidacmia + Ifyellow fatty lumps under skin (excluding around the eyes) and tendons, efer.

Waist-hip ratio At diagnosis, then yearly
BP Every visit
CVDrisk (if no known CVD') At diagnosis, then depending on risk

At diagnosis, then depending on result

Healtr

Aduvise the patient with CVD risk
- Discuss CVD risk: explore patient’s understanding of CVD risk and need for a change in behaviour. Support the patient to change 199
- Invite patient to address 1 modifiable CVD risk factor at a time: help plan how to fit the behavioural change into his/her day. Explore what might hinder or support this. Set reasonable target/s for next visit.

Diet Screen for substance misuse
- Eat a variety of foods in moderation. Reduce portion sizes. - Limit alcohol intake to < 2 drinks?/day if man and
- Increase fruit, vegetables, nuts and legumes 1 drink¥/day if woman

- Choose whole wheat bread, brown rice, sorghum, samp or potatoes - Inthe past year, has patient drunk > 4 drinks?/

Physical activity
Aim for at least
30 minutes brisk
exercise at least

Adherence
+ Explain importance of taking medication every day and
eating regular meals.
- Advise patient to know what medication they are taking
and educate about side-effects.
+ Usea pill box or a pll diary
0 help remember to take
medication every day.
- Give adherence support if
needed* 195 and refer to
community health worker, if
available.

Diet.

- Eata variety of foods in moderation.

- Avoid/limit foods with added fats, sugars, or
salt (eg. takeaway meals, deep-fried foods,
pies, doughnuts, cakes, biscuts, white bread)

+ Increase fruit, vegetables, nuts and legumes.

+ Choose brown bread/brown rice o potatoes
rather than white bread/white rice.

- Avoic/use less sugar and salt

- Drink water instead of sugary drinks.

- Eat small portions of food 3-5 times per day.
Avoid snacks between meals.

« Eat one portion of fruit twice a day and

Advise the patient with diabetes

Better food and drinks choices

+ Educate how to read food labels to make better
food and drinks choices when shopping,

- Avoid ultra-processed food with addiives >
(complicated names, E-numbers). 2

+ Avoid f fiont-of-package label warnin

+ Checkingredient it for items thatare high in
sugar, salt and fat.

 Check nutritional information table for actual
amounts of sugar, salt fat and fibre. Use table A
below to uide on limits —

Total sugar | < 5 per 100g food/< 2.5 per 100mL drink

Saturated fat | < 2.5g per 100g food or drink

Total sodium | < 120mg per 100g food or drink

Dietary fibre | > 3 per 100g food or drink

Exercise and physical activity

- A for at least 30 minutes brisk
exercise at least 5 days/week.

- Increase activities of dally Iving
like gardening, housework, walking

CVDrisk factors

« Askabout CVD risk factors and calculate
patient's CVD risk © 142,

- Help patient to manage CVD risk © 144,

+ IFBMI = 25 *> 156. Advise patient any
weight recluction is beneficial, even iftargets
notmet

+ Advise to avoid/limit alcohol intake to

< 2 drinks/day if man and 1 drink/day It
weman.
- If smoking, encourage 1o stop © 164, -

Foot care
- Advise foot care is impartant to

prevent ulcers and amputations.

+ Examine and wash feet dally,
carefully diry between toes.

+ Avoid testing water temperature with
feet or using hot water botties heaters
near feet.

- Ifcuts/blisters/sores, keep wound
cleanand return to clinic i not healin

- Cut nails straight with nail cutter and file sharp edges

+ Moisturise skin with lotion/cream.

rather than white bread/rice. session, used illegal drugs or misused prescription/
- Replace brick margarine/butter with vegetable oil or soft tub margarine. over-the-counter medications? IFyes to any about halfa plate of vegetables every day.
+ Reduce salty processed foods like gravies, stock cubes, 5 165. + Choose lean cuts of meat.

5 days/week
- Increase activities
of daily Ining like

instead of taking transport, using
stairs instead of ifts.
- Exercise with arms If unable to

+ Wear comfortable shoes. Avoid high heels, shoes with pointed
toes or wearing open shoes.
+ Wear loose absorbent socks and change socks daly.

gardening, housework, Haalfr Al [ =19 packet soup. Avoid adding salt to food. All | 937and41 + Avoid deep-frying foods. use legs.
walking instead of ~ Avoid/use less sugar. - Avoid walking on hot surfaces or walking barefoot.
taking transpor, using - Refer to dietician (if available). + Bxamine shoes daily for any foreign objects.
stairs instead of lfts i Al | o2
- Exercise with arms if jeight
unable to use legs. If patient smokes, encourage ta stop 164, Aim for BMI 18t < 25, and waist Assess and manage stress > 98. .
" 9 i circumference < 80cm if woman and < 9dcm J GlEuW‘iﬂEh\'e‘Sa"d HDM? ' el H‘érogd"/ﬁem'z - B -
s o  Explain the importance of monitoring glucose levelsat every vist. - Bload sugar can drop I patient does not take medication
2 | 52 P o if man. IFBMI > 25 * 156. Any weight feon 510 5 4 . mi !
Teclucton 1§ baneficl, even I iargeis not met. (R Educate about how glucose levels change with meals and advise what correctly, misses meals, uses alcohol or becomes il Fomfemting insi

+ Educate on signs of low blood sugar: palpitations, sweating,
headaches, wezkness, shaking and hunger.
+ Advise to eat or drink
something sweet immediately.
- Aways carty something sweet.
- I patient uses insulin,
advise to always weara

levels patient should aim for.
- Explain why HDA, testing is done and
encourage patient to reach target.

- Discuss: injection technique/
sites (abdomen, thighs, arms),
storage of insulin (fridge/cool
dark place), meal frequency,
symptoms of low/high blood
sugar, disposal of sharps.

+ Advise that If unwell and vomiting/not eating as usual to increase

« Identify support to maintain behavioural change: health promoter, friend, partner or relative to attend clinic visits, a healthy lifestyle group, helpline © 200.
- Be encouraging and congratulate any achievement. Avoid judging, criticising or blaming. Itis the patient’s right to make decisions about his/her own health. For tips on communicating effectively © 198

Treat the patient with CVD risk
- Ifknown CVD" give erosuvastatin 10mg daily. If patient develops muscle pain/cramps, reduce dose ta Smg daily. If no improvernent and not on LPV/ATVI/DRVF switch to esimvastatin 10mg at

night or discuss with specialist. Avoid if pregnant or breastfeeding E=dehiEn fluid intake, check glucose 3 times a day If possible and adjust
+ Ifno known CVD': If CVD risk > 20%, diabetes >10 years, diabetes with eGFR < 60, type 2 diabetes and > 40 years old, give #simvastatin® 10mg at night. Avoid if pregnant or breastfeeding. insulin dose if necessary (avoid stopping insulin)
Review the patient with CVD risk < 10% every 5 years and CVD risk 10-20% yearly. Review the patient with CVD risk > 20% every 6 months.
N disease (( i i i peripheral vascular dis 2CVD that develops in man < 55 years or in woman < 65 years. *One drinkis 1 tot of spirits, or 1 small glass (125mL) of wine or 1 can/bottle
(330mL) of beer. *If HIV positive and on LPVI/ATVr switch to doll ir. If dol jir, switch ATVr. If on ATVI/DRVY, avoid simvastatin, give # atorvastatin 10mg daily instead. 144
146

Focus on prevention of NCDs and management of CVD risk factors
Advice includes Dietary advice, Physical activity, Mental health, Smoking, Substance use and Obesity

management
For diabetes: also included dietary advice, how to make better food choices (food package labelling),
adherence, significance of HbA1c, symptoms of hypoglycaemia
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Hypertension

SATURDAY STAR NEWS

Gauteng records sharp rise in
hypertension among adults
under 45

Saturday Star Reporter | Published 4 months ago

OAxXno «« B o

Between April 2025 and March 2026,
Gauteng recorded 69,125 new
hypertension cases, with 26,088 (38%)
diagnoses among adults aged 18 to 44.

Gauteng sounds alarm over growing hypertension crisis among young adults

Source: https.//iol.co.za/saturday-star/news/2026-05-18-gauteng-records-sharp-rise-in-h ypen‘ension-among-adults-under—45/
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Hypertension

Treat the patient with hypertension
HYPERTENS o DIAGNOS s . -@llx;'e #influe 1e 0.5mL IM yearly.
- If known CVD

Give #r1o n 10mg daily. If patient develops muscle pain/cramps, reduce dose to 5mg daily. If no improvement and not on LPVI/ATVI/DRVr switch to +simvastatin 10mg at night or discuss
Check blood = with specialist. Avoid if pregnant or breastfeeding
eck blood pressure Giu 5 ; ’

- Position patient: ask patient to remove tight clothing covering upper arm. Sit with back against chair, both feet flat on floor and arm supported at heart level. Patient ta avoid talking during reading . IFL;::)Ek:i:Eg?VI[;ng Eglﬁsﬁiugg:ipge“‘p;lc.eliel\n dyspees‘lg};ﬂgdgf;;rhltwi[g‘lge‘er_isperegnam or breastfeading
prcsitioncuiconeciand ansue Bppn prlales e liipbeefmidprefaniacinisenc B e ke lae BRnf - If BP controlled, continue current treatment step and review 6 manthly. If BP not controlled, decide treatment for hypertension using algerithm and table below. If already on step 7, refer instead.
+ Measure and record systolic BP (SBP) and diastolic BP (DBP). Take at least two readings 1-2 minutes apart.

- Iffirst time BP measurement, or readings differ by > SmmHg, or if BP = 1807110, take a third reading. Use average of last 2 readings to interpret BP measurement. Not yet on hypertension medication Already on hypertension medication
- If taking BP manually, SBP is the first appearance of sound. DBP is the disappearance of sound. 5
« If patient Is pregnant, interpret reading +177. Mild hypertension Moderate Severe hypertension Adherant Not adherent

BP 140/90 - 159/99 hypertension BP = 180/110
BP 1607100 - 179/109 Add next - Check patientis using

Glve urgent attention to the patient with systolic BP = 180 and/or diastolic BP = 110 and symptoms:

. - " L — H . Droes patient have CVD' or = 1 CVD risk factor'? Start treatment with treatment stej medication correctly.
Sudden onset of: severe headache, weakness on 1 or both sides, seizure/s, visual disturbances, dizziness, difficulty speaking or swallowing, stroke likely =152 P steps 1,7 and 3 and P . Discuss side effects.
Hypertensive emergency likely if SBP = 180 and/or DBP = 130 and any of: Hypertensive urgency likely if SBP = 130 and/or DBP = 110 and any of: Mo Yes review patient in 1 week. - Refer for community health
« Severe headache + Severe headache worker support.
- Known kidney failure (eGFR < 15) - Known kidney impairment (eGFR < 60) Start treatment with step 1. Review in 3 months, Start treatment with steps - Review in 1 month
« Chest painfunstable angina © 24 « Difficulty breathing worse on lying flat or leg swelling, heart fallure likely

- Shortness of breath/severe heart failure

Manage and refer same day:
Manage and refer urgently: + If normal kidney function and no heaﬂ failure, give +amlodipine 5mg or #enalapr FYOP [l /ddress modifiable CVD risk factors. Aanage CVD risk © 144. If BP not controlled after 3 months, add step 2
- Give #amlodipine 10mg. 10mg followed by +1 hlo azide (HCTZ) 12.5mg to. lower BP slowly.
« If shortness of breath/severe heart failure, also give single dose +furos 40mg IV « If eGFR < 60 or heart failure Ilkelv, gwe |nstead *a ne 5mg followed by
and face mask oxygen at 6-8 L/minute. +fur de 40mg orally or +1 12.5mg

- Avoid if pregnant, gout, severe liver disease or eGFR < 30.
- Use with caution if personal/family history of skin cancer.
12.5mg daily « If diabetes or known left ventricular hypertrophy on ECG start #enalapril 10mg daily instead of HCTZ. Then if
needed, add HCTZ as next step once on maximum dose of enalapril
- If heart failure, treat © 151. If ischaemic heart disease (IHD), treat © 153.

Approach to Interpreting a BP In a patient not needing urgent attention.
If systolic BP and diastolic BP fall into 2 different categories, use the higher blood pressure reading to classify further.

Add either amlodipine or enalapril

P < 140/90 BP 140/90 - 179/109 BP = 180/110 Amlodipine: ) _
Add #amiodipine 5mg daily Add #enalapril 10mg daily ~ Choose if: isolated systolic hypertension, asymptomatic severe hypertension.
) = - Avoid if untreated heart failure
- Repeat BP on 2 further occasions at least 2 days apart (within 2 weeks if BP = 160/100) - If overweight, check that correct size cuffis being used
- Avoid diagnosing hypertension on one reading alone. - Repeat BP readings after patient has rested for 1 hour. Increase #amlodipine to 10mg daily Increase #enalapril to 20mg daily  Enalapril:
- Take at least 3 BP readings. - Choose if: previous stroke
BP < 140/90 BP 140/90 - 159/99 BP 160/100 - 175/109 it 10ma daily Adilsamindininel sl - Avoid if: pregnant, potassium > 5.5, bilateral renal artery stenosis or stenosis of an artery to a dominant/single
BP confirmed = 1807110 _ i B kidney, aortic valve stenosis, or history of angioedema
o - IFeGFR < 30, discuss with spacialist
- Assess CUD RN Diaopoeslmid Diagpielmodarata Increase # ril to 20mg daily Increase #amlodipine to 10mg daily - Advise to stop enalapril and return immediately if swelling of tongue/lips/face develops, angloedema likely © 49.
+ Decide on frequency of follow-up: hypertension hypertension Diagnose severe hypertension = -
Check to see if patient needs urgent attention above.
- BP < 120/80 and . BP 120/80 — 139/89 or Add espironolactone 25mg daily and increase #HCTZ to 25mg daily. Only use spironolactone if potassium can be monitored. Avoid spironolactone if pregnant or eGFR < 30
- CWD risk < 10% and « CVD risk = 10% or - Give routine hypertension care © 149.
- No VD risk factors? - Any CVD risk factors? « If < 30 years, refer to exclude secondary cause of hypertension.

« If > 65 years and no co-morbid disease, start treatment only when BP > 160/90.
Lo 2 - Review the patient with hypertension monthly until BP controlled. Once controlled, review 6 monthly. If BP not controlled after 1 month on step 7, refer.

Check BP after 5 years. Cheack BP after 1 year.

CVD risk factors include smoking, diabetes, BMI = 25, waist circumference = 80cm if woman of = 4cm if man, or waist-hip ratio = 0.85 if woman or z 0.90 if man. Cardiovascular disease (CVD) includes ischaemic heart disease, peripheral vascular disease and stroke/TIA. 3 HIV positive and on LPV/ATVr switch to dolutegravir. If unable to switch to dolutegravir, switch mw‘ocln[mue ATVr. If on ATVI/DRVY, avoid
148 simvastatin, give #atorvastatin 10mg daily instead 3CVD risk factors inclugde smoking, diabetes, BMI = 25, waist circumference = 80cm if woman or = 94cm if man or, waist-hip ratio = 0.85 if woman or = 0.90 if m:

150

Added the specific clinical criteria for a hypertensive emergency and a
hypertensive urgency, difference in management but both are in red box

Revised 7 steps for starting and adding on HT treatment, there is now a choice
Sl health between 2 agents in step 3- amlodipine or enalapril _—

S iE
N, 2030

Department:
i\ ‘,(.,»"’ Health

REPUBLIC OF SOUTH AFRICA




Overweight and Obesity

=3

Myths and stigma fuel SA’s obesity

epidemic Obesity affects 68% of women and 31% of men.
More than half of South Africans are now overweight or obese, raising

alarm among health experts, as myths and stigma continue to prevent . . . .

many from seeking treatment for a complex and CgStiy n".ecii{i%: condition. Myth ObeSIty IS SImpIy a result of laziness

O Julby 02, 202 fg\ Manna Maurice M2 minutes read

Fact: Obesity is a complex disease influenced by
genetics, hormones, metabolism, environmental
factors, medications, and lifestyle choices. It is not
simply a matter of willpower.

Myth: People with obesity just need to eat less
and exercise more

Fact: While healthy eating and physical activity are
important, many patients struggle with biological
factors that make long-term weight loss difficult.
Medical and surgical interventions may be

The Association for Disbetics in South Africa (ADSA) stated recently that more than 50% of South Africans are necessary for sustainable results.

averweight or living with obesity, the highest figure on the continent.

B image for Bustratien. Image: Shutterstock

The medical condition affects 68% of women and 31% of men, while overweight and obesity rates among

children alse remain among the highest in Africa.

Source: https://www. citizen.co.za/rekord/news-headlines/2026/07/02/myths-and—stigma-fuel—sas-obesity—epidemic/
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Overweight and Obesity

VERWEIGHT/OBESITY

Screen for overweight/obesity and assess risk

- Calculate Body Mass Index (BMI): BMI = weight (kg) = height (m) - height (m). A patient with BMI = 25 is overweight; a patient with BMI = 30 is obese.
= IFBMI = 25, also measure waist circumference (WC)' and waist-hip ratio (WHRP. Patient has an increased risk of cardiovascular disease, type 2 diabetes and obesity-related conditions if:

- Waist circumference > $4cm if man and = 80cm if woman.

- Waist-hip ratio = 0.90 if man and = 0.85 if woman.

Symptoms
Diet

Physical activity
Sleep
Mental health

Long-term health
conditions

Cancer risk
Medication

Abuse
Substance use

Weight (BMI)

Waist drcumference (WQ),
Waist-hip ratio (WHR)

BP

VD risk

Cause of obesity
Fingerprick glucose
Random total cholesteral
T5H

Anthropometric measures to diagnose overweight/
obesity- BMI, waist circumference and waist-hip ratio

Every visit

Every visit

Every visit
Every visit
Every visit
At diagnosis

Yearly and if indicated/needed
Every visit

Every visit
Every visit

Weight: every visit
BMI: 3 monthly

WC: monthly
WHR: 3 monthly

Every visit

At diagnosis, then depending on risk
At diagnosis

At diagnosis, then depending on risk
At diagnosis

At diagnosis if needed

"Waist circumference: while sanding and breathing uuL msasure al the namowest part m‘me r.cnsa (uuDef body), usually just above the navel. Waist-hip ratic: waist circumference < hip circumference (measure at the widest part of the hips and
buttocks). 30ne drink s 1 tot of spitits, or 1 small g

(added)

ine or 1 can/bottle

Assess the patlent who Is overwelght/obese

If joint pain © 77, back pain © 78. Manage other symptoms on symptom pages.

- Assess eating habits: frequency of meals, volumes eaten and if patient eats sugary snacks, sweetened drinks and fast food. Ask what patient has eaten
in the past 24 hours. Ask about patient's readiness for change, and offer behaviour change support © 157.

+ If na improvement in condition after behaviour change support, refer to dietitian for dietary management.

Assess frequency and intensity of physical activity as planned exerdise or as part of daily work/domestic activities.

If difficulty sleepir

g and/or persistent snoring interrupts sleep 99,
If stress, anxiety or low mood > 98.

Ask about diabetes 145, hypertension © 149, cardiovascular disease 144, ostecarthiitis > 188, and give routine care

Check for symptoms/signs suggestive of cancer or if eligible for cancer screening © 194

Review medication: steroids, antiseizure medication, antipsychotics, antidepressants, diabetes medication, oral contraceptives and some antiretroviral
therapy are associated with weight gain. Discuss with doctor.

‘Assess for past or current abuse. This may affect eating behaviours and obesity management. If patient is being abused © 33,

In the past year, has patient drunk = 4 drinks*/session, used illegal drugs or misused prescription/over-the-counter medications? If yes to any © 165
Ask about smoking. If patient smokes, encourage to stop O 164.

Aim for gradual decrease in weight.

- Waist circumference (WC) and waist-hip ratio can show weight loss before changes in BMI are seen.
- Aim for gradual decrease in waist circumference and waist-hip ratio.

Use a larger cuff if mid-upper arm circumference > 32cm. If known hypertension © 149, If not, and BP = 140/90 © 148.

Assess and manage CVD risk © 142,

Check thyroid (goitre), skin (acne, hirsutism, purple stretchmarks), moon-shaped face and shoulders/hips for muscle weakness. If any, refer
If known dizbetes > 145. If not known diabetes © 19.

If cholesterol > 7.5, check TSH and refer to doctor.

If low mood, dry skin, constipation, fatique or cold intolerance, check TSH. If abnormal, refer to doctor.

Related symptoms- NCDs, MCS, sleep apnoea
CVD risk assessment
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Approach to the patlent who Is overwelght/obese
Ask permission first
+ Do not assume patient wants to di eight. For tips on communicating effectively © 198

55
- To build trust, ask if patient is comfortable/willing to discuss his/her weight. For example: "Would it be okay if we take a few minutes to discuss your weight and how it might impact your overal
health?"

« If patient declines, be respectful. Encourage patient to return whenever s/he feels comfortable to discuss further. Focus on the presenting symptom/condition instead
- If patient willing to discuss weight:

Assess the patient's readiness to change
ss benefits of healthy behaviour and weight loss.

- Assess patient's understanding of his/her current health risks and d
Educate patient about risks of being overweight/obese (e.g. cardiovascular disease, type 2 diabetes, joint pain) and the advantages of losing weight.

- Advise that weight loss is not the only important outcome. Also consider quality of life, improvemnants in health (2.g. lower blood pressure, decreased joint pain, improved energy levels), fitness,
patient's sense of confidence/self-esteem/well-being.

« Ask the patient to rate how confident s/he feels about making a change:

« If the patient is not ready to change:
- Respect the patient's decision
- Invite patient to identify the pros and cons of behaviour change.
- Acknowledge patient's concerns about change and explore ways of avercoming the difficulties preventing change.
- Offer more information or support if the patient would like to consider the issue further.
- If the patient is ready to make behavioural changes

Advise the patient
ty and healthy eating:

- Advise to aveid smoking and limit alcohel intake, and discuss physical a
- Physical activity:

+ Advise patient to limit time spent being inactive while awake, and to gradually become mare physically active. Encourage patient to do at least 30 minutes of brisk physical a

aswalking) at least 5 days a week (150 minutes/week). Increase activities of daily living like gardening, housework, walking instead of taking transport, using stairs instead of
D?‘ys\o herapy if available.
h

healthy eating advice:

at a variety of foods in moderation and reduce partion sizes.

ncrease fruit, vegetables, nuts and lequmes (beans, lentils, split peas, soya). Choose whole wheat bread, brown rice, potatoes, samp or sorghum rather than white bread/rice.

- Replace brick margarine/butter with vegetable oil or soft tub margarine

- Reduce salty processed foods like gravy, stock cubes, packet soup. Avoid adding salt to food and eating less healthy foed (e.g. takeaways, deep-fried food, pies, doughnuts, cakes, biscuits, sugary drinks).

vity (such
Refer to

Agree on pallenl goals
- Agree on goals that are specific and realistic and that the patient feels capable of achieving in 2 specific time.

- Document decision and goals set by the patient.

Assist the patient to make behaviour changes
« Identify possible motivating factors that can support the patient to make a ¢ r-cngﬂ
- Ask the patient what might stop them from reaching their goals (eq. unsafe environment for walking, stress/emotional eating, lack of time)
- Refer to dietitian and offer referral to physiotherapist, occupational therapist, counsellor, psychologist, and available support services (social worker, health promoter, community care worker,
helpline © 200)

- |dentify a friend, partner, or relative to support the patient and if possible to attend

The 5As:
Ask permission first

Assess the patient's readiness to change
Advise the patient
Agree on patient goals
Assist the patient to make behaviour changes
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Cancer screening and early detection

Cancer cases in SA almost
doublein last 20 years - can our

healthcare system cope?
Why?
Paula Luckhoff . . . .
24 June 2025 | 16:48 * Increase in awareness, screening, dlagnostlcs and
reporting
Experts are pointing to the rise in cancer diagnoses as South Africa's next .
major public health emergency. But also: ) . ) )
* Increase in specific exposure: lifestyle, environment,
John Maytham Afternoon drive with John Maytham Cancer Healthcare behaVIOU rs

What we are seeing:

» Increase in incidence of certain cancers (breast,
prostate, lung)

* Increase in cancer diagnoses in younger people
(breast, cervical, Kaposi sarcoma, colorectal)

Dl h I h Source: https.//www.ewn.co.za/cancer-cases-in-sa-almost-double-in-last-20-years-can-our-healthcare-system-cope/ ——N
S,
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Cancer screening and early symptom

CANCER SCREENING AND EARLY DETECTION

Ask about risk factors

« Age > 40 years
« Family history of breast cancer especially if

sister/mother or carrier of genetic mutations

Advise screening

- Advise to do monthly Breast
Self-Examination (BSE), check

Assess for early signs

Do Clinical Breast Exam to check for:
« New lump or thickening in breast or

Assist with early referral

Refer to Specialist Breast Clinic (SBU) if:
« Woman > 20 years old with new lump
« Nipple changes (inversion or discharge)

detection

Breast Bt for changes in size/shapesfeel of armpit ; . )
g;::_;us_ble’i_slt;tcancer triti breast, or skin changes « Nipple inversion or discharge (other than er sll\‘m_change icllllmpllnfg. redness or
cancer : Smosklir):' e E SO « Offer Provider-initiated Screening milk) E:;iﬁfrﬂgtgre\%ngi;sot -’Z%%erinsisler
" g Clinical Breast Exams (PISCBE) twice - Dimpling, redness, or puckering of breast . i B
- Excessive alcohol use T e A e e 1 S or mother, or known familial genetic
- On hormonal replacement therapy > 5 years ’ ’ mutation for screening mammaogram
- HPV positive/previous abnormal cervical - If HIV negative start screening at - If a cervical lesion is visible on speculum
screening results 25 years. Repeat every 10yearsif - Abnormal vaginal bleeding (between examination, avoid HPV DNA screening.
Cervical - HIV positive especially if not yet on ART HPV DNA test negative periods or after sex) Instead, perform a punch biopsy of the
- Early sexual activity - If HIV positive start screening at - Persistent, foul-smelling vaginal discharge lesion (if trained provider available) or
cancer - Early sexual debut/multiple previous sexual 35 years, regardless of when ART - Pelvic pain or discomfort during discuss/refer same day
partners was started. Repeat every 5 years intercourse « If eligible, do HPV screening and . -
« Smoking if HPV DNA test negative manage according to results © 70 Wh o Is at rl s k?
-
« Personal history of colorectal cancer, polyps, . . S S G . . . o
lcetvecoR, Gotns dieas ontplong ey Who is eligible for screening?
Colorectal « Family history of colorectal cancer, multiple . . P P : 4 - U
Screening not routinely done - Visible blood in the stool or rectal . . .
P —— polyps or Lynch syndrome bleeding If early signs, discuss/refer - 9
« Age > 50 - . . vv
. g%}is?lJ i:;?tr'\?-'\t ST - Unexplained weight loss and persistent h at a re ea rly S I g n s H
Ex’essi)'ﬂ‘e aléofwoflupse or smoking 2 e vl E T . 2
- o How to assist early referral
- BT ST - Difficulty starting urination, weak urine y =
= . . flow, increased frequency of urine If urinary symptomns, blood in urinesemen
Prostate - Smoking Screening not routinely done . 11 o P )
et e : b (espedially at night), blood in urine/semen  or enlarged prostate, discuss/refer
cancer o= « Enlarged, hard or nodular prostate on
« Family history of prostate or breast cancer digital rectal exam
- Tobacco use, second-hand smoke - Persistent, worsening cough
- Occupational exposure (radiation, pesticide - Coughing up blood (haemoptysis)
use, steel manufacturing, mining) - Unexplained shortness of breath and - Tast for TB and review with chast X-ray
Lun - Environmental exposure (smoke, mining waste, - Screening is not routinely chest pain A . ’,' g ,
9 pesticides) recommended « Recurrent chest infections Ifsoj\!ta?r nlc-lc\lfu\e r:n;ss anetalieciifhll_arf
cancer « HIV or autoimmune disease « Advise patient to stop smoking. - Difficulty swallowing, hoarse voice meciastina lympacenopatiy/etiusion,

424 health

« Chronic lung disease: COPD, bronchiectasis,

post-TE lung disease

« Family history of lung cancer

+ Loss of appetite
« Persistent tiredness or lack of energy
« Unaxplained weight loss

lesions in rib bones, refer same day

194
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HPV-based Cervical screening

Medical o

&

JUTA
MEDICAL BRIEF

AFRICA'S MEDICAL MEDIA DIGEST

HOME FOCUS TALKINGPOINTS NEWS RESEARCHAFRICA PEOPLE  ARCHIVE v  SUBSCRIBE ol o e ooy o (] O et 15
The bright spots

North West lfted cov

the largest single-yea

KZ holds 8 of the 10 be

These are proof that s ment is possible.

it hasn't he

Home » HIV/Aids > Low screening, weak referrals, drive SA's high cervical cancer rates
- . ’ . g
L ow screenin g, wea k referrals. drive SA’s Source: District Health Barometer 2024/25
] ]

high cervical cancer rates
« SA has 22.8 - 27 cases per 100 000 compared to

global average of 15.8 per 100 000

B july9. 2025

« Close to 80% of all cervical cancer cases are

Compared with other countries, South Africa has a much higher global cervical cancer rate - Iinked to one or a mix Of three high-riSK types!
between 22.8 and 27 per 100 000 women, with the global average being 15.8 per 100 000 - Which include HPV 1 6, 1 8, and 45

which is attributed to low screening coverage, late diagnoses, high HIV prevalence, and limited

access to treatment and vaccines.

, Source: https.//www.medicalbrief.co.za/low-screening-weak-referrals-drive-sas-high-cervical-cancer-rates/ =
= 2030
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HPV-based Cervical screening

CERVICAL SCREENING

- Cervical screening is dene using human papillomavirus (HPV) DNA testing to dets
- Send one cervical sample per patient and request HPV reen on the labol ¥

+ Reflex liquid-based cytology (LBC) is done by the laboratory on a sample only if a cervical sample tests positive for high-risk HPV subtypes other than HPV 16, 18 or 45.
« Manage HPV DNA results according to the cervical screening results page © 71

CERVICAL SCREENING RESULTS

high risk HPV subtypes. Check HPV DNA result to decide on further management

HPV DNA positive HPV DNA negative
s patient positive for HPV types 16, 18 and/or 457 - Explain that patient does not
currently have the virus that can
Decide when patient needs a cervical screen

Yes No cause cancer changes
« Re-ser v
Patient has no symptoms Patient has symptnms S'[E icsee depending on HIV
- If HIV negative: start screening at age 25. Repeat every 10 yaars if HPV - If imegular/heavy vaginal bleeding 2 73, bleeding/pain with sex © 74, or abnormal vaginal discharge © 64, N _—
DNA test stays negativ eening at age 55. - Do routine HPY DNA screen if abla to visualise cervix and there are no visible lesicns. — DArSS‘E:S‘_I':' ‘Dz""all!efl“’"ﬂ"‘_'"?ytﬁ OETEY o ‘HP\‘I'q“.kbp;slt?g'n;other‘;llgtl-rlsjrty;')des — ~If HIV negative, fe-screen in
- If HIV positive: start screening at age 25, regardless of when ART - Ifa cervical lesion is visible on speculum examination, avoid HPY DNA screening (T R D{_m“ "RhJ DR E\]E-, galeherEiiallDle) G T E AR E i B L e vg LBl o
started. Repeat every 5 years if HPY DNA test stays negative. Continue - If extensiva ul ularity, or large lesion, refer same day. B dDa N cal lesion on VIA: siE=EEsi
beyond age 55 for as long as patient remains in HIV care. If lesion not extensive, trained provider io perform punch bicpsy of lesion for hist If trained provider not Cytology Abnormal Cytology
available, refer for colposcopy and histology/LLETZ to receive treatment within 4 we No Yes Normal
- If patient has symptems not responding to treatment, discuss/refer.
HSIL or ASC-H ASCUS orLSIL
s there a trained thermal ablation provider on site? Refer for Do follow up
- v tes
Assess the patient needing a cervical screen colpescopy and Refer for . If trained "P‘\_D\““\ testin
} 2 months
. LLETZ to receive site, perform
Symptoms If abnormal vaginal bleeding * 73. If abnormal vaginal discharge > 64. If burning urination/frequency/urgency ©69. If routine cervical screen is due, delay until after treatment of B treatment within V1A and thermal Manage according
symptoms. If abnormal vaginal discharge/bleeding nat respending to treatment, do cervical screen at same wisit. Manage other symptoms on symptom pages. »;&Dfss'cfg;” Trained provider Iia':r'ﬁ;i:jram thermal ablation® 4 weeks', ablation. to results (see
Family planning + Assess patient's contraceptive needs © 170. Check for pregnancy © 174, .;r' It o S « If no trained adjacent column)
+ If pregnant, do cervical screen before 20 weeks gestation, — provider, refer
-If pregnant and HPV positive with na visible cervical lesion or local swollen lymph nodes, defer treatment to 6 weeks postpartum. Do follow up HPV DNA test in 12 months for colposcopy
-If any visible lesions or invasive cancer suspected, discuss/refer same day. Manage according to result and LLETZ
_— to receive
Examination + Do pelvic examination to check for pain on moving cervix and for pelvic masses. I pain an moving cervix, treat for lower abdominal pain (LAP) syhdrome © 64. If mass, refer. treatment
+ Do speculum examination to look at cervix. If any lesion seen, avoid HPY DNA screening. HPV DNA HPV DNA positive wltr;m I vecks
- If extensive ulceration, ireqularity, or large lesion, refer same day. negative (types 16, 18 and/or 45) : - .
-If lesion not extensive, perform a punch biopsy of lesion for histology (only if trained provider available) or refer for colposcopy/LLETZ to receive treatment within 4 weeks. Re-screen Request cytology and refer
Hw estor 'S 124, s | | R g
“IFHIV positive or known HIV, give foutine HIV care  126. and LLETZ, regardess o How to do a Visual Inspection with Acetic Acid (VIA)
-If HIV negative, assess need for PrEP 11 ether cytology is normal - Insert speculum fully sathat  Cervix before acetic Cervix after acetic
entire cervix can be seen acid applied acid applied
Advise the patient needing a cervical screen . :‘;?;:;;e;v \):chreﬁeri:‘;?ble
+ Educate that cervical cancer is a disease that affects the mouth of the womb and is caused by certain types of HPV. HPV is passed on through sex and can stay in the body for years. v o] tg ! . " d
+ Advise safer sex to lower risk of HPV and other sexually transmitted infections. Encourage consistent condom use, offer male and female condoms and advise staying with one partner at a time T T gl o S
- Explain that cervical screening can prevent cervical cancer because it detects HPV infection and cer changes years before cancer develops. Colpascopy is a closer examination of the cervix to LLEn‘—m r:f;;f C“s‘;\ Dc,-‘.;ce = i OO 0 o] e el D
confirm abnormal changes ASCH - quamous cells - cannot exclude high-grada squamous intraspithelial lesion be absorbed
+ Advise that smoking increases the risk of cervical changes. If patient smokes, encourage to stop O 164, HSIL e squamous intraepithelial lesion e e e e k ‘
- If pregnant after 20’ weeks gestation, advise patient to return after & weeks post-partum to do routine HPY DNA screening. LSIL - low-grade squamous intraepithelil esion . g
ASCUS -atypical squamous cells of undetermined significance any acetowhite reactions. ©WHO Cenvical Sereening 2
Review HPV DNA results =71
70 I pregnant, defer until 6 weeks post-partum.

Approach to asymptomatic versus symptomatic patient
Eligibility for routine screening: from 25 years

Procedures: VIA, thermal ablation, cytology, LLETZ, colposcopy, punch biopsy
Prioritisation of referral: same day, within 4 weeks, next appointment
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Breast symptoms

Breast cancer on the rise among South
African women in their 30s

Younger women are being diagnosed with more aggressive forms of the
disease, underscoring the need for early detection.

o]
© October 05, 2024 M The North Coast Courier R 3 minutes re|
To Jo |

« This is a global trend.
* Increase in rate of advanced cancer
in women <40 years.

B The breast changes throughout the menstrual cycle and it is important to always self-examine at the same time of the month.

Breast cancer, the most prevalent cancer among South African women, is increasingly being detected in womg

h e a I t h Source: https://www.citizen.co.za/north-coast-courier/news-headlines/local-news/2024/10/05/breast-cancer-on-the-rise-among- —

3& south-african-women-in-their-30s/ '
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Breast symptoms

BREA MPTOMS

Give urgent attention to the patient with breast symptoms and temperature = 38°C or body pain with painful lump in breast/s which may be fluctuant: breast abscess likely.
« Give #paracetamol 1g and »tramadol 50mg. Refer urgently to surgical unit for incision and drainage.

d

Approach to the patient with breast symp not urgent
Carefully examine both breasts including nipples and axillae. If any of the following warning signs, refer to breast clinic/Regional Breast Unit same week:

- Skin changes: dimpling, ulceration, indentations or pulling ("orange peel” appearance) - Axillary lumpy/s with any of: skin/nipple changes, nipple discharge, breast lump/s
- Breast lumpys with any of: patient > 25 years, family history of breast cancer, irregular - Nipple discharge/retraction with any of: patient = 50 years, blood-stained or one-sided discharge, male,
fixed lump, skin/nipple changes, nipple discharge, axillary lump skin changes {crusts/ulcers), breast/axillary lump

If none of above, continue to assess the patient below: Aim for ea’,iy detection and timeiy referrai
Is the patient breastfeeding? .
Symptoms of breast abscess in red box
- Avaid using soap on nipples. Yes. Mastitis likely MNo. Engorgement/blocked I n CI u ded crite ri a fo r refe rral Of b reaSt I u m ps
« Advise to apply breastmilk to nipples after feeding and - Give n' 500mg 6 hourly for 5 days. duct likely - - .
expose to air. Apply #zinc and castor oil ointment - Give amol 500mg-1g 4-6 hourly {up to 4g in 24 hours) as needed up to 5 days. « Advise frequent breastfeeds, for ai i ages to breast ci i n ic o r reg io n ai breast

between feeds. Assess and manage baby for oral thrush. - Advise warm compresses. If no better after 2 days or breast abscess develops, refer same day. warm compresses and to
gently massage breast

« If HIV negative, advise to continue breastfeeding - Advise to retun If fever/body u n it W ith ti m e ra n g e : <25 yea rs : With i n 60

« If HIV positive and only one breast affected, express and discard milk from affected side. Continue breastfeeding from other side. pain (mastitis) de‘f-elops )
-If both breasts affectad, temporarily stop feeding from breasts, express and discard breast milk. Replace feeds with formula until cracks/mastitis resolved « If symptoms persists, consider

other causes and discuss/refer. days; >25 years: Within 21 days
Refer to breastfeeding counsellor/actation consultant or support group. If HIV positive, give routine HIV care © 126 and prevent transmission to baby © 186. Cancer page: AdVises monthiy seif-screening
and provider-initiated examination twice per

Breastfeeding and painful/cracked nipples Breastfeeding and painful breast/s with or without lumpy/'s No
Does patient have temperature = 38°C or body pain?

« Usually due to poor latching. Help to latch baby properly.

Symptoms not related to breastfeeding

Axillary lump/s Breast enlargement Breast lump/s Painful breast/s Nipple discharge
- Ask about other symptoms. If « If only one breast enlarged, refer to Re-examine breast on day 7 of « Check for pregnancy © 174. May be a side effect - If pregnant and no other
recent fever with coupgh/sore throat breast clinic/Regional Bgrea st Unit. menstrual cyde. If lump persists, refer of holmanpa\ contraception. If no better after syEn p?:o ms, reassure and ye a r fo r W 0 m e n 40 -7 0 ye a rs O I d
O 23.If skin rash/itch © 82. « IfBMI= 252 156 according to age: 3 months, change contraceptive method © 170. give antenatal care © 178.
- If reactive node from infection - Review medication: antipsychotics, - If breast exam normal, mastalgla likely. - Review medication:
or skin cause, manage as on antidepressants, efavirenz, If patient If patient antipsychotics,
symptom pages. Resssure that rifedipine, amiodipine can cause < 25 years, refer > 25 years, refer + Reassure this is common and advise a well-fitting antidepressants, COC and
Iylmphadeno pathy should resolve breast enlargem?m. Discuss with 10 breast clinic/ to breast dinic/ bra. Give + etamol 500mg-1g metoclopram\de can cause
puthjireatment doctor. If on efavirenz, doctor to Regional Breast Regional Breast 4-6 hourly (max 4g/24 hours) for up to 5 days. ripple discharge. Discuss
- Reviewin 2-4 weeks. If lymph node consider switch to dolutegravir Unit within Unit within . If symptoms change/worsen, refer o breast with doctor. ]
persists, refer. =132 60 days. 21 days clinic/Regional Breast Unit within 60 days. - If cause uncertain, refer.

"If penicillin allergy (history of anaphylaxis, urticaria or angioedema), give instead #azithromycin 500mg daily for 3 days.

55
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Family Planning and TOP

L2 health
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Gauteng sees a high need for abortion services as
contraceptive use remains low

By Mapaballo Borotho

Image @istock images

= The Gauteng Department of Health says low contraceptive uptake remains a concern among women of
reproductive age.

= The department says this is contributing to unintended pregnancies and a high need for Choice on
Termination of Pregnancy services.

Unplanned pregnancy is a big
challenge, leads to high demand for
legal and illegal TOPs.

Need to provide contraceptive
options, pregnancy planning advice
and access to safe TOPs.

Department:
Health
REPUBLIC OF SOUTH AFRICA

Source: https://www.kaya959.co.za/news/gauteng-sees-a-high-need-for-abortion-services-as-contraceptive-use-remains-low/ " ——N



Family Planning and TOP

D ent have any of: heart disease, hypert a, diabetes, a ced 4 tance abuse or large fibroids?
Assess the patient planning a pregnancy Does patient have any of: heart disease, hypertension, asthma, diabetes, anaemia, bleeding disorder, epilepsy, substance abuse or large fibroids?

Mo. Arrange TOP booking as soon as possible (within 2 weeks) according to gestation Yes
Symptoms Every visit If vaginal discharge, ulcer, lower abdominal pain © 62
Long-term health  Every visit + Assass control on long-term condition pages. If not well controlled, advise to delay pregnancy until control achieve Gestation < 12 weeks and 0 days. Is current facility a 24 hour maternity unit and/or are staff appropriately trained to offer TOP'? Gestation Refer to
conditions + Ifon any of: tratinoin, doxycycline, enalapril, hydrochlorothiazide, statins, NSAIDs, sodium valproate, phenytoin or warfarin, doctor to review medications. = sz{f?\s '“rEX‘ lavel
= Yes: Offer choice of medical TOP or surgical TOP with manual vacuum aspiration (MVA) an ay - or care for
Substance use Every visit Ask about alcoholfdrug use, assess for dependence and support to stop 9 165. If patient smokes, encourage to stop © 164 [ es . d 5P Y 20w further T
i g B L g E 2 2 - Check Hb and rapid rhesus antibody (Rh). Also test for HIV 5 124 and do cal screen if needed 5 70 20 weeks urther TOP
Menstruation Every visit If heavy, prolonged or imregular periods > 73. I iregular periods with hot flushes, night sweats, vaginal dryness, mood changes, difficulty sleeping, menopause likely © 187. Referto - If not already done, use ultrasound to determine gestational age. If ultrasound not available, estimate gestational age by dates assassment.
Family planning First visit - Ask about contraception use: if previously on injectables, advise fertility should return within @ months. I previously on oral contraceptives, advise fertility should return within a facility and examination. If dates and examination df sagrlee or uterus felt Ebdar_mrzl\y or patient is obese, refer for ultrasound Book
- 3 months. I patient or partner with previous sterlisation, refer. ﬁe”rj - If gestational age determined by ultrasound and/or dates and examination agree, manage further. assessment
+ Ask about previous pregnancies. If = 3 consecutive miscarriages, refer. Ist ﬁ;g;? _is
el atient sents dical TOP S5 10 surgi =
Psychosocial risk First visit Patient at risk of mental health problem if any of: difficult life event in last year, unsupportive partner, violence at home, no social/family support, previous depression/anxiety, < 20 [”T-E.;” I SEmE =T [elind CGTE;;-?,[{ AD suoical possible
years, no money for food, patient is a refugee or has long-term health conditions. Refer to social worker. = e —— i A/rﬂst"na.tmn (before
] i > 9 weel . e L s N
Bp First visit + IFnot known hypartension and BP 2140/90 © 148. - Give single dose + D 00mg orally. - If MVA/resuscitation equipment not available, refer to equipment not available, _z:l VFEE.kEJ
« IFknown hypertension or on enalapril, discuss with doctor to switch « Then give single dose # | 800mcg sublingual to another facility for supervised medical TO refer to a ‘n:me' facility for ;;f:' :f 1-1._
BMI" First visit « IfBMI < 18.5, test for TB > 102 and HIV > 124 and refer for nutritional support. If unintentional weight loss = 5% of body weight in 4 weeks © 37. take at home after 24-48 hours: « If MVA/resuscitation equipment available, offer surgical TOR tr‘lrnﬂ:;l‘er“
« IFBMI = 25, advise to lose weight © 156. - Explain that abdominal cramping and bleeding (with products supervised madical TOP: + Give single dUSE‘aO ,,:p
) oceur 2 er g " d _Give single d e I &1 400mcg
Examination First visit « Do pelvic examination. If pelvic mass, refer. If scar from previous pelvic surgery, discuss, refer. of conception) occur 2-4 hCJfE_BfL taking misoprostol dose Give single dose #m| 200mg orally lly 3 hours bef
+ Da speculum examination to look for abnormalities of cervix and can continue (on and off) for up to a mon -Advise to return to facility early morning within EIE IR L7 SIS |08 3
I ; ; ; « If no or minimal bleeding within 4 hours advise to return to 48 hours for supervised misoprostol dose. procedure.
HIV If status unknown,  « Test for HIV © 124 If positive, give routine HV care © 126 and advise to use contraception until viral load undetectable. facility: -Give single dose # misoprostol 800mcg sublingual + For pain during MVA
3 monthly « IFnegative, assess for HIV PrEP © 119. and observe patient at the facility - Give »morphine 0 'Engf
Haemoglobin First visit If Hb < 12, anaemia likely. Investigate cause and manage further 44, ;‘?D'Q’E jir':!;:";sl g?_ncr‘e
Cervical screen If needad « IFHIV negative: start screening at 25 years. Repeat every 10 years if HPV DNA tast stays negative. Stop screening at 55 years © 70. Ifno or minimal bleeding within 4 hours, give second dose #misoprostol 400mcg orally or S 2
« IFHIV positive: start screening at 25 years, regardless of when ART was started. Repeat every 5 years if HPV DNA test stays negative © 70 vaginally. If no or minimal bleeding after 4 hours of second dose, refer for ultrasound
Thyroid If needed If weight change, pulse = 100, tremor, weakness/tiredness, dry skin, constipation or intolerance to cold/heat, check TSH. If abnormal, refer to doctor. ~ ~ ~ N
« For pain, give + amol 500mg-1g 4-6 hourly {max 4g/24 hours) once cramping starts and #ibuprofen?400mg 8 hourly with/after food up to 3 days.
+ Advise to return immediately if any of: heavy bleeding (2 pads soaked within 2 hours), fever, persisten rsening abdominal pain or foul-smelling discharge. Refer.
. o Advise the patlent planning a pregnancy « Follow up within 14 days. Advise patient pregnancy is possible within 2 weeks following TOP and to avoid intercourse for 7 days after TOP.
« Advise patient to track menstruation in diary or app. Advise condomless sex during ovulation window
- Ovulation usually occurs in the middle of the cycle. The ovulation window is 4 days before and 4 days after ovulation (e.g. if cycle is 28 days, ovulation window will be day 10-18 of cycle). Review the patient who had a TOP within the past 14 days

underwear.

oid hot baths and tight fitting
ide of current relationship).

« Advise patient and partner to avoid smoking and alcohol/drug/anabolic steroid use, as these can affact fertility. Also advise male partner to
ndow, avoid new pa tners oL

» Educate patient/partner to report STI symplcm st for HIV regularly, and continue safe sex practices (use condoms when not in ovulation s

Are there any of: adnexal mass (closed cervix and small uterus), guarding/rebound abdominal tenderness, foul-smelling discharge, temperature SBP < 80, pulse = 100, Hb < 6 or respiratory rate = 307

« If patient/partner HIV positive, advise to delay pregnancy until VL undets e:tcslﬂ ideally for & months, before trying to conceive. If only one partner known with HIV, offer PIEP to uninfected partner. TG : : e — : ——
0. Is there an enlarged uterus or open cervical os with bleeding/products of conception visible? Yeos
- Manage urgent
Treat the patient planning a pregnancy . . No to bath Yes to either _.)a{'szgsl gently

Give +folic acid 5mg daily, and continue up to 13 weeks gestation. If on antiseizure medication, family history or previous baby with neural tube defect, continue folic acid throughout pregnancy. Reassure patient she is no longer pregnant. Explain that urine pregnancy test can remain positive for up to 2 mnrm< after a TOP Incomp‘leteTOF‘Iik " f'dv‘lx'l s

- R e pati s er pre t. Explal u gnancy 3 y. - If adnexal mass,
. o o Ie acome pragnant w pxT wving TOP and dintercourse for 7 dave ar 0 afar extloye actapic pregnancy
. Refer urgently.

New page on planning a pregnancy, so that you can initiate this important conversation with
women.
Links to appropriate screening, testing and management of long-term conditions.

1Body Mass Index (BMI) = we

Updated the page on TOP, so that management and referral is more clear, especially for facilities
that don’t offer services.
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TB: Interpretation of results

s p {b t 1 l g t News Provinces ~ Special Projects ~ Perspectives ~ About Us

In-depth, public interest health journalism

In-depth: New resistance tests set to improve TB treatment

In-depth: New resistance tests set to
improve TB treatment

* New tests enables earlier
diagnosis of TB

« Early detection of drug resistance
means starting on correct regimen

 Improves TB outcomes

South Africa’s recently published guidelines for the treatment of tuberculosis (TB)
infection have been welcomed by several experts. PHOTO: TAC Archive

Source: https.//www.news.uct.ac.za/article/-2024-08-08-tb-diagnosis-and-drug-resistance-testing-can-be-reduced-to-just-23-hours
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TB: Interpretation of results

Check current DST result and previous TB treatment history:

Rifampicin sensitive Rifampicin unsuccessful Rifampicin sensitive and INH-resistant Rifampicin resistant or both rifampicin and INH-resistant

Check for TB if the patient has any TB symptom: rent cough, weight loss, drenching night sweats or fever. Also test for TB, even in the absence of symptoms, if: ;

-DS-TBn last 2 years: check for TB yearly for 2 years after completing TB treatment TB contact’ Send sputum fD smear, culture Send sputum for culture and DST. Send sputum for culture and DST. Send sputum for DR-TB reflex DST.

- PLHIV: at diagnosis, at re-engagement if interruptad ART > 90 days, yearly (when viral load checked) and if - Abnormal findings on digital CXR + computer ai datection (CAD) screening and D

[EgEE D Previous DS-TB Previous Previous INH- Previous DS-TB/ Previous DS-TB or INH-resistant TB Previous RR-TB
NoTB DR-TB resistant TB unknown
Glve urgent attentlon to the patient with suspected TB and any of: B 7 dn?:mP-CEMS o - If TB symptoms: start D5- Diagnose RR-TB: Fefe 0 DR-TB treatment

+ Respiratory rate = 30 + Breathlessness at rest or while talking + Drowsy/confused + Persistent vomiting + Unable to walk unaided eie 5{“- ng TE treatment 2 106. - If no TB symptoms: defer Start INH-resistant TB Refer to DR-TB treatmant initiation i

- Pulse > 120 § « Prominent use of breathing muscles « Neck stiffness - New weakness of arm/leg - Severe malnutrition or wasted treatment. - If no TB symptoms: defer rting treatment. treatment. sitefstart RR-TB treatment © 111 treatment initiation

« Temperature > 39°C « Coughs up = 1 tablespoon of fresh blood starting treatment < discuss with T8 discuss with PCAC/NC!
Manage and refer urgently: 2 200
« If breathing difficulty, give face mask oxygen to keep saturation = 92% and +c axone 1g IV?/IM to treat for suspected severe pneumonia.

Review culture and DST results > 104
Start the workup to dlagnose TB In the patlent not needing urgent attention
- Determine whether the patient has been on TB treatment and interrupted treatment for > 2 months: if DS-TB = 110; if INH-resistant TB or RR-TB, refer to doctor or discuss with PCAC/
- Send 1 spu sample for TB NAAT: demonstrate how to give sputum sample © 105. If unable to produce sputum, induce sputum > 105 and refer for chest x-ray 2104. Doctor to review chest xra Tay.
- Ensure specimen type, site and patient details clearly indicated on request form. Indicate on the request form: patient's HIV status and whether the patient had TB in past 2 years.
- Test for HIV 9 124.
- IfHIV and TB symptoms and CD4 < 200 or WHO stage 3 or 4 disease, also do urine LAM test: o B NRRInegative "!"B not detected) ’ e
- If LAM positive, dlagnose TB on urine LAM, start DS-TB treatment same day * 106 and follow up TB NAAT result. If LAM negative, manage according to TB NAAT results belows Does the patient have symptoms and signs of T and/or abnormal CXR suggestive of TB?
- Ask the patient to retumn for results after 2 days and manage further according to results below. IFTB NAAT unsuccessful, send repeat sputum sample for TB NAAT.

Yes No
MTB detected: TB NAAT positive MTB detected: TB NAAT trace ) -
Was the patient treated for TR in the last 2 years? Was the patient treated for TBin the last 2 years? - Send sputumn for TE culture and DS Continue to assess and manage according to HIV status:
. t DS-TB treatment same day 9 106.
- . - Review culture and DST results = 104.
Yes No ves No HIV positive HIV negative
Check current DST result 3 ?;r’s‘e:"p‘_[o:'n—: 1:5:_’;‘ e TEE?‘;'DC;[DDI,’EZE:‘)j(jignsﬂigs‘fg[_g?j" - Send sputum for T8 culture and DST. T8 unlikely
) YMPLoms and signs pres CXR sugg - - Continue to assess for TPT eligibility © 100. Continue to assess for TPT eligibility = 100
Rifampicin sensitive or unsuccessful Rifampicin sensitive and Rifampicin resistant or both - Review culture and DST results =104,
INH-resistant rifampicin and INH-resistant No Yes Yes No
Send sputum:
- Ifrifampicin sensitive, do baseline Diagnose INH-resistant TB: Send a 2nd sputum sample Continue Send sputum for Continue
smear and record result. Send sputum for DR-TB for DR-TB reflex test. routine care. culture and DST. routine care.
= If rifampicin unsuccessful do smear, reflex test
culture and DS Diagnose RR-TB: Start DS-TB traatment
Start INH-resistant TB « Refer or start RR-TB
Start DS-TB treatment same day treatment 5 107 and treatment 3 111

3 106 and review culture and DST review reflex test results - Review reflex test res

TB NAAT Tests
1A TB contact refers to any person who shared an enclosed space (at school, socially, or in a household setting), for = 1 night or for frequent/e
period be’ore the index patient started their TB treatment. Do not mix Ringer's lactate and IV caftriaxone. If severe penicillin allergy (previous
Xpert MTB RIF: RIF
L]
L]
Roche, BD max: RIF, INH

103

Results in 24-48 hours
Interpret based on no previous TB or TB in previous year —
health
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R-TB: Interpretation of results

Treat the patient with RR-TB
Note: manage the patient with

If not on RR-TB treatment:
RR-TB at a health facility that

+ Start and adjust treatment using steps 1-6 below. i

: - . y Pp— has reliable access to RR-TB
- If previously treated for RR-TB for > 28 days, discuss with lab and request extended phenotypic DST on sputum sample already sent. medications and monitoring
If on RR-TB treatment: eguipment available.

- At every visit check outstanding smear, culture and DST? results and dlinical response to treatment.

+ Confirm RR-TB treatment duration. All drugs should be continued throughout treatment unless side-effects/intolerance.

- If started on the short regimen (BPAL-L or BPAL or BDLLfx/C) and the baseline DR-TB reflex test shows resistance to BDQ, LZD, DLM, Pa, the patient is no longer eligible for the short regimen. Present to
PCAC/NCAC® 200 for individualised regimen

+ If on high dose isoniazid or terizidone, give ®pyridoxine 50mqg daily until TB treatment completed

Review the patient with RR-TB and once treatment completed
- Assess patient at diagnosis, treatment initiation, 2 weeks, 4 weeks and then every 28 days throughout treatment. Review more frequently, if not improving or any problems.
- Once RR-TB treatment complete:
-Record treatment outcome D 116.
- Follow up after 6 and 12 months: check for TB symptoms and send sputum for TB smear and culture. If symptoms, do chest x-ray. Document results in clinical records and electronic treatment register.

- If TB symptoms, chest x-ray worse or sputum smear/culture result positive, discuss with TB expert/helpline or PCAC/NCAC © 200,

STEP 1. Decide which RR-TB regimen to give. Does the patient have any of:
« Severe EPTB (TB meningitis/brain tuberculoma, TB spine/bone/joint, miliary/disseminated/pericardial/abdominal/urcgenital TB) » Hb < 8, neutrophils < 0.75, platelets < 50
« RR-TB with documented drug resistance to BDQ, LZD, Pa or DLM « Close contact of a confirmed BDQ resistant patient

Yes No
Discuss with PCAC/ Is patient pregnant?
NCAC © 200
same day to start §
Yes: choose pBDQ + DLM + LZD + LFX + CFZ (BDLLf/C) and discuss No: choose »BDQ + Pa + LZD + LFX (BPal-L).

individualised

Wi ialist a 3 CAC
regimen with specialist and inform the NCAC

STEP 4. Review outstanding genotypic DST results (XDR cartridge) and tNGS results and adjust treatment regimen at 2 week follow-up visit:
s there any of: result discordant” or result heteroresistant??

STEP 2. Dose RR-TB medication according to chosen regimen, weight and eGFR © 117.

STEP 3. Decide likely RR-TB treatment duration according to RR-TB regimen and TB disease severity
Is the patient on individualised regimen?

No Yes
Does the patient have extensive pulmonary disease: bilateral cavities with fibrosis/scarring or cavities in = 3 lung zones on chest x-ray? Plan to treat for at
east 18 months.

Yes: plan to treat for extensive TB disease for at least 9 months. No: plan to treat for at least 6 months.

BDQ - bedaquiline; CFZ - clofazimine; DLM - delamanid; LFX - levofloxacin; LZD - linezolid; Pa - pretomanid; BPaL - bedaquiling, pretomanid, linezolid; BPaL-L - bedaquiline, pretomanid, linezolid, levofloxacin,
BDLLfX/C - bedaquiline, delamanid, linezolid, levofloxacin, clofazimine

No Yes
Check tNGS results. Is there resistance to BDQ or LZD? + Discuss discordant/
heteroresistant
Yes No Unsuccessfu results with the lab.
Check if resistance Check genotypic DST results. Is there resistance to any of: isoniazid, flucrequinalones, ethionamide or amikacin? : Sendﬂlr'efwrsp.{u’.n
to any of: isoniazid, Also check Sat:‘”“gf% VDR' B ;
fUOrODI:H’VD ones, Yes to any of above. Test genotypic DST ;:q?;s[;c ‘;;,t(pg ‘ac
ethionamide or Is the patient on individualised regimen? unsuccessful or results and > @@
amikacin? no resistance: discuss with s
” - treatment and
Yes No Continue PCAC/NCAC present to PCAC/
Brare with PCAC/ Discuss with TB expert/ Patient on BPal-L or pregnant on BDLLf/C current RR-TB D NCAC  200.
NCAC © 200 same helpline or PCAC/NCAC Is there fluoroquinolone resistance? WEnIEE
day to switch to/ © 200 same day.
change individualised . = Y
Yes o
regimen. -
9 + Stap levofloxacin: - If not pregnant, continue »BPal-L
- If not pregnant, continue »BPaL - If pregnant, continue »BDLL and
- If pregnant, continue »BDLC stop clofazimine.
STEP 5. Review culture and phenotypic DST results every 1-2 weeks until results confirmed:
If initial culture negative, send new sample for DR-TB reflex DST testing. If resistance to BDQ, LZD, Pa present to PCAC/NCAC * 200 to discuss treatment regimen
STEP 6. Review clinical condition and sputum results monthly:
At the end month 4: review the month 3 culture result
Month 3 culture negative Month 3 culture positive
Clinically improving Clinically not improving
Continue with treatment - Assess adherence © 195 and side effects © 118.
regimen « Optimise management of long-term conditions: if HIV 3 126, if diabetes © 1485, if hypertension © 149.

- Review all previous sputum results and confirm BDQ and LZD sensitivity.
- Request extended phenotypic DST on latest culture positive specimen
- Arrange and review chest x-ray.

If on individualised long regimen:
- Consider possible treatment failure
- Consider changing to rescue regimen: present to PCAC/NCAC © 200.

If on BPaL/BPaL-L/BDLC/BDLL
Consider possible treatment failure.
- Consider extending treatment or changing to individualised long regimen:
present to PCAC/NCAC © 200.

lid; Pa- pretomanid; BPal

BDQ - bedaquiline; CFZ - clofazimine; DLM- delamanid; LFX - levofloxacin; LZD - line: b
, clofazimine;  BDLL - bedaquiline, delamanid, inezolid, levofloxacin

DLC - bedaquilin

"Discordance refers to instance where T8 NAAT result is rifampicin-resistant and DST result is rifampicin-sensitive. Heteroresistance refers to both rifampicin-sensitive and ifampicin-resistant strains of T8 in the same sputum sample.

Reflex Xpert XDR: INH,FLQ, Eto, Amikacin (3-7 days)
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tNGS: BDQ, LZD (10-14 days) _
Check results at 2-week follow-up Y B




DR-TB: new regimens

L2 health

llllll
V EUBLCD SOUTH AFRICA

DRUG RESISTANT F
T8 CAN BECURED

NEW REGIMEN for MDR-TB
BPaL — L is better for you!

 RR-TB treatment for just 6 months?
* Even for pregnant women?

ONLY 6 months 3tod 30% cure Simplified

of treatment  medicines rate regimen

h I h Source: https://knowledgehub.health.gov.za/webinar/introduction-bpal-I-6-month-rr-tb-regimenco.za ——N
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DR-TB: new regimens

Ifnot on RR-TB treatment: [eatthe patientwtiRRTE Note: manage the patient with STEP 4. Review outstanding genotypic DST results (XDR cartridge) and tNGS results and adjust treatment regimen at 2 week follow-up visit:

- Start and adjust treatment using steps 1-6 below. RR-TB at a health facility that Is there any of: result discordant’ or result heteroresistant??

- If previously treated for RR-TB for > 28 days, discuss with lab and request extended phenotypic DST on sputum sample already sent. mhzé"fah‘amb‘ni ch‘ﬁ;”mﬁng 3 5
If on RR-TB treatment: equipment available. © =
- At every visit check outstanding smear, culture and DST? results and clinical response to treatment. Check tNGS results. Is there resistance to BDQ or LZD? - Discuss discordant/
+ Confirm RR-TB treatment duration. All drugs should be continued throughout treatment unless side-effects/intolerance. he[erore§|s(ant
- If started on the short regimen (BPAL-L or BPAL or BDLLfx/C) and the baseline DR-TB reflex test shows resistance to BDQ, LZD, DLM, Pa, the patient is no longer eligible for the short regimen. Present to Yes No Unsuccessful results with the lab.

PCAC/NCAC® 200 for individualised regimen. Checkif resistance Check genatypic DST results. Is there resistance to any of: isoniazid, fluoroquinalones, ethionamide or amikacin? + Send new sputum
- If on high dose isoniazid or terizidone, give # pyridoxine 50mg daily until TB treatment completed. to any of: isoniazid, sample for DR-TB:

Also check reflex DST testing if
ﬂuo‘roqu\nDEIanEs, Yes to any of above. Test genotypic DST requested by the lab
Review the patient with RR-TB and once treatment completed & gcn':“i';l; or Is the patient on individualised regimen? unsuccessful or results and  EOT I RENER

- Assess patient at diagnosis, treatment initiation, 2 weeks, 4 weeks and then every 28 days throughout treatment. Review more frequently, if not improving or any problems. no resistance: discuss with treatment and
- Once RR-TB treatment complete: RS ECACANCA present to PCAC/

-Record treatment outcome D 116. NCAC © 200.

- Follow up after 6 and 12 months: check for T8

- If TB symptoms, chest x-ray worse or sputum

i ing: Bed ili BDQ) dosing for all patients initiating:
New standardised dosing: Bedaquiline osing for all patients initiating:
i : 400mg daily for first 2 k
* Loading dose: mg daily for first 2 weeks
—

« Severe EPTB (TB meningitis/brain tuberculgl

SRSt E Y « Then 100mg daily until treatment completed

e * If already on regimen with loading dose of 200mg daily for 8 weeks, continue.
» * If already on individualised regimen with bedaquiline dosing 200mg 3 days per week (M/W/F), continue.

individualised Yes: choos

regimen

regimen « Optimise management of long-term conditions: ifHIV *S 126, if diabetes © 145, if hypertension © 149.

- Review all previous sputum results and confirm BDQ and LZD sensitivity.

STEP 3. Decide likely RR-TB treatment duration according to RR-TB regimen and TB disease severity - Request extended phenotypic DST on latest culture positive specimen
Is the patient on individualised regimen? « Arrange and review chest x-ray.

men:
Does the patient have extensive,

How to manage missed doses
et ° If interrupted treatment after initial 2 weeks loading phase (in any regimen):
If interrupted < 1 week: no reloading needed. Continue 100mg daily.

o PCAC/NCAC © 200.

115

If interrupted 1-4 weeks, reload with 400mg daily for 3 days then continue with 100mg daily.

If interrupted 4-26 weeks, reload with 400mg daily for 7 days then continue with 100mg daily.
If interrupted 2 26 weeks, reload with 400mg daily for 14 days then continue with 100mg daily.
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HIV Prevention: Lenacapavir as PrEP

Home / News [ All News &

S Africa launches ‘historic’ HIV
prevention injection Lenacapavir

* PrEP injection given once every 6 months
» Hailed as a “game-changer”- a step
closer to an HIV-free generation?

Beomy
| Lenacapavir
iHJECtion Sy |enacapavit |
i i tablels
463.5mg/1.5 ml (309 mg/ s 300 mapertabie

For Subcutaneous Injection
Contents

e ..
58

Source: https:.//www.polity.org.za/article/s-africa-launches-historic-hiv-prevention-injection-lenacapavir-2026-06-05
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HIV PRE-EXPOSURE PROPHYLAXIS (PREP): ROUTINE CARE

Symptems

ST symptoms
Adherence

Side effects
Substance use
Sexual health
Drug interactions

Family planning
HIV test

HBsAg
Creatinine (eGFR)

HIV Prevention: Lenacapavir as PrEP

Assess the patient starting HIV PrEP at baseline, within 28 days, then 3 monthly (oral PrEP) or 6 monthly (LEN PrEP).

Every visit
Every visit
Every visit
Every visit
Every visit
Every visit
Every visit

Every visit

Baseline?, at 1 month, then 3 monthly (oral
PrEP) or 6 monthly (LEN PrEP)
Baseline i using oral Prep
- At baseline:
~If using oral PrEP
- If using LEN PrEP and = 50 years
- For both
- If diabetes/hypertension: baseline

Manage symptoms as on symptom pages. If cough or fever = 2 weeks, unexplained weight loss or night sweats, exclude TB 3 102.
Screen for STIs. If discharge, rash, itch, lump/s, ulcerfs © 62.

Ask about pill taking pattern and missed doses. If difficulty with adherence *> 195, If possible, align HIV PrEP visit with other visits (eg. contraceptive visits)

Ask about side effects of medication (se below). Reassure these usually resolve within a few weeks

Inthe past year, has patient: drunk > 4 drinks session, used illegal drugs or misused prescription or over-the-counter medications? f yes to any 165,
Ifrsky sexual behaviour: new or multiple partner/s, uses condoms unreliably, has sex under influence of alcohol/drugs, give safe sex advice.

Review other medications that patient may be on:

- Avoid starting LEN PrEP if using rifabutin, rifampicin, rifapentine, antiseizure medication (carbamazepine, phenytoin), ketamine or medicines used for
erectile dysfunction eq. sildenafil.
« Avoid starting oral PrEP if using medications that affect the kidneys (e.g. amikacin, gentamicin)

Check for pregnancy © 174. Assess patient's contraceptive needs 3 170. There are no interactions between HIV PrEP and hormonal contraception.
If positive, stop HIV PrEP and give routine HIV care *126. If negative, continue HIV PrEp.

If positive, continue oral PrEP, and refer. If negative, continue oral PYEP, consider giving hepatitis Bvaccine 135,

- If using oral PrEP and not pregnant:

~If eGFR < 30, refer same day. If <GFR < 60, stop PEP and repeat eGFR after two weeks.

If repeat eGFR = 60, continue PIEP.If repeat eGFR still < 60, discuss with experienced ART dlinician o HIV hotline 4200,
- Ifusing LEN PrEP and not pregnant:

-If eGFR < 15, refer same day. If eGFR 215, continue LEN PrEP.

Treat the patient starting/on HIV PrEP
Complete PrEP Clinical Form at each visit.

300/200mg once daily Avoid if < 35kg - Effective after taking it for at least 7 days. Ensure condom use, especially for first 7 days
or eGFR < 60 - If starting, give medication for 1 month. If already on HIV PrEP, give medication for 3 months.
« Advise that oral PrEP must be taken every day for it to be effective in preventing HIV infection
~If missed pill, advise to take it as soon as patient remembers (within 24 hours) and not to
take more than 1 pill in one day.

#lenaca Initiation: Avoid if< 35kg  + Effective against HIV on day 3. Ensure condom use, especially for first 2 days.
- Day 1:give 2x 464mg SC oreGFR <15 - Advise that LEN PrEP requires 6-monthly injections to be effective.
injections PLUS 2.x 300mg - If a patient stops LEN PrEP, start oral PrEP within 28 weeks of ast injection or use condoms relizbly
oral tablets. for 6 months to prevent drug resistance'.

- Day 2 take 2x300mg oral - Continuation dose may be given 2 weeks before or up to 2 weeks after last injection. If missed
tablets at home. injection:
~If 24-28 weeks since last injection, give continuation dose.
Continuation: give 2 x 464mg :
-If > 28 weeks since last injection restart initiation dosing.
SC injections every 26 weeks : ( il h 4 hed "
(6 monthly) + If a patient starts rifampicin while using LEN, repeat the initiation dosing (the day 1 injections plus
oral tablets and the day 2 oral tablets) 2 days after starting rifampicin, continue scheduled doses.
If unsure discuss with doctor/HIV hotline *200.

Review after 1 month, or sooner if side effects develop, Then review 3 monthly if oral PrEP and 6 monthly if LEN PrEP.
Repeat HIV test and provide PrEP medication at each vi

Decide when to stop HIV PrEP
If patient is no longer at risk of HIV and wishes to stop PrEP, plan with patient to stop

- Side effects: nausea, headache,
tiredness, diarrhoea, vomiting, rash,
changes in appetite.

- Urgent side effects: kidney failure

Side effects: nodules, pain, swelling
or redness at injection site common.
Advise to alternate injection site at
every visit: abdomen (preferred),
thigh, back of upperarm or buttocks

then yearly « If pregnant: if creatinine > 85, repeat creatinine on a separate day: if repeat creatinine < 85, continue PrEP. - If patient on oral PrEP, stop at least 7 days after last potential HIV expasure. If HBsAg positive, avoid stopping cral PreP and refer instead.
-If pregnant: baseline, at 3 and 6 months. -If repeat creatinine still > 85, stop PrEP and discuss with experienced ART clinician or HIV hotline 3200, - If patient on LEN PrEP, advise to start oral PrEP within 28 weeks of last injection or use condoms reliably and continue for up to 6 months to prevent drug resistance’.
Syphilis At baseline Test for syphilis © 66.

Check creatinine at baseline
If using oral PrEP
If using LEN PrEP and 2 50 years

LEN PIEP offers protection from HIV for up to 6 moniths, but remains in the body at low levels for up to 12 moniths after lastinjection. If patient s infected with HIV during this time, they are at risk for developing drug resistance.

121

If diabetes/hypertension (any PrEP): baseline then yearly
If pregnant (any PrEP): baseline, at 3 and 6 months.

If a patient stops LEN PrEP, start oral PrEP within 28 weeks of last injection or use condoms reliably for 6
months to prevent drug resistance
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If a patient starts rifampicin while using LEN, repeat the initiation dosing (the day 1 injections plus oral tablets
and the day 2 oral tablets) 2 days after starting rifampicin, continue scheduled doses.
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Management of Advanced HIV Disease

Retention & linkage to care

Growing number of people re-engaging with HIV care
in South Africa have advanced HIV

Roger Pebody ‘ 6 April 2023 ‘ Estimated reading time 4 minutes

 The term ‘AIDS’ is being replaced with that of
‘advanced HIV disease’.

* People have advanced HIV if they have a CD4 cell
count below 200 or symptomatic HIV disease
(WHO stages 3 or 4).

* People in these categories have a very high risk of
further disease progression or death, often due to
tuberculosis (TB) or cryptococcal meningitis.

While rates of advanced HIV (previously known as AIDS) are declining, the proportion of people

coming back to medical care who have advanced HIV is increasing and deaths in this group are
increasing. These findings from the large public sector programme in the township of Khayelitsha

v h Ith Source: https://www.aidsmap.com/news/apr-2023/growing-number-people-re-engaging-hiv-care-south-africa-have-advanced-hiv ——N
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anagement of Advanced HIV Disease

Advanced HIV disease (AHD

Any patient newly diagnosed or returning to care, may have advanced HIV disease if CD4 cell count < 200 or if WHO clinical stage 3 or 4.
Patients with advanced HIV disease may appear well but may deteriorate and remain at higher risk for death. If advanced HIV disease suspected, follow these steps:

Glve urgent attention to the patient with any danger signs:
« Respiratory rate 230« Breathlessness at rest or while talking « Unable to walk unaided .« Drowsy/confused « Seizures

+ Pulse rate =120 « Coughs up = 1 tablespoon of fresh blood  + Aggressive or agitated + Neck stiffness + New sudden weakness/numbness or visual disturbance

If danger signs, manage and refer to hospital for admission
- If oxygen saturation < 92%, respiratory rate = 30 or difficulty breathing, give face mask oxygen to keep saturation = 92% and +ce e’ 1g IV/IM for suspectad severe pneumonia.
« If neck stiffness, dlowsyfconfused or purple/red rash: meningitis likely. Give #ceftriaxone’ 2g IM. Avoid injecting > 1g IM at one injection site.

If hospital admission not needed, identify patients at high-risk of AHD
« Newly diagnosed  « On ART with VL > 1000 « Unstable/clinically unwell  « Known with opportunistic infection + Returning to care after > 90 days, regardless of symptoms

If starting treatment, assess and treat any HIV-associated conditions
+ Do CD4 count on all patients suspected of AHD to confirm diagnosis. If cryptococcal antigen (CrAg) positive, recall and refer for lumbar puncture. If headache, confusion or pregnant, refer urgently.
« Do TB-NAAT. Ask about TB symptoms: cough, weight loss, night sweats or fever. If symptomatic, also do urine LAM test © 102 and arrange chest X-ray © 104. If generalised
lymphadenopathy © 42.
« If recent hospital admission, known with TB, cryptococcal disease or any opportunistic infection, ensure correct treatment was started.
- Ask about symptoms of cancer: unexplained weight loss, anal symptoms © 61, abnormal vaginal discharge/bleeding 70, purple/brown skin lumps © 89.

Look for danger signs, admit if necessary
Opportunistic infections

Opportunistic cancers
ART plus Adherence support
Intensified follow-up- patient-centred

Prevent opportunistic infections
Provide co-trimoxazole preventive therapy (CPT) © 128. Provide TPT if TB has been excluded and patient never had TPT. If patient is a TB contact, give TPT even if already had TPT © 100

Provide ART
« Start ART same day unless TB/cryptococcal disease. Check if reason to delay ART © 130.If using metformin, antiseizure medication or already on TB treatment, check for drug interactions 2 133.
« If already on ART and VL = 50, manage the patient with an unsuppressed viral load © 134

Provide other care
- Ensure patient is receiving routine care for all other long-term health conditions. Support patient to use medications correctly.
« Align other visits such as TB treatment visit with HIV routine care visit, if possible.

Provide adherence support
Offer intensified adherence support. Patients with AHD and other infactions/long-term health conditions may struggle with increased pill burden, medication side-effects or difficulty
attending multiple clinic visits. Counsel about IRIS?, warning signs, medication side-effects and when to return to clinic. Involve patient's family/support person in treatment and follow-up plan.

Ensure continuity of care between hospital and clinic
Patients with AHD have an increased risk of complications and death. Follow the hospital discharge plan and ensure hospital follow-up appointments are attended. Maintain a low threshold to
refer back to hospital for re-admission if patient deteriorates dinically.

Step

] E

Provide intensified follow up

Patients with AHD need to be reviewed more frequently for the first 3 months. Review two-weekly if recent hospital admission, opportunistic infection, limited family/social support. Review
monthly if clinically well, difficulties in getting to clinic, good family/social support. These can indude telephonic check-in or CHW home visits. Ensure correct contact details and plan for follow
up recorded

Continue to provide routine care =126

"If severe penicillin zllergy (previous angi 3, ar is or urticaria), discuss with doctor. Do not mix Ringer's lactate and IV ceftriaxone. 2immune Rac ituti (IRIS) occurs when the immune systam begins to recover
after starting/restarting ART. As the immune system gets stronger it might start fighting infections already in the body. IRIS is not drug side effects, it is not a reason to smpfdwangeART Counsel patient if feeling worse/new symptoms (cough, fever,
headache, losing weight, skin changes), to not stop rnedl(imm but to return to dlinic, even if it is not their appointment date.
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Communicable Diseases: Mpox
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NEWS ~ POLITICS v OPINION ~ BUSINESS ~ ENTERTAINMENT ~ LIFESTYLE v TRA

Mpox cases in South Africarise to
22

& Robin-lee Francke | Updated 2 days ago

B XA O 49 @ EELE ©nmin

 Current outbreak
* Imported cases- travel-related
* Now established local transmission

Source: https://iol.co.za/news/south-africa/2026-09-23-mpox-cases-in-south-africa-rise-to-22/
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Communicable Diseases: Mpox

» Discuss every patient with suspected mpox with NICD hotline on 0800 212 552 to guide infection prevention control (IPC) and contact tracing process and vaccination of close
contacts: all sexual contacts, household contacts (including pregnant/breastfeeding women and children) and healthcare workers managing the patient.
- Follow steps 1-5 to notify and manage patient further:

- Suspact mpox if patient is 2 contact of a probable/confirmed mpox case in the 21 days before symptom onset, or presents with new unexplained lesion/s of the skin
(face, palms of hands/sales of feet, genitals, anus, rectum, mouth or eyes) and any of: headache, temperature > 385°C in the last 2 days, sore throat/nasal congestion/
cough, swollen lymph nodes, body pain/muscle aches, backache, severe weakness/tiredness.

- While looking for other cause of rash/lesions/symptoms: wear N95/FFP2 mask, gloves, gown and eye protection. If possible, isolate patient and provide surgical mask.

STEP 1. Complete the mpox case Investigation form:
- If hard copy unavailable, access electronically at www.nicd.ac.za/wp-content/uploads/2023/03/mpox-CIF_version_08092022_update115032023.pdf or scan QR code.
‘Source: Maya Clinic and WHO - Email the completed form to: jacquelinew@nicd.ac.za, naazneenm@nicd.ac.za and outbreak@nicd.acza.
« Submit completed form with sample/s (see Step 2 below) to NICD:

Mpax case
nvestigation form

Glve urgent attention to the patient with suspected mpox and any of:
+ Shock'/systolic BP < 80 + Thirst, dry mouth, poor skin turgor, BP < 90/60, = Unable to pass urine or stool
+ Respiratory rate = 30, difficulty breathing at rest/while talking or oxygen saturation < 90% dehydration likely = Severe bleeding, pain, or discharge

STEP 2. Collect and prepare sample/s for mpox testing while wearing N95 mask, gloves, gown and eye protection:

e A Identify the most appropriate body area Use appropriate method to collect Collect samplef/s: Label and store sample/s until transport:
. ;{;i'ﬁ;ﬁl‘ré"srl‘;agsig"ﬁ;n%‘;';iiz‘ﬁy""ahle to reduce to normal position with swollen, :’J:rasl\]s‘étnul ::it’:‘and vomiting . gﬁ:stlgiiin#?é‘g’[l(l)a(r“:lj\!:E;I\{vollen to collledfsample fro(rjn: J . dsamplefs: i - .‘\DD‘IJ‘,’ﬁr‘m pressure to area \.';"iﬁ tip nfz.«-ah while turning -rmrcll WHd I?h‘ request form is
3 . 3 t sample: wet/red/crusta » v of- dac jith vir 5 o & swab in ¢ e _— R
« Immunacompromised or at risk of severe disease: HIV not on ART/virologically + Eye lesion/s and vision changes, corneal infection likely legs, myocarditis likely et samples Trorm Jr;s,::qjit} no ‘f:;nig’:)f .""::iram\“'vé[\?) D\E'tvé:tj . |5 :H% f“fz;zgg‘;g;;ﬁ;c ;sz\:;m-: ;‘m; a %‘H:EPIE n Lbc;wt Mpox PCRYIn
N . . - Yo s, t med W), polyeste king > 3 e e using E
;'G;";?;?:%ls;?sg;ég:gs‘mmplam‘ pregnant, diabetes, hypertension, chronic lung/ gieasasedcondosesogoalision Sl 5 gg:g;;';i;:"" esions visible lesions/rash, collect throat swab. flocked swab with VTM or dry swab. different swab at a different site. - Place swabys in fridge or ice box

Manage and refer urgently:
« If oxygen saturation < 90%, give oxygen 1-4L/min via nasal prongs or 6-10L/min via facemask.
=

. Ifdehydrat'on likely, give #oral rehydration solution (ORS) and observe. Encourage small frequent sips. Aim for at least 1-2L in 2 hours. If unable to drink or shock/SBP < 80, give &

500mL IV over 30 minutes, repeat until SBP > 80. Continue 1L & hourly. Stop if breathing worsens.

STEP 3. Advise the patient with suspected mpox:
» Explain that the virus can spread to close contacts until all symptoms have resolved and all lesions healed completely (scabs fall off and healthy layer of skin is visible where scabs used to be).

- Advise that rash/lesions usually heal within 2-4 weeks,

« I severe pain, give p morphine 5-10mg IM or diluted »mDrthe 3-10mg slow IV=. Stop if BP drops < 90/60. — 8 - E— - - If breastfeeding, avoid contact between baby and infected lesions. If lesions on areola, avoid breastfeeding from affected side. If expressing, only give baby milk from unaffected side and discard milk
+ If persistent nausea or vomiting, give single dose 1 Lt de 10mg oral/IM/IV. - from infected side. Resume breastfeeding once all lesions are completely healed.

- If paraphimosis likely: if glans blue/black: refer urgently. If not, attempt manual reduction: wrap glans in gauze and apply - Avold physical and sexual contact until all lesions healed. Advise that wearing condoms does not protect against infection

increasing pressure for USICs pariilifureskincanlbe replaced over glans. If unsuccessful, refer urgently. !\dwse that staying in a separate bedroom and using a separate bathroom limits the spread of infection. Wear a surgical mask if in a shared space.
+ If unable to pass urine, insert urinary catheter. « Avoid sharing personal items like cups, eating utensils, clothes, linen and towels. Advise to wash these items separately from other people's items.

- - Encourage to eat regular nutritious meals, maintain h','dratinn and rest
- Advise to keep lesions dry and uncovered unless in shared space and not to break blisters or scratch lesions; allow these to heal naturally to prevent spread.
Apprna(h bothe pausnEwith sespectedmp oot pesdingm sntatiention O R Advise regular hand washing with soap and water, especially before and after touching lesions. Wash frequently touched surfaces with soap and water.

- If status unknown, test for HIV 9 124, Also send bloed for syphilis serology and review result within 7 days © 66 . Advise to disinfect frequently touched surfaces with 70% alcohal or chlorine-based disinfectant
- Ask about anal 61 and genital symptoms © 62.If patient has anal sex and anal bleading/pain/discharge, proctitis likely 61 -h-u‘hh e e e e :
« If rash or lesions all look similar and change or progress at a similar pace (figure 1), mpox is more likely. . i ’

- Look for other cause of rash/lesions according to the distribution of rash/lesions and presence or absence of itchiness:

sgure 1 ©2022 Emory Universty, used with permission.
STEP 4. Treat the patient with suspected mpox:
Generalised rash or lesion/s Localised rash or lesion/s « For pain and fever: give # ol 500mg-1g 4-6 hourly (up to 4g in 24 hours) as needed for 5 days. If no better, also give #ibuprofen’ 400mg 8 hourly as needed with/after food for up to 5 days.
If pain severe, add »tramadol 50-100mg & hourly (up to 400mg in 24 hours)
Jichy Mar-itchy Nonitchy ltchy - Manage other symptoms as on symptoms pages
. If crops of vesicles at different stages of healing and no swollen « If conjunctivitis, cough, runny nose < ffirm, dome-shaped papules with central dimple, molluscum Ifhoney- - If lesions in mouth, advise to gargle with salt water at least four times a day. If lesions on Iu.wel body (including anus), advise sitz baths with baking soda or Epsom salts until lesions healed
lymph nodes, chickenpox likely.

and flat red rash spreading from contaglosum likely 89 coloured crusts - If red, warm, swollan, painful skin around lesions, secondary infection likely: give + 1 500mg 6 hourly for 5 days or #flu
y .
- If advanced HIV disease and hyperpigmenited papules, papular face to body, measles likely. Notify. - If painful, grouped vesicles on red base especially around mouth aespecially (previous a.gmedema 3"3Phy|3"'5“'t‘53”3‘ gue mste.ad +azit 1 500mg 3“5‘ for 3 days.

n 500mg 6 hourly for 5 days. If severe penicillin allergy
pruritic eruption likely 84

+ If burrows in web spaces or s
scables likely >84

Signs and symptoms, criteria for suspected infection

If unsure,

oo ] High-risk groups: Immunocompromised or at risk of severe disease: HIV not on ART/virologically
unsuppressed, cancer, organ transplant, pregnant, diabetes, hypertension, chronic lung/ skin
disease, obesity, age > 65
Differential diagnosis
Most cases are not serious- discuss management if unsure
Contact tracing and management (who is at risk, what to advise, vaccination)- discuss with NICD
XY Reporting
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Communicable Diseases: Malaria
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Climate Change
Redrawing
Africa's
Malaria Map,
Raising Risk

In South Africa

Scientists say climate change is changing
where malaria spreads across Africa, with
South Africa's north-eastern provinces
projected to experience some of the
continent's biggest increases in climate-driven
risk
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Risk increased after
heavy rains/ floods

Source: https://mg.co.za/the-green-guardian/2026-08-04-climate-change-redrawing-africa-s-malaria-map-raising-risk-in-south-africa/#tgoogle _vignette _—




Communicable Diseases: Malaria
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MA AR IA Advise the patient about his/her general health
« Ask the patient about his/her concerns and expectations from this visit, and try to address these

« Educate patient that not all tests, treatments and procedures help prevent or treat disease. Some provide little or no benefit and may even cause harm (like doing x-rays or giving antibiotics unnecessarily).
« Help the patient to choose behavioural changes to improve and maintain his/her general health. Support the patient to change © 199.

Stress Be sun safe Have safe sex Road safaty
Assess and mana - Avoid sun exposure, especially ) - Have only 1 partner at 2. « Use pedestrian

Suspect malaria if patient in a malaria area’ in the past 3 months and now presents with temperature = 38°C, severe headache, fatigue, shivering episodes, joint/muscle pain, flu-like symptoms, dry

cough, nausea and vomiting or diarrhoea. Smoking
ient to the risks and

tostop O 164. stress 3 98, berween 10h00 and 15h00. f HIV negativi for HIV to cross th
= Use sunsi n and protective between partners and consider « Use 3 seat belt.
Glve urgent attention to the patient with suspected malarla and any of: F clothing (e.g. hat) when S R ]
- Decreased consciousness © 18, drowsy/confused - Severe general body weakness - Jaundice - Black urine or no urine passed in L outdoors. - Advise partner/s and children to
« Respiratory rate > 30 or difficulty breathing « Glucose < 3 (< 4 if diabetes) = 19 « Easy bleeding or bruising past 12 hours - If albinism > 94. test for HIV.
« Seizure or just had a seizure © 20 = Shock?/systolic BP < 80 -Hb<7 « Persistent vomiting + Always use condoms.

Manage as suspected severe malaria and refer urgenﬂy to reach referral hospital within 6 hours:
« If hock?/systolic BP < 80, give + 500mL IV over 30 minutes, repeat until systolic BP > 90. Continue 1L 6 hourly. Stop if breathing worsens. Physical activi
« Test for malaria with rapid test* |fava\|ab\e - Aim for at least 30 minutes

Avoid substance use
- Limit alcohol intake

Breast self-awareness
at breast cancer is common in wemen and

- If positive, give # artesunate 2.4mg/kg IM before referral. Indicate dose and route in referral letter. of moderate exercise to < 2 drinks/ though uncommon, men can stil
- If referral delayed, give second dose # arfesunate 2.4mg/kg IM 12 hours later. Notify® within 24 hours. leg. brisk day if man and
aweek 1 drink/day if
« Increase acti w\e‘ of daily woman
Approach to the patient with suspected malarla not needing urgent attention i ]L?Q;J C:re:::c'[ mirto, when washing, and when ying ﬁf;:}m L
Test for malaria with rapid test?, if available. If not available or rapid test negative, send bload sample to laboratory for micrescopy. Check skin, under arms, each breast and nipples - Replace brick margarine/ol with vegetable cil or soft
« Advise to seek care if: painless hard lump in tub margarine. Remow om meat

breast/under arm, nipple discharge, nipple retraction - Reduce salty pmc=s=e & gravies, stock cubes,
iy Malarla test positive Malaria rapid test not available/negative R (pulled in), skin changes (rash, dimgling). d adding irtiond
« Notify* within 24 hours. CLEr ey e L
« If malaria treatment not available, refer same day. . . -
- For pain and fever, give + stamo
500mg-1g 4-6 hourly (up to 4g in 24 hours) Advise the patient on ways to prevent malarla

Any of: > 65 years, pregnant/postpartum, long-term health conditions (e.g. PLHIV, diabetes, TB), impaired immunity®, previous splenectomy? as needed for 5 days. « Advise the patient living in or travelling to a malaria area® to use preventative measures against mosq; bites from sunset to sunrise:

- If nausea or vomiting, give e, . .

eme 10mg orally 8 hourly as Sleep under an ‘Wear long sleeves Use .herro:rcp ylaxis
Yes No needed for 2 day: insecticide-treated long trousers an tsne below) when
2days. squite ne socks travellin 8
« Advise patient to keep hydrated and to mestpionet Sk fUEtic o"krm‘:hr%sk ;T?:; ?;sz
- Give #art er/l t 0/480mg at 0, 8, 20, 32, 44 and 56 hours (total of & return immediately if symptoms worsen i s
80/45Dmg W h falty food/milk Ir doses) with fan" ond, mllk (vomiting, drowsy, confused, jaundiced)
referral delayed, give second dose - Give first dose in health facility and monitor patient for 1 hour.
after 8 hours. _ -If patient vomits within 1 hour of taking first dose, give #metoclop e 10mg Review patient in 2 days and check - If travelling to a moderate or high-risk malaria area? within South Africa between September to May or outside South Africa during m Season:
- If patient vomits within 1 hour orally/in : R o laboratory test results -Try to plan travel during the d'y season instead and avoid travel if pregnant or impaired ir ity
of taking treatment, give -Repeat eartemether/lumefantrine 80/480mg. If patient vomits again, refer. - Give chemaprophylaxs, + ycline 100mg daily. Start 2 days before entering malaria area and continue for 4 weeks after leaving malaria area. Avoid if pregnant or breastfeeding.
+metoclopramide WOmg nra\IwIM - Explain importance of completing prescribed doses, even if patient feels better.

- Repeat + r/lur

trine « For pain and fever, give #p
80/480mg. needed for 5 days.
- Ensure adequate oral hydration. - Advise patient to keep hydrated
- Refer same day. « Advise to return immaediately if symptoms worsen (vomiting, drowsy, confused,
jaundiced) and refer urgently.
« Review patient in 2 days. If no improvement in symptoms, refer.

ol 500mg-1g 4-6 hourly {up to 4g in 24 hours) as - If positive, manage in adjacent column.

- If negative, assess for other causes of fever Treat preventively to maintain the patient’s general health
»38.

Influenza If health worker, > 65 years, HIV positive, hypertension, stroke, diabetes,  « Give #influenz 0.5mL IMyearly. Severe egg allergy is not a contraindication
asthma, COPD, cancer, pregnant/postpartum + Observe patient for adverse events following vaccination >14.
Hepatitis B If working in 2 heaith facility (medical and non-medical staff) « If not given before, give «hepa B 1mL IM immediately, at 4 weeks and 6 months (3 doses in total).
Observe patient for adverse events following vaccination - 14.

"Chieck NICD: South African malaria risk map 2024 www.nicd.ac.za/wp-content/uploads/2025/1 2/National_Risk_Map-02-Dec-2025.pdf. *If systolic BP < 80, pulse = 100, respiratory rate > 30, confusicn/restlessness, weakness, shock likaly.
*Rapid tests may stay positive for up to one month after successful treatment. A negative test does not exclude malaria, request a second test. * Notify via NMC App (download from NICD website/app store) or www.nicd.ac.za/nmc-overview/

"One drink is 1 tot of spirits, or 1 small glass (125mL) of wine or 1 can/bottle (330mL) of beer. 2Chack NICD: South African malaria risk map 2024: www.nicd ac.za/wp-content/uploads/2025/1 2/National_Risk_Map-02-Dec-2025.pdf. 3Known PLHIV,
notification-process. *Known, cancer, receiving chemotherapy or long-term corticosteroids. -

diabetes, cancer, previous splenectomy, or receiving chemotherapy or long-term corticosteroids.

39 13

New separate page for malaria

Criteria in red box for patients needing urgent attention

Use of Rapid test where available —_—
Artesunate dosing if test positive \/
Management of symptoms- pain, fever, nausea/vomiting, keep hydrated
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PHC Matters Questions, comments, ideas:

South African healthcare workers delighted with new .
APC guide: “Its amazing.we love it!” apc@knowledgetranslation.co.za

| 1 October 2026 |
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