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Procedures

The fate of a cholera patient depends on the skill and energy of the physician
in charge and on the facilities at the physician's disposal. In rural areas far
from ‘a hospitaly, treatment poses a problem if transportation.of the patient is

impossible or too bime-consuming.  In Sich circtimstances, the patient must be

treated as barly as possible whlle isolated in hiis home or camp. Fob this,

’ many 'mdbzii'Ié' and trained i:nei‘SOnnél" 4re necessary.

‘ All casﬁs of acute gastro enteritis" should be reported to the nearest health

pr*nfuse pa.inless diarrhoea, usually preceding vomlting, w1th prostration a.nd shc:ck

a.r'e symptoms of.‘ cholera, a medz.cal emergency.

|
‘Centre: hﬂFPital or DUblic healﬁh authority as suspected cholera cases. T‘ Acute T
|
A8 soon -as cholera is reported, a mobile medical team should move. . immediately |
to the site with theipr equipment.  Arrangements should also be ‘,m‘a.c_ié for receiving . !
regular supplies of rehydration flulds and for transporting stools collected, before |
glving: antibiotics, in serew-capped bottles containing alkallne peptone water medium.
At whe site, the mediecal officer .ghould seleet a:suitable isolated place to begin |
treatment of the patient, who should not, however, be shifted until he has recovered

from shock.

Theé physician should consider the ‘pdssibllity and necessity of getting the
help of local medical officers aftér ‘giving them the necessary training. The -
' question of their financial remuneration’ ma.y be easily “$0lved by the -administrative

authoritl &5 .
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If available, a camp cot or Khatiya, with a hole to be placed under the patient's
buttocks, may serve as the cholera cot. If the patient must be on the mud flﬂér.”
a large hole for measurement and proper disposal of stools must be dug under the
patient's buttocks. The hole should be large enough to hold an earthen bowl of
about 8-10" diameter with a capacity of two or more litres. The fluid bottle
may be hung from a thatched roof, a mud wall, or an lmprovized stand. A torch or

a kerosene lamp may be required even during the day to locate the patient's veln

unless he 1is treated out of doors.

Therapy

The intravencus infusion should be started immediately and a bedside record
made of all intake and output. Frequent checks of the balsnce beiween intake and
output should be made. An adult patlent in the state of collapse is first given
two botflés of physiologleal normal saline_ﬁnl%qwed by one botile of isotonle alkaline
solution, run rapidly and repeated till good pulse is restored with general clinical
1h§rovement. The needle is left in the QEin in situ with small strips of sticking
plaster. Intravenous fluid is éiben in %he'ééme order at a slower rate (about
25 ml/hinute, or less, according to the volume of evacuations and guality of the pulse).
The total requirement depends on the individual patient. In rural areas the amount
of fluld required after initial recovery from shock has to be determined by the amount
of evacuations, quality of pulse and, if possible, blood pressure. Az soon as
possible, a dose of tetracycline or chloramphenieol (500 mg) should be adminlstered
orally, repeated once after four hours, and then glven every six hours for three days.
Any dose vomited should be repeated; vomiting usually stops soon after rehydration
and correction of acldosis. The patient should be watched carefully. The effect
of the antiblotic will appear after about 12-18 hours with a reduction of the number
and volume of stools accompanied by changes in their colour and consistency.“_ If a
sudden and copiuus evacuation oceurs, the Infusion rate should be inecreased to replace
the lost fluid, which has been collected and measured as quickly as possible., After
the initial rehydration, I.V. fluld is given to maintain the volume and tensien of

pulse and to equate the volume of stools passed plus the insensible loss. It is
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discontinued when diarrhoea ceases for four hours and a flow of urine 15 oatabllahod,
while the pulse and blood pPESSUPEl(lf a aphygmomanomater is available) are

maintained aatiafaotorily.

The patlent may .be given sips of water as Soon as he can swallow it.
Subsequently, he should be given water and drinks of young‘green‘oocoanut (dab)
water (6 oz per litre of stool passed) te replenish potassium lost. In places
where dab is not available, 10 ml of a mixture containing 100 g cach of potassium
sitrate,. bicarbonate and acetate mixed in a litre! of water may be given orally three
times a' day, preferably with other drinks.  Dab water is not suiltable for I.V.:.

. admind stration beeduse of 'its high potassium content. -~ Theuday after dlarrhoea %
ceases,  the patient is allowed bharley water and buttermilki:. Next day, usually the:”

.

third day, he is given soft rice and curd, and thereafter a convalescent diet.:

The therapy is simple and affective; it canbe carried out successfully without
laboratory studies when they are not available. A .cholera patierit’ néed not die if
treatment 1s started before irreversible changes ocour. Complications are uncommon

except in pregnant women and children, who need special attention.

Exceptional cages

Cholera in vregnant womeh ls dangerous. Acidosis is harmful to the foetus;
dehydration may cause uterine contractions comparable to muscular eramps; and
circulatory collapse reduces the placental blood flow. A1l these lead to intra-
uterine death of the fostus; abortion or premature labour is very common. Cholersa
should be treated exclusively, and the placenta, if retained, left untreated at that

time.

Fatal cholera is more common in children, who cannot survive dehydration so
well as adulis. The most effective method of treating pasdiatric cholera has not
yet been worked out. The fluids are given in the same order - one bottle of saline
followed by half a bottle of isotonic bicarbonate gsolution. The infusion should
be started soon at & rapid rate in the external Jjugular, secalp or femoral vein, if

it jis not possible to enter an extremity vein. One may have to open the vein.
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Intraperitoneal.infusion may be possible in infants. Chloramphenicol or tetra-
cyeline is given orally to infants in syrup of zlucose. Other measures include
taking precautions against overhydratlon, indicated by engorged neck veins, slow
pulse, and congestion of the lungs. Hypernatremia can be avoided by regulation of
sodium intake. I V. ecaleium gluconate for tetany, potassium for hypokalaemia,

and gluccse for hypoglycaemia should be administered g5 deemed necessary.

Addl tional duties

Besides caring for the patient(s), the staff should (1) disinfect the houses
of the patients, (2) dispose of excreta (also dead bodles and clothes) and (3) care
for the community by mass vaccination, by ensuring a safe apd sufficient water supply,
and by providing health education regarding the spread of cholera and the basic rules

of sanitatiomn.

A doctor may attend five or more adult patients at a time if they are closa by .
But in a big outbreak, more properly equipped teams will be required, or emergency
treatment centres may have to be opened in the affected area, with suitable Arrange-

ments for accommodation of the staff and co-operation of the villagers. Tralned

paramedical persormel can do a lot in cartying cut the treatment: ewven unskilled

persons can render effective assistance under guidance.
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REQUIREMENTS OF THE MOBILE TEAM FOR MANAGEMENT
OF CHOLERA IN RURAL AREA ;

1l Medical Officgr
2 Health assistants

3 Medicine carriers
{in one or two packages)
Fluids - (a) © Normal saline

(b) Tsotonic sodium bicarbonate solutish

or a single solution (vide D)
Saline apparatus; ete.
Syringes
Needles
Tetracycline or chloramphenicol . ... ... .-
Rectal swabs
Pebfone water bottles
Bleédﬁing ﬁﬂwdér '
Cholera vacclne
Camp equipment (a stretdh&f“mayMBQQused“aﬁ“a chniéra“cot)

Miscellansous - bandages, dressings, sticking plaster, rubber

tubing, 70 per cent. alcohol, lysol, soap and towels

A red warning flag to be posted near the patient care cenire
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C. Functions

1.

(i)

(i1)

(i11)

(iv})

(v)
(vi)

(1)
(ii)

(i11)

Care of the patient

Plaece patient on cholera cot or a device with provision for collecting

all stools. Measure and record the fluld intake and output.

Start I.V. isotenic saline: isotonic bicarbonate in 2 : 1 proportion at
a rapid rate till strong pulse is restored. Sﬁbsequently administer

more slowly in volume egual to that Qf stools passed.

Administer tetracycline or chloramphenicol (500 mg stat, after four hours .'i

and then every six hours) for three days.

Give water and green cocoanut water (6 oz per litre of stoel) by mouth.

If latter is not available, give potassium mixture t.d.s.
Terminate infusion therapy afier diarrhoea has ceased for four hours.
Give special attention to ehildren and pregnant womer:.

Frocedures at an infected house

No visitors

Disinfection of water sources, viz tank and well, drains and utensils

Disposal of refuse and exereta (mix with lime and bury at a safe distance) ‘g
Attention to food, drink and soiled ¢lothing

Care of the members of the household

Vaccination

Observatign for the appearance of symptoms
Restricted movement

Chemoprophylaxls

Disposal of deceased patients: plug orifices, wrap body wlth a sheet
soaked in 5 per cent. lysol and dispose of it properly. Bodies are not

to be thrown in rivers or casnals.
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h.  Care of the community

(1} Formation of local cholera control commitiee with community leaders
{ii} Vaccination
(i1i) Water supply
(iv) Disposal of excreta and refuse
(v) Antifly measures
{(vi) Health education
(vii) Propaganda

D. Rehydration fluids (isotonic)

Present Om/litre Om/540 ml

Separate solutions
{a) Sodium chloride 0.9 4.86
(b) Sodium bicarbonate 1.4 7.56

Single solution

Sodium chloride - 6.0
Sodium bicarbonate - 4.60

NB: Water for injectlon should be clear, sterile and pyrogen free.

chemicals should be of analytical reagent quality.

The clear solution of sodium chloride and =odium bicarbonate should he filtered
and autoclaved, If the autoclaving is done in ajir-tight containers, so that any
carbon dioxide evoived does not escape, the evolved gas will be reabsorbed in the

agueous solution during the coocling stage with reformation of sodium bicarbonate.

Special attention should be given to maintaining supplies of rehydration fluid

prepared preferably as a single solution in disposable plastic bags with sterile I.V.

sets and needles. These may be supplied to the mobile units from & central source.




