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INTRODUCTION

GOAL

To empower the primary, secondary and tertiary health care
physicians/surgeons towards achieving the overall goal of
Universal Health Coverage with disease management protocols
and pre-defined referral mechanisms by decoding complex
guidelines.

OBJECTIVES
To formulate treatment algorithms for common and serious
medical & surgical conditions for both outdoor & indoor patient
management at primary, secondary and tertiary levels of India’s
healthcare system that are scientific, robust and locally
contextual.
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PRESENTATION OF
APPENDICITIS MAY
BE AS

1) Acute appendicitis
- early / delayed

2) Appendicular
mass

3) Recurrent

appendicitis

FACTORS FOR PREPONDENCE
COMPLICATIONS

1. Extremes of age

2. Immunosuppression

3. Diabetes Mellitus

4. Faecolith obstruction of
appendicular lumen

5. Previous abdominal
surgery

N\
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APPENDICITIS
ICD-10-K35

ACUTE APPENDICITIS

(Early presentation within 72 hours)

\

APPENDICECTOMY MAY BE

1) Conventional open

CHECKLIST FOR AN UNWELL PATIENT (HAVING FEVER, ANOREXIA ETC) FOLLOWING APPENDICECTOMY
1) Examine the operation wound for induration, collection or purulent discharge
2) Consider residual abscess (pelvis, RIF or Hepatorenal pouch of Morrison

3) Examine iungs for pneumonia or collapse

N\

surgery
2)Laparoscopic 4) Thrombophlebitis

appendectomy 5) Any jaundice or enlarged liver

6) Urinary tract infection if any )

G V.
ACUTE N
APPENDICITIS NO PALPABLE MASS PALPABLE MASS s/s Im|z3roving S/S Detelriora -
pre s(é_rartgti on O“;E??f'gfg;g?i (s)kfzrsrr;ir conservative asses by USG for pus collection
P P P i treatment USG guided aspiration/ open
be;li]oonucisz) 72 regimen continued drainage
APPENDICULAR MASS

Diagnosis is mainly clinical.

Usually a past history

suggestive of acute appendicitis is present and latter
shows a history of recurrent acute pain at RIF or it may
follow a chronic course. Signs of indigestion, flatulence
may be present. Mc Burney's point tender.
Ultrasonography often compliment the clinical
diagnosis. CT-Scan and barium follow through X-ray are
often required to confirm the diagnosis. Treatment is
appendicectomy - open or laparoscopic

@~ KEEP A HIGH THRESHOLD FOR INVASIVE PROCEDURES
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Standard Treatment Workflow (STW)
COMMON BILE DUCT STONE

ICD-10-K 80.5
CLINICAL PRESENTATION OF CBD STONES
C ASYMPTOMATIC/ DETECTED ON WORK UP FOR GALLBLADDER STONES )

WHEN TO SUSPECT
CBD STONES IN
CASE OF GALL
STONE DISEASE

- Abdominal pain OBSTRUCTIVE JAUNDICE

- Deranged LFT

, - Abdominal pain
- Dilated CBD on

USG ' gﬁVGLWith chills ACUTE CHOLANGITIS
. Raised TLC - >Noc
- Features of acute . .

cholangitis - Pain typically

radiating to back BILIARY PANCREATITIS
- Increased amylase

WORK UP OF A PATIENT WITH SUSPECTED CBD STONES

Palpable Gall bladder with jaundice may be due to malignancy and grossly dilated CBD may
be due to choledochal cyst- should be referred to higher centers

( N\
USG Abdomen MRCP / endoscopic USG -
If CBD stones Investigation of choice
- Gall bladder stones not seen on USG
- IHBRD, cholangitic - Anatomy of biliary tree,
- abscess - IHBRD, stone size, location
and CBD diameter
- Roadmap for intervention
. J

MANAGEMENT OPTIONS
(PREFERABLY AT TERTIARY CARE CENTER)

" In case of
1. Cholangitis
2. Biliary pancreatitis with CBD stones on imaging
Stone >10 mm Stone <10 mm 3. Non-dilated CBD with CBD stones Y
- 4. Multiple comorbidities ;
\5. Limited surgeon experience with CBD explorationj le ERCP fa|Is)
Y Y —
Lap/ open . ERCP (includes Endoscopic stenting Fallure Lap/ open
fgggcgjéelgﬁggg% sphincterotomy plus| | followed by ERCP & (I:BDt. <
clearance of stones) cholecystectomy exploration

OPTIONS FOR CBD CLOSURE AFTER CBD EXPLORATION

o REITE nn ons

INDICATIONS INDICATIONS
1. Prevents bile leak 1. Purulent cholangitis 1. Multiple stones/hepatolithiasis
2. Needs endoscopy for 2. Excessive CBD 2.CBD > 2 cm dilated
stent removal within manipulation 3. Ampullary stricture
6 weeks 3. Incomplete
clearance
\_ ) ( N\
SURGICAL OPTIONS
\ J « Choledochoduodenostomy
[ ) - Hepaticojejunostomy
Removal after T-tube . Transduodenal sphincterotomy/
cholangiogram to sphincteroplasty
confirm pathway
. ) \. J
ABBREVIATIONS
ALP: Alkaline phosphatase CBD: Common Bile Duct INR: International Normalised Ratio
ALT: Alanine Transaminase ERCP: Endoscopic Retrograde Cholangiopancreatography LFT: Liver Function Test
AST: Aspartate transferase IHBRD: Intrahepatic Biliary Radical Dilatation MRCP: Magnetic Resonance Cholangiopancreatography

PT: Prothrombin Time
@ KEEP A HIGH THRESHOLD FOR INVASIVE PROCEDURES

This STW has been prepared by national experts of India with feasibility considerations for various levels of healthcare system in the country. These broad guidelines are advisory, and
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©Department of Health Research, Ministry of Health & Family Welfare, Government of India.




icmg

INDIAN COUNCIL OF
MEDICAL RESEARCH

Serving the nation since 1911

zzoz /AInc

Department of Health Research
Ministry of Health and Family Welfare, Government of India

Standard Treatment Workflow (STW)

DIABETIC FOOT
ICD-10-Z286.31

RED FLAG SYSTEMIC: Sick look, drowsy, abnormal breathing, abnormal pulse, fever

SIGNS LOCAL: Claudication/ rest pain, gangrene, osteomyelitis, acute charcot’s foot Reicptolignemncentie

v v

A. General condition B. Local examination
1. Vitals E Check both feet for the below mentioned
2. Glycaemic control - FBS/ PPBS regularly, HbAlc once in 6 months conditions
I
v v v v
1. ULCER 2. PERIPHERAL ARTERY 3. LOSS OF PROTECTIVE 4. DEFORMITIES
DISEASE (PAD) SENSATIONS (LOPS)
Ulcer Peripheral artery Neuropathy/ loss of Structural foot
il disease protective sensations deformity
. il (LOPS) '
See for open infected wound }
v - History of intermittent History of tingling, Look for gross
Check for osteomyelitis with bedside claudication, . . " ngmbnes;, deformities like
- Absent pulsations in feels like walking on - hammer toes
probe-to-bone test or an X-ray L "
i Posterior tibial artery mattress - claw toes
l l and dorsalis pedis v - hallux valgus
. ) ¢ liti i artery Check for foot sensation | - pes cavus
It osteor_nyeh‘us r)ot suspected: | osteomyg S 1S - Ankle branchial index [using 10gm monofilament| - rocker bottom foot
- Do moist dressings suspected‘. <09 Il
. Achieve good glycaemic control Refer to higher centre for ' . il
. Off-load the foot further management ! If sensations are a)bsent '
v and patient is Refer to higher
Also refer to higher centre with facilities for: Refer to higher centre asymptomatic, then centre
- Surgical debridement of wounds with necrotic tissue for further evaluation educate the patient,
- Cellulitis needing fasciotomy and consideration for |advise protective footwear,
- Wet gangrene needing amputation revascularisation and call for regular follow
- Cases needing negative pressure wound therapy up as per risk category
General conditions Sal Local conditions
- Older age Lo _.fﬁ;._ - Loss of peripheral sensations
- Uncontrolled hyperglycemia J T-ﬁ - Structural foot deformity
- Duration of diabetes mellitus f;!- i - Limited joint mobility
- Peripheral artery disease o | - Improperly fitting footwear
- Visual impairment ! - Callus
- Chronic kidney disease | - History of ulcer/ amputation
Risk category Parameters Follow up DON’T USE:
i M0|st dressings - Hydrogen peroxide, EUSOL, povidone
Low Callus alone, No LOPS, No PAD Once a year - Change dressings iodine, chlorhexidine etc
- : . . daily for dirty wounds - Hyperbaric oxygen, antimicrobial
Medium Deformity with LOPS or PAD Once in 6 months and on alternate days dressings and stem cell therapy has
. Previous amputation or ulceration & for clean wounds insufficient evidence to be
High any two of — Deformity/ LOPS/ PAD = Oncein 3 months recommended

(Note: - Antibiotics are insufficient unless comblned with appropriate wound care)

No antibiotics At least two of: - Redness Local findings + systemic
- Swelling/ induration - Deep tissues affected findings of SIRS (at least two
- Pain/ tenderness (abscess, osteomyelitis, of)
- Warmth, redness (0.5-2cm) fasciitis, septic arthritis) - Temperature >38°C or <36°C,
- Purulent discharge - No systemic signs - Heart rate > 90/min,

- Respiratory rate > 20/min or
PaCO2 <32 mm Hg,

- WBC >12000 or < 4000 or
immature bands >10%

Give oral antibiotics for 1-2
weeks
(Target only aerobic

gram-positive cocci)
Refer to higher centre

Corns/callosity Web space fungal infection In-growing toe nails Charcot’s foot
v v v
Scaling in OPD Topical antifungals Regular nail trimming Refer to higher centre
Footwear modification Maintain local hygiene

DON'T:

- Walk barefoot, even at home

- Remove calluses/ corns at
home

- Smoking: delays healing

EUSOL: Edinburgh university solution of lime PAD: Peripheral arterial disease
FBS: Fasting blood sugar PPBS: Post prandial blood sugar
LOPS: Diabetic peripheral neuropathy with loss of protective sensation SIRS: Systemic inflammatory response syndrome

@ ALWAYS KEEP A LOW THRESHOLD FOR REFERRAL TO HIGHER CENTRE

This STW has been prepared by national experts of India with feasibility considerations for various levels of healthcare system in the country. These broad guidelines are advisory, and
are based on expert opinions and available scientific evidence. There may be variations in the management of an individual patient based on his/her specific condition, as decided by
the treating physician. There will be no indemnity for direct or indirect consequences. Kindly visit the website of DHR for more information: (stw.iemr.org.in) for more information.
©Department of Health Research, Ministry of Health & Family Welfare, Government of India.
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GALL STONE DISEASE
ICD-10-K80.20

SYMPTOMS

1) Pain

A) Biliary colic- slowly
progressive, constant
pain in right upper
guadrant or mid -
epigastrium,
crescendo-decrescendo pattern

B) Acute cholecystitis - prolonged
pain more than biliary colic,
(> 24 hrs) associated with fever

2) Nausea or vomiting

3) Dyspepsia

4) Flatulence

5) Food intolerance

6) Jaundice - GB stone impacted
at the neck or hartmann'’s
pouch that compresses CBD

7) Acute cholangitis — pain,
fever, jaundice

1. Acute cholecystitis

2. Empyema

3. Mucocoele

4. Acalculous cholecystitis (critically ill patients — unexplained fever, lack of
right upper quadrant tenderness, leukocytosis)

5. Gangrene/ perforation

6. Biliary obstruction

7. Acute pancreatitis

Haemogram,RFT, - LFT-Serum bilirubin, - USG abdomen-investigation of choice (sensitivity—95%)

electrolytes, CXR, SGOT/PT, Alkaline 1. To look for status of gall bladder and characteristic distal acoustic shadow
RBS, ECG (to distinguish Phosphatase 2. Status of liver/ CBD/ Intra hepatic biliary radicle dilatation (IHBRD)

from cardiac pain) - Amylase, lipase 3. Other intra abdominal pathology like renal stones, ovarian pathology etc

Indications- jaundice, high ALP, dilated CBD (on USG), - DM —fasting & post prandial blood sugar, HbAlc, sugar charting
suspected CBD stones or mirizzi's syndrome (CBD - Cardiac evaluation - ECHO and other as required
obstruction caused by extrinsic compression from an - COPD patient - PFT

impacted stone in cystic duct or Hartmann's pouch) ?ﬁj%?cl{a;ﬁncgg%fgees; PT/INR

I I
ASYMPTOMATIC SYMPTOMATIC COMPLICATED
(If possible patient should
be managed in a tertiary
centre after initial
resuscitation)

open management management stones STW
cholecystectomy

(Conservative) { Emergency Iap/] [ Conservative ) [Conservative] [Referto CBD

' Unstable ' ' Stable

Mild/ moderate Severe
pancreatitis pancreatitis .
on resolving] [ Conservative
m

N

Lap Lap cholecystectomy [ symptoms anagement onIyJ
cholecystectomy after 4-6 weeks of

within same resolution of
hospital admission pancreatitis @holecystostomy) Lap cholecystectomy/|
| if symmptoms persists

Lap Cholecystecto- after resolution of

[ my (if required) ] acute phase

NON RESOLVING STABLE
Cholecystostomy followed by laparoscopic Early LC — within 24-72 hours (if expertise available)
cholecystectomy by experienced OR
laparoscopic surgeon after 6 weeks Delayed LC — after 6 weeks by experienced lap surgeon

At PHC level: initial resuscitation, IV antibiotics (3rd At district hospital level: |V hydration, Tertiary level- Early (if presents
generation cephalosporin, metrogyl + antibiotics (3rd generation cephalosporin, within 72 hrs)/ interval laparoscopic
aminoglycosides), analgesics, bowel rest, USG metrogyl + aminoglycosides), analgesics, bowel cholecystectomy depending on
abdomen (if available) and refer to higher centre rest, USG abdomen, surgical consultation expertise in laparoscopy

- Patient not looking well, non ambulatory, not tolerating orally

- Pain out of proportion / not explained / not responding to analgesics
- Tachycardia, Fall in BP

- Abdominal distention, bile/ blood in drain

CONVERT EARLY IN CASE OF DOUBT IN LAP CHOLECYSTECTOMY REFER PATIENT EARLY IN CASE OF ANY DOUBT IN POST OP

CBD: Common biles ducts HPE: Histopathological examination MRCP: Magnetic resonance
GSD: Gall stone disease LC: Laparoscopic cholecystectomy cholangiopancreatography

@~ KEEP A HIGH THRESHOLD FOR INVASIVE PROCEDURES
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INCISIONAL/ VENTRAL HERNIA
ICD-10-K4&3.9

Symptoms:

1) Swelling on anterior abdominal wall
2) Cough impulse
3) Reduces on lying down (especially during early phase)

Generally indicative of complications: No Yes
- Obstruction
- Incarceration - Primary Ventral hernia - Incisional Hernia
- Strangulation - Epigastric hernia

- Umblical hernia

- Paraumblical hernia

Surgical emergency

USG/ CT scan

to determine
accurate number
and size of defects

Investigate if:

doubtful diagnosis

Mesh
| | hernioplasty
Defect size >2 cm Defect size <2 cm
Mesh hernioplasty Prlimary
anatomical closure

RED FLAG SIGNS NEEDING REFERRAL TO HIGHER CENTRE POST OP COMPLICATIONS
Large hernias (>8-10cm), requiring component separation Seroma Mesh
: : : : : : placement:
Parastomal hernias Infection, including mesh infection sublay manner
Comorbidities Skin necrosis preferred. Drains
recommended

Loss of domain Recurrence

Non availability of mesh, for hernias >2cm in size - to be checked

1. Swelling on anterior abdominal wall
2. Cough impulse +
3. Reduces on lying down
4. Severe local pain or generalized colicky pain or fever: generally sign of complications
- Colicky abdominal pain and irreducible hernia: intestinal obstruction. Immediate surgery for relief of obstruction. Hernia repair

may or may not be done at same time
- Local redness and severe pain with fever: strangulation. Immediate surgery is needed, and the hernia repair should be deferred

for a later date
5. Rule out other diseases or complications on history, particularly related to respiratory system (as raised intra-abdominal pressure can

worsen the respiratory condition)
6. Features of swelling: Reducibility of hernia, size and number of defects

- In general, ventral hernias should be repaired, as untreated hernias are at risk of life threatening complications.
- Exceptions: untreated ascites especially with portal hypertension, severe comorbidities precluding safe surgery, large hernias where

repair may cause more morbidity such as bowel injury.
- Small midline primary hernias less than 2cm diameter may be closed primarily (anatomical repair). Larger hernias and all incisional

hernias should undergo mesh reinforcement

CHOICE OF REPAIR

DEFECT SIZE PROCEDURE
<2cm Anatomical repair, IPOM (Open Intraperitoneal onlay mesh)
2-4cm IPOM, open sublay repair, onlay repair
4-8cm IPOM plus, open sublay repair, pnlay repair

Component separation will be required. Can be anterior component
More than 8 cm separation or posterior component separation, depending on available
expertise. Botox can be used as an adjunct in case of loss of domain

Mesh overlap will extend below diaphragm in case of IPOM or

Subxiphoid hernias | _
extraperitoneal repairs

) _ Mesh should extend behind pubic bones in case of extraperitoneal repair.
Suprapubic hernias IPOM should be done after dividing peritoneum so that lower end of
mesh is in retropubic space

) If stoma can be closed, then perform delayed repair,
Parastomal hernia || case of permanent stoma, a ‘Sugarbaker’ technique is generally advisable

@~ KEEP A HIGH THRESHOLD FOR INVASIVE PROCEDURES

This STW has been prepared by national experts of India with feasibility considerations for various levels of healthcare system in the country. These broad guidelines are advisory, and
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