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Chapterl: INTRODUCTION

In the context of nhorcommunicable diseases (CDs), four of the most prevalent chronic diseeseBovascular
disease, type 2 diabetes, chronic obstructive pulmonary disease, and aaaceount for 80% of the NCD mortality
and are linked by shared, commoand preventablebiological risk factors- high blood pressure, high blood
cholesterol, and overweight, as well as by related méjehavioral risk factors unhealthy diet, physical inactivity,
alcohol, and tobacco use. It is efficient and sustainablprévent these major chronic diseases by controlling these
risk factors using an integrated approach.

Integrationof NCDscanensureequity by improving access to costffective NCDservicedn limited resourcesettings.
Integrating NCDs as a part of prigdrealth care can assist in managing NCDs at an early stage and therefore is
better investment than diagnosing and managing them at a later stage when it can be expensive. In {eenong
investing in NCD prevention and control through evidebased @proaches can contribute to strengthening of the
health system.

A review of pilot projects carried out by WHO showed that commdeitgl health promotion, disease prevention,
early diagnosis, and treatment and referral services for NCDs can be delitievedt the PHC system. In Bhutan, it
has resulted in capacity building of health workers and brought the diagnosis and managdmi&giDs closer to the
community.

The Package of Essential Noncommunicable Disease Interventions or WHO PEN, whichprisearthbealth care

6t 1 /0 FLIINRIFOK F2NJ b/ 5 LINBZSY(Az2yt 2y RCIORVWiORBIHaeEs!
clinical protocols for managemenf heart disease, stroke, cardiovascular risk, diabetes, cancer, asthma, and chroni
obstrudive pulmonary disease in primary health care, that are adapted for the local PHC séttidiionally, the
World Health Organization HEARTS protocols have been adapted for use in Samoa.

Increased emphasis, however, is also needed on health promotiorntpad primary prevention and on building
multisectoralandcommunityconsensu®n the preventionandcontrol of NCDsHowever there are manyconstraints
to be overcome in shifting to a PHC approach: serious workforce shortages of those with basindlkikpertise in
NCD prevention and control; lack of trainingthe managemenbf other major chronialiseases (e.g., hypertension,
diabetes, andronchialasthma); laclof essentiamedicines to treaNCDslack ofstandardsof healthcare forpeople
with chronic diseases.

Purpose

Most cases of diabetes and hypertension can be managed at primary care level, provided that clinicians follow cle
protocols for screening, diagnosis, treatment, and referral to next levels of care. The purpose of thisIRsotoco
ensure a standardised approach to prevention, screening, diagnosis, treatment, and referral across all levels of t
Samoa PHC service.

Therole of the additionalworkforcefor the RuralDistrictHospitalsrecruitedunderthe P4Rorogramandreferredto
asthe MultidisciplinaryTeamgMDTswill be definedto ensurethat there is clarityaroundrolesandresponsibilities.

This protocol will be distributed to all primary care health facilities and health workers will be trained on how ta
managepatients and refer more difficult patients to the next level. It will also help decentralise diabetes and
hypertensioretc. managemento rural andremote areasandreducereferralsto tertiary hospitalso the more difficult

to manage, serious andomplicated cases only, thus avoiding overcrowding at tertiary hospital clinics, delays ir
diagnosis and treatment and costly transport for patients.

TargetUsers

This Protocol is primarily intended for the use of physician andpiysician health workerin primary health care
facilitiesin SamoaDistrictHospitalsand HealthCentreslt is not a clinicalprotocol for the tertiary referral hospitals
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Scopeand Limitation

This protocolisbasedonglobalevidence, 2 | h ®dckag®f EssentiaNoncommunicable(PENDisease
Interventions,updatedin WHOHEART®®r PrimaryHealthCarein LowResourcesettingsIt focuseson the Integrated
Management of Hypertension ardiabetes, as these diseases tbp leading causes of morbidity amdortality in
SamoaThisintegratedprotocolwill be reviewedandupdatedon anannualbasisandin future, will includeCOPLand
cancers.

Healthfacilitiesandcommunitieshavecomplementaryrolesin successfullymplementing NCDpreventionandcontrol
interventions. Patient, family and community education on prevention and control is essential for reducing NCD
Understanding risk factors and modifying lifestyle is fundamental, and all health workers need to be able to deliv
SNARnNterventions. Equaly importantisthe creation andoromotion of smokefree and healthyeatingenvironments

that encourage physical activity and low risk alcohol consumption through public policy.

KeyPrinciples

Itiscrucialto useaprimaryhealthcare approachto increasecoverageandmakeanimpacton deliveringinterventions

at the groundevel. Basedn the primary healthcarephilosophy, key principles for implementing NCD strategies and
interventions should include:

1. Universahccesshat isaffordableandconvenient,equity, andsocialprotection.
Comprehensivandintegratedservicegor scalingup.

Useof technologythat is affordable,appropriate,andaccessibléo poorandvulnerablepopulations
Anintersectoralapproachincludingcommunityparticipationandengagementand
Usingexistinginfrastructurefor NCDpreventionandcontrol rather than buildingnew structures.

a s N

Minimum requirements

The minimum resource requirements in managing and operating NCD prevention and control at the facility lev
include skilled health staff, a working and functional screening and referral system, availability of basic drugs ar
medicines as well as equipment or devices needed and a functional patient management record system.
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Chapter2: SCREENINGREFHRAL
2.1 Community Screeningargetingvillagehealthworkers)

Pretraining

1. TheMinistryof| S| fQbd¢dinationteam throughthe Ministry of Women,Communityand SociaDevelopment
(MWCSD) liaise with the Sui Tamaithieach village explaining the purpose, detailsd confirmed dates of the
training program.

2. Detailsprovidedin anofficial letter andexplainedfaceto faceor viathe phoneinclude:

9 Datesfor the program

1 Whatthe programis about

1 Thenominationof youngwomenrepresentativesand/or youth (malesandfemales
to be trained. A minimum of 10 and a maximum of 15 people is the target.

1 Expectationghat they will continuethe screenindor their villageafter the trainingis
done.

1 Resourcesuppliedbythe villageincludethe useof afaletele (venue) tablesand
chairs.

1 Caterof breakfastandlunchfor villageparticipantsand
MOHresourcepeoplefor the3 daysof training whichwould be re-imbursedby MOH.

1 Thewearof comfortableclothingfor physicakctivity (e.g.,aZumbasession)and

1 Villageparticipationduringpresentationsandscreening

3. Athree-daytrainingis carriedout in selectedvillagesfollowingthe schedulebelow:
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Schedule

Session Dayl Day2 Day3
Number
1 Introductionfollowed by overviewof PENC | QI a I Y 2 | Interactiverecapof Dayl activities Interactiverecapof Day2

activities

2 Introductionto the Assessmentormfollowed by the ReferralForm Explanatiorof the BodyMassIndex Explanatiorof the CYDISHChart
3 Introductionto SNAP Explanatiorof blood pressuretarget Explanatiorof bloodsugartarget
4 Questionsand Answers Screeningtarts Screeningesumes

5 Teabreak

6 Interactivegroupwork demonstration

7 Lunch Lunch Lunch

8 Groupwork practical Screeningesumes Lastwordsandfarewell

9 Zumbademonstration Zumba

KeyResponsibilities
Responsible
District NurseManager - Welcomeandintroductionof the MOHteam.

- Introductionto the AssessmenfEormfollowed by the Referralform.
- Lastwordsandfarewell

TeamLeaderfrom MOHHQ - Overview

- Interactiverecapof dayl andday?2 activities
- Overalltechnicalsupport

Pagd 9

Nutrition andHealthPromotion -

representatives

MOHteam

District Nurses

F&P

Introductionto SNAP
Zumbademonstration

Leadin SNARounsellingand KAPstations
Questionsand Answers
Interactivegroupwork demonstration
Groupworkpractical

Superviseddentifies,trainsvillagerepresentative®n medicalprocess/examinationduringgroupwork/ stations.

Screening

Zumba

Explanatiorof BodyMassIndex

Explanatiorof blood pressuretarget

Explanatiorof the CVDISHChart

Explanatiorof blood sugartarget

Leadin blood pressureplood sugar,BMI,andquestionnairestation
Logisticsupport
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Groupwork setup
Thegoalisto makethe sessiorasinteractiveaspossible givingampletime for villagerepresentativego askquestions

from MOH staff. The staff should ensure thatemonstration of medical procedures or examination is according to
protocol utilizing the SOP for VHWSs prepared (Annex 1).

There should be a MOH person in each of the stations and the order of sthtomgintained for ease of workflow
(Refer to respondsilities below)

Until suchtime MOHdecidegto givetabletsto eachvillage,we shallcontinueto teachhealthworkerson paperbased
forms (all MOH staff going out should be trained on Tamanu mobile).

Depending on the number of village representatitesght and how quickly they learn, each station should be
allocated a minimum of 15 minutes eachdeally 30 minutes maximum is allowe{Range of 180 minutes per
station) (105210 minutes for group work demonstration and practical; almost 4 hours max).

Station?2 Station3 Station 4

Bloodpressure Bloodglucose Height,weight, BMI
measurement measurement andWC

Station 1
Questionnaire

Station 5

SNARadviseand
counselling

Station7 Station6
KAP REEE
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TeamComposition

To ensure the smooth flow of community work, it is crucial that staff from headquarters and those fraifisthiet
hospitals work together.Even though the coordination and technical lead is based at HQs, the gateway to the
communityisthroughthe DistrictNurseManagerand Medicalofficer. Thustheir involvementshouldbe encouraged

as much as possibl€€ommunication should be properly and well established by team HQ before the roll out.

Thereshouldbe a:
1. Teamleaderfrom HQ(technicalsupport)
HealthPromotionofficer
Nutrition officer
Logisticsupport
Driver
Minimum of 3 nurses(idealis 5 nursesfrom the DH)

ok wN

Screeningroper

Thisstartsonday 2. Thevillagerepresentativesare splitequallyinto 3 groups. The workflowemains.exceptthat all
representativegaketurn in doingeachexamination. Thisensureghat everyoneknowshowto carryout the different
tasks required of the prograntach team is supervised by the MOH staff; with each team consisting of a nurse.

During screeningylOHstaff enters thescreening form directlpn Tamanu mobile in the fieldTheLJIS N& 2 y Q& LJ
taken using tke Tamanu tablet and loaded onto the apphe KAP survey is also entered on Tamanu mobile at the
time of screening.

It is imperativethat MOH staff addresses any challengjest is noted during fieldworkThe assessmeimind referral
forms loaded ontalamanu mobile is similar to the manual version (Annex 1).

Referral

There are 11 criteria that villagers need to observe for person refeAajione meeting these should be advised
according to Protocols provided and given a referral form to submit torerest district hospital A referral is also
generated on the Tamanu mobile.

REFERRAIRITERIA

Previousexperienceof cardiovasculadisease
Never assessed before

Norecentvisitor medicationsan out

Symptoms
Heartattackwarningsigns
Stroke warningigns

Diabeticpatient

Uncontrolledblood glucosg(>15mmol/l)despitelifestylechangeand medication
Foot infection or ulcer

Blurredeyevisionor blindness

Others

Highbloodglucose>11.1mmol/l
Highbloodpressure? 140systolic2 90 diastolic
High WHO ISH Risk0%
Noantenatalcheckup
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AdditionalReferral

This is an additional referral criteria for higbk noncommunicable diseases (NCDs) in the population aged 20 to 39
yearsold, with normalblood sugarevelandblood pressure Thosein this agegroupmeetingthese,shouldbe advised
according to Protocols provided and given a referral form to submit to the nearest district hospital. A referral is als
generated on the Tamanu mobile.

Major Riskfactorsfor NCDs/cardiovasculardisease:
Individuals~vho haveone or more of theseriskfactorsare at riskfor NCDs/ICVDs.
1. Smoking/Tobaccaise
Harmfuluseof alcohol¢ had5 or more drinkson one occasiorduringthe past30 days.
Unhealthydiet ¢ Eatprocessedood, sugaryor fried foods,cannedmeat, or instantnoodles> 2 daysa week.
Physicainactivity ¢ lessthan 30 minutesof moderateintensephysicakctivity 5 daysof the week
Family History¢ Individuals with a family history of NCDs such premature heart disetiske, diabetes,
cancer and kidney disease.
Obesity/ Overweight: Obesity is a major risk factor for NCDssuch as diabetes, heart disease,and
hypertension.
BMI  <20.5Underweight
20.525normalweight
2530 overweight
30-35 obese class |
35-400beseclassll
>400beseclasdll

akrwn

o

Tablel:1 CardiovasculaRiskstratification tool

RiskFactors Villagehealthg 2 NJ S NIJ District hospitalintervention
intervention.

No major risk | Lowrisk nointervention

factors

1-2 major risk| Moderate risk  provide

factors healtheducation(referto the

table 1:2)

3 major risk
factors with no
CVDs symptoms

>3  major risk
factors with no
CVD symptoms

SN E: 1] Urgent referral to district Referto guideline of managing
factors with CVD@lese|el NCDs/CVDs
symptoms

It isimportant for villagehealthworkersto identify theseindividualsand provideappropriateinterventionsto reduce
their riskof developing NCD<ZVDs. Early detecti@nd preventioncanleadto better healthoutcomes and improve
overall quality of life.

1. Provide EducationEducate individuals on nesommunicable diseases, their risk factors, and prevention

strategiesEncouragdnealthylifestylehabitssuchasregularexerciseabalancediet, andstressmanagement
and use SNAP charts.
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Table 1:2 Generalhealth educationsand counselling

Weightcontrol

All individuals who are overweight and obese should be encouraged to I
weight through a combination of healthy diet and physical activity.

Physicahctivity

All individuals should bencouraged to do at least 30 minutes of moderate
exercise a day for at least 5 days a week.

Dietarychanges

Reducedsalt<5 gram(oneteaspoonjaday
Limit processed/ fast food.
Reducedsugarconsumption

Eatat least5 servingof fruits/vegetablesa day.
Limit fatty food

Tobacco

Alltobaccousersshouldbe stronglyencouragedo quit

Alcoholintake

Advisedo reducealcoholintaketo <3 unitsof alcoholper day

2. Refer to district hospital In some cases, referral to a specialist may be necefsafyrther evaluation and

management of nortcommunicable diseases.

3. Develop a Management Plarf a noncommunicable disease is identified, healthcare professionals should
develop a management plan that includes medication, lifestyle modifications, anthardgllow-up visits.

Logistics

The following is the minimum checklistteam supplies thashould be preparethefore departure.There should be

3 setsof eachfor team Upoluandteam Savaii Additionalcontainers shouldbe preparedfor every villagesisitedand

this is the one to be presented to the village on day 3, before the team departs using the same checklist for MC
teams. Furthermore, there shoultle supplies fodistrict hospitals foreplacementof village resourceaswell as for
useduringtheir screening.Thesuppliesto the hospitalsshouldbetaken wellin advancesothey can start. Allmedical

equipment used are standardized according to protocol.

PENFa'asamodOHYVillageTeamContainerContent

No. | Item Quantity

1 Weighingscale 1

2 Tapemeasure 2

3 Glucometer 1

4 Glucosestrips 200

5 Fingermricklancets 200

6 Lancinglevice(pen) 1

7 Alcoholswabor cotton swabs 1 box

8 Biohazardags 1 bag

9 Sharpbin (EPboxes) 10

10 Calculators 4

11 Electronicsphygmomanometer 1

12 SpareAAbatteries 1 box

13 SpareAAAbatteries 1 box

14 Boxof clippers 1 box

15 Youthfolders 30

16 Participantfolders 80

17 SNARIip chart 1

20 SNARGuideBooklets 200

19 BMI chart 1

20 KAPsurvey 300

21 HP IE@aterials TBC

22 Stadiometer(separate) 1

23 Disposableyloves 1 box

24 Pens 30
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Foldercontent
Notebook
SOP 1

|

DistrictHospitalContainer

\[o} Item Quantity

1 Weighingscale 1
2 Tapemeasure 2
3 Glucometer 1
4 Glucosestrips 200
5 Fingerpricklancets 200
6 Lancinglevice(pen) 2
7 Alcoholswabor cotton swabs 2000r 1roll
8 Electronicsphygmomanometer 1
9 Biohazardags 2 bags
10 Sharpsin (EPboxes) 20
11 Calculators 4
12 Boxof AAbatteries 1
13 Boxof AAAbatteries 1
14 Ballpens 5
15 Boxof clippers 1
16 Villageassessmenfiorms 200
17 Villagereferralforms 100
20 Villagescreeningguideline 30
19 SNARGuideBooklet 30
20 SNAR-lipChart 2
21 BMIChart 2
22 KAPsurvey TBC
23 HealthPromotionlEC TBC
24 Villageregister 1
25 Stadiometer(separate) 1
26 InventoryRegister 1
27 NCDPENBooklets 100
28 SchoolAssessmenEorms 200
29 SchooReferralForms 200
30 Schootegister 20
VillageScreeningsuidelineContent Page
Introductionto PENC | QI al Y2 I 1
Flowchart 4

Dataentry andreporting

It is the responsibility of the MDT (or if there is no MDT onboard, district nurses) to communicate and collect the
assessment forms from trained village workers/representatives on a regular Haats. entry officer or MDT is
responsible for immediately entering the data on Tamanu mob@: that note, 2 tablets are given to each district
hospital/HC for this purpose.

Followup screeningandtrainingsof villagehealthworkers

Thisisthe taskof the MDThired by the Pfor R. Thesameprocessthat was donein the initial training

shouldbe carriedout by the MDTsin subsequenyears. The goalisfor DHteamsto continue doingthis everyyearby
buildingthe capacity2 ¥ @At t 1 3S 62YSyQa 02 Y YAasistaffubdver & edpéclediRludias |- €
the unavailability oftrainedvillagehealthworkers,it is onthe MDT to ensurenew village representativeare trained

on an annual basis.
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Supportfor MDTs
It isthe responsibilityof the Coordinationteam that MDTsare providedrefreshertrainingsand supporteveryyear,so

they are up to date with recent development.

Trainingsancludethe following:

1. SNARounselling
Upto date screeningreferral,andtreatment protocol
Eyescreeningandcare
Diabettfoot screeningandcare
Foodsafety
Sanitationandvectorcontrol
OtherEnvironmentaHealthOfficeractivity
Tamanumobile anddesktop(for nursesanddoctors)
M&E

© 0N OORAWN

Reportfrom MDTs
Coordinatiorshouldensureregularreportsfrom MDTson their activities.Notingthat oncethe new Ministry structure
has been embedded, the reporting lines will be clarified, and the protocol will be updated to reflect this.

2.2 HealthFacilityScreening

Age,lead,andstafftraining

Thenursingstaffat the Districthospitalsled by the Districtnursemanageandpublic healthnurse(aspart of the MDT)
should ensure that screening for adults above 20 years old presenting to the hospital is@oribkat note, there
should be ongoing training of district staff on thereening protocol.

Screeningprotocol,logistics dataentry and Tamanuuse

Theprotocol is thesameasthat used forcommunityscreening.Theonly difference is thaffamanumobile shouldbe
useddirectlyto enter screeningesultsandreferralif necessargto minimizerelianceon manualforms). As previously
mentioned, screening resources and consumables should be supplied by the CoordinationTieantablets are
supplied for each district hospitaMoreover, PCs are provided by the program aadh@nu desktop is installed for
clinicians to use for NCD patients referred after screeni@tinicians are also encouraged to start entering all
consultations for NCD patients already registered at the clinic regardless of if they were screened in thanitpmm
or not.
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ScreeningOP for everyorre 20yearsold

wEveryonebove20yearsold shouldbe screenedusing |

the questionnaire

J

Askif he/shewas
diagnosed of
diabetes or high
blood pressure
before¢ Q15.
Askabouttobacco
smokeg Q17.

Ask about alcohol

consumptiong Q19.

Ask abounutrition
¢ Q21.
Askaboutphysical
activity ¢ Q23.

~\

wGreetandinform the personof the screeningourpose

J

wAsk and obtain general details about therson
(village, matai title, full name, gender, date of birth,
phonenumberor other contactdetails,chronicillness

guestionnaire

Pagd 16

wCheckup includes
wMeasuringhe bloodpressure
wMeasuringhe bloodsugarevel
wMeasuringhe weight

wMeasuringhe height
wMeasuringhe circumference

wCalculatehe BodyMassindex(BMI)

wCalculatinghe CVDRiskusingWHORIiskChart
provided

wProvidebasicNCDcouncellingandreferral

/

NCDProtocolfor PrimaryCareservices, FINALG August2024

LC &,9{¢& ¢h !
QUESTIONBHISPERSONAS

[AREA

Askthe following:

Are you currently taking
anymedicationandadhere
to it?

Whenisyournext
appointment?

Arethere anyproblemsor
challengeyouarefacing?

Whatthe villagehealthworker
cando:

1.

If the personisnot taking
any medications or has a
current problem advise
and refer

If the person has high
blood sugar and blood
pressure, or having
problems breathing,
he/sheshouldbereferred
to the hospital

If there are no problems
noted, advisethe personto
continue attending
appointments

b,

h C



2.3  PrimarySchoolScreening

Age
All primary school students from year8lare assessed for nutritional status using a standard questionnaire or
assessment form which is attached in Annex 2. Children despite disabilities, age, gender or race are included in-
assessment.

Prescreening

Ascheduleof visitis preparedand sharedaheadof time with the MESGnd schools beforémplementation. Fornon-
government schools, approval letters and schedule should be submitted to school boards well ahead of schedul
Official school rolls shouldelobtained by the MOH from either MESC or school boards.

Logistics
Thelist of equipmentandsuppliesfor field work includethe following:

Weighingscale
Stadiometer
Tapemeasure
Calculator
Pens 10
Schoobssessmenfiorm

Schooteferral form

SOP

Flipchart

Batteries

Simplifiedfield tablesof BMIfor both girlsand
boys 1519 years

12 Consenforms
13 Tablets

BN R

© 00 N ok~ wWwN P

=
B O

Dataentry
The screening assessment is entered directly onto the Tanmmarhile using the School Nurse Assessment form and
referralwhichwere uploadecbn Tamanumobile. EachO K A f R Qsitakerdh@landedonto the Tamanplatform.

Referrako a HealthPromotionProgramor HealthFacility

Students who are identified @ S NBH SAIKG 2NJ 20SaS Ay (GKS FASER dzaAy3
chidren5mdg &SFNBXZ FINBE IAGSY || O2yaSyd F2N¥Y F2N GKSAN L
promotion program.¢ KS OKAf RQ& b | ntedidk thdzfoRsendf@m &hd éntrédSonto Tamanu once
they are returned to the MOH stafMDTs should enter them onto Tamanu mobile upon receipt.
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ScreeningOHor all primaryschoolchildrenyears1-8

All primary school
children from class 1-8
are eligible

Answer all questions in
the SMP assessment
form on Tamanu
mobile. Take a photo of
the child and load onto
\_ Tamanu maohile »,

Measure weight, height, and
mid upper arm circumference
(MUAC)

Calculate BMI using the
formula = weight divided by
(height X height)

Use the Simplified field tables of
BMI for age for either girls or bays
to get the nutritional status

Enter results on the screening
form in Tamanu maobile

If & child is overweight or obese, give a
Health Promotion Program Consent
form and fill a referral in Tamanu
mobile. Refer to the nearest district
haospital if undernourished

Load the consent form onto
Tamanu maobile once received

Measure weight and enter on
Tamanu maobile in check up

WHONutritional Classificatiofor studentsaged5-19 years.

BMl for age Classification
More than+2SD Obese

More than+1SD Overweight
More than-1SDto <1SD Normalweight
Lesghan-2SD Thinness

Lesghan-3SD
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2.4  AdhocScreening

This refers to any screening requested from NGOs e.g., Church organizations or government ministries for wellne
checkup.The same protocol used for community amekalth facility screening is utilized for this purpose, in addition

to particular requests e.g., STI and HIV/AIDS screening and so $imikarly, Tamanu app is used to enter the data
directly onto the Tablets.
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Chapter3: HEALTHYFEBYLEEOUNSELING

Introduction

The risk factors for CVD include behaviodiaators, such as tobacco use, an unhealthy diet, harmful use of alcohol
and inadequate physical activity, and physiological (metabolic) factors, including high blood pressure (hypertensiol
high blood cholesterol and high blood sugar or glucose. Bottskof factor s are linked to underlying social
determinants and driver.

determinants Behavioural risk :\:;t:;ohc o
and drivers factors . Cardiovascular
Globalization Unhealthy diet ;':Ei‘szlr‘;“ giaase
Urbanization . Tobacco use Ghesity Heart attacks
S : Strokes
Ageing ) *;’g'lfj' High blood sugat -
Income o/ (diabetes) Heart failure
Edépation :lz:::’r;:(f;ljl use of Hikh blood Kidney disease
Housing cholesterol

Thischapterof the NCDprotocolfocuseson the behaviourariskfactorsand providesinformationon:

1 tobaccouse,unhealthydiet, insufficientphysicakctivity,andharmfuluseof alcoholasimportant contributors
to CVDs.It includes guidelines translated directly in the Samoan language for the target users to use fol
counselling

1 behaviourathange prief interventionsfor counsellingandkeypointsfor motivationalinterviewing

1 the theory of the 5As for brief interventions, as well as sample limiefventions for each risk factor, using
the 5As.

Thefour mainbehaviourafiskfactorsfor CVD

Unhealthy diet

Therisk of CVis increasedby an unhealthydiet, characterized by low intake of fruit and vegetablesand high
intakes of salt, fats, and sugars. An unhealthy diet contributes to obesity and overweight, which are also risk facto
for CVD. Unhealthy eating habits can also result in a range of other conditions, inatadicgy, diabetes, and
micronutrient deficiencies.

Insufficientphysicahbctivity

Insufficient physical activity is one of the leading risk factors for premature death worldwide. People who are
insufficiently active are between 20% and 30% more likelji¢gprematurely than those who are sufficiently active.
Insufficient physical activity is a key risk factor for CVD, cancer, and diabetes.

Tobaccause
Tobaccdillsnearlyhalf of its usersand causes million deathseveryyear. Tenper centof thesedeathsare the result
of inhaling secondhand smoke in homes, restaurants, offices, or other enclosed spaces.
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Whatistobaccouse?
Tobaccacanbe smoked suckedchewed or sniffed. Tobaccgroductscangenerallybe dividedinto two types:

1 smokedtobacco(in cigarettescigars pipes,andwater pipes)
1 smokelessobacco(in chewingtobaccoandsnuff).

All tobaccoproductscontain the addictivesubstance nicotin¢hat is absorbed into théloodstream whera tobacco
product is used.

Harmfuluseof alcohol

Theharmfuluseof alcoholisariskfactor for CVDandhasmanynegativehealthandsocialconsequenceddarmfuluse

of alcohol is a causal factor in more than 200 diseases and injuries. Beyond health consequences, the harmful use
alcohd brings significansocialand economidossedo individualsandsociety atarge.Liketobacco,alcoholcanhave

a marked impact on the health of people other than the drinker.
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3.1 Taumafdaatau

Taialafaalauvaitele

1. Toageetaumatafuao laautaumafamata(vegetablesinafualaaufaisua(fruits)

Q I |& thulnafai rieaaie tele aile suka,3 | @a&@e masima

3. Fua¥ I QI (e taumaiataac ia afa leipu i fualaauaina, tasi kuatao anogaseo manu,A Q |
faatuputino ma lgasi kuata 0 meaai masoa (silasila i vaega e tolu o i lalo)

2. laT |

4. E tolu(3)vaegao taumafae peionatauaile ataoilalo
1 Meaaimasoa/aano
1 Fualaauaina
1 Anogase manu,iama isimeaaifaatuputino

M\ 7 AN /7 VA NN (7 LA NNY [/ 4V A

Taumafa ituaiga meaai eseese mai vaega e tolu o meaai, i aiga taitasi.

ANOGASE 0 MANU,
A MA IS MEN'AI FARTUPUTING

Mdaai A & A

5. lafaaitiitiale faamoemoe meaaigaosimaiatunuui fafo aesuil  ©eaaio loo maualavai tuamaotamalaoa
poo gataifale
6. Faalogdle tino ¢ tausamipeauae lagonale fia-ai.
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Taialamo laautaumafamatama fualaaufaisua

1.

r— S

Y

L ™

.

AINSOW

.
-

v
4

’ - — N[
- r O,
:

How many colours can you ;
eat tOdag? ENITR §F ReACTR

NUTRITION SECTION.

SAMOD
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Taialamo le suka

lalaloifoile 50kalamalJ2 @ 20sipuniti o le sukai le asomaimeaaimo tagatamatutua

lalaloifo ile 25 kalamamo tamaiti (ialaloifo maile 5 siputiile aso)

¢ dzf A Yelaafaig® &ipuniti i meaaimavaiinui asotaitasi,ia auaneisili atu nailo taialauatauai luga
Ole atauafaataatiaatu i lalo 0 loo lisiatu ai meaaie fiafiaiai tagataSamoama leaofaigao sipuniti sukai

totonu 0 neimeaai ma vai inuTaofi pe faaitiitia le taumafa i meaai nei.

PobdpE

= 5 Kalama suka

5. Alagonaeletinolefial dzal YA A &S YSI A &dz YImaua Bdoucdaddanudepd A T
o le esi, moli, vi, mago, fala, niu
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Taialamo le masima

1. Etasilavale sipunitimasimae¥ | Q| | gefhlafkagdimoletinoileasoo f | i@ méldsikalama)
2. laa dzAléna8mai meaaie peionafaailoaatuile ataoi lalo

4

FAAAOGA LAAU FAAMANOGI MEAAI
E SUI Al LE

Lega (tumeric) Milikini (sage)
Fiu (ginger) Moegalo (lemongrass)
Aniani meamata (spring onion)  Polo fe0d (chilli)

Miniti (mint) o Kale (curry Ieaves?
Sua o le tipolo (lemon juice) Aniani saina (garlic)
Laau sauga (basil) Aniani enaena (o

TAUMAFA
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Taialamole3 | Q2

laF I QI I& A (rdaai

Filifili lelei aualae gaseseinai meaaic faasupope tao, aveesd J Qaimgase manu

Filifilimeaaiet I CahlébA (QGigoli I QA G & A

Esiliatu3 | & &z wathodamlokad I Q 2

Oatafaataatitiaatuilalooloolisiatu aiaofaigao le 3 | Cirieaaie fiafiaiai tagataSamoaee faitauinai sipuniti

ohwhPE

faiga o le Gao
i Meaai

5 Kalama gao =
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Taialamo le faasusuina le pepe

aualolletEPAYASUSUIN A

Iatou Tina....
y MO PEPE:

Saunia meaai uma e manaomia e pepe mo le
‘ono masina muamua

Fesoasoani.i le pulpuia mai faamai e pei o le
mai sela, kahesa ma le mai suka o tamaiti

aivi o le auvae ma faaitiitia

e lei fuafuaina

;:;{) Fesoasoani i le taofia le alu o le palapala pe a

/| uma ona fanau. ( faua tele le amata faasusu o le
pepe ile taimi faatoa fanau mai ai)

L / Fesoasoani i le puipuia mai o le tina i le kanesa
21 o susuma le faaau tagata

Faaitiitia ai galuega e fai (leai ni fagususu e faia)

MO SAMOA:

Mautinoa le saogalemu i taimi o mala faa-le-
natura e pei o: afa, lologa ma isi

Mavua ai ni tagata faigaluega maloloina ma
le atamamai i le lumanai
—

Faaitiitia tupe alu mo le faaleleia o le soifua

saogalemu
+
v‘/ st *‘
SUSTAINING @)
BREASTFEEDING AN\

O G ETH E R .\1:\’11'.\(3}1.[’[5(’;:\ XTIEST)IIIL_I\%’I:II\_I\
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Taialamo meaaitalafeagaimo aoga

la¥ I Q Hudl&tiafai meaaimo tamaiti aoga

Cl QI la sukafialeE | @& meaaiatamaiti

Fautuainde taumafaile 6 pe 8 ipu vai aulimamacg e siliatu motamaitiiasoli QA G I & A
Cl QI léredalo le tacaoaee lei usule tamaititi i le aoga

N\

100% Plain Milk Fruit Salad Drink Drinking Coconut 100% Fruit Juice Clean Water Lemonade
(SMOOTHIE) with less sugar

RLZ]

\‘\‘ f.‘, '\"‘1 &}gg

Ripe Banana Pawpaw Mature Coconut Mangoes Pineapple Star Fruit

9@

Supoesi Vaisalo Suafa'i Fish Sandwich Egg Sandwich Chicken Sandwich
with Vegetables with Vegetables with Vegetables

Masi Popo Steamed Porkbun Boiled Eggs Unsalted Popcorn
Masi Sao SUCR NS aALe with Vegetables
Kekesaiga

o —
/
-

.L‘
S
:

Vegetable Curry Vegetable Chopsuey Vegetable Stirfry Burger .
with with with with Vegetable Soup Koko Araisa

Rice or Taro Rice or Taro Rice or Taro Vegetables

WHY EAT HEAL THY?
bbbt ol i v [ A ‘ TIEO%Q‘I,'%UPQ

« Improves physical and psychological well being

* Promotes optimal growth and development -
* Reduces the risk of diet related health problems —n-mq-nu-
such as diabetes, some cancers, stroke, high blood pressure, PH 68] 37

dental caries and obesity
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3.2 Faagaidietino
Taialanole¥ | QI Fdlexird A 3 |

1. la30minute pesiliatui asoumamo tagatamatutua iasoe 5 o le vaiasope sili at
2. la60minute pesiliatu mo tamaitii asouma

e

Cl QI Uexajfdagdi lou matuamale mz;losi )
Nofoagarrlaletaimitalafeagaie? I Q laigdiojgahr I QI YIF £ 2aA0AY 2
C | Q I'nisiyajoRyae siliatu pe afai uamauale malosimalavale manava
Fai laei d¢alafeagai
Onisi neio ituaigafaamalositino:
i Faigao feaumasanio le aso
1 Savali
 SivaFl QF YIf2aAldAy?2
f Auaiigd I QF f 23
8. Filifilileituaiga¥ I QF YI &2 aAGAy 2
1 Mauagofie
9 Taugofie
i Taliagofie
i Faigofie
9. CI QF Yi2XZRKROQA
10. Toageeinulevail Q&F | QF Y I peddnfaididngZ | QF YI f 2aAGAY 2

No M

3.3 Taofiletaumafatapaa

Taiala

1. E siliatuile4,000vailaauz2 Q 2eyhkuai totonu o led | LI QF
2. Oletolu uatauai lalo e ogaogaonaaafiaga:

f  Kaponimoniset¢carbonmonoxide)- Epolokaaile ¥ S 3 | Acdeftofoli I€XiRo
f  Nikotini(nicotine)-ET I QI b &FA yOl 202,214 @ | lagdabdtizfiia ula
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3. Ta(tar)-El 2 i@lamao tagataulaulamal Q -affmarhai le kanesa3.

Oisil QI TeAadfiahit

T Cl QI malosidgd A 1Q £ & tindl dzNJ

T 9 Q8naY I Y lai@ifo

T 90 YI dlimedl QA

1 Manogileagale manava

1 Lelavaaile¥ | QI a2 |

1 El Qlafmatama¥ I QI faideivaniy dz

h €S YFIYFE@FAYEF S GFYFAGA Y A&aA GF3IFaGr 2 FTMHONIFE§E
ma le niumonia

3.4 Faaitiitiale avamalosi

¢l QAL £ [
1. Fautuaga:
1 Afaietef Srihale avamalosiauale¥ I QI I QA GF QA |

1 Afaieteinuavamalositaumafaie¥ I QF A G A A G A |

f Mafaufauileteleo¥ I QI & thtiipl atzhode avamalosi

9 lae saolotomaile avamalosi

Taialanod I Y I QIalédili@e\1i le asole avamalosi(1 le fagupia, pe 1 le ipupia/uaina)
Taialanol f (ha@ekiliai le 2i le asole avamalosi(2 fagupia, pe 2 ipu pia/uaina)

w N

3.5 Behaviourchange

Understandindehaviourchange
Reducing healthisksmay require changet® be madein some behaviourdBehaviourchange is a complégsue and
is not a oneoff event but rather a set of different stages through which a person moves.

Behaviour change takes time, and different people go through the stages at various speeds. Some may rem:
indefinitely at ore stage: for example, they may recognize and think they need to change but not be ready to mak
the change Eventhoughapersonintendsto start or maintaina new behaviour for arangeof reasonghey maymove
backto anearlierstage. Arelapseinto anold behaviourcanoccurat anypoint anddoesnot necessarilyneanafailure
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to change. Many people who eventually adopt a new behaviour make several attempts before it is maintained ove
the long term. A person may feel disappointed strated, or tired, and relapse as a consequence.

Understandingehaviourchangeis important for primary health careprovidersas theyusually providehe first point

of contact for patients accessing the health system. It is therefore necessary forithary health care worker to
assessindunderstandthe different stagesof readinesf the patientto makethe requiredchangen behaviour.This
allows for more contextual, relevant, and patiecgntred counselling. Every visit or interaction with a Ibezare
provider is an opportunity for providing information and counselling on the risk factors, particularly for people with
existing NCDs.

Counsellindor behaviourchangethroughbrief interventions

Counselling can be described as professiguédance and support to help a person to solve a problem. Counselling
for healthylifestylesinvolvesguidingand supportingpatientstoward makingchangesn certainbehaviourgo reduce

the riskof heartattack, stroke,andother conditions(diabetes Jungdiseaseandcancer) A brief interventionis a short
interactionof betweenthree and 20 minutesbetweenhealthworkerandpatient. It aimsto identify arealor potential
problem, provide information about it and then motivate and assist the pattenlo something about it. A brief
intervention involves two important aspects: how and what.

al 24¢
Refergo the communicatiorstylethat the healthworker usego interact withthe patientduring the brief intervention.

Communications techniques (Boxdd motivational interviewing (Box 2) can be used as approaches to deliver the
brief interventions.

. . )
(Boxl: Communicationtechniques- "OARS"
wOpen- endedqguestions
WAffirm
wReflectivdistening
wSummarize

&

J
(Boxz: Keyprinciplesof motivational \
interviewing

wDon'ttell the personwhatto do

wListenandshowempathy

wHelpthe patient seethe gapbetweenwherethey
are and where they want to be

wlLetthe patienttell youthey needto change

wHelpthe patientto feel confidentaboutchanging
wRollwith resistance

N J
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G2 KF ¢

Referdo the structureof the counsellingorocessandthe contentthat should be covered duringthe brief
intervention. Anexampleof a brief interventionthat canbe usedfor healthylifestylecounsellingsthe 5As

Motivationalinterviewing

Motivationalinterviewingisastyleof talkingwith a personthat canhelpin motivatingthemto changeln motivational
interviewing, the counsellor does not try to convince the person to change, but instead guides thesacto
conclusions themselves, and draws out the internal motivations unique to the person.

A centralideain motivationalinterviewingis thatmost peopleexperiencesomeambivalenceor mixedfeelings about
change. They have some reasons to changeadsw some reasons for staying the same, and may remain caught in
the middle, unable to change. Motivational interviewing encourages people to explore these mixed feelings so the
they can move toward positive change.

3.6 Briefinterventionsto encouragebehavour change

Generatheory of the 5Asbrief interventions

Primary health care workers play an important role in helping patients to change their unhealthy behaviours ani
maintain healthy behaviours. Short interactions of between 3 and 20 minutes, cailedimterventions, aim to
identify arealor potentialproblem, provideinformationaboutit, and motivate andassisthe patientto do something

about it.

ThebAsisatool usedfor briefinterventions.lt summarizeswhatahealthworkercandoto helpsomeonewho isready
to change. This can be integrated into regular visits by health providers of any level, either at community or facilit
level. RisKactor counselling should be integrated with existing programme delivery at all levels of care.

Tablel provides a general theoretical framework and further details on the 5As and how to use this tool. Thi

frameworkcanbe adaptedfor eachCVDbehaviourrisk factor,andsamplesare providedin Table2 to 5. (The sample
for unhealthy diet focuses on fruitind vegetables, but can be expanded to include salt, fats and oils and sugars.)
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Table 1: The 5As: General theoretical framework for how to do it

5As What to say/do and how to say/do it

Askthe patientaboutthe relevantriskfactor(s)at everyvisit.
Askina friendlyway,without beingjudgmental.

= Keepthe questionssimple.
g Recordthe informationinthe LJ- (i A rBegiidalteéord/notes.
Healthworkershave specialauthority becauseof their training.Patientsusuallyrespectthis expertise.
] Provideinformation,keymessagesandadviceinaclear,simple,andpersonalizeananner.Linkthe adviceto
% somethingthat isrelevant for the person. For example:
< w apersonwith hypertensiormaybeinterestedinthe benefitsof reducingsaltintake
w peoplewith youngchildrenmay be concernedabout the effectsof secondhandsmoke.
Assesghe LI (i A rBadifieSsd start makinga changeby askingwo questions:
1. Areyoureadyto haveadietthat includesmore healthyoptions?Bemore physicallyactive?Beanon-smoker?
Be a lowerrisk drinker?
2. Doyouthink youwill be ableto makethe change?
3
§ Questionl Yes Notsure No| Anyanswerinthe shadedareaindicateshat the person
< isnot yet readyto change Inthiscase effort needsto
Question2 Yes Not sure No bemadeto increasemotivationfor change
Answersnthe white areasuggesthat you andthe patientcan moveon to the nextstep.
Helpthe personto developaplanthat canincreasethe chanceof success.
Provide practical counselling that focuses on:
w provisionof basicinformationabout the risk factor
w identificationof situationghat couldtriggerrelapse
i w waysof copingwith trigger situations.
2 Provide sociadupportincluding:
w providingencouragement
w communicatingnterestand concern
w encouraginghe personto talk aboutthe changeprocesswith familyand friends.
Provideandensureavailabilityof healtheducationmaterialsand detailsaboutadditionalresourcessuchassupport
groups, quit lines, etc.
Arrangeafollow-up contact,by phoneor inperson. Discugimingof follow-up with patients.At follow-up for all
patients:
w identify problems alreadexperiencedaswell asnew onesthat couldarise
w remindthem of the additionalsupportthat isavailable
g w schedulenext follow-up visit.
5 Referto specialisservicesf neededandavailable.
=
e
<

Forthosewho havemadethe plannedchanges:
w congratulatethem on their success.
Forthosewho havechallenges:

w remindthemto viewthisasa learningexperience
w reviewtheir circumstanceand motivatethem to re-commit
w linkto more intensivesupport,if available.
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Table 2: 5As brief intervention for a healthy diet & example fruit and vegetables

5As Fruitand vegetables

Howmanyportions of fruit andvegetableslo youeateachday?

1portion=1orangeapple,mango,bananaor 3tablespoon®f cookedvegetables*.

Ask

Provide local examples and equivalent serving sizes.

*Potatoes, sweepotatoes,cassavar otherstarchy tubersor roots do not count asone of theseportions.

Eatat least5 portionsof fruit andvegetablegper day.

Eata variety of fruits, vegetables, legume@entils, beans), nutandwhole grains(unprocessednaize millet,
oats,wheat, brownrice),starchytubersor roots (potato, yam,taro or cassavagndfoodsfrom animalsources
(meat, fisheggs and milk)?rovide local examples.

Advise

Advantages:

w Eatingavarietyof thesefoodseverydayhelpsyouto takein the right amountsof essentiahutrients.w Eating
enough healthyfood helps to avoid unhealthy foods that can lead to overweight and obesity,
anddiseasesuchashypertensiondiabetes heartattackandstroke.

1. Areyoureadyto makesomechangedo yourdietin orderto includemore healthyfood options?

2. Doyouthink youwill succeedn makingthe changes?

Any answer in the shaded area indicates that the
personis not yet readyto change Inthis case effort
needsto be madeto increasemotivationfor change.

Questionl Yes Not sure No

Assess

Question2 | Yes Not sure No

Answerdn the white areasuggesthat you andthe patientcanmoveonto the nextstep.

Helpthe patientto setgoalsandmakea planto startintroducingsomechangego their eatinghabits.
Provide practical counselling about unhealthy foods and healthier choices. For example:

w Avoiddeepfried foods.
w Eatfreshvegetablesandfruit that arein seasonHavefreshfruit availableandin plainsight.

Engage the patient in the conversation and allow time for them to share ideas:

w Canyouthink of waysto increasehe amountof fruit andvegetableyoueat everyday?

w Canyouthink of healthiertypesof food that youenjoyandthat youcouldeat insteadof the lesshealthy
option?

Providesocialsupport:

Assist

w Invitethe patientto bringfamilymembersto the nextvisitin orderto discusshealthierdiet optionsfor the whole
family.
w Providehealth and nutrition educationmaterials.

Referto specialissupportserviceqdietician,nutritionist) if neededandavailable
Followup: decidethe timeline and method andschedulethe nextappointment.
Ask about successes and challenges.

Forthoseof havemadethe plannedchangedo their eatinghabits:

w Congratulatehemontheir success.

Arrange

For those experiencing challenges:
w Remind thento viewthe processasa learningexperienceand thatit takestime to establishnew habits
1 Reviewcircumstancesgiscussvaysto addresschallengesand encouragerecommitmentto their plan.

Linkwith moreintensivesupport,if available Remindall patientsof anyadditionalsupportandresources
that areavailable.
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Table 3: 5As brief intervention to increase physical activity

5A: Physical activity

Inthe pastweek,on how manydayshaveyoubeenphysicallyactivefor atotal of 30 minutesor more?For
example: walking, cycling, cleaning, gardening, climbing stairs, dancing, or playing sport.

Ask

Adaptexampledo localcontext.

All adults should do at least 2% hours (150 minutes) of physical activity per week.

This can be spread over short sessions throughout the day and week, starting from as little as 10
minutes per session.

Being more active can start in small ways which are part of daily life. This can include going for a walk,
playing with children, gardening, and domestic chores. Adapt examples to local context

Advantages of physical activity:

Reduces the risk of heart attack and stroke or of developing hypertension, diabetes, and cancer
Can help to control blood pressure, cholesterol, and diabetes

Helps with weight loss and weight control

Helps to prevent and manage depression.

Some physical activity is better than none.

Advise

To Do Do o o

1. Areyoureadyto start beingmorephysicallyactive?

2. Doyouthink youwill be ableto succeedn increasing/ouractivity levels?

Any answer in the shaded area indicates that the
personisnot yetreadyto changelnthis case effort
needs to be made to increase

motivation for change.

Questionl | Yes Notsure No

Assess

Question2 | Yes Notsure No

Answersn the white areasuggesthat youandthe patientcanmoveonto the nextstep.

Helpthe patientto developaplanto startincreasinghysicabctivity.

Provide practical counselling.

w Helpthe patientto identify areasof their dailylife wherethey couldstartto increasetheir activity levels.

w Helpto identify activitiesthat they would enjoydoing.

w Helpto identify possiblechallengesandsuggeshowto overcomethem. w

Providesocialsupport.

w Encouragehe patientto talk with family,friends,andwork colleaguesbouttheir effortsto increaseactivity
levels.

w Providehealth educationmaterialsand information on additional resources.

w Thesecouldincludecontactdetailsfor organizationsuchaswalkinggroupsandactivityclubs

Adapt to local context.

Assist

Provide(if available)or adviseon devicego helpmotivate or monitor activitye.g.,apedometer.

Referto specialissupportservicesf neededandavailable.
Followup: decidethe timelineandmethodandschedulehe nextappointment.
Ask about successes and challenges.

Forthosewho havebecomemore physicallyactive:

w Congratulatehemontheir success.

Arrange

For those experiencing challenges:

w Remindthem to view the processas alearningexperienceandthat it takestime to establishnew habits.
w Reviewcircumstancesdiscussvaysto addresschallengesand encouragerecommitmentto their plan.
w Linkwith moreintensivesupportif available.

Remindall patientsof anyadditionalsupportandresourceghat areavailable.

19
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Table 4: 5As brief intervention to quit tobacco

5As Tobacco

Haveyousmokedor usedanyother tobaccoproductin
the past12months?(for example cigarettes(includinghome-made) cigars pipe, water-pipe,chewingtobacco,
snuff): Yes No

Do you currently smoke or use any othebacco product? Yes No

Does anyone smoke around you at home or at work, or do
youoften goto placeswherethereisalot of smoke
suchasrestaurantsor bars? Yes No

Ask

If No to all thesequestions:
w Advisenot to starttobaccousesmokeandto avoidsecondhandexposurdf Yesto
anyquestions:

w Adviseonrisksof exposureto secondhand

Quitting tobaccais the most important thing you can do protect your health nowand, in the future,
Advantages

w Tobaccaiseisamajorcauseof heartattackandstroke,of seriousungproblemsandcertaincancers.
w Tobacca@andamageeverypart of the body.
w Secondhandsmokedamageghe healthof yourfamilyandothersaroundyou.

Advise

1. Areyouinterestedin quitting tobaccouse?

2. Doyouthink youwill succeedn quitting?

Questionl | Yes Not sure No| Any answer in the shaded area indicates tta
personisnot yetreadyto changelnthis case effort
needs to be made to increase

motivation for change.

Question2 | Yes Not sure No

Assess

Answerdn the white areasuggesthat you andthe patientcanmoveonto the nextstep.

Helpthe patientto developa quit planusingthe STARnethod:
Setaquit date, ideallywithin 2 weeks.
Tell familyandfriendsabout quitting andaskfor support.
Anticipatechallengesn the quit attempt.
Removetobaccoproductsfrom personalenvironmentand make home smokefree.

Providepracticalcounselling:

w Providebasicinformationabouttobaccouseandquitting.

w Helpthe patientto identify situations(e.qg.,feelings places activities)that couldincreasethe risk of smoking
orrelapse.

w Helpto identify andpractisewaysof copingwith thesesituations.

Assist

Provide social support.

w Provideencouragementin the quit attempt by showingcareandconcern.w
Encouragehe patientto talk aboutthe quitting process.

Providehealtheducationmaterialsandinformationonadditionalresourcese.g.,supportgroups,quit lines.

Recommend the use of medications if indicatetavailable, e.g., nicotine replacement therapy.

5As Tobacco

Refer to specialist support services if needed and available.
Followup:

w Decidethe timelineandmethodandschedulehe nextappointment.
w Askaboutsuccesseandchallenges.

For those who have quit:

w Congratulatehem ontheir success.

Forthosewho haveusedtobaccoagain:

Arrange

w Remindhemto viewanyfailuresasalearningexperience.
w Reviewcircumstancesand encouragethem to recommit quitting

9 Linkwith moreintensivesupportif available.
For all patients:

w Identifyproblemsanddiscusavaysto addressghem.
w Remindhem of additionalsupportandresourceghat areavailable.
w Assessiseof medicationsandanyproblemsexperienced.
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Table 5: 5As brief intervention to screen for harmful useof alcohol

5As Alco hol
Doyouever drinkalcohol? Yes No
If Yes:

~ T Howoftendoyouhaveanalcoholicdrink?

2 1 Howmanyalcoholicdrinksdo you haveon ausualdaywhenyouaredrinking?

Forpeopledrinkingfewer than 2 units (accordingo localdrink strengthsandcommonlyavailablesizes)yer dayand
Drinkingon 5 or fewer daysper week,inform them of the following:
Useof alcoholcanincreasethe risk of havinga heartattackor stroke.
It alsoincreaseghe risksof getting certaincancersand cancausedamageto other partsof the body.
Overall the bestwayto avoidthe healthrisksof alcoholuseisto abstain.
If youdo drink alcohol keepin mindthat & f &a 8 G G SN ¢
Avoidhavingmore thantwo unitson anysingledayanddo not drink anyalcoholat leasttwo daysper week.
Donot drinkalcoholfor & K S | réaoksé
Donot usealcoholwhenyou are:
o Driving; operating machinery; pregnant loreast feeding; taking medications that interact with
alcohol:livingwith medicalconditionsthat are madeworseby alcohol;havingdifficultiescontrolling
how much you drink.

Advise

ESIE IR I E R

Forpeoplewho drinktwo or more units per day,who drink on more than five daysper weekand/or have anyindication.
that alcohol could potentially be a problem, say:

1 &, 2ddzMihghabitscouldbe harmfulto your health.
May| askyou askyoua few more questionsto havea better ideaof the possibleN® & | a Kés No

Assess

If No:

w Giveadvice Endthe discussiorpositivelyby sayinga ¢ Kdnke a difficult issueto discussut | amhereto help& 2 dz¢

w Providehealtheducationmaterialsandinformationaboutadditionalresourcessuchashelplines,counsellingsupport
Groups.

w Atthe nextvisit,repeatthe brief intervention

ge

If Yes:
w Givebrief adviceandrefer for further counsellingandtests(for whichfurther training,tools andresourcesare
Required). See AUDIT test (link below). The score will determinestess.

Assist and Arran

Please also refer to the WHO publication  Strengthening health systems for treating tobacco dependence in
primary care. Part ll: Training for primary care providers: Brief tobacco interventions , listed in Selected further
reading.
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Chapted HYPERTENSIBROTOCOL

4.1 Background

Hypertensionalsoknownashighor raisedblood pressurejsaconditionin whichthe bloodvessel$avepersistentlyand
collectively raised intravascular pressure

1 Hypertension or elevatetlood pressure is a serious medical condition that significantly increases the risks of
heart, brain, kidney, and other diseases

1 Anestimateof 1.13 billion people worldwide has hypertension,most (two thirds) living in low- and middle-

income countries

In2015,1in 4 menandlin 5womenhadhypertension

Fewerthan1in 5 peoplewith hypertensionhavethe diseasaundercontrolled

It isamajorcauseof prematuredeathworldwide

One of the global targets for noncommunicable disease is to reducprihvalence of hypertension by 25% by

2025 (baseline 2010)

=A =4 =4 =

In Samoa:
1 TheSamoa&STEPSurveyin 2014indicateda prevalencenf 24.5%(1in 5 adults)in adultsaged20-64 years(24.5%)
1 Ofthosefoundto havehighbloodpressureasignificant66%havenot receivedmedications
1 Inthe agegroup20-64years,71.7%hadnevervisitedanyhealthcareworkeror doctorto havetheir BPchecked

4.2 Definitionand staging
Hypertensiorisamedicalconditionthat iscommonandone of the leadingcause®f cardiovasculaeventssuchasstroke
and ischemic heart attacks. It is also one of the common causes of chronic kidney disease in Samoa.

<

wSystolicBP130-139
pre wDiastolicBP85-89

hypertension

<

wSystolicBP140-159
sager | WDiastolicBP90-99

<

wSystolicBP160-179
stagez | WDIiastolicBP100-109

<

4.3 Othertypesand definitions
Malignant hypertensionis elevated high blood pressurewith end organ damage/multiple organ failure e.g. visual
impairment, kidney failure, heart failure etc.

Resistanthypertensionis high blood pressurewhich requiresthree and/or more anti-hypertensivemedicationsfor
control.
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White-coat hypertension is defined asdifferenceof more than 20(systolic)/10(diastolic) mmHg between clinic and
daytime out of clinic blood pressure measurements. Occu16%of the general population, approximate§b%of
people with mild hypertensn and10%of severe hypertension.

ala]l] SR | @LISNISyaAazy Aa GKS 2LIRaArAGS 2F agKAGS O2I G¢ .
the clinic. Affectd0-17%of the general population.

Aetiologyof hypertension
Hypertensionis dividedinto Primary and Secondabased orits causes. Primarigypertensionis themostcommon type
and account for 9®5% of cases.

Primaryor essentiahypertension
Althoughits etiologyis poorlyunderstoodbut ismostlikelythe resultof numerousgeneticandenvironmentafactorsthat
have multiple compounding effects on cardiovascular and renal structure and function. These risk factors includes:
1 Obesityandweightgain
Excessivalcoholintake
Physicainactivity
Stress
Highsodiumintake
0 Excessodiumintake>3g/dayincreaseghe riskof hypertension
1 Aging
0 Advancingageis associatedvith increasedlood pressure particularlysystolicblood pressure
1 Familyhistory
o Twiceascommonin subjectswho haveone/two hypertensiveparents

=A =4 =4 =4

Secondarpypertension
A number of common and uncommon medical conditions may increase blood pressure and lead to second
hypertension. In many cases, these causes may coexist with risk factors for primary hypertension and are signific
barriers to achieving adpiate blood pressure control.
Major causesnclude:
1 ObstructiveSleepApnea
o Independentiskfactorfor systemichypertension
1 Primaryrenaldisease
0 Bothacuteandchronickidneydiseasecanleadto hypertension
1 Medicationsg prescriptionor overthe counter
0 NSAID¢nonsteroidalanti-inflammatory)q chronicuse
o Corticosteroidsncludingboth glucocorticoid@ndmineralocorticoids
o OralContraceptiveparticularlythosecontaininghigherdosesof estrogens
1 Antidepressantdncludingtricyclic antidepressantsselective serotonin reuptake inhibitors and monoamine
oxidase inhibitors
Cyclosporine
Stimulantsncludingmethylphenidateandamphetamines
Atypicalantipsychoticsncludingclozapineandolanzapine
Erythropoietin

=A =4 =4 =4
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CigaretteSmoking

Hyperthyroidism/Hypothyroidisnand hyperparathyroidism
Renalartery stenosis

Cushingsyndrome

Connsyndrome

Pheochromocytoma

Coarctatiorof the aorta

= =4 =4 =4 =4 =4 =4

4.4  Complication®f hypertension

Hypertension is associated with a significant increasiskiof adverse cardiovascular and renal outcontesch of the
following complications is closely associated with the presence of hypertension.

Leftventricularhypertrophy

Heartfailure

Ischemicstroke

Intracerebrahemorrhage

1 Chronikidneydiseaseandendstagerenaldisease

=A =4 =4 =4

Qualitatively, hypertensiors themostcommonmodifiable risk factor for prematureardiovascular diseaskeing more
common than cigarette smoking, dyslipidemia or diabetes which are major risk factors.

4.5 Whento measureblood pressure

Measuring blood pressure is the only way to diagnose hypertension, as most people with raised blood pressure hav
no symptoms

Blood pressure measurements should be conducted on adul8 years old during routine visits to primary health
care failities. Every patient with elevated blood pressure readings requires falmvaccording to intervals ithis
protocol (Refer to the Screening chapter)

Blood pressureneasurement anaontrol isparticularlyimportant in adultswho:

1 have hadha priorheartattackor stroke
havediabetes
havechronickidneydisease(CKD)
areobese

usetobacco

havea family history of heart attackor stroke

= =4 =4 =4 =4

4.6 Whento investigate
As documented, most patients have primary hypertensionas comparedto secondary.There are specialcasesand
OANDdzyaidll yO0Sa ¢oKSNB KeLISNISyairzy LIGASYyGaqQ ySSR (2 ¢
1 Age<40years
i Patient has resistant hypertension or requiring more than three-aypiertensive medications with suboptimal
control
1 Patienthasapalpablemassin the abdomenor flank
1 Patienthasasanabdominalbruit/thrill
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9 Patienthasapalpableor auscultatecheckthrill/bruit

Baselinanvestigations
Peoplewho are diagnosedvith hypertensiorrequirethoroughassessmenfor evidenceof end organdamageandshould
have their cardiovascular risk calculated. These investigations can include:

91 Electrocardiograng look for LVH/Arrhythmiaor evidenceof ischemia

1 Baselinebloods

o Full bloodcount

Renaffunctiontests(Urea,creatinine)+ electrolytes
Lipidprofile
Liverfunctiontests
Uricacid

0 Hbaldif possible)
Chestx-ray ¢ Asseghe heartsize
Urinalysis; quantificationof urinary protein, either ACFor PCR
Ultrasoundscan(KUBY; Asses&idneysizesrenalmasses
Ophthalmoscopexaminationof the fundus ¢ Copperand silver wiring, AV nipping, retinal hemorrhages and
pappiloedema

O O O O

=A =4 =4 =4

4.7 Diagnosis
Treatmentof hypertensiorpften involves lifelong exposure to multiple medicines and their potential adverse effiécts.
is therefore essential that hypertension is accurately diagnosed in primary care.

Confirminga diagnosif hypertension
The diagnosisof hypertensionshould be confirmedat an additional patient visit, usually1 to 4 weeksafter the first
measurementln general, hypertension is diagnosed if, on two visits on different days:

9 systolicblood pressureon both daysis» m rmmHgand/or diastolicblood pressureon both daysisx ¢ n
mmHg
Howto measureblood pressure

Effective treatment algorithms fonypertension are dependent on accurate blopdessure measurement. All those
measuringblood pressure should have taken the adapted BP measurementcourse and passedthe evaluation
within the last year i.e., SamddAHO WHL course (Please enquire with MO&tihearters details for accessJhe
following advice should be followed for measuribfpod pressure:

9 Cuff size: use the appropriate cuff size, noting the lines on the cuff to ensure that it is positmmnectly on
the arm. (If the arm circumference 32 cm, use large cuff)

9 Site:althoughat the initial evaluationit is preferableto measureblood pressurein both armsandusethe arm
with the higher reading thereafter, this may not be practical in a busy primary care environment.

1 Position:the patient should be sitting with back supported,legs uncrossed,empty bladder, relaxedfor 5
minutes and not talking.

1 Frequency:for personswho are getting their blood pressuremeasuredto assesdor hypertension,it is
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preferable to take at least two readings and to use the average reg@8hainsif busy, 1 hour if not busy,
duration apart)

1 Type of Sphygmomanometerblood pressure should be routinely measured by a validated automated
electronic device (Please see exdewpof validated machines below). The electronic devitavailable, is
preferred because it provides more reproducible results and is 'less' influebgeadriations in technique or
by the bias of the observers.

4.8 Management

Thetreatmentof hypertensioncanbe dividedinto pharmacologicaaindnon-pharmacologicahterventions.

Non¢ pharmacological

Lifestyle counselling is a critical component of good hypertension management and is often recommended as a firs
step for patients with bloogbressure of SBP 18039 mmHg and/or DBP &89 mmHg who do not have other CVD
risk factors.

However, in settings where people do not regularly visit the doctor, people who are recommended only lifestyle
modification may not return for r@valuation and neeed treatment, resulting in uncontrolled hypertension and
associateccomplications.

Referto the healthylifestylecounsellingsectionof the protocol

Pharmacological

Medications

ACHnNhibitors

ARB

CcCB

Diuretic(Notrecommendedor usein BPmanagementlone)
Aldosteroneantagonist

BetaBlocker

o0k whNPE

FirstLine:
It isnow preferedto usean ACE inhibitor/ARBr a CCBwith anoption of a thiazide diuretiéf CCBs:

1 Nottoleratedbythe patient
i Persorhasedemaor heartfailure
1 Highriskof heartfailure

SecondLine:
ACEI/ARBr CCBor mostpatients

Third Line:
Diureticremainsasthe third line with the preferenceof athiazidelike drugs.
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Fourthline:

Thisis mainlyfor resistanthypertensiorandis consideredo useanaldosteroneantagonistj.e. Aspironolactonen patient
with a Potassiunx 4.5 mmol/L Forthose where the Potassiumis > 4.5 mmol/l, it is preferedto use a higher dose of
I GGKAFTARS fA1S RAdANBGAOE @

N.B: Care must be taken with spironolactone if the patibatomes dehydrated; it is good to advice patients to
temporarily stop the drug if they develop diarrhea and vomiting or if their fluid intake is restricted.

Betablockers:
Theseamedicationsareonlyusedfor treatmentof hypertensionf the patientshavehadanischemidceartdiseaseand
atrial fibrillation.
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SAMOAHYPERTENSIGROTOCHORPRIMARYCARESETTINGS

PROVISIONORSPECIFIC
Screenalladults2 20yearsold PATIENTS

9 This protocol is
contraindicatedior
women who are or
could become
pregnant.Refer to
hypertension in
pregnancyrotocol
Managediabetes
according to the
diabetegprotocol

1 Aim for BP <130/80

. for peopleathighrisk,
If still SBP2 140 or DBP 90 such as individuals

IncreaseBOTHENalapril 5mg 2 tab and with diabetes. CAD
Hydrochlorothiazide 25mg 2 tab per day stroke. or CKD

If SB® 1400r DBP® 90

Prescribe Enalapril 5mg tab 1 tab +
HydrocHorothiazide 25mg tab 1 taperday

NSNS

Step 4
Afteronemonth

LIFESTYLE MANAGEMEN
I still SBP 1400r DBF® 90 ADVISEORALLPATIENTS

Step5

Afteronemonth Add Amlodipine 5mg tablet, 1 tab per day

Step 3 If still SBP2 140 or DBF 90
Afteronemonth IncreaseEITHERnalapribmg 2 tabORHydrochlorothiazide
25mg 2 tab per day
> 1 Stopalltobaccause,
avoid second hand

tobacco smoke

Step6 If still SBP2 1400r SBR 90. §  Drink no more than 2
Afteronemonth Increase Amlodipine or Enalapril until blood pressure is unitsof alcoholperday
i ication i for men and 1 for
Continue monthly review. females on at least 2
days of thaveek
If still SBR® 140 orDBF* 90 1 Increase physical
Sep7 Check that patient has been taking drugs regularly anc activity to atleast30
After onemonth correctly- if thisisthe caseREFEBr DISCUSBith the medical

minutesperdayfor 5
days

1 Loseweight(if
overweight)

team

Notes: 1 Eatahealthydiet:

9 Before starting Enalapril and o Lowsalt
Hydrochlorothiazidend after several weeks 0 >5servingof
consider checking seruaneatinineand fruits and

vegetableper
day
0 Avoid added

potassium.Dosetitrate at least every 4
weeksuntil controlled. Once controlled on 2

consecutive visits, follow up at leasB8 sugar from
months cakesgookies,

1 ACEHnNhibitors cause chronic cough in sweets, fizzy
approximatelyl 0%of patients. drinks, juice

1 NeitherACH norARBshouldbe givento ° ggctjc;?oﬁ?éﬁ
pregnantwomen- CAN CAUSE FETAL o Eatlocalfood
TOXICITY instead of

1 Considesstatinuse importedfood

1 Consider starting treatment if SBP >160 or 0 Drink water
DBP>1000nthesameday. If SBP140-159 andcoconut

or DBP 90-100,checkona differentdayand

if still elevated start treatment
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4.9

Treatmenttargets

Formostpatients,bloodpressurds consideredcontrolledwhen SBR140mmHgand DBP<90mmHg.However for patients
with diabetesuseatargetof: SBR130mmHgandDBRP<80mmHg.

Othertreatmentconsiderations

1 If there is a prior heart attack or stroke, or the person has CVD risR08b>start a statin at the same time as
starting antihypertensive medication. (Statins should not be used in women who are or who may becor
pregnant.)

1 Ifthereisaprior heartattackor ischemicstroke,startlow-doseaspirin(i.e.,100mgaspirin)

1 The hypertension protocol included in this module serve well for initiation and maintenance of successf
treatment. If there are serious adverse events, lack of control of blood pressure, or if a major medical eve
intervenes, then referral to medical spelisés to get advice on alternative treatment is recommended

1 If the patient is alreadpn anothermedication regimen, blood pressure is controlled to the target level, and the
medications the patient is taking are accessible and affordable, there is norrémshange the regimen.

9 If the patient feels faint on standing, check blood pressure while standing. If the systolic blood pressure
consistently less than 110 mm Hg in a patientmedical treatment, consider reducing the dosage or number of
medicatians used.

Treatmentadherence

Adherence to treatment is critical for blood presseantrol. If antihypertensivanedication is being prescribed,
the following are critical to ensuring adherence:

)l
1

Teachhe patienthow to takethe medicationsat home.
Explain the difference between medicines for ledegm control (for example, of blood pressure) and medicines
for quick relief (such as for headaches).
Explairthe reasonfor prescribinghe medicine(s).

0 Explain thediagnosiof hypertension.

o Discusshe asymptomaticnature of hypertensionand explairthat medicationanustbe takenevenif there

are no symptoms.

o Inform patientof the complicationof untreated hypertensionjncludingstroke, heartattack, kidneyfailure.

o Explairthe disabilityandeconomicandfamily burdenthesepreventablecomplicationsause.
Showthe patientthe appropriatedose.
Explairhow manytimesaday the patientshould take thenedicationand at what time, anédopt thefollowing
simple steps to help them to adhere to tgeidelines:

o Labelandpackagehe tablets.

o Checkhe LJ- {i A @geis@niingeforethe patientleavesthe healthcentre.

0 Wherevermossible useoncedailydosage®f allmedicationsto be givenat the sametime eachday.
Explairhowimportantit isfor the patientto:

o Keepanadequatesupplyof medicationssafelyat home.

o Takethe medicinegegularlyasadvisedevenif there areno symptoms.
Explaimpotential adverseeffectsof the medicationsandwhatto doif the patientexperienceshem.
Encouragehe patientto have a familymemberto accompany them on next visits and shtihem how to assist
with adherence
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Chapter5 DIABETEELLITUBROTOCOL

5.1 Background

Classification

Typel diabetes

Previously known as insulidependent, juvenile or childhoednset is characterized by deficient insulin production and
requires daily administration of insulin. Neither the cause of Type 1 diabetetheaneans to prevent it are known.
Symptomsncludeexcessivexcretionof urine (polyuria),thirst (polydipsia) constanthunger,weightloss,visionchanges,
and fatigue. These symptoms may occur suddenly.

Type2 diabetes

Formerly called nornsulindependent, oraduk?2 y 8 S NB adz §a FNRY (KS 02Re&Q&a A\
people with diabetes have type 2 diabetes. This type of diabetes is largely the result of excess body weight and phy
inactivity. Symptoms may be similar to g®of type 1 diabetes but are often less marked. As a result, the disease me
be diagnosed several years after onset, after complications have already arisen. Until recently, this type of diabetes
seen only in adults, but it is now also occurring iasiagly frequently in children.

Gestationatliabetes

is hyperglycaemia with blood glucogalues abovaormal butbelowthose diagnostics of diabetes. Gestational diabetes
occurs during pregnancy. Women with gestational diabetes are at an increasexf dskplications during pregnancy
and at delivery. These women and possibly their children are also at increased risk of Type 2 Diabetes in the fu
Gestational diabetes is diagnosed through prenatal screening, rather than through reported symptoms.

Impairedglucosedolerance andmpairedfastingglycaemia

Impaired glucose tolerance (IGT) and impaired fasting glycaemia (IFG) are intermediate conditions in the transi
betweennormality anddiabetes(pre-Diabetes)People with IGDr IFGare at highriskof progressing tdype2 Diabetes,
although this is not inevitable.

Keystatistics
1 Thenumberof peoplewith diabetesrosefrom 108millionin 1980to 422millionin 2014.
1 Theglobalprevalenceof diabetes*amongadultsover20yearsof agerosefrom 4.7%in 1980to 8.5%in 2014.
1 Between2000and2016,there wasa5%increasen prematuremortality from diabetes.
91 Diabetesprevalencehas been rising more rapidly in low- and middle-income countriesthan in high-income
countries.
Diabetedsamajorcauseof blindnesskidneyfailure,heartattacks,stroke,andlower limb amputation.
1 In 2016, an estimated 1.6 million deathswere directly causedby diabetes.Another 2.2 million deathswere
attributable to high blood glucose in 2012.
1 Almosthalfof all deathsattributable to highblood glucosenccurbeforethe ageof 70years WHOestimatesthat
diabetes was the seventh leading cause of death in 2016.

=
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NewZealandData
In 2013,the highestrate of diabetesin New Zealandvas in the Indian ethnic group (11 percent),followed by Pacific
peoples (9.6 percent)

1 Type2diabetesisincreasinglyoccurringina n 2addPacificchildrenunderthe ageof 15years
1 a n 2ahreetimesaslikelyto havetype2 diabetesasnon-a n 2 &hlla¥e morelikelyto developcomplications
1 Oneinthree Pacificadultsaged45yearsor overhasdiabetes
1 Pacific peoples develop diabetes earlier and experience more complications than New Zealand Europeans wi
the condition
1 Adults living in the mostocioeconomically deprived areas are over three times more likely to report that they
have been diagnosed with diabetes than adults living in the least deprived areas
1 Peoplewith ahistoryof longterm mentalillnesshavesignificantlyhigherratesof diabetes
SamoaData(STEPSURVEY)
1 1in 5 adults aged 264 years, (25.8%) suffer from impaired fasting glycaemia and almost half of adults( 45.8%
was found to have raised blood glucose or had been previously diagnosed as diabetic.
1 Inthe agegroup20-64yeas, 74.6%hadneverhadtheir blood sugameasuredoy a doctor or healthworker.
1 Amongthose diagnosedy doctor or healthworkerwith raisedblood sugaror diabetes, 11.6%re takinginsulin
and 26.3 % are taking oral drugs.
1 Among those diagnosed lapctor or health worker with diabetes, 69% have been prescribed special diet, only
33.6% were recommended to lose weight, 30.8% to stop smoking and 83.3% to do more exercise.
1 Amongthosediagnosedvith diabetes,1.6%soughtadvicefrom traditional healerand 1.8%wascurrentlytaking
herbal or traditional treatment for diabetes.
5.2 Diabetesrisk factorsand symptoms
Riskfactorsfor type 2 diabetesinclude:
1 overweight/obesity
9 physicainactivity
1 havingafirst-degreerelativewith diabetes
9 historyof gestationaldiabetes,or preeclampsia
1 historyof CVDHTN dyslipidaemiagr polycysticovarysyndrome.

On average,people havetype 2 diabetes(with or without symptoms)for between five and sevenyearsbefore it is
diagnosed. Symptoms of diabetieglude:

=A =4 =4 =4 =4 =4

polyuria(excessivg@assingf urine)
polydipsialexcessivehirst)
unexplainedveightloss
polyphagiaexcessivéunger)
visionchanges

fatigue.
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5.3 Diagnostidestingfor diabetes
Testadultswho areover20yearsold regardlesof weight.

Fasting plasma glucose (FPG) is the most practical test fenekurce settings, given its low cost*. HbAhn also be
used, but it is considerably more costly.

Plasmaglucosewo hoursafter a 75 g oral glucosdoad (OGTTEanalsobe usedo screenfor anddiagnosediabetesbut
is less practical and more costly.

If a patient is not fasting and has symptoms, a random plasma glucose (RPG) test can also be performed. It is the
accurate of the diagnostic tests. It is useful to confirm dieggnosis in person with symptoms; however, a negative test
does not rule out the diagnosis of diabetes.

* Pointof caredevicescanbe usedin diagnosingliabetesif laboratoryservicesare not available.

Diagnostid/alues

Test mmol/I mg/dl
Fastingolood sugar(FBS)* KT XMHC
RandonplasmaglucoseRPG) XMMOPM XH N
Plasmaylucosawo hoursafter a75g oralglucosdoad-OGTT X MM O M X H NN
mmol/mol %
Haemoglobimlc Xny X C Ppilz

5.4  Drugtherapy
Controlof blood glucose

Metformin is recommended as thérst-line drug in the treatment of diabetes. Sulfonylurea is recommended as the
secondline treatment, and human insulin as the thilide treatment.

Patients may require two or three drugs. Although there are other drug classes usually used as aadahitd-line
treatment, including thiazolidinediones (TZDs), BPRhibitors, SGLT2 inhibitors, and G@LReceptor agonists, these
medicines tend to be more costly than metformin, sulfonylurea, and insulin, with currently limited evidence of superi
effectiveness. They may, however, be considered in the rare cases when treatment with metformin, sulfonylurea, a
insulin is not possible. Insulin treatment should be introduced and monitored according to protocols.

Control of blood pressureand blood lipids

Hypertension treatmenis indicatedvhen SBRk Mo 1 IS5Y Rk 3kNJn 0 @ { G I { A forzall gedhld witkhe 2 Y
2 diabetesolderthan 40years,but only ifthis does not negatively impaetccess t@lucoseloweringandblood pressure
loweringmedication.

5.5  Monitoring glycaemiccontrol

If diabetesis diagnosedmonitor glycaemiaontrol everythree monthsuntil diabetesis controlled,then everysixmonths
after that.

HbAlds themostaccuratemeasuremenbf longterm glycaemicontrol andrepresentsthe average bloodjlucoseover
the previoustwo to three months. HbAlc< 7%is generally considerei be adequate glycaemicontrol. Inpeoplewith
frequentseverehypoglycaemiaseverecomplicationsandlow life-expectancythe goalfor HbAlacouldberelaxed,egto
<8%.
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Fastingplasmaglucosg(FPGEanalsobe usedto monitor control.

Goalfor glycaemiccontrol Plasmaglucose
Fasting KT fmol/l (126mg/dl)

* Fastingno food andonly water for 8¢14 hoursor more beforethe test.

5.6 Clinicalpracticerecommendations

Provide counselling around lifestyle change, includiieg, physical activity and smoking cessation (see Hediféstyle
counselling).

1 Initiate diabetesselfmanagementducationto reinforcetreatmentgoals.

1 Prescribaspirinfor patientswith CVD.

1 Measurebloodpressureat everyvisit. Treatasperhypertensiorprotocolif x m o nnamHg.Note:if 130/80mmHg
is chosen as target, then treatment should start if over 130/80 mmHg.

1 MeasureweightandcalculateBMIat everyvisit.

1 TakeAlcmeasurement®verythreeto sixmonths;everysixmonthsif stableon unchangingreatment.

1 Arrangefastinglipid panelannuallyif available.

1 Conductoot examfor amputationriskannually,or everyvisitif high-risk (Referto diabeticneuropathyprotocol)

9 Conduct annual urine protein dipstick (microalbuminuria dipstick if available to calculate albumin to creatinir
ratio) and serum creatinine measurement (GFR calculation) for CKD screening. CKD is defined by GF
ml/min/1.73 m2 OR the presence of moderate or severe albuminuria (albwn@atinine ratiooxo 1 Y3 K Y Y 2

T / 2yRdzOG RAf I GSR LlzLAf &4Q NBGAylFf SEFY &G FANRG F
retinopathy protocol)

5.7 Treatmentadherence
Explairthe diagnosisf diabetes.
Inform patientof the complicationsof untreateddiabetes.
Discusshe possiblesymptomsof diabetes.
Showthe patientthe appropriatedose.
Prescribeoncedaily medications,less expensivegenerics,and longerlasting suppliesof medicinewhenever
possible.
Explairpotential adverseeffectsof the medicationsandwhat to do if the patientexperienceshem.
1 Explairhowmanytimesaday the patientshould take thanedicationand atwhat time, andadoptthe following
simple steps tdelp them adhere to the guidelines:
0 Labelandpackagehe tablets.
0 CheckhelLJF { A @geis@rilingeforethe patientleavesthe healthcentre.
1 Explairto patienthowimport it isto:
0 Keepanadequatesupplyof medicationssafelyat home.
o Takethe medicinegegularlyasadvisedgvenif there areno symptoms.
9 Providetools suchaspill boxesandmedicationlogsto help patientsrememberto taketheir medications.
Assessidherenceanddiscusdarriersat everyvisit.
 Reconciledf A y mnédicatighi@twith LI G A IBtyadjdtdose,andeliminateunneededmedications

=A =4 =4 =4 =4
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SAMOAIABETHEROTOCOL

Test adults who have symptoms of

diabetesandall adults? 20yearsold
regardless of BMI result

FPG 7mmol/l and<20mmol/l
or RPG 11.1 mmol/l and < 2C
mmol/l

Counsebn diet andphysica
activity

Reviewin 3 months

If goalnot achievedstart Metformin
500mg once daily.

Counsebndietandphysicahctivityand

adherence at all visits

Reviewin 3 months

If goal not achieved, increast
Metforminto 1000mg(1G)once
daily

Reviewin 3 months

If goal not achieved, increase
Metformin to 1000mg(1G)twice
daily

Reviewin 3 months

If goalnot achieved ADDGliclazide
80mg once daily.

Counsebn hypoglycaemiat
all subsequent visits

Reviewin 3 months

If goalnot achievedijncrease
Gliclazideo 80mgtwice daily

Reviewin 3 months

If goalnot achieveddespiteadherenceto
medication, healthy diet and physical
activity, consult wittMedical team for

starting insulin

Pagq 50

FPGor RPG>20 mmol/l

Testurineketones

If ketones? 2+

Discuss with
medicalteam

If ketones< 2+

SCREENINE&®RCHRONIC

COMPLICATIONS

1 MeasureBPateveryscheduled
visit, review medication as per
hypertension protocol

1 Refer fordilated pupil retinal
examupondiagnosis.Referto
retinopathy protocol

1 Examine feefor ulcersatevery
visit. Refer to TTM hospital or
MTII hospitalif ulceris present.
Refer to neuropathy protocol

T Test for CKD (Serum
creatinine glectrolytes|JJACR)

Begin Gliclazide 80
mg BID and counsel
ondiet modification,
physicahctivity,and

adherence to
medicines

Reviewin 3-5days

No
improvement

Discuss with
medicalteam

MANAGEMENDFACUTE
COMPLICATIONS

Severehypoglycaemigplasma

glucose <2.8 mmol/l) or signs:

1 If consciousgive asugar
sweetened drink

1 If unconsciousgive 20-50 ml of
50% glucosdDextrose) IV over
1-3 minutes

Severe hyperglycaemia (plasma

glucose >20 mmol/l and urine

ketones2+)or signsandsymptoms

of severehyperglycaemia:

1 Setup IV drip 0.9% normal
saline 1 litre in 2 hours;

Improvement continueat1 litre every4 hours,
ADMIT OR REFER
Continue
Gliclazide and GOALFORGLYCAEMICONTROL
dietandphysical )
activity 1 Fasting¢ 7mmol/l
1 HbAlc 7%(if available)
Reviewin 2-3 TESTODIAGNOSEMTYPR
months
1 FBS2 7mmolll
1 RBS2 11.1mmol/l
OGTT2hours75gplasma
If goal not T gp

achieveddiscuss
with the medical
team

glucosez 11.1 mmol/l
1 HbAlc 2 6.5%
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5.8

Identifyingemergenciesand needfor referral

Aprimarycarevisitmayalsobefor anemergencycondition,or evolveto anemergencyandthe providercanbe equipped
to identify and refer such patients to the nearest facility with the required capacity.

Morbidity from acute exacerbations of cardiovascular disease (including but not limited to hypertensive crisis, he
attack, stroke, ad diabetic ketoacidosis) can be very thdependent. Early recognition, resuscitation, and referral of
patients with acute cardiovascular emergencies is essential.

Allprovidersdeliveringprimarycarefor cardiovasculaconditionsshould:

1. Knowthe nearestappropriatehigherlevelfacilitiesfor referralof acutecardiovasculaemergencies.

2. Understand how to approach the person with acute difficulty in breathing, shock, or altered mental statu:
(such as that taught in the WHO Basic Emergency Carsgjou

3. Screereach patientfor danger signs that would suggebe needfor immediate referral. (This screening may
take 23 minutes in patients without acute symptoms. A simple list of danger signs is provided below, bt
facilities may want to use existimgferral protocols).

Urgentreferralcriteria

1

=A =4 =4 =4
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Newchestpain,chestpainat time of assessmentdr changein severityor frequencyof chestpain
Symptoms/signsf transientischemiaattack(TIA)or stroke

Symptoms/signsf heartfailure (shortnessf breath, difficulty breathing,legswelling)or heavingcardiacapex
Severdegpainwith symptomsof claudication

Blood pressure >200/110 mmHg with severe headache, chest pain, shortness of breath, blurred vision, mer
statuschanges, reduced urine outpwausea, vomiting, lethargy, seizures, papilloedema, focal neurdagis
or signs of heart failure

Bloodpressure>200/>120mmHg

Plasmalucose>20mmol/I(325mg/dl)andurine ketones2+or signsandsymptoms
Hypoglycaemianresolvedy intravenousglucose

Suspectedype 1 diabetesin a newly diagnosedatient

Anysevereinfectionor infectedulcer

Recentdeteriorationof vision

Anuria

Symptomatid¢achycardia.

Otherreferralcriteria (noremergency)

|l

=A =4 =4 =4

=

Knownprior heartdiseasestroke, TIA diabetes kidneydiseasdif the patienthasnot hadaninitial assessment),
cardiacmurmurs

Irregularpulse

Agedunder40yearswith BPx M n nnantbig(to excludesecondarycauseof hypertension)

Persistentblood pressurexx m n 1 (ikn giiabetesx m o 1 mnyHg)while on treatment with two or three anti-
hypertensives

Newlydiagnosediiabeteswith urine ketones2+or in leanpersonsof <30years

Diabeteswith poor control despitemaximalmetformin dosingwith or without sulphonylurea
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Diabeteswith recentdeteriorationof visionor no eyeexaminationin pasttwo years
Pregnantwomenwith diabetesor hypertension

Totalcholesterot>8 mmol/l (310mg/dl)

Anyproteinin the urine (proteinuria),or elevatedcreatinine

Symptoms/signsf kidneyproblems

wSignof peripheralvasculadisease

=A =4 =4 =4 =4

SamodeEssentiaMedicines foDiabetes
INSULINBNDOTHERNTIDIABETIBGENTS

Gliclazide Tabs80mg
insulinbiphasicneutral/isophane Injection 1001U/ml,10ml vial
insulinisophane Injection 1001U/ml,20ml vial
insulinneutral Injection 1001U/ml,10mlvial
Metformin Tabs500mg

5.9 Guideto insulininitiation and titration
Thefollowingfiguresprovideguidelinesfor insulininitiation andtitration.
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Startingandadjustingbasalinsulin

«SELEMiasalinsulinandinjectingdevice

/

>24hoursbasalinsulin

intermediate acting insulin

wSTARDasalinsulin:0.1units/kgor 10 unitsat bedtimeor morning

wContinueoralglucosdoweringmedication
wIf FBAshigh (pre breakfast) considereveningor morninginsulindosingof alongacting

olf FBAsontarget, but pre dinnerBGLis high,considemmorninginsulindosingof

\

J

Wl TRATION

FBG targets

titration

uif usinglongractingbasalinsulindoses(morningor eveningdoses) adjustdosesto achieve

oif usingintermediateactingbasalinsulin,usepre dinnerglucoseargetsto adjustthe
morning doses an&BG targets to adjust any additional evening doses
«Practitionerled titration canachievetargetin ashortertime periodthan patientled

\

)

PRACTITIONERDTITRATION

PATIENTEDTITRATION

Adjustinsulindosetwice weekly asshown,until FBG

targetisachieved

Adjustinsulindoseeverythree days. Increaseby 2 units

until FBG target is achieved

MeanFBCover previoustwo | Insulindose

MeanFBGover previousthree
days (mmol/L)

Insulindoseadjustment

2 6.0but¢ 8.0 Nochange
Decreasénsulindoseby

4.0¢6.0 2 units

<4.0 Decreasénsulindoseby

4 units

days(mmol/L) adjustment

210.0 Increaseby 4 units

8.0¢9.9 Increaseby 2-4 units
Nochangeor increase

7.0¢7.9 by 2 units

6.0¢6.9 Nochange

4.0¢5.9 Nochangeor decrease
by 2 units

<4.0 Decreasdy 2-4 units.

Donotincreasdansulindoseif FBG<4.0mmol/Lat anytime

in the preceding week
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Startingand adjustingpre-mixed(biphasicland co-formulatedinsulin

«SELEQIremixedor co-formulatedinsulinandinjectingdevice
w L Yy andixtedatents

«STAR pPremixedor co-formulatedinsulin10 unitsimmediatelybefore or soonafter the largestmeal
(usuallyeveningmeal)

w/ 2y lmetforrth if indicated;considertaperingsulfonylureage.qg., gliclazideds glycaemic
control improves

Wl TRATION
w! R 2hémvéningpre-mixedinsulindoseonceor twice aweekaccordingo the schedulebelowto FBG

LowestBGLreading(mmol/L) of the previousthree day: Insulindosageadjustment
fasting or preprandial

2.10.0 Increaseby 6 units

8.0¢ 9.9 Increaseby 4 units
6.0¢7.9 Increaseby 2 units
4.0¢5.9 No change

<4.0 Decreasdy 2 unit

w lamorninginsulindoseis given,adjustthe insulindoseaccordingo eveningpreprandialBGLaccording

regimen and target glucose

v
i

to the sametitration recommendations
wl & LJ2 3 f shQuld@Bomptlareviewof other oraltherapy. Whichinsulinisadjusteddependson/

WNTENSIFICATIOBIncedailyinsulinto twice dailypremixedinsulin

WONVHEN?
wWith FBGat target, if eveningpreprandiaBGL>FBGor if eveningpreprandialBGLis high, or
wAfter 3 monthsif HbAlc>target, despiteFBGandeveningpreprandialBGLlat night

«HOW?

wCalculateanyincreasedotal dailyinsulindoseanddividethis into 2 dosesconsideringhe continuedneedto
maintain FBG and postprandial targets

uGivethe increaseddoseadjustmentastwice daily injections(pre breakfastand pre dinner). Thismaynot bea
50/50 split, asprandialtargets mayrequire a higherproportion to be given atthe largestmeal of the daye.g.,
60/40

wMonitor pre dinnerBGlandFBGagainstargets /
sulin

«Onceaweek,adjustboth insulindosesindependently(accordingo protocolabovein step 3); pre-breakfastin
is adjusted according to prdinner BGL, and prdinner nsulin is adjusted according to FBG
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Guideto basal plus insulimtensificationschedules

«SELEQ®pidacting(prandial)insulinandinjectingdeviceto be addedin additionto basalinsulin

wSTARTapid-actinginsulin(4 units)to be givenbeforethe mealwith the largestcarbohydratecontent
w/ 2y Umetibiai, considertaperingsulfonylureage.g.,gliclazideasglycaemic control improves

wa 2 Yy wi-BobkpostprandiaBGL.

w/ 2 Y tohaysds&BGandpreprandialglucosdevels- GOALis4.0-7.0mmol/L

T AN

WITIRATIUIN

achieve target

wincreaseaapidacting(prandial)insulindoseby 2 units everythree daysto

Two-hour postprandialBGL(mmol/L)

Rapidacting(prandial)insulindosage
adjustment

2 8.0(for three consecutivedays)

Nochangeor increasey 2 units

6.0¢7.9 Nochange
4.0¢5.9 Nochangeor decreaseby 2 units
<4.0on anyday Decreasédy 2-4 units

~

i Basalplustitration to basalbolus¢ intensification \

WWHEN?

wlf HbAldsnot at targetafter three months,addafurther prandialinsulindoseto another
meal (e.g., basal plus 2 to basal bolus)

wWHOW?

wKeepthe currentprandialandbasalinsulindosesunchanged

wAddanewrapid-acting(prandial)insulinto the nextlargestmealof the day(startingat 10%
of the basal insulin dose or 4 units)

wlncreasenew prandialinsulindoseby 2 unitseverythree daysuntil postprandialtargetis

achieved as per Stepabove /
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5.10 Diabeticneuropathy

Whatare diabeticfoot problems?

Diabeticfoot problemsare amongst themostcommon,costlyandseverecomplicationsof diabetes.Theterm & R A I fod
O2YLX AOFGA2yaé¢ SyO02VYLI aa Jker(lek SfulthiekyeBsiepithefay/défecbElowrirsthl @ $hé A
ankle) and diabetic foanfections(i.e., any softissue or bone infection occurring in the diabetic foot, including
osteamyelitis).

Adiabeticfoot ulcerisalocalisednjury to the skinand/or underlyingtissuebelow theankle.Disruptionof protective skin
allows for colonization of subcutaneous tissues by microbes and in many cases the wound becomes clinically infecte
requiring antimicrobial treatment and often some form of surgical intervention.

Diabeticfoot ulcersfrequentlyresultfrom a personwith diabetessimultaneouslyhavingtwo or more riskfactors,with
diabetic peripheral neuropathy and peripheral artergatise usually playing a central role.

i =
-

Exampleof foot ulcers

Theneuropathyleadsto aninsensitive andgometimesdeformedfoot, often causingabnormalloadingof the foot. In people
with neuropathy, minor trauma (e.g., from-fliting shoes, or an acute mechanical or thermal injury) can precipitate
ulceration of the foot. Loss of protective sensation, foot deformities, and limited joint mobility can result in abnormal
biomechanical loading of the foot. This produces high mechanical stress in some areas, the response to which is usue
thickened skin (callus). The callus then leads to a further increase in the loading of the foot, often with subcutaneous
haemorrhage and eventlig skin ulceration. Whatever the primary cause of ulceration, continued walking on the
insensitive foot impairs healing of the ulcer.

Areasof foot at highestrisk for ulceration

Peripheralrtery diseasg PAD)generallycausedby atherosclerosisis presentin up to 50%of patientswith a diabeticfoot
ulcer. PAD is an important risk factor for impaired wound healing and lower extremity amputation. A small percentage
foot ulcers in patients with severe PAD are purely ischaemic; these are usaiafiyl and may follow minor trauma.

Commorrisk factors fothe development ofoot ulcers inpeoplewith diabetes
A peripheralvasculadisease

A neuropathy
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poor glycaemicontrol
cigarettesmoking
diabeticnephropathy

previousfoot ulcerations/amputations

Do o Do Do

Symptoms
Patientscanpresentwith symptomsof peripheralneuropathyandor peripheralartery occlusionsuchas:

painin the legsor crampingin the thighsor calvesduring physicakctivity.
tingling,burning,or painin the feet.

lossof senseof touchor ability to feel heator coldverywell.

achangein the shapeof feet overtime

dry, crackedskinonthe feet.

achange irthe colourandtemperatureof the feet

thickened yellowtoenails.

fungalinfectionsbetweenthe toes

ablister,sore,ulcer,infectedcorn,or ingrowntoenail.

To Do o Bo Do Do Do Do P

However the absenceof symptomsdoesnot excludediabeticfoot problems.

Assessment anchanagement ofliabetic footproblems
Examinatiorof the feet
RemoveheLJl { AsBoessérksdressingsandbandagesandcarryoutthe followingexaminatiorprocedures:

Palpationof arteries

Dorsalpedis:Feelin themiddleof the dorsumof thefoot justlateralto the tendonof extensohallucedongus(extensor
tendon of the great toe).

Dorsalpedispalpation

Posteriottibial artery: Feelmidwaybetweenmedialmalleolusandtendoncalcaneus.

Posteriortibial artery palpation

Assessinpssof protectivesensatioLOPS)
Assessmenbf LOP$s donewith one of the followingtechniques:

a)Pressureperception: SemmesNeinstein10 g monofilament (if monofilamentis not available,seed Y S (i @ #eow).
Sensorexaminationshouldbe carriedout in a quiet andrelaxedsetting.
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A First,apply the monofilamenton the LJI (i A Sayd8(6r &Ibow or forehead)so that she or he knowswhat to
expect.Thepatientmustnot be ableto seewhetheror wherethe examinerappliesthe filament.
A Conducthe test onthree siteson both feet.
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Pressureperceptiontest usingSemmesWeinstein10g monofilament.

Thetotal duration¢ skincontactandremovalof the filamentshouldbe approximately? secs.

Applythe filamentalongthe perimeterof, not on, anulcersite callusor necrotictissue.

Donot allowthe filamentto slideacrosshe skinor makerepetitive contactat the test site.

Apply themonofilament perpendicular to the skin surface. Apglfficientforce to causehe filamentto bendor
buckle.

Presghe filamentto the skinandaskthe patientwhetherthey feel the pressureapplied(Yes/No).

Next,ak wherethey feel the pressure(right foot/left foot).

Repeathis applicationtwice at the samesite but alternatethiswith oned Y 2 @gpkcationin whichno filament
is applied.

To Do Do Do

To Do I

b)Vibrationperception:128Hztuningfork. Thepropermethodfor usinga 128Hztuningfork to checkfor vibratorysensation
is as follows:

A First,applythe tuning fork onthe LJI {i A \8rigt lo€etbow or clavicle)to demonstratewhat the sensatiorfeels
like.

Ensurehe patientcannotseewhetheror wherethe examinerappliesthe tuningfork.

A Apply the tuning fork to a bony part on the dorsal side of the distal phalanx of the first toe (or another toe if tl
hallux is absent).

A Applythe tuningfork perpendicularlyyith constantpressure.Repeathis applicationtwice but alternate this with

atleastoned Y 2 @pjpkcationin whichthe tuningfork is not vibrating.

)
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Applicationof tuning fork in vibration perceptiontest

A The test is positive if the patient correctly answers at least two out of tamggications, and negative if two out
of three answers are incorrect.
A If the patient is unable to sense the vibrations on the toe, repeat the test more proximally (e.g., malleolus,
tuberosity).
c)When monofilamenbr tuning fork are not availablgest tactilesensation with the light touch testhis simple test (also
called the IpswicTouchTest)can be used to scredor lossof protective sensatioflLOPS)whenthe 10 gmonofilament
or 128 HZ tuning fork is not available. The test has reaseraipeement with these tests to determine LOPS, but i
accuracy in predicting foot ulcers has not been established.

A Instructthe subjectto closetheir eyesandto sayd & Svlagnthey feelthe touch.

A The examiner lightly sequentially touches with thedffher/his index finger the tips of the first, third, and fifth
toes of both feet for £2 seconds. When touching, do not push, tap, or poke.

A LOPSslikelywhenlighttouchis not sensedn x tsites.

Stratificationand management afsk

Risklevel  Lowrisk Moderate risk Highrisk Activefoot problem
Anyof: Anyof: Anyof:
A Deformity A previousulcer A ulcer
A Neuropathy A previousamputation A spreadingnfections
_ A nonecriticalimb A neuropathywith non- A criticallimb iscaemia
Noriskfactor ischaemia criticallimbischaemia A gangrene
Features  except callus A neuropathy with callus A suspicionof acute
alone and/or deformity Charcot arthropathy
A noncriticallimbischaemia A unexplained red
with callus and/or swollen foot
deformity
i Assesgvery3¢6
Action Assessnnually months Assesgvery1¢3 months Urgentreferral

Stratification of level of risk of developingdiabeticfoot problemsor the needfor anamputation
Patientswith diabetesshouldreceivecounsellingon avoidanceof foot complicationgseebelow).

A Patientsat low riskcanbe assessednnually thoseat moderateriskevery3¢6 months,andthoseat highriskevery
1¢3 months.

Preulcerativelesionsneedto be treated by atrained professionaby:

removalof callus

protectionor drainingof blisters.

treatment of ingrownandthickenednails

antifungaltreatment for fungalinfections.

To Do o Io e
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Management o&ctivediabetic footproblems
Activefoot problemsrequirereferralto ahigherlevelof care.Bestresultsin preventionof amputationshavebeenachieved
in settings where multidisciplinary facilities are available.

When torefer

Patients with a foot ulcer should be referred to a more specialized level for further evaluation if management by a trai
professional and the nessary equipment and consumables are not available at the primary care level. Patients with g
foot deformitiesand/or absentperipheralpulsesandpatientswith suspectedower limb ischaemiawill needto be referred
to a higher level of care.

Urgentreferralto acuteservicessrecommendedor patientswith anyof the following:

infectedulcer

spreadingnfection

criticallimb ischaemia

gangrene

suspiciorof acute Charcotarthropathy
unexplaineded swollenfoot.

To Do o To Do Do

Counsellingpatientson foot care
Toavoidseriousfoot problemsthat couldresultin losingatoe, foot or leg:

A Inspect your feet daily. Check for cuts, blisters, redness, swelling, or nail problems. Use a magnifying hand |
to look at the bottom of your feet.

A Bathe feetin lukewarm, neverhot, water. Keep youfeet cleanby washinghem daily. Useonly lukewarmwater
¢ the temperatureyouwould useon anewbornbaby.

A Begentlewhenbathingyourfeet. Washthem usinga soft washclothor sponge Dry by blotting or patting,anddry
carefully between the toes.

A Moisturizeyour feet but not betweenyour toes. Us@ moisturizerdailyto keepdry skinfrom itchingor cracking.
ButR 2 yisturizebetweenthe toes¢ that couldencourage dungalinfection.

A Cutnails carefully. Cutthem straight acrossand file the edges.5 2 ycQtinailstoo short, asthis could lead to
ingrowntoenails.If you haveconcernsaboutyour nails,consultyour doctor.

AN

L

Theproperwayto cut toenalils.
A Nevertreat cornsor calluses/ourself.Nod 6 | (i KIN®NBGmMERi¢atedpads.Visityourdoctorfor appropriate
treatment.
A Shakeout your shoesandfeelthe insidebeforewearing.Rememberyour feet maynot be ableto feelapebbleor
other foreign object, so always inspect your shoes before putting them
A Wear socks and appropriate footwedihe inside length of the shoe should be&2Xm longer than your foot and
should be neither too tight nor too loose.
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Appropriate shoeshapeandsize

™

Keepyourfeet warmanddry.

Never walkbarefoot, not even at home. Always wear shoes or slippers. You could step on something and ge
scratch or cut.

Takecareof your diabetes Keepyour blood glucosdevelsundercontrol.

Donot smoke.Smokingestrictsbloodflow in your feet.

Getyourfeet examinedregularly.

™

To Do Do
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5.11 Diabetickidneydisease

Diabetickidneydiseasds a microvasculacomplicationof diabeteswith a characteristichistopathologyIf untreated,
it ischaracterizedy arelentlessdeclinein glomerularfiltration rate (GFR)raisedarterial blood pressureandhighrisk
of CVD andleath.If left untreated,oncethe stageof proteinuriais reachedt often ends in renal failure iabout 5 to
7 years.

Diabetickidneydiseaséds definedby albuminuriaand/or a decreasecestimatedglomerularfiltration rate (eGFR).

Riskfactors fordiabetic kidneylisease
A poorglycaemicontrol
A elevatedblood pressure
A geneticsusceptibility

Diagnosi®f diabetic kidneylisease
Symptomsandsignsof diabetickidneydisease:

A Theearliestclinicalsignsare elevatedblood pressureand moderatelyincreasedirine albuminexcretion.
A Peripherabedemaoccursat avery late stage.
A Thefirst symptomsarethoseof uraemia(nauseaijtching,anorexia).

Thediagnosiof diabetickidneydiseasds madein patientsdiagnosedvith diabetesupon:

A Estimatedglomerularfiltration rate (eGFRB of <60mL/min per 1.73 m2 on at leasttwo occasions] to 3
months apart, and/or
A Presencef albuminuriain at leasttwo urine samples] to 3 monthsapart.

eGFR is calculated from serum creatinine, using an equation that has been validated for that population. Otherwise
the most commonly used equation, developed by the Chronic Kidney Disease Epidemiology Collabor&ieb). (CKD
is based on serumreatinine, age, sex and race.

Urinary albumin excretion can be estimated in a spot urine sample using several tests (from most preferred to least
preferred):

A urinealbuminto-creatinineratio (ACR)
A urine protein-to-creatinineratio (PCR)
A reagentstrip (& R A LJaufink ahaly&sidor albuminor total protein with automatedreading
A reagentstripo & R A Lisite ar@lysifar albuminor total protein with manualreading.
Category mg/g mg/mmo  dipstick
I
normalto mildly increased <30 <3 C
moderatelyincreased 30¢300 3¢30 Trace/l+
severelyincreased >300 >30 1+/2+

Categoriesf albuminuria(measuredby ACR)
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Screenindor andmanagement ofliabetic kidneylisease
Peoplewith type 2 diabetesshouldbe screenedncea yearwith either the aloumin/creatinine ratian a spoturine
sample or with eGFR using serum creatinine (preferably both tests, for better prognostic ability).

Patients with moderately and severely increased albuminuria and those with GFR <60 ml/min/1.73 m2 if combined
with albuminuria should be referred for specialist assessment.

Todelayonsetandslowthe progressiorof diabetickidneydisease:

5.12

Aimfor goodglycaemicontrol but adjustfor hypoglycaemiaisk.

Maintainblood pressurdevelsat <130/80mmHgwith anangiotensinconvertingenzyme(ACE)nhibitor and
add thiazide diuretic if required.

Modify other major CVDriskfactors(dyslipidaemiasmoking).

DiabeticRetinopathy

All personswith diabetesmellitus needregulareyecheckupfor early detection and timely treatment of diabetic
retinopathy to prevent blindness.

A

A
A

Diabetic retinopathy (DR) is a major misrascular complication of diabetes and is a significant cause of
irreversibleblindnessin SamoaAsmuchas20%of peoplewith Type2 diabeteshaveretinopathyat the time
of first diagnosis of diabetes. Diabetic retinopathy can remain asymptomatic until the disease progresses to
advanced stages. Therefore, people with diabetes need to have regular eye examinations to monitor
progression of the diseasto identify and treat vision threatening DR.
With goodmanagementyisualimpairmentcanbe avoidedin the majority of patients. Treatment particularly
with laser, when applied appropriately and in a timely manner, reduces the risk of vision loss.
Diabeticretinopathyis dividedinto a numberof different gradesbasedon the severityof the diseaseandthe
presence of particular clinical features.
o Mild non-proliferative diabeticretinopathy (NPDR)¢haracterizedy increasedvasculapermeability
0 Moderateto severenon proliferative diabeticretinopathy, characterizedby vascularclosureo
Proliferativediabeticretinopathy (PDR)¢haracterizedy presenceof newbloodvessels.
0 Macular edema, characterized by retinal thickening from leaky blessels, can develop at all
stages of retinopathy.
UntreatedPDRandmacularedemacanleadto visualimpairmentandblindness.
Cataracis alsocommonin peoplewith diabetes.

Riskfactors

A

A
A

Durationof diabetesisastrongpredictorfor developmentandprogressiorof retinopathywith the prevalence
of DR at 5 years being 25%, 60% at 10 years and 80% at 15 years.

Major modifiablerisk factorsare glycemicandblood pressurecontrol.
Otherriskfactorsincludehyperlipidemiapregnancyandnephropathy.

Screeningecommendations

A

Screening services are available at TTM and MTII Hospital Eye Clinics, and District Health facilities via mobil
outreach services.
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A Retinaexamis performed using either a fundus camera, indirect or direct ophthadmoscopyby trained
screeners.

A People with Type 1 diabetes:Initial screening done 5 years after first diagnosis of diabetes, or at puberty,
whichever is earlier.

A Peoplewith Type2 diabetes:

o Initial screeningdoneat first diagnosif diabetes.

A Pregnantvomenwho havediabetes:o Screeningloneearlyin the first trimesterof pregnancyor at booking,

regardless of previous history of screening

Followup
A Ongoing screening is conducted every, 2 years if no DR is detected. The frequency ofexamination is
increased depending on the grade or the severity of DR and the risk factors for progression te vision
threatening disease.

Eyeassessment
A Takea historyfocusedon diabetesandits modifiers.
A Assessmentf visualacuity¢ unaidedor aided.Checkwith pinholeif visualacuityis 6/12 or worse.
A Identificationandgradingof diabeticretinopathy
i Routine retinal photography should be performeithout mydriasis. However, if the retinal
AYF3S LINPRdAzZOSR R2S& y2i YS Qdpeciiied B (PadficdZEye A (i &
Institute, 2010), then dilate the pupil and repeat retinal photograph. If image is still not
satisfactory, then slit lamp biomicroscope examination is required.
| Dilatepupilswith tropicamidel%eyedrop. Addphenylephrine2.5%eyedrop for rapidonset

and more complete dilation (only one drop in each eye for patients with hypertension).

Diabetic retinopathy carassessment

Askif eyes Yes +—> Ask >1vyear Referfor eyeexam
examined when?
for )
diabetes Missed Referfor eyeexam
appointment
eye No |—f Refer
disease foreye Compliant Check
exam appointmentdate

Managemenbf DiabeticRetinopathy
A Patients with any level of macular edema, severe NPDR, or any PDR require prompt referral to
ophthalmologist.
A Lasemphotocoagulation foDR iseffectiveat slowingthe progressiorof retinopathy andreducingvisualloss.
Because this treatment does not usually restore lost vision, early detection before symptoms develop is
imperative.
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5.13 Diabetesin Pregnancy

Purpose ofjuideline

1. Thisguidelineaimsto establishthe detection, diagnosisndmanagemenof diabetesin pregnancyin Samoa.

2. To create referral pathwaysfor women with diabeteswhen pregnantand women who develop gestational
diabetes.

Optimaloutcomes

1. Maintenanceof maternalnormoglycaemialuringpregnancy

2. Preventionof adversepregnancyoutcomesin womenwith gestationaldiabetes
3. Timelyreferralof womenwith diabetes

Responsibility
Doctors nursesmidwives all maternalhealth careproviders(Privateand Public)

Diagnosis
Gestational diabeteg abnormal glucose tolerance that is detected in Pregnancy (i.e.) after 20 weeks and or 6 weeks
postpartum.

OGTWValues (MOHNewZealand2014)
A Fastingk5.5mmols/LOR
A 2hrglucosdevelx 9.0mmols/L
A HbA150mmols/L(6.7%)duringpregnancyis referredto asProbableChronidDiabetic

Background

Due to the increase in estrogen, progesterone, and cortisol as well as the presence of the human placental lactoger
pregnancy induces and imbalance in glucose homeostasis leading to a state of insulin resistance. Therefore, th
pathogenesi®f gestationaldiabetesis similarto type 2 diabetes;andasevidencehasshown;manyof the womenare

at increased risk aleveloping Type 2 Diabetes.

LocalData
Thereare no localdataregardingthe ratesof GDMin Samoa

WOMENATRISK

A MaternalObesity(BMI>35)

A PreexistingMedicalco-morbidities(HypertensionHyperlipidaemia)

A HighCarbohydrateand Glucosen Diet APositiveFamilyHistoryof DiabetesAOtherriskfactorsinclude:
MaternalAge >35/ears
FamilyHistoryof Diabeteqparentsor siblings)
PastpersonalHistoryof abnormalglucosetolerance
Previousverylargebabies> 4.5kgBwt
Polycysti®©variansyndrome
Persistenglycosuria
Previousunexplainedntrauterine Demise
Currentuseof Glucocorticoids

A Prev.largebabies> 4kgs

A Pasthistoryof Recurrentmiscarriage$>3)
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Management

PrepregnancyControlof Diabetes
It isimportantto aimfor gooddiabetescontrol prior to becomingpregnant.Thisisto preventthe riskof:

1. Congenitahnomalies

The background ratef anomalies in the general population2s3%; with everyfl1mmol/mol increase in HBalC level
above the normal range, this riskcreases linearly by 2%. Congenital anomalies subsequently are responsible for
approximately half of pregnancy losses in diabetic women. HbA1C has largely taken over as the screening tool
booking for Diabetes in Pregnancy. The green light for pregnianggnerally given with levels around 50mmol/mol
(6.7% whereabouts).

2. EarlyPregnancyosses
Womenwith poorly controlleddiabeteshaveanincreasediskof spontaneousniscarriages.

3. Developingther associatedomorbiditiesand/or complicationsPertinentonesinclude:

a. Nephropathy

Pregnant women with nephropathy (>0.3mg/24 hours), impaired Renal Function Tests and Hypertension) are a
increased risk of:

i. GestationaHypertensiorandPre
eclampsia

ii. FetalGrowthRestrictions

iii. Prematurity

iv. IncreasedPeinatal Mortality

The risks of complications are directly proportional to the degree of renal impairment at the onset of pregnancy,
though this can further rise with the addition of hypertension and proteinuria. Appeginancy Creatinine level of
200mg/d or more, careful counselling regarding adverse pregnancy outcomes should be employed.

V. Optimizing Medications; Women with nephropathy are usually on an AIC#® slow the
progression of their renal pathology and to treat hypertension. This howevereigrally
contraindicated in pregnancy quoted as first trimestercongenital anomalies (renal, CNS,
cardiac), second trimesterskull and later pregnanayfetal kidneys side effects.

Therefore discussioraroundsafemedicationsshouldtake place.

b. IschemidHeartDisease
Womenwith diabeteswho haveamyocardiainfarctin pregnancyhaveahighmortality rate, whichhasbeenreported
to be as high as 50% in the past.

c. PregnancaternalComplications

i. Birth Injuries and Pod?artum Hemorrhage (PPH) and AnengiaOwing to the delivery of a
macrosomic baby, women are prone to developing extensive vaginal and perineal lacerations. As
further consequence, blood losses during delivery can be expected tockesive.

il. Anemiaasaconsequencef PPH

iii. Thisfurther exposesvomen tomorerisksviathe introduction ofBlood productghrough transfusions
iv. PostPartumSepsis

V. PostPartumDepression
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4. Neonatalcomplications

V.

Vi.

Hypoglycemia is a consequence &lboptimal maternal glycemic control and secondary fetal
hyperinsulinemia that takes some time to adapt to external glucose delivery postpartum. Another
contributing factor is pooglycemic control during labour. The prematuregrowth restricted a fetuss, the
worse the drop in glucose levels when born.

RespiratonyDistressSyndrome; Surfactantsynthesigsrestricteddueto Insulinactionin additionto its usual
interference with glucocorticoid mediated lung maturation.

. Polycythemia; Secondaryo fetal hypoxialeadingto hyperbilirubinemia

. Birth Trauma and Shoulder Dystoci#ds a consequence of hyperglycemia exposure and hyperinsulinemia,

adipose tissue cellularity is increased therefore resulting in macrosomia. This poses problems such as these
during delivery and childbirth.

FetalDemise

Increaseiskof developingDiabetesin Children

Antenatal Screeningand Management
Note: Owing tahe lack of local data particular to DiabetesHregnancy, the development of tlaestversion of the
Antenatal Guideline (in progress) involved examining data from various acclaimed Colleges of Obstetrics anc
Gynecologyn theworld (RANZCO®RCO@ndNICEandAOGandWHO) Becausef the similarityof the characteristics
of the local population of women to Newaland and Australia, this guideline is therefore based on these values.

PrimaryHealthCarelLevelManagement

Below is the Latest Local Antenatal Care Pathway (in progress) adapted from the World Health Organization 201¢
Integrated within this Algorithnisthe Pathway for Diabetes iAfregnancy. Fagase ofuse and to avoid differences in
management between Primary Health Care and Clinical Level, we therefore recommend its use.
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ANTENATAL CARE FOR NORMAL PREGNANCY (Pregnancy with no Identified Risk Factors)

12 weeks and less - First

Contact

20 weeks - Second Contact

26 weeks - Third Contact

30 weeks - Fourth Contact

34 weeks - Fifith Contact

36 weeks - Sixth Contact

38 weeks - Seventh Contact

39 weeks - Eighth Contact

40 weeks -
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FBC, Serology, G&H,
for Chlamydia & Gonorrhea, USS
Azithromycin +/- Folic Acid

Urine

Treat Abnormal Results
Refer next HRC HbA1C >5.8%
Book Anatomy scan

Plot Growth Chart. Routine Dipstick
Repeat FBC. Book OGTT

Dipstick. Refer HRC abnormal OGTT..
Treat Anemia

Dipstick
Routine exam

Dipstick
Repeat FBC

Repeat Urine for Chlamydia and
Gonorrhea

Dipstick
Refer next HRC if Hb at 36 weeks <9

Refer STI clinic if positive repeat
CT/Gonorrhea

Dipstick

Routine Exam
Book to HRC in one week

HIGH RISK CLINIC
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SCREENING AND MANAGEMENT (Less than and up to 32 weeks)

Known Diabetic (Type 1 and 2)

Likely Undiagnosed Chronic DM

R— "’-
=) ]
&

=-

ROUTINE ANTENATAL CARE and DELIVERY ~ High Risk Clinic

BSLs in clinic from 24 weeks (then follow chart below) Weight and Lifestyle

Glucose Level Targets

Normal Growth J F Smmol/L or less
—_—
amm | oo
No Comorbidities* 2hrs 6.7 or less
{Adopted from introduction to Obstetrics and Gynoecology2017) -

AlternativePathway foMWomen that Bok Late;and LatePregnancy
80%0f pregnantwomenare either LateBookersor Unbooked(Fidow2015:Researctpaperon Ratesof IUDsin Samoa
20142015). This makes screening for Gestational Diabetes very difficult. The following is the World Health
OrganizatiorCriteriafor GestationaDiabeteg2006)and shouldbe deemedusefulin managinghis groupof women.
Datausedwere basedonthe HAPQHyperglycaemiand AdversePregnancyDutcome)Trialwhichisalandmarkstudy
is looking at adverse pregnancy outcomes with different levels of maternal hyperglycaemia.
Thediagnosif gestationaldiabetesmellitusat anytime duringpregnancyshouldbe basedon anyoneof the following
values:

A Fastingplasmaglucose=5.1-6.9mmol/l (92-125mg/dl)

A 1-hpost75goral glucosdoad>=10.0mmol/l (200mg/dl)*

A 2-hpost75goral glucosdoad8.5¢ 11.0mmol/l (153199 mg/dl)

+/- Medications
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*There are no establishedcriteria for the diagnosisof diabetesbasedon the 1-hour postload value
Quality of evidence: very low

Strengthof recommendationweak

DiagnostidCriteriaand Classificatiomf Hyperglycemdirst detectedin pregnancyWHO2013):pageb.

Note
1. Becausef the lackof resourcesn the localsetting:limited numberof ward bedsfor all Unit patientsandlimited

number of manpower, there are discussions against using 5.1 mmol/L as cutoff for referral and therefore
admissions as this would mean a large number of women admitted everyday exceeding capacity.

2. According to the World Health Organisation, a cutoff of 7mmol/l is also largely too high a number that we may
miss Women with Diabetes thereby making room for Adverse Pregnancy Outcomes. This is identified by various
Institutions worldwide who have therefe endorsed the use of Fasting Plasma Glucose around 5mmols/l. The
lowest is 5.5 mmols/L recommended by Australasia.

3. To synchronise local dilemma and experiendth established Guidelines (see above) weommend(andhave
been practicing) the use of 5rimol/l as cut off for fasting plasma glucose in Antenatal Clinics in Samoa (refer

below)

ALTERNATNEATHWAYORLATEBBOOKERS

If true Fasting — Refer Registrar on Call

If unsure/not fasted — Give Instructions

far Fasting. Come back at 8am the next day
forFBSLin the Ward.
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Medications
1. Metformin ¢ Startat 500mgTDSandtitrate to a maximumof 3g/24 hoursdependingon BSLs
2. Insuling Addif sugarsstill uncontrolledwith maximumdoseof Metformin.

Followup
1. After delivery, all women with Diabetes in Pregnancy will be discharged to their General Practitioner or District

Hospital or Private Clinic midwife with:
2. Discharge&summaryAppendixl)
a. Follow up Plan for the ensuing 6 weeks pdstivery which includes: Women on MedicationgVeekly
visits (for 6 weeks) to clinic where BSL (use non pregnant values) should be checked and medications
titrated down depending on levels.
b. Womenwithout Medicationsc Reviewl weekafter dischargehenin 6 weekswith OGTT
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Annexl: SOHor villagescreenindtrainingfor villageworkers)

TAIALMONUUMAAFIOAGA
MO LE FAATINOINA O LE
POLOKALAME O LE PEN
C!l Q! {1l ah!

Taialaefaaaogainae i latou e le o iai ni tomai faasoifuamaloloinamolefaatinoinaosiaki
faasoifuamaloloinai nuu ma afioaga

(il MINISTRY OF HEALTH @ WORLD BANK GROUP

N _t.‘-! MATAGALUEGA O SOIFUA MALOLOINA

Ofisa de Soifuavialoloina
Me 2022

Pagd 74 NCDProtocolfor PrimaryCareservices; FINALG August2024



FAASOLOGA LEGALUEGA

FESIMO | LATOUWA 20 MA OVAATU
TAUSAGAEMATUTUAATOAMA TINA

FESILPESAAAFIAPENA
MAUA MUAMUA | LE
a! GUKAPOOLETOTO
MAUALUGA

FESIL15 O LEPEPAFESILI

FESIUILETULAGAOLE
ULAULA TAPAA
FESIL17 O LEPEPAFESILI

MALOSI

TAUMAFA

MAITAGA UMA

FAAREILOMA FAAILOAE
MAFUAAGAJAEOQATUAI

FESIIFAATATAULETAGATAOLOO
ESIAKIINA(NUU, SUAFA MATAI
IGOA TAULEALEA, ITUAIGA, A
FANAUNUMERAO LE TELEFON

GASEGASE TUMAU)

FESILIMAUGAD GASEGASE
LEFATU MA ALATOTO-EPI
ILEMA FATURESEVAEGAO LE

TINO (STROKE) POO LE =

ATALIMAI G L h OLONAUIGAO
LENEI TAGATA O LOO AAFIA |
GASEGASELEFATUFAAPEALA
TOTO

TATAWONAFESIUIVAEGANEL:

FESILTAUA:

1. OIAI SE/NI FUALAAU O LBO
INUINAI LETAIMINEILMA OE
TAUSISI | LE INUMAGA O
FUALAAU | TAIMI
FAATULAGAINA?
OAFEATOH-AATINOINAI
LEISSIAKI?
OIAINIFAAFITAUIO FEAGAI
MA OE | LEAIMI NEI?

TATAU ONA FAUTUA E VAVE

AFAI O LOO MAUALUGA LE

TOTO MA LE SUKA, PE UA
FAIGATAOILEMANAVAPEE
TAU MOLE, E TATAU ONA

AFAI E LE O INI FAAFITAULI
UMA, FAUTUAINANAIAAUA

NEI MISI LEISI SIAKI MA A
FAAILOA UMA FAAFITAULI E

GASEGASE|O ILEIFATWGA GAIOIGA:
FESILILETULAGA AVA . 1. AFAIOIAINIFAAFITAUIROO
FESIL12-14 O LEPERAFESILI UA UMA FOI FUALAAU, E
FESIL19 OLEPEPA-ESILI
VAAI SE FOMAI
FESIUITULAGADO SUESUEINMA LERESIKIGIA
/AMIOGA/AGAEONOVAVEMAUA
FESII21 OLEPEPA-ESILI AlGASEGASELERIPISI
FESIL15:25 O LEPERAFESIL VAVE VAAI SE FOMAI
MA O LOO MANUIA MEA
FAAGASOLDOAMOLESIAKIINAD
VAEGAJATAUAI LALO
ALIAE
SIAKIINA O LE:
MAUALUGALETOTO
MAUALUGA LESUKA
MAMAFA O LE TINO
MAUALUGA
FUAO LESULUGATITI

SUEINAO LEMAMAFATALAFEAGABMI)

SUEIN/AD LEPASEND LEONOAAFIAl GASEGASELEFATUMA ALATOTCEFAAAOGAI ATA
621 hkL{l /I!'!we¢O ah [9 C!Ql!¢LbhLD!

\ FAATALATALANOAGRAAIUGAD SUESUEGA /
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ELUAVAEGAOLETOTO

sl Systolic Blood Pressure 120 SYSTOLIC

Diastolic Blood Pressure BANLU=GERNS)
PITO LUGA

80 DIASTOLIC

When should the person go to the hospital? <

Stage 4 High Blood Pressure = Visit hospital now

Stage 3 High Blood Pressure - Visit hospital now

Stage 2 High Blood Pressure = Visit hospital today of tomorow

Stage 1 High Blood Pressure - Visit hospital todsy or tomorrow

What Is blood pressure?
Blood pressure measures how hard your heart s working, Mypertension,

also called high blood pressure, means your heart s working harder than
normal,

Why should a person with high blood pressure go to the hospital?
High blood pressure can cause damage to your body. Most people with
high blood pressure do not have any symptoms. However, high blood
pressure can cause 3 heart attack, stroke, and decrease lifespan, Early
treatment helps the heart relax and improves health,

Low Blood Pressure — Visit hospltal now

Low Blood Pressure — Visit hospital now

Low Blood Pressure ~ Visit hospital now

Low Blood Pressure ~ Visit hospital now

Low Blood Pressure — Visit hospital now

Refer immediately if person is expariencing any of the following:
Chest pain, shortness of breath, numbness/weakness, headaches,
dizzy, fainted, stroke, difficulty seeing or speaking
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FUAINAO LESUKA

< 2.9MMOL/L ,\ﬁl'\?l(')ljl_ >11 MMOL/L

wMAUALALO wSUKA wMAUALUGA
TALAFEAGAI LE SUKA

MAMAFATALAFEAGAFUAFUA LEMAUALUGA
(POOLEBMI)

= MAMAFA VAEVAE | LE
(MAUALUGA FAATELE | LE

MAUALUGA)

wPAEHELE WwMAMAFA wTINOPUTA WTINOPUTA
TALAFEAGAI TELE
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FAAAOGA LE ATA LEA MO LE MAMAFA
BMI CHART TALAFEAGAI E FUA | LE MAUALUGA

WEIGHT Ibs 100 105 110 115 120 125 130 135 140 145 150 155 160 165 170 175 180 185 190 195 200 205 210 215
kgs 465477 500523545568 50161463665068270572775077379581884.1864588600009320554977

HEIGHT infm [ Undenveight B Healtry Overweight I obese [ ctremely obese

so'- 1524 MO0 212028225 6 27 28 20 0N N 320 5N 54N 361 561N 67 56N 500 ) A
s - 1543 {81H8N200 200 208024025 26 27 23 20 GO0 Bl 520 561N 54N 6T 86 561 7 ) 56
52 - 1574 {81160/ 20721712211221128724 25 26 27 28 20 30N 34 520 58] 36 34 561 56 57 38N 6N
o uao 180190200 B 8 A 25 2 26 2o G
e ve2s 0018060 O 0 2 2 27 7 7o A 5
g5 - 1851 (180 [T 80 1 200 200 2N 2N 28N 2425 25 26 27 28 29 --------
se - 1676 (i 700 700 e 8 200 24 24 220128024025 25 26 27 28 20 20 (30N AN 2N SN 34N 54N
s - o4 {6 6N A7 e e e T 2 2N 2N Al s 5 w7 s 2 20 OGN 2N SN BN
se - 1727 (60 6N 60 A7 e leN N T AN 2 2N w2 s 5 1 w7 @ 2 GONGANENEN
ser- 1752 ({4 6 6N A7) T e N AN N AN 2N 2N BN s 5 1 7 » 2 2 GONENEN
s1ov- 1778 [l A6 48T 6N A7) e e el 0N 0N AN 2N B W25 25 6 7 8 2 2 FNEN
ser-1803 AN A 48T 8N ) A7) e e feN 0T AN A 2N BB 25 25 6 7 % % 2§
6o - 1s25 G0N A A SN AN A ) G o) 200 20N 2N 2N WA BN 2N 2 25 6 7 7 B
ot - 1e54 [N SN AN ) ) ) 7 ) e e el o 2 2N 220 8T 8N AN 25 25 2 77 7 2
62 - ta7.0 {20 8N AN AN ) ) ) A7) e e e e 2ot 2 2T 20 W BN A s 5 7 7
63 - 1905 {12137 48/14 |16 45 16 16 47 18 18 0|20 20 2 20 2 B B 2 25 5 % %
B4 1930 M2 12 13 14 14 15 15 16 W7 47 18 18 19 20 0 N 2 2 B B AU B B B
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FAAAOGA LE ATA LEA MO LE SUESUEINA O LE PASENE E

ONO AAFIA Al | GASEGASE O LE FATU MA ALATOTO

WHO cardiovascular disease risk non-laboratory-based charts
Oceania
Fiji, Kiribati, Marshall lzlandz, Micronssia (Federated States of), Papua New Guinea, Samoa, Sclomon lslands, Tonga, Vanuatu

Risk Lewsl <5% 5% to <1l 10°% io <20%

SBp
(ymars] Hon-=mokar Smoker {mmHg}
2180
160-17%
TO-74 | 18 140- 155
15 120-13%
13 =120
=180
17 160-178
Bo-E9 | 14 140158
11 120-13%
-] <120
HEOE] w1515 ] w] a7 2180
13 14| 16 1212 |13 | 13| 12 160178
G064 | 11| 12| 12 10| 10 |10 | 10| 11 140158
| 9| e|la|a|la|e 120-13%
A ERE BB EBRE T E
KK z[1z[1a]1a] _ =180
MK 15[ 17 | 18 B EE 18 | 18] 4| 18| 18| 160 172
A IR ERE R 12|12 5] 18| 12 r|lalalale 12 [ 13 ] 2] s 15| 120 152
BEERRE BEOEIEE | & 6|67 T A REREE
5| s 6|67 e s [a]n NIEE s|la[lels]s]| <20
T EREEREDED [HED _ BRI EHER R ED =180
B IEREED EE I ENEEAED T|s|a|a|e 13|18 24| 18| 18 | 160178
ss4| B |7 |B|B| 8 EAEEIED E|6 6|6 B R
5|5 |6 | &7 T|e| o] I T N T 58| 6|6 [0 120130
TEE = = AETEEE BEERRE 8|6 |7 |7 7| =t
a [ ] 1]z 13] [ |l- BIEEREE 5[5 ] 17| 18] =140
BEEREIEL MIEAEEDER E| 66|67 1| 2] 2z 3| 13| 16017
4540 5 |5 | 6| 7| 7 I EOEE a2 s|s]|= s | 6| 6 |40]48] 140-150
alafa] = G| 7| 7| & |0 BERERE | 7| 7| 7|8 |120.490
3|3|3|4)|4 4|8 | B| BT z|l2z]3ala|a E| 5| B| 8 =120
AEREREAEL 2] 18] 18] 17 - Bl & |7 ]7]7 13[ 18] 18] 15| =14k
5|6 6| 7|8 B EAEAERES EEERE ER G R B A R
w44 TEE 5 [ 5| & G| 7| B9 [ BERRE T 7[E| &9 |140-158
a|3|3a|4]| 4 E|ls|B| 7|8 z|l2z]lajalz 5| 5| 6| B[ & |120-138
2|2]2|23]| a2 a| 4| 45|68 z|l2]2]12]|2 4| & a5 <120
= & BB B = 3888 = 388 8 o & @ 8 %
Ve&ga~a VeEgae Vedtea Vygazgoa
Body mass indax (kgim*2)

Ooeania

SUESUEGA O LE PASENE O FAAMAI O LE FATU:
1. FILIFILI LE POLOKA TALAFEAGAI E FUA ILE ITUAIGA, TAMAITAI POO LE ALII
2. SILASILA PE TAUMAFA TAPAA PE LEAI LE TAGATA. FILIFILI LE POLOKA TALAFEAGAI
3. SILASILA POO FEA LE VAEGA O LOO IAI TAUSAGA A LE TAGATA O LOO SIAKI. FILIFILI LE

POLOKA TALAFEAGAI
SILASILA | LE NUMERA O LETOTO PITO | LUGA. FILIFILI LE VAEGA O LE POLOKA TALAFEAGAI

FILIFILI LE NUMERA O LE BMI {(MAMAFA TALAFEAGAI E FUAFUA | LE MAUALUGA)
6. TUSILE NUMERA O LE PASENE TALAFEAGAI | LUGA O LE PEPA FESILI

n B
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PEN Fa'aSamoa NCD Community Assessment Form Version 3.0

Ministry of Health Screen everyone 20 years and over and all pregnant mothers

Matagaluega o le Soifua Maloloi Faatumu mo tagata uma 20 tausaga i luga ma tina to (maitaga) uma

Please fill in letely and neatly. Tali uma fesili ma ia manino le tusitusi

1.0

Date (Aso) Day/Month/Year (Aso/Masina/Tausaga) :

2.0

Village (Nuu):

3.0

Matai titles (Suafa matai):

4.0

First Name (Igoa muamua):

5.0

Last Name (Faaiu):

6.0

Sex (Ituaiga) | O Male (Alii) | O Female (Tamaitai) |

7.0

National Health Number (Tamanu) (Numera Falemai):

8.0

Date of birth (Aso Fanau) (Day/Month/Year) (Aso/Masina/Tausaga):

9.0

Completed age (Tausaga ua ausia):

10.0

Contact Number (Telefoni):

11.0

Mark with an X or ¢ (Faailoga ile X poole v') | Yes (loe)| No (Leai)
11.1 Hypertension (Toto maualuga)
11.2| Diabetes (Mai suka)
11.3| Cardiac (Mai fatu)

11.4 | Pregnant (Tina maitaga/to)

Known diseases (E iai ni
gasegase tumau ua taua)

mliniin]in)

o|n|ojo

11.5 Others (Specify) (Lisi ma nisi mai o maua ai)

SYMPTOMS (Auga o lo'o faalogoina i le taimi nei)

Mark with an X or ¢ (Faailoga ile X poo le V') Yes (loe) | No (Leai)

Chest pain, tightness, and/or breathlessness, likely to be worsen by exercise. (E
tiga le fatafata ma fufusi, tau le au, pe puni pe faigata ona manavama e D D
faateteleina pe a savali pe faamalositino foi) (Auga nei o le ma'i fatu)

Left or right-sided weakness of limbs or face, difficulties speaking; permanent or
transient periods of resolving blindness (E gagase ma pe lima ma vae; tau le mafai D D
pe faigata ona tautala pe fai ma tau po le vaai) (Auga nei o le stroke)

14.0

Constant thirst, drinking, passing urine; frequent bacterial infection (UTI, chest
infection, skin infections), tiredness, blurred vision. Foot ulcers. (E lagona le fia inu
i taimi uma, pe tulai soo mo feau lata (vai)? E te aafia gofie i faamai e afua maii D D
siama pei o le tulita, niumonia, faamai o le pa'u ma isi? E te lelava gofie pe nenefu le
vaai?. O iai nimanu'a ivae faigata na faape) (Auga o le ma'i suka)

SCREEN FOR BEHAVIOURAL RISK FACTORS AND OTHER CONDITIONS (Suesueina o a ma aafiaga o tagata
afua mai suiga o le olaga)

Mark withan X or v (Faailoga ile X poole /) Yes (loe)| No (Leai)

15.0

Have you ever been diagnosed as having hypertension and/or diabetes mellitus?
(Na maua muamua oe i le mai suka poo le toto maualuga?) if the answer is Yes, go I:] D
toQ16. If the answer is No, skip Q16 and goto Q17 (A talimaiile "loe", faaauvau i
le fesiliNo 16. A tali maiile "leai" faaauauile No 17 ae faamisi le fesili No 16)

16.0

Are you taking any medications for hypertension or diabetes? (O e inuina ni D D
fualaau mo le mai suka poo le toto maualuga?)

17.0

Did you use tobacco during the last 12 months? (Sa e ulaula tapaa itotonu o le 12
masina ua tuanai?) If the answer is Yes, go to Q18. If the answer is No, skip Q18 D D
and go to Q19 (A tali maiile "loe", faaauauile fesili No 18. A talimaiile "leai”
faaauauile No 19 ae faamisi le fesili No 18)

Are you going to quit or are you interested in smoking cessation education and/or
regular group session? (O e fuafua e taofile ulaula tapaa pe e te fia auaiini D D
acaoga ma faatalatalanoaga mo le tuuina o le ulaula tapaa?)
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19.0

Have you ever consumed an alcoholic drink such as beer, wine, spirits or home
brew within the last 30 days? (Sa e inuina se ava malosi i totonu o le 30 aso ua
te'a?) If the answer is Yes, go to Q20. If the answer is No, skip Q20 and goto Q21 D
(A talimaiile "loe", faaauauile fesiliNo 20. A talimaii le "leai" faaauauile No21
ae faamisi le fesili No 20)

20.0

Have you had 5 or more drinks in one occasion during the past 30 days? (Sae
inuina ni ava malosi e ova atu ma le 5 fagu laiti, pe sa e inuava malosiiasoumaole El
vaiaso?)

i

21.0

How many different types of fruits and vegetables did you eat yesterday? (E fia ni
ituaiga fualaauaina eseese na e taumafaina ananafi?) Circle / Li'o le tali talafeagai

0 1,2 3

4, 5 6+

How many days do you eat processed, sugary food or fried foods, canned meat or
instant noodles during the week? (E faafia ni aso o le vaiaso e te taumafaina ai
meaai falai, gaoa, suamalie, apa pisupo, maligi poo le saimigi?) Circle / Li'ole tali
talafeagai

0, 1, 2, 3, 4 5, 6 7

Do you do at least 30 minutes of moderate intense physical activity 5 days of the
week? (O e faia ni faamalositino mo le 5 aso o le vaiaso e atoa le 30 minute i le aso, D
e lagona aisou sela pe afu foi?)

O

24.0

How much time do you spend walking per day? (E fia minute o le aso e te savali
ai?)

Minutes (minute)|

25.0

Do you have a parent or sister or brother who was diagnosed with premature
heartdisease, stroke, diabetes, cancer or kidney disease? (Sa maua seisioou [:l
matua, uso, tuagane, tuafafine i le mai fatu, stroke, kanesa poo mai o ala toto?)

O

D |FINDINGS (Suesuega faatino)
26.0 |Height (Maualuga) cm:
27.0 | Weight (Mamafa) kg:
28.0 BMI (Mamafa talafeagai fua i le maualuga) Formula: Weight / (Height multiply by Height)
Fomulale: (Mamafa / (Maualuga X Maualuga)
29.0 | Waist circumference (Pui manava) cm:
30.0 Random blood glucose (Fua ole suka) 30.1 1
mmol/l 30.2 2
Blood Pressure (Maualuga ole toto) 31.10 Systolic 1
mmHg 31.20 Diastolic 1
31.0 Average Systolic = (Systolic 1 + 31.30 Systolic 2
Systolic 2) divided by 2 31.40 Diastolic 2
Average Diastolic = (Diastolic 1 + 31.50 Average Systolic
Diastolic 2) divided by 2 31.60 Average Diastolic
32.0 |Pulse rate (Tataole fatu):
330 WHO ISH RISK CHART (Mark with an X or ¢') (Faailogaile X poole V')
<5%
5% - <10% Faamolemole, ia faatinoina le suesuega
10% - <20% X = s
T lea ae le'i maea le siaki
>30%
£ |Additional questions for pregnant women (Fesili faaopoopo mo tina to)
34.0 |How many months pregnant are you? (Ua fia nei masina o lou to?) masina Yes (loe) No (Leai)
350 Have you had any antenatal check up for this pregnancy? (Ua siaki lau to e se fomal poo se tausi
soifua?) O O
36.0 | Do you have a problem with night blindness? (O iai se faaletonu o lau vaai pea pogisa?) | [
37.0 | Do you have Acanthosis Nigricans? (O iai ni vaega o lou tino e uliuli ese lava, talu nae to?) 0] O
38.0 | Are you taking an iron supplement? (O e inuina ni fualaau faatupu toto?) Ll L]
39.0 Have you taken any drug for intestinal worms in the last 6 months? (Na e inuina ni fualaau poo se
vai anufe i le 6 masina talu ai?) O O
400 Does this person need to be referred? (E moomia na asia le falemai?) Please fill the referral form if 0 .
you replied Yes (Faatumu le pepa mo le falemai pe a e tall mai "I0E")
[ 410 Name of person filling the form (Suafa o le na faatumuina le pepa fesili)

Pagd 81

NCDProtocolfor PrimaryCareservices: FINALc August2024




PEN Fa'aSamoa NCD Community Assessment
Referral Form Version 3.0

. Ministry of Health Copy directly from the PEN Fa'aSamoa NCD Community
{'Iw;ﬁ} Matagaluega o le Soifua Maloloina Assessment Form (Si'i sa'o mai i le pepa o suesuega)

i Please write clearly and neatly (Faaminono le tusitusi)

GENERALDATA

1.0

Date (Aso) Day/Month/Year (Aso/Masina/Tausaga) :

2.0

Village (Nuu):

3.0

Matai titles (Suafa matai):

4.0

First Name (Igoa muamua):

5.0

Last Name (Faaiu):

6.0

Sex (Ituaiga) | O Male (Ali) | O Female (Tamaitai) [

7.0

National Health Number (Tamanu) (Numera Falemai):

8.0

Date of birth (Aso Fanau) (Day/Month/Year) (Aso/Masina/Tausaga):

9.0

Completed age (Tausaga ua ausia):

10.0

11.0

Contact Number (Telefoni):
Mark with an X or v (Faailoga ile X poole v') | Yes !Ioe) No!Leai)
11.1 | Hypertension (Toto maualuga) [ |
Known diseases (E iai ni 11.2 | Diabetes (Mai suka) [ U
11.3 | Cardiac (Mai fatu) [m] [m]
11.4 [ Pregnant (Tina maitaga/to) [H] m]

gasegase tumau ua taua)

11.5 | Others (Specify) (Lisi ma nisi mai o maua ai)

FINDINGS (Suesuega faatino)

12.0

Height (Maualuga)

13.0

Weight (Mamafa)

14.0

BMI (Mamafa talafeagai fua ile maualuga)

15.0

Waist circumference (Pui manava)

16.0

16.1 1

Random blood glucose (Fua ole suka) 6.2 3

17.0

17.10 Systolic1

17.20 Diastolic 1

Blood Pressure (Maualuga ole toto) 17.30 Systolic 2

17.40 Diastolic 2

17.50 Average Systolic

17.60 Average Diastolic

18.0

Pulse rate (Tata ole fatu)

19.0

WHO ISH RISK CHART (Mark with an X or /') (Faailogaile X poole v')

<5%
5% - <10%
10% - <20%
20% - <30%
>30%

20.0

REFERRAL CRITERIA (Mafuaaga e tatau ai ona alui le falemai). (Faailogaile X poole v')

Previous experience of cardiovascular disease

Never assessed before (Gasegase e lei vaaia muamua e se fomai poo se tausi soifua)

No recent visit or medications ran out (Gasegase ua leva ona le toe asia se falemai poo ua leai ni fualaau)

Symptoms (Auga)

Heart attack warning signs (Auga o le mai fatu)

oo |0jo

Stroke warning signs (Auga ole stroke)

Diabetes patient (Mai suka)

Uncontrolled blood glucose (>15mmol/l) despite lifestyle change and medication (Maualuga le suka
>15mmol/l e ui ina inu fualaau)

Foot infection or ulcer (Manu'ai vae)

Blurred eye vision or blindness (Nenefu pe po le vaai)

Others (Isi mafuaaga)

High blood glucose (Maualuga le suka) >11mmol/l

High blood pressure (Maualuga le toto) >140 systolic >30 diastolic

| High WHO ISH Risk (Maualuga le avanoa e ono maua ai i le mai fatu ma isi >20%)

D(OOI0l |O0(0

No antenatal checkup (E le'l faia lava se siaki 0 le mai to lenei i se fomai poo se tausi soifua)

Others (Isi mafuaaga e le'o taua i luga):

21.0

Name of person filling the form (Suafa o le na faatumuina le pepa fesil))
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FAUTUAGAAUTELE

Etauale faatumu petali umafesilimafaatino umasuesuega t 2 idk:
pepao fesili

Etauale tusi o le suafaatoao le tagata- suafamatai, igoa
muamuataulealeamale¥ I | A Qdz

\

lafesilimo le nuu poo le afioagana alalaai le tagatai le 3
masinauatuanai
. lamaninolelei le tusitusi

Etauale fuafaaluao le toto onafaaopopoleao le numerai lugae luavaevae
aiile 2. Faapendoi le numerapito i lalo. Etauaonamalololeleile tagata
faatoa fua ai le toto. la atoa foi le 5 minute e va ai le fuaina o le toto.

. Etatau onafuainale suka

Etatau foi ona suele paseneo le ono aafiai maio le fatu maala toto e mulimuli G I
i le alafuauatuuina atu. Otagata>30%se fautuaina malosi leasiasiile falemai

laY'l 0 F QA G dz Y| F dzlal ofd fautBain¥ taghtise Asia Aelfalemai ma
tuu iai le pepa e ave i le falemai
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Annex2: SCHOONURSPROGRAMKOP

+
7o MINISTRY OF HEALTH
‘@' MATAGALUEGA O SOIFUA MALOLOINA @ WORLD BANKGROUP

SCHOOL NURSE PROGRAM
SOP

PEN
C! Q! {1 ah

HEALTHViay
2021
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All primary schoolchildren from
classl-8 areeligible

~—

Answer all questions in the SN
assessment form completely an
neatly

- = TV

Measure weight, height and mi
upper arm circumference
(MUAC)

CalculateBMI usingthe formula
=weight divided by(height X
height)

- __ 9QJ

Usethe Simplifiedfield tablesof
BMI for age for either girls or
boys to get the nutritional status

- J

Write resultson the screening
form

—

If a child is overweight or obese
give a Health Promotion Progra
Consent form

N N T /Y Y/

=5 "~
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SOFor Nutritional Assessment

1. ThePublicHealthNursein eachDistrictHospitalor HealthCentreshouldensurethat staff conductingthe assessment
are well trained on the procedures before field work

2. ThePublicHealth Nursetogether with F&P should ensurethat all equipmentand suppliesspecifiedhave been
procured, functioning, sufficient and packed before field work

3. It is imperative that height, weight, and mid upper arm circumferencemeasurementsare done following WHO
protocolsspecified.

4. To calculate the bodsnass index, the formula to use is: Weighkilograms divided by (height multiply by height in
meters). It is important that height is converted to meters before the formula is used.

5. To arrive at the final nutritionadtatus, the WHO Simplified Field Table inserted here should be T$edfollowing
WHO criteria is used:

WHONutritional Classificatiorfor studentsaged5-19

BMI FORAGE CLASSIFICATION

MORETHAN+ 2 SD OBESE
MORETHAN+ 1 SD OVERWEIGHT
MORETHANg 1SDTO< 1 SD NORMALWEIGHT
LESTSHANg 2SD THINNESS
LESSHANg 3 SD SEVEREHINNESS
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Howto useSimplifiedfield tables:

1. Usingad (i dzR B@Besiiratethe agein yearsandmonthsby calculatingrom the DOBto the screeninglate

2. Usingthe relevanttable for either girlsor boys,selectthe right agein yearsandmonthsandfind the BMIvaluein the
columns

3. Ifthe valuefallsbetween-1SDandNormal,the studenthasnormalweight

If the valueis>than 1SDthe studentis overweight

5. Ifthevalueis>2SDthe studentisdeemedobese

R

Proceduredor measuringheight:
Followthe stepsbelowto measurethe heightof a participant:

Step Action
1 Askthe participantto removetheir:

1 Footwear(shoesslippers sandalstc.)
1 Headgear(hat, cap,hairbows,comb,ribbons,etc).

Note: If it would be insensitive to seek removal of a scarf or veil, the measurement mg
taken over lightabric.

2 Askthe participantto standonthe boardfacingyou.

3 Askthe participantto standwith:

I Feettogether
1 Heelsagainstthe backboard

1 Kneesstraight

4 Askthe participantto lookstraightaheadandnot look up.

5 Makesureeyesarethe samelevelasthe ears.

6 Movethe measurearm gentlydownonto the headof the participantandaskthe participant
to breathe in and stand tall.

7 Readhe heightin centimetresat the exactpoint.

8 Askthe participantto stepawayfrom the measuringooard.

9 Recordhe heightmeasuremenin centimetresinthe & (i dzR ®yhii Q a
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Proceduredor measuringweight:

Electronicscales

Followthe stepsbelowto measurethe weightof a participant:

Step Action

1 Putthe scaleon afirm, flat surface

2 Askthe participantto removetheir footwear (shoesslippers,sandalsetc) andsocks.
3 Askthe participantto steponto scalewith onefoot on eachsideof the scale.

4 Askthe participantto:

1 Standstill

1 Faceforward
9 Placearmsonthe sideand
1 Waituntil askedto stepoff

5 Recorahe weightin kilogramsonthe LJ- NIi A GokmlLdr v (1 Q &
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Measuringwaist circumference

Thismeasuremenshouldbe taken:
1 Atthe endof anormalexpiration

1 Withthe armsrelaxedatthe sides
f Underthe midline ofthe participant'sarmpit, atthe midpoint betweenthe lower partof the lastrib andthe top
of the hip.

Procedure
Followthe stepsbelowto measurethe waistcircumferenceof a participant:

Step Action

1 Standingo the sideof the participant,locateand markthe inferior margin(lowestpoint) of the lastrib andthe
crestof the ilium (top of the hip bone)with afine pen.

2 With atape measure find the midpointandmarkthe point.

3 Applythe tensiontape overthe markedmidpointandaskthe participantto wrapit round themselves.

Note: Checkhat the tapeis horizontalacrosshe back andront of the participant.
4 Askthe participantto:

9 standwith their feet together,
1 placetheir armsat their sidewith the palmsof their handsfacinginwards,and

9 breatheout gently.

5 Measurewaistcircumferenceandreadthe measurementt the levelof the tapeto the nearest0.1cm.
6 Recordhe measuremenbnthe LJ- NI A dnitiuiheyitiNGiét Measureonly onceandrecord.
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MeasuringMid upperarm circumference

MID-ARM CIRCUMFERENCE (MAC)

Locate the midpoint of the arm.

» Non-dominant arm elbow flexed at 90de g
with palm facing upwards

« Measurer stands behind the subject & locates
the lateral tip of the acromion and the most
distal point on the olecranon
process

« Place a tape measure so that it passes between
these 2 landmarks and mark the
midpoint

Measure the midarm circumference

« The subject stands erect with arms hanging
freely at the sides and the palms facing the
thighs

« Place the tape measure perpendicular to the
long axis of the arm at the marked midpoint
& measure the circumference to the nearest
mm. (e.g. 18.1 cm)

« Provide the actual MAC in cm.
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SchoolNurseProgramAssessmenEorm

. MINISTRYOF HEALTH
v(é @3' Matagalugao le SoifuaMaloloina
PENFA'ASAMOSCHOONURSIPROGRAMSSESSMEIRDRM
Forscreeningof all Year1 - 8 students(PrimarySchooLevel)
Pleasill in completely and neatly
A | GENERADATA
1.0 | Screenindate(Today'slate)(DD/MM/YYYY)
2.0 | Nameof School
3.0 | Class/Grade
4.0 | Firstname
5.0 | Surname
6.0 | NationalHealthNumber(Tamanu)
7.0 | SexMarkwithan ¥ or ) Male[] | Female— (Markwith an x or /)
8.0 | Dateof Birth(DD/MM/YYYY)If not provided,pleasecalculateQ8and9 8.1NotProvided]
9.0 | Age(CompletedYears)
10.0| Age(CompletedMonths)
11.0] Village(where studentresidedin the last3 months) 11.1 NotProvided]
12.0| Mother or father'sname 12.1 NotProvided™]
13.0| Guardian'siame 13.1 NotProvided]
14.0 | WorkingPhoneNumbers 14.1NotProvided]
B | MEASUREMENTBleaseensurethat this sectionis completelyfilled befo e continuing)
15.0| Weight(kg)
16.0| Height(cm)
BMI(Formulaweightdividedby (heightmultiply by height). Remember
17.0] to divideHeightabove(Q16)by 100to convertcmto meter,only then you
0.0 calct_JI_ateusingth_isfc_;rmula _ _
Nutrition ClassificatioifPleasaisethe WHOFieldtablesprovidedto
19.0 cglculate_this. Respo_qsegre—35D,—ZSD,—lsDMedian,:_LSDZSDSSD)
"~ | Finalnutritional classificatior(Responseare: Severelythin, Thin,Normal,
overweight,obese)
20.0| Mid upperarm circumferencg MUAC)Ymm)
21.0 WaistCircumferencéWC)cm)
C | REFERRATRITERIA Yes(oe) NofiLeai)
22.0| Overweighr ObesgMamafatele petino puta) O [
23.0 Severelythin orthin
. . X . . . Ye%loe) NogLeai)
24.0 | Wasthis personreferred? (Mark withan or ) Namoomiaonaasiale falemai?
Pleasecompletethe REFERRAORM( youtickeld "YES'to Q22,023,024
25.0| Fullnameof personcompletingthis form
26.0 Designation
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Pleas&keepthefilled form safelyfor collection.Thankyoufor yourpatience
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SchoolNurseProgramReferralForm

p
)
&

2- o\ MINISTRYOF HEALTH
@§) Matagalugao le SoifuaMaloloina

PEi\FA'ASAMOBCHOONU RSEPROGRANREFERRAORM
COPYLLINFORMATIONEEDEBROMIHEASSESSMERDORMANDGIVETHEFORMTIOTHECAREGIVER/TEACHER

GENERADATA

1.0

ScreenindDate (Today'sdate) (DD/MM/YYYY)

2.0

Nameof School

3.0

Class/Grade

4.0

Firstname

5.0

Surname

6.0

NationalHealthNumber(Tamanu)

7.0

Sex(Mark withan  or )

Male] | Female]

Markwith an X or v

8.0

Dateof Birth (DD/MM/YYYY)If not provided,pleasecalculateQ8and9

8.1 NotProvided ]

9.0

Age(CompletedYears)

10.0

Age(CompletedVonths)

11.0

Village(wherestudentresidedin the last3 months)

11.1 NotProvided]

12.0

Mother or father'sname

12.1 NotProvided ]

13.0

Guardian'sname

13.1 NotProvided]

14.0

WorkingPhoneNumbers

14.1 NotProvided[]

FINDINGS

15.0

Weight(kg)

16.0

Height(cm)

17.0

BMI

20.0

Nutrition Classification

19.0

Finalnutritional classification

20.0

Mid upperarm circumferenc MUAC)Ymm)

21.0

WaistCircumferencgWC)(cm)

REASONORREFERRAL

Mark with an x or

Referto:

Yes

No

22.0

Overweightor Obese(Mamafatele pe tino puta)

Ll

Ll

HealthPromotionProgram

23.0

Severelythin or thin (Mamatele le tino)

]

]

Communitynutritionist

Pleasegive a consentform to the studentif referred to a

ealth promotion program

FORMCOMPLETEBY

24.0

Fullname

25.0

Designatio(RNEN Dretc)
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KnowledgeAttitude & Practice(KAP)Survey

== ; @ )
At MINISTRY OF HEALTH 5
O THE WORLD BANK ~ World Health

SAILITLIGA O TOMAIL MALAMATAMA & FA'ATINOGA E FA'ATATAU I
MAFUA'AGA O FA'AMA'T LE PIPISL

Suafa atoa:

Aso fanau: / (4
Alii / Tamaitai:

NuwAfioaga:
Ttumalo:

VAEGA 1: TAUMAFA TAPA'A

1. Ok asetef o bu lbamlamalann ia’afiaga o ke ulauh tapa’a i e sofim malobima? Lio
ke tali ua e filifilia

| | R—
o] =]
0. Outekiba m a'afiaga o ke ubula tapa'a. (o)

3 Naoufaalogo ai ae k teE tele so'u mbmmbhma

7 Outeiba a’afiaga ok uluh tapa’a.
10 Outenrlinmalima kki 123’afiaga ok ulaula tapa’a.

2. TALI FESILI ILE SA'O PE SESE: SA'O | SESE | OUTELE
MAUTINOA

E ogaoga a’afiaga 0 so’o se oboa tau fapa’a.

E keai sea’afiaga o ke soffim mabloina pe a nanavaina e i1
fagata asu o tapa’a a tagata ulauh.

E1ai valhau o'ona 1 fotom o ke tapa'a e nufia aile fi'anm’i o
e Kanesa.

O ke taofi o ke ulaubk tapa’a o se fa'atmoga e sifia ai ke soifim
maloloina.

Ol taofi o ke ulauk tapa'aeiaiaafiaga evave onadoa mma
a'afiagn eunn se tamx fa'atoa iloa.

Eiaiiu kki ok faofl ok ulaula fapa’a il tanmoaiga ma
agafeso’ota’t

E a'afia oumama 1 k ulaula tapa‘a.

3. Ofeasae maua ai k tali o fesili e peiona taua i huga?

A Letio.
B. TV

Pagelof8
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Facebook poo k Inifaneti

Fakma'i

Siaki a e Soffim Mabloina sa fam 1 tofom o k mi'u.
Lotu.

Tagata o k aiga, mafua. nna tagata o le fuaoil

Aoga.

Tausi soifia ak aoga.

Massi (fatloa mat ... )

mREmOammoo

VAEGA 2: AVA MATOSI

ol MINISTRY OF HEALTH
.::', )3‘ MATAGALUEEA O SOT LA MALCLOINY % THE WOHLD BANK

4. Oleasetele obuiba nahmabknm 1a’afiaga o k taunmfa ava malosi?

B B

0- Outekilba m a'afiaga o ke taunmafa ava mabsi

3 Naoufa'alogo ai ae k teE tele so'u nabhmabhma.

7 Outeioa a'afiaga ok taunafa ava mabsi

10 Oute nrhnmlima kki 1a’afiaga ok taunafa ava malost

D
World Haalth
Organization

5. TALI FESILI ILE SA'O PE SESE

SESE

OUTELE
MAUTIN
0OA

O ke so’ona tawmfa 1l ava nmlosi e a’afia aii gasegase o ke
fatu

O ke so’ona taumafa 1k ava malosi e aofia ai ke taunmfa 1k
ava malosi Ile asona ke mn seia ond 1le ava malosi

O a’afiaga o ke ava nulosi 1le soifim mulolboima e nmfia nmi 1
ke taumafa so’o 1le ava nalosi ma ke tel€ o ke aofai o k ava
malosi e taumafa 1 aso uma.

E a’afia lou sofim nmnbbina pe a feololo ke taumafa 1k ava
malosi

E i a'afiaga peale sii atuma k ha (2) ava malosi pe kai

foi se ava malosi e taumafa 1k vaiso.

6. O feasae naua ai k tali o fesili e peioma taua 1 uga?

Lettio

v

Facebook po’o k Initaneti

Fakma'i

Siaki a le Soffia Mabloina sa faia 1 totom o k mi'u
Lotu

. Tagata o k aiga. mafua. nu tagata o ke fuaoil

Aoga

@M MmO O W e

Page2of 8
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Organization

flath NINISTRY OF HEALTH . §
% MATAGALUZGA © SO0 TA MALOLOINA THE WORLD BANK World Health

I Tausi soifim ale aoga.
K Masi(fa'ailoa mai ...l )

VAFGA 3: TAUMAFA TATAU

7. Ok asetelke obu loa/malanmlama 1a’afiaga o le soffim nualobina il tawmafa fatau?

B B

0.Oute lefloa ni a’afiaga o le taunnfa tatau

3 Naoufaalogo aiaek teE tele sou mahmalma
7.0uteiba a’afiaga ok taumafa ava malost

10.0u te malinmbma klei 1 a’afiaga Ik E taumafa palen

8. TALI FESILI ILE SA’O PE SESE SA'O | SESE [ OU TELE
MAUTINOA

O ke taumafa tatau e aofia ai ke faatele o ke taunmfa 1
fidhauaina.

O ke taunmfa tatau e 2ofia a1 k htuti o ke taumath 1 meaai e
tele ai ke nasmn. ga'o ma ke suka

E vave ona a'afia 1 gasegase o k fatu pea k taumfa tatau
O k E taumafh tatau e a’afia aii k tmo puta/tmo puta tele.
O ke tno puta o se tasi 0 vaega e vave ona a'afia ai ke fagata 1
gasegase o k fatu

Ok taunnfa 1meaai etel aik suka. nasmm ma k gao e
a’afia aiifa’anm’i e peio ke suka. toto maualuga. gasegase o
ke fatu Kanesa.

9. Ii'o tal olo'o taua 1 b e aofia wm ai vaega o k taunafa tatau

A Taumifa meaai eseese e pei o filmbauaina. meaai a’ano/nmasoa ma a’ano o namiasi
Taunafa 1fi3khavaina suamale @ f2'alinm pesik atui ke aso.

Fa'attntia ke taumafa 1 meaai e tele ai le masmm 1 ke aso.

Fa'atntia ke taunafa 1 meaai e tele aile ga'o.

Taunmafa 1meaai e gaosia nmi ke gao o hau epei o ke pmati fimhauaina m 151 ae
fa‘attiitia le taunafa imeaal e gaosiile ga'o nai namifasi poloka gao, pata nm =1
Fa'afntia ke taunafa 1 Imeaal gaosi mai fale gaosi oloa taumafa i meaai ttmapa
Fa'aftntia ke taumafa 1 meaai ma mea mu e teke aile suka faaopoopo e pei o k fagu
suanmle. figu puce. keke. ma w1

oM mMuow

10. E fautuaina e le aufaigaluega a le
Soifua Maloloina tagata ina ia
fa'atele, fa’atumauina pe fa’aitiitia Ou te le
le taumafa i meaai o lo’o tauailalo? | Fa'atele | Fa'atumauina | Fa'aitiitia | mautinoa

Page3of 8
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fegath MINISTRY OF HEALTH

-_. 5 .\__-' FATAGALUEGS O SO UA MALLERA @ THE wnHLD EAMNE

¢ b ms
L

wWorld Haalth
Organization

Fuabaminag suanale

Meaai & meamu e tele a ke suka

Fuabamina faisua

Meaaietek ailk m'o

Meaai fu'n apa - nmmifisi

Meaai masoa e il nm Hito il e 2l
araisa enaena, poksi nm st

Meaai e tel ai ke nmsmm

Vai

11. 0 fea sae mava ai ke tal o fesidi e peiona fava 1 hnga?

A Letwo

B TV

C. Facebook po'o ke Initaneti

D. Faknm'i

E Soki al Soifim Mabbina sa fan 1 totom o ke mi'n
F. Lom

G. Tagata o F aiga, miAhm, no tagata o ke tuaol

H Aogm

I Tawsi soifim alk aoga

J Mawmi(fadoa mai ...

FA'AGAOIOL LE TINO

1.0k ak telf o low doa'malamalama 1k a'afiga o k fi'amakbsitino 1k soffim nmloloing?

B 5]
0. Outeledoa
3. Naouf&'abgo ai ae k tek sov nnlmalma

7. Ektele so'v nalhnmalma ik a’afiaga
10. Ou te pmlhmalhma kki 1k a’afiaga.

13. TAII FESIII ILE SA°O PE SESE SA'Q | SESE | OUTE LE
MAUTINOA
E a’afia k tagata 1 gasegase o k fam, Kanesa ma ke suka pe
alk toaga e fi'agaoiol k tmo ipolokabmae fi ammlositing
na fau masam
O k malliv ki ofagata e mafin nmi 1k k toaga e
fi'agaoioi ke tmo.
Paged of 8
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World Haalth
Organization

O k toaga e fi'agaopi ke tmo e fa’afifia ai ke avanoa e
a’afia ai [f2'anm’i e pei o k suka. gasegase ole fatu pe k
is1 ffu tmo ma ke Kanesa.

O k klei atoatoa ona fa’atno e polokalame fa’ammlositino
efiafim ik umi e fa'atmo ai k polokakne faanmlostino,
fuaica fa'anmbositino nm k un e fa'atmo ai

E na o polokahme fa'anmlositino e posii ona faigata ona
fa'atmo e peio ke tampoe, taalo 1taaloga. galega nomafa e
aoga mo k soiffim malbolomna.

E tatau ona atoa ke 30nmute 1k 5 aso o ke vamso(150
mimie) le unx o polokalne fa'ammbsitino no tagata
mafufua pe atoa o1 k (75 nemite o fuaiga fa’anmbositino e
aofia ai b tampe, fa'aloga nu &1 no k vaiaso).

O k toaga e fi'agaoipi ke tmo 1 polokabme fi’anmlositino
e tek bna aoga 1k sofia nuloloim.

Pagd 97

14. O fea sa e maua ai k tali o fesili e pei ona taua 1 luga?

L. TV

M. Facebook po'o k Infaneti

N. Fakma'i

O. Smki ale Soffia Mablomna sa fa 1 tofom o & mu'u
P. Lotu

Q. Tagata o k aiga. matua. nr fagata o le fuaot

R Aog

S. Tausi soffim a ke aoga.

T Ma sy (Ballos Ml s e )

GASEGASE OLF TOTO MAUALUGA

15. O ke a se teE o bu foa/malammlanr 1l fi'anm’i o ke toto naualiga?

| |
o} B

0 Elkai soumalhmlama 1 knei fi'ama’i
3. Naoufiabgo ai ae k tek sou malhmalima.
7 Outemabmalima tek ilkenei fifanm’i
10 Outemabmbma kki 1 kel fifama’t

16. TALI FESILI I LE SA’O PO’O LE SESE SA'O | SESE | OUTELE
MAUTINOA
Enaok filama ol toto ke auakh e mafai ona floa aile
naualiga o ke toto.
E ke tahfeagai ke Smki fa’avatammi o ke naualuga o ke tofo
Page5of 8
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E faua teke le smki na fa’atomrtonu lelei k naualiga o ke
toto mo tagata Matutua e 1ai gasegase o ke fatu pe a1 foi
nisi 0 lona aiga sa a’afia 1 gasegase o ke fatu nn ke pe ke it
iu fino.

E taua teke le Siaki o foto nmaualuga ma fa’atomsonu kki ke
maualiga o ke toto mo tagata va a'afia il gasegase ok
suka

O le Suki ma le fa'atomtonu klkei o k mavaliga o ke toto
no tagata Matutua ua a’afia fatu ga'o.

E taua teke le Smki ma fa’atomronu klei k nowaluga ole
toto mo tagata Matutua e maua 1le tmo puta.

E faua teke le Siaki ma fa'atomztonu kki k mavaluga o ke
toto mo tagata Matutua no tagata e ulaula tapa’a.

O ke toto maualuga e mmafima oma a'afia atke fagataile
gasegase o ke fatu

17. O fea sa e naua ai k taki o fesili e peiona taua 1 huga?

A Letio

B. TV

C. Facebook po’o k Initaneti

D. Fakma'i

E Snki ale Soifia Mabloina sa faia 1 totomz o & mi'u
F. Lotu

G. Tagata o k aiga. matua. nr tagafa o le tuaotl

H Aom

I Tausi soifim alk aoga.

J Masi(faailoa mai ...l )

GASEGASE OLF SUKA

18. O le a se teE o bu fba/malanalamm 1k fi'ama’1 o ke suka?

o ]
0 _Eleai sounabmalanm 1lknei fi'amm’i
3. Naoufiabgo ai aek tek so'u makmlbma.

7 Outemabmalma tek 1lenei fi'anm’l
10 Oute mabmbhma kki 1 knel fifana’t
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19. E fa’apefea ona fa’aitiitia le a’afia o le tagataile SA'O | SESE | OUTELEI
gasegase o le suka? MAUTINOA
Toaga e taumafa tatau
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Im fialhau no togafitiga
Toaga e fa’agaoioi k tmo
Taofl ke ubula tapa’a
Leai se fa’atmoga
Fa'atitia ke tmo puta

20. O fea sae maua ai k tali o fesili e pei ona taua 1 ga?

A Leto

B. TV

C. Facebook po’o k Initaneti

D. Fakma'i

E Smki ale Soifia Mabloina sa faia i fotorm o ke mi'u
F. Lotu

G. Tagata o k aiga, matua. nn tagata o le tuaot

H Aoz

I Tausi soifim al aoga.

J Masi (fafloa mai ... )

GASEGASE O LE FATU

21. O ke a se tel o bu ba/mlannlann 1k gasegase o ke fat?

s | : |
o ]
0. Outekila poo k alea gasegase
3. Naoufaalbgo aiaele tele so'u malimhma

7. EE tele so’u malanmhma
10. Ou te nebnalima leki 1 ke gasegase lea.

22, Afat e te tba ma mahmalana 1 knet fi'ann’L e te talfonu e ona pupw k tagata nui lenei
fama’?

A Outek hgohgoina ka nau
B. Oute & nautmoa
C. Oute hgolagoina

23. O fea sae naua ai k tak o fsili e peiona taua 1 huga?

A Leto

B. TV

C. Facebook po'o k Initaneti

D. Fakma'i

E. Siaki ale Soiffia Mabloina sa faia i fotom1 o B mu'u
F. Lotu

Page7of 8
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G. Tagata o k aiga, matua. nu tagata o le fuaot
H Aog

I Tausi soifia ak aoga.

J Massi (fafloa mat ... )

GASEGASE OIFEPEIF ISITTU OLE TINO

24.0 ke ase teE o bu bamalanalama 1 ke gasegase o ke pe ke 51 fu o ke tmo?

P | : 1
[+] =]
0. Outekiloa poo k alka gasegase
3. Naoufialbgo ai ae k tek so'u naknmhma

7. EE tele so'u nmalhnmlma
10. Ou te nalanmlima klki 1 le gasegase lea.

25, E te taltonu e mafai ona a'afia ke tagata ua naua Ik toto naualiga Ile gasegase o k pe ke isi
fu o k tmo?
A Leai
B. Oute k mautmoa
C. Ioe

26. O fea sa e nawa ai ke fali o fesili e pei om taua 1 uga?

A Leto

B. TV

C. Facebook po’o k Inifaneti

D. Fakma'i

E. Smki ale Soifia Mabloma sa faia i fotoru o & mi'u
F. Lotu

G. Tagata o k aiga. matua. nr tagata o le tuaot

H Aoga

I Tausi soifim alk aoga.

I Mas (B aloa M. .o oo vz
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SimplifiedFieldTablesfor Boys:

BMI-for-age BOYS ¢ I N World Health

5 to 19 years (z-scores) g{_;_‘ ,_,}l’ Organization

Year: Month | Months | -3sD | -2sD | -1SD | Median | 1sp | 2sp | 3sD
5: 1 61 14.1 15.3 16.6
5: 2 62 14.1 153 16.6
5: 3 63 14.1 153 16.7
5: 4 64 14.1 153 16.7
5:5 65 14.1 15.3 16.7
5: 6 66 14.1 153 16.7
5:7 67 14.1 153 16.7
5: 8 68 14.1 15.3 16.7
5:9 69 14.1 153 16.7
5: 10 70 14.1 153 16.7
5: 11 71 14.1 15.3 16.7
6: 0 72 14.1 153 16.8
6: 1 73 14.1 153 16.8
6: 2 74 14.1 153 16.8
6:3 75 14.1 15.3 16.8
6: 4 76 14.1 15.4 16.8
6:5 77 14.1 15.4 16.9
6: 6 78 14.1 15.4 16.9
6:7 79 14.1 15.4 16.9
6: 8 80 14.2 15.4 16.9
6: 9 81 14.2 15.4 17.0
6: 10 82 14.2 15.4 17.0
6: 11 83 14.2 155 17.0
7:0 84 14.2 155 17.0
7: 1 85 14.2 155 17.1
7:2 86 14.2 155 17.1
7:3 87 14.3 155 17.1
7:4 88 14.3 15.6 17.2
7:5 89 14.3 15.6 17.2
7:6 90 14.3 15.6 17.2
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BMI-for-age BOYS
5 to 19 years (z-scores)

World Health
Organization

Year: Month | Months
77 91
7:8 92
7:9 23
7:10 94
7:11 95
8:0 96
8:1 97
8:2 98
8:3 29
8:4 100
8:5 101
8:6 102
8:7 103
8:8 104
8:9 105
8:10 106
8: 11 107
9:0 108
9:1 109
9:2 110
9:3 111
9:4 112
9:5 113
9:6 114
9:7 115
9:8 116
9:9 117
9:10 118
9: 11 119
10: 0 120

Pagq 102

-1 SD Median
14.3 15.6
14.3 15.6
14.3 15.7
14.4 15.7
14.4 15.7
14.4 15.7
14.4 15.8
14.4 15.8
14.4 15.8
14.5 15.8
14.5 15.9
14.5 15.9
14.5 15.9
14.5 15.9
14.6 16.0
14.6 16.0
14.6 16.0
14.6 16.0
14.6 16.1
14.7 16.1
14.7 16.1
14.7 16.2
14.7 16.2
14.8 16.2
14.8 16.3
14.8 16.3
14.8 16.3
14.9 16.4
14.9 16.4
14.9 16.4
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