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1  E X E C U T I V E  S U M M A R Y  

The Health Economics Unit (HEU) of the Ministry of Health and Family Welfare (MOHFW) 
is planning to pilot a health protection scheme titled “Shasthyo Suroksha Karmasuchi” 
(SSK) with support from German Development Cooperation through KfW and GFA 
Consulting Group. This scheme is being developed in order to increase access to hospital 
inpatient care by reducing financial barriers. The SSK pilot will require clinical guidelines 
to support consistent decision-making processes in quality patient care.  
 
Clinical guidelines are the detailed outline of steps to be followed in the treatment of a 
patient. These need to be developed and implemented to reduce errors and unjustified 
variations in clinical practice as well as to contain costs. These guidelines provide a more 
rational basis for referral, promote efficient use of resources, and also provide a focus for 
continuing education.  
 
The objective of this study is to identify availability of clinical guidelines on top-10 diseases 
for Upazila (subdistrict) levels, and analyse missing clinical guidelines in order to develop 
them and their utilization in SSK pilot areas.   
 
A recently compiled list of guidelines reveals that the guideline development process is 
not well documented and coordination is not evident. Guidelines for the ten most reported 
diseases for inpatient care at the Upazila Health Complex (UHC) level are not available. 
Although the Directorate General of Health Services (DGHS) has developed some clinical 
protocols (top-down-approach), these have not been published and field-tested at UHC 
level for their suitability. Clinicians at UHC level need simple, patient specific, user-friendly 
guidelines.  
 
Several methodological techniques were used, such as desk review, interview, and 
assessment of the status of available guidelines in accordance with the opinion of the 
stakeholders of the pilot Upazilas and other experts. Group discussions were held and 
field visits to a SSK pilot area, namely Ghatail UHC & Tangail District Hospital were made. 
Furthermore, a workshop with the stakeholders was organized at the Tangail District 
Hospital.   
 
The guidelines on top-10 diseases in this study were developed after consultation with 
users at the UHCs initially, then with subject specialists at district and tertiary level 
hospitals of Dhaka, and finally through reality checks in a workshop organized at the 
Tangail District Hospital. The guidelines were also prepared by involving the stakeholders 
(bottom- up-approach). These guidelines should be made available to all physicians of the 
three pilot Upazilas of Tangail district. More workshops with the doctors of the three pilot 
UHCs need to be conducted at local level for better understanding of the local situation 
and also for continuous development, updating, and utilization of clinical guidelines. 
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2  I N T R O D U C T I O N  

The Health Economics Unit (HEU) of the Ministry of Health and Family Welfare (MoHFW) 
is supported by German Development Cooperation (financed through KfW) and GFA 
Consulting Group with technical assistance in the areas of health financing/ health 
economics/ equity. The HEU is planning to pilot a health protection scheme titled 
“Shasthyo Suroksha Karmashuchi” (SSK) in order to increase access to hospital inpatient 
care by reducing financial barriers. The SSK pilot will require clinical guidelines to support 
consistent decision-making processes in quality patient care.  
 
Clinical guidelines are systematically developed statements designed to help practitioners 
to make decisions about appropriate health care for specific circumstances. Clinicians 
need simple, patient specific, user-friendly guidelines. Many encounters with patients 
involve multiple decisions, so the key to developing usable guidelines is to identify only 
the most important ones. These decisions and their consequences may often be difficult 
to map, and remarkably little is known about how doctors actually make decisions. 
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3  O B J E C T I V E S  

3 . 1  G e n e r a l  O b j e c t i v e s  

As stated in the Terms of Reference (TOR), the general objective of this study is to 
identify availability of top-10 diseases clinical guidelines for Upazila (subdistrict) levels, 
and analyse missing clinical guidelines in order to develop them and their utilization in 
SSK pilot areas, that will assist providers in diagnosing and treating medical conditions 
and to ultimately contribute to the improvement of service delivery at Upazila (subdistrict) 
levels.   

3 . 2  S p e c i f i c  O b j e c t i v e s  

 Identify top 10 indications in the framework of SSK;  
 Identify availability of clinical guidelines for top 10 indications & analyse missing 

clinical guidelines;  
 Initiate development for missing clinical guidelines, including approval procedures;  
 Proposal for utilization of clinical guidelines in SSK pilot areas, including training 

needs assessment;  
 Proposal for continuous development, updating & utilization of clinical guidelines; 
 Improve concept note as necessary. 

3 . 3  M e t h o d o l o g y  

According to Management Information System (MIS) of Directorate General of Health 
Services (DGHS), the top-10 diseases of Ghatail, Modhupur & Kalihati Upazila Health 
Complexes (UHCs) are similar, but not identical. There are some variations of diseases in 
ranking and also some specific diseases in each of the UHCs are not common in all 
UHCs.1 So this study in total considers up to 13 diseases:  
 

1. Diarrhoea,  
2. Assault,  
3. Pneumonia,  
4. Peptic ulcer,  
5. Enteric fever,  
6. Fever of different ages,  
7. Acute Respiratory Tract Infections (ARI),   
8. Poisoning,   
9. Asthma,  
10. Chronic Obstructive Pulmonary Disease (COPD),  
11. Anaemia,  
12. Urinary Tract Infections (UTI),  
13. Hypertension.  

 
These top 13 diseases cover top 10 diseases of Ghatail, Modhupur, and Kalihati Upazilas 
of Tangail District.  
 
Several methodological techniques were used to meet the above objectives. This included 
a desk review as well as assessment of the status of available guidelines in accordance 
                                                        
 
1 Health Bulletin 2012,  MIS, DGHS, MOHFW 
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with the opinion of the stakeholders of the pilot Upazilas and other experts. Group 
discussion and consultations were held with Government physicians, non-government 
physicians, and medical specialists. Moreover, field visits to an SSK pilot area, namely 
Ghatail UHC & Tangail district hospital were made. Interviews were used for training need 
assessment for the health personnel at the UHC as methodology. 

3 . 3 . 1  K e y  S t a g e s  o f  C l i n i c a l  G u i d e l i n e  D e v e l o p m e n t  

Table 1: Diagrammatic representation of the development of clinical guidelines  
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3 . 3 . 2  D e s k  R e v i e w  

Over the last decade, worldwide development of clinical guideline has become a major 
clinical trend, which has united general practitioners, specialists, and consultants for the 
common goal of excellent patient care. The desk review entailed a comprehensive 
stocktaking of currently available guidelines used in Bangladesh and a review of their 
flowcharts for the Top 10 diseases of 3 pilot Upazilas. 
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3 . 3 . 3  G r o u p  D i s c u s s i o n  

Group discussions were held several times with medical specialists of Ghatail, Kalihati, 
Modhupur, Tangail and various hospitals in Dhaka for development of new guidelines. 
Several meetings were held with the President of the Bangladesh Medical Association 
(BMA), who is also the President of the Gastroenterological Society of Bangladesh. 
Members of Gastroenterological Society of Bangladesh who are Professors at various 
medical colleges and universities contributed to the development of the guideline on 
Dyspepsia/ Peptic ulcer. Similarly, members of the Asthma Association of Bangladesh 
contributed to the development of Asthma and COPD guidelines.   
 
Group discussions were held several times with multidisciplinary specialists in areas such 
as general medicine, surgery, gynaecology, obstetrics, and paediatrics for the preparation 
of the disease guidelines. Opinions and comments of several specialists were 
incorporated, including those of UHC doctors who attended workshops at Dhaka during 
the month of June 2013, organised by the Directorate General of Health Services and 
Bangladesh Medical Research Council (BMRC).  

3 . 3 . 4  F i e l d  V i s i t s  

Field visits to SSK pilot areas such as Ghatail and Tangail District Hospital were done. At 
the Upazila Health Complex, the consultant interviewed the following persons: Upazila 
Health & Family Planning Officer, Junior Consultant Paediatrics, Junior Consultant 
Cardiology, Medical Officer of Integrated Management of Childhood Illnesses (IMCI), and 
Indoor Medical Officer etc. The consultant along with Mr Azmal Kabir, Research, and 
Monitoring & Evaluation Specialist of GFA Consulting Group based at Dhaka, visited a 
training session on IMCI at Ghatail UHC. All the doctors were quite informative in their 
respective discipline. They were asked about the ways they diagnose and treat the top 10 
diseases of their UHC, whether they are acquainted with clinical guideline of diseases, 
their suggestions regarding development of clinical guidelines, and whether they need any 
training regarding clinical guideline of top 10 diseases.  
 
At the Tangail District Hospital, the consultant interviewed the following persons: 
Assistant Director of Tangail General Hospital (250 beds), Senior Consultant Cardiology, 
Junior Consultant Cardiology, Resident Physician (RP) Medicine, Senior Consultant 
Gynaecology, Junior Consultant Gynaecology, Senior Consultant Orthopaedic Surgery, 
Junior Consultant Orthopaedic Surgery, Senior Consultant Medicine, Senior Consultant 
Surgery, and a couple of medical officers (MOs).  
 
The interviews were conducted during their busy hour of seeing patients. They were also 
asked about the way they diagnose and treat the diseases in their respective discipline, 
and whether they have any clinical guideline for those diseases. 
 
Furthermore a workshop was conducted at the Tangail District Hospital on the 29th June 
2013 with the doctors of Ghatail, Modhupur, Kalihati UHCs and Tangail DH. This 
workshop was designed to cross-check the top 10 disease draft guidelines with the 
participants, using a simple practical flow chart (participants list is attached). The 
participating doctors also gave comments and suggestions on those clinical guidelines 
according to their context i.e. UHC level. Accordingly, their suggestions and comments 
were incorporated and the draft guidelines were revised and updated. 
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4  R E S U L T S  A N D  F I N D I N G S  

4 . 1  A v a i l a b i l i t y  o f  E x i s t i n g  C l i n i c a l  G u i d e l i n e s  

In our earlier study, we identified 101 clinical protocols and therapeutic guidelines 
available in Bangladesh2. The majority of these guidelines address broad areas such as 
child health, maternal health, HIV/AIDS, tuberculosis, malaria, kala-azar etc. The Asthma 
and COPD Guidelines developed by the ‘Asthma Association of Bangladesh’ is a huge 
document containing 126 pages and is not available at Upazilas and district level. There 
are no flowcharts for UHC doctors in those guidelines. Similar situations exists more or 
less for other diseases as well. Clinicians need simple, patient specific, user-friendly 
guidelines. It is not clear how and why a particular disease was selected for guideline 
development. It is also not clear whether user friendliness of the developed guidelines 
was tested with practitioners at the various levels of service provision.  
 
There were also guidelines for diarrhoea, pneumonia & ARI as these are included in the 
Integrated Management of Childhood Illnesses (IMCI). The IMCI guidelines are available 
at the UHC level and some of the doctors are trained on IMCI. Some clinical protocols 
were developed by the DGHS, such as acute respiratory distress, jaundice, acute 
poisoning, diabetes mellitus, acute abdomen, unconscious patients, hypertension, acute 
bleeding, and acute febrile illness, but those have not been published yet following 
existing procedures. They are not really focussed for UHCs and some are not disease 
specific to Upazila level. The guidelines and protocols are prepared and implemented by 
DGHS (top-down-approach) rather than by the involvement of service providers (bottom- 
up-approach).  

4 . 2  D e v e l o p m e n t  S t a g e s  o f  N e w  G u i d e l i n e s  

New guidelines of top 10 diseases were developed in this study after consultation with 
users at the UHCs, subject specialists at the district and tertiary level hospitals of Dhaka 
and after reality checks at a workshop organized at Tangail DH with the stakeholders of 
UHCs and DH on 29 June 2013. The workshop participants’ suggestions were taken into 
account and incorporated in the development of final guidelines (bottom- up-approach). 
The workshop participants, including the three pilot Upazilas, recommended to develop 
clinical guidelines on 50 diseases in different phases of the pilot project, because the 
diseases of the women and some common diseases/ conditions faced at the emergency 
department of the pilot UHCs did not appear in the top 10 diseases of MIS Health Bulletin 
2012 of DGHS. 

4 . 3  A p p r o v a l  P r o c e d u r e  o f  G u i d e l i n e s  

It has been agreed with HEU that these guidelines will be used in three pilot UHCs 
(Kalihati, Ghatail & Modhupur UHCs) of Tangail district. The approval of these guidelines 
will be given by the DG, HEU as these are for the pilot areas only. Continuous utilization 
by doctors of the pilot UHCs and the experiences made by them will lead to an update of 
these guidelines. Final approval could be issued by the Ministry of Health and Family 
Welfare in the future. 

                                                        
 
2 Assessment and availability of clinical and therapeutic guidelines and protocols and recommendations for 
preparing additional clinical and therapeutic guidelines and protocols for all levels of service delivery, June 
2012. 
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4 . 4   T r a i n i n g  N e e d s  A s s e s s m e n t  

Consultants and medical officers of Ghatail UHC stated that some newly recruited medical 
officers have received orientation training from the 250 beded Tangail General Hospital for 
3-4 days, but this training had been mainly administrative. No training on clinical guideline 
was conducted, except for IMCI. The clinical guidelines are also not available at UHC and 
DH except for the IMCI guideline.  
 
The participants of the needs assessment also stated that newly recruited medical officers 
need training on emergency management at the UHCs. Furthermore, they mentioned that 
an emergency management curriculum is virtually absent in the Bachelor of Medicine and 
Surgery (MBBS) curriculum in Bangladesh. The doctors at the UHCs have to face various 
emergencies, especially assault, rape cases, acute poisoning, unconscious patients, etc. 
They need guidelines about these indications and training regarding the management of 
emergencies.  
 
During informal discussions participants also mentioned that currently emergencies of 
UHCs are managed by Medical Assistants (MAs), Senior Staff Nurses (male) and on duty 
MLSS (Ward Boys). So sometimes police cases are registered in general patients register 
and general patients are recorded in the police register. When a patient gets admission, 
the Senior Staff Nurse (female) identifies wrong register and overwrites the cases in the 
register. But this type of overwriting in the register creates problems when doctors are 
summoned by the court to give witness. Doctors face problems at court when they give 
testimony on police cases.  
 
Participants also suggested that emergency management training should not only be 
required for doctors but the whole team of the emergency department of UHCs. The 
whole team means Emergency Medical Officer (EMO), Indoor Medical Officer (IMO), MA, 
SSN (male), SSN (in charge, female), on duty MLSS. They also mentioned that Junior 
consultants do not require training but orientation regarding clinical guideline. Some 
orientation will also be required for writing up the referred cases. The referral form 
prepared by the DGHS is attached in Chapter 7, Annex-B.  
 
 

5  L I M I T A T I O N S ,  R I S K S  A N D  
A S S U M P T I O N S  

Interview with the doctors at the UHC level were done during their appointments with 
outpatients. So the interviews were frequently interrupted by patient visits, other 
administrative functions, and phone calls. Due to these constraints it was not possible to 
gain a full understanding of the local context for the preparation of guidelines. However, 
conducting workshops at the Tangail DH with the doctors of three pilot Upazilas covered 
the deficiencies recurring during interviews at the outpatient department of Ghatail UHC. 
The workshop had only the duration of a few hours. For better understanding more 
discussions with the local doctors regarding the pros and cons of these guidelines are 
needed. 
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6  C O N C L U S I O N  A N D  R E C O M M E N D A T I O N S  

Clinical guidelines are necessary to be developed and implemented to reduce the errors 
and unjustified variations in clinical practice, so as to improve the health care quality 
based on the best practice as well as to contain the cost. These guidelines will provide a 
more rational basis for referral, promote efficient use of resources, and will also provide a 
focus for continuing education. Therefore continuous development, updating, and 
utilization of clinical guidelines are strongly recommended. 
 
These guidelines should be made available to all physicians of the three pilot Upazilas of 
Tangail District. More information is required on how doctors are trained on guideline use 
and how guidelines are distributed.  
 
A number of clinical guidelines on the management of asthma have been published in the 
past, but have not been well disseminated among the doctors in Bangladesh3. Clinical 
guidelines on 50 diseases in different phases of the pilot project need to be developed. 
More workshops with the doctors of the three pilot UHCs need to be conducted at the 
local level for better understanding of the local situation and also for continuous 
development, updating, and utilization of clinical guidelines. 
 

                                                        
 
3 We kindly refer to National Guidelines Asthma & COPD, 2012, Asthma Association of Bangladesh. 
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7  A N N E X :  G U I D E L I N E S  F O R  T O P - 1 0 -  
D I S E A S E S  F O R  S S K  P I L O T  
I M P L E M E N T A T I O N  

A n n e x  A :  P e p t i c  U l c e r /  D y s p e p s i a  G u i d e l i n e  

Note: 

Although we are getting disease diagnosis from UHC level as ‘Peptic ulcer’ but in reality ‘Peptic 
Ulcer’ can’t be diagnosed at UHC level (Gastroenterological Society of Bangladesh). So the better 
term ‘Dyspepsia’ guideline is preferable at UHC level. Dyspepsia refers to a symptom or set of 
symptoms that is (are) considered to originate from the gastro duodenal region. The dyspeptic 
symptoms are:  

Epigastric pain  

Epigastric burning,  

Postprandial fullness or early satiety.  

Co-existing and supportive symptoms may be - 

Bloating, nausea and vomiting 
 
 Common Causes of Dyspepsia 

Peptic ulcer disease 
Gastroesophageal reflux disease 
Gastric cancer and other tumors 
Cholelithiasis 
Medications, e.g., NSAIDs 
Functional dyspepsia 
 

Alarm Features or When to refer? 
Unintended weight loss;  
Progressive dysphagia;  
Recurrent or persistent vomiting;  
Evidence of GI bleeding; 
Anemia 
Family history of gastric cancer    
New onset dyspepsia in a patient over 50 years of age  
Odynophagia 
Unexplained iron deficiency anemia 
Palpable mass or lymphadenopathy 

 
Common investigations for dyspepsia: 

1. Endoscopy of upper GIT – Gold Standard investigation for dyspepsia 
 Ba-meal study  -This investigation is not recommended for investigation of dyspepsia 
 today.  

2. Investigation to exclude other diseases   
a. USG of abdomen 
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b. Plain x-ray abdomen  
3. Others – As H. Pylori is highly prevalent in Bangladesh. So the serological test (Anti - H. 

Pylori antibody) is discouraged.  
 

Doses of commonly used anti ulcer drugs: 
Omeprazole               : 20 mg BD 
Pantoprazole            : 20 mg OD 
Esomeprazole          : 20 mg OD 
Rabeprazole             : 20 mg OD 
All should be given for 4 – 12 weeks 
 
Note: Anti- HP therapy should not be given empirically but if really needed should be decided 
by a gastroenterologist. 
Maintenance therapy with PPI/ H2RA is indicated exclusively in some cases of proven Peptic 
Ulcer Disease. 
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A n n e x  B :  E n t e r i c  F e v e r  G u i d e l i n e  
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A n n e x  C :  A c u t e  F e v e r  G u i d e l i n e  
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Tips for management (1 day up to 5 years) 
A. Investigation: 

1. On day 1-3: 
a. In patient without focus: Not needed; MP or RDT in patient from malaria endemic 

zone 
b. In patient with focus (as needed): CBC, PBF, MP or RDT for malaria, CXR, Urine 

R/E & C/S, throat swab-C/S 
2. On day 4-5: 

a. In patient with or without focus (as needed): CBC, PBF, MP or RDT for malaria, 
CXR, Blood C/S, Urine R/E & C/S, throat swab-C/S 

3. On day 6-7: 
a. All patients (as needed): CBC, PBF, MP or RDT for malaria, CXR, Blood C/S, 

Urine R/E & C/S, Widal test, Anti-dengue antibody, Throat swab-C/S 
B. Treatment: 

1. Antipyretics (Paracetamol, NSAID): 
a. Paracetamol (15mg/kg/dose, 4-6 hourly, max. 4 doses if temperature is ≥101⁰F) 
b. Efficacy is not different between oral and suppository paracetamol preparation 
c. Dose for NSAID: Variable (Ibuprofen - 5-10mg/kg/dose 6-8hourly) 
d. Sponging with luke- warm water (not with ice cool water)  
e. NSAID – Avoid in suspected dengue infection 
f. Aspirin must be avoided in children as antipyretic (can cause Reye 

syndrome/hepatic failure) 
 

2. Antibiotics: 
a. Give empiric antibiotic if fever ≥6 days 
b. Pneumonia, tonsillitis - Amoxicillin (30-50mg/kg/day 8 hourly) for 5 days 
c. Typhoid- Azithromycin, Ciprofloxacillin, Ceftriaxone for 5-14 days 
d. First dose of appropriate antibiotics in child (2months up to 5 years) with danger 

sign: 
i. 2 months up to 5 years: Inj. Ampicillin/Ceftriaxone/Ceftazidime 

3. For viral fever: 
a. Antipyretics only 
b. Tab. Diazepam 0.5 mg /kg/day  (history with febrile seizure) 
c. Prophylactic antibiotic not necessary in chicken pox and other viral fever 
d. Antiviral (Acyclovir) may be given in Herpetic infection 
e. Antihistamine has little role in viral rhinitis 
f. Bronchodilator can be used in cough with viral fever 

4. IV fluid: 
a. Diarrhea- Cholera saline 
b. Shock- Normal saline- 20ml/kg (bolus or running) 
c. In Severe PEM: Give very slow infusion 
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A n n e x  D :  A n a e m i a  G u i d e l i n e  
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Anaemia Guideline (Con..) 
 

Active bleeding: 
Haemoptysis 
Haematemesis 
Melaena 
Epistaxis 
Gum bleeding 

 
Excess Demand: 
Pregnancy 
Lactating mother 
Growing child 

 
When to refer? 

 Severe anaemia 
 Mild and moderate anaemia not responding to treatment 
 Clinically unexplained anaemia 
 Suspected haemolytic anaemia 
 Anaemia with suspected malignancy 
 Anaemia with co-morbidities 

 
 
N.B. Need to exclude hemolytic anemia (suspected) at first by seeing hepatosplenomegally, 
anaemia (Hb%), Jaundice (seeing bilirubin) etc. as Iron therapy should be carefully used in 
hemolytic anemia. 
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A n n e x  E :  U r i n a r y  T r a c t  I n f e c t i o n  G u i d e l i n e  
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A n n e x  F :  O P C  P o i s o n i n g  G u i d e l i n e   

Organophosphorus compounds are widely used as insecticide in agricultural sector by the farming 
community in Bangladesh. Since it is easy and widely available, pesticide has become a popular 
method of self-harm. It is the most common poisoning found at different level of hospitals of 
Bangladesh. 
 

Clinical features: 
 Smell of OPC 
 Bronchorrhea (bronchial secretions) 
 Bradycardia,  
 Hypotension, 
 Incontinence of urine & stool, 
 Miosis  
 Hyper salivation. 

 
 
 
 
 
 
 
        

Signs of atropinization: 
 Inj. Atropine 
 Inj.Pralidoxime  
     (if available) 

Organophosphorus compounds: 
 parathion 
 malathion 
 fenthion 
 diazinon 
 dichlorvos 
 chlorpyrifos 
 dimethoat 

Signs of atropinization: 
 Clear chest on auscultation, 

no wheeze 
 Heart rate > 80 b/m 
 Pupils no longer pinpoint 
 Dry axillae 
 Systolic B.P.  >80 mmHg 

Atropine toxicity features: 
 Restlessness 
 Tachycardia 
 Fixed dilated pupil 
 Hyperpyrexia 
 Dry mouth 
 Blurred vision 
 Delirium, coma 
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A n n e x  G :  C O P D  G u i d e l i n e  

COPD is diagnosed clinically and by spirometry. It is not fully reversible like asthma. It is chronic, 
slowly progressive disease of airflow limitation.  
 
History 

 Smoking  
 Environmental/Occupational factor 
 Cough (chronic, productive) 
 Dyspnoea 
 Wheezing 
 Acute chest illnesses: frequencies, productive cough, fever 

 
Clinical Features 

 Wheeze  
 Breath sound: vesicular with prolonged expiration. 
 Decreased intensity of breath and heart sounds. 
 Low diaphragmatic position. 
 Pursed lip breathing 
 Use of accessory respiratory muscles 
 Indrawing of lower intercostal spaces 
 Mild dependent edema. 
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A n n e x  H :  A s t h m a  G u i d e l i n e   

It is a chronic inflammatory condition of respiratory tract presenting with features of reversible 
airflow obstruction.  
 

Features of suspected un-investigated asthma are: 
History 
Family history 
Atopic history 
 

Clinical Features 
Breathlessness 
Wheeze 
Chest tightness 
Cough 
Vesicular prolong expiration 
Cyanosis 
 
Trigger factors 
Allergen  
Irritant 
Others-Upper respiratory infection exercise, drugs, season change 
 
Pattern of attack 
Attacks at night or early morning 
Attack on exercise 
Attack on Trigger factors 
Attack on taking drugs 

 
Investigations: 

 CBC 
 Sputum examination 
 Spirometry  

 
Drugs and doses: 

 Inhaler Salbutamol (100-200 microgm) 2 puff up to 4 times daily                                                                                  
 Tab.Thephylline 200-400 mg Daily Twice 
 ICS (beclomethasone): 
 HD= >400 micro gram, MD=200-400 micro gram, LD=100-200 Micro gram 

 
 Leukotriene modifier (Tab.montelukast 10 mg daily) 
 LABA= Inhaler. Salmeterol 
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A n n e x  J :  H y p e r t e n s i o n  G u i d e l i n e  
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A n n e x  K :  P h y s i c a l  A s s a u l t  
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When to refer? 
A. Medical conditions: 

i) Acute renal failure. 
ii) Septicemia, Bacterimia. 
iii) Any other severe conditions that can’t be treated UHC. 

B. Surgical conditions: 
i) Perforation of organs 
ii) Any other operable conditions that can’t be performed at UHC 

C. Psychological: 
i) Severe anxiety disorder 
ii) Severe adjustment disorders 
iii) Panic or phobic attack 
iv)   Suicidal attempt 
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8  A N N E X :  P A T I E N T  R E F E R R A L  F O R M  
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9  A N N E X :  P A R T I C I P A N T S  L I S T  O F  T H E  
C L I N I C A L  G U I D E L I N E  W O R K S H O P  
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