Campo Cases seen by pharmacy students

We had a mother with AIDS bring her 4 month old baby in for a checkup. Although the baby had never been tested she had failure to thrive and also a very bad oral thrush infection.  Although I had never used gent violet before I managed to mix it up and teach the mother how to use it. The mother brought the baby back 1 week later and the infection had cleared up.  

I was helping our medical student exam a woman’s leg one morning; when she unwrapped her ace bandage to reveal a baseball size ulcer on the top of her foot we were shocked. We were even more perplexed when she stated it was 32 years old and getting much better. She cleaned it every day and applied triple antibiotic. It did not appear septic so we stocked her up on ointment and sent her on her way.  

Case One: One patient had stepped on a sharp object (a long pine needle), and it had pierced his foot.  He ignored it for a few weeks, and it got infected.  Finally, he was in such pain that he decided to come into the clinic.  The doctors cut into the foot and found one large pocket of pus, which oozed out with the consistency of toothpaste.  The doctors consulted with me, saying that he’d been walking around without shoes for a long time, so the wound was probably contaminated with a wide variety of mixed flora.  We ultimately decided to give cephalexin, doxycycline, and ciprofloxacin to cover most of the potential bugs.  A few days later, the doctors found the other pus pocket and drained and cleaned it.  We put the patient on a few weeks of the same antibiotic course, and when he came in the last day of clinic, he said his foot was much better, and he felt great.  He was also able to tell me exactly how to take his medications – one of the happiest moments for a pharmacist (to know that the patient was listening and taking his medications!)

Case Two: One patient came in for a prescription for crabs (pubic lice) for he and his brother, and I had no idea what to give him, because we didn’t have the appropriate permethrin preparation for pubic lice.  Also, I wasn’t certain how to counsel the patient in Spanish about pubic lice.  Finally, I decided to use Lindane lotion (as the DI Handbook said it was a second-line drug choice for pubic lice).  Then, I had to consult with our fluent ayudante to make sure I could speak certain phrases correctly for counseling the patient.  When I was ready, I apologized for taking so long and took the patient aside to privately counsel him and explained the directions very specifically in Spanish, making sure at various points that he understood each part of the directions.  I explained that there was one small container for him and one for his brother and that it was very important to wash it off well after the allotted time.  The patient looked relieved after I counseled him, and he thanked me very much for my help.  It was a somewhat stressful experience in trying to find the right drug to use, but I was happy with my professionalism during counseling and that the patient understood the directions that I gave him and that he was grateful despite having to wait for me to look up information.

We had a diabetic foot necrosizing on a patient in the campo.  This was our first house visit.  The physicians drained the foot and left it up to me in order to treat the infection.  In order to treat the infection I had to remember the causative organisms….which for a diabetic foot can be a variety of organisms ranging throughout the bacterial spectrum.  So, with the medications available I decided to use doxycycline BID x 2 weeks, then gave her another 2 week supply to use in the future, if the infection reappeared.  On our 2 week follow-up the foot really improved and she felt much, much better.  This was my first experience of this sort and I really felt good about myself in the campo.

There were a great deal of people coming in with stomach pain and the physicians and I ranged treatments to cimetidine, H. pylori, and Al/Mg hydroxide.  Two weeks later we found out the H. pylori treatment was the only one working well, so, for patients with H. pylori causative ulcer symptoms, we treated with H. pylori treatment.  The only problem was not having a set treatment compatible with the medications we had.  So, the physicians and I talked about it for a day or so, until we came up with a solution…cimetidine 400mg BID x 7, Metro 500mg BID x 7, and Amox. 1 gm. BID x 7.  We gave this treatment a whirl and on two week follow up, everyone we saw was free from stomach pain and feeling better.

The first interesting case was a drug information question regarding an asthmatic patient.  The patient was put of ephedrine for once daily dosing.  I had never heard of this in the states.  However, I looked it up in the drug information handbook and it was an indications, so I found that very interesting.  The second interesting case consisted of another asthmatic patient too.  The was a sadder case because the end result consisted of the medical team taking away the albuterol inhaler because the 15 year old kid could understand to use it after we spent half an hour trying to teach him. 

I decided to withhold Lindane from a patient because she had a mental behavioral problem, two kids and I was scared to dispense it to her.  She wasn’t understanding me, or our most fluent Spanish speaker.  When we would ask her to tell us how she was going to apply it, she would tell us how it was for her head.  Lindane was a VERY scary prescription for me, and I was very nervous dispensing it, with the communication barrier.  I could only pray that everyone understood my perfectly.

A man came in with some sort of a parasite in his scrotum, so we had to come up with a medication regimen to prevent an infection.  Luckily, our vascular surgeon was there and was able to remove the bug.  We decided to give Metronidazole and Cipro.  The man was supposed to return for a checkup, but never did.  I kind of worried if he was okay.

Case One: One patient had stepped on a sharp object (a long pine needle), and it had pierced his foot.  He ignored it for a few weeks, and it got infected.  Finally, he was in such pain that he decided to come into the clinic.  The doctors cut into the foot and found one large pocket of pus, which oozed out with the consistency of toothpaste.  The doctors consulted with me, saying that he’d been walking around without shoes for a long time, so the wound was probably contaminated with a wide variety of mixed flora.  We ultimately decided to give cephalexin, doxycycline, and ciprofloxacin to cover most of the potential bugs.  A few days later, the doctors found the other pus pocket and drained and cleaned it.  We put the patient on a few weeks of the same antibiotic course, and when he came in the last day of clinic, he said his foot was much better, and he felt great.  He was also able to tell me exactly how to take his medications – one of the happiest moments for a pharmacist (to know that the patient was listening and taking his medications!)

Case Two: One patient came in for a prescription for crabs (pubic lice) for he and his brother, and I had no idea what to give him, because we didn’t have the appropriate permethrin preparation for pubic lice.  Also, I wasn’t certain how to counsel the patient in Spanish about pubic lice.  Finally, I decided to use Lindane lotion (as the DI Handbook said it was a second-line drug choice for pubic lice).  Then, I had to consult with our fluent ayudante to make sure I could speak certain phrases correctly for counseling the patient.  When I was ready, I apologized for taking so long and took the patient aside to privately counsel him and explained the directions very specifically in Spanish, making sure at various points that he understood each part of the directions.  I explained that there was one small container for him and one for his brother and that it was very important to wash it off well after the allotted time.  The patient looked relieved after I counseled him, and he thanked me very much for my help.  It was a somewhat stressful experience in trying to find the right drug to use, but I was happy with my professionalism during counseling and that the patient understood the directions that I gave him and that he was grateful despite having to wait for me to look up information.

Campo Cases seen by pharmacy students

1.  The first case that was interesting was actually a home visit that we did with my host mom.  She had a complaint of a dry cough that had been going on for a few days.  She had a history of hypertension, and was currently on both Captopril+HCTZ and enalapril.  Apparently she had seen a cardiologist recently about her hypertension, 

2.  
Case #1: “Infected” Foot

     We were told about a Haitian woman who lived a good distance from the clinic and was unable to travel to us. We were told that she had a foot that had been infected for two years and was causing her a great deal of pain. We pre-packed multivitamins, acetaminophen, ciprofloxacin, doxycyline and neomycin/bacitracin ointment. However, when we arrived, we learned more about the woman’s condition. She had received several surgeries on her foot, and after examining her and asking her several questions, we determined that her foot was not infected. She had no fever, no exudates, no unusual swelling, etc. Her answers about caring for her wound were exactly what they should have been. We gave her the multivitamins and acetaminophen. Her son was set to visit the dental clinic the following day, so we put together a package for her of additional gauze, tape, and silver sulfadiazine.


Case #2: Another Dermatological Mystery

     The Dominican sister of one of our medical students had a strange skin ailment covering the majority of one of her lower legs. While our medical student was unsure of the diagnosis, but she felt that it would be worthwhile to see if the skin would respond to treatment for warts. I gave her the only bottle of wart remover solution we had. After a few days, our medical student reported that whatever was wrong with the skin was responding well to the solution. Unfortunately, the area was large and the solution was running out. After looking up treatment for warts in the Merck Manual, I read that salicylic acid solutions for warts are usually at 17% concentration and pastes are 40% concentrations. Looking around at what was available, I had aspirin and Eucerin. Though the Eucerin is thicker than the solution, I decided that it would be best not to exceed a 17% concentration because the lotion would have to be applied to so much skin. I compounded 3 small bottles for her (about 56 mL) and our medical student said that it appeared the condition was continuing to heal.

3.   The experience to live and serve with others is an experience which many have not had the privilege to encounter.  During the Summer ILAC program in the Dominican Republic, this experience of immersion is unparallel.  To have the opportunity to interact with the patients on a daily and personal level transforms the career and profession of pharmacy into the essential elements of participative healthcare.  Many times the interaction with the patient is limited and brief, but when your patients are your extended family it changes the entire dynamics of your mission and profession.  I encountered many different cases and situations which merited my expertise and clinical knowledge, but there are a couple which really had a lasting impression on my practice and profession.   

The first case involved a 60 y.o female who had a serve persistent cough for a couple of weeks since I had arrived in Sonador.  One afternoon, she present to the pharmacy inquiring about a medication for cough suppression.  I started to ask her about the other medications, if any, which she was currently taking.  She returned later that afternoon with a prescription for Enalapril 20mg, which is one of the medication in the ACEI which has a side effect of the dry cough.  On the medication the patient’s blood pressure was not controlled, average BP ~ 145/90.  I consulted with the physician and changed the medication to Hyzaar 50/12.5 (Losartan/HCTZ) daily for a week to observe the response to the change in medication.  After a couple of days on the Hyzaar the patient informed me that she did not have the cough and after a week when rechecked the blood pressure was 108/78.  Because of the decrease in the blood pressure I inquired how the patient felt on the new medication and she reported that she had felt better than she had within the past couple of years.    

The second case that I was presented with was a 54 y.o. female who reported serve pain and swelling due from Osetoarthritis.  Currently she was taking Diclofenac for the pain and wanted to have an adjunct therapy to help with the cost issue of the prescription.  Upon the physician’s request I placed her on PRN Ultracet 37.5/325.  The patient was informed that this medication should only be taken when the pain was truly serve and when the medication was taken it should be with food and large amounts of water per day.  The patient returned the following day with serve complications of dizziness, fatigue, stomach upset, and headache.  After listening to the patient I inquired what had conspired after the medication was dispensed.  She informed me that she took her dose of Diclofenac the evening before, then the following morning she decided to take the Ultracet with a small amount of food and with a small glass of milk.  The entire day she had not consumed any water and the effects of the medication were amplified.  After receiving the information, I stopped the Ultracet because the risk of her being non-compliant was great and I dispensed regular Tylenol for her pain which is not as much a high risk as the Ultracet.  

From the above cases it exhibited the extreme ends of the patient compliance which is encountered daily.  It is these instances which I enjoy being a student pharmacist and working toward being a licensed practitioner.   

4.   A mid-aged male patient presented sign and symptoms of lower extremity edema indicating filarial nematode infection.  The doctors suspected wolbachia bacterial infection which produces the elephant foot syndrome.  We treated with doxycycline 100mg BID for 6 weeks.

An elderly male patient presented with BP of 170/70 and a pulse of 100.  The doctor suspected aortic stenosis, which usually required aortic valve replacement.  Given the circumstances, we gave a beta blocker to slow his heart rate and hope to improve coronary arterial blood flow.  We also prescribed a statin to slow down sclerosis progression.

5.  One case involved a breast cancer woman who had one of her breasts removed but the cancer wasn’t completely removed so it metastasized to the other breast and possibly to other parts of her body.  The woman was severely in pain and the incision of her surgery was severely infected from the base of her breast all the way up to her neck.  The infection was swollen to about 2 inches thick, the ulcer was about 1 inch deep, I could almost see her sternum bone.  The wound smelled really bad and pusy.  She came to visit us at our cooperadora’s house the first night we were at the campo (before clinic was set up and open) and asked our doctor to check on her.  We were shocked to see how infected the wound was.  Dr. Bert asked me if we have any good oral and topical antibiotics and pain meds for her.  I made a few suggestions (Omnicef, silver sulfadazine cream and vicodin) and informed Dr. Bert that I will get the medications ready for her tomorrow when we set up the clinic.  The next day we paid her a visit after clinic hour and instructed her how to take the medications.  We did regular visit with her every week.  By the time we left, her wound improved a lot.  It was no longer smell and the pus went away.  She felt more comfortable with her pain relief medications.  We gave her a lot of gauze and wrapping materials and instructed her how to use them.  I feel even though we know she won’t be living any longer with her metastasize cancer stage, but our team had done a very good job to make her life more comfortable with her pain and infection.

Second case involved a young man in his mid twenty who is paralyzed from the waist down and sits in wheelchair for about 4 years now.  He developed an ulcer at a very unusual location, butt crack about 1 inch above his anus.  The ulcer was about 5 inches deep, almost penetrating his tailbone and the base of the ulcer was about 3 inches in diameter and the opening of the ulcer is about 1 inch wide.  Since he’s paralyzed from the waist down, he doesn’t feel the pain and if we don’t treat the ulcer it will penetrate further into his bone and the wound will get bigger.  Our team decided to teach him and his family how to do daily cleaning of the wound.  We provided them with antibiotic cream, antiseptic solution, gauzes, and bandages.  I worked with a nursing student to make a donut seat out of pee pan, neck supportive bandages and duct tape for him to sit-on to relieve some pressure on the wound while sitting on the wheelchair.  He said he really feels the difference on the wound.  It was too short of time to see a dramatic change by the time we left the campo but we really hope with our treatment and technique will help him heal the wound.

6.  A woman came in to the clinic the first week that we were in La Penda.  She could hardly stand up.  She was very dizzy and clearly in a lot of pain.  She lost bladder control in the clinic.  She was diagnosed with pyelonephritis.  We gave her anitbiotics and pain medication and sent her on her way.  We visited her every day for one week. The first three days, she was unable to get out of her bed.  We switched her anitbiotics.  By about the fourth day, she was able to move around but was complaining pf pain and vomiting.  We continued to check on her and monitor her.  The last week before we left, she was walking and talking and back to normal.  She was thanking God for her recovery.  I was very relieved because I thought that she might not make it.  

A man was carried in by two other men after a long day of work. The man had been vomiting blood.  We gave him oral rehydration solution and encouraged him to go to the hospital in the neighboring village because we did not have the right medications to treat the ulcer that we assumed he had.  He argued with us and said that he did not have enough money to go to the hospital.  After much debate, we took money out of the clinic money and sent him on an emergency trip to the hospital.  He returned four days later.  He was given four days of IV fluids and a blood transfusion.  He did have an ulcer and sustained life-saving therapy at the hospital.  We went to visit him when he got home.  He was still very sick but had purchased the PPIs and antibiotics that were necessary for his health.  

Campo Cases seen by pharmacy students
An interesting case that I encountered in the Dominican Republic involved an 80 y/o male we discovered while on a house visit one afternoon.  The man had a foley catheter in place and it was plugged up with pus.  The catheter had not been cleaned or changed in over a month.  The man was in very poor health (he had also suffered a stroke 3 years prior resulting in right-sided paralysis).  He was very skinny, with yellow skin and eyes, and swollen feet and ankles.  I asked if he was taking any medications.  The family showed me at least four different antibiotics, but explained that he only took them on "sick days."  The medical student and our physician examined the man and thought that he was in end stage renal failure and nearing sepsis.  We went back to our clinic and decided that the best antibiotic we had was Levaquin 500mg.  Since we estimated his renal function to be so poor, we dosed it at half a tablet every other day.  We also made him a calendar (in Spanish) that clearly showed which days to take his antibiotic.  We explained to him and his family the importance of taking his antibiotics as scheduled and to discontinue the other antibiotics.  The medical student also changed his catheter and taught the family how to clean it and change it every week.  At the end of the session, the man was still alive and doing much better.  He was sitting up in a chair laughing, talking, and smiling.  His family said that he was eating much better and we noted that there was no more pus in his catheter.  They were all very grateful for our help.
-------------------------------------
I encountered was an 11 year old boy who was diagnosed with Typhoid fever.  He had come to our clinic the week before complaining of a high fever that came and went, fatigue, and a poor appetite.  His mother also thought he may have parasites.  At the time he was treated with an antibiotic, Tylenol, vitamins, and mebendazole.  After several days of treatment, he still had not improved so he returned to the clinic at which time we told him it was best that he went to the nearby town where a physician could do blood tests to see if something more serious was going on.  
------------------------------------
Elderly male (approx. 70 y/o.) with low Stage II hypertension, previously undiagnosed. Discussed with med student the initial medicines we had: ACE-I, beta blocker, HCTZ, ARB.  Chose to start benazepril 10mg and HCTZ 25mg.  At two week follow-up, patient's blood pressure had dropped to approx 120/70. 

------------------------------------
There were many interesting challenges when faced with the initial therapy choices for hypertension. Most Stage I previously undiagnosed patients we started on HCTZ 25mg, those with Stage II we started either an ACE-I or beta-blocker with HCTZ or one of the combo ARB/HCTZ although I preferred the ACE-I.  I definitely wish that I had brought a therapeutics handbook with me; there were several instances where I was unclear on what to do.  The Sanford Guide was very helpful in most cases.

--------------------------------------
Another interesting case was a woman approx. 60 y/o. having an acute asthma attack. We had no albuterol inhalers or nebulizer, so our only choice was to give her ipratropium inhaler. The patient counseling was very frustrating, she did not understand how to time the breathing with the inhalation and so much of the medicine did not really help. We also started her on salmeterol 2 puffs bid.  Follow-up showed that her respiration had improved slowly, although we were unable to refill her salmeterol inhaler.

--------------------------------------
On our last day of clinic, at about 10 AM, a three year old, 35 pound (about 16 kg) girl was carried in by her mother.  The child had tipped over a pot of boiling water off their stove, and both of her legs had been badly burned.  The child was very agitated (screaming and crying) and the mother was concerned.  The medical student first asked me to give her an appropriate dose of liquid Tylenol and to dispense several tubes of silver sulfadiazine.  The child was given a dose of 160 mg of liquid acetaminophen, and the medical student began cleaning and dressing the burns.  He estimated them to be first and second degree burns, and the child calmed down within about 20 minutes, though her burns were still being dressed.  The medical student wanted to send her home with "something stronger for her pain" than the regular Tylenol, and then "switch to" Tylenol when the stronger analgesic ran out.  Our only option for "something stronger" was either the Tylenol with codeine tablets (# 3's) or generic percocet (APAP/ oxycodone 325/ 5 mg) from the emergency kit.  The medical student decided he preferred to use the percocet.  Pediatric dosage was not available in numerous resources for this drug, but I did find in Facts And Comparisons that oxycodone acceptable pediatric dosage is 0.05 to 0.15 mg/ kg every 6 hours as needed.  It was determined that 1/5 of a tablet would contain 1 mg of oxycontin, which would be about 0.06 mg of oxycontin per kg, and 65 mg of acetaminophen.  A liquid suspension was made with one tablet of percocet, making five doses.  The child was also sent home with liquid Tylenol, and the mother carefully educated about how to use the first medicine completely and to start with regular Tylenol the following day.  The medical student visited the little girl the following morning before we left, and changed her bandages and reinforced education about changing the bandages and the medicine.

--------------------------------------
I think that the case that stands out the most in my mind was our 28 year old motorcycle accident patient.  We did a house visit to her house because she was unable to walk to the clinic.  The first day we went to see her was a little over a month from the time of the accident.  She had gone into the city after the accident and they put a cast on her leg.  The cast was horrible…very loose and flimsy.  Above the cast was a huge ulcer in her skin.  There was open tissue and black dead tissue as well as bugs eating at her skin.  Our doctors told her she needed to go to the city to get care or she had a good chance of losing her leg.  She laughed because she said there was no way anyone in the city would admit her for something so “minor.”  Our doctors decided they needed to do something so they had planned to clean out the wound knowing there was a chance she could bleed a lot.  However the next day when they returned to do the procedure the girl and her family had already done it themselves.  The leg looked so much better just in one day.  We continued to visit the girl everyday on the way home from clinic to change the dressing on her leg.  By the time we left she was up and walking around.  I just thought it was amazing to see that all the patient needed was to be told how serious her condition was.  She didn’t think that her leg was bad initially.  From the pharmacy side we worked with her antibiotics.  The hospital had originally put her on an antibiotic for urinary tract infections!  We immediately switched antibiotic therapy and put her on pain medications.  She was very grateful for our work all summer. 

------------------------------------------
Almost every patient we saw our group had a great collaboration between medical, dental and pharmacy so interventions on dosing and drug recommendations were very frequent.  One interesting case that I encountered in the clinic was a patient that was experiencing end stage liver disease.  Our medical student counseled that family that their father was probably going to die soon and that we would be giving medications to help ease that process.  We gave the patient lactulose and the narcotic pain killers we had that did not contain acetaminophen to help make the patient comfortable.  They also suspected that bacterial peritonitis may occur so we gave levaquin to treat/prevent this.
-----------------------------------------
In the DR, our team encountered an interesting case when one of our patients presented with Pelvic Inflammatory Disease. Unfortunately, we did not have the lab tests available to us to be able to discern the cause as being chlamydia or gonorrhea. Therefore the physician and I tried to decide how we would go about treating the patient for both bacteria while using the least amount of antibiotics possible. Since we did not have the recommended first line fluoroquinlones or the second line cephalosporins, we had to improvise by giving Erythromycin, Doxycycline, and Bactrim DS in order to try and give adequate coverage to the N. gonorrhea, while the Doxycycline gave coverage for the chlamydia. I found this case to be an interesting learning experience because it pointed out the importance of all the different antibiotics and their spectrums because when you do not have the one you need, it can be very difficult to treat a certain illness. 

----------------------------------------------
Diabetes was a big problem in our campo.  We had a lot of patients come in and when their blood sugar was tested it ranged in the high 200’s to 300’s.  This was very difficult to deal with since we didn’t have any medications to help them control their blood sugar right then and definitely not long term.  I think a big intervention that we had was teaching them about how important it is for them to see the doctor in the city and get appropriate medication as soon as possible.  We also worked with them to teach them how to help control their blood sugar levels and ways to change their lifestyle to help their diabetes.  We taught them about the importance of keeping their diabetes under control because of how big of an effect high blood sugar has on the rest of their body systems also. We also intervened by making up a reference list of those patients that had really high blood sugars to give to the local doctor who stopped by a few times to see if she could meet with them and help get their diabetes under control. 

--------------------------------------------
One of my most rewarding clinical interventions that occurred while in the campo was a house visit that we made to an 83 year old woman in the next village that was very sick. We figured out that she had diabetes that was very uncontrolled and her blood sugar was dangerously high. Her legs and feet were in very bad condition, but after giving her Amaryl for her diabetes and some diuretics for her edema, and coming back to visit her two weeks later, we were able to see a difference in her condition.  It was rewarding because she was so grateful for both our help and our company when we visited her.

 

Also, working in the clinic in a campo was rewarding as we were able to work closely on a health professional team and were able to have a lot of input on the medications and dosages used to treat different health conditions in different patients.
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