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Neglected tropical diseases

The 17 neglected tropical diseases

The neglected tropical diseases result from four
different causative pathogens:

Virus
Dengue/Severe dengue

Rabies

Protozoa
Chagas disease

Human African trypanosomiasis (sleeping sickness)

Leishmaniases

Heiminth
Cysticercosis/Taeniasis

Dracunculiasis (guinea-worm disease)
Echinacoccosis

Foodbome trematodiases

Lymphatic filariasis

Onchocerciasis (river blindness)
Schistosomiasis

Soil-ransmitted helminthiases
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Autoctonas

Importadas®

* Pérez-Molina et al. Enferm Infecc Microbiolo clin.2010;28(1):44-59
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PROTOZOOS

- METRONIDAZOL
- PARAMOMICINA
- TETRACICLINAS
- ANFOTERICINA B
- ANTIPALUDICOS
- BENZNIDAZOL

- NIFURTIMOX

* SURAMINA, MELARSOPROL...



HELMINTOS

IVERMECTINA
DIETILCARBAMACINA
ALBENDAZOL
PRAZICUANTEL
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Naegleria .
& Plasmodium
Isospora T |
Giardia O?(OD asma
Leishmania

Balantidium Trypanosoma

Cryptosporidium

Entamoeba histolytica/dispar Paramomicina
* Portadores asintomaticos Sy LQ(’ y

' Metronidazol +
* Infeccion intestinal Paramomicina

* Infeccion extraintestinal
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trofozoitos
Giemsa

-~ |1. Metronidazol
2. Metronidazol+Abendazol
3 Paramomicina *(EMBARAZADA)

INTOLERANCIA POSTERIOR A LACTOSA
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PROTOZOOS
INTESTINALES Y
GENITALES

Tratamiento farmacolégico de protozoosis intestinales y genitales

Entidad Dosis adultos Dosis pedidtrica
Balannodiasis
Eleccdén SOOmMmE/6h < 10d A0mgikgid (mdx 2 g) en 4 dosis (o en niflos < 8 afios)
Alternativa TSOmMmgE/8h<5d 35S0 mgjkgid en 3 dosis=<5d
ESSOmgf8h =« 204d IO megikg/d (max. 2 g)en 3 dosis «20d
Ciclosponasis
Eleccion Trimetoprima + Trimetoprima 160 mg+sulfametoxazol Trimetoprima S mg/kg+sulfametoxazol Z2Smgikg/d en 2
sulfametoxazol BOOmzf1i2h =« 104 dosis < 104
Alternatva Cipmofloxacino SO mEfiZ2Zh <7 d
Nitazoxanida S00mgiiZh <3 4d
Criprosporidiasis
Eleccdn Nitaroxanida S0 mMmefi2h<3d I—3 afios: 100mMmgf1Zh<3d
4-11 aficos: 200 mgfi1Z2h <3 4
= 12 ahos—~adultos
Alrternativa Parmamomicina 30 mgikg/d en 3 dosis (hasta respuesta 30mglksid en 3 dosis (hasta respuesta terapéutica)
terap&utica)
Ciardiasis
Eleccion Metronidazol 250 mgi8 h =« 5S4 ISmgikgiden 3 dosis=<54d
Tinidazol 2 & dosis Gnica SOmg ks (mdx. 2 g) dosis Gnica
Alternativa Nitarzoxanida SO mMmE{i2Zh <« 34 1I—-3a:100mgf/i2Zh<3d
4-11 a: 200mgfi2Zh=<3d
> 12 afios—adultos
Furazolidona 100 mE/6 h <« 7—-10d 6 mgikgid en 3 dosis 7-10d
Quinacrina 100 mgi8 h =« 54 2 mgikg/d en 3 dosis =< 54 (max. 300mg/d)
Isospornidiasis
Eleccién ml Trimetoprima 160 mg +sulfametoxazol Trimetoprima 5 mg/kg+sulfametoxazol 25mg/kgi/d en 2
BOOmgii2h =« 10d dosis < 10d
Alrernativa Pirimetamina 7S mg/Z24ah durante 3 semanas
Microspondiasis inresonal
Ence phalitor con Albendazol 400 Mg /8 h < 21 dias 1Smgikgidia en 2 tomas =< 21 dias
inresrinalis
Enterocytozoon Fumagilina 20 mg /8 h durante 14 dias
Bieneissi
Sarcocistiosis No precisa
Trichomoniasis
Eleccidn Metronidazol 2 g dosis Gnica

Finidazol 2 grdosis Gnica JA Pérez-Molina et al / Enferm Infecc Microbiol Clin. 2010;28{1):44-59
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Paciente varén de 64 anos de edad trasplantado renal hace 3 afos en tratamiento con
inmunosupresores. Ingresa por cuadro de varias semanas de evolucién de diarrea.
Hace 48 horas ha comenzado con tos y disnea.

EXPLORACION / PRUEBAS COMPLEMENTARIAS:

-ANALITICA: EOSINOFILIA
-Rx Torax: Infiltrado reticular difuso
-ESTUDIO PARASITOLOGICO




Helmintos
Nematodos

Enterobius, Ascaris,  Trichuris
Strongyloides Uncinarias
Toxocara Trichinella

Filarias

Cestodos Trematodos
Taenia Schistosoma

Echinococcus

Fasciola, Opistorchis
Hymenolepis

Paragonimus

Sd.hiperinfestacion

lvermectina

Streptomyces avermitil's

200ug/Kg/dia 5-7 dias
+
Albendazol

400 mg/12 3 dias

Strongyloides stercoralis
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Tratamiento farmacolégico de las nematodosis

Nematodos intestinales

Ascariasis
Eleccion:

Alternativa
Enterobiasis®
Eleccion

Alternativa

Estrongiloidosis®
Eleccion
Alternativa

Trichuriasis
Eleccion
Alternativa

Uncinarias
Eleccién
Alternativa

Capilariasis
Eleccion

Albendazol
Mebendazol
Ivermectina

Albendazol
Mebendazol
Pamoato pirantel

Ivermectina
Albendazol

Mebendazol
Albendazol
Ivermectina

Albendazol
Mebendazol

Pamoato de pirantel

Albendazol
Mebendazol

Nematodos hematicos: filarias

Filariosis linfdtica
Eleccion®

Alternativa

DEC

+[ -
albendazol
Doxicidina
ks
Ivermectina®

400 mg d.u
100mg/12h x 3d 0 500mg d.u,
200 pg/kg/dia d.u.

400 mg d.u
100mg/12h d.u.

11 mg/kg (max. 1g). Repetir en 2 sem.

200 pg/kg/d x 3 dias
400 mg /12 h x 3-5dias

100 mg/12 h x 3 dias
400 mg(12h x 3 dias
200 pg/kg/dia d.u.

400 mg d.u.
100mg/12h x3d o 500mg d.u.
11 mg/kg (mdx. 1g)x 3dias

400 mg/12h x 10 dias
200 mg/d x 20 dias

6mg/kg d.u?

+[ =

400mgf12h
200mg/d x 4 sem.
+

150 pg/kg d.u.

NEMATODOS

400mg d.u.
100mg/12hx3d o 500 mg d.u.
200pg/kg/dia d.u.

400mg d.u.
100mgf{12h du.

11 mg/kg (max. 1g). Repetir en 2 sem.

200pg/kg/d x 3 dias
400mg (12 h x 3-5dias

100 mg/12h x 3 dias
400mg [12h x 3 dias
200pg/kg/dia d.u

400mg d.u.
100mg/12hx3d o 500 mg d.u.
11 mg/kg (max. 1g) x 3dias

400mg/12h x 10 dias
200mg/d = 20 dias

6mg/kg d.u

+/-

400mgf/12h
4mgfkg/d x 4 sem,
*

150 pgfkg d.u.
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Paciente mujer de 32 anos procedente de Ecuador.
Tiempo en Espana: 5 anos

No antecedentes personales de interés

Acude al servicio de urgencias por presentar cuadro
epiléptico con estatus
Se realiza RM




1l PARTE

CASO CLINICO 1l

Cysticercosis

A Orecnoneres deveiop Cysticarci may develop
i Cyslicent in Muscles ¥ vy oepan, besng more
of pags or humans common In subcutanecus

oemw
andior gramid progloticls
ngested by pigs or fumans

Taenia solium

* Praziquantel 5-10 mg/Kg
* Niclosamida 2g

At soon ooy o o oo m ece
A\ Dagnosic Stage — e
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Neurocysticercosis as a Cause of Epilepsy and Seizures in
Two Community-Based Studies in a Cysticercosis-
Endemic Region in Peru

Luz M. Moyano'*, Mayuko Saito’?, Silvia M. Montano?, Guillermo Gonzalvez', Sandra Olaya’,

Viterbo Ayvar’', Isidro Gonzalez™”, Luis Larrauri®, Victor C. W. Tsang”®, Fernando Llanos®, Silvia Rodriguez®,
Armando E. Gonzalez”, Robert H. Gilman?, Hector H. Garcia'"??*® for The Cysticercosis Working Group in
Peru

1 Cysticercosis Liimination Program and Center for Global Health Tumbes, Universidad Peruana Cayetano Heredia, Tumbes, Perd, 2 Department of International Health,
Bloomberg School of Public Health, Johns Hopkins University, Baltimore, Maryland, United States of America, 3 U5 Naval Medical Research Unit No, &, Lima, Perua,
4 Instituto deo Clencias Neuroldgicas, Lima, Porg, S Georgia State University, Atlanta, Geoorgia, United States of America, 6 School of Public Health, Universidad Peruana
Cayetano Heredia, Lima, Perd, 7 School of Veterinary Medicine, Universidad Nacional Mayor de San Marcos, Uma, Poru, 8 Department of Microbiology, School of Sciences,

PLOS Neglected Tropical Diseases | www plosntds.org 1 February 2014 | Volume 8 | Issue 2 | 2692

Figure 1. Map of Tumbes and rural communities intervened in 2006 (region A) and 2007 (region B).
doi:10.1371/journal.pntd.0002692.g001
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Region A [ 11,745 inhabitants |
2006
Phase | (10,008 surveyed)
T
¢
8,986 negative I I 1,022 positive I

Phase Il - Physician evaluation

121 _

3died

[
v

8,452 Inhabitants

'
‘ Phase | {7,442 surveyed)
|

| 6439 negative |

[ 1,003 positive |

Region B
2007

‘ Phase Il - Physician evaluation

Sdied

[

| 682 non suspect I

' Phase Ill - Evaluation by neurologist ’

216 suspect epllepsy cases

!

733 non suspect

176 suspected
epilepsy cases

Phase lil - Evaluation by Neurologist

v J il
l 21 not confirmed | 180 confirmed epilepsy cases | 55 not confirmed | 121 confirmed epilepsy cases
NCC on Brain CT: 64/166 {38.55%) NCC on Brain CT: 42/116 (36.21%)

EITB positive: 71/169 (42.01%)

EITB positive: 47/116 (40.52%)
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Table 3. NCC-compatible CT findings in seronegative and
seropositive individuals with epilepsy in Tumbes, Peru.

NCC-compatible CT Seropositive Seronegative
(n= 109) (n=62)* (n=47)
Subarachnoid NCC, with or without other 3 0

lesions

Viable cysts, with or without edema 6 0

Calcified cysts without hydrocephalus 53 43

Calcified cysts with hydrocephalus 2 2
Hydrocephalus only 4 2

*Some patients had more than one finding.
doi:10.137 1/journal.pntd.0002692.t003

Principal findings: In two surveys, 17,450 individuals were evaluated. Lifetime prevalence of epilepsy was 17.25/1000, and
prevalence of active epilepsy was 10.8/1000 inhabitants. The prevalence of epilepsy increased after age 25 years and
dropped after age 45. Only 24% (45/188) of patients with active epilepsy were taking antiepileptic drugs, all at sub-
therapeutic doses. Antibodies to cysticercosis were found in approximately 40% of individuals with epilepsy in both studies,
In one survey only individuals presenting strong antibody reactions were significantly associated with having epilepsy (OR
5.74; p<0.001). In the second, the seroprevalence as well as the proportion presenting strong antibody reactions were both
significantly higher in individuals with epilepsy (OR 2.2 and 4.33, respectively). Brain CT showed NCC-compatible images in
109/282 individuals with epilepsy (39%). All individuals with viable parasites on CT were seropositive.

Conclusion: The prevalence of epilepsy in this cysticercosis endemic region is high and NCC is an important contributor to
it.
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SOIL-TRANSMITTED HELMINTHIASES
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ELIMINATING SOIL-TRANSMITTED HELMINTHIASES
AS A PUBLIC HEALTH PROBLEM IN CHILDREN

PROGRESS REPORT 2001-2010 AND STRATEGIC PLAN 2011-2020



Intestinal worms

1
%
30%
Reported coverage school-age
cheidren

Soltransmitied helminthiases: number
of chddren treated in 2010

Soll-transmitted helminths

Sol-tranamitied helminth infections are among the most
common infections workdwede and affect the poorest and
mos! deprved commundies. They are tranamitied by €gas
present in human {aeces which in tum contaminate sod In
areas where sanitation is poor.

The main species that infect people are the roundworm
[Ascans lumbricoidas), the whipworm { Tnichuns tnchiura) and
the hookworms (Necator amencanus and Ancylostoma
duodenale.

Sod-transmitied helmnth infections are widely distnbuted in
all WHO Regions. | Read more

212 Million 189 Million

Number of deworming tablets for Number of deworming tablets for achool
school age children donated in 2012, age chidren donated (until February
Expected coverage school-age 2013). Target 285 milon
children: >40%%

Elminating sod-transmitied helminthizses
Edminating sod-transmited &s a public health problem in chidren:
helmintiiases as a publc health Progress repon 2001-2010 and strategic

problem in children: Progress report plan 2011-2020
2001-2010 and strategic plan
20112020



Figure 1. Proportion of children aged 1-14 years requiring preventive chemotherapy (PC) for soil-
transmitted helminthiases (STH), by country, 2009
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K Partnership for Treating and Preventing Intestinal Worms

. ChildrenWithoutWorms

| SR
The World's Children Free of Intestinal Worms Latest News from CWW
Children Without Worms (CWW) is a partnership between Johnson & Johnson and . 2:: :‘zesh?s"t:;:g?::::g
the Task Force for Global Health in the global control of soil-transmitted
helminths (STH), commonly known as intestinal worms. SEVIASH:aid e NIDS. A

Manual for WASH

CWW envisions the world's children free of STH so they can grow, play, learn and Implementers
enrich their communities. To achieve this vision, CWW collaborates with partners * PAHO meetings on STH
including GlaxoSmithKline, the World Health Organization, government ministries control in the Americas
of health and education, and multilateral donor agencies and non-governmental v TR

http://www.childrenwithoutworms.org/






Three classes of intensity (light, moderate and heavy) of infection are defined for each
STH; the thresholds for each class are shown below.!

5000 - 49999 epg >50 000 epg
1 000 - 9 999 epg >10 000 epg
2000 - 3 999 epg 0 ey




COUNTRY STATUS STRATEGIC APPROACH TARGET

Not started deworming - Strengthen political commitment
¢ Harmonize coordination By 2015
Y4 100% of countries
started deworming
Not reached 75% ooverage<-:‘f ———» Build technical capacity and provide guidance
4
By 2020
Reached 75% coverage » Improve sustainability and facilitate governemntal responsibility 100% of countries
reached 75% coverage

Country free of childhood Refine monitor/surveillance capacity
morbidity due to STH




Figure 5. Ten countries with larger numbers of children (school-age and preschool-age)
in need of deworming

Other countries
2%

United Republic

of Tanzania 2%




Figure 8. Global

Estimated number of albendazole (ALB) and mebendazole (MBD) tablets required to
achieve the global target for coverage of school-age children by 2020

1200

m Scenario 1
m Scenario 2
1000
80O I
2011 2002 2013 2014 2015 20016 2017 2018 IS M3 021 2022 2023 2004 2005
Sgenano Number of ALB/MED tablets required (million}
2001 2012 013 014 2015 20016 2007 M0IE 2019 2020 B2 2022 23 WM NS
158 77 32 508 &6 7El 850 932 078 LO54 L4l LODIS  9B& 958 BO2
381 485 563 £37 695 733 m Bl TEZ  TAT TIE 676

119 8 34

Scenario 1: All countries resch 100% nattonal coverage by 2020
Scenario 2: All countries reach 75% natlonal coverage by 2020



Figure 12. Proportion of children requiring preventive chemotherapy for
soil-transmitted helminthiases, by country, WHO African Region, 2009

AFR: African Region United Republic - Uganda
AMR: Region of the Americas of Tanzania 6% Kenya




Figure 17. Proportion of children requiring preventive chemotherapy, by country, WHO
Region of the Americas, 2009

Paraguay Argentina Venezuela (Bolivarian
2% Republic of) 2%

Dominican Republic
2%

Nicaragua

Guatemala
6%

WPR Honduras
1% %
Bolivia (Plurinational
State of) 7%

AMR: Region of the Americas Colombia Peru
EMR: Eastern Mediterranean Region 11% 8%
EUR: European Region
SEAR: South-East Asia Region




Figure 23. Proportion of children requiring preventive chemotherapy, by country, WHO
Legend: South-East Asia Region, 2009

AFR: African Region 5 . :
AMR: Region of the Americas Sclepeiiect  Nepsl
EMR: Eastern Mediterranean Region
EUR: European Region
SEAR: South-East Asia Region
WPR: Western Pacific Region

WPR
11%




Figure 28. Proportion of children requiring preventive chemotherapy, by country, WHO
European Region, 2009

AMR: Region of the Americas
EUR: European Region

SEAR: South-East Asia Region
WPR: Western Pacific Region




Figure 33. Proportion of children requiring preventive chemotherapy, by country, WHO
Eastern Mediterranean Region, 2009

Other countries Iraq

1% 4%

WPR
11%

Legend:

AMR: Region of the Americas
EMR: Eastern Mediterranean Region
EUR: European Region

SEAR: South-East Asia Region
WPR: Western Pacific Region

Sudan
20%




Figure 38. Proportion of children requiring preventive chemotherapy, by country, WHO
Western Pacific Region, 2009

Lao s
ic Republic 2%

Papua New Guinea
3%
Other countries 1% Cambodia
5%

WPR
11%

Legend:

AFR: African Region
AMR: Region of the Americas

EUR: European Region

WPR: Western Pacific Region
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Once a year school-based deworming with praziguantel and albbendazole
combimnation mMmay mot be adeqguate for control of urogenital schistosomiasis amnd
hookwvworm infectiomn in Matuga District, Kwale County., Kenya

Parasites & Vechors 2014, F27a doiz 1011 86/M FS6-3305-F-74
Samimy M MNienga (snjenga & kemiri.org)
Faith M Mutungi (fimaerends & kemrioorgd
CHaire hMjper Wamaese (nwarmaeE@ kermri-org)
MMariarm T NMwanjse (maramormeawanje & qgrmail cormd
Kewin K MNjira (kewinkiny ua & grmeail o oorm)
Moses J Bockarie (Moses Bockarie®@ liverpool_ac_uk)

Background

Neglected ropical diseases (NTDs) predominantly occur in resource poor setimgs where they
often present a senous public health burden. Sustamed global advocacy has been mmportant i
raising awareness of NTDs and the relatively low cost for control of helmmmtlhic NTDs using
preventive chemotherapy. This enthusiasm was recently boosted at the London declaration on
NTDs through commitments by different parimers to avall resources required for control of
NTDs particularly those that employ preventive chemotherapy as the major mtervention
sirategy. Subsequently, national NTD programmes are responding to these new opportunites
by mplementing preventive chemotherapy mecluding school-based deworming (SEBD).
Further, with the availability of increased resources, both financial and pharma, the optimal
strategies for implementing preventive chemotherapy m highly endemic settings are under
debate and this paper goes some way to addressing this 1ssue mn a specthic setting in coastal
Kenya.

The results of the cument study sugpest once per year treatment may not be adeguate
preventive chemotherapy strategy against hookworm and 5. Aacmarobiwn ifections m areas
where transmission 1s high and samitation coverage 1s low, such as in mural areas of Kwale
County. Our intervention failed to reduce the prevalence of hookworm and rebounds in rates
of wrogenital schistosomuasis were observed. Thus there is an urgent need to comsider
alternative freatment regimens so as to effectively control the mfecton mn the area. Smee
these mfections were previously shown to be high i adults i this area [8], it 15 cnfecal to
consider expanding preventive chemotherapy to mmclude all commmnity members mn the
ongoing ntervention programmes. For sustainable NTD confrol in this area, it 15 important to
also find ways of engaging the commumities m constmction of household latmnes as well as

hygiene behavioral change so as to improve commumaty level sanitation.






Lymphatic filariasis (LF) - caused by infaction with the nematodes Wuchereria
bancrofti, Brugia malayi and B. timori.

Onchocerciasis (ONCHO) — caused by infection with the nematode Onchocerca
vaivulus.

Schistosomiasis (SCH) — SCHi (intestinal schistosomiasis) caused by infection
with the trematodes Schistosoma mansoni, S. mekongi, S. faponicumand S.
intercalatum, and SCHu (urinary schistosomiasis) caused by infection with S.
haamatobium.

Soil-transmitted helminthiasis (STH) — caused by infection with the nematodes

Ascaris lumbricoides (roundworm), Ancylostoma duodenale and Necator
amerncanus (hookworm), and Trichuris trichiura (whipworm).



Sustained, large-scale preventive chemotherapy against helminthic infactions is a
cost-gffective intervention that contributes to the achievement of several Millennium

Development Goals (20, 21) Including:

1, eradicating extreme poverty and Aunger
2.achigving universal primary education
3.promting gender equaliy

4. reducing child mortality

5.Improving matemal health and

6.combating HIV/AIDS, malaria and tubsrculosis.



A6.1 Lymphatic filarlasis

The disease
It is estimated that 1.2 billion people in 83 countries live In areas endemic for
lymphatic filariasis and about 120 million people are affected by the disease.

The causal agents of lymphatic filariasis are the filarlae Wiicheraria bancroft]
Brugia malayi and Brugia timori. The adult worms live in the lymphatic system of
humans. After mating, each female worm produces several thousand larvae
(microfilariae), which appear in the peripheral blood at times that coincide with the
biting activity of mosquito vectors. The microfifariae are ingested along with the
blood meal by the mosquitoes, develop inside the insects and are transmitted to
another human host through mosquito bites.

Filarial infection may be clinically asymptomatic; the disease may also present as
one or more acute manifestations (fever, local swelling, tropical pulmonary
gosinophilia syndrome, lymphangitis), Chronic complications include lymphoedema
or elephantiasis of the limbs, damage to the genital organs (including hydrocele in
men), and damage to the kidney (including chyluria) and lymphatic system.

Recommended Intervention sirategy and alm
The strategy of the Global Programme to Eliminate Lymphatic Filariasis has two
components:

® Mass drug administration of iwo drugs (DEC + gibendazole or ivermectin
+ albendazole), given together to the entire eligible population once a year
until transmission Is reduced and ultimately interrupted, or regular intake
of DEC-fortified sait.

* Home-based care to prevent and alleviate the suffering of affected Individuals
and community education programmes to promote the benefits of intensive
local hygiene and self-management of affected organs and limbs.




Table 1. WHO-recommended anthelminthic drugs for use in preventive chemotherapy*®
Note: Drug names are given In Tull i the list of abbreviations a1 the font of Ba

manual.
| Disease | mm | pec | wm | e | e | e
- ) - v v

P9 Ascariasis e Ve
=
=W Hookworm dissase 7 v = = - s Ve
I
‘g g Lymphatic fariasis v = & v = = =
=§ B Onchocerciasis - - - v - - -
} % Schistosomiasis - - = — o = =
N Trichuriasis 7 Ve —~ V) = vy vF
=2t ) Clonorchiasis - - — - v - —
S
= | 3l oostrorctiass = = = = v = =
i
E § Paragonimiasis — — - - v - —
- % Strongyloidiasis v [73) = 7 = — =
Eg Taeniasis = - _ _ 7 _ b
= {up 0 10 Mok
QianeoussEnamigans ) — W) - ) )
(znonotic ancyiostomiasis)
é Ecioparasitic infections ~ — — - v - — —
= (scabies and lice)
£
I Enterobiasis o e = W) = W) e
=2
-l intestinal = = = = I = =
= tremaiodiases
Visceral larva migrans — - v ) - - -

* Prascriing NIDMation and Conrandicalions are gven in s WHO Mool Fornusry 2004 (13}

* ) this tabia, «/ INCICAlEs Orugs TECoIENENcted by WHO for Teatmant of the relevant dissasa, and (v ) Indicatss arugs that 2re not recommenced Tor traatment but that
nave a [suboplimal) efact against ne diseasa.

=At present, LEV and PYR 0o not have a prominant role In preventive chemotherapy as describad in ihis manuss. Howaver, ey romain usens drugs 1or g treatment of
soll-transmitied RoImiRthiasis, and SN0 — UNEke ALS and MED — hoy do not beiong 10 he benamicazcée group, they will b expaectad to conTiute 1o he

management of arug-resisiant STH nfactions shouo that probiem amenga
“LEV and PYR have ondy 3 imiiaa efact on richuriasts Dut, whan usad In combination with mantss, PYR has an efficacy aganst trichariasis comparabis to that observed
With MED (14).



Table 2. Drugs, dosages, implementation thresholds and regimens in preventive chemotherapy interventions

Nota: Drug names are given in Tl in ine list of abbreviations at the tront of tha manual

Disease Drugs and dosages Threshold for implementation | Frequency of
of preventive chemotherapy intervention
interventions®

Lymphatic filariasis IVM according to height Prevalence of infection=1% Once a year
(in countries where (using IVM tablet-pole)
onchocerciasis is co-endemic) plus
ALB 400 mg
Lymphatic filariasis DEC 6mg/ka Prevalence of infection=1% Once a year
(incountries where. (using age as ciiterion for dose)
ALB 400 mg
Onchocerciasis IVM according to height Prevalence of infection= 40% Once a year
(using IVM tablet-pole) or
prevalence of paipable nodules = 20%
Schistosomiasis PZQ 40 mg/kg Presence of infection According o
(using PZQ tablet-pole) prevalence of
{see Annex 2)
Soil-transmitied hetminthiasis ALB 400 mg Presence of infection According to
(ascariasls, trichuriasis, or prevalence of
hookworm disease) MED 500 mg® infection
(see Annex 2)
| (using tablet-pole) >5%Iin1-gyearsokd
max 1g in adults “at district level

*LEV 2.5 my/kg or PYR 10 mg/kg Is usatul whare trichurtasis does not pose a significant proiam
* For detalls, S22 Anex 6.

=TF>10% at district levet cictnict-wida mass ¥eatment. I TF <5% at district level, some communities might stil requise community wice treatment.






5.6 Problems caused by concinrent infections

Programme managers should be aware that sustainable anthelminthic treatment
for lymphatic filariasis, onchocerciasis, schistosomiasis and soil-transmitted
helminthiasis may be disrupted if serious adverse experiences occur as a result of
the inadvertent treatment of certain concurrent infections that have not been
recognized (e.g. following praziquantel treatment of neurocysticercosis). The
following precautionary measures are therefore recommended:

PZQ

As praziquantel can exacerbate central nervous system pathology due to
schistosomiasis, paragonimiasis or Tagnia salium cysticercosis, as a general
rule this drug should not be administered in large-scale interventions to
individuals reporting a history of epilepsy and/or other signs of potential
central nervous system involvement such as subcutaneous nodules
suggestive of cystercosis (55).

VM In lolasis-endemic areas

Special measures should be taken when ivermectin alone is used in MDA
interventions against onchocerciasis in areas where Loa lpa is endemic
(68). See intervention MDAS3 box in section 5.4.2 for further detalls.

IVM+ALB In lolasis-endemic areas

The same special measures should aiso be taken when ivermectin is used
in combination with albendazole in MDA interventions against lymphatic
filariasis and onchocerciasis in areas where Loa /oa is endemic. There is
no biclogical rationale or available data to suggest that the addition of
albendazole to MDA interventions with ivermectin in areas where Loa /ca
is endemic would increase the number or severity of SAES if the two drugs
were to be used together to freat populations co-endemic for onchocerciasis,
lymphatic filariasis and loiasis. However, special surveillance measures are
recommended (69. See intervention MDA1 box in section 5.4.2 for further
details.
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Figura 1. Lesion en antebrazo derecho el primer dia de consulta,



Figura 1. Lesion en antebrazo derecho el primer dia de consulta. Figura 3. Lesion en antebrazo derecho tras tratamiento,



Antimoniales pentavalentes intralesionales
Crioterapia
Anfotericina B liposomal






LEISHMANIASIS

Species Type of disease Reservoir hosts  Geographic distribution  Vector
Cutaneous Leishmaniasis
L. tropica minor Dry cutaneous Rodents,dogs ~ Southern Europe, Mid-  Phiebotomus
dle East s
L. tropica major Wet cutaneous,ori-  Rodents,dogs ~ Southern Europe, Africa, Pgtg;boromus SPp-
ental sore Middle East
L. aethiopica Diffuse or dry cuta-  Hyrax sp. Ethiopia, Kenya Phiebotomus spp.
neous
L braziliensis Espundia, mucocuta- Rodents Mexico, Brazil Lutzomyia spp.,
braziliensis neous Psychodopypus
s
L peruviana Uta, cutaneous Do Peru Ll:lpmm yia spp.
L mexicana Chiclero ulcer,cuta- Rodents Central America Lutzomyia spp.
meXicana neous
L mexicana Diffuse, cutaneous ~ Rodents Amazonas region Lutzomyia spp.
amazonensis
L mexicana Cutaneous, mucocu- Rodents Venezuela Lutzomyia spp.
pifanoi taneous

Visceral Leishmaniasis
L. donovami donovani

L. donovani infantum
L. donovani chagasi®

Kala-azar, dum-dum
fever, visceral

Visceral, infantile
Visceral

Dogs, foxes

Dogs

Foxes, cats, dogs

Africa, Asia, Middle
East, Southern Russia,
South America
Mediterranean countries
South America

Phiebotomus spp.

Phiebotomus spp.
Lutzomyia spp.
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Distribution of visceral leishmaniasis, worldwide, 2009
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ORIGINAI
Brote de leishmaniasis cutanea en el municipio de Fuenlabrada

M. Aguado?®*, P. Espinosa?®, A. Romero-Maté?®, J.C. Tardio®?, S. Cérdoba® y J. Borbujo?

® Servicio de Dermatologia, Hospital Universitario de Fuenlabrada, Madrid, Espana
b Servicio de Anatomia Patolégica, Hospital Universitario de Fuenlabrada, Madrid, Espana

Recibido el 6 de mayo de 2012; aceptado el 17 de noviembre de 2012
Disponible en Internet el 16 de enero de 2013

Tabla 1 Notificaciones de leishmaniasis entre julio de 2009 y diciembre de 2011 en los municipios de Fuenlabrada, Leganés y
Getafe

Leishmaniasis visceral Leishmaniasis cutanea Total
N Tl N TI N Tl
Fuenlabrada 67 12,05 108 19,43 175 31,48
Leganés 18 3,85 7 1,5 25 5,34
Getafe 8 1,89 1 0,24 9 2,14
Total 93 10,71 116 13,36 209 24,08

N: nimero de pacientes; TI: tasa de incidencia.
Fuente: Tomada de Brote comunitario de leishmaniasis en los municipios de Fuenlabrada, Leganés y Getafe (2009-2011)2.



Tabla 5 Indicaciones de tratamiento sistémico en la leish-
maniasis cutanea

Lesiones de gran tamano (>4 cm)

Multiples lesiones (> 5)

Falta de respuesta a tratamiento topico

Datos de diseminacion locorregional

Pacientes inmunodeprimidos (VIH)

Lesiones en cara, orejas

Lesiones en manos y pies

Lesiones localizadas en zonas que puedan originar déficit
funcionales




Ch a ga s Enfermedad olvidada

Enfermedad transmisible



Chagas Enfermedad olvidada

Enfermedad transmisible
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DE LA
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COMPONENTES DEL PROGRAMA NACIONAL DE CHAGAS

LEC. y Capacitacion Monitoreo y Evaluacion




Documento de Consenso

Francisco J Merino' - a1 P Vel e -

Roclo Martinez-Ruiz? Cont.rol de la infeccion por Trypanosoma
Iciar Olabarrieta? cruzi | Enfermedad de Chagas en gestantes
Paloma Merino* y 2 S

Silvia Garcla-Bujalance® Latinoamericanas y sus hijos

Teresa Gastanaga®
Maria Flores-Chavez’

Grupo de Estudio de la
Enfermedad de Chgqas de 'Servicio de Microbiologia, Hospital Universitario Severo Ochoa, Leganés,
- IC o i HP P Ll minad | Leds e el P - .

I e Adloeotl Py . i A Llio. .




’O}SIN FRONTERAS

MEDICOS

Protocolo de Estudio y Manejo Clinico
de la Patologia Cardiaca y Digestiva
de la Enfermedad de Chagas Crdnica

(Tratamiento no etiologico)
Cochabamba - 2007

Tabla 6. Clasificacion de la alteraciéon miocardica en la cardiopatia chagasica crénica.

Estadios Electrocardiograma Ecocardiograma Insuficiencia cardiaca
A Alterado Normal Ausente
Bl Alterado Alterado FEVI>45% Ausente
B2 Alterado Alterado FEVI1<45% Ausente
C Alterado Alterado Compensable
D Alterado Alterado Refractaria al tratamiento
Fuente: Ministério da Saude Brasil. Consenso Brasileiro em Doenc¢a de Chagas [en Portugués].

Revista da Sociedade Brasileira de Medicina Tropical 38 Suplemento 3: 7-29, 2005.



FLUJIOGRAMA DE PACIENTES

<18 afios

v

Con clinica excluyente
VER CRITERIOS
EXCLUSION

A 4

Exclusion

Paciente
(Criterios de inclusion/ exclusi6n: edad, residencia)
DIAGNOSTICO
POSITIVO ) s NEGATIVO:
=~ TTO NO NECESARIO
\ Excluidos: patologias
Anamnesis .| previas, habitos toxicos, etc.
Examen Fisico " VER CRITERIOS
EXCLUSION
>=18 afios
v v v v
Sin clinica ECG ECG Patologico ECG Patolégico
Normal (sin arritmia) (con arritmia)
A
TTO Alt. Atipicas de Extrasistoles TTO
ETIOLOGICO [ Chagas aisladas Ly .
5 monomorficas ETIOLOGICO
A
Alt. Tipicas d
C}E‘gc;: € Extrasistoles polir_n()rﬁ.cas,
en pares, o taquicardia
ventricular sostenida
A 4 ¢
Ecocardiograma 4_ Holter 24h
FEVI>45% i
Moderada/severa Exclusion
Exclusion | g FEVI<45%




BENZNIDAZOL 5 mg/Kg/dia

(No sobrepasar los 300 mg/dia)

Epigastralgia, Tipo gastritis-reflujo GE,
Perdida de Peso< 5%, Disminucién de
apetito, Nauseas

H

Continuar tratamiento

L¢

*Tranquilizar a la familia,

*Seguir recomendaciones basicas.

«Dieta para trastorno Gl
Hidroxido de aluminio

EFECTOS ADVERSOS AL BNZ

Gastrointestinales

MODERADOS

Dolor abdominal inespecifico

Suspender temporalmente tto. O
reducir dosis a 5 mg/Kg.

%

*Tranquilizar a la familia,

*Seguir recomendaciones basicas.
Hidroxido de aluminio

«Valorar butil bromuro de hioscina
«(Valorar Metoclopramida v.o. 6 I.M.)

SEVEROS

Nauseas que impiden tomar medicamento,
Vémitos, Perdida de peso > 5% o
Hepatitis entre otros

H

Suspender tratamiento

\_*

*Tranquilizar a la familia,
*Seguir recomendaciones
basicas.

+(Valorar Metoclorpramida
v.0.06 LLM.)

*No continuar con Nifurtimox.
Pedir laboratorio

v
Control a criterio médico



BENZNIDAZOL 5 mg/Kg/dia

(No sobrepasar los 300 mg/dia)

LEVES

Parestesias localizadas, Cefalea que no
compromete las tareas habituales

disminuir dosis a 5 mg/Kg
Continuar tratamiento

:

*Tranquilizar a la familia,
*Reposo, ropa suelta, evitar
cambios bruscos de temperatura
*Valorar Paracetamol y/o
Ibuprofeno

EFECTOS ADVERSOS AL BNZ

Neuro-musculares

MODERADOS

Parestesias generalizadas, Neuro-Mialgias sin
impotencia funcional, Cefalea que compromete
las tareas habituales

;

disminuir dosis a 5 mg/Kg.
O valorar suspender
temporalmente tto.

*Tranquilizar a la familia,
*Reposo, ropa suelta, evitar
cambios bruscos de temperatura
*Ibuprofeno y/o Paracetamol

SEVEROS

Alteracion de la sensibilidad en el examen
fisico, Neuro-Mialgias con impotencia
funcional, Cefalea con manifestacion

neurolégica

Suspender tratamiento

L¢

*Tranquilizar a la familia,
*Reposo, ropa suelta, evitar
cambios bruscos de
temperatura

«Ibuprofeno y/o Paracetamol
*Valorar Hospitalizacién

v
Control a criterio médico



LEVES

Prurito localizado o generalizado que no
condiciona la realizacion de tareas
habituales, Eritema localizado, con o sin
prurito, Erupcién papular no inflamatoria
localizada, con o sin prurito

+_1

Continuar tratamiento

I_*

*Tranquilizar a la familia

*Seguir recomendaciones basicas
«Evitar el sol, calor excesivo, Se
recomiendan bafios frios, higiene
estricta.
ereducir alimentos estimulantes o
alergenos mas comunes (café,
te, cola, chocolate, picantes,
frutos secos, alimentos
enlatados y conservas)

*Valorar Clorferinamina/Loratadina

*Valorar uso de locién de calamina Y/o

pomada de hidrocortisona

«Control clinico cada dia, si no mejora

en 4 dias, tratar como moderado.

EFECTOS ADVERSOS AL BNZ

Cutaneos

MODERADOS
Exantema papulo-macular, no ampollar ni
descamativo, localizado, con o sin prurito,
Urticaria localizada sin signos de compromiso
sistemico, Prurito que condiciona la realizacién
de tareas habituales. Exantema papular
inflamatorio localizado.

Suspender temporalmente

tto.
v

*Tranquilizar a la familia,
*Seguir recomendaciones
bésicas.

«Tto tépico corticoide (y/o
antihistaminico)

*Valorar corticoide oral y/o
Clorferinamina

*Sobre infeccién: valorar
Cloxacilina, Eritro o Penicilinas
orales.

Afeccion muco-cutanea, Exantema maculo-
papular o papular generalizado, Urticaria
generalizada, o con signos de anafilaxia,
Sindrome de Stevens-Johnson (SJS) o
Necrolisis Epidérmica Téxica (NET) entre

otros

Suspender tratamiento

*Seguir recomendaciones
basicas.

Hospitalizacién corticoides
oral o inyectable

Control clinico una vez al dia
0 mas, si necesario

«Control clinico cada dia
+Si empeora, tratar como grave

N4
»

Control a criterio médico






Hembra del
mosquito Anophels

Plasmodium sp
-P.falciparum

-P. vivax

-P. ovale
-P.malariae

-P.knowlesti
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Malaria-Endemic Countries

[ Chloroquine-Resistant ) =
Chioroquine-Sensitive
None
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ACTUALIZACION CLINICA

Aspectos basicos en la practica actual de la medicina clinica
en el tropico (I1). Enfermedades parasitarias

J.M. Ramos3-* M. de Gorgolas?P, J. Cuadros<, E. Malmierca®“
v Profesores del Curso de Patologia Tropical en Madrid y Etiopia®©

Tabla 2 Indicadores de malaria grave por P. falciparum

Clinicos
a. Alteracion del nivel de conciencia o coma
b. Incapacidad para caminar o sentarse
c. Incapacidad para comer
d. Convulsiones repetidas (mas de 2 en 24 horas)
e. Dificultad respiratoria o respiracion de Kussmaul
f. Hipotension (adultos sistolica < 70 mmHg; ninos
< 50 mmHg)
g. Ictericia y disfuncion de algun organo
h. Hemoglobinuria
i. Sangrado espontaneo
j. Edema radiologico pulmonar

Analiticos
a. Hipoglucemia (glucosa < 40mg/dL)
b. Acidosis metabolica (bicarbonato < 15 mmol/1)
c. Anemia normocitica grave (Hb< 5g/dl, o Htco< 15%)
d. Hemoglobinuria
e. Hiperparasitemia (> 2% en zonas de baja transmision y
5% en zonas de alta transmision estable)
f. Hiperlactatemia (lactato > 5 mmol/1)
g. Fracaso renal (creatinina sérica > 3mg/dl)




Tratamiento de la malara

Entidad Dasis adulto Dosis pedidtrica

Malaria no complicada*

Plasmodium falciparum sensible a Cloroquina v.o. 25mg/kg de base, dosis total, divididoen una Cloroquina v.o. 25 mg/kg de base, dividido como en los
cloroquina, Plasmodium vivax, dosis diaria (10-10-5 mg/kg) durante 3 dias, o administrado adultos, sin sobrepasar 600mg de base
Plasmodium owale, Plasmodium malange a las 0, 6, 24 y 48h (10-5-5-5 mg/kg)
y Plasmodium knowlesi

P. vivax resistente a cloroquina

En los casos de malaria por Pvivax y P. ovale afladir, ademas, Primaquina v.o. 0.6 mg/kg de base al dia durante 14 dfas®
tratamiento erradicador con primaguina v.o. 30 mg/kg de  para el tratamiento erradicador
base al dia durante 14 dias®

Quinina (base)® v.o. 25 mg/kgdia en 3 dosis de 3 a 7 dias, Quinina (base)® v.o. 25 mg/kg dia en tres dosisde 3a 7dias
mas; mds
Doxiciclinav.o. 100 mg/12h, 7 dfas o Deoxiciclina v.o. 4mg/kg/diaj en 2 dosis, 7 dias. Nifios

Tetraciclina v.o. 250 mg/6h, 7 dias o mayores de 8 afios
Clindamicina v.o. 20 mg/kg dia divididos cada1206h 7  Clindamicina v.o. 20 mg/kg dia dividido en 2 o 4 dosis

diaso
Mefloquina® v.o. 25mg/kg base, administrada en 2 dosis de Mefloguina® v.o. 25 mg/kg base, administrada en 2 dosis de
15-10 mg/kg separadas por 6-24 h. Con ambas pautas, 15-10 mg/kg separadas por 6-24 h
afiadir primaquina en las dosis descritas previamente
Atovacuona-proguanil® v.o. 4 comprimidos (250 mg Atovacuona-proguanil? v.o;
atovacuona+ 100 mg de proguanil) uvd durante 3 dfas <5kg: no indicada
5-8kg: 2 comp pediatricos/dia, 3 dias
9-10kg 3 comp pedidtricos/dia, 3 dias
11-20 kg:1 comp adulto/dia, 3 dias
21-30 kg:2 comp adultojdia, 3 dias



Tabla 3 (continuacion )

Entidad

Dosis pediarica

P. falapansm resistente a clorogquina

Malaria grave

Artemether-lumefantrina v.o. 4 comprimidos (20 mg
arthemeter+120mg lumefantrinaj,alas Oy 8 h el primerdia
vy luego cada 12 h 2 dias mas (24 comp. en total)

Quinina mas doxiciclina, tetraciclina o cdindamicina igual
que la anterior

Mefloguina® igual que la anterior

Atovacuona-proguaniF v.o. igual gue e anterior
Artemether-lumefantrina v.o. igual que el antedor

Quinina’ i.v. 20 mg sal/kg como dosis de carga administrada
en 4 h, seguida de 10 mg saljkg cada 8 h tras la dosis de
carga. de 3 a 7 dias. Asociar a:

Doxiciclina iv. 100 mg dvd. y pasar a oral en cuanto sea
posible, 7 dfas, o tetraciclina v.o. 250mg cvd, 7 dias o
CQindamicina i.v. 10mg/kg como dosis de carga seguido de
5 mg/kg cada 8 h y pasar a via oral en cuanto sea paosible, 7
dias
Quinidina (gluconato) iv.: 625 mg base/kg (=10 mg saljkg)
como dosis decarga en 1 -2 h, seguido de 0,01 25 mg base/kg/
min { ~0,02 mg sal/kg/min} en infusién continua al menos
dumante 24h. Como pauta alternativa puede daosificarse
15 mg base/kg (~24 mg sal/kg) como dosis de carga
infundido en 4 h. segnido de 7.5 mg basefkg (=12 mg saljkg)
infundido en 4h cada 8 h a partirde la dosis de carga Una
vez que la parasitacion es < 1% y el paciente tolera via omal,
completar el tratamiento con quinina oral
Afadir doxiciclina, tetraciclina o cdindamicina como en la
pauta anterior
Artesunato® 2.4 mg/kg iv. o Lm.Dosisbasal.alas12hya las
24h
Despues, una dosis diaria hasta que la via oral sea posible o
el tratamiento haya finalizado (7 dfas)

Como alternativa: artemether® 3 2mg/kg i.m. como dosis de
carga. seguido de 1 6mg/kg al dia

31-40 kz: 3 comp adultofdia, 3 dias
= 40kg: igual que en adultos
ArtemetherJdumefantrina v.o:
5-14kg:1l comp 0-8-24-36-48-60h
15-24 kg:2 comp 0-8-24-36 48-60h
25-35kg:3 comp 0-8-24-3648-60h.

Quinina mas doxiciclina, o cdindamicina igual gue Ia
anterior

Mefloguina igual que la anterior
Atovacuona-proguanil® v.o. igual que & anterior
Antemether-lumefantrina v.o. igual que el anterior

Quinina’ iv. 20 mg saljkg como dosis de carga
administrada en 4h, seguidade 10 mg sallkgcada 8 h tras
la dosis de carga (maximo 1 800 mg al dia), de 3 a 7 dfas.
Asociar a:

Cindamicina iv. 20-40mgikg/dfa i.v. dividido en 3 dosis
Ammesunato* 24 mg/kgiv. o i.m. Dosis basal.a las 12hy a
las 24 h. Después, una dosis diaria hasta que la via oral sea
posible o el tratamiento haya finalizado (7 dias)

Como alternativa: artemether® 3 2mgikg im como dosis
de carga, seguido de 1.6 mg/kg al dia

cvd: cuatro veces al dia; dvd: dos veces al dfa; imu: intramuscular ive: intravenoso; uvd: una vez al dia; v.o: via oml

“ En el embarazo estd comtraindicado el uso de primagquina y doxiciclina Con atovacuona y cindamicina existen pocos datos, por lo que por lo general no se
recomienda En el caso de infecciones por P. vivax o P.ovdale durante el embarazo se diferirda la cura radical con primaquina hasta después del parto, y se mantendra a la
embarazada en pmofilaxis con cloroguina una vez tratado el episodio agudo. En los casos de paludismo resistente se valorara el riesgo-beneficio del uso de farmacos como
atovacuona proguanil, cdlindamicina o doxicilina

® La primaguina se utiliza para eliminar las formas durmientes hepiticas de ambas especies y prevenir las recaidas. Dado que la primaguina puede causar anemia
hemoliticaen personas con déficit de glucosa 6 fosfato des hidrogenasa(G6P DH) los pacientes deben estudiarse previamente a suadministracion Si existe un déeficit parcial,
se puede administrar en dosis de 45 mg a la semana durante 8 semanas. En Oceania y el sudeste asiatico puede ser recomendable doblar la dosis de primaquina debido a la

aparicién de cepas resistentes.

© Pama las infecciones adquiridas en Africa y Sudamérica, la quinina se administra 3 dias mientras que en las adquiridas en el sudeste asiitico se recomiendan 7 dias.

“ Administrar con comida.

“ La mefloguina por su toxicidad en el sistema nervioso central se considera como segunda opcién.

’ El uso de quinina o quinidina i.v. requiere de una monitorizacion en una unidad de cuidados intensivos por la potencial aparicion de amritmias fatales o hipoglucemia.
Si el paciente ha recibido previamente mefloguina o quinina, no se usard dosis de carga.

* Los derivados parenterales de las artemisininas no estan disponibles en nuestro pais



Figure 6.17 Saes where suspected or confirmed artemisinin resis-

tance has been detected in therapeutic efficacy studies, Mekong
subregion, 2007-2012
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Malaria: Protocolo de tratamiento

¢Paciente con citerios de ingreso?

o/
s ¥
o

NO

vl.Realizé Proﬁlaxls?

i ‘ Quinimax iv carga
SI (Mefloquina, ST (Malarone) 20mg/kg -> 10ma/kg/Bh
Doxidiclina, SP) + Doxi/Clinda iv
Quini I -
10mg/kg/8h (2céps)
+ Doxiciclina
100mg/12h o
cl’ l . -
i 10mg/kg/12h
: —— sulfate (ue) 3dias=»semiinmund

: + Doxiciclinao | + Doxiciclinao | 7 dias> (NI, SE
: Clindamicina v.o § Clindamicina v.o Asia)'

~

250/100 mg:

4 comp/ dig, 3
dias

250/100 ma:

4 comp/ dig, 3
dias

Quini ifato +
Doxi/Clinda v.o
hasta completar 7 dias

: Quinina Quinina

*El tratamiento es independiente de la especie de Plasmodium

Belén Garcia Garcia. Unidad de Medicina Tropical
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