
Tour of health centre
Grounds and buildings
Water supply
Dispensary
Cold chain
Steriliser
Nutrition garden
Waste disposal (toilets, dressings, placentas, needles)
Maternity equipment (light for night time and

suturing, blood pressure equipment, stethoscope,
fetal stethoscope, delivery pack, intravenous
fluids)

Child health (weighing scales, auroscope,
thermometer, Road to Health books)

assist with assessing clinical skills, dispensary, quality
of health education activities, and other functions.

Health centres are usually expected to collect and
submit to headquarters large amounts of data and
statistics. This activity can come to be a health centre's
number one priority and consume vast amounts of
time, to the detriment of providing patient services.
The data often include notification of births, deaths,
and notifiable diseases and reports of the number of
clinic attendances and number ofimmunisations given.
Rather than simply being swallowed up by a distant
bureaucracy the data can be used locally to provide
simple and quick feedback of the health centre's
performance. Monthly bar charts are easily constructed
to show, for example, monthly deliveries, perinatal
mortality, and notification of infectious diseases.
Immunisation rates can be plotted and compared with
an uptake of, for example, 80% of an, estimate of the
target population. These activities are instructive, and
staff enjoy plotting on a map geographical data such as
the place of residence of typhoid cases. Assessing per-
formance can be enjoyable.

Follow up and feedback
As the time for departure approaches it is important

to state what actions you intend taking when you
return to base. Problems will have been identified
during the visit-for example, drug shortages, missing
or broken equipment, or the need for reports, guide-
lines, and books. State clearly what you will do, and
take these actions promptly. Previous reports should
be read before going on a visit to ensure that actions
have been taken. Recording a visit and writing a report
may be a chore, but this is important. Document
performance so that change can be appreciated.
A report may be a page in a book or a structured

report form used in your district. The advantages of
using a structured report are that it serves as a check-
list; all visitors and supervisors use the same format;
and copies are easily retained to monitor progress over
months and years. Copies of reports should be
supplied to the health centre, and one copy should be
posted on the centre's notice board.

Often the return trip is more crowded than the
outward trip. There may be patients to transfer,
samples to carry, staff hitching a ride, and a gift of
fruit. Such visits are the highlights ofworking in health
care in a district, both for doctors making the visits and
for health centre staff receiving them. Doctors can
reach out to many more people through primary health
care in this way than by staying tied to their hospitals.
The surprise is always how well the hospital coped in
the doctor's absence.
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London: Macmillan, 1984.
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Foundation, 1982.
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Letter.from Brasilia

Kwashiorkor

P D Marsden

In my field clinic at Tres Bravos, Bahia, deep in one of
the few surviving pieces of the Brazilian littoral forest,
I saw a patient who reminded me of my time in Africa
and upset me profoundly. As always there was a group
of patients waiting for me before breakfast, but the
little girl seated on her mother's lap drew my attention
immediately I entered the room. Kwashiorkor, the
syndrome of malignant protein malnutrition, is un-
mistakable, although there was some doubt about the
diagnosis when Cecily Williams initially described it in
Ghana in 1933.

I asked the girl's mother to enter the consulting
room. The child made no motion as the mother sat
down and remained apathetic throughout the consulta-
tion and-examination, looking at me with large black
eyes. This behaviour shows that even the growing
cerebrum is affected by the lack of first class protein.
Although after recovery children seem normal, there is
evidence that their cerebration is permanently affected.

I was able to diagnose her condition from the
doorway because of the changes in her facies and hair.

She had generalised facial oedema and lank, straight,
orange coloured hair. I asked the mother to undress the
child and laid her down on the couch. She was 2 years
old, and no healthy child of that age will lie on the
couch without his or her mother, but she lay quiet. The
medial aspect of her thighs and buttocks showed the
classic flaky paint pigmented rash typical of advanced
kwashiorkor. The soft hepatomegaly three fingers
below the costal margin reminded me of necropsies I
had done in Africa on children who had died of
kwashiorkor: the liver is a yellow colour and on
histological examination loaded with fat. The children
usually had pitting oedema below the knee because of
serum albumin concentrations below 2 g/l. I did not
need to know the serum albumin concentration to
diagnose kwashiorkor in this child. As the mother
dressed the child we talked about how the malnutrition
had occurred. She had nine children aged 12 and
under, and her husband had deserted her six months
previously. A friend had brought her to the clinic in a
car from the farm.

Nucleo de Medicina
Tropical, Universidade de
Brasilia-CP 151321, 70.010
Brasilia DF, Brazil
P D Marsden, MD, professor
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Child with severe kwashiorkor

I asked about the child's diet. The mother had tried
to continue breast feeding, but her milk had failed.
The child ate only farina, as her mother could not
afford meat or beans. Farina is mandioc flour, the old
Brazilian Indian staple food, and is still widely used
and liked by modern Brazilians. It is actually the staple
food that I prefer, but it is rich only in carbohydrate
and it was not surprising that the child, in her phase of
maximum growth, had become protein deficient.

I told the mother the diagnosis and mapped out what
must be done. I gave her 5 kg of beans from our kitchen
and money to buy more, telling her to feed the child
with the juice from the cooked beans in small regular
doses and to feed her other children the rest. Children
with kwashiorkor are very susceptible to secondary
infections so I told her that the child must rest in a cool

shady place and that no one with fever or evidence ofan
infection should be allowed to visit her. I gave the
mother a note with the diagnosis and the address of the
nearest hospital in case the child got an infection. I
explained how the child's intestine was weak and that
diarrhoea was inevitable but that the child must
continue to eat regular small meals. I also told the
mother to give her a banana twice a day. The diarrhoea
in kwashiorkor is usually the result of small bowel
mucosal atrophy and pancreatic dysfunction, although
patients are very susceptible to intestinal infections.

All this I explained in simple terms as do thousands
of doctors in the tropics. I sent the mother and child to
my house for a breakfast of bread, fruit, and coffee.
The maid, who fed them, told me that my instructions
had been understood, and I told the mother and the car
driver that I would like to see the other children, whom
they insisted were quite well. They did not return to
the clinic while I was in the area. When I went to the
farm to ask for her she lived in such an inaccessible
place that I could not get there. I took the information
that the child was much better with a pinch of salt as
recovery is slow.
That evening I sat thinking. This was the first case of

kwashiorkor I had seen in this area in 15 years of field
clinics. The owner of the farm was not there and
anyway would probably not be interested. Because the
soil is rich much money is made from cacao in Bahia,
and so the privileged have chocolate but the ordinary
people are very poor. In parts of the north east where
the land is hard kwashiorkor is common. It represents
the peak of the pyramid of malnutrition-a dramatic
clinical manifestation in the children most vulnerable
to hunger and deprivation. The answer is simple: a
better distribution of financial resources so that all
mothers can feed their children at least beans. Brazil is
the largest producer and consumer of beans in the
world, and in part this is the country's salvation as they
are an excellent source of vegetable protein. The most
classic Brazilian dish, feijoada, is basically beans
cooked with meat remnants. This was the food of the
slaves on the old sugar plantations. Yes, the economy is
the answer for malnutrition, with a better distribution
of the great resources of a very rich country. The new
president of Brazil is committed to redistribution of
resources. Kwashiorkor is an excellent example ofwhy
prevention is better than cure.

Everyday Aids and Appliances

Crutches

Barbara E Potter, W Angus Wallace

The wooden crutches that are manufactured today
bear a striking resemblance to the device used by Long
John Silver. Modern day crutches, however, offer
alternatives to axillary support or have a cushioned
axilla pad to avoid the problems of injury to the nerves
due to pressure in the axilla from the crutch. A pair of
crutches allow an ambulant patient to walk and at the
same time relieve weight from one or both legs by
transferring weight through the arms. The crutch
provides more relief of weight bearing than a standard
walking stick. Ideally crutches should be light and, if
possible, leave at least one hand free for activities such
as opening doors. Crutches are less bulky than other
devices such as walking frames but require more
coordination and stability from the patient.

Crutches are needed after fractures of the legs, when
partial or complete relief from weight bearing is
required; to relieve pain in severe arthritis affecting
one or more lower limb joints; during temporary
weakness or paralysis of the leg for any reason, such as
footdrop associated with a recent tibial fracture or
traumatic neuropraxia, such as an anterior compart-
ment syndrome; postoperatively for patients who have
had an operation on the muscles or joints (particularly
in uncemented hip replacement) when relief of weight
bearing is often recommended for up to three months
after the operation; for patients who have undergone
amputation of a part of the leg and are waiting for
their permanent prosthesis; and for patients with
neurological disturbance, such as ataxia.
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