Vocational Higher Secondary
Education (VHSE)

Second Year

BASIC NURSING AND PALLIATIVE
CARE

Reference Book

Department of Education

State Council of Educational Research and Training (SCERT),
KERALA
2016




List of Contributors

Participants

1. BijusS V o . .
Vocational Teacher in Basic Nursing and Palliative Care
Govt. VHSS, Pathanamthitta.

2. Deepthi BR . . o
Vocational Teacher in Basic Nursing and Palliative Care
Govt. VHSS, Manacaud.

3. Sheeja T _ _ _ o
Vocational Teacher in Basic Nursing and Palliative Care
Govt. VHSS, Kalamassery.

4. Salini M P _ . . o
Vocational Teacher in Basic Nursing and Palliative Care
Govt. VHSS, Veeranakavu.

5. Vinni Das _ _ _ o
Vocational Instructor in Basic Nursing and Palliative Care
Govt. VHSS, Veeranakavu.

Experts

1. Smt. Prasanna S
Associate Professor _
Govt. College of Nursing, Trivandrum.

2. Smt. Asmi S S
Assistant Professor _
Govt. College of Nursing, Trivandrum.

Academic Co-ordinator

Dr. N Gopalakrishnan
Research Officer, SCERT

Prepared by :

State Council of Educational Research and Training (SCERT)
Poojappura, Thiruvananthapuram 695012, Kerala
Website : www.scertkerala.gov.in e-mail : scertkerala@gmail.com
Phone : 0471 - 2341883, Fax : 0471 - 2341869
Typesetting and Layout : SCERT
© Department of Education, Government of Kerala



]
Foreword

Dear Learners,

This book is intended to serve as a ready reference for learners of
vocational higher secondary schools. It offers suggested guidelines
for the transaction of the concepts highlighted in the course content.

It is expected that the learners achieve significant learning outcomes
at the end of the course as envisaged in the curriculum if it is followed
properly.

In the context of the Right- based approach, quality education has to
be ensured for all learners. The learner community of Vocational Higher
Secondary Education in Kerala should be empowered by providing
them with the best education that strengthens their competences to
become innovative entrepreneurs who contribute to the knowledge
society. The change of course names, modular approach adopted for
the organisation of course content, work-based pedagogy and the
outcome focused assessment approach paved the way for achieving
the vision of Vocational Higher Secondary Education in Kerala. The
revised curriculum helps to equip the learners with multiple skills
matching technological advancements and to produce skilled
workforce for meeting the demands of the emerging industries and
service sectors with national and global orientation. The revised
curriculum attempts to enhance knowledge, skills and attitudes by
giving higher priority and space for the learners to make discussions
in small groups, and activities requiring hands-on experience.

The SCERT appreciates the hard work and sincere co-operation of
the contributors of this book that includes subject experts, industrialists
and the teachers of Vocational Higher Secondary Schools. The
development of this reference book has been a joint venture of the
State Council of Educational Research and Training (SCERT) and
the Directorate of Vocational Higher Secondary Education.

The SCERT welcomes constructive criticism and creative suggestions
for the improvement of the book.

With regards,

Dr. P. A. Fathima

Director

SCERT, Kerala
.
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“Every handicraft has to be taught not merely mechanically as is done
today, but scientifically. This is to say, the child should learn the why and
wherefore of every process.” -

Gandhi’s Philosophy of Education
ABOUT THE COURSE

Basic nursing and palliative care courseisintended to offer training to studentsat
the higher secondary level with knowledge and skillsin basic nursing procedures,
firstaid, geriatric care, paliative care, and community health.

Asper world health organisation the average life expectancy at birth of the global
populationinis71years. InKerala, now the averagelife expectancy ismorethan
71yearsand thegreater longevity of lifegiveriseto morecomplex health concerns,
thereisal so aparadigm shift in disease pattern from communi cable diseasesto non
communi cabl e diseases and emergence and re-emergence of diseases. In social
scenario breaking up of extended familiesto small nuclear units, lessnumber of
children in each family, people going abroad in search of jobs, changesin food
habits, changesinwork culture, westernisation of our culture, increased incidence
of accidentsetc had contributed to many physical and psychologica health problems.
Now the health policies are being framed to reduce hospital stay and focus on
promotive and preventive aspectsof health.

TheHedth careindustry isfacing asevere shortage of skilled manpower. Insufficient
knowledgeand lack of skill canlead to mistakesthat are costly for peopl€e€'shealth.
This courseisdesigned in such away that after the successful competition, the
studentscan providequaity promotive, preventiveand curaivehedth careat nurang
homes, assisted living, hospice, homes, hospitals, schools, industries, community
based |ong-term care, other long-term care settings and health projects.

Thereisan ample scope and opportunitiesfor nursing professionalsall over the
world asit is described as one of the most dignified profession. This curriculum
hel ps studentsto incul cate apositive attitude towards nursing profession and make
them digibletojoin higher sudiesin nursing. Thiscoursegivesasound foundation
for aspiring nurses.

Major skills (sub skills)

Module3- Geriatric and Palliative Care

After completion of themodule 3 the student will haveskill in;
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1. Adminigtrationof medications
2. OxygenAdminidration
3. Wounddressing

4. Providepdliativecare
5. Careandderly client

6. Meet the hedlth needs of unconscious patient

7. Meetthehedth needsof Client'swith specia needs
Module 4- Community health

After completion of the module4 the student will haveskill to;
1. Recognize hedth needsand problemsof community

2. Providepromotive, preventiveand curative health care at homes, elderly care
homes, hospi ces, rehabilitation centres, schools, work places, public places
likemarkets, shopping mallsetc

3. illinproviding hedlth education
SYLLABUS

Module 3 PALLIATIVE AND GERIATRIC CARE (340 Hrs/
Periods)

Unit No. 3.1 Administration of M edication 60 Periods

Meaning of drug, medicine, Nomenclature, Formsof medicines, Classification of
medicines, Abbreviationsin common use, M edication order, Types of medication
order, Effectsof drug on the body, Dosage, Weight and measures, Cal cul ation of
dosage, Storageof drugs, Drug Ddivery sysems, Routesof medicationadminigration
, Safety measures, Storage of drugs, Administration of Oral Medication, Topical
Medication Applicationsa. Dermatol ogic (Skin Surface) b. Transdermal Patch c.
Ophthalmic - Eye Drops- Eye Ointments, d. Otic (Ear) e. Nasal Ingtillation -
Administer nasal drops- Administer nasal spray, f. Administering Medication by
Inhalation- Metered-doseinhaersand Turboinhalers. Nebulisation, Injectionsa.
Typesof injectionsb. Purpose of injectionsc. Complicationsof injectionsd. Drugs
andfluidsadministered e. Safety measuresf. Selection of equipment for injectionsg.
Formsof medicationsavailableh. Principlesinvolvedintheadminigration of injections
i. Administration of injections- Subcutaneous injection including Insulin pen,
Intramuscular injections

&
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Unit No. 3.2 Oxygen Administration 40 Periods

Definition, Indicationsfor oxygen therapy, Methods of Oxygen Administration,
Supply of oxygen, Careof oxygen cylinder, Complicationsof oxygenthergpy, Generd
Instructions for oxygen administration, Management of home oxygen therapy ,
Applying nasal cannula, oxygen mask and nasal catheter , Using Home Oxygen
Equipment

Unit No. 3.3 Careof Wound 30 Periods

Concept of wound, Types of wound, Factors affecting wound healing, Wound
dressing, Typesof wound dressing, Purposesof wound dressing, Dressing materids,
Complications of wound healing, Principlesinvolved in care of wounds, General
instructions for care of wounds, Applying wound dressing

Unit No. 34 Palliative Care 100 Periods

Palliative Care , Introduction to Palliative Care—Definition, Common conditions
requiring palliative care, Hospice Care, Pharmacology - common drugsused in
palliative care, Pain Management, Symptom Management (Dyspnea, Nauseaand
Vomiting, Constipation, Fungating wounds, Dysphagia, Diarrhea, Urinary
Incontinence, Urinary retention and hesitancy, Halitosis, insomnia, Bedosres,
Lymphedema), Generd careof patient, Spirituaity, Careat theEnd of Life (Active
Dying), Carry out last office (death care), Support during grief and bereavement

Unit No. 3.5 GeriatricCare 50 Periods

Concept of old age and related terms, Factors affecting old age, Changesin old
age, Health problemsof the aged, General care of elderly, Prevention of accidents
inelderly , Elderly abuse

Unit No. 3.6 Car e of Unconscious Patient 30 Periods

Consciousness, Levels of consciousness, Unconsciousness, Causes of
unconsciousness, Assessment of unconscious patient, Careof an unconsciouspatient,
Management of complications

Unit No: 3.7 Careof Client’swith Special needs 30 Periods

Careof Client’sWith Special Needs—Dementia, Challenged Children—Attention
Deficit Hyperactivity Disorder(ADHD), Autism, Mentaly Chdlenged, Cerebrd Pasy

>
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MODULE 4 - COMMUNITY HEALTH (340 Hrs/Periods)
Unit 4.1 Introduction to Health Periods: 20

Introduction to health- Concept of Health and disease, Determinants of health,
New trendsin hedlth care

Unit 4.2 Hygiene Periods: 60

Hygiene- Conceptsof hygiene, Typesa. Persond b. Environmentd, Persond Hygiene
a. Care of skin and hair b. Care of teeth c. Care of eyes, ears, hands & feet d.
Menstrual Hygiene e. Rest and sleep, postures, exercises and recreation,
Environmental Hygiene 1. Water - Safeand wholesomewater, Usesof water, Sources
of water supply, Sanitary well, Water pollution, Water rel ated di seases, Purification
of water 2. Air 3. Ventilation 4. Housing 5. Lighting 6. Noise 7. Food hygiene 8.
Disposal of waste 9. Control of Mosqguitoes, flies, rodents.

Unit 4.3 Nutrition Periods; 20

Nutrition- Relation of nutritionto health, Functionsof food, Classification of food,
Congtituentsof food - Protein, fat and carbohydrates, Vitamins, Mineralsand water,
Baanced diet, Nutritiona problems, Community nutritional programmes

Unit 4.4 Communicable and Non CommunicableDiseases  Periods;80

A.Prevention and Control of Infectious Diseases—Bacterid (Diphtheria, Whooping
Cough/Pertussis, Tetanus, Tuberculosis , Typhoid, Leprosy or Hansen's Diseases,
Meningococcal meningitis(cerebro spinal fever ), Leptospirosis (Weil’sdisease)
and Cholera, Vird { Chicken Pox (Varicella), Mead es/ Rubeola, German Meades/
Rubela, Mumps(InfectiousParatiditis), Poliomydlitis, Vira Hepetitis SARS, Dengue
fever, Chikungunya and Acquired Immuno Deficiency Syndrome (AIDS)} and
protozoan( maariaandfilarisis) B. Prevention and Control of Non
Communicable Diseases 1. Coronary Artery Disease 2. Hypertension 3. Stroke 4.
Cancersb. DiabetesMéllitus6. Obesity 7. Blindness 8. Accidentsand injuries C.
Menta Health D. Alcoholism and drug dependence

Unit 4.5 Maternal and Child Health Periods:40
Materna and child health—a Menstruation and Fertility b. Antenatal care, c. Post-
Natal Care d. Newborn Care e. Breast feeding f. Complementary feeding g.
Immunization h. Family Planning Methods

Unit no: 4.6 Adolescence Periods: 20

Adolescence- Physical and physiological changesin adolescence, Problems of
adolescents- physical, physiological and psychosocial, Promoting optimum health
during adolescence
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Unit 4.7 National Health Programmes Periods: 20

National Health Programmes— 1. Mission Indradhanush 2. Nationa Vector Borne
Disease Control Programme 3. Revised National Tuberculosis Eradication
Programme 4. National AIDS Control Programme 5. National Programme For
Control Of Blindness 6. Universal Immunization Programme 7. Pulse Polio
Immunization Programme 8. National Health Mission 9. Reproductive, Maternal,
Newborn, Child and Adolescent Health 10. Nationa Cancer Control Programme
11. National Mental Health Programme 12. Janani Shishu Suraksha Karyakram
13. RashtriyaKishor SwasthyaK aryakram 14. Nationa Programme For Prevention
And Control Of Diabetes, Cardiovascular DiseasesAnd Stroke 15. Nationa Family
Wedfare Programme

Unit 4.8 Health Care of the Community Periods: 40

Health Care of the Community - Levels of health care, Primary Hedlth care ,
Millennium devel opment goals, Primary Health carein India—Villagelevel, Sub
centre, Primary health centre, Community Health centre - Integrated Child
Development Scheme—Anganawadis, Local self government - Panchayati Rgj ,
International health agencies - WHO, UNICEF, RED CROSS, National Health
agencies—Bharat Sevak Samgj, Family planning association of India, Professional
bodies

Unit4.9 Health Education Periods: 20
Health Education - Concept, Aimsand Objectives, Contentsof Health education,
Principles of health education, Settings for health education, Methods of health
education, Audiovisud aids, Stepsfor health education

Unitno: 410 Disaster Management Periods. 20
Disaster —Definition, Typesof disaster, Phases of disaster, Disaster management.
PART B

OVERVIEW OF MODULE
Module 3 — Geriatric and Palliative Care

Themoduleisdesigned to prepare care giverswith specialized knowledge skills
and attitudein providing quality careintheareasof paliativecare, geriatric careand
careof client’swith specia needsat primary, secondary and tertiary level sof care.

Thefirst unit dealswith Administration of Medicines. A Medicinemay bedefined as
asubstance used to promote health, to prevent illness, to diagnose, to aleviate or

&
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curedisease. Thisunit deeply discussesthe meaning of drug, medicine, typesand
formsof medicines, abbreviationsin common use, weight and measures, forms of
medications, storage of drugs, drug delivery systems, routes of medication
adminigtration, rulesof medication administration, oral administration of medicines
andinjections.

The second unitison Oxygen administration. Oxygen therapy istheadministration
of oxygenasamedical interventionfor both acute and chronic patient care. Thisunit
discussesthe concept of oxygentherapy, types, partsof an oxygen cylinder, indications
for oxygen therapy, precautions for oxygen therapy, procedure of oxygen
administration, complicationsof oxygen therapy and management of home oxygen

therapy

Unit threeis Care of Wound and awound isacut or break in the skin and wound
dressingisaprocessof cleaning and dressing awound. Thisunit containsthetopics
the concept of wound, typesof wound, dressing materials, factorsaffecting wound
healing, complications of wound, review of surgica asgpsisand wound care.

Thefourth unitisPdliative carewhich defined by WHO asan gpproach thet improves
thequality of life of patientsand their familiesfacing the problem associated with
life-threatening illness, through the prevention and relief of suffering by meansof
early identification and impeccabl e assessment and treatment of pain and other
problems, physical, psychosocia and spiritual. Here we discuss the concept of
palliative care, hospicecare, pharmacology - commondrugsusedinpaliativecare,
pain management, symptom management (constipation, incontinence, dyspnea,
anorexia, nauseaand vomiting, diarrhea, lymphedema), review of basic nursing
procedures, meeting spiritua needs, careat theend of life (activedying), carry out
last office (death care) and support during grief and bereavement

Unit five deals with Geriatric care. Geriatric care management is the process of
planning and coordinating care of theelderly and otherswith physical and/or mental
impairmentsto meet their long term care needs, improvetheir quality of life, and
maintain their independencefor aslong aspossible. Here we di scussesthe concept
of old ageand related terms, changesin old age, common health problems specific
to old age and itsmanagement, general care of elderly, prevention of accidentsin
elderly and elderly abuse

Theunit six isCareof unconscious patient. Unconsciousnessisastatewhich occurs
when theability to maintain an awarenessof sdf and environmentislost. Itinvolves
a complete or near-complete lack of responsiveness to people and other
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environmental stimuli. Thisunit containsthe concept of consciousness, levelsof
CONSCI OUSNESS, calses of UNCONSCioUSNESS, assessment of unconsciouspatient, care
of an unconscious patient and complicationsand itsmanagement

Unit seven discussesthe care of client’ swith special needs- cognitivedisorders-
Dementiaand Alzheimer’ sdisease. Care of challenged children—attention deficit
hyperactivity disorder (ADHD), Autism, Mentally challenged, Cerebra pasy.

UNIT NO: 3.1 Administration of Medication

Theadminigtration of medication hasbecomeincreasingly complex and diversified.
Administration of correct medication and dosage by the specified route, using proper
technique and taking appropriate precautionswere oncedl that wasexpected. Today,
thereisincreasing demand for abroader level of knowledge and skills. For safe
administration of medication the care giver must be familiar with the sources of
medication information, when and how to usethem, ability to recognize unsafeand
unclear medication orders, knowledge about what to do when such an order is
encountered and a so various components of safeadministration of medication.

Learning outcomes

Thelearner:

*  Definesthesdected termsrel ated to administration of medications

*  Explainstheformsof medications

* ldentifiesthetypesof drugs

* Identifiestheessentid partsof amedication order.

*  Explainsthetypesof medication order

* |dentifiestheabbreviationsin common usere ated to administration of medica:
tions

»  Describestheeffectsof drugson the body

»  Explainsthedosage and factorsaffecting dose

*  Appliesthesystemsof measurement intheadministration of medications

o  Cadculatesthe prescribed medication doses

*  Describesthevariousdrug delivery systems

*  Describesthevariousroutesof medication administration

»  Statesthethreechecksand seven rightsto accurate medi cation administration.

*  Demondratesthe stepsused in administering oral medications

o
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*  Demondratethestepsusedin

¢ Topicd MedicationApplications

a. Dermatologic (Skin Surface)

b. Transdermal Patch

c. Ophthamic
Eye Drops
Eye Ointments

d. Otic(Ear)

e. Nasd Indillation

Nasal drops
Nasal spray

f.  AdministeringMedication by Inhalation
Metered-dose inhalers and
Turboinhders.

¢ Nebulistion
*  DefinesInjection
»  Explainsthetypesof injection
»  Describesthecomplicationsof injections
»  Enliststhetypesof drugsand fluidsadministered by parentera route
*  Demongrates skill in:

a. Preparing medicationsfrom ampoules.

b. Preparingmedicationsfromvials.
* ldentifiesthestesusedfor:

a. Intradermd injection.

b. Subcutaneousinjection.

C. Intramuscularinjection.

*  Demongratesthe stepsin administering parenteral medications by subcutane-
ousand intramuscular route

*  Demongratesappropriate documentation and reporting of medication admin-
istration kills.
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Meaning of drug, medicine

A drugisachemicd substancethat modifiesbody functionwhentakenintotheliving
organism. Medicine is a substance used to promote health to prevent illness, to
diagnosetodleviate or curedisease.

Names of the drugs (Nomenclature)
M edication Names - Some medi cations have asmany asthree different names.

Chemical name- Thechemica nameof amedication providesan exact description
of itscomposition and molecular structure. An example of achemica nameisN-
acetyl-para-aminophenol, whichiscommonly known as Paracetamol.

Generic name - The manufacturer who first devel ops the medication givesthe
generic or nonproprietary name.

Acetaminophenisan exampleof ageneric name.

Tradename- Thetrade name, brand name, or proprietary nameisthe name under
whichamanufacturer marketsamedication. Thetrade namehasthe symbol (™) at
the upper right of the name, indicating that the manufacturer hastrademarked the
name of themedication (e.g.,Panadol,™ Calpol,™ Crocin,™)

Forms of medicines
A.Medication Forms Commonly Prepared for Administration by Oral Route
Solid Forms

1. Capsule- Medicationencasedin geatin shell
2. Tablet - Powdered medication compressed into hard disk or cylinder.;

3. Enteric-coated tablet - Coated tablet that does not dissolve in stomach;
coatingsdissolveinintestine, where medication isabsorbed

Liquid Forms
1. Elixir- Clear fluid containing water and/or a cohol; often sweetened

2. Extract- Syrup or dried form of pharmacol ogically active medication, usualy
made by evaporating solution

3. Aqueoussolution - Substancedissolved in water and syrups

4. Aqueoussuspension - Finely divided drug particlesdispersedinliquid me-
dium; when suspensionisleft standing, particles settleto bottom of container

5. Syrup-Medication dissolved in aconcentrated sugar solution

&
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Other Oral Forms and Terms Associated with Oral Preparations

1.

Troche(lozenge)- Flat, round tabletsthat dissolvein mouth to release medica-
tion; not meant for ingestion

Aerosol - Agueous medication sprayed and absorbed in mouth and upper
arway; not meant for ingestion

Sustained release- Tablet or capsulethat containssmall particlesof amedica
tion coated with materia that requiresavarying amount of timeto dissolve

Medication Forms Commonly Prepared for Administration by Topical
Route

Ointment (salveor cream) - Semisolid, externally applied preparation, usualy
containing oneor moremedications

Liniment - Usually containsa cohoal, oil, or soapy emollient appliedtoskin
Lotion - Liquid suspension that usually protects, cools, or cleansesskin

Transdermal disk or patch Medicated disk or patch absorbed through skin
dowly over long period of time(e.g., 24 hours, 1 week)

Medication Forms Commonly Prepared for Administration by
Parenteral Route

Solution - Sterile preparation that containswater with one or more dissolved
compounds

Powder - Sterile particles of medication that are dissolved in asterileliquid
(e.g., water, normd saine) beforeadministration

Medication Forms Commonly Prepared for Instillation into Body
Cavities

Intraocular disk- Smdll, flexibleova (similar to contact lens) consisting of two
soft, outer layersand amiddlelayer containing medication; slowly releases
medi cation when moistened by ocular fluid

Suppository - Solid dosage form mixed with gelatin and shaped in form of
pellet for insertion into body cavity (rectum or vaging)

Classification of Medicines

Drugsmay be classifiedin severa waysaccording to their chemical composition,
chemical actions, therapeutic effects on body systems, their purpose and uses, by
the symptomsrelieved by thedrug
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Classification of drugs by action
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Anagesics Drugsusedtordievepan.

Anaesthetics: Causeslossof sensation

Antiheminthics: Which destroy and expd worms.

Anti-Pyretics: Whichreducefever.

Anti-Dotes: Used to counteract the effects of poison.
Anti-Inflammatory: Helpto reduceinflammeation.

Anti-Coagulants: Decreaseor inhibit the blood clotting process.
Anti-Histamines: To prevent or relieveallergies.

Antacids: Decreasetheactivity of gastric secretions.

Anti-Convulsants: Prevent or treat Convulsions.

Anti-Biotics: Ability to destroy or inhibit thegrowth of other organisms.
Anti-Diarrhetics: Totreat Diarrhoea.

Anti-Tussives. That inhibitsthe cough reflex.

Anti-Agthmatics: Which relieve asthmatic attacks (Bronchodilators).
Anti-Pruritics. Relievesitching.

Anti-Septics. That inhibitsthe growth of bacteria.

Anti-Fungal: Prevent thegrowth of Fungi or destroy it.
Anti-Spasmodics: Relievesthe spasmodic painsor spasm of the muscles.
Anti-Emetics: Relievesor preventsnauseaand vomiting.
Anti-Hypertensive: Reduceshigh blood pressure.

. Anti-Depressants: To treat depression.

. Cortico-Steroids. Hormona drugsextracted from the adrenal cortex.

Diuretics: Whichincreasetheflow of Urine,
Expectorants. Which helpsinexpulsion of Mucus.
Haemostatics: An agent to check haemorrhage.

Emollient: That smoothen, soften and protect theskin.
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27. Haematinics: Helpsto increase the haemogl obin content of the blood.

28. Hypolipidaemics. Hel psto decrease cholesterol.

29. Hypoglycaemics: That lower theblood sugar level.

30. MuscleRdaxants: Toreax themuscletensions.

31. Opioids(Narcotics): That produces stupor or completeinsensibility.

32. Carminatives. Which helpsin expulsion of gasfromthestomachand intes-

tines.

33. Laxative: Which helpsto movethe bowel.

Commonly used abbreviations

Hospitals, nursing homes, assisted living facilities, and al other healthcare settings
must now standardize abbreviations, acronyms and symbolsthat they are using.
Commonly used and acceptabl e abbreviationsaong with their meaning are bel ow.

Abbreviations used regarding time of administration

" Abbreviation|  Meaning Abbreviation Meaning |
[am. Beforenoon D/C, dc Discontinue |
p.m. After noon Sat Atonce
dtdie Alternatedays rep Repeat
o.d. Daily(onceaday) h Hour
h.s. Atbedtime q Eveary
c.m. Tomorrow morning gh Every hour
p.r.n. When required Q4H Every 4hours
S.0.S. If necessary inemergency | Q6H Every 6 hours
b.d. Twiceaday Q8H Every 8 hours
t.i.d, tds Threetimesaday Q12H Every 12 hours
g.i.d. Four timesaday Alth Alternatehours
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Abbreviations used regarding preparation of the drug

Abbreviation M eaning Abbreviation M eaning
S Sublingud lot. Lotion
amp Ampoule mig. Mixture
CR Controlledrelease ol. QOil
dil. Dilute pil All
fl. Huid pulve. Powder
inf. Infuson Pp. Soirit
R Retard 9yr. Syrup
lin. Liniment Tr.(tinct.) Tincture
lig. Liguid ung. Ointment
cap. Capsule ing. Injection
tab. Teblet 0l Solution
gagl. Gagle DS. Strength
dist. Didilled

Abbreviations used regarding the amounts
[Abbreviation M eaning Abbreviation Meaning]
[ CC. Cubic Centimeter cm. Centimeter |
o. Gran ggm Gram
kg. Kilogram ml. Milliliter
° A pint b. Pound
mg. Milligram l. Liter
Rx Takethou tsp. Teaspoonfull
0z. Ounce mog.ug Microgram
thsp. Table spoon no. Number
meq. Milli equivaent oft. A drop
adlib. Asmuchasdesired ssfs Half (semi, hemi)
s. (witha | Without
L lineover it) )

&
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Abbreviations used Regarding the Routes

[ Abbreviation Meaning Abbreviation Meaning ]
( AD Right ear AS L eft ear )
H Hypodermic PO By mouth
IM Intramuscular EC Enteric coated
INJ Injection ext External or Extract
v Intravenous AU Each ear
IVP Intravenouspush Oou Botheyes
Rx Take, prescription Porp Per or After
SQ Subcutaneous oS Mouth
| RorPR. | Perrectum ]

Medication order
The prescription of a medication conveys an order which has the following
components.
1. Theperson'sfull name,
Room and bed number if thereisone,
Age,
Name of the doctor,
Any dlergies,
Medicine(s) to betaken,
Thedosefor each,
Theroutefor each,
. Theformfor each,
10. Thedate and perhaps even thetimethat the order waswritten,
11. Date(s) and time(s) that the medicineisto betaken,
12. Start and end dates of the order, and
13. Theinitidsand signaturesof al who have helped with the medicing(s).
Types of Medication Orders

© 0 N O~ WDN

Four common medi cation orders are the stat order, the single order, the standing
order, and the prn order.
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1. A datorder indicatesthat the medicationisto begivenimmediately and only
once(e.g., morphinesulfate 10 milligrams|V gat).

2. Thesingleorder or one-timeorder isfor medication to be given onceat a
specified time(e.g., Secona 100 milligramsat bedtime before surgery).

3. Thestandingorder may or may not have atermination date. A standing order
may be carried out indefinitely (e.g., multiplevitaminsdaily) until anorder is
written to cancel it, or it may be carried out for a specified number of days
(e.g., KCl twicedaily _2days).

4. Aprnorder, or as-needed order, permitsthe nurseto giveamedication when,
inthenurse’ sjudgment, theclient requiresit (e.g., Amphojel 15mL prn).

Effects of drug on body

i.  Therapeutic Effects. Thetherapeutic effect isthe expected or predicted physi-
ological responsethat amedi cation causes.

ii. SideEffectdAdverse Effects. Every medication has apotential to harm a
patient. Side effectsare predictable and often unavoidable secondary effects
produced at ausud therapeutic dose. They areeither harmlessor causeinjury.
For exampl e, some antihypertensive medi cations causeimpotencein men.

a. Adverseeffectsare unintended, undesirable, and often unpredictable se-
vereresponsesto medication. Someadverseeffectsareimmediate, whereas
otherstake weeks or monthsto devel op.

b. Toxic Effects. Toxic effects develop after prolonged intake of amedica
tion or when amedication accumul atesin the blood because of impaired
metabolism or excretion.

c. ldiosyncratic Reactions. Medications sometimes cause unpredictable
effectssuch asanidiosyncraticreaction, inwhich apatient overreactsor
under reactsto amedication or hasareaction different fromnormal.

d. Allergic Reactions. Allergic reactions also are unpredictabl e responses
to amedication. Some patientsbecomeimmunologically sengtized tothe
initial dose of amedi cation. With repeated administration the patient devel -
opsanalergicresponsetoit, itschemical preservatives, or ametabolite.
Themedication or chemical actsasan antigen, triggering therelease of the
antibodiesin the body. A patient’s medication aller gy symptomsvary,
depending ontheindividua andthe medication. Among thedifferent classes
of medications, antibioticscauseahighincidenceof dlergic reactions.
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a. Severeor anaphylacticreactions, which arelifethreatening, are charac-
terized by sudden constriction of bronchiolar muscles, edemaof the phar-
ynx and larynx, and severe wheezing and shortness of breath. Immediate
medical attentionisrequiredto treat angphylactic reactions.

f. Mild Allergic Reactions
a) Urticaria- Raised, irregularly shaped skin eruptionswith varying sizesand
shapes, eruptions have reddened marginsand pa e centers

b) Rash- Small, raised vesiclesthat are usually reddened; often distributed
over entire body

¢) Pruritus- Itching of skin; accompaniesmaost rashes

d) Rhinitis- Inflammation of mucous membraneslining nose; causesswelling
and clear, watery discharge
Dosage
Thedoseistheamount of drug administered at onetime.

Information about the dosage and route is crucial to protect against medication
error.

Factors Affecting Dose

1. Age 6. Habituation

2. S 7. Addiction

3. Physcd condition 8. ldiosyncrasy

4. Cumulativeactionof thedrug 9. Routeof adminigration
5. Tolerance

Weights and Measures

Metric System

Basi c unitsof measurement arethe meter, theliter, and the gram.
Apothecaries’ System

Thebasic unit of weight inthe apothecaries’ systemisthegrain(gr), likenedtoa
grain of wheat, and thebasic unit of volumeistheminim,

Household System
Household measures may be used when more accurate systems of measure are not
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required. Included in household measures are drops, teaspoons, tablespoons, cups,
and glasses.

Calculation of dosage
Tablets

Number of tablets

_ Required or Prescribed
- Stock dose

Liquids
Volumeto beadministrad =

Required or Prescribed strength
Stock strength

x Stock Volume

Intravenous orders

Prescribed / Required Volume
Hours

Rate/hour =

Prescribed / Required VVolume
ime (in Minutes)

Dropsper Minute= x Dropfactor of giving set

Drop factor isdrop/ml

Thedrop factor of standard giving setis16

Routes of medicine administration

Oral Routes. The oral route is the easiest and the most commonly used route.
Medicationsare given by mouth and swallowed with fluid.

Sublingual Administration. Some medications are readily absorbed after being
placed under thetongueto dissolve.

Buccal Adminigtration. Administration of amedication by thebuccal routeinvolves
placing the solid medication in the mouth agai nst the mucous membranes of the
cheek until it dissolves.

Par enter al Routes. Parenteral administration involvesinjecting amedicationinto
body tissues. Thefollowing arethefour mgor sitesof injection:
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Intradermal (ID)  : Injectionintothedermisjust under theepidermis
Subcutaneous . Injectionintotissuesjust below thedermisof theskin
Intramuscular (IM) : Injectionintoamuscle

A w D P

Intravenous(IV) : Injectionintoaven

Some medications are administered into body cavities other than the four types
listed here. Theseadditional routesinclude

Epidural. Epidura medicationsareadministeredintheepidural spaceviaacatheter,
whichisplaced by anurseanesthetist or an anesthesiologist. Thisrouteisused for
theadministration of regional analgesiafor surgica procedures

1) Intrathecal. Physiciansand specialy educated nursesadminister intrath-
ecal medicationsthrough acatheter placed in the subarachnoid space or
oneof theventriclesof thebrain.

2) Intraosseous. Thismethod of medication administrationinvolvestheinfu-
sion of medication directly into the bone marrow.

3) Intraperitoneal. Medicationsadministered into the peritoneal cavity are
absorbed into thecirculation.

4) Intrapleural. A syringe and needle or achest tubeis used to administer
intrapleural medicationsdirectly into thepleurd space.

5) Intraarterial. Intraarterial medicationsareadministered directly into the
arteries.

6) Intracardiac, aninjection of amedication directly into cardiactissue

7) Intraarticular, aninjection of amedicationinto ajoint.

Topical Administration. Medications applied to the skin and mucous membranes
generaly havelocdl effects. You apply topica medicationsto theskin by painting or
spreading the medi cation over an area, applying moist dressings, soaking body parts
inasolution, or giving medicated baths.

A transder mal disk or patch (e.g., nitroglycerin, scopolamine, and estrogens) has
systemic effects. Thedisk securesthe medicated ointment to the skin.

Medi cationsareadministered into to mucousmembranesinavariety of ways, including
thefollowing, by:

1. Directly applying aliquid or ointment (e.g., eyedrops, gargling, or swabbing

thethroat).
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2. Insertingamedicationinto abody cavity (e.g., placing asuppository inrectum
or vaginaor inserting medicated packing into vaging).

3. Indtilling fluid into abody cavity (e.g., eardrops, nose drops, or bladder and
rectal ingtillation [fluidisretained)]).

4. Irrigating abody cavity (e.g., flushing eye, ear, vaging, bladder, or rectumwith
medicated fluid [fluidisnot retained]).

5.  Sprayingamedicationinto abody cavity (e.g., indtillationinto noseand throat).

Inhalation Route. The deeper passages of the respiratory tract provide alarge

surface area for medication absorption. Nurses administer inhaled medications
through the nasal and oral passages or endotracheal or tracheostomy tubes.

Intraocular Route. Intraocular medication delivery involvesinserting amedication
similar to acontact lensinto the patient’ seye.

Drug delivery systems

Drug delivery isthemethod or processof administering apharmaceutical compound
to achieveatherapeutic effect in humans.

Types of Drug Déelivery Systems
Varioustypesof Drug Delivery Systemsare:
1. Conventiona DrugDdlivery System
2. Novd Drug Ddivery System
a) Targeted Drug Ddlivery System.
b) Controlled Drug Ddlivery System.
c) Sustained/Modified release Drug ddlivery System.
d) Other Dosage Forms
Conventional Drug Delivery System

Conventional Drug Delivery System or the traditional system is the one that
incorporates the classical methods for the delivery of drug into the body. These
methods are advantageous over various aspects. The Examples of these systems
incdludes:

1. Ord Ddivery

2. Buccal / Sublingua Delivery

3. Recta Ddivery

&
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4. IntravenousDélivery

5. SubCutaneousDélivery

6. Intramuscular Ddlivery
Novel drug delivery systems

Therearevarioustypesof Novel Drug Delivery Systemsthat have been devel oped.
A few have been discussed asunder:

Aerosols

Aerosol preparations are stable dispersions or suspensions of solid material and
liquid dropletsin agaseous medium.

Therearethree commonly used clinical aerosols.
1. Nebulizers
2. Metered—doselnhaler (MDI)
3. Dry-powderinhaler (DFI)
Transdermal Drug Delivery System

Transdermal drug delivery system can deliver the drugsthrough the skin portal to
systemic circulation at apredetermined rate and maintain clinically the effective
concentrationsover aprolonged period of time.

Controlled Drug Delivery System

Timerelease technol ogy (also known as sustained-release [ SR], sustained-action
[SA], extended release{ ER ], timed-release[ TRY], controlled-release [ CR], modified
release[MR], or continuousrelease) isamechanism used in pill tabletsor capsules
to ddiver adrug over timewith acontrol over theamount with respecttotimesoto
berel eased d ower and steadier into the bloodstream while having the advantage of
being taken at lessfrequent interval sthan Conventional dosage formulationsof the
samedrug.

Safety measures

The nurse observes the three checks and the seven rights when administering
medications.

Three checks

The label on the medication container should be checked three times during
medi cation preparation-
1. Whenthenursereachesfor the container
2. Immediately before pouring or opening medication, and
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3. Whenreplacing thecontainer back
The Seven “Rights”
The sevenrightshel p to ensure accuracy when admini stering medications.
1. Rightmedicine
Right patient
Righttime
Right dose
Right route
Rightformand
7. Right documentation
1. Right Medicine

Do NOT useany medicinethat hasalabel that you cannot read. Do NOT useany
medicineunlessit hasacompletelabd.

Read and double check the label against the medicine record at least threetimes
and tell the person the name of the medicine before you help them. If the person
saysthey do not get thismedicine,

o 0 M wDN

STOP. Do not help. Report thisto your supervisor.
Itisanerror if apatient takesthewrong medicine. Thismust be reported.
2. Right Patient

Youmust check theidentity of the person beforeyou hel pthemwith their medicines.
Youwill learnmore about preventing mistakesand patient identificationlater inthis
class.

It isan error when a person takes another person’s medicine. This aso must be
reported.

3.Right Time

Theright timeis 30 minutes beforeand up to 30 minutes after thetimeon the bottle
and the order.

For example, aperson can taketheir medicine anytime between 9:30 am and 10:30
amif themedicineisto begiven onceaday and your job saysintheir procedurethat
onceaday medicinesaregivenat 10 am.

Itisanerrorif itistakenat 9amor at 11 am. This, too, must be reported.

&
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PRN medicinesare not taken at aspecia time of theday. They aretaken only when
they are needed but not more often than the order states. For example, the doctor
may order aspiringdhand prnfor pain.

Thisaspirin can be given when the person has pain but there must beat least 4 hours
between doses.

4. Right Dose

Check and double check the dose. Scored tablets must be cut in half if the label
says1/2tablet.

Itisan error when the person takesmoreor lessthan they should. Thiserror must
also be reported.

5. Right Route

Check the label to find out the right route. A buccal medication should not be
swallowed (oral route).

Itisan error when aperson takes amedicinewith thewrong route. Thiserror must
be reported.

6. RightForm

Check thelabel against the order to make surethat you havetheright form. A pill
cannot be given if the order saysaliquid. It is an error when a person takes the
wrong form. This, too, must bereported.

7. Right Documentation

All documentation must be complete and accurate.
Storage of Drugs

Careof Medicine Cabinet and Drugs

1. Eachward should be provided with amedicine cabinet to accommodate all
drugsto be stocked for the ward.

2. Themedicinecabinet should bekept inaseparate room with adequatelighting
andwashingfacilities.

3. Thereshould be separate compartmentsfor different categories of drugs eg.
Mixtures, tabletsand injectionsand all drugs should be kept alphabetically.

4. Poisonousdrugsshould bekept in aseparate cupboard which must have sepa
ratelock and key.

5. A register should be maintained to keep the account of the poisonousdrugs.




10.
11.

12.

13.

14.

15.
16.

17.

18.

19.
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A daily inventory should betaken to prevent theft of narcotics.
All the poisonous drugs should be marked “ poison” inredink.

No drug should be stored without labels, even for aday. All the containers
should havelabelswritten neatly and legibly.

Thelabelsshould contain the name of the drug, theingredients, the strength,
the dose etc.

All medicine containers should be kept closed dways.

Thedrugsthat are unusua in colour, odour and consi stency should bereturned
to the pharmacy and replaced with fresh ones.

Check the expiry date of every drug and make use of it beforeitsexpiry date
isover or send it to thedispensary and get it repl aced.

The drugs which are destroyed in the room temperature such as vaccines,
Sera, antibioticsetc., should bekept in therefrigerators.

Emergency drugsshould bekept in aplacewherethey arereadily obtainable
for emergency use.

Whenindenting for drugs, indent only therequired quantity

The medicines cabinet should aways be kept neat and clean and all equip-
ments should be kept clean and dry after their use.

The medicine cabinet should always be kept locked and the key should be
kept where only doctors and nurseshave accesstoit.

The oily medicines should be kept in aseparate tray or on apiece of water-
proof paper to prevent soiling the shelf.

Specid oil cupsor spoonsareused which arehel pful inkeeping theoily odours
away from medicineglasses.

Practical Activities

1.
2.

Adminigtration of Oral Medication
Topica Medication Applications
A. Dermatologic (Skin Surface)
B. Transderma Paich

C. Ophthdmic
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I. EyeDrops
ii. EyeOQintments
D. Ctic(Ear)
E. Nasd Indillation
i.  Administer nasal drops
ii. Adminigter nasa spray
3. Administering Medication by Inhdation
a) Metered-doseinhaersand
b) Turboinhders.
4. Nebulisation
Assessment Activities
1. Coallection—druglesflets, different formsof medications
2. Chart preparation onroute of administration
3. Roleplay on safety measures
Injections

Itistheforcing of fluidinto cavity, ablood vessel or abody tissuethrough ahollow
tubeor needle.

TYPES OF INJECTIONS

Hypodermal or subcutaneous injection, Hypospray, Infusions, Intradermal,
Intramuscular injection, I ntraosseousinjection, Intrgperitoneal injection, Intraspina
or intrathecal injections, Intravenousand intra-arterial injection, Venesection or cut
down, Transfusions

Purpose of injections

» Togetarapid and systematic effect of thedrug.

»  Toprovidethe needed effect even when the client isunconscious, unableto
swalow dueto neurologica or surgicd dterationsaffecting thethroat and mouth
or whentheclientisnot cooperative.

»  Assuresthat the total dosage will be administered and the same will be ab-
sorbed for the systemic actions of thedrug.

*  Providestheonly meansof administration for medicationsthat cannot begiven
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ordly.
» Toobtainaloca effect at the site of theinjection:
*  Loca anaestheticsasxylocaineand novacaine.
»  Diagnostic purposeasin Shick test, tuberculin test etc.
* Totestdlergicconditionsof thedrugs, e.g., penicillin, serumsetc.
* Totreatloca conditions, e.g., hydrocortisoneinjectionintojoint cavity.
»  Torestoreblood volumeby replacing thefluid, e.g., in shock conditions.
»  Togivenourishment when it cannot be taken by mouth.
Complications of Injections
» Allergicreactions
* Infections
»  Pyrogenic reactions(producing fever)
* Tisuetrauma
» Psychictraumaespecidly inchildren.
* Pan
» Accidentd intravascular injections.
» Foot drop, persistent paraysisof thelimbsetc., dueto thenerveinjury.
* Airembolismduetotheintroduction of air into the blood vessels.
»  Overdoseand underdose of the medication.
» Errorsintheadministration of medicines.
» Circulatory overload
e Serumhepatitis
Drugs and fluids Administered

Thefollowing are somedrugsgiven by needleinjectionsclassified according totheir
action.

Preventiveaction
Antitoxins

Toxoids
Vaccines
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Antibiotics
Diagnogticaids

Dyesand histamines
Remedid action

Antibiotics

Specificseg., quininefor malaria
Pdliativeaction

Narcotics

Sedatives

Loca anaesthetics

Generd anaesthetics
Subgtitution

Hormones

Minerdsandvitamins
Huids
Thecommonly used solutionsfor intravenoustherapy areasfollows:

5% glucose (Dextrose): Each 100 ml contains5 gramsdextrose.
10% glucose: Each 100 ml contains 10 gramsdextrose.
25% glucose: Each 100 ml contains 25 gramsdextrose.
50% glucose: Each 100 ml contains 50 grams dextrose.

5% glucose saline: Each 100 ml contains5 gramsglucoseand 0.9 grams
sodiumchloride.

Norma saline: Each 100 ml contains0.9 gram sodium chloride.
Pediatric glucose saline: Each 100 ml contains 2.5 grams dextrose and
0.45 gramssodium chloride.

Sodium lactate solution: Each 100 ml contains 1.866 gramssodium R lac-
tate.

Ringer’ssolution
Hartmann'ssolution

Safety Measures
Seven Rights of Medicine Administration
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Rightclient

Right drug

Right dosage
Righttime

Right route
Rightform

Right documentation

Asepss

Sterilesyringesand needles
Freshly ditilled and sterilewater for injections.
Drugsused for injection should be sterile.

Handling the drugs and equipment used for injectionswith aseptic technique,
e.g., washing hands before touching the equipment: not touching and contami-
nating the syringesand needlesetc.

Cleaning of theinjection sitewith antisepticsto reducethe number of bacteria
presentintheskin.

Protecting theinjections and the equipment during the transportation of the
injectionstotheclient e.g., the needleiscovered with aprotector.

Selection of Equipment for Injections

Description of Syringes and Needles

Syringesareof two types—disposableand re-usable. Themost usual Sizesare2, 5,
10, 20, 30 and 50 ml. Theinsulin and tuberculin syringesare specia syringes.

All syringes are made of two parts. The outer part iscalled barrel and the inner
part is called piston or plunger.

Thescdeontheinsulin syringesismarked Fhungi Bamol Ty
inunitsaccording to the concentration of 'H T [
theinsulinbeingused e.g., U-40, U-80 €tc. LI '
(Therewill be40or 80divisionsinlc.c)

The tuberculin syringe is along narrow ,—ﬂ"”“@@ﬁ
syringemarked in tenthsand hundreds of !

acubic centimetre.

T

Maasure dosa Hald TG

g
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Needles are made up of steel or other metalsand are availablein two varieties—
disposable ad re-usable. Thesevary inlength from 3.8 to 5.8 inches. Theoutside
diameter ismeasured by Stubsgauge.
Thediameter sizesof theneedlesare

Eaval Bauga number
indicated by numbers 14 go 27. The ' .

i

higher the gauge number the /

smaller isthediameter oftheneedle. ~ / A 5 |

A needle hastwo parts—the hub and

the shaft. The hub of the needle fits e

tightly intothesyringe. Theshaft of the

needlegoesinto thetissuesduring the braf AU

injection of themedicines. Thedanting

of the shaft containing the opening iscalled thebevel.

( Routes of ) ! ) )
Administration Size of Needle Size of Syringe
Intradermal 1 ml calibratedin 0.01ml 26 or 27 gauge diameter

Units(tuberculinsyringe) and 3/8to 5/8inch length
Subcutaneous 1 ml calibrated in 40 or 80 25 gauge and 1/2to 5/8

units(insulinsyringe) inch

OR

2, 3ml syringescalibrated sameasabove

In0.1ml
Intramuscular 2,5ml calibratedin 0.2 ml 21,22,23 gauge; 1to 2

inchesinLength

Intravenous Sizedependsupontheamount | 18 to 21 gauge; 1 to 2

of fluidstobeinjected inches

Needleless System

Needlelesssystemsaredso availablefor intravenoususe. For insulinadministration
also needlelessdevice (Intex) isavailable, which uses pressureto inject theinsulin
through the skin into the subcutaneoustissueand ispain free.

Prefilled Catridges: These provideasingledose of medication. Tubex and carpuject
aretwotypesof prefilled cartridges.

Prefilled Syringes: Thesyringesfilled with medication areaso availablenow, e.g.,
Fraxiparin

&
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Forms of Medications Available

1. Powder
Somedrugsareavailablein powder formin sterile sedled ampoulesand vias
2. Solutionin Ampoulesand Vials
Ampoule
Ampouleisaglasscontainer usualy designed to hold asingledose of adrug.
Vid
A via issmall glasshottlewith aseaed rubber cap.
Principles involved in the administration of injections

1. Theknowledgeof theanatomy and Physiology of thebody isessentia for the
Safeadministration of the injection

a) Toavoidinjury totheunderlying tissues
b) Tominimizepan
c) Toaidinabsorption of thedrug
2. If cardlesdy given, injectionsare meansof introducing infection into the body

3. Drugsthat changethechemica composition of theblood, will endanger thelife
of theclient, If not used cautioudy

4.  Anyunfamiliar Stuation producesanxiety.

5. Onceadrugisinjecteditisirretrievable. Antidote may beavailablefor particu-
lar medi cations but the best antidoteis prevention.

6. Organization and planning resultsin theeconomy of time, materia and comfort
General Instructions for Injections

*  Giveinjectionsonly onthedoctor’swritten orders.

*  Follow gtrict aseptic techniques

e Syringesand needlesused for injections should be kept separate from those
used for other purposes.

*  Alwayshavethesyringesand needlesin good order, Syringesshould beair-
tight and the needl es shoul d be sharp and patent.

*  Changetheneedleafter withdrawing the drug from arubber stopped container
beforegivinginjectiontotheclient.

*  Never useadrugwhoseexpiry dateisover.

*  Neverdlow theclient towak soon after theinjection ashe should bewatched

for any reaction.
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Alwaysgiveatest dosein caseof pencillinand al typesof serabeforethefirst
doseis administered to rule out any alergic reaction. After the full doseis
given, keep the client under observation for any delayed reaction.

Expel theair fromthe syringebeforetheinjection.

Select theappropriate sitefor giving injections.

Rotate the site especialy for client getting insulin to prevent Lipodystrophy
(wasting of subcutaneoustissue).

Use correct technique of injection.

After inserting theneedle, dwayswithdraw the pistonto make surethat it isnot
inablood vessdl in case of intramuscul ar and subcutaneousinjections.

Solutionsfor injectionsshould beclear, serile, nearly neutral inreaction, iso-
tonic.

Injectionsshould be chartedimmediately after it isadministered by the person
who hasadministered and should signit.

Practical Activities

1. Preparation of drugsfromampoule

2. Preparationof drugsfromvia

3. Subcutaneousinjectionincludinginsulinpen
4. Intramuscularinjection

Assessment Activities

L
2
TE
1)

2)
3)

4)

Preparation of chart ontypesof injection

Collection of different typesof syringesand needles

Questions

Mr. Gopal 48 yr old isadmitted with nauseaand vomiting. Doctor ordered 3
pintsof DNS solution over 12 hrs. Calcul ate the drops per minute.
Anexample of aerosol preparationis
Explainthe safety precautionsto be observed while administering medicines
andinjections.

Differentiated between thefollowing:

A. Drugand medicine

B. Theright doseand theright form of medication
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UNIT NO: 3.2
OXYGEN ADMINISTRATION

Introduction

Oxygen ther apy isthe administration of oxygen as atherapeutic modality. It is
prescribed by the physician, who specifiesthe concentration, method of delivery,
andlitreflow per minute. In an emergency Stuation e.g. cardiac or respiratory arrest,
oxygen may becommenced beforeawritten prescription hasbeen made. Any acutely
hypoxic patient should have emergency oxygen administered whilst awaiting the
arrival of adoctor. Itisvery important to ensurethe prescribed dose of oxygenis
ddlivered to the patient and this, and the patient’s condition, isregularly monitored.

Learning outcomes
Thelearner:
» Definesoxygenadminigtration
» Enligstheindicationsfor oxygen therapy
» Explainsthemethodsof oxygenadministration
» Enligsthewaysof supply of oxygen
» Explainsthecareof oxygencylinder
»  Describesthe complicationsof oxygen therapy
» Describesthegenerd ingtructions for oxygenadministration
*  Describesthe management of home oxygen therapy

»  Demongtratesskill inapplying nasal cannula, oxygen mask and nasd cath-
eter

» Demondratesskill in using home oxygen equipment
Definition
Oxygen therapy isthe administration of oxygen asamedical intervention for both
acuteand chronic patient care.
Indications of Oxygen therapy
a) Breathlessnessor |aboured breathing

b) Cyanosis - bluishdiscoloration of the skin, nail beds, and mucous mem-

branes dueto reduced hemogl obin-oxygen saturation
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¢) Highdltitudes
d) Shock and circulatory failure

e) Patientswith decreased respiratory capacity asin Partialy obstructed air-
way, Anaemia, poisoning etc

f) Criticdlyill patients
g Patientsunder anaesthesia

Methods of Oxygen Administration

1. Nasal Cannula- A nasal cannulaisasimple, comfortable device used for
precise oxygen delivery .Thetwo nasal prongsaredightly curved andinserted
inapatient’snogtrils. To keep the nasal prongsin place, fit the attached tubing
over the patient’ searsand secureit under the chin using the diding connector.

2. Nasal Catheter- Nasal catheters are used less frequently these days. It in-
volvesinserting an oxygen catheter into the nose upto nasopharynx.

3. Oxygen Masks- Anoxygen mask isaplastic devicethat fitssnugly over the
mouth and nose and issecured in placewith astrap. It deliversoxygen asthe
patient breathes through either the mouth or nose by way of plastic tubing at
the base of the mask that is attached to an oxygen source.

Therearesmplefacemasks, Partia nonrebreather mask with areservoir bag,
Nonrebreather mask with reservoir bag and venturi mask.

4. TransTracheal Oxygen —Intranstrachea oxygenationasmall size catheter
inserted directly into tracheathrough asurgical tract inthelower neck. Oxygen
isddlivered directly intotrachea.

5. Oxygen Tent —an oxygen tent consists
of acanopy over patient’ sbed may cover
thepatient fully or partially anditiscon-
nected to asupply of oxygen.

Supply of Oxygen

Oxygenissuppliedintwowaysinhedth care
facilities: by portable systems (cylinders or
tanks) and fromwall outlets.

Clients who require oxygen therapy in the

home may use small cylinders of oxygen, Eﬂ.,”;'“ Onygen
oxygen in liquid form, or an oxygen j
concentrator. Humidifier botile [ «
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Care of Oxygen Cylinder

1.

o W DN

10.
1.
12.
13.

Alwaysusecylinderswith metalic case
Oxygen cylinder should be placed at the head end of the bed
Any sourceof fire should be kept awvay from cylinder

It should be stored at acool temperature

Thesupply of oxygen must aways be equipped with aregulator to control the
flow of gas

Avoid grease ontheregulator

Every nurse, patient, hisfamily membersand visitors should be awareof fire
and explosion in an oxygen therapy unit. Warning signals (no smoking sign)
should be placed at the unit

When cylindersare empty alwaysmark it empty and send for filling

Inspect the apparatus at frequent interval s and make sure for good working
conditions

Thenurse should learntheworking of oxygen cylinder

Totest |leakageintheregulator, soap lather may be used

Turn off oxygenimmediately whennotinuse

K egp the oxygen equipment out of reach of children
COMPLICATIONS OF OXYGEN THERAPY

a)

b)

Infection- contaminated equi pment may spread infection to the patient

Combustion (fire) - Oxygen promotescombustion. Fireisa potentia haz-
ard

Drynessof mucusmembraneof therespiratory tract - if humidified oxygen
isnot givenitwill causedrying of mucusmembrane

Oxygentoxicity - High concentrationsof inspired oxygen can causelung
injury

Atelectasis—collapse of alveoli developsasaresult of increased oxygen
concentrationiningpiredair

Retrolental fibroplasia- Retinopathy of prematurity (ROP) or Terry syn-
drome, previoudy known asretrolental fibroplasia(RLF), isadisease of

the eyeaffecting prematurely-born babiesreceived oxygen therapy
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g Asphyxia—unexpected and unobserved depl etion of oxygen supply may
lead to asphyxia

h) Oxygen induced apnoea— when Carbon Di Oxide is washed off com-
pletely respiratory centrewill not be stimulated

General Instructions

1.

o g & W

10.

Oxygen should betreated asadrug. It must be prescribed and administeredin
specific dose and safety precautions must be observed

When administering oxygen, usearegul ator and humidifier.
Regulator isto reduce the pressure of oxygeninthecylinder to safer level

Humidifier add water vapour toinspired air prevent mucous membranesfrom
drying and becoming irritated and | oosen secretionsfor easier expectoration.

Every part of the apparatus should be clean to prevent infection
Change nasdl cathetersatleast every 8 hrs
Oxygen therapy should bediscontinued gradualy

Pay attention to conditions that can interfere with the flow of oxygen from
sourceto the patient. Thismay include tubing, loose connections and faulty
humidifying gpparatus

Alwayskeep aspare oxygen cylinder in closevicinity

Waetch the patientsrecel ving oxygen therapy to detect the early signsof oxygen
toxiaty

For premature babiesadminister oxygen for ashort period to prevent retrolen-
tal fibroplasa

Since oxygen supportscombustion, fire precautions are to be taken when oxy-
genisonflow

Management of Home Oxygen Therapy

Home oxygen therapy isadministered vianasal cannulaor face mask. Patientswith
permanent tracheostomiesuse either aT tube or tracheostomy collar.

Therearethreetypesof oxygen delivery systems. compressed gascylinders, liquid
oxygen, and oxygen concentrators.

Patientsand their family caregivers need extensive teaching to be ableto manage
oxygenthergpy efficiently and safely. Teach the patient and family about homeoxygen
delivery (i.e., oxygen safety, regulation of theamount of oxygen, and how to usethe
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prescribed home oxygen-delivery system) to ensure their ability to maintain the
oxygen-delivery system.
Pratical Activities
*  Applying nasal cannula, oxygen mask and nasal catheter
»  UsngHomeOxygen Equipment
Assessment Activities
1 Preparationof chart onindicationsof oxygentherapy
2  Prepareapictureabum onmethodsof oxygen administration
TE Questions

1. Mrs Samantha50yrs, suffering frominterstitial lung diseaseison homeoxy-
gentherapy. Briefly explainthe safety precautionsto betaken whileadminis-
tering oxygenin homesituation.

2. GiveReason.
a. Oxygencylinder iskept at cool temperature
b. Oxygenishumidified beforeadminigtration
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UNIT NO.3.3
CARE OF WOUND

Introduction

Wound careisachallengefor acaregiver, given the complexity of wound careas
well asthe many factorsaffecting wound heding. A ppropriatewound careisessentia
to prevent the complications of wound healing and effectively treat wounds.

Learning outcomes

TheLearner:

*  Défineswound

»  Describesthetypesof wound

»  Destribesthefactorsaffecting wound hegling

»  Defineswounddressing

*  Enligsthetypesof dressng

»  Describesthe purposesof wound dressing

e Enumerates the complicationsof wound healing

»  Explainstheprinciplesinvolved inwound dressing

*  Appliestheprinciplesof surgical asepsisinwound care
e Demongratesskill inwound dressing

Definition of Wound

Woundisabresk or disruptioninthe normd integrity of skinand mucousmembrane.
TYPES OF WOUND

There are many waysto classify awound. Classification of wound based on the
gatusof skinintegrity:

1. Openwound

Openwound isoneinwhichthereiscut or break inthe continuity of skinor mucus
membrane.

a Incisons: It isaclean cut and has smooth regular edgesthat can be ap-
proximeated.

b) Lacerations. Awoundinwhichtissuesaretorn apart and havejagged and
irregular edges.
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c) Abrasions: Itisasuperficial wound involving scraping or rubbing of skin
surfaceby friction.

d) Puncturewound: Itisoneinwhichthereisinjury to deep tissues, but only
asmall opening onthesurface.

e) Peforatingwound: itisonewhichaforeign object or instrument cutsopen
thewholethicknessof awall of acavity or organ. The object entersand
exitsaninterna organ.

f) Penetratingwound: itisoneinwhichthereisbresk intheepiderma layers
of the skin, dermisand deeper tissuesor organs.

2. Closedwound

Closed wound isoneinwhich thereisno break in the continuity of skin or mucus
membrane.

a) Contusion: In this there is no break in the skin. Externally wound is
characterised by swelling, discoloration and pain.

b) Hematomas: itisasolid swelling of clotted blood withinthetissues.
¢) Crushinjuries: Itisaninjury by an object that causes compression of the
body.
Factors Affecting Wound Healing
1. Age inyoungand hedthy individua sthewoundsoften hea morequickly.

2. Nutrition: Diet richin proteins, carbohydrates, vitaminsA and C and mineras
hel psin quicker healing of wound.

3. Lifestyle: Peoplewhotakeregular exercisearelikely to havegood circulation
inthe affected area, thereby quickening the healing process.

4. Medications Antinflammatory drugs (eg. Steroid and aspirin), heparinand an-
tineopl astic agentsinterferein wound heding.

5. Infections: Any infectioninwound dowsdown healing process. Useof antibi-
oticspreventsinfection and improves healing process.

6. Chronicdiseases: Chronic diseaseslikediabetesmdlitus, impairsheding pro-
cess.

Smoking: Smoking leadsto delay intissuerepair dueto reduced oxygenation.
Wound stress: Vomiting, Abdomina distensonand respiratory effortsmay stress
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suturelineand disrupt wound healing.

9. Extent of wound:-Deegpswoundswith moretissuelossheal dowly.

Wound Dressing

Itisasterileprotective surgica covering, applied to awound/incision with aseptic
technique, with or without medi cation.

Types of Dressings

1

6.

Wet dressing: Theseare preferred intresting woundsthat require debride-
ment.

NonAdherent Dressing: Thesedressing haveashiny non adherent surface
that does not stick to wound

Sdf Adhesive Dressing: Thesearefor small superficid woundsthat do not
require debridement

Hydrocolloid (HCD) Dressing: A hydrocolloid dressing is an opague,
biodegradeable, non-breathable, and adheresto the skin

Hydrogel Dressings. Hydrogel dressingsconsist of 90 percent waterina
gel base

Pressure Dressings: Pressure dressingshel psin promoting hemostatsis

Purposes of wound dressing

© 0o N U A~ wDdNPE

To promotewound granulation and healing

To prevent microorganismsfrom entering thewound
To decrease the presence of purulent wound drainage
To absorb fluid and apply medication

To prevent haemorrhage

To prevent further tissuedamage

Toimmobilizeand support thewound
Toassstinremoval of necrotictissue

To convert contaminated wound in to clean wound

Dressing Materials

1.

M ateria sused to clean wound

Cotton and gauze piece ,spirit (70%) ,mercurochrome(1-2.5%) , Tinctureiodine,
savion (5%) catavlon1% ,normal saine,hydrogen peroxide

2.

M aterialsused to cover thewound
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Gauze dressing, non antiseptic dressing, antiseptic dressing, wet dressing, pressure
dressing, non adherent gauzedressing

Complications

1) Haemorrhage: Haemorrhageisblood escaping from the circulatory system.

Haemorrhagefromwound siteisnormal during or immediately after initial trauma.
Primary haemorrhage occursat thetime of injury. Reactionary haemorrhage occurs
later when the blood pressure rises and ligature slips or a blood vessel open up.
Secondary haemorrhage occursabout 7 to 10 daysafter injury mostly dueto sepsis.

Haemorrhage can occur internally, where blood leaksfrom blood vessalsinsdethe
body, or externaly, either through anatural opening such asthe mouth, nose, ear,
urethra, vaginaor anus, or through abreak inthe skin.

2) Woundinfection: aninfected wound isoneinwhich an activeinfection process
ispresent

3) Wound dehiscence: When awoundfailsto heal properly, thelayersof skinand
tissuemay separate.

4)  Wound evisceration: It isthe protrusion of abdominal organsthrough thegap
formed by separation of wound layers

5) Fistula: itisan abnormal passage between two organs or between an organ
and the outside of the body.

6) Abscessformation: A localised collection of puss

7) Cdlulitis: Cdlulitisisabacterial infection of the skin and tissues beneath the
«in

8) Pain: Pain accompanieswithinjury which subsideswith immobilisationand
initid treatment of injuries

9) Necrosisand Gangrene: if the blood supply is not restored to the area, the
death of thetissuesmay take place.

10) Keloids: Huge, ugly, tumour likegrowth over scar tissues

11) Contractures. A condition of shortening and hardening of muscles, tendons, or
other tissue, often leading to deformity andrigidity of joints.

12) Delayedwound closure
Principles Involved in Care of Wounds
1. Microorganismspresent every where
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2. Bacteriatravel dongwithdust particles

3. Cleaning an areafromlessnumber of organismsto an areawherethereis
more number of organisms, minimisethe spread of organismstocleanarea

4. Break inthe skin and mucus membrane acts asaportal of entry for the
pathogenic organism

5. Adeqguate blood supply isessential for carrying oxygen and nutrientsfor
wound hedling

Moisturefacilitatesgrowth and movement of microorganisms
Fluid move downwards

© N o

Huid movethrough by capillary action
9. Unfamiliar Stuation produceanxiety

General Instructions

© © N o o~ wDdPE

Practice strict aseptic techniques

All articlesshould be properly sterilized or disinfected

Wash handsthoroughly

Createasterilefield around thewound

Avoid coughing, talking, and sneezing whiledoing dressing

Dressing arenot changed for at least 15 minutesafter theroom hasbeen cleaned
Before doing dressing inspect thewound for any complication

Avoid med timings

Giveandgescsprior to painful dressing

Practical Activities

1. Application of Wound Dressing

Assessment activities

1.
2.
3.
TE

Preparation of poster on types of wound

Preparation of chart on factorsaffecting wound healing
Prepareapictureabum ondressing materias
Questions

Differentiate between

a.  Wound evisceration and wound dehiscence

Appropriate wound careis essentia to prevent the complications of wound
healing. Describe the aseptic precautionsto be followed while doing wound
care,
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UNIT 3.4
PALLIATIVE CARE
Introduction

Pdliative careisspecialized medical carefor peoplewith seriousillness. It focuses
on providing relief from the symptomsand stressof aseriousillness. Thegoa isto
improvequdity of lifefor both the patient and thefamily. Pdlliative careisprovided
by aspecialy-trained team of doctors, nurses, socia workersand other specialists
who work together with apatient’ sdoctorsto provide an extralayer of support.

Learning out Comes

TheLearner:

* Définespaliativecare

*  EnligssCommon conditionsrequiring paliativecare

*  ExplainsHospicecare

*  Recognisesthecommondrugsusedin pdliativecare
»  Describesthe pain management

»  Describesthemanagement of Dyspnea, Nauseaand VVomiting, Constipation,
Fungating wounds, Dysphagia, Diarrhea, Urinary Incontinence, Urinary reten-
tion and hesitancy, Halitos's, insomnia, Bedosres, Lymphedema

»  Explainsthegeneral careof patient requirespalliativecare

*  Explainsabout meeting the spiritua needsof patient

*  Peformspdliativecare

* Explainscareattheend of life

*  Demonstratesskill in dead body care

*  Describesthe support during grief and bereavement

Definition

Theword*“Pdliate’ isderived fromtheLatinword ‘ pallium meaning cloaki.e., an

al-encompassing carewhich*“cloaks’ or protectsthe patientsfrom the harshness of
thedistressful symptomsof the disease, especialy when cureisnot possible.

Palliative careisan approach that improvesthe quality of life of patientsand their
familiesfacing the problem associated with life-threatening illness, through the
prevention and relief of suffering by meansof early identification and impeccable
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assessment and treatment of pain and other problems, physical, psychosocia and
spiritud.
Common conditions requiring palliative care

1. Cancer

2. HIV/AIDS

3. Dementia

4. Progressiveneurologica disorders

a) Parkinson'sdisease

b) Multiplescleross

¢) Motor neuron disease

d) Stroke
5. Progressivesystemicdiseases

a COPD, ILD

b) Heart diseases

¢) Liverandkidney dysfunctionsdueto variouscauses
6. Oldageand other degenerativedisorders
Hospice Care

Hospicecareisend-of-lifecare. A team of health care professionalsand volunteers
providesit. They givemedical, psychological, and spiritua support. Thegod of the
careisto help peoplewho aredying have peace, comfort, and dignity. Thecaregivers
try to control painand other symptomsso aperson canremain asdert and comfortable
aspossible. Hospice programsal so provide servicesto support apatient’sfamily.
Hospice

1. Providessupport and carefor thoseinthelast phasesof life-limitingiliness

2. Recognizesdying aspart of thenormal processof living

3. Affirmslifeand neither hastensnor postponesdesth

4. Focusesonqudity of lifefor individualsand their family caregivers

Core Aspects of Hospice

1. Patient/family focused

2. Interdisciplinary

3. Providesarangeof services:

b. Pharmaceuticas e. Voluntears

a. Interdisciplinary casemanagement d. Supplies
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C. Durablemedica equipment
Hospice Team Members
1. Thepatient'spersona physician
2.  Hospicephysician (medical director)
3. Nurses
4. Homehedthaides

The Hospice Team

1. Developstheplanof care
2. Managespain and symptoms

f. Grief support

5. Socia workers
6. Clergy or other counselors
7. Traned volunteers

8. Speech, physical, and occupa
tiona therapists

3. Attendsto theemotional, psychosocial and spiritual aspectsof dying and

caregiving

4. Teachesthefamily how to providecare
5. Advocatesfor thepatient and family
6. Providesbereavement careand counseling

Hospice is Provided at
1. Home 3.
2. NursangFacility 4,
5. Hospiceresidenceor unit 6.

Assged Living Facility

Hospitd

Prison, homeessshelter —whereever the
personis

Pharmacology - Common Drugs used in Palliative Care

Somecommon drugsusedinpalliativecareare;

[Non—Opioids Opioids Adjuvant analgesics Others ]

1. Paracetamol |1.Codeine | 1.Tricyclic Aniemetics- )

2. Ibuprofen | 2. Tramadol anti qlepresgants : : Metachlprpromlde,

e — (Amitryptyline, Imipra-mine) | Domperidome

' 1P _ 2.Anticonvulsants Antibiotics—

4. Naproxen  |4.Morphine (Carbamazepine, Val-proate) | Metronidazole

5. Indomethacin| 5.Fentany! Gabapentin, Pregabalin) Antacids—

6. Ketorolac 3.Anticholinergic (Hyoscine) | Omeprazole

2 Etoricoxib 4.Muscle relaxants Diaz-epam)| Haemodstatic -
5.NMDA receptor blocker Ethamsylate

(Ketamine) Bronchodilators—

6.Bisphosphonates Deiphyllin
7.Local Anaesthetics Laxatives-
8.Corticosteroids — Bisacodyl

L Dexamthazone
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Pain management
Pain
Pain isan unpleasant sensory and emotional experience associated with actual or
potential tissue damage or described in termsof such damage.
|ASP- International Associationfor Study of Pain
Painiswhat the patient says hurts, when she/ he saysit does...
Bdievethepatient regarding her / hispain.
Assessment of severity of pain
Thismay bedone using various pain scalesavailable. Thecommonly used onesare
1. Categorical painscale: Patient isasked to grade hispain ashaving “no pain,
mild pain, moderate pain, severepain and excruciating pain”.

2. Numerica Rating Scae(NRS):
Petient isexplained about thisscaleaszero meaning “ no pain” and 10 repre-senting
“worst imaginable pain”. Then the patient isasked to score hispain onthisscale
according to the severity.

0 1 7 .

2 3 4 5 6 9 10

3.Visuad Andogue Scale (VAS)

Oneside of VAS has no markings except the two extreme points. The other side
hasmarksfrom 0to 100. Theunmarked sideis shown to the patient who isasked
to mark the pain according to the severity. Then the assessor will view thepainona
0-100 scaleonthereverseside.

o (1] . 1] 1 1 &0 1] T m ™0 100

| | { | I | | | ! | |

| I I | | | | ] I | |
Waersl imnagerable Besl imagmiakea
hebalth e nealih stati

4. Non verbal rating scale (Wong-Baker Faces Scale) - usually used to assess
paininchildren.

Pain scores of 0-3 may be considered MILD PAIN.
Pain score of 4-7 may be considered MODERATE PAIN.
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ARL

Pain score of 8-10 may be considered
SEVERE PAIN.

Theam of pain management isto keep
thepain scoreat alevel that the patient
con-siderssatisfactory relief. Wealoglold

Tt mild go
n

10 SEVErE Falm
{eF, mearphinag
~i- no#-oplold
+i- gd|uvant

Management of pain
Upto 71-76% of patientswith cancer ez
related painscan have satisfactory relief 5 il
by fol-lowing theguiddinesof the WHO

anagesicladder

Analgesic Ladder
Drugs in WHO Analgesic ladder

Non-Opioids OpIOIgS for mll.d to Op(;OIdSt fotr Adjuvant
moder ate pain moderate to analgesics
severe pain
1. Paracetamol | 1. Codeine 1.Morphine |1 Tigydlic
2.1buprofen | 2. Dextropropoxyphene2. Fentanyl a;tio_leprw.lpnts
3 Didofenac | (currently suspended 3 Methadone I(m:nltryp'fy ine,
. pra-mine)
Inindia) . :
4. Naproxen (notyetsoldin |2. Anticonvulsants
5. Indomethacin 3.Tramedol Indiaforpain | (Carbamazepine,
' 4. Tapentadol relief) Val-proate)
6. Ketorolac Gabapentin,
EP— Pregabalin )
/. Etoricoxib 3. Anticholinergic
(Hyoscine)
4. Muscle relaxants
(Diaz-epam)
5. NMDA receptor
blocker (Ketamine)
6. Bisphosphonates
7. Local Anaesthetics
8. Corticosteroids
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Symptom management

1. Dyspnoea

Breathlessness or dyspnoeaisan unpleasant awareness of breathing. Itisacommon
symptom in advanced disease

2.

a. Placethe patient inthe position he/sheismost comfortablein—usualy up-
right position supported by pillows

Assesstreatable causes

Relaxation/breathing techniques

Nebulizers

Drugs-opioids, anxiolytics, steroids, diureticsetc
Oxygentherapy

Nausea and vomiting

-~ 0o a0 o

Nauseaisfeding an urgetovomit Vomiting isforcing the contents of the ssomach up
through the esophagusand out of the mouth.

a

b
C.
d.
e

Encouragesmall and frequent feeds.

Encouragethe patient to choose the menu.

Avoid taking high protein diet when patient has nauseaand vomiting.

M ake sure patient i staking adequate salt -Normal salt intake 10-12mg/day.

Explain the patient and family about the signsand symptoms of dehydration
and hyponatremia.

Avoid sitting near thekitchen while cooking thissmell may aggravatethe nau-
sea.

Environmenta modification—eiminatesstrong smdlsandsghts.
Maintain good ora hygiene, especialy after episodesof vomiting.
Usecomplimentary therapy to manage nauseaand vomiting eg: distraction.

Ruleout the cause- if it isdueto congtipation consider |axative or enemasas
necessary.

Educatethe patient and family about taking the medication at correct time (Eg:
T Omeprazole on empty stomach; T. Metoclopromide [Perinorm] 10mg half
an hour beforefood)
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3. Condipation

Condtipationischaracterized by difficult or painful defecationandisassociated with
infrequent bowel motionsand small hard faeces.

a. Assessfor treatable causes—eg. painrelief, haemorrhoids

=

Uselaxativeswhen ever indicated
Encourageincreased fluidintake
Increasedietary fiber eg. fruits

Encouragemobility asfeasible

- o o o

Ligentoanxieties
0. Assessenvironment and privacy issues
h.  Adjust medication

4. FungatingWounds

Fungating cancer wounds devel op when cancer that isgrowing under the skin breaks
throughtheskin.

Cleaningand Dressing

a  Ensureadequateanagesa

b. Irrigationwith normal saine/water
Syringingtoremovedough

Apply bacteriostatic drug

Put alayer of non-adhesivegauze
Apply gamjee pads

0. Securewith bandage/adhesivetape
Controalling Foul Smell

a Cleanand Dressthewoundr egularly

b. Local Metronidazole-Crushed and powdered Metronidazol e tabletsare
better and more cost effectivethan gel

c. Systemic Metronidazole-may berequiredin some cases
Controlling Bleeding
a  Applylocal pressure
b. Sucrafate powder(crushed and powdered tablets) topically

-~ o o 0O

&
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Hemacrynium solution( Hemol ok) 1: 100 topically
Systemic Ethamsylate
Radiotherapy
f.  Surgica procedures
5. Dysphagia
Dysphagiaisdifficult or painful swallowing.
a Treatthrush
Dietary advice
Rdieveanxiety
Feed through nasogastric tubeif appropriate
Steroidsmay be of temporary benefitin certain Situations
If dueto cancer, consider referral for paliative surgery or radiotherapy
6. Diarrhoea

o o O

- 0o a0 o

Diarrhoeaisaconditioninwhich faecesare discharged from the bowel sfrequently
andinaliquidform

Explainto the patient about the signsand symptomsof dehydration.

Explain about ORS preparation

Acknowledgethecarer’ sburden and sharing thework will minimizetheburden
Explain about importance of maintaining skinintegrity

~Na o oo

Urinary Incontinence
I

~—+

isuncontrolled passing of urine of sufficient magnitudeto create aproblem
a Assessfor treatable causes

Reassure

Rapid andregular toileting

Maintainhygiene

Monitor hydration

Catheterizationif needed

Drugs—for infection, congtipation etc

8. Urinary Retention and Hesitancy

Retentionisinability to passurine. Hesitancy isprolonged delay between attempting
and achieving urination.

@ -0 o 0 T

&
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Assessfor treatable cause

Reassure

Ensureprivacy

Encourage voiding by—massaging lower abdomen, sound of running water etc
Catheterization if needed

Halitosis

Halitosssfoul or unpleasant smelling bresth

Non-pharmacol ogical -

© o 20 T @

a. Méiculousord hygiene
b. Cleanand soak dentures
c. Ensureadequatefluidintake
d. Havoured sweetse.g.mints
Pharmacol ogical -
a.  Anaerobicinfection of gums-ora Metronidazole 400 mg bd

b.  Gadtric hypersecretion-MetoclopramidelOmgtds OR Domperidonel0-20 mg
gid (ordly)

Anaerobicinfection of lungs-parenteral Metronidazole

Antiseptic mouth wash-Chlorhexidine Gluconate 1 % 10 ml gid, Hexetidine
0.1% 10 ml qid, Benzydamine 0.5% mouthwash

e. Debriding agentsif indicated

Sodiumbicarbonate mouthwash-1 teaspoonin 1pint warm water and usea
tooth brush onthetonguegid OR

» Ascorbicacid (Vit C)-250mg (1/4 of gramtablet) effervescent onthetongue
gidOR
» Hydrogen peroxide mouthwash 3% -10ml in haf atumbler of water bd/tds
10. Insomnia
Itisthelack of adequate leep
a  Physologica—proper setting toinduce deep—dimlight, quiet surroundings
b. Psychologica—dlay anxiety by sharing, listening, anxiolytics, sedetives

&
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C.
d.
11.

Treat symptoms—pain, nauseaetc

Review and changedrugsaccordingly
Bedsores

Prevention and care of bedsores arethe most challenging aspectsof care.
Prevention of bedsores

a. Nutritiona support

Ensuremobility or changeof position at regular interval
Good painrelief

Good skinhygiene

Assessand treat incontinence

- o 2 o0 o

Assessthe need for pressurerelief
Regular observation of pressure points
h. Review medication

Q@

Management of bedsores

a
b.
C.

d.
12.

Necrotic : Surgicd excison

Sough . Dedough; Irrigation with normal saline; Foam dressing

I nfected . Topica antiseptic, topical metrogyl; antibiotic odour ab-
sorbing dressings

Granulating: Foamdressing

Lymphoedema

Lymphoedemais defined as swelling of intertitial tissue asaresult of failure of
lymph drainagewhen capillary filtrationisnormal.

Management of lymphoedema

e

a) Skincare

a. Washtheskingently; avoid harsh soap

b. Drythoroughly, especialy betweendigits

c. Moigdurizeregularly withbland cream

d. Takecaretoavoidburns, insect bites

Avoid Blood Pressurerecording or venepuncture on the affected limb
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f.  Treatfungd infectionspromptly with antifunga
b) Exercise

I. 3-4timesdaly

ii. Statgently

lii. Pauseongettingtired

Iv. Attention on proper posture
c) Externa support (bandaging)
d) Massage
€) Regularmonitoring
General Care of the Patient
Nutrition

Patients with advanced disease generally suffer loss of appetite, wasting and
generalized weakness.

Ensuringintakeof fluids,and dietary fibre
Eating asmuch asthe patient wantsand asfrequently ashe/shewants

a
b
c. Nutritionally completefoodsand dietary supplementsasneeded
d. Changingfood consistency asneeded

e. Nasogastricfeeding when patient isunableto accept oral feeding
f.  Preventionand management of ord thrush, nausea, constipation
Personal hygiene

Oral hygiene

a. Promote brushing, using a soft tooth brush and rinsing mouth every 12
hours.

b. Ensureproper fit of dentures, remove denturesat night
c. Providemouthwash
d. Treat ord thrushwith nystatin/fluconazole

e. If medicationiscausingdrymouth-review drugs, provideicechipsand chew-
ing gumsto promote salivation

&
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Skincare

a  Washbody daily—bath/shower, spongebath; shavedaily; wash hair asoften as
feasble

b. Ensurecleanlinessof nailsand mouth
Provideclean clothing and bed linen
Assessskinintegyrity, if pressure sores seem likely, change position frequently.
Pad bony prominences, avoid friction and shearing forces

e. Pressure sores—encourage healing by proper antiseptic dressing, antibiotics,
removal of exudatesand necrotic tissue, adequate nutrition

Spirituality

Spirituality isour effort to find answersfor life' sfundamental mysteries, of which
deathisthemost painful one.

a)
b)

c)

d)

©)
)

o)
h)

)

)

K)

Assesshigtory of rdligiousaffiliation.
Assessgpiritud beliefs.

Assessthe spiritual meaning of illnessand death. “ Do you wonder regarding
themeaning of your illness?”’

“How doesthe current Situation affect your reationshipwith God, your beliefs,
or other sources of strength?’

“Doyourillnessand grief interferewith expressing your spiritual beliefs?’
Assesswhether patients need help with unfinished business.
Provideunderstanding and acceptance. Support crying by offering caring touch.
Encourageverbdization of fedingsof anger or londliness.

When requested by the patient, arrangefor priegt, rituas, music, prayers, scrip-
turesor images.

If requested, sit with the patient who wishesto pray, and arrangefor priest at
time of death asrequested by the patient.

Do not provideintellectua solutionsfor spiritua problems.

Meeting the needs of dying individual

a Assessngneeds
b. Explaining theclientscondition and treatment

¢. Maintaininggood communication
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o

Promoting salf care& Salf Esteem

(1)

Allowingfamily memberstoasssisincare,
Meeting clientsneeds.

o0

s} Physiological needs
h Psychological needs
I Spiritual needs
STAGES OF DYING (DR.ELIZABETH KUBLER ROSS)
1. Denid (Isolation) 2.Anger 3.Bargaining 4. Depression
5. Acceptance
Grief and Stages of Grief Reaction
Grief istheemotional pain caused by aloss.

Engd (1964) wasamong thefirst to definesix stagesof grief reaction, whichincludes
thefollowing steps.

o ShockAndDisbelief

»  Deveoping Awareness. Showsphysical and emotional response such asan-
ger, cryingwhy me?

*  Reditution: Act of giving back

* Idedlization: Acceptanceof loss

e Outcome:

Signs of Approaching Death
Facial appearance.

Facial musclerelax, cheek becomesflaccid moving in and out with each breath.
Facia structure may change so the dentures cannot beworn, mouth structure may
collapse, lossof musclestone and prominent cheeks, pale, sunken eyes.

Changes in Sight, Speech, and Hearing.

Sight gradually fails. The pupil’sfailsto react to light. Eyes are sunken and half
closed. Speech becomesincreasingly difficult, confused. Lossof Hearing.

Respiratory System
Respiration becomesirregular, rapid and shallow bresth or very ow & Sertorius

dueto the presence of secretions.
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“DEATH RATTLE"-A rattling sound heard in throat caused by secretionsthat the
patient cannot cough longer.

Circulatory System

Circulatory changes cause alterationsin the temperature, pulse and respirations.
Radial pulsegradually fails. Onceit stops, the apical pulse may continuefor some
time. Usually the pulsations are seen even after the patient has stopped breathing.

Gastro Intestinal System

Hiccoughs, Nausea, Vomiting, abdominal distensonsareseen. The gag reflux
disappears, the patient feel stheinability to swallow,

Genito Urinary System

Retention of urine, distention of the bladder, incontinence of urineand stool dueto
lossof sphincter control.

Skin And Musculo Skeletal System

The skin may become pale, cool and sweats ot (cold sweats).Ears and nose are
cold totouch. Skinispae& mottled dueto congestion of blood intheveinsasa
result of circulatory failure.

Central Nervous System

Reflexesand pain aregradually lost. Patient may berestlessdueto lack of oxygen
and dueto raised body temperature, athough the body surfaceiscool.

Signs Of Clinical Death

1. Absenceof pulse, heart beat and respirations
2. Pupil becomingfixed and not reactingtolight
3. Absenceof dl refluxes.
4

Rigor mortis. Stiffing of thebody after death. Thearms & legs cannot be bent
or sraightened whilerigor mortisis present unlessthetendonsaretorn.

5. POSTMORTEM HY POSTASIS-It isadark red or bluish discoloration due
to the settling of the blood.

Care of the dying patient

Psychological support:
The psychological need of adying person can be summarized asfollows:
1. Rélief fromloneliness, fear and depression.
2. Maintenanceof security, salf confidenceand dignity.
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3. Maintenance of hope.

4. Mestingthespiritual needsaccording to hisreligiouscustoms.

Thedying person may be shifted to privet room, or privacy ismaintained by putting
the screen, so that other patients may not be disturbed by the unpleasant sight, the
crisesand other disturbances.

Symptomatic Management

Problem associated with breathing:

a

b
C.
d.
e.

The dying person who is restless, apprehensive and short of bresth may be
given-

Oxygeninhdationto removehisdiscomfort.

Elevation of the patient’shead and shoul ders may make breathing easier.
Keep theroom well ventilated and keep crowd away.

Periodic suctioningisnecessary.

Problem associated with eating and drinking:

a. Anorexia, nausea, and vomiting are commonly seenin dying patient per-
son. They are unableto take any form of food and if they taken, they are
unableto retain thefood.

b. Thepatientisunableto swalow eventhes psof water poured inthemouth.
Most of them may requirel.V fluids.

c. Ifthey cantoleratetheora fluids, Spsof water isgivenwithteaspoon. That
will help the patient to keep the mouth moi<t.

d. Givefrequentord hygiene.
e. Apply emallientstothedry lips.
f. Thedentureareremoved and kept safely.

Problem associated with elimination:

a

Condtipation, retention of urineand incontinence of urineand stool are some of
problem faced by the patient.

Catheterization hasto bedone
Through skinand Perineal careisto begiven, to keep the patient clean and to

prevent skin breakdown.
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Problem associated with immobility:

a  Frequent skin care should be given with particular attention to the pressure
point.

b. Patient should becomfortably placed and their position frequently changedin
the bed.

Problem associated with sense organ:

a

® o o T

Sincethe patient losessight, before given any careto the patient, thenurse
should touch the patient and say what sheisgoing to do.

Sincethehearingisretained longer, speak only what isappropriate.
Avoid whispering any think in patient room.
Speak distinctly so that patient may understand what isdonefor him.

Sincethe eyesare opened, protect the eyesfrom corneal ulceration with
protective ointment.

Problem associated with rest and sleep:

a

b.

C.

d.

Patient may distressing symptomsin these patients.
Patient should not be disturbed while deeping.

The visitors should be instructed not to disturbed the patient during his
resting.

Maintain camand quit environment.

Problem associated with cleanliness and grooming:

a.  Cleanlinessand appearance areimportant until theend.

b. Cleanlinessof theskin, hair, mouth, and cloth hasto be maintained.

Caring for the body after death

a

After the physician has pronounced degth legally documented thedeathin
themedical record, care of the body isusually performed by the nurse.

Autopsy consent may berequested & obtainedif required.

If the patient isto be an organ donor arrangementswill be made immedi-
aely.

Thefamily often wishesto view the body beforefinal preparations are
made, they may beal lowed.

If the patient had any valuables, they are handed over totherelatives
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Purposes
a  Makebody look asnatural & beautiful aspossible.
b. Performhislast duty tenderly.

c. Protect other patientsfrom unpleasant sightsand soundswhich could frighten
them

Articles required
1. Articlesfor bath

Extrabandages and cotton swabs
Perined pads

Sheets

Redtraintsfor jaw, handsand legs.

Pair of gloves

N o g bk~ 0D

Thumbforceps

8. Patientsown set of clothes.
Procedure
1. Washhandsand put ongloves

2. Soonthedeathispronounced, removethe backrest, extrapillowsand gently
put the patient in asupine position with the head el evated on the pillow. Ban-

dagesmay beused if necessary
3. Pogtioningisimportant after death, because of rigor mortis. Closethepatients
eyesand mouth.

4. Removeall tubesand other devicesfrom the patient’sbody.

5. Conault closerdativesbefore preparing thebody for removal fromthewardto
themortuary wherethereativeswill receivethe body.

6. If thereativesrequire, the nurse should help them to sponge the patient as
necessary. Brush and comb hair.

7. Replacesoiled dressing with cleaned ones.

8. Apply perineal padsand plug all orificeswith cotton balls.

9. Providecleancloths(own).

10. Takecareof vauablesand persona belongingsby handing over to members

Ny
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11. Allow membersof family to seethe patient & remainintheroom & remember
that the body isstill dear to someone.

12. Closethebody from sideto side and head to foot with the sheet.
13. Preparetheidentification dip and attach it to the patients pack sheet.
14. Attachaspecia labd if the patient had a contagiousdisease.
15. Transfer the body tothe mortuary.
16. Removecontaminated articlesfromroom.
Identification tag should contain
1. Pdientname
Age
Registration number
Rdativesname (specify)
Address
Ward number
Bed number
Date and time of degth
9. Causeof death
Practical Activities

© N o g & WD

Preparation of amodel/chart of pain scales
Preparation of model/chart of pain management
Preparation of chartson symptom management
Hedlth education on pain management

Basic nursing procedures

Death body care

Careof fungating wound

Hesalth educationin management of symptoms
Vigtto Pdliative Carecentre

© 0o N o g s~ WD P
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ASSESSMENT ACTIVITIES

TE

1
2.
3.

4.
5.

Collection of leefletsof drugsusedinpalliative care
Prepareachart on analgesic ladder

Prepare a brochure on symptom management - Dyspnea, Nausea and
Vomiting, Congtipation, Fungating wounds, Dysphagia, Diarrhea, Urinary
Incontinence, Urinary retention and hesitancy, Hditos's, insomnia, Bedosres,
Lymphedema

Seminar on symptom management

Roleplay on grief and bereavement

Questions

Mrs Dole, a68 year old isreferred to Palliative Care from Oncology with
Stagelll Nasopharyngeal carcinoma. Sinceinitiating chemotherapy, Nausea
and vomiting are the key concern. Discuss the management of nausea and
vomiting.

BJ, a65 year old woman with known non-small cell lung cancer returnsto
your clinicfor follow-up for her cancer-related pain. Explain briefly the WHO
AnagesicLadder.
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UNIT 3.5
GERIATRIC CARE

Introduction

Our populationisgreying very fast. Thisincreasesthe demand for caregiversfor
elderly dramatically inthe coming decades. Informd or family caregiving cannot be
sustained in future and dueto the social changes, it will bedifficult to find family
membersfor caregiving except theliving spouse. Withfamiliesbecoming smaller
and jobs becoming increasingly demanding, more and more people prefer leaving
their ailling parentsor relativesto the care of aformal caregiver. Old agehomesare
gpreading throughout India, bothin urban and rurd areas. Thisincreasesthe demand
for trained caregiversinthefield of geriatricsin an elder friendly environment.

Learning outcomes

TheLearner:

*  Describesthe concept of old age

»  Enligsthefactorsaffectingaging

*  Explainsthechangesinoldage

*  Enliststhecommon hedlth problemsinold age
*  Explainsthegenera careof elderly

»  Describesthe prevention of accidentsin elderly
*  Explainstheederly abuse

*  Practicesgeriatric care

Concept of old age and related terms
AGEING

Old ageistheresult of physical and psychological fatigue caused by continuous
functioning.
Gerontology

Gerontology isthestudy of physical and psychologica changeswhich areincidenta
toold age. The care of agediscalled geriatricsor clinical gerontology.

Geriatric care
Thisisrelated to the disease process of old ageand itsaimsat helping old persons
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at astate of self dependenceasfor aspossibleandto providefacilitiestoimprove
their qudity of life.

Itisaprogressveand generdized impairment of body functionsresultingin, lossof
adaptiveresponsesto stressand increasing therisk of age-rel ated di seases.

People morethan 60 yrsare considered elderly.

Old ageisnot adisease but anormal and inevitablebiological phenomenon.

Factors affecting ageing

1
2)

Hereditary factors
Environmentd factors
a Abioticfactors

b. Bioticfactors

c. socioeconomicfactors

Common ageing changes

1.

2
A
1

Physologica changes
Psychosocia changes
Physiological changes

Integumentary System: Lossof skineladticity withfat lossin extremities, pig-
mentation changes, glandular atrophy (oil, moisture, swesat glands), thinning
hair, with hair turning gray-white (facial hair: decreasedin men, increasedin
women), dower nail growth, atrophy of epiderma arterioles

Respiratory System: Decreased cough reflex; decreased cilia; increased ante-
rior-posterior chest diameter; increased chest wall rigidity; fewer aveali, in-
creased airway resistance; increased risk of respiratory infections

Cardiovascular System: Thickening of blood vessel wals; narrowing of vessel
lumen; loss of vessel elaticity; lower cardiac output; decreased number of
heart musclefibers; decreased e asticity and calcification of heart valves; de-
creased baroreceptor sensitivity; decreased efficiency of venousvalves; in-
creased pulmonary vascular tension; increased systolic blood pressure; de-
creased periphera circulation

Gastrointestina System: Periodontal disease; decreasein sdliva, gastric secre-
tions, and pancreati c enzymes, smooth muscle changeswith decreased esoph-
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7.

agedl peristalsisand small intestinal motility; gastric atrophy, decreased pro-
duction of intringc factor, increased somach pH, lossof smooth muscleinthe
stomach, hemorrhoids, anal fissures; rectal prolapseand impaired rectal sen-
sation.

Musculoskeletal System: Decreased muscle massand strength, decalcification
of bones, degenerativejoint changes, dehydration of intervertebral disks

Neurological System: Degeneration of nervecells, decreasein neurotransmit-
ters, decreasein rate of conduction of impulses

Sensory

Eyes. Decreased accommodation to near/far vision (presbyopia), difficulty adjusting
tochangesfromlight to dark, yellowing of thelens, dtered color perception, increased
sengtivity toglare, smdler pupils

Ears. Lossof acuity for high-frequency tones (presbycusis), thickening of tympanic
membrane, sclerosisof inner ear, buildup of earwax (cerumen)

Taste: Often diminished; often fewer tastebuds
Smdl: Oftendiminished
Touch: Decreased skin receptors

Proprioception: Decreased awareness of body positioning in space

8.

10.

Genitourinary System: Fewer nephrons, 50% decreasein rena blood flow by
age 80, decreased bladder capacity

Ma e—enlargement of prostate
Female—reduced sphincter tone

Reproductive System: Male—sperm count diminishes, smaller testes, erec-
tionslessfirmand dow to develop

Femal e—decreased estrogen production, degeneration of ovaries, atrophy of
vaging, uterus, breasts

Endocrine System: Generad—alterationsin hormone productionwith decreased
ability torespond to stress

Thyroid—decreased secretions

Cortisol, glucocorti colds—increased antiinflammatory hormone

Pancreas—increased fibrosi's, decreased secretion of enzymesand hormones
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11. Immune System: Thymusinvolution, T-cell function decreases
B. Psychosocial Changes

1. Retirement. Many often mistakenly associate retirement with passivity and
seclusion. Inactudity itisastage of life characterized by transitionsandrole
changes. Thistransition requiresletting go of certain habitsand structureand
devel oping new ones

2. Social Isolation. Many older adults experience social isolation. Isolationis
sometimesachoice, theresult of adesirenot to interact with others. Itisalsoa
responseto conditionsthat inhibit the ability or the opportunity tointeract such
asthelack of accessto transportation.

3. Sexuality. All older adults, whether hedlthy or frail, need to expresstheir sexua
fedings. Sexudity involveslove, warmth, sharing, and touching, not just theact
of intercourse. Sexudity playsanimportant rolein helping theolder adult main-
tain salfesteem.

4. Housngand Environment. Theextent of an older adult’sability toliveinde-
pendently influenceshous ng choices. Changesin socia roles, family respong-
bilities, and hedth satusinfluencetherr living arrangements.

5. Death. Part of one'slife history isthe experience of lossthrough the death of
relativesand friends. Thisincludesthelossof theolder generationsof families
and sometimes, sadly, the loss of a child. However, death of aspouseisthe
lossthat affectsthelivesof older people.

Health problems of the aged
Problems Due to Aging Process

Senile cataract, glaucoma, nerve deafness, osteoporosis affecting mobility,
emphysema, failure of specia senses, changesin menta outlook

Problems Associated With Long Term Illness

Degenerative diseases of heart and blood vessels, cancer, accidents, diabetes,
diseases of locomotor system, respiratory illnesses— chronic bronchitis, asthma,
emphysemaetc, genitourinary system—enlargement of prostate, dysuria, nocturia,
frequency and urgency of micturition etc

Psychological Problems
Menta changes, sexud adjustment, emotional disorders
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General care of elderly
1. Sensory System
a. SKin

Protectionfrominjuries

Monitor for skininfections. Proper personal hygiene
Emollientsmoisturizing creamsand | otionsshould beused

Teaching that over exposureto sun heat other el ementsas detrimenta to
«in

Protection and appropriate wound careif thereisawound

Special attentionto pressure points

Careful nail care

b. Eyes

Eyecareand frequent washing
Screening for glaucoma, cataract presbyopiaand proper correction
Morelight for al activities, avoid glares

Helpinmaintaining daily routines

c. Ears

| dentify hearing difficulty
Hearing aid could behel pful.
Speak dowly, facing the personwith lower pitch of voice.

Check for wax clean the ear after using dissolving drugs to loosen the
cerumen

d. Tasteand Smdl

Make food more appealing consider the person’s choice of food. Mg or
concern with changesin sensory domain is safety. Older persons are at
highrisk for burns.

e.  Touch, Vestibular and Kinesthetic

Older personsareinstructed to walk using awide gait to provideawide
base of support. Holding on to someoneor holding stable objectssuch as
walkersarea soimportant.
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* Avoid climbing onto chairsand stepstoolsand using ladders.
* AssgingthepersonsinADL.

Musculoskeletal system

a. DierichincaciumandVitaminD

b. interventionsto adapt to the changesarerequired so that activitiesof daily
living arenot affected /or affectsonly aslittleaspossible

c. Anticipatetheneedsof theolder personslike adaptationsin clothing, modi-
ficationsin homeenvironment in providing support to avoidfals, periodic
rest, avoidance of excessiveexerciseand weight loss

d. Providesafeenvironment

e. Careful white giving ROM exercises, keep the extremitiesand trunk in
proper dignment. Massaging, moist locd applicationtojoint.

f.  Encourage ambulation and ass sting whileambul ation and provide safety
environment.

Urinary System
a. Monitoring fluidintakeand urine output.

b. Doseof drugsadjusted for rend function. Administration of medication of
correct doseand at right intervalsand monitor Serum Cresatinine

c. Avoidstrenuousexercisesif rend functioniscompromised

d. Limittheuseof digtary irritantscaffeine, carbonated drinksand highly acidic
foods.

e. Watchfor thesignsof hyponatremiaand prompt replacement. Limitation
of fluidintaketo day time

f.  Teachingtraining by regular voiding at 2 hr interval . Wear loose clothing, so
changing clothesiseaser

g. Maintain good skin careand good hygiene.
h.  Monitor for urinary tract infection and prompt trestment
Gadtrointestina system

a. Offer fluidsbeforedrug administration & amplefluidsduring administra-
tion. Unlesscontraindicated break |argetabl etsto facilitates swallowing.
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b.

Smaller volumes of food are given at each meal and the person should
remain upright during and approximately 30 mtsafter medls.

If Obesereduceweight. Avoid chocol ate, coffee, teaand colasand reduce
theamount of saturated fat. Walking for awhile after eating, avoid eating
prior to going bed.

Small frequent feeds of bland nutritiousfood.

If congtipationispresent, deeping insemiupright position. Taking antacids
for relief of pain. Uselaxativejudicioudy

Cardiovascular System

a

If on1V FluidsMonitor 1V fluidsclosaly, observefor signsof circulatory
Overload

Avoid drugscausing orthogtatic hypo tenson eg; aphablockers, high dose
diureticsetc,

c. Careful measuring of BP. Salt freediet. No physical and mental stress

d. Drugsdoseishalf the standard dosefor younger patients. Potential side

effectsof drugs should betaught to older personsand families

Must bevery cautious, about theuse of drugssuch digitais, diuretics, and
vasodilators because their action is very much affected by age—related
changesinthekidney, liver muscle, massor fat and fluid distribution.

Respiratory System

Avoid strenuousexercise. Teach breething exerciseslikepursed lip breathing
will helpreducerespiratory fatigue by increasing respiratory musclestrength.

Monitoring and prompt treatment of respiratory infections.
Quitsmoking

If breathing difficulty present providefowlersposition proper trestment of
underlying cause

Central Nervoussystem

Giveclear, legibleingructions. Monitor compliancewith prescribed medi-
cations. frequent reinforcement of instructions.

Never leavetheclient done

Endocrineand reproductive system
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Women

* HRT (Hormonereplacement therapy) may be advised if on HRT, monitor
thewoman.

Men

» Emphasizethequality of relationship than focusing on the sexual perfor-
mance. Describe sexuality in abroader aspect like social participation,
holding hand, hugging etc., Screening for presence and monitoring.

»  Screenfor Hypothyroidism and diabetesmellitusand treatment
9.  Immunesysem
* Avoidexposuretoinfection
e Immunization
* Monitoringfor infections
*  Prompt recognition and treatment
Prevention of Accidents in Elderly
1. Preventionoffdls
e Thefloor should not bedippery
» Thewater should not stagnate either intheliving room or inthe bath rooms
* Arrangefor wakers
»  Someone should accompany theclient
»  Shouldnot alow bathinriver or ponds
» Provideadeguatelighting over the staircase
* Uselow height cots, userestraintsor siderails
* Avoid highhedled shoes
» Encourageto use spectacles
* Avoidaccidentsif on drugscausing orthostatic hypotension
* Neverleavetheclientalone
2. Preventionfrom burnsand scalds
» Check thetemperature of thewater for bath beforeallowing theclient to

take bath
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Takeall precautionsto prevent scaldsand burnsduring hot application and
other interventions

3. Preventpoisoning

Prevent accidentsfrom poisoning. Keep poisonsout of reach of aged

Never keep the poisons near to medications or drinks. Keep all poisons
withlabe

Prevent accidentsfrom wrong admini stration of medications.

Elderly abuse

Elder abuseisaform of family violencethat isonly recently being documented and
explore. The elderly are neglected when othersfailed to provide adequate food,
clothing, shelter, and physical careto meet physiological, emotiond and safety needs

Indications of potential or actual elder abuse

1.

0.
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Unexplained or repeated injury

Fear of thecaregiver

Untreated sores

Over al poor care

With drawl and passivity

Unsupervised

Failureto meet appropriatemedical care

Unwillingnessor inability of caregiver tomeet theelderly personsneeds

Unsafehomesituations

Types of abuse

1. Physcd abuse

2. Psychological abuse
3. Materia abuse

Activeneglect
Passiveneglect

4. Socid abuse

>
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Practical Activities

1. BascNursing Procedures

2. VigttoGeriatric Carecentre

3. Hedtheducation onpreventionof accidentsinelderly, Elderly abuse

Assessment Activities

1
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Seminar onchangesinold age

Preparation of achart on health problemsof ages
Report of visit toaold agehome

Roleplay on elderly abuse

Preparation of acaregiver’sguide

TE Questions

1. Accidentsarecommon problemin ederly. Suggest measuresto prevent acci-
dentsinold age.

2. Thephysologica changesof aging makeolder adultsmorevulnerableto some
common clinical conditions and diseases. Explain the major physiological
changesduring old age.

3. Thestudy of physical and psychological changesof old ageiscalled
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UNIT NO: 3.6

CARE OF UNCONSCIOUS PATIENT
Introduction

Unconsciousnessisthe state of unresponsiveness, wherethe patient isunaware of
the environment and no purposeful response can be obtained. Unconsciousnessis
the condition inwhich cerebral functionisdepressed ranging from stupor to coma.
Unconscious patientshave no control over themselvesor their environment and thus
are dependent on the care giver. Therefore care giver needs to be abreast with
appropriate knowledge and right attitude on how to carefor the unconscious patient.

Learning outcomes

TheLearner:

»  Definesconsciousness and unconsciousness

»  Explainsthelevelsconsciousness

*  Enliststhe causesof unconsciousness

»  Assessesthelevel of consciousnessusing Glascow comascale
»  Describesthe care of unconscious patient

*  Explainsthe management of complicationsof unconsciousness
*  Providescareto unconscious patient

Consciousness

Consciousness can be defined as a state of awareness of one's saf and the
environment and the ability to respond to environmental stimuli.

A consciouspersoniscapableof responding to sensory stimuli.

Level of consciousness

a Full consciousness: Alert andiswell oriented to time, place and person

b) Confusion: lossof ability tothink rapidly and clearly and impairment injudg-
ment and decision making. - General downess, disturbancesof recent memory.

c) Disorientation: Therewill bebeginning of lossof consciousness, then disorien-
tationto timefollowed by disorientation to place and person the last state of
disorientationisinability toknow self.

d) Stupor:itisacondition of deep deep or unresponsivenessfrom which patient

may bearoused only with painful stimuli.
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e) Coma itisastate of complete mental unresponsiveness with no responses
panful gimulation.

Unconsciousness

Unconsciousnessis state of complete or near complete lack of responsivenessto
peopleand environmenta stimuli.

Causes of unconsciousness

Brainlesions—tumour, brain abscess, bleeding into brain
Headinjury

Poisonsand drugs

Vascular causes—ischemia, post cardiac arrest, acute hypovolemia
Infections—sepsis, meningitis

Saizures

Metabolic disorders—hypoglycaemia,

© N o o bk~ WD PRF

Psychogenic causes—eg. hysteria
Assessment of unconscious patient

Glasgow Coma Scale (GCS) isthe most universally accepted tool for assessing
level sof consciousness

Glascow Coma Scale

" Best Eye Response (E) Spontaneous—openwith blinking
Opensto verba command, speech, or shout
Opensto pain, not applied to face
None

Best Verbal Response (V) Oriented

Confused conversation but ableto
answer questions

I nappropriate responses
Incomprehensiblespeech

None

Best Motor Response (M) | Obeyscommandstor movement
Purposeful movement to painful simulus
Withdrawsfor pain

Abnormdl flexion, decorticate posture
Extensor response, decerebrate posture
None

gOFr NwWwHs
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The minimum scoreis 3 and maximum scoreis 15. A score of 15 indicatesfully
conscious and responsive state. Scorelessthan 7 needs special attention.

Care of an unconscious patient
Anunconsciouspatient istotally dependent on others.
Emergency care

Theunconscious patient will require skilled emergency management. Asapatient
startsto become unconscioushe or sheloses control of hisor her ability tomaintain
asafeenvironmen.

Assesscentral nervoussystem using the GCS, monitor vital Signs, pupillary reaction
and limb movements. The C (circulation), A (airway), B (breathing), approachto
resuscitation should be adopted, and the maintenance of aclear airway isthefirst
priority.

If thepatientistill bresthing spontaneoudy and doesnot requirefurther resuscitation
then appropriate positioning of the patient, using therecovery position. The use of
anartificia airway andtheremova of secretionsthrough suctionwill ensurethat the
alrway remainspatent. Remove denturesif any

The possible underlying causewill dictate immediate medical management which
may include: theadminigration of oxygento maintaintissueperfuson; fluidsto support
cardiovascular function and correct metabolic derangement; and theadministration
of intravenous (1) medications, such asphenytoininthe presence of seizures. Teke
blood for laboratory teststhat will ascertain the presence of drugsif overdoseis
suspected. Keep openthevein

Physical examination can give many cluesasto the cause of unconsciousness. For
example, abitten tongue may indicate an epileptic seizure, or needlemarksonthe
lower limbsor abdomen coul d be becausethe patient hasinsulin-dependent diabetes.
A patient’smedical history isof vital importanceand, if not already known, friends
and relatives can be of assistance in this endeavor. Many people who have life-
threatening conditions that can precipitate unconsci ousness, such as epilepsy or
dlergiesto penicillin, may bewearing braceletsthat inform medical practitioners.

If the patient does not regain immediate consciousness then his or her ongoing
needswill need to be assessed. Thismay demand that the patient be moved to an
intensve careunit (ICU) todlow for critical management.

Neurological status: Regular Glasgow Coma Scale assessment should be
recorded, including pupil and limb assessment.
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Increase or decrease the frequency of observations as indicated by the patient’s
condition.

Minimiseenvironmentd noiseor simuli
Respiratory function:

Assessrateand typeof respiration. Observefor palor, cyanosissignsof respiratory
obstruction. Position the patient in the lateral recumbent position to prevent the
occlusion of theairway from thetonguefalling back against the pharyngeal wall.
Elevatethe head of bed to 30 degreesto facilitate the drainage of secretionsfrom
themouth. Avoidfeeding ordly. Removeexcessord secretionswith suctiontoavoid
aspiration. Congder theuseof anord or nasopharynged arway, to maintain patency
of the airway and to aid removal of secretions. Monitor and record respiratory
function, including oxygen saturations, respiratory rate, depth and regul arity.
Cardiovascular function:

Monitor heart rate and rhythm, blood pressure and temperature. Be aware of any
changesinvital sgnsthat indicatefurther neurological deterioration. Observethe

patient for any changesin colour, for example, pallor or cyanosis, including the
peripheries. Observe for signs of infection, including pyrexia, tachycardia and

hypotenson.

Immobility:

Repaositionthe patient regularly following assessment of pressureareasand respiratory
function. Correct positioning of the patient using comfort devices. Assess Waterlow
score/ Braden score and monitor skinintegrity. Consider the use of anti-embolism
stockingsand anticoagul antsfor venousthromboembolism prophylaxis. Providerange
of motionexercise

Pain:

Observefor sgnsof pain or discomfort. Aimto aleviate, consder repositioning the
patient or administering analgesiaas prescribed. Monitor the effectiveness of any
intervention.

Renal function:

Insert aurinary catheter to avoid urinary stasis. Monitor urineoutput hourly. Increase
fluidintake.

Nutrition and hydration:
Congder enterd feeding to providenutritional support. Prepareadiet plan. Monitor

and record fluid balance and administer intravenousfluids as prescribed.
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Gastrointestinal needs:

Monitor and record bowel function, observing for and reporting diarrhea or
constipation. Consider theuse of laxativesto prevent faecal impaction.

Hygiene needs:

Regular skin care, careof mouth, eyes, ears, perineum, foot and nail careand catheter
care, aswdl ascareof any invasivesites. Changepatientsdressand linendaily. Cut
short nails

Psychosocial needs:

Ensure all procedures are explained to the patient. Liaise with family members
regarding the patient’s condition and encourage appropriate interaction and
involvementincare.

Management of complications
If unconscious state prolonged the complications arethose of prolonged immobility.
They aremainly;
1) Respiratory infections
a. Suctiontheairway at regular intervals
Changeposition 2 hourly
I nitiate chest physiotherapy and postural drainage unless contraindicated
Feed theclient in head elevated position
Aspirateryle stubebeforefeeding
Watchfor regurgitation and vomiting
Keep head turned to one side
. Givefluids
2) Contracturesand joint deformity, Musclewasting

S@ o a0 o

a. Keegpthebody intheanatomica position
b. Giveproteinrichdiet
c. Performrangeof motion exercises
3) Urinary tract infections
a. Practicedtrict aseptic techniqueswhiledoing catheterisation
b. Maintain proper hygieneof perineum
c. Plenty of fluids(ostomy feeding or IV fluids)
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5

6)

8)

d.
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Prophylacticantibiotics

Corned injury

a
b.
C.
d.

Protect eyeswith aneyeshield

I nspect the condition of eyeswith aflashlight at regular intervals
Irrigateeyeswith serilesdine

Ingtil prescribed ophthalmic ointment ineach eye

Development of rena calculi

a

b.

Increasefluidintake
Givedkylating agents

Pathological fracturefrom osteoporosis

a

b.

C.

Careful handling of the patient
Provide proper comfort devices
Careful shiftingand moving

DeepVein Thrombosis

a

® oo T

Elevatelower extremitiesabovetheheart leve intermittently for 20 minutes
Perform passiverange of motion exercisesto extremities4 hourly
Usedastic stockingsasrequired

Monitor and comparethe circumference of bothlegsat regular intervals

Monitor for presence of redness, swelling and increased temperature of
legs

Pressure sores

a

b.

- Do a 0O

Keep skinclean, dry, free of pressure

Usepressurerelieving devices (air cushion, air/water mattresses, pillows,
foam padsetc.)

Changeposition 2 hourly

Avoid dragging and pulling the client while changing position

Giveskin careto pressure proneareas4 hourly

Provide high calorie, high protein, vitamin rich diet with more amounts of
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9) Faecal impaction
a. Provideadequatefluids
b. Adminigter stool softenersand enemaasindicated
c. Changepostiontwo hourly
Practical Activities
1. Basicnursing procedures
2. Basiclifesupport
3. Pogtionsfor unconscious patientsand position chart
Assessment Activities
1 Preparation of achart showing levelsof consciousness
2 Preparation of aposter on GCS
TE Questions

1. Unconsciousnessis assessed using the GCS scale. Enlist the parametersin
GCSscale.

2. Theunconsciousstateleadsto many complications.
a  Enligtthecomplicationsof unconsciousness

b. Explain measuresto prevent pressure sores.
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UNIT NO: 3.7
CARE OF CLIENT’S WITH SPECIAL NEEDS

Introduction

Patientswith special needsarethosewho dueto physical, medical, devel opmental
or cognitive conditionsrequire specia consideration. Thiscaninclude peoplewith
Dementia, autism, Alzheimer’ sdisease, Down syndrome, spinal cord injuriesand
countless other conditionsor injuriesthat can make standard care more difficult.
Caringfor agpecia needs patient takes compass on and understanding. Thischapter
outlinescareof client’swith dementiaand challenged children

Learning objectives

TheLearner:

»  Explainsthecareof patientswith Dementia
*  Providescareto patientswith Dementia

» Explains the care of children with Attention Deficit Hyperactivity
Disorder(ADHD), Autism, Mentaly Challenged, Cerebral Palsy

*  Providescareto childrenwith Attention Deficit Hyperactivity Disorder(ADHD),
Autism, Mentaly Challenged, Cerebra Palsy

Dementia

Dementiaisagenera termfor adeclinein mental ability severeenoughtointerfere
withdaily life. Memory lossisan example.

Alzheimer’sdieseseisthemost common type of dementia.
Types
Reversible types:

1. Depressive pseudo dementia
2. Duetohypothyroidism
3. Duetobraintumor
Irreversible types:
1. Alzhemer’'sdisease
2. Multi infarct dementia
3. AlDSdementiacomplex
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Causes
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10.

11.

12.
13.

Neurodegenerative (AD) and vascul ar diseases

Advanced ageand family history

Bacterid meningitisand viral encephalitis

Ischemic or hemorrhagic brainlesions

Singlestroke or multiplestroke

History of smoking, Alchoholism, hypertension, digbetesmellitusetc
Medica condition that progressively attack brain cellsand connections

Medical conditionssuch asstrokesthat disrupt oxygen flow and robthe brain
of vita nutrients

Poor nutrition

Dehydration

Certaindrugs

Singletraumaor repeated injuriestothebrain
Infectionsor illnessthat affectsthe central nervoussystem

Clinical Manifestations

1. Memoryloss

Impaired judgment
Difficultieswithabstract thinking
Faulty reasoning

Inappropriate behavior

Lossof communication skills
Disorientationtotimeand place
Gait, motor and balance problems
Neglect of personal careand safety

© © N o 0 & 0w DN

10. Halucinationsparanoia, agitation

Care for Dementia Patients

Care giving: general guidelines
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Caregiving can bedifficult in certain situations. Nonetheless, there arewaysto
handlesuch situations.

*  Arrangedaily routineaccordingly
Daily routine can be made simple and easy. An order and alignment should be

brought to day to day living. Routine gives dementiapatients, asense of security.
Proper timeand situation for everything should be decided ahead.

*  Trytofollow thenormal way

Itisimportant to maintainthenormal way. Itisbetter to arrangedaily routineasthe
sameaswhich wastherein predisease state.

 Easytodosmply

Makethingseader for dementiapatients. Never givemoreopportunity for sdections.
Encouragetofollow smpler ways.

*  Encouragesdf doing

Enablethe personto do onhisownfor themaximum period. It will maintainthesalf
respect and will reducethe stressonthe caregiver. Encourage himto do whatever
he can do on hisown. Help him only when heisnot ableto do on hisown.

*  Mantandignity

Alwaysremember that the person you carefor isal so ahuman being with emotions,
Our wordsand action can beirritabletothem. For eg., it may irritatethemif their
Stuationisbeing discussed infront of them. Avoid whatever activitieswhich do not
goaong withtheir dignity and respect.

* Avoidtenson

Tensionwill cause unwanted stresson you and the dementiaaffected person. Tobe
under tension will deterioratethe situation further. Thisisadisease. Itisnot their
fault. Caregivingisadifficult thing. Wecanbewrong. Diseaseisnot anybody’s
fault. Peaceand sdlf control helpscaregiving.

e Maintaingood humor

We should be ableto chat (casually) and laugh with the dementiaaffected person.
Senseof humor cangiverdief fromtension. Never forgo opportunitiesto be happy.
Redlizethat happinessincreaseson sharing.

*  Makesecurity important
Dementiaincreases chances of getting wounded and accidents. So keepthehome
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utmost clean and secure. It may not be possible for the patient to understand the
stuationsand avoidit. Seethose possibilitiesin advance and obstruct them.

*  Encouragegood hedthandwell being

Hedlth should betaken careof. It hel psin maintaining emotiond strength andlooking
forward towardslife. Suitable exerciseisgood. Contact your doctor for better
advice.

Behavioral Problems: Special Guidelines

It isnot necessary that everybody hasthe above stated problems. Many can have
one or more of such symptoms also. Given below are some of the behavioral
problemscommonly seenin dementiaaffected persons:

1. Personal hygiene

*  Trytoknow how they like bathing (the brand of soap, warm water or cold
water, thetime of theday etc.)

*  Whilebathing, alow them to do whatever they can do themselves—to
shower water, put soap, dry afterwards

If they havebeen bathing, usingamug of water, continuethesame. Do not
put them under shower suddenly

» If they disagreeto bath, try to doit only after giving them time and they
changedtheir mind

« If they fee shame, cover their body while bathing

* Encouragethemto sit and bath so that it avoids sudden movementsand
reducetherisk of falling down

2. Dressng

» Useclotheswhichareeasy to handle. Dhotismay bedifficult for the pa-

tient. So encourageto usesmall pyjamasor trousers

* Itmay bedifficult for themto usezips. Wearing elastic banded pyjamas
would be much more comfortablefor them. Someof their dressesmay be
changedintheseways.

» Buttonswill bedifficult for them. So, withthehelp of thetailor, try touse
welcrow instead of buttons. 1t will be easier for both the patient and the
caregive.

*  Whenever you get time, try to dressthemup well. Cleantheir hair; make
surethat they arein good shape. They will also be happy to be energetic
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and well dressed liketheothers. They will cooperate morewith you.
Lossof control over bowels
* Makeatimetable, helptotakethe persontothelatrine

» Pastelabelsinbright and sparkling colorsand largeletters, onthelatrine
door

» Easy wearabledresseswill help not to urinateinthedress
* Makethemstinchairswhichareeasy to handle
* Reducetheamount of solid food beforegoing to bed

» Keeping apan for defecation can avoid wandering about at night to find
|latrine

Repeated questioning
* Youreach nowherewhenyou answer. Stop answering repeatedly. That
will only make you moreimpatient. They will takeit up again and feel

moretension over it. Instead, divert the attention of the patient to some
other thing. Otherwise, show him something or makehim hear something.

» Tak about something that the person loves
Congtant shadowing with caregivers

» Asfaraspossible, include other trustable persons also as caregivers, so
that the patient can identify them too, and if one person hasto be away,
then the other can handle the dementiapatient.

* Itisbetter to useafew close nursing/caregiversthan anumber of people
whom the patient seldom knows.

»  Try not to accompany the patient always, from the beginning. Try not to
increasethe dependency.

* If you haveto be away for long, first try for sometime to be away, and
increasethetime dowly. Thisisbetter thanto be away for hours.

» Motivate other family membersto take care of the situation for thetime
being. Takeasmall interval, if possible. Visit your friends, or go outside
and do something for your happiness. Do not think that itiswrong. You
will fedl better, a so, the patient will alsofeel better to see you energetic,
thanto seeyou distressed and exhausted. Remember! It isbetter for them,

and asofor you.
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6.

Violent nature

Becam, do not display your emotion

Try tofind out what causestheviolent nature. Try to avoid such Situations
inthefuture.

Whatever the situation is, do not become violent yourself. If you lose
control, then beaway from the patient until you calm down.

Do not push or pull, grab or object physicaly. Do suchthingsonly, if nec-
essary, for the security of the patient.

If the patient becomesviolent, frequently and if all other waysfail, then his
doctor can make him calm through giving medicine. Please consult thedoc-
tor.

Thewandering nature

Put mild control. Itisnot proper to bind the patient down to the chair or
lock himinaroom.

Try to put precautionssignslike‘NO EXIT’ or danger inthemain door.
Useobstructionsin the door so that they cannot go out.

Allow themtogointhegardenor yard. Givethemtheir desrablethingsto
seeand touch. Allow them to wander over there, and give necessary ar-
rangements.

Lossof interest and vitality

Make surethat they can see and hear properly. (For e.g., spectaclesmay
haveto bereplaced, ahearing aid may not beworking properly.)

Beforetaking to them, make surethat they are attentive.

Tak tothemfacetoface, inalevel lower thantheir eyes. Tdkinadow and
clear manner.

Show them loveand care, through hugs, if they do not get irritated.

Be attentive to their body language — those who have trouble with the
language, try to communi cate through other modes of communication.

Becareful of your own body language.

Find out the proper words, guidelines, symbols, actions, which are needed
to communicateeffectively with them.
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Coordinateactivitiesand interests.

Planned activitiescanincreasethe person’sdignity and self respect by giv-
iIngameaning and aimtothelife.
Remember, their likesand didikesand abilitiesvary, asthe condition of the

patient deteriorates. Thereisno meaning in making the patient do things
which do not like, or thingswhich are abovetheir capacity to do.

A person who was once a servant, gardener, shopkeeper or a business
representative, can get satisfactionfromusing any of hiscapabilitiesrelated
to thework he had been doing. These capabilities, even though they can-
not do much with those, will be preserved with them.

Consider how to stimul ate the senses using simpletechniques, during the
advanced disease state

Hearing— music, radio programs, read aloud poetry or books, singing
Touch — itisbetter to usethingswhich are soft to take by hand and use

Vision — bright colors, clearly drawn pictures of family members, old
photos

Smell — includethemin cooking, familiar smell of food, spicesand per-
fumes (remember to makethings safe every time)

Attention Deficit Hyperactivity Disorder (ADHD)

Attention-deficit/hyperactivity disorder (ADHD) isabrain disorder marked by an
ongoing pattern of inattention and/or hyperactivity-impulsivity that interfereswith
functioning or development

Risk Factors

Scientigsarenot surewhat causesADHD, dthough many studiessuggest that ADHD
probably resultsfrom acombination of factors.

Geneticfactor

Difficultiesduring pregnancy

Prenatal exposureto acohol and tobacco
Prematureddivery

Sgnificantly low birthweight

Excessvely highbody lead levels
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» Postnatal injury tothe prefrontal regionsof thebrain
» Decreased brainvolume.
» Decreased levelsof neuro transmitters (Nor adrenaline, serotonine).
» Depression, family conflict may precipitate hyper activity.
* Visua and hearingimpairment.
»  Excessveconsumption of sugar, chocolate.
* Preservativesand artificial colorsinfood.
Signs and Symptoms

Inattention, hyperactivity, and impulsivity arethe key behaviorsof ADHD. Itis
normd for al childrento beinattentive, hyperactive, or impulsve sometimes, but for
childrenwith ADHD, these behaviorsare more severeand occur moreoften. Tobe
diagnosed with the disorder, achild must have symptomsfor 6 or moremonthsand
to adegreethat isgreater than other children of the same age.

Diagnosis
The children with these symptoms must be evaluated by a Child Psychiatrist or

Pediatrician. Usually parents seek help from primary health careto providers. In
order to makeadiagnosisof ADHD, detailed eval uation of the childisnecessary.

Treatment

Effectivetreatment of ADHD in children and teensrequiresacomprehensive approach
that professionalscall multimodal. Thismeansthat the best outcomesareachieved
when multipleinterventionswork together as part of acomprehensive treatment
plan. Theelementsof amultimodal approachinclude:

1. Behaviord intervention strategies
Pharmacologica treatment
School-based interventions

Family therapy

Socid skillstraining

Parent training and education.
Management of Child with ADHD
Management of school problems
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»  Classroomrulesand expectationsareclearly defined; theenvironmentisorga:

nized; and routinesare structured.
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A childwith ADHD should not beisolated in the classroom but seeting should
be preferential with the child located front and center near theteacher.

A study areawith reduced stimuli and traffic should be placed intheroom and
availablefor useby all thestudents.

Closeattention to schedules and routines should be given so that thefluctuationin
energy presented by the child can be accommodated..

How Parents Can Support Success at School

‘Communicating
with teachers

Tell your child'steacher’sthe child’'SADHD issuesand
possibleinterventionsasthe school year begins.
Beavailablefor regular conferencesin person or onthe
phone.

Educateyourself about how ADHD affects school
performance.

Check your child’snotebook every day for homework
ass gnments, communiquésfromthe school, and items
that need your signature.

|\

Homework

Make sureyour child hasaquiet, uncluttered placeto do
homework

Help your child with homework, breaking down
gnmentsinto smaller tasksand keeping thechild
focused. Have aregular timefor homework and allow for
frequent breaks.

Reinforcestudy skillssuch ashighlighting, notetaking, and
reading out loud. -

Praiseyour child for work donewell — and remember,
“good” isnot necessarily the same as* perfect.”

Check that completed homework and other materialsare
wherethey’ re supposed to bewhen your child leavesfor
school.

Family therapy in ADHD

When thereisan ADHD person in the family, whether child or adult, the entire
family systemisaffected. Becausethe entirefamily systemisaffected, theentire
family systlem requiresrestructuring. Structure, routine, cons stency and accountability
help each family member to participatein an environment where everyone knows
therulesand the consequences.
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Social skill training in children with ADHD

Socid skillstraining target aperson’sinteractionswith other people. It ofteninvolves

role-playing asaway to teach the child what behavioursare appropriateinasocial

setting. For example, socid skillstraining will teach the ADHD child how towaitin

line, sharetoys, respond to teasing, and read other peopl€ sexpressions.

Thefollowing are some areaswherethe child with ADHD may need helpinsocid

illstraining:

»  Watchagroup of peers. Learn how to observetheir behaviour and evaluateif
agroup isappropriate.

e Monitor persona behaviour. Be friendly and approachable. Keep a calm
demeanour and low tone of voice.

»  Waitfor abreak inthe conversation before speaking. Try to let othersfinish
what they’ re saying before you speak.

»  Think about thefedlingsof other people. Be careful about teasing, bragging,
criticizing, or making jokesat the expense of other people.

»  Learnabout persona space. Strangers and casual acquaintances might feel
uncomfortablewith someone & se standing too close or touching their posses-
sons.

Home Management of child with ADHD

The home environment can al so be structured to provide optimum support to the
childwithADHD. Family and household rules should be clear and well defined as
well asconsistently applied. Set timesand routines should be established for study
and review of work by the parent.

1. Read BooksTogether
2. Spend Specia Time Together
3. Control Yoursdlf

Redlizethat we cannot control our kids, nor should wewant to. Our primary job as
parentsisto control ourselvesand model proper behavior.

4. MakeaConsciousChoiceto Remain Cam

5. Have Sdf Respect
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We are not responsiblefor our children’sbehavior, attitudesand actions. Choose
not togiveintoor join hispity party. Walk avay camly, go about your businessand
let your child know that when he’ sready to talk and be polite.

6. AssumeaCam Posture

7. TakeCareof Yoursdlf

8. BetheCamintheStorm

9. Makesureyour childisgetting plenty of deep
Emotional Support for Children with ADHD:

Childrenwith ADHD will so need emotional and socia support.  Someideasfor
providing emotional supportinclude:

e ldentify thechild' sstrengthsand talents.
»  Offer gncerepraisefor accomplishments.

*  Helpthestudent envision apositivefutureand acareer inwhichtheir talents
and abilitieswill be needed and desired.

*  Encourage participation and cooperative groupingsinstead of afocusonwin-
ningor losing.

*  Hepthechildtounderstandtheir learning differencesand the affect of ADHD
ontherlives.

*  Arrangefor forma counseling asneeded by individua children.

* Insureacoordinated “team effort” of support by al adultsinthechild'slife,
including parents, educators, medical personnel and other key people.

Anger management in ADHD
1. FindPosgtiveOutletsfor Anger

Strenuous outdoor play and exercise can be very powerful releasesfor children
withADHD.

2. Limit TelevisonandVideo Games
3. SetUpClear Rulesand Enforce Rules Consistently
4. Undergand Triggers

Beawareof what triggersyour child’ sangry meltdowns. Theremay betriggersthat
set him off likewhen heisexperiencing frustration with atask.

5. InterveneEarly
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Asyou become more aware of thetriggers, you can beginto intervene beforethe
anger comesto afull blown head. Beacaming presence. Encouragehimtotakea
deep bresth and count to 10. Do thisal ong with himto help demongtratethiscalming
technique.

Improving Communication with ADHD Child
a UseTimeOut
Timeout isagrest way for your childto removehimsalf from the negative situation
to take sometimeto cool down.
b. Labe Fedings
If you got an update from theteacher that your child had arough timewith peersthat

day, spend timetalking with himabout how it felt. Help him to expresshisfedingsto
you by usngwords.

c. Offer Choices

Offering choicesto your child giveshimasense of control. Too many choicescan
makeachildfee overwhelmed or over-stimul ated.

Giveclear, specificdirections.
Try to break tasksinto one or two steps so the child does not get overwhelmed.

Ask questionsinstead of making statements. Thisforcesachild to stop and think
about thealternatives.

d. PogtiveParenting Strategies
Changing our perspective can makeaworld of difference. Reframeyour roleasthat
of acoach.

e. BetheCoach

“Coaching smply meansthat beforeyou start using consegquences, you work with
your child to build skills, “ Just like a coach helps aplayer learn to shoot hoops
through skill building and practice, you assumeyou haveto help your child build
skillsrather than assumeheor sheisjust trying to makeyou mad.”

f. ConnectwithYour Child

Connect with your child by listening. Listen to what he hasto say. Ask your child
how he seesthe problem behavior. Listento hisresponse. Show you understand his
point of view.
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g. HelpYour Childto Understand HisEmotions

Helpthechildto build achild’semoationd intelligenceby vaidating hisemotionsand
reflecting back to himthat it isokay to bemad, sad, or afraid. Let him know thisis
anormal and healthy part of life.

h. CatchYour Child Being Good

When you giveyour child positive feedback for positive actions, those behaviors
will increase. Catch your child being good. “You really worked hard on your
homework tonight and | noticed you put your homework folder right in your book
bag when you werefinished.”

I.  GiveYour Child Plenty of PositiveAttention

Try to nip thisinthe bud by setting aside special one on onetimewith your child
each day. During thistimebeentirely present with your child. Look themintheeyes,
touchthemlovingly andlisten closdly toyour child.

j.  Consequences

Discuss these rules and expectations with your child and come up with specific
consequences. If your child breaks these rules, enforce the consequences
immediatdly.

k. Stay inGood Communicationwith Your Child’ s Teachers

Be an advocate for your child. Connect with your child’s teacher. Respect your
child’steacher and try toform apositivealiancewith himor her.

Autism

Autismisapervasvedevel opmentd disorder whichischaracterized by imparments
in communication and socia interaction and restricted, repetitive and stereotypic
patternsof behaviour.

Autismisrightly called* Autism Spectrum Disorders' because the presentation and
outcomecan vary from anindependent almost normal looking and high functioning
childtoatotaly dependent child with multipledisabilities.

Causes

Thereisno known cause of autism although there are many theoriesabout potential
Calses.

Early Detection

Deviationin developmenta milestonesisthecharacteristicsof autism.
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Parentsmay noticethat there child issomehow different from other babiesfromthe
very beginning. Theremay not beany delay inthefirst year of life, but difficultiesin
communication, social interaction, aong with unusual behaviour and interestsmay
be noticed inthe second or third year of life. The common symptomsare: 1. Poor
eye contact. 2. Does not point out interesting objects. 3. Poor communication 4.
No emotional reciprocity 5. Hyperactive behaviour. 6. Poor peer interaction 7.
Lack of pretend play 8. Stereotype repetitive movements 9. Echolalia 10.
Preoccupation with objects. 11. Adherence to sameness/tactile hyper sensitivity

Diagnosis
The most commonly used screening tool isthe Checklist for Autismin Toddlers
(CHAT) and Modified Checklist for Autismin Toddlers(M CHAT)

Themost commonly used diagnosistest is Childhood Autism Rating Scale (CARS)
Home Management

Thereisno scientifically proved trestment for autism, yet medical and behavioura
trestmentssaregivenfor associated conditionslikesaizures, aggresson, sdlf injurious
behaviour, deep problems, picaand sensory problems.

Activities for improving social interaction skills

1. Respondtoown name- Periodicaly throughout theday cdl thechild’snamein
aloud evennoise.

Improveeye contact

Develop vocal imitation—whenever the child spontaneously makesasound,
immediately imitate the sound your child just made and seeif the child will
respond to you by making the same sound again.

I mitate banging with spoon.

Clap handsinimitation

Imitate actionswith objects

Scribblefor 2 -3 seconds on alarge piece of paper
Finger tracing
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Improveenjoyment of limited physical interaction
10. React approximately to physical contact.
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11. Engageinsmplesocid interactiongame

12. Rall atoy truck back and forth with another person

Suggested activities for improving communication
1. Alwaystaktothechild.

2. Alwayslook at thechild’ seyewhiletaking to him and encourage child to
look at your eyes

Trainthechildto usegestures

Trainthe child to communicate hisneedswith the hel p of pictures.
Beforegiving any ingructionto thechild gently touch thechild
Teachhimsmplenouns

Talk moredowly or pause between words

Teach new vocabulary invariety of contexts

For thechild with limited expression accept restricted verbal and non ver-
ba behaviour ascommunication
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10. Set up communication environment to encourage expression
Dealing with stereotyped and ritualistic behaviours
Preventionisbetter than lateintervention, so stop stereotypic behaviour right from
beginning
Remainvigilant and sensitiveto theemergence of new or potential problems
Never dlow or encourage behavioursinyour childthat will be unacceptablein later
life
Graded Change approach

A graded change approach is the most effective way to deal with ritualistic and
stereotypic behaviours.

Problem Graded Change

CollectingObjects =~ 1. Reductions in number of rooms were objects are
(coins, Pebblesetc) alowed.

2. Accesstotheenjoyed activities(TV, eating etc.)
contingent on objectsbeing removed from rooms

3. Reduction of number of objectscollectedinany one
place

4. Objectsonly alowedinbed rooms
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Liningupof objects = 1. Gradual reduction in number of objects ( from 20-

10,etc.)

Motor mannerisms

Resistanceto
environmenta change

2. Further reductioninlength of linestofiveonly

3. Liningof objectsalowedinhouseonly

4. Lining of objectsallowedin specificroomsonly

1. Flapping restrictedto certaintimesonly ( Tv or meal
time

Increasethe number of situationswhereflappingis
restricted

Further reductionto certaintimesonly

Flapping alowed only inoneroom

N

Minor changesinangleof singlechair
Chair gradually moved away from usua position

Other chairsmovedto different angles

A WP Ao

Gradual changesin other household items

Playing with the child

1.
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Findtimeto play with thechild

Engagethechildinturntaking gamesand gradualy trainhimfor histurn
Alwaysengageor play withthechild ashelikes

Ask dl thefamily membersto play with thechild

Parent child activities should be started as early aspossible asthe child will
have ample opportunity to practice communication by interactingwith atrusted
adult.

Parents can bond with their child and encourage two way communication by
actively participating inthese activitiesrather than allowing thechild to play
done

Parentsmust regularly plan cooperativeactivitieswhich helptoincreaseachild’s
confidenceleve andtofoster the communication skills

Usemanipulative play to show autistic children how tointeract with objects
and theenvironment around them such as

Putting together puzzles
Stacking blocs
Droppingabal intohole
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9.  Encouragechildrentumbling asphysical activitieswhichwill helpto develop
motor kills

10. Many childrenwith autism enjoy and excel inmusical activitiesand hencesing
with child and encourage the child to sing with songs

11. Engagethechildinmovement and dance

12. Askthechildto movehislegsand handsrhythmically (for thisactivity music
can be used)

13. Choosetoysthat integratesthe senses
Activities for reducing associated behavioural problem

Many behaviourssuch asjumping, repetitiverunning, head banging, chewing of non
food objects, biting or hitting self or othersor hand flapping are commoninautistic
children. Thefollowing activities can reduce such behaviours.

1. Providefirmhugsand snuggling

2. Wrap your child in ablanket and provide deep pressure to most of the
body. Wrapping arms in ace bandage may help decrease self biting or
scratching.

3. Vibration providesastrong proprioceptioninput. Children often enjoy hold-
Ingamassager or sttingina vibrating cushion

4. Tohdpachildwhoisover sensitiveto smell, use unscented detergentsand
shampoos

5. For thechildwho seeksout repetitivevisud stimulation (finger flicking) try

redirectingto activitiesthat areinteractivewnhilecombining visonand move-
ment such asblowing bubbles

6. Prepareyour child for sudden noises. Usevacuum cleaner and other noisy
applianceswhileheisout

In Schools

The teachers can make many modificationsto manage achild with autismin the
classroom environment

1. Usevisua methodsof teaching
2. Provideastructured predictable classenvironment
3. Provideacustomizedvisud daily schedule
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Providepositivepraise

Usemeaningful reinforcements

Notetasksand activitiesthat createfrustration
Havearelaxation area

Avoidlong stringsof verba communication
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Introduce unfamiliar tasksin familiar environment
10. Provideopportunitiesfor meaningful contact with peers
Specialised interventions at tertiary centres
Thefollowing techniquesarewidely used to mange children with autism
1. Appliedbehaviour andysis
2. Speech andlanguagetherapy
3. Sensory integration
4. Auditory interventions
5. Medications
MENTALLY CHALLENGED CHILD

Mentd retardetion refersto asignificantly sub-averagegenerd intellectud functioning
resulting in or associated with concurrent impairmentsin adaptive behavior and
manifested during the devel opmentd period

Classification of mental retardation
1. MildMental Retardation

Mildly retarded people achieve full independence in self-care (eating, washing,
dressing, bowel and bladder control) and in practical and domestic kills, evenif the
rate of development isconsiderably slower than normal. Mildly retarded people
acquire language with some delay but most achieve the ability to use speech for
everyday purposesandto hold conversations. Themain difficultiesare usualy seen
inacademic school work, and many have particular problemsin reading and writing.
However, mildly retarded people can be greatly helped by education designed to
develop their skillsand compensate for their handicaps. 1Q1s50-69

2. Moderate Mental Retardation

Individudsinthiscategory ared ow in devel oping comprehension and use of language.
Achievement of self-careand motor skillsisa so retarded, and someneed supervison
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throughout life. Progressin school work islimited, but aproportion of theseindividuals
learn the basic skills needed for reading, writing, and counting. Educational
programmes can provide opportunitiesfor themto develop their limited potential
andto acquiresomebasic skills. Completely independent livinginadult lifeisrarely
achieved. Generaly, however, such peoplearefully mobileand physically active.
1Qis35-49

3. SevereMenta Retardation

Most peopleinthiscategory suffer from amarked degree of motor impairment or
other associated deficits, indicating the presence of clinically significant damageto
or mal devel opment of the central nervous system. Thiscategory isbroadly similar
tothat of moderate mental retardation.1Qis20-34

4. Profound Menta Retardation

ThelQ inthiscategory isestimated to be under 20, which meansin practice that
affectedindividua sare severdly limited intheir ability to understand or comply with
requestsor ingtructions. Most suchindividua sareimmobileor severdly restrictedin
mohbility, incontinent, and capablea most of only very rudimentary formsof nonverbd
communication. They possesslittle or no ability to carefor their own basic needs,
and require constant hel p and supervision.

5. Other Mentd Retardation
This category should be used only when assessment of the degree of intellectual
retardation by means of the usual proceduresisrendered particularly difficult or
impossible by associated sensory or physical impairments, asin blind, deaf-mute,
and severely behaviourally disturbed or physicaly disabled people.

6. Unspecified Menta Retardation.

Thereisevidenceof mental retardation, but insufficient informationisavailableto
assign the patient to one of the above categories.

Care of Mentally Challenged children

Mentd retardationisalifelong condition. Mentally retarded children often ook and
behavedifferently than their non handicapped peers. Thisisvery painful for families
and carefully planned management isrequired.

Thecaregoa for familiesof mentally retarded childrenisto maximizethechildren's
ability to function asindependently as possible. Teach thefamily membersonthe

following sdf careskills
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Feeding

Factors complicate thefeeding of children with mental retardationisdifficulty in
sucking swallowing and tongue thrusting. Feeding should be apleasant timeand
depending upon the developmental ability of the individual children. Positive
reinforcement intheform of hug kissesand clapping can reinforce expected behavior.

Toileting

Assg thefamily indetermining the child’sability to understand verbal languageand
readinessskillsfor toileting. It isimportant toinstruct thefamily to coupletoileting
with pogtivereinforcement. Thetime sequencefor toilet training achild with menta
retardation ismuch longer than that for thenormal child. Thetask requiresagreat
dedl of patience.

Dressing and grooming

Helping the children to acquire dressing and grooming skillscan beinitiated when
they cooperate in dressing. The goal is to enhance their independence and to
encourage them to do as much as possiblefor themselves. Dressing skillscan be
worked onasapart of norma daily activities. Encouragefamiliesto be patient with
their disabled child who may need alonger period than anormal child to accomplish
the sametask.

Discipline

The phrase do not handicap the handicapped isone that kept in mind when dealing
withtheissueof discipline. Familiesareoften reluctant to disciplinementally retarded
children becauseof their handicap. Although these children may havelimited abilities
they till need tolearn acceptable behavior. Assurefamiliesthat thegoa of discipline
isto help children learn acceptabl e behavior through their loving but firm actions.

CEREBRAL PALSY

Cerebra palsy (CP) isaheterogeneousgroup of movement disorderswith various
etiologies. The primary functional difficulty isin movement and posture. CPis
associated with a permanent, non-progressive pathology that formed in utero or
early infancy (before 2-3 yearsof age). CPisoften accompanied by disturbances of
sensation, perception, cognition, communi cation, behaviour, epilepsy, and secondary
musculoskeletal problems.

Prematurity isthemainrisk factor for cerebra palsy
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Risk factors for development of cerebral palsy

[ Antenatal Perinatal Postnatal ]

( Prematurity and low birth Birth Asphyxia| Nonaccidenta )
weightlntrauterine Complicated labour | injuryHead trauma/
infectionsMultiple andddivery Meningitis/Encephdlitis
gestationPregnancy Cardiopulmonary arrest
complications

_ 70-80% of CP )

Prudent obstetrica care, with management of preeclampsia(magnesum), infections
(antibiotics), and preterm labour (corticosteroids) can help reducetherisk of CP.

Clinical Features

Early signs
Asymmetric movements
Restlessness

Difficulty infeeding and swalowing with tonguethrust

[rritability
Excessivehigh pitched or feeblecry
Poor head control
Poor weight gain

Late signs
Delayed grossmotor devel opment
Persgtent infantilereflex
Weakness
Abnormal posture
Droaling
Recurrent infections
Condtipation or incontinence of stool
Malocclusion of teeth, dental caries
Deayed or defective speech
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CPisessentidly aclinical diagnoss—thereare no pathognomonic signsor diagnostic
tests.

Ge

neral assessment

Suspicionsof CParecommonly based on apositive history of adverse perina
tal or antenatal events.

If no positive history, suspicionsare often raised by parenta or family observa:
tionsof developmenta delays.

Observationsof the child while being held by their caregiver include: move-
ments, posture, dysmorphic features, etc.

Growth curves: crossing major percentilelinesraisesconcernsfor growth and
developmentd disorder

CPisnon-progressive but can changeitsclinical manifestationsthroughout
childhood. Therefore, such changesareimportant to discusswith parents.

Examine and rule out the possibility of degenerative diseases, metabolic disor-
ders, spina cord lesions/tumours, muscular dystrophy, and anomalies of the
cervical spina cord and skull.

Characteristic features of CP based on age

(

Age Char acterigticsthat may indicate CP )

[ <6months Head lags when infant is picked up from supine

position Fed stiff or floppy inyour arms Scissoring
of legswhen picked up

> 6 months Asymmetric tonic neck reflex: reaches with one
hand whiletheother isinafist
> 10 months Mobilizes/crawlsnot usngal limbs(e.g., commando
L crawl of spastic diplegia) )
Management

Children with CP often have multiple devel opmental issuesthat are best managed

by

amultidisciplinary team of health care professionals such as developmental

paediatricians, occupationa therapist, speech therapi s, physiotherapist, nutritionist
and orthopaedic surgeon.

Promoting physical and psychosocid health can bedone by

1. Regular health maintenance- by physical assessment and administration of
immunizations
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Providing nutritional needs- teach the parentstheimportance of providing a
bal anced age appropriatediet for thechild

Encouragerest and relaxation-A daily schedule should be planned that includes
timefor periodsof rest and deep, sincefatique tend toincrease the symptoms
of CP

Preventing infection and injury- infection can be prevented by good skin care,
cleanlinessof the childsfood and utensils,and avoi ding contact with persons
havinginfections

Aschildsmovements may not be controlled.

Implement following protective messures

7.

Padding thefurniture

Keeping thesiderailsof bed up position
Guardonthechairinplace

Usefurniturethat will not dip or fall over when used by the child
Avoid dippery surfacesfor anambulatory child
Appropriaterestraining devicesinvehicle

Feeding utensilsand toys should be appropriate to the age and motor abili-
ties

Promoting positivesaf image

Redlistic goasshould be established for theindividua achievements

Enhance physical apperance by improving persona and dental hygiene,
grooming, clothing and make up

Encourageinteractionwiththeir peer groups

Bathing

Lukewarm water to prevent muscle spasm
If ableto walk attach grab bar to bath room
Dressng

Place the child in lateralposition on the floor or on the bed to dress and
undressthechild

Sitting inthe corner of theroom can aso help the chld to balancein dress-
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8. Dentd care

Morerisk for dentd caries

Clean the childsmouth after each meal
Useabrushwith soft brustles
Nutritiousdiet

Dental checkup every 6 months

9. Feeding management

Many children with CP have feeding difficulties that require modified feeding
techniques

Keep dining room atmosphere pleasant

Have childin good anatomic positionplace smallamount of food on spoon
Put food on one side of the mouth

Make child uselip toremovefood

Tell child to chew and if necessary manipulate thejaw in an up and down
moation

Do not hurry them

Prai sethem when they succeed

Threefinger jaw control method can be used

10. Toilet training

Children with CP may not gain bowel and bladder control at the same as normal
children because of their physica limitations

Observe changein childsbehaviour indicating need to defecate or urinate
Toilet training programme can beimplemented
To prevent congtipation high fibrediet and increasefluid intake

11. Assgtingwith speechtherapy

Picturesor articles(EQ:- spoon) can be used to reinforce speech

Theuseof correct feeding technique can hel p the child to usethelipstongue
and teeth asmuch as speech can beimproved

Non verba communication can be employed for children who have severe
communication problems
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12. Counsdling for educeational and vocationa pursuits
Practical Activities
1. Preparation of memory aidsfor dementiapatients
2. Health education on behaviourd disordersin children
3. Preparation of caregiver’sguide
Assessment Activities
1. Roleplay
2.  Reportof vist
3. Caegiver'sguide
TE Questions

1. Aspartof theAlzheimer’sDay celebrationsof your school you are entrusted
with theresponsibility of presenting thetopic care of clientswith Dementia.
Prepareadraft for the presentation.

2. A braindisorder marked by an ongoing pattern of inattention and/or hyperac-
tivity-impulsivity that interfereswith functioning or development is................

Extended Activities of Module _ 3
Fddvist
Hedthexhibition
First aid—wound dressing
Helpdesk for palliative care
Help desk for geriatric care
Help desk for dementiacare
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Help desk for care of children with Attention Deficit Hyperactivity
Disorder(ADHD), Autism, Mentaly Challenged, Cerebral Palsy

8. Publishing of hedlth careguide
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OVERVIEW OF MODULE 4
MODULE 4 - COMMUNITY HEALTH (340 Hrs/Periods)

Thecommunity health encompassestheentire gamut of community organi sed efforts
for maintaining, protecting andimproving hedth of thepeople. Itinvolvesmativating
individuals and groups to change patterns of behaviour and to take such action,
including seeking of medical care, aswould enablethem to achieve optimum health.
Hedlth careand itsdelivery systemsare changing rapidly in order to meet the needs
and problems of the changing society. Health problemshave been and till arethe
basisfor planning and for providing health services. Mortality and morbidity rates
ated with preventable conditionsarehigh duetolack of adequate environmentd
sanitation such as safe drinking water supply, safedisposal of human excretaand
refuse, control of flies, mosquitoesand other disease vectors and adequate housing.
Nutrition abas crequirement for hedthisinadequatein respect to qudity and quantity
for million of the people. Hedth facilities, particularly like preventive hedlth facilities
areinadequateandtotally lackingin many areas. Inspiteof achievementsand progress
madeinthefield of hedlthand welfare, Indiatill hasto goalongway inimproving
the standard of health and reducing health rel ated problems.
Thismoduleisintended to equip the udentsto provide promotive, preventiveand
curative hedlth care at homes, elderly care homes, hospices, rehabilitation centres,
schools, work places, public placeslike markets, shopping mallsetc.

Thefirg unitisIntroductionto hedth. Accordingto WHO Hedthisagtate of complete
physical, mentd, socid well-being and not merely the absence of diseaseor infirmity.
Thisunit deal swith concept of Health and disease, Determinants of health and new
trendsin hedlth care.

The second unit deal swith hygiene. Hygienerefersto conditionsand practicesthat

help to maintain health and prevent the spread of diseases. Thisunit containsthe
topicson personal and environmental hygiene.

Nutrition may bedefined asthe science of food anditsrelationship to hedlth. Inthe
third unit thevariousagpectsof nutrition such asrdation of nutritionto hedth, Functions
of food, Classification of food, Constituentsof food - Protein, fat and carbohydrates,
Vitamins, Mineralsand water, Balanced diet, Nutritional problem and Community
nutritiona programmes

Theincidence of emerging infectious diseasesin humanshasincreased withinthe
recent past or threatenstoincreasein the near future. Also thereisre-emergence of
diseases which was once endemic but had since been eradicated or controlled. The
number of peopleliving with non-communicablediseases(NCDs) isa soincreasing.
Urbani sation, an ageing popul ation, and the adoption of unhealthy lifestylesthat
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include poor diets, lack of exerciseand excessive a cohol consumption areleading
toagrowing prevaenceof conditionsincluding diabetes, cancer and cardiovascular
disease. Thefourth unit discusses somemagjor communi cableand non communicable
diseases.

Most maternal and newborn deaths can be prevented using existing, proven, cost-
effectiveinterventions. But the care providersat periphery level must have adequate
knowledge skill and attitudein providing maternal child healthinterventions. Unit
fivediscussesabout various aspects of materna and child health.

Adolescenceisatrangtiona stageof physica and psychological human devel opment
that generally occurs during the period from puberty to legal adulthood. Unit six
deals with the concept of Adolescence, Physical and physiological changesin
adolescence, Problems of adolescents and Promoting optimum health during
adolescence.

Nationa Health Programmes have been launched by the Central Government for
the control/eradi cation of the communicabl ediseases, improvement of environmenta
sanitation, raising the standard of nutrition, control of population andimproving rura
health. Theunit seven focuses on sometheimportant national health programmes
launched by the central government.

Theunit eight concentrates on health and social servicesin India. Themain points
discussed inthisunit are Levelsof health care, Primary Health care, Millennium
development goals, Primary Hedlth carein India, Integrated Child Devel opment
Scheme, Panchayati Rgj and some nationd and international health agencies.
Health Education isan essential tool of community health. Theunit ninedealsin
detail about health education and envisages preparing the tudentsto provide hedlth
education on varioustopicsat different settings

Disaster management isthe creation of plansthrough which communitiesreduce
vulnerability to hazardsand copewith disagters. Thefina unit providesanintroduction
to disaster management.
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UNIT NO: 4.1
INTRODUCTION TO HEALTH

Introduction

Hedthisacommonthemein most culture. Infact al communitieshavetheir concepts
of health aspart of their culture. An understanding of hedlthisthebasisof al hedth
care. Thefirst session of thisunit explainsthe concept of health and disease. Inthe
next session determinants of health isdiscussed. Thelast session‘New trendsin
hedlth care’ discussesabout thelatest changesin hedlth care sector (must be updated
each year)

Learning Outcomes

TheLearner:

»  Differentiatesbetween health and disease

*  Explainsdeterminantsof health

»  Describesnew trendsin hedth care

Concept of Health

Health is evolved over the centuries as a concept from individual concern to
worldwidesocia god and encompassesthewholequdlity of life. Changing concepts
of hedthtill now are:

Biomedical concept

Traditionaly, health hasbeen viewed asan “ absence of diseasg’, and if onewasfree
from disease, then the person was considered healthy.

Thisconcept hasthebasisinthe* germtheory of disease”.

The medical profession viewed the human body as a machine, disease as a
consequence of the breakdown of the machine and one of the doctor’s tasks as
repair of themachine.

Ecological concept

Form ecological point of view; healthisviewed asadynamic equilibrium between
human being and environment, and disease mad adjustment of the human organismto
environment.

According to Dubos* Healthimpliesthe rel ative absence of pain and discomfort
and acontinuous adaptation and adj ustment to the environment to ensure optimal
function.”
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The ecological concept raises two issues, viz. imperfect man and imperfect
environment.

Psychosocial Concept

According to psychosocid concept “ healthisnot only biomedical phenomenon, but
isinfluenced by socid, psychologica, cultural, economic and politica factorsof the
peopleconcerned.”

Holistic concept
Thisconcept isthe synthesisof al the above concepts.

It recognizesthe strength of socid, economic, political and environmental influences
on health.

It described hedlth asaunified or multi dimensiona processinvolving thewel lbeing
of whole person in context of hisenvironment.

Definitions of Health

“Thecondition of being soundin body, mind or spirit especidly freedom from physica
diseaseor pain.” - Webster

“Soundnessaf body or mind that conditioninwhichitsfunctionsareduly and efficiently
discharged.” - Oxford English Dictionary

“Hedthisagtate of completephysica, menta, socia well-being and not merely the
absenceof diseaseor infirmity.” - World Health Organization

New philosophy of health
Hedthisafundamental humanright.

Hedlthisessenceof productivelife.

Hedlthisinter- sectoral.

Hedlthisintegra part of development.

Hedlthiscentra toquality of life.

Hedthinvolvesindividuds, stateand international respongbility.

Hedlth anditsmaintenanceismgjor socid investment.
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Hedthisworld-widesocid god.
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Dimensions of health

Hedthismultidimensond.

World Health Organization explained health in three dimensional perspectives:
physical, menta, social and spiritud.

Besides these many more may be cited, e.g. emotional, vocational, political,
philosophical, cultural, socioeconomic, environmental, educational, nutritional,
curativeand preventive.

Concept of Disease

Webgter definesdisease as* aconditioninwhich body hedthisimpaired, adeparture
fromastate of hedlth, an dteration of the human body interrupting the performance
of vitd functions’.

Ecologica point of view diseaseisdefined asmal adjustment of thehuman organism
to theenvironment.”

Thesmplest definitionisthat diseaseisjust the oppositeof hedlth: i.e. any deviation
from normal functioning or state of complete physical or mental well-being.

Distinction between disease, illness and sickness

Theterm diseaseliterally means® without ease” (uneasiness), when something is
wrong with bodily function.

[lIness refers to the presence of a specific disease, and also to the individual’s
perceptions and behavior in responseto the disease, aswell astheimpact of that
disease onthe psychosocial environment.

Sicknessrefersto astate of socia dysfunction.
Diseaseisaphysologica/psychologica dysfunction.
IlInessisasubjective state of the person who feelsaware of not being well.

Sicknessisagtate of socia dysfunctioni.e. arolethat theindividua assumeswhen
ill (3cknessrole).

Determinants of health

Hedthismultifactorid.

a.  Biologicd determinants: Thephysical and menta characteristicsof every hu-
man being are to some extend determined by hisgenes. The genetic makeup
cannot be altered after conception.eg. Chromosomal anomalies, mental retar-
dation etc.
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Behavioural and socio cultural conditions: Thelifestyle or theway thepeople
livereflectsthewholerange of socia valuesattitudesand activities. Health
requirespromotion of hedlthy lifestyle.

Environment: it hasadirect impact on the physical mental and socia wellbeing
of thoselivinginit.

Socioeconomic conditions: Health status of the peopleisdetermined primarily
by their level of socio economic devel opment ( economic status, education,
occupation, political system)

Hedlth services: the purpose of hedlth serviceisto improvethe health status of
the population (eg. Immunization, provision of safewater supply)

Aging of the population: amajor concern of rapid population agingisthein-
creased prevalence of chronic diseases and disabilities which needs specia
attention.

Gender: moreimportancetowomen'shed thissuesin policy making (eg. nutri-
tion, reproductive health etc.)

Other factors: theintersectora contribution to the health of communitiesisin-
creasingly recognised (eg. Food & agriculture, education, socia welfareetc.)

New trends in health care

1. Emergenceand re-emergenceof diseases
Lifestylediseases

Genetic diseasesand other inborn errors
Poor diet and physicd inactivity
Accidents

Environmenta issues

Waste management

Populationgrowth

Aging population

10. Materna and child hedth

11. Emergency preparedness
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12.Nonjudicia druguse
13. Medical caresystem
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Assessment Activities
1. Preparation of apictureabum on healthy and diseased people

2. Preparation of questionnairefor Faceto faceinteraction with adoctor on
new trendsin health care

3. Report of interactive session

TE Questions

1. Hedthismultifactorid. Explainthemgor determinantsof health.

2. Healthisevolved over the centuriesasaconcept fromindividual concern.
a Definehedth.

b. Enlistthemajor conceptsof health
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UNIT NO: 4.2

HYGIENE
Introduction
Hygieneisthescience of health, whichincludesall thefactors contributing to the
hedlthful living. Themain areasof hygieneare personal hygieneand environmental
hygiene
Good personal hygieneisone of the most effectivewaysto protect ourselvesand
othersfrom many illnesses. Theaim of persona hygieneisto promote standards of
persona cleanlinesswithin the setting of the condition where peoplelive. Personal
hygieneincludesbathing, clothing, washing handsand toilet; care of nails, feet and
teeth; spitting coughing, sneezing, persond gppearance and incul cation of clean habits
inyoung.
Environmentd hygienehastwo aspects—domestic and community. Domestichygiene
comprisesthat of the home, use of soap, need for fresh air, light and ventilation;
hygienic storage of foods; hygienic disposal of waste, need to avoid pestsrats, mice
andinsects. Incommunity improvement of basi ¢ sanitary servicesconsisting of water
supply, disposal of human excreta, other solid and liquid wastes, vector contral,
food sanitation and housing.

From the Greek word “hygies’ (Hygiea- Goddess of Health) Meaning - healthy,
sound

Learning outcomes
TheLearner:

»  Defines Hygiene

*  Describesthetypesof hygiene

*  Explainsthedifferent aspectsof persona Hygiene- Careof skinand hair, Care
of teeth, Careof eyes, ears, hands & feet, Menstrua Hygiene, Rest and deep,
postures, exercisesand recreation

»  Definessafeand whole somewater

»  Enliststheusesof water

e Enliststhe sourcesof water supply

*  Explainsthecriteriafor construction of sanitary well
»  Enliststhewater related diseases
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»  Explainspurification of water

*  Explansarpollution

*  Explansthetypesof ventilation

*  Explainsthestandardsof housing

*  Explainstherequirementsof good lighting
*  Enlistssourcesof noise

*  Describesthecontrol of noise

»  Enliststhefood borne diseases

*  Explainsthesanitation of eating places

*  Explainsthemethodsof refuse disposal

»  Explainsthemethodsof excretadisposal
»  Describesthe control of mosguitoes, fliesand rodents
HYGIENE

Hygienerefersto conditionsand practicesthat hel p to maintain health and prevent
the spread of diseases. Medica hygienethereforeincludesaspecific set of practices
associated with this preservation of health, for example environmental cleaning,
sterilization of equipment, hand hygiene, water and sanitation and safe disposal of
medica waste.
Types

a) Persond

b) Environmenta
PERSONAL HYGIENE
Persona hygiene may be described asthe principle of maintaining cleanlinessand
grooming of theexternal body. Failureto keep up astandard of hygiene can have
many implications. Not only isthere an increased risk of getting an infection or
illness, but thereare many socia and psychological aspectsthat can be affected.

a) Careof skinandhair

b) Careof ord cavity

c) Careof eyes, ears, hands & feet

d) Mengrua Hygiene

€) Restand deep, postures, exercisesand recreation
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HAIR

1. Harismadeof dead cédlls.

Hair isimportant becauseit bringsoil to the surface of the skin.

Hair hel pswarm the body by trapping alayer of air next to the scalp.
Hair CareTips

Wash regularly with shampoo. Rinse hair thoroughly with clear water after
shampooing to removeall the soap

o  w DN

Don't scrub or rubtoo hard . It may irritate your scalp or damageyour hair.
Massageyour scalpwell. It will remove dead skin cells, excessoil and dirt
Brushhair daly

Wash combsand brushesfrequently

10. Don't sharecombs, brushesetc.

Why Brush Your Hair?

1. Brushing helpskeep the scalp clean by loosening and removing dust and
dead cells.

2. ltalsoaddsshine
Hair & Scalp problems

1. Dandruff

2. Headlice

3. Splittingand bresking
Dandruff

A flaking of theouter layer of dead skin cellsonthescalp. Thisconditionisusually
caused by dry skin. Thereis no cure for dandruff, but it can be controlled with

Specia shampoos.

Head Lice

Parasiticinsectsthat live onthehair shaft and causeitching.

Licecan'tfly or jump from person to person, but they are easy to catch from other
people.

Avoidingand TreetingHead Lice

Don'tshare:

© © N o
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Combs, brushes, hats ,barrettes or other hair things, headphones
2. Usespecia shampoo and wash your hair immediately.

Any linensand clothesyou have used should be washed in hot water or dry-
cleaned.

Splitting & Breaking

1. Too much heat can causethe layered cellsof your hair to split apart and
even break off.

2. Wind, chlorine, chemical trestments, and permanent hair dye can weaken
hairinthesameway.

3. If you put your hair in aponytail, use a coated rubber band or soft cloth
hair band.

4. Non cushioned or uncovered el astic bands can cause severe breakage.
SKIN
The human skin isthe outer covering of the body.
Functionsof Skin

1. Protection. 5. Water resistance

2. VitaminD formation 6. Control of evaporation
3. Temperaturecontrol 7. Excretion

4. Sensdion 8. Absorption

Three layers of skin
1. Epidermis- Outer most layer of skin. Cellsinthe epidermismakemelanin

2. Dermis-Inner layer of skinwhich containsblood vessels, nerveendings, hair
follicles, swest glands, and ail glands

3. Layeroffatcels
Common Skin problems
1. Bad odour

2. Acne
Body odor

Perspiration itself doesn’t smell. However, during sweating, another liquid called
gpocrineisa so secreted. When gpocrine combineswith thebacterianaturaly present
ontheskin, odor results




[l BASIC NURSING AND PALLIATIVE CARE

Bad odor is caused by

a.  Poorhygiene

b. Foodssuchasonionsandgarlic
Bad odor can be controlled by

a.  Daily bathsor showersusing soap and scrubbing the entire body with awash-
cloth.

b. Theuseantiperspirants decreases perspiration and cover odor with amanly
andl

Acne

Acneiscreated when oil fromtheoil glandsmix with thedead cellsand plug up the
hair folliclesintheskinit crestesa"whitehead.”

A "blackhead" iswhentheair touchesthe plug, the plug turnsblack
What makes acneworse?
e QOil-based makeup, suntan ail, hair jellsand spray.
» Forgirls, mendruation
» For Boysit may get worse becausethey have moreskin oil.
* Sqgueezingor picking at blemishes
* Hard scrubbing of theskin
Measureto control Acne
*  Washthefacewith cold water at regular intervals
* Avoidfatty foodsand sweets
»  Drink plenty of water
*  Don'tsgueezeor pick pimplewith nail
*  Consultadoctor if acneisuncontrollable
SkinCareTips
a.  Bathor shower regularly using soap - cold bath, warm bath, hot bath, oil bath
b. Donotscrubviolently
c. If possible, bath or shower after exercise- especially after sweating
d. Useantiperspirantsdecreases perspiration and cover odor withamanly smell
e. Wear cleanclothes

&
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-

Reducestresslevels
Maintain ahealthy diet - balanced diet
Judicia useof cosmetics

2 @

K eep hands clean by washing them often.
j.  Protectyoursdf fromthesun
»  Wear sunscreen and reapply it every hour.
e Wear ahat, T-shirt, and sunglasses.
* Drink plenty of fluids.
» Protect yoursdlf fromUV Rays
TEETH
Hedlthy teeth and gumsenableyouto:
1. Chewfoodthoroughly
2. Spekclearly
3. Giveshapeand structureto your mouth
Dental problems
Dental problemsare caused by the activity of certain typesof oral bacteria
Other causes.
a. Tonguenot cleaned
b. Food stuckinteeth
c. Snusproblems
d. Stomach problems
ThemainproblemsareHditoss, Dental caries, Plaque, Tartar, Periodontal Disease
How to avoid Dental problems-
a.  Daily denta hygieneroutinethat consist of brushing for 2-4 minutesand floss-
g
If possible, brush after every medl or rinseyour mouth withwarm water.
Useasoft-bristled brush.
Replace your toothbrush every 2-3 monthsor after anillness.

© o o T

Usetoothpastethat containsfluoride.
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f.  Hossing removesfood trapped between your teeth and gum linesthat rinsing
and brushingmiss.

Dental care
a. Brushtwotimesdaily
b. Eatatleast5servingsof fruitsand vegetableseach day.
c. Includefoodsthat contain calcium, such asmilk and yogurt.
d. Limitintakeof sugar.
e. Seeadentist every 6 months
EYES

“Eyes are the windows of learning” Good eye sight is essential for the proper
development of dl thefacultiesof theindividua

Conditionsaffectseyeare
1) Infections(conjunctivitis, trachoma,stye)
2) Injuries(corned ulcers)
3) manutrition (night blindness, xerophthamia)
4) erorsof refraction ( short sightedness, long sightedness)
5) others( cataract, glaucoma)
Care of eyes consists

1. Preventionand control of infection—any discharge, rednessor painintheeye
should betaken serioudy

Commoninfectionsare conjunctivitisand trachoma
Preventive measures
a) Early diagnosisand treatment until cureisachieved

b) Hed th education emphasi zing theimportance of using cleantowe sandlinen,
fly control and preventing fliessitting onfacesof infantsand children

¢) Persond hygiene
2) Injuries- eyesexposed toinjurieswhileat work and play
* Theworkersmust wear protective glasses.
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3

4)

5

6)

» Childrenavoid playing with crackers, fireworks, gulli danda, bow and ar-
row

» Foreign bodies should be washed out immediately, if doesn’t comes out
consult doctor. Do not rub the eyes.

Eyedran
*  Reading must bedonein goodlight, light coming fromleft and behind

» Holdbook about afoot and half away from theeyesand at an angle of 45
—70degreesfrom horizontal

» Avoidreadinginmovingtrain, busesor inlying down position

» Avoidreading booksor magazineswith fineprint

» Whiledoing closework giverest to the eyesfrequently

»  Eyesmust beprotected fromdirect sunlight, glareand excess vebrightness

Good diet - some diseases aredueto malnutrition

» VitAdeficiency leadsto night blindness, so ensurewell balanced diet

» Protectivefoods such asgreenleafy vegetables, milk and butter should be
includedindaily diet

* Massprophylaxisprogrammes

Squint —crossed eye

e Consulteyespecidist

» Canbecorrected with glassesexercise or both

» Shouldbetrested early inlife

Regular check Up - watery discharge, collection of pus, soreness of eyesor
lids, swelling of eyelids, blurred vision, spotsbefore eyes, headache, eyefa
tigue, seeing coloured halosaround lights

Hygieneof eyes

a) Skinaround the eyekept clean with soap and water
b) Washingat bedtime

¢) Don'tusecommontowels

d) Shouldnot touch eyewithdirty fingers
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€) Should not beexposed to dust very bright light or direct sunlight
f) Exerciseisgood (blinking eyes, circling eyeballs)

Careof eyesinnew born - natural body defensesarelacking

a) Sterilewet swabsshould beused to cleanthelid margins

b) Atthetimeof bath, water should not be enter into eyes

c) Freshly prepared silver nitrate (1%o) solution or freshly prepared penicillin
dropsshould beingtilled into eyes

d) Any dischargefromeyesitispathologica
Harmful practices

a) Applyingkajal or black soot mixedinoil

b) Methods prescribed by quacksare harmful

¢) Basicsocid causesof ignorance, poverty, low standards of personal hy-
giene and inadequate medical servicesto beremedied

EARS

Wash earsdaily with awash cloth don' t forget behind the ears
. Ear waxisusually removed when you chew food or gum

. Protect ear from exposureto loud noise
. Preventand Treat al noseand throat infections

Good habits- Do not put pencils, matchesforeign bodies sticksor buds
inears

a

b

c. Preventwater from entering ear whilebathing
d

e

f

0. Tresat ear infectionspromptly

HANDS
HAND HYGIENE

1.
2.

First, wet handsand apply liquid or clean bar of soap.

Next, rub your handstogether and scrub all surfaces (palms, fingers, andin
between).

Continuefor 10-15 seconds. Soap combined with the scrubbing action that
helpsremovegerms.

Rinsewell and dry your hands.

&
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5. Cutshortnails
6. Discouragehabitsof nail biting and putting finger innose
NAILS AND CUTICLES

The part of the nail that can be seen and touched iscomposed of dead cells. Thin
skin-likelayer at the base of each nail iscalled cuticle .A non-living band of tissue.

Nailsprotect the sengitivetip of our fingersand toes.

Without proper carethey can becomeweak, ingrown or infected.
NAIL CARE

Keep nailstrim but do not cut nailsshorter than skinlevel.
Keepnailsclean.

Round your fingernailsdightly when trimming them.

Cut toenailsstraight across.

o w DN PE

Smooth rough nail edgeswith afile or emery board.
CUTICLES CARE
1. Cleanand softenyour handsinwarmwater.

2. Tokeepyour cuticlesnesat, push them back after soaking your hands, while
they are soft.

3. Youmay asousecuticleremover , achemical that dissolvesthecuticle
FEET CARE
Largecollection of sweat glandsliveinour feet
Wash your feet well at |east onceaday.
Dry them carefully, especidly between thetoes.
Keepfeet and skin clean and dry
Changesocksdaily
Avoidwalking barefoot in public areas

o g bk~ w D PP

Usefoot wears of proper size
Branch of medicinedea swith careof feetiscalled“ Podiatric Medicing”

&
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MENSTRUAL HYGIENE

Mengtruationisanormal physiological process. Itisamanifestation of womanhood.
Thereisno harmin bathing, washing the hair and in doing anything towhich oneis
accustomed.

Take abath at least once aday
Useclean undergarmentsand changethemregularly
Useabsorbent sanitary pad which must be changed frequently

A WD P

Alwayswrap theused product in waste paper and discard it in adustbin meant
for thispurpose.

Never flushit downthetoilet.

Wash the genita areawith plain water(no soap) after urination and defecation
fromvaginato anus.

7. Wash handsafter changing the sanitary pad.

8. Keeptheareabetweenthelegsdry.

9. Avoidsrenuousactivity duringthisperiod

10. Drink plenty of water and take abalanced diet
REST & SLEEP

Rest and dleep isessential for Maintenance of health. During sleep the body and
mind arerelaxed, repair & growth take place, fatigue disappears.

For a sound deep

Use aflat bed, use one pillow, face should not be covered, room should be dark
and well ventilated, have regular sleeping pattern, early to bed and early torise
keeps one healthy and wealthy.

Exercise

Exerciseisthebasisof physicd fithess. It
Tonesupthemuscles

Improvesblood and lymph circulation

Improvesthe strength of the heart

Ventilateslungs

Stimulatesappetite

Promotes excretion of wastesthrough kidney and skin

o vk wDN PR
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7. Speedsup burning of glucoseinthebody

8. Sharpensmuscular and mental coordination

9. Promotesrelaxationand deep

10. Providesanoutlet for emotiona tension

Exercise; Active(Strength eg. weight lifting, Speed eg. Running, Dexterity eg. boxing,
Endurance (yogaand recreationa eg. walking, swimming, games) & Passive (eg.
Massage)

Posture

Posture has been defined as position or bearing of the body. A good posture give
theimpression of avigorousand dynamic persondlity.

1. Back should bestraight whilesitting or standing

2. Whilestanding body should be erect

3. Useproperly constructed school seats, desksand officechairs

4. Correct bad posturesin early childhood
Recreation
Recreation meansrel axation and amusing onesalf which relievesmental tension. It
may beactive (physical exercise) or passive (listening to music, reading)

POSTURE —it isdefined asposition/bearing of the body. Posturereflectspersondlity.
Back should be straight while standing/sitting.the body should be erect while
standing.defects of posture leadsto curvatures of spine (kyphosisor hump back,
lordosis or hollow back, scoliosisor lateral curvature), flat chest, pot belly, stiff
neck, stoop shoulders, knock knees, head to one side etc. Use of properly
constructed school seatsand desks, homeand office chairsishe pful for prevention
of postural defects.

Practical Activities
1. Preparation of Chartson Persona Hygiene
2. Hedthtak onpersona Hygiene
Assessment Activities

1 Seminar - Divide theclassinto 5 group Topics- Careof skinand hair, Care
of ord cavity, Careof eyes, ears, hands & feet, Menstrual Hygiene, Rest and
deep, postures, exercisesand recreation

2  Pogter presentation on personal hygiene
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ENVIRONMENTAL HYGIENE
WATER

Safeand sufficient drinking-water, al ong with adequate sanitation and hygienehave
implicationsacrossdl Millennium Development Goals(MDGs) —from eradicating
poverty and hunger, reducing child mortdity, improving materna hedth, combating
infectiousdiseases, to ensuring environmenta sustainability. Much progresshasbeen
achieved over the past decade.

Safe and wholesome water

Water intended should be for both human safe and Water consumption has been
defined aswholesome. Thiswater thatis

a. freefrom pathogenic agents

b. freefromharmful chemical substancespleasant tothetaste, i.e., freefrom
colour and odour; and

c. potable, or. usablefor domestic purposes

Water issaid to bepolluted or contaminated when it doesnot fulfill theabovecriteria
Water pollutionisagrowing hazard in many devel oping countriesowing to human
activity. Without ample and safe drinking water, we cannot provide health careto
thecommunity.

Uses of water

Thefollowing are some of the uses of water:

1. Domesticuses: i.e., drinking, cooking, washing, bathing, etc.

2. Publicuses.i.e, street washing, firefighting, maintenance of public gardens.

3. Indudtrial uses: Someindustriesliketheironand stedl industry and  paper
industry need enormous quantities of water.

4. Agricultural uses: Without water, thefood and raw materia srequired by the
world cannot beraised.

Sources of water supply
Thereare 3 main sourcesof water:

1. Ran
2. Surfacewater
i. Artificid lakes
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ii. Rivers streams
iii. Ponds, and tanks
3. Ground Water
i.  Shdlowwels
ii. Deepwdls
iii. Springs
Sanitary well
A sanitary well may bedefined asawell whichis
1. Properly located
2. Wl constructed and

3. Protected againgt contamination.  Itisintendedto supply safeand wholesome
water.

Thefollowing criteriahave been laid down for the construction of sanitary wells.
1. Location
Inselecting asitefor well construction, two points need particular attention.

a. Thereshould beno sourceof pollution or contamination within aradiusof
at least 50 feet (15 metres), and

b. Thewell should belocated at ahigher level with respect to anearby source
of pollutionsuch asalatrine.
2. Lining

The sides of thewell should be built of bricksor stones up to adepth of at least 6
metres (20 feet) and lined with cement to prevent seepage of sub-soil water from
thesidesof thewell.

3. Parapet wall

There should be aparapet wall up to aheight of at least 70 to 75 cms (28 inches)
fromtheground level. The parapet wall also should belined with cement bothinside
and outside. The parapet wall preventsentry of surfacewashingsinto thewell.

4. Platform

There should be a cement-concrete platform round the well extending at least 1
metre (3feet) inall directions, The platform should have agentle slope outwards
towardsadrain built dongitsedges.
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5. Drain
There should beapuccadrainto carry off spilled water to asoakage

pit or apublic drain. Such spilled or waste water should be carried well beyond the
“coneof filtration” (areaof drainage) of thewdll.

6. Covering

Thewell should be covered by acement concrete cover or by some other means.
Thispreventspollution from outside being introduced directly intothe well
through the opentop. Openwellsareinsanitary.

7.  Handpump
Thewell should befitted with ahand pumpfor lifting thewater

inasanitary manner. The use of rope and bucket should bediscouraged, asistends
tointroduce pollutionintothewell.

8. Quality

Thequadlity of water should betestedin alaboratory to ensurethat thewater isfit for
drinking. Thetestsare of 3 kinds—physical chemical and bacteriological.

9. Health education

People should be permitted to bathe or wash clothes near thewell. Thisrequires
health educationinthe proper use of thewell.

Water Pollution

Oneof the problemsof themodern-day ispollution of water suppliesby man himsdf.
The sourcesof pollutionare: -

1. Sewage Thisisaserioussourceof water pollution. Sewage contains decom-
posabl e organic matter and pathogeni c agents.

2. Industria wastes: Pollution by industria wastesisagrowing problem inmany
countries. Toxic agentsfromindustries, if permitted to enter water supplieskill
not only fish, but a so harm men.

3. Agriculture: Drinking water sourcesmay bepolluted by fertilizersor pesticides
used inagricultura practice.

Water-related diseases
Water related diseases may beclassified asfollows:

A. Biologica Water-borne Diseases

&
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1. Those caused by the presence of aninfective agent:
a Vird
e Vird hepatitisA
e HepatitisE
* Pdliomyditis
* Rotavirusdiarrhoea- ininfants
b. Bacteria
e Typhoidand
e Paayphoidfever
o badllay
* dysentery Esch.
» coli diarrhoea,
» cholera
a.  Protozod
1. Amoebiass
2. Gladiass
b. Hdminthic
1. Roundworm
2. Threadworm
3. Hydatiddisease
c. Leptospird
v Weilsdisease
2. Thosedue toaguatic host:
a Sl . Schigosomiass
b. Cyclops : Guineaworm, Fishtapeworm.
B. Chemical
Chemical pollutants pollutantsinclude detergent solvents, cyanidesheavy metals,
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minerasand organic acids, nitrogenoussubstances, bleaching agents, dyes, pigments,
sulphides, ammonia, toxic and biocida organic compoundsof greet variety. Chemica
pollutantsmay affect man’sheathnot only directly, but dsoindirectly by accumulating
inaquaticlife(e.g. fish) used ashuman food. The present concern about chemical
pollutantsin water rel atesnot so much asto their acutetoxic effectson human health
asto the possible long- term effects of low level exposure, which are often non-
specific and difficult to detect. Further, some of the new pollutantsare not easily
removed by conventional water treatment or purification processes. In many
developedcountries  where water-born communicable diseaseshavevirtually
disappeared, moreattentionisnow being paid to chemical pollution.

In additionto the above, associated with thefollowing:

a  Denta health: The presenceof fluorideat about Img/litreindrinking water is
known to protect against dental caries, but high levelsof fluoride cause mot-
tling of thedental enamd;

b. Cyanosisin content infant: High nitrate content of water is associated with
methaemoglobinaemia. Thisisarare occurrence but may occur when surface
water from farmland, treated with afertilizer, gain accessto the water

supply.
c. Cardiovascular disease: Hardness of water appearsto have abeneficial effect
againgt cardiovascular disease.

d. Somediseasesaretransmitted because of inadequate use of wafer likeshigello-
s, trachomaand conjunctivitis, ascariasis, scabies.

e. Somediseasesarerelated to the disease carrying insects breeding in or near
water like: maaria, filaria, arboviruses, onchocercias s, African trypanosomia-
gs

PURIFICATION OF WATER

Purification of water isof the greatest importancein community health. It may be
consdered under thefollowing headings:

1. Purification of water onalargescae.

2. Purification of water onasmall scale;
a. Household methodsof purification
b. Dignfectionof wells.

1. Purification of water onalargescae
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The purpose of water treatment isto produce water that is safe and wholesome.
Thecomponentsof atypica water purification system compriseoneor moreof the
following messures

. Storage
[I. Filtration
1. Disnfection
STORAGE

Water isdrawn out from the source andimpounded in natura or artificia reservoirs.
Asaresult of storage, avery consderableamount of purificationtakesplace. This
isnatural purification, and wemay look at it from three pointsof view:

a.

Physical: By merestorage, the quality of water improves. About 90 per cent
of the suspended impurities settle down in 24 hours by gravity. The water
becomesclearer. Thisalowspenetration of light and reduces thework of
the filters.

Chemical: Certain chemicd changesal sotake placeduring storage. Theaero-
bicbacteria oxidize the organic matter present in thewater with the
aid of dissolved oxygen. Asaresult, the content of freeammoniaisreduced
and arisein nitrates occurs.

Biological: A tremendousdrop takesplaceinbacteria count during stor-
age. The pathogenic organismsgradually dieout. Itisfound that whenriver
water isstored thetotal bacterial count drops by asmuch as90 per centinthe
first 5- 7 days. The optimum period of storage of river water isconsidered to
be about 10-14 days.

FILTRATION

Filtration isthe second stage in the purification of water, and quite an important
stage because 98 - 99 per cent of the bacteriaare removed by filtration, apart from
other impurities. Two typesof filterswhich arecommonly used are:

1.
2.

Sow sand or biological filter
Rapid sand or mechanica filter

Slow sand or Biological filter

Theclarified water from the toragetanksis
now admitted into thedow sandfilters. Thefilter bed consistsof from top to bottom.
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1. 1.4 metresof standingwater
2. 1.2 metresof graded sand
3. 0.4metresof graded gravel

Sandisthemain filtering medium. The sand bed hasthickness 1.2 metres. Thesand
is“graded”, which means, the finer sand at the top and the coarser sand at the
bottom. Similarly, thelayer of gravel givessupport tothesand bedisaso graded. At
the bottom of the bed are perforated pipeswhich collect thefiltered water.

Severa mechanismsareinvolved inthe purification of water by thesand filter; these
are(1) mechanica draining (2) sedimentation (3) absorption (4) oxidetion of impurities
and (5) bacterid actiondl playing their part smultaneoudly. But thegreatest partin
water purificationisplayed by the zoogleal layer or vital layer, whichformsat the
top of the sand bed. Thisisadimy or gelatinous layer and consists of numerous
formsof plant and animd life-, i.e., dgae, plankton, diatoms, protozoaand bacteria.
It takes2to 3daysfor thislayer to form onanew sand bed and when fully formed
it even extends 2 to 3 cmsinto the top layer of stand bed. The layer iscalled the
“heart” of thedow sandfilter-. It removesbacteria, and purifieswater to an extent
of over” 98 per cent. Therefore, till thevita layer isformed, thewater filtered by a
new sand bed isrejected

Therateof filtrationindow sandfilter, isabout 96 litersper sg. metresper hour. As
thevitdl layer increasesin thickness, therate of filtration dows down because of
theresistance” offered by thevital layer. Thislosso efficiency over aperiod of days
and weeks is called “loss of head”. When the loss of head reaches 4 feet, it is
uneconomica to continuefurther filtration. At thisstage, thevital layer ispeeled off
along withthetop 2to 3cmsof sand. Thisprocessiscalled “ scraping thefilter” or
cleaning thefilter, whichiscarried out periodicaly whenever thelossof headismore
than 4 feet (1.25 metres) (When the thickness of the sand bed isreduced to about
30t0 40 cmsdueto repeated scraping, the plant isclosed down, and anew bedis
constructed. This is a drawback with the slow sand filter, that the bed needs
recongtruction periodicaly.

Rapid sand or Mechanical filter

Rapid sandfiltersareof 2 kinds- (1) thegravity type' (e.g. Faterson’sfilter) and (2)
thepressuretype (e.g. Candy’sfilter).

Thefollowing stepsareinvolved inthe purification of water by rapid sandfilters:

&
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1. Coagulation: Theraw water isfirst treated with achemical coagulant suchas
alumfor theremoval of turbidity and colour. The dose of dum added varies
from 5to 40 mg. per litre, depending upon theamount of turbidity inthewater.

2. Mixing: After theaddition of aum, thewater 7ssubjectedtoviolent agitationin
amixing chamber for afew minutes. Thishelpsinthethorough mixing of dum
withthewater.

3. Hocculation: Thewater isthen passed into thefl occul ation chamber, whereitis
dowly agitated for about 30minutes. Thisresultsin the formation of copius
thick precipitate of a uminium hydroxide.

4. Sedimentation: Thecoagulatedwater is now ledinto sedimentationtanks,
whereitiskept for 2to 6 hours. The preci pitate of a uminium hydroxide aong
with impurities settlesdown, and the water now looks much clearer in
appearance

5. Filtration: Theclarified water issubjected to rapid sand filtration, which puri-
fieswater to an extent of over 99 percent.

Intherapid sandfilter, just asinthe dow sandfilter, thefiltering mediumissand,
whichrestson abed of gravel. Thefiltered water iscollected by perforated pipes.
Asfiltration proceeds, a dimy layer forms on the sand bed, comparable to the
zoogledl or vital layer inthedow sand filter. Asaresult of filtration thefilter bed
becomedirty dueto accumulation of suspendedimpurities. At thisstage, thefilters
are subjected to awashing processcaled “ back washing.” Thisisdoneby revenging
theflow of water when theimpuritiesare dis odged and removed with wash water.
Theentire process of washing takes about 15 minutes, and thefiltersareready for
use, again. Thisisquiteunlikeasinthe case of dow sandfilter, wherethe entirebed
needsreconstruction.

[11. Disinfection
Inwater workspractice, theterm disinfection issynonymouswith chlorination.
Chlorination

Chlorinationisthefind stepinthe purification of water. It killstheharmful bacteria
Being an oxidizing agent, it oxidizesiron, manganese and hydrogen sulphideand
destroystaste and odour producing compounds.

Ortho-toludine Test

Thisisavery useful test to find out the amount of freeresidua chlorinepresentin
water.

&
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Household purification of water

Themethodsemployed for purification of water onasmal scaesuch asfor domestic
purposeareasfollows:

1. Baling

Boailingisasatisfactory method of purifying water for household purposes. Boiling
for 5to 10 minuteskillsbacteria, spores, cystsand ovaof intestinal parasites. Bailing

also removestemporary hardness by driving off carbon dioxide and precipitating
thecalcium carbonate.

2.Chemicas
(a) Bleachingpowder : For disnfecting weter, bleaching powder (good qudity)
should beused in adosage of 6.8 gm per 1.000 Litre of water Thisamount

givesaconcentration of | mg per litre (1 ppm), which at theend of 1/2k
hour of contact may reduceto 0.2 mg. per litre.

(b) Alum: Alumisnot agermicide. It removesonly turbidity.
(c) Potassum permanganate: It isnot recommended for water disinfection
any longer,

(d) Chlorinetablets: Theseare soldinthemarket under varioustrade names,
e.g“haazone’ tablets. Thesetabletsaregood for disinfecting small quanti-
tiesof water.

3. Domestic filters

Water, tor drinking purposes, can be purified by domesticfilters. Onesuchfilteris
theBerkefddfilter.

DIsinfection of wells

WEellsarebest disinfected by bleaching powder, not by potassium permanganate.
During epidemicsof choleraand gastroenteritis, theneed arisesfor massdisinfection
of wdlls. Thefollowing arethestepsinwell disinfection.

Steps of Well disinfection

1. Measurement of well: Thefirst stepinwell disinfectionismeasurement of the
diameter of thewell, and the depth of thewater in metres. Thisisdonewiththe
help of arope and tape.

2. Amount of water: Thenext step isto calculate theamount of water inthewell

by applyingtheformula



Reference Book [}

a Messure the depth of water column - (h) metre.
b. Measurethe diametre of well (d) metre.

Takethe average of several readings of the above measurements.

3.14xd*x h
—_— X
4

c. Substitutehanddin:Volume (litres) = 1000

d. Remember-one cubic metre= 1000 litres of water.

3. Amount of bleaching powder: 2.5gmof good quality bleaching powder
would be needed for disinfecting 1,000 litres of water. This gives
roughly achlorine concentration of 0.7 mg. per litre. Thisisknownin as
“direct chlorination”. Another method of finding out theamount of bleach-
ing powder required for chlorinationisby the use of “Horrock’ sAppara-
tus’.

4. Mixing of bleaching powder: The bleaching powder to beadded isfirst
placed in abucket, and madeinto athin paste by mixing with alittle quan-
tity of water. Then, morewater isadded with congtant stirring, till the bucket
is nearly three-fourths full of water. The contents are stirred well, and
alowedto sediment for 5to 10 minutes. During thisshort period, the  lime
settles  down.  Thesupernatant clear fluid, which contains
chlorine, istransferred to another bucket, and the lime isthrown
away. (Note: thelime should not be pouredintothewell, asitincreasesthe
hardnessof well water).

5. Addition of bleaching powder solution: Thebucket containingthe
chlorinesolutionisloweredintothewell, and thewell water isagitated by
lowering and drawing up the bucket several times, and at the sametime
going round thewell. During thisprocess the chlorine solution is
delivered into the well, and getsmixedwiththewell water.

6. Contact period: A contact period of 60 minutes should be alowed
after chlorination to ensure destruction of pathogens.

7. Ortho-toludinetest; At theend of onehour, theortho-toludinetest isdone
to detect the presence of freeresidual chlorine.

Wells are best disinfected at night after the day’s draw-off. During epidemics of
cholera, wellsmust be disinfected every day.
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Examination of water

A complete examination of water consistsof thefollowing steps:
1. Sanitary Survey
2. Sampling
3. Laboratory Examination

AIR

Airisthebasisof al formsof life. Air supplieslife saving oxygen, human body is
cooled by air contact, pecial senseof hearing and smell aremediated by air, diseases
aretransmitted through air. Air compaosition ismaintained by wind, sunlight, andrain
&plantlife.

Air pollution: It occurs when excessive concentration of foreign matter in the
amospherewhichisharmful to humanlife. Main sourcesaredomestic, industrid,
automobilesetc. Main hedth effectsare chronic bronchitis, lung cancer, destruction
of plantsand animals, corrosion of metals, damageto buildingsetc. control of air
pollutantsat thepoint of origin, replacement of cod by e ectricity growing vegetation
and plantsinindudtrid area, dtrict legidation can minimizetheeffectsof air pollution.

HOUSING

Housing meansnot merely thephysica structure providing shelter but also necessary
facilities, services, equipmentsand devicesneeded for the physica and mental hedlth
and socia wellbeing of theindividual and family. A house must meet the physical,
psychological, protectiveand hedlth needsof theindividua and family. Theadverse
effectsof poor housing arerespiratory infections(TB, common cold, and bronchitis),
skininfections(scabies, leprosy), home accidentsetc. Standardsof housing are 1)
must belocated inahedthy locality, away from nuisance such asdust, smoke, smell
and noiseand in pleasing surrounding 2)For proper lighting and ventilation there
should be open space all around the house 3) The walls of the house should be
reasonably strong and unsuitablefor harbourage of ratsand vermin. Thefloor of the
house must have ahard surface and can be easily washed and kept clean and dry

VENTILATION

Ventilation may be defined asexchange of air between outdoorsand indoors. It also
impliescontrol of air temperature, humidity, velocity and purity; thisiswhat we
mean by air conditioning

&
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Types

1.
2.

Naturd ventilation
Mechanica or artificia ventilation
1. Naturd ventilation

Thisisbrought about by certain forceswhich operatein naturelikewind, diffusion
andinequality of temperature. It isbrought about in tropicschiefly through doors
and windows (crossventilation)

2. Artificd ventilation

Thismay bethefollowing types

1.

Exhaust ventilation: Inthissystemair isextracted to the outs de by exhaust fans
driven by eectricity whichisgenerally providedinlargehalsand auditoriafor
removal of vitiated air. Asair isexhausted, avaccumiscreated which induces
freshair to enter the room through windows, doorsand other inlets.

Plenumventilation: Inthissystem, freshair isblowninto theroom by centrifugd
fansso asto create apositive pressure, and displacethevitiated air. Thisisof
limited utility.

Balanced ventilation: Thisis acombination of exhaust and plenum systems of
ventilation. Theblowing fan must balance the exhaust fan.

3.

Air conditioning: Air conditioning isdefined as* the s multaneous control of all,
or atleast thefirst three of thosefactors (temperature, humidity, air movement,
digtribution, dust, bacteriaand toxic gases) affecting both the physica and chemi-
cal conditionsof the atmospherewithin any confined space or room. Excess
humidity isremoved and theair iscirculated back into the room after heating or
coolingit, to bring room temperatureto required comfort zone.

NOISE

Noise may bedefined as“wrong soundinwrong place at thewrong time”. Theunit
of noiseisdecibel. Therecommended maximum noiselevel is85 decibd.

Sources of noise

1.

Domestic sources eg.TV sets, Transistors

2. Automobilecentresandrallways

3.

Factoriesand industries
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4. Aircraft

5. Recreationd noiseof loudspeakerswith full volumeduring festivities particu-
larly at night.

Effectsof noise
1. Dedafness 4. Disturbanceto deep

2. Interferencewithspeech 5.Accidentsinindustries
3. Inabilitytoconcentrate  6.physiological changesinbody (risein BP)
Control of Noise

1. Careful planning of citieseg. Housefrontsshould lie not lessthan 15 meters
from theroad and theintervening space should bethickly planted with trees
and bushes

2. Control of vehicleseg. Heavy vehiclesshould not berouted into narrow stret,
indiscriminate blowing of the horn and use of pressure horn should be prohib-
ited.

3. Control of transmission eg. use of sound absorbing materialsin buildings
Control at source eg. enclosure of noise source

5. Protection of exposed persons eg.use of ear plugs, ear mask etc ,periodic
audiogram check up

6. Legidationeg. Inmost countriestherearelawsdealing with noisecontrol.

7. Publiceducationto highlight theimportance of noiseasacommunity hazard.
Lighting

Good lightingisessential for proper vision. Therequirementsof good lighting are
sufficiency (sufficient to dointended work without eye strain) distribution (must be
uniform over thewhol efield) absence of glare(glareisexcessvebrightness. Itisan
important cause of road accidents) absence of sharp shadows (shadowsinterfere

withvision) steadiness(sourceof light should be constant) and colour (if intengity is
adequate colour isnot important.

Lighting measured intermsof foot candle. Itistheintensity of light wedriveat a
point placed at adistance onefoot from alight source of astandard candle power.

Natural lighting: is mainly derived from the sky, and partly by reflection. In
planning for natural lighting following factors must be considered

&
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Thebuilding must facenorth and south for uniform lighting
Obstructionsnear the building should beremoved
Thewindows should be properly planned

A w D P

Interior of the room should recieve attention (avoid too many curtains, for
better reflection of light the ceiling should bewhite.

Artificid lighting: itisderived fromtwo main sources.
1. Electricbulbs 2. Tubelights
FOOD HYGIENE

Food is a potential source of infection. Food hygiene means hygiene in the
production, handling, distribution and serving of al typesof food.

Milk Hygiene

Milk isanimportant vehiclefor thetransmission of diseaseagent. Milk born diseases
aretransmit directly (bovinetuberculosis, anthrax, streptococcal infection etc) or
indirectly (typhoid, dysentery, cholera, diphtheriavird hepatitis)

Bailingof milk
Ancient method. Disadvantagesare boiling killsuseful lactic acid bacteria, destroys
vitamin B and C and enzymes, proteinsare coagul ated

Pesteurization : Itisthe smplest, safest and the cheapest method of rendering milk
sdafe

Thehesting of milk to such temperaturesand for such periodsof timesasarerequired
to destroy any pathogensthat may be present by causing minimal changesinthe
composition, flavour and nutritivevaue (WHO).

Advantages
1. Itdestroysonly theharmful pathogenicbacteria
2. Vitaminsarenot destroyed
3. Itcausesonly minimal changesinthe protein and sugar
Methods
a) Holder method
b) HTST method
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©) UHT method

Phosphatase test
Thistestisusedto find out if the milk has been properly pasteurized or not
Meat Hygiene

Meat can beasourceof infectionif itisbad or unwholesome. Signsof good meat
are- it should not be pale pink or deep purple, it should befirm and elasticto touch
and order should be agreeable. Meat born diseases are Tinea solium, anthrax,
tubercul osis, food poisoning, actinomycosis.

Meat inspection

The animalsto be daughtered arefirst examined by qualified vetenary surgeon.
(antemortum examination) to excludediseaseand Sck animal . A second examination
iscarried out soon after daughter (postmartum examination) to excludediseaselike
infection of liver andlungs, hydatidos's, cysticercusbovis, tuberculosisetc

Fish

Signsof freshfishareit must bein astate of stiffness, the gillsmust be bright, the

eyesmust be clear and prominent

Eggs

Freshness of eggs may betested by
A) Candling - When astrong light isprojected the egg must appear transparent
B) Floatingin salinewater - fresh egg sink in 10% salt solution

Food born diseases

A disease, common usualy either infectiousor toxicin nature, caused by agentsthat
enter the body through theingestion of food.

a) Foodbornintoxication

1) Duetonaturaly occurringtoxin: eg: Lathyrism

2) Duetotoxin produced by certain bacteria: eg: Botulism

3) Duetotoxin produced by certainfungi : eg: Aflatoxim

4) Foodbornchemica poisoning : eg: Heavy metas( mercury usualy infish)
b) Foodborninfectious

1) Bacterial disease: eg: Typhoid
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2) Vird disesse: eg: Vird hepatitis, gastro enteritis
3) Paradite: eg: Amoebiasis
Sanitation of eating places

Thefollowing minimum standards have been suggested for restaurant and eating
housesin Indiaunder themodel public health act

1) Location: It shall not be near any accumulation of filth, opendrain, manual
pitsand other sources of nuisance

2)  Hoor : 1t should be higher than the adjoining land made with impervious mate-
rial and easy to keep clean

3) Room: Shal not belessthan 100sg.feet and provide accommodation for a
maximum of 10 persons

4) Kitchen: Floor to beimpervious smooth non dippery and easy to keep clean
, doorsand windows should berat proof , fly proof and self closing type

5) Separate room should be provided for cooked food

6) Perishable and non perishable article should be kept separately in rat proof
and vermin proof space

7)  Furniture should bereasonably strong and easy to keep clean and dry

8) Refuseshouldbecollectedincovered, imperviousbinsand disposed off twice
aday

9) Hereshould beanindependent , adequate, continuous and safewater supply

10) Washingfacility : cleaning of utensilsand crockery to bedonein hot water and
followed by disinfect

DISPOSAL OF WASTE
Refuse disposal

Refuseisdiscarded waste matter. Accumulation of refusein man’senvironmentisa
health hazard because 1) refuse decomposesand favoursfly breeding 2) it attracts
rat and vermin 3) possibility of water and soil pollution 4) pathogenic organismsmay
transmit from refuse to man’sfood through flies and dust 5) Presence unsightly
appearance and are a nuisance from bad odour

Methods of refuse disposal
a Incinerationor Burning: itisthemethod of choicewheresuitablelandisnot

available. Hospitd refuseisbest disposed of by incineration
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b) Dumping: Refusedumpinlow lineareamainly asan easy method of disposal
of dry method. Dueto bacterial action refuse decreases considerably invol-
umeand isconverted gradually into humus.

c) Controlledtipping or sanitary land fill: It isthe most satisfactory method of
refusedisposa wheresuitablelandisavailable. It differsfrom ordinary dump-
ing in that materia is placed in atrench or other prepared area adequately
compact and covered earth at the end of theworking day. In modified sanitary
land fill the compaction and covering are accomplish once or twicein aweek.

d) Composting: Itisaprocessof nature where by organic matter breaks down
under bacteria actionresulting intheformation of humuslike material called
compost.

€) Manurepits: The problem of refusedisposal in rural areas can be solved by
digging, manure pitsby theindividua house holdersand covered with earth
after each waste dumping. Two such pitswill be needed, when oneisclosed
other onewill beuse. Thismethod iseffectiveand relatively smpleinrura
aress.

f)  Burid: Thismethod issuitablefor small camps. At the end of each day the
refuseiscovered with earth.

Excreta disposal

Human excretaareasourceof infection. Soit must be properly removed and disposed
inahygienic manner. Themain health hazards are soil pollution, water pollution,
contamination of food and fly breeding. Thedisease associated withimproper excreta
disoosa aretyphoid and paratyphoid fever, diarrhoeaand dysentery, worminfestation,
cholera, vira hepatitisetc

Methods of excretadisposal
1) Rurd areas
a) Servicetypeof latrine ( bucket latrine)

b) Non servicetype ( sanitary latrineeg : bore holelatrine, dug well, water
sed typeof latrine, septictank, shallow trenchlatrine, degp trench latrine)

2) Sewered areas(water carriage systems and sewage treatment
Sanitary latrine
Sanitary latrineis one in which excreta should not pollute the ground or surface
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water, soil, faeces should not be exposed to flies, rodentsand animalsand excreta
should not create public nuisance

Water sedl latrine (PRAI typeand RCA type)

Septic Tank

Septictank isasanitary installation for purification of human excreta
Control of mosquitoes, flies, rodents.

Of the numerous arthropods some of them cause diseases. Medica entomology is
thestudy of arthropods. Arthropodsof medical importance are mosguitoes, housefly,
human louse, rat fleas, ticks, mitesand cyclops.

Mosquitoes

Maintypesof MosquitoesareAnophdes(mdaria), Culex (filaria, encephditis, Aedes
(yellow fever, denguefever, haemorrhagicfever) and Mansonods (filaria)

Control of mosqguitoes

a) Antilarval measures(elimination of breeding places, application of oil , paries
green, useof syntheticinsecticide and biological control)

b) Anti adult measures (useof residua insecticides)

c) Useof persona protective measures (use of mosquito net, bat, application of
oil over thebody, environmenta hygiene)

House fly

Housefly isthe commonest and most familiar of all insectsand isregarded asan
index of insanitation. Housefly mainly transmit diseasesthrough vomitus, defecation
and mechanically. Mainfly born diseasesare diarrhoea, dysentery, cholera, typhoid,
conjunctivitis, trachomaand amoebiasis

Fly control measures

a Improvement of environmenta sanitation(stop openair defecation, disposd
of human and animal excretain sanitary manner, proper storage of garbage
and kitchenwasteand itssafe disposal ,general improvement of sanitation

b) Useof insecticides, fly papers

c) Protectionagainst flies( screening of house, hospital, fish and meat mar-
ket)

d) Hedtheducationtothepublic
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Itch mite

Itch mite (sarcoptes scabiei ) Itch miteisasmall arthropod which breedsin the
human skin and causes scabies. Scabiesisafamiliar disease; it'scharacterized by
terribleitching which isworse at night. Scabiesis best controlled by treating all
membersby treating dl membersof thefamily

RODENTS

Rodentstransmitsdiseasedirectly throughrat bites(rat bitefever), contamination of
food or water (leptospirosis salmonellosis) and some through rat fleas (plague,

typhus)
Rodent control measures
a) Trapping
b) Useof rat poison
c) Fumigaion
d) Improvement of environmental sanitation(proper storage of food stuffs,

proper collection and disposal of garbage, construction of rat proof buiding
elimination of rat burrowsby blocking them with concrete

Practical Activities
1. Preparation of chart on Environmentd Hygiene

Hedthtak on Environmenta Hygiene
Preparation of Modd of Sanitary Well
Chlorination of well

Hedlthtalk onfood hygiene
FeldVigttowater purification plant
Field vistto restaurant

N o gk~ 0D

8. Fedvigttomilk processing plant
Assessment Activities
1 Reportof visittowater treatment plant

2 Preparation of flowchart on purification of water
3 Preparation of aposter onfood hygiene
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Report of visit to arestaurant
Report of visttomilk processing plant
Preparation abooklet on waste disposal

Assignment on control of mosquitoes, fliesand rodents

Questions

1
2.
3.

Eyesarethewindowsof learning. Explainthe care of eyes.
An example of aCommon dental problemis

Scienceof hedth, whichincludesdl thefactorscontributing to the hedthful
livingiscaled

A sanitary well isintended to supply safe and wholesomewater. Describe
thecriteriafor the construction of sanitary wells.

The purpose of water trestment isto producewater that issafe and whole-
some. Explainthe stepsinvolved inthe purification of water by rapid sand
filter
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UNIT NO: 4.3 : NUTRITION

Introduction

Food providesthe energy and nutrientsyou need to be healthy. Nutrientsinclude
proteins, carbohydrates, fats, vitamins, mineras, and water. Healthy eatingisnot
hard. Thekey isto eat avariety of foods, including vegetables, fruits, and whole-
grain products, eat lean mests, poultry, fish, beans, and low-fat dairy products,
drink lotsof water and limit salt, sugar, alcohol, saturated fat, and transfat in your
diet. Nutritionisconcerned primarily with the part played by nutrientsin body growth,
development and maintenance.

Learning Outcomes

TheLearner:

*  Dédiinenutrition

* Rdatesnutritionand hedth

»  Explainsthefunctionsof food

*  Enlistthefoodtypes

»  Describesabout the constituents of food

*  Explainsthebalanced diet

*  Describethenutritiona problems

»  Describesthecommunity nutritiona programmes

Nutrition

Nutrition may be defined asthe science of food and itsrelationship to hedlth.

Theword nutrient or food factor is used for specific dietary constituents such as
proteins, vitaminsand minerals.

Dieteticsthe practical application of theprinciplesof nutrition; itincludesthe planning
of mealsfor thewell and thesick.

Good nutrition means maintaining anutritional statusthat enablesusto grow well
and enjoy good hedlth.

Relation of nutrition to health
Good nutritionisabasic component of health. Thereation of nutrition to health may

be seen from thefollowing view points:
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1. Growthand development

Good nutritionisessential for the attainment of normal growth and devel opment.
Not only physical growth and development, but a so theintellectual development,
learning and behaviour areaffected by manutrition.

2. Specificdeficiency
Manutritionisdirectly responsiblefor certain specific nutritiona deficiency diseeses.
The commonly reported onesin Indiaare kwashiorkor, marasmus, blindnessdueto
vitamin A deficiency, anaemia, beriberi, goitre, etc. Good nutrition thereforeis

essentid for the prevention of specific nutritiona deficiency diseasesand promotion
of hedlth.

3. Resistance to infection

Malnutrition predisposesto infectionsliketuberculosis. It dsoinfluencesthecourse
and out-comeof many aclinica disorder. Infection, inturn, may aggravatemanutrition
by affecting thefood intake, absorption and metabolism.

4. Mortaity and morbidity

Theindirect effectsof malnutrition onthecommunity areeven morestriking - ahigh
genera death rate, high infant mortality rate, high sickness rate and a lower
Expectationof life. Over-nutrition, whichisanother formof malnutrition, isresponsible
for obesity, diabetes, hypertension, cardiovascular and renal disease, disorders of
theliver and gdl bladder.

Functions of food
Themainfunctionsof food are:-
1. Provisonof energy
2. Body buildingandrepair
3. Maintenanceand regulation of tissuefunctions.
Classification of foods
Therearemany waysof classifying foods:
1. Classificationby origin
1. Foodsof anima origin
2. Foodsof vegetableorigin
2. Classfication by chemica composition
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Proteins

Fats

Carbohydrates

Vitamins

Minerds

3. Classficationby predominant function

1. Body-buildingfoods, e.g., milk, meat, poultry, fish, eggs, pulses, ground-
Nuts, etc.

2. Energy-givingfoods, e.g., ceredls, sugars, rootsand tubers, fatsand oils.
3. Protectivefoods, e.g., vegetables, fruits, milk.

4. Classficationby nutritivevaue

Ceredsand millets

Pulses(legumes)

Vegetables

Nutsand oilseeds

Fruits

Anima goods

Fatsand oils

Sugar andjiggery

. Condimentsand spices

10. Miscellaneousfoods

Constituents of Food

Condtituentsof food are Proteins, fat, carbohydrates, Vitamins, Mineralsand water
Proteins
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Proteinsare composed of carbon, hydrogen, oxygen, nitrogen and sulphur invarying
amounts. Proteinsare made up of Smpler substances, caled amino acids. Theseare
thebuilding blocksof protein.

Some 22 amino acids are stated to be needed by the human body, out of which
eightarecalled” essentid”. Theessential amino acidsare: (1) 1soleucine(2) leucine
(3) lysine (4) methionine (5) phenylalanine (6) threonine (7) tryptophane; and (8)
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valine. Thesearecalled “essential” because the body cannot synthesizethemin
sufficient quantity, and thereforethey must be obtained from thefood we est.

Functions
Proteins are needed by the body: -

1. Forgrowthanddevelopment: They furnishthebuilding materid, i.etheammo
acidsfromwhichthebody proteinsare synthesized.

2. Forrepair of body tissuesand their maintenance: It has been shown that the
body proteinsare constantly being broken down; they haveto bereplaced for
which fresh proteinintakeisrequired.

3.  Forsynthesisof antibodies, enzymesand hormones: Antibodies, enzymesand
hormones contain protein. The body requiresprotein to producethem.

Proteins can a so furnish energy to the body, but generally the body dependsfor its
energy on carbohydratesand fatsrather than proteins.

Sources
Therearetwo main dietary sourcesof protein: -
(1) Animal sources: milk, eggs, mest, fish, etc.
(2) Plant sources: Pulses, ceredls, nuts, etc.
Effects of protein deficiency
Theeffectsof protein deficiency may be summarized asbelow
During pregnancy: still birth, low birthweight, anaemia.

Infancy and early childhood: Marasmus, kwashiorkor, mental retardation, stunted
growth and devel opment

Adults : Loss of weight, underweight, poor musculature, anaemia, increased
susceptibility to infection, frequent loose stools, general |ethargy, incapacity to
sustainedwork, delay in wound healing,

Cirrhosisof liver, oedemaascitisetc.
FATS

Fatsare composed of carbon hydrogen, and oxygen. They arecomposed of smaller
units, called fatty acids. Somefatssuch asgroundnut oil, gingery oil areliquid at
room temperature; somefatssuch- asgheeand butter are solid a room temperature.
Fatsare again classfied into saturated arid unsaturated fats. In generd, animal fats
are“ saturated” fats, vegetableoilsandfats are unsaturated” fats. Current researches
indicatethat excessiveintake of saturated fats(i.e., animal fats) isharmful tothe




[l BASIC NURSING AND PALLIATIVE CARE

body.
Functions
Fatsservethefollowing functions

1. Dietary fat is a concentrated sourceof energy. Onegram of fat supplies9
caoriesof energy.

Fatsare carriersof fat-solublevitamins, e.g., vitaminsA, D, Eand K
Dietary fat supplies” essentia fatty acids’.
Thefat layer below the skin playsan important rolein maintaining our body
temperature.

5. Fatsprovidesupport for many organsinthebody such asheart, kidney, intes-
tineetc.

6. Foodscontaining fatsaretasty.

Sources

Dietary fatsare derived from two main sources - animal and vegetable sources.

1. Anima sources. These are ghee, butter, fat of meat, fishoils, etc.

2. Vegetablesources. Thesearevariousvegetableoilssuch asgroundnut, gingely,
mustard, cottonseed safflower (kardi) and coconut ail.

Fat requirements

In developed countries, dietary fatsprovide 30 to 40 per cent of total energy intake.
The WHO Expert committee on Prevention of Coronary Heart Disease has
recommended only 20to 30 per cent of total dietary energy to be provided by fats.
Atleast 50 per cent of fat intake should consist of vegetableoilsrichin essentid fatty
acids. Thelndian Council of Medical Research (1981) hasrecommended adaily
intake of not morethan 20 per cent of total energy intaketo be provided by fats.

Fats and disease:

Excessive consumption of fats results in obesity, and diseases of blood vessels
(atherosclerosis). Thereishigh blood cholesterol whichisdeposited as plaquesin
thearterid walls; thispredigposesto coronary artery disease. Deficiency of essentid
fatty acidsisassociated with, rough anddry skin or toad skinphrenoderma.
Theskinislustreless, and isstudded with horny follicles.

Carbohydrates
Carbohydratesare composed of carbon, hydrogen and oxygen. They arethe chegpest
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sources of energy. Indian diets are characterised by excessive amounts of
carbohydrate, providing as much as 90 per cent of therequired calories. Inbalanced
diets, carbohydrates provide not more than 50 to 60 per cent of total calories.

Sources
There arethreemain sources of carbohydrate:
Sarches: Thesearepresent in cereals(rice, wheat); rootsand  tubers (potatoes).

Sugars. (d) Monosaccharides: glucose, fructose, galactose. (b) Disaccharides:
Sucrose, lactose, maltose.

Cédlulose: Thisisthetoughfibrouslining foundinvegetables, fruits, cered, etc. It
ishard to digest and has no nutritive value. However, cellulose acts asroughage
and preventsconstipation.

VITAMINS

Vitaminsare complex chemical substances. They arerequired by thebody invery
small amounts. They do not yield energy likefatsor carbohydrates. They arevita
for the very survival of man because they take part as catalysts in various body
processes. They protect thebody against ill health, infection and disease.

Some 13 vitamins are stated to be needed by the body. Since the body cannot
manufacturevitamins (at least in sufficient quantity), they must be supplied through
the diet. A well-balanced diet, in most instances, meetsthe daily requirement of
vitaminsneeded by the bodly.

Classification
Vitaminsareclassified into two broad groups as bel ow:
(1) Fat SolubleVitamins:
A) VitaminA or retinol
B) Vitamin D
C) Vitamin E
D) Vitamin K
(20 Water Soluble Vitamins:
a Thiamine(VitaminB,)
b) Riboflavin(VitaninB,)
¢) Nicotinicacid
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d) Pyridoxine(VitaminB))

€) Pantothenicacid

f) Folicacid

g VitaminB,

h) Ascorbicacid (VitaminC)
MINERALS

Thebody containsabout 24 minerals, al of which must be obtained from thefoods
weeat. Many of thesearewidely distributed in foodstuffs so that awell-balanced
diet will supply themintheamountsneeded by the body. Minerasmay beclassified
into 2 broad groups:

Major mineras. Theseare ca cium, phosphorus, sodium, etc.

Trace-elements. Thesearerequired in micro quantities, e.g. iodine, fluorine, zinc,
cobalt, etc.

Functions

Formation of hard structur es: Certain mineras, such asca cium, phosphorusand
magnesium arerequired for theformation of hard structures, e.g., bonesand teeth.

Physiological role: Somemineralsarefoundin body fluidsand play aphysiological
roleand maintain osmotic pressure.

Specification: Somearerequired for aspecific purpose, for example, ironisrequired
for blood formation.

WATER

Water is a basic human requirement. More than 60 per cent of the human body
weightisdueto water.

Distribution

Water isdistributed in 3 compartments:
1. Intercellular fluid — this account for about 50 per cent of body

weight.

2. Interdtitia fluid - thisaccountsfor about 15 per cent of body weight, and
3. Blood - thisaccountsfor about 5 per cent.

Sources

Thehuman body deriveswater from two main sources- drinking water and food.

&
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A small quantity of water (about 800 ml) isformedinthetissueasa result of
metabolism.

Functions

1. Waterisanessentia congtituent of many vital body fluids, e.g., blood, lymph.
CSF.

Itassists in the regulation of body temperature.
It helpsinthetransport of nutrients within the body.
It isimportantinbuilding and repair of body tissues.
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[tisutilized in many body processes, e.g., digestion, absorption and dimination
of body wastes. Besidesthese, water isneeded for bathing, washing and vari-
ousother activities.

Balanced diet

A good or adequate diet is known as balanced diet. A balanced diet yields daily
nutrientsin proper amount and proportion required by the body. A balanced diet
must supply enough nutrientsto thebody for deriving energy and must supply protein
for building uptissuein various parts of the body.

A balanced diet means getting the right types and amounts of foods and drinksto
supply nutrition and energy for maintaining body cells, tissues, and organs, and for
supporting norma growth and development.

A balanced diet provided quantitatively aswell asqualitatively adequate amount of
all the nutrientsfor maintenance of good health and efficiency. Inabaanced diet,
nearly 60 —70% of thetotal caloriesisderived from carbohydrates, 15-20% from
lipids and 1010-15% from proteins. A balanced diet should be rich in Poly
Unsaturated Fatty Acid (PUFA) and low in cholesterol. Thediet should have variety
of itemsfrom different sources: greenleafy vegetables, fruitsand fresh foodsshould
beincluded liberally to meet therequirementsof vitaminsand minerals.

Nutritional problems

1. Lowbirthweight
Proteinenergy manutrition
Xerophthamia
Nutritional Anemia
lodinedeficiency disorders

o~ WD
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6. Endemicfluorogs
7. Lahyrigm
Community nutrition programmes
1. VitaminA Prophylaxisprogramme

Under the programmefor prophylaxisagainst blindnessin children caused dueto
vitamin adeficiency every child hasbeen provided prophylaxisagainst vitamin A
deficiency intheform of oral 9 dosesstarting at 9 monthswith meadesasfirst dose
(1lac1U), then at 15 monthsasecond dose (2lac 1U), then every six months (2lac
[U) till the age of 5 years. These doses are administered by Anganawadi workers
under the supervision of ANM. The program has been implemented through RCH
program.
2. Prophylaxisagaing nutritional anaemia

The programmewaslaunchedin 1970to prevent nutritiona anaemiain mothersand
children. Under this programme, the expected and nursing mothers as well as
acceptorsof family planning aregiven onetablet of iron and folic acid containing 60
mg elementary iron which wasraised to 100 mg e ementary iron, however folicacid
content remained same (0.5 mg of folic acid) and childrenin theage group of 1-5
yearsaregiven onetablet of iron containing 20 mg elementary iron (60 mg of ferrous
sulphate and 0.1 mg of folic acid) daily for aperiod of 100 days.

3. Control of iodinedeficiency disorders

Thenationa goitre control programmewaslaunched by the government of Indiain
1962 in conventiona goitre belt in the Himalayan region with the objective of
identification of thegoitreendemicareasto supply iodized sdt inthe place of common
salt and to assesstheimpact of goitre control measuresover aperiod of time.

Later amgjor nationa programmetheidodine deficiency disase control programme
waslaunched in 1986 with the objectiveto replace the entire edible salt by iodide
it

4. Specid nutrition programme
The programmewaslaunched inthe country in 1970-71. It provides supplementary
feeding of about 300 caloriesand 10 grams of protein to preschool children and
about 500 caoriesand 25 grams of protein to expectant and nursing mothersfor six

daysaweek. This programme was operated under Minimum Need Programme.
Theprogrammewastaken upin rura areasinhibited predominantly by lower socio-

&2
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economic groupsintribal and urban dums. Fund for nutrition component of ICDS
programmeistaken from the SNP budget.

5. Bawadi nutrition programmes

Fund for the supplementary feeding of Balwadi Nutrition programmeisgiven by the
Central Government whichwaslaunchedin 1970-71 through voluntary organisations.
It provides 300 caloriesand 10 grams of protein per child (3-5 years) per day for
270 daysayear

6. ICDSprogramme

Thelntegrated Child Devel opment Services (ICDS) Schemewasconceivedin 1975
withanintegrated delivery packageof early childhood servicessothat their synergistic
effect can betaken full advantage of. The Scheme aimstoimprovethe nutritional
and hedlth gatusof vulnerablegroupsincluding pre-school children, pregnant women
and nursing mothersthrough providing apackageof servicesincuding supplementary
nutrition, pre-school education, immunization, health check-up, referra servicesand
nutrition & heelth education. Inaddition, the Scheme envisageseffective convergence
of inter-sectora servicesintheanganwadi centres.

7. Midday medl programme

Themid day mea programme (MDMP) isa so known as School [unch programme.
Thisprogrammeisoperationd snce 1961 throughout the country. Themajor objective
of the programme isto attract more children for admission to schools and retain
them so that literacy improvement of children could be brought about.

8. Midday medal scheme

With aview to enhancing enrollment, retention and attendance and s multaneoudy
improving nutritiona levelsamong children, theNational Programmeof Nutritional
Support to Primary Education (NP-NSPE) waslaunched asaCentrally Sponsored
Schemeon 15th August 1995, initially in 2408 blocksinthe country. By theyear
1997-98 the NP-NSPE wasintroduced in all blocksof the country. It wasfurther
extended in 2002 to cover not only childrenin classesl-V of government, government
aided and local body schools, but a so children studying in EGSand Al E centres
(Education Guarantee Scheme and Alternative and | nnovative Education). Central
Assistance under the scheme consisted of free supply of food grains @ 100 grams
per child per school day, and subsidy for transportation of food grains up to a
maximum of Rs.50 per quintd.

In September 2004 the scheme wasrevised to provide cooked mid day meal with
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300 calories and 8-12 grams of protein to all children studyingin classes|-V in
Government and aided schoolsand EGS/AIE centers.

Practicals Activities

1
2.
3.
4.

Preparation of modd of nutrition plate
Preparation of model of Food Pyramid
Hedlth talk on balanced diet

Preparation of poster on nutritional problems

Assessment Activities

TE

1)
2)
3
4)
5)
6)

Exhibition on different typesof food

Picture album on constituents of food and its sources
Preparation of afood pyramid/food plate

Health talk on balanced diet

Poster preparation of nutritional problems

Seminar on community nutritiona programmes

Questions

Vitaminsare complex chemical substancesby thebody invery smal amounts.

a
b.

Enligt fat solublevitamins

Disease caused by deficiency of VitaminA

Good nutritionisabasi c component of health.

a
b.

Deficiency of Vitamin C causes

Definenutrition
Explaintherel ation between nutrition and hedth.
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UNIT : 4.4

COMMUNICABLE AND NON COMMUNICABLE
DISEASES

Introduction

A diseaseisany abnormal condition that causesadisruptioninthefunctionsof a
body tissue, organ, or entire organism. Diseasesarerecognized by aspecific set of
symptoms. Think about the diseases you know: a cold, the flu, meadles, cancer,
stroke, or diabetes, just to nameafew. Thesediseasesall disrupt thebody invery
characteristic ways. Now think about what causesthese conditions. viruses, bacteria,
fungi, smoking, genetic defects, etc. Thereare countlessdiseases, eachwithitsown
unique and characteristic cause. But why canyou ‘ catch’ some diseases but not
others? Thisisdueto the two different types of disease: communicable and non
communicable. Communicable diseases are spread from person to person or
fromanimal to person. The spread or transfer can happen through theair, through
contact with contaminated surfaces, or through direct contact with blood, faeces, or
other bodily fluids. Non communicable diseasesare medical conditionsthat are not
infectious and cannot be passed from one person or animal to another.
Learning out comes
TheLearner:
»  Describesthe prevention and control of infectiousdiseases
»  Describethe prevention and control of non communicablediseases
*  Destribesthemental hedlth
»  Describesthevariousaspectsof alcoholism and drug dependence
e pendence
Communicable Diseases
a) Bacterial

1. Diphtheria

Diphtheriaisahighly infectiousdisease. Thisis produced by Corynebacterium
diphtheriae. Thesebacteriaremainin throat and produce powerful exotoxinswhich
affect heart and nervous system. Diseaseusually attacksnose, throat and tonsils.

Epidemiological Factors
»  Carierof thisdisease may beold or new patient. Diseaseistransmitted through

the secretions of patient’ snoseand throat and infected materials.
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*  Diseasecommonly occursinchildrenof 1- 5years.

»  Disease spreadseasily dueto housing problems, dirt, cold weather and over-
crowding.

» At present, diphtheriaspreads asan epidemic in underdevel oped and devel -
oping countrieswhere vaccination against diphtheriaisnot done properly.

Incubation Period: 7-14 days

Clinical Manifestations

Diphtheriaaffectstonsils, noseandthroat. It ischaracterised by throat pain, difficulty
inswalowing, restlessnessandfever. A paichisfound onthetonsll. Itiswhiteinthe
beginning but turnspurplelater and it becomesdifficult toremoveit. Lymph glands
around neck areenlarged. Breething difficulty, hoarsenessof voiceand severeirritating
cough (croupy cough) can occur. Infection may spread into the respiratory tract
and produce serious conditions.

Diagnostic Tests

Diphtheriacan be diagnosed by signsand symptoms, observation of noseand throat
and laboratory examination of nose and throat secretions. Resistance or non-
resistanceto the disease can be detected by Schick Test.

Management

* Thedisease should be detected as early as possibleand 10,000 to 80,000
[U diphtherium antitoxin should beadministered. Thiscanbegivenintra-
muscularly or intravenoudy.

e Thepatient should beimmediately isolated.
» Keep specia watch on contacts.

Activevaccination isneeded for protection against disease; hence children can be
protected by vaccination.

Control of Diphtheria

1. Casesand control
a. Early detection
b. Isolatioon

2. Contacts—a. primary immunisation or booster dose was received within 2
years, no further action needed b. primary immunisation or booster dosewas
received before 2 years, only abooster dose of diphtheriatoxoid need to be
given c. nonimmunised close contact should receive prophylactic pencillinor

&
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erythromyain.
3. Community - Activeimmunisationwith diphtheriatoxoid.
2. Whooping Cough/Pertussis

Thisishighly infectiousdiseasefound among children. It producesattack of aspecid
typeof cough, which endsin aspecia voice (whoop) and associ ated with long noisy
inspiration. Thisdiseaseiscaused by Bordetellapertussisbacilli.

Epidemiological Factors
1. Thisdiseasespreadslikean endemicintheworld.

2. Diseasecommonly occursininfantsand small children. Morethan half of the
patientsare children (Non - vaccinated) of two yearsage.

3. Oneattack of the disease produces sufficient resistance.

Thisdisease occursdueto direct droplet infections. Clothesor other materials
polluted by respiratory secretionstransmit thediseaseindirectly.

5. Thisdisease spreadsin winter and more common inlower economic group.

6. Becauseof vaccination, theattack of thisdisease hasreduced remarkably and
mortality also hascomedown.

Incubation Period: 7to 14 days
Clinical Manifestations

Whooping cough hasthree successive stages, each of whichisnearly of 2 weeks,
Thelr dgnsareasfollowing:

First or catarrhal stage: Sneezing, watering from eyesand nose, mild fever, loss
of appetite, hacking and nocturnal cough arefound inthisstage.

Second or paroxysmal stage: Inthisstage, bouts (attacks) of cough occur and
each bout endsin a specific inspirational noise resembling kho-kho. Because of
mucous blockage vomiting might occur. With coughthechild’ sfaceturnsred.

Tertiary or convalescent stage: Boutsof cough and vomiting becomeslessduring
thisperiod. But for months, even ordinary respiratory infection can bring about
bouts of cough.

Diagnostic Test

Thedisease can beidentified with thetypica typesof cough and by examining nose
or throat swabs. Sputum culture can show the growth of organism B pertussis.
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Management

*  Admitthepatientinthehospital. Provideantibiotics, medicinesfor cough, oxy-
gentreatment, plenty of fluidsand nourishment.

*  Provideisolation (Respiratory type)

*  Providequiet environment that will not accel erate cough.

Provideactive protection by vaccination according to the |mmunization schedule.

Control of Whooping Cough

1. Caseand contacts
) Cases—early diagnosis, isolation and treatment

i) Contacts—a. infantsand children kept away from cases. b. Prophylactic
antibiotic for known contacts

2. Activeimmunisation

Thevaccineisusualy administeredinthenationd childhoodimmunisation programme
ascombined DPT or pentavaent vaccine.

3. Tetanus

Tetanusisan acute and seriousinfectious diseasewhichis caused by Clostridium
tetani. Thisdiseaseismorecommonindeveloping countries. Becauseof thehardness
of muscles of neck and face and difficulty in opening the mouth, it isalso called
Lockjaw. Tetanusoccurringinnewborniscalled tetanus neonatorum.

Epidemiological Factors

When tetanusoccursin unvaccinated persons, 60% of patientsdie. Smilarly newborn
infants attacked by tetanus have higher mortality rate.

a. Thediseaseistransmitted when cuts, wounds, surgical incision, delivery,
menstrud flow, running ears, burnsetc. comein contact with contaminated
materias(clothes, dressing, instrumentsetc.) and through them clogtridium
tetani entersthe body.

b. Sail, dust, cow dung and dirt are sheltersfor the bacteria and these are
Important sourcesof infection.

c. Clostridium tetani isan anaerobic, sporeforming bacteriaand produces
externa toxins. Their toxinsenter theblood circulation and lymphatic sys-

tem and affectscentral nervoussystem.
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d. Infection spreadsmorein unhygienic environment, dirt and where aseptic
precautionsare not taken during the delivery.

e. Rurd populationismore affected than urban dwellers.

f.  Withincreasing rate of vaccination, the attack of the diseaseisdecreasing
day by day.
Incubation Period: 3to 21 daysbut thismay vary from 1 day to month also. In
severetypeof tetanus, it may beonly two days.

Clinical Manifestations

According to the cause of the diseases tetanus may be - traumatic - puerperd -
octogenic or - idiopathic.

If tetanusislocalised, muscles surrounding the wound show spasm and increased
tone. It tetanusisgeneralised; inthebeginning stages, therewill befever, tachycardia,
sweating dl over thebody, restlessness, irritability and severe spasminthemuscles.
Patient getsrepeated convulsions. Because of theinvoluntary contractionsof the
muscles, severepain, difficulty in operating the mouth (L ockjaw), particular type of
facia appearance and bowing of the back (opisthotonos, atypical characteristic of
tetanusappear. During convulsions, patient may suffer from bresthing difficulty and
cyanosisand evenimmediate death may occur. Tetanusneonatorumishighly fatal
for newborns.

Diagnostic Tests

Thedisease can be diagnosed by signsand symptoms and by identifying injury or
other sourceof infection.

M anagement

Assoon asthe diseaseisdiagnosed, tetanusimmunoglobulin or tetanusantitoxin
should beadministered. In additiontothis, the patient should begiven musderd axants,
antibioticssedativesand anticonvulsant drugs. Inadditionto generd and symptomatic
nursing therespiratory tract should be kept clean and unobstructed. Patient should
beisolated inaquiet place.
Prevention and control:

e children should be provided activeimmunity through pentavalent vaccination
according toimmunization schedule.

*  pregnant women should be giventwo injectionsto tetanustoxoid (continuoudy

Intwo successive monthsafter the detection of pregnancy).
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Inunvaccinated persons, if therearewoundsor openinjuries, tetanusimmuno-
globulin should begivenwithin 72 hours.

those peoplewho are not given tetanustoxoid for fiveyearsabooster dose of
tetanustoxoid should be given. thisdose should be repeated every ten years.

any open wound should be washed with 3% hydrogen peroxide (h202) and
dressed with clean dressing.

aseptic technique should beusedin surgica proceduresand delivery. persona
hygienealso should betaken careof.

4. Tuberculosis

Tuberculosis is a disease occurs due to a bacterium called Mycobacterium
tuberculosis. Tubercul osisaffectslungsmainly (80%) but it can affect other parts of
the body al so.

Epidemiological Factors

Tuberculosisisaninfectiousdisease. Henceit can affect personsof all ages
and both sexes, rich, or, poor, rural or urban. Any part of the body may be
affected by the disease.

TB spreadsby droplet infection. Bacteriaspreadsinthe atmospherefromthe
cough, sputum and sneezing of the patient and entersinto thebody of aheathy
person through respiration.

Tuberculosiswhich affectstheanimasiscaled Bovinetuberculoss.

According to an estimate a serious TB patient infects 10-15 healthy people
annudly.

TB spreads more in the lower social and economic class dueto illiteracy,
crowded environment, unhygienic habits, etc.

Indiaaccountsfor nearly one-third of the Global TB burden. .

Incubation Period: 4to 8 weeks, in some casesit may bemore.
Clinical Manifestations
Pulmonary Tuberculosis

* Coughfor 3weeksor more
* Fever, increasein evening temperature, Siveating inthenight
e Weightloss, lossof appetite
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» Faigue, chest pain, breathing difficulty
*  Bloodwith sputum (haemoptysis)
TB of Other Organs

TB can affect intestines, brain, bones, joints, skin, lymph glandsor other
tissuesof thebody. Somegeneral signs& symptomsof thisstageare:

Weight loss, fever, night sweating, specific Sgnsintheaffected organslike
gland enlargement, swellinginthejoints, painin the affected organ etc.

Diagnostic Test
e Signsand symptomsof the patient and physical examination.
» Microscopic examination of sputum (for acid fast bacilli), chest X-ray.
*  Tuberculintest or Mantoux test.
e TissueBiopsy
Management
Thebasictreatment of TB are(i) Drug (ii) Diet and (iii) Proper rest
Proper use of antitubercular drugsfinishesoff theinfectiousnessof thediseasewithin

few weeks and the patient can be aright quickly. TB can be controlled to agreat
extent through chemotherapy.

Protection and control of TB:

o Identify thedisease asearly aspossible. Thisincludes sputum examination of
all suspected casesfor the presence of acid base bacilli (AFB) and chest X-
ray.

*  Follow uptreatment: TB patientsoften neglect medicineswhenthey fed little
better. Hence community health nurse and the health workers should pay spe-
cid attention to those patientsundergoing TB treatment.

* Inordertocontrol the diseasethrough chemotherapy, patient and hisfamily’s
co-operationisnecessary.

»  BCG Vaccination: According totheNationa |mmunisation schedule, infants
are vaccinated againgt TB by BCG vaccine. The vaccination can be given
immediately after birth

»  During contagious period, the patient should be kept in clean airy room. Out-
sidetheroom, patient should use mask.
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»  Patient‘ sputum, sneeze and such secretions should be properly disposed of f
immediately.

*  Properrestanddiet areimportant in recovery. Hence a ong with chemotheraphy,
these should also betaken care of. Symptomatic treatment should be givenfor
fever, cough, bodyacheetc.

*  Assganceof involuntary organisationsisimportantin TB control. Also ensure
proper implementation of national programme. Special programmeshould be
madefor patients suffering from multidrug resistant tuberculosis (MDRTB).
Thetreatment and management of MDRTB isvery difficult.

*  Regularfollow up of the patient’ srehabilitation programmeshould d so bemade.
»  Extensivehealth educationisnecessary to savepeopleform TB.
Medicines for TB

e Bacteriologica Drugs

e Streptomycin

e Rifampicin(RMP)

* INH

* Pyrazinamide

» Bacteriostatic Drugs

» Ethambutol

* Thiocetazone
Tuberculosis and DOTS

In order to control the spread of tuberculosis and deaths due to TB and also to
avoid the development of multidrug resistance, WHO has developed DOTS or
Directly Observed Treatment Shortcourse.

Under DOTS, TB patientsare given short course chemotherapy for adefiniteterm
under the supervision of medical personsor social workers.

World TB Day - 24th March
5. Typhoid

Typhoidisahighly infectiousdisease found mainly in devel oping countries. Thisis
caused by bacillus SalmonellaTyphi. Thisdiseaseisalso called entericfever, in

which typhoid and paratyphoid both types of fever areincluded.
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Epidemiological Factors

»  Thisdiseaseisfoundinamost dl the countriesof theworld; butitsintensay is
morein underdevel oped and devel oping countries.

* A person suffering from diseaseisthe carrier. Polluted water, water, food,
fingersandfliesplay important part in spreading the disease. Hence, thetrans-
mission of diseaseisby faeca-oral and urinary-ora contamination.

*  Diseaseisfound moreamong malesascompared to femaes. Similarly 5-20
yearsage group isaffected more often.

*  Ontimeattack, produceresistanceto thedisease, yet recurrence may befound.

»  Contaminated water, vegetablesirrigated by sewage or polluted water, lack of
personal hygience, crowded Kachahouses, urination and defecation in open
placesand unhed thy habitsregarding food etc. aremainly respons blefor soread
of thedisease.

Incubation Period: May befrom 3 daysto 3 weeks
Clinical Manifestations

Most important sign of the diseaseisfever of long duration and of aspecia nature
andrelativelower pulserate (relative bradycardia). Alongwith fever; headache,
restlessness, lossof appetite, deeplessness, abdomina pain, congtipation or diarrhoea
may befound. Pink rashesmay befound on chest. Alongwiththis, swelling occurs
in the lymph glands of small intestine. Fever may continue for 3 weeks. If not
treated intheearly stages, symptomsof toxicity develop. Because of complications
and delirium, the patient may evendie.

Diagnostic Tests

*  Casshigory, physica examination and symptoms

e Widdl test of blood to find out the presence of typhoid bacillus
Management

Typhoidisusualy treated with chloromycetin or chloromphenicol. Alongwiththis,
antipyretic and other symptomatic treatment is given. At present, instead of
chloromycetin, co-trymoxozel and ciprofloxacinareusedin thetrestment of typhoid.
Alongwiththis, nursing careisvery important.

It has been observed that typhoid patients are developing resistant against the
traditiona drugs.
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Prevention and control

a. Ealydiagnogs
Entericisolation
Find out carriersand treat them properly
Purify water and ensure safewater supply
Proper disposal of urineand stools

-~ 0o a0 T

Proper protection and preservation of food and other edibles.
0. Takeantityphoidvaccinefor protection
6. Leprosy or Hansen's Disease

Leprosy istheoldest known disease. Thisisaworldwidelong terminfection. Leprosy
is produced by Mycobacterium leparae. This disease affects peripheral nervous
system, skin muscles, eyes, bones, testesand internal organs. Lossof fingersand
toes or permanent handicaps produce adifficult situation of physical and mental
disability.

Epidemiological Factors

*  Leprosyisidentified mainly through sgnsand symptoms. Hencemany latent or

less affected personsare not counted.

»  Thisdiseaseismoreprevaent in underdevel oped or devel oping nations.

*  Ascompared towomen, moremen suffer fromthedisease. The probability of
attack ismorein children.

*  Thetransmission of thediseaseismainly throughindirect contact. Droplet in-
fectionisanimportant source of spreading the disease.

»  Patientsother than open or positive are not infective. Bacteriacome out of the
skin, nose, throat and wounds of an open case, which directly or indirectly (by
coming in contact with infected material) spreadsthedisease.

*  Humidity, housing problem, overcrowding lack of air and ventilation and ne-
glect of personal hygieneareresponsiblefor spread of the disease.

»  Becauseof theinfectious nature of the disease and also dueto thefeeling of
incurability, people hidethediseasein the beginning. Duetothis, thecontrol of




Reference Book [}

the diseaseisdelayed whereaswith timely and continuoustrestment, leprosy
can be cured.

Incubation Period: 3-5years

Clinical Manifestations

Thedisease beginswith unspecified symptoms (like headache, restlessness, menta
tensonetc.)

Maindiagnostic Sgnsof leprosy arethefollowing.

Marksor hypopigmented patcheson skin.

Total or partial |ossof sensationin leprosy affected parts.

The eyebrow becomethick and prominent and their hair start falling.
Nervesbecomethick.

Acidfast bacilli arefoundin skin and nasal smears.

Characteristicsof severeconditionsare: tumourson the skin of faceand ears,
nasal depression, lossof fingersand toes, or other lossor deformitiesetc.

Classification of Leprosy

Leprosy can beplacedin5grades:
Indeterminate

Tuberculoid

Borderline

L epromatous
5. Pureneuritic

> DR

Diagnostic Tests

Complete physica examination of the patient and case history.

L aboratory test of secretions of nose, throat and skin of the patient (for the
presence of mycobacterium leprae)

Histaminetest
Serumexamination
Biopsy examination

Management

» Detect thediseaseintheinitial stage and keep watch over other suscep-
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tiblepatients.

» Treatthe patientswith Multi-Drug Therapy (MDT). Pay specia attention
totheregularity and continuity of thetreatment.

» Takecareof localised wounds.

» Rehabilitation of cured person

* Providehealth education

* Provideshelter and socia support provide moral support

*  Providefollow-up serviceto the patients. Break themode of transmission
Proper disposalsof infected material s providing general care, educatethe
community, etc.

Control of Leprosy
1. Casedetection

Thefirst stepinaleprosy control programmeisearly detection of all casesinthe
community. Thismay he done by contact survey, group survey or masssurvey.

2. Chemotherapy
There has been a changein the strategy of leprosy control from dapsone (DDS)

monotherapy to multi-drug therapy dueto widespread emergence of DDS-res stant
strainsof M. leprae.

3. Chemoprophylaxis

DDSprophylaxismay betriedinindividual cases, especidly hedthy childrenliving
in contact withleprosy patients. The protective va ue has been reported to be between
35 and 40 per cent. The WHO has not recommended mass chemoprophylaxisin

leprosy.

4. BCGvaccination

Thevaueof BCG vaccinationinleprosy control continuesto be unclear.

5. Rehabilitation

Rehabilitationisrestoration of all treated casesphysicdly, mentaly and socidly. This
isanimportant aspect of leprosy control.

6. Hedtheducation

No antileprosy campaign is complete without health education. The patient, the
family and the community should be educated on the need for regul ar treatment,

protection of childrenandfamily planning.
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7.  Meningococcal meningitis (cerebro spinal fever )

It isan acute communicabl e disease caused by Neisseriameningitidis. It usually
beginswith intense head ache, vomiting and stiff neck and progressto comawithin
afew hours

Epidemiological factors

Causativeagent isN. Meningitidis. The organismisfound in the nasopharynx of
casesand carriers.Thisispredominantly adisease of the children and young adults
of both sexes. Disease out bresks occurs morefrequently inthedry and cold months
of theyear

Diseasespread mainly by droplet infection. The porta of entry isthe nasopharynx
.Incubation periodisusudly 3-4 days

Prevention and control

a  Treatment with antibiotics(penicillinisthedrug of choice)

b. Morepowerful antibiotics (Rifampicin) are needed to eradicate the carrier
dege

c. Chemoprophylaxishasbeen suggested for close contacts.

d. Immunization: Effectivevaccinesareavailable

e. Improved housingand prevention of overcrowding arelong term measures
8. Leptospirosis (Well's disease)

Itisadiseasetransmissblefrom animal to man. It iscaused by serotypeof leptospira
(Spirocheates ) and its severity ranges from mild febrile iliness to severe , and
sometimesfata .

Epidemiological factors
a Agent: caused by leptospira(spirocheates)
b) Sourceof infection: Leptospiraareexcreted inthe urineof infected animal.
c) Itaffectsall agegroups

d) Occupation: Human infectionsusually dueto occupational exposuretothe
urineof infected animal. eg: Agricultural and livestock farmers,workersin
thericefield, sugar canefield, meat and animal handlers, veterinarians.

Mode of transmission: Direct contact: L eptospiracan enter the body through skin
abrasionsor through intact mucus membrane by direct contact with urine or tissue
of infected animal.
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Indirect contact: Through the contact of the broken skinwith soil, water or vegetables
contaminated by urine of infected animals or through ingestion of food or water
contaminated with leptospira

Droplet infection: Infectionmay aso occur throughinhaation aswhen milkinginfected
cowsor goatshy breathing air polluted with dropletsof urine

Incubation periodisusualy 10 days
Control
a) Antibiotics: Penicillinisthedrug of choice

b) Environmenta measures: Thisincludespreventing exposureto potentialy con-
taminated water, reducing contamination by rodent control and protection of
workersin hazardous occupation. Measures to be taken to control rodents,
proper disposal of waste and health education.

9. Choea

Choleraisavery highly infectiousdisease. Thisisproduced by consumption of food
and water infected by the bacilli Vibriocholerae. This disease causes excessive
diarrhoea, abdomina cramps, vomiting, dehydration, severefatigue and retention of
urine. If dehydrationisnot treated intimethe probability of patient’sdeathincreases
due to shock.

Epidemiological Factors

e Thisdiseaseisworldwide. Thedisease commonly spreadsasan endemicand
theepidemicisinfluenced by environmental conditions.

e Thisdiseaseiscommonly caused by ElTor biotypesof vibrio choleragroup.

*  Theperson affected by diseaseactsascarrier. Hisstool and vomitus contami-
nate thewater and food through different mediaand by consuming them chol-
eraspreads. Carrier may beincubative, treated, healthy or chronic.

*  Thechancesof choleraaremorein community foodsasin marriages, confer-
ences, functions, etc., becausethe conditionsfor spreading theinfection exist
moreon these occasions.

*  Thediseasespreadsmoreinlower socia classand in environment of poverty
and unhygienic conditions.

»  Likeother diarrhoed diseases, contamination of food and drinking water, vomi-
tus, fliesand faecal - oral contamination play important rolein the spread of
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Incubation Period: A few hoursto 5 days
Clinical Manifestations

Theinitia symptomsof choleraarelikeother diarrhoed diseases, but the seriousness
of the disease depends upon theintensity and duration of dehydration. The specific
stagesof choleraarethefollowing:

Diarrhoeal stage: The patient passes many loose motions which are almost
painless, watery (ricewater stool) and patient vomitstoo.

Dehydration stage: Because of dehydration the patient may become unconscious
and gointo shock. Sunken eyes, sunken cheeks, dry skin, sub normal temperature,
feebleor absence of pulse, restlessness, gpaam, acidoss, fast and superficia breathing,
low blood pressure, absence of urine, are the characteristics of this stage. If
dehydrationisnot treated, patient candie.

Convalescencestage: If patient istreated for dehydration, or if he escapes, within
3-4 dayshebecomesdright.

Diagnostic Test
*  Stool Test
* Rectd swabexamination
»  Get sampleof contaminated food or water and test it immediately
e Serumexamination
* Signsand symptomsof the patient
* Physca examination
Management

Assoon asthediseaseisdetected, patient isto beisolated and treatment should be
started for dehydration, along with diarrhoeaand vomiting. The patient should be
saved from dehydration either by oral rehydration or by intravenousfluids. Other
symptomsare aso to betreated timely.

Control and prevention

»  Detect choleraearly by examining all casesof diarrhoea.

* Notification: Informall concerning levelsimmediately about the disease.
*  Egablishtreatment centres.

*  Arrangefor mobiletreatment team.
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*  ProvideOrd Rehydration Therapy.
e Sendseriouspatientstothe hospital.
* Investigatethe cause of thedisease.

* Improvecleanlinessand persona hygiene. Mainly arrangefor safedrinking
water and cleanlinessof food.

»  Disposeof uring, stool and vomitusproperly and safely.
»  Choleravaccine

e Adopt hedtheducation

B) VIRAL

1. Chicken Pox (Varicella)

Thisisan acuteinfectiousdisease. It isfoundin both endemic and epidemicforms.
Thisdiseaseiscaused by Varicellazoster viruswhichisa so called human (alpha)
herpesvirus.
Epidemiological Factors

» Thesourceof infection of thisdiseaseisperson infected by chickenpox.

e Thisdiseaseif more commonly found inwinter season and occursmorein
childrenthaninadults.
* One attack of the disease produce sufficient resistance power for long
period.
» Diseaseisspread mostly through personal contact or droplet infection.
Incubation Period: 7-21 days
Clinical Manifestations
Attheonset of thedisease, low or moderatefever, feding cold, restlessness, backache
etc. arecomplained. Thisisthepre-eruptive stage. After this, rashesarefound on
thebody which areless on face and handsand moreon thebody. Different stages
of rashes (macular, papular, vesicular and scabal) found together; is a special

characteristic of thediseases. Eruptivephaseremainsfor 4-7 days. After that the
scaescome out and thewound ishealed.

Diagnostic Tests
Signsand symptoms, thetypical spread of rashesand the appearance of different

stages of rashestogether are helpful in making diagnosis.
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Complications

Usually chickenpox does not produce many complicationsbut in certain cases, it
may calse pneumonia, bleeding, encephalitisand seriousdiseases of foetusin case

of pregnancy.

Management

*  Providesymptomatic treatment.

»  Disinfect materials contaminated by nasal and throat secretions and wound
properly.

Control
* Notification and isolation of cases
* Antivird compoundslikeacyclovir

Prevention
* ProvideVarizellaZosterimmunoglobulin (VZIG) for susceptible patients.
» Vaccine - liveattenuated varicellavirusvaccineisrecommended

2. Meades/ Rubeola

Thisisachildhood infectious disease. Rubeolaisproduced by avirusspreadingin
theair.

Thediseaseisknown asrubeolawhich means; red spots. Thisdiseasecan beidentified
by cold, cough and skin rashes.
Epidemiolgical Factors

» Thisdiseaseisfound in the entire world, but deaths dueto thisare morein
devel oping and underdevel oped countries.

e Thisdiseaseisfound moreamong children. Malnourished children become
morevictim.

e Paramyxovirusisresponsblefor thisdisease. Thiscan survivefor long peri-
ods by making human body ashelter/reservair.

* Infected personsaretheimportant linksin spreading the disease. Secretions
of nose, throat and respiratory system of such people, spread the disease.
Portd of entry of theinfectionisalso respiratory tract.

*  Anattack of meades, produceresistancefor alongtime.

»  Thisdisease can occur in any season but in India, it spreads more between
January toApril.
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»  Thebest practical protection against the diseaseisvaccination.
Incubation Period: 10-14 days
Clinical Manifestations

Inthe beginning stage, the patient complainsof fever, cough, sneezing and watering
from eyesand nose. Theeyesmay becomered and sensitiveto light; photophobia
occurs. Before rashes appear the body Koplik’s spots appear on the mucous
membrane of mouth. After thisthe eruptive phase startsin which specia typesof
macul opapul ar rashes appear onface, neck and other partsof thebody. If thereare
no complications, the patient becomesalright within aweek. Fever disappearsand
themarksof the rashes compl etely disappear within two months.

Diagnostic Tests

By observing the signs and symptoms and Koplik’s spots the diseases can be
diagnosed.

Prevention

» Vaccingionagainst meades.

»  Duringincubation period, immunoglobulin may be administered to protect the
patient from disease.

»  |f rashesappear, isolatethe patient for sometime.

»  Beforeit becomesan epidemic, massive vaccination should be doneimmedi-
ately.

3. German Meases/Rubella

Thisisashort term severeinfection of childhood. It can beidentified by low fever
and maculopapular rashesontheskin.

Epidemiological Factors

* Thisdiseaseisproduced by rubdlavirusinwhichthesourceof infectionis
apatient suffering from the disease. The disease spreadsthrough persond
contact.

* Rubdlaislessinfectiousthan meades.

*  Thisdiseaseismorecommonly found among children 3-10 age group.

e Thereislessprobability of recurrence after one attack.

 Infectionin pregnant mothersmay resultin abnormal or deformed children.

» Disease spreadsmore during winter.
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Incubation Period: 14to 21days
Clinical Manifestation

Thisinfection startswith low fever, throat pain and cough. Swelling occursinthe
lymph glands, conjunctivitisalso may occur. Onthefirst or second day of thefever,
small pinkish rashesappear onthe skin. Rashesmay bein themacular or papular
stage and may get gradually dried up and disappear after 2-3 days.

Diagnostic Test

Thediseaseisdiagnosed either by signsand symptomsor by serum examination.
Throat secretion may be a so tested.

Prevention

Rubellavaccine- Thisvaccineisavailableaong with mead esand mumpsvaccine
(MMR) also.

4.  Mumps(InfectiousPar otiditis)

Mumpsisahighly infectiousdisease. Thisoccursdueto theinfection of Myxovirus
parotiditis virusof Paramyxo virusgroup. Thisdiseaseisasocaled asinfective
parotiditis because parotic gland inflammeation and pain arefound in thisdisease.

Epidemiological Factors

*  Thisdisease spreadsthroughinfected person. Nonsymptomatic or sub-clinica
patient isthe main source of infection.

»  Thisdisease spreadsmoreduring winter and spring.
* Infection spreadsthrough physical contact and droplet infection.
*  Onetimeinfection produceslifelong res stance.

*  Thisdiseaseismorecommon among children of 6 - 10 agegroups. Because
of theimmunity acquired from the mother, thisdoesnot occur ininfantsbelow
6 months.

Incubation Period: 14-21 days
Clinical Manifestations

Thedisease startswith fever, restlessness, headache and pain in opening themouth
and mastication. Swelling of the parotid gland isspecid feature of thisdisease. This
swelling remainsfor aweek or two. Other symptomsal so disappear. in some cases
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orchitis, ovaritispancrestitis, myocarditis, otitismedia, encephdltis, etc, may develop.
Sometimesthisdisease may bethe causefor childhood diabetes (IDDM-Typel).

Diagnostic Test
Thediseaseisdiagnosed by signsand symptoms.
Prevention and Control

»  Givemumpsvaccination

e Useimmunoglobulin

» |solatechildren during infected period and watch over personswho had
comein contact.

*  Providesymptomatic treatment
5. Poliomyélitis

Poliomyditisisahighly infectiousdisease caused by poliovirus. Thisisadiseaseof
digestivetract but sinceit affectsbrain, spina cord and other nervoustissuesit can
causeparaysisand deformity.

Diseaseiscaused by Poliovirusstrainsl, [1 and 1.
Epidemiological Factors
e Thisdiseaseusudly attackschildrenbelow 5years.

»  Probability of theinfectionincreasesin dirty, overcrowded place and where
personal healthisneglected.

»  Poliovirusremansinthestoolsof theinfected personsafew week to 3 months.
Similarly itisfoundinthethroat secretionsin thefirst week of thediseaseand
caninfect water, milk, food and other substances, the consumption of which
resultsin entry of theinfectionto digestivetract. Spread of thediseaseismainly
through faecd - oral contamination or in someinstancesdropletinfection. Flies
play animportant rolein spreading the disease.

*  Poliomay occur more during rainy season. Virus can survivelonger during
winter.

e Inandready infected casewounds, intramuscul ar injection, operation of ton-
Sls, etccanresultin paralytic polio.

Incubation Period: 7-14 days
Clinical Manifestations

&z
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Inthe beginning stage, complaintsof fever headache, fatigue, restlessness, vomiting
diarrhoeaetc. arefound. Symptomsof cough and cold area so common. Muscular
weakness, stiffnessand pain in neck and back arethewarning signsof paralysis.
Paralysismay occur inlegs, face, larynx, oesophagus, etc. The seriousness of the
diseaseincreasesbecauseit affectsthe nervous system. Many polio patientssuffer
from paralysisof thelower part of thebody. They become permanent handicapped.

Diagnostic Tests

Disease can be detected by signsand symptoms, physical examination and study of
thevirus. Surveillancesystem playsanimportant roleinthe diagnosisof thepolio
Cases.

Prevention
A. Vaccines—Twotypesof vaccinesare used
1. Inactive(Sak Polio Vaccine) (IPV)
2. Oral (Sabin) Polio Vaccine (OPV)
B. PulsePolioimmunisation programme
With thesuccessof pulsepolio programme, Indiaismoving towardspolio eradication.
6. Viral Hepatitis

Hepatitisistheinflammation of liver whichmay beacuteor chronic. Liver isaffected
inthisdisease. Apart fromvira or bacteria infections, useof liver damaging drugs
for long time, toxinsand a cohol consumption also may cause hepatitis. Hepatitis
may beclassifiedinto viral hepatitisand non-viral hepatitis.

Epidemiological Factors
» Thisisaworldwideinfectiousdisease. InIndiaitisamgor hedth problem.
» Diseasecan affect theall age groupsand both sexes.

»  Environmentd pollutionlack of persond hygiene, overcrowding, dumdwdll-
ing, faecal contamination of water etc. are somereasonsduetowhichthe
disease spreads quickly. Disease spreads mainly through faeco ora route.

» Infected person transmitsthe diseaseto other people.

* Non-vira hepatitisismainly found among poisonousdrug addictsand al-
cohol addicts.
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Clinical Manifestations

Thecharacterigticsof hepatitisof different typesmay besimilar that it may bedifficult
todifferentiate them. General signsand symptomsof hepatitisof varioustypesare
givenbelow.

Preicteric Phase

Thisphaseincludesrestiessness, nausea, vomiting, lack of appetite, headache, increase
inthesizeof spleen, liver and lymph nodes, weight loss, urticariaetc.

Icteric Phase

This phase includes jaundice, pruritis, clay colour stools, dark coloured urine,
restlessness, fatiguewhilethe signsand symptoms of thefirst phase continue.

Post I cteric Phase

Even after other symptomssubside, fatigue, restlessnessand liver enlargement may
befound.

Itistobementioned that inall patients, all the above signsand symptomsmay not
be present. 1n some cases, some serioussignsmay appear whereasin some patients
without jaundice, hepatitis may be present.

Diagnostic Tests
*  Signsand symptomsof thedisease.
e Serumexamination.

e Testingof serumbilirubinandliver enzymes(ALT, AST) or liver functiontest
(LFT).

e  Urineexaminaionfor bilepigments.
* Liverbiopsy.
Complications

Liver enlargement, liver damage and disorders, liver cirrhoss, liver cancer etcare
someof themajor complicationsof hepatitis. 1n seriouscases, the patient may die.

Various Types of Viral Hepatitis
Management

Since the disease has no specific treatment, special attention is to be paid to
symptomatictreatment. Thisincludesrest, balanced diet, plenty of fluids, IV fluids,

&
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‘Name of Virus | Mode of Transmission | Incubation | Related facts
Hepatitis Period
HAV |Water, milk, food etc. Earlier it was

Hepatitis A polluted by faeces, saliva, calledinfective
etc, of the infected persons| 3-5weeks | hepatitis. Virus
enters the body by mouth is present in the
(faecal oral contamination) infected person
Sometimes infection can
spread outside the intestinal
tract aso.

Hepatitis B | HBV | Disease spreads through|2-5months |Earlier it was
infected blood, plasma, Earlier it was
needle, syringe, surgical or called serum
dental instruments. Disease hepatitis. This is
can be transmitted through considered as an
sexua contact also. important cause of

liver cancer.

HepatitisC | HCV |Polluted blood, blood| 2-20 weeks | Earlier it wascalled
products and sexual contact Non A and Non B
can transmit the disease. hepatitis. Its signs

are light but
canresultinchronic
hepatitis.

Hepatitis D | HDV |Infection spreads like[2-5months |Thisis caled
hepeatitis B Delta hepatitis

also.lts symptoms
are serious.

HepatitisE | HEV |Infection spreads like|Morethan |Occurs moredueto
hepatitisA hepatitisA |lack  of hygience

but less and impure

than drinking water.

hepatitis More commonly

AC found in under
devel oped or
developing

L countries.

J

vitamin supplementsand antimetic drugsetc.

Measures for protection of Different Hepatitis and their Control

Measuresfor Protection and Control of HepatitisA
e Administerimmunoglobulin (IG) beforetheinfection occursor beforeforeign

tour.
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»  Provide protection from infection of oral secretion or faeces of theinfected
person. Observetherulesof entericisolation.

»  Keepwatch over personswho managefood.

*  Avoidusing cut fruits or food which was kept open. Protect the food from
dropletsof sneeze.

* Inpublicrestaurants, hotels, sulabh latrines, bathrooms etc, use liquid soap
and paper towelsor driers, instead of ordinary soap and cloth towels.

* Leavethehabit of putting things (key bunch, pen, handkerchief, glassesetc)
Kept in hand, into mouth.

*  Prohibit thecommunity or shared use of cigarette, beedi, hukkaetc and aso
utensilsused by others.

»  Donot usefruitsor vegetables, irrigated by polluted water.
*  Note: For protection from hepatitis E a so, the same measures may beused.)
Measures for Protection and Control of Hepatitis B

*  Immunisation against hepatitis B of such personswho may becomingin
contact with patients.

*  Observeuniversal precautionswith regard to blood and body fluids.
» Takecareinthedisposal of needlesand disposable syringes.

» Keephygieneinsexua contacts. Use condom for safe sex.

» Beextremdy careful inblood transfusion.

»  Communal or shared use of razors should be avoided.

»  Within 24 hoursto 7 days of contact, with the blood of infected person,
administer HepatitisB immunoglobulin (HBIG) (If HBV vaccineisnot al-

ready taken.)
(Note: For protection against HepatitisC and D a so, theabove measuresaretaken.)
7. SARS

severeacuterespiratory syndromeisacommunicablevira disease caused by anew
strain of coronavirus.

SARSisacontagiousrespiratory infection. Close contact with aninfected person
through droplet infection or by bodily secretion areimportant in transmitting the
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Epidemiological Factors

*  Theviruswasdetected not only inrespiratory dropletsbut also in faecesand
urineof theinfected person.

»  SARSinfection wasfound responsibleto produce aspectrum of very severe
illness.

*  Modeof transmission appearsto be through direct or indirect contact of mu-
cousmembranesof eyes, nose, or mouth with respiratory dropletsor fomites.

Incubation Period

Symptomsof SARS start in most cases 2 to 7 days after exposure, but sometimes
it seemsto take aslong as 10-14 days.

Clinical Manifestations

Themagjor symptomsof SARSare high fever (morethan 38.50C), dry cough, and
shortnessof breath or dyspnoea. Other associate symptomsare headache, muscular
stiffness, loss of appetite, malaise, rashes, diarrhoea, confusion etc.

Management and Prevention

» Patient should be placed inanisolation unit. Strict respiratory isolation and
barrier nuraing isrecommended.

e Thereisno particular medicinefor thetreatment of prophylaxisof SARS.
So symptomatic trestment and supportive careisneeded. Antiviral medi-
cineribavirinand high doseof corticosteroidsmay be helpful in somecases.

» Hedthcareworkersand vistorsshould wear efficient filter masks, goggles,
aprons, head covers and gloves, when in close contact with the patient.
Proper hand washing must be practised

e Comprehensveidentification and isolation of suspected SARS case

*  WHO recommendsfor continuousglobal surveillianceand proper report-
ing of SARSInfection.

8. Dengue fever

Dengueisaninfection caused by Dengueviruswhichisspread in human beingsby
Aedesavopictusmosguitoes. Thefever caused by dengueiscalled denguefever.
Itiscalled asbreak bonefever. Dengue syndromeisaworldwide health problem.
InIndia, dengueinfection hasoccurred severa times.

Epidemiological Factors
»  Dengueinfection can affect any age group or sex.
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»  Dengueinfectionismorein hot regions. Here endemicsand epidemicshboth
may occur.

»  Dengueinfection spreadsmoredueto increasein population, lack of housing,
overcrowding and lack of sanitation.

*  Presenceof waste paper, waste materids, furniture, cooler or other solid wastes
helpin the spread of dengueinfection.

»  Singleattack of dengue producesresistance.
Incubation Period: Generaly 4to 6 days
Clinical Manifestations

Dengueinfection may beintheform of (i) denguefever (ii) dengue haemorrhagic
fever and (iii) dengue shock syndrome. Chief characterigtics of these stagesareas
falowing:

1. DengueFever

e Suddenhighfever

*  Weskness, fatigue, depression

* Panattheback of eye

* Severepaininforehead

* Paninmusclesandjoints

» Lossof tasteand appetite

* Nauseaandvomiting

* Small rasheslikethat of meadesappear on chest and arms.
2. DengueHaemorrhagic Fever (DHF)
*  Highand continuousfever may continuefrom 2to 7 days.

* Signs and symptoms of haemorrhage:-It includes purpura, epistaxis,
haematemesisand melaena.

e Thrombocytopenia- platel et count becomes 50,000 per cubic mmor less.

e Haemoconcentration: Increase of 20% or morein haematocrit. Onthebasisof
signs, haemorrhagic denguefever may beof 4 grades; I, 11, 111 and I V.

3. Dengue Shock Syndrome (DDYS)
» All sgnsof denguefever and dengue haemorrhage.
e Lowpulse fall inBPby 20 mmHgor more.
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* Coldskin, imbaanced mind.
Diagnostic Tests
By symptoms, physical examination and serolgical tests, doubtful casesof dengue
aredetermined. By virusculturethetype of denguevirus(DEN - |, DEN - 2, DEN
- 3, DEN - 4) can be determined.
Management
In the absence of any specific treatment or effective antibiotic, symptomatic and
supportivetreatment isthemain part in dengue management. Thisincludescomplete
rest, anti-pyretic drugs, cold sponge, plenty of fluidsorally or intravenously and
blood transfusion according to need. Specid attention should be paid to thetreatment
of shock. Thisistoberemembered that early diagnosisand immediate treatment
arethe only measures by which deaths due to dengue can be avoided.

Prevention and control

* Immediatenatification of denguefever, dengue haemorrhagic fever or dengue
shock syndrometo authorities.

»  Control of carrier mosquitoes- Aedes. (Thisincludesall measures of insect
control).

*  Protect peoplefrom coming in contact with mosquitoes (use of mosquito net
or mosquito repellent).

»  Sofar nosatisfactory vaccination isdevel oped agai nst dengue; hence protec-
tion from disease carrier mosquitoisthe only meansof prevention.

* Incaseof epidemics: Identify theareaof epidemic, control of epidemic, pa
tient management, vector control, information, education, communication,
monitoring are someof the preventive measures.

9. Chikungunya
Manifest with Crippling Arthritic disease of sudden onset.
Nameisderived from Swahili —Chikungunyameaning that which bendsup
Virusisolated in 1953 from serum and Aedes mosguitoes and Culex spp
Epidemiology

e Causativeorganism : Chikungunya Virus, Family —Togaviridee, Genus

Alphavirus
e Chikungunyavird infection manifestswithfebrileillness

e Out breaks occur during rainy season with increasing densitiesof Aedes

I 2egypti mosquito
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* Mosquitoshitesinfect theHumans
o Laboratory acquiredinfection can a so occur
e Incubation period: 3—12days
Clinical manifestations
Fever,Crippling Joint pains, Lymphadenopathy , Conjunctivitis
A Maculopapular rash
May lead to hemorrhagic manifestations,
Fever isbiphasic with remission after 1 - 6 daysof fever. Patientsmay be presented
with Inguinal lymphadenopathy and red swollen ears, and are observed aspart of
clinicd picture.
Diagnosis
Chikungunyamanifest with Mya giarather than Arthritis.
Isolation of Virusfrom blood of febrile patients
Routine Diagnosiswith serology

Detection of IgM antibody provides a specific and reliable means for early
diagnosis

ELISA and Dot blotting methods are used

Treatment

Chikungunyafever isnot alife threatening infection. Symptomatic treatment for
mitigating painand fever usng anti-inflammatory drugsa ong withrest usualy suffices.
Whilerecovery from Chikungunyaisthe expected outcome, conval escence can be
prolonged (up to ayear or more), and persistent joint pain may require analgesic
(pain medication) and long-term anti-inflammatory therapy

Vaccines for Chikungunya

Anexperimental —liveattenuated vaccine (TSI —GSD —218) at present usedin
some |aboratory workerswho can be protected.

Prevention

Thereis neither Chikungunya virus vaccine nor drugs are available to cure the
infection. Prevention, therefore, centerson avoiding mosquito bites. Eliminating

mosquito breeding sitesisanother key prevention measure.  To prevent mosguito
bites, dothefollowing:

Usemosguito repellentson skin and clothing
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Whenindoors, stay inwell-screened areas. Usebed netsif deepingin areasthat
arenot screened or air-conditioned.

Whenworking outdoorsduring day times, wear long-deeved shirtsand long pants
to avoid mosquito bite.

Control of breeding of Aedes Mosquitos

Sour cereduction Method
By elimination of all potential vector breeding places near the domestic or peri-
domestic aress.

Not allowing the storage of water for morethan aweek. Thiscould be achieved by
emptying and drying thewater containersoncein aweek.

Straining of the stored water by using a clean cloth once a week to remove the
mosquito larvae from the water and the water can be reused. The sieved cloth
should bedriedinthesuntokill immature stages of mosquitoes.

Use of larvicides

Wherethewater cannot be removed but used for cattle or other purposes, Temephos
can be used once aweek at adose of 1 ppm (parts per million).

Pyrethrum extract (0.1% ready-to-use emulsion) can be sprayed in rooms (not
outside) tokill theadult mosquitoeshiding in the house.

10. Acquired Immuno Deficiency Syndrome (AIDS)
AIDS (Acquiredimmuno-deficiency syndrome) isafatd illness.

Itiscaused by avirusknown ashumanimmunodeficiency virus(HIV). Onceinfected,
itisprobablethat apersonwill beinfected for life. AIDS breaksdown the body’s
immune system exposing theindividual to numerouslife-threatening infections,
neurol ogica disordersand malignancies.

Epidemiological factors

Agent: Humanimmuno- deficiency virus(HIV)

Sour ceof infection: HIV casesand carriers

I nfectivematerial: Blood and semen of infected persons

Age: Sexually active persons (20 —49 years)

High-risk groups:. Prostitutes, homosexuals, intravenous drug users, etc

o g s~ w D P

I mmunity: Man hasno natura immunity.
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7. Modeof transmission: AIDS istransmission transmitted by:
(i) Sexud transmisson: Thisistheusua method of transmission
(i) Transmission through blood :e.g., blood transfusion, using unsterilized
injectionequi pment, etc
(iii) Perinata transmission : Mother-to-foetusbefore or during birth
8. Incubation period: 6 yearsor more
CONTROL OF AIDS
Therearefour basic approachesto the control of AIDS:
1. Education

Until avaccine or cure or AIDSisfound, the only means at present availableis
health education to enable people to make life-saving choices (e.g., avoiding
indiscriminate sex, using condoms) One should a so avoid the use of shared razors
and toothbrushes.

I ntravenous drug users should beinformed that the sharing of needlesand syringes
involvesspecia risk.

Women suffering from AIDS or who are at high risk or infection should avoid
becoming pregnant sinceinfection can be transmitted to the unborn or newborn.

Educationd materia and guidelinesfor prevention should bemadewiddy available.
All massmediachannelsshould beinvolved in educating the peopleon AIDS, its
nature, transmission and prevention; thisincludesinternational travelers.

2. Prevention of bloodborne HIV transmission

Peoplein high-risk groups should be urged to refrain from donating blood, body
organs, sperm or other tissues. All blood should be screened for HIV 1 & HIV 2
beforetransfusion. Transmission of infection to haemophiliacs can be reduced by
introducing heet trestment of factorsV 111 and 1X. Strict terilization practicesshould
be ensured in hospitalsand clinics. Presterilized disposable syringesand needles
should be used as far as possible. One should avoid injections unless they are

absolutely necessary.

3. Specificprophylaxis

At present thereisnovaccineor curefor trestment of HIV infection/AIDS. However,
severa researchersareworking on drugsto interferewith HIV' sproduction cycle

at one stage or the other.
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Antivira chemotherapy with the chemica compound zidovudine (AZT) whilenota
cure, hasprovedto beuseful in prolonging thelifeof severdly ill patients. TheAZT
however, neither restores the immune system, nor doesit destroy the HIV virus
dready ingaledincdls.

4. Primary health care

Becauseof itswide-ranging hedthimplications, AIDStouchesal aspectsof primary
health care, including mother and child hedlth, family planning and education. Itis
important thereforethat AIDS control programmesare not developed inisolation.
Integrationinto countries’ primary health care systemisessential.

C. Protozoa
1. Malaria

Maariaisafebrilecondition produced by infection of Plasmodium parasite. Femde
anophelesmosquito transmitsthe diseaseto human beings. Maaria fever canbe
identified by its specific stages. At present malariaisamajor problem of public
hedth.
Epidemiological Factors
Four Typesof malarid parasitesareresponsiblefor malaria infectionamong human
beings. They are:

1. PlasmodiumVivax.

2. Plasmodium Falciparum : Thisparasite causesbrain fever.

3. PlasmodiumMadariae:

4. PlasmodiumOvae

*  Therearetwocyclesinthedevelopment of malaria parasite. Itslifecyclein
human beingsiscaled asexua cycle, whereas, thecycleinmosquitoesiscaled
sexud cycle. Mosguitoistheadult or definitive host whereasmanisthenon-
productiveor intermediatehost. A hedlthy personisinfected through mosquito
bite.

» Maaiaaffectsal agegroupsyetininfantsthereisresstanceagains infection.
Men are more attacked by mal ariaas compared to women (because of dress
and nature of work).

*  Maariaismorefound in undeveloped., overcrowded, low classaress.
*  Peoplewho deepin open spacesare more proneto the attack of malaria.
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*  Maariaspreadsmoreinrainy seasonand in placeswith high humidity and near
the sources of water. Humidity, darknessdirt, pool, places of stagnant water,
kitchen, jungle place etc are the breeding places of mosquito and such places
incressemalaria

* Inlindia 9 species of anopheles mosquitoes are responsible for spreading
mdaria
Incubation Period: Generally 10 to 12 days.

Clinical Manifestations
Generaly maarid fever has3 stages:.

Cold stage: In this stage, the patient feels headache, shivering and severe cold.
Fever rises, teeth start chattering. Thisstagemay continuefrom 15 minutesto one
hour.

Hot stage: Fever risesvery high; face and eyesbecomered; skin hot dry and red,
pulserate becomes high, patient feelshot. He complainsof severe headache. This
stagemay continuefor 2to 4 hours.

Sweating or Wet Stage: With profuse sweating al over the body, fever reducesand
patient feelsarightin 2to 4 hours. But hefed svery wesk.

Diagnostic Tests

Patient’sgeneral symptoms, blood examination for malarial parasite. (Blood for
Maaria Parasite)

Management

For thetreatment of malaria, chloroquineisgenerally used. Because of increasing
resistance, in addition to chloroquine, other drugs are also used. Apart from
antipyretics, other symptomatic treatment isnecessary.

Prevention and control

»  Safeguard against mosquito bite: Do not deepintheopen. Cover most of the
body, use mosquito net, use net in doors, windowsetc.

*  Kill adult mosquitoes, for thisdifferent typesof sprayscan be used.
*  Antilarvaemeasures

»  Keepthesurrounding areasof the house clean.

e Uselarvicidesin stagnant water.
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»  Control the sourcesof mosguitoes.

e Fillpits

»  Encourageenvironmentd cleanliness

*  Control humanreservoirs

*  Adopt measuresto destroy malaria parasites.

»  Givepreventivetreatment.

*  Radicd treatment and distribution of antimaarial drugsonlargescae.

»  Teachgenera publicabout malariacontrol and protection by meansof health
informeation, education and communication.

»  Ensureeffectiveimplementation of national anti malariaprogramme.

*  Examinetheblood of dl peoplesuffering fromfever for the presenceof mdaria
parasite.
2. Filariasis
Filariaisaworldwideproblem. Filaria parasiteisresponsiblefor thisdisease.
Thisspreadsdueto biteof Culex mosquito. Primarily Filariasisisadisease caused
by bad management of environment. InIndia, filariassisamain public hedth problem

whichisfoundintwotypesof filaria infection-W. Bancrofti and B.Malayi. Disease
spread asan epidemic.

Epidemiological Factors
» Diseasedffectsall agegroup.

*  Maincausesof lymphaticfilarias sareurbanisation, industriaisation, migration,
extreme poverty. llliteracy, improper water and sewage disposal etc.

* Inbloodexamindtion,filarid parasiteisfound only a night, during day timeitis
not found. They remaininlymphatic system.

*  Thecarrier of thisdisease culex mosquito isfound in dirt, pits of water, wet
places, stagnant water and drainage. Culex mosquito spreads Bancrofti filaria,
where as monsonoides mosquito spreadsMalayi filaria

Incubation Period: 8-16 months

Clinical Manifestations

Inthe beginning stage of the disease, infection or inflammeation occursrepeatedly in
lymph glands and lymph vessels. Symptoms of lymphangitis, lymphadenitisand

188
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lymphodemaappear. Inmae, epididymitisandinflammeation of testesandinfemales
salpingitisand enlargement of sex organs can be seen. In chronic cases, signslike
hydrocel e chyluriaand e ephantiasisare seen. Elephantiasiscan affect legs, scrotum,
arms, clitoris, vulvaand breasts. Becausethelegslook likeelephant’slegs, thisis
caled elephantiasis. Pulmonary eosinophiliaalso may result whichiscalled occult
filariads

Diagnostic Tests

On the basis of observation of the patient’s signs and symptoms and blood test
(blood dide prepared in the night) filarial parasiteisidentified and the diseaseis
diagnosed.

Management

Thetreatment of filariasi sisDiethyl carbamazine (DEC) or by hetragen. Itisnecessary
totreat complicationsaso.

Prevention and control

»  MassBlood Survey: Infilariaaffected areas, al doubtful people sblood dides
should be prepared between 9to 12 p.m.inthe night, preferably midnight. By
the examination of thesedides, identify infected people.

»  Destroy carrier mosquitoesby doing pyrethrum spray.

e By different antimosguito measures, minimisethe opportunitiesfor contact be-
tween persons and mosguitoes.

»  Destroy the breeding places of mosquito.
»  Pay attentionto cleanlinessof house and surrounding areas.
Prevention and control of non communicable diseases

With rapid urbani zation, industrialization and increasing level of affluence (theso
caled”“modernization™), the pricethat the society ispaying isatremendous|oad of
“Non- Communicable’ diseases.

Global phenomena-not simply restricted to the devel oped, rich countries.
Synonyms. “Chronic” diseases’, “LifestyleDiseases’

Non communicablediseases(NCDs), d so known aschronic diseases, arenot passed
from person to person. They areof long duration and generally dow progression.

Inthecontext of our country, too, the problem of lifestyle and its consequent diseases

isassuming theposition of anew “EPIDEMIC”.
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Coronary Heart Disease

e  Problem Statement: 30% of deathsin men; 25% of deathinfemalein Western
Countries.

* INDIAN SCENARIO: Leading cause of death and disability in our country,
by the year 2025.

*  Presentations.
AnginaPectoris
Myocardid Infarction
Arrhythmia
CardiacFailure
Sudden Degth

Risk Factors

1. Smoking

2.  Hypertenson

3. Serumcholesterol

4. Otherriskfactors
a) Diabetes
b) Geneticfactors
c) Physicd activity
d) Hormones
€) TypeA persondity
f) Alcohol
g Ord contraceptives

h) Miscellaneous—dietary fibre, sucrose and soft water —dyspnoeaon exer-
tionand low vital capacity

Prevention of CHD

WHO expert committee on the prevention of CHD recommended the following
Srategies

a.  Population strategy
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I.  Preventioninwholepopulation—Dietary changes—reductioninfat intake,
limiting consumption of saturated fats, reductionin dietary cholesteral, in-
creasein complex carbohydrate consumption - Anti smoking, control of
hypertension, regular physica activity

ii. Primordia preventioninwhole population— preventing theemergenceand
spread of CHD risk factors and lifestyles that have not yet appeared or

becomeendemic.
b. HighRisk strategy —

|dentifyingindividuasat highrisk
Specificadvicetoindividua regarding positive action against identified risk

C. Secondary prevention

To prevent recurrence and progression of CHD

Hypertension

Hypertenson dsoknown ashigh blood pressur e, isalong term medica condition
inwhichtheblood pressureinthe arteriesis persistently elevated.

High blood pressure usually does not cause symptoms. Long term high blood
pressure; however, isamajor risk factor for coronary artery disease, stroke, heart
failure, peripheral vascular disease, visonloss, and chronic kidney disease.

Classification:

s

Category SystolicBP (mm Hg) DiastolicBP (mm Hg)\
Normal <130 <85
HighNormal 130-139 85-90
Hypertension
Stage 1(Mild) 140-159 90-99
Stage 2(Moderate) 160-179 100-109
_ Stage 3(Severe) >180 >110 )

GLOBAL BURDEN: About 10% to 20% popul ation.
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Indian scenario:

Mde Femde
Urban 6% 7%
Rurd 3.5% 3.6%
Risk factorsfor Hypertension
Non-modifiable
. Age
o S
» GeneticFactors
e Ethnicty
Modifiable
e Obesty
o Sdtintake
»  Saturatedfat
* Dieayfibre
e Alcohal

e Phydcd activity
e Environmentd stress
e Socioeconomic status

»  Otherfactors—ora contraception, noise, vibration, temperature and humidity

Prevention of hypertension
1. Primary prevention
I.  Population strategy

a. Nutrition—reduction of salt intake, moderatefat intake, avoidance of high
alcohoal intake, restriction of energy intake appropriate to body needs.

b. Weight reduction—control over weight or obeisity

c. Exercisepromotion—regular physical activity

d. Behavioural changes—reduction of stress, smoking, modification of per-

sond lifestyle, yogaand meditation
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e. Hedtheducation—preventiveadvicefor general public
f. Sdf care—sdf monitoring blood pressure
ii. Highrisk Srategy
2. Secondary prevention
a. Early detection
b. Treatment
c. Patientcompliance
Stroke
Theterm strokeisapplied to acute severe manifestations of cerebrovascular disease

WHO defined stroke as rapidly developed clinical signsof focal disturbance of
cerebra functions: lasting morethan 24 hoursor |eading to death, with no apparent
cause other than vascular origin.

e Problem Statement: 10%to 12% of al deathsin Developed Countries.

* IniIndia Over dl prevaenceof strokeappearsto becomparatively less(1.54/
1000 against 0.2-2.5/1000 world-wide)

The proportion of strokeamong young age-groupissignificantly more.
*  Etiopathologica types.

Hemorrhagic

Thrombotic

Embolic

Transient ischemic attacks (TIA)
Sudden onset
Foca
Reversbleneurologica deficit
Duration<24 hours
Cause: Micro-emboli
Significance: warning sign of stroke!!!
Host Factors
Age- stroke can occur at any age
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Sex- higherinmalesthaninfemales

Persona history —nearly threequartersof al registered stroke patientshad ated

diseases (WHO)
Stroke control programme

1.
2
3.
4

5.
6.
Cancer

Disturbanceof cellular growth characterized primarily by an abnormally excessive
proliferation of cellswithout apparent rel ation to the physiological demandsof the

Aimisto apply at community level effectivemeasuresto prevention of stroke.

Control of arteria hypertension
Early detection and treatment of TIA

Control of diabetes, elimination of smoking, prevention and management of

other risk fators
Facilitiesfor longtermfollow up of patients

Education and training of health personnel

organinvolved

Warning Signsof Cancer
1. Changeinbowe or bladder habits
2. A sorethat doesnot heal
3. Unusud bleeding or discharge
4. Thickeningor lumpinthebreast or elsawhere
5. Indigegtionor difficulty inswalowing
6. Obviouschangeinwart or mole
7. Nagging cough or hoarseness
8. Unexplanedanemia
9. Suddenunexplainedweight loss

Cancer Risk Factors

1.
2.
3.

Age—incidenceincreaseswith age

Sex —significant differencesamong sexes, e.g. breast cancer

Race—skin color, diet, custom
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Occupationa —petrochemica workerswith higher rates of bladder cancer

5. Health habits—thosewho do not smoke, protect themselvesfromthe sunand
have asensiblediet havelower incidence of cancer

6. Family history —thosewithfamily history of breast cancer and colorectal can-
cer haveincreased risk of devel oping these

Socio —economic status

Lifestyle—smoking, excessivea cohal drinking, betel nut chewing, diet, sexud
activity and sun exposure are associ ated with cancer

ThreeMagor Formsof Cancer Treatment
1. Surgey
a. Oldest modeof treatment;
b. Removesprincipa deposit of cancer

c. Involvedtheremova of healthy tissuessurrounding thetumor and possibly
theadjacent lymph nodes

2. Radiation Therapy

L ocdizestrestment whereabeam of high—energy € ectromagneticradiation destroys
cancer cells

3. Chemotherapy

a. Useof drugsinanattempt to destroy tumor cellsby interfering with cellu-
lar functions, including replication

b. Drugsmay betaken ordly, parenteraly or by topica application

c. Thosetaken orally or parenteraly produce side effects
Palliative Careor Supportive Care
Active, haligtic careof patientsand their familiesgiven by amultidisciplinary team of
physcians, nurses, nutritionists, socid workers, psychologigts, rehabilitation medicine,
religiouspersons, relativesand friends.
Thiscoversphysica, psychological, socia and spiritual needs
Management istowardsthe patient’s symptom —free existence, with spiritual and
psychological support
Cancer Control
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1. Primary prevention

Control of tobacco and acohol consumption
Persond hygiene

Rediation control

Occupational exposures

Immunization

- 0 Q0 T

Foodsdrugsand cosmetics
Airpollution

2 @

Treatment of precancerouslesions
I. Legidaions
J.  Cancer education
2. Secondary prevention
a. Cancerregidration
I. Hospital based registries
ii.  Populationbasedregistries
b. Early detection of cases
C. Trestment
Cancer screening
1. Screeningof cancer cervix
2. Screening of breast cancer
3. Screening of lung cancer
Diabetes Mellitus

A group of metabolic diseases characterized by hyperglycemiaresulting from defects
of insulin secretion, insulin action or both of these.

e Around 150 million Diabetic World-wide. Predicted to DOUBLE by 2025.
o 20%of themin SEAR. (South East Asian Region)

»  Screening Methods:

VenousBlood Sugar testing
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Fasting

Post-prandia
Urine Glucose Examination
TwoMgjor Classficationsof DM
Typel—previoudy referredto asIDDM

Develops during childhood or adol escence and affects about 10% of all diabetic
patients.

Sufferer requirealifetimeof insulininjectionfor survival sincetheir pancreascannot
produceinsulin

Typell —referred asNIDDM
Comprisesabout 90% of al diabetic patientswho aremostly overweight or obese.
They usudly haveinsulinres stance

Fregquently undiagnosed for many yearsbecause hyperglycemiadevelop gradudly,
thus making the symptomsgo unnoticed

Risk Factors for DM

Family history of diabetes
Obesity
Age>45yearsold

A w DN P

Previoudly identified impaired fasting glucose or impaired glucosetol er-
ance

5. Hypertenson>140/90mmHg
6. HDL cholesterol level <35mg/dl and/or triglyceridelevel >250mg/dl
7. History of gestational diabetesor delivery of babiesover 9lbs.
Management of Diabetes Mellitus
Nutritional Management

1. Avoidsmplesugar likecakesand chocolates. Instead have complex carbohy-
drateslikerice, pasta, cerealsand fresh fruits

2. Donotskipor delay medls. It causesfluctuationsin blood sugar levels
Eat morefiber —richfoodslike vegetables
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4.
S.

Cut downonsat

Avoid acohal. Dietary guiddinesrecommend no morethan 2 drinksfor men
and no morethan onedrink per day for women

Exercise

1.

L owershblood glucose by increasing the uptake of glucose by body muscles
and by improvinginsulinutilization
Improvescirculation and muscletone

Res stancetraining increases|ean muscle mass, thereby increasing theresting
metabolicrate

Exerciseshould be done 5 timesaweek for at least 30 minutes each session
Generd Precautionsfor Exercisein Diabetics

a. Alwayscarry quick sugar sources like candy or soft drink to avoid hy-
poglycemiaduring and after exercise

Use proper footwear and other protective devices
Avoid exercisein extreme heat or cold

Ingpect feet daily after exercise

e. Avoid exerciseduring periodsof poor metabolic control

o o o

Monitoring

Sdf —monitoring of blood glucose enabl esthe digbeticto adjust thetreatment regimen
to obtain optimal blood glucose control

Pharmacologic Therapy

1. Exogenousinsulinmust beadministered onalong—termbasisto Typeldia-
betesbecausein Type 1, the body losesitsability to produceinsulin.

2. Ifdietand ora agentshavefailedin Type 2 diabetes, insulin may also be nec-
essary onalong—termbasis.

3. TypeZ2diabetic patientsmay temporarily requireinsulin during iliness, infec-
tion, pregnancy, surgery or someother stressful event

Education

Education on nutrition, medication effects and side effects, exercise, disease
progress on, prevention strategies, monitoring techniquesand medi cation adjustment
aspart of their self —management behavior.
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Obesity
Obesity may bedefined asabnormal growth of adi posetissue dueto an enlargement
of fat cell sze (Hypertrophic obesity) or anincreaseinfat cell number (Hyperplasic
Obesity).
Assessment of Obesity:
Body MassIndex (BMI)
Skinfold Thickness
Waist Circumference & Weight to height ratio
Others
- Total body Water
- Total body Potassum
- Body densty
- Measuringfat cells
Complicationsof Being an Obese:
*  Hypetenson
e Dydipidemia
*  Glucoseintolerance
e Coronary heart disease
o Anrthritis
*  Bread, coloncarcinoma
» Gdl stonediseases
e Depressonand Withdrawa into self
Prevention and control
1. Dietary changes
2. Increased physica activity
3. Others—appetite suppressing drugs, surgical treatment etc
Accidents and Injuries

Accident is an unpremeditated event resulting in recognizable damage. Or an
unexpected unplanned occurrencewhich may resultininjury.

A sgnificant causeof morbidity, mortaity, disability among the productive agegroup

population of acountry.
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Etiologicd factors

Irresponsible usage of machines

Risk-taking behavior

Wesk legidation

Driving vehiclesunder influence of acohol

Poor maintenance of machines/vehicles

Over-crowding, poor illumination, inadequatelayout inthe road
Low driving standards

Not using protective measures

L ack of concentration while operating machines/vehicles.

© 0 N o g~ WD R

Typesof Accidents

1.
2.

Road traffic accidents

Domestic accidents—drowning, burns, poisoning, fals, injuriesfrom sharp and
pointed instruments, bitesand other injuriesfrom animal's

3. Indudrid accidents
4. Railway accidents
5. Vidence
Prevention

1. DataCaoallection - there should be abasic reporting system for al acci-
dents

2. Sdfety Education—safety education must beginfrom school children. Drivers
need to be trained in maintenance of vehicles and safe driving. Young
peopleneed to be educated inrisk factors, traffic rules, and saf ety precau-
tions. They should alsobetrainedinfirstaid.

Promotion of safety measures—

Sest belts,

Safety helmets,

L eather clothing and boots

Children—ensurethat childrenremain seated invehicle.

o 0 T o W
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e. Others—useof door locks, proper vehicledesign etc
4. Alcohol and Drugs - They should beavoided totally

5. Primary care—planning organizing and management of traumatreatment and
emergency care services

6. Elimination of causativefactors—improvement of roads, imposition of speed
limits, marking of danger points, reduction of e ectric voltage, provision of fire
guards, use of safety equipment inindustries, safe storage of drugs, poisons
and weapons etc.

Enforcement of laws

Rehabilitation services—medical rehabilitation, socia rehabilitation, occupa:
tiona rehabilitation etc.

9. Accident research - tofind out the cause and prevent accidents
Blindness

WHO definesBlindnessas:

“Visua Acuity of lessthan 3/60 (Snellen) or itsequivaent inthe better eye’.
Low Vision- Visua acuity poorer than 6/18 but better than 3/60.

In India0.7% people are blind. Among them, 62.6% are due to Cataract.
Other important causes (in decreasing order of prevaence):
Refractiveerror

Glaucoma

Posterior segmenta pathology

Corneal opacity

ok~ W DN E

Miscellaneous - congenital disorder, retinal detachment, tumours, diabe-
tes, hypertension etc.

Prevention
1. Initid Assessment
Thefirst step is to assess the magnitude, geographic distribution and causes of
blindness
2.  Methodsof intervention
a. Primary eyecare
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A widerange of eye conditions(conjunctivitis, trachoma, xerophthamia
etc.) can betreated or prevented by locally trained primary health work-
ers. For thispurposethey are providewith drugs. They area sotrained to
refer difficult cases.

b. Secondary care

Definitive management of common blinding conditionssuch as cataract,
glaucomaetc.

c. Tetiarycare

Provided in centreslikemedical colleges. They provide sophigticated eye
carelikecorned grafting

d. Specific programmes
Trachomacontrol, school eye hedlth services, Vitamin A prophylaxis, Oc-
cupationa eyehedlth services.

3. Long TermMeasures
Thesemeasuresareaimed at improving thequdity of lifeand modifying the
factorsresponsiblefor eye health problemslike poor sanitation, lack of

adequatewater supply, littleintakefoodrichinVitaminA, lack of persona
hygieneetc.

Vision 2020 : Therighttosight

VISION 2020: TheRight to Sight isthe globa initiative for the e imination of
avoidableblindness, ajoint programme of the World Health Organi zation (WHO)
andthelnternationa Agency for the Prevention of Blindness(IAPB). VISION 2020:
TheRight to Sight waslaunched in 1999. It sought to promote;

“A world in which nobody is needlessly visually impaired, where those with
unavoidablevisionlosscan achievetheir full potentia.”

Mental health

Characterigticsof amentally healthy person

Main characteristicsof amentally healthy personare

Hefedscomfortable about himself. He has salf respect. Hefed sreasonably secure
and adequate. He hasfriendshipsthat are satisfying and lasting. He has decision

making ability and ableto meet the demandsof life. He acceptshislimitations. He
livesinaworld of redlity.
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Typesof mentd illness

1) Major Disorders : a )schizophrenia b) manic depressive psychosis
C) paranoia

2) Minor Disorders: a) Neurosis b) Personality disorders
Causesof mentd illness

Mentd illnesslikephysicd illnessisdueto multiple causes. Main knownfactorsare

following

1) Organicconditions: Mentd illnessmay haveitsoriginin organic conditionsuch
ascerebrd arterio sclerosis, neoplasm, metabolic diseases, neurologicd dis-
eases, endocrinediseases, chronic diseasessuch as TB, leprosy etc

2) Heredity : It may beanimportant factor in somecase

3) Socid pathological causes: It produce any disease, there must be acombina-
tion of genetic and environmenta factors. Thesocial and environmental factors
associated with mental ill hedlthareworries, anxiety , broken home, poverty
unhappy marriage, industriaization , urbanization , economicinsecurity , cru-
elty, rgection, neglect andthelike

Crucid pointsinthelifecycleof human being

Thereare certainkey pointsinthe devel opment of human being which areimportant
fromthe point of mental healthare

1) Prenatd period: Aspregnancy isastressful period woman needsphysical and
psychologica support during thisperiod.
2) Frg5year of life: Theinfant and young child experiencesawarmintimateand

continuousre ation with hismother and father astherootsof mental healthare
inearly childhood.

3) School child: Everything that happensintheschool affectsthementa health of
thechild. Fromthe stand point of child’smental health and hiseffectivenessin
learning, proper teacher pupil relationship and climate of the classroom are
important

4)  Adolescence: Risk of mentdl illnessishigh during adolescenceasitisatrans-
tiona period. Thefailureto recognise and understand the basic needs( @) the
need to be needed by others b) the need for increasing independence c) the
need to achi eve adequate adj ustment to the opposite sex d) the need to rethink
thecherished beliefsof one' selders) may prevent sound mental devel opment
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5) Oldage: Thecausesof mentd illnessintheold ageareorganic condition of the
brain, economicinsecurity , lack of ahomeand poor health

Preventive aspects
Threelevelsof prevention

1) Primary prevention operatesonacommunity basiswhich consistsof improv-
ingthesocia environment and promotion of thesocial , emotiona and physica
wellbeing of dl people

2) Secondary : Thisconsist of early diagnosisof mental illnessand of social and
emotiona disturbancesthrough screening programmesin schools, university ,
industry etc and provision of treatment facility and effective community re-
sources Inthisaspect counsdlling play animportant roleto help families with
marital conflict , disturbed parent child rel ationship and Strained i nterpersonal
relaionship.

3) Tertiary prevention seeksto reduce theduration of mental illnessand thusre-
ducethestressesthey createfor thefamily and community.

Alcoholism and drug dependence

Definition

Thenonmedica useof acohol and other psychoactive drug has becomeamatter of
serious concernin many countries. “ Drug dependence” isdescribed as* astate,
psychicand sometimesaso physica , resulting from theinteraction between aliving
organismand adrug, characterized by behavioural and other responsesthat dways

include acompulsion to takethedrug on acontinuousor periodic basesinorder to
experienceitspsychic effects, and sometimesto avoid thediscomfort of itsabsence.

Dependence producing drugs

The dependence producing drug is one that has the capacity to produce
dependence.Main psychoactivedrugsare

1) Alcohol 6) Other imulantsincluding caffeine
2) Opioids 7) Hdludnogens

3) Cannabinoids 8) Tobacco

4) Sedativesor hypnotics 9) \oldilesolvents

5) Cocaine 10) Other psychoactive substances

Drugswhich arein common usetoday
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1) Amphetaminesand cocaines: Amphetaminesare synthetic drugswhichact on
central nervous system because they give atremendous boost to self confi-
denceand energy.

2) Barbiturates: They are sedatives and addiction to barbituratesis one of the
worst form of suffering ( physical and psychic dependence)

3) Cannabis: Itisavery ancient drug which producesadreamy state of atered
consciousness. Chance of psychic dependency ishigh.

4) Heroin: Heroin, morphine, codeine, methadone, pethidine are narcotic anage-
sics. Addiction to narcotics cause craving , pSychic dependence and tolerance

5) LSD:(Lysergicaciddiethyl amide) It isapotent psychotogenic agent which
atersnormal perception

6) Alcohol: Alcohol isadrug and may be classified asasedative, tranquillizer,
hypnotic or anaesthetic, depending upon the quantity consumed. It istheonly
drugwhose sdlf inducedintoxicationissocially acceptable. Itisnot astimulant,
but aprimary and continuous depressant. A ccording to current concept alco-
holism is considered a disease and alcohol a*disease agent” which causes
acuteand chronicintoxication, cirrhosisof liver , toxic psychos's, gastritis,
pancredtitis, cardiomyopathy , cancer of mouth , pharynx, larynx and oe-
sophagus. Further a cohol isanimportant etiol ogical factor in suicide, automo-
bileand other accidents, crimeand lossof productivity, family disorganization
etc.

7) Tobacco: Tobaccoisaresponsiblefor above 30% of al cancer deathin devel-
oped countries.

8) Volatilesolvents: Thesniffing of substancessuch asglue, petrol, paint thinner,
cleaningfluidsetciscausingincreasing concern asit can result in desth, even
onthefirst occasion.

Prevention

1) Legal approach: Legidation may bedirected at controlling the manufacture,
distribution, prescription, and price, time of sale or consumption of a sub-
stance.

Antismoking measures suggested are a) Prohibition of the sale of tobacco products
tominorsb) restriction onthesaleof cigarettes, ¢) prohibition of smokingin schools
and public d) prohibition of cigarette’ sadvertising at times, and in placesand ways,
calculated to ensure its maximum impact on adolescence €) establishment of
mandatory public health education on health consequences of smokingf) inssting
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on the placing of mandatory health warning on cigarette packets.

2) Educational approach: Common approaches have included educational
programmesfor school children and publicinformation campaignson elec-
tronicmedia

3) Community approach: There should beastrong emphasisor action a thecom-
munity level to prevent drug abuse. A popular gpproachisprovision of aterna
tiveactivitieswhich may help to prevent drug abuse. eg. teen centres

Treatment

Though drug addiction may be considered asasocia problemthefirst stepinits
management ismedical carewhichincludes,

1) Identification of drug addictsand their motivation for detoxication
2) Detoxication
3) Post detoxication counsdlling and follow up
4) Rehabilitation
Rehabilitation
It'salong and difficult process. Facilitiesfor vocationd training and sometimethe

provision of sheltered work opportunitiesare useful in rehabilitation and help to
prevent relapse.

Practical Activities

Survey of Infectiousdiseases
Sourcereduction

Hedlth talk oninfectiousdiseases
VisttoaPHC

Survey onLifestylediseases
Hedthtalk onLifestylediseases
Chart preparation on hedthy lifestyle
Breast self examination

Ord sdf examindtion

10. Assstingin PAPsmear collection
11. Exhibition
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12. Vidttoalifestylediseaseclinic

13. HomeVist

14. Hedthawarenessprogrammein acoholism and drug dependence

Assessment Activities

1.
2.
3.
4.

TE Questions

1. Duringrainy seasonincidenceof denguefever isvery high.
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Notice preparation for public on communi cable diseases
Seminar onlifestylediseases

Poster preparation on prevention of life style diseases
Roleplay and video show on substance abuse

a. Causativeorganismof denguefever.
b. Enlistthe Symptomsof denguefever.

c. Describethe measuresto prevention and control Denguefever.

2. Thenumber of personswith Non communicablediseasesisrisnginanadam-
ingrate.
a. Enligfivenoncommunicablediseases

b. Briefly discussthegenera preventive strategiesof life style diseases.

3.

Completethefollowing

Disease

Causative organism

1. Diphteria

2. AIDS

3. Tuberculosis

4, ChickunGuinea
5. Mdaia
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UNIT 4.5
MATERNAL AND CHILD HEALTH

Introduction

Maternal and child hedlth servicesaretheforemost prioritiesof community health
programmes. Theterm maternal and child health servicesrefersto the package of
integrated health services designed to promote the health and nutritional status of
mothers and children and ensure the birth of a healthy infant to every expectant
mother.

Their amistoincreasethe health and nutrition level of mothersand childrenand
ensurethebirth of the healthy child. For the promotion of family and community
hedlth, it isessential that mothersand children should be healthy. In Indian culture
mother isthe foundation of the family and children are the future of the country.
Thereforeinal hedth programmesmother and child health servicesare given highest
priority. Thisunit discussesabout various mother and child health services.

Learning Outcomes
TheLearner:
» Reviewstheconcept of menstruation andfertility
» Describesthe antenatal care
» Describesthepostnatal care
* Describesthe newborn care
» Explainstheimportance of breast feeding
» Describesthe Complementary feeding
*  Explanstheimmunization schedule
*  Explainsthefamily planning methods
e Provides antenatal, postnatal and newborn care
Menstruation and fertility

Itisvery important for women to know about how their body functionsespecidly in
relation to reproductive health because they are uniquely gifted with the capacity to
birth to ababy. You know that by thetimeagirl reachestheage of 10-13 years, a
number of changes occur in her body preparing her to meet the complex child birth
process. Thenorma menstrua cyclehasthefollowing characteristics:
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Durétion of bleeding: three-fivedays
Bleeding recursafter: 25-35 days
Flow: without clots

Inaregular 28-day menstrual cyclethemid 10 days (10th-20th day) of thecycle
arefertile period during which pregnancy can occur, thefirst day being theday when
thebleeding starts.

A woman can become pregnant from the age of 13-16 (when her periods begin -
Menarche), up to 45-55 years, (when they ultimately stops). Whenthey stopitis
called menopause.

All femaesproduce*egg” and maesproduce” sperms’ which uniteins dethewomb
of thewoman and produce afoetus. Thisgrowsinto ababy.

Thesex of the baby isdetermined by sex chromosomes, through which weinherit
our parents traits. A woman’segg has X chromosome and aman’ssperm haseither
X orY chromosome (whichwemay cal girl sperm or boy sperm respectively). At
thetime of fertilization, the X male chromosome of femal e egg meetseither agirl
sperm (XX) resultinginababy girl or aboy sperm (XY') resultsin baby boy. Neither
theman nor thewoman can do anything to make surethat either aboy or girl isborn
—thishappenscompletely by chanceins dethewoman’sbody depending onwhether
aboy-sperm (XY) or girl-sperm (XX) meet with the egg. Hence it iswrong to
blameawoman for not giving birthto ababy boy, asisgeneraly done.
Maternity Cycle
Thestagesin maternity cycleare

1) Fetilization

2) Antenatal or prenata period

3) Intranata period

4) Postnata period

Health care and supervision is required in all stages to reach the goal of safe
motherhood

1) Fertilization: The ovum isreleased from the ovary by about the 14" day of
menstrua cyclewhichiscaught by thefimbria end of thefalopiantube. (Life
span of ovumis24 hours after release unlessitisfertilized by thesperm , the
sperm retain their capacity for about 48-72 hours after intercourse ) The
gpermatazoamillion of them, by vibratingtheir tails, svimupthecervica cand
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and uterine cavity and reach thefallopian tube probably within afew hours of
coitus. Fertilization isthe union of sperm with amature ovum (head of the
sperm piercestheovum and itsnucleusfuseswith that of the egg) which takes
placeintheouter part of thefalopian tube. Oncefertilizationistaken place, the
ovum becomeimpenetrableto other sperms.

Growth of embryo and foetus: The Fertilized ovum reaches uterusin 8-10 daysand
burrows it in to the uterine endometrium . By a process of cell divison and
differentiation al the organs and tissues of the body are formed. The periods of
growth areasfollows

1) Prenatd period
A) Ovum- 0-14 days
B) Embryo— 14 daysto 9 weeks
C) Foetus— 9" week to birth
2) Prematurenfant -from 28to 37 weeks
3) Birth(full term)- Average 280 days
Signsand symptomsof pregnancy : divided into 3 groups
1) Presumptivesigns

a. Amenorrhoea(missed period) :Itisthefirst clinical evidenceof pregnancy
inaregularly mengtruating women.

b. Morning sickness (After the missed period most women suffer from nau-
seaand vomiting whichissevere between 6 and 10 weeks)

c. Breastsigns: (fullnessand tingling, pigmentation of nipplesand areola,
Montgomery’sfolicleinareola, water secretionfromthenipple.)

d. Bladder irritation (Increased frequency micturition during 1 and 3 tri-
mester.

e. Quickening (Mother beginsto appreciatefoetal movementsinutero from
about 18" to 20" week)

2) Probablesign

a. Pevicsgns(Bluishdiscolouration of vagina,cervix become soft ,positive
Hegar’'ssign)

Abdominal enlargement : 12 weeks - uterine fundus pal pable per abdomen, 20-
weeks fundus at lower border of umbilicus, 36- weeks fundus at the level of
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xiphisternum)

3) Podtivesgn
a. Foetal heart sound ( raterangesfrom 120to 140 per minute
b. Foeta movements
c. Foetal parts( it can befet about the 22 week

Pregnancy test: Themost widely used pregnancy test isimmunol ogical test, based
on the detection of the human chorionic gonadotropin (HCG) produced by the
placentawhich can be detected in blood and urine samples of pregnant woman.

Maternal health services

Main maternal hedlth servicesare 1) Antenatal care 2) Intranatal care 3) Postnatal
care4) Careof thenewborn 5) Family planning services

Antenatal care

Antenatal carereferstothe carethat isgivento an expected mother from time of
conception isconfirmed until the beginning of 1abor. Ideally it should beginlong
before pregnancy and continuethroughout pregnancy

Goals of ANC Goals:
1. Toimprovethephysica and menta health of women and children.
2. Toreducematerna mortality and morbidity rates.

3. Toprevent, identify, and maternal and fetal abnormality that can affect preg-
nancy outcome.

4. Toensureasafeddivery andthebirth of alive, mature and healthy baby
5. Toeducatethe mother how to look after herself and her new born baby.
6. Todecreasefinancial recoursesfor care of mothers.
Scheduleof ANC

1. Check up every four weeks up to 28 weeks gestation.

2. Every 2weeksuntil 36 weeksof gestation.
3. Visteachweek until ddivery.
4

. Morefrequent visitsmay berequired if there are abnormalities or com-
plicationsor if danger signsarise during pregnancy.

Assessment & physical Exam
Assessment 1. Theinitial assessment interview can establishthetrugting relationship
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between the hedlthcare staff and the pregnant woman.2. Getting information about
thewoman’sphysica and psychologica health.3. Obtaining abasisfor anticipatory
guidancefor pregnancy.

During the first visit, assessment and physical examination must be completed
including: @History. Physical examination,obstetric examination, Laboratory data
and health education about antenatal care.

History: Welcome the woman, and ensure a quite place where she can express
concernsand anxiety without being overheard by other people. Current problems
with Menstrual history, Personal and socia history, Family history, Medical and
surgica history, Obstetrica history, pregnancy history

Physical Examinationisimportant to:

Detect previoudy undiagnosed physical problemsthat may affect the pregnancy

and establish baselinelevelsthat will guide the treatment of the expectant mother
and fetusthroughout pregnancy.

Laboratory Investigations- Routinetestsand Specific tests

Ultrasound - Ultrasoundisperformedto: estimatethegestationd age, check amniotic
fluid volume, check the position of the placenta,detect the multiple pregnancy and
congenital malformations,and the position of the baby.

Calculation of expected date of delivery (EDD /EDC )
Whiletaking history of expectant mother during her firg vist, itisimportant toascertain
thefirst day of thelast menstrua period (LMP), length of themenstrua cycleand

duration of anormal period. It iscustomary to count 280 days (or 9 monthsand 7
days) forward from thefirst day of LMP.

Antenatal clinic

Antenatal careisprovided by theantenatd clinic. Theclinicsareheld usualy oncea
week at all PHC s/sub centres/ MCH centres

Functions

1) Regidration of antenatal cases
2) Preparation of antenatal cards
3) Antenad examination

4) Antenatal advice

5 Mentd preparation

&
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6) Referencesarvice
7) Homevist
8) Maintenanceof records
High risk pregnancy
1) Elderly primi (30yearsandover)
2) Antepartum haemorrhage, threttend abortion
3) Eclampsiaand preeclampsia
4) Twins, hydramnios
5) Previousdtill birth, intrauteinedegth
6) Elderly grandmultipara
7) Pregnancy associated with general disease
Antenata advice
A magjor component of antenatal careisantenatal advice. Mgjor areasare

1) Diet: Adequatediet isimportant during pregnancy asit helpsto maintain ma-
ternal health, to meet the demands of growing foetus, to provide physical
strengh during labor and for successful lactation. Healthy well nourished ex-
pectant mother put on 10-12 kg of weight during pregnancy . A pregnant woman
needsto havedaily 300 kcalsof energy and 15 gm of protein over and above
the normal requirement for the growth of the foetus. It should provide the
following nutrients

A) Calories—3300 kcal

B) Protein—65gm

C) Iron—-40mg

D) Cacium—1gm, besidesvitamin

Diet should be adequate and balanced .Daily intake of fresh green leafy vegetables,
seasonal fruits,eggsand meat should be promoted .Encourage to take plenty of
water and daily intake of 2 glassesof milk isessential.

2) Personal hygiene: a Persond cleanliness( need to batheevery day , towear
clean|oose cotton clothes)

b. Rest and deep (The pregnant woman should liedowntorelax or degpfor
1 or 2 hoursduring the afternoon and at least 8 hours deep during every
night because the highest level of growth hormone secretion occurs at
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3)

4)

deep. Advicewoman to use natural sedativessuch as: warm bath & glass
of warmmilk.).

c. Bowels(constipation should be avoided by regular intake of green leafy
vegetables, fruitsand extrafluid .

d. Exercise(Exercise should be simple; light house hold work isadvised ,
avoid lifting heavy weightsand long period of standing. She should avoid
gtting withlegscrossed becauseit will impedecirculation)

e. Quitsmokingandacoholism

f. Denta care(Theteeth should bebrushed carefully inthemorning and after
every medl.)

0. Sexual activity(should berestricted especially during thelast trimester

Careof nipples: Wash breastswith clean tap water daily. Retracted, inverted
and flat nipples make breast feeding difficult which can be prevented during
antenatal period by advising antenatal mothersto massagethe breastsfromthe
ribstowardsthefront and bring out the nipple

Immunization: Two doses of tetanus toxoid should be given to pregnant
woman-thefirst doseisat 16-20 weeks and the second dose at 20-24 weeks
of pregnancy and theminimuminterva between thetwo doses should beone
month.

Others: The pregnant women should not unnecessarily expose herself to X
rays of the abdomen and also great caution should be taken in drug intake
especidly during thefirst trimester of pregnancy asthey may causefoetal ma-
formations.

Family planning: Exposureto family planning advice and motivation should
begin during the antenatal period asthe mother ispsychologically morerecep-
tiveduring pregnancy

Danger signsof pregnancy: Mother should be given clear cut instructions
sheshould reportimmediately in case of thefollowingwarningsignas;

Vaginal bleedingincluding spotting, Persistent abdomina pain, Severe& persistent
vomiting, Sudden gush of fluid from vagina, Absence or decreasefetal movement,
Severe headache, edemaof hands, faceand leg, Dizziness, blurred vision, double
vison.
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8. Mental preparation: Itisimportant asphysica preparation. Sufficient time
must be givento the expectant mother to have afree and frank discussion and
clarify her doubts.

Postnatal care

The puerperium (postnatal period) commences after the delivery of the placenta
and membranesand includesthefirst 6 weeksafter delivery. During thisperiod, the
woman'sreproductiveorgansgradudly returnto norma sizeand shape, and prominent
among these changesisinvol ution of uterus. The uterinedischargeduring thefirst 3-
4weeksof puerperiumiscalledlochia. Itisbright redincolour (lochiarubra) during
thefirst 3-4 daysafter delivery. From thefourth day or so, the colour of thelochia
getspder, and thenit becomesbrown or yellow (lochiaserosa) and findly it becomes
whitish (lochiaalba) Objectivesof postnatal careare

1. Topreventcomplications 2. Toprovidecarefor rapid restorationof mother’s
hedlth 3. Tofacilitatebreast feeding 4. To providefamily planning services
5.To providebasic health education

Care during puerperium

Pulse: During thefirst 2 hoursafter delivery, therecord of pulserate should be kept
1\2 hourly and thereafter twicedaily (pulseratereturnsto normal in 24-48 hours.)

Temperature: It should be recorded twice daily (temperature may rise to 100
degree Celsiusafter delivery and may returnswithin 24 hours.)

Fundal height: Theuterusispal pated and theheight of fundusabovethesymphysis
ismeasured at afixed time daily, and it should be carried out after emptying the
bladder and bowel. During the first 24 hours, there is no descent of the fundus.
From the second day onwards, the fundus descends by about 1 cm (1/2 inch) per
24 hourson average.

L ochia: Thecolour of thelochiashould berecorded andif it hasfoul smell/retained
partswhich should bereported

Perineal care: The perineum should be cleansed daily with swabs soaked in
anti septic solution. Themother should betaught how to cleanthe areaafter urination
andtousedgerilepads. Thewound should beingpected daily for sgnsof inflammation.

Breasts: The nipples should be cleansed with sterile water and a cotton swab
before and after each feed. Hand washing should be done before each feeding.

Bladder: The mother should be encouraged to empty the bladder every 7-8 hours.

&
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Condtipation: Duetolax abdomina wall constipationisaproblem.
Ambulation: Encouragethemother for early ambulation
Blood examination: If the mother isanemic she should betreated.

Advicetothemother: 1) Diet During thefirst 24 hoursgiveliquid diet and she
should resume her normal diet assoon aspossible (550 kcal extra(first 6 months),
400 kcal extra (next 6 months) 2) Postnatal exercise. This helps to tone up
abdominal and pelvic muscles.(deep breathing, contracting and relaxing of pelvic
and abdomina muscles). Gradual resumption of normal household dutiesisenough
in case of working classwomen. 3) Family planning: To thosewho are already
having two children tubectomy/copper |UD should be advised and for alactating
woman useof copper |UD/other conventiona should be advocated. Give awareness
about |actational amenorrhoea

Psychological support: Giveadequate support and clarify her doubts.
Registration of birth: It should be donewithin 21 daysafter birth.

Health education: Give health education about breast feeding,persons|
hygiene health check up etc.

Complicationsin postpartum period

Infection: Genital tract (Puerperd sepsis), UTI, Madtitis, Thrombo-phlebitisof legs,
Haemorrahge, incontinence and retention of urine, Mental disorders

Danger Signs
a Excessvevagind bleeding
b. i.e soaking morethan 2-3 padsin 20-30 minutes after delivery
c. Convulsons
d. Fastordifficult breathing
e. Fever and weakness so that she cannot get out of bed
f.  Severeabdominal pain
NEONATAL CARE
First 28 daysof lifeiscalled neonatal period
Early neonatd care

Themain causesof neonatd degthincludea) low birthweight b) infectionsc) sequelae
of birthinjuries
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mmediatecar e: Theimmediate care of the baby consistsof following elements

1. Clearingtheairway .Assoonastheheadisborn; liquor and vagina materias

should be wiped gently away from the mouth and nose. Gently suction the
mouth and nose. Soon after birth ababy must cry toinflate hislungs. A normal
newborn may held upside down by hisfeet to clear theairway

If natural breathingfails:

a. Resuscitation and activeintervention. Resuscitation becomesnecessary if
natural breathing failsto establish within aminute. In these cases active
measuresinclude repeated suction, application of mask, intubation and
assisted respiration arerequired

2. Apgar score. Thisisasmplemethod to eval uatethe physical condition of the

newborn. It requiresimmediateand careful observation of 5clinica sgnswhich
istaken at 1 minuteand 5 minutes after birth.

A perfect score should be 9 or 10;0-3 indicatesthat the baby isseverely depressed,;
score bel ow 5indicates baby needs prompt action.

s

Signs 0 1 2
1. Heart rate Absent Less than 100/mt More than
100/mt
2. Respiratory effort| Absent Weak cry Good strong
cry
3. Muscle tone Limp Some flexion of
extremities Well flexed
4. Reflexirritability | No response | Some movement Cry
5. Colour Blue/pale Body pink, extremities
blue Pink
Total score=10 Severe Mild depression No
depression 4-7 depression
0-3 7-10

J

1. Careof thecord; Clamp the cord/tiethe cord twice about 6 cmand 9 cm from

theumbilicus, using areef knot and cut the cord in between the clamps. Use
properly sterilized instrumentsand cord ties. The cord should bekept asdry as
possible. It driesand shrivel sup and separates by aseptic necrosisin 5-8 days.

&



Reference Book [}

2.

Care of the eyes: Before the eyes are open, the lid margins of the newborn
should be cleaned with sterile wet swabs, one for each eye. Any discharge
fromtheeyeof aninfant ispathological and callsfor immediate trestment.

Care of the skin: Thefirst bath is given with soap and water to remove the
vernix, meconiumand blood clots. Whenever the napkin/clothischanged, the
mother must clean up the baby’s bottom herself and the baby should be
wrapped in clean clothes.

Maintenance of body temperature

Littlethermal control in babiesespecially in preterm and LBW babies. Baby
should bedriedimmediately and well coveredin order to prevent heat lossand
givento themother for breast feeding. Practicerooming inand beddingin

“ Kangaroo care method” (strategy for LBW babies in IMNCI)

Breast feeding: It should beinitiated within thefirst half hour after birth. Feed
the baby on demand. Avoid supplementary feedsand bottlefeeding.

Neonatal examination

First examination: Notethegenerd condition, colour, any congenital maformations,
temperatureandtoruleout injury.

Second examination: 1t should be donewithin 24 hourspreferably by apediatrician
and isexamined from head tofoot

Measuring the baby

1.

Birthweight isoneof the healthindicatorswhich reflect theintrauterinegrowth.
InIndiabirthweight rangesfrom 2.5-3.5kg. It should betaken withinthefirst
hour of life beforesignificant postnatal |osses have occurred

Babieswith birthweight lessthan 2.5 kg are called low birth weight babies. By
theend of 5 monthsthe baby doublesitsbirth weight: by theend of oneyear,
thebaby treblesitshirth weight

Length (height)
For infantsand childrenlessthan 2 yearsof age, recumbent length (crown-hedl

length) is measured which can be usualy carried out accurately with an
infantometer. (L ength rangesfrom 45-55 cm at birth)

Head circumferenceistaken with atape measure at the maximum circumfer-
ence of the head in the occipito-frontal diameter.(rangesform 32-35cm)
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Breast feeding
Preparation of mother

) Nutrition: The mother should be encouraged to eat an adequate and bal-
anced diet during pregnancy and child bearing period to beableto Sorefat

inthe body.
i) Lessheavy work: Thishelpsto conserve energy.
iii) Traditional customs(eg. fasting) should be avoided.

Iv) Antenatal careof nipples. If thenipplesare small encouragethe mother to
stretchthem asmuch aspossible

v) Roomingin. Mother and baby should be kept together assoon aspossible
after birth hel psto establish bonding and stimulate milk production.

vi) Privacy .it hepsthemtorelax and themilk will flow moreeedly.
vii) Worriesinterferewith normal flow of milk
Importance of breast feeding

Breast milk isthe best and most appropriate food until achildis18-24 months of
age. Advantagesof breast milk are

¢ Itisthebest natural food for the baby.

¢ Itfully meetsthenutritiona requirementsof theinfant and promotes opti-
mal growth.

It protectsthe baby frominfection
Itis dwaysclean and Sterile
Itisavailable24 hours
[t requires no preparation.
It doesnot cost anything.
Itisavailableto thebaby at correct temperature and easily digested.
It creates bonding between mother and baby.
Sucking isgood for the baby.
It reducesinfant mortality.
¢ Ithasanatural contraceptiveeffect.
Principles of breast feeding
1. Breadstfeeding should beinitiated within thefirst half hour after birth
2. Colostrum, thefirst breast milk ismost suitable for the baby after birth asit

® & & & 6 o o o o
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containsahigh concentration of nutrientsand anti-infective substances.
3. Thebaby should bealowed to sucklefrom both the breasts during each feed-
ing.
4. Itisdesirabletofeedthebaby “ondemand.”
5. Theintervalsbetween feedsvary between 1-4 hours.
6. Aninterval of 6 hoursduring night should be encouraged to ensurerest for the
mother and the baby.
7.  Whenthebaby is4to6monthsold ,breast milk alonewill not be sufficient to
sustain growth, so additional foodsshould begiven.
8. Weghthechild every month and plot theweight on agrowth chart
Problems in breast feeding
1. Emotiond. Emotiona upset may interferewith milk production
2. Flat nipples. Teach mother to squeeze her nipplesand pull them gently
severa minutesaday
3. Swollen breasts. Prevent and treat this condition by emptying the breast
regularly.
4. Sore/cracked nipples. To prevent soreness, keep the skin soft by rubbing
theareolaand nipplewith an antiseptic cream.
5. Painful tender breastsmay be dueto infection which can betreated with
antibiotics
6. The baby may be having respiratory infection/congenital defects/may be
premature
Complementary Feeding
When breast milk isno longer enough to meet the nutritional needs of theinfant,
complementary foods should be added to the diet of the child. Thetransitionfrom
exdusivebreagtfeeding tofamily foods, referred to ascomplementary feeding, typicaly
coverstheperiod from 6to 18-24 monthsof age, andisavery vulnerableperiod. It
isthetimewhen manuitrition startsin many infants, contributing significantly tothe
high prevalence of manuitrition in children under fiveyearsof ageworld-wide.
Complementary feeding should betimely, meaning that al infantsshould Sart receiving
foodsin addition to breast milk from 6 months onwards. It should be adequate,
meaning that the complementary foods should be given in amounts, frequency,
consstency and using avariety of foodsto cover thenutritiona needsof thegrowing
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childwhilemaintaining bresstfeeding.

Foods should be prepared and given in asafe manner, meaning that measuresare
taken to minimizetherisk of contamination with pathogens. And they should be
giveninaway that isappropriate, meaning that foodsare of appropriatetexturefor
theageof the child and gpplying respons vefeeding following the principlesof psycho-
socia care.

Theadequacy of complementary feeding (adequacy in short for timely, adequate,
safeand gppropriate) not only dependsontheavailability of avariety of foodsinthe
household, but also onthefeeding practices of caregivers. Feeding young infants
requiresactive care and stimul ation, wherethe caregiver isresponsiveto the child
cluesfor hunger and also encourages the child to eat. Thisisalso referred to as
activeor responsivefeeding.

WHO recommendsthat infants start receiving complementary foodsat 6 months of
ageinadditionto breast milk, initialy 2-3timesaday between 6-8 months, increasing
to 3-4timesdaily between 9-11 monthsand 12-24 monthswith additional nutritious
snacks offered 1-2 times per day, asdesired.

Immunization

Immunizationisoneof themost well-known and cost effectivemethodsof preventing
diseases. Though most of the Vaccine Preventable Diseases (VPDs) are controlled
by now, immunization hasto be sustained, not only to prevent VVPDs, but also

a) Todiminate Tetanus,
b) Reducetheincidence of Meadesand
c) EradicatePoliomydlitis.

Diseases Protected by Vaccination under Universal Immunisation
Programme are:

» Diphtheria

*  Pertussis(whooping cough)
o Tetanus

» Podiomyditis

e Tuberculoss

* Meades

* HepdtitisB

e JgpaneseEncephdlitis

*  Meningitisand Pneumoniacaused by Haemophilusinfluenzaetypeb
Thevaccinesmust be given at theright age, right dose, right interval and thefull
course must be completed to ensurethe best possible protection to the child against

&



Reference Book [}

these diseases. The schedulethat tellsuswhen and how many dosesof each vaccine
areto begiveniscalledimmunization schedule

Immunization Schedule*
* Update the schedul e as per government notifications

If achildisnot giventheright vaccinesintime, it isnecessary to get them started
whenever possi bleand compl etethe primary immuni zation beforethe child reaches

itsfirst birthday.
S. Vaccine Protection | Route [No.of Vaccination
No. oses Schedule
BCG( Becillus  |Tuberculosis Intrade 1 _
1 | camette and rmal At birth
Guerin)
. (P)OF;V gﬁ)ral_ ) Poliomyditis | Oral ° gélr_th dose for insgtjutiongtl
io Vaccine iveries, primary 3 doses
6, 10, and 14 week and one
booster dose at 16-24 month
of age
Hepatitis B Hepatitis B Intramus 4 Birth dose for institutinal
3 cular deliveries
Pentavalent Diphtheria, 3
4 | Vaccine Pertussis and | Intramus Three doses at 6, 10, and 14
containing(Hib +| Tetanus, Hib | cular week
DPT+ Hepatitis B) | pneumonia and
Hib Meningitis
Hepatitis B
5 | DPT Diphtheria,| Diphtheria, Intramus| 2 | Two booster doses at 16-24
Pertussis and  |Pertussisand | cular month of age and 5-6 years
Tetanus) Tetanus of age
Measles Subcutal 9-12 months of age and 2™
6 Measles ous | 2 |doseat 16— 24 months
TT (Tetanus Intramus 10 yrs and 16 yrs of age
7 Toxc()i Tetanus iz 2 | For pregnant women two
4 doses given
JE vaccination
. . Japanese n
o | Soiad Evomils Sonan| 2 |12 0000 o e e 2
i eous
district) (brain Fever)
IPV ( Inactivated th th
9 |polio vecang | Poliomyelis Iniremus| |57 4T s
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Family planning
A WHO expert committee defined Family planning as:
Family planning refersto practicesthat helpindividua sand couplesto attain certain
objectives
* Toavoidunwanted births
» Tobring about wanted births
» Toregulatetheinterva sbetween pregnancies

» Tocontrol thetimeat which birthsoccur inrelation to the ages of the parent
and

e Todeterminethenumber of childreninthefamily
Typesof family planning methods
1. Spacingmethods:

a.) Natura methods

b.) Barrier methods: - physica barrier methods - chemical barrier methods -
intra-uterine devices - hormona methods - post conceptional methods

2. Termina methods

Spacing methods

Natural methods

1. Coitusinteruptus withdrawn method

Inthismethod the penisiswithdrawn from thevaginabeforegaculation. Inthis
way semenis prevented from entering the uterine cavity and pregnancy does
not take place.

2. Sdfeperiod

Thismethod isbased upon the process of ovulation and menstrua cyclewhich
hel psin determination of the safe period when coitus can be doneand unsafe

3. Abgtinence

Thisinvolvescompleteavoidance of sexua cohabit.

Barrier methods

Barrier methods arethose methodswhich prevent meeting of spermswith theovum.
Therearethreetypesof barrier methods.
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1. Physcd Barrier method

A. Condom
Itisathin rubber sheath whichisused by men

B. Digphragm
Thediagphragmisused by womenin her vaginatoformabarrier infront of the
cervix. Thediaphragmisdome shaped andislikeashallow cap.

C. Vagind sponge

Itissmall polyurethanefoam sponge, diffused with spermicide. Thespongeis
shapedinaway that it can befitted on to the cervix and hasaloop onitsouter
surfacewhich can be used to pull out the sponge after use.  Provides protec-
tionfor 24 hours. 1t should beinserted beforethe coitus.

2.  Chemicd Barrier Method

These methodsusudly kill the spermsand thisway chemical contraceptiveshelpin
preventing the pregnancy. Thechemical contraceptiveswhichareinuseare: foam
tablet aerosols, cream jelly and pastes, suppositoriesand solublefilms

3. Intrauterinedevices

These arethedeviceswhich are placed in the uterine cavity. Earlier these devices
were made up of silk worm gut, silk and gold. Thethreedifferent typesof IUD’s
generdionsare:

First generation 1UDs - These devices were made of polyethylene and are non-
medicated. Theseareavailablein different sizesand shapessuch ascoils, spirals,
and loops. Thelippes|oop isthemost popular and commonly used device.

Second Generation 1UDs - These are also made of polyethylene but copper is
added into these. The copper enhancesthe contraceptive effect. Variety of copper
devices are: Copper-7 and copper t-200, Variants of T devices. TCU: 220C and
TCU: 380A, Multi load devices: ML-CU: 250, ML-CU: 375, NovaT: T CU-380.
All cudevicesaremoreeffectiveand lesschancesof sdeeffectsi.epainand bleeding
and can befitted easily in nulliparouswomen and tolerated by them.

Third Generation IlUDs: These contain hormoneswhich arereleased dowly inthe
uterus. Thehormoneaffectsthelining of uterusand cervical mucus. It may affect the

sperm.
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There are two types of hormone IUDs

PROGESTASERT: It is T shaped device and contains progesterone which isa
natural hormone. Progesteron is in more use than the other hormone devices.
LEVONORGESTREL DEVICE: Thisis aso a T shaped device which has
levonorgestrel asynthetic steroid. It isfound to be more effective. It needsto be
changed after fiveyears.

Hormonal methods

Hormona methods of contraceptivesarefound to bethe most effective method to
prevent unwanted pregnancies. It isof two maintypes:

A. ORAL PILLS
Therearevarietiesof ora contraceptivepills. They are:
1. COMBINED PILLS

Thepill iscomposed of two  hormonesi.e synthetic oestrogen and progestrogenin
very smal doses. Therearetwo typesof pillsavailablewiththenameof: MALA-D,
MALA-N

2. Progestrononly pill

Thispill isadsoknown asmini pill. It containsonly progestrogen and it thickensthe
cervica mucuswhich preventsthe entry of spermsinto theuterine cavity. Mini pills
aretaken throughout the menstrua cycle and these are not used widely because of
itshighfalurerate.

OnceaMonth Fill: Itismodified combined pill. It containslong acting oestrogen
and short acting pregesteogen. Thesepillsarenot in use because experimenta results
reveal ed high pregnancy rateand irregularity inthemenstrua cycle

B. Depot Formulations

Thesearelong acting hormonal contraceptive containsonly synthetic progesteogen.
Theseareavailableinthreeforms:

1. Injectablecontraceptives
Itisagain of twotypes
a. Progestagenonly injectable:

Therearetwo preparationswhich areavailable: DMPA: (Depot-medroxy progestron
acetate) and NET-EN.

2. Combinedinjectablecontraceptives
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These contain progestrogen and oestrogen.
3. Subdermd implants
There are two varieties. The earlier one is known as Norplant and latest one is
Norplant R-2. Both of these devicesare placed under the skin of thearm.
C. Vagindrings
Thismethod isnot muchin use. It consistsof ring which containssmall amount of
pregestogen. Theringisfitted into the vaginafor threeweeksof menstruation cycle,
after whichitisremoved for aweek and then reworn after menstruation cycle.
Postconceptiona methods

a. Mengrua Regulation
Theseare the methodswhi ch are used after the missed period and pregnancy may

or may not have occurred. This method is used in regulating and inducing the
menstruation and terminating the pregnancy or aborting thefetus.

b. Mengrud induction

This is done within few days of missed period. It is done by application of
prostaglandin F2 under sedation.

c. Abortion
Abortion refersto thetermination of pregnancy beforethefetusbecomeviablei.e

beforeitisabletoliveoutsidethewomb. Thisperiodisfixed at 28 weekswhenthe
foetusweighs 1000 grams. Abortionsare either spontaneousor induced.

TERMINAL METHODS

Sterilizationisonly method which gives permanent protection from} conception.
Either husband or wife can undergo sterilization by asimplesurgical operationi.e
vasectomy or tubectomy.

a. Vasctomy
Itissterilization of mae. Itisvery smpleand minor The operationinvolvesasmall
operation which takes hardly 15-20 min. cut on both sides of scrotum thenasmall
portion of vasdeferens (about 1cm) on either side of the scrotum iscut and ligated,
folded back and sutured.

b. Tubectomy

Itissterilization of females. Thisisdoneby resectingasmall part of fallopian tubes
and ligatesthe sected ends. The closing of thetubes can also be done by using other
methodslike closing the tubeswith bands, clipsand €l ectrocautery. The operation
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can bedonethrough abdominal or vaginal approach.

The most common abdominal procedures are laparoscopy and minilaparotomy.
Thetubectomy can be doneafter delivery, between delivery and after abortion.

Practical Activities

1. Antenata care

Post Natal Care

Careof newborn

Health teaching on Breast Feeding Techniques
Hed th teaching on Immunisation

6. Hedthteachingonfamily planning methods

o~ 0D

Assessment Activities

1.
2.
3.

5.
6.

Preparation of information booklet on antenatal and post natal care
Preparation of achart on breast feeding technique

Preparationof information booklet on breast feeding and complementary feed-
Ing

Preparation of poster onimmunization

Seminar onfamily planning methods

Hedthtalk on antenatal care, post natal care breast feeding and immunisation

TE Questions

1.

Themaingoal of Antenatal careisto reduce materna mortality and morbidity
rates.

a.  Writedown the schedul e of antenatal visits.
b. Briefly describeantenata advises.

National immunisation programme targets nine killer diseases. Prepare a
POSTER showing the schedul e of vaccines.

Completethefollowing
a. Apgar score

I.  Appesrance ...
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UNIT 4.6 : ADOLESCENCE
Introduction

Adolescence describestheteenage years between 13 and 19 and can be considered
the transitional stage from childhood to adulthood. However, the physical and
psychologica changesthat occur in adolescence can start earlier, during the preteen
or “teen” years(ages9through 12). Adol escence can beatimeof both disorientation
and discovery. Thetransitiona period can bring up issuesof independenceand self-
identity; many adolescentsand their peersfacetough choicesregarding schoolwork,
sexudlity, drugs, acohol, and socid life. Peer groups, romanticinterestsand externa
appearancetend to naturally increaseinimportancefor sometimeduring ateen’s
journey toward adulthood. Thisunit coversthe concept of adolescence, physical
and physiologica changesin adolescence, problems of adol escentsand promoting
optimum health during adolescence.

Learning out comes

TheLearner:
» Definesadolescence
» Describesthephysical and physiologica changesin adolescence
e Identifiesthe problemsof adolescents

» Practicesthedifferent waysof promoting optimum health during adoles-
cence

Adolescence

Adolescenceisaperiod of rapid physical and emotiona development. Thisperiod
startsaround 10 yearsof ageand extending till 19 years.

1. ThisisthePeriod of rapid growth and devel opment.
2. They experience changesintheir bodiesand mindsduring thistime.
Physical and Physiological Changes in Adolescence

3. Itisimportant that you give due attention to the health of adolescents, as
the health and productivity of the nation dependson them.

Aspart of growing up, adolescentswill go through puberty. Puberty isthetimeinlife
when the body undergoes changes from that of a child to an adult. You already
know about the chemicalsin thebody called hormones causethese changes. Because
thereare so many changes happening during puberty, adolescentsfind it difficult to
adjust to these changes and often they need support.
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Not only doesthe body change, but the emotions of adol escents changetoo. How
they think and feel about themselves, family and friends may seem different. As
adolescentsgo through puberty, they liketo takeimportant decisionsfor themsdlves,

take on morerespons bilitiesand become moreindependent.

(

Changesin girls

Changes in boys

Breasts. In most girls, puberty starts
with breast growth. When breasts start
to develop, one may notice small, tender
lumps under one or both nipples that
will get bigger over the next few years.
When breasts first begin to develop, it
isnot unusual for one breast to belarger
than the other. However, as they
develop, they will be aike in size and
shape.

Hair: Soft hair will start to grow in the
pubic area (the areabetweenlegs). This
hair will eventually become thick and
very curly. Hair grows under the arms
and on the legs.

Body shape: Hips get wider and waist
will get smaller. Body will also beginto
build up fat in the stomach, buttocks,
and legs. Thisisnormal and gives body
the curves of a woman.

Body size: Arms, legs, hands, and feet
may grow faster than the rest of the
body.

Skin: Skin may get oilier. This is
because glands are growing too. Almost
al teenagers get acne at one time or
another.

Menstruation: Duringthisper
i odmenstrual cycle, or “period” begin.
Most girls get their periods between 9
Land 16 years of age.

Body size: Arms, legs, hands and feet
may grow faster than the rest of the bodly.
Body shape: Adolescents will get taller
and shoulders will get broader. They will
gainalot of weight. During thistime, many
boys experience swelling under their
nipples. This may cause them to worry
that they are growing breasts.

During puberty, muscles will also get
bigger.

Voice: Voice will get deeper. This may
start with voice cracking.

Hair: Hair will appear under arms, on
legsand face, and above penis. Chest hair
may appear during puberty or later,
athough not all men have chest hair.
Skin: Skin may get oilier and may sweat
more.

Penis. Penis and testes will get larger.
Boys get erections due to an increase in
sex hormones. Erections occur when the
penis gets stiff and hard — sometimes for
no reason. Thisisnormal. Body will also
begin to produce sperm during puberty.
This means that during an erection,
adolescents may also experience
gjaculation. This occurs when semen
(made up of sperm and other fluids) is
released through the penis. This could
happen during sleep. This is called a
nocturnal emission or “wet dream.”

J
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Problems of Adolescents - Physical, Physiological and Psychosaocial

Adolescenceisatimeof immensebiologic, psychologica, and socia change. These
rapid changesin hormonal milieu, changing ideas and concepts about theworld,
having to cope up with the expectationsfrom the soci ety and need to establish their
ownidentity keeptheminlotsof pressure.

Adolescent nutrition

Nearly half of adolescent girlsaged 15-19in Indiaare underweight, with abody
massindex of lessthan 18.5. (UNICEF global database 2011)

Thereisincrease in nutritional requirement during this period of rapid growth
micronutrient being asimportant asenergy and protein.

Insufficient dairy product intakein underprivileged girlsleadsto poor intakeof protein
and calciumresulting low boneminera densty.

VitaminA deficiency isalso animportant issuein economically deprived adolescents.

Under nutrition often del aysthe onset of puberty and sexua maturation, and resultin
stunting, poor bone massaccrua and reduced work capacity.

A large proportion of India sadolescentsare anaemic: 56 per cent of girlsand 30
per cent of boys.

Thenationd Minitry of Hedlth and Family Welfare(MHFW) launched anationwide
Weekly Iron and Folic Acid Supplementation (WIFS) programmein January 2013.

Theservicesddivered under scheme:-
1) Weeklyironandfolicacid supplementation;
2) Bi-annud deworming; and

3) Nutrition counselling about how to improvediet, prevent anaemiaand mini-
mizethe potentia side-effectsof Iron and Folic Acid supplementation and de-
worming.

Kishori shakti yojnato improvenutritional and health status of girlsin agegroup of
11-18 years.

Improving nutritiona statusof adolescent girlshelpsbreak the cycle of malnutrition
and low birthweight babies.

Eating disorders

ANOREXIA NERVOSA - Itisan eating disorder characterized by alow weight
fear of gaining weight, astrong desireto bethin and food restriction. Thisismore
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common among 15-19yr old.

Characterized by-
Body welght <85% of expected weight for age and height
Intensefear of becoming fat even though underweight.
Disturbed body imageand denial that current body weight islow
In postmenarchedl girls, amenorrhea.

ANOREXIA BULIMIA:-It isan eating disorder characterized by binge eating

followed by purging. Itismore common in girlsbetween 10-19 yr of age.

Mental health problems

1. Depressionisthetop cause of illnessand disability among adolescentsand
suicideisthethird cause of death.

2. Adjustment disorder, anxiety disorder, delinquent behavior, poor body image,
and low sdlf-esteem are other psychologica problems.

3. Adolescentsareat higher risk of committing suicide because of their cognitive
immeaturity andincreasedimpulSvity.

Early pregnancy & child birth

a) Complicationslinked to pregnancy and childbirthisthe second cause of death
for 15-19-year-old girlsglobally.

b) Babiesbornto adolescent mothersfaceasubstantialy higher risk of dying than
those born to women aged 20 to 24.

¢) Unmarried adolescentsarelikely to resort to unsafemethod of abortions, which
increasestherisk of complication like septicemiaand a so mortality.

d) Adolescent pregnancy isalsoatincreased risk of pre-eclampsia, preterm la-
bor, prolonged and obstructed |abor, and postpartum hemorrhage. And such
pregnanciesare2to4timeslikely to die during childbirth ascompared to adult
pregnancies.

€e) Many girlswho become pregnant haveto drop out of school.

f)  Newbornsbornto adolescent mothersare also morelikely to havelow birth
weight, with therisk of long-term effects.

g WHO published guidelinesin 2011 with the UN Population Fund (UNFPA)
on preventing early pregnanciesand reducing poor reproductive outcomeswith

6 manobjectives.
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* Reducing marriage beforethe age of 18;

»  Creating understanding and support to reduce pregnancy before the age of
20;

* Increasing the use of contraception by adolescentsat risk of unintended
pregnancy;

* Reducing coerced sex among adol escents;

*  Reducing unsafeabortion among adol escents;

* Increasing use of skilled antenatal, childbirth and postnatal care among
adolescents.

Gender dysphoria

Peoplewho have gender dysphoriafeel strongly that they are not the gender they
physically appear to be.

For example, aperson who hasapenisand al other physical traitsof amalemight
fed instead that heisactualy afemae. That person would haveanintensedesireto
have afemale body and to be accepted by othersasafemal e. Or, someonewith the
physical characteristicsof afemalewouldfed her trueidentity ismale.

Sleep disturbance

a During the period of rapid growth, adolescents have increased sleep re-
quiremen.

b) Butthey aredeprived of deep duetoincreased academic activity, parents
workingin shift orwatching TV lateinto thenight.

¢) Inadequate deep may cause poor school performance, daytime drowsi-
ness, aggressive behavior, conduct disorder, anxiety, restlessleg syndrome
and depression.

d) Sleep deprived teens may have periods of subconscious bouts of sleep
during the daytime, making them proneto injuriesand accidents.
Sexually transmitted infections
a) Early sexud activity isnot uncommoninindia
b) Varioushiologica (immatureandincompletely estrogeni sed mucosa) and psy-
chological factors(lack of preparedness, lack of familiarity with barrier contra-
ceptives) make an adolescent susceptibleto theseinfections.

c) Vagind dischargeiscommonin adolescent girlsand may signify physiologica

leucorrheaof puberty or endogenousor sexually transmitted infections.
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d) Pevicinflammatory disease (PID) isaspectrum of inflammatory disorder of
femaegenita tract. It can present with abdomina painand vaginal discharge.

e) CommonSTlsare
» Bacterid Vaginosis
e Chlamydia
e Genita Herpes
» Gonorrhea
* HepatitisB
e HepatitisC
*  Human Pepillomavirus
e LymphogranulomaVenereum (LGV)
* PubicLice(Crabs)
» Scabies
e Yyphilis
» Trichomoniass
* YeadstInfections
)  HIV-
- Morethan 2 million adolescentsarelivingwith HIV
- Although HIV deaths decreased in last 8 years but adolescents deaths are
risng.
- Young peopleneed to know how to protect themsel vesand havethe meansto
do so. Thisincludesbeing ableto obtain condomsto prevent sexual transmis-

sion of thevirusand clean needles and syringes for those who inject drugs.
Better accessto HIV testing and counsellingisal so needed.

Obesity
a) Prevaenceof obesity and overweight ishigher inboysthaningirls.

b) Obesty hasstrong associationwith asthma, deep disorder, reflux disease, blount
disease, dipped femord epiphys's, gallstones, fatty liver, and numerous meta-
bolic derangementsliketype 2 diabetes, dydipidemia, hypertension and poly-
cysticovariandisease.

&
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Changein sedentary life style, decrease consumption of calorie densefood and
increaseoutdoor activity contributeto control of thesedisorders.

Gyenecological problems
a Itiscommonto haveanovulatory andirregular menstrual cyclesduring first
two yearsafter menarche.

b) Inpolycystic ovarian syndrome, with acombination of menstrual irregularities
and ovarian cyst with androgen excesslikeacneor hirsutism, occursin around
9% of Indian adolescent girls. The condition has association with other meta-
bolic derangementslike obesity, insulin resistance and type 2 diabetes.
Substance abuse
a) Most of thetobacco and a cohol use starts during adol escence.

b) Alcohol (21%), Tobacco (14%), cannabis (3%), and opium (0.4%) are
themost preval ent substance abusein Indian adolescence.

c) Addictsaremoreproneto accidents, injuries, violence and trading sex for
drugs, HIV, hepatitis C, sexually transmitted disease and tubercul osis.

Violence
d WHOdefinesviolenceas

a. “Theintentional useof physica forceor power, threstened or actud, against
onesdlf, another person, or against agroup or community that either results
inor hasahighlikelihood of resulting ininjury, death, psychologic harm,
mal devel opment or deprivation”

b) Physica and sexua violencearecommonin India

c) 20-30%of youngfemaessuffering from domestic violenceand 5-9%young
femalesreporting sexual violence (NFHS3).

d) Motor vehicleandindustria accidentsare common in boyswhereasburns
arecommoningirls.

Multipletreatment modalitiesare used s multaneoudy in managing adolescentswith
persistent violent and aggressive behavior and range from cognitive-behavioral
therapy involving theindividual and family to specific family interventions (parent
management training, multisystemic trestment) and pharmacotherapy.

Treatment of existing comorbid conditions, such asattention-deficit/hyperactivity
disorder, depression, and substance abuse, appearsto reduce aggressive behavior.
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Lack of sex education

a Themgority of Indian adolescent do not get formal sex educationin an effec-
tiveway.

b) Peers, books, internet and magazinesarether main source of information about
EX.

c) Parents oftenfail to discussissueslike safe sex, dating, abortion, HIV, and
sexually transmitted di seases.

Social challenges
1. Meda

a. Withtheavailability of €lectronic media, adolescentsare exposed toinfor-
mationfromal acrosstheworld.

b. Thisexposureisunsupervised because of working parentsand increasing
useof electronic gadgets.

c. Duetoinability to separatefact from fantasy, adolescents succumb to the
glamorous portrayd of tobacco or dcohol consumption, unredistic expec-
tations, physica aggression, destructive behavior and unprotected sex.

2. Peerpressure
a. Peerformationisapart of adolescent socia devel opment.

b. Pressurefor conforming to normsdrive many of their actions and deci-
sions, including risk taking behavior and initiation of substance abuse.

3. Povety

a. Childrenbelongingto poorer familiesarelikely to haveinadequate diets,
have higher chances of having depression, antisocial behavior and engag-
ingindrugsor sexua activity at earlier ages.

4. llliteracy

a. Thoughstuationisimproving over theyears, till 33% of Indianyouth are
not ableto completethelr primary education.

b. Femalegender belonging to rural and poor background isrisk factor for
illiteracy.
5. EalyMariage
a. Thoughthelegd agefor marriageis18yr for girls, many states<till havethe

practiceof childhood and early marriage.
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6. Academicand Emotional Stress

a

b.

Examinations causesgnificant physiological and psychologica stress.
Apart from rapid changesin their body structures, various other factors
like peer acceptance, discrimination, academic burden, parental expecta-
tions, changing socia environments cause stressamong adol escents.

Some adol escents may face adjustment problemsresulting in various psy-
chological and somatic effects.

7. Discriminaion

a

b.

Adolescent girlsare often asked to limit their outdoor or extracurricul ar
activitiesand arenot involved in any decision making. They are expected
to do household work.

Gender based discrimination isseen in education and even food distribu-
tion

PROMOTING OPTIMUM HEALTH DURING ADOLESCENCE

The major cause of morbidity and mortality in adolescence is not diseases, but
health damaging behaviours. Effective health education for adolescence should
incorporate adevel opmentally appropriate health education programme.it include

1. Persond care

Personal hygieneincluding hair, eyes, foot mensirual etc
Body posture

Body art tattooing and piercing
Eating habits

Rest and deep

Exerciseand activity

Dentd hedth

Prevention of accidentsandinjuries
Stressreduction measures
Immunization

Nutrition

2. Familylifeeducationandlifeskill education

Basisof friendship
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e Communicationskill

» Pogtivethinking

o Sdf awareness

» Copingwith stressand emotion
* Reolvingconflicts

Premarita counsdling

Prevention of additive behaviour
Prevention of sexua molestation
Early management of medica and behavioural problem
Internet safety

Vocationd guidance

Lifeskill Education

Practical Activites

© © N o s~ W

1. Visttoadolescentclinic
Assessment Activities

1 Survey among school children onadolescent problem
TE Questions

1. Adolescenceisatimeof immensebiologic, psychological, and social change.
Describethemagjor physiologica problemsof adolescence.

Aspart of career guidanceand counsdling centreadoctor isvisiting your schoal.
Preparefive questionsregarding adolescent problems.
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UNIT 4.7: NATIONAL HEALTH PROGRAMMES
Introduction

Sincelndiabecamefree, severa measures have been taken by nationa government
to improve the health of the people. Prominent among these measures are the
National Health Programmes, which have beenlaunched by the centra government
for the control/eradication of the communicable diseases, improvement of
environmental sanitation, raising thestandard of nutrition, control of populationand
improving rura hedlth.

Learning outcomes

TheLearner:

»  Describesthenational hedth programmesinindia

*  Paticipatesinthenationa heath programmes

National health programmes

Brief account of someimportant national health programmes are discussed bel ow.
1. Missonindradhanush

Mission Indradhanush waslaunched by theMinistry of Health and Family Welfare,
Government of Indiaon December 25, 2014. Between 2009-2013 immunization
coverage hasincreased from 61% to 65%, indicating only 1%increasein coverage
every year. To accelerate the process of immunization by covering 5% and more
children every year, Indradhanush miss on hasbeen adopted to achievetarget of full
coverage by 2020.

TheMiss on Indradhanush, depicting seven coloursof therainbow, aimsto cover al
those children by 2020 who are either unvaccinated, or are partially vaccinated
againg saven vacci ne preventablediseaseswhichinc udediphtheria, whooping cough,
tetanus, polio, tuberculosis, mead esand hepatitisB.

2. National vector borne disease control programme

Launchedin2003-04 by merging Nationd anti -maariacontrol programme, Nationd
Filaria Control Programme and Kala Azar Control programmes .Japanese B
Encephalitisand Dengue/DHF have a so beenincluded in thisProgram Directorate
of NAMPisthe nodal agency for prevention and control of major Vector Borne
Diseases

List of Vector Borne Diseases Control ProgrammeLegidations:
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Nationa Anti - Maariaprogramme
Kaa- Azar Control Programme
Nationa FilariaControl Programme

A w DN P

Japenese EncephilitisControl Programme
5. Dengueand Dengue Hemorrhagicfever
3. Revised national tuber culosiser adication programme

The National TB Control Programme was started in 1962 with the aim to detect
casesearliest and treat them. Inthedidtrict, the programmeisimplemented through
the district Tuberculosis Centre (DTC) and the Primary Health Institutions. The
Digtrict TuberculossProgramme (DTP) issupported by the statelevel organization
for the coordination and supervision of the programme. The Revised Nationa
Tuberculosis Control Programme (RNTCP), based on the DOT Sstrategy, began
asapilot project in 1993 and was launched asanational programmein 1997 but
rapid RNTCP expansion beganin late 1998

TheRevised Nationa TuberculosisControl Programme hasinitiated early and firm
stepsto its declared objective of Universal accessto early quality diagnosisand
qudity TB carefor dl TB patients . Theyear 2012 witnessed innumerableactivities
happening towardsthe same. Notification of TB; case based web based recording
and reporting system ( NIKSHAY'); Standards of TB care in India; Composite
indicator for monitoring programme performance; Rapid scaeup of theprogrammetic
management of drug resistant TB servicesarefew of theworthwhilementioninthis
regard.

NIKSHAY, theweb based reporting for TB programme has been another notable
achievement initiated in 2012 and has enabled capture and transfer of individual
patient datafrom theremotest healthingtitutions of the country.

4. National aidscontrol programme

National AIDS Control Programme was launched in Indiain theyear 1987. The
ministry of Hedth and family welfarehas set up Nationd AIDS Control Organisation
(NACO) asasgparatewing toimplement and closdy monitor thevariouscomponents
of theprogramme. Theaim of the programmewas.

1. Topreventfurther transmissonof HIV
2. Todecreasethemorbidity and mortality associated with HIV infection
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3. Tominimizethe socioeconomicimpact of resulting fromHIV infection
a NACP Phase | (1992-1999)
b) NACP Phase I (1999-2000)
c) NAPC Phase Il (2007- 2012)
d) NACP Phase IV (2012-2017)
The objectivesof NACP PhaselV are
Objective 1: Reduce new infections by 50%

Objective 2: Provide comprehensive care and support to all personsliving with
HIV/AIDSand treatment servicesfor al thosewho requireit.

Key Strategies

Srategy 1. Intensfying and consolidating prevention services, withafocuson HRGs
and vulnerable population.

Srategy 2: Increasing access and promoting comprehensive care, support and
treatment

Srategy 3: Expanding |IEC servicesfor (a) general population and (b) high risk
groupswith afocus on behaviour change and demand generation.

Srategy 4: Building capacitiesat national, state, district and facility levels
Srategy 5: Strengthening Strategic Information Management Systems
5. National programmefor control of blindness

National Programmefor Control of Blindnesswaslaunched intheyear 1976 asa
100% Centrally Sponsored schemewith thegod to reducethe prevaenceof blindness
from 1.4%10 0.3%. Asper Survey in 2001-02, prevalenceof blindnessisestimated
tobe1.1%. Rapid Survey onAvoidable Blindness conducted under NPCB during
2006-07 showed reductionin the preva ence of blindnessfrom 1.1% (2001-02) to
1% (2006-07). Various activities/initiativesundertaken during the Five Year Plans
under NPCB aretargeted towards achieving thegoa of reducing the prevalence of
blindnessto 0.3% by the year 2020.

Strategies
1. Decentraizedimplementation of theschemethrough Digtrict Health Societies
(NPCB)

2. Reductioninthebacklog of blind personsby active screening of population
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above 50 years, organising screening eye camps and transporting operable
casesto eyecarefacilities

3. Development of eye careservicesand improvement in quality of eyecareby
training of personnd, supply of high-tech ophtha mic equipment, strengthening
follow up servicesand regular monitoring of services,

4. Screening of school age group (Primary & Secondary) childrenfor identifica
tion and treatment of Refractive Errors, with specid attentionin under-served
aress,

Public awareness about prevention and timely treatment of eyealments;

Specia focusonilliteratewomeninrural areas. For thispurpose, there should
be convergencewith various ongoing schemesfor devel opment of women and
children;

7. Tomakeeyecarecomprehensive, besidescataract surgery, provisonof asss-
tancefor other eye diseases like Diabetic Retinopathy, Glaucoma M anage-
ment, Laser Techniques, Corned Transplantation, Vitreoretind Surgery, Treat-
ment of Childhood Blindnessetc.;

8. Congruction of dedicated Eye Wardsand Eye OTsin District HospitasinNE
States and few other States as per need;

9. Development of Mobile Ophthalmic Units[renamed asMultipurpose Digtrict
Mobile Ophthadmic Units(MDMOU)] inthedistrict level for patient screening
& transportation of patients;

10. Continuing emphasison Primary Healthcare (eye care) by establishing Vision
centersinal PHCswithaPMOA inposition.

11. Participation of community and Panchayat Rg ingtitutionsin organizing ser-
vicesinrura aress,

12. Involvement of Private Practitionersinthe programme.
6. Universal immunization programme

TheExpanded Program on Immunization (EP1), aprogramfor immunizingal children
during thefirst year of lifewith DPT, OPV, BCG and typhoid—paratyphoid fever
vaccines was launched in 1978. In 1985, the name of EPI was changed to the
Universal Immunization Program (UIP) .Thestated objectivesof UlPareto:

*  Rapidly increaseimmunization coverage

*  Improvethequality of services
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» Egablishardiablecold chain syslemtothehedthfacility level

e Introduceadigtrict-wise system for monitoring of performance

* Achievesdf-aufficiency invaccineproduction

India’sUniversal Immunization Programmeisoneof thelargest of itskindinthe
world, intermsof quantity of vaccine used, number of beneficiariesreached out to,
number of immunization sess onsorganized and thegeographica soread and diversity
of areascovered. It catersto nearly 27 millioninfantsand 30 million pregnant women
annudly freeof codt. Thereisastrong palitica commitment inthecountry for achieving
universa immunization coverageand for theeradi cation and eimination of thetargeted
diseases.

7. Pulsepolioimmunization programme

With the global initiative of eradication of polioin 1988 following World Health
Assembly resolutionin 1988, PulsePolio Immunization programmewas|launchedin
Indiain 1995. Children in the age group of 0-5 years administered polio drops
during National and Sub-national immunization rounds (in highrisk areas) every
year. About 172 million children areimmunized during each National Immunization
Day (NID).

Thelast polio caseinthe country wasreported from Howrah district of West Benga

with date of onset 13th January 2011. Thereafter no polio case hasbeenreportedin
the country.

WHO on 24th February 2012 removed Indiafromthelist of countrieswith active
endemicwild poliovirustransmission.

The Pulse Polio Initiative was started with an obj ective of achieving hundred per
cent coverage under Oral Polio Vaccine. It aimed to immunize children through
improved socid mobilization, plan mop-up operationsin areaswhere poliovirushas
amost disappeared and maintain high level of moraleamong the public.

8. National health mission

National Health Misson (NHM) encompassing two Sub-Missions, National Rural
Hedth Mission (NRHM) and National Urban HealthMission (NUHM).

Vision of NHM is“Attainment of Universal Accessto Equitable, Affordableand
Quiality health care services, accountable and responsive to peopl €' sneeds, with
effectiveinter-sectoral convergent action to addressthewider socia determinants
of hedth”.
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Goalsof NHM

1. ReduceMMRto1/1000livebirths

Reduce MR to 25/1000 livebirths

Reduce TFRt0 2.1

Prevention and reduction of anaemiainwomen aged 15-49 years

o b w N

Prevent and reduce mortdity & morbidity from communicable, non- commu-
nicable; injuriesand emerging diseases

©

Reduce househol d out-of -pocket expenditure on total health careexpenditure
Reduceannud incidence and mortality from Tuberculosisby half

Reduce prevaence of L eprosy to <1/10000 popul ation and incidenceto zero
inal digricts

9. Annua Malarialncidenceto be<1/1000

10. Lessthan1per cent microfilariaprevaenceinall districts

11. Kaaazar Elimination by 2015, <1 case per 10000 populationin all blocks
9. Reproductive, maternal, newbor n, child and adolescent health

RMNCH+A approach hasbeen launchesin 2013 and it essentially looksto address
the major causes of mortality among women and children aswell asthedelaysin
accessing and utilizing health careand services. TheRMNCH+A drategic approach
has been devel oped to provide an understanding of * continuum of care’ to ensure
equal focusonvariouslifestages. Priority interventionsfor each thematic areahave
been included in thisto ensurethat thelinkages between them are contextudized to
thesameand consecutivelifestage. It dsointroducesnew initiativeslikethe use of
Score Cardto track the performance, National Iron + Initiative to addresstheissue
of anemia across all age groups and the Comprehensive Screening and Early
interventions for defects at birth , diseases and deficiencies among children and
adolescents. The RMNCH+A appropriately directsthe Statesto focustheir efforts
onthemost vulnerable popul ation and disadvantaged groupsinthe country. It also
emphasizeson the need to reinforce effortsin those poor performing districtsthat
have aready beenidentified asthehigh focusdigtricts.

10. National cancer control programme

The National Cancer Control Programme was launched in 1975-76 with the
objectivesof primary prevention, early detection, treatment and rehabilitation. In
order to cater to the changing needs of the disease the programme has undergone
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three revisions with the third revision in December 2004. Under the revised
programme, the primary focusis on correcting the geographic imbalancein the
availability of cancer carefacilitiesacrossthe country. Thescope of theprogramme
and the quantum of assistance under the various schemes have been increased.

11. NAtional mental health programme

The Government of India has launched the National Mental Health Programme
(NMHP)in 1982, kespinginview the heavy burden of mentd illnessinthecommunity,
and the absol ute inadequacy of mental health careinfrastructurein the country to
dedl withit.

NMHP has 3 components:
1. Trestmentof Mentdlyill
2. Rehabilitation
3. Prevention and promotion of positivemental health.
Aims
1. Preventionandtreatment of mental and neurological disordersand their asso-
ciated disabilities.
Useof mental health technology toimprovegeneral health services.

Application of mental health principlesintotal national development toim-
provequdity of life.
12. Janani shishu surakshakaryakram

Government of Indiahaslaunched Janani Shishu SurakshaKaryakaram (JSSK) on
1st June, 2011.

Theschemeisestimated to benefit morethan 12 million pregnant womenwho access
Government health facilitiesfor their delivery. Moreover it will motivate thosewho
il chooseto ddiver a their homesto opt for ingtitutional deliveries. . Itisaninitiative
with ahopethat stateswould come forward and ensure that benefits under JISSK
would reach every needy pregnant woman coming to government ingtitutiond facility.
All the Statesand UTs haveinitiated implementation of the scheme.

Thefollowing arethe Free Entitlementsfor pregnant women:
* Freeand cashlessddivery
*  Free C-Section
e Freedrugsand consumables
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* Freediagnostics

» Freediet during stay inthehealth ingtitutions

e Freeprovisonof blood

* Exemptionfrom user charges

* Freetransport from hometo hedthinstitutions

» Freetransport betweenfacilitiesin case of referra

* Freedrop back from Institutionsto home after 48hrsstay
13. Rashtriyakishor swasthya karyakram

The Ministry of Health & Family Welfare has launched a health programme for
adolescents, in the age group of 10-19 years, which would target their nutrition,
reproductive health and substance abuse, among other issues.

The RashtriyaKishor Swasthya Karyakram waslaunched on 7th January, 2014.
Thekey principleof thisprogrammeisadol escent participation and leadership, Equity
and inclusion, Gender Equity and strategic partnerships with other sectors and
stakeholders. The programme envisionsenabling al adolescentsin Indiatoredize
their full potential by making informed and responsible decisionsrelated to their
health and well-being and by accessing the servicesand support they need to do so.

To guide theimplementation of thisprogramme, MOHFW in collaboration with
UNFPA hasdeve oped aNationa Adolescent Hedth Strategy. It redignstheexisting
clinic-basad curative gpproach tofocusonamoreholistic mode based onacontinuum
of carefor adolescent health and devel opmental needs.

The Rashtriya Kishor Swasthya Karyakram (National Adolescent Health
Programme), will comprehensively address the health needs of the 243 million
adolescents. It introduces community-based interventionsthrough peer educators,
and isunderpinned by collaborationswith other ministriesand state governments.

14. National programmefor prevention and control of diabetes, cardiovas-
cular diseases and stroke

Considering therising burden of NCDsand common risk factorsto mgjor Chronic
Non—-Communicable Diseases, Government of Indiainitiated anintegrated Nationa
Programme for Prevention and Control of Cancers, Diabetes, Cardiovascular
Diseasesand Stroke (NPCDCYS). Thefocusof the Programmeison health promotion
and prevention, strengthening of infrastructure including human resources, early
diagnos sand management and integrationwith the primary hedth caresystemthrough
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NCD cdllsat different levelsfor optimal operational synergies. National Cancer
Control Programme, an on-going Programme, hasbeen integrated under NPCDCS.

Services offered under NPCDCS

Major risk factorsfor these NCDsarerai sed blood pressure, cholesterol, tobacco
use, unhedlthy diet, physicd inactivity, acohol consumption, and obesity whichare
modifiable. Henceamajority of cancersand CV Dscan be prevented and treated if
diagnosed at an early stage. Health promotion and prevention of chronicNCDsare
yet to be adequately addressed in the country’ shealth system. Presently, Clinical
services, too, are not adequately equipped to providetherequiredlevel of carefor
these diseases in primary and secondary health-care settings. Therefore, the
appropriate strategies have been devised to be implemented under NPCDCSto
ensure that the NCDs can be prevented and managed in an effective manner.

A. Cardiovascular Diseases (CVD), Diabetes & Stroke
* A Cardiaccareunit at each of the 100 district hospitals.

* NCDdinicat 100digtrict hospitasand 700 Community Health Centres(CHCs)
for diagnosisand management of Cardiovascular Diseases(CV D), Diabetes
& Stroke.

»  Provisonfor availability of life saving drugs, to each district hospital in 100
didricts.
*  Opportunistic Screening for diabetesand high blood pressureto al persons

above 30 yearsincluding pregnant women of all age groups at 20,000 Sub
Centres.

. Home based carefor bed ridden casesin 100 districts.

»  Support for contractual manpower and equipmentsat the 100 district hospitals
& 700 CHCsfor management of NCDsincluding health promotion activities.

B. Cancer:
e Commondiagnostic services, basic surgery, chemotherapy and pdliative
carefor cancer casesat 100 district hospitals.

e Support for Chemotherapy drugsat each district hospital
» Day care Chemotherapy facilitiesat 100 district hospitals.
» Facility for laboratory investigationsincluding Mammography at 100 dis-

trict hospitals
* Homebased palliative carefor chronic, debilitating and progressive cancer
patientsat 100 districts.
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Support for contractua manpower and equipment for management of can-
cer casesat the 100 district hospitals.

Strengthening of 65 centre Tertiary Cancer Centres(TCCs)

15. National family welfareprogramme

Indialaunched the Nationa Family Welfare Programmein 1951 with the objective
of “reducing the birth rate to the extent necessary to stabilize the population at a
level cons stent with the requirement of the Nationa economy. The Family Welfare
Programmein Indiaisrecognized asapriority area, andisbeingimplemented asa
100% centrally sponsored programme.

Practical Activities

1
2.

Hedlthtalk on Nationa Health Programmes
Poster preparation on National Health Programmes

Assessment Activities

1

a WD

Questionnaire for Interactive session with a JPHN on nationa health
programmes

Report of interactivesession

Seminar on Nationd health programmes

Report of vigt to primary health centre

Poster preparation on National Health Programmes

TE Questions

1. Nationa Health Programmes, which have been launched by the central gov-
ernment for the control/eradication of the communi cable diseases.

a. Listdown Tennationa hedlth programmes.

b.

DescribetheNational AIDS control programmebriefly.

2. Mission Indradhanush was launched by the Ministry of Health and Family
Welfare, Government of Indiaon
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UNIT: 4.8: HEALTH CARE OF THE
COMMUNITY

Introduction

Healthisinfluenced by anumber of factors such asadequate food, housing, basic
sanitation, healthy life styles, protection against environmental hazards and
communicablediseases. Thefrontiersof health extend beyond the narrow limitsof
medical care. So the health care embraces a multitude of services provided to
individuasor community by agentsof health servicesor professonsfor the purpose
of promoating, maintaining, monitoring or restoring hedlth.

Learning outcomes

TheLearner:

»  Describesthelevelsof hedlth care

»  Definestheprimary hedth care

*  EnligstheMillennium development goas

*  Explainsthevariousaspectsof primary health care

*  Explainstheprimary hedthcareinIndia

»  Describesthelntegrated Child Development Scheme
*  Describestheloca self government

*  Describesabout the nationa and international health agencies
Health care of the community

Levels of health care

Primary Healthcare
Primary hedthcaredenotesthefirst level of contact between individuasand families
withthe hedth system.

In India, Primary Healthcare is provided through a network of Sub centres and
Primary Hedlth Centresinrurd areas, whereasin urban aress, itisprovided through
Health postsand Family Welfare Centres.

Secondary Health Care

Secondary Healthcare refersto asecond tier of health system, in which patients
from primary hedlth care arereferred to speciaistsin higher hospital sfor treatment.
InIndia, the health centresfor secondary health careinclude District hospitalsand
Community Health Centreat block level.
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Tertiary Health Care

Tertiary Health carerefersto athird level of health system, in which specialized
consultativecareisprovided usudly onreferra from primary and secondary medica
care. Specialised Intensive Care Units, advanced diagnostic support servicesand
specialized medical personnel onthekey featuresof tertiary health care. InIndia,
under public health system, tertiary care serviceisprovided by medical collegesand
advanced medical researchingtitutes.

Primary Health Care

TheAtmaAttaconference defined primary health careasfollows*“ Primary health
careisessentid hedth caremadeuniversaly bletoindividuasand acceptable
to them through their full participation and at acost the community & country can
afford.

Elementsof primary health care
Alma-Attadeclaration hasoutlined essential componentsof primary hedlth care

1.  Education concerning prevailing health problemsand the methods of prevent-
ing and controlling them.

Promotion of food supply and proper nutrition
Adequate supply of safewater and basic sanitation
Maternal and child hedth careincluding family planning
Immunization against maor infectiousdiseases
Prevention and control of locally endemic diseases
Appropriatetreatment of common diseasesand injures

© N o 0o~ WD

Provision of essentid drugs
Principlesof primary health care

a. Equitable distribution
Thismeanshed th servicesshould be shared by all peopleirrespectiveof their ability
to pay and all (rich, or poor, urban or rural) must have accessto health services.
b. Community participation

Theinvolvement of individuas, familiesand communitiesin promotion of their own
hedlth and welfareisan essentia ingredient of primary hedlth care.

c. Intersectional coordination
The components of primary health care cannot be provided by the health sector




Reference Book [}

alone. Inadditionto health all related sectorslike agriculture, animal husbandry,
food, industry, education, housing, public works, communication and other sectors
areinvolved. These sectorsare coordinated to achieve cooperation.

d. Appropriatetechnology

Appropriate technology meanstechnology that isscientifically sound, adaptableto
local needsand acceptabl e to those who apply it and thosefor whomitisused and
that can be maintained by the peoplethemsalvesin kegping with the principleof saif
reliance with the resourcesthe community and country can afford.

Millennium development goals

TheMillennium Development Goals (MDGs) areeight international development
god sthat wereofficialy established following the Millennium Summit of the United
Nations in 2000, following the adoption of the United Nations Millennium
Declaration. All 193 United Nations member states and at |east 23 international
organizations have agreed to achieve these goasby theyear 2015. Thegoalsare:

1. Eradicating extreme poverty and hunger,

2.Achieving universa primary education,

3. Promoting gender equality and empowering women

4. Reducing child mortality rates,

5. Improving materna hedlth,

6. Combating HIV/AIDS, malaria, and other diseases,

7. Ensuring environmental sustainability, and

8. Developing aglobal partnership for development.
Each of the goalshas specific stated targets and dates for achieving thosetargets.
Primary Health care in India

1. Villageleve
a. Villagehedth Guides
b. Traningof locd dais
c. ICDSscheme
d. ASHA Scheme

2. Sub-centres

They are the periphera outpost of existing health delivery systeminrura aress.
Thereisonesub centrefor every 5000 popul ation and onefor every 3000 population
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inhilly, tribal and backward areas. Each subcentreismanned by onemaleand one
fermaemultipurposeworker. Functionsof subcentresarelimited to mother and child
hedlth care, family planning andimmunization.

Thework at subcentresis supervised by male and femal e health assistants.
Staffing pattern in health subcentres

Hedthworker (Male) -
Hedthworker (femae) -
Voluntary worker -
Total -

I e N

3. PrimaryHealth Centres

The Bhore Committeein 1946 gavethe concept of primary health centreasabasic
health unit, to provide ascloseto the people aspossible, anintegrated curativeand
preventive health care to the rural population with emphasis on preventive and
promotive aspectsof hedlth care.

In 1983 the Nationa Health plan wasformulated, under which the PHC wereto be
reorganized on the basis of one PHC for 30,000 population and 20,000 in tribal,
hilly and backward areas

Functions of PHC
1. Medica careincluding referral and laboratory services
2. Preventionand control of localy endemic diseases

3. Environment sanitation with priority for provision of safewater supply and
sanitary disposal of excreta

4. Maternal and child hedlth services(MCH)
5. Familyplanning

6. School Hedlth Service
7. Hedtheducation

8. Collectionand reporting of vital statistics
9. Carryingout National Hedlth programmes

10. Training of Persona —health guides, heath workers, local daisand hedlth as-
gdants

&
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Staffing pattern of PHC
Medica officer -
Community Hedlth officer -
Pharmecist -
Nursemidwife -
ANM -
Health educator (Block extension Educator) -
Hedth assstant (Male) -
Hedth assgtant (femde) -
VDC -
LDC -
Labtechnician -
Driver (subjecttoavailability of vehicle) -
ClassIV -
Totd -

DR P R R PR R R R R R R R

=
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4. Community Health Centres( CHC)

To provide adequate treatment and referral services. One CHC for every 80000to
120000 popul ation.

Staffing pattern
Medica officer
Nursemidwife
Dresser
Pharmacist
Labtechnician:
Radio grapher
Ward boys
Dhobi
Sweepers

W R N R P R RPN
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Mdli 1
Chowkidar 1
Aya 1
Peon 1

Integrated Child Development Scheme (ICDS)

Started by the Government of Indiain 1975, the Integrated Child Devel opment
Scheme (ICDS) has been instrumental in improving the health and wellbeing of
mothersand children under 6 by providing health and nutrition education, health
services, supplementary food, and pre-school education.

ThelCDSnétiona development programisoneof thelargestintheworld. It reaches
morethan 34 million children aged 0-6 yearsand 7 million pregnant and lactating
mothers.

ICDS OBJECTIVES
*  Toimprovethenutritiona statusof preschool children 0-6 yearsof agegroup.
*  Tolaythefoundation of proper psychologica development of thechild

»  Toreducetheincidenceof mortality, morbidity malnutrition and school drop
out

»  Toachieveeffective coordination of policy and implementationin variousde-
partmentsto promote child devel opment

»  Toenhancethe capability of the mother to look after the normal health and
nutritional needsof the child through proper nutrition and health education.

THE TARGET GROUPS

*  Pregnant women

* NursngMothers

e Childrenlessthan 3years

» Children between 3-6 years

* Adolescent girls( 11-18 years)
COMPONENTS
Immunization

*  Immunization of pregnant women and infants protects children from six vac-
cine preventabl e diseases-poliomyelitis, diphtheria, pertussis, tetanus, tuber-

culossand meades.
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Thesearemgjor preventable causesof child mortality, disability, morbidity and
related malnutrition. |mmunization of pregnant women against tetanusasore-
ducesmaternal and neonatal mortdlity

Referral Services

During health check-ups and growth monitoring, sick or malnourished chil-
dren, in need of prompt medical attention, arereferred to the Primary Health
Centreor itssub-centre.

Theanganwadi worker hasa so been oriented to detect disabilitiesinyoung

children. Sheenlistsal such casesin aspecia register and refersthemto the
medical officer of the Primary Health Centre/ Sub-centre

Non-formal Pre-School Education (PSE)

Non-formal Pre-school Education (PSE) component of the ICDS may
well be considered the backbone of the ICDS program.

TheseAnganwadi Centres (AWC) havebeen set upinevery villageinthe
country.

Thisisasothemost joyful play-way daily activity, visibly sustained for
three hours aday. It brings and keeps young children at the anganwadi
centre.

Itsprogram for thethree-to six yearsold childrenin the anganwadi isdi-
rected towardsproviding and ensuring anatura, joyful and stimulating en-
vironment, with emphasis on necessary inputsfor optimal growth and de-
velopment.

Theearly learning component of thel CDSisasignificant input for provid-
ing asound foundation for cumulativelifel onglearning and devel opment.

It also contributesto the universdization of primary education, by provid-
Ing to the child the necessary preparation for primary schooling and offer-
ing subgtitute careto younger siblings, thusfreeing the older ones—espe-
cidly girls—to attend school.

Health check-ups
Record of weight and height of children at periodica intervals

Weatch over milestones

Immunization

Genera check up for detection of disease
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Treatment of diseaseslikediarrhea, ARI

Deworming

Prophylaxisagaing vitamin A deficiency and anemia

Referral of seriouscases

Adolescent girls scheme ( Kishori shakti yojna)

Genera hedlth check ups
Immunization

Treatment of minor allments
Deworming

Prophylactic measuresagainst anemia, DD, vitamin deficiency

Referrd
Anganwadi Centre

Anganwadi istheFocal Point for Delivery of ICDS Services.

LocatedinaVillage/Slum.

Anganwadi is run by an Anganwadi worker (AWW), supported by a

Helper.

AWW isthe 1st Point of Contact for familiesexperiencing nutritionand

hedlth problems.

Anganwadi worker (AWW)
Monitor growth of children
Providenonformal pre-school education

Providesupplementary nutrition
Givehedth and nutrition education
Referrd for sick children

Elicit community participation

Providehealth servicein collaborationwith ANM/ASHA

Implement adolescent girls scheme
PANCHAYATI RAJ

Itisa3tier structureof rurd local self government inIndia, linking thevillagetothe
digtrict. The 3ingtitutionsare;

&
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1. Panchayat- atthevillageleve

2. Panchayat Samiti- at theblock level

3. ZilaParishad- at thedidtrict level

ThePanchayati Rgj ingtitutions are accepted asagenciesof publicwelfare.
All development programmes are channel ed through them.

They strengthen democracy at itsroot, & ensuremoreeffective& better participation
of the peoplein thegovernment.

1. Atthevillageleve It consstsof
(& TheGram Sabha
(b) The Gram Panchayat
(c) TheNyayaPanchayat

Gram Sabha- Theassembly of al the adultsof thevillage, which meetsat |east twice
ayear.

It congdersproposalsfor taxation; discusstheannua programme& eectsmembers
of itsdlf.

Gram Panchayat
Anagency for planning & development at thevillagelevd.

Itsstrength variesfrom 15to 30, & population covered varieswidely from 5,000-
15,000 or more.

Themembershold officefor aperiod of 5years.

Every panchayat hasan el ected Pres dent (Sarpanch /Sabhapati /M ukhiya), avice
President & aPanchayat Secretary.

Thefunctions-

They cover theentirefied of civicadminigration, including sanitation & publichedlth
& socid & economic development of thevillage.

2. AttheBlocklevel
It consists of about 100 villages & apopulation of about 80,000 to 1,20,000.

The Panchayati Rg agency at the block level isthe Panchayat Samiti /Janpada
Panchayat.

It consists of all Sarpanchas of the village panchayatsin the Block; MLAS, MPs
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residing intheblock area; representatives of women, schedul ed castes, scheduled
tribes& cooperative societies.

The Block Development Officer isthe ex-officio secretary of it, & hisstaff gives
ass stant to thevillage panchayats engaged in devel opment programmes.

Function
Execution of the community devel opment programmein theblock
3. AttheDigtrictleve
TheZillaParishadistheagency of rural loca self govt. at thedistrict level.

Themembersaredl headsof the Panchayat Samitiesinthedistrict; MPs, MLAsof
the district, representatives of scheduled castes, scheduled tribes & women, & 2
personsof experiencein administration, rural development.

The collector isanonvoting member, themembersvarying from 40-70.
INTERNATIONAL HEALTH AGENCIES
World Health Organization

a. TheWorld Health Organization (WHO) isaspecidized agency of the United
nations(UN)

Concerned withinternationa publichealth

It was established on 7 April 1948

Headquartersin Geneva, Switzerland

Member of the United Nations Devel opment Group

Thepreamble WHO' scongtitution statesthat itsobjective isthe attainment by
al peopleof the highest possiblelevd of heath”

WHO identifiesitsrole asoneof Six main objectives.

-~ o a0 T

a. Providing leadership on matterscritical to health and engagingin partner-
shipswherejoint actionisneeded

b. Shaping theresearch agendaand stimul ating the generation, trandationand
dissemination of va uableknowledge;

c. Setting normsand standards and promoting and monitoring their imple-
mentation;

d. Articulating ethical and evidence-based policy options,

&
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e. Providingtechnical support, catalysing change, and building sustainablein-
ditutiond capacity;
f. Monitoring thehealth Situation and assessing health trends.
Work of WHO
1. Prevention and control of specific diseases
Communicable diseases
a. toreducingthe*health, social and economic burden” of communicable
diseasesingenera
b. Combat HIV/AIDS, mdariaand tuberculosisin particular
c. Aimstoeradicatepolio
Non-communicable diseases

Aimed at the prevention and reduction of “disease, disability and prematurefrom
chronic non communicablediseases, mentd disorders, violenceandinjuriesand visud
imparment

Lifeand lifestyle

a. to“reduce morbidity and mortality andimprove health during key stages of
life, including pregnancy, childbirth, the neonatal period, childhood
and adolescence, and improve sexua and reproductive health and promote
activeand hedlthy agingfor dl individuas’

b. reducerisk factorsfor *health conditionsassociated with use of tobacco, alco-
hol and drugs and other psychoactive substances, unhedlthy dietsand physical
inactivity and unsafesex”

c. WHOworksto improve nutrition, food safety and food security and to en-
surethishasapositiveeffect on public health and sustainable

Emergency work

a. When any sort of disaster or emergency occurs, it isWHO' sstated objec-
tiveto reduceany consegquencesit may have onworld hedth anditssocial
and economicimplications

2. Development of comprehensive health services
Health policy
a Addressesgovernment hedlth policy withtwo aims:

b. firdly, “to addresstheunderlying socia and economic determinantsof hedth
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through policiesand programmesthat enhance health equity and integrate pro-poor,
gender responsive, and human rights-based approaches’

c. Secondly “to promote ahedthier environment, intensify primary prevention
and influence public policiesin all sectorsso asto addresstheroot causes of
environmenta threatsto hedlth”.

d. Intermsof health services, WHO |lookstoimprove“governance, financing,
staffing and management” and the availability and quality of evidenceand re-
searchto guide policy making. it also strivesto* ensureimproved access, qua-
ity and use of medical productsand technologies’

3. Family health

*  Materna and child hedlth care

e  Humanreproduction

e Nutrition

*  Hedtheducation

‘Improvement of thequality of lifeof thefamily asaunit’

. Environmental health
Advisesgovernmentsfor programmesfor provision of basic sanitation

Activitiesaredirected to protection of thequality of air, water, and food; hedlth
conditionsof work, radiation protection and early identification of new hazards
originating from new technological developments

5. Health statistics
Morbidity and mortaity statisticsrelating to hedlth problems
6. Biomedical research

N =R

Doesnot do research but stimul ates and coordinates research work
Established worldwide network of collaborating centres

Awarding grantsto research workersand research institutionsfor promoting
research

7. Health literature and information
Clearing housefor information on heglth problems
Hundredsof publication on health subjects
WHO llibrary isoneof satellitecentrefor Medicd LiteratureAnadysisand Re-

trieval Sysem (MEDLARY)
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Publicinformation service both at head quartersand six regiona offices

8. Cooperation with other organisations

Collaborateswith UN and other specialized agencies
Reationswith number of internationa government organisations

Membership

1. Opentoadl countries
2. Asof 2012, the WHO has 194 member states
3. Asof 2009, it a'so had two associate members, Puerto Rico and Tokeau

Assembly and Executive Board

TheWorld Health Assembly isthelegid ative and supreme body of WHO.
Basedin Geneva, it typicaly meetsyearly inMay

It appoints the Director-General every five years, and votes on matters of
policy and finance of WHO, including the proposed budget.

It also reviewsreportsof the Executive Board and decideswhether thereare
areasof work requiring further examination

TheAssembly e ects 34 members, technicaly quaifiedinthefield of health, to
the Executive Board for three-year terms

Themain functionsof the Board areto carry out the decisionsand policiesof
theAssembly, to adviseit and to facilitateitswork.

United nations international children’s emergency fund (unicef)

HISTORY OF UNICEF
UNICEF = UnitedNationsInternationa Children’s Emergency Fund
The head quartersof UNICEF isin New York

Milestones

1946 . Focus on Food to Europe

1953 : UNICEF becomes permanent part
1959 . Declaration of the Rightsof the Child
1961 : Education

1965 : Nobel PeacePrize
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1989 . Convention onthe Rightsof theChild

2002 : Specia Sessonon Children

Threefold Mission of UNICEF

»  Toensurethat basic nutrition, health, and education needsof children aremet
*  Structuresof UNICEF

*  Over 190 countriesand territories

*  Fundraisngof UNICEF

e Sponsorship

*  UNICEF wasestablished for humanitarian and devel opmental assistanceto
children and mothers

INDIAN RED CROSS SOCIETY
» Estd. 1920400 branchesall over India
»  Founded by a Swissbusiness man Henry Dunant

» Execute programmesfor promotion of health ,prevention of illnessand
mitigation of sufferingamong people

e Adcdtivitiesare:-
RELIEF WORK
When disasterslike earth quakes, floods, drought, epidemic etc occurs
MILK AND MEDICAL SUPPLIES

Milk powder, medicines, vitamins and other suppliesto anumber of hospitals,
dispensaries, maternity and child welfare centers, schoolsand orphanages

ARMED FORCES

Careof sick and wounded among forces

Runsawell equipped hospital ‘ Red CrossHome' in Bangalore
MATERNAL AND CHILD WELFARE SERVICES

Runsmeaterna and child welfare centres

Bureau of maternity and child welfare givestechnica advicesandfinancid aid
FAMILY PLANNING

Family planningdlinics
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BLOOD BANK AND FIRST AID
Runsblood bank
St. Johns ambul ance association

NATIONAL HEALTH AGENCIES — BHARAT SEVAK SAMAJ, FAMILY PLANNING
ASSOCIATION OF INDIA, PROFESSIONAL BODIES

Bharat Sevak Samaj (BSS)
e  Nonpdlitica and nonofficia organisation
o Estd 1952
*  Objective—to help peopleto achieve health by their own actionsand efforts
*  Important activity- improvement of sanitationinvillages
Family Planning Association of India
e Estd. 1949 head quartersat Mumbai
»  Conductsfamily planningclinics
» Trained doctors, hedlthvisitors, socia workers
* Answer enquiriesat Head Quarters
Professional Bodies
e ThelndianMedica Association
*  AllIndian Dentd association
*  TheTrained NursesAssociation of India(TNALI)
They conduct annua conferences, publish journals, arrange scientific sessonsand
exhibitions, Foster research, set up standardsof professional education and organise
relief campsduring calamities
Practical Activities
1. Fedvigtsto PHC, Anganawadi, LSG office
Assessment Activities
1 Preparation of achart on staff pattern and functionsof PHC
Report of VisittoPHC
Preparation of Questionnairefor Interaction with anganawadi worker

Report of Interaction with anganawadi worker

a b W N

Report of visitto anganawadi
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Preparation of Questionnairefor Interaction with an L SG member
Report of Interactionwith an LSG member

Report of Visitto LSG office

Preparation of chart oninternational health agencies

Questions

Primary healthcare denotesthefirst level of contact between individualsand
familieswiththehedth system

a Defineprimary hedthcare.

b. Outline essential componentsof primary health care

c. Enumeratethe principlesof primary hedlth care.
Primary hedlth centreisthe basic headlth unit.

a Listdownthefunctionsof primary hedlth centre.

Panchayath -

Completethefollowing diagram

Nyaya
panchayath

Panchayath
Raj
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UNIT : 4.9 HEALTH EDUCATION
Introduction

Thepractice of instructing people and communitiesin the principles of hygiene
and in ways of avoiding disease is a very ancient one. Anelementary study of
thehistory of medicinereved sthat sincetimeimmemorid it hasbeen consdereda
necessity to instruct communitiesin health mattersfor their protection and survival.
Thisunit dealswith various aspectsof health education.

Learning outcomes

TheLearner:

»  Defineshedlth education

*  Explainstheaimsand objectivesof health education

»  Describesthe content of health education

»  Explainstheprinciplesof hedth education

*  Enligsthesettingsfor hedth education

»  Enumeratesthe methodsof health education

*  EnligtstheAV Aidsused for health education

*  Explainsthestepsfor health education

»  Organizesthehedth education programme

Definition

Health education isaprocess which informs, motivate and hel ps people to adopt
and maintain healthy practicesand life styles; advocatesenvironmental changesas

needed to facilitate thisgoal and conductsprofessional training and researchtothe
sameend.

Aims and objectives

*  Toinformthegenera public of the principlesof physical and menta hygiene
and methods of preventing avoidable diseases.

»  Tocreateaninformed body of opinionandknowledge. (socia workers, teach-
es)

*  Togivethepublicaccurateinformation of medical discoveries.
» Tofacilitatethe acceptance and proper usage of medica measures.




[l BASIC NURSING AND PALLIATIVE CARE

Contents of health education

HumanBiology

Nutrition

Hygiene

Family Hedth Care

Control of Communicableand Non-Communicabl e diseases
Menta Hedth

Prevention of Accidents

Useof Hedlth services

O N o o b w D PRF

Principles of health education
1. Interest
Identify topic of interest
Identify the’felt needs’ of the people
Then prepare aprogramme
2. Paticipation
Educator should encourage peopleto participatein health education programmes
Group discussions, pane discussions, etc provide opportunities for people’s
participation
Peopl es parti cipation leadsto acceptance
3. KnowntoUnknown
Start with what the people aready know and then givethe new knowledge
Existing knowledge as people asthebasic step
4. Comprehension
Determinetheleve of literacy and understanding of audience.
Language of communication, understandableto audience
Usage of technica or medical termsshould be avoided.
5. Renforcement
Also called as*booster dose”
Refersto repetition needed
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6. Motivation
Defined as“thefundamenta desirefor learninginanindividua”
2types.
Primary motive = inborn desires, Food, clothing, housing
Secondary motive 2> outsideforces
Gifts, aword of praise, love, rewards
7. Leaningby Doing
L earning processaccompanied by doing the new things.

Based onfamous Chinese proverb “if | hear, | forget; if | see, | remember; if | do, |
know.

8. Soil, Seed and Sower
Sail -  peopletowhomeducationisgiven
Seeds -  Hedthfactstobegiven
Sower - mediatotransmit thefacts
All componentsareinterdependent and result in dynamicinteraction.
9. GoodHuman Relations
Heal th educator should have good personal qualities
Beabletomaintainfriendly relationswith people
Should have akind and sympathetic attitude
10. Community leaders

L eaders can be used to reach peopl e of the community and to convince them about
the need for health education.

Settings for health education

1. HOSPITAL —Reception, wards, waiting areaetc.

2. HOME-During homevists

3. SCHOOL

4., COMMUNITY —Busstands, markets, malls, old agehomesetc
Methods of health education

Health education methods can be chiefly divided into:
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I.  Oneway or didactic methods
a Lecture

b. Rims

c. Charts

d. Hannegragph

e. Exhibits

f. Flashcards

ii. Twoway or Socratic methods
Group discussion

Panel discussion
Symposum

Workshop

Roleplaying
Demondtration

- 0 Q0 T

0. Simulationexercises

Health education at large scale or mass media communication
a Pogers

Hedthmagazine

Press

HiIms

Radioandtelevison

Hedthexhibition

Hedthmuseum

- 0o o0 o

«Q

h.  Indigenousmedia
AUDIO VISUAL AIDS
It can be classified based of sensory experience

1. Audioaids—radio, taperecorder, CD player, gramophone, microphone, am-
plifier etc.

2. Visud aids- black and whiteboard, charts, maps, pictures, model stext books,

dideprojector, flash cards, flannel graph, poster, didesetc
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3. Audiovisual aids—LCD projector, film projector, television, computer, VCD
player, street plays, health playsetc

Steps of health education

1. NeedAssessment —Different techniqueslike questionnaires, Delphi technique,
Salient belief assessment can bedone

Content Development

Process—Varioustechniquesmay beused for health education processwhich
depends on the a. content to be taught b. needs of the patient c. skill of the
educator

4. Evauation- Processevaluation and outcome eval uation should be done
Practical Activities
1. Hedth Education on selected Topics
Assessment Activities
1. Hedthtak
2. Preparation of achart on major contents of health education
3. Preparationof AV aid for hedth education
TE Questions
1. Hedtheducationisaprocessof educating peopleabout hedlth.
a. Definehedlth education.
b. Enumeratethemaor contentsof health education
c. Describetheprinciplesof heath education
2. A oneway method of health educationis
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UNIT 4.10 DISASTER MANAGEMENT
Introduction

A disaster isasituation inwhich the community isincapable of coping. Itisanatural
or human-caused event which causesintense negative impacts on people, goods,
servicesand/or the environment, exceeding the affected community’ scapability to
respond; thereforethe community seekstheass sanceof government and international
agencies

Thereisno country that isimmunefrom disaster, though vulnerability to disaster
varies. Any disaster caninterrupt essentia services, such ashedth care, eectricity,
water, sewage/garbage removal, transportation and communications. This unit
discussesthe variousaspectsof disaster management.

Learning Outcomes
TheLearner:

* DeéfinesDisaster

* Enligsthetypesof disaster

e Enligtsthe phasesof disaster

» Describesthedisaster management
+«DISASTER

Disaster isan occurrencethat causes damage, economic, disruption, lossof human
lifeand disorientation of health and health servicesonasca e sufficient towarrant an
extraordinary response from outsi de the affected community or area. (WHO)

Types of disasters

Therearetwo typesof disasters:
[ &) Meteorological | b) Topographical c) Environmenta )
-+ Floods . Earthquake « Globd warming
* Taunami « \Volcanic Eruptions « El Nifio-Southern
. %‘r”rfg‘e « Landsidesand Oscillation
« Typhoon Avaanches » Ozonedepletion- UVB
e Snow storm » Aderoids Rediation
 Blizzad * Limniceruptions » Solarflare
__* Haldorm )
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1. Naturd dissster

1. Man-madedisaster
(@ Technologicd (b) Indugrid () Warfare
* Trangportfalure » Chemicd sills  War
» Publicplacefalure| < Radioactivespills * Terorism
» Hre ¢ Internd conflicts
* Civil unrest

.

Chemicd, biologicd,
radiological, nuclear, and
explosves(CBRNE)

Phases of disaster

1
2.
3.
4.

Preimpact phase
Impact Phase
Postimpact phase
Rehablitation phase

Disaster management

The Red Cross and Red Crescent societies define disaster management as the
organi sation and management of resourcesand responsi bilitiesfor dealing with all
humanitarian aspectsof emergencies, in particular

preparedness, response and recovery in order to

lessen theimpact of disasters.

Disaster management cycle

1. Mitigation: Measuresputinplacetominimize
theresultsfrom adisaster. Examples: building

codesand zoning; vulnerability andyses; public
education.

2. Preparedness: Planning how to respond. Ex-
amples. preparedness plans; emergency ex-
ercisestraining; warning systems.

3. Response: Initial actionstaken asthe event takes place. Itinvolveseffortsto
minimizethe hazards created by adisaster. Examples: evacuation; searchand
rescue; emergency relief.
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4.  Recovery: Returning thecommunity tonormal. Idedlly, the affected areashould
be put in acondition equal to or better than it was before the disaster took
place. Examples. temporary housing; grants, medical care.

Therearethreefundamental aspectsof disaster management;
1. Disaster response
2. Disaster preparedness
3. Disagter mitigation

Disaster impact and response

Medical treatment for large number of casualtiesislikely to be needed only after
certaintypesof disaster. Most injuriesare sustained during theimpact and thusthe
greatest need for emergency careoccursinthefirst few hours. The management of
mass casualty can be further divided in to search and rescue, first aid, triage and
dabilisation of victims, hospital trestment and redistribution of patientsto other hospitals
if necessary.

Search rescue and first aid

After amgor disaster theneed for search, rescueandfirst aidislikely to be so greeat
that organised relief serviceswill be ableto meet only asmall fraction of demand.
Most immediate hel p comesfrom the uninjured survivors

Field care

Most injured persons converge spontaneoudy to health facilities. The hedlth service
resourcesareredirected to new priority. Bed availability and surgical servicesshould
be maximised. Provisions should be madefor food and shelter. An enquiry centre
should beestablished. Priority should begiventovictims' identification and adequate
mortuary space should be provided.

Triage

Triageistheonly approach that can provide maximum benefit to the greatest number
of injuredinamagjor disaster situation. It consstsof rapidly classifying theinjured on
the basis of the severity of their injuriesand the likelyhood of their survival with
prompt medicd intervention. Higher priority isgranted to victimswhoseimmediate
or long-term prognosis can be dramatically affected by simple intensive care.
Moribund patientswho requireagreat deal of attention, with questionabl e benefit,
havethelowest priority. It should be carried out at the site of disaster, in order to
determinetransportation facility, and admission to the hospital, where the patient’

needsand priority should be reassessed.
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Most commonly used, internationally accepted four colour code systemintriage

conggtsof thefollowing; red indicateshigh priority treetment/transfer, yellow signas
medium priority ,greenindicatesambul atory patientsand black for dead or moribund
patients .All patients should be identified with tags which consists of name, age,
placeof origin, triage category, diagnosisandinitia treatment

Tagging

All patients should beidentified with tags stating their name, age, placeof origin,
triage category, diagnosisand initial trestment.

Identification of dead

Taking care of thedead isan essentia part of triage .Care of the dead includes: 1)
remova of thedead from the disagter scene 2) shifting tothemortuary 3) identification
4) reception of bereaved relatives

Relief phase

Thetypeand quantity of humanitarian relief suppliesareusualy determined by two
mainfactors.

1. Thetypeof disaster, sincedistinct eventshave different effectson the popul a-
tion

2. Thetypeand quantity of suppliesavailablelocally.
Therearefour principa componentsin managing humanitarian supplies:
a) Acquistionof supplies
b) Transportation
c) Storage
d) Didribution.
Epidemiological surveillance and disease control
Disagterscanincreasethetransmission of communicablediseasethroughfollowing
mechanism:
a. Overcrowding and poor sanitation
b.  Population displacement

c. Disuption and the contamination of water supply, damageto seweragesystem
and power systems

d. Disuption of routine control programmes

&
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e. Ecologicd changes

f.  Displacement of domesticandwildanimals

g Provisionof emergency food, water and shelter
VACCINATION

Hedlth authoritiesare often under consderable public and palitical pressureto begin
meassvaccination programmesusually againg typhoid, choleraandtetanus. Precticaly
it may bevery difficult and supplying safe drinking water and proper disposal of
excretacontinueto be most practical and effective strategiesthan vaccination.

NUTRITION

The immediate stepsfor ensuring that thefood relief programmewill be effective
include @) assessing thefood suppliesafter disaster b) gauging the nutritional needs
of affected population) cal culating daily food rationsand need for large population
groupsd) monitoring thenutritional statusof affected population.

REHABILITATION
Infirst weeksafter disaster the pattern of health needswill changerapidly
1. Water supply
2. Food safety
3. Basicsanitationand persond hygiene
4. Vector control
DISASTER MITIGATION IN HEALTH SECTOR

Emergency prevention and mitigation involvesmeasures designed either to prevent
hazardsfrom causing emergency or tolessenthelikely effectsof emergencies.

These measures include:-

1. FoodMitigation Works

2. Appropriate Land-use Planning

3. Improved Building Codes

4. Reductionor Protection of Vulnerable Popul ation and Structures.
DISASTER PREPAREDNESS

Emergency preparednessis* aprogrammeof long term devel opment activitieswhose
goasareto strengthen the overall capacity and capability of acountry to manage
efficiently al typesof emergency. It should bring about an orderly transition from

relief through recovery, and back to sustained devel opment
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The reasons of community preparedness are:-

(@& Membersof thecommunity have the most to lose from being vulnerable to
disasters and the most to gain from an effective and appropriate emergency
preparedness programme

(b) Those who first respond to an emergency come from within the community.
When transport and communicationsare disrupted, an external emergency re-
sponse may not arrivefor days

c) Resourcesismost easily pooled at thecommunity level and every community
possesses capabilities. Failure to exploit these capabilitiesis poor resource
management

(d) Sustained development isbest achieved by alowing emergency-affected com-
munitiesto design, manage, and implement internal and external assistance
programme.

Policy development

Thepolicy development is“theformal statement of acourseof action”. Policy is
srategicin nature and performsthefollowing functions:

a. Edablishlong-termgods;
b. Assgnresponghilitiesfor achievinggods,
c. Establishrecommended work practice; and
d. Determinecriteriafor decision making.
Practical Activities
1. Fddvidts
Assessment Activities
Preparation of chart on disaster cycle
Preparation of report onvisttofirestation
TE Questions
1. Disagterscanviolently disrupt our day to day livesand changehistory for ever.
a Definedisaster.
b. Describethe stagesof disaster management.
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EXTENDED ACTIVITIES FOR MODULE 4
Fddvist

Survey

Hedlth education

Healthexpo

Hedthdiet expo

School health programme

Hedthclubactivities

Welnessclinics

- ® o 0 T

2 Q

I. Lifestylediseaseclinic

j. Sourcereductiondrive

k. Dignfectionof wells
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