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BLOCK INTRODUCTION

The prevention and control of Non-Communicable Diseases (NCDs) isof highest
priority asthese contribute to majority of deathsin India. The four main types of
non communicable diseases include cardiovascular diseases (heart attacks and
stroke), cancers, chronic respiratory diseases (chronic obstructive pulmonary
disease and asthma) and diabetes. The rise of NCD’s has been driven primarily
by four major risk factors; tobacco use, physical inactivity, the harmful use of
alcohol, unhealthy diet and lifestyle. Therefore, asamid level health care provider
your major responsibility is to identify and screen various Non-communicable
diseases so that you can provide primary health care, make appropriatereferrals,
educate and counsel the community about preventive measures, healthy diet and
lifestyle.Updating your knowledge and skills about screening and management
of occupational diseases, mental health problems and elderly care are also of
great importance to achieve better health outcomes.

This block consist of 6 units as given below,

Unit 1 deals with epidemiology of specific Non-communicable diseases
Unit 2 explains non-Communicable diseases — 1

Unit 3 describes non-communicable diseases — 2

Unit 4 dealswith occupational diseases

Unit5 explains Mental Health and substance abuse Disorders

Unit 6 dealswith care of the elderly

We hope the information provided in this block will help you gain knowledge
and skillsto provide animproved holistic care and servicesto therural population.

We wish you to have a happy learning.






UNIT 1 EPIDEMIOLOGY OF NON-
COMMUNICABLE DISEASES
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1.0 INTRODUCTION

Non-communicable diseases (NCDs), also known as chronic diseases, are not
passed from person to person. They are of long duration and generally progress
slowly. They often have a long asymptomatic period. The 5 common types of
non-communicabl e diseases are coronary heart disease, stroke, cancers, chronic
respiratory diseases (such as chronic obstructed pulmonary disease and asthma)
and diabetes. In thisunit we shall discuss about various NCDs with reference to
burden, causes and risk factors. The details of the diseases and National Health
Programmes are discussed in subsequent units of this block.

11 OBJECTIVES
After completing this unit, you would be able to:
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e enumerate the important non communicable diseases; and

e describe causes and risk factors for the non-communicable diseases

1.2 RISK FACTORS OF NON-COMMUNICABLE
DISEASES

The major risk factors for these non-communicable diseases are broadly
categorised as given below:

1) Behavioura risk factors
e Tobacco use
e Unhealthy diet
e Physical inactivity
e Harmful use of alcohol
2) Metabolic risk factors
o Obesity
e Raised blood pressure
e Raised blood glucose
e Raised blood total cholesterol levels

3) Low hirth weight and foetal undernutrition: letstalk about the importance of
low birth weights and poor placental supply

4) Ongoing chronic hunger and chronic stress are important.

By eliminating common risk factors, such as unhealthy diet, physical inactivity,
tobacco use and excessive use of alcohol and addressing Social determinant is
possible to reduce the prevalence of these diseases.

A total of 56 million deaths occurred worldwide during 2012. Of these, 38 million
were due to NCDs, principally diabetes, cardiovascular diseases, cancer and
chronic respiratory diseases. Nearly three quarters of these NCD desths (28
million) occurred in low- and middle-income countries. The leading causes of
deaths due to NCDsin 2012 globally were:

e Cardiovascular diseases (46.2% of NCD desths)
e Cancers (21.7% of NCD deaths)

e Respiratory diseases, including asthma and chronic obstructive
pulmonary disease (10.7% of NCD desths)

e Diabetes (4% of NCD desths)
And these four major NCDs were responsible for 82% of NCD desths.

In India, Non-communicabl e diseases (NCDs) contribute to around 5.87 million
deaths that account for 60 % of all deathsin India.

e Coronary heart disease, Stroke, and Hypertension (45%)
e Chronic respiratory disease (22%),

e Cancers (12%)

e Diabetes (3%).



Four types of NCDs— cardiovascul ar diseases, cancer, chronic respiratory diseases
and diabetesmakethelargest contribution to morbidity and mortality dueto NCDs.

1.3 CORONARY HEART DISEASE (CHD)

Coronary heart disease is also known as ischemic heart disease and includes
various other group of disorders as

e SableAngina

e UnstableAngina

e Myocardia Infarction
e Sudden Cardiac Death

Myocardid infarction is specific for CHD whereas anginaand sudden death are not.

1.3.1 Burden of Coronary Heart Disease

According to World Health Report, cardiovascular diseases (CVDs) will be the
largest cause of death and disability by 2020 in India. In 2020 AD, 2.6 million
Indiansare predicted to die dueto coronary heart disease which constitutes 54.1%
of al CVD desths.

1.3.2 Risk Factors

Assuch theetiology of CHD ismulti factorial. As some of the major risk factors
that impact the occurrence of CHD are modifiable and other are non-modifiable.
Presence of any of the risk factor may result into the CHD.

Therisk factors are classified as follows.

Non-M odifiable Risk Factors M odifiable Risk Factors
Age Smoking
Sex High blood pressure
Family history Elevated serum cholesterol
Genetic factors Obesity
Stress
Sedentary lifestyle
Diabetes

1.4 HYPERTENSION

Hypertension also known as high blood pressure (HBP), isalong term medical
condition in which the blood pressure in the 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, vision loss, and chronic kidney disease.

Classification

1) Primary or essential hypertension—Almost 90% of all the hypertensive cases
and the causes are generally unknown.

Epidemiology of Specific
Non-Communicable Diseases



Non-Communicable Diseases
and Management Under
National Health Programmes

2) Secondary hypertension— When there is disease process or abnormality is
associated with its causation asin diseases of kidney, congenital diseases of
aortaand others.

1.4.1 Burden of Disease

The overall prevalence of Hypertension in India ranges between 17 to 40%.

In India, hypertension istheleading NCD risk and estimated to be attributable for
nearly 10 per cent of al deaths. Adult hypertension prevalence hasrisen dramatically
over the past three decades from 5 per cent to between 2040 per cent in urban
areasand 12-17 per cent in rural areas. The number of hypertensiveindividualsis
anticipated to nearly double from 118 million in 2000 to 213 million by 2025.

It is estimated that

e 16 per cent of Ischaemic heart disease,

e 21 per cent of peripheral vascular disease,
e 24 per cent of acute myocardial infarctions
e 29 per cent of strokes

Are attributable to hypertension underlining the huge impact effective
hypertension prevention and control can have on reducing the rising burden of
cardiovascular disease (CVD).

1.4.2 Ruleof Halves

The‘ruleof halves for hypertension statesthat: * half the people with high blood
pressure are not known (“rule 1), half of those known are not treated (“rule 2")
and half of those treated are not controlled (“rule 3”)’.

“Rule 1” portraysthe status of awareness regarding the disease and the efficacy
of prevailing screening programmes in diagnosing the disease early.

“Rule2” depictsthe status of treatment for hypertension among those diagnosed
and the awareness about self-care in prevention of impending complications.

“Rule 3" addresses the status of adequacy in treatment for hypertension.

Risk factors for hypertension:

Non-M odifiable Risk Factors Modifiable Risk Factors
Age Obesity
Sex Salt intake
Family history Saturated fat
Genetic factors Dietary fibre
Alcohol
Heart rate
Physical activity
Environmental stress




1.5 CANCER

Cancer isagroup of diseasesinvolving abnormal cell growth with the potential
toinvade or spread to other partsof the body. Possible signsand symptoms include
a lump, abnormal bleeding, prolonged cough, unexplained weight lossand a
change in bowel movements.

1.5.1 Classfication

Carcinoma: Cancers derived from epithelia cells. This group includes many of
themost common cancersand include nearly al thosein the breast, prostate, lung,
pancreas and colon.

Sarcoma: Cancersarising from connectivetissue (i.e. bone, cartilage, fat, nerve),
each of which develops from cells originating in mesenchymal cells outside the
bone marrow.

Lymphoma and leukemia These two classes arise from haematopoietic (blood-
forming) cells that |eave the marrow and tend to mature in the lymph nodes and
blood, respectively.

Germ cell tumor: Cancers derived from pluripotent cells, most often presenting
in the testicle or the ovary (seminoma and dysgerminoma, respectively).

Blastoma: Cancersderived from immature“ precursor” cellsor embryonic tissue.

1.5.2 Causes

Themajority of cancers, some 90-95% of cases, aredueto environmental factors.
The remaining 5-10% are due to inherited genetics.

Common environmental factors that contribute to cancer death
include tobacco (25-30%), diet and obesity (30-35%), infections (15—
20%), radiation (both ionising and non-ionising, up to 10%), stress, lack of
physical activity and environmental pollutants.

1) Chemicals

Exposure to particular substances has been linked to specific types of cancer.
These substances are called carcinogens.

Tobacco smokeisamajor cause of lung cancer. It also causes cancer inthe larynx,
head, neck, stomach, bladder, kidney, esophagus and pancreas. Tobacco smoke
contains over fifty known carcinogens, including nitrosamines and polycyclic
aromatic hydrocarbons.

2) Diet and exercise

Diet, physical inactivity and obesity are related to up to 30-35% of cancer deaths.
Physical inactivity is believed to contribute to cancer risk, not only through its
effect on body weight but also through negative effects on the immune
system and endocrine system.

Some specific foods are linked to specific cancers. A high-salt diet is linked
to gastric cancer. Aflatoxin B1, a frequent food contaminant, causes liver
cancer. Betel nut chewing can cause oral cancer. National differencesin dietary
practices may partly explain differencesin cancer incidence.

Epidemiology of Specific
Non-Communicable Diseases
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3) Infection

Worldwide approximately 18% of cancer desths are related to infectious diseases.
Viruses are the usual infectious agents that cause cancer.

Oncoviruses (viruses that can cause cancer) include human papilloma virus as
an agent responsible for cervical cancer in females.

4) Radiation

Theradiation exposure, including both ionising radiation and non-ionising ultraviolet
radiation, can also contribute to invasive cancer.

Prolonged exposureto ultraviol et radiation from the sun canlead to melanoma and
other skin malignancies. Non-ionising radio frequency radiation from mobile
phones, electric power transmission and other similar sources have been described
asa possible carcinogen by the World Health Organization’s I nternational Agency
for Research on Cancer.

5) Heredity

Hereditary cancers are primarily caused by aninherited genetic defect. L essthan 0.3%
of the population are carriers of agenetic mutation that hasalarge effect on cancer risk
and these cause less than 3-10% of cancer.

1.6 OBESITY

Obesity isamedica condition in which excess body fat has accumulated to the
extent that it may have a negative effect on health.

People are generally considered obese when their body mass index (BMI), a
measurement obtained by dividing aperson’sweight by the square of the person’s
height. Obesity increases the likelihood of various diseases, particularly heart
disease, type 2 diabetes, obstructive sleep apnea, certain types of cancer,
and osteoarthritis. As an overall impact obesity leads to the reduced life
expectancy.

As of 2008 the WHO estimates that at least 500 million adults (greater than
10%) are obese, with higher rates among women than men.

1.6.1 Burden of Disease
Mortality

Obesity isoneof theleading preventabl e causes of death worldwide. Grade 1 obesity
(BMI 30-35) was not associated with higher mortality than normal weight, and that
overweight (BMI 25-30) was associated with “lower” mortality than was normal
weight (BMI 18.5-25).

A BMI above 32 kg/m? has been associated with a doubled mortality rate among
women over a16-year period. On average, obesity reduceslife expectancy by six to
seven years, aBMI of 30-35 kg/m? reduceslife expectancy by twotofour years, while
severe obesity (BMI > 40 kg/nv) reduces life expectancy by ten years.

Mor bidity

Obesity increases the risk of many physical and mental conditions. These co
morbidities are most commonly shown in metabolic syndrome, a combination of



medica disorderswhichincludes: diabetesmdllitustype 2, high blood pressure, high
blood cholesterol, and high triglyceride levels.

1.6.2 Risk Factors

1) Diet: Theassociation between fast-food consumption and obesity becomesmore
concerning. Obese people consstently under-report their food consumption as
compared to people of normal weight. Extrafood energy comesfromanincrease
in carbohydrate consumption rather than fat consumption. The primary sources
of theseextracarbohydratesare siveetened beverages. Consumption of sweetened
drinks such as soft drinks, fruit drinks, iced tea, and energy and vitamin water
drinksis believed to be contributing to the rising rates of obesity.

2) Sedentary lifestyle: A sedentary lifestyle plays a significant role in obesity.
Worldwidethere hasbeen alarge shift towards|ess physically demanding work,
and currently at least 30% of the world's population gets insufficient exercise
and are possibly due to mechanised transportation and a greater prevalence of
labour-saving technology inthe home. In children, there appear to be declinesin
levels of physical activity dueto lesswalking and the physical education in the
school based settings.

3) Genetics. Studiesthat havefocused oninheritance patternsrather than on specific
geneshavefound that 80% of the offspring of two obese parents werea so obese,
in contrast to less than 10% of the offspring of two parents who were of normal
weight. Different people exposed to the same environment have different risks
of obesity dueto their underlying genetics.

1.7 DIABETES

Diabetes is a metabolic disease in which there are high blood sugar levels
over a prolonged period. Symptoms of high blood sugar include frequent
urination, increased thirst, and increased hunger. If left untreated, diabetes
can cause many complications.

1.7.1 Typesof Diabetes Mdllitus
There are three main types of diabetes mellitus (DM):

e Type 1 DM results from the pancreas's failure to produce enough insulin.
Thisform was previoudly referred to as “insulin-dependent diabetes mellitus’
(IDDM) or “juvenile diabetes’. The cause is unknown.

e Type 2 DM begins with insulin resistance, a condition in which cdlls fail to
respond to insulin properly. Asthe disease progresses alack of insulin may aso
develop. Thisformwasprevioudy referred to as* non insulin-dependent diabetes
mellitus’ (NIDDM) or “adult-onset diabetes’. The primary cause is excessive
body weight and not enough exercise.

e Gedtational diabetesisthethird mainform and occurswhen pregnant women
without a previous history of diabetes develop high blood-sugar levels.

1.7.2 Burden of Disease

Asof 2015, an estimated 415 million people had diabetes worldwide, with type 2
DM making up about 90% of the cases. This represents 8.3% of the adult
population, with equal ratesin both women and men. Asof 2014, trends suggested

Epidemiology of Specific
Non-Communicable Diseases
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the rate would continue to rise. Diabetes at |east doubles a person’s risk of early
death. From 2012 to 2015, approximately 1.5to 5.0 million desthseach year resulted
from diabetes.

TheInternational Diabetes Federation (IDF) estimatesthetotal number of diabetic
subjectsto bearound 40.9 millioninIndiaand thisisfurther set toriseto 69.9 million
by the year 2025.

A study reported that diabetes control in individua s worsened with longer duration
of thedisease (9.9+5.5 years), with neuropathy the most common complication (24.6
per cent) followed by cardiovascular complications (23.6 per cent), renal issues(21.1
per cent), retinopathy (16.6 per cent) and foot ulcers (5.5 per cent).

Check Your Progress 1

1) Enumerate five common NCDs.

2) List major risk factors for NCDs.

3) Explainrule of halves.

4) List the causesfor cancersin general.

1.8 INJURIESAND ACCIDENTS

It isestimated that more than 5 million people die every year in developing
countriesfrom road traffic crashes, burns, falls, other types of unintentional
injury, violence, and suicide. Millions more are disabled, temporarily or
permanently, by injuries.

Injuries are the third cause of mortality among people over five years, with road
traffic injuries and violence as the main causes of injury-related desths.

1.9 ARTHRITIS

Arthritisisaform of joint disorder that involvesinflammeation in oneor morejoints.
The most common form of arthritisis osteoarthritis (degenerative joint disease), a
result of traumato the joint, or with degenerative changes occurring in body with

age.

Pain, which can vary in severity, is a common symptom in virtualy al types of
arthritis. Other symptomsinclude swelling, joint stiffness and aching around thejoint

e Inability to use the hand or walk



e Stffness, which may be worse in the morning, or after use
e Malaise and fatigue

e Weight loss

e Poor sleep

e Muscle aches and pains

e Tenderness

e Difficulty moving thejoint

1.10 EPILEPSY

It is characterised by recurrent seizures, which are brief episodes of involuntary
movement that may involveapart of thebody (partia) or theentirebody (generdised),
and are sometimes accompanied by loss of consciousness and control of bowel or
bladder function.

In 2013 about 22 million people have epilepsy and almost 80% of cases occur in
the developing world.

The most common type of epilepsy, which affects 6 out of 10 people with the
disorder, is called idiopathic epilepsy and has no identifiable cause.

Epilepsy is not contagious. The most common type of epilepsy, which affects
6 out of 10 people with the disorder, is called idiopathic epilepsy and has no
identifiable cause.

Epilepsy with a known cause is called secondary epilepsy, or symptomatic
epilepsy. The causes of secondary (or symptomatic) epilepsy could be:

e brain damage from prenatal or perinatal injuries (e.g. a loss of oxygen or
trauma during birth, low birth weight),

e congenital abnormalities or genetic conditions with associated brain
malformations,

e asevere head injury,

e astroke that restricts the amount of oxygen to the brain,
e aninfection of the brain such as meningitis, encephalitis,
e certain genetic syndromes,

e Brantumor.

1.11 BLINDNESS

Visud imparment, asoknown as visonimparment or visonloss, isadecreased ability
to seeto a degree that causes problems not fixable by usua means and the blindness
refersto the complete or nearly complete vison loss.

Causes of blindnessin India
o Cataract—62.6%
e Refraction error—19.7%
e Glaucoma-5.8%

Epidemiology of Specific
Non-Communicable Diseases
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e Cornea pathologies-0.9%
e Others-11%
The blindness can be classified into two following types:

Curable blindness: Blindness in which the damage is reversible by prompt
management e.g. cataract

Preventable blindness: Blindness that could have been completely prevented by
institution of effective preventive or prophylactic measures as on early diagnosis
e.g. xerophthalmia, trachoma, and glaucoma.

1.12 LET USSUM UP

Overall the non-communicabl e diseasesareresponsi blefor mgjor causesof morbidity,
mortality and disability globally andinIndiaaso. All theserisk factorsare preventable
and can be addressed at theleve of contact with thehealth careaswell asthe behaviour
change. The chapter focuses on the burden of non-communicable diseases and their
risk factors associated with them, such as tobacco use, unhedlthy diet, physica
inactivity and use of alcohal.

1.13 MODEL ANSWERS

Check Your Progress 1

1) The5common typesof non-communicablediseasesare coronary heart disease,
stroke, cancers, chronic respiratory diseases (such as chronic obstructed
pulmonary disease and asthma) and diabetes.

2) The maor risk factors for these non-communicable diseases are broadly
categorised as

Behavioural risk factors

e  Tobacco use

e  Unhealthy diet

e  Physical inactivity

e  Harmful use of acohal
Metabolic risk factors

e  Obesity

e Raised blood pressure

e Raised blood glucose

e Raised blood total cholesterol levels
3) The‘ruleof halves for hypertension statesthat: ‘half the people with high

blood pressure are not known (“rule 1”), half of those known are not treated
(“rule 2”) and half of those treated are not controlled (“rule 3”)’.

“Rulel” portraysthe status of awarenessregarding the disease and the efficacy
of prevailing screening programmes in diagnosing the disease early.

“Rule2’ depictsthe status of trestment for hypertension among those diagnosed
and the awareness about self-care in prevention of impending complications.



4)

“Rule 3" addresses the status of adequacy in treatment for hypertension.

The majority of cancers, some 90-95% of cases, are due to environmental
factors. The remaining 5-10% are due to inheritance.

Common environmental factors that contribute to cancer death
include tobacco (25-30%), diet and obesity (30—-35%), infections (15—
20%), radiation (both ionising and non-ionising, up to 10%), stress, lack of
physical activity and environmental pollutants.
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2.0 INTRODUCTION

Inthe previousunit, youlearnt about the epidemiol ogy of non-communicabledisease,
whichincluded burden of diseaseinIndia, causeand risk factors.

ThereareNational Health Programmes on the non-communi cabl e diseases and key
programmeisNationa Programme on Cancer Diabetes Cardiovascular Diseasesand
Stroke (NPCDCY) with objectives of risk reduction for prevention of NCDs and
early diagnosisand appropriate management of theseNCDs. The strategiesused are
health promotion for the general population and disease prevention for the high risk
groups. The expected outcomes of the programmeisto create awarenesson healthy
lifestyles, health promotion at school, community and work places, and management
of Non-Communicable Diseases, particularly Diabetes, Cardiovascular Diseasesand
Stroke.

Inthisunityouwill bestudy objectivesand variousactivitiescarried out under national
health programme and preventive measuresfor control of disease.
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2.1 OBJECTIVES

After completing thisunit, you should be ableto describe:
e nationa health programmesrelated to NCDs,

e prevention, screening and management of diabetes, hypertension, cardiovascular
and coronary heart diseases,

e prevention, screening and management of stroke, obesity, blindnessand thyroid
diseases,

e prevention, screening and management of injuriesand accidents; and

¢ integrated management for theNCDs.

2.2 NATIONAL RESPONSE TO NON
COMMUNICABLE DISEASES

Thereareoperationa guidelinesfor the prevention, screening and control of common
non-communi cablediseases (NCDs) which areapart of comprehensive primary hedth
care being cameinto existencein 2016.

TheWorld Heglth Organization (WHO) hasincluded four mgor NCDs—Cardiovascular
Diseases (CVD), such as heart attacks, Diabetes, Chronic Respiratory Diseases
(Chronic Obstructive Pulmonary Diseasesand Asthma) and Cancer for bigger focus.
Datafrom community based NCD programmesin Indiadepictsthat the NCDsa so
account for asignificant proportion of illnessand deaths.

These NCDs share common risk factorsand for which thereareaset of smilar public
hedlth approachesre ated to heal th promation, prevention and management. Key factors
linked to the onset and course of thesefour NCDsare:

e Tobacco useand exposure,

e Unhedthy diet,

e Physcd inactivity,

e Harmful useof dcohoal,

e Indoor and ambient air pollution,

o Siress,

e Poverty (asacauseand consequence),
e Poor health seeking behaviours, and

e Low accessto hedth-careservices.

Diabetes and hypertens on can cause stroke, heart attack or kidney failure, and all are
amenableto prevention, early detection and treatment.

23 NATIONAL PROGRAMME FOR THE
PREVENTION AND CONTROL OF CANCER,
DIABETES, CARDIOVASCUL AR DISEASESAND
STROKE (NPCDCS)

L et usnow discussabout variousguideinesand mainfocusof the National programme




programmefor prevention and control of cancer, diabetes, cardio vascular diseases
and strokeasgiven below:

e Themainfocusof NPCDCSisto enable opportunistic screening (Opportunistic
screening happens when someone askstheir doctor or health professiona for a
check or test, or acheck or test isoffered by adoctor or health professional) at
PHC/CHC and Didtrict levels, through the setting up of NCD clinics.

e AtthePHC and sub-centrelevels, additional funding for glucose testing was
provided for all those over 30 years of age and all pregnant women and
encompassing greater outreach, better follow up through systematic monitoring
and data collection to enableimproved surveillance, including theuseof IT for
patient records, follow-up and referral Sub-centre level. Community based
assessment checklist for early detection of NCDsisgiveninAnnexure-1.

e Theseguidelinesenvisage that the risk assessment, screening, referral, and
follow up for selected NCDs amongst all women and men aged 30 yearsand
above, would beincluded in the set of servicesbeing offered at the HWC/
SHC.

These operational guidelinesare designed to hel p state and district programme and
facility level managersand service providersto strengthen and expand risk assessment,
screening and management of Hypertension and DiabetesMélitus.

Themainfocusof theseguiddinesison:

e  Screening and diagnosing common NCDs;

e |dentifying and addressing modifiablerisk factors,
e  Treating using standard trestment guidelines,

e Fadlowup

e Referring patientsat appropriatelevel.

Theguidelinesare an adjunct to and build on the relevant recommendations of the
NPCDCSguidelines. Therolesand responsibilitiesof the primary health careterms
aregiveninAnnexure2. Thepackageof servicesunder NPCDCSisshowninAnnexure
3 (page no. 9 doc).

Inurban areas, stateswould need to evolve strategiesthat combine effective outreach
andfacility based primary hedlth care servicesto serveasaplatformfor theddivery of
thisintervention. Therangeof facilitiesand outreach mechanismsvary widely between
and within states, and local, context specific mechanismswoul d need to evol vethrough
aprocess of piloting and study before being scaled up. Existing platforms and
partnershipswould be strengthened to implement theintervention.

2.3.1 Diabetes
Diabetesisclassfiedintothreetypesnamely:

1) Type 1 diabetes (T1IDM): Usually occurs in younger people, children and
adolescents. Thediagnosisof T1DM can be madethroughout childhood butitis
morelikely below 15yrsof age. Theonset isusualy acuteand severeandinsulin
isrequiredfor survival.

2) TypeZ2diabetes(T2DM): Itisthecommonest type of diabetes. It usually occurs
after theageof forty yearsbut occursfrequently even a lower ageamong Indians.

Non-Communicable
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T2DM was previously known as non-insulin dependent diabetesmellitus. The
onsetisusualy insdiousand may bemildto severe.

When isaperson at highrisk for diabetes?

e ageof or above30years

e overweight (BMI ismorethan 23 kg/m?).

e physcally inactive (exerciseslessthan 3timesaweek)

e highblood pressure.

e impairedfasting glucoseor impaired glucosetolerance.

e triglycerideand/or cholesterol levelsare higher than normal.

e parents/siblingsor grandparentshave or had diabetes.

e haddiabetesor even mild elevation of blood sugars during pregnancy.

When to suspect diabetes?

e  Symptomsof uncontrolled hyperglycemia excessthirst, excessurination, excess
hunger with lossof weight

e Frequentinfections

e Non-healingwounds
e Fdigue

e Tuberculoss

Thecriteriafor diagnosisof Type2 diabetesmellitusisshowninTable 2.1.

Table2.1: Criteriafor diagnosisof T2DM using venousblood samplesisby
Fasting Glucose (mg/dl) and 2-hour Post-Glucose L oad (mg/dl)

Fasting Glucose 2-hour Post-Glucose
(mg/dl) Load (mg/dl)
DiabetesMdllitus >=126 >=200
Impaired Glucose Tolerance <110 >140 to <200
Impaired Fasting Glucose >=110t0 <126

Sour ce: World Health Organi zation and I nternational Diabetes Federation. Definition,
diagnosis and classification of diabetes mellitus and its complications. Geneva,
Switzerland: World Heglth Organization.

Management of Diabetes

Management of T2DM should beinitiated as soon asdiagnosisisestablished even if
the patient isasymptomatic. Initial assessment and management of the patientshasto
be carried out at Primary Health Centre and Community Health Centre (CHC) level
or at secondary carelevel.

When torecommend hospitalisation

e Uncontrolledinfection,

o  Severecdlulitis,

e Unresponsive UTI or other deep seated infectionsincluding bad diabetic foot
needing intravenousantibiotics,

e Recurrent UTI not responding to oral antibiotics,
e Presenceof ketonesinurine



Diabetespatient education and diet counselling

Patient education on diabetes management and life style modificationsisthe corner
stoneof effective diabetes control and management and prevention of complications.
Thevisit schedulefor counsdlling of diabetesisshowninTable2.2.

Table2.2: Visit schedulefor counselling

Initial Vidits Follow-up Visits
e WhatisDiabetes? e Importanceof glycaemic control
e Why doesit occur? e Preventionof complications

o Lifestylemeasures Diet, Exercise e Foot care

e Deailedlifestyleadvice e Pre-conceptional counsdlling
e Useof Ora Drugs regarding theimportance of good
e Adviceonidentifyingsigns glucosecontrol prior to pregnancy
and symptomsof hypoglycaemia
and hyperglycaemiaandtheir
management

e Patient should beinformed about
theimportance of factorsother
than glucose control: cholesterol,
blood pressure, stopping smoking,/
tobacco, etc

Complicationsof Diabetesmellitus
Diabetescomplicationsare classified broadly into two categories:

1) Microvascular complicationsincludes:
e Damageto eyes(retinopathy) leading to blindness,
e Damagetokidneys(nephropathy) leading to rend failure
e Damageto nerves(neuropathy) leading toimpotence
e Diabeticfoot disorders(whichincludesevereinfectionsleading to amputation)

2) Macrovascular complicationsincludes:
e Cardiovascular diseases such as heart attack and stroke
e Insufficiency inbloodflowtolegs.

2.3.2 Hypertension

Abnormally elevated blood pressureisapathological conditionwhichincreasesthe
work load ontheheart. Thisconditionistermed ashigh blood pressureor hypertension.
Thecriteriafor diagnosisof hypertensiveisshownin Table2.3.

Table2.3: Criteriafor diagnosing high blood pressure (mm of Hg)[ JNC-8]

Category Systolic Diastolic
Norma Lessthan 120 Lessthan 80
Prehypertensive 120-139 80-89
Hypertensve
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Category Systalic Diastolic
Stage 1 140-159 90-99

Stage 2 160 or higher 100 or higher
Stage 3 180 or higher 110 or higher

Source: Paul A. James et a. 2014 Evidence-Based Guideline for the Management of
High Blood Pressurein Adults Report From the Panel M embers A ppointed to the Eighth
Joint National Committee (JNC 8)

Management of hypertension:
The Risk assessment should cover:

1) Assessment of medica history:
a) Riskfactors
e Lackof physica activity (or sedentary lifestyle).
e  Obesity or being overweight

e  Abdominal obesity (Waist circumferencemorethan 90cminmaleand 80cm
infemdes)

e Highsodiumintake/highsdtintake

e  Excessdacohol consumption

b) Family higtory

C) Symptomsof consequencesof hypertension

d) Frequentintakeof painreieving drugs(NSAIDS)

e Steroidintakefor asthma

f) Breathingdifficulty particularly onexertion

9 Swdlingof feet

h)  Urinary difficulties, history of passing stonesin the past
2) Phydca examination:

a BPmeasurement

b) Measurement of body welght and height to obtain BMI

C) Measurement of Waist circumference

d) Pdpatingdl periphera pulses

€) Auscultationfor bruit (rend, carotid, abdomina and others)

f) Eyeevduationif ophthamology facility isavailable

Themanagement should includethefollowing:

e Life-stylemanagement (refer to section onlifestylemodification)
e DrugTherapy

Complicationsof hypertension

Complicationsoccur asaresult of persistent elevation of blood pressurefor alonger
duration of period. Theimpact of raised blood pressureison variousorgans of the
body and can lead to organ damage.



Thefollowing arethe organ-wiseimpact of the hypertension: Non-Comg_unicab' <1%
|seases-

e Complications affecting the heart: Left ventricular hypertrophy, diastolic
dysfunction, CHF, abnormalitiesof bloodflow and cardiac arrhythmias.

e Complicationsaffecting thebrain: Braininfarction and Haemorrhage.

e Complicationsaffecting the eye: Generalised narrowing of theretina arterioles
andin retinaas microaneurysms, haemorrhages, hard exudates, and cotton-wool
spots.

e  Complicationsaffecting kidneys: Macroa buminuria (arandom urine albumin/
creatinine ratio > 300 mg/g) or microal buminuria (arandom urine albumin/
cregtinine ratio 30-300 mg/g).

2.3.3 Cardiovascular Diseases

Cardiovascular disease (CVD) isaclassof diseasesthat involvethe heart or blood
vessels. Cardiovascular disease includes coronary artery diseases (CAD) such
as angina and myocardial infarction (commonly known as a heart attack). The
cerebrovascular diseasescommonly known as strokeisal so common.

Risk factors

Age, gender, tobacco use, physicd inactivity, excessive a cohol consumption, unhealthy
diet, obesity, family history of cardiovascular disease, raised blood pressure
(hypertension), raised blood sugar (diabetes mellitus), raised blood cholesterol
(hyperlipidemia), psychosocial factors, poverty andlow educational status, and air
pollution.

Coronary Heart Disease
Chest pain (angina) isthe commonest symptom.

e Typicd angina: Substerna pressureradiating to neck, Jaw, arm with duration<20—
30 minuteswhich may be associated with dyspnes, pa pitations, nauseavomiting
and which increaseswith exertion, decreaseswithrest .

e Ml :Hasincreased anginaintensity and duration >30 min. Twenty five per cent of
Mlsareclinicaly slent.

Associated symptoms: Weakness, nausealvomiting, Swesting, apprehension, anxiety,
senseof impending doom.

Features not characteristics of myocardial ischemia:

e Sharp pain brought by respiratory movement or cough

e Painthat may belocalised by thetip of onefinger

e Vevy brief episodeof painthat lastsafew seconds

e Painreproduced by movement or pal pation over the chest

e Congant painthat lastsfor many hourswithout other ischemic symptoms

2.3.4 Sroke

A stroke meansthat part of the brainissuddenly damaged. If an artery inthebrain
becomesblocked by athrombus, it causesastroke. If anartery inthe brain leaksthen

too it damagesthe brain and causes astroke.
23



Non-Communicable Diseases | dentification of an acute event
and Management Under
National Health Programmes o  Sudden onset of weaknessof one half of body or one part of body
e  Suddenonset of inability or difficulty in speech
e  Suddenonset of imbaance
e  Suddenonset of blindness
e  Suddenonset of dizzinessor spinning
e Sudden severeheadache

e Suddenlossof consciousness

Management

Peatientsof stroke presenting within 6 hoursof onset of symptoms should bereferred
toasecondary carefor initial assessment and management. Thefollow-up of patients
presenting with acompleted strokenot requiring acute care (such asrespiratory disiress)
can bemanaged at the PHC level.

2.3.5 Obesity
Overweight and obesity are defined asabnormal or excessivefat accumulation that
may impair hedth.

e Body massindex (BMI) isasmpleindex of weight-for-height that iscommonly
used to classify overweight and obesity inadults. It isdefined asaperson’sweight
inkilogramsdivided by the square of hisheight in meters (kg/m?).

e Thecriteriabased onWorld Health Organizationisgiven below:

Lessthan 18.5 kg/m? (Underweight)
18.5—-24.9kg/m? (Normal)
25.0—29.9 kg/m? (Preobese)
30.0—34.9 kg/m? (Obese Class|)
35.0—39.9 kg/m? (Obese Class|1)
>=40.0 (ObeseClass||)

However, therevised criteriafor obesity for Asansbased on BMI isasfollows:

< 18.5kg/m? = Under weight
18.5—-22.9 kg/m?=Normal or lean
23-24.9kg/ny = Overweight
>=25.0 = Obesity

Raised BMI isamajor risk factor for noncommunicable diseasessuch as:

e heartdisease
e droke
e (iabetes
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e musculoskdetd disorders(especidly osteoarthritis—ahighly disabling degenerative
disease of thejoints);

e  Somecancers(including endometrial, breast, ovarian, prostate, liver, gallbladder,
kidney, and colon).

Therisk for these non-communi cabl e diseasesincreases, withincreasesin BMI.

Treatment of the overweight and obese patient isatwo-step process:

1) Assessment requiresdetermination of thedegree of obesity and the absoluterisk
status.

2) Management includesthereduction of excessweight by diet control and physical
activity and maintenance of thislower body weight, aswell astheinstitution of
additiona measuresto control any associated risk factors.

e Waist circumferenceisthe most practical tool aclinician can useto evaluatea
patient’sabdominal fat beforeand during weight losstreatment.

Tomeasurewa st circumference, locatethe upper hip boneandthetop of therightiliac
crest. Placeameasuring tapein ahorizontal plane around theabdomen at theleve of
theiliac crest. Beforereading thetape measure, ensurethat thetapeisnot too tight, not
too looseand doesnot compressthe skin, andisparallel to thefloor. The measurement
iIsmadeat the end of anormal expiration.

Menwho havewaist circumferencesgreater than 90 cm, and women who havewaist
circumferences greater than 80 cms, are at higher risk of diabetes, dyslipidemia,
hypertension, and cardiovascul ar disease because of excessabdominal fat. Individuas
withwaist circumferences greater than these values should be considered onerisk
category abovethat defined by their BMI. Therelationship between BMI and waist
circumferencefor definingriskisasdefinedinthe Table2.4.

M anagement

A combination of diet modification, increased physica activity, and behaviour therapy
can beeffective,

Dietary Therapy: Dietary therapy includesinstructionsfor modifying dietstoreduce
weight. Thediet should below in calories, but it should not betoo low (lessthan 800
kcal/day). Ingeneral, dietscontaining 1,000 to 1,200 kcal/day should be sel ected
for most women; a diet between 1,200 kcal/day and 1,600 kcal/day should be
chosen for men.

Physical Activity: Increased physical activity may help reduce body fat and prevent
the decrease in muscle mass often found during weight loss. All adults should set a
long-term god to accumulate atl east 30 minutesor more of moderate-intensity physical
activity on 5, and preferably all daysof theweek.

Behaviour Therapy: Specific behavioural strategiesincludethefollowing: self-
monitoring, stress management, stimulus control, problem-solving, contingency
management, cognitiverestructuring, and socia support. Behavioural therapiesmay
be employed to promote adoption of diet and activity adjustments; thesewill beuseful
for acombined approach to therapy.

Non-Communicable
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I ntegrated approach for theNCDs

L et usnow read about Integrated approach for NCDs. In the context of NCDs, four
of the most prominent chronic diseases— cardiovascul ar disease, cancer, chronic
obstructive pulmonary disease, and type 2 diabetes—account for 80% of the NCD
mortality and arelinked by shared, common, and preventablebiological risk factors,
notably high blood pressure, high blood cholesterol, and overweight, aswell asby
related major behavioura risk factors: unhedthy diet, physica inactivity, and tobacco
use. Sotheaction to prevent these major chronic diseases should focuson controlling
theserisk factorsinanintegrated manner through motivation with the counsdlling of the
patientsor the high risk people.

Check Your Progress1

1) Namefour maor NCDs.

2) Listmicrovascular complication of DigbetesMdlitus.

3) Listriskfactorsfor NCD.

4) Explainthelntegrated approach for theNCDs.

2.4 BLINDNESS

L et usnow gothroughtheblindnessin detail :
2.4.1 Categories of Visual Impairment

Blindness' refersto acondition where aperson suffersfrom any of thefollowing
conditions, namely

e Total absenceof sight; or personswho does not havelight perception or persons
who havelight perception but cannot count fingersat adistance of 1 meter even
with spectacles (best possible correction)

e Visua acuity not exceeding 6/60 (Snellen’sChart) inthebetter eyewith correcting
lenses; or

e Limitationof thefield of vision subtending an angle of 20 degreeor worse.



Table2.4: Categoriesof visual impair ment:

Categories Visual Acuity
of Visual Maximum Lessthan Minimum Equal toor
I mpairment Better than
Lowvison 1. 6/18 6/60
2. 6/60 3/60
Blindness 3. 3/60 (finger counting at 3meters) | 1/60 (finger counting
4. 1/60(finger counting at 1meter) at 1 meter)
5. Nolight perception Light perception

Sour ce: WHO. International classification of diseases, vol1, pg.242.
2.4.2 National Programme for Control of Blindness

Main causesof blindnessareasfollows: Cataract (62.6%), refractiveerror (19.70%),
corneal blindness(0.90%), glaucoma (5.80%), surgical complication (1.20%), posterior
capsular opacification (0.90%), posterior segment disorder (4.70%), others(4.19%).
Estimated Nationa Prevalence of Childhood Blindness/Low Vision is 0.80 per
thousand.

Objectives
e Toreducethebacklog of blindnessthrough identification and treatment of blind at

primary, secondary and tertiary level sbased on assessment of the overall burden
of visud impairment inthe country.

e Deveopand strengthen the strategy of NPCB for “ Eye Hed th” and prevention of
visud impairment; through provison of comprehensiveeyecareservicesand qudity
sarviceddivery.

e  Strengthening and upgradation of Regional Institute of Opthamology (RIOs) to
become centre of excellencein various sub-speciditiesof ophtha mology.

e Strengthening the existing and developing additional human resources and
infrastructurefacilitiesfor providing high quality comprehensveEyeCare indl
Digtrictsof the country:

e Toenhance community awareness on eye care and lay stress on preventive
meesures:

e Increaseand expand research for prevention of blindnessand visual.

2.5 NATIONAL PROGRAMME FOR PREVENTION
AND CONTROL OF DEAFNESS

Thereislargenumber of hearing impaired young and old peoplein Indiawhich amounts
toaseverelossof productivity, both physical and economic. Inan effort to tacklethe
highincidenceof deafness inthe country, inview of the preventable nature of this
disability.

Objectives

e Toprevent theavoidablehearing losson account of diseaseor injury.

o Ealyidentification, diagnossand trestment of ear problemsresponsiblefor hearing
lossand deafness.

Non-Communicable
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e Tomedicaly rehabilitate personsof al agegroups, suffering with deafness.

e Todrengthentheexistinginter-sectoral linkagesfor continuity of therehabilitation
Programme, for personswith deafness.

e Todevelopinstitutional capacity for ear care services by providing support for
equipment and material and training personnd.

2.6 NATIONAL TOBACCO CONTROL PROGRAMME

Tobacco useisoneof themain risk factorsfor anumber of chronic diseases, including
cancer, lung diseases, and cardiovascul ar diseases.

Objectives

e Tobring about greater awareness about the harmful effects of tobacco use and
Tobacco Control Laws.

o Tofacilitate effectiveimplementation of the Tobacco Control Laws.

e Tocontrol tobacco consumption and minimisethe deaths caused by it.
Thevariousactivities planned to control tobacco use areasfollows:

e Trainingand Capecity Building

o |ECactivity

e  Monitoring Tobacco Control Lawsand Reporting

e Survey and Survelllance

2.7 THYROIDDISEASES

The thyroid hormones, triiodothyronine (T.) and its prohormone, thyroxine (T ),
are tyrosine-based hormones produced by the thyroid gland that are primarily
responsiblefor regulation of metabolism. T .and T, arepartially composed of iodine.

Hyperthyroidism isthecondition that occurs dueto excessive production of thyroid
hormone by the thyroid gland.

Signsand symptoms
Someof thesymptomsof hyperthyroidisminclude:
*  NENVOUSNESS

o imitebility

e increased perspiration
e heartracing

e handtremors

o awxiey

o difficultydesping

e thinningof theskin

e finebrittlehar

e muscular weakness—especidly intheupper armsand thighs.

Major clinical signsinclude
e weightloss (often accompanied by anincreased appetite)
o awxiey



e intoleranceto hest
e hairloss(especialy of the outer third of the eyebrows)
e muscleaches

e weakness

e faigue

e hyperactivity
o imitability

e highblood sugar

e excessveurination

e excessvethirg

e ddirium, tremor

e pretibid myxedema (in Graves disease)

e emotiond ligbility

e Sweding

Diagnosis

Thediagnosisof hyperthyroidismisconfirmed by blood teststhat show adecreased

thyroid-stimulating hormone (TSH) level of below 0.05ulU/ dl and elevated T, and
T, levels

In addition to testing the TSH levels, many doctorstest for T, Free T, T,, and/or
FreeT, for moredetailed results.
Hypothyroidism

Hypothyroidism, aso caled underactivethyroid or low thyroid, isacommon disorder
of theendocrine system inwhich thethyroid gland doesnot produce enough thyroid
hormone.

Symptoms
e Fatigue
e Fedingcold

e  Poor memory and concentration

e Condipation, dyspepsia

e Weight gainwith poor appetite

e  Shortnessof breath

e Hoarsevoice

e Infemaes, heavy menstrua periods (and later light periods)
e Abnorma sensation

e Poorhearing

Signs

e Dry, coarseskin

e Cool extremities

e  Myxedema (mucopolysaccharide depositsintheskin)
e Hairloss

e Sowpulserate

Non-Communicable
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e Sweling of thelimbs

e Dédayedrelaxation of tendonreflexes

e Carpa tunnd syndrome

e Pleurd effuson, ascites, pericardid effuson

Patients suspected of thyroid disorders should be referred to doctor for further
assessment.

2.8 INJURIESANDACCIDENTS

L et usnow read the various aspects of injuriesand accidents.

2.8.1 Operational Guidelines for Trauma Care Facility on
National Highways

Road trafficinjuriesareimportant probleminthecountry. TraumaCarethat if basiclife
support, first aid and replacement of fluids can be arranged within first hour of the
injury (thegolden hour), livesof many of theaccident victimscan besaved. Thecritical
factor for thisstrategy isto provideinitia stabilizationto theinjured withinthegolden
hour.

Strategic activitiesto achievethisobjectiveinclude:
e Initid gtabilisation by trained manpower
e Rapidtransportation, and
e Developed medical facilitiestotreat such cases
Road traffic accidents: Urban transport, land use patterns, and recreation areasare
linkedtoroad trafficinjuries, aswell asto exposureto air pollution and noise.
2.8.2 Risk Factors for Road Traffic Injuries
Theimportant risk factorsarementionedin Box 2.1.
Box 2.1: Risk factorsfor road trafficinjuries

1) Alcohol intake

2) Lack of body protection ashelmetsand seat belts
3) Highspeeding

4) Underagedriving

Thereareprimary and environmental factor rel ated to road traffic accident asdiscussed
below:

Primary factorsin accidents:

Humanfactors

e Age

o Sex

e FEducdion

e Medica conditions—Suddenillness, heart attack, impaired vision



e Faigue Non-Communicable
Diseases-1
e Psychological factors—Lack of experience, risk-taking, impulsiveness, defective
judgement, delay in decision, aggressiveness, poor perception and family

dysfunction
e Lackof body protection—Helmetsand safety belts
Environmenta factors:

e Rdatingtoroad—Defectivenarrow rods, poor lighting, lack of familiarity
e Rdatingto vehicle-Excessivespeed, overloaded, low driving standards
e Badwesather

¢ Inadequate enforcement of laws

e Mixedtrafficasdow andfast moving, pedestriansand animas

All these abovefactorsincrease the vulnerability and risk situation for an accident.
Other precipitating factorsare a cohol and drug usage aswell asthetraffic conditions,
emotion, tensionscan lead to injuriesand varied accidents.

Referral and Treatment

e Thosewithasystolic BP of over 140 and adiastolic BP of over 90 mm of Hg, or
random blood sugar of 140 mg/dl and above would be referred to a Medical
officer at the nearest facility, for confirmation, conducting relevant |aboratory
Investigations, and initiation of treatment.

e Youhavetofollow upwiththeindividual and with the concerned PHC to ensure
confirmation of diagnosisfor individual sdiagnosed with positiveresponsefor the
guestions on carcinomacervix/breast, epilepsy, thyroid disordersor COPD, or
whereasuspiciousoral lesion, initiation of treatment or referral tothenext level.
Subsequent guidelineswould deal with detailson devel oping strategiesfor these
and other NCDsaswell.

e  Oncethediagnosisof HT/Diabetesisestablished the patient must receive atleast
amonth’ssupply fromthe PHC. A three month supply, withtheANM/ASHA
vigiting the patient each month for ensuring compliance, checking ondiet andlife
stylemodification, and measuring theblood pressure/ blood glucose. Alternatively,
athree-month drug supply could be stocked with the ANM, to be given each
month.

e Thepatient will needto gothe PHC for thefirst follow up at the end of thefirst
threemonthsafter diagnos's, and sooner if required.

e  Anannud speciaist consultation at the nearest nodal CHCwithan NCD clinic, is
also recommended, based on the decision of theM O at the PHC.

e Forthoseindividualswho are already on treatment under the care of aprivate
practitioner, they could beoffered the choice of taking drugsfromthe public heglth
system but theseindividual swould bevisited regularly by thefrontlineworkers,
monitored for compliancewith treatment/lifestyle changesand recorded inthe
health card.

e  Community follow up of theseindividualswould be by theASHA making visitsto
enable positive behaviour modifications, trestment compliance, and encouraging
patientsto go the sub-centrefor regular check-up of BP/blood glucose. 31
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2.9 NATIONALMENTALHEALTHPROGRAMME

Personswith mental illnessshould betreated like other personswith health problems
and the environment around them should be made conduciveto facilitate recovery,
rehabilitation and full participationin society kegpinginview theheavy burden of menta
ilInessinthecommunity.

Objectives:
e Toensureavailahility and accessibility of minimummenta hedth carefor dl inthe

foreseeablefuture, particularly tothemost vulnerableand underprivileged sections
of population.

e Toencouragegpplication of menta health knowledgeingenera hedthcareandin
socid development.

e  Topromotecommunity participation inthemental health services devel opment
and to stimul ate effortstowards salf-helpin the community.

2.10 NATIONAL PROGRAMME FORHEALTH CARE
OF THE ELDERLY (NPHCE)

The programme was initiated to provide promotional, preventive, curative and
rehabilitative servicesin anintegrated manner for the elderly in various Government
hedthfacilities

Thiswill include health promoation, preventive services, diagnos sand management of
geriatric medica problems(out andin-patient), day caresarvices, rehabilitetive services
and home based care as needed.

Objectives: Main objectivesof the programmeareto:

e providepreventive, curative and rehabilitative servicesto the elderly personsat
variouslevd of hedlth caredelivery system of the country.

e strengthenreferral system, to devel op specialized man power and to promote
researchinthefield of diseasesrelated to old age.

Check Your Progress2
1) What arethesignsand symptomsof Hyperthyrodism.




2.11 LET USSUM UP

The mgjor non-communi cable diseaseswhich contributesto the mgority of burden of
diseasearedueto epidemiological trangition. For the prevention and control of NCDs
a national programme on cancer, diabetes, cardiovascular diseases and stroke
(NPCDCS) and related programme has been launched and now will cater thewhole
of the country. Thisunit focuses on the description of major NCDs, their prevention
strategiesand referral to higher centres.

2.12 MODEL ANSWERS

Check Your Progress1

1)

2)

3

4)

Four major NCDs are Cardiovascular Diseases (CVD), such as Heart
attacks, Diabetes, Chronic Respiratory Diseases (Chronic Obstructive
Pulmonary Diseasesand Asthma) and Cancer.

Microvascular complicationsincludes

e Damageto eyes(retinopathy) leading to blindness

e Damagetokidneys(nephropathy) leadingtorenal failure
e Damageto nerves(neuropathy) leading to impotence

e Diabetic foot disorders (which include severe infections leading to
amputation)

Risk factor for NCDsare:
e Tobacco use and exposure,
e unhedthydiet,

e physcd inactivity,

e  harmful useof acohal,

e Indoor and ambient air pollution,

e diress,

e poverty (asacause and consequence),
e poor health seeking behaviours, and

e |ow accessto health-care services.

In the context of NCDs, four of the most prominent chronic diseases—
cardiovascular disease, cancer, chronic obstructive pulmonary disease, andtype
2 diabetes—account for 80% of the NCD mortality and arelinked by shared,
common, and preventable biological risk factors, notably high blood pressure,
high blood cholesterol, and overweight, aswell asby related major behavioura
risk factors: unhealthy diet, physical inactivity, and tobacco use. Sotheactionto
prevent these major chronic diseases should focuson controlling theserisk factors
In anintegrated manner through motivation with the counselling of the patientsor
thehighrisk people.

Check Your Progress2

1

Signsand symptoms
Someof thesymptomsof hyperthyroidisminclude
*  NEVOUSNESS

Non-Communicable
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e heartracing

e handtremors

o awidy

o difficulty desping

e thinningof theskin

e finebrittlehair

e  muscular weskness—especially intheupper armsand thighs.
Major clinical signsinclude

e weightloss (often accompanied by anincreased appetite)

o awidy

e intoleranceto heat

e hairloss(especially of theouter third of theeyebrows)

e muscleaches
e weakness

o fdigue

e hyperactivity
o irritability

e highbloodsugar

e excessveurination

e excessvethirs

e  ddirium, tremor

e pretibid myxedema (in Graves disease)

e emotiond ligbility

e Swedting
2) Thereareprimary and environmental factor related to road traffic accident.
Primary factorsin accidents:

e Age

o Sex

e Education

e Maedica conditions—Suddenillness, heart attack, impaired vision
e Faigue

e Psychological factors— Lack of experience, risk-taking, impulsiveness,
defectivejudgement, delay in decision, aggressiveness, poor perception and
family dysfunction

e Lack of body protection—Helmetsand safety belts
Environmental factors:

e Rdatingtoroad-Defectivenarrow rods, poor lighting, lack of familiarity
34
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4)

e Rdatingto vehicle-Excessivespeed, overloaded, low driving standards
e Badwesather

e Inadequate enforcement of laws

e Mixedtrafficasdow andfast moving, pedestriansand animals
Activitiesto control tobacco use

e Trainingand Capecity Building

e |ECactivity

e Monitoring Tobacco Control Lawsand Reporting

e Survey and Survelllance

Main objectivesof the programmeareto:

e provide preventive, curative and rehabilitative services to the elderly
personsat variouslevel of health care delivery system of the country.

e strengthen referral system, to develop specialised man power and to
promoteresearchinthefield of diseasesrelated to old age.
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3.0 INTRODUCTION

The three commonly occurring cancers in India are those of the breast, cervix and oral
cavity. Each ofthese cancers is amendable to early detection and treatment thus reducing
the cancer morbidity and mortality.

3.1 OBJECTIVES

After completing this unit, you should be able to :

e enumerate common cancers in India;
e explain cause, diagnostic test of common cancers;
e identify signs and symptoms for cancers; and

e describe preventive measure and management of cancer.

3.2 CERVICAL CANCER

Cervical cancer occurs when abnormal cells develop and spread in the cervix which is
the lower part of the uterus. It is the abnormal growth of cells that have the potential to
invade or spread to other parts of the body. In the early stages typically there are no
symptoms are seen. In the later stages the symptoms may include abnormal vaginal
bleeding, pelvic pain and pain during sexual intercourse.

Human papillomavirus (HPV) infection is found to be involved in the development of
more than 90% of cases but it may not be the case always. Other contributory risk
factors include smoking, a weak immune system, and having many sexual partners,
but these are less important.
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Cervical cancer usually develops from precancerous changes over 10 to 20
years. About 90% of cervical cancer cases are squamous cell carcinomas, 10%
are adenocarcinoma, and a small number are other types. Diagnosis is typically
by cervical screening followed by a biopsy and then followed by imaging which
determines the cancer has spread or not.

In India, cervical cancer is a common form of cancer in women. In 2012, cervical
cancer is about 8% of the total cases and total deaths from cancer. India accounting to
nearly 1/3™ of the global cervical cancer deaths.

3.2.1 Signs and Symptoms

The early stages of cervical cancer are usually free of symptoms. Vaginal bleeding,
contact bleeding (one most common form being bleeding after sexual intercourse), or
in some cases a vaginal mass may indicate the presence of malignancy. The moderate
pain during sexual intercourse and vaginal discharge are also the symptoms of cervical
cancer.

Symptoms of advanced cervical cancer may include:
e lossofappetite

e weight loss

o fatigue

e pelvic pain

e Dback pain

e legpain

e swollenlegs

e heavy vaginal bleeding

e bone fractures,

e leakage ofurine or feces from the vagina.

e Dbleeding after douching or after a pelvic exam

3.2.2 Cause and Diagnosis

Causes
e  Human papilloma virus

e  Smoking

Use of Oral contraceptives

Multiple pregnancies
Diagnosis

e Visual inspection by acetic acid
e Biopsy

e Precancerous lesions

3.2.3 Stages of Cervical Cancer

Cervical cancer is staged by the International Federation of Gynaecology and
Obstetrics (FIGO) staging system based on clinical examination than surgical findings
(Fig. 3.1) shows stage 1A, stage 1B, stage 2A, stage 2B, stage 3B, stage 4A and
stage 4B.



n—{ \—1%

Stage 1A cervical cancer- The cancer is limited to the area of cervix

1B 1B,

Acm or ——-’ Larger
smaller than 4cm

Stage 1B cervical cancer- In 1BI- The size is less than or equal to 4 cm and in
1B2 the size is larger than the 4 cm.

Cancer has grown /
into the top part

of the vagina

Vagina

Stage 2A cervical cancer- the cancer has grown into the top part of the vagina.

Cancer has grown
into the tissues
around the cervix

Stage 2B cervical cancer- cancer has grown into the tissues around the cervix.

Non Communicable
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e Stage 3B cervical cancer- the cancer has blocked the ureter and descends towards
kidneys.

Womb ————

Bladder ————— ,— —— Rectum
Vagina -

e Stage 4A cervical cancer- cancer reaches bladder, rectum and into the adjacent
organs.

£,

The cancer has 47

spread to the lungs

v

e Stage 4B cervical cancer- the cancer reaches the lungs.

Fig. 3.1: Pictorial presentation of cervical cancer

3.2.4 Preventive Measures

The cervix should be checked by the visual inspection with acetic acid
(VIA) Papanicolaou test, or Pap smear, for cervical cancer has been credited with
reducing the number of cases of and mortality from cervical cancer.

Barrier protection

Barrier protection or spermicidal gel use during sexual intercourse decreases cancer
risk and condoms offer protection against cervical cancer.

Evidence on condoms that whether they protect against HPV infection is mixed, but
they protect against genital warts and other precursors to cervical cancer. They also
provide protection against other STIs, such as HIV and Chlamydia, which are
associated with greater risks of developing cervical cancer.

Vaccination

Two HPV vaccines (Gardasil and Cervarix) reduce the risk of cancerous or
precancerous changes of the cervix and perineum by about 93% and 62%,
40 respectively.



The vaccines should be stored at 2 to 8°C and must not be frozen. The dose is 0.5 ml
intramuscular in deltoid. The recommended age for initiation of vaccination is 10—12
years. As of current licensing regulations in India, catch up vaccination is permitted up
to the age of 45 years. Three doses at 0, 2 and 6 months are recommended with the
quadrivalent vaccine (minimum interval between 1st and 2nd dose is 4 weeks and
second and third dose is 12 weeks) and 0, 1 and 6 months with the bivalent vaccine.
HPYV vaccines can be given simultaneously with other vaccines such as Hepatitis B.
Vaccine should be administered in a sitting/ lying down position and the patient observed
for 15 minutes post vaccination.

The vaccines are between 92% and 100% effective against HPV 16 and 18 up to at
least 8 years.

Nutrition

Vitamin A, Vitamin B12, vitamin C, vitamin E, and beta-carotene are also associated
with a lower risk of cervical cancer.

Screening

The cervical cancer screening is to be by VIA and PAP smear which can be performed
at any time in the menstrual cycle, including during menses, during pregnancy and at a
postpartum or postabortion checkup. The steps of VIA are as

e Inspect the external genitalia

e Insert the speculum fully so that the entire cervix can be seen

e Look at the cervix and check for evidence of cancer or infection (cervicitis)

e Soak aclean swab in dilute acetic acid solution (3—5%) and apply it to the cervix

e  Once the cervix has been washed with the acetic acid solution, wait at least 1 minute
for it to be absorbed and any acetowhite reaction to appear as shown in Fig. 3.2.

o Test positive— Raised and thickened white plaques or aceto white epithelium

Cervix with
MNegative ACETO-WHITE lesion

Fig. 3.2: Cervix with VIA negative and positive

Table 3.1: Shows screening and follow up process of cervical cancer. The
algorithm for screening and management is shown in Fig. 3.3

Cancer Age of Methods Frequency If Positive

Type Beneficiary of of Screening
Screening

Cervical 30-65 years Visual Oncein5 Referred to
inspection years PHC/CHC/
by acetic DH for further
acid evaluation and

management

Non Communicable
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Cryotherapy Leep Refer to TCC

Fig. 3.3: Screening and Management algorithm for cervical cancer

Eligibility for Cryotherapy:

The lesions should not be spread over more than 2 quadrant of cervix

The entire lesion is located in the ectocervix without extension to the vagina and/
or endocervix

The lesion is visible in its entire extent
The lesion can be adequately covered by the largest available cryotherapy probe

There is no suspicion of invasive cancer

Cryotherapy is not recommended if:

e Postcoital bleeding
e Postmenopausal bleeding
Check Your Progress 1

1) Name commonly occurring cancers in India.




2) Name screening and diagnostic tests for cervical cancer.

3.3 BREAST CANCER

Breast cancer is cancer that develops from breast tissue. Signs of breast cancer may
include a lump in the breast, a change in breast shape, dimpling ofthe skin, fluid coming
from the nipple, or a red scaly patch of skin.

3.3.1 Signs and Symptoms

The first noticeable symptom ofbreast cancer is typically a lump that is different from
the other breast tissue. More than 80% ofbreast cancer cases are diagnosed when the
woman feels a lump. The earliest breast cancers are detected by a mammogram. Lumps
found in lymph nodes located in the armpit scan also indicate breast cancer.

Lump may include thickening different from the other breast tissue, one breast becoming
larger or lower, a nipple changing position or shape or becoming inverted, skin puckering
or dimpling, a rash on or around a nipple, discharge from nipple/s, constant pain in part
of the breast or armpit, and swelling beneath the armpit or around the collarbone.

Pain (“mastodynia”) is an unreliable tool in determining the presence or absence of
breast cancer, but may be indicative of other breast health issues.

Most symptoms of breast disorders, including most lumps, do not turn out to represent
underlying breast cancer. Fewer than 20% of lumps, for example, are
cancerous, and benign breast diseases such as mastitis and fibroadenoma of'the breast
are more common causes of breast disorder symptoms.

3.3.2 Risk Factors

The primary risk factors for breast cancer are female sex and older age.

Other potential risk factors include genetics, lack of childbearing or lack of
breastfeeding, higher levels of certain hormones, certain dietary patterns, and obesity.

Recent studies have indicated that exposure to air pollution is a risk factor for the
development ofbreast cancer.

Lifestyle

Smoking tobacco appears to increase the risk of breast cancer, with the greater the
amount smoked and the earlier in life that smoking began, the higher the risk. In those
who are long-term smokers, the risk is increased 35% to 50%.

A number of dietary factors have been linked to the risk for breast cancer. Dietary
factors which may increase risk include a high fat diet, high alcohol intake, and obesity
related high cholesterol levels.

Genetics

Genetics is believed to be the primary cause of 5-10% of all cases. Women whose

Non Communicable
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mother was diagnosed before 50 have an increased risk of 1.7 and those whose mothers
were diagnosed at age 50 or after have an increased risk of 1.4.

In those with zero, one or two affected relatives, the risk of breast cancer before the
age of 80 is 7.8%, 13.3%, and 21.1% with a subsequent mortality from the disease of
2.3%,4.2%, and 7.6% respectively.

3.3.3 Preventive Measures
Life-style

Women may reduce their risk of breast cancer by maintaining a healthy weight, drinking
less alcohol, being physically active and breastfeeding their children. The benefits with
moderate exercise such as brisk walking are seen at all age groups including
postmenopausal women.

High levels of physical activity reduce the risk of breast cancer.
High consumption of soy-based foods may reduce risk.
Screening

The screening follows the clinical breast examination for and lump or other deformity in
the breast tissue. The clinical breast examination follows the following steps in Fig. 3.4
and the screening details for CBE are given in Table 3.2 and the referral algorithm is
presented in Fig. 3.5.

Clinical Breast Exam (CBE)

1. Inspect: Visually breasts while patient is sitting up.
Specialized positions may be required to assess positive
findings.

3. Palpate Axila: Probe axillary region for swollen lymph nodes. Move Patient’s arm from over head
for easier access to this area.

2. Palpate breasts: Examine breasts with three finger pads, moving in vertical rows and checking for
any Lumps or other irregularities.

4. Inspect Nipples: Grasp and compress nipple and areolar tissue between thumb and index finger.
Check for discharge.

Fig. 3.4: Clinical Breast Examination (CBE)

Table 3.2: Screening and referral of breast cancer

Cancer Age of Methods of | Frequency If Positive
Type |Beneficiary | Screening [of Screening
Breast | 30-65 Clinical Once in Referred to surgeon at CHC/
years breast 5 years DH for confirmation using a
examination breast ultra sound probe
followed by biopsy as
appropriate




Clinical breast examination (CBE) at Sub centre/
PHC by ANM

v

A 4 A 4
CBE negative CBE positive

I

Evaluation by surgeon at CHC/DH
including Ultrasound scan

+
v v

Benign lump on USG Suspicious or mali.gnant
lump/ suspected nipple
* discharge*
A 4
Re- entry in to primary More frequent follow = v -
screening schedule up as per the discussion **EXCISlon.b‘OPSy of
of the surgeon the lump/ nipple/
cytology at DH
‘ Malignancy ‘
Benign on HPE/ 4
Cytology Refer to medical

NOTE: college or RCC for
staging and treatment as
per standard guidelines

*Mammography, if available, should also be
done in age 35 and above in addition to
ultrasound

** pPreferably core biopsy; if not possible,
fine needle cytology with arrangement for
sending to higher level for diagnosis.

Fig. 3.5: Screening and Management algorithm for breast cancer

3.4 ORAL CANCER

Oral cancer, also known as mouth cancer and is any cancerous tissue growth located
in the oral cavity.

Oral cancer is the most common form of cancer in India. 130,000 people are affected
to oral cancer in India annually. The reason for this high prevalence of oral cancer in
India is primarily tobacco consumed in the form of gutka, quid or snuff. In the North
East India, the use of areca nut is also a risk factor for oral cancer.

3.4.1 Signs and Symptoms

Skin lesion, lump, or ulcer that do not resolve in 14 days located are on the tongue, lip,
or other mouth areas

e Allusually small
e Most often pale collored, may be dark or discoloured

e Early sign may be a white patch (leukoplakia) or a red patch (erythroplakia) on
the soft tissues of the mouth, usually painless initially

e May develop a burning sensation or pain when the tumor is advanced
e Behind the wisdom tooth or behind the ear

Additional symptoms that may be associated with this disease:

e  Tongue problems (Difficulty in Movement of tongue)

e Swallowing difficulty

e  Mouth sores

e Pain and paraesthesia are late symptoms.

Non Communicable
Diseases - 2
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Non-Communicable Diseases  3.4,2 Screening and Management

and Management Under

National Health Programmes  The screening to be done by for any of'the lesion or ulcer by the oral visual examination
and if found positive for any of the above mentioned sign and symptoms the patient
should be referred to higher facility. The broad overview for screening is given in the
Table 3.3 and the algorithm for the referral is given in Fig. 3.6.

Table 3.3: Screening and referral of oral cancer

Cancer| Age of Methods Frequency If Positive
Type [ Beneficiary | of of
Screening | Screening
Oral 30-65 Oralvisual | Once in Referred to surgeon/ dentist/
years examination | 5 years ENT specialist/medical officer
at CHC/DH for confirmation
and biopsy.

ASHA/ Health workers collect responses from people
ol E ill and issue oral health cards/ self administered Questionnaire

v v
Individuals with history of All individuals known risks for
tobacco/ areca nut/ alcohol habit cancer; age 30 years and above

irrespective of age

; }

Tobacco cessation centers [TCC] & alcohol Screening by NCD nurse/ ANMs/ male
deaddiction centre nearest medical and health workers: oral visual examination
dental college l

v v

Normal findings on oral visual Any abnormality on oral visual
examination examination

v

Evaluated by the dentists/ surgeon/ ENT specialist/ MO at
PHC/CHC/DH
Sensitisation and education of private dentists

v v v

Potentially malignant lesions Suspected oral cancer Clinically diagnosed oral cancer
Elimination of etiological factors and Detailed intraoral examination and biopsy-
tobacco cessation [observe for 6 Histo-pathological reporting,
weeks] . . .
Intervention will be decided based on the
¢ ¢ presence of dysplasia. CHC/DH
Regression No change/
progression l l
l No Dysplastic & needs
Medical management dysplastic surgical intervention
¢ Reinforced
counselling v
s Follow up and

Referral to tertiary cancer care centers/

monitorin; .
J medical colleges

46 Fig. 3.6 : Screening and management algorithm for oral cancer



Check Your Progress 2

1) Listrisk factors for breast cancer?

3.5 NATIONALHEALTHPROGRAMME FOR
CANCER

The National Programme for Prevention and Control of Cancer, Diabetes,
Cardiovascular Diseases and Stroke (NPCDCS) during 201011 after integrating
the National Cancer Control Programme (NCCP) with National Programme for
Prevention and Control of Diabetes, Cardiovascular Diseases and Stroke (NPDCS)
keeping in view the needs if the society and the integration of the services provided at
various health care levels.

It includes the domains of health promotion, early diagnosis, treatment and referral at
various levels of health care.

1) Prevention through behaviour change: The major risk factors to cancer,
hypertension, obesity, diabetes and cardiovascular diseases are unhealthy diet,
physical inactivity, stress, consumption of tobacco and alcohol. Attempts were
made to prevent these risk factors by creating general awareness about the Non
Communicable Diseases (NCD) and promotion of healthy life style habits among
the community through various categories of mass media (electronic and print),
community education and interpersonal communication.

2) Early diagnosis and referral.

e Common cancers such as oral, cervical and breast cancers can be included in
the screening package, but states will need to ensure that treatment centres
for patients with detected cancers are accessible and affordable.

3.6 LET US SUM UP

The three common cancers as breast, cervical and oral cancer contribute to major
portion of cancers and these cancers are preventable if diagnosed early. Therefore the
screening strategies for these cancers are to be taken actively up by the health care
providers for further referral and management.

Non Communicable
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3.7 MODEL ANSWERS

Check Your Progress 1

1)
2)
3)

Breast Cancer, Cervical and Oral Cavity.
Screening by VIA, PAP smear, Biopsy, MRI.
Causes

e  Human papilloma virus

e  Smoking

e  Use of Oral contraceptives

Multiple pregnancies

Check Your Progress 2

1)

2)

The primary risk factors for breast cancer are female sex and older age.

Other potential risk factors include genetics, lack of childbearing or lack of
breastfeeding, higher levels of certain hormones, certain dietary patterns, and
obesity.

Recent studies have indicated that exposure to air pollution is a risk factor for the
development ofbreast cancer.

Skin lesion, lump, or ulcer that do not resolve in 14 days located:
e  Onthetongue, lip, or other mouth areas

e  Usually small

e  Most often pale coloured, may be dark or discoloured

e  Early sign may be a white patch (leukoplakia) or ared patch (erythroplakia)
on the soft tissues of the mouth, usually painless initially

e  May develop a burning sensation or pain when the tumor is advanced

e  Behind the wisdom tooth or behind the ear
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4.0 INTRODUCTION

Inthe previousunit, you have studied various non-communi cabl e diseases. You have
also studied about their prevention and control. Many non-communicabl e diseases
like Cancers, accidents, mental health problemsetc. have multiple causes. Oneof the
cause of thesediseasesisoccupationa health hazardswhichisdiscussedin the present
unit.

Thereare 100 million occupational injuries causing 0.1 million deathsin theworld
accordingto WHO. InIndiait isestimated that 17 million (17% of global burden)
occupational non-fatal injuriesand 45,000 fatal injuries occur each year. Soour aim
for occupationa hedthwill be

e Toincreaseefficiency
e Toincreaseproduction
e Todecreaseaccidentsand diseases

41 OBJECTIVES

Inthisunit you are going to study about the diseases caused by occupational health
hazards. At theend of thisunit, youwill beableto:




e defineoccupationa hedlth ergonomics;

e identify factorsaffecting health of workers;

e enumerate occupational health hazardsand occupational diseases; and
e list preventivemeasuresand compact occupationa hazards.

4.2 CONCEPT OF OCCUPATIONAL HEALTH

Occupationd hedlthisthestudy and prevention of environmental problemsinworker
population withinthework place.

Ergonomicsisconcerned with human engineering that means placing thework inan
environment (job) whichisadopted to his physiologica and psychologica Capecity.

Thehesdlth of theworker isinfluenced by threefactors, namely occupetional (working)
environment, domestic, socia security and welfare measures.

4.2.1 Occupational Environment

You will appreciatethat environment in which oneworkshave abearinginfluenceon
health of theworker by threetypesof interactions.

Thefirst oneismanwith machine: Inamost al theindustriesthemachinesaredriven
by power; poor installation of machines, the unguarded protruding moving parts, poor
mai ntenanceetc. resultsin accidents. Working for long hoursresultinfatigue, discomfort
and decreased efficiency.

Second oneisman with environment: Theinteraction between man and environment
hasaninfluenceon hishedth.

Thethird oneis man with man: Theinteraction between worker, hisco-worker and
employer. Thisdependson many psychosocia factorslikejob satisfaction, payment,
welfareconditions, incentiveetc. which hasinfluenceonther safety, security and menta
hedith.

You can seeinthefollowing diagram given bel ow that thereis continuesinteraction
between man, environment and the machine or the equi pment needed for theworks
(Fig.-4.1)

ENVIRONMENT

Fig. 4.1: Interaction of Man, Machineand Environment
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occupationa environment effectstheir family lifeaswell.

4.2.2 Occupational Hazards

Anindustrial worker isexposed tofivetypesof hazardstheseare physical, chemical,
biological, mechanical and psychosocidl.

There are someother hazardslike Cancer of skin, lungs, bladder and blood forming
organse.g. leukemia. Dermatitiseczema, folliculitis, urticaria rashes.

Asyou know that about 70% of our population livesin rural areaand their main
occupationisagriculture. Occupationa health in agriculture sector isanew concept.
Agricultureworker has multitude of health problems, afact whichisoften forgotten
because of themyth that occupational healthismainly concerned withindustry.

Aslndia’smaority of populationresdeinrural areasand their professonisagriculture
they have problemsrelated to thisfield.

Soin coming text you aregoing to study about the occupationa diseasesof agriculture
workersin addition to other occupational diseases.

Check your Progress1

1) DefineErgonomics.

4.3 OCCUPATIONAL DISEASES

Occupational diseases arethose which arise out of or in the course of employment.
They can begrouped asfollows (Table4.1):

Table4.1: Aetiological agentsof occupational diseases

S N. Causative Agent Disease Condition
1. Diseasesdueto Physica
Agents
a Hea Heat hyperpyrexia, heat exhaustion,
heat syncope, heat cramp, burnsand
local effects
b. Cold Trenchfoot, frost bite, chilblains.
c. Light Occupational Cataract, Miner’s
nystagmus




S.N. Causative Agent Disease Condition
d. Pressure Caissondisease, air embolism, blast.
e. Noise Occupationa deafness, Cance,
leukemia, gplastic anaemic,
Pancytopenialnjuries and accidents
Burns
f. Rediation
0 Mechanica Factors
h. Electricity
2. Diseasesdueto
Chemicd Agent
a Gases GasPoisoning
b. Inorganicdusts PneumoconiosisBagassosis
c. Organicdust Byssinosis, Tobocosis and farmers
lug
d. Metd their compounds Lead Mercury, Cadmium Poisoning
e. AcidsAlkalis, Pedticides | Burns
3. Biologica Agent Brucellosis, leptospirosis, anthrax
actinomycosis, tetanus, encephalitis
etc.
Occupationa Cancers Cancer of skin, bladder, lungs
Occupation Dermatitis Dermatitis, eczema
Diseasesof Psychological Indudtrid neurogis, hypertension, ulcer
Origin etc.
7. Occupational diseasesof Anthrax, leptospirosis, tetanus,
AgricultureWorker tuberculossand Qfever Accidentsdue
to machinery used for farming, insect
and snake bite, solar radiation and
respiratory disesses.
8. Occupational diseasesto Infections like HIV, hepatitis ,TB,
the Health Care Workers backache, mental stress, varicosevein,
deepdeprivation
9. Occupationa diseasesto Carpal turner syndrome, dry eyes,
the Computer Professionals cervical spondylitis, insomnia,
backache.

4.3.1 Pneumoconiosis and Its Prevention

Pneumoconiosisisalso known asdust disease. Therearegroup of diseasesinthelung
parenchymaoccurring dueto specific occupation, caused by inhalation of insoluble
dust over aprolonged period of time.

Asyou know that thereisno treatment for pneumoconiosis, the preventionisonly
Intervention. So one need to prevent these diseaseto occur.

Clinically itischaracterised by persistent cough, progressive breathlessnesswhich
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followed by complication like pulmonary disease and even carcinomain some cases.
Therearefew factorswhichinfluence pneumoconiosistheseare:

e Highertheconcentration of dust greater the health hazards. Thepermissiblelimitis
200 mcg per cubic meter of air

e  Compogtionof dustisalso animportant factor, morethe complicated composition
greater the health hazard

e Sizeof thedustisanother important factor. Smaller thesize of dust particlegreater
thetissuereaction

e Durétion of exposure & so determinethe disease condition. Longer the duration of
exposuregreater the health hazard

e [tisveryimportant that individua response also determinethedisease condition.
If the health and nutrition status of anindividual isbetter, |esser the chances of
pneumoconios's.

Table4.2: Common Pneumoconiosis, causativeagentsand the
industriesof occurrence

Dust Disease Industry

Slica Slicogs Sand stone industry, stone quarrying and
dressing, graniteindustry, pottery ceramics,
gold, slver and micaindustry

Asbestos Asbestos's Asbestos cement factory, fireproof textiles

Iron Sdeross Irononeand mines, iron and steel industries

Coal dust Anthracos's Cod Mines

Aluminum Alumincds AluminumIndusiry

Barium Batoss Photography, Printing, barium diagnostic
works

Berryllium Beryllioss Berylliummining, manufactureof dloy. Stone

Stone Lithods Industry

Organic Cotton dust Byssnogis TextileIndustry

dusts

Sugar Bagasos's Canesugar factory, paper and cardboard

canedust factories

Tobacco Tobaccos's Tobacco factories ( Beedi, cigar, cigarette)

dust

Mouldy Farmer’slung Agriculturelndustry

hay Grain

dust

4.3.2 Lead Poisoning and Its Prevention

L ead Poisoning (Plumbism)
Therearetwo sources of lead poisoning that isoccupationa and non-occupational.

1) Occupationd typeof plumbismiscommoninlead ore, glasspaint, printed potteries
and plumbingwork industries.



2) Non-occupationa sourceisby automobile exhaustion, water supply through lead
pipes, fruite sprayed with insecticides containing lead, children having pica(eating
lead containing mud etc.)

You can diagnose thelead poisoning by doing blood and urine examination which can
be summarised by thefollowing Table4.3.

Table4.3: Diagnosisof lead poisoning

Specimen Normal L evel DangerousLevel
Blood lead 25-40meg/10ml 770 mcg/100 mi
Urinary lead 0.2-0.8 mcg per liter 70.8 mcg per liter
Urinary aminolenulinic 6 mg per liter 60 mg per liter
acid

You need to get some other laboratory investigations|like haemogl obin which will be
reduced, RBC count will be bereaved alongwith blood and urinelead level.

Asweknow preventionisreguired to combat occupationa disease, which arediscussed
asfollows

e  Preplacement examination

Consist of thorough examination of theindividua beforegiving thejob. Itincludes
physical examination and routineinvestigationsincluding chest x-ray. Thesuitablejob
should be given depending on physical and mentd abilitiesthat isfittingthejobtothe
worker.

e HedthEducation

Employees at the risk of pneumoconiosis are educated about the hazards of dust
inhalation over long period of time. They are educated about the hazards of smoking
asprecipitating factor.

e  Provisonof hedthy physica environment will aso prevent the disease. Adequate
ventilation, good housekeeping aremandatory intheindustries.

e Prevention of formation of dust at the point of origin by water sprays.

e Prevention of escapeof dustintheenvironment asoisvery important. If thedust
formationisnot possibleto control; at |east the escapein the atmosphere should
be prevented.

e  Keeping moisture content below 20 per cent and spraying 2 per cent propionic
acid controls bagassosis. Dust can also be removed by specia ventilator
arrangements.

e Thisis Specific Protection: Workers can be provided by use of mask and other
protective devices.

e Early diagnosisand treatment

Workersshould gofor periodic medical examinationincluding x-ray chest etc. to detect
thedisease condition at early stage.

e Disdhility limitation
Thiscong <t of limiting thefurther disability of worker by detecting thedightest degree
of disability andimmediately assigning other job.

e Rehabilitation required for the workerswho have become handicapped dueto
development of fibross.

Occupational diseases
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management health carefacility should bedone.

4.3.3 Occupational Cancers

Themaost common cancersdueto occupational hazardsareskin, lungs, blood forming
organslikebonemarrow, skin, lungs, blood forming organs|ike bone marrow, bladder
€tc.

e  Cancer occurson those siteswherethe action of carcinogensis constant, most
intenseand prolonged.

e They appear after prolonged exposurefor about 10-15 years.

e They canalso occur after cessation of exposure.

e Itismoreamong malethaninfemaes.

e Thelocalisation of tumor isremarkably constant in any one occupation.

e Theincidenceof cancer dueto occupationismuch earlier thanthat for cancersin
generd.

e Maintenanceof high standardsof persond hygieneisvery important in prevention
of cancers.

4.3.4 Occupational hazards of Agriculture Workers

Occupational health in agriculture sector isnew concept. You may be belongingto
rurd areawhereyou might have seenlot of accidentsand multitude of health problems
whichisactudly forgotten.

Theagricultureworker isexposed to following health hazards-

e  Zoonotic diseases are common among agricultureworkerssincethey comein
contact with animals. They are proneto devel op diseaseslikeanthrax, brucelloss,
leptospirosis, tetanus, bovinetuberculosis.

e Accidents: Accidentsin agricultureindustry are becoming morefrequent than
beforeasresult of increasing use of agriculture machinery. Insectsand snakebites
areadditional probleminindia

e ToxicHazards: Chemicalsarebeing used increasingly in agriculture either as
fertilizers, insecticides. Agriculture workers are exposed to toxic hazardsfrom
thesechemicals.

e Physicd Hazards: Theagricultureworkersmay beexposed to extremesof climatic
conditions such astemperature, humidity, solar radiation, whichisan adverse
effect ontheir hedth.

e Respiratory Diseases: Exposureto dust of grains, husks, coconut fibers, tea,
tobacco, cotton etc. leadsto lung diseases and specifically farmer’slung.
4.3.5 Occupational Dermatitis

Theseincludedermatitis, eczema, folliculitis, urticarid, ulcersand even cancersof the
«in.

The agent factorsfor occupationa dermatomesare:
e Physical agent: Suchashest and radiation

e Chemica agents: Acids, dkdlis, dyes, solvents, grease, tar, pitchand mineradslike
arsenic



e Biologica agents: Suchasvirus, bacteria, fungi and certain parasites.

e Pant products: Such asleaves, fruits, flowers, vegetablesetc.

e  SengtigngAgents: Theseagentsact asdlergenssuch asphoto developing materids,
formalin, insecticidesetc.

4.3.6 Accidentsin the Industries

Accidentsarecommon featurein most industries. In fact someindustriesare known
for accidentse.g. coal and other mining industries, constructionswork.

Therearemultiple causesof accidentslike physical, physiological and psychological
CalIses.

Environmenta factor a so play andimportant rolein causation of accidentsintheindustry
e.g. unsafemachines, noise pollution, excessvelight and high temperature are some of
thefactors.

44 PREVENTIVEMEASURESTO COMBAT
OCCUPATIONAL HAZARDS

L et usdiscussthe preventive measures and thelegislative, medical and engineering
measures.

4.4.1 Primary Prevention

Primary preventionincludes pre placement examination, whichis performed for the
each worker beforethey jointhejob.

Provision of healthy physica environmentisamust for healthy work force.

e Building of theworkplace should be safefrom stressand stains of the machinery.
There should be proper lightening and ventilation. Thetemperature of workplace
must bein between 25-27°C. M easures should betaken to control the dust; by
wet or oiling method, exhaust etc.

Hygiene of thework placeisimportant, and needs proper water supply for the
worker Provision of safedrinking water isequaly important.

o Forevery 25workerstheremust beonelavatory and urina for every 50 workers.

Wedfareactivitieslikerecreationa facilities, lunch room, family welfareservices,
créchefor children of employed mothersand insurancefacilitiesto be provided.

In specific protection like personal protective measures become anecessity to
safe guard against occupational hazards. The example of personal protective
measuresarelikeuseof helmets, goggles, ear plugs, respiratorsand immunisation
against various communicable diseasesetc.

4.4.2 Secondary Prevention

Early diagnosisisdoneby periodic examination, including laboratory investigation and
radiologica examination.

Prompt treatment isinitiated as soon asthe diagnosisismade. Persona monitoringis
Important whenever such hazard exi<t.

4.4.3 Tertiary Prevention

Thisincludesdisabilitieslimitation and rehabilitation. A careful attentionisgivento
those who become physically handicapped during the course of their employment
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Nog-ﬁommunicabde Eiseas% either by accident or injury. Such personsarerehabilitated and given asuitablejob, so

t . . . .

National Health pr gggmm o thattheir psychological traumaiscountered and becomesauseful person to himsalf, to
thefamily and the country &t large.

Check Your Progress2

1) Nametheoccupational diseasesof agricultureworker.

, Enum eratethemmr%tocontrdpneumoconloss ..................................
\ LeadeIsonmglsalSOknownas ..............................................................
\ Enhstthe Occupanond Cancers .................................................................

5) What arethe preventive measuresto combat occupational hazards?

4.44 | egidlative Measures

In Indiathere arelawswhich have been framed to addressthewelfare of industrial
workers. Thelawsare:

1) IndianfactoriesAct, 1948

2) Family Pensonand Deposit Linked Insurance FundAct
3) MinesAct

4) TeaPlantationAct

5) MinimumageAct, 1948

6) Maternity BenefitAct

7) Laborer'sAct

8) Indudtrid DisputeAct

9) EmployeesProvident Fund Act, 1952

10) Employees State InsuranceAct, 1923

Theselawsare enforced to ensure the standards and saf ety of theworkerswhich an
employer must comply with.

Theadministration of Emyloyee State | nsurance scheme under theAct isentrusted to
an autonomous body called ESI corporation directly under the labour ministry and
union minister for labour asthe Chairman.

Benefitsto Employees

e Maedicd bendfit

e  Sicknessbenefit

e Maternity benfit
58 e Disaility benefit



e  Dependent’sbenefit Occupational diseases
e Funeral expenses
e RehabilitationAllowance

4.4.5 Engineering Measures

e Designof building should be suchtolook into the safety issues of theworkers.
Attention should be paid to theflooring, height of thewalls, ceilings, roof, doors
andwindows.

e  Good housekeeping isanother measureto ensure health safety.

e Enclosure: Enclosing the harmful material and processwill prevent the escape of
dust and fumesinto thefactory atmosphere.

e |solation: Isolating the offensive processin aseparate building to prevent workers
from coming directly in contact with harmful substances.

e Locd exhaug ventilation: Dust, fumesand other injurioussubstances can betrapped
and extracted at the source before they escapeinto thefactory atmosphere.

e Protectivedevice: Protectivedeviceslikerespirator, gasmask, ear plugs, helmet,
safety shoes, aprons, gloves, gum boots, barrier creams, and gogglesetc. helps
reducing the occupationa hazards.

e Environmental monitoring isan important aspect of occupational health. Itis
concerned with periodical environmenta evauation.

45 ROLEOFMIDLEVELHEALTH CAREPROVIDER
INPREVENTION OF OCCUPATIONAL HAZARDS

The community health officer becomesfirst point of contact for workers. They will
readily seek advicefrom an approachable, assessable health care professional.

Your rolecan besummarised as:;

e Work placesurvelllanceand hedlth risk identification the community health nurse
in collaboration with othersteam membersof safety office. It helpsto determine
whether group of workersmay be suffering actua or potential work related injury
orillness.

e Comprehensveinterventionsor programmesto control and educateworkersabout
potential health risk and strategiesto prevent them.

e Hedlthsurveillanceasapart of surveillance of occupational health community
health officer surveysenvironment and eval uate health risk for workers. Medica
surveillanceincludesimmuni sation for employeeswho areexposed toinfectious
biologica agents.

e Reduction of workplaceinjuries/ illnessdueto early detection of work place
hazards. Devel op statisticstoidentify significant trendsin occupational illnessor
injuries.

e Hedth promotion and protectionisaso animportant respons bility of occupationa
health nurse by modifying the behaviour of individual / groupsand encouraging
them to accept respong bility in the matterswhich affect their health and which can

becontrolled.
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e Enhancement of employee’swell-being by gaining knowledge of risk factorsin
workplace. Familiarity with community resourcesand skill inutilisng themisaso
important.

e Primary care: Itistheset of nursing actionswhichareprovidedto manageillness
or functional challengesinworkplaceit isimportant to prevent complication,
promote recovery and facilitate rehabilitation of both occupational and non-
occupationd illnessandinjuries.

e Appropriatetrestment, referral andfollow uptofacilitateearly returntoworkplace.
Recording and reporting should be donefor each step.

e Counsdling: Itisthe processof helping employeesto clarify problemsand make
informed decisionsand choiceswhilegiving positivereinforcement. It helpsto
ded with crigssituation. Confidentidity should beensured. Legd obligationsshould
bekeptinmind.

e Rehabilitation/ case management : It may be either work or non-work related.
Occupational health nurse implements knowledge gained from research/
epidemiologica studieswithinworkplaceand work culture.

46 LET USSUM UP

Themodernworldisheading towardsindudtridisation. Asthes zeand thecomplexities
of theindustriesdevel op health problemsare envisaged.

Itisimperativethat the occupationd heathwill bemoreimportant inthecoming years.
We need acomprehensive occupational health servicesinindia

However, thereare various organisationsactivein thefield of occupationa hedlth

But we need more comprehensive occupational health servicesto the unorganised
sector aswell, namely agriculture, domestic hel persand labourersetc.

4.7 MODEL ANSWERS

Check Your Progress1

1) Ergonomicsisconcerned with human engineering placing the worker in the
environment whichisaccording to hisphysiologica and psychological capacity.

2) e Manwithmachine
e Manwithenvironment
e Manwithman
3) Physicd, chemical, biological and psychosocia
Check Your Progress2
1) Anthrax, leptospiross, tetanus, tubercul osisand accidents.
2) a) PrePlacement examination
b) Hedtheducation
¢) Provisonof hedthy physca environment
d) Early diagnossand treatment
3) Pumboss
4)  Skin, lungs, blood and blood terming organs, bladder
5) @& primaryprevention b) secondary prevention c¢) tertiary prevention
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5.0 INTRODUCTION

Health is not only physical health but also includes maintaining harmonious
relationshipswith other living beingsand having spiritual directionand purpose. This
includesliving according to one' sethics, morals, and values. ThusHedlth hasvarious
dimensionslikePhysica Hedlth, Socia Hedlth, Emotiona Health, Spirituad and Mental
Hedlth, and for anindividual to stay healthy, all thedimensionsareequally important. It
has been proposed by WHO ‘ that there can be no physical health without mental
hedth'.

Mentd helth disordersarecommoningenera populationand usudly present themsdlves
as—worry, tiredness, and d egpless nightsand may affect morethan haf of theadultsat
sometime.




5.1 OBJECTIVES
After going through thisunit, you will beableto:

e explanthemeaning andimportanceof menta health;
identify Common mental health and Substance Use Disordersinthe community;

e enlistmeasuresfor prevention of common mentd health disorders;

e appreciate the need for management of common mental health/substance use
disordersin the patientsand make adequate and timely referral's; and

e  describetheroleof Community Health Nursein Prevention and M anagement of
thesedisorders,

5.2 MENTALHEALTH

Asper World Health Organization (WHO), mental healthisastate of well-beingin
which every individual realiseshisor her own potential, can cope with the normal
stressesof life, canwork productively and fruitfully, and isableto makeacontribution
to her or hiscommunity.

Mental health needs are being recognised as an integral component of practicein
comprehensive primary and secondary health care. Good mental health givesasense
of well-being to aperson by enhancing confidence and salf-esteem. It not only enables
apersonto enjoy positiverelationshipswith other peoplebut also to usetheahilitiesto
reach their potential and deal withlife'schallenges.

Poverty, discrimination, malnutrition, environmental factors (including accessto safe
water, toilets and sanitation), exposureto violence and absence of parental figures
(death, divorce or displacement) arefew factorsthat may haveanegativeinfluenceon
mental hedlth. Thus, for apersontolead ahedthy life, themind should work in harmony
and maintain theinternal balance and a so aba ance should exist between themind and
thebody aswel | as between the mind and the surroundings. And for this, abal ance of
emotions (anger, fear, anxiety, rage, sadness, happiness, jeal ousy), thoughts (ideas,
memories, intelligence) and actions(talking, playing etc) isessential.

53 COMMONMENTAL HEALTH PROBLEMS

Certain unpleasant and stressful encounterslike poor socioeconomic status, broken
family, professiona difficultiescan weigh heavy ontheindividua and hamper healthy
mental functioning and may lead to divorces, suicides, depression, sleep disorders,
anxiety and substance abuse. ‘ Stress' with advent of industrialization, changeinthe
work culture, and eating habits has been incriminated as one of theimportant risk
factor for lifestyledisorderslike diabetesand hypertenson and menta hedlth disorders
likedeep disturbances and substance use disorder (including a coholism). Common
mental health disordersyou would find commonly in thecommunity are:

a) DepressiveDisorders(IncludingMajor Depressive Disorder)

Depressivedisordersarethe most common mental heal th disordersthat can befound
Inthe community. The person suffering from these remains sad and irritable, feels
hopel essand empty, and in some extreme conditions might have physical symptoms
likenon specific pains, marked lossof interest or pleasurein anything that significantly
interferewith daily life present nearly every day for aperiod of at least two-weeks.
Theother presenting featuresmay besignificant weight lossor gain, inability todegpor
excessvedesp, fedingsof restlessness, lethargy, fedingsof worthlessnessor excessive

Mental Health and
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However suicidal thoughtsor planscallsfor an immediate attention, wherein
the patient should be immediately connected/referred to a skilled, trained
counselor at a local crisis centre.

In children and adol escents, femal e youths have been seen to be about threetimes
morelikely to be predisposed asagainst malesto experience depressiveillness, though
they might manifest it asirritability rather than asadness.

Thepossible causesof depressveillnesscan begenetic, biological, and environmental
factors. Adverse childhood experiences and stressful life experiencesare known to
contributesignificantly totherisk.

b) Anxiety Disorders

Thedaily functioning of theindividua ssuffering from anxiety disordersisdisturbed by
excessivefear tored or perceived threat; that aredifficult to control. Thesedisorders
can rangefrom specific fears(called phobias), such asthefear of heights, flying or
public speaking, to more generalised fedingsof worry and tension. Anxiety disorders
typically developin childhood and persist to adulthood. Specific anxiety disorders
include generalised anxiety disorder (GAD), panic disorder, separation anxiety disorder,
and socia anxiety disorder (socia phobia). Lifetime phobiasand generalised anxiety
disordersare the most preval ent among adol escents between the ages of 13 and 18
and usually first appear around age 11 years.

Most of the anxiety disordersare caused by acombination of genetics, biology, and
environmental factors. Adverse childhood experiencesmay a so contributeto risk for
developing anxiety disorders.

c) Attention Deficit Hyperactivity Disorder (ADHD)

ADHD isone of themore common mental disorders diagnosed among children and
occursfour timesasoften among boysthan girls. A child sufferingfromADHD isless
attentivein classand cannot focuson thetask given, and/or hasdifficulty in controlling
behaviour andisusualy hyperactive. Thususua complaintsof teachersand parentsof
childrensufferingwithADHD isthet they havedifficulty inStting through for completion
of giventask andinteracting with other children. Thustheseare poor performersinthe
school. Thusachild suffering from ADHD may have oneor moreof these (inattention,
hyperactivity andimpulsvity) inisolation or combination. | nattentive children may have
trouble paying close attention to details, make carelessmistakesin schoolwork, are
eadly digracted, havedifficulty in completing homeass gnmentsasthey soon get bored
with the given task. These children talk excessively, run about inthe classand find
difficulty inStting still. Theteachersfind themimpatient ashavetroublewaiting for their
turn and thusthey might blurt out with premature answersto questions put forth and
may interrupt conversations frequently. Adults with ADHD are often extremely
digractibleand havesgnificant difficultieswith organisation.

The genetic predisposition hasbeen observed in casesof ADHD. Environmental risk
factorsmay includelow birth weight, smoking and alcohol use during pregnancy,
exposureto lead, and history of child maltreatment.

d) Bipolar and Related Disorders

Peopl e suffering from bipolar and related disorders complain of sudden mood swings
ranging from period of intense happinessand impul sivenessto extreme sadnessand
feeling of hopel essness. Behavioural changeslikefatigue or loss of energy, sudden
sgnificant weight changes, complaining about pain, or suicida thoughtsor plansmay
also beassociated. A family history isastrong risk factor for thiscondition.



e) Disruptive, ImpulseControl, and Conduct Disorders

Peoplesuffering from thesedisordersusudly have problemwith control ontheir emotions
or behaviour that might put them into aconflicting position with othersin thefamily,
school or neighbour. Oppositional defiant disorder and conduct disorder arethe most
common disordersin childreninthiscategory.

) Oppositional Defiant Disorder(ODD)

Childrenwith ODD areusualy thosewho have had aharsh, inconsistent or neglected
childhood. Boysaremorecommonly affected and usudly present with excessveanger/
irritability, argumentative/defiant behaviour, or vindictiveness. Thechild may oftenlose
their temper, frequently pick up fightsand be resentful, or may easily get annoyed.
Thesechildren may often refuseto comply with rulesand become argumentative. They
may aso deliberately annoy othersor blame othersfor their mistakesor misbehaviour.
Thesesymptomsmust beevident for at |east Sx monthsand observed wheninteracting
with at least oneindividua whoisnot asibling.

i) Conduct Disorder(CD)

Thechild suffering from CD hasviolent behaviour to theextent that it might disrupt the
social normsfor hisagethusaffecting thechild or family’sdaily life. The primary
symptomsof conduct disorder include aggressionto peopleand animal s (for example,
bullying or causing physical harm), destruction of property (for example, fire-setting),
deceitfulnessor theft (for example, breaking and entering), and seriousviolations of
rules (for example, truancy, elopement). Symptoms must be present for 12 months
andfall into oneof three subtypes depending onthe age at onset (childhood, adolescent,

or unspecified).
It most commonly affectschildren and adolescents, with increase seen asage advances
from childhood to adolescence, with mal esaffected morethan females.

The children having behavioural problemsand below averageintelligenceininfancy
have higher predispositionfor CD. Harsh or incons stent child-rearing practicesand/
or child maltreatment, parental crimindity, frequent changesof caregivers, largefamily
gze, familid psychopathol ogy, and early indtitutional living aretherisk factorsthat may
contributeto deve oping thedisorder. Thecommunity risk factorsincludeneighbourhood
exposureto violence, peer rejection, and associ ation with adelinquent peer group.
Family history of CD or any other behavioural disorderslikeADHD, schizophrenia,
substance usedisorder increasestherisk.

Usudly CD coexist with other disorderslikeADHD, learning disorders, and depression.
f) Obsessive-Compulsiveand Related Disorders(OCD)

Petientssuffering from Obsess ve-Compulsve Disorder (OCD) have unwanted thoughts,
urges, or imagesthat persst andintrudein daily living (obsessions), or behavioursthat
herepeatsrituaistically inorder to control obsessions (compulsions). Obsessionsmay
include persistent thoughts (e.g. dirty hands), images (e.g of horrific scenes), or urges
(e.gtojump from awindow) and are perceived as unpleasant and involuntary. The
person thuscompulsively putseffortsto prevent or reduceanxiety or distress, thet are
clearly excessiveor unrealistic. A common example of an OCD symptomisaperson
who obsessively feels his hands are dirty and thus repeatedly washes his hands
excessvely to cleanthem. OCD symptomsaretime-consuming and cause significant
dysfunctionindaily life.

OCD includesthe presence of obsessions, compulsions, or both.
Thedisorder tendsto begin usually in childhood or adolescence.
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predisposing factorsfor thedisorder.
g Schizophrenia

Schizophreniaisadisorder of braininwhich theway aperson thinks (often described
asa“thought disorder”), and ischaracterised by arange of symptomsincluding:

e Ddusonsof falseand persstent beliefsthat arenot part of theindividua’sculture.
For exampl e, peoplewith schizophreniamay believethat their thoughtsarebeing
broadcast ontheradio.

e Hallucinationsthat include hearing, seeing, smelling, or feding thingsthat others
cannot. Most commonly, peoplewith thedisorder hear voicesthat talk to them or
order themto dothings.

e  Disorganised speechthat involvesdifficulty organising thoughts, thought-blocking,
and making up nonsensical words.

e Grosdy disorganised behaviour.

Usudly thepatient hasdisillus onment withlife, prefersto stay isolated, isnot motivated
and speaksinfrequently.
h) Traumaand SressRelated Disorders

Thesedisordersusualy occur following previousexposureto atraumeatic or dangerous
event. The most common disorder inthiscategory ispost-traumatic stressdisorder
(PTSD).The patient can present with symptomsranging from re-experiencing symptoms
fromtheevent, such asflashbacksor recurring upsetting dreams, upsetting memories,
psychological disturbances, avoidance of stimuli associ ated with the traumatic event,
mood changes, changing apersonal routineto escape having to be reminded of an
event, or getting tenseto theextent that makesit difficult for himto completethedaily
tasks. They might have increased reactivity like being excessively vigilant, easy
digtractibility, irritability or even self-destructive behaviour.

Thiscan be seenin peoplewho have gonethrough varioustraumatic eventslikerape,
natural disasters, child abuse, car accidentsetc.

5.4 SUBSTANCE USE DISORDERS

Substance use disorders are those that occur dueto recurrent use of alcohol and/or
drugsthat cause dependence or significant social and functional impairment at work,
school, or home. Some of these that are commonly seen in the community are as
fdlows

5.4.1 Alcohol Use Disorder (AUD)

Theindividualshave problemin controlling intake of acohol andthey continueto use
acohol despitepersond and socid problemsarising out of drinking. Theperson devel ops
toleranceto al cohol and drinkstheamount that |eadsto risky Situationsor suffersfrom
withdrawal symptoms (forgetfulness, tremors, inability to concentrate, delusionsand
hallucinations) in case of abstinence.

Excessveuseof dcohol can predisposeanindividud for developing avariety of socia
and health problemsbes desthose associated with intoxication and withdrawal.

Besidesenvironmental factorslike availability, peer pressure and mal adjustment to
stress, genetics has a so been shown to be arisk factor for the development of an
AUD.



5.4.2 Tobacco Use Disorder

Tobacco Chewing (gutka) and smoking damage nearly every organinthe human body,
often predisposing to variousrespiratory disordersincluding tuberculoss, cardiovascular
problems, diabetesand directly causesavariety of cancers(lung, ord cavity etc). People
who do not smoke tobacco but stay near or with smokersare called passive smokers
andthesearea so at increased risk of cardiovascular diseases, cancerslikelung, ora
cavity, respiratory diseaseslikeasthmaand tuberculogs, ear infections.

5.4.3 Simulant Use Disorder

Themost commonly abused stimul ants are amphetamines, methamphetamine, cocaine
and canbetaken oraly, snorted (nasdly), or intravenoudly. Theseareused for increasing
aertness, attention, and energy. However, theseaswell, increase blood pressure, heart
rate, and respiration.

Symptomsof stimulant use disordersincludefailureto control and excessivecraving
till apersonisableto procure, development of toleranceand thusincreas ng requirement
over thetime, interference social functioning and responsibilitiesand withdrawal
symptomsafter discontinuing use. Thewithdrawa symptomsincludefatigue, vividand
unpleasant dreams, sleep problems, increased appetite, or irregular problemsin
controlling movement.

5.4.4 Hallucinogen Use Disorder

Commonly used hallucinogensare synthetic (lysergic acid diethylamide or LSD) or
neturally occuring likepsilocybin mushrooms, peyote. Theuseof thesedrugscan produce
fedingsof detachment from one' senvironment and onesdlf, and distortionsintimeand
perception and visual and auditory hallucinations.

Symptomsof hallucinogen usedisorder aresameasseenwith other drugslikestimulants.

5.4.5 Opioid Use Disorder

The most commonly abused drugs avail able over the counter are cough and cold
remedies containing dextromethorphan followed by painkillers. Illegal opioid drugs
such as heroin and drugs available on prescription like relievers (oxycodone and
hydrocodone), oxytocin have potentia for dangeroususe. These are meant to reduce
perception of pain but can a so cause effects on brain leading to drowsi ness, mental
confusion, euphoriathat makethem likely candidatefor abuse. Some peopleusethem
by snorting or injecting a so for ahigher responsewhich might lead to overdose.

Symptomsof hallucinogen usedisorder aresame asseenwith other drugslikestimulants
and hdlucinogens.

Co-occurring Disorders: Thesearethedisordersthat describe peoplethat suffer
with both substance useand mental disordersat the sametime. E.g. alcohol abusewith
depression or panic disorder.

Check Your Progress1
1) Fllintheblanks:

a) Symptomsof depression must be present for atleast...................
and causesgnificant impairment or dysfunctionindaily life.

b) Usudly................. in children co exist with other disorderslike
ADHD, learning disorders, and depression.
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c) People suffering with both substance use and mental disordersat the
sametimeareSaAdiONaVE. ...

d) SchizophreniaisSaSOKNOWNES..........cccvurerrecceireee e
2) Answer thefollowing Questionsin Brief :
d What are Post Traumatic StressDisorders (PTSD)?

5.

5 MENTALHEALTHACT, 2013

The Mental Health Care Bill, 2013, which repeals Mental Health Act, 1987, was
introduced inthe RglyaSabhaonAugust 19, 2013. Thenew Bill wasintroduced with
anamto adequately protect therightsof personswith mental illnessand promotetheir
accessto mental health care. Thekey featuresof theBill are:

1

2)

3)

4)

Rightsof personswith mental iliness: Every person shall havetheright to
accessto affordable and quality mental health care and treatment from services
run or funded by the government. Personswith mentd illnessalso havetheright
to equality of trestment, protection from inhuman and degrading treatment, free
legal services, accessto their medica records, and complainregarding deficiencies
inprovisonof menta health care.

AdvanceDirective: A mentdly-ill person shal havetheright to makean advance
directivethat states how hewantsto betreated for theillness during amental
hedlth stuation and who shall be hisnominated representative. Theadvancedirective
hasto be certified by amedical practitioner or registered with the Mental Health
Board.

Settingup of Central and SateM ental Health Authority: Every menta heslth
establishment hasto beregistered with therelevant Central or State Mental Hedlth
Authority. Theseareadminisirative bodiesrequired to:

a Regider, superviseand maintainaregister of al menta health establishments,
b) Deveopquality and serviceprovision normsfor such establishments,
c) Maintainaregister of mental hedlth professionds,

d) Tranlaw enforcement officiasand menta hedth professonasontheprovisons
of theAct,

€) Recavecomplaintsabout deficienciesin provision of services, and

f) Advisethegovernment on mattersrelating to mental health.

Mental Health Review Commission and Board: TheMenta Health Review
Commissonisaquas-judicia body that will periodically review theuseof andthe
procedurefor making advance directivesand advise the government on protection

of therightsof mentaly ill persons. TheBoardwill havethepower to (a) register,
review/ater/cancel an advancedirective, (b) appoint anominated representative,



(c) adjudicate complaintsregarding deficienciesin care and services, (d) receive
and decide application from a person with mental illness’his nominated
representative/any other interested person against the decision of medical officer
or psychiatristsin charge of amental health establishment.

5) Decriminalisngsuicideand prohibiting eectro-convulsivether apy: A person
who attempts suicide shall be presumed to be suffering from mental illnessat that
timeand will not be punished under the Indian Penal Code. Electro-convulsive
therapy isallowed only with the use of musclerelaxantsand anaesthesia. The
therapy isprohibited for minors.

5.6 NATIONAL MENTAL HEALTH PROGRAMME
(NMHP)

Over last few decades, there hasbeen anincreasein mental health disordersincluding
epilepsy and psychiatricillnesses. Most of these patientsliveinrura remoteareaswhere
ether thereislack of any modern mental healthfacility or thereisastigmaattachedto
seeking care. Thusthese patientsarelikely to be under-diagnosed or missed.

Thus in response to the rising burden of mental health and related disorders and
Inadequacy of mental health careinfrastructure, Government of Indialaunched the
Nationa Mental Health Programme (NMHP) in 1982 with aimsto:

1) Preventandtrest menta and neurologica disordersandtheir associated disabilities.
2) Useof mental health technology toimprove general health services.

3) Applicationof menta health principlesintotal national development toimprove
qudity of life.

5.6.1 Objectives

The Objectivesof the programmeareto:

1) Ensureavailability and accessibility tominimummentd hedlth carefor dl, particularly
tothemost vulnerable and underprivileged sectionsof population.

2) Encourage application of mental health knowledgein genera health careandin
socid development.

3) Promotecommunity participationinthementa health servicesdevel opment and
to stimulate effortstowards saf-helpin the community.

5.6.2 Strategies
The Strategiesunder the programme are:

1) Tointegratemental health with primary health carethroughtheNMHPtoalleviate
stigmaattached with seeking care;

2) Toutlisetheexidinginfrastructureof hedth servicesand asotoddiver theminimum
mental health careservices,

3) Tolink hedlth serviceswith theexisting community devel opment programme.

4) Ensurestrengthening of tertiary careingtitutionsfor trestment of mental disorders.
Assi stance hasbeen provided for moderni sation of staterun mental hospitalsfrom
custodial careto comprehensive management. Funds have been provided for
strengthening of the psychiatric wingsof government medica colleges/hospitasin
termsof manpower, infrastructure and equipments.
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State Mental health Authority for protecting their rights. To provide appropriate
task oriented training to theexisting health staff.

5.7 DISTRICT MENTAL HEALTH PROGRAMME
(DMHP)

DMHP was launched under NMHP in the year 1996 in 4 Districts and was later
expanded to 123 Didtrictsin X1 plan. With the objectiveto provide Community based
Mental Health Servicesand integrate the mental health with general health services
through decentralisation of trestment from Mental Hospital based careto primary heslth
careservices.

5.7.1 Component
DMHP had following components:

1) Earlydetection and treatment: Imparting short termtraining to medical officers/
general physiciansfor diagnosisand trestment of common mental illnesseswith
limited number of drugsunder guidance of specialist. Ensuring early detectionand
timely treatment of mental illnessin the community through OPD/indoor and
followupand.

2) Training: TheHedthworkersto betrained inidentifying personssuffering from
mental disordersill persons.

3) [EC: Increasing public awarenessto reduce stigmarelated to mental disorders.

4) Monitoring: Datageneration for future planning and improvementin serviceand
research.

Inaddition, Lifeskillseducation and counsdlingin schoolsand colleges, tressmanagement
at work placeand suicide prevention serviceshavea so beenincluded asapart of the
DMHP Accordingly, a variouslevels, adequate manpower hasbeen placed.

5.7.2 Activities at District Level

1) Atthedidtrictlevel, ateam of Psychiatrist, aClinical Psychologist, aPsychiatric
Socia worker, a Psychiatric/Community Nurse, a Programme Manager, a
Programme/Case Registry Assistant and aRecord K eeper have been placed.

2) Theon-site, distancebased and short residential training coursesshall be doneby
thedistrict DMHP Team with support from visiting expertsfrom Department of
Psychiatry, Government Medical Collegesand/or Centresof Excellence (inthe
State if available) to ensure minimum competencies among the medical and
paramedical workersaong with onjob supervision and support.

3) Outpatient and Inpatient servicesfor walk-in and referred patientsfrom the Taluk
Hospital/CHC and PHCs. A provision of 10 bedsand 5 nurses have been made
for short stay admissionsto assess and treat. School based services are being
provided for identifying and managing mental health problemsin childrenand
running an outpatient servicefor childrenwith more severementa hedth problems.

4) Totrain staff postedinlabour roomsand maternal health careunitsin detecting
post partum depression/ psychosisand referring them to the PHC/Taluk/DH for
trestment and/or counsalling and ensuring effectivefollow up.

5) Makingreferralsfor day centres, medium stay centresand long stay centres.
6) Disability Certificationsto bedoneby the Psychiatristsat the District Hospitals.



8)

9)

Necessary laboratory services including Therapeutic Drug Monitoring for
psychotropic medications.

Counsdlling and Management Servicesfor personswho have survived asuicide
attempt.

Provide services for inpatient and outpatient detoxification, user/care-giver
education, link userswith community based a cohol/drug rehabilitation services
and voluntary servicesfor patients suffering from Alcohol and Substance use
disorders.

10) Outreach Servicesintheform of outpatient clinic by thevisiting psychiatrist at

morefrequent intervals (e.g. Once aweek). Districts may also consider using
Telemedicinefacilitiesfor linking up with Taluk Hospital CHC for providing
support and supervisionto general health staff in managing mental illness.

5.7.3 At the Taluk Hospital/Community Health Centres (CHC)

Outpatient and inpatient (short stay upto 5 days) servicesfor walk in and patients
referred by the PHC.

Medical and Socia Careand Support to Continuing Careservicesintheir area

Counsdling sarvices(for thosereferred to the Psychol ogist by the Community Mentd
Health Workers (CMHW) from the PHC. CMHW may refer patientsrequiring
pecidigt psychological counsdlingtothe Psychologist at the Taluk Hospitd.

5.7.4 At the Primary Health Centre Level

1)

2)

3

4)

Training of medical officer sinidentification and management including timely
referral and follow up of common mental disordersand emergencies.

Depending on theworkload, each PHC to have 2-4 Community M ental Health
Wor ker s(CMHW, or community counsellors) as' front-line’ mental hedlth care
providers. Thesewill haveto belocal residentsand educated upto X th and would
be paid an honorariumfor their work. Adequatetrainingwill begiventothemto
detect and provide counselling for patientswith common mental ilinesses(like
depression, anxiety and a cohol abuse) and ensuring treatment adherencefor long
gandingillnesses,

Inthe community they will be ableto detect probable cases of mental illnessin
community settings, and refer themto thehealth facility for diagnostic assessment,
provide support to thefamiliesand care-givers, work towards stigmaalleviation
and prevention of discrimination against these patientsand also help themin
accessing socid benefitsand entitlements.

Regular supervision and refresher courseswill be provided by the District DMHP
Team, whichwill becombined with mental health promotion exercisesfor these
Saff.

Availability of Drugsfor management of common mental disordersand substance
usedisorders. For the convenienceof the patientsand caregiversand cost reduction
strategy, psychotropic medicinesonthe Essential Drug List will beavailableat l
PHCsand these may be provided the patients put on long term medi cations by the
specidist at the CHC/District Hospital at regular intervals.

Homebased and Community based Continuing car eand support to persons
with severementa disordersincluding referralsand follow up.
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108 Ambulance serviceswith trained staff will beavailablefree of cost to transport
patientsto the District Hospital in an emergency. Thefunds have been provided
through National Health Mission (NHM).

6) Counselingservicesand helpinaccessing social care benefits.
7) Toprovidearangeof community based rehabilitation interventions.
8) Pro-activecasefindingsand mental health promotion and liter acy activities.

Community Based Continuing Car e Services: Continuing carein thecommunity
for personswith residual symptomsisan important aspect of service provision for
personswith chronic mental disorders. Thusthese patientscan beplaced at Day Centres
with vocation training and employment support asapart of rehabilitative carewill be
set upintwotaluksof thedistrict with each day centre having acapacity for 25 person
places. Residential continuing care for short stay upto 6 months, each intwo taluksof
thedistrict each with acapacity for 25 beds/places Thelong termresidentia continuing
care can bedonethrough public private partnership.

5.8 DRUGDEADDICTION PROGRAMME

Thedrug deaddiction programmewasstarted in Indiaby Ministry of Healthand Family
Welfare in 1985-86 and was later revised in 1994 and then in 1996 again.The
programmedtatrted asaschemewith funding from central government andimplemetation
by state.The strategies under the programme needs coordination between various
departmentsand ministries. The activitiesunder the programme are broadly divided
intotwoarms:

ad Supply Reduction: Theactivitiesunder supply reductionfocuseson reducing the
availability of illicit drugswithin the country. Ministry of HomeAffairswith
Department of Revenue act asnodal agency.

b) Demand Reduction: Includesawarenessgeneration, counsalling, treatment and
rehabilitation of usersand addicts. Theseactivitiesarerun by the agenciesunder
Ministry of Health and Family Welfare and Ministry of Social Justice and
Empowerment. TheMinistry of Health and Family Welfareismainly responsible
for providing trestment servicesto addicts.

Aimsand Objectives

1) Tocreate awarenessabout ill effectsof alcoholism and substance abuseto the
individuds

2) Todevelop culture specific modelsfor prevention of addiction and trestment and
rehabilitation of addicts.

3) To evolve and provide a complete range of community based services for
identification, motivation, detoxification, counsdlling, aftercare and rehabilitation
of users.

4) Increasecommunity participation and public cooperation for reductionin demand
of substanceshaving potential for abuse.

Nationa Drug Dependence Treatment Centre (NDDT C) has been established under
All Indialnstitute of Medical Sciences, New Delhi while deaddiction centresin PGI
Chandigarh and NIMHANS have been upgraded to 30 beds facility. Also the
deaddi ction centres have been established in Dr Ram Manohar Lohiahospital, Smt
SuchetaKriplani Hospital , New Delhi and Jawaharlal Nehru I nstitute of Postgraduate



Medical Education and Research (JPMER), Pondicherry. NDDTC isacentrefor
deaddiction and rehabilitation servicesto the users, research dong with training and
capacity building for doctorsto treat substance use disorder.

Thefundsarealso being provided for setting up of deaddiction centresacrossthe
country and to the NGOsfor deaddiction servicesand rehabilitation.

Under Ministry of Socia Justiceand empowerment, National Drug Demand Reduction
Policy hasbeen proposedin March 2013 with the objectivesto:

a) Createawarenessaboutill effectsof substanceuse.

b) Providearangeof community based awareness.

c) Strengthen human resource development.

d) Facilitateresearch, capacity building and documentation.

e Activeeffortstoavoid stigmaand discrimination against users.

5.9 PREVENTIVE AND PROMOTIVE MENTAL
HEALTH SERVICES

Asphysical exerciseand nutritiousfood areimportant to strengthen and endurethe
health of the physical body; mind also requiresexercise and constant stimulation by
healthy discussions, socialising, meeting new people, meditating and if required by
medicating to endurethestrain of day to day life.

The public health nursesand the health care providersworking in close contact with
thecommunity can provideasupportiveroletotheindividud, family and community in
such situations by counselling them on the preventive and promotive mental health
approaches agai nst these problemsand referring them to right placesfor management.
Alsothedrategiesto reducestresslike spending timewith family and friends, exercising,
meditation, etc. areimportantin prevention of occurrence of mental health disorders.

1) Mental Health Help Line: A National Mental Health Help linewith atoll free
number has been setup to provideinformation about the availability of servicesat
publichedthfacilities.

2) Suicide Prevention Programme: With support of local NGOs, a suicide
prevention helpline providing servicesfor 24 hourson all seven daysin theweek
has been set up to provide support through tel ephonic counselling to prevent the
attempt of suicidesand resttempt in survivors. Themedicd officers, hedthworkers,
senior hedthingpectors, teachers, panchayati rgj ingtitution members, bank officers
and the police department etc will haveto betrained for the same.

3) Life Skills Programme: For early detection of mental health problemsin
adolescentsand growing children, school based counsdlling serviceswill beprovided
through auniform cascading model through the school teachersby training them
by modular trainings. School based counselling servicesalso to focuson early
interventionsfor adolescentswith mental health problems.

5.10 SCREENING, MANAGEMENT AND REFERRAL

Withincreasngindudtridisation, and stress, therehave beenincreasein mentd disorders
like, anxiety disorders, depression leading to high ratesof suicide. Factorslike broken
loveaffairs, conflict at home, stressat school etc. have been identified asimportant
factorsthat arisein thefamiliesand community. Alcohol and substance use disorder
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DMHPteamsthat need to be addressed by early detection by screening and referral
for adequate management.

The Community Mental Health Nurses, public hedlth nurses, ANMs, ASHAsand the
hedlth care providersworking in close contact with the community canbeof great help
in providing counsalling servicesfor prevention and promotion of mental hedlth, early
identification of mental disorders by screening, awareness generation for stigma
dleviationandtimely referra for adequatetreatment. They can aso haveanimportant
rolein community based servicesfor continuation of treatment and rehabilitation.
Community Mental health nurses(CMHN) play arolein community mental health
centers, detoxification centres, group homesfor individua swith mentd retardation or
seriousmental illnesses, and residentid substance abusetreatment programmes. Thus
therole of Community Mental Health Nurses(CMHN) in Menta health programme
can bebroadly placed under following categories:

1) Assessment of family: CMHN should study therisk factorsfor mental disorders
related to family conditionsto beableto addressthem through counsdlling.

2) Assessment of community: The community factors also contribute towards
effect and causation of mental disorders. The CMHN should be ableto assess
and delineatethem to address the modifiable onesand refer the patient to higher
levelsfor coping the non-modifiablerisk factors.

3) Planningand implementation: Sheshould beableto plan andimplement various
preventiveand promotive eventsfor the community like counsalling/meditation
and yogaunder Life SkillsProgrammefor prevention of mental disordersamong
school and collegechildren.

4) Family interventions: She should be ableto plan family interventionsfor the
factorsidentified in assessment. e.g. counsalling of parentsfor disputethat might
be an underlying cause of depressioninthechild.

5) Community inter ventions: Sheshould beableto plan community interventions
for thefactorsidentified in assessment. e.g. Stigmaaleviationin seeking care.

6) Evaluation: Evauation of theloca interventionsand assessment of the patients
conditionfor referral to the higher level. Sheisa soto provide active support to
patientsreferred back fromthehigher facilitiesfor continuation of trestment, family
support and rehabilitation after recovery.

Theclientsidentified by the CMHW/PHN/ANMS/ASHASsinthe community should
bereferred to the PHC medical officer for detailed assessment and initiation of
treatment. In cases of Emergency or conditionsthat are difficult to be treated at
the PHC level should bereferred to the CHC or district level for appropriate
management.

Check Your Progress2
1) Fillintheblanks
ad Theactivitiesunder the Drug Deaddiction programmearebroadly divided

INEOTWO arMS......covvereeeeiieeeenen, AN .o

b) Under DMHP eachPHCistohave...................... Community Mental
Health Workers (CMHW, or community counselors) as
......................................... providers.




2) Writeinbrief:

a What aretherightsof personswith mental diseasesas per theMental
hedlth act?

b) Mentionvariouscategoriesunder whichthe Community Health Nurses
havearoleto play in Mental health programme.

5.11 LET USSUM UP

According to the data available from various sources , approximately 6—7% of
population at any point of time suffersfrom mental disorders. Depression, anxiety,
Bipolar disorder, ADHD and schizophreniaare some common mental disorders.
The substance use disorders (al cohol, tobacco, stimulants and hallucinogens) are
also commonly seeninthe community. However, thereisastigmaattached with the
treatment of mental disorders. Thus, most of the cases either do not cometo the
notice of the health careworkersor are under treated. Thus Government hastaken
Initiativesto addressthe problem by launching NMHP and further decentralisingitto
thedistrict level by training the medical officersand integrating the mental health
servicesinto genera health services. The community workersincluding community
health nurseshave aspecial roleto play by mobilising the community for screening
and timely management including rehabilitation, ensuring referrds, dleviation of sigma
attached and carrying out preventive and promotive mental activitiesin community,
schools, collegesetc.

5.12 KEY WORDS

Delusions: afaseideaor bdief that isnot true

Hallucinations:  perception of something that isnot present.

ANM: Auxillary NurseMidwife
PHN: Public Health Nurse
ASHA: Accredited Socia HedlthActivist.

5.13 MODEL ANSWERS

Check Your Progress1

1) a twoweeks b) Conduct disorders C) cooccurring disorders
d) Thought disorder

2) a PTSD arethedisordersusually occur following previous exposureto a
traumatic or dangerousevent.

b) Withdrawd Symptomsof Alcohol UseDisorder includeforgetfulness, tremors,
inability to concentrate, delusonsand halucinations.

Mental Health and
Substance Abuse Disorders
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©)

Tobacco use predisposes to various respiratory disorders including
tuberculosis, cardiovascular problems, diabetesand directly causesavariety
of cancers(lung, ord cavity etc). Passive smokersare also at increased risk
of cardiovascular diseases, cancerslikelung,ora cavity, respiratory /diseases
likeasthmaand tuberculosis, ear infections.

Check Your Progress2
1) Fillintheblanks @) Sourcereduction, Demand reduction b) 2—4,front lineworkers

2) 9

b)

Every person shal havetheright to accessto affordable and quality mental
health care and treatment from servicesrun or funded by the government.
Persons with mental illness also have the right to equality of treatment,
protection frominhuman and degrading trestment, freelegal services, access
to their medical records, and complain regarding deficienciesin provision of
mental hedlth care.

Theroleof Community Health Nursesin Mental health programme can be
broadly placed under following categories:

1) Assessmentof family

2)  Assessment of community
3) Hanningandimplementation
4)  Familyinterventions

5)  Community interventions
6) Evduation
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6.0 INTRODUCTION

Owingtotheincreaseinlifeexpectancy and declineinbirth rate, worldwidetheelderly
populationisrapidly growing. Itisthe expected result of themodern science. By 2050
theelderly populationislikely togrowtodmog 2 billion. Mgority arelivingindevel oping
countries. Elderly population isthefastest growing populationin India It was6.7%in
1991 andislikely to bel0%in 2021. Between 2001 and 2051, the number of old-old
(age 70 yearsand older) is projected to increase 5-fold, and that of the oldest-old
(age80yearsand older) isexpected to increase 4-fold. Theaverageremaining length
of lifeisaround 18 years(16.7 yearsfor men, 18.9 yearsfor women) at age 60 years
and <12 years(10.9 yearsfor men and 12.4 yearsfor women) at age 70 years.

The old-age dependency ratio hasincreased over the past 2 decades, which increases
the burden on theworking population. Traditionally, ol der adultsaretaken care of by
their families. However, because of the changing gender roles, employment of women,
erosion of traditiona family values, and anincreasing trend for nuclear families, acare
giving crissispredicted. Thenumber of older adultsliving doneisincreasing. With
decreased family support and informal caregivers, more of theolder adultsin India
carefor themsalves Thereare basically two broad categoriesof elderly: those between
60 and 75 years (young old) and those over 75 years (old-old). Thefirst category of
peopleiscomparatively physicaly activeand mentaly dert. They canbeeconomicaly
productiveif given the opportunity towork. Thesecond category isphysically frail
with different type of impairmentslikevision, hearing, locomotion etc. These people
need specid care.
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occupationa therapists, pharmacists, nurses, and other hedlth professionas. They need
to becomefamiliarisewith the changesthat occur in the aging process. Thiscan enable
them to provide better careto the elderly. The community health nurses have an
important roleto play in all the preventive, promotive, and rehabilitative aspects of
health care of theelderly.

6.1 OBJECTIVES
At the completion of thisunit, you should beableto:

e  describethedemographic characteristicsof theelderly;
e enumeratetheage-related changesin elderly people;

e discussthephysiologic, psychosocid, and cognitive changesinfluencing thehedth
of older adults;

e  recognisethecommon health disordersamong elderly;
e summarisethegoalsof carefor theolder adult; and
e discussthenursinginterventionsfor certain common problemsof elderly.

6.2 AGE RELATED CHANGESIN VARIOUSBODY
SYSTEMS

Ageingisaprogressiveand universal phenomenon encompassing gradua lossof cdls
resultingindeclineinorganfunctiond abilities. Conseguently, eventhebasdinefunctions
of thebody a so getswasted. Age-rel ated changes affect the function of every system
of body, eveninthe healthiest ol der people. Heart output declines. Calcium migrates
from bones and teeth into blood vessels. Cataracts may dim vision. Hearing fades.
Lung, liver, and kidney functionsd ow. Wear and tear on jointsmakespain an unwelcome
companion. So, thenormal age-rel ated changesmay be accompanied by chronichedlth
problems such as diabetes or heart disease. Management of many such chronic
conditionsmay include one or more medications prescribed for regular use. Although
medications may relieve symptoms, improvethe quality of life, and in some cases
increasethelifespan, they arenot without risk. For example, research has shown that
taking four or more prescription drugsisan independent risk factor for afall injury,
which can put an independent ol der adult into theranksof thefrail elderly.

Ageingisnot adisesseinitsalf, but the aged do becomevulnerableto diseases. These
aterationsmakethe human being vulnerableto variousdiseaseswith decliningimmune
responses, poor regenerating capacitiesthereby increasing exponentially themorbidity
and ultimate mortality amongst them. Theincidence, prevaenceand thereby thetotal
burden of chronic diseasesincreaseswith agewhich trandatesinto anincreased risk of
disability and decreased ability to recover from ailmentsoncethey occur. Themajor
chronic diseases which contribute globally to the death of those > 70 years of age
include cardiovascul ar diseases, cancer, chronic respiratory diseases and diabetes
mdlitus

Let usnow discussthe changesin various systemsof the body as given below:

6.2.1 Cardiovascular System

Thereisaprogressivelossof myocardial musclecellsalongwithanincreasein cell
volume and depletion of fat cellsand fibroustissues. Thus heart getsflabbier but



weaker. The heart valves start becoming thickened, loose éasticity and calcification
may set in. The common cardiovascular problemsinclude hypertension, Ischemic
heart disease, heart failure, peripheral vascular diseases (PVD), heart blocks, atrial
fibrillation and other arrhythmias, pulmonary and cerebral thromboembolism, and
aortic stenosis.

6.2.2 Respiratory System

Inthelargearwaysand bronchi thenumber of glandular epithelia cellsdeclineleading
to reduced production of protective mucousand thereby increased risk of infection. In
smdl airwaysand air spaces, loss of supportiveelastin and collagen leadsto dilatation
of aveolar ductsand air spaces. Though alveoli increasein Size, thereisadecreasein
their numbers, thereforethereisareduced alveolar surface with lesseffective gas
exchange. Agerelated muscle changeslead to poor strength of respiratory muscles.
Thethoracic cage becomes stiff and rigid dueto ossification of costal cartilagesand
kyphos sof spineand further hampersventilation. Respiratory responsesto both hypoxia
and hypercarbiaare blunted in old age. The central control of breathing isimpaired.
Decreased cough reflex and ciliary action promotes bacterial colonisation. All these
changesareworsened by smoking or air pollution.

Thecommon respiratory problemsinclude pneumonia, tuberculosis, bronchia asthma,
chronic obstructive pulmonary disease (COPD), and lung cancer.

6.2.3 Gastrointestinal System

With age, ora mucosal membrane stopsfunctioning. Teeth arelost dueto periodontal
diseases and resorption of mandible. The muscles of mastication becomeweak. The
number of tastebudsdecreases. Sdlivary secretionsarereduced. Swallowing mechanism
isaffected by weakened oropharyngeal musclesand disturbed coordination between
oropharyngeal musclesand upper esophageal sphincter. Asaresult elderly peopleare
susceptibleto dysphagiaand aspiration. Gastric emptying of liquidsisdel ayed. Gastric
acid secretion may increase or decrease depending upon infection with Helicobacter
Pylori or use of drugs. Absorption of multiplenutrientsin small intestineisreduced
leading to malabsorption, but steatorrhoeaisunusual aspancrestic functionsremains
normdl. Thoughthelargeintestinefunction remainsnormal, decreased toneof abdominal
muscles may affect peristalsisand evacuation may not be complete. Liver volume,
blood flow and perfusion declinewith age. Asaresult, the ability to metabolise and
detoxify toxins, hormonesand drug issignificantly impaired.

Thecommondisordersof Gl tractincludehiatushernia, Non steroidd anti inflammeatory
drugs (NSAIDs) gastropathy, peptic ulcer, cancer of GI T, constipation etc.

6.2.4 Endocrine System

Endocrine functions start declining from the time of puberty. Hypothalamic
respong venessto changesintheinterna milieu andthehypotha amic—pituitary regulation
of releasing hormonesand stimul ating hormonesdeclinewith age. Thesizeof thethyroid
gland increases but mostly because of the deposition of connectivetissues. Secretion
and metabolism of both thyroid hormonesisreduced. Basal circadian and maximum
level sof glucocordicoidsand circulating levelsof mineral ocorticoids are maintained
withinthenormal range.

Agingisassociated with glucoseintolerance. Thefactorsthat |ead to the derangement
of carbohydrate metabolismare:

e  Decreased glucoseinduced insulin secretions.

Elderly Care
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e Impaired uptake of glucose by the skeletal musclesand adiposetissues.

¢ Influenceof increased body fat, physical inactivity, lack of fibersinthediet,impaired
rend functions, increased sympathetic nervous system activity and effect of drugs.

e  Common endocrine problemsinclude diabetes mellitus, hypothyroidism, and

hyperthyroidism.
6.2.5 Musculoskeletal System

Lossof muscle strength isthe commonest muscul osketal problem of old age. There
areseverd contributory factorswhich vary from person to personintheir contributions
andinclude:

e Lossof motor cellsand their replacementsby connectivetissue and fat.

e Failuretoachievemaximal activation of musclesdueto loss of motivation, reflex
inhibition and variableextent of arthritis.

e Lessbody movements.
e Déficiency of varioushormoneslike growth hormones, androgensand estrogen.

Boneisadynamictissuewith ongoing remode ling throughout thelife. With ageing the
surfaces of bone cartilagestend to breakdown which reducesthetensile strength,
fatigueresistance and strength of joints. Periarti cular soft tissuessuch asinter vertebral
discs, ligaments, tendonsand capsulesof jointschangewith ageresultingin thickening,
digtortionandfibrousof joint capsules. Tendonsand ligamentsa so loosetenslestrength.

Common muscul oskeletal problemsinclude osteoarthritis, rheumatoid arthritis,
osteoporosis, fractures.

6.2.6 Genitourinary and Reproductive System

M enopausetakes place between the early 40sand 50s after which the ovariesreduce
their production of female sex hormones. Severa physica and emotion changes occur
which have short term and long term implications. In the early 60sthe long-term
implications of menopause namely structural changesin sex hormones, urinary tract
and skinand anincreased risk of IHD, osteoporosisand certain typesof cancer would
be more evident. Except for these effects of estrogen |oss after menopause, thereis
very littlechangeinawoman’ssexua abilities.

Older men do not experience hormona changesto the extent that women do, although
testosterone decreasesafter sexua maturity. Themain effect of testosterone deficiency
ison penileerection, premature gjacul ation and loss of libido. Sperm production
generally doesnot end until the mid 70s. Most men over 65 years. of age have at
least some enlargement of the prostate. The kidney size and the number of nephrons
declinewith age. The number of nephronsper kidney decreasesby 30-50% between
ages 25 and 85 years. The micro-architecture of the nephronisdistorted, asaresult
of which theremaining filtering unitsalso function lesswell. The blood circulation
declinesasaresult of sclerosisof renal vasculature. The Glomerular Filtration Rate
(GFR) declinesnearly 50% by 90 yrsof age. Inspiteof al these changesthekidneys
maintain the volume and composition of the extracel lular compartment within normal
l[imitsin old age. However, intheface of physiological or pathological stress, the
compromised renal function becomes apparent. Thekidney becomeslessresponsive
to sodiumloss. Theantidiuretic hormone (ADH), which actsto ater the permesbility
of certainkidney cellsfor the conservation of water, islesseffectivewith theloss of



sodium and water. The GFR isusualy highest during day timewith thelargest volume
of urineexcretion. In older people, this patternisatered and kidneys continueto be
quite active during the night. The bladder capacity decreasesfrom 500 ml —600 ml
to about 250 ml. Not only isthe capacity lowered, but thereisalso moreresidual
urineremaining after voiding.

Note: Thesmall capacity of bladder, coupled with higher night timeglomer ular
filtration resultsin older personsgetting up several timesduringthenight to
urinate.

Older women usualy havelessmuscle power inthe abdominal and perineal muscles
which make bladder control moredifficult. In men, enlargement of the prostate can
block theflow of urinethrough the urethracausing hesitancy and difficulty initiating the
stream and finally leading to retention of urineor retention with overflow.

Thenet resultsof the changesinthekidney and urinary tract are:
e Higherriskof infection

e Riskof lifethrestening hyponatermia

e Necessity of adjustment of drug doseinold age

¢ Nocturiaand urinary incontinence.

UTI and urinary incontinencein both elderly malesand females, and benign prostate
hypertrophy, and malignancy of prostatein malesare quite common.

6.2.7 Sense organs

With agetheefficiency of functioning of all five sense organs(vision, hearing, taste,
smell, and touch) diminishes. These changes affect the genera well-being and daily
functioning of theindividud.

e Vison changesgenerdly begininmiddleage. Presbyopiausudly occursat around
40 yearsof age. The people need glassesor contact lensesto read. Older adults
alsomay experienceincreased sengtivity toglare, dry eyes, impaired night vision,
and reduced col or discrimination. Adequate vision isnecessary for the safety of
theindividuals. Visual problemscanleadtoalossof ability to performADL and
IADLSs (e.g., self-care, driving, shopping etc.). The person becomes socially
Isolated which may leadsto depression, and adecreased quality of life. Visual
impairment asoincreasestherisk of falls, whichinturn may causefracturesreguiring
hospitalization and rehabilitation.

e Hearing changesrelated to aging aso can haveamgor impact onindependence,
safety, and qudity of life of the people. Morethan onethird of peopleover 65and
half of those over 85 suffer somehearing loss. Hearing impairment can aso limit
socia interaction and can lead to depression amongst the el derly.

Because of theatrophy of taste buds, taste sensation decreases. Smell isreduced
with ageduetofew nervecellsinthenasa lining and fewer cellsin theolfactory
bulb of the brain. Some medications can a so ater both taste and smell. These
changesrelated to aging can reducethe pleasure of eating.

e Tactilesensationisreduced intheelderly people. Thereisanincreased threshold
totouch and pressure. Their ability to sense pressureand painisreduced and they
have greater difficulty in differentiating temperature. Because of these sensory
changestheir environment may be unsafe. The decreased ability of theelderly to
sense pressure could lead to skin breakdown.
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Check Your Progress1

1) Listcommon cardiovascular problemsof elderly.

2) Listcommonrespiratory problemsof elderly.

3) Listcommondisordersof Gl tract among el derly.

4) Listcommon musculoskeleta problemsof elderly.

5) Listthechangesinthekidney and urinary tract of maleand femaleelderly.

6.3 GOALSOFCAREOFELDERLY PEOPLE

Elderly patients have age specific, complex and multifaceted needs. They are affected
inuniqueways by the combined effects of the ageing process, the disease processand
the environment, which challengetheir senseof self and influencetheir perception of
qudlity of life. Theelderly patients need nursing carewhich should be provided by a
nursewho isknowledgeabl e, skilled, vigilant, sensitive, proactive, respectful andis
positively motivated about caring for the older persons. Thevariousgoalsof care of
elderly peopleareasfollows:

6.3.1 Maintaining Self-Care

Thisgoal isoneof the primary objectivesfor keeping an older adult independent,
healthy, and ableto manage any chronic conditionsin their home environment. Once
self-care becomesdifficult, additional challengesmay arise, such asrecognizingthe
need for help, finding resources, dependence on a caregiver, and a loss of
independence.

6.3.2 Preventing Complicationsof Ageing or of Existing Chronic
Conditions

Thegoal for managing chronic conditionsisto regularly assessa patient’s current
gatusfor any changesor complicationsthat might requirenew interventionsor changes
intrestment. To addressthisgoa , communication with thehedthcareteamisimportant,
aswell aseducating the patient and family to verify understanding and importance of
management goas.

6.3.3 Delaying Decline

Older adults should be carefully monitored for any decline. Goals may include
addressing strength and physical abilitiesaswell aspromoting and reinforcing healthy
behavioursand appropriate self-care strategies.



e Achievingthehighest possiblequality of life. Eachindividua will have persona
goasthat areimportant to their quality of life. Thesemay be based onthevaues
and beliefsof each person. Care providersshould addresseachindividual’sgoas
onapersond basis. A discussion about quality of lifeisimportant to addresswith
the patient each timethereisachangein hedlth status.

6.4 DOMAINSOFCARE OFELDERLY
Thevariousaspectsof careof elderly are discussed under two main headings, i.e.

e  Promoting healthy aging amongst theelderly.
e Generd careof theelderly.

6.4.1 Promoting Healthy Aging amongst the Elderly

Itisvery important for the elderly to adapt certain healthy habitsin order to decrease
the prevaenceof variousagerdated problems. Thoughitisvery difficult to changethe
habitsintheold age, however, thereisno harmin making an attempt.

Maintain daily routine Mantaningdaily routineof activitiesisabasc gepinremaining
healthy. They should be asked tofix atimefor each activity during theday e.g. eating,
napping during day, going for deep at night and getting up inthe morning, exercises,
walk, entertainment, religiousactivitiesetc. In old ageit becomesvery difficult for the
body to adjust if the routineisdisturbed. Sleep requirement decreaseswith age. Older
adultstend to dleep morelightly and for shorter time spans, but they generally need
about the same amount of deep asthey needed asayoung adult (7 to 8 hoursanight).
Many experienceinsomnia. Excessive napping during day timeshould beavoidedin
order to haveagood deep at night. Reduce distractionsand noiseasmuch aspossible.
Provideanight light, asolder people usualy havedifficulty accommodating to changes
between dark and light.

Physical activity: Theelderly should be promoted for the physical activitiesas per
their cgpabilities. Thirty minuteswalk inthemorning aswell asintheeveningisthebest
physical exercise. They should beaccompanied by someonewhilegoing out. Straining
and exhaustion dueto physical activity should beavoided. Certainlight yogic exercises
should also be promoted.

Per sonal hygiene: Elderly peopleshould beencouragedto carry out their own persond
hygiene routines as much as possible. This promotesindependence and asense of
purposeinlife. Even managing the smallest task isbetter than nothing at al.

The safety issuesin the bathroom should not be overlooked. Make surethereareno
throw rugsthat could createarisk of fall. Thegrab barsshould beinstalled (Fig. 6.1).
A bath chair may be usedto sit in the bathroom (Fig. 6.2). Thefloor should not be
dlippery. Thewater temperature should be comfortable. Thetowel and clothesto
wear should beready. Adaptive equipment such ashol ding showers can makebathing
safer, because sometimesit may bedifficult for theelderly to hold amug full of water.

T

S

Fig.6.1: Grab barsin sidebathroom Fig. 6.2: Bath chair
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themorning and night after having medl, they should beencouragedtorinsetheir mouth
properly after eating anything. Dentures should be cleaned using warm water and a
non-abrasive cleanse.

Social activity: Londinessleading to depressonisquitecommonin old age. Encourage
theelderly toremain socialy active by involving themsalvesin certain activities/joining
certain NGOs, spending timewith friendsetc. Thiswill help utilising their lifelong
experiencesand maintain their physica and mental health.

Regular health checkups: The elderly should be encouraged for regular health
checkups. They should undergo dl theinvestigationsat least onceinayear. Any hedth
problem can be managed properly if it isdetected at itsearly stage.

Avoiding polymedication: Poly medication againisquitecommoninold age. They
should beingtructed to avoid salf medication. Thereshould bejudicioususeof medicines.
Only therequired medicinesin appropriate doses after consulting the expertsshould
betaken.

6.4.2 General Care of the Elderly

L et usdiscussthe assessment of functiona statusof the elderly and interventionsfor
certain common problemsof elderly asgiven below:

Assessment of functional statusand activitiesof daily livingwill helpinidentifying the
deficitsamongst dderly. It will facilitatein planning variousinterventionsfor them. Many
elderly peoplehavedifficultiescaring for themsdves managing therr living environment,
and moving about. Thisimpactsther functional performance. Thetwo commonly used
toolsto assesstheir functional performanceareActivitiesof Daily Living (ADLs) and
Instrumental Activitiesof Daily Living (IADLs) scaes. (Table6.1)

Table6.1: ADL and | ADL scales

Activitiesof Daily Living (ADLsS) | Instrumental Activities of Daily
Living (IADLYS)
Bathing Driving or managing other transportation
Dressing Shopping
Eding Cooking
Transferring from bed to chair Using thetelephone
Continence Managing finances
Toileing Takingmedications
Housecleaning
Laundry

i) Bowel problems. Congtipationisoneof themost frequent problemsof theolder
people. It becomesasource of frustration if they do not pass stool in the morning.
Morethan 25% el derly experience constipation dueto decreased abdomina muscle
tone, inactivity, immobility, inadequatefluid and dietary, somedisease conditions, sde
effectsof medications, dependence onlaxativesor enemas, and variousenvironmental
conditions.

Certain general measuresto avoid constipation are:;
e Encouragethemtotakehighfibrediet.
e Promoteregular exercise.



i

Prolonged use of |axative should be avoided.
Increasethefluidintake, giving considerationsto cardiac status.
Usesuppositories(glycerineor Dulcolax).

Add stool softenersif required.

Assist theindividua in sitting on acommode or toilet. Commodewith theside
armsmay behelpful (Fig. 6.3). Provide privacy but do not leavetheelderly un-
attended.

After defecation, inspect the condition of the skin around the anusand determine
the consistency, quantity and form of stool.

Apply and lubricant.

|

- _-— =

b

Fig. 6.3: Commodewith sidearms

Urinary problems: The patient may have one or multiple urinary problems

leading to disturbed urinary pattern, i.e., either incontinence (involuntary urineloss)
or retention of urine. Urinary incontinence (Ul) isone of the most common and an
important problem both in male and female elderly. It isthe most under diagnosed
and underreported problem because of stigmaattached toit. The varioustypes of
Ul are stress, urge, mixed, and functional.

a)

b)

Sressurinary incontinence: Itistheleakage of urine associated withincreased
abdomina pressurefrom laughing, sneezing, coughing, climbing Sairs, standing or
lifting heavy objects. The patient should betaught Kegal’s (pel vic-floor exercises)
and to usetheincontinent aids such asabsorbent padsor briefsto prevent soiling
of clothes.

Urinary incontinence: It is the involuntary leakage accompanied by or
immediately preceded by urgency. Itisgenerally caused by uninhibited bladder
contractions (over activity) that |ead to leakage of urine. In men, thiscondition
often is accompanied by urethral obstruction from benign prostatic
hyperplasia (BPH).

Mixed urinary incontinence: Itisacombination of stressand urgeincontinence.
Itismarked by involuntary |eakage associated with urgency and dsowith exertion,
effort, sneezing, or coughing.

Functional urinary incontinence: Itistheinability to hold urinedueto reasons
other than neuro-urologic and lower urinary tract dysfunction (e.g, delirium,
psychiatric disorders, urinary infection, impaired mobility). It occurswhen the
patient haseither physical or psychological factorsthat impair theability togoto
thetoilet (e.g., apatient who iswheel chair-bound or has dementia).

Establishtoilet schedule: Every 2 hours, beforeand after activity, beforeand after
meals, before and after sleep or rest periods.
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i)

Provide easy accesstotoilet.
Provide patient with the clotheswhich areeasy to wear.
Ensureadequatefluidintake.

Encourage patient to avoid bladder irritants such as caffeinated beverages, a cohal,
and artificia sweeteners.

Inspect genito-perined areadally.

Educate the patient and the caregiversregarding Ul that it isnot inevitable or
shameful. Patient education should beindividualised, involving caregiversand
others. Education promotes early and more effective management. It may
reduce physical, psychological and social limitations, thusimproving quality of
life

Provideadequate safety totheelderly

Eldersareat risk for falls. Falls present aseriousthreat to these patients. Agerel ated
changes, various health problems, weak or immobile state, sensory deficits, delirium,
dementia, confusion, improperly fitted or used mobility aids, unsafeuse of medications,
unsafe environment, altered mood or cognitivefunction can reducethe capacity of the
elderly to protect themfrominjury. All thesefactorsincreasetheir vulnerability to safety
hazards.

Prevention isimportant because older adults require more time to recover
from injuries and suffer more complications. The following interventions may
help:

Assessrisk of injury to patient (fallsrisk, activitiesof daily living and impaired
activitiesof daily living function, mental status, gait, medication use, nutritional
status, environment, knowledge of injury prevention practices.)

Orient patientsto new environments.

Encourage patientsto wear prescribed eyeglasses, hearing aids, and prosthetic
devices.

Ensurepatients use of canes, walkers, and wheelchairs properly and only when
prescribed.

Advice patientsto change positions slowly, holding on to astable object asthey
do.

Keepfloorsfreefromlitter and clutter.

Provideadequate lighting with accessiblelight switches. Useanight light.
Store cleaning solutions and other poisonous substancein asafe area.
Encourage patients’ use of hand railsand grab bars.

There should be proper flooring inside the home and the immediate outside
environmen.

Ass &t patientsas needed with transfers.
Clear pathwaysof furniture and other objects.

Evaluate appropriateness of footwear to ensurethat it iscomfortable, non-skid
and sturdy.



Iv) Administration and cautioususe of medications:

Administration of medication through variousroutesvizora, IM and IV carriesa
greatest risk especially for the elderly patients. Almost all aspects of
pharmacokineticsare altered in geriatric patients. Thereisdecreased gastric acid
content leading to slowed absorption. The gastric emptying and motility isalso
decreased. Blood flow to the Gl tract slows, increasing thetimeit takesto absorb
nutrientsand drugsfrom the intestines. Decreased cardiac output and liver perfusion
gresatly decrease drug metabolism, leading to aprolongation of drug action duration.
Drugs can a so accumul ate and reach toxic levelsmore quickly than in ayounger
person, further emphasizing the importance of increasing dose intervals. The
kidneys, which are responsible for most drug excretion, experience decreased
function as people age.

Variousmedicinesimprovethe health and well-being of theolder peopleby aleviating
thesymptomsof discomfort, treating chronicillnessand curing infectious processes.
Usualy theelderly are prescribed morethan onedrug at agiventime. So, therecould
be problems because of medi cation interactionsand more chances of non-compliance.
Poly pharmacy should beavoided asfar aspossible. Periodical assessment and review
of drugsisrequired. Table 6.2 depictsthe use and misuse of drugsamong the ol der
individuas

Table6.2: Prevention of Druguseand misuseamong Older Individuals

Assessment Area Precautions

Isdrug therapy necessary? | Sleep-inducing medicationsmay bereplaced by
non-pharmacol ogical means.Avoid treatment of
symptomswithout adiagnos shecausean additiond
Symptom issometimesamedication S de-effect.

Isthe dosage appropriate? | Older individuasrequirelow dosagesthan younger
ones.Start with low dosageand go dow increasing
the dose gradually.Monitor the person for the
desired therapeutic response or toxicity.

Wheat effect will thedrug The desired therapeutic response should be

have? identified beforethetreatment.

What undesirableeffects Identify all possible side-effectsand monitor for

may occur? occurrence after any change in the medication
regimen.

Isthedrug form optima ? In case of dysphagia, liquid preparationsmay be
tried.Slow-release medicationsmay lead to gastric
upset. Consider all forms(e.g. liquid, oral, intra
muscular, intravenously, suppository etc.)

Isthedrugpackagingand | Makecertainthat thelidsof bottlesareremovable
|abelling appropriate? without causing additiona joint stressor making it
impossible to comply with the regimen.Labels
should be printed large enough and should be
colour coded to promote visual recognition of the
medication bottle.
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Assessment Area Precautions

that themedicationwillbe | regimen are increased, if:Three or fewer
taken appropriately? medications are prescribed. Instructions are in

Isit possibletoguarantee | Thechancesof compliancewith the medication

writing. Labels are legible. Old drugs are
discarded. Thescheduleissmple.

Whenshouldmedications | Many drugsarenot needed for lifetime, although

be discontinued? medications such as digoxin are commonly
prescribed without atimelimit. Periodicevaluation
of al thedrugs should be conducted. Drugssuch
as steroids, anti-parkinsonian agents and anti
convulsantsmust bewithdrawn carefully and under
observation.

v) Prevention of bedsores

Bedsores devel op when soft tissues (skin and underlying tissues) are compressed
between bony prominencesand contact surfaces (bed/chair). Eldersareat increased
risk for skin breakdown. Thevariousreasonsmay be

Decreased sensory perception and thereforelack of awarenessof early indications
of skindamage.

Collection of moisture dueto faecal or urinary incontinence or other causes.
Drynessof the skin creating fragile skin surfaces.

Limitation of activity including the ability to reposition onesaif.

Lack of mohility.

Inadequate nutrition.

Frictionand shear during movement and positioning.

Thefollowing measures should betaken to prevent the devel opment of bedsores.

Turn and reposition the patient at 1-2 hour intervals. (Thetimeinterval can be
increased according to patients comfort).

Encouragethe patient to movein bed asfar aspossible and asfar itisallowed.

A written turning and positioning schedul e should befollowed so that change of
caregiversdoesn't affect the schedule.

Inspect the skin thoroughly at each position changefor evidence of early skin
breakdown.

Avoidthe useof extremely hot water for bathing.
Useamild soap and clean the skin gently. Apply aslittleforceaspossible.

Don't massage the reddened bony areas. It will further damage the underlying
tissues.

Apply emollientsas needed to prevent dryness.
Makeuseof aternating air mattresses.

vi) Meetingthenutritional needsof theelderly

Generdly thenutrition for theelderly of around 70 yearsdoesnot vary much. It remains
the sameasthat of other middleagedindividuas. However, thenutritiona needsof the



elderly above 75 yearsof agearevery different. Because of lower basal metabolic
rate and lessphysical activity, thetotal calorieintakeisreduced. Thelossof natural
teeth and theill-fitting teeth may |ead to insufficient nutrition. Shemay not beableto
eat al thefoodsbecause of impaired digestion and absorption capacity. Their food
preferencesare a so changed. Many prefer more of sweet foods. For many ‘ old-old’
individua sthe dietary habitsbecomejust likethechildren.

Following certaininterventionsmay helpin meeting the nutritional needsof theelderly
individuals

Offer small and frequent meals. Three small meal sare better than onelargemedl.
The meal sshould be esten at fixed and scheduled time.

Incaseof impairedintakeof food, try toidentify thecause. If itisthe s deeffect of
some medicines, try to have somealternate drug.

Nutritional quality of all food items should be evaluated. First part of the meal
should contain the highest nutritional values. The number of caloriesshould be
consdered. Theseshould not betoo much or tooless. Thediet should be balanced
intermsof al food nutrientsi.e. protein, fat, carbohydrates, vitamins, mineradsand
fibres.

Change the food consistency as per the choice and need of the elderly. For
example, in case of missing teeth or badly fitting dentures, properly cooked and
mashed vegetablesor dal etc. can begiven.

Special needsof the person should beconsidered e.g. restricting aparticular type
of food asper the disease condition.

Do not force-feed them. Do not get angry if sometimesthey do not fed likeeating
anything.

Fried, very spicy food, red mest, animal fat etc. should beavoided.

Familiar and favouritefoods should be prepared for them.

Encourage adequate amount of fluids.

For thosewho can sit, should be encouraged eating meal s at thedining tablewith
other family members.

Servemedsinaleisurely measurein arelaxed environment. No hurry should be
there.

Offer nutritiona supplements. Support and encouragetheindividual during meal
time

Mealsshould beattractively prepared. If possible, it should be servedinaplace
other than the sick room.

Light exerciseor walking before meals(if possible) should be encouraged.
Procedures, trestmentsand other stressorsif any should be avoided during meal
time

Reline denturesto improve chewing and facia appearance.

Encourage adequate dental oral hygiene.
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Check Your Progress2

1) Listgeneral measurestoavoid constipation among elderly.

vii) Communicatingwith elderly

Clear communication between nursesand the elderly isvery important. It hasbeen
recognised as one of the most important aspects of nursing elderly people.
Communication can beeither verba or non-verba . Sound communicationwith patients,
families, and other staff membersisvery essentia intoday’sfast-paced and information
driven society. Itisanimportant aspect of thequdity of care. Ineffective communication
innursing can lead to patients’ incompliance, disturbancein socialisation and some
patients needsmay beleft unmet thereby creating and increasing stresson caregivers .
Pleaserefer Theory Course 1, Block 5, Unit 1 on BCC for detailson communication
Process.

Thefollowing are certaininterventionsthat should betakeninto considerationswhile
caring for theelderly patient.

o Carefully assessand validate the need for modified communication techniques.

e  Seek and useresource persons as needed to communicate effectively with the
patient who hasdementia

e Communicaterespectfully and inamanner that preservesdignity.
e Askthepatient how heor she prefersto be addressed.
e Avoidtermssuch ashoney, sweetie, and dear.

e Speak slowly and at an adequate volume as needed to ensure effective
communication.

e Facethepatient, speak Sowly and distinctly.

e Alwaysinitiate conversation by usngthenameof patient

e Useclosed-ended questionsrequiring only ayesor no response.
e  Communicate onethought at atime.

e Makesurethat the environment is quiet with no noise that may distract the
patient.

e Usesuitablefacia expressions such as smiling while talking about cheerful
occasions.

e Provideadequatetimefor decision-making and problem-solving.

e Avoidforcingthepatienttoreply.

e Assessharriers(druginteractions, dementia, delirium, disease states, depression)
that impact patients' understanding of informeation, following directionsand making
needsknown.



e Demonstratefamiliarity with adaptive devices (hearing aid, listenator) and assure
the use of needed and applicable communication aids, including glasses or
magnifiers

e Directingructions/information to family/care partner aswell aspatient.

e Communicaterespectfully and preserve patient dignity when performing physical
careaswell aswhen communicating.

viii) Patient and Family Teaching

Eldersare often discharged from health carefacilitieswith complex careand trestment
plans. Assurethat the patient and appropriate others such asfamily membersand
other caregiversarefully informed about care needsand procedures. They should be
aware of the diseasethe elderly patient issuffering from. Place particular emphasis
upon the knowledge and skill needed to manage the medication regime. Misuse of
drugsisthefifthleading cause of desth among elderly persons.

6.5 LET USSUM UP

With the advancementsin scientific technol ogy, the elderly populationisonrise.
Consequently thereisrisein thenumber of patients approaching variousheslth care
facilities. Their problems, needsand care aredifferent than the peoplewith other age
group. Inthisunit we haveread in detail sabout various changesin body dueto aging
and preventive measuresto be used for taking carein different situation. The nurses
need to understand the aging processto provide quality caretotheelderly. They play
asignificant rolein helping aged persons experience health, fulfillment and sense of
wdl-being.

6.6 MODEL ANSWERS

Check Your Progress1

1) Common cardiovascular problemsof elderly are hypertension, Ischemic heart
disease, heart failure, peripheral vascular diseases (PVD), heart blocks, atrial
fibrillation and other arrhythmias, pulmonary and cerebral thromboembolism, and
aorticstenoss.

2) Common respiratory problems of elderly include pneumonia, tuberculosis,
bronchial asthma, chronic obstructive pulmonary disease (COPD), and lung
cance.

3) Commondisordersof Gl tract among el derly includehiatushernia, Non-steroidal
anti inflammatory drugs (NSAIDs) gastropathy, peptic ulcer, cancer of GIT,
constipation etc.

4) Commonmusculoskeletal problemsof ederly include osteoarthritis, rheumatoid
arthritis, osteoporosis, fractures.

5) Thechangesinthekidney and urinary tract of maleand femaleelderly.
e Higherriskof infection
¢ Riskof lifethrestening hyponatermia
e Necessity of adjustment of drug doseinold age
¢ Nocturiaand urinary incontinence.

UTI and urinary incontinencein both elderly malesand females, and benign prostate
hypertrophy, and malignancy of prostatein malesare quite common.
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2)

General measuresto avoid constipation among elderly are:

e Encouragedthemtotakehighfibrediet.

e Promoteregular exercise.

e Prolonged useof laxative should beavoided.

e Increasethefluidintake, giving consderationsto cardiac status.
e Usesuppositories(glycerineor Dulcolax).

e Addstool softenersif required.

e Assisttheindividual insitting on acommodeor toilet. Commodewith the
sidearmsmay be helpful. Provide privacy but do not leavethe elderly un
attended.

e After defecation, inspect the condition of the skin around the anus and
determinethe consistency, quantity and form of stool.

e Applyand lubricant.

Messuresto helpinmeeting thenutritiona needsof theelderly individualsareas
folows

e Small and frequent meals. Three small mealsare better than onelargemedl.

e Nutritional quaity of al food itemsshould beeva uated. First part of themesl
should contain the highest nutritiona values. The number of caloriesshould
not betoo much or too less. Thediet should bebalanced intermsof all food
nutrientsi.e. protein, fat, carbohydrates, vitamins, mineralsand fibres.

e Changethefood consistency as per the choiceand need of theelderly. For
example, in case of missing teeth or badly fitting dentures, properly cooked
and mashed vegetablesor dal etc. can begiven.

e Special needsof the person should be considered e.g. restricting aparticular
type of food as per the disease condition.

e Donot force-feed them. Do not get angry if sometimesthey do not feel like
egtinganything.

e Fried, very spicy food, red mest, animal fat etc. should beavoided.

¢ Encourageadequateamount of fluids.

e Lightexerciseor walking beforemeals(if possible) should be encouraged.

e Encourage adequatedenta ora hygiene.
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BNS-041 Foundations of Community Health

Block-1 Introduction to Public Health and Epidemiology

Unit 1 : Conceptsof Community Health

Unit 2 : Health Care Planning and Organization of Health Care at variouslevels
Unit 3 : Environmental Health and Sanitation

Unit 4 : Introduction to Epidemiology, Epidemiological Approachesand Processes
Unit 5 : Demography, Surveillance and I nterpretation of Data

Unit 6 : Bio-Medical Waste M anagement and I nfection Control

Block —2 Nutrition

Unit 1 : Introduction to Nutrition and Nutritional Assessment
Unit 2 : Nutrition during Pregnancy and L actation

Unit 3 : Nutrition for Infant, Child, Adolescent and Elderly
Unit 4 : Nutritional Deficiency Disorders

Unit 5 : Food Borne Diseases, Food Safety

Block —3 Communicable Diseases and Management under National Health
Programmes

Unit 1 : Epidemiology of Specific Communicable Diseases
Unit 2 : Communicable Diseases -1 Vector Borne Diseases
Unit 3 : Communicable Diseases -2 I nfectious Diseases
Unit 4 : Communicable Diseases -3 Zoonotic Diseases

Block —4 Non-Communicable Diseases and Management under National Health
Programmes

Unitl : Epidemiology of specific Non-communicable diseases
Unit 2 : Non-Communicable Diseases— 1

Unit 3 : Non-Communicable Diseases — 2

Unit 4 : Occupational Diseases. M edication Follow-up Care
Unit5 : Mental Health and Substance Abuse Disorders

Unit 6 : Elderly Care

Block —5 Communication M anagement and Supervision

Unit 1 : Behaviour Change Communication skills and other Soft Skills
Unit2 : Work Management and Administration

Unit 3 : Leadership, Supervision and Monitoring

Unit4 : Health Management I nformation System

Unit5 : Financial M anagement, Accounts and Computing at sub centre
Unit 6 : Recordsand Reports






